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PREFACE

Health for al is the main health objective of the Egyptian government. The Ministry of Health
and Population (MOHP) has given a high priority to implementing this objective, developing a national
system of health facilities that provide services at all levels. As part of this effort, the MOHP is committed
to increasing the quality and coverage of the health care system in Egypt, especialy in rural areas. The
MOHP also is emphasizing the importance of preventive care, particularly, the necessity of ensuring all
children are fully immunized against preventable diseases like measles and polio.

To monitor and evaluate the achievement of these abjectives, reliable data are needed. These data
can be obtained from service administration (service-based data) and collected directly from the
community (household-based data). The two types of data complement each other in enhancing the
information available to monitor progress in the health sector.

Beginning in 1980, a number of surveys have been carried out in Egypt to obtain data from the
community on the current health situation, including a series of Demographic and Health Surveys (DHS)
in which 2005 EDHS is the most recent. The results of the 2005 EDHS show that the family planning
program in Egypt continues to be successful in helping couples to plan their families. The survey also
found that key maternal and child health indicators, including antenatal care coverage, medical assistance
at delivery, and infant and child mortality have improved.

The findings of the 2005 EDHS together with the service-based data are very important in
measuring the achievements of family planning and health programs. To ensure understanding and use of
these data, the results of the 2005 EDHS should be widely disseminated at different levels of health
management, in the central offices aswell aslocal governments, and to the community at large.

Prof. Dr. Hatem El-Gabaly
Minister of Health and Population
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FOREWORD

The Egyptian family planning program has made substantial progress in supporting the efforts of
Egyptian families to meet their reproductive goals. A reason for this success has been the considerable
body of population research that has been undertaken over the past decades. This research has helped the
program to monitor the impact of its effort and identify key areas for further intervention.

The 2005 Egypt Demographic and Health Survey is the fifth full-scale survey implemented in
Egypt as part of the worldwide DHS program. The purpose of the survey was to provide the Ministry of
Health and Population (MOHP) of Egypt with information on fertility, reproductive practices of women,
maternal care, child health and mortality, child nutrition practices, breastfeeding, and anemia. This infor-
mation is important for understanding the factors that influence the reproductive health of women and the
health and survival of infants and young children.

This report summarizes the results of more than one year of continuous work preparing and carry-
ing out different activities of the 2005 EDHS, including fieldwork, data processing, and analysis of the
findings presented in this report.

I would like to express my appreciation to all parties who assisted in the implementation of the
2005 EDHS. Their efforts resulted in the successful completion of the 2005 EDHS activities and the rapid
issuance of this analysis of the survey results.

Dr. Safaa El-Baz
Assistant Minister of Health and Population
for National Population Council Affairs
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SUMMARY OF FINDINGS

The 2005 Egypt Demographic and Heath
Survey (2005 EDHS) interviewed a nationally
representative sample of 19,474 ever-married
women age 15-49. The survey is the eighth in a
series of Demographic and Health Surveys con-
ducted in Egypt. Asin previous surveys, the main
purpose of the 2005 EDHS was to provide de-
tailed information on fertility, family planning,
infant and child mortality, maternal and child
health and nutrition. The survey aso collected
information on the levels of knowledge of infec-
tious diseases including HIV/AIDS and hepatitis
C.

In addition, the 2005 EDHS included anemia
testing and special modules on child labor, domes-
tic violence, and female circumcision.

FERTILITY BEHAVIOR

Levels, Trends and Differentials. During
the past 25 years, fertility in Egypt has decreased
by more than two births, from 5.3 births at the
time of the 1980 Egypt Fertility Survey to 3.1
births at the time of the 2005 EDHS. In rurd ar-
eas, the fertility rate is 3.4 births, around 25 per-
cent higher than the rate in urban areas (2.7
births). Fertility levels are highest in Upper Egypt
(3.7 births) and in the Frontier Governorates (3.3
births) and lowest in the Urban Governorates (2.5
births). Education is strongly associated with
lower fertility as is wedlth. The fertility rate de-
creases from alevel of 3.6 births among women in
the lowest wedth quintile to 2.6 births among
women in the highest quintile.

Age at Marriage. One of the factors influ-
encing the on-going fertility decline in Egypt has
been the steady increase in the age at which
women marry. Currently, the median age at first
marriage among women age 25-29 is 21.3 years.
One of the most important effects of the increase
in the age at first marriage has been areduction in
adolescent fertility. Adolescent childbearing car-
ries higher risks of morbidity and mortality for the
mother and child, particularly when the mother is
under age 18. At the time of the 2005 EDHS, nine

percent of women age 15-19 had given birth or were
pregnant with their first child.

FAMILY PLANNING USE

Family Planning Knowledge and Attitudes.
Widespread awareness of family planning methods as
well as nearly universal approva of family planning
have been crucial elements in the expansion of family
planning use. At the time of the 2005 EDHS, the aver-
age currently married woman knew about seven
methods. Family planning IEC efforts reach large
numbers of women; nine in ten 2005 EDHS respon-
dents had heard or seen a family planning message
during the six months prior to the survey.

Family planning has broad support among Egyp-
tian couples. Most women (93 percent) consider it
appropriate for a couple to begin family planning use
after they have their first child. However, very few
women who approve of family planning use (2 per-
cent) think that a newly married couple should use
contraception to delay the first pregnancy.

Levels and Trends. The Egyptian government’s
commitment to providing widely accessible family
planning services has been a very important factor in
the on-going fertility decline. Contraceptive use levels
have more than doubled in Egypt between 1980 and
2005, from 24 percent to 59 percent. The lUD contin-
ues to be by far the most widely used method; 37 per-
cent of married women were relying on the 1UD, 10
percent on the pill, and seven percent on injectables.

Differentials in Use. Despite nearly universal
family planning knowledge and approval, the 2005
EDHS found significant differentials in use. As ex-
pected given the nearly universal disapproval of fam-
ily planning use before the first birth, less than one
percent of currently married women who had not yet
had a child were using at the time of the survey. Use
rates rise rapidly with family size; 46 percent of
women with one child were using and use rates peak
at 75 percent among women with 3 children.

Use rates were 60 percent or higher in the Urban
Governorates, in both urban and rural areas in Lower
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Egypt, and in urban areas in Upper Egypt. In con-
trast, 45 percent of currently married women
were using in rural Upper Egypt and 51 percent in
the Frontier Governorates. Among women who
never attended school, 55 percent were using
compared to 62 percent among women who com-
pleted secondary school or higher. Use rates rose
from 53 percent of women in the lowest wealth
quintile to 63 percent among women in the high-
est quintile.

Discontinuation of Use. A key concern for
the family planning program is the rate at which
users discontinue use of contraception and their
reasons for stopping. Overall, 32 percent of users
in Egypt discontinue using a method within 12
months of starting use. The rate of discontinuation
during the first year of use is much higher among
pill users (50 percent) and injectable users (46
percent) than among IUD users (15 percent). With
regard to the reasons for stopping use, users are
more likely to discontinue during the first year of
use because they wanted a more effective method.
Overdl, 12 percent of users who discontinued
during the first 12 months of use switched to
another method within two months of the time
they discontinued.

Provision of Services. Both government
health facilities and private sector providers play
an important role in the delivery of family plan-
ning services. More than half of all users of mod-
ern methods (57 percent) go to Ministry of Health
or other governmental providers for their method.
This represents an increase from the situation in
2000, when 49 percent of users relied on public
sector facilities for their methods. Public sector
providers are also the principal source for the lUD
and injectables while more than seven in ten pill
users obtain their method from a pharmacy.

The 2005 EDHS results suggest that family
planning providers are not routinely offering
women the information necessary to make an in-
formed choice about the method best suited to
their contraceptive needs. In particular, more than
four in ten users of modern methods are not pro-
vided information about methods other than the
one they adopt. Although side effects cause many
users to discontinue, providers also are counsel-
ling only around half of the users about potential
side effects.
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NEED FOR FAMILY PLANNING

Fertility Preferences. Many Egyptian women
are having more births than they consider ideal. Over-
all, seven percent of births in the five years prior to
the survey were reported to be mistimed, that is,
wanted later. and 12 percent were unwanted. If Egyp-
tian women were to have the number of children they
consider ideal, the total fertility rate would fall from
3.1 birthsto 2.3 births per woman.

Unmet Need for Family Planning. Taking into
account both their fertility desire at the time of the
survey and their exposure to the risk of pregnancy,
10 percent of currently married women were consid-
ered to have an immediate need for family planning.
Unmet need is greatest among women in rural Upper
Egypt, where 17 percent of women are in need of fam-
ily planning to achieve their childbearing goals.

INFANT AND CHILD MORTALITY

Levels and Trends. At the mortality level pre-
vailing in the five-year period before the 2005 EDHS,
one in 24 Egyptian children will die before their fifth
birthday. The level of early childhood mortality has
fallen substantially since the mid-1960s, when around
onein four children died before reaching age five.

During the five-year period before the survey, the
infant mortality rate was 33 deaths per 1,000 births,
and the neonatal mortality rate was 20 deaths per
1,000 births. This indicates that around 80 percent of
early childhood deaths in Egypt are taking place be-
fore a child sfirst birthday, with nearly half occurring
during the first month of life.

Socioeconomic Differentials. Mortality is higher
in rura than urban areas. The highest level isfound in
rural Upper Egypt, where the rate of under-five mor-
tality is more than double that in the Urban Gover-
norates, which has the lowest mortality. Differentials
are especialy large across wealth quintiles; children
born to women in the lowest wealth quintile are
around three times more likely to die by their fifth
birthday than children born to mothers in the highest
quintile.

Demographic Differentials. Mortality risks are
especialy high for births that occur within too short a
period after a prior birth. The risk of dying before the



fifth birthday is nearly tripled for births that are
closely spaced, i.e., for children born less than two
years after an elder sibling, compared to children
born four or more years after a prior birth.

During the five years prior to the 2005
EDHS, more than one-fifth of non-first births oc-
curred within 24 months of a previous birth.
Breastfeeding practices, especially the early intro-
duction of supplemental foods, reduce the time a
woman is amenorrheic following a birth and, thus
contribute to short birth intervals. Half of Egyp-
tian mothers become exposed to the risk of an-
other pregnancy within four months of giving
birth.

MATERNAL HEALTH

Care during Pregnancy. The care that a
woman receives during pregnancy reduces the
risks of illness and death for both the mother and
the child. Overal, women saw a medical provider
for at least some type of care during pregnancy in
the case of 91 percent of al last births that oc-
curred during the five-year period prior to the
2005 EDHS. Women reported that they had ante-
natal care, i.e., care sought specifically to monitor
the pregnancy, in the case of 70 percent of births.
They saw a provider for the recommended mini-
mum number of antenatal care visits (four) in the
case of 59 percent of births.

Tetanus toxoid injections are given during
pregnancy for the prevention of neonatal tetanus,
an important cause of death among newborns.
Around 70 percent of last-born children during the
five-year period prior to the 2005 EDHS were
fully protected against neonatal tetanus.

Content of Pregnancy Care. Women re-
ported that they had been weighed and their blood
pressure monitored during pregnancy in the case
of more than nine in ten births in which a medical
provider was seen for pregnancy care. Urine and
blood samples were taken during pregnancy care
in more than eight in ten births. Mothers were less
likely to have been given advice about potential
pregnancy complications; they reported being told
about the signs of pregnancy complications in
about one-third of the births and about where to
seek assistance if they experienced problems in
the case of 31 percent of the births.

Delivery Care and Postnatal Care. Trained
medical personnel assisted at 74 percent of births dur-
ing the five-year period prior to the 2005 EDHS.
Dayas (traditional birth attendants) assisted with most
of the remaining deliveries. Sixty-five percent of de-
liveries took place in a health facility, with delivery
care provided somewhat more often at private than
governmental facilities. Around two in ten deliveries
were by Caesarean section.

Care following delivery is very important for
both the mother and her child, especialy if the birth
occurs in the home without medical assistance. In
Egypt, mothers reported they were seen by a medical
provider for postnatal care following 56 percent of all
deliveries but in only eight percent of deliveries oc-
curring outside a health facility. Slightly more than
one-third of infants born during the five-year period
prior to the EDHS were seen for postnatal care. How-
ever, arecent campaign to encourage mothers to have
a blood sample taken from the child’s heel for screen-
ing within two weeks following delivery has been ef-
fective; six in ten last-born children had a blood sam-
ple taken from the heel.

Differentialsin Coverage. A woman’s residence
and education status are strongly associated with the
receipt of maternity care. For example, the percentage
of births in which the mother received regular antena-
tal care was 49 percent among rural births compared
to 75 percent among urban births. Coverage of mater-
nity care services is especialy low in rural Upper
Egypt, where regular antenatal care was received for
37 percent of births and 55 percent of deliveries were
medically assisted, and among births in the lowest
wealth quintile, where regular antenatal care was re-
ceived for 31 percent of births and 51 percent of de-
liveries were medically assisted.

Trendsin Coverage. Coverage of maternity care
services has improved markedly in Egypt. Coverage
of antenatal care services grew from 39 percent in
1995 to 70 percent in 2005. Medically assisted deliv-
eries also increased over the period, from alevel of 46
percent in 1995 to 74 percent in 2005.

CHILD HEALTH

Childhood Vaccination Coverage. One of the
primary means for improving survival during child-
hood is increasing the proportion of children vacci-
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nated against the major preventable diseases. The
2005 EDHS results show that 89 percent of chil-
dren 12-23 months are fully immunized against
the six major preventable childhood illnesses (tu-
berculosis, diphtheria, whooping cough, tetanus,
polio and measles). In addition, 80 percent of
young children also have the recommended three
doses of the hepatitis vaccine.

Prevalence and Treatment of Childhood
IlInesses. The 2005 EDHS provided data on the
prevalence and treatment of two common child-
hood illnesses, diarrhea and acute respiratory ill-
ness. Eighteen percent of children under five were
reported to have had diarrhea in the two weeks
preceding the survey. Medical advice was sought
in treating somewhat more than half of these
cases. Use of ORS packets (34 percent) or a
homemade solution of sugar, salt and water (3
percent) to combat the dehydration was common.
Altogether 48 percent of children ill with diarrhea
were treated with some form of ORT or increased
fluids.

A child was considered to have symptoms of
an acute respiratory infection if he/she had a
cough accompanied by short, rapid breathing that
the mother described as related to a chest prob-
lem. During the two weeks preceding the survey,
nine percent of children had ARl symptoms. A
provider was consulted about the illness in the
case of 73 percent of children with these symp-
toms, and mothers reported that antibiotics were
given to slightly more than half of the children.

NUTRITION INDICATORS FOR CHILDREN
AND WOMEN

Infant Feeding Practices. Breastfeeding is
nearly universal in Egypt, and the average length
of time that a child is breastfed is relatively long
(18.6 months). However, breastfeeding practices
for very young children are not optimal. More
than half of infants receive prelacteal feeds (i.e.,
they are given some type of liquid until the
mother’s breast milk flows freely). Less than one
in six children are exclusively breastfed through-
out the first 6 months of life. Exclusive breast-
feeding (i.e.,, without any food or liquid) is rec-
ommended because it provides al the necessary
nutrients and avoids exposure to disease agents.

XXiv | Summary of Findings

Appropriate infant and young child feeding
(I'YCF) practices include timely initiation of feeding
solid/semi-solid foods from age six months and in-
creasing the amount of foods and frequency of feeding
as the child gets older while maintaining frequent
breastfeeding. Feeding practices for about one-third of
children age 6-23 months met the minimum standard
with respect to all three of these feeding practices.

Nutritional Status of Children. The 2005
EDHS found that 18 percent of Egyptian children
show evidence of chronic manutrition or stunting,
and four percent are acutely malnourished. The nutri-
tional status of children under age five has improved
from the situation prevailing during the first half of
the 1990s, when 25-30 percent of children were found
to be stunted. Large differentials in children’s nutri-
tional status continue to be observed, however, par-
ticularly by residence. For example, the percentage
stunted among children in rural Upper Egypt is 23
percent compared to alevel of 13 percent among chil-
dreninrura Lower Egypt.

Nutritional Status of Youth and Young
Adults. Six percent of never-married males age 10-19
and eight percent of never-married females age 10-19
in Egypt are classified overweight, i.e., their BMI val-
ues at or above the 95th percentile on age and sex-
specific BMI growth charts. The BMI vaues for an
additional 15 percent of males and 23 percent of fe-
males fall between the 85th and 95th percentiles, indi-
cating that they are at risk of becoming overweight. At
the other end of the scale, three percent of males and
two percent of females are considered to be under-
weight, i.e., their BMI values fall below the 5th per-
centile on the growth charts.

Nutritional Status of Women. One indicator of
the nutritional status of women is the body mass in-
dex. Excluding those who are pregnant or less than
two months postpartum, the mean BMI of ever-
married women age 15-49 is 30.1. The magjority of
women have a BMI of 25.0 or higher and are consid-
ered overweight (33 percent) or obese (47 percent).
Less than one percent of women have a BMI below
18.5, the level indicating chronic energy deficiency.

Anemia Levels. Anemia, a condition character-
ized by a decrease in the concentration of hemoglobin
in the blood, is associated with increased morbidity
and mortality risks. The 2005 EDHS included hemo-



globin testing (the primary method of anemia di-
agnosis) in a subsample of one-third of all EDHS
households for three groups. ever-married women
age 15-49, children under age five and never-
married males and females 10-19 years old.

Around four in ten EDHS respondents have
some degree of anemia. Most of these women
were found to be mildly anemic, five percent are
moderately anemic and only a few women (less
than one percent) were found to be severely ane-
mic. Looking at the situation among young chil-
dren, nearly half were considered to be at least
mildly anemic, around one-fifth were moderately
anemic, and less than one percent were severely
anemic.

The overal levels of anemia among never-
married males and females age 10-19 years were
26 percent and 35 percent, respectively. Six per-
cent of males and five percent of females were
classified as moderately or severely anemic and
less than one percent of both sexes were found to
be severely anemic.

Vitamin A Supplementation. Vitamin A is
a micronutrient found in very small quantities in
some foods. It is considered essential for normal
sight, growth, and development. Information col-
lected in the survey on the diet of young children
and their mothers suggests that less than half of
children under age 3 and dlightly more than half
of their mothers are consuming foods rich in vi-
tamin A on adaily basis.

Egypt has recently introduced a program of
vitamin A supplementation for new mothers and
for children beginning at age nine months. Moth-
ers reported receiving a vitamin A capsule post-
partum in the case of nearly half of al births in
the five-year period before the survey. Around
three in ten children 9-23 months had received a
vitamin A capsule.

lodization of Salt. lodine is another impor-
tant micronutrient. Egypt has adopted a program
of fortifying salt with iodine to prevent iodine de-
ficiency. Overal, 78 percent of households were
found to be using salt containing some iodine.

KNOWLEDGE OF INFECTIOUS DISEASES AND
OTHER HEALTH ISSUES

Awareness of HIV/AIDS and Other Infectious
Diseases. More than eight in ten ever-married women
in Egypt have heard of AIDS. However, only six per-
cent have comprehensive knowledge about the modes
of transmission and prevention, and virtualy all
women express attitudes suggesting that there is a
high degree of stigma associated with AIDS.

Women were amost as likely to know about
hepatitis C and tuberculosis as about AIDS. Two-
thirds of the women knowing about hepatitis C were
able to name a way the illness is transmitted, while
around half of women knowing about tuberculosis
understood that it is transmitted through the air when
an infected person coughs or sneezes.

Injection safety. Failure to follow safe injection
practices increases the risk of transmission of blood-
borne pathogens. The EDHS collected information
from al respondents to assess the coverage of recent
IEC efforts designed to increase population awareness
about safe injection practices. About six in ten EDHS
respondents had received information about injection
safety.

The EDHS also collected information on the
prevalence of injections and on the degree of compli-
ance with injection safety procedures. Around one in
four respondents had received at |east one injection in
the six-month period prior to the survey, with most
getting the last injection from a medical provider.
Ninety-five percent indicated that the provider had
taken the syringe and needle used for the injection
from a new, unopened package.

Smoking. Less than one percent of ever-married
women age 15-49 themselves currently smoke or use
any form of tobacco. However, 56 percent of the
women report that at least one other household mem-
ber smokes or uses another form of tobacco. Slightly
more than three in four EDHS respondents had re-
ceived information about the health effects of second-
hand smoke during the six months prior to the survey.
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FEMALE CIRCUMCISION

Marital Violence. Physical violence is the most

Level and Trends. Almost al ever-married
women age 15-49 (96 percent) have been circum-
cised. Among daughters under age 18, 28 percent
were circumcised at the time of the survey. Girls
age 9-10 are more than twice as likely as girls age
7-8 to have been circumcised (24 percent and 10
percent, respectively). The prevalence of circum-
cision increases rapidly from age 9 onward to a
peak of 77 percent among girls age 15-17.

The percentage already circumcised can be
combined with the percentage of girls whose
mothers expressed an intention to circumcise their
daughter(s) in the future to provide an estimate of
the expected prevalence of circumcision at age 18
for each cohort of girls. The results suggest that
the prevalence of circumcision will decline over
the next 15-20 years, from the current levels of
around 80 percent to around 60 percent.

Attitudes and Beliefs. Attitudes about cir-
cumcision appear to be changing. A smaller pro-
portion of women supported continuation of the
practice at the time of the 2005 EDHS (68 per-
cent) than at the time of the 2000 EDHS (75 per-
cent) or the 1995 survey (82 percent).

Beliefs that support continuation of the prac-
tice are shared by the majority of women. For ex-
ample, six in ten ever-married women age 15-49
believe that circumcision is an important part of
religious tradition. A similar proportion feel that
the husband prefers the wife to be circumcised,
and around half of women think that circumcision
prevents adultery. Fewer women believe that the
practice has any adverse consequences; for exam-
ple, only around one-third thinks that a girl may
die as aresult of being circumcised.

DOMESTIC VIOLENCE

Violence since Age 15. A subsample of the
2005 EDHS respondents was asked if they had
experienced violence since age 15. The data show
that almost half of ever-married women in the
reproductive ages in Egypt have experienced vio-
lence at some point since they were 15 and around
one in five reported experiencing violence in the
12 months preceding the survey. The main perpe-
trators are husbands, and to a lesser extent, moth-
ers, fathers and brothers.
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common form of violence, with one-third of ever-
married women subjected to some form of physical
violence at least once by their current or most recent
husband. Twenty percent reported that the most recent
episodes of violence had taken place within the 12
months prior to the survey.

Seven percent of women indicated that their
spouse had ever physicaly forced them to have sex,
and four percent reported that they had recently been
forced to have sex by their spouse.

Eighteen percent of ever-married women re-
ported they had ever experienced emotional violence,
and 11 percent experienced a recent episode of emo-
tional violence. Virtually all women experiencing
emotional violence indicated that their husbands had
said or done something intended to humiliate them;
however, six percent reported the husband had threat-
ened them or someone close to them with physical
harm.

Attitudes towards Marital Violence. To gauge
the acceptability of domestic violence, women in the
2005 EDHS were asked whether they thought a hus-
band would be justified in hitting or beating his wife
in each of the following five situations: if she burns
the food; if she argues with him; if she goes out with-
out telling him; if she neglects the children; and if she
refuses to have sexua relations with him. Results
show that half of the women agreed that at |east one of
these factors is sufficient justification for wife beating.
Around one in six women believed that it is justified
for al of the reasons mentioned in the question.

Acceptance of wife beating was higher among
rural women than urban women. Women living in
rural Upper Egypt were most likely and women in the
Urban Governorates were least likely to accept wife
beating as justified. The differentials by wealth quin-
tile are especially marked; for example, women in the
lowest wealth quintile were more than three times as
likely to consider wife beating to be justified for at
least one of the reasons as women in the highest
wealth quintile (74 percent and 23 percent, respec-
tively).

CHILDREN’S WELFARE

School Attendance. Information contained in the
EDHS on children’s education is useful in looking at
several important aspects of school attendance among



Egyptian children. Among children age 6-15, 91
percent were currently attending school. Boys in
the age group were dlightly more likely than girls
to be currently attending school (93 percent and
90 percent, respectively).

Residential differentials in school attendance
are generally minor for children age 6-15. How-
ever, among the population age 16-24, school at-
tendance is higher among urban than rura resi-
dents and in the Urban Governorates and Lower
Egypt compared to Upper Egypt and the Frontier
Governorates.

Child Labor. Eight percent of children age
6-14 in the househol ds sampled in the 2005 EDHS
were engaged in child labor activities. Eleven per-
cent of rura children are engaged in child labor
compared to three percent of urban children. The

percentage of children engaged in child labor activi-
ties ranges from less than one percent among children
in the highest wealth quintile to 17 percent among
children in the lowest wealth quintile.

Child Disciplinary Activities. Respondents in
the 2005 EDHS who had children age 3-17 years were
asked about the types of actions they took to teach
their children the right behavior or to address behavior
problems during the month before the survey. Ninein
ten respondents with children age 3-17 years indicated
that they had addressed behavior problems by explain-
ing why the behavior was wrong. A similar proportion
said that they had at times shouted, yelled or screamed
at the child when there was a behavior problem.
Around seven in ten women had hit or slapped a child
on the body with a hard object, and four in ten had hit
achild on the face, head or ear.
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INTRODUCTION 1

1.1 GEOGRAPHY

Egypt is located on the northeast corner of the African continent. It is bordered by Libya to the
west, Sudan to the south, the Red Seato the east, and the M editerranean Seato the north.

Egypt has the largest, most densely settled population among the Arab countries. The total area of
the country covers approximately one million square kilometers. However, much of the land is desert, and
only 6 percent of Egypt’s area is inhabited. Recently, the Egyptian government adopted a policy of land
reclamation and fostering of new settlementsin the desert. Despite these efforts, the majority of Egyptians
live either in the Nile Deltalocated in the north of the country or in the narrow Nile Valley south of Cairo.

Administratively, Egypt is divided into 26 governorates (see map) and Luxor City. The four
Urban Governorates (Cairo, Alexandria, Port Said, and Suez) have no rural population. Each of the other
22 governorates is subdivided into urban and rura areas. Nine of these governorates are located in the
Nile Delta (Lower Egypt), eight are located in the Nile Valley (Upper Egypt), and the remaining five
Frontier Governorates are located on the eastern and western boundaries of Egypt.

1.2 SOCIOECONOMIC INDICATORS

Egypt’s economy expanded steadily during the 1990s. Reflecting that growth, the gross domestic
product (GDP) per capita has achieved a level of US $1,380 (UNDP 2005). The country’s economic
growth has been accompanied by improvements in a number of human development indicators, including:

e The proportion of households with sustainable access to improved sanitation which was
87 percent in 1990 reached 98 percent by 2000 (UNDP 2004).

e School enrolment levels have improved over time, and literacy levels have risen. For
example, in 1990, the net enrolment ratio at the primary level was 84 and adult literacy was
47 percent; by 2003, the net enrolment ratio at the primary level had increased to 91 and adult
literacy had risen to 56 percent (UNDP 2005).

From a social perspective, the advances which have occurred over time in the education of
women are of particular note. Female enrolment at the primary level rose from 57 percent in 1970 to 98
percent in 2002. At the secondary level, female enrolment also expanded rapidly, from 23 percent in 1970
to 70 percent in 1997 (UNDP 2004). Although indicators have improved over time, gaps remain evident
for a number of subgroups, particularly women. For example, the adult literacy rate among females in
2003 was 44 percent compared to 65 percent for males. The net primary enrollment ratio in 2002/2003
was 90 for females compared to 96 for males (UNDP 2005).

1.3  POPULATION SIZE AND STRUCTURE
The latest population census in Egypt was carried out in November 1996. According to the
results, Egypt has a de facto population of 59.3 million. This number excluded the roughly 2.2 million

Egyptians who were living abroad. By the beginning of 2005, it is estimated that population had increased
by more than 10 million to 69.9 million (CAPMAS 2005).
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. _Table 1.1 presents the trend between 1990 and 2004 Table 1.1 Population of Egypt, 1990-2004
in the size of Egypt’s population and in the distribution of | o -
) ) otal population in Egypt and the percentage living
the population by urban-rural residence. The table ShOWS | in urban and rural areas, 1990-2004
that the total Egypt's population increased during this
period by around 30 percent. Despite the sizeable popula- OTSItjt]ion Place of residence
tion expansion, the percentage of the Egyptian population | v, F()mFi)|“0nS)1 Urban Rural
living in areas classified as urban remained virtualy un-
. . 1990 51,911 43.4 56.6
changed during the period. 1991 52,985 43.2 6.8
1992 54,082 43.2 56.8
1.4 RECENT RATE OF NATURAL INCREASE 1993 55,201 43.1 56.9
1994 56,344 43.1 56.9
_ _ 1995 57,510 42.9 57.1
The rate of natural increase represents the differ- | 1996 58,755 42.6 57.4
ence between the level of births and deaths in a population. | 1997 60,080 42.6 57.4
It indicates how fast a population will grow, taking into ng E;Z‘;; féf{ g;:g
account these two natural events. Figure 1.1 shows that the | 2000 63,976 42.5 57.9
rate of natura increase has been declining in Egypt since | 2001 65,298 43.1 56.9
19911 2002 66,628 42.9 57.1
: 2003 67,965 42.9 57.1
o _ 2004* 69,330 42,5 57.5
Most of the decline in the rate of natural increase | - - et ——
since 1991 has been the result of changes in fertility ‘gures excluce Egyptians fiving abroa
. . Source: CAPMAS 2005, Table 1.4
behavior. The crude birth rate (CBR) dropped from a level ouree e

of 30 per thousand population in 1991 to 28 per thousand by 1994. As Figure 1.1 shows, the decline
leveled off in the mid-1990s, with the CBR fluctuating around a level of 27 births per thousand until the
end of the decade. At that point, the CBR resumed declining although slowly reaching alevel of 25.8 in
2004. The crude death rate (CDR), already at a comparably low level in 1990, also declined further in the
period although the pace of decline was slow and erratic.

Figure 1.1
Trend in Rate of Natural Increase, Egypt 1991-2004

30.0

281 277 279 283

26.9

275 275 27.0 274 267 265 26.1

25.8

72 69 .. 65 67 65 65 65 64 63 g, 64 65 64
§f---=--- 2" m ® - - ®m- -2 - ® @®m- - -m- -2 B -1

1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004
——a—— Crude Birth Rate - - ®- - Crude Death Rate

Note: Rates are per thousand population. Source: CAPMAS 2005

! A third factor influencing population growth is migration, which is not taken into account in Figure 1.1.
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AsTable 1.2 shows, declinesin mortality during the period | 1apje 1.2 Life expectancy, Egypt
1960-2004 had a demonstrable effect on increasing the life | 1960-2004
expectancy of the Egyptian population. The I|_fe expectancy at b|_ th Life expectancy at birth by sex, Egypt
represents the average number of years a child born in a specific | 1960-2004
year may be expected to live during higher lifetime. Life Near il —
expectancy increased by 19.0 years for females and 16.8 years for
males during the period. 1960 51.6 53.8
1976 52.7 57.7
1986 60.5 63.5
1.5  POPULATION POLICY AND PROGRAMS 1991 62.8 66.4
1996 65.1 69.0
The government of Egypt is aware of the challenges that 188? gg’:? ;?:g
demographic problems pose to the attainment of the nation's devel- | 2002 67.5 71.9
opment objectives. The country has adopted a national population 5882 2;73'491 ;gg
policy which considers both quantitative and qualitative aspects of ' '
the population as important determinants of development. Source: CAPMAS, 2005, Table 1.7

Slowing the growth rate of population has long been a goal of the Egyptian government policy. In
the early 1960s the government made an explicit commitment on the population question when it stated in
the National Charter that “high growth rates represent the most dangerous obstacle that hinders efforts to
raise the standard of living of the Egyptian people” (lbrahim 1995). Governmental concern about
population issues was further demonstrated when the Supreme Council for Family Planning issued the
first National Population Policy in 1973. A main objective of the policy was to reduce the CBR from 34
births per thousand population in 1973 to 24 per thousand in 1982. The policy emphasized that population
growth was dependent, in part, on socioeconomic development and that the manipulation of socio-
economic change should itself be an element in a comprehensive population policy.

In 1977, family planning activities became more structured, organized and better managed, and
the goals became more quantified at the national and sub-national levels. Information, Education, and
Communication (IEC) activities were enhanced and synchronized in the late 1970s, when the Supreme
Council for Population and Family Planning established high committees to coordinate IEC activities in
support of the family planning activities.

In 1980, anew National Strategic Framework for Population, Human Resource Development and
the Family Planning Program was issued. This national strategy and its related documents set a specific
timetable and explicit measures for assessing progress toward the achievement of the population and
human development goals. Reflecting the continued commitment of the Egyptian government to
addressing population issues, a national population conference was held in 1984. The National Population
Council (NPC) was established shortly after the conference, replacing a succession of lower-level
governmental bodies.

In 1986, the third national population plan was formulated by the NPC, including quantifiable
objectives. This plan came as response to the growing concern that previous efforts had failed to achieve
real progress in reducing the population growth rate. The plan described the nature of the population
problem of Egypt and re-emphasized the interaction between population and devel opment factors.

In October 1995, a modified population strategy was developed, based on the recommendations
coming from the 1994 International Conference on Population and Development (ICDP). The program of
action articulated a comprehensive approach to issues of population and development and identified a
range of demographic and social goals to be achieved over a 20-year period.

In January 1996, the Ministry of Health became the Ministry of Health and Population (MOHP),
reflecting the Ministry’s increased responsibility for population sector activities. Responding to the
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concerns of the Cairo conference declaration, the MOHP has merged family planning, maternal hesalth,
and child health services into a broad-based women's health program. It has expanded family planning
services, particularly to low-income populations and to rural Upper Egypt. As part of these efforts, the
MOHP has renovated most of its clinics and added more than 500 mobile family planning clinics to
improve access to services.

The most recent documents codifying the National Population Program were issued in 2002.
These documents which articulate detailed population strategies are considered a constructive addition to
the 1986 national population plan, which constitutes the only official document up to the present.

1.6 HEALTH POLICIES AND PROGRAMS

The Egyptian health system faces multiple challenges in improving and ensuring the health and
well-being of the Egyptian people. The system faces not only the burden of combating illnesses
associated with poverty and lack of education, but it must also respond to emerging diseases and illnesses
associated with a modern, urban lifestyle. Emerging access to global communications and commerce is
raising the expectations of the population for more and better care and for advanced hedth care
technology. To meet these chalenges, the Egyptian hedth system has a strong infrastructure of
physicians, clinics and hospitals, availability of technology and pharmaceuticals, and excellent physical
access to care, with 95 percent of the population being within five kilometers of a medical facility.

During the 1990s, the MOHP had the continuing objective of “health for al by the year 2000.”
Within that broad mandate, the Government of Egypt placed a priority on meeting children’s health
needs, with President Mubarak declaring that the 1989-1999 period would be a decade focused on the
protection and development of the Egyptian child. A National Council for Childhood and M otherhood,
co-chaired by the Prime Minister and the First Lady, was formed at that time to coordinate activities
between ministries implementing programs affecting children and mothers.

To improve child health, the MOHP has focused on national programs to control diarrhea and
acute respiratory infections and an expanded childhood immunization program. Targets were set to
eradicate poliomyelitis and to eliminate neonatal tetanus before the year 2000. The MOHP also directed
attention to reducing neonatal mortality by improving the quality of care given to newborns at home and
in health facilities through postnatal care.

Following the merger of the health and population services described above, the MOHP aso has
stressed the importance of integrating family planning and maternal and child health. The government of
Egypt has articulated as its long-term goal the achievement of universal coverage of basic health services
for al of itscitizens. It identified the extension of services to reach the most vulnerable population groups
as a priority. As part of the policy reform agenda, health insurance is being expanded to cover more
beneficiaries and efforts are being focused on enhancing the quality of health services. Attention also is
being paid to improving health manpower distribution and the compensation provided to health workers.
The importance of strengthening the information system to collect, analyze, and facilitate the use of
health information at all levels was recognized, and steps have been taken to address this task. All these
health reform plans are expected to have a positive effect on the health of women and children.
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1.7 ORGANIZATION OF THE 2005 EDHS

The Egypt Demographic and Health Survey (2005 EDHS) is the latest in a series of a nationally
representative population and health surveys conducted in Egypt.? The 2005 EDHS was conducted under
the auspices of the Ministry of Health and Population (MOHP) and National Population Council (NPC)
and implemented by El-Zanaty & Associates. Technical support for the 2005 EDHS was provided by
ORC Macro through the MEASURE DHS project. MEASURE DHS is sponsored by the U.S. Agency for
International Development (USAID) to assist countries worldwide in conducting surveys to obtain
information on key population and health indicators. USAID/Cairo is the main financial contributor to the
survey. The United Nations Children’s Fund (UNICEF) and Ford Foundation also supported the survey
financialy.

The 2005 EDHS was undertaken to provide estimates for key indicators such as fertility,
contraceptive use, infant and child mortality, immunization levels, coverage of antenatal and delivery
care, nutrition, and prevalence of anemia. In addition, the survey was designed to provide information on
the prevalence of female circumcision, domestic violence, and children’s welfare. The survey results are
intended to assist policymakers and planners in assessing the current health and population programs and
in designing new strategies for improving reproductive health and health servicesin Egypt.

2005 EDHS TIMETABLE

The 2005 EDHS was executed in four stages. The first stage involved preparatory activities,
including designing the sample and updating the frame. At the same time, the survey questionnaires were
developed, pretested, and finalized. The preparatory stage was initiated in September 2004, and all of the
activities were completed by mid-February 2005. The second stage, which took place from March
through July 2005, involved training field staff and interviewing eligible households and individual
respondents. The third stage encompassed all of the data processing activities necessary to produce a
clean data file, including editing, coding, entering and verifying the data as well as checking it for
consistency. This stage started soon after the beginning of the fieldwork and lasted until early August
2005. The focus of the final stage of the survey was analyzing the data and preparing the report. This
phase began in October 2005 with the publication of the preliminary report, which presented the main
findings from the survey.

The activities involved in each of the stages are described in more detail below. The survey
timetable is presented in Table 1.3.

2 The 2005 EDHS is the fifth full-scale Demographic and Health Survey to be implemented in Egypt; the earlier
surveys were conducted in 1988, 1992, 1995, and 2000. Three additional interim DHS surveys were carried out in
1997 and 1998 and 2003. Other national-level surveys for which results are shown in this report include the 1980
Egyptian Fertility Survey (EFS), the 1984 Egypt Contraceptive Prevalence Survey (ECPS), and the 1991 Egypt
Maternal and Child Health Survey (EMCHS).
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Table 1.3 Survey timetable, 2005 Egypt DHS

Activity Starting date Duration
Updating the sample frame September 2004 1 month
Mapping October 2004 7 weeks
Quick-count operation October 2004 3 months
Recruitment and training of listing staff January 2005 1 week
Listing and re-listing January 2005 5 weeks
Sample selection February 2005 6 weeks
Questionnaire design December 2004 3 months
Preparation of training materials January 2005 2 months
Pretest January 2005 2 weeks
Finalization of questionnaires February 2005 1 month
Training of data collection staff March 2005 5 weeks
Printing survey materials March 2005 2 weeks
Fieldwork April 2005 2 months
Reinterviews July 2005 2 weeks
Office editing and coding April 2005 3 months
Data entry May 2005 3 months
Computer editing June 2005 3 months
Preliminary report September 2005 1 month
Detailed tabulations September 2005 2 months
Final report preparation October 2005 4 months

Sample Design

The primary objective of the sample design for the 2005 EDHS was to provide estimates of key
population and health indicators including fertility and child mortality rates for the country as awhole and
for six major administrative regions (the Urban Governorates, urban Lower Egypt, rural Lower Egypt,
urban Upper Egypt, rural Upper Egypt, and the Frontier Governorates). In addition, seven governorates
targeted for special USAID-sponsored family planning and health initiatives were over sampled, namely:
Fayoum, Beni-Suef, Menya, Qena, and Aswan in Upper Egypt, and Cairo and Alexandria.

In the Urban Governorates, Lower Egypt, and Upper Egypt, the 2005 EDHS design allowed for
governorate-level estimates of most of the key variables, with the exception of the fertility and mortality
rates. In the Frontier Governorates, the sample size was not sufficiently large to provide separate
estimates for the individual governorates. To meet the survey abjectives, the number of households
selected in the 2005 EDHS sample from each governorate was not proportional to the size of the
population in the governorate. As a result, the 2005 EDHS sample is not self-weighting at the national
level, and weights have to be applied to the data to obtain the national-level estimates presented in this
report.

A more detailed description of the 2005 EDHS sample design is included in Appendix B.
Sampling errors for selected variables are presented in Appendix C.
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Sample Selection

The sample for the 2005 EDHS was selected in three stages. The first stage included selecting the
primary sampling units. The units of selection were shiakhas/towns in urban areas and villages in rural
areas. A list of these units which was based on the 1996 census was updated to August 2004 using
information obtained from CAPMAS, and this list was used in selecting the primary sampling units
(PSUs). Prior to the selection of the PSUs, the frame was further reviewed to identify any administrative
changes that had occurred after August 2004. The updating process included both office work and field
visits during a one-month period. After it was completed, urban and rural units were separately stratified
by geographical location in a serpentine order from the northwest corner to the southeast corner within
each governorate. During this process, shiakhas or villages with a population less than 2,500 were
grouped with contiguous shiakhas or villages (usually within the same kism or markaz) to form units with
a population of at least 5,000. After the frame was ordered, a total of 682 primary sampling units (298
shiakhas/towns and 384 villages) were selected.

The second stage of selection involved several steps. First, detailed maps of the PSUs chosen
during the first stage were obtained and divided into parts of roughly equal population size (about 5,000).
In shiakhas/towns or villages with a population of 20,000 or more, two parts were selected. In the
remaining smaller shiakhas/towns or villages, only one part was selected. Overall, a total of 1,019 parts
were selected from the shiakhas/towns and villages in the 2005 EDHS sample.

A quick count was then carried out to provide an estimate of the number of households in each
part. Thisinformation was needed to divide each part into standard segments of about 200 households. A
group of 48 experienced field workers participated in the quick count operation. They were organized into
16 teams, each consisting of 1 supervisor, 1 cartographer and 1 counter. A one-week training course
conducted prior to the quick count included both classroom sessions and two field practices in a
shiakha/town and a village not covered in the survey. The quick-count operation took place between the
end of October 2004 and January 2005.

As a quality control measure, the quick count was repeated in 10 percent of the parts. If the
difference between the results of the first and second quick count was less than 2 percent, then the first
count was accepted. No major discrepancies were found between the two counts in most of the areas for
which the count was repeated.

After the quick count, atotal of 1,359 segments were chosen from the parts in each shiakha/town
and village in the 2005 EDHS sample (i.e., two segments were selected from each of the 682 PSUs with
the exception of 5 PSUs for which only one segment was selected). A household listing operation was
then implemented in each of the selected segments. To conduct this operation, 13 supervisors and 26
listers were organized into 13 teams. Generally, each listing team consisted of a supervisor and two
listers. A one-week training course for the listing staff was held in mid-January 2005. The training
involved classroom lectures and two days of field practice in three urban and rural locations not covered
in the survey. The listing operation took place during a five-week period, beginning immediately after the
training.

About 10 percent of the segments were relisted. Two criteria were used to select segments for
relisting. First, segments were relisted when the number of households in the listing differed markedly
from that expected according to the quick count information. Second, a number of segments were
randomly selected to be relisted as an additional quality control test. No major discrepancies were found
in comparisons of the listings.

The third stage involved selecting the household sample. Using the household listing for each
segment, a systematic random sample of households was selected for the 2005 EDHS sample. All ever-
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married women 15-49 who were usual residents or who were present in the sampled households on the
night before the interview were eligible for the EDHS.

Questionnaire Development

The 2005 EDHS involved two questionnaires. a household questionnaire and an individual
guestionnaire. The questionnaires were based on the model survey instruments developed by MEASURE
DHS+ for countries with high contraceptive prevalence. Questions on a number of topics not covered in
the DHS model questionnaires were also included in the 2005 EDHS questionnaires. In some cases, those
items were drawn from the questionnaires used for earlier rounds of the DHS in Egypt. In other cases, the
guestions were intended to collect information on new topics.

The household questionnaire consisted of three parts: a household schedule, a series of questions
related to the socioeconomic status of the household, height and weight measurement, and anemia testing.
The household schedule was used to list al usual household members and visitors and to identify those
present in the household during the night before the interviewer’s visit. For each of the individuals
included in the schedule, information was collected on the relationship to the household head, age, sex,
marital status (for those 15 years and older), educational attainment, repetition and dropout (for those
6-24 years), attendance of pre-school programs (for those 3-5 years old), and child labor (for those 6-14
years). The second part of the household questionnaire obtained information on characteristics of the
physical and social environment of the household (e.g., type of dwelling, availability of electricity, source
of drinking water, household possessions, and the type of salt the household used for cooking). Height
and weight measurements were obtained and recorded in the last part of the household questionnaire for
ever-married women age 15-49 years, children born since January 2000, and never-married adolescents
age 10-19 years. In a subsample of one-third of households, all eligible women, al children born since
January 2000, and all adolescents age 10-19 years were eligible for anemiatesting.

The individual questionnaire was administered to all ever-married women age 15-49 who were
usual residents or who were present in the household during the night before the interviewer’s visit. It
obtained information on the following topics:

e Respondent’s background

e Reproduction

e Contraceptive knowledge and use

o Fertility preferences and attitudes about family planning
e Pregnancy and breastfeeding

e [mmunization and child health

e Husband’s background and women’s work

e Femalecircumcision

e Health care access and other health concerns

e HIV/AIDS and other sexually transmitted infections
e Mother and child nutrition.

In addition, a domestic violence section was administered to women in the subsample of
households selected for the anemia testing. One eligible woman was selected randomly from each of the
households in the subsample to be asked the domestic violence section.
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The individual questionnaire included a monthly calendar, which was used to record a history of
the respondent’s marriage status, fertility, contraceptive use including the source where the method was
obtained, and the reason for discontinuation for each segment of use during each month of an approxi-
mately five-year period beginning in January 2000.

Pretest

A pretest was conducted during the preparation for the 2005 EDHS. After a two-week training
course, the household and individual questionnaires were pretested in February 2005 in a small number of
households. Four supervisors, four field editors, and 16 interviewers participated in the first pretest. The
pretest was conducted in two Upper Egypt governorates (Giza and Fayoum) and two Lower Egypt
governorates (Gharbia and Kalyubia). A sample of 304 households were selected: 76 households in each
governorate. The data collection took about four days and a total of 268 household and 261 individual
interviews were completed during the pretest.

The questionnaires for the 2005 EDHS were finalized after the pretest. Both comments from
interviewers and tabulations of the pretest results were reviewed during the process of finalizing the
guestionnaires.

English versions of the final Arabic language questionnaires are included in Appendix E.
Data Collection Activities

Saff recruitment. To recruit interviewers and field editors, a list was obtained from the then
Ministry of Social Affairs (now the Ministry of Socid Solidarity (MOSS)) of female personnel who were
working to fulfill the one-year period of governmental public service that is mandatory for university
graduates. All candidates nominated for the field staff positions were interviewed, and only those who
were qualified were accepted into the training program.

All candidates for the interviewer and field editor positions were recent university graduates.
Another basic qualification was a willingness to work in any of the governorates covered in the survey.
With a few exceptions, interviewers who had previous experience in surveys were not accepted into the
training program. This decision was made to reduce any bias that might result from previous survey
experience and to ensure that al trainees had a similar background. However, previous survey experience
was a basic qualification for the candidates for the positions of supervisor.

All of the staff recruited for the anemia testing were required to have a medical background.
Some were assigned by the MOHP, and others were recruited from among newly graduated physicians.

Training materials. A variety of materials were developed for use in training personnel involved
in the fieldwork. A lengthy interviewer's manual, including general guidelines for conducting an
interview as well as specific instructions for asking each of the questions in the EDHS questionnaires,
was prepared and given to al field staff. In addition, a chart for converting months from the Islamic
calendar to the Gregorian calendar was designed for the 60 months before the 2005 EDHS and distributed
to al field staff along with a calendar of well-known worldwide or local events.

Other training materials, including special manuals describing the duties of the team supervisor
and the rules for field editing, were prepared. Instructions for anthropometric data collection were
included in amanual for the staff trained to collect height and weight data. A special manual covering the
procedures to be followed in the anemia testing was also prepared.
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Training for supervisors and interviewers. A specia training program for supervisors was
conducted during a one-day period prior to the main fieldwork training. This training focused specifically
on the supervisor’s duties, but it also covered the 2005 EDHS questionnaires in order to give supervisors
abasic understanding of the content of the survey prior to the main training program.

Training for interviewers for the 2005 EDHS data collection began in mid-March 2005. Fourteen
supervisors, 87 interviewers, and 36 anemia-testing and anthropometric-data-collection staff including 13
physicians and 2 nurses participated in the training program. This five-week training program, which was
held in Cairo, included the following:

e Lecturesrelated to basic interview technigques and to specific survey topics (e.g., fertility and
family planning, maternal and child health, and female circumcision)

e Sessionson how to fill out the questionnaire, using visual aids
¢ Role playing and mock interviews

o Fivedaysof field practice in areas not covered in the survey

e Four quizzes.

Trainees who failed to show interest in the survey, who did not attend the training program on a
regular basis, or who failed the first two quizzes were terminated immediately.

Before the fourth field practice, a list was prepared of the 20 trainees who had performed best
during both the classroom and field practices. Following the fourth field practice, 14 of these trainees
were chosen to be field editors. A specia training session was held for the field editors after their
selection. By the end of the training course, 69 of the 87 candidates originally recruited for interviewer
training were selected to work as interviewers or field editors in the EDHS fieldwork.

Training for anthropometric-data-collection and anemia-testing staff. Thirty-six personnel were
selected for training in anthropometric data collection and anemia testing. The training included both
classroom lectures and practice measurement and blood testing in a nursery school, in health facilities,
and in households. At the end of the program, the 28 most-qualified trainees (14 males and 14 females)
were selected for the anthropometric data collection and anemia testing. As discussed earlier, most of the
personnel involved in the anemiatesting had amedical background.

Fieldwork. Fieldwork for the 2005 EDHS began on April 21, 2005 and was completed in late
June 2005. The field staff was divided into 14 teams; each team had 1 supervisor, 1 field editor, 3 to 4
interviewers, and 2 staff members assigned to height and weight measurement and anemia testing. All
supervisors were males, while the field editors and interviewers were females. One male and one female
staff member were involved in the anthropometric measurement and the anemia testing. During the
fieldwork, the 14 field teams worked in separate governorates; the number of governorates assigned to an
individual team varied from one to three, according to the sample size in the governorates. As a quality
control measure, field editors regularly conducted reinterviews using a shortened version of the EDHS
questionnaire. The results of the reinterview were compared to the responses in the original questionnaire
and any mistakes were discussed with the interviewer. The teams also were closely supervised throughout
the fieldwork by afieldwork coordinator, two assistant fieldwork coordinators, and other senior staff.
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As soon as the main data collection was completed in the first group of governorates, a random
sample of up to 10 percent of the households was selected for reinterview as a quality control measure.
Shorter versions of the 2005 EDHS questionnaires were prepared and used for the reinterviews. The visits
to PSUs to conduct reinterviews also afforded an opportunity to make callbacks to complete interviews
with households or individuals who were not available at the time of the original visit by the 2005 EDHS
interviewers. Household or individual questionnaires in which there were significant errors that could not
be corrected in the office were also assigned for callbacks. Special teams were organized to handle
callbacks and reinterviews. During this phase of the survey, interviewers were not alowed to work in the
governorate in which they had worked in the initia fieldwork. Callbacks and reinterviews began in mid-
July 2005 and took about two weeks to compl ete.

Data Processing Activities

Office editing. Staff from the central office were responsible for collecting questionnaires from
the teams as soon as interviewing in a cluster was completed. Office editors reviewed questionnaires for
consistency and completeness, and a few questions (e.g., occupation) were coded in the office prior to
data entry. To provide feedback for the field teams, the office editors were instructed to report any
problems detected while editing the questionnaires, which were reviewed by the senior staff. If serious
errors were found in one or more questionnaires from a cluster, the supervisor of the team working in that
cluster was notified and advised of the steps to be taken to avoid these problems in the future.

Machine entry and editing. Machine entry and editing began while interviewing teams were still
in the field. The data from the questionnaires were entered and edited on microcomputers using the
Census and Survey Processing System (CSPro), a software package for entering, editing, tabulating, and
disseminating data from censuses and surveys.

Fifteen data entry personnel used twelve microcomputers to process the 2005 EDHS survey data.
During the machine entry, 100 percent of each segment was reentered for verification. The data
processing staff completed the entry and editing of data by the end of July 2005.

1.8 SURVEY COVERAGE

Table 1.4 summarizes the outcome of the fieldwork for the 2005 EDHS by place of residence.
The table shows that, during the main fieldwork and callback phases of the survey, out of 22,807
households selected for the 2005 EDHS, 22,211 households were found, and 21,972 households were
successfully interviewed which represents a response rate of 99 percent.

A total of 19,565 women were identified as eligible to be interviewed. Out of these women,
19,474 were successfully interviewed, which represents a response rate of 99.5 percent. The household
response rate exceeded 98 percent in all residential categories, and the response rate for eligible women
exceeded 99 percent in all areas. In general, response rates were slightly higher in rural areas than urban
areas.
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Table 1.4 Sample results
Percent distribution of households and eligible women by the result of the interviews, and response rates, according to residence, Egypt
2005 Demographic and Health Survey
Urban Frontier
Gover- Lower Egypt Upper Egypt Gover-
Interview result Urban  Rural norates  Total Urban Rural Total Urban Rural norates  Total
Households
Dwellings sampled 11,164 11,643 5231 6,656 2,071 4,585 9,998 3,247 6,751 922 22,807
Households found 10,746 11,465 5,024 6,500 1,989 4,511 9,806 3,153 6,653 881 22,211
Households interviewed 10,555 11,417 4,923 6,454 1,965 4,489 9,723 3,094 6,629 872 21,972
Response rate 982  99.6 980 993 988 995  99.2 981 99.6  99.0 98.9
Eligible women
Eligible women 8,147 11,418 3,568 5918 1,560 4,358 9,177 2,486 6,691 902 19,565
Eligible women interviewed 8,095 11,379 3,538 5903 1,553 4,350 9,132 2,471 6,661 901 19,474
Response rate 99.4 99.7 99.2 99.7 99.6 99.8 99.5 99.4 99.6 99.9 99.5
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CHARACTERISTICS OF HOUSEHOLDS 2

The objective of this chapter is to provide a demographic and socioeconomic profile of the 2005
EDHS sample and a descriptive assessment of the environment in which women and children live.
Information is presented on the age, sex, and education of the household population, as well as on
housing facilities and household possessions. The profile of the households provided in this chapter will
help in understanding the results of the 2005 EDHS in the following chapters. In addition, it may provide
useful input for social and economic development planning.

2.1 CHARACTERISTICS OF THE HOUSEHOLD POPULATION

The questionnaire for the 2005 EDHS included two questions distinguishing between the de jure
population (persons who usualy live in selected household) and the de facto population (persons who
spent the night before the interview in the household). The differences between these populations are
small, and since past surveys and censuses were based on de facto populations, tabulations for the
household data presented in this chapter are based on the de facto definition, unless otherwise stated.

Age and Sex Composition

Table 2.1 presents the percent distribution of the de facto population by age, according to urban-
rural residence and sex. The table describes the demographic context in which the behaviors examined in
the report occur.

Table 2.1 Household population by age, sex, and residence
Percent distribution of the de facto household population by five-year age groups, according to sex and urban-
rural residence, Egypt 2005

Urban Rural Total
Age Male  Female  Total Male  Female  Total Male  Female Total
<5 10.7 10.4 10.6 13.9 12.8 13.4 12.6 11.8 12.2
5-9 10.4 10.1 10.3 12.9 11.6 12.3 11.9 11.0 11.4
10-14 10.0 9.3 9.6 11.7 10.9 11.3 11.0 10.2 10.6
15-19 11.7 11.3 11.5 12.4 12.4 12.4 12.1 12.0 12.0
20-24 9.6 10.9 10.3 9.3 10.5 9.9 9.4 10.7 10.1
25-29 7.7 8.4 8.1 7.4 8.3 7.9 7.6 8.3 7.9
30-34 5.9 6.5 6.2 5.8 6.2 6.0 5.9 6.3 6.1
35-39 6.0 6.5 6.3 5.4 5.8 5.6 5.7 6.1 5.9
40-44 6.2 6.1 6.2 5.2 4.7 5.0 5.6 5.3 5.5
45-49 5.5 5.5 5.5 4.0 4.5 4.3 4.7 4.9 4.8
50-54 5.0 5.0 5.0 3.3 3.1 3.2 4.0 3.9 4.0
55-59 3.9 3.4 3.6 2.6 2.8 2.7 3.1 3.0 3.1
60-64 3.0 2.4 2.7 2.1 2.3 2.2 2.5 2.3 2.4
65-69 1.9 1.6 1.7 1.5 1.6 1.5 1.6 1.6 1.6
70-74 1.2 1.3 1.3 1.2 1.3 1.2 1.2 1.3 1.3
75-79 0.7 0.6 0.7 0.7 0.5 0.6 0.7 0.6 0.6
80 + 0.5 0.5 0.5 0.5 0.7 0.6 0.5 0.6 0.6
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number 22,185 22,708 44,893 30,453 31,290 61,743 52,638 53,998 106,635
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The population spending the night before the survey in the households selected for the survey
included 106,635 individuals, of which 49 percent were males and 51 percent females. The age structure
of the de facto household population reflects the effects of past demographic trends, particularly high
fertility. The majority of the household population (56 percent) was less than 25 years old, and around
one-third were less 15 years old. The proportion under age 15 was greater in the rural population (37
percent) than in the urban population (31 percent). This difference is an outcome of lower recent fertility
in urban areas compared to rural areas.

The population pyramid shown in Figure 2.1 was constructed using the sex and age distribution
of the 2005 EDHS household population. The pyramid has a wide base. This pattern is typical of
countries that have experienced relatively high fertility in the recent past.

Figure 2.1 Population Pyramid

Age
80+
75-79
70-74
65-69
60-64
55-59
50-54
45-49
40-44
35-39
30-34
25-29
20-24
15-19
10-14
5-9
0-4

Female

2 4 6 8 10
Percent
EDHS 2005

Table 2.2 presents a comparison of
the distribution of the household population
by broad age groups for the five EDHS
surveys carried out between 1988 and 2005.
The dependency ratio, defined as the ratio
of the nonproductive population (persons
under age 15 and age 65 and over) to the
population age 15-64, is calculated based
on these figures. The ratio declined from a
level above 80 at the time of the 1988
survey to 62 at the time of the 2005 EDHS.
The decline reflects a substantial |essening
in the burden placed on persons in the
productive ages to support older and young-
er household members.
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Table 2.2 Trends in population distribution by age, 1988-2005

Percent distribution of the de facto population by age and dependency
ratio, Egypt 1988-2005

1988 1992 1995 2000 2005
Age group EDHS EDHS  EDHS EDHS EDHS
Less than 15 41.2 41.7 40.0 37.3 34.2
15-64 55.0 54.6 56.3 59.1 61.7
65+ 3.8 3.7 3.7 3.6 4.1
Total 100.0  100.0 100.0 100.0 100.0
Median age na 18.8 19.3 20.3 21.7
Dependency ratio 81.8 83.2 77.6 69.2 62.1

na = not available
Source: El-Zanaty and Way, 2001, Table 2.2




Household Composition

Table 2.3 presents the distribution of households in the 2005 EDHS sample by sex of the head of
the household and by the number of de jure household members. These characteristics are important
because they are often associated with socioeconomic differences between households. For example,
female-headed households frequently are poorer than households headed by males. In addition, the size
and composition of the household affects the allocation of financial and other resources among household
members, which in turn influences the overall well-being of these individuals. Household size is also
associated with crowding in the dwelling, which can lead to unfavorable health conditions.

Table 2.3 Household composition by residence

Percent distribution of households by sex of head of household and by household size, according to residence, Egypt 2005

g(;ez: Lower Egypt Upper Egypt I:Gr?)r\:zre-r
Characteristic Urban  Rural norates Total Urban Rural Total Urban Rural norates Total
Household headship
Male 86.1 89.1 84.8 88.8 86.1 90.0 87.9 87.6 88.1 92.9 87.7
Female 13.9 10.9 15.2 11.2 13.9 10.0 12.1 12.4 11.9 7.1 12.3
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of members
1 7.2 3.5 8.4 4.4 7.5 3.1 4.4 5.3 3.9 4.0 5.3
2 12.3 9.1 14.0 9.9 11.1 9.4 9.6 10.9 8.8 8.3 10.6
3 15.4 10.9 15.2 13.4 15.9 12.3 11.4 15.2 9.2 11.0 13.1
4 22.7 15.9 23.8 19.4 22.3 18.1 16.2 21.4 13.2 14.8 19.1
5 21.1 18.2 20.9 22.1 235 21.5 16.0 19.5 14.0 19.9 19.6
6 12.1 15.0 10.8 14.1 11.7 15.2 14.7 14.4 14.9 13.2 13.6
7 4.8 10.1 3.8 7.4 5.3 8.2 10.0 5.9 12.4 9.1 7.6
8 2.2 5.8 1.7 3.5 1.3 4.5 6.1 3.7 7.4 6.8 4.1
9+ 2.2 11.5 1.5 5.7 1.2 7.7 11.5 3.8 16.1 13.0 7.0
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number 10,533 11,439 4,704 9,031 2,724 6,307 8,029 2,968 5,061 208 21,972
Mean size 4.2 5.5 4.0 4.8 4.2 5.1 5.4 4.5 6.0 5.8 4.9

Note: Table is based on de jure members, i.e., usual residents

The household head is female in 12 percent of households. The proportion of households headed
by females does not vary greatly across residentia categories, except for the Frontier Governorates, where
females head seven percent of households.

There are on average 4.9 persons per household. Slightly more than one-quarter of the households
have three or fewer members, while around one-fifth of the households have seven or more members. In
general, rural households are larger than urban households. For example, two percent of urban households
have nine or more members, compared to 12 percent of rural households. Household size varies from an
average of 4.0 persons in the Urban Governorates to 6.0 personsin rural Upper Egypt.

2.2 EDUCATION OF THE HOUSEHOLD POPULATION
The educational level of household members is among the most important characteristics of the

household because it is associated with many phenomena including reproductive behavior, use of
contraception, and the health of children. Primary education in Egypt starts at age 6 and has until recently

Characteristics of Households

15



16 |

consisted of five years of schooling.” A further three-year period, known as the preparatory stage, is
considered basic education and is compulsory. The secondary stage, which includes another three years of
schooling, is not compulsory.

During the household interviews, questions were included on the highest level of schooling
completed for al household members age six and older and on recent school attendance for household
members age 6-24 years. In addition, information was obtained on kindergarten attendance for children
age 3-5 years. The information collected on the educational attainment of all household members is
presented in Tables 2.4.1 and 2.4.2. Information on school attendance among children and young adultsis
discussed further in Chapter 18.

A comparison of Tables 2.4.1 and 2.4.2 highlights the gap in educational attainment between
males and females. Overall, 84 percent of males in the EDHS households have ever attended school,
compared to 70 percent of females. The median number of years of schooling for men is 6.3, which is
almost 2 years higher than the median for women (4.4 years).

Table 2.4.1 Educational attainment of male household population by age and residence
Percent distribution of the de facto male household population age six and over by highest level of education attended or completed
and median number of years of schooling, according to background characteristics, Egypt 2005
Com- Com- More Don't
Background Some  pleted Some pleted than know/ Median
characteristic None  primary primary secondary secondary secondary missing Total  Number vyears
Age
6-9 15.1 84.3 0.1 0.0 0.0 0.0 0.6 100.0 4,779 0.4
10-14 1.9 36.9 209 40.2 0.0 0.0 0.1 100.0 5,772 4.5
15-19 4.4 5.2 3.1 60.3 15.6 11.2 0.1 100.0 6,372 8.6
20-24 6.2 6.7 4.7 12.5 42.0 27.9 0.1 100.0 4,956 10.5
25-29 8.4 7.1 6.9 14.4 41.2 21.8 0.1 100.0 3,977 10.4
30-34 12.0 10.4 4.1 14.8 39.0 19.4 0.2 100.0 3,079 11.3
35-39 17.0 13.4 4.1 9.2 39.6 16.6 0.1 100.0 2,980 11.2
40-44 20.9 13.7 6.4 10.0 29.9 19.1 0.1 100.0 2,969 9.7
45-49 20.0 18.8 7.4 8.7 24.8 20.3 0.1 100.0 2,461 8.1
50-54 32.3 14.7 8.3 9.4 18.3 17.0 0.1 100.0 2,124 5.3
55-59 37.5 14.7 9.2 6.8 15.5 16.2 0.0 100.0 1,638 4.7
60-64 44.5 10.6 10.0 6.7 12.6 15.2 0.4 100.0 1,292 3.8
65+ 61.0 12.5 8.1 3.1 7.5 7.4 0.5 100.0 2,149 0.0
Urban-rural residence
Urban 10.8 19.3 7.0 19.6 22.1 21.0 0.2 100.0 19,289 8.3
Rural 19.2 23.5 7.2 20.9 21.0 8.1 0.2 100.0 25,259 5.3
Place of residence
Urban Governorates 10.5 17.4 7.7 19.4 21.2 23.5 0.3 100.0 8,391 8.6
Lower Egypt 15.0 22.0 6.9 20.2 22.9 13.0 0.1 100.0 18,451 6.6
Urban 9.3 20.1 6.8 19.3 22.1 22.3 0.1 100.0 4,944 8.6
Rural 17.0 22.7 6.9 20.5 23.2 9.6 0.1 100.0 13,507 5.8
Upper Egypt 18.7 23.5 7.0 20.9 20.0 9.8 0.2 100.0 17,178 5.4
Urban 12.5 21.4 6.1 19.9 23.3 16.7 0.2 100.0 5,630 7.5
Rural 21.7 24.5 7.5 21.4 18.3 6.4 0.2 100.0 11,548 4.7
Frontier Governorates 14.2 18.4 8.7 22.4 24.5 11.1 0.7 100.0 529 6.9
Total 15.6 21.7 7.1 20.3 21.5 13.7 0.2 100.0 44 548 6.3

! Beginning in 2004, primary education was extended to include six years.
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An examination of the education distributions for successive cohorts indicates that there have
been changes over time in the educational attainment of both men and women. For example, the median
number of years of schooling is 10.5 for males age 20-24 years, nearly double the median for malesin the
50-54 age group (5.3 years).

Women have experienced marked improvements in educational attainment as well. As aresult of
these gains, the gap in the educational attainment between males and females has almost disappeared
among younger cohorts. For example, the differential in the median number of years of schooling is 0.2
years between men and women age 20-24.

Urban residents are more likely to have attended school and to have remained in school for a
longer period than rural residents. The resultsin Tables 2.4.1 and 2.4.2 also show that gender differences
in educational attainment are less evident in urban than in rural areas. For example, the median number of
years of schooling is 5.3 years among rural men, three years greater than the median among rural women
(2.3 years). The difference is much smaller in urban areas, where the median number of years of
schooling is 8.3 years for men, compared to 7.1 years for women.

By place of residence, gender differencesin the likelihood of attending school are most evident in
rural Upper Egypt where 78 percent men have ever attended school, compared to 55 percent of women.
The gender gap is least apparent in urban Lower Egypt where 84 percent of women have had some
education, compared to 91 percent of men.

Table 2.4.2 Educational attainment of female household population by age and residence
Percent distribution of the de facto female household population age six and over by highest level of education attended or
completed and median number of years of schooling, according to background characteristics, Egypt 2005
Com- Com- More Don't
Background Some pleted Some pleted than know/ Median
characteristic None primary primary secondary secondary secondary missing Total Number  years
Age
6-9 17.0 82.3 0.2 0.0 0.0 0.0 0.5 100.0 4,655 0.3
10-14 6.8 339 19.2 39.9 0.0 0.0 0.1 100.0 5,506 4.4
15-19 12.8 4.2 2.2 52.2 17.0 11.5 0.1 100.0 6,458 8.6
20-24 19.3 6.3 3.3 9.7 38.5 22.8 0.0 100.0 5,767 10.3
25-29 22.3 7.2 5.2 10.5 36.3 18.4 0.2 100.0 4,499 10.2
30-34 30.1 8.7 2.2 12.6 33.6 12.5 0.2 100.0 3,405 8.5
35-39 39.1 12.2 3.8 7.2 27.8 9.8 0.1 100.0 3,309 4.7
40-44 43.0 16.0 5.1 5.2 19.6 11.1 0.0 100.0 2,867 2.8
45-49 47.5 19.0 5.7 3.7 13.8 10.1 0.1 100.0 2,665 1.1
50-54 54.6 13.9 7.3 4.9 11.2 7.8 0.3 100.0 2,097 0.0
55-59 64.3 12.7 6.3 3.5 7.1 5.6 0.5 100.0 1,646 0.0
60-64 711 11.6 3.7 2.7 5.9 3.5 1.5 100.0 1,243 0.0
65+ 76.9 11.2 4.4 1.1 2.8 1.2 2.4 100.0 2,210 0.0
Urban-rural residence
Urban 19.0 18.1 5.8 17.7 22.2 16.9 0.3 100.0 19,850 7.1
Rural 37.6 21.2 5.2 15.9 15.2 4.5 0.4 100.0 26,480 2.3
Place of residence
Urban Governorates 18.2 17.4 6.2 17.1 21.8 19.0 0.4 100.0 8,588 7.5
Lower Egypt 27.0 20.0 5.4 171 21.0 9.2 0.3 100.0 19,083 4.8
Urban 16.4 17.8 5.6 17.5 24.8 17.7 0.2 100.0 5,149 7.9
Rural 30.9 20.8 5.3 17.0 19.6 6.1 0.3 100.0 13,934 4.0
Upper Egypt 37.7 21.0 5.1 16.0 13.6 6.2 0.3 100.0 18,142 2.3
Urban 22.2 19.5 5.2 18.7 20.6 13.7 0.2 100.0 5,800 5.8
Rural 45.0 21.7 5.1 14.8 10.3 2.7 0.4 100.0 12,341 0.3
Frontier Governorates 31.2 16.8 8.3 17.5 18.1 7.2 1.0 100.0 518 4.3
Total 29.6 19.9 5.5 16.7 18.2 9.8 0.3 100.0 46,331 4.4
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2.3 HOUSING CHARACTERISTICS

The 2005 EDHS survey collected information on a range of housing characteristics. These data
are presented for households and for the total de jure household population. The results for households are
further disaggregated by residence.

Water Supply

Increasing access to improved drinking water is one of the Millennium Development Goals that
Egypt along with other nations worldwide has adopted (United Nations General Assembly 2001). The
2005 EDHS collected information that can be used to explore the status of Egyptian households in
relation to thisgoal.

Table 2.5 presents a number of characteristics relating to a household’'s access to improved
drinking water. The first of these characteristics is the source from which the water that household
members drink is obtained. Improved sources are defined as those sources which are likely to provide
safe drinking water (WHO/UNICEF Joint Monitoring Programme for Water Supply and Sanitation 2004).
Improved sources include water obtained a piped source within the dwelling, a public tap, a tubehole or
borehole, or a protected well or spring.?

The results in Table 2.5 show that 98 percent of households in Egypt have access to water from
an improved source. In most cases, the source is a piped connection in the dwelling itself or the plot (90
percent).

Almost al households get water from a source on premises (94 percent). The majority of
households fetching water from a source outside the dwelling or plot are within 30 minutes of this source.
Women age 15 and older are generally responsible for fetching water for households in which the water
source is not on the premises.

Around one-third of households report that they have experienced interruptions in their water
supply; 11 percent say the supply is interrupted on a daily or amost daily basis, 15 percent report
interruptions at least afew times per week while 8 percent experience less frequent interruptions.

Households generally do not treat the water they drink. Among households reporting that the
water istreated (6 percent), the most common practices are to filter the water or to let it stand and settle.

Looking at the variations in drinking water indicators by residence, households in the Frontier
Governorates and rural Upper Egypt are the least likely to obtain water from an improved source (89
percent and 94 percent, respectively). Interruptions in the water supply are more common in Upper Egypt
(41 percent) than in other areas within Egypt.

2 A well or spring which is covered or otherwise *protected’ from contamination from surface water or animals,
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Table 2.5 Household drinking water access and treatment by residence
Percent distribution of households by source of drinking water, time to collect water (if not within residence or plot), person fetching the water, and
interruption of water supply during two week period prior to the survey and percentage of households using various modes for treating drinking
water, according to urban-rural residence and place of residence and percent distribution of the de jure population by household drinking water
arrangements and percentage of the de jure population living in households using various modes to treat drinking water, Egypt 2005
Urban Frontier  Total Total
Gover- Lower Egypt Upper Egypt Gover- house-  de jure
Drinking water Urban  Rural  norates Total Urban Rural  Total Urban Rural norates holds population
Source of drinking water'

Improved source 99.2 96.9 99.6 99.6 993 99.8 95.5 98.9 93.5 89.3 98.0 97.9
Piped into house/plot 98.0 82.2 98.3 91.3 98.7 88.1 83.3 97.5 75.0 74.6 89.7 88.3
Public tap 0.9 6.2 0.8 3.2 0.5 4.4 5.8 1.2 8.4 0.2 3.6 3.8
Tubewell/borehole 0.1 6.7 0.0 3.9 0.1 5.6 5.1 0.1 8.1 3.8 3.5 4.2
Protected well/spring 0.1 1.9 0.0 1.2 0.0 1.7 1.3 0.1 2.0 9.6 1.0 1.5

Unimproved source 0.8 3.0 0.4 0.3 0.6 0.2 4.4 1.1 6.4 10.7 1.9 2.1
Tanker truck/cart 0.7 29 0.4 0.3 0.6 0.2 4.3 1.0 6.2 9.8 1.9 2.0
Surface water 0.0 0.1 0.0 0.0 0.0 0.0 0.1 0.0 0.2 0.0 0.0 0.1

Time to water source

On premises 98.8 90.1 98.9 95.2  99.1 93.4 90.6 98.2 86.1 90.9 94.3 93.8

Within 15 minutes 0.5 4.4 0.5 1.9 0.4 2.6 4.4 0.6 6.7 3.2 2.5 2.6

15-29 minutes 0.2 2.2 0.2 1.0 0.1 1.4 2.0 0.2 3.1 2.6 1.2 1.4

30 + minutes 0.3 1.6 0.2 1.2 0.2 1.7 1.1 0.5 1.4 1.7 0.9 1.2

Don’t know/missing 0.3 1.7 0.2 0.7 0.2 0.9 1.9 0.5 2.8 1.5 1.1 1.0

Person obtaining water
for household

Adult man 15+ 0.3 0.8 0.2 0.6 0.4 0.6 0.6 0.1 0.9 1.9 0.5 0.5

Adult woman 15+ 0.6 7.0 0.5 3.5 0.3 4.8 6.5 1.1 9.7 5.0 4.0 4.3

Male child <15 years 0.0 0.1 0.0 0.0 0.0 0.0 0.1 0.0 0.2 0.1 0.1 0.1

Female child <15 years 0.0 0.2 0.0 0.1 0.0 0.2 0.3 0.1 0.4 0.1 0.1 0.2

Water on premises/other/missing ~ 99.1 91.9 993 95.8 993 94.3 92.6 98.7  88.8 92.8 95.3 94.9

Water supply interrupted

Not interrupted 70.2 64.8 74.7 709 733 69.8 59.2 60.5 58.4 67.1 67.4 66.3

Daily/almost daily 9.8 11.2 10.3 8.7 6.3 9.7 12.5 11.5 13.2 17.9 10.5 10.8

Few times per week 13.4 15.1 10.8 129 127 13.0 17.9 18.3 17.8 9.2 14.3 14.7

Less frequently 6.4 8.7 3.9 7.2 7.3 7.2 10.2 9.5 10.6 5.6 7.6 7.9

Don't know/missing 0.3 0.2 0.3 0.3 0.4 0.3 0.1 0.2 0.1 0.2 0.2 0.2

Total percent 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number 10,533 11,439 4,704 9,031 2,724 6,307 8,029 2,968 5,061 208 21,972 107,300
Water treated prior to drinking

Not treated 91.6 96.3 89.4 94.7 924 95.7 96.1 94.3 97.1 93.8 94.0 94.6

Boiled 0.6 0.2 1.0 0.3 0.5 0.2 0.2 0.2 0.2 0.3 0.4 0.4

Bleach/chlorine added 0.0 0.0 0.1 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0

Strained 0.4 0.1 0.4 0.3 0.6 0.2 0.2 0.3 0.0 0.2 0.3 0.2

Water filter used 5.5 0.7 7.1 2.2 5.2 0.9 1.5 3.3 0.4 2.4 3.0 2.5

Solar disinfection 0.0 0.0 0.0 0.1 0.1 0.0 0.0 0.0 0.0 0.0 0.0 0.0

Stand and settle 2.0 2.5 2.4 2.5 1.5 2.9 2.0 1.9 2.1 3.5 2.3 2.3

Number 10,533 11,439 4,704 9,031 2,724 6,307 8,029 2,968 5,061 208 21,972 107,300
! Because the quality of bottled water is not known, households using bottled water are classified according to the source of water used
for cooking and washing.
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Sanitation Facilities and Waste Disposal

Ensuring adequate sanitation facilities is another Millennium Development Goal. Table 2.6 shows
that most Egyptian households have access to atoilet, with 43 percent reporting they have modern flush
toilets, and 55 percent traditional flush toilets. Only one percent of households have no toilet facility.
Most households (97 percent) report that the toilet is connected to a sewer, bayara (vault), or septic
system. Ten percent of households report problems with the drainage system. Five percent report they
share the toilet facility with at least one other household.

Table 2.6 Sanitation facilities by residence

Percent distribution of households by type of toilet facility, drainage system, problems experienced with drainage system, number of households using the
toilet facility, type of sanitation facilities, and method of disposal of kitchen waste and trash (according to urban-rural residence and place of residence and
percent distribution of de jure population by sanitation facilities, Egypt 2005

Urban Frontier =~ Total  Total de
Gover- Lower Egypt Upper Egypt Gover-  house- jure popu-
Sanitation facility Urban Rural  norates Total Urban  Rural Total  Urban  Rural norates  holds lation
Toilet facility
Modern flush toilet 71.2 17.1 81.2 39.7 73.9 24.9 24.4 53.2 7.5 42.4 43.0 36.2
Traditional (tank flush) 1.5 2.3 0.8 2.6 1.7 3.0 1.8 2.4 1.5 0.9 1.9 1.9
Traditional (bucket flush) 27.0 76.7 17.8 57.2 24.2 71.5 68.5 43.6 83.0 55.5 52.9 59.5
Pit latrine/bucket toilet 0.1 1.8 0.0 0.0 0.0 0.1 2.7 0.5 4.0 1.1 1.0 1.1
Other/missing 0.1 0.2 0.1 0.2 0.1 0.2 0.1 0.0 0.1 0.0 0.1 0.1
No facility 0.1 2.0 0.1 0.3 0.0 0.4 2.6 0.3 3.9 0.1 1.1 1.1
Drainage system
Public sewer 88.0 32.4 97.0 63.9 94.0 50.9 31.8 69.5 9.6 43.3 59.0 52.8
Vault (Bayara) 5.9 22.3 1.6 3.7 0.4 5.1 33.6 16.7 43.5 33.1 14.4 17.5
Septic system 5.5 40.0 0.9 30.4 5.6 41.1 28.9 12.4 38.6 22.9 23.5 26.2
Pipe to canal 0.2 1.4 0.3 1.3 0.0 1.9 0.5 0.0 0.8 0.0 0.8 1.0
Pipe to groundwater 0.1 0.1 0.1 0.1 0.0 0.2 0.1 0.3 0.1 0.0 0.1 0.1
Emptied (no connection) 0.2 1.6 0.0 0.3 0.1 0.4 2.2 0.6 3.1 0.4 0.9 1.0
Other 0.0 0.3 0.1 0.1 0.0 0.1 0.3 0.1 0.5 0.1 0.2 0.2
No toilet facility 0.1 2.0 0.1 0.3 0.0 0.4 2.6 0.3 3.9 0.1 1.1 1.1
Problems with drainage system
No problems 91.8 88.8 91.2 92.9 97.1 91.2 86.7 88.1 85.9 88.2 90.2 89.7
Pooling around dwelling(s) 6.5 5.1 7.6 4.3 2.4 5.1 6.4 8.5 5.2 7.4 5.8 6.1
Cost of evacuation 1.8 3.8 1.5 2.4 0.4 3.3 4.0 3.4 4.4 4.6 2.8 3.2
Insects 3.4 3.2 4.0 2.0 1.0 2.4 4.2 4.5 4.0 8.9 3.3 3.5
Other 0.0 0.1 0.1 0.0 0.0 0.1 0.1 0.0 0.2 0.0 0.1 0.1
Don’t know/missing 0.2 0.1 0.3 0.1 0.1 0.1 0.2 0.2 0.1 0.4 0.2 0.1
No facility/no connection 0.1 2.0 0.1 0.3 0.0 0.4 2.6 0.3 3.9 0.1 1.1 1.1
Number of households using
toilet
No facility 0.1 2.0 0.1 0.3 0.0 0.4 2.6 0.3 3.9 0.1 1.1 1.1
One 97.5 90.6 97.0 95.8 99.1 94.4 89.9 96.7 85.8 96.5 93.9 92.4
1-2 1.2 3.9 1.2 2.3 0.6 3.0 3.8 1.7 5.0 1.7 2.6 3.1
3+ households 1.0 3.4 1.4 1.5 0.2 2.1 3.6 1.0 5.0 1.7 2.2 3.2
Not sure/missing 0.2 0.2 0.4 0.1 0.0 0.1 0.3 0.2 0.3 0.0 0.2 0.2
Sanitation facilities
Improved' 96.5 86.5 96.1 93.9 98.9 91.7 85.5 95.2 79.8 95.0 91.3 89.5
Not improved 3.5 13.5 3.9 6.1 1.1 8.3 14.5 4.8 20.2 5.0 8.7 10.5
Disposal of kitchen waste/trash
Collected from home 53.6 26.4 49.6 42.0 62.2 33.3 31.2 53.6 18.1 20.1 39.5 35.2
Collected from street container 32.8 4.4 44.8 11.2 24.1 5.7 9.5 21.2 2.7 31.6 18.0 15.6
Dumped into street/empty plot 9.9 25.9 4.8 19.7 1.3 23.3 24.3 16.1 29.0 27.6 18.3 20.2
Dumped into canal/drainage 1.3 18.3 0.4 14.5 1.3 20.3 11.1 2.7 16.0 0.8 10.1 11.6
Burned 1.9 18.9 0.1 9.1 0.8 12.7 18.7 5.6 26.5 16.1 10.8 13.2
Fed to animals 0.3 5.9 0.0 3.3 0.3 4.7 4.9 0.6 7.4 3.6 3.2 4.0
Other 0.0 0.1 0.0 0.1 0.0 0.1 0.1 0.0 0.2 0.0 0.1 0.1
Don’t know/missing 0.1 0.0 0.2 0.0 0.1 0.0 0.1 0.2 0.1 0.1 0.1 0.1
Total percent 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of households 10,533 11,439 4,704 9,031 2,724 6,307 8,029 2,968 5,061 208 21,972 107,300

" The household is considered to have improved sanitation facilities if the household has sole use of a modern or traditional flush toilet that empties into a

public sewer, Bayara (vault) or septic system.
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A household is classified as having an improved toilet if the toilet is used only by members of one
household (i.e,, it is not shared) and if the facility used by the household separates the waste from human
contact (WHO/UNICEF Joint Monitoring Programme for Water Supply and Sanitation 2004). The
facilities meeting the latter criteria include toilets that flushed or pour flushed into a sewer, bayara, or
septic system. Overall, Table 2.6 shows that 91 percent of Egyptian households have access to an
improved toilet facility. The proportion of households using an improved facility is lowest in rural Upper
Egypt (80 percent).

Table 2.6 also presents information on waste disposal practices. The mgjority of households (58
percent) report that kitchen waste or trash was collected, either at the dwelling or from a container in the
street (i.e., a container shared with others). Slightly more than one-quarter of households say that they
dump waste or trash into the street, an empty plot or a canal or drainage ditch, 11 percent burn waste or
trash, and 3 percent feed it to animals. Dumping or burning waste or trash is much more common in rural
than in urban areas (63 percent and 13 percent, respectively). More than 7 in 10 households in rural Upper
Egypt dispose of trash by dumping (45 percent) or burning (27 percent).

Cooking Arrangements

Indoor pollution from solid fuels (biomass fuels and coal) is a magjor killer, particularly of
children under age five. The 2005 EDHS included guestions on the type of fuel, type of stove, and cook-
ing location to help assess the proportion of the population relying on solid fuels, another Millennium
Development goal indicator (United Nations General Assembly 2001).

Table 2.7 shows that virtualy al Egyptian households use fossil fuels (LPG, natural gas, or
kerosene) for cooking. Among households using other types of fuel, most cook on an open stove without
achimney or hood (94 percent) in akitchen area within the dwelling unit. In the majority of dwellings (81
percent), the kitchen is separated from other rooms in the dwelling.
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Table 2.7 Cooking arrangements by residence
Percent distribution of households by type of cooking fuel, type of fire/stove, and location of cooking area according to urban-rural residence and place of
residence and percent distribution of the de jure population by cooking arrangements, Egypt 2005
Urb Total
rban Frontier ~ Total de jure
Lower Egypt Upper Egypt J
Gover- Wer Feyp bper 8yp Gover-  house- popu-
Cooking arrangements Urban  Rural norates  Total  Urban  Rural Total  Urban  Rural  norates  holds lation
Type of cooking fuel
Electricity 0.2 0.1 0.0 0.2 0.5 0.1 0.1 0.1 0.2 0.0 0.2 0.2
LPG 76.2 93.5 67.0 93.1 80.9 98.4 86.6 85.3 87.3 95.6 85.2 87.3
Natural gas 22.4 0.1 319 5.6 18.2 0.1 4.5 12.0 0.1 1.6 10.8 8.7
Biogas 0.0 0.0 0.1 0.0 0.0 0.0 0.0 0.0 0.0 0.3 0.0 0.0
Kerosene 1.0 5.5 0.7 0.9 0.3 1.1 7.8 2.3 11.0 1.8 3.4 3.3
Charcoal/coal 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Wood/straw/shrubs/grass/crops 0.0 0.4 0.0 0.1 0.0 0.1 0.5 0.1 0.8 0.2 0.2 0.3
Dung/other 0.0 0.2 0.0 0.0 0.0 0.0 0.3 0.0 0.5 0.1 0.1 0.2
Missing 0.2 0.1 0.2 0.1 0.1 0.1 0.1 0.1 0.1 0.5 0.1 0.0
Total percent 100.0 100.0 100.0  100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of households 10,533 11,439 4,704 9,031 2,724 6,307 8,029 2,968 5,061 208 21,972 107,300
Type of fire/stove’
Open without chimney/hood 92.7 937  (94.6) 83.6 * 84.2 94.7 93.3 94.9 * 93.5 93.3
Open with chimney/hood 4.4 5.1 (0.0 14.4 * 13.7 4.1 4.7 4.1 * 5.0 5.6
Closed with chimney 0.2 0.2 (0.0) 2.0 * 2.1 0.0 0.3 0.0 * 0.2 0.1
Missing 2.7 1.0 (5.4) 0.0 * 0.0 1.1 1.8 1.1 * 1.2 0.9
Total percent 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of households 118 704 35 87 7 79 693 72 621 4 817 4,084
Location of cooking area
Within dwelling 99.5 98.6 99.6 98.4 99.2 98.0 99.6 99.8 99.4 98.3 99.1 99.2
In separate room 91.0 71.0 93.3 86.9 93.9 83.9 66.0 84.6 55.0 84.2 80.6 78.3
Not separated 8.6 27.6 6.3 11.5 5.3 14.1 33.6 15.1 44.4 14.0 18.5 20.8
In separate building 0.3 1.0 0.2 1.4 0.7 1.7 0.2 0.1 0.3 0.8 0.7 0.7
Outdoors 0.0 0.2 0.0 0.1 0.0 0.2 0.1 0.0 0.1 0.2 0.1 0.1
Other 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.1 0.0 0.0
Don’t know/missing 0.2 0.2 0.3 0.1 0.1 0.2 0.1 0.1 0.1 0.5 0.2 0.1
Total percent 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of households 10,533 11,439 4,704 9,031 2,724 6,307 8,029 2,968 5,061 208 21,972 107,300
Note: Figures in parentheses are based on 25-49 unweighted cases. An asterisk indicates that a figure is based on fewer than 25 unweighted cases and has
been suppressed.
" Refers to households reporting use of biomass fuels

Other Housing Characteristics

Table 2.8 shows the distribution of households according to other dwelling characteristics for
which information was obtained in the 2005 EDHS. The results indicate that the mgjority of urban
households (85 percent) live in apartments, whereas the mgjority of rural households (64 percent) occupy
free-standing houses. Eighty-five percent of rural households own their dwelling. Ownership is less
common in urban areas, particularly in the Urban Governorates, where dlightly less than half of
households own their dwelling.

Virtually all households in Egypt have electricity, with households in the Frontier Governorates
more likely to report that they do not have it than households in other areas.
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Table 2.8 Dwelling characteristics by residence

Percent distribution of households by type and tenure of dwelling, availability of electricity, type of flooring and windows, and number of rooms and
mean number of rooms and persons per room according to urban-rural residence and percentage of de jure population by dwelling characteristics, Egypt

2005
Utb Total
rban ; :
Lower Egypt Upper Egypt Frontier ~ Total de jure
Gover- gYp PPET Z8YP Gover-  house-  popu-
Dwelling characteristic Urban  Rural  norates  Total Urban  Rural Total Urban  Rural  norates  holds lation
Type of dwelling
Apartment 84.5 33.1 93.3 53.6 83.6 40.6 42.0 72.6 241 39.7 57.7 49.3
Free standing house 13.2 64.4 3.7 45.2 15.8 57.9 54.6 247 722 59.2 39.9 48.7
Other 2.3 2.4 3.0 1.2 0.6 1.5 3.3 2.8 3.6 1.1 2.4 2.0
Tenure
Owned/Owned jointly 52.0 85.4 46.0 73.5 52.6 82.5 78.1 59.8 88.8 81.0 69.4 74.4
Rented 42.4 5.7 50.2 16.4 38.8 6.7 15.4 34.2 4.4 16.9 23.3 19.2
Other/missing 5.6 8.9 3.8 10.1 8.5 10.8 6.5 6.0 6.8 2.1 7.3 6.4
Electricity
Yes 99.8 99.1 99.8 99.7 100.0 99.6 99.1 99.8 98.6 94.6 99.4 99.4
No 0.2 0.9 0.2 0.3 0.0 0.4 0.9 0.2 1.4 5.4 0.6 0.6
Flooring
Ceramic/marble tiles 18.3 4.1 22.6 8.7 16.3 5.5 6.5 13.6 2.3 10.7 10.9 9.0
Cement tiles 69.7 40.5 67.0 57.0 73.2 50.0 44.3 71.0 28.7 54.0 54.5 50.4
Cement 6.2 353 4.4 27.0 5.7 36.3 24.7 9.0 33.8 28.5 21.3 24.9
Carpet/vinyl/polished wood 3.9 0.8 5.5 2.1 4.2 1.2 0.6 1.3 0.2 1.2 2.3 1.9
Wood/planks 0.1 0.0 0.1 0.1 0.1 0.0 0.0 0.0 0.0 0.0 0.1 0.1
Earth/sand 1.6 19.3 0.3 5.0 0.5 7.0 23.8 4.9 34.8 5.4 10.8 13.6
Other/missing 0.2 0.1 0.1 0.1 0.1 0.1 0.1 0.2 0.0 0.1 0.1 0.1
Windows
All glass 89.2 56.6 94.9 79.4 90.7 74.5 50.8 789 343 77.3 72.2 67.3
With and without glass 4.8 15.5 2.5 12.2 6.9 14.5 12.8 6.4 16.6 10.0 10.3 12.9
All without glass 4.6 25.4 1.3 7.5 1.7 10.0 32.6 12.3 44.6 12.3 15.4 17.9
No window openings 1.2 2.4 0.9 0.7 0.4 0.8 3.6 2.3 4.4 0.2 1.8 1.6
Other/missing 0.3 0.1 0.3 0.2 0.3 0.1 0.2 0.2 0.2 0.1 0.2 0.2
Number of rooms'
1-2 11.4 14.3 11.5 9.6 8.9 9.9 17.7 13.8  20.0 6.1 12.9 10.9
3-4 77.9 63.5 80.0 71.6 77.3 69.1 63.5 75.5 56.5 66.0 70.4 66.2
5+ 10.5 22.0 8.3 18.6 13.7 20.8 18.5 10.5 23.2 27.6 16.5 22.6
Don’t know/missing 0.2 0.2 0.2 0.2 0.2 0.2 0.2 0.2 0.3 0.3 0.2 0.2
Total percent 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of households 10,533 11,439 4,704 9,031 2,724 6,307 8,029 2,968 5,061 208 21,972 107,300
Mean rooms per household 3.5 3.8 3.4 3.8 3.7 3.9 3.6 3.4 3.7 4.0 3.7 3.9
Mean persons per room 1.3 1.6 1.3 1.3 1.2 1.4 1.7 1.5 1.8 1.5 1.5 1.8

" Number of rooms does not include kitchens, hallways and bathrooms.

With regard to flooring, more than eight in ten households live in dwellings with atile (ceramic
or cement) or cement floor. About 10 percent have a dirt (earth/sand) floor in their dwelling. Rural
households are more likely than urban households to live in dwellings with a dirt floor (19 percent and 2
percent, respectively). Dirt floors are around five times more common in rural Upper Egypt than in rural
Lower Egypt (35 percent and 7 percent, respectively).

Almost all dwellings had some type of window opening. Except in rural Upper Egypt, seven in
ten or more households have glass windows throughout their dwelling. In rural Upper Egypt, 45 percent
of the households lived in dwellings without any glass windows, and four percent lived in dwellings
without a window opening.
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Table 2.8 also shows that 13 percent of households live in dwellings with one or two rooms, 70
percent have three or four rooms, and 17 percent have five rooms or more. The mean number of rooms
per household is 3.7, and there is an average of 1.5 persons per room. Rural households are more crowded
than urban households. The mean number of persons per room is 1.3 in urban areas, compared to 1.6
personsin rural areas.

24 HOUSEHOLD POSSESSIONS

Table 2.9 provides information on household ownership of durable goods and other possessions.
More than nine in ten EDHS households own a television (color or black and white), and more than eight
in ten households own aradio. Fifteen percent of households have a satellite dish, and 12 percent a video
or DVD player. At least half of households have a telephone, with one-quarter having a mobile phone.
Eleven percent of households own a computer.

A majority of Egyptian households own most basic appliances. More than nine in ten have a
stove (gag/electric) and a washing machine (automatic/other). More than eight in ten households own an
electric fan and arefrigerator, and more than one-third have a water heater. Fewer households possess the
other appliances and electric goods shown in Table 2.9; less than 10 percent have a sewing machine or
freezer and less than five percent have an air conditioner or dishwasher.

Considering household furnishings, 90 percent or more of households own a bed, sofa and
hanging lamp, and 85 percent or more have a chair and table. Six in ten household own a tablia, and
around a third have a kolla/zeer. At least one household member owns a watch in 90 percent of the
households.

Urban households are more likely to have most of these items than rural households. For
example, 73 percent of households in urban areas have a telephone (landline or cell) compared to 40
percent of households in rural areas. Rates of ownership of various household possessions aso differ by
place of residence, with higher rates of ownership for most items reported among households in the Urban
Governorates, Lower Egypt, and the Frontier Governorates than in Upper Egypt. For most items,
households in rural Upper Egypt have the lowest rates of ownership.

Table 2.9 also includes information on household ownership of a means of transportation. Animal
carts are owned more often by rural than urban households (8 percent and 1 percent). Relatively few
households have a motorcycle, and rates of ownership of bicycles vary from five percent in the Urban
Governorates to 20 percent in rural Upper Egypt. Overall, seven percent of households own a car, van, or
truck, with the highest rate of ownership in the Urban Governorates (14 percent) and the lowest rate in
rural Upper Egypt (3 percent).

As expected, households in rural areas are significantly more likely than urban households to own
a farm or other land. Twenty-eight percent of rural households own a farm or other land, compared to
only 3 percent of urban households. There is also considerable variation in the proportion reporting that
they own farm animals, from 54 percent of households in rural Upper Egypt to four percent of households
in the Urban Governorates.

Table 2.9 also shows that comparatively few households have bank/savings accounts (11 per-
cent). Urban households, especially households living in the Urban Governorates, are more than three
times aslikely as rural households to have an account.
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Table 2.9 Household possessions by residence
Percentage of households possessing various household effects/possessions, means of transportation, property, farm animals, and bank/savings
account according to urban-rural residence and place of residence, and percentage of de jure population by household possessions, Egypt 2005
Urban Total
Frontier ~ Total  de jure
Household Cover- Lower Fgypt Upper Fgypt Gover-  house- po{au-
effect/possession Urban  Rural norates  Total Urban  Rural  Total  Urban Rural norates  holds lation
Household effects
Radio 90.2 79.8 90.6 87.8 92.4 85.9 77.9 87.5 72.3 83.5 84.8 84.5
Television 95.8 90.1 96.8 93.2 96.0 91.9 90.2 94.4 87.8 91.2 92.8 94.0
Black and white TV 10.5 27.5 6.5 19.2 12.3 22.1 27.3 15.4 34.3 9.2 19.3 21.4
Color TV 89.3 67.9 92.8 79.4 89.8 74.9 68.0 83.4 59.1 83.7 78.2 78.2
Video/DVD 20.9 4.1 25.5 8.0 17.3 4.0 8.9 17.0 4.1 15.9 12.2 10.8
Telephone 73.4 39.9 78.9 51.2 70.8 42.7 47.8 67.1 36.5 62.6 56.0 54.6
Landline telephone 70.0 37.7 75.1 48.2 67.4 39.9 45.8 64.3 35.0 56.1 53.2 52.0
Mobile telephone 40.0 11.2 47.3 20.3 36.7 13.3 17.1 31.6 8.5 31.6 25.0 23.1
Satellite dish 24.2 7.0 27.6 12.2 22.3 7.9 11.3 20.5 5.9 22.6 15.3 13.9
Computer 19.0 2.6 24.2 7.1 16.0 3.2 6.3 13.9 1.8 6.9 10.5 9.4
Sewing machine 9.8 6.0 10.9 7.5 9.2 6.8 6.4 8.9 4.9 6.5 7.8 8.1
Electric fan 91.9 83.0 92.1 85.4 91.6 82.7 86.7 92.2 83.4 81.5 87.3 87.6
Air conditioner 6.7 0.7 8.8 1.7 4.0 0.7 2.6 6.1 0.6 1.8 3.6 2.9
Refrigerator 94.4 77.7 95.6 89.2 95.7 86.4 75.9 91.3 66.9 86.4 85.7 85.3
Freezer 10.6 1.9 14.0 4.8 9.7 2.6 2.7 5.7 0.9 9.7 6.0 5.1
Water heater 59.2 15.5 67.5 31.6 58.4 20.0 23.6 46.7 10.0 41.5 36.4 31.6
Dishwasher 2.6 0.2 3.7 0.8 2.2 0.2 0.5 1.4 0.1 0.3 1.3 1.1
Washing machine 96.4 88.1 96.7 95.2 97.9 94.1 85.9 95.0 80.6 88.0 92.1 92.5
Automatic 37.7 5.5 45.2 15.1 34.4 6.8 13.3 29.2 4.0 20.7 20.9 17.7
Other 73.2 85.5 66.9 87.6 79.5 91.1 78.2 77.5 78.7 75.4 79.6 82.6
Gas/electric stove 98.8 93.7 99.1 98.9 99.7 98.6 91.2 97.4 87.6 97.4 96.1 96.1
Bed 99.3 96.9 99.4 99.2 99.7 99.0 96.0 99.0 94.2 98.0 98.1 98.2
Sofa 97.2 93.8 97.7 95.8 97.6 95.0 94.0 96.7 92.4 83.2 95.4 95.5
Hanging lamp 85.2 94.3 83.5 90.9 83.8 94.0 92.6 89.4 94.6 87.0 89.9 91.3
Table 94.3 82.9 96.1 86.4 93.4 83.4 86.3 92.9 82.5 79.4 88.4 87.9
Tablia 47.6 75.2 40.3 64.1 48.1 70.9 72.6 59.3 80.4 47.8 61.9 67.3
Chair 92.0 78.4 93.5 86.0 93.5 82.7 79.0 89.0 73.2 73.6 84.9 83.5
Kolla/zeer 11.4 48.9 7.0 32.1 13.1 40.2 43.7 16.6 59.5 30.6 30.9 36.1
Watch 96.0 84.7 96.5 93.4 97.8 91.5 82.5 93.4 76.1 92.0 90.1 90.2
Means of transportation
Animal-drawn cart 0.8 7.9 0.5 5.9 0.9 8.0 5.4 1.2 7.8 6.7 4.5 6.9
Bicycle 9.4 19.2 5.1 16.8 11.8 19.0 17.7 14.2 19.7 6.0 14.5 17.1
Motorcycle/scooter 1.4 1.7 1.9 1.6 0.6 2.1 1.3 1.4 1.3 0.7 1.6 1.8
Car/van/truck 10.9 3.0 14.1 5.1 9.6 3.2 4.2 6.8 2.6 11.6 6.7 6.4
Farm animals 7.8 46.9 3.5 31.4 9.1 41.0 38.9 13.1 54.1 28.3 28.2 35.8
Agricultural land 3.3 27.6 2.0 20.6 4.0 27.7 19.0 4.7 27.4 15.7 16.0 20.9
Bank/savings account 16.6 5.4 20.3 8.4 14.7 5.7 7.7 12.4 5.0 121 10.8 9.6
None of the above 0.1 0.1 0.1 0.0 0.0 0.0 0.1 0.1 0.1 0.1 0.1 0.0
Number of households 10,533 11,439 4,704 9,031 2,724 6,307 8,029 2,968 5,061 208 21,972 107,300

2.5 HOUSEHOLD WEALTH

Information on household assets was used to create an index representing the wealth of the
households interviewed in the EDHS. The wealth index is a proxy for long-term standard of living of the
household. It is based on data collected in the EDHS household questionnaire the household' s ownership
of consumer items such as afan to atelevision and car; dwelling characteristics such as flooring material;
type of drinking water source; toilet facilities; and other characteristics that are related to wealth status.
Each household asset for which information is collected is assigned a weight or factor score generated
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through principal components analysis. The resulting asset scores are standardized in relation to a
standard normal distribution with a mean of zero and a standard deviation of one.

These standardized scores are then used to create the break points that define wealth quintiles.
Each household is assigned a standardized score for each asset, where the score differs depending on
whether or not the household owned that asset (or, in the case of Sleeping arrangements, the number of
people per room). These scores are summed by household, and individuals are ranked according to the
total score of the household in which they reside. The sample is then divided into population quintiles,
i.e., five groups with the same number of individuals in each. At the national level, approximately 20
percent of the household population isin each wealth quintile.

A single asset index is developed on the basis of data from the entire country sample and used in
all the tabulations presented. Separate asset indices are not prepared for rural and urban population groups
on the basis of rural or urban data, respectively.

Wealth quintiles are expressed in terms of quintiles of individuas in the population, rather than
quintiles of individuals at risk for any one health or population indicator. (Thus, for example, the quintile
rates for infant mortality refer to the infant mortality rates per 1,000 live births among all people in the
population quintile concerned, as distinct from quintiles of live births or newly born infants, who consti-
tute the only members of the population at risk of mortality during infancy.)

The wealth index has been compared against both poverty rates and gross domestic product per
capita for India, and against expenditure data from household surveys in Nepal, Pakistan and Indonesia
(Filmer and Pritchett, 1998) and Guatemala (Rutstein 1999). The evidence from those studies suggests
that the assetsindex is highly comparable to conventionally measured consumption expenditures.

Table 2.10 shows the distribution of the de jure household population into five wealth levels
(quintiles) based on the wealth index by residence. These distributions indicate the degree to which
wealth is evenly (or unevenly) distributed by geographic areas. A much larger proportion of the Egyptian
population in urban areas than in rura areas falls in the highest wealth index group (42 percent and
5 percent, respectively). In turn, more of the rural than urban population is found in the lowest wealth
index group (31 percent and 5 percent, respectively). Considering place of residence, slightly over half of
the population in the Urban Governorates is in the highest wealth quintile compared to 12 percent of the
population in Upper Egypt and 15 percent in Lower Egypt. The population in rural Upper Egypt is
especialy concentrated at the lower end of the wealth index with 73 percent of the population in the two
lowest wealth quintiles.

Table 2.10 Wealth quintiles by residence
Percent distribution of the de jure household population by wealth quintiles, according to urban-rural residence and place
of residence, Egypt 2005

Urban Frontier
Wealth Gover- Lower Egypt Upper Egypt Cover-
quintiles Urban  Rural norates  Total Urban  Rural  Total Urban  Rural norates Total
Lowest 4.5 30.9 2.8 15.0 1.6 19.7 32.2 8.6 42.7 30.0 20.0
Second 7.5 28.8 5.0 22.0 6.0 27.5 24.6 12.2 30.1 16.6 20.0
Middle 15.2 23.3 11.0 25.0 16.0 28.2 18.9 20.6 18.2 16.2 20.0
Fourth 30.8 12.5 30.1 23.1 36.4 18.5 12.7 27.4 6.1 16.4 20.0
Highest 41.9 4.5 51.1 14.9 40.0 6.1 11.6 31.2 29 20.7 20.0
Total percent 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number 44,360 62,940 18,890 43,644 11,317 32,327 43,554 13,420 30,134 1,212 107,300
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BACKGROUND CHARACTERISTICS OF RESPONDENTS

3

This chapter provides a profile of the
ever-married women who were interviewed
in the 2005 Egypt DHS. First, information is
presented on a number of basic characteristics
of the EDHS respondents including age, resi-
dence, education, and work status. Then the
chapter explores in more depth the women's
educational and employment status, their par-
ticipation in household decision-making, and
control over earnings.

3.1 BACKGROUND CHARACTERISTICS
Table 3.1 presents the distribution of
eligible women by age, marital status, urban-
rural residence, place of residence, educa-
tional level, and wealth quintile. As noted in
Chapter 1, ever-married women age 15-49
who were usua residents or present in the
household on the night before the inter-
viewer’s visit were eligible to be interviewed
in the 2005 EDHS.

Among the ever-married women in
the sample, 93 percent are currently married,
four percent widowed, and three percent
divorced or separated. Looking at the age
distribution in Table 3.1, around two-fifths of
2005 EDHS respondents are under age 30,
and more than one-quarter are age 40 and
over. There are fewer women in the 15-19
and 20-24 age groups than in the 25-29
cohort. This somewhat older age pattern isthe
result of the inclusion of only ever-married
women in the sample and the increasing
tendency to delay marriage until older agesin
Egypt. The changes in marriage patterns are
described in more detail in Chapter 8.

The mgjority of the women (59 per-
cent) are living in rural areas. Considering

Table 3.1 Background characteristics of respondents
Percent distribution of ever-married women 15-49 by background
characteristics, Egypt 2005
Background Weighted Number of women
characteristic percent Weighted  Unweighted
Marital status
Married 93.4 18,187 18,134
Widowed 3.9 765 792
Divorced 2.0 394 413
Separated 0.7 128 135
Age
15-19 4.1 803 858
20-24 15.2 2,968 3,008
25-29 19.4 3,785 3,780
30-34 16.5 3,209 3,189
35-39 16.4 3,191 3,186
40-44 14.7 2,859 2,827
45-49 13.7 2,659 2,626
Urban-rural residence
Urban 41.3 8,033 8,095
Rural 58.7 11,441 11,379
Place of residence
Urban Governorates 16.9 3,293 3,538
Lower Egypt 43.2 8,410 5,903
Urban 11.3 2,199 1,553
Rural 31.9 6,211 4,350
Upper Egypt 38.8 7,552 9,132
Urban 12.4 2,411 2,471
Rural 26.4 5,141 6,661
Frontier Governorates 1.1 218 901
Education
No education 34.6 6,740 6,934
Some primary 11.3 2,197 2,214
Primary complete/some
secondary 14.0 2,719 2,756
Secondary complete/higher 40.1 7,818 7,570
Wealth quintile
Lowest 18.3 3,565 4,227
Second 19.4 3,778 3,882
Middle 20.2 3,931 3,669
Fourth 21.2 4,137 3,791
Highest 20.9 4,063 3,905
Total 100.0 19,474 19,474
Note: Education categories refer to the highest level of education
attended, whether or not that level was completed.

place of residence, 17 percent of the women are from the Urban Governorates, 43 percent from Lower
Egypt, 39 percent from Upper Egypt, and one percent from the Frontier Governorates.
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The educationa level of the 2005 EDHS respondents varies considerably. Around one-third of
the women never attended school, while 40 percent have completed at |east the secondary level.

Looking at the wealth quintiles, 18 percent of women fall in the lowest quintile, and around two-
thirds of women are distributed almost equally across the middle, fourth and highest wealth quintiles.

3.2 EDUCATIONAL ATTAINMENT BY BACKGROUND CHARACTERISTICS

An overview of the relationship between women's educational level and other background
characteristics is provided in Table 3.2. As expected, the level of education decreases with increasing age
among respondents age 25 and over. However, women age 25-29 have a higher level of education than
the younger women in the sample. This pattern is somewhat unexpected because, as described in Chapter
2, participation in schooling has been steadily rising among Egyptian women. The explanation lies in the
fact that the EDHS sample included only ever-married women. Women who marry early typically leave
school at a younger age than women who marry later. Thus, EDHS respondents in the 15-19 and 20-24
age groups include a disproportionate number of less-educated women in comparison with older cohorts.

Table 3.2 Educational attainment by background characteristics
Percent distribution of ever-married women by highest level of schooling attended or completed, and median number of years of
schooling, according to background characteristics, Egypt 2005
Highest level of schooling
Com- More Number  Median
Background No Some pleted Some  Completed  than of years of
characteristic education primary  primary' secondary secondary’ secondary Total women  schooling
Age
15-19 31.9 7.1 5.0 219 32.6 1.6 100.0 803 6.5
20-24 26.9 7.7 4.5 12.8 40.0 8.1 100.0 2,968 7.9
25-29 24.2 7.5 5.4 11.5 37.7 13.8 100.0 3,785 10.1
30-34 30.2 9.2 2.1 12.5 34.4 11.6 100.0 3,209 8.4
35-39 40.0 12.1 3.6 7.0 28.4 9.0 100.0 3,191 4.5
40-44 43.1 15.8 5.3 5.3 19.4 11.0 100.0 2,859 2.7
45-49 48.6 18.5 5.5 3.8 13.6 10.1 100.0 2,659 0.7
Urban-rural residence
Urban 19.7 9.9 4.5 10.9 36.0 19.0 100.0 8,033 10.5
Rural 45.1 12.3 4.3 8.6 25.4 4.3 100.0 11,441 2.3
Place of residence
Urban Governorates 18.0 8.5 5.1 12.4 33.6 22.4 100.0 3,293 10.7
Lower Egypt 30.2 12.0 4.6 8.6 35.4 9.1 100.0 8,410 7.1
Urban 15.4 10.9 4.5 8.7 41.5 18.9 100.0 2,199 10.8
Rural 35.4 12.4 4.7 8.6 33.2 5.7 100.0 6,211 5.0
Upper Egypt 46.7 11.8 3.8 9.3 21.9 6.5 100.0 7,552 1.7
Urban 25.5 10.9 3.7 10.7 34.5 14.7 100.0 2,411 9.3
Rural 56.6 12.2 3.8 8.7 16.0 2.7 100.0 5,141 0.0
Frontier Governorates 37.8 6.8 7.0 11.0 29.2 8.2 100.0 218 5.5
Wealth quintile
Lowest 70.7 12.7 3.2 5.9 7.2 0.3 100.0 3,565 0.0
Second 50.6 15.5 4.8 9.3 18.6 1.1 100.0 3,778 0.0
Middle 35.1 12.8 5.3 12.1 31.5 3.2 100.0 3,931 4.9
Fourth 17.5 11.2 5.6 12.1 44.0 9.6 100.0 4,137 10.2
Highest 5.0 4.7 3.0 8.0 43.9 35.4 100.0 4,063 11.8
Total 34.6 11.3 4.4 9.6 29.8 10.4 100.0 19,474 5.6
"Completed 5 grades at the primary level
2 Completed 3 grades at the secondary level
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Urban women are more highly educated than those from rural areas. Among urban women,
55 percent have completed at least a secondary education, compared to 30 percent of rural women.
Educational levels are lowest in rural Upper Egypt, where 57 percent of the women have never gone to
school. The highest educational levels are found in Urban Lower Egypt and the Urban Governorates,
where only 15 percent and 18 percent, respectively, of women have never attended school.

Educational attainment rises with the wealth quintile. Eight in ten women in the highest wealth
quintile have completed secondary school or higher, while around seven in ten women in the lowest
quintile have never attended school.

3.3 LITERACY ASSESSMENT

The 2005 EDHS assessed literacy levels among women who had never been to school or who had
attended only the primary level by asking them to read a couple of simple sentences from acard. To avoid
possible bias in households where more than one eligible woman was interviewed, the EDHS teams used
two cards, each with a different set of sentences. The sentences on the cards were selected from primary
school Arabic textbooks. In addition to assessing literacy, information was collected from women with a
primary education or less on whether they had ever attended any literacy program, i.e., any program
(outside of primary school) that involved learning to read or write.

Table 3.3 shows that the majority of respondents asked to read simple sentences during the EDHS
interview could not read at al or could read only part of the sentences. This is not surprising in view of
the relatively large proportion of EDHS respondents who never attended school (35 percent) or have less
than a primary education (11 percent).

The proportion that is illiterate is somewhat higher among respondents age 15-19 than among
those in the 20-24 and 25-29 age groups. Again this pattern is related to the fact that the EDHS sample
included only ever-married women. Women in their teens who are married are more likely to have never
attended school or to have left school early than other women.

The strong association between residence and literacy observed in Table 3.3 is clearly areflection
of residential differences in educational levels. Rural women are more than twice as likely as urban
women to be unable to read at all. Illiteracy levels are markedly higher among women from Upper Egypt,
especially those living in rural areas, than among other women.

Table 3.3 also shows that the level of illiteracy decreases with increasing wealth. Seven percent
of women in the highest wealth quintile are illiterate compared to around 77 percent of women in the
lowest quintile.

Literacy programs are one means of increasing the proportion of women who are able to read or
write. Table 3.3 shows that 13 percent of women with a primary education or less have ever attended a
literacy program. Y ounger women and women living in urban areas are somewhat more likely than other
women to have taken part in a literacy program. Even among these groups, however, only a relatively
small proportion participated in a literacy program.
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Table 3.3 Literacy by background characteristics

Percent distribution of ever-married women by level of schooling and literacy and percentage literate and percentage attending literacy

programs, according to background characteristics, Egypt 2005
Percent-
Attended No schooling/attended primary age who
preparatory Canread Canread Cannot  Blind/ Number Percent- attended
Background schoolor awhole partofa read  visually of age literacy
characteristic higher  sentence sentence  atall impaired Missing Total women literate' program’
Age
15-19 56.1 3.2 4.4 36.3 0.0 0.0 100.0 803 63.7 20.0
20-24 60.9 2.4 6.1 30.3 0.1 0.2 100.0 2,968 69.3 221
25-29 62.9 2.5 5.4 28.9 0.0 0.3 100.0 3,785 70.8 16.9
30-34 58.5 2.2 4.6 34.5 0.0 0.2 100.0 3,209 65.3 12.6
35-39 44.4 2.6 6.5 46.3 0.1 0.1 100.0 3,191 53.5 11.9
40-44 35.7 4.1 7.7 52.2 0.2 0.1 100.0 2,859 47.5 10.2
45-49 27.4 5.9 8.1 58.1 0.2 0.3 100.0 2,659 41.4 7.1
Urban-rural residence
Urban 65.9 3.2 6.6 24.0 0.1 0.2 100.0 8,033 75.8 17.5
Rural 38.3 3.2 5.9 52.2 0.1 0.2 100.0 11,441 47.4 11.2
Place of residence
Urban Governorates 68.4 3.1 6.7 21.5 0.1 0.2 100.0 3,293 78.2 21.3
Lower Egypt 53.2 29 5.7 38.0 0.1 0.2 100.0 8,410 61.7 10.2
Urban 69.2 3.9 5.7 21.1 0.0 0.1 100.0 2,199 78.8 13.0
Rural 47.5 2.5 5.7 44.0 0.1 0.2 100.0 6,211 55.7 9.6
Upper Egypt 37.8 3.5 6.5 51.8 0.2 0.2 1000 7,552 47.8 13.6
Urban 59.9 2.7 7.2 299 0.1 0.1 100.0 2,411 69.8 17.0
Rural 27.4 3.9 6.2 62.1 0.2 0.2 100.0 5,141 37.5 12.7
Frontier Governorates 48.4 3.2 8.8 39.3 0.2 0.0 100.0 218 60.5 6.9
Wealth quintile
Lowest 13.4 2.3 6.3 77.4 0.2 0.4 100.0 3,565 22.0 11.4
Second 29.1 3.9 7.0 59.8 0.2 0.0 100.0 3,778  40.0 121
Middle 46.8 3.5 7.6 41.8 0.2 0.1 100.0 3,931 57.9 14.6
Fourth 65.8 3.8 7.2 23.0 0.0 0.2 100.0 4137 76.8 14.5
Highest 87.3 2.4 2.9 7.2 0.0 0.2 100.0 4,063 92.6 15.8
Total 49.7 3.2 6.2 40.6 0.1 0.2 100.0 19,474 59.1 13.0

' Refers to women who attended preparatory school or higher and women who can read a whole sentence or part of a sentence. The base
population for the rate excludes blind/visually impaired women and other women whose literacy was not assessed.
2The base population for the percentage excludes women attending secondary school or higher.

3.4 EXPOSURE TO MASS MEDIA

The 2005 EDHS collected information on the exposure of women to both broadcast and print
media. These data are important because they provide some indication of the extent to which Egyptian
women are regularly exposed to the mass media, which are extensively used in Egypt to convey family
planning and health messages to the population.

The level of regular exposure of EDHS respondents to broadcast and print is shown in Figure 3.1.
More than 90 percent of respondents watch television at least once a week, about three-quarters listen to
radio at least once aweek, and slightly less than one in five women read a newspaper or magazine at least
once aweek. Only 16 percent of women report regular exposure to all three media, and three percent have
no exposure to print or broadcast media.
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Figure 3.1 Exposure to Media
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Percentage of ever-married women 15-49 exposed to media at least once per week

EDHS 2005

According to the results presented in Table 3.4, women living in urban areas are somewhat more
likely to be exposed to the mass media channels, particularly newspapers or magazines, than rural
women. Overall, one-quarter of urban women are exposed to al three media at least once a week,
compared to less than 10 percent of rural women.

Considering place of residence, the majority of women in every residentia category watches
television and listens to the radio at least once a week. The percentage that reads a newspaper or
magazine at least once a week varies considerably, from 6 percent in rural Upper Egypt to 34 percent in
the Urban Governorates. Lack of exposure to any of the three media varies from around two percent of
women in the Urban Governorates and urban Lower Egypt to nine percent of women in the Frontier
Governorates.

The percentages reporting exposure to each of the three mass media rise with the woman's
education level, with the increase being especially marked for print media. There is a strong association
between wealth and exposure to mass media. Considering exposure to al three media, more than two-
fifths of women in the highest wealth quintile report they watch television, listen to the radio and read a
newspaper or magazine at least once per week while only one percent of women in the lowest quintile
report regular exposure to al three media.
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Table 3.4 Exposure to mass media by background characteristics

Percentage of ever-married women 15-49 who are exposed to specific media weekly by selected background
characteristics, Egypt 2005

Reads a
Watches Listensto ~ magazine/  Allthree  No media
television at the radio at newspaper mediaat  atleast

Background least once least once a at least once least once once Number
characteristic a week week a week a week aweek of women
Age
15-19 93.9 67.0 8.7 7.7 3.8 803
20-24 94.4 70.2 14.7 12.4 3.0 2,968
25-29 95.7 71.5 19.0 16.3 2.5 3,785
30-34 94.7 72.4 19.7 16.3 2.6 3,209
35-39 94.4 72.2 19.4 16.6 3.4 3,191
40-44 93.4 72.6 21.2 17.7 3.7 2,859
45-49 93.6 72.7 17.9 15.4 3.9 2,659
Urban-rural residence
Urban 96.4 75.2 30.1 25.1 1.6 8,033
Rural 93.0 69.2 10.0 8.8 4.2 11,441
Place of residence
Urban Governorates 96.5 73.3 34.0 271 1.5 3,293
Lower Egypt 94.8 79.5 18.4 16.5 2.7 8,410
Urban 96.7 81.5 32.4 28.8 1.6 2,199
Rural 94.2 78.8 13.5 12.2 3.0 6,211
Upper Egypt 93.3 62.8 11.2 9.3 4.3 7,552
Urban 96.5 72.6 22.8 19.1 1.4 2,411
Rural 91.8 58.1 5.8 4.6 5.6 5,141
Frontier Governorates 87.9 57.2 20.3 18.3 9.0 218
Education
No education 91.1 61.4 0.4 0.3 6.2 6,740
Some primary 93.2 69.1 3.9 3.1 3.4 2,197
Primary complete/some
secondary 95.8 73.9 14.0 11.3 1.8 2,719
Secondary complete/ higher 97.2 80.6 39.3 33.6 0.9 7,818
Wealth quintile
Lowest 85.5 52.3 1.9 1.4 10.3 3,565
Second 94.4 67.2 5.0 4.1 3.0 3,778
Middle 95.9 76.0 10.5 9.3 1.7 3,931
Fourth 97.2 79.3 21.5 18.9 1.0 4,137
Highest 98.0 81.0 49.2 41.2 0.6 4,063
Total 94.4 71.7 18.3 15.5 3.2 19,474

3.5 EMPLOYMENT STATUS

In the 2005 EDHS, respondents were asked a number of questions in order to identify women
who were working at the time of the survey and those who had been employed in the 12 months prior to
the survey if they were not working at the time of the survey. Women who were working at the time they
were interviewed were asked additional questions about the kind of work they were doing and whether
they were paid in cash.

Current Employment

Table 3.5 shows the percent distribution of 2005 EDHS respondents according to current and
recent employment. Overall, 22 percent of women are currently engaged in some economic activity. Most
of the women who are not working do not report recent work experience; only one percent of the
respondents who were not working at the time of EDHS interview had had a job during the 12-month
period before the survey.
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Table 3.5 shows that women in the 40-44 age group are more likely to be currently employed
than older or younger women. The comparatively small proportion working among women under age 30
and especially women under age 25 may be related to the greater childcare responsibilities. With regard to
the other employment differentials presented in Table 3.5, women living in urban Lower Egypt, women
who completed secondary school or higher, and women in the highest wealth quintile were much more
likely to be employed at the time of the survey than other women.

Table 3.5 Employment status by background characteristics
Percent distribution of ever-married women by employment status, according to background
characteristics, Egypt 2005
Employed in the 12 Not
months prior to the survey employed
in the 12 Number
Background Currently ~ Not currently months prior of
characteristic employed'  employed  to the survey  Total women
Age
15-19 6.9 1.3 91.6 100.0 803
20-24 9.0 1.0 89.9 100.0 2,968
25-29 16.2 0.5 83.2 100.0 3,785
30-34 233 0.7 76.0 100.0 3,209
35-39 26.7 0.8 72.6 100.0 3,191
40-44 31.6 0.4 68.0 100.0 2,859
45-49 28.3 0.5 71.2 100.0 2,659
Marital status
Married 20.9 0.7 78.4 100.0 18,187
Divorced/separated/widowed 31.0 0.6 68.5 100.0 1,287
Number of living children
0 15.9 1.8 82.2 100.0 1,936
1-2 19.3 0.5 80.1 100.0 7,208
3-4 26.0 0.6 73.5 100.0 7,053
5+ 20.1 0.6 79.3 100.0 3,277
Urban-rural residence
Urban 23.8 0.6 75.6 100.0 8,033
Rural 20.0 0.7 79.3 100.0 11,441
Place of residence
Urban Governorates 23.7 0.7 75.5 100.0 3,293
Lower Egypt 25.3 0.8 73.9 100.0 8,410
Urban 28.6 0.7 70.7 100.0 2,199
Rural 24.1 0.9 75.0 100.0 6,211
Upper Egypt 16.5 0.5 83.0 100.0 7,552
Urban 19.4 0.3 80.4 100.0 2,411
Rural 15.1 0.6 84.2 100.0 5,141
Frontier Governorates 18.9 0.0 81.1 100.0 218
Education
No education 18.0 0.7 81.3 100.0 6,740
Some primary 14.1 0.7 85.1 100.0 2,197
Primary complete/some
secondary 8.9 0.5 90.6 100.0 2,719
Secondary complete/higher 31.0 0.7 68.3 100.0 7,818
Wealth quintile
Lowest 22.2 1.2 76.6 100.0 3,565
Second 16.6 0.8 82.6 100.0 3,778
Middle 16.3 0.5 83.2 100.0 3,931
Fourth 20.0 0.6 79.4 100.0 4,137
Highest 32.1 0.4 67.5 100.0 4,063
Total 21.5 0.7 77.8 100.0 19,474
" “Currently employed” is defined as having done work in the past seven days. Includes persons who
did not work in the past seven days but who are regularly employed and were absent from work for
leave, illness, vacation, or any other such reason.
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Occupation

In the EDHS 2005, women who indicated that were working or had worked within the year
before the survey were asked about the kind of work that they did. Their response was recorded exactly as
they gave it and was the basis for the coding of occupation that occurred after the survey in the central
office.

As Figure 3.2 shows, the mgjority of women who are currently working are employed in
nonagricultural occupations. About half of working women are in professional, technical, and managerial
positions or in clerical occupations. An additional 17 percent are in sales and services, and five percent
work in jobs categorized as skilled manual labor. Slightly more than one-fourth of working women are
involved in some type of agricultural activity.

Figure 3.2 Occupation among Working Women

Unskilled
manual

Sales and 3%

services
17%

Agricultural
26%

Skilled
manual
5%
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13%

Professional/
technical/
managerial
36%

EDHS 2005

Table 3.6 looks at the differences in the occupational profile of working women according to
selected background characteristics. As expected, the proportions involved in professional, technical and
managerial occupations and in clerical positions are much greater among urban women than rural women.
These proportions aso rise rapidly with both education and wealth. Overal, more than eight in ten
working women who have attained a secondary or higher education or fall in the highest wealth quintile
are employed in professional, technical, managerial or clerical occupations.
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Table 3.6 Occupation by background characteristics

Percent distribution of ever-married women employed in the 12 months preceding the survey by occupation, according to background

characteristics, Egypt 2005

Professional/ Un- Number
Background technical/ Salesand  Skilled  skilled  Agricul- of
characteristic managerial  Clerical  services manual manual ture Missing  Total  women
Age
15-19 11.5 2.9 11.9 2.5 9.2 62.1 0.0 100.0 66
20-24 241 7.0 15.7 8.1 4.3 40.8 0.0 100.0 298
25-29 40.8 6.9 18.5 5.2 3.6 25.0 0.0 100.0 635
30-34 43.2 9.2 13.9 5.6 2.1 25.8 0.2 100.0 769
35-39 34.3 11.8 17.7 5.4 2.7 27.9 0.2 100.0 875
40-44 32.3 20.3 19.1 3.7 4.0 20.2 0.4 100.0 916
45-49 37.7 15.9 18.0 4.4 3.4 20.3 0.2 100.0 764
Marital status
Married 37.1 12.9 15.7 4.8 3.2 26.1 0.2 100.0 3,917
Divorced/separated/widowed 25.2 10.0 32,5 7.6 4.7 20.0 0.0 100.0 406
Number of living children
0 39.9 14.5 14.3 7.3 0.6 23.3 0.0 100.0 344
1-2 47.0 11.9 17.9 4.8 2.9 15.3 0.3 100.0 1,432
3-4 35.3 15.2 16.4 4.9 2.6 25.5 0.1 100.0 1,869
5+ 12.5 6.3 19.8 4.8 7.8 48.5 0.3 100.0 677
Urban-rural residence
Urban 52.7 17.7 19.3 5.1 3.7 1.3 0.3 100.0 1,954
Rural 22.2 8.5 15.6 5.0 3.0 45.5 0.2 100.0 2,369
Place of residence
Urban Governorates 51.1 15.5 20.7 6.7 4.9 0.5 0.6 100.0 804
Lower Egypt 33.9 12.4 16.0 4.8 2.7 30.0 0.1 100.0 2,195
Urban 57.7 17.5 16.6 4.7 2.5 0.9 0.0 100.0 643
Rural 24.0 10.3 15.8 4.9 2.8 42.1 0.1 100.0 1,551
Upper Egypt 29.6 11.0 17.2 4.3 3.6 34.2 0.2 100.0 1,283
Urban 48.2 21.1 20.6 2.9 3.7 3.3 0.1 100.0 474
Rural 18.7 5.1 15.2 5.1 3.6 52.3 0.2 100.0 809
Frontier Governorates 52.2 19.9 16.2 4.3 0.5 6.9 0.0 100.0 41
Education
No education 1.5 0.0 21.3 6.5 8.5 62.1 0.0 100.0 1,263
Some primary 4.0 0.0 29.2 10.9 6.9 48.6 0.5 100.0 325
Prim. complete/some secondary 5.3 2.4 36.0 20.6 3.8 31.9 0.0 100.0 255
Secondary complete/higher 60.9 21.8 11.7 1.9 0.2 3.2 0.3 100.0 2,480
Wealth quintile
Lowest 2.8 1.2 15.0 4.7 6.7 69.6 0.0 100.0 707
Second 11.2 4.4 22.4 6.5 5.3 50.1 0.0 100.0 655
Middle 26.3 13.2 23.6 6.5 5.3 24.5 0.5 100.0 705
Fourth 48.4 20.2 18.2 7.3 1.9 3.9 0.2 100.0 898
Highest 66.1 18.9 12.3 2.2 0.2 0.0 0.3 100.0 1,358
Total 36.0 12.7 17.3 5.0 3.3 25.5 0.2 100.0 4,323
Type of Employment

Table 3.7 shows that, among women who work, 78 percent earn cash for the work they do.
Among working women, the magjority (66 percent) work for someone other than arelative, around one in
five women work for a family member while 14 percent are self-employed. The magjority of women who
work are working on a full-year basis (87 percent), 10 percent work seasonally, and three percent work

occasionally.
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Women working agricultural occu-
pations are much less likely than other work-
ing women to be paid for the work they do
(67 percent and 3 percent, respectively).
This can be explained by the fact that most
women who work in an agricultural occupa-
tion are assisting their husbands or another
family member; around two in three women
who are employed in agricultural occupa-
tions are working for a family member
compared to four percent of working women
who are involved in nonagricultural occupa-
tions.

Finaly, the results in Table 3.7
show that the mgjority of working women
report that they work year-round. However,
as expected, seasonal work is more common
among women working in agricultural occu-
pations than among women employed in
nonagricultural occupations (32 percent and
3 percent, respectively).

3.6 DiSPOSAL OF EARNINGS

Table 3.7 Type of employment

Percent distribution of ever-married women employed in the 12 months
preceding the survey by type of earnings, type of employer, and
continuity of employment, according to type of employment (agricultural

or nonagricultural), Egypt 2005

Employment Non-
characteristics Agricultural  agricultural Total
Type of earnings
Cash only 16.0 94.5 74.4
Cash and in-kind 10.5 1.8 4.0
In-kind only 6.8 0.3 2.0
Not paid 66.7 3.4 19.5
Type of employer
Employed by family member 68.1 4.0 20.4
Employed by nonfamily member 22.2 80.7 65.8
Self-employed 9.8 15.2 13.8
Continuity of employment
All year 64.8 94.5 86.9
Seasonal 31.5 2.7 10.1
Occasional 3.6 2.7 2.9
Missing 0.1 0.1 0.1
Total 100.0 100.0 100.0
Number of women 1,104 3,210 4,323

The EDHS included a number of questions that were intended to assess the magnitude of
women’s earnings relative to those of their husbands, women'’s control over the use of their earnings, and
women's participation in decisions on how their husbhand’s earnings are used. This information has
implications for the empowerment of women. Employment and earnings are more likely to empower
women if their earnings are perceived as significant relative to those of their husband and if women
themselves control their own earnings. Women also are clearly empowered if they have a voice in how

their husbands' earnings are spent.

Tables 3.8 and 3.9 present information on the measures related to women'’s earnings for currently
married women who worked and received cash earnings during the 12-month period prior to the survey.
With regard to the magnitude of woman’s earnings, Table 3.8 shows that the majority of women earn less
than their husband regardless of the subgroup to which they belong.
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Table 3.8 Relative magnitude of woman’s earnings by background characteristics
Percent distribution of currently married women employed in the 12 months preceding the survey and
receiving cash earnings by women’s earnings relative to husband’s earnings, according to background
characteristics, Egypt 2005
Woman
earns more/  Don't
Background Woman Woman husband no  know/ Number of
characteristic earns less  earns same earnings missing Total women
Age
15-19 52.9 9.3 0.0 37.8 100.0 26
20-24 58.4 15.4 8.6 17.5 100.0 176
25-29 71.5 15.8 4.9 7.7 100.0 451
30-34 64.1 20.8 8.5 6.6 100.0 574
35-39 62.2 22.3 10.3 5.1 100.0 601
40-44 58.5 23.9 10.6 6.9 100.0 666
45-49 59.5 21.8 10.9 7.8 100.0 522
Number of living children
0 64.0 16.8 5.3 13.9 100.0 249
1-2 63.7 21.4 7.9 7.0 100.0 1,084
3-4 62.1 22.6 9.8 5.5 100.0 1,344
5+ 58.0 14.9 13.4 13.6 100.0 339
Urban-rural residence
Urban 62.2 22.1 8.8 6.8 100.0 1,676
Rural 62.6 19.2 9.5 8.7 100.0 1,339
Place of residence
Urban Governorates 58.1 24.6 10.8 6.5 100.0 685
Lower Egypt 66.1 22.1 7.1 4.7 100.0 1,492
Urban 67.6 22.4 6.9 3.1 100.0 553
Rural 65.2 22.0 7.2 5.7 100.0 939
Upper Egypt 59.4 14.5 11.8 14.3 100.0 804
Urban 62.1 16.5 8.7 12.8 100.0 409
Rural 56.6 12,5 15.1 15.9 100.0 395
Frontier Governorates 56.5 34.3 3.4 5.8 100.0 35
Education
No education 54.3 18.7 14.9 121 100.0 525
Some primary 53.1 15.7 11.3 20.0 100.0 155
Prim. complete/some secondary 56.3 20.6 15.3 7.7 100.0 142
Secondary complete/higher 65.4 21.7 7.2 5.8 100.0 2,193
Wealth quintile
Lowest 51.4 15.7 16.1 16.7 100.0 278
Second 58.1 20.7 9.0 12.2 100.0 290
Middle 61.1 17.6 12.3 9.0 100.0 449
Fourth 64.9 22.1 8.4 4.5 100.0 761
Highest 65.4 22.6 6.6 5.4 100.0 1,238
Total 62.4 20.8 9.1 7.7 100.0 3,016
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With regard to who decides how a woman's earnings are used, Table 3.9 shows that most
currently married women who have cash earnings either make decisions about how their earnings are
used themselves (25 percent) or jointly with the husband (65 percent). Only a small minority of women
report that these decisions are made mainly by the husband or someone else. Women are most likely to
say that the husband or someone else mainly makes decisions about how the woman’ s earnings are used if
they have less than a primary education or fall within the lowest wealth quintile; however, even among
women in these groups, more than eight in ten women are involved in decisions on how their earnings are

spent.

Table 3.9 Control over woman'’s earnings by background characteristics

Percent distribution of currently married women employed in the 12 months preceding the survey and
receiving cash earnings by person mainly deciding how the woman’s earnings are used, according to
background characteristics, Egypt 2005

Background Jointly with Other/ Number of
characteristic Woman  husband  Husband  missing Total women
Age
15-19 49.4 34.7 3.4 12.5 100.0 26
20-24 24.8 53.6 16.7 4.9 100.0 176
25-29 27.2 64.1 5.0 3.6 100.0 451
30-34 23.1 67.9 4.9 4.2 100.0 574
35-39 22.4 67.5 6.1 3.9 100.0 601
40-44 24.3 66.7 4.7 4.3 100.0 666
45-49 28.1 63.6 3.5 4.9 100.0 522
Number of living children
0 24.5 61.7 10.3 3.5 100.0 249
1-2 26.5 63.4 5.4 4.7 100.0 1,084
3-4 24.3 67.9 4.2 3.6 100.0 1,344
5+ 23.7 62.1 7.6 6.6 100.0 339
Urban-rural residence
Urban 26.7 64.0 4.4 4.8 100.0 1,676
Rural 229 66.5 7.0 3.7 100.0 1,339
Place of residence
Urban Governorates 32.4 57.5 6.0 4.1 100.0 685
Lower Egypt 20.4 71.4 6.2 2.0 100.0 1,492
Urban 21.3 72.4 4.4 1.9 100.0 553
Rural 19.9 70.9 7.2 2.0 100.0 939
Upper Egypt 27.2 60.0 4.0 8.8 100.0 804
Urban 24.6 63.4 1.8 10.2 100.0 409
Rural 29.9 56.5 6.2 7.4 100.0 395
Frontier Governorates 28.8 62.6 2.8 5.8 100.0 35
Education
No education 25.2 57.0 10.7 7.1 100.0 525
Some primary 23.7 61.9 10.3 4.1 100.0 155
Primary complete/some
secondary 28.1 63.5 5.8 2.6 100.0 142
Secondary complete/higher 24.9 67.4 3.9 3.8 100.0 2,193
Wealth quintile
Lowest 26.2 55.9 10.0 7.9 100.0 328
Second 21.3 63.8 6.4 8.5 100.0 312
Middle 25.6 61.5 7.2 5.7 100.0 442
Fourth 22.1 72.0 2.6 3.4 100.0 729
Highest 27.2 65.2 2.9 4.7 100.0 1,205
Total 25.0 65.1 5.5 4.3 100.0 3,016

38 | Background Characteristics of Respondents



Table 3.10 focuses on decisions about how the husband’'s earnings will be spent. The results
indicate that, as was true with regard to the woman’s earnings, the majority of women (66 percent) say
that these decisions are made jointly by the couple. Around a quarter of the women say the husband
decides by himself how to spend his earnings. Women living in rural areas, particularly in Upper Egypt
and women from the Frontier Governorates were the most likely to report that the husband made these
decisions alone. Even among these groups, however, joint decision-making is the norm.

Table 3.10 Control over husband’s earnings by background characteristics

Percent distribution of currently married women by person mainly deciding how the husband’s earnings are used,
according to background characteristics, Egypt 2005

Background Husband Other/ Number of
characteristic Woman Jointly Husband no earnings  missing Total women
Age
15-19 1.7 58.7 29.7 2.3 7.5 100.0 792
20-24 2.8 62.1 28.8 1.5 4.7 100.0 2,898
25-29 3.0 66.2 26.8 0.9 3.1 100.0 3,653
30-34 3.5 68.4 25.2 0.4 2.4 100.0 3,077
35-39 4.0 66.8 26.6 0.7 1.9 100.0 3,010
40-44 5.1 68.8 24.0 0.7 1.5 100.0 2,525
45-49 5.2 65.3 27.0 1.5 1.1 100.0 2,233
Number of living children
0 3.0 64.8 25.9 1.8 4.6 100.0 1,782
1-2 3.3 68.1 24.5 1.1 3.1 100.0 6,712
3-4 3.9 67.8 25.5 0.7 2.1 100.0 6,677
5+ 4.8 57.8 34.1 1.0 2.3 100.0 3,016
Urban-rural residence
Urban 4.3 73.9 20.0 0.6 1.2 100.0 7,490
Rural 3.3 60.4 31.1 1.3 3.8 100.0 10,697
Place of residence
Urban Governorates 5.1 76.4 17.0 0.4 1.1 100.0 3,078
Lower Egypt 2.1 71.6 23.0 0.8 2.4 100.0 7,884
Urban 1.7 77.4 19.5 0.4 1.0 100.0 2,057
Rural 2.2 69.6 24.2 1.0 2.9 100.0 5,826
Upper Egypt 5.1 55.3 34.3 1.4 3.9 100.0 7,019
Urban 5.7 67.9 23.9 0.9 1.6 100.0 2,230
Rural 4.8 49.4 39.2 1.7 4.9 100.0 4,789
Frontier Governorates 1.0 54.3 41.6 1.0 2.1 100.0 206
Education
No education 4.1 55.9 349 1.2 3.8 100.0 6,116
Some primary 4.5 60.8 30.3 1.7 2.7 100.0 2,019
Primary complete/some
secondary 4.1 65.0 27.3 0.8 2.7 100.0 2,564
Secondary complete/higher 3.1 75.8 18.5 0.7 2.0 100.0 7,488
Work status
Works for cash 3.7 78.3 15.1 0.2 2.7 100.0 2,920
Not working for cash 3.7 63.6 28.8 1.2 2.8 100.0 15,267
Wealth quintile
Lowest 4.0 54.1 35.2 1.7 5.0 100.0 3,266
Second 3.1 57.8 33.3 1.4 4.3 100.0 3,509
Middle 3.7 62.6 29.5 1.1 3.1 100.0 3,675
Fourth 3.2 73.3 21.7 0.6 1.2 100.0 3,897
Highest 4.7 79.2 15.2 0.3 0.6 100.0 3,840
Total 3.7 65.9 26.6 1.0 2.8 100.0 18,187
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Table 3.11 looks at how a woman's control over decisions about how her and her husband’'s
earnings are spent relates to the magnitude of the woman’s earnings relative to that of her husband. As
expected, women earning more than the husband have the highest level of autonomy in making decisions
about spending decisions. Women who earn less than the husband have a dlightly greater degree of
persona autonomy in making decisions about how their own earnings will be spent than women earning
about the same amount as the husband.

Table 3.11 Relative magnitude of earnings and control over woman’s and husband’s earnings
Percent distribution of currently married women by person who decides how a woman’s cash earnings are used and
the percent distribution by who decides how a woman’s husband/partner’s earnings are used, according to the relation
between woman’s and husband’s earnings in last 12 months, Egypt 2005
Woman
Woman does not Woman
earns more/ know what  no cash Currently
Woman  Woman husband husband earnings/ married
Control over earnings earns less _earns same no earnings earns not working  women’
Control over woman’s earnings
Woman 25.7 18.2 42.2 17.4 na 25.0
Jointly with husband 68.4 77.6 53.6 17.9 na 65.1
Husband 5.4 4.1 3.4 0.8 na 4.6
Other 0.4 0.1 0.8 63.9 na 5.3
Total percent 100.0 100.0 100.0 100.0 na 100.0
Number of women 1,881 628 276 231 na 3,016
Control over husband’s earnings
Woman 2.8 4.0 11.5 7.3 3.8 3.8
Jointly with husband 78.7 89.1 70.6 73.2 64.3 66.9
Husband 18.1 6.2 17.1 18.2 29.2 26.9
Other/missing 0.4 0.6 0.9 1.3 2.8 2.4
Husband doesn’t bring in any money na na na na na na
Total percent 100.0 100.0 100.0 100.0 100.0 100.0
Number of women 1,881 628 204 229 14,995 17,937
na = Not applicable
! Excludes cases where the woman or her husband had no earnings and includes cases where the woman does not
know whether she earns more or less than the husband.

3.7 HOUSEHOLD DECISION-MAKING

To assess women'’ s roles in household decision-making, EDHS respondents were asked questions
about who in the household (respondent, husband, both, other) has the final say in making decisions
relating to four areas. the woman's own health care, major household purchases, daily household
purchases, and visits to friends or relatives. Table 3.12 shows that women indicate that they themselves
have the final say only with respect to daily household purchases. Other types of decisions are typically
made jointly with the husband. Husbands are seen as having the final say most often with regard to major
household purchases.

Table 3.12 Women's participation in decision-making

Percent distribution of currently married women by person who has the final say in making specific decisions,
according to type of decision, Egypt 2005

Jointly with Someone Other/
Decision Woman  husband  Husband else missing Total
Own health care 26.3 52.7 19.5 1.2 0.2 100.0
Large household purchases 7.3 47.1 39.9 5.5 0.2 100.0
Daily household purchases 60.3 19.7 11.8 7.8 0.3 100.0
Visits to family or relatives 13.8 58.7 255 1.6 0.4 100.0
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Table 3.13 presents differentials in the proportions of women who report that they alone or jointly
have the final say with respect to various decisions. The table shows that seven percent of women have no
involvement in making any of the decisions.

The results in Table 3.13 indicate that women’s involvement in household decision-making
generally increases with the age of the woman and with parity up to four children. Rural women,
especially those living in Upper Egypt, and women from the Frontier Governorates are generally less
likely than other women to report that they make decisions alone or jointly. Education and wealth are
directly related to involvement in making the various household decisions. Women working for cash are
also more likely than other women to report having a say in the various decisions.

Table 3.13 Women's participation in decision-making by background characteristics
Percentage of currently married women who say that they alone or jointly have the final say in specific decisions, by
background characteristics, Egypt 2005
Alone or jointly have final say in:
None of the
Background Own health  Making large  Making daily Visits to family  specified ~ Number of
characteristic care purchases purchases or relatives decisions women
Age
15-19 67.2 38.4 56.0 61.6 14.5 792
20-24 75.0 49.9 72.2 69.4 9.6 2,898
25-29 79.8 53.3 78.1 71.4 7.4 3,653
30-34 80.9 56.6 83.4 74.3 5.6 3,077
35-39 81.1 57.8 84.9 74.7 6.3 3,010
40-44 81.3 58.0 84.6 75.2 6.3 2,525
45-49 79.2 55.7 85.3 73.7 6.0 2,233
Number of living children
0 75.1 51.7 67.4 69.9 10.6 1,782
1-2 79.7 55.4 79.1 72.1 6.9 6,712
3-4 80.7 56.7 83.9 74.7 5.8 6,677
5+ 76.0 48.4 81.1 69.9 9.3 3,016
Urban-rural residence
Urban 84.3 61.4 86.9 76.0 4.0 7,490
Rural 75.3 49.5 75.2 70.1 9.5 10,697
Place of residence
Urban Governorates 86.5 61.4 89.1 74.7 2.6 3,078
Lower Egypt 80.4 59.6 81.5 76.6 5.0 7,884
Urban 83.5 66.2 87.2 80.5 3.2 2,057
Rural 79.3 57.3 79.4 75.3 5.7 5,826
Upper Egypt 74.4 45.9 75.0 67.5 11.4 7,019
Urban 82.4 58.0 84.9 74.8 6.2 2,230
Rural 70.6 40.3 70.4 64.1 13.9 4,789
Frontier Governorates 72.6 35.7 59.4 51.9 20.0 206
Education
No education 73.3 44.2 74.8 65.3 11.4 6,116
Some primary 74.7 51.4 80.4 70.3 8.1 2,019
Primary complete/some
secondary 78.2 52.3 80.2 71.9 6.5 2,564
Secondary complete/higher 85.1 64.2 84.1 79.2 3.9 7,488
Work status
Working for cash 87.2 69.3 89.1 82.5 2.8 2,920
Not working for cash 77.5 51.5 78.3 70.6 8.1 15,267
Wealth quintile
Lowest 72.6 42.4 73.2 65.5 11.2 3,266
Second 72.2 46.4 72.6 67.7 11.8 3,509
Middle 77.2 52.9 78.1 72.5 8.0 3,675
Fourth 83.5 60.3 86.1 74.8 4.3 3,897
Highest 87.9 67.2 88.3 80.6 2.0 3,840
Total 79.0 54.4 80.0 72.5 7.3 18,187
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FERTILITY 4

This chapter looks at a number of fertility indicators including levels, patterns, and trends in both
current and cumulative fertility; the length of birth intervals; and the age at which women initiate
childbearing. Information on current and cumulative fertility is essential in monitoring the progress and
evaluating the impact of the population program in Egypt. The data on birth intervals are important since
short intervals are strongly associated with childhood mortality. The age at which childbearing begins can
also have a major impact on the health and well-being of both the child and the mother.

Data on childbearing patterns were collected in the 2005 EDHS in several ways. First, each
woman was asked a series of questions on the number of her sons and daughters living with her, the
number living elsewhere, and the number who may have died. Next, a complete history of all of the
woman'’s births was obtained, including the name, sex, month and year of birth, age, and survival status
for each of the births. For living children, a question was asked about whether the child was living in the
household or away. For dead children, the age at death was recorded. Finally, information was collected
on whether currently married women were pregnant at the time of the survey.

4.1 CURRENT FERTILITY LEVELS AND DIFFERENTIALS

The leve of current fertility is one of the most important topics in this report because of its direct
relevance to population policies and programs. Measures of current fertility presented in this chapter
include age-specific fertility rates, the total fertility rate, the general fertility rate, and the crude birth rate.
These rates are generally presented for the three-year period preceding the survey, a period covering
portions of the calendar years 2002 through 2005. The three-year period was chosen for calculating these
rates (rather than alonger or a shorter period) to provide the most current information, to reduce sampling
error, and to avoid problems of the displacement of births.

Age-specific fertility rates are useful in understanding the age pattern of fertility. Numerators of
age-specific fertility rates are calculated by identifying live births that occurred in the period 1-36 months
prior to the survey (determined from the date of interview and date of birth of the child), and classifying
them by the age (in five-year age groups) of the mother at the time of the child’s birth. The denominators
of these rates are the number of woman-years lived in each of the specified five-year age groups in the
period 1-36 months prior to the survey. Although information on fertility was obtained only for ever-
married women, the age-specific rates are presented for all women regardless of marital status. Data from
the household questionnaire on the age structure of the population of never-married women were used to
calculate the all-women rates. This procedure assumes that women who have never been married have
had no children.

The total fertility rate (TFR) is a useful measure for examining the overal level of fertility. It can
be interpreted as the number of children a woman would have by the end of her childbearing years if she
were to pass through those years bearing children at the currently observed rates. The TFR is calculated
by summing the age-specific fertility rates. It is presented for women age 15-44 and women 15-49 to
facilitate comparisons with other surveys in which the age range of interviewed women may differ from
that in the 2005 EDHS.

The generd fertility rate (GFR) represents the annual number of births in a population per 1,000
women age 15-44. The crude birth rate (CBR) is the annual number of births in a population per 1,000
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persons. Both measures are based on the birth history data for the three-year period before the survey and
the age-sex distribution of the household population.

Current estimates of fertility levels are presented in Table 4.1 by residence. The total fertility rate
indicates that, if fertility rates were to remain constant at the level prevailing during the three-year period
before the 2005 EDHS (approximately April 2002 to March 2005), an Egyptian woman would bear 3.1
children during her lifetime. In rura areas, the TFR is 3.4 births per woman, around 25 percent higher
than the rate in urban areas (2.7 births).

Table 4.1 Current fertility by residence

Age-specific and total fertility rates, the general fertility rate, and the crude birth rate for the three years preceding the
survey, by urban-rural residence and place of residence, Egypt 2005

Urban Lower Egypt Upper Egypt Frontier

Gover- Gover-
Age Urban  Rural norates Total Urban  Rural Total  Urban  Rural norates  Total
15-19 27 62 19 41 18 47 67 40 78 26 48
20-24 143 199 118 177 154 185 202 171 217 164 175
25-29 178 206 172 190 174 195 210 188 221 179 194
30-34 120 128 112 112 123 109 145 126 155 156 125
35-39 63 63 60 48 48 47 80 76 83 114 63
40-44 18 21 17 17 16 17 24 21 26 29 19
45-49 1 3 1 1 1 1 4 3 5 0 2
TFR 2.7 3.4 2.5 2.9 2.7 3.0 3.7 3.1 3.9 3.3 3.1
GFR 91 121 81 103 86 107 127 103 138 111 108
CBR 23.6 29.6 21.3 26.1 23.4 26.9 30.7 26.6 32.7 28.1 27.1

Note: Age-specific fertility rates are per 1,000 women. Rates for age group 45-49 may be slightly biased due to truncation.
TFR: Total fertility rate for ages 15-49, expressed per woman

GFR: General fertility rate (births divided by the number of women age 15-44), expressed per 1,000 women

CBR: Crude birth rate, expressed per 1,000 population

Considering the variation by place of residence, the TFR for rural Lower Egypt (3.0 births per
woman) is amost similar to the rate for urban Upper Egypt (3.1 births per woman) and around one birth
lower than the TFR for rura Upper Egypt (3.9 births). The TFR for the Frontier Governorates is 3.3
births, a rate that is higher than any other area except rural Upper Egypt (Figure 4.1). The lowest TFR is
2.5 births per woman in the Urban Governorates, aimost 1.5 children lower than the rate in rural Upper

Egypt.

Egyptian women are having children early in the childbearing period. According to the
cumulative age-specific fertility rates shown in Table 4.1, the average Egyptian woman will give birth to
1.1 children by age 25 and 2.1 children by age 30. The age pattern of fertility is similar in urban and rural
areas. Fertility peaks in the age group 25-29 among rural women (206 births per thousand) and urban
women (178 births per thousand). Looking at the variation in age-specific fertility by place of residence,
rates are generally higher in rural Upper Egypt than in the other areas except in the 35-44 age groups
where the highest rates are observed in the Frontier Governorates.
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Figure 4.1 Total Fertility Rates by Place of Residence
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Estimates of the crude birth rate and the general fertility rate also are presented in Table 4.1. For
the period 2002-2005, the crude birth rate was 27 births per thousand population, and the general fertility
rate was 108 births per thousand women. There are substantial differences by residence in both the CBR
and the GFR. The lowest rates are found in the Urban Governorates, where the CBR was 21 births per
thousand population and the GFR was 81 births per thousand women. In contrast, in rural Upper Egypt
where the rates are highest, the CBR was 33 births per thousand population, and the GFR was 138 births
per thousand women.

4.2  FERTILITY TRENDS
Using the 2005 EDHS data, the trend in fertility in Egypt can be assessed in severa ways.
Comparison of Current and Cumulative Fertility Levels

One approach to assessing the long term trend in fertility is to compare the total fertility rate at
the time of the survey with the mean number of children ever born (CEB) among women 40-49. The
latter indicator takes into account the fertility behavior of older women who are nearing the end of their
reproductive period and thus serves as a measure of cumulative fertility. If fertility is stable over timein a
population, the TFR and the mean CEB for women 40-49 will be similar. If fertility levels have been
falling, the TFR will be lower than the mean CEB among women age 40-49.

The comparison of the current TFR to the mean CEB among older women presented in Table 4.2
indicates that fertility has fallen sharply in Egypt over the past several decades. Women age 40-49 had an
average of 4.5 births during their lifetime, about one and a half births more than women bearing children
at the current fertility rates will have. The decline in fertility implied by a comparison of the TFR with
completed fertility has been greater in rural than in urban areas. The largest implied decline in fertility by
place of residence is observed in rural Upper Egypt, where the TFR was 2.2 births lower than the mean
number of children ever born to women 40-49.

Fertility | 45



46 | Fertility

Table 4.2 highlights marked differences in | Table 4.2 Fertility by background characteristics
fert”lty levels and trends by education. The TFR Total fertility rate for the three years preceding the survey,
decreases rapidly with increasing educational level, percintag(? ohf[(;/vomen 1?)—49 currently pregnant, and mef)n
: ; ; number of children ever born to women age 40-49 years, by
from 3.8 births anong women with no education t0 | |, around characteristics, Egypt 2005
3.0 births among women who had completed the ean
secondary level or higher. The differentias in number of
completed fertility across educational groups are children
L . Total ~ Percentage ever born
even more Sl’lklng. The mean number of children Background fertility ~ currently to women
ever born is 5.2 among women age 40-49 with no | characteristic rate  pregnant' age 40-49
education, compared to 3.0 among women who | Urban-rural residence
have completed secondary school. With regard to LRJ;E;‘I” > e 27
the trend in fertility, the decline in fertility implied ol  resid
. . . ace ol resiaence
by a comparison of the TFR with the mean CEB iS | * {);pan Governorates 25 438 33
substantial for women with less than a secondary Lower Egypt 2.9 6.0 4.3
education. However, the TFR for women with a Urban 27 5.1 3.6
. . . Rural 3.0 6.4 4.6
secondary or higher education is the same as the | ypper Egypt 37 6.9 54
mean number of children ever born among women Urban 3.1 5.7 4.2
_ Rural 3.9 7.4 6.1
age 40-49 who have Compl eted a least _t,he Frontier Governorates 3.3 7.3 4.5
secondary level. This pattern suggests that fertility Educati
. . cation
among highly educated women has remained | ng edoeation 38 . .
relatively stable for several decades. Some primary 3.4 4.5 5.0
Primary complete/some
- secondary 2.9 4.8 4.2
) Fertlllty Ievels and trends vary substan- Secondary complete/higher 3.0 7.4 3.0
tially by wealth quintile. The TFR deceases froma | \\..in quintile
level of 3.6 births among women in the lowest | Lowest 3.6 6.2 5.9
wealth quintile to 2.6 births among women in the ifﬂd gg 2;‘ iz
. . . . . . 1 e . . .
highest wealth quintile. The differentials in com- | ¢/ 3.0 6.9 3.9
pleted fertility across different wealth quintilesalso | Highest 2.6 4.9 3.2
are striking. The mean number of children ever | Toal 3.1 6.1 45
born among women 40-49 is 5.9 in the lowest | 'women age 15-49 years

wealth quintile compared to 3.2 among women in
the highest wealth quintile. Comparisons of the mean CEB among older women with the TFR suggest
that fertility has declined within each of the wealth quintiles between the 1970s when women currently in
the 40-49 age cohort began their childbearing years and the current period.

Finally, Table 4.2 includes another indicator of current fertility, the percentage of women who are
currently pregnant. Overall, 6 percent of the 2005 EDHS respondents were pregnant at the time of the
survey. Looking at residential differentials, women in rural Upper Egypt and the Frontier Governorates
have the highest percentage currently pregnant (7 percent), while the percentage is lowest in the Urban
Governorates and urban Lower Egypt (5 percent).

Surprisingly, the percentage of women who were pregnant is higher for women with a secondary
or higher education than for other women. This is due at least in part to the fact that, on average, highly
educated women were married at older age than women in the other education categories and, thus, are
more likely to currently bein the family-building stage than other women.



Retrospective Data

Table 4.3 uses information from the retro- | Table4.3 Trends in age-specific fertility rates
spective birth histories obtained from EDHS respond- | Age-specific fertility rates for five-year periods preceding the
entsto examine trendsin age-specific fertility ratesfor | survey, by mother's age at the time of the birth, Egypt 2005

successive five-year periods before the survey. To | Mother's age Number of years preceding survey
calculate these rates, births were classified according | 2tbirth 0-4 5-9 10-14  15-19
to the period of time in which the birth occurred and | 15-19 48 60 73 103
the mother’ s age at the time of birth. Because women | 20-24 182 204 220 251
50 years and over were not interviewed in the 2005 | 25-29 195 217 224 279
EDHS, the rates for older age groups become pro- | 3934 129 147 158 - [235]
gressively more truncated for periods more distant igiz gg [;; ot

from the survey date. For example, rates cannot be | ,. ,4 e )

calculated for women age 45-49 for the period 5-9

years and more prlor to the wrvw becau% women |n Note: Age-specnﬁc fel’tlllty rates are per 1,000 women.
! Estimates in brackets are truncated.

that age group would have been 50 years or older at | =" o " orackes are uneate

the time of the survey.

The results in Table 4.3 confirm that fertility has fallen substantially among all age groups, with
the most rapid relative decline occurring in the 15-19 age group. Overall, the cumulative fertility rate for
women age 15-29 decreased by around one birth, from 3.2 births per woman during the period 15-19
years before the survey to 2.1 births per woman in the five-year period preceding the survey.

Comparison with Previous Surveys

Table 4.4 shows the TFR estimates from a series of surveys conducted in Egypt during the period
1979 through 2005. The surveys vary in the timeframes for which the TFR estimates are available. For
example, the rates from the EFS, ECPS and the EMCHS are based on births in a one-year period before
the survey, while the rates for the DHS surveys are based on a three-year period before the interview date.
In general, three-year rates are subject to less sampling variability than one-year rates. The size of the
sample covered in a specific survey is another factor related to sampling variability. In general, rates from
surveys with comparatively large samples are subject to less sampling variability than rates from surveys
with smaller samples. Thus, the rates for the 1997, 1998, and 2003 Interim DHS surveys have somewhat
greater margins of error than the full scale DHS surveys (i.e., the surveys conducted in 1988, 1992, 1995,
2000, and 2005). Sampling errors for the TFRs derived from the 2005 EDHS are presented in
Appendix C.

As Table 4.4 shows, fertility levels have declined almost continuously in Egypt over the past two
decades, from 5.3 births per woman at the time of the 1980 EFS to 3.1 births per woman at the time of the
2005 EDHS. The decline in fertility was especially rapid during the period between the mid-1980s and
the mid-1990s. During the ten-year period between the 1995 and 2005 EDHS surveys, the downward
trend in the TFR continued although at a slower pace and with some fluctuation.

The results in Table 4.4 indicate that all age groups have shared in the decline in fertility rates.
However, the decline has been more rapid among older women than among younger women. Age-
specific fertility rates among women age 30 and over fell by around 50 percent or more between the 1980
EFS and the 2005 EDHS. In contrast, fertility rates among women under age 30 declined by around one-
third during this period. As a result of the differences in the pace of fertility change across various age
groups, childbearing has become somewhat more concentrated among women under age 30. Currently, a
woman will have an average of 2.1 births by her 30" birthday, roughly two-thirds of her lifetime births.
This pattern istypical of countries like Egypt in which fertility levels are declining.
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Table 4.4 Trends in fertility
Age-specific fertility rates (per 1,000 women) and total fertility rates, Egypt 1979-2005
1997 1998 2003
1988 1991 1992 1995 Interim  Interim 2000 Interim 2005
EFS  ECPS  gpHS EMCHS EDHS EDHS EDHS EDHS  EDHS  EDHS  EDHS
1979-  1983- 1986-  1990-  1990-  1993-  1995-  1996-  1997-  2000-  2002-
Age 1980 1984 19882 1991 19922 19952 19972 19982 2000? 20032 20052
15-19 78 73 72 73 63 61 52 64 51 47 48
20-24 256 205 220 207 208 200 186 192 196 185 175
25-29 280 265 243 235 222 210 189 194 208 190 194
30-34 239 223 182 158 155 140 135 135 147 128 125
35-39 139 151 118 97 89 81 65 73 75 62 63
40-44 53 42 41 41 43 27 18 22 24 19 19
45-49 12 13 6 14 6 7 5 1 4 6 2
TFR 5.3 4.9 4.4 4.1 3.9 3.6 3.3 3.4 3.5 3.2 3.1
T Rates are for the 12-month period preceding the survey.
2 Rates are for the 36-month period preceding the survey.
Note: Rates for the age group 45-49 may be slightly biased due to truncation.
Source: El-Zanaty and Way, 2004, Table 2.2

The trend in fertility by residence is presented in Table 4.5 for the period between the 1988
EDHS and the 2005 EDHS.* Urban fertility declined between the 1988 and 1992 surveys, from 3.5t0 2.9
births. The decline leveled off early in the 1990s, with the urban TFR fluctuating around three births
throughout the rest of the 1990s, before falling to a level of 2.7 births in 2005. In rural areas, fertility
levels declined continuously, from 5.4 births per woman at the time of the 1988 EDHS to 3.4 births per
woman at the time of the 2005 EDHS.

Table 4.5 Trends in fertility by residence
Total fertility rates by urban-rural residence and place of residence, Egypt 1986-2005
1997 1993 2003
1988 1991 1992 1995 INerim jnterim 2000  Interim 2005
EDHS EMCHS EDHS EDHS EDHS  FDHS  EDHS EDHS  EDHS
1986-  1990- 1990- 1993-  1995- 1996-  1997- 2000-  2002-
Residence 19887 1991' 1992* 1995* 1997 1998  2000° 2003* 2005’
Urban-rural residence
Urban 3.5 3.3 2.9 3.0 2.7 2.8 3.1 2.6 2.7
Rural 5.4 5.6 4.9 4.2 3.7 3.9 3.9 3.6 3.4
Place of residence
Urban Governorates 3.0 2.9 2.7 2.8 2.5 2.7 2.9 2.3 2.5
Lower Egypt 4.5 na 3.7 3.2 3.0 3.1 3.2 3.1 2.9
Urban 3.8 3.5 2.8 2.7 2.6 2.4 3.1 2.8 2.7
Rural 4.7 4.9 4.1 3.5 3.2 3.2 3.3 3.2 3.0
Upper Egypt 5.4 na 5.2 4.7 4.2 4.3 4.2 3.8 3.7
Urban 4.2 3.9 3.6 3.8 3.3 3.3 3.4 2.9 3.1
Rural 6.2 6.7 6.0 5.2 4.6 4.5 4.7 4.2 3.9
Frontier Governorates na na na 4.0 na na 3.8 na 3.3
TFR 15-49 4.4 4.1 3.9 3.6 3.3 3.4 3.5 3.2 3.1
Note: Rates for the age group 45-49 may be slightly biased due to truncation.
T Rates are for the 12-month period preceding the survey.
? Rates are for the 36-month period preceding the survey.
na = Not available
Source: El-Zanaty and Way, 2004, Table 2.3

! Residential differentialsin the TFR are not available for the 1980 EFS and the 1984 ECPS surveys.
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Considering the place of residence, declines in fertility were observed in all areas between the
1988 and 2005 surveys. Women in rural Upper Egypt experienced the greatest absolute change in fertility
levels, with the TFR dropping from 6.2 births at the time of the 1988 survey to 3.9 births per woman at
the 2005 EDHS. The TFR in rural Lower Egypt, which was 4.7 births at the time of the 1988 survey (the
level reached in 2000 in rural Upper Egypt), dropped to 3.0 births at the time of the 2005 EDHS.

4.3 CHILDREN EVER BORN AND LIVING

Table 4.6 presents the distributions of all women and currently married women by the total
number of children ever born. These distributions reflect the accumulation of births anong EDHS
respondents over the past 30 years and, therefore, their relevance to the current situation is limited.
However, the information is useful in looking at how average family size varies across age groups and for
looking at the level of primary infertility.

Table 4.6 Children ever born and living
Percent distribution of all women and currently married women by number of children ever born, and mean number of children ever born and
mean number of living children, according to age group, Egypt 2005
Mean
number  Mean
Number of children ever born Number AOf nurpber
of children  of living
Age 0 1 2 3 4 5 6 7 8 9 10+ Total women ever born children
All WOMEN
15-19 94.1 5.2 0.6 0.1 0.0 0.0 0.0 0.0 0.0 0.0 0.0 100.0 6,446 0.07 0.07
20-24 59.8  20.1 14.9 4.2 0.7 0.2 0.0 0.0 0.0 0.0 0.0 100.0 5,807 0.66 0.64
25-29 259 157 284 19.2 7.2 2.8 0.6 0.2 0.0 0.0 0.0 100.0 4,655 1.78 1.69
30-34 10.1 7.8 231 283 148 8.6 4.5 1.8 09 0.2 0.0 100.0 3,413 2.89 2.73
35-39 7.1 42 143 243 206 127 7.8 4.7 23 1.4 0.6 100.0 3,310 3.68 3.40
40-44 6.1 2.7 116 206 208 149 8.5 59 43 2.4 2.2 100.0 2,933 4.17 3.74
45-49 5.6 2.9 8.5 16.2 16.2 142 120 9.1 6.4 3.8 5.1 100.0 2,705 4.81 4.17
Total 39.8 9.5 139 135 8.9 5.7 3.5 22 14 0.8 0.8  100.0 29,270 2.05 1.87
CURRENTLY MARRIED WOMEN
15-19 529 413 5.2 0.6 0.0 0.0 0.0 0.0 0.0 0.0 0.0 100.0 792 0.53 0.52
20-24 21.2 389 297 8.5 1.4 0.3 0.1 0.0 0.0 0.0 0.0 100.0 2,898 1.31 1.26
25-29 8.3 185 354 242 9.0 3.5 0.8 0.3 0.0 0.0 0.0 100.0 3,653 2.22 2.1
30-34 3.8 73 250 305 16.1 9.4 4.9 1.9 09 0.2 0.0 100.0 3,077 3.12 2.95
35-39 3.3 3.7 143 254 221 13.4 8.4 5.1 2.4 1.4 0.6 100.0 3,010 3.88 3.59
40-44 3.1 2.1 1.4 212 216 157 8.9 6.0 4.7 2.7 2.4 100.0 2,525 4.37 3.92
45-49 3.6 2.5 7.7 160 172 142 121 10.1 6.5 4.1 5.9 100.0 2,233 5.03 4.36
Total 94 142 212 205 135 8.5 5.1 33 20 1.1 1.2 100.0 18,187 3.07 2.82

Since only ever-married women were interviewed in the 2005 EDHS, information on the
reproductive histories of never-married women is not available. However, virtually all births in Egypt
occur within marriage; thus, in calculating these fertility measures for all women, never-married women
were assumed to have had no births. The marked differences between the results for currently married
women and for al women under age 30 are due to the comparatively large numbers of never-married
women in those age groups who, as noted, are assumed to have had no births.

Table 4.6 shows that the average Egyptian woman has given birth to 2.1 children. Out of that
number, 1.9 children are till aive, indicating that about 10 percent of the children ever born to EDHS
respondents have died.
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Reflecting the natural family-building process, the number of children that women have born
increases directly with age from an average of less than one child among women age 15-19 to an average
of 4.8 births among women 45-49. As expected, the likelihood that at least one of a woman’s children
will have died also increases with the woman’s age. Out of the average of 4.8 children born to women 45-
49, an average of 0.6 children or 13 percent are no longer aive.

4.4 BIRTH INTERVALS
Intervals between Births

A birth interval is the period between two successive live births. Research has shown that
children born soon after a previous birth (i.e., within 24 months) are at greater risk of illness and death
than those born after a longer interval. In addition, short birth intervals may have consequences for other
children in the family. The occurrence of closely spaced births gives the mother insufficient time to
restore her health, which may limit her ability to take care of her children. The duration of breastfeeding
for the older child may also be shortened if the mother becomes pregnant.

Table 4.7 shows the percent distribution of second order and higher (non-first) births in the five
years preceding the survey by length of the previous birth interval. Birth intervals are relatively long, with
eight in ten non-first births occurring at least two years after the previous birth. Around half of births took
place at least three years after a prior birth. The median interval is 35.4 months, which is dightly longer
than the median interval at the 2000 EDHS (34.3 months). Although the majority of non-first births are
appropriately spaced, 21 percent were born too soon after a prior birth, i.e., within 24 months of a
previous birth.

Y ounger women have shorter birth intervals than older women. The median interval varies from
24.5 months among the small number of births to women age 15-19 to 64.6 months among births to
women age 40-49. Birth intervals do not vary as much with the child sex of the prior birth. However,
birth intervals are markedly different depending on the survival status of the prior birth; the average
interval is 10 months longer in cases where the prior birth is alive than when that child has died (35.8
months and 25.9 months, respectively).

As Table 4.7 shows, the median birth interval in urban areas is 38 months, compared to 34
months in rural areas. Birth intervals are longer in Urban Governorates and urban Lower Egypt (39.9
months and 39.1 months, respectively) than in urban Upper Egypt (36.5 months). In rura areas, the
median birth interval is much longer in Lower Egypt (37.0 months) than in Upper Egypt (31.4 months).

No clear association is observed between the woman's educational level and the average birth
interval. However, intervals are substantially longer for births to women who are working for cash than
for births to other women (39.7 months and 34.8 months, respectively). The average birth interval among
women in the highest quintile wealth is around 6 months longer than that observed among women in the
lowest quintile.



Table 4.7 Birth intervals by background characteristics

Percent distribution of non-first births in the five years preceding the survey by number of months since preceding
birth, according to background characteristics, Egypt 2005

Median
number of
Months since preceding birth Number of months since
Background non-first  preceding
characteristic 7-17 18-23  24-35  36-47 48+  Total births birth
Sex of preceding birth
Male 8.3 11.9 29.0 19.8 31.0 100.0 4,681 36.2
Female 8.9 13.2 31.3 20.2 26.3 100.0 4,722 34.5
Survival of preceding birth
Living 7.6 12.4 30.4 20.2 29.3  100.0 8,946 35.8
Dead 27.8 16.4 251 15.3 15.5 100.0 458 25.9
Birth order
2-3 9.6 13.8 32.9 21.2 22,5 100.0 6,055 33.6
4-5 6.8 10.6 24.5 16.4 41.7  100.0 2,233 41.2
6+ 7.0 10.0 26.6 20.5 35.8 100.0 1,116 39.1
Age
15-19 15.8 29.8 47.4 6.9 0.0 100.0 48 24.5
20-29 11.8 17.0 37.3 21.0 12,9  100.0 4,637 30.5
30-39 5.8 8.6 24.5 20.2 40.8  100.0 3,981 42.2
40-49 3.1 5.2 14.6 13.1 64.0 100.0 737 64.6
Urban-rural residence
Urban 7.7 9.8 27.9 19.7 349 100.0 3,258 38.0
Rural 9.1 14.0 31.4 20.2 25.3  100.0 6,145 34.0
Place of residence
Urban Governorates 7.6 9.7 24.8 21.3 36.6 100.0 1,209 39.9
Lower Egypt 7.6 10.1 28.6 20.9 32.8 100.0 3,554 37.3
Urban 7.5 8.1 29.6 16.9 37.8  100.0 827 39.1
Rural 7.6 10.6 28.3 221 31.3  100.0 2,727 37.0
Upper Egypt 9.7 153 329 189 232 1000 4516 32.6
Urban 7.7 11.0 29.9 19.9 31.5 100.0 1,146 36.5
Rural 10.4 16.7 33.8 18.6 20.4  100.0 3,370 31.4
Frontier Governorates 7.3 13.5 29.9 20.1 29.3 100.0 125 35.7
Education
No education 8.8 14.2 30.4 19.1 27.6  100.0 3,359 34.2
Some primary 7.3 11.1 28.2 20.1 33.3 100.0 949 36.9
Primary complete/some
secondary 9.7 13.6 28.8 18.4 29.6  100.0 1,397 35.3
Secondary complete/higher 8.4 11.1 31.0 21.4 28.0 100.0 3,698 35.8
Work status
Working for cash 6.3 8.7 27.7 20.0 37.2  100.0 1,180 39.7
Not working for cash 8.9 13.1 30.5 20.0 27.4 100.0 8,224 34.8
Wealth quintile
Lowest 9.9 14.2 339 19.4 22.5 100.0 2,135 32.5
Second 9.3 16.0 29.3 19.6 25.7  100.0 2,045 34.0
Middle 8.1 12.0 29.6 21.8 28.5 100.0 1,990 36.1
Fourth 8.3 10.4 28.9 19.1 33.3  100.0 1,821 37.0
Highest 6.7 8.7 28.3 20.1 36.3  100.0 1,413 38.7
Total 8.6 12.6 30.2 20.0 28.6  100.0 9,403 35.4

Note: First-order births are excluded. The interval for multiple births is the number of months since the preceding
pregnancy that ended in a live birth.
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Attitudes about the Ideal Birth Interval

Ever-married women were asked about the ideal length of time that a woman should wait
between births. The responses for this question are presented in Table 4.8. Around six in ten women
believe awoman should wait three or more years between births, and aimost one-quarter think that ideally
a woman should wait at least four years before having another child. Although these attitudes are
encouraging, it also must be noted that around one-third of the women think that the ideal spacing
between births should be less than three years. Women in urban areas, particularly in the Urban
Governorates, are much less likely than rural women to think births should be spaced less than three years

apart.

Table 4.8 Ideal birth interval by residence

Percent distribution of ever-married women 15-49 by the ideal length of time that a woman should wait between births and
median ideal birth interval, Egypt 2005

Urban Lower Egvpt Ubper Egypt Frontier
Ideal interval between Gover- &P PRET8YP Cover-
births (months) Urban Rural norates Total Urban Rural Total  Urban Rural norates  Total
<24 months 1.3 2.4 1.2 1.5 1.0 1.6 2.7 1.7 3.2 4.2 1.9
24-35 months 27.2 38.6 22.0 37.2 33.3 38.6 35.4 28.7 38.6 36.2 33.9
36-47 months 39.6 38.3 38.7 41.2 42.0 40.9 36.2 38.5 35.1 39.0 38.8
48-59 months 21.5 12.0 26.3 12.5 15.1 11.5 15.4 21.0 12.7 14.1 16.0
60+ months 9.6 7.0 11.3 6.7 7.9 6.4 8.2 9.0 7.9 5.8 8.1
Don’t know/missing 0.7 1.7 0.4 0.9 0.8 1.0 2.1 1.2 2.5 0.6 1.3
Total percent 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of women 8,033 11,441 3,293 8410 2,99 6,211 7,552 2,411 5,141 218 19,474
Median number
of months' 36.5 36.2 36.7 36.3 36.4 36.2 36.3 36.5 36.2 36.2 36.3

" Women falling into the “don’t know/missing” categories are excluded from calculation of the median.
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4.5 AGE AT FIRST BIRTH

The age at which childbearing begins has important demographic consequences for society as a
whole as well as for the health and welfare of mother and child. In many countries, postponement of first
births has contributed greatly to overall fertility decline. Table 4.9 presents the distribution of women by
age at first birth, according to their current age. For women under age 25, the median age at first birth is
not shown because less than 50 percent of women in those ages had given birth at the time of the survey.

The results in Table 4.9 suggest that there has been a dlightly rise in the age at first birth among
Egyptian women. Women in younger cohorts are much less likely than older women to have given birth
to their first child while they were in their teens. For example, among women age 45-49, 31 percent were
mothers before age 20, while only 24 percent of women age 25-29 had given birth to their first child
before age 20. Overall, Table 4.9 shows that the median age at first birth ranges from a low of 22.3 years
among women age 45-49 to 22.8 years among women age 25-29. These cohort changes parallel increases
in the median age at first marriage that took place during the same period (see Chapter 8).




Table 4.9 Age at first birth

age, Egypt 2005

Percentage of all women who gave birth by exact ages, and median age at first birth, by current

Percentage
who have  Number  Median
Percentage who gave birth by exact age never given of age at first

Current age 15 18 20 22 25 birth women birth
15-19 0.2 na na na na 94.1 6,446 a
20-24 0.7 7.5 20.8 na na 59.8 5,807 a
25-29 1.2 10.7 24.3 43.0 64.9 259 4,655 22.8
30-34 2.2 14.7 28.6 46.7 69.2 10.1 3,413 22.4
35-39 2.0 16.3 34.1 50.1 70.4 7.1 3,310 22.0
40-44 1.8 16.0 33.4 50.4 70.8 6.1 2,933 22.0
45-49 2.8 15.7 31.4 48.1 70.0 5.6 2,705 22.3

na = Not applicable

the age group

a = Omitted because less than 50 percent of women had a birth before reaching the beginning of

Table 4.10 presents trends
in the median age at first birth
across age cohorts for key sub-
groups. The measures are presented
for women age 25-49 years to en-
sure that half of the women have
adready had a birth. Overdl, the
median age at first birth is 22.4
years for women 25-49. However,
there are wide differences in the
age at which women first gave
birth among the various subgroups.
Urban women started childbearing
nearly three years later than their
rural counterparts. On average,
women in rura Upper Egypt had
their first birth around one and half
years earlier than women in rural
Lower Egypt and about four years
earlier than women in the Urban
Governorates. Women who have a
secondary or higher education had
their first birth an average of more
than four years later than women
with no education. There is a 4.5
year difference in the median age
at first birth between women in the
highest wealth quintile and women
in the first wealth quintile.

Table 4.10 Median age at first birth by background characteristics

Median age at first birth among women age 25-49 years, by current age and
background characteristics, Egypt 2005

Current age Women
Background age
characteristic 25-29 30-34 35-39 40-44 45-49 25-49
Urban-rural residence
Urban 24.2 23.9 23.4 23.3 23.6 23.7
Rural 21.9 21.3 20.8 20.7 21.1 21.3
Place of residence
Urban Governorates a 24.4 23.8 23.8 24.1 24.3
Lower Egypt 22.9 22.3 22.2 21.8 22.2 22.3
Urban 24.0 23.4 23.6 23.4 23.4 23.6
Rural 22.5 22.1 21.5 21.2 21.6 21.9
Upper Egypt 21.8 21.1 20.8 20.8 21.3 21.3
Urban 23.1 23.6 22.8 22.7 23.4 23.2
Rural 21.2 19.8 19.9 19.8 20.3 20.4
Frontier Governorates 23.8 22.3 22.4 23.4 22.5 23.0
Education
No education 20.8 19.9 19.9 20.2 20.8 20.3
Some primary 20.9 20.2 19.8 20.4 21.1 20.5
Primary complete/some
secondary 21.6 21.0 20.6 21.6 22.0 21.3

Secondary complete/higher  24.2 24.4 24.6 25.1 25.9 24.6
Wealth quintile

Lowest 21.0 19.9 19.8 19.7 20.8 20.3
Second 21.7 21.1 20.4 20.3 20.9 21.0
Middle 22.2 22.0 21.2 21.2 21.1 21.7
Fourth 23.2 23.4 23.0 22.4 22.6 229
Highest a 24.5 24.7 24.5 24.7 24.8
Total 22.8 22.4 22.0 22.0 22.3 22.4

a = Omitted because less than 50 percent of the women had a birth before reaching
the beginning of the age group
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4.6  TEENAGE PREGNANCY AND MOTHERHOOD
Teenage fertility is a major healt_h Table 4.11 Teenage pregnancy and motherhood by background charac-
concern because teenage mothers and their | teristics
children are at h'gh risk of illness and Percentage of women age 15-19 who are mothers or pregnant with their
death. Childbearing during the teenage | first child, by background characteristics, Egypt 2005
years aso frequently has adverse socia Percentage
consequences, particularly on female edu- who are: bercent
cational attainment since women who be- N erce rage
. . ) regnant ~ who have  Number
come mothersin their teens are more likely | Background with first begun of
to curtail education. characteristic Mothers  child  childbearing women
. . . Age
Using information from the 2005 | 15 0.0 0.4 0.5 1,211
EDHS, Table 4.11 shows the percentage of | ° 0.5 1.8 2.2 1,230
17 3.4 3.1 6.5 1,455
women age 15-19 who are _mother_s orwho | 45 96 54 15.0 1270
are pregnant with their first child. The | 19 15.8 6.9 22.7 1,280
overal level of teenage childbearing IS | Urban-rural residence
nine percent. This percentage is virtually | Urban 4.3 1.6 6.0 2,644
the same as that recorded in the 2000 | Ru 6.9 4.8 1.7 3,850
EDHS. Place of residence
Urban Governorates 3.7 1.0 4.8 1,081
Lower Egypt 5.4 4.4 9.8 2,334
_ Table 4.11 shows that the ppropor- Urban 28 16 4.4 690
tion of women who have begun childbear- Rural 5.5 4.6 10.1 1,959
ing rises rapidly throughout the teenage | “PPerFRYP o iy o on
years, from less than one percent among Rural 8.4 5.1 135 1,859
]_5-year-0| ds to seven percent among Frontier Governorates 3.8 1.7 5.5 79
17-year-olds, 15 percent among 18-year- | Education
olds, and 23 percent among 19-year-olds. sNO education ﬁ; ;3 fzg gz;
. e . . . ome primary . . .
There are significant residential differences | prinary complete/some
in the level of teenage childbearing. In secondary 3.1 1.8 49 3,386
rural areas, the level of teenage fertility (12 Secondary complete/higher 5.8 5.0 10.8 1,978
percent) is almost twice the level in urban | wealth quintile
areas (6 percent). Upper Egypt has the | Lowest 6.9 3.2 10.0 1,373
highest level of teenage childbearing, espe- | >econd i~ Y L Lo
cidly in the rural areas (14 percent), while | Frourth 53 41 9.4 1226
the lowest level is observed in urban | Highest 2.1 1.0 3.1 1,209
Lower E 4 .
ower Egypt (4 percent) Total 5.9 3.6 9.4 6,446

The level of teenage fertility is

strongly associated with a woman's educationa level. The proportion of women age 15-19 who are
pregnant or who have aready given birth is highesst among women with no education (23 percent).
Teenagers in the lower wealth quintile are three to four times as likely as women in the highest wealth
quintile to have begun bearing children.
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KNOWLEDGE, ATTITUDES, AND EVER USE
OF FAMILY PLANNING 5

The Egyptian family planning program has a strong education and communication program
spearheaded by the State Information Service. The communication efforts are aimed at improving family
planning awareness nationwide. The program employs a variety of channels to promote family planning,
including extensive use of mass media channels with an emphasis on television.

This chapter presents results from the 2005 EDHS that can be used in assessing the coverage of
current education and communication campaigns and for planning future interventions. EDHS results
relating to knowledge of methods and the channels through which Egyptian women receive information
about family planning methods are presented first in the chapter. Then the chapter looks at the
information obtained in the survey on attitudes toward adoption of family planning for the first time, and
the level of ever use of family planning.

5.1 KNOWLEDGE OF FAMILY PLANNING METHODS

Awareness of family planning methods is crucial in decisions on whether to use a contraceptive
method and which method to use. One of the main objectives of the 2005 EDHS was to determine the
level of knowledge of contraceptive methods. To assess contraceptive knowledge, respondents were first
asked an open-ended question about the contraceptive methods about which they had heard. All methods
named in response to this question were recorded as recognized.

When a respondent failed to mention any of the methods listed in the questionnaire, the
interviewer would describe the method and ask whether the respondent had heard about it. Methods
recognized by the respondent after the description was read were

also recorded as known. Table 5.1 Family planning knowledge
Percentage of currently married women 15-49
Information on knowledge of specific methods was | who know about specific family planning
collected in the 2005 EDHS for nine modern methods (pill, IUD, gﬁfﬁ;’iﬁa%ir’:;i‘gtiOad"sdkrﬂzewz"eg‘g”ypquzngggr of
injectable, implant, vaginal methods (diaphragm and :
contraceptive foam or jelly), condom, female sterilization, male Method r'rfgmsd
sterilization, and emergency contraception) and three traditional N thod 999
methods (periodic abstinence, withdrawal, and prolonged breast- | *™ ™™ '
feeding). In addition, provision was made in the questionnaire to | Any medern method oo
record other methods that respondents mentioned spontaneously. IUD 99.7
Injectable 99.4
No questions were asked to dlicit information on depth Implant , 93.5
) Diaphragm/foam/jelly 20.7
of knowledge of these methods (e.g., on the respondent’ s under- Condom 526
standing of how to use a specific method). Therefore, in the Female sterilization 66.0
analysis that follows, knowledge of afamily planning method is | Malesterilization 8.2
. . . Emergency contraception 6.6
defined simply as having heard of a method.
Any traditional method 70.5
Periodic absti 35.4
Level of Knowledge V\?.rtfdr';saf nence 27.9
Prolonged breastfeeding 64.8
The results in Table 5.1 show that knowledge of family | Folkmethod 0.5
planning methods is universal among currently married WOmen | ican number known 6.7
in Egypt. Almost all currently married women know about the | Number of women 18,187

pill, 1TUD, and injectable, and more than 90 percent know about
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implant. Two in three women know about female sterilization, and half of women know about condom.
Other methods are less widely recognized. One-fifth know about vaginal methods, eight percent know
about male sterilization, and emergency contraception is recognized by around seven percent. Prolonged
breastfeeding is the most commonly recognized traditional method (65 percent).

The mean number of methods known by women is 6.7.

Figure 5.1 compares the levels of knowledge of specific methods found in the 2005 EDHS with
levels observed in the 2000 EDHS survey.! Almost all women in both surveys knew about the pill, IlUD
and injectable, and there was a notable increase in recognition of the implant between 2000 and 2005,
from 83 percent to 94 percent. For all of the other methods, however, knowledge levels decreased over
the period. The declines were greatest in the case of vagina methods (from 58 percent to 21 percent) and
the condom (from 68 percent to 53 percent).

Figure 5.1 Trends in Family Planning Knowledge,
Egypt 2000-2005

100 100 100 100 g9 gg
94

58

Pill IUD  Injectable Implant  Vaginal Condom  Female Male Periodic ~ With-  Prolonged
methods sterili- sterili-  abstinence  drawal breast-
zation zation feeding

Percentage of currently married women

32000 EW2005

5.2 EXPOSURE TO FAMILY PLANNING MESSAGES

A strong mass media public information and education program conducted by the State
Information Service has been one of the main components of the Egyptian family planning program since
the mid-1980s. After focusing initially on general “population awareness’ messages, the education and
communication effort has increasingly moved to providing more specific advice and information on
family planning. The 2005 EDHS obtained information on the types of media through which women
received any family planning information. This information may be useful in guiding future information
and education effortsin Egypt's family planning program.

! Information on knowledge of emergency contraception was not collected in the 2000 survey; thus, this method is
not included in Figure 5.1.
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Table 5.2 presents the percentage of currently-married women who heard messages about family
planning on broadcast media (television or radio) and through printed materials, community meetings and
religious leaders. The 2005 EDHS collected these data by asking respondents whether they had heard a
family planning message through these channels during the 6 months prior to the interview.

Table 5.2 Exposure to family planning messages by background characteristics

Percentage of currently married women by whether they have heard a family planning message in the 6 months prior to the interview
according to background characteristics, Egypt 2005

No
exposure to
Poster/ family
Background Newspaper/  billboard/ Community Religious ~ planning ~ Number
characteristic Radio Television  magazine sign meeting leader messages of women
Age
15-19 58.0 88.6 15.2 26.3 3.3 2.1 9.1 792
20-24 62.8 89.6 19.1 28.7 3.0 2.0 7.7 2,898
25-29 62.9 89.8 24.0 30.5 4.0 3.1 8.0 3,653
30-34 63.7 90.0 23.4 30.8 4.5 3.9 7.6 3,077
35-39 63.6 89.2 20.5 27.3 3.4 3.2 8.7 3,010
40-44 61.5 86.3 20.8 25.8 4.0 3.2 11.3 2,525
45-49 60.9 84.4 18.4 23.2 4.2 3.0 13.5 2,233
Urban-rural residence
Urban 60.0 87.6 30.0 36.9 5.3 3.9 9.7 7,490
Rural 64.3 89.1 14.7 21.8 2.8 2.4 8.8 10,697
Place of residence
Urban Governorates 49.6 80.9 28.7 40.6 5.1 3.2 15.5 3,078
Lower Egypt 73.0 89.7 25.4 23.6 2.8 2.4 8.3 7,884
Urban 74.1 91.9 38.4 31.8 3.9 2.6 5.9 2,057
Rural 72.6 88.9 20.9 20.7 2.4 2.4 9.1 5,826
Upper Egypt 56.9 90.9 12.8 27.4 4.4 3.6 7.1 7,019
Urban 61.9 93.4 24.3 36.3 7.0 6.2 4.8 2,230
Rural 54.6 89.7 7.4 23.2 3.2 2.5 8.2 4,789
Frontier Governorates 44.3 76.8 17.5 31.9 2.5 0.9 19.6 206
Education
No education 56.1 85.1 2.0 129 1.3 1.4 12.4 6,116
Some primary 59.5 87.6 5.7 19.0 1.5 2.1 9.9 2,019
Primary complete/ some
secondary 60.4 86.1 14.7 25.7 2.2 2.1 11.2 2,564
Secondary complete/higher 69.3 92.4 42.8 43.6 7.0 4.9 5.6 7,488
Work status
Working for cash 69.3 89.2 42.9 42.7 11.3 6.6 7.8 2,920
Not working for cash 61.2 88.4 16.8 25.2 2.4 2.3 9.4 15,267
Wealth quintile
Lowest 49.2 82.2 2.8 17.1 2.1 1.9 14.6 3,266
Second 62.0 88.6 8.9 17.6 1.8 1.9 9.2 3,509
Middle 68.5 90.7 15.6 23.0 2.7 2.6 7.6 3,675
Fourth 66.9 91.1 28.5 33.0 3.6 3.1 7.0 3,897
Highest 64.0 89.1 45.1 46.6 8.3 5.4 8.3 3,840
Total 62.5 88.5 21.0 28.0 3.8 3.0 9.2 18,187

As expected, Table 5.2 confirms that television is the principal source of family planning
information. Around 90 percent of women have seen a recent family planning message on television,
compared to 63 percent who have listened to a message on the radio. Other communication channels
reach far fewer women than messages broadcast on television or the radio. Twenty-eight percent of
EDHS respondents had seen a family planning poster, billboard, or signboard, and 21 percent had read
about family planning in a newspaper or magazine. Community meetings and religious leaders were
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named by four percent and three percent, respectively of women as a source from which they had
received information about family planning.

Considering the differentials in Table 5.2, the proportions of currently-married women who have
heard afamily planning message on either television or radio vary markedly by residence, with women in
the Urban Governorates and the Frontier Governorates being least likely to have been reached by these
channels. As expected, exposure to family planning information through print media increases with

educational level. Differences in the proportions

who had heard about fam”y plannmg al @ COM- | Table 5.3 Timing of use of family planning among newly married
munity meeting or from religious leader are | couples by background characteristics
minor. For exam Ie, the percentage of r ond- Percentage of ever-married women by attitude about appropriate-
8 y pprop
ents who had received fam||y p|ann|ng informa- | ness of a couple's using family planning before the first pregnancy
. . : and after the first birth, according to background characteristics,
tion a a community meeting ranged from two | 2nd after the first birth ding tobackground ch it
. X Egypt 2005
perbcentJ in ruIrEaI Lower Egypt to seven percent in Famly planming 0
urban Upper Egypt. appropriate
Background Before first  After first ~ Number
5.3 ATTITUDE ABOUT TIMING OF characteristic pregnancy  birth  of women
ADOPTION OF CONTRACEPTION Age
15-19 2.5 91.9 803
The EDHS included questions about the | 7072 - oty A
appropriaten%s qf a couple's use of family pl an- 30-34 2.4 93.9 3,209
ning before the first pregnancy and after the first | 35-39 2.2 93.2 3,191
birth. Most ever-married women (93 percent) in j‘;'i‘g‘ ;-8 z;z ;2?3
Egypt consider it appropriate for a couple to begin ) ' ' '
using family planning after the first birth. In sharp UL":E;‘:“”" residence "6 9.1 6033
contrast, only two percent regard use before the | gyl 23 91.3 11,441
first pregnancy as appropriate. Place of residence
) Urban Governorates 3.1 97.6 3,293
Although few women in any subgroup | Lower Egypt 2.9 96.9 8,410
consider it appropriate to adopt family planning Efbaln i; g?g é;??
before the first birth, the results in Table 5.3 indi- Up‘;fr Egypt e 874 2552
cate there is some variability across subgroups in Urban 1.7 93.3 2,411
the attitude toward family planning use after the Rural 1.6 84.6 5,141
first birth. The groups with the highest propor- | Frontier Governorates 11 90.9 218
tions considering use after the first birth as appro- | Education
riate include women from the Urban Governor- | ho education 18 86.3 0,740
P Some primary 1.7 93.0 2,197
ates (98 percent), women from Lower Egypt (97 | Pprimary complete/some
percent), and women with a secondary or higher secondary _ 2.1 95.1 2,719
education (97 percent). The groups with the Secondary complete/higher 3.2 97.0 7,818
lowest proportions considering use after the first WV(\’/fkljtatl;S ) \s 061 1 253
. : orking for cas . . ,
birth as appropriate are women from rural Upper | oriing for cash 2.2 92.7 16,186
Egypt and women with no education (85 percent, Wealth quintile
and 88 percent respectively). Lowest. 2.4 87.3 3,565
Second 2.1 89.7 3,778
5.4  KNOWLEDGE OF FERTILE PERIOD giddlhe 5(3) ggg i??
ourt . . 137
. Highest 3.2 97.4 4,063
An eementary understanding of repro- 8
ductive physiology, particularly knowledge of | Total 2005 EDHS 2.4 93.3 19,474
when in the ovulatory cycle awoman is most like- 10&1: 2003 EDEg 4.9 90.1 : 8/952
ly to become pregnant, may be useful in ensuring | 2090 £D 47 847 1502

success in the use of coitus-related methods such
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as the condom, vaginal methods and withdrawal. Such knowledge is especially critical for the practice of
periodic abstinence.

To investigate women's knowledge about their fertile | ripie 5.4 Knowledge of fertile period
period, 2005 EDHS respondents were asked whether there are Percent distribution of ever-married women
certain days a woman is more likely to become pregnant if she has | 15-49 by knowledge of the fertile period
sexual intercourse. Those who responded affirmatively to that | duringthe ovulatory cycle, Egypt 2005
guestion were asked whether this time is just before the period
begins, during the period, right after the period ends, or halfway

Perceived fertile period

. Just before her period begins 1.8

between two pe”OdS- During her period 0.4

Right after her period has ended 26.1

Table 5.4 shows that understanding of the ovulatory cycle | Halfway between two periods 23.1

is limited among Egyptian women. Around one-fourth of EDHS | Other 0.0

- No specific time 20.6

respondents knew that a womaen has a greater probability of | ot inow 275

becoming pregnant if she has sexua intercourse halfway between | Missing 0.6
two periods. Around half of respondents either were unable to say

when a woman is most at risk of pregnancy or believed that a | [ 100.0

umber of women 19,474

woman'’ s risk does not vary.

5.5 EVER USE OF FAMILY PLANNING

The 2005 EDHS collected data on the level of ever use of family planning methods. These data
were obtained by asking respondents separately about whether they had ever used each of the family
planning methods that they knew. The following sections explore the level of ever use of family planning
methods among Egyptian women.

Levels of Ever Use

Table 5.5 shows the percentage of ever-married women and currently married women who have
ever used a family planning method according to the woman’s current age. Overall, the results indicate
that eight in ten married women have used afamily planning method at some time. Across age groups, the
highest level of ever use of any family planning method among currently-married women is observed in
the 35-39 age group (90 percent), while the lowest level isfound among women age 15-19 (34 percent).

About eight in ten women who have ever used a method have experience with modern methods.
The most commonly used modern method is the IUD, followed by the pill and the injectable. Much
smaller proportions of women report that they have used condoms or implant. Slightly more than one in
ten women has had experience using any traditional method. The most widely used traditional method is
prolonged breastfeeding, followed by periodic abstinence.
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Table 5.5 Ever use of family planning methods by age

Percentage of ever-married women and currently married women who have ever used a family planning method, by specific method and age, Egypt
2005

Modern method Traditional method
Emer-
Dia- gency  Any Peri- Pro-
Any phragm/ Female Male contra- tradi-  odic longed Number
Any  modern Inject- Im-  foam/ Con- sterili- sterili- cep- tional absti- With- breast- Never  of
Age method method Pill IUD ables plants jelly dom zation zation tion method nence drawal feeding Other used women

EVER-MARRIED WOMEN

15-19 33.7 309 12.1 206 3.6 0.0 0.0 0.0 0.0 0.0 0.0 3.6 0.0 0.0 3.6 0.0 663 803
20-24 63.9 60.6 24.6 45.1 118 1.2 0.1 1.0 0.0 0.0 0.0 9.9 0.3 0.7 9.2 0.0 36.1 2,968
25-29 81.2 78.8 359 61.6 20.1 1.2 0.2 3.1 0.1 0.0 0.1 13.0 1.5 1.2 109 0.1 188 3,785
30-34 87.9 86.3 39.8 69.5 254 2.0 0.4 4.3 0.6 0.1 0.2 14.7 2.4 2.2 11.7 00 121 3,209
35-39 88.3 870 456 70.1 28.2 1.8 0.5 4.1 1.7 0.1 0.2 13.5 2.1 1.6 1.0 01 117 3,191
40-44 86.0 848 484 684 238 1.6 1.3 6.3 2.5 0.0 0.2 15.0 3.2 1.8 116 03 140 2,859
45-49 81.4 79.8 47.8 59.1 18.5 09 0.9 5.5 3.4 0.0 0.1 13.8 3.1 2.1 10.2 04 186 2,659

Total 79.6 77.7 389 60.7 20.7 1.4 0.5 3.8 1.2 0.0 0.1 12.9 2.0 1.5 10.5 0.1 204 19,474

CURRENTLY MARRIED WOMEN

15-19 339 311 122 206 3.6 0.0 0.0 0.0 0.0 0.0 0.0 3.7 0.0 0.0 3.7 0.0 66.1 792
20-24 64.6 61.3 25.1 455 11.8 1.3 0.1 1.0 0.0 0.0 0.0 10.1 0.3 0.7 94 00 354 2,898
25-29 82.6 80.2 36.8 62.8 204 1.2 0.2 3.2 0.1 0.0 0.1 13.3 1.5 1.2 11.1 0.1 174 3,653
30-34 89.4 87.7 408 70.6 26.2 2.1 0.4 4.2 0.7 0.1 0.2 15.2 2.5 2.2 12.2 0.0 10.6 3,077
35-39 90.2 89.0 46.8 71.6 29.2 1.8 0.5 4.3 1.8 0.1 0.2 13.9 2.2 1.7 11.3 0.1 9.8 3,010
40-44 89.1 88.2 503 71.6 257 1.9 1.5 6.6 2.6 0.0 0.2 15.8 3.5 1.9 12.2 03 109 2,525
45-49 84.6 83.1 50.1 624 20.5 0.9 1.1 6.0 3.9 0.0 0.1 14.6 3.2 2.4 10.8 0.4 154 2,233

Total 81.2 79.2 397 621 215 15 0.6 3.9 1.3 0.0 0.1 13.3 2.0 1.6 108 0.1 18.8 18,187

Trends in Ever Use

Table 5.6 presents trends in the level of ever use of family planning among ever-married women
during the period 1980-2005. The level of ever-use of any method among ever-married women doubled
between 1980 and 2005 (Figure 5.2).

With regard to the trends in use of specific methods, the most significant change has been the
continuing rise in IUD use. The level of ever use of the IUD was 62 percent at the time of the 2005
EDHS, aimost seven times the level reported in 1980 (9 percent). In the case of the pill, the level of ever
use peaked at 46 percent in 1988, before dropping to 40 percent in 2005. Ever use of the injectable was
rare before the mid 1990s when use of this method began to steadily increase, reaching a level of 22
percent in 2005.
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Table 5.6 Trends in ever use of family planning method

Percentage of ever-married women ever using any family planning method, Egypt 1980-2005

1980 1984 1988 1991 1992 1995 2000 2005

Method EFS ECPS EDHS EMCHS EDHS EDHS EDHS EDHS
Any method 39.8 48.2 57.4 63.2 64.6 68.4 75.1 79.6
Any modern method 38.9 46.7 55.9 59.8 62.9 66.7 73.4 77.7
Pill 35.8 41.0 46.0 44.7 44.0 44.2 39.8 38.9
IUD 8.7 14.8 24.6 323 39.7 46.1 55.9 60.7
Injectables 0.5 1.1 2.3 na 2.9 6.2 14.1 20.7
Implants na na na na na na 0.3 1.4
Vaginal methods 1.2 3.9 5.3 na 3.6 2.2 1.5 0.5
Condom 5.0 3.4 8.6 na 7.5 7.7 3.7 3.8
Female sterilization 0.7 1.4 1.5 na 1.1 1.1 1.4 1.2
Male sterilization 0.1 0.0 0.0 na 0.0 0.0 0.0 0.0
Emergency contraception na na na na na na U 0.1
Any traditional method na 5.3 11.4 na 9.5 10.8 8.3 12.9
Periodic abstinence 2.7 1.4 3.7 na 3.4 3.3 1.5 2.0
Withdrawal 2.3 1.0 2.4 na 2.6 2.5 0.8 1.5
Prolonged breastfeeding NA 3.1 6.5 na 4.9 6.6 6.3 10.5
Other methods NA 0.5 0.8 na 0.4 0.4 0.3 0.1
Number of women 8,788 10,013 8,911 9,073 9,864 14,779 15,573 19,474

na = Information on the method was not collected or was not reported.
Source: El-Zanaty and Way, 2001, Table 5.12

Figure 5.2 Trends in Ever Use of Family Planning,
Egypt 1980-2005
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EDHS 2005
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Differentials in Ever Use

Table 5.7 presents differences in the overall proportions of ever-married women who have ever
used family planning and in the number of methods with which ever users have had experience. About
half (48 percent) of the ever users have had experience with only one method, while 33 percent have used
two methods, and 19 percent have tried three or more methods.

Table 5.7 Ever use of family planning methods by background characteristics
Percentage of ever-married women who have ever used a family planning method, and, among ever users, percent
distribution by number of methods ever used, according to background characteristics, Egypt 2005
Number of Mean Number of
Percentage ever- Number of methods number of women ever
Background ever used married ever used methods  used family
characteristic any method  women 1 2 3+ Total everused  planning
Age
15-19 33.7 803 83.4 14.6 2.0 100.0 1.2 271
20-24 63.9 2,968 63.2 28.0 8.8 100.0 1.5 1,896
25-29 81.2 3,785 52.8 30.5  16.7  100.0 1.7 3,072
30-34 87.9 3,209 46.6 33.7 19.8 100.0 1.8 2,822
35-39 88.3 3,191 40.9 36.0 23.1 100.0 1.9 2,817
40-44 86.0 2,859 38.9 35.7 254 100.0 2.0 2,459
45-49 81.4 2,659 42.6 358 21.6 100.0 1.9 2,164
Urban-rural residence
Urban 83.6 8,033 49.0 32.8 18.2 100.0 1.8 6,717
Rural 76.8 11,441 46.7 333  20.1 100.0 1.8 8,784
Place of residence
Urban Governorates 85.0 3,293 48.9 324 18.7 100.0 1.8 2,800
Lower Egypt 84.2 8,410 48.6 329 185  100.0 1.8 7,084
Urban 84.8 2,199 50.2 328 169 100.0 1.7 1,865
Rural 84.0 6,211 48.0 33.0 19.0 100.0 1.8 5,219
Upper Egypt 72.2 7,552 459 335 206 1000 1.8 5,456
Urban 80.9 2,411 48.1 33.2 18.8 100.0 1.8 1,951
Rural 68.2 5,141 44.7 33.7 21.6 100.0 1.8 3,505
Frontier Governorates 73.3 218 48.4 352 16.3  100.0 1.7 160
Education
No education 75.9 6,740 445 35.3 20.2 100.0 1.8 5118
Some primary 85.3 2,197 38.2 349 269 100.0 2.0 1,874
Primary complete/some
secondary 81.1 2,719 46.5 33.9 19.7 100.0 1.8 2,207
Secondary complete/higher 80.6 7,818 53.5 304 16.1  100.0 1.7 6,302
Work status
Working for cash 83.8 3,288 46.6 328 206 100.0 1.8 2,756
Not working for cash 78.7 16,186 47.9 33.1 19.0 100.0 1.8 12,745
Wealth quintile
Lowest 73.1 3,565 43.1 35.1 21.9 100.0 1.8 2,608
Second 76.5 3,778 45.3 345 20.2 100.0 1.8 2,892
Middle 80.4 3,931 46.8 33.5 19.7 100.0 1.8 3,161
Fourth 82.7 4,137 49.6 325 17.9 100.0 1.7 3,421
Highest 84.1 4,063 52.2 304 173 100.0 1.7 3,418
Total 79.6 19,474 47.7 33.1 19.3 100.0 1.8 15,500
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Older women are not only more likely to have ever used family planning but also, if they have
used it, to have experience with a greater number of methods than younger women. For example, less
than 10 percent of women age 15-24 have used three or more methods, compared to more than 20 percent
of women age 40-49.

Looking at the other subgroups for which information is presented in Table 5.7, women from
urban areas, women with at least some primary education, women who are working for cash, and women
in higher wealth quintiles are more likely than other women to have ever used a family planning method.
Women from rural Upper Egypt have the least experience with family planning (68 percent), followed by
women from the Frontier Governorates (73 percent), while women from Urban Governorates have the
most experience with family planning (85 percent). There is comparatively little variation by residence
among ever users in the number of methods that ever users have tried.

5.6 FIRST USE OF FAMILY PLANNING

Women who reported that they had used family planning methods at some time were asked about
the number of children they had when they first used family planning. These data are useful in identifying
the stage in the family-building process when women begin using family planning as well as their
motivation for adopting family planning.

Table 5.8 presents the percent distribution of ever-married women by the number of living
children at the time of the first use of family planning. Almost none of the women started using family
planning immediately after marriage while they were still childless. Overall, half of women began use of
family planning after they had had their first child, 14 percent started after they had had two children, and
15 percent had three or more children before using family planning.

Looking at the age patterns, there appears to have been a shift in the timing of the adoption of the
first contraceptive method, with younger women initiating use of family planning methods at lower
parities than older women. For example, 60 percent of women age 25-29 started family planning use after
their first child compared to 34 percent of women 45-49.

Table 5.8 Number of living children at time of first use of family planning
Percent distribution of ever-married women by number of living children at the time of first
use of family planning and age, Egypt 2005

Number of living children at time of Number

Never first use of contraceptive of

Age used 0 1 2 3 4+  Missing women
15-19 66.3 0.1 31.7 1.7 0.2 0.0 0.0 803
20-24 36.1 0.4 54.3 7.6 1.3 0.3 0.0 2,968
25-29 18.8 0.4 60.4 14.2 4.3 1.9 0.0 3,785
30-34 12.1 0.3 58.7 16.4 6.1 6.4 0.0 3,209
35-39 11.7 0.1 48.7 17.2 9.0 13.3 0.0 3,191
40-44 14.0 0.3 42.9 15.4 10.3 17.1 0.1 2,859
45-49 18.6 0.3 34.4 16.4 10.1 20.1 0.1 2,659
Total 20.4 0.3 50.0 14.0 6.4 8.9 0.0 19,474
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CURRENT USE OF FAMILY PLANNING 6

The data on the current use of family planning is among the most important information collected
in the 2005 EDHS since it providesinsight into one of the principa determinants of fertility and serves as
a key measure for ng the success of the national family planning program. This chapter focuses on
data from the 2005 EDHS on levels, differentials, and trends in current use. Information on the service
providers from which users obtain their methods and on the willingness to pay for the widely used
methods is also presented.

6.1 CURRENT USE OF FAMILY PLANNING

Overal, 59 percent of currently married women in Egypt are using contraception (Table 6.1 and
Figure 6.1). The IUD, pill, and injectables are the most widely used methods: 37 percent of currently
married women are using the IUD, 10 percent are relying on the pill, and seven percent are employing
injectables. Relatively small proportions of women are using other modern methods; e.g., one percent
report currently using the condom. Three percent of women report use of traditional methods.

Table 6.1 Current use of family planning methods by residence

Percent distribution of currently married women 15-49 by family planning method currently used according to urban-rural residence

and place of residence, Egypt 2005

Urban Lower Egypt Upper Egypt Frontier
Gover- Gover-

Method Urban  Rural norates  Total Urban Rural Total Urban Rural  norates  Total

Any method 62.6 56.8 63.9 65.9  64.1 66.5 49.9 60.0 45.2 50.7 59.2

Any modern method 59.8 54.2 61.2 64.2 62.3 64.8 46.1 56.1 41.4 47.2 56.5
Pill 11.0 9.1 8.2 10.0 12.3 9.2 10.3 13.5 8.8 14.4 9.9
IUD 40.5 33.6 43.9 44.0 423 445 25.2 350 20.6 21.9 36.5
Injectables 4.5 8.8 4.4 7.1 4.3 8.0 8.2 4.8 9.8 7.1 7.0
Implants 0.7 0.9 0.9 0.7 0.6 0.7 0.9 0.5 1.2 1.4 0.8
Diaphragm/foam/jelly 0.1 0.0 0.1 0.0 0.0 0.0 0.0 0.1 0.0 0.0 0.0
Condom 1.7 0.5 2.5 0.8 1.0 0.7 0.5 1.0 0.3 1.5 1.0
Female sterilization 1.3 1.2 1.1 1.7 1.7 1.7 0.8 1.2 0.7 0.9 1.3

Any traditional method 2.8 2.7 2.6 1.7 1.8 1.7 3.8 3.9 3.8 3.5 2.7
Periodic abstinence 1.4 0.3 1.5 0.5 1.0 0.3 0.6 1.5 0.3 0.4 0.7
Withdrawal 0.6 0.1 0.8 0.2 0.5 0.1 0.2 0.4 0.1 0.6 0.3
Prolonged breastfeeding 0.8 2.2 0.4 1.0 0.3 1.2 2.9 1.9 3.4 2.3 1.6
Other 0.0 0.1 0.0 0.0 0.0 0.0 0.1 0.1 0.1 0.1 0.1

Not currently using 37.4 43.2 36.1 34.1 359 335 50.1 40.0 54.8 49.3 40.8
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of women 7,490 10,697 3,078 7,884 2,057 5,826 7,019 2,230 4,789 206 18,187
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Figure 6.1 Current Use by Method
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Current users were asked questions about participation in the decision to use family planning. The
results indicate that virtually all women felt that they had a main role in the decision to use a family
planning method. The majority of users made the decision to use jointly with their husband (81 percent),
14 percent saw the decision as one they made mainly on their own, and five percent indicated that the
husband or someone else were mainly responsible for the decision to adopt a method (not shown in table).
Virtually all users indicated that their husband was aware that they were using contraception; less than
one percent reported that the husband did not know that they were using a method (not shown in table).

6.2 DIFFERENTIALS IN CURRENT USE OF FAMILY PLANNING
Differentials by Residence

There are marked differences in the level of current use of family planning methods by residence
(Table 6.1). Urban women are more likely to be using than rural women (63 percent and 57 percent,
respectively). Use rates are higher in the Urban Governorates (64 percent) and Lower Egypt (66 percent)
than in Upper Egypt (50 percent) and the Frontier Governorates (51 percent).

Within Upper Egypt, the use rate among urban women (60 percent) is markedly higher than the
rate among rural women (45 percent). Within Lower Egypt, the urban-rural differential is much narrower
and, somewhat surprisingly, favors rural women; 64 percent of married women living in urban areas in
Lower Egypt are using afamily planning method compared to 67 percent of rural women.

The IUD is the most frequently used method in every residential category, followed by the pill
and injectables. The extent to which the IUD dominates the method mix, however, varies across
residential subgroups. For example, women in the Urban Governorates and in rural Lower Egypt are
around five times as likely to be using the IUD asthe pill. In all other residential areas except the Frontier
Governorates, there are two to four times as many IUD users as pill users. The pill is the second most
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widely used method in all areas except rural Upper Egypt, where the proportion of women using
injectablesis slightly higher than the proportion relying on the pill.

Differentials by Selected Background Characteristics

Differentials in the levels of current use by background characteristics other than residence are
presented in Table 6.2. Current use rises rapidly with age, from a level of 26 percent among currently
married women 15-19 to a peak of 73 percent among women 35-39. The IUD is the most popular method
among women in all age groups, with the highest levels of TUD use found among women age 30-39 (45
percent).

Table 6.2 Current use of family planning methods by selected demographic and social characteristics

Percent distribution of currently married women 15-49 by family planning method currently used according to selected demographic and social characteristics,
Egypt 2005

Dia- Peri- Pro-
Any phragm/ Female Any odic longed Number
Background Any  modern Inject-  Im-  foam/ Con- sterili- tradi- absti- With- breast- Not  Total of
characteristics method method Pill  IUD ables plant jelly —dom zation tional nence drawal feeding Other using percent women
Age
15-19 26.3 241 6.3 159 1.9 0.0 0.0 0.0 0.0 2.2 0.0 0.0 2.2 0.0 73.7 100.0 792
20-24 44.7 41.3 8.0 278 45 0.5 0.0 0.4 0.0 34 0.2 0.1 3.2 0.0 553 100.0 2,898
25-29 57.4 544 113 345 7.4 0.7 0.0 0.4 0.1 3.1 0.2 0.3 2.6 0.0 42.6 100.0 3,653
30-34 69.0 66.4 11.0 445 8.5 1.0 0.1 0.8 0.7 26 0.7 0.3 1.6 0.0 31.0 100.0 3,077
35-39 73.3 71.2 114 453 10.3 1.2 0.0 1.2 1.8 2.2 0.7 0.4 1.1 0.0 26.7 100.0 3,010
40-44 70.1 676 11.0 43.0 7.5 1.3 0.2 2.0 2.6 2.5 1.7 0.4 0.4 0.1 299 1000 2,525
45-49 47.8 45.3 6.6 278 4.7 0.5 0.0 1.9 3.9 2.5 1.6 0.5 0.1 0.3 522 100.0 2,233
Number of living
children
0 0.5 0.4 0.2 0.1 0.0 0.0 0.0 0.0 0.0 0.1 0.0 0.1 0.0 0.0 99.5 100.0 1,782
1 46.0 42.4 9.4 30.1 1.9 0.3 0.0 0.7 0.0 3.6 04 0.3 3.0 0.0 540 1000 2,676
2 66.7 64.2 113 445 59 1.0 0.2 1.2 0.3 25 09 0.3 1.2 0.0 33.3 100.0 4,036
3 74.8 714 119 48.2 8.2 0.8 0.0 1.1 1.2 3.4 1.2 0.4 1.8 0.1 25.2  100.0 4,041
4+ 67.5 64.7 10.7 36.8 11.7 1.2 0.0 1.2 3.0 28 0.6 0.3 1.8 0.1 325 100.0 5,652
Education
No education 54.8 52.2 8.7 30.2 10.1 1.1 0.0 0.4 1.7 25 00 0.1 2.4 0.0 45.2 100.0 6,116
Some primary 62.8 60.5 93 374 94 1.1 0.1 1.2 2.0 23 03 0.3 1.5 0.3 37.2 100.0 2,019
Primary complete/
some secondary 60.2 579 106 378 7.3 0.8 0.0 0.8 0.7 22 041 0.4 1.7 0.0 39.8 100.0 2,564
Secondary complete/
higher 61.5 584 10.8 40.8 3.8 0.6 0.1 1.5 0.9 3.1 1.6 0.4 1.1 0.0 38,5 100.0 7,488

Work status
Working for cash 66.2 62.5 9.7 422 6.1 0.9 0.1 1.6 1.5 3.9 2.3 0.6 0.8 0.1 34.0 100.0 2,920
Not working for cash 57.4 549 99 353 7.2 0.8 0.0 0.9 1.2 2.5 0.4 0.2 1.8 0.0 42.1 100.0 15,267

Wealth quintile

Lowest 53.4 50.0 7.7 27.0 129 1.0 0.0 0.2 1.1 33 00 0.1 3.2 0.1 46.6 100.0 3,266
Second 56.7 54.4 9.0 333 9.5 1.1 0.0 0.3 1.3 22 02 0.1 1.9 0.1 43.3 100.0 3,509
Middle 59.5 57.2 10.1 370 7.1 1.1 0.0 0.9 1.1 23 02 0.2 1.9 0.0 40.5 100.0 3,675
Fourth 62.5 60.0 11.6 40.6 4.8 0.5 0.1 1.0 1.5 25 08 0.5 1.2 0.0 375 1000 3,897
Highest 62.9 59.6 10.6 42.6 2.0 0.6 0.1 2.5 1.3 33 23 0.5 0.4 0.1 371 100.0 3,840
Total 59.2 56.5 99 365 7.0 0.8 0.0 1.0 1.3 2.7 07 0.3 1.6 0.1 40.8 100.0 18,187

Note: If more than one method is used, only the most effective method is considered in this tabulation.

Use rates also are related to family size. Few women use contraception before having the first
birth; less than one percent of childless women are currently using a method. After the first child,
contraceptive use increases sharply with the number of living children, peaking at 75 percent among
women with 3 children.
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Considering education status, the main differential is between women who never attended school
and those who had at least some schooling. Among the latter group, there are only minor variationsin use
rates by the level of schooling. IUD and pill use levelsincrease directly with awoman’s educational level.
In contrast, injectable use declines with the woman’s educational level.

Women employed in ajob for which they are paid in cash are more likely to use family planning
methods than other women (66 percent and 57 percent, respectively). Thisislargely due to the higher rate
of IUD use among women working for cash than among other women.

As expected, contraceptive use increases with the wealth quintile, from 53 percent among women
in the lowest quintile to 63 percent of women in the highest quintile. There is strong direct relationship
between wealth and the level of IUD use. Among women in the highest quintile, the level of IUD useis
43 percent, 16 percentage points higher than that among women in the lowest quintile. Pill use also
generaly rises with the wealth quintile, peaking at 12 percent among women in the fourth quintile. On the
other hand, injectable use decreases with the wealth quintile, from 13 percent among women in the lowest
quintile to two percent among women in the highest quintile.

Differentials by Governorate

Current use levels are presented in Table 6.3 for the Urban Governorates and the governorates in
Lower Egypt and Upper Egypt. They are not shown for the five Frontier Governorates because the
samples from the individual governorates in this region were not sufficiently large to adlow separate
estimation of the use rates.

Table 6.3 Current use of family planning by governorate
Percentage of currently married women 15-49 currently using any method, any modern method, the
pill, the IUD or injectables by governorate, Egypt2005
Any Any modern Inject- Number of
Governorate method method Pill IUD ables women
Urban Governorates 63.9 61.2 8.2 43.9 4.4 3,078
Cairo 63.8 61.0 8.3 441 4.6 1,899
Alexandria 64.5 61.8 6.8 45.5 3.8 888
Port Said 61.6 59.1 11.5 35.8 4.4 168
Suez 64.0 62.5 13.2 41.1 4.7 123
Lower Egypt 65.9 64.2 10.0 44.0 7.1 7,884
Damietta 63.9 62.9 11.8 43.1 4.3 238
Dakahlia 64.4 63.4 9.1 42.5 7.5 1,341
Sharkia 61.2 60.1 17.2 32.1 8.3 1,273
Kalyubia 69.4 66.2 9.4 47.1 6.8 1,126
Kafr El-Sheikh 65.8 64.9 8.9 43.0 8.7 652
Gharbia 69.7 68.2 8.6 53.3 4.4 1,254
Menoufia 64.2 61.4 7.1 44.6 6.3 824
Behera 68.7 67.2 6.2 49.9 8.6 957
Ismailia 59.6 56.3 14.1 28.4 7.9 219
Upper Egypt 49.9 46.1 10.3 25.2 8.2 7,019
Giza 62.1 58.5 10.5 41.0 4.4 1,837
Beni Suef 56.0 54.2 8.5 31.0 11.4 533
Fayoum 55.9 53.9 10.1 27.5 14.3 604
Menya 51.4 44.5 10.1 18.8 121 1,109
Assuit 37.9 32.7 6.1 18.2 8.1 748
Souhag 32.7 28.9 7.6 12.8 6.7 1,136
Qena 47.2 44.5 16.9 17.3 7.8 805
Aswan 49.0 48.1 18.3 21.0 6.4 246
Total 59.2 56.5 9.9 36.5 7.0 18,187
Note: If more than one method is used, only the most effective method is shown in this tabulation.
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There is considerable variability in the levels of current use in the governorates for which results
are presented in Table 6.3. At the time of the 2005 EDHS, use rates were 60 percent or higher in al of the
Urban Governorates and in the nine governorates in Lower Egypt. Within the Urban Governorates,
Alexandria had the highest use rate (65 percent) and Port Said (62 percent) the lowest rate. Within Lower
Egypt, use rates varied from 60 percent in Ismailiato 70 percent in Gharbia.

In Upper Egypt, only Giza governorate, of which a large part is included in the Cairo
Metropolitan area, had a use rate over 60 percent. Among the other governorates in Upper Egypt, use
rates ranged from 33 percent in Souhag to 56 percent in Beni-Suef and Fayoum.

Table 6.3 aso shows the rates of current use of the pill, the IUD, and injectables for each
governorate. The IUD is the most popular method among users in all governorates. The highest level of
IUD useis observed in Gharbia (53 percent), followed by Behera (50 percent), and the lowest level isin
Souhag (13 percent). Aswan has the highest level of pill use (18 percent), while the lowest levels are
found in Assuit and Behera (6 percent each). Use of injectablesis highest in Fayoum (14 percent), Menya
(12 percent), and Beni Suef (11 percent).

6.3 TRENDS IN CURRENT USE OF FAMILY PLANNING
Trends by Method

The results from the 2005 EDHS, as well as those from earlier surveys, can be used to examine
the changes that have taken place in the level and pattern of contraceptive use in Egypt over the past 25
years. Figure 6.2 highlights the trend in family planning use at the national level between 1980 and 2005.
Contraceptive use levels rose rapidly in the 1980s, and by 1992, the overall use rate was 47 percent,
almost twice the rate reported in the 1980 Egypt Fertility Survey (24 percent). The use rate continued to
rise after 1992—although at a more moderate rate—reaching 56 percent by the time of the 2000 EDHS.
After 2000, the use rate increased but at much a slower rate than in the latter half of the 1990s.

Figure 6.2 Trends in Current Use, Egypt 1980-2005
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Table 6.4 presents the trends in use by method. IUD use rose from four percent in 1980 to 36
percent in 2000, where it remained essentially unchanged through 2005. Pill use declined steadily during
the period 1980-1995 and then stabilized at arate of around 10 percent beginning in 2000. Injectables first
became available in the 1990s, and use of this method increased to 7-8 percent in the first half of the
current decade.

Table 6.4 Trends in current use of family planning
Percent distribution of currently married women 15-49 by the family planning method currently used, Egypt 1980-2005
1980 1984 1988 1991 1992 1995 1997 1998 2000 2003 2005
Method EFS ECPS EDHS EMCHS EDHS EDHS EIDHS EIDHS EDHS EIDHS EDHS
Any method 24.2 30.3 37.8 47.6 471 47.9 54.5 51.8 56.1 60.0 59.2
Any modern method 22.8 28.7 35.4 44.3 44.8 45.5 51.8 49.5 53.9 56.6 56.5
Pill 16.6 16.5 15.3 15.9 12.9 10.4 10.2 8.7 9.5 9.3 9.9
IUD 4.1 8.4 15.7 24.2 27.9 30.0 34.6 34.3 35.5 36.7 36.5
Injectables na 0.3 0.1 na 0.5 2.4 3.9 3.9 6.1 7.9 7.0
Implants na na na na 0.0 0.0 0.1 0.0 0.2 0.9 0.8
Diaphragm/foam/jelly 0.3 07 04 na 04 01 02 01 02 0.1 0.0
Condom 1.1 1.3 2.4 na 2.0 1.4 1.5 1.1 1.0 0.9 1.0
Female sterilization 0.7 1.5 1.5 na 1.1 1.1 1.4 1.3 1.4 0.9 1.3
Any traditional method 1.4 1.6 2.4 3.3 2.3 2.4 2.7 2.3 2.2 3.4 2.7
Periodic abstinence 0.5 0.6 0.6 na 0.7 0.8 0.6 0.8 0.6 0.8 0.7
Withdrawal 0.4 0.3 0.5 na 0.7 0.5 0.4 0.3 0.2 0.4 0.3
Prolonged breastfeeding na 0.6 1.1 na 0.9 1.0 1.5 1.1 1.2 2.1 1.6
Other 0.3 0.1 0.2 na 0.1 0.1 0.1 0.1 0.1 0.1 0.1
Not using 75.8 69.7 62.2 62.2 52.9 52.1 45.5 48.2 43.9 40.0 40.8
Total percent 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of women 8,012 9,158 8,221 8,406 9,153 13,710 5,157 5971 14,382 8,445 18,187
na = Information on the method was not collected or was not reported.
Source: El-Zanaty and Way, 2004, Table 3.4

Trends over time in the method mix among users, that is, the distribution of users according to the
method used are presented in Table 6.5. The dramatic shift from pill to IUD use that occurred during the
past two decades is clear in the table. In 1980, almost 70 percent of current users relied on the pill, more
than four times the percentage of users who relied on the IUD. By 2005, more than 60 percent of current
users relied on the IUD compared to 17 percent who employed the pill. The relatively rapid expansion of
the use of injectables is also evident. Twelve percent of current users relied on injectables in 2005,
compared to five percent in 1995 and only one percent in 1992.

Table 6.5 Trends in family planning method mix
Percent distribution of currently married women 15-49 who are currently using any family planning method by
the method used, Egypt 1980-2005

1980 1984 1988 1992 1995 2000 2005
Method EFS ECPS EDHS EDHS EDHS EDHS EDHS
Pill 68.6 54.4 40.5 27.4 21.7 16.9 16.7
IUD 15.9 27.7 41.6 59.2 62.6 63.4 61.5
Injectables 0.0 1.0 0.3 1.1 5.0 10.9 11.9
Condom 4.5 4.3 6.3 4.2 2.9 1.7 1.7
Female sterilization 2.9 5.0 4.0 2.3 2.3 2.5 2.2
Other modern methods 1.3 2.3 1.0 0.9 0.5 0.7 1.5
Traditional methods 5.8 5.3 6.3 4.9 5.0 3.9 4.6
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of women 1,939 2,775 3,108 4,311 6,567 8,063 10,779
Source: El- Zanaty and Way, 2001, Table 6.2
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Trends by Urban-Rural Residence and Place of Residence

Table 6.6 presents trends in the rate of current use of family planning methods between 1984 and
2005 by residence. Urban prevalence rose steadily during the 1980s, before appearing to plateau in the
early 1990s. After 1995, the survey results document a pattern of slow and somewhat erratic increases in
urban use levels, with the rate peaking at 66 percent in 2003 before falling off dlightly to 63 percent at the
time of the 2005 EDHS. Although all urban areas experienced substantial increases in contraceptive use
during the period between 1984 and 2005, the pace of change was more rapid and consistently upward in
urban Upper Egypt compared to the pattern in the Urban Governorates and in urban Lower Egypt.

Table 6.6 Trends in family planning use by residence
Percentage of currently married women 15-49 currently using any family planning method by urban-rural residence and
place of residence, Egypt 1984-2005
1984 1988 1992 1995 1997 1998 2000 2003 2005
Residence ECPS EDHS EDHS EDHS EIDHS  EIDHS EDHS EIDHS EDHS
Urban-rural residence
Urban 45.1 51.8 57.0 56.4 63.1 59.3 61.2 65.5 62.6
Rural 19.2 24.5 38.4 40.5 47.1 45.6 52.0 55.9 56.8
Place of residence
Urban Governorates 49.6 56.0 59.1 58.1 67.0 62.1 62.7 68.5 63.9
Lower Egypt 34.1 41.2 53.5 55.4 61.6 59.2 62.4 65.2 65.9
Urban 47.6 54.5 60.5 59.1 65.9 62.2 64.9 66.3 64.1
Rural 28.5 35.6 50.5 53.8 59.9 58.1 61.4 64.8 66.5
Upper Egypt 17.3 22.1 314 32.1 37.4 36.5 45.1 49.4 49.9
Urban 36.8 41.5 48.1 499 52.1 50.8 55.4 59.8 60.0
Rural 7.9 11.5 24.3 24.0 30.3 29.9 40.2 44.7 45.2
Frontier Governorates na na na 44.0 na na 43.0 na 49.3
Total 30.3 37.8 471 47.9 54.5 51.8 56.1 60.0 59.2
na = Information on the method was not collected or was not reported
Source: El-Zanaty and Way, 2004, Table 3.5

In rural areas, the decade of the eighties was also a period of substantial growth in contraceptive
use. The rural use rate recorded a moderate increase during the period from 1984 to 1988 (from 19
percent to 25 percent), followed by a period of very rapid growth between 1988 and 1992 when the use
rate increased to 38 percent. At that point, the pace of change in rural areas slowed. During the period
between 1992 and 2005, the increase in the rural use level averaged about 1.5 percentage points per year,
about half the annual increase observed between 1988 and 1992. Rural areas in both Lower Egypt and
Upper Egypt showed similar absolute gains in use between 1984 and 2005. However, the timing of major
changes in the levels of contraceptive use differed in the two areas. Much of the increase in rural Lower
Egypt took place in the first 20 years of the period while, in rural Lower Egypt, the absolute increase in
use was greatest in the last decade.

Trends by Governorate
Table 6.7 presents the trend in current use rates at the governorate level between 1988 and 2000.
Some caution should be used in interpreting the changes in use levels for individual governorates. The

comparatively small sample sizes on which the governorate-level estimates are based increases the
sampling variability and, thus, reduces the likelihood that small changes are significant.
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All governorates experienced incr_eases in Table 6.7 Trends in current use of family planning methods by
use levels over the roughly 17-year period be- | governorate
tween the 1988 and 2005 EDHS surveys. In abso- Percentage of currently married women 15-49 who are currently
lute terms, the governorates in Upper Egypt, using any family planning method by governorate, Egypt 1988-2005
where use levels were lowest in 1988 (i.e., rates 1988 1992 1995 2000 2005
Of 20 percent or |e$), hw the Iargest |ncrem Governorate EDHS EDHS EDHS EDHS EDHS
during the period. Within Upper Egypt, the great- | Urban Governorates 56.0  59.1  58.1  62.7  63.9
i i i Cairo 589 581 569 623  63.8
est absolute increase took place in Beni Suef, S e o1 s el
- - exandria . . . . .
where use more than tripled, from 15 percent in | b, saiq 482 605 597 577 616
1988 to 56 percent in 2005. Giza governorate, | Suez 503 573 624 580  64.0
where use levels were moderately high in 1988, | Lower Egypt 412 535 554 624 659
had the lowest absolute gain in use during the | Damietta 541 534 574 588  63.9
period between 1988 and 2005 (16 percent). | Dakhalia 413 528 549 628 644
. Sharkia 35.2 49.2 53.1 61.4 61.2
Souhag, where the prevalence level is currently | aiyubia 423 579 556 640 694
the lowest among al Upper Egypt governorates, Ka}fr_EbI_ShEikh 41.7 47.2 54.4 64.2 65.8
: R Gharbia 50.1 55.9 55.9 65.7 69.7
falso experienced a comparatively modest growth Menoufia 439 557 543 613 64.2
in use levels between 1988 and 2005 (17 per- Behera 32.5 54.7 58.7 59.8 68.7
centage p0| nts). Ismailia 41.0  50.2 58.5 58.9 59.6
) o Upper Egypt 221 31.4 32.1 45.1 49.9
Looking at the pattern of change within | Giza 457 499 509 605 621
Lower Egypt governorates, Behera, where the use Ejy”(')‘j&ef s 22 04 20 20
rate was lowest in 1988, experienced the greatest | menya 16.6 219 243 467 514
absolute growth in use levels between the 1988 /S\ssuhit 127282 221 329 379
: ouhag 162 19.8 217 275 327
and _ 2005 SUVeys (36 _percentage  poi nts). Qena 122 247 263 346 472
Damietta, which had the highest level of use in | Aswan 18.6 319 360 449 490
1988, registered the lowest absolute change in
use levels (10 percentage pOl ntS). Total 37.8 47.1 47.9 56.1 59.2
L Source: El-Zanaty and Way, 2004, Table 6.7
Considering the Urban Governorates,

Suez had a somewhat larger overall increase in its use rate (14 percentage points) between 1988 and 2005
than was observed in either Port Said or Alexandria (13 percentage points each). The overall increase in
use levels was, however, much greater in al of these governorates than that experienced in Cairo, where
the use rate grew by five percentage points over the 17-year period.

Trends by Other Background Characteristics

Table 6.8 presents trends in contraceptive use during the period between 1988 and 2005 by
selected background characteristics of women for all methods and for the pill, IUD, and the injectable.
Looking at the entire period, the use rate increased markedly across al age groups. Similarly, the use
level increased substantially in each family size category through the period, except among childless
women, where a negligible percentage were using at any time during the period.

Considering education, the change in use over the period was greatest among women who never
attended school; the use rate in 2005 among these women was 55 percent, nearly double the rate in 1988.
Smaller increases were observed during the period among educated women. As a result the gap in use
according to educational level narrowed substantially during the period.

During the period, all groups experienced increases in the use of the IUD and injectable and a
drop in the use of the pill.
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Table 6.8 Trends in current use of family planning by socio-demographic characteristics

Percentage of currently married women 15-49 currently using any method, the pill, [UD and injectables by selected socio-demographic characteristics, Egypt 1988-2005

Background Any method Pill IUD Injectables
characteristic 1988 1992 1995 2000 2003 2005 1988 1992 1995 2000 2003 2005 1988 1992 1995 2000 2003 2005 1988 1992 1995 2000 2003 2005
Age
15-19 55 13.3 16.1 234 254 263 3.5 4.1 3.2 43 57 6.3 17 84 113 150 143 159 0.0 0.0 11 2.4 2.7 1.9
20-24 243 29.7 332 427 480 447 108 6.8 6.6 6.6 8.7 8.0 107 212 217 296 291 2738 0.0 0.2 21 3.9 5.6 4.5
25-29 371 46.0 476 570 572 574 149 133 9.8 9.2 88 113 177 293 331 383 358 345 0.0 0.2 2.2 5.8 7.3 7.4
30-34 46.8 58.8 58.1 67.2 69.2 69.0 19.2 16.2 133 113 9.8 11.0 202 367 373 429 435 445 0.2 0.5 32 7.8 9.7 8.5
35-39 52.8 59.6 60.7 680 733 733 232 182 13.8 124 108 114 212 340 372 428 455 453 0.1 0.8 32 7.8 103 103
40-44 47.5 55,5 58.8 634 719 70.1 155 140 125 113 116 110 185 289 344 374 436 430 0.3 11 25 7.0 8.8 7.5
45-49 23.4 345 333 420 469 478 8.6 7.9 7.6 6.4 6.8 6.6 66 149 162 233 257 27.8 0.0 0.5 12 4.7 7.0 4.7
Number of living
children
0 0.7 0.5 1.2 0.2 0.2 0.5 0.1 0.3 0.5 0.3 0.0 0.2 0.4 0.2 0.5 0.0 0.2 0.1 0.0 0.0 0.0 0.0 0.0 0.0
1 231 316 31.6 423 451 46.0 7.6 6.7 4.7 73 97 9.4 1.4 224 233 308 293 30.1 0.0 0.0 0.9 1.9 2.2 1.9
2 43.4 525 539 66.0 701 66.7 147 127 8.9 9.2 109 113 205 343 389 469 476 445 0.0 0.0 1.6 4.9 4.9 5.9
3 47.8 593 654 693 743 74.8 19.9 171 137 11.2 112 119 19.6 348 403 471 46.0 482 0.0 0.5 3.8 5.6 9.6 8.2
4+ 444 543 539 62,2 681 675 17.1 158 139 117 9.6 107 171 300 306 33.8 374 36.8 0.2 1.0 3.2 9.9 136 11.7
Education
No education 275 375 40.6 515 574 548 134 120 11.0 89 7.8 8.7 10.0 20.7 23.8 29.6 32.0 302 0.1 0.5 2.3 83 119 10.1
Some primary 42,5 53.5 505 575 59.0 628 203 176 122 103 8.6 9.3 16.3 294 30.2 33.7 358 374 0.1 0.5 3.1 7.9 8.4 9.4
Prim. complete/
some secondary 523 56.1 51.2 57.2 59.2  60.2 15.6 13.7 101 119 11.8 10.6 239 340 328 363 355 37.8 0.0 0.6 2.3 4.4 7.5 7.3
Sec. complete/
higher 53.2 58.0 565 612 632 615 13.8 9.8 8.3 8.9 10.1 10.8 27.1  40.0 39.0 439 420 40.8 0.1 0.4 2.0 3.2 4.1 3.8
Total 37.8 47.1 479 56.1 60.0 59.2 15.3 129 10.4 9.5 9.3 9.9 15.7 279 300 355 36.7 365 0.1 0.5 2.4 6.1 7.9 7.0

Source: El- Zanaty and Way, 2004, Table 3.6




6.4 SOURCES FOR MODERN FAMILY PLANNING METHODS
Sources by Method

In the 2005 EDHS detailed information was collected on sources from which family planning
methods were obtained. To obtain these data, current users of modern methods were asked for the name
and location of the source where they had gotten their method at the beginning of the current segment of
use. A code identifying the type of source was then recorded in the questionnaire and in the calendar in
the month at the beginning of the period of use. Users relying on supply methods like the pill and the
injectable were also asked about the source where they had most recently obtained the method.

Table 6.9 shows the distribution of current users by source. Overall, current family planning users
are more likely to obtain their method from a governmental source as from a private sector source
(57 percent and 43 percent, respectively). The source for family planning method, however, varies
markedly by method. The majority of current users of the IUD (62 percent) have the method inserted at a
public sector source. In general, those users relying on a government source for the IUD get the device
inserted at a static facility; however, four percent obtain the method from mobile clinics. One-third of
IUD users go to private physicians, hospitals, or clinics for the method, while five percent obtain the
method at clinics operated by private voluntary organizations, including those of the Egyptian Family
Planning Association and the Clinical Services Improvement Project.

The public sector is the main source for injectables, with more than eight in ten users obtaining
the method from a governmental source. As was the case with the IUD, most injectable users obtain their
method at a static facility, especially rural health units (43 percent). Five percent get injectables from a
mobile clinic.

Regarding the sources for other methods, pill users mainly get their method from a pharmacy (74

percent), as do couples using the condom (75 percent). Sterilizations are more frequently performed at
private hospitals or clinics than at governmental facilities.
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Table 6.9 Source for modern family planning methods
Percent distribution of current users of modern family planning methods by most recent source, according to
specific methods, Egypt 2005
Female
Source Pill IUD Injectable  Condom _sterilization  Total'
Public sector 19.4 61.8 86.6 16.7 39.1 56.6
Urban hospital(general/district) 1.7 7.8 6.1 2.3 21.1 7.0
Urban health unit 3.8 16.3 15.4 4.7 0.2 13.4
Health office 0.9 6.7 4.6 4.3 0.0 5.2
Rural hospital(complementary) 1.8 4.0 6.9 0.1 1.0 3.8
Rural health unit 8.1 14.1 42.8 2.7 0.7 16.1
MCH centre 1.5 6.7 4.0 1.6 0.0 5.3
Mobile unit 1.5 3.7 5.4 0.9 0.0 3.4
University/teaching hospital 0.0 1.0 0.2 0.0 7.6 1.0
Health Insurance Organization 0.1 0.5 0.5 0.0 2.9 0.5
Curative Care Organization 0.0 0.1 0.1 0.0 0.0 0.1
Other governmental 0.0 1.0 0.6 0.1 5.6 0.9
Private sector 79.6 38.1 12.2 77.4 59.6 42.9
Nongovernmental/private voluntary
organization (NGO/PVO) 0.3 4.5 1.0 0.6 0.1 3.1
Egypt Family Planning Association 0.0 1.3 0.2 0.5 0.0 0.9
Clinical Services Improvement 0.1 2.4 0.6 0.1 0.0 1.6
Other NGO/PVOs 0.1 0.8 0.2 0.0 0.1 0.6
Private medical 79.3 33.7 11.2 76.8 59.5 39.9
Private hospital/clinic 0.8 2.7 0.2 0.3 11.1 2.2
Private doctor 4.0 29.0 4.9 1.3 45.8 21.2
Nurse 0.0 0.0 2.6 0.0 0.0 0.3
Pharmacy 74.1 0.0 3.3 75.2 0.0 14.7
Mosque health unit 0.3 1.7 0.1 0.0 1.9 1.2
Church health unit 0.0 0.3 0.1 0.0 0.7 0.2
Other non-medical 0.8 0.0 1.2 5.1 0.0 0.4
Shop/other vendor 0.1 0.0 0.0 0.0 0.0 0.0
Friends/relative 0.8 0.0 0.9 5.1 0.0 0.3
Other 0.0 0.0 0.4 0.0 0.0 0.0
Don't know 0.2 0.0 0.0 0.8 1.3 0.1
Total 100.0 100.0 100.0 100.0 100.0 100.0
Number of users 1,798 6,629 1,281 180 239 10,285
"Includes users of the implant and vaginal method users for whom the source distribution is not shown
separately

Sources by Method and Residence

Residential variations in the type of source are presented in Table 6.10 for all modern methods

and for the pill and the IUD. In general, rural women are more likely to go to a public sector source to
obtain their method than urban women (63 percent and 48 percent, respectively). The proportion of users
obtaining their method from a public health facility ranges from 42 percent of usersin urban Lower Egypt
to 64 percent of usersin rural Upper Egypt.

In al areas, the pharmacy is the principal source for pill users, with only a minority getting their

method from public sector facilities. However, the size of this minority varies by residence; only eight
percent of pill usersin urban Lower Egypt get their method from a public sector facility, compared to 39
percent in the Frontier Governorates.
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Table 6.10 Sources of family planning methods by residence

Percent distribution of current users of modern family planning methods by method and most recent source, according to residence,

Egypt 2005

Urban Lower Egypt Upper Egypt Frontier
Gover- Gover-
Method and source Urban  Rural  norates Total Urban  Rural  Total Urban  Rural norates Total
PILL

Public sector 11.9 25.8 11.4 18.0 7.7 22.9 229 14.1 29.2 38.8 19.4

Private sector 86.4 73.8 85.5 81.3 90.9 76.7 76.4 84.8 70.5 61.2 79.6
NCO/PVOs 0.5 0.0 1.0 0.1 0.2 0.0 0.2 0.5 0.0 0.0 0.3
Private hospital/doctor 6.7 3.2 1.7 3.0 6.2 1.5 80 116 5.4 2.5 4.8
Mosque/church clinic 0.5 0.2 0.6 0.0 0.0 0.0 0.6 0.8 0.6 0.0 0.3
Pharmacy 78.6 70.3 82.2 78.2 84.5 75.2 67.6 71.9 64.5 58.7 74.1

Other/don’t know/missing 1.7 0.4 3.1 0.7 1.4 0.4 0.7 1.1 0.4 0.0 1.0

Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

Number of users 827 971 254 790 252 538 725 301 424 30 1,798

IUD

Public sector 54.8 67.7 60.5 62.8 48.8 67.5 60.9 51.8 68.1 61.4 61.8

Private sector 45.1 32.3 39.3 37.2 51.2 32,5 39.1 48.2 31.9 38.6 38.1
NCO/PVOs 5.5 3.5 4.0 4.0 6.9 3.1 5.7 6.8 4.8 2.0 4.5
Private hospital/ doctor 36.6 27.7 314 320 41.8 28.7 31.4 39.5 25.0 35.2 31.8
Mosque/church clinic 3.0 1.0 3.9 1.1 2.5 0.6 2.0 1.9 2.1 1.4 1.9
Pharmacy 0.1 0.0 0.2 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0

Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

Number of users 3,032 3,597 1,352 3,466 871 2,595 1,766 781 985 45 6,629

ALL MODERN METHODS'

Public sector 48.0 63.2 54.2 57.2 41.5 62.6 56.8 44.9 64.3 59.6 56.6

Private sector 51.4 36.4 44.7 42.4 58.1 37.0 42.9 54.7 35.4 40.4 42.9
NGO/PVOs 4.0 2.3 3.1 29 4.8 2.2 3.4 4.8 2.5 0.9 3.1
Private hospital/doctor 27.8 20.6 23.9 25.1 325 22.6 21.7 29.4 16.8 18.7 23.8
Mosque/church clinic 2.3 0.7 3.1 0.9 2.0 0.5 1.3 1.4 1.2 0.6 1.4
Pharmacy 17.2 12.8 14.7 13.5 18.8 11.7 16.5 19.1 14.8 20.2 14.7

Other/DK/Missing 0.6 0.4 1.0 0.4 0.4 0.4 0.3 0.3 0.4 0.0 0.5

Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

Number of users 4,485 5,799 1,890 5,063 1,282 3,781 3,234 1,251 1,983 97 10,285

NGO =Nongovernmental organization

PVO =Private voluntary organization

"Includes users of the implant and vaginal methods for whom the source distribution is not shown separately.

A majority of IUD usersrely on public sector sources for the method, except urban Lower Egypt.
Reliance on public sector sources for the IUD is most frequent in rural areas; dightly more than two-
thirds of IUD usersin rural Upper Egypt and rural Lower Egypt obtained the method from a public health
facility.

Trends in Sources of Modern Methods
Table 6.11 present trends in the source of family planning methods during the period between the
1995 EDHS and the 2005 EDHS for IUD users and for users of al modern methods. Overadl, the

percentage of modern method users relying on the public sector for services rose from 36 percent in 1995
to 57 percent at the time of the 2005 EDHS. Much of that change is due to increased reliance on the
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public sector for the IUD. Table 6.11 shows that the percentage of users who obtained the IUD at a public
sector provider increased from 45 percent in 1995 to 62 percent in 2005.

Considering the variation by residence, the trend toward an increased reliance on public sector
providers was observed among users in all areas. However, the magnitude of the increase was much

greater for rural users than for urban users.

Table 6.11 Trends in reliance on public sector source for contraceptive method by
residence
Percentage of current users of the IUD and of all modern methods obtaining the
method at a public sector source by urban-rural residence and place of residence,
Egypt 1995-2005
IUD Modern methods
1995 2000 2005 1995 2000 2005
Residence EDHS EDHS EDHS EDHS EDHS EDHS
Urban-rural residence
Urban 42.8 48.7 54.8 34.0 42.0 48.0
Rural 46.7 59.4 67.7 37.7 54.8 63.2
Place of residence
Urban Governorates 46.5 48.8 60.5 39.7 43.5 54.2
Lower Egypt 44.4 54.9 62.8 35.2 50.2 57.2
Urban 37.4 47.5 48.8 27.5 40.9 41.5
Rural 47.3 58.0 67.5 38.6 54.1 62.6
Upper Egypt 421 57.3 60.9 323 500  56.8
Urban 399 50.1 51.8 29.6 40.8 44.9
Rural 44.5 63.5 68.1 34.8 56.3 64.3
Frontier Governorates 31.3 44.9 61.4 25.2 41.0 59.6
Total 44.5 54.0 61.8 35.7 48.6 56.6
Source: El-Zanaty and Way, 2001, Table 6.10

6.5 PiLL BRANDS

A number of questions were included in | Table 6.12 Brand of pil
the 2005 EDHS reati ng to the brand of pIIIS Percent distribution of current users by the brand of pill used and
women were using and that they had heard about, | Prestieeding status Egypt 2005
Information about the brands pill users had Currently  Non-
adopted was collected by asking pill users to show oo g
the packet of pills. If the packet was available, | Pill brand users users All users
interviewers recorded the name of the brand. If a | suitable for breastfeeding
user was unable to show the EDHS interviewer the | users ‘2“9‘2 ‘3‘3 ] gé
packet, she was asked to name the brand she was | gxiuton 73 0.8 25
using. Table 6.12 shows that about a fifth of pill OLtivont?r d 3;? 7% Gi;
users were not able to show a packet or identify the | Nowjero o0 i B
brand they were using. Microvlar 0.2 1.9 1.5
Marvelon 0.1 2.4 1.8
. . . .. Mi 18.4 36.2 31.5
Combined pills or pills containing both Mlﬁiggﬁén 3.2 9.2 7.7
estrogen and progestin may interfere with the pro- (T:riocept 2; 12.9 11;
duction of milk among breastfeeding mothers and | g 0o o0 7
also may affect breastmilk composition (Blackburn | Other 0.2 1.5 1.5
et al. 2000). Breastfeeding mothers are advised to | Pomtknow 202 206 205
take progestin-only pillsin order to avoid these | Total 100.0 100.0 100.0
Number of pill users 467 1,331 1,798
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adverse effects. In order to look at the extent to which breastfeeding
mothers are following this recommendation, Table 6.12 identifies pill
brands according to their hormona composition and classifies pill
users according to their breastfeeding status. Among the breast-
feeding mothers for whom information on pill brands was obtained,
dlightly less than half were using progestin-pills.

Table 6.13 Knowledge of pill brand suit-
able for breastfeeding women

Percent distribution of ever-married
women by knowledge of pill brand
suitable for breastfeeding women, Egypt
2005

by breastfeeding mothers.

. . i . Pill brand Percent
An additional question was included in the 2005 EDHS to -

. . . Knows about pill suitable for
ascertain the extent to which women in Egypt are aware of the | | cagifeeding women 58.9
availability of pill brands that are suitable for use by breastfeeding Names correct brand 2.7
mothers. Overal, Table 6.13 shows that around three in five ever- Names incorrect brand 0.8
married women reported they had heard about a contraceptive pill | 2ot name brand 554

. . - oesn't know about pill for
which was suitable for breastfeeding women. However, most of these | preastfeeding women 40.6
women were not able to identify a brand of pills appropriate for use | Missing 0.5
Total 100.0
Number of women 19,474

6.6  COST AND WILLINGNESS TO PAY
Table 6.14 Cost of method for pill
users
Percent distribution of current users
of the pill by cost of a cycle of pills
(in piastres) and trends in the median
and mean amounts paid for the pill,
Egypt 2000-2005
Cost of pill cycle Percent
Free 1.3
1-50 piastres 0.4
51-75 piastres 35.7
76-100 piastres 11.2
101-200 piastres 6.5
201-300 piastres 13.5
301-999 piastres 9.9
1000-1300 piastres 8.1
More than 1300 piastres 10.6
Don't know/missing 2.7
Total 100.0
Number of pill users 1,798
2005 EDHS
Median 101.0
Mean 426.8
2000 EDHS
Median 95.2
Mean 204.8
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In the 2005 EDHS, users of the pill, the IUD and injectables
were asked about the actual amounts they had paid for their method. In
addition, questions were included on the willingness of users to pay
various amounts for their methods.

One of the challenges that the Egyptian family planning
program faces is sustaining the delivery of quality services. Questions
on the amount users are willing to pay for their contraceptive method
represent an effort to gauge the extent to which users might accept
increases in contraceptive prices as part of an effort to achieve
sustainable family planning services. Some caution should be exercised
in interpreting the response to these questions;, the questions are
hypothetical and, thus, may not provide an accurate measure of the
user’s actual ability to pay higher amounts for their method. In order to
look at trends, similar information on actual costs and willingness to
pay obtained in the 2000 EDHS are presented along with the 2005
results.

Pill Users

According to the results in Table 6.14, virtually al pill users
are paying more than 50 piastres for a cycle of pills, and 49 percent pay
more than one pound (100 piastres). The median cost of a cycleisjust
over 1 pound (101 piastres), which is only marginally higher than the
median cost reported at the time of the 2000 EDHS (95 piastres).



Table 6.15 looks at the willingness of pill users who were
interviewed in the 2000 and 2005 EDHS surveys to pay various
amounts for the method. In both surveys, aimost al pill users
reported they were willing to at least one pound. Pill users were
somewhat more likely to indicate a willingness to pay higher amounts
for a pill cycle in the 2005 survey than in the 2000 survey. For
example, in the 2005 EDHS, 82 percent of users expressed a
willingness to pay 2 pounds for a cycle compared to 69 percent in the
2000 survey.

Injectable Users

Table 6.16 presents information on the cost of injectables at
the time of the 2005 EDHS. Eight percent of injectable users paid
nothing for their method, and 63 percent paid less than two pounds.

Table 6.15 Amount users are willing to
pay for the pill
Percentage of current users of pill willing

to pay various amounts to obtain the
method, Egypt 2000 and 2005

Amount pill users are 2000 2005

willing to pay EDHS  EDHS
50 piasters 99.8 99.4
75 piasters 98.7 98.1
1 pound 92.7 94.6
2 pounds 69.4 81.6
5 pounds 35.8 56.0

More than 5 pounds 24.5 41.8

Number of pill users 1,362 1,798

The median cost was 1.7 pounds, which is lower than the median amount paid for injectables at the time
of 2000 EDHS (2.3 pounds). The drop in the median cost between 2000 and 2005 reflects the effect of a
reduction in the price charged for the injectable at public health facilities between the two surveys.

Table 6.16 Cost of method for Table 6.17 looks at the proportions of users reporting that they
injectable users were willing to pay various amounts for the injectable in the 2000 and

Percent distribution of current | 2005 surveys. In general, users interviewed in the 2000 survey were more
users of injectables by the cost of | willing to pay higher amounts for the injectable than users in the 2005
the method (in pounds) and | g ryey, For example, 80 percent of injectable users in the 2000 EDHS

trends in the median and mean
amounts paid for the injectable,

were willing to pay at least 5 pounds for the survey compared to 68

Egypt 2000-2005 percent of injectable usersin the 2005 EDHS.

Cost of injectable Total

Free 7.7 Table 6.17 Amount users are willing to pay for

< 1 pounds 0.2 injectables

1-1.9 pounds 63.2 Percentage of current users of injectables willing

2-2.9 pounds 11.6 to pay various amounts to obtain the method,

3-4.9 pounds 4.9 Egypt 2000 and 2005

5-6.9 pounds 3.9

7-8.9 pounds 3.0 Amount injectable users 2000 2005

9-9.9 pounds 0.4 are willing to pay EDHS EDHS

10+ pounds 4.2 2 pounds 97.5 96.0

Don't know/missing 0.8 5 pounds 79.8 68.1
10 pounds 46.6 32.8

Total 100.0 15 pounds 22.9 15.5

Number of injectable 20 pounds 14.2 9.2

users 1,281 More than 20 pounds 10.1 5.3

Median 1.7 Number of injectable users 876 1,281

2005 EDHS

Median 1.7

Mean 3.7

2000 EDHS

Median 2.3

Mean 3.7
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IUD Users

Table 6.18 presents the actual amount that UD users paid for services. The table shows that,
while relatively few 1UD users (6 percent) get the method for free, more than one-quarter of users pay
less than 3 pounds for IUD. At the other extreme, 27 percent of IUD users pay 20 pounds or more to
obtain the method.

The amount that a user pays to obtain an IUD varies with the type of provider. The lowest median
cost is observed among those users who obtained the method from a public sector source (2.9 pounds).
The median cost at aNGO/PVO clinic is 15.2 pounds, almost five times the cost that an average user pays
at a public sector facility, but roughly half the amount users who have the 1UD inserted by a private
doctor or at aprivate hospital or clinic pay (30.4 pounds).

Table 6.18 Cost of method for IUD users
Percent distribution of current users of IUD by cost of the method (in pounds), according
to the type of provider, Egypt 2005, and trends in median and mean amounts paid for the
IUD, Egypt 2000-2005

Public Private Mosque/

health doctor/ NGO/ church
Cost of IUD facility clinic PVO clinic clinic Total
Free 8.7 2.7 1.2 4.2 6.4
< 3 pounds 44.2 0.6 5.6 7.4 27.9
3-4.9 pounds 233 0.5 4.7 5.5 14.9
5-9.9 pounds 15.1 3.2 15.1 9.4 11.2
10-14.9 pounds 3.8 6.0 19.1 13.9 5.4
15-19.9 pounds 1.5 7.7 15.1 13.1 4.3
20-29.9 pounds 1.0 241 18.2 26.7 9.6
30-49.9 pounds 0.4 25.4 9.8 12.3 9.0
50 pounds or more 0.4 25.3 7.1 4.2 8.7
Don't know/missing 1.6 4.4 4.1 3.4 2.7
Total 100.0 100.0 100.0 100.0 100.0
Number of IUD users 4,098 2,105 296 130 6,629
2005 EDHS
Median 2.9 30.4 15.2 15.8 4.7
Mean 4.0 39.7 19.0 17.9 14.1
2000 EDHS
Mean 4.4 34.1 11.5 18.2 15.7
NGO =Nongovernmental organization
PVO =Private voluntary organization

A comparison of the median cost for an IUD at the time of the 2005 EDHS with the cost paid by
IUD users at the time of the 2000 EDHS indicates that the amount the average user paid for having an
IUD inserted at a governmental facility declined dightly between the surveys. At al other types of
sources, however, the median amount a user paid for the IUD rose between the two surveys. The
increasing gap between the costs of the IUD in public and private sector facilities may be one factor
explaining the rise in the proportion of users obtaining the IUD at governmental facilities between the
2000 and 2005 surveys.
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The results in Table 6.19 indicate that 1UD users would be | taple 6.19 Amount users are willing to
willing to pay considerably more for the method than they currently | pay for IUD insertion
pay. Almost al IUD users (97 percent) would be willing to pay 5 | Percentage of current users of the IUD
pounds, and 82 percent say they are willing to pay 10 pounds. | willing to pay various amounts for the
Somewhat more than half of users would be willing to pay 25 pounds, | method- Egypt 2005

and 31 percent express a willingness to pay at least 50 pounds. | Amount IUD users 2000 2005
Relatively few women would be willing to pay more than 100 pounds, | are willing to pay EDHS EDHS
with only four percent of 1UD users saying they would pay more than | 5 pounds 97.8  96.6
200 pounds for an IUD. Comparing the 2000 and 2005 results, there | 10 pounds 88.5 82.2
appear to have been only very modest declines in the proportions | 25 pounds 64.8 57.0
willing to pay various amounts for the IUD. 50 pounds 331312

100 pounds 12.8 123

150 pounds 7.2 6.7
6.7  INFORMED CHOICE 00 Eounds ve av

. . . . More than 200 pounds 41 3.6
Informed choice is a necessary part of family planning

programs. Users should be informed of the choices they have with | Numberof IUD users 5,112 6,629
respect to other methods. Family planning providers should also inform
all method users of the potential side effects and what they should do if they encounter any of the effects.
This information both assists the user in coping with side effects and decreases unnecessary discontinua
tion of temporary methods.

The 2005 EDHS included a number of questions designed to assess whether women who were
currently using family planning at the time of the survey had received sufficient information to make
informed choices. Current users were asked whether they had been told about other methods, told about
side effects, or given advice about what to do about side effects by the provider from whom they obtained
their method. If they were not told about other methods or about side effects during that consultation, they
were asked if they had ever received information from a provider about these topics. Caution must be
exercised in interpreting the responses to these questions since they are subjective. In addition, they also
suffer from an unknown degree of recall error, i.e., many users had gone to the provider months or even
years before the EDHS interview and may not have remembered accurately everything that took place
during the encounter. Nevertheless, the results of these questions provide at least some insight into the
nature of the counseling that family planning users are receiving from their providers.

Table 6.20 presents information on the informed choice for current users adopted the method in
January 2000 or later. In genera, the information exchange between many current users and their
provider is fairly limited. Somewhat more than one in two users report that the provider discussed
methods other than the one the user received. A similar but sightly smaller proportion was told about side
effects. Two in five users were told what to do if they experienced side effects. In those cases where the
users received information needed to make an informed choice, they generally reported that they received
the information from the provider whom they consulted at the beginning of the current segment of use.

Table 6.20 also shows that the proportion of users receiving the information needed to make an
informed choice does not vary markedly with the type of clinical providers. The largest differentials are
observed in the percentages receiving information about method side effects. However, users obtaining
the method from a pharmacy are much less likely than other users to have received information,
especialy about side effects, necessary to make an informed choice.
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Table 6.20 Informed choice

Percentage of current users who began the current segment of use since January 2000 who reported
they were advised about various aspects of the method they obtained according to type of source and
method Egypt 2005

Public NGO/ Private

Information provided sector  PVOclinic  clinical'  Pharmacy Total
PILL
Told about other methods 60.1 * 62.9 39.5 54.8
At start of current segment of use 54.2 * 54.6 23.7 45.0
Ever but not during current segment 5.9 * 8.2 15.7 9.9
Told about side effects 441 * 55.6 28.1 435
At start of current segment of use 419 * 52.1 21.9 39.6
Ever but not during current segment 2.2 * 3.6 6.2 3.9
Told what to do about side effects 33.8 * 43.2 16.1 31.8
Number of users 450 11 549 447 1,461
INJECTABLES
Told about other methods 62.5 * 59.9 * 62.1
At start of current segment of use 56.3 * 55.5 * 55.8
Ever but not during current segment 6.2 * 4.3 * 6.3
Told about side effects 55.6 * 55.1 * 55.8
At start of current segment of use 50.8 * 52.6 * 50.9
Ever but not during current segment 4.8 * 2.5 * 4.9
Told what to do about side effects 37.7 * 433 * 38.6
Number of users 909 13 118 26 1,068
IUD
Told about other methods 54.9 59.6 57.8 na 56.1
At start of current segment of use 48.2 54.4 49.2 na 48.8
Ever but not during current segment 6.8 5.2 8.6 na 7.3
Told about side effects 51.6 53.9 57.2 na 53.5
At start of current segment of use 45.8 47.5 52.1 na 47.9
Ever but not during current segment 5.8 6.4 5.1 na 5.6
Told what to do about side effects 40.3 38.5 47.4 na 42.5
Number of users 2,887 215 1,454 na 4,556

ALL MODERN METHODS?

Told about other methods 57.0 61.2 59.5 40.3 56.6
At start of current segment of use 50.4 55.7 51.1 24.8 48.9
Ever but not during current segment 6.6 5.6 8.4 15.4 7.7

Told about side effects 51.6 55.3 56.8 28.3 51.5
At start of current segment of use 46.3 49.4 52.3 21.9 46.4
Ever but not during current segment 5.3 5.9 4.4 6.4 5.1

Told what to do about side effects 38.9 39.2 45.6 16.6 39.3

Number of users 4,437 240 2,230 539 7,454

Note: Table excludes users who obtained method from friends/relatives. An asterisk indicates figure is
based on fewer than 25 cases and has been suppressed.

na = Not applicable

NGO=Nongovernmental organization

PVO=Private voluntary organization

"Includes private hospital/clinic, private doctor/nurse, mosque/church clinic

?Includes current users of modern methods who began current segment of use since January 2000
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NONUSE OF FAMILY PLANNING AND
INTENTION TO USE 7

One of the primary objectives of the 2005 EDHS is to provide information on reasons for nonuse
and on the intention to use family planning in the future. Such information is considered to be of
particular interest to policymakers and program managers as they seek to address the contraceptive needs
of nonusers who are concerned about spacing or limiting their fertility. Thus, this chapter focuses on
women who are not using family planning. It presents information on the following topics: levels of
family planning discontinuation, reasons for discontinuation, reasons for nonuse, intention to use in the
future, timing of future use, and the methods preferred among women who are not currently using a
family planning method.

7.1 CONTRACEPTIVE DISCONTINUATION RATES

A key concern for family planning programs is the rate at which users discontinue use of
contraception and the reasons for such discontinuation. Reasons for discontinuation may vary among
couples but usualy include factors such as contraceptive failure, dissatisfaction with the method, and
health concerns as well as the lack of availability or the cost of contraceptive methods. If the rates of
discontinuation are high, greater attention should be focused on counseling and follow-up, to help usersto
deal with the various obstacles to continued use.

The data used to analyze discontinuation were collected in the 2005 EDHS by asking respondents
for information on all episodes of contraceptive use between January 2000 and the date of the interview.
For each interval of use, the woman was asked the contraceptive method used and the date of use (year
and month) and, if applicable, the date she stopped using and the reason for discontinuation. If a woman
reported that she was using a method in January 2000, she was also asked for the date when that segment
of use began.

Life-table techniques were used to calculate discontinuation rates from the 2005 EDHS calendar
data. Specifically, the rates are based on episodes of use that began during the period 3 to 59 months prior
to the 2005 EDHS. The rates are one-year discontinuation rates; i.e., they represent the proportion of users
discontinuing within the first 12 months after beginning to use the method. The rates are calculated
separately for the following five methods: pills, injectables, IUDs, condoms, and prolonged breastfeeding.
To ensure a sufficient number of segments of use to alow calculation of the rates, the reasons for
discontinuation were grouped into seven specific categories: method failure, desire for pregnancy, other
fertility-related reasons, side effects/health concerns, wanted a more effecdtive method, other method-
related reasons, and other reasons.

In calculating the rates, the month of interview and the two preceding months were dropped to
avoid any bias that might be introduced by unrecognized pregnancy. The rates are cumulative, i.e., they
are obtained by dividing the number of discontinuations at each duration of use (in single months) by the
number of months of exposure at that duration. The single-month rates were then cumulated to produce a
one-year rate. In deriving these rates, the reasons for discontinuation are treated as competing risks; thus,
the rates are additive across the reasons for discontinuation.

Overall, Table 7.1 shows that around one-third of users in Egypt stop using a method within
12 months of starting use. The desire for a more effective method motivated 12 percent of the users to
stop using. Three percent of users stop using due to method failure (i.e., they became pregnant while
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using the method), four percent stop using because they want to become pregnant, four percent stop using
as aresult of other fertility-related reasons including marital dissolution, infrequent sex, and the onset of
menopause, six percent stop because of health concerns or side effects, and two percent stop using for
other reasons. Regarding individual methods, the highest rate is observed for the pill (50 percent),
followed by the injectable (46 percent) and prolonged breastfeeding (44 percent). The IUD has the lowest
discontinuation rate; 15 percent of IUD users stopping use during the first 12 months of use.

The reasons for discontinuation vary by method. Women using prolonged breastfeeding are the
most likely to discontinue because of the desire for a more effective method. Thisis afrequent motivation
for discontinuation among users of the pill, injectable, and condom, who are between three and four times
as likely as IUD users to stop using because of a desire for a more effective method. The proportion of
users who stop use because of method failure is very low for the IUD and injectables (about 1 percent)
and highest for the pill and condom (7 percent). Pill users are more likely than users of other methods to
discontinue use because they want to become pregnant or for other fertility-related reasons. The rate of
discontinuation due to side effects or health concernsis greatest among injectable users.

The impact of discontinuation clearly depends on whether or not the user is left exposed to the
risk of unintended pregnancy. Table 7.1 also examines the extent to which users who discontinue adopt
another method within two months of the time they discontinue. Overall, 12 percent of users who
discontinue use switch to another method within two months after discontinuing use. Thus, around four in
ten users who discontinue use within 12 months of adopting a method are protected from an unintended
pregnancy within a short period after they stop use.

Table 7.1 Contraceptive discontinuation rates

Percentage of contraceptive users who discontinued a method within 12 months after beginning its use, by reason for
discontinuation and percentage who switched to another method, Egypt 2005

Reason for discontinuation
Other Side Wanted Other

Desireto  fertility  effects/ more  method Switched

Method become related  health  effective related  Other Any  to another

Method failure  pregnant reasons? reasons method reasons’ reasons reason  method*
Pill 6.7 7.1 9.6 8.3 16.6 0.2 1.6 50.0 16.8
IUD 1.3 3.3 1.0 3.8 5.4 0.3 0.3 15.3 5.4
Injectables 1.1 4.6 6.5 13.5 17.3 0.4 2.0 45.5 17.3
Male condom 7.2 4.4 3.6 0.5 20.2 0.4 1.4 37.7 20.4
Prolonged breastfeeding 5.2 1.2 0.0 0.3 26.3 9.8 1.1 44.0 26.5
All methods' 3.2 4.3 4.1 6.1 12.1 1.0 1.0 31.8 12.2

Note: Figures are based on lifetable calculations using information on episodes of use that began 3-59 months prior to the
survey.

"Includes methods for which rates are not shown separately in table

ZIncludes infrequent sex/husband away, difficult to get pregnant/menopausal, and marital dissolution/separation

3Includes lack of access/too far, costs too much, and inconvenient to use

“Used a different method in the month following discontinuation or said they wanted a more effective method and started
another method within two months of discontinuation

7.2 REASONS FOR DISCONTINUATION OF CONTRACEPTIVE USE
Table 7.2 looks in greater detail at the reasons the 2005 EDHS respondents gave for discontinuing

use. The table shows the percent distribution of al discontinuations in the five-year period prior to the
survey by the main reason for discontinuing according to the specific method.
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Table 7.2 Reasons for discontinuation
Percent distribution of discontinuations of methods in the five years preceding the survey by main reason for
discontinuation, according to method, Egypt 2005
Prolonged

breast- All
Reason Pill IUD Injectables  Condom feeding  methods'
Became pregnant while using 14.7 4.5 2.8 23.3 14.6 8.7
Wanted to become pregnant 24.4 43.8 13.0 23.4 6.0 29.1
Husband disapproved 0.5 0.3 0.6 6.4 0.0 0.4
Side effects 30.1 36.7 58.5 4.7 0.4 34.7
Health concerns 2.8 2.2 3.4 0.0 0.4 2.3
Access/availability 0.5 0.1 0.8 0.4 0.0 0.3
Wanted a more effective method 7.2 0.4 1.0 23.2 15.6 4.3
Inconvenient to use 1.1 0.8 0.9 3.4 58.4 5.8
Infrequent sex/husband away 12.4 29 9.1 6.2 0.2 6.6
Cost too much 0.3 0.0 0.1 0.0 0.0 0.1
Fatalistic 0.2 0.0 0.2 0.0 0.4 0.1
Difficult to get pregnant/menopausal 1.5 1.2 2.2 1.1 0.0 1.4
Marital dissolution/separation 1.4 3.5 1.4 3.3 0.0 2.2
Doctor's opinion 0.2 1.0 0.4 1.0 0.0 0.6
IUD expelled 0.0 0.8 0.0 0.0 0.0 0.4
Other 1.6 0.5 4.0 0.3 0.3 1.4
Don't know 0.0 0.0 0.0 0.0 0.0 0.0
Missing 1.2 1.1 1.8 3.4 3.8 1.5
Total 100.0 100.0 100.0 100.0 100.0 100.0
Number of discontinuations 3,606 5,438 2,071 166 1,060 12,616
"Includes methods for which the distributions are not shown separately in the table.

Side effects (35 percent) were the most common reason for discontinuation of all modern
methods. Health concerns were cited as the reason for another two percent of discontinuations. The desire
to become pregnant was also a frequently mentioned reason for discontinuing use. Overall, nearly threein
ten discontinuations during the five-year period before the 2005 EDHS occurred because the user wanted
to have a child. This reason was the most frequently mentioned factor in discontinuations among 1UD
users. For other women, an unintended pregnancy was the reason for discontinuation; nine percent of
discontinuations were the result of method failure; i.e., the woman became pregnant while using a
method. Women using periodic abstinence were most likely to report method failure as the reason they
stopped using the method.

Side effects were the most common reason for discontinuations of the pill and injectable and they
were the second most common cause of discontinuation among IUD users. Dissatisfaction with the
method was a major factor in discontinuations for some methods. In the case of prolonged breastfeeding,
for example, 58 percent of discontinuations were because the woman found the method inconvenient to
use. Concern about method effectiveness was a factor in more than two in ten discontinuations of periodic
abstinence and the condom.

Table 7.2 aso shows that program-related factors such as cost or access were aimost never cited
as reasons for discontinuation. Except for the condom, the husband’ s disapproval was aso rarely cited as
a main factor affecting the decision to discontinue use. Six percent of discontinuations of the condom
were due to the husband’ s unwillingness to use the method. Factors that reduced or eliminated the risk of
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pregnancy (e.g., infrequent sex/husband away, difficulty in getting pregnant/menopause, and marital
dissolution) accounted for 10 percent of discontinuations.

7.3 INTENTION TO USE CONTRACEPTION IN THE FUTURE

To obtain information about potential demand for family planning services, all currently married
women who were not using contraception at the time of the survey were asked about their intention to
adopt family planning methods in the future. Table 7.3 shows the percent distribution of nonusers by their
intention to use in the future, according to number of living children.

Table 7.3 Future use of family planning

Percent distribution of currently married women who are not using a contraceptive method by
intention to use in the future, according to number of living children, Egypt 2005

Number of living children’

Intention 0 1 2 3 44 Total
Intends to use 69.0 80.0 74.6 62.2 42.2 64.2
Unsure 6.1 4.6 3.9 3.8 3.4 4.2
Does not intend to use 249 14.7 20.4 32.7 53.4 30.8
Missing 0.0 0.6 1.1 1.3 1.0 0.8
Total 100.0 100.0 100.0 100.0 100.0 100.0
Number of women 1,135 1,602 1,458 1,231 1,992 7,418

"Includes current pregnancy

Among all currently married nonusers, 64 percent intend to use family planning at some time in
the future, 31 percent do not plan to use in the future, and the remaining nonusers are unsure about their
intentions. The intention to use varies with the number of living children the nonuser has. Overall, the
proportion saying they plan to use in the future decreases from a high of 80 percent among women with
one child to 42 percent of women with four or more children. Among childless women, more than half
(69 percent) say they intend to use in the future. This represents a substantial increase over the proportion
of childless women at the time of the 2000 EDHS who said they intended to adopt contraception in the
future (57 percent).

7.4  REASONS FOR NONUSE

Table 7.4 presents the distribution of currently married non-users who do not intend to use in the
future by the main reason for not using. The reasons for nonuse given by women who do not intend to use
family planning are of interest to the family planning program since they help to identify areas for
potential interventions to support the adoption of contraception by nonusers. More than 70 percent of
nonusers have various fertility-related reasons for not planning to adopt contraception. These reasons
include a perceived lack of need for contraception because the woman is subfecund or infecund (40
percent), is menopausal or has had a hysterectomy (18 percent), or is not sexually active or has sex
infrequently (8 percent). In addition, seven percent of the nonusers want more children.

Method-related reasons are cited by 18 percent of nonusers; nine percent mention fear of side
effects and eight percent other health concerns. Opposition to use—either the woman's own attitude or
that of her husband or others—is afactor for 8 percent of the nonusers.
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Table 7.4 classifies women into two age groups (under age 30 and age 30 and over) in order to
consider how the reasons for nonuse are related to a woman’s age. Nonusers under age 30 are more likely
to mention the desire to have more children than those age 30 or over (26 percent and 4 percent,
respectively), while, as might be expected, lack of need for contraception because of menopause or hys-
terectomy is a reason given aimost exclusively by older nonusers. Opposition to use, especially on the
part of the husband, is cited more often by younger than older nonusers (23 percent and 5 percent,
respectively). Fear of side effects is reported around twice as often among younger women as among
older women (15 percent and 8 percent, respectively).

Table 7.4 Reason for not intending to use contraception
Percent distribution of currently married women who are not using a
contraceptive method and who do not intend to use in the future by
main reason for not intending to use, according to age, Egypt 2005
Reason 15-29 30-49 Total
Fertility-related reasons 53.2 75.5 72.8
Not having sex 0.0 3.4 3.0
Infrequent sex/no sex 2.8 5.0 4.8
Menopausal/had hysterectomy 1.8 19.9 17.7
Subfecund/infecund 22.4 42.7 40.3
Wants as many children as possible  26.2 4.4 7.1
Opposition to use 23.4 5.4 7.6
Respondent opposed 6.9 2.3 2.8
Husband/partner opposed 12.9 2.0 3.3
Others opposed 1.5 0.0 0.2
Religious prohibition 2.2 1.0 1.2
Lack of knowledge 0.0 0.1 0.1
Knows no source 0.0 0.1 0.1
Method-related reasons 22.0 17.6 18.1
Health concerns 59 8.7 8.4
Fear of side effects 14.7 7.6 8.5
Lack of access/too far 0.3 0.0 0.1
Costs too much 0.8 0.1 0.1
Inconvenient to use 0.0 0.2 0.1
Interfere with body's normal
processes 0.3 1.0 0.9
Other 0.0 0.4 0.4
Don’t know 0.8 0.6 0.7
Missing 0.5 0.4 0.4
Total 100.0 100.0 100.0
Number of women 277 2,006 2,283

7.5 PREFERRED METHOD

Nonusers who planned to use family planning in the future were asked about the method they
would prefer to use. Table 7.5 shows 40 percent of all nonusers who plan to use prefer the IUD. The
remaining nonusers are divided between those who prefer the pill (15 percent) and those who prefer
injectables (9 percent). Around one-third of the nonusers intending to use a method in the future indicate
that either they are unsure which method they prefer (17 percent) or they will rely on the doctor’ s advice
(17 percent).
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Table 7.5 Preferred family planning
method

Percent distribution of currently
married women who are not using a
family planning method but who
intend to wuse in the future by
preferred method, Egypt 2005

Method Total
Pill 14.7
IUD 39.5
Injectables 8.6
Diaphragm/foam/jelly 0.1
Condom 0.1
Female sterilization 0.8
Male sterilization 0.0
Implants (Norplant) 1.8
Periodic abstinence 0.2
Withdrawal 0.0
Prolonged breastfeeding 0.0
Other 0.0

As doctor recommends 16.8
Unsure 17.3
Total 100.0
Number of women 4,758

7.6 CONTACT OF NONUSERS WITH OUTREACH WORKERS/HEALTH CARE PROVIDERS

The 2005 EDHS collected information on whether nonusers had any recent contact with
community workers or health care providers. Such contacts provide an opportunity to counsel the nonuser
about the need for family planning. To obtain this information, nonusers were asked whether they had
been visited at home at anytime during the 6 months preceding the survey by an outreach worker (e.g., a
raiydarefia) or anyone else who had talked with them about family planning. They were also asked about
any visits they had made to governmental health facilities or private doctors or clinics during the six
months preceding the survey and, if they had visited any of these providers, whether anyone had spoken
to them about family planning during their visit(s).

Table 7.6 presents the data on both the proportion of currently married nonusers who had any
contact with an outreach worker or health facility and the proportion who discussed family planning with
an outreach worker or other health care provider during the 6 months prior to the EDHS interview.
Relatively few women had been reached through community outreach efforts, with only four percent of
nonusers reporting that they had been visited at home by a fieldworker. The proportion reporting outreach
visits was similar to the level at the time of the 2000 EDHS (4 percent) and lower than at the time of the
1995 EDHS when 11 percent of nonusers had reported a home visit during the six-month period before
the survey. The decrease in outreach contacts was particularly striking in rural Upper Egypt: in 1995, 17
percent of nonusers in rural Upper Egypt reported being visited at home by a fieldworker while six
percent of nonusers reported being contacted at home in the 2005 EDHS, a level dlightly above that
reported in 2000 (5 percent).
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Table 7.6 also looks at the extent to which nonusers had an opportunity to discuss family
planning during visits they made to health facilities. Around three in ten nonusers made at least one visit
to a government health facility during the six-month period before the survey, and a similar proportion
had gone to a private doctor or private health facility at least once. Looking at whether family planning
was discussed during those contacts, women who visited private sector health facilities were somewhat
less likely than those visiting public facilities to report that family planning was discussed during a visit
(5 percent and 8 percent, respectively).

Table 7.6 Discussion of family planning in contacts with fieldworkers or health providers by background characteristics

Percentage of nonusers of family planning who were visited at home by a family planning worker, who visited a health facility, and who
discussed family planning at a health facility, during the 6 months preceding the survey, according to selected background characteristics,

Egypt 2005
Visted Visited Discussed FP
public private Visited Had some with FP
Visted at health  Visited PHF,  health PrHF, contact with  worker or staff
Background home by FP facility discussed facility discussed  FP worker or at health Number of
characteristic worker (PHF) FP (PrHF) FP health facility facility women
Age
15-19 4.4 38.6 9.4 41.8 5.7 58.6 12.3 584
20-24 5.2 40.3 11.9 41.7 7.4 60.1 15.6 1,601
25-29 5.7 39.6 111 36.1 7.6 55.5 15.0 1,556
30-34 4.9 35.9 11.1 32.9 5.6 51.8 14.0 954
35-39 3.4 26.1 5.3 26.1 4.4 39.2 8.3 802
40-44 2.3 19.5 4.5 20.8 2.0 31.6 5.6 756
45-49 1.9 17.4 1.7 18.3 1.2 279 2.6 1,165
Urban-rural residence
Urban 1.5 30.6 6.6 37.0 59 47.5 9.9 2,800
Rural 5.8 33.2 9.4 28.8 4.9 47.9 11.9 4,617
Place of residence
Urban Governorates 0.2 29.3 5.1 37.2 4.9 45.7 8.0 1,112
Lower Egypt 4.9 32.2 6.0 36.5 5.1 49.9 9.2 2,688
Urban 2.0 31.7 6.9 39.3 6.8 49.7 10.9 738
Rural 5.9 32.4 5.7 35.4 4.5 50.0 8.6 1,949
Upper Egypt 4.6 33.0 11.1 26.9 5.4 46.6 13.7 3,516
Urban 1.7 30.7 7.9 35.3 6.4 47.5 11.5 892
Rural 5.6 33.7 12.2 24.0 5.1 46.3 14.4 2,624
Frontier Governorates 15.3 37.4 10.6 27.1 5.0 49.5 12.2 101
Education
No education 4.1 29.0 9.4 20.3 3.4 39.5 10.7 2,766
Some primary 3.9 32.8 6.0 30.3 3.1 47.7 7.6 751
Primary complete/some
secondary 4.6 32.4 7.4 31.1 6.0 47.8 11.3 1,021
Secondary complete/higher 4.2 35.1 8.3 43.7 7.3 55.6 12.5 2,880
Work status
Working for cash 4.4 29.3 7.0 34.0 4.0 46.6 9.2 993
Not working for cash 4.2 32.7 8.6 31.6 5.4 47.9 11.5 6,425
Wealth quintile
Lowest 5.6 33.4 10.5 22.1 3.4 45.0 12.1 1,524
Second 4.6 32.2 9.0 24.7 4.3 43.8 10.6 1,520
Middle 5.7 33.7 10.1 31.0 5.8 48.7 13.3 1,489
Fourth 33 353 7.3 41.4 7.5 54.1 11.9 1,462
Highest 1.4 26.2 4.6 41.4 53 47.3 7.8 1,423
Total 4.2 32.2 8.4 31.9 5.2 47.7 11.2 7,418
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Taking into account both contacts with fieldworkers and contacts with health facilities, onein ten
nonusers reported a contact in which family planning was discussed during the six months prior to the
survey. This proportion was slightly higher than the level reported in the 2000 EDHS (7 percent).

Although the results in Table 7.6 suggest that there are many “missed” opportunities for inform-
ing and motivating nonusers about family planning, some caution must be exercised in drawing such
conclusions. Not all visits to health providers present appropriate opportunities for offering family plan-
ning information or services, and not all nonusers are interested in or in need of family planning when
they visit a facility. Nevertheless, the results in Table 7.6 suggest that there is potential for taking more
advantage of visitsto facilities to offer family planning information and counseling to nonusers.
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PROXIMATE DETERMINANTS OF FERTILITY 8

This chapter considers a number of factors other than contraception that influence fertility.
Marriage is among the most important of these proximate determinants since it is a primary indicator of
women’'s exposure to the risk of pregnancy. Early age at first marriage in a population is usually
associated with a longer period of exposure to the risk of pregnancy and thus higher fertility levels. The
early initiation of childbearing associated with early marriage may also adversely affect women’'s and
children’s health.

Besides marriage, this chapter explores several other factors that influence fertility, including
postpartum amenorrhea, postpartum abstinence, and menopause. Postpartum amenorrhea and postpartum
abstinence determine the length of time a woman is insusceptible to pregnancy after childbirth, affecting
birth intervals and thus fertility levels. Menopause is important since it marks the end of a woman's
period of exposure to the risk of pregnancy.

In the 2005 EDHS, questions about the proximate determinants of fertility were included in the
individual questionnaire, which was administered only to ever-married women. However, a number of the
tables, which examine the proximate determinants in this chapter, are based on all women, i.e., on ever-
married women and never-married women. In constructing these tables, the denominators have been
expanded to represent all women by multiplying the number of ever-married women by an inflation factor
equal to the ratio of al women to ever-married women reported in the household questionnaire. The
inflation factors are calculated by single years of age, either for the population as a whaole or, in cases
where the results are presented by background characteristics, separately for each category of the
characteristic in question.

8.1 MARITAL STATUS

Table 8.1 shows the distribution of all women age 15-49 by current marital status. Overal, 62
percent of women are currently married, three percent are widowed, two percent are divorced or separated
(not living together), and 34 percent have never married. The proportion never married decreases rapidly
with age, from 88 percent among women age 15-19 to 49 percent among women age 20-24. The virtua
universality of marriage among women is further evidenced from the fact that among women age 30 and
over, 94 percent or more are or have been married.

Table 8.1 Current marital status
Percent distribution of women by current marital status, according to age, Egypt 2005
Never Number of

Age married Married Divorced Separated Widowed Total women
15-19 87.5 12.3 0.1 0.1 0.0 100.0 6,446
20-24 48.9 49.9 0.7 0.4 0.1 100.0 5,807
25-29 18.7 78.5 1.7 0.5 0.6 100.0 4,655
30-34 6.0 90.2 1.9 0.5 1.5 100.0 3,413
35-39 3.6 90.9 2.0 0.5 3.0 100.0 3,310
40-44 2.5 86.1 2.6 0.9 7.9 100.0 2,933
45-49 1.7 82.5 2.2 0.6 12.9 100.0 2,705
Total 335 62.1 1.3 0.4 2.6 100.0 29,270
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Most disruption of marital unions appears to be due to the death of the husband. As expected, the
proportion widowed increases steadily with age, from less than one percent among women under age 30
to 13 percent among women age 45-49. The proportion divorced and separated does not exceed four
percent of women in any age group.

8.2 CONSANGUINITY

Marriages between relatives (consanguineous marriages) are common in Egypt. According to the
2005 EDHS data presented in Table 8.2, around one-third of ever-married women report that their current
or, in the case of widowed or divorced women, their most recent husband was a relative. Slightly more
than half of consanguineous marriages involve first cousins. In such marriages, the husband is somewhat
more likely to be arelative from the father’ s side than the mother’ s side.

Table 8.2 Consanguinity by background characteristics
Percent distribution of ever-married women by relationship to their (last) husband, according to background characteristics, Egypt
2005
First cousin Second cousin Other  Relative by
Background Fathers ~ Mother's  Fathers Mother's blood  marriage/ Number of
characteristic side side side side relative notrelated  Missing Total women
Current age
15-19 12.6 11.0 5.4 2.1 9.2 59.5 0.1 100.0 803
20-24 11.7 7.4 4.6 2.3 8.3 65.5 0.2 100.0 2,968
25-29 10.6 5.4 4.8 3.1 7.2 68.7 0.1 100.0 3,785
30-34 10.2 6.0 4.4 3.1 7.2 69.0 0.1 100.0 3,209
35-39 10.8 6.1 4.5 2.8 7.8 67.9 0.0 100.0 3,191
40-44 11.1 6.8 3.9 3.3 7.5 67.3 0.1 100.0 2,859
45-49 11.1 6.6 3.7 2.8 5.7 70.0 0.1 100.0 2,659
Urban-rural residence
Urban 7.9 5.1 3.2 2.8 5.0 75.9 0.1 100.0 8,033
Rural 13.1 7.5 5.3 3.0 9.0 62.0 0.1 100.0 11,441
Place of residence
Urban Governorates 7.0 5.2 2.8 3.2 4.3 77.3 0.2 100.0 3,293
Lower Egypt 8.5 5.7 3.1 2.4 6.8 73.4 0.1 100.0 8,410
Urban 6.3 4.4 2.1 1.7 4.9 80.4 0.2 100.0 2,199
Rural 9.2 6.2 3.4 2.7 7.5 70.9 0.1 100.0 6,211
Upper Egypt 15.4 8.0 6.5 3.3 9.3 57.5 0.0 100.0 7,552
Urban 10.3 5.4 4.6 3.3 5.8 70.5 0.1 100.0 2,411
Rural 17.7 9.1 7.4 3.3 11.0 51.4 0.0 100.0 5,141
Frontier Governorates 15.6 5.1 8.1 2.7 9.9 58.6 0.1 100.0 218
Education
No education 14.8 7.9 6.0 3.5 8.1 59.4 0.1 100.0 6,740
Some primary 12.0 6.4 4.9 3.3 8.5 65.0 0.0 100.0 2,197
Primary complete/some
secondary 10.5 6.8 4.5 3.3 8.4 66.4 0.2 100.0 2,719
Secondary complete/higher 7.5 5.2 2.8 2.1 6.1 76.1 0.1 100.0 7,818
Work status
Working for cash 7.2 4.2 2.5 2.2 6.0 77.6 0.3 100.0 3,288
Not working for cash 11.7 7.0 4.8 3.0 7.7 65.7 0.1 100.0 16,186
Wealth quintile
Lowest 15.8 7.4 6.7 3.1 10.2 56.7 0.1 100.0 3,565
Second 13.7 7.7 5.5 3.5 9.1 60.5 0.0 100.0 3,778
Middle 11.8 7.9 4.8 2.6 7.6 65.2 0.1 100.0 3,931
Fourth 8.1 5.8 3.3 3.0 5.7 73.8 0.1 100.0 4,137
Highest 6.3 3.9 2.1 2.3 4.8 80.4 0.2 100.0 4,063
Total 11.0 6.5 4.4 2.9 7.4 67.7 0.1 100.0 19,474
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As expected, consanguineous marriages are more common in rural than in urban areas; more than
one-third of the marriages in rural areas involve relatives. Even in urban areas, however, around one-
quarter of women marry a blood relative. Considering place of residence, the highest rate of
consanguineous marriages is found in rural Upper Egypt, where around half of marriages are between
relatives. The rate of consanguineous marriage is lowest in urban Lower Egypt (20 percent) and the
Urban Governorates (23 percent). A woman’s chance of marrying a relative decreases from 41 percent
among women with no education to 24 percent among women with a secondary education or higher. The
likelihood of consanguineous marriage is higher among women who are not working for cash than among
women who are working for cash. It decreases by wealth quintile, from a level of 43 percent among
women in the lowest wealth quintile to 20 percent of women in the highest quintile.

8.3 AGE AT FIRST MARRIAGE

The duration of exposure to the risk of pregnancy in asociety is closely associated with the age at
which women first marry. Thus, trends in age at first marriage can help explain changes in fertility levels

in Egypt.

Table 8.3 shows both the percentage of women who have ever married by selected exact ages and
the median age at first marriage, according to current age. The results document a substantial increase in
the age at first marriage among younger cohorts. Accompanying the overall trend to later marriage is an
especialy marked decline in the proportion of women marrying at very young ages. The percentage of
women married by exact age 15 has dropped from 13 percent among women age 45-49 to three percent
among women age 20-24. The percentage of women married by exact age 18 has fallen from 36 percent
among women 45-49 to 17 percent among women 20-24.

Table 8.3 Age at first marriage
Percentage of women who were first married by specific exact age 15, 18, 20, 22 and 25, and median age at
first marriage, according to current age, Egypt 2005

Percentage first married by exact age: Percentage Media'n
Current never age at first
age 15 18 20 22 25 married  Number  marriage
15-19 1.0 na na na na 87.5 6,446 a
20-24 2.5 16.6 34.1 na na 48.9 5,807 a
25-29 5.3 21.8 38.7 56.2 75.0 18.7 4,655 21.3
30-34 8.0 27.0 43.4 59.8 78.5 6.0 3,413 20.7
35-39 9.5 34.3 50.6 64.6 80.6 3.6 3,310 19.9
40-44 11.0 34.7 51.9 66.8 81.9 2.5 2,933 19.8
45-49 12.8 35.8 51.5 67.0 83.2 1.7 2,705 19.8
Women age 25-49 8.8 29.7 46.3 62.1 79.3 7.7 17,017 20.4
na = Not applicable
2 Omitted because less than 50 percent of women married for the first time by the beginning of the age group

Differentials in the median age at first marriage by selected background characteristics are
presented in Table 8.4. The table shows early marriage is much more common in rural than in urban
areas. The median age at first marriage among urban women age 25-49 is 22 years, around three years
higher than the median age at first marriage among rural women (19.2 years).
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There are marked differentials in the age of first marriage among women 25-49 by place of
residence. On average, Table 8.4 shows that women marry about two years earlier on average in rural
Upper Egypt (18 years) than in rural Lower Egypt (20 years). The median age at first marriage is aso
around one year earlier in urban Upper Egypt (21.1 years) than in urban Lower Egypt (22 years). In turn,
the median age at first marriage in the Urban Governorates (22.7 years) is higher than in either urban
Lower Egypt or urban Upper Egypt. An examination of the trend across age cohorts suggests that there
have been substantial increases over time in the median age at marriage within al areas, with the changes
in rural Upper Egypt being especially marked.

Table 8.4 Median age at first marriage by background characteristics

Median age at first marriage among women age 20-49, by current age and background
characteristics, Egypt 2005

Current age Women
Background age
characteristic 25-29 30-34 35-39 40-44 45-49  25-49
Urban-rural residence
Urban 22.7 22.3 21.7 21.4 21.7 22.0
Rural 20.3 19.7 18.6 18.3 18.3 19.2
Place of residence
Urban Governorates 23.4 229 22.2 22.0 22.5 22.7
Lower Egypt 21.3 20.8 20.4 19.7 200 20.6
Urban 22.6 21.8 22.2 21.6 21.6 22.0
Rural 20.9 20.6 19.6 19.0 19.3 20.0
Upper Egypt 20.2 19.2 18.3 18.0 18.2 19.0
Urban 21.8 21.8 20.4 20.0 20.8 21.1
Rural 19.5 17.8 17.4 17.1 17.2 18.0
Frontier Governorates 22.2 20.9 20.6 20.9 19.0 21.0
Education
No education 18.8 17.8 17.6 17.8  18.0 17.9
Some primary 19.1 18.2 17.7 18.0 18.6 18.3
Primary complete/some 20.0 19.6 18.9 19.7  20.2 19.7

Secondary complete/higher 22.7 229 23.0 234 242 23.0
Wealth quintile

Lowest 19.0 18.0 17.3 169 17.4 17.8
Second 20.2 19.4 18.1 17.7  18.3 18.9
Middle 20.7 20.4 19.3 19.2  18.7 19.9
Fourth 21.7 21.7 21.3 204 204 21.3
Highest 23.9 23.0 23.0 228 229 23.1
Total 21.3 20.7 19.9 19.8  19.8 20.4

Note: Medians are not shown for women 15-19 and 20-24 because less than 50
percent have married by age 15 and age 20, respectively for most subgroups shown in
the table.

Table 8.4 also shows large differences in age at first marriage by educational level. The median
age at first marriage among women with a secondary education is 23 years, more than three years higher
than the median age among women who have completed the primary but not the secondary level (19.7
years) and about five years higher than among women who never attended school (17.9 years). The
magnitude of the educational differential in the age at marriage does not vary greatly across age cohorts,
which suggests that much of the upward trend in the age at marriage over the past severa decades in
Egypt has been due to increases in educational attainment among women.

The median age at first marriage also rises with the wealth quintile. The median age at first
marriage among women in the lowest wealth quintile is 17.8 years compared to 23.1 years among women
in the highest quintile.
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8.4  POSTPARTUM AMENORRHEA, ABSTINENCE, AND INSUSCEPTIBILITY

Among women who are not using contraception, exposure to the risk of pregnancy in the period
after a birth is influenced primarily by two factors: breastfeeding and sexual abstinence. Breastfeeding
prolongs postpartum protection from conception through its effect on the length of the period of
amenorrhea (the period prior to the return of menses) after a birth. More frequent breastfeeding for longer
durations as well as delays in the age at which supplementary foods are introduced are associated with
longer periods of postpartum amenorrhea. Delaying the resumption of sexual relations after a birth also
prolongs the period of postpartum protection. For the purposes of the following discussion, women are
considered insusceptible to pregnancy if they are not at risk of conception, either because they are
amenorrheic or abstaining after a birth.

The percentage of births occurring during the three years preceding the survey for which mothers
are postpartum amenorrheic, postpartum abstaining, and postpartum insusceptible is shown in Table 8.5,
according to the number of months since the birth. These distributions are based on current status
information, i.e., on the proportion of births occurring x months before the survey for which mothers were
still amenorrheic, abstaining, or insusceptible at the time of the survey. Thus, the results presented in the
table are based on cross-sectional data, representing the experience of mothers of al births at a single
point in time rather than showing the experience of a cohort of mothers over time. The data are grouped in
two-month intervals to minimize the fluctuations in the estimates. The median and mean estimates shown
at the bottom of Table 8.5 are calculated from the current status distributions presented in the table. The
prevalence/incidence mean, which is also shown in Table 8.5, is obtained by dividing the number of
mothers who are amenorrheic, abstaining, or insusceptible by the average number of births per month
over the 36-month period.

Table 8.5 Postpartum amenorrhea, abstinence, and insusceptibility

Percentage of births in the three years preceding the survey for which mothers are
postpartum amenorrheic, abstaining, and insusceptible, by number of months since birth, and
median and mean durations, Egypt 2005

Months since Percentage of births for which the mother is: Number of
birth Amenorrheic Abstaining Insusceptible births
<2 95.5 81.0 95.8 352
2-3 55.2 18.0 60.9 419
4-5 39.6 6.1 41.4 486
6-7 32.7 3.9 34.4 483
8-9 25.8 4.5 29.3 481
10-11 26.1 1.7 27.6 413
12-13 15.6 0.8 16.2 461
14-15 17.0 2.2 18.6 413
16-17 10.6 2.0 11.7 503
18-19 7.9 2.0 9.5 422
20-21 3.2 1.2 4.2 507
22-23 2.6 1.2 3.7 408
24-25 3.1 0.8 3.8 369
26-27 2.5 2.1 4.5 478
28-29 2.5 1.1 3.6 477
30-31 2.2 0.2 2.4 454
32-33 2.4 0.0 2.4 490
34-35 2.3 0.7 2.7 441
Total 18.3 6.2 19.7 8,057
Median 3.6 1.8 3.9 -
Mean 7.2 2.9 7.7
Prevalence/incidence mean 6.5 2.2 7.0
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Overall, the period of amenorrhea after birth is not long for the average Egyptian woman. As
Figure 8.1 shows, the percentage of babies whose mothers are amenorrheic declines from over 90 percent
in the two months immediately after a birth to 55 percent during the period two to three months after
birth. By the period 4 to 5 months after a birth, mothers of 40 percent of births are still amenorrheic, and
by 12 to 13 months after a birth, mothers have not resumed menstruation in the case of only 16 percent of
births. The median duration of postpartum amenorrhea is 3.6 months, and the mean duration is 7.2
months. The relatively short average duration of postpartum amenorrhea is related to breastfeeding
patterns, especially the early introduction of supplemental foods (see Chapter 13).

Figure 8.1 Percentage of Births Whose Mothers are
Amenorrheic, Abstaining, or Insusceptible
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As in other Islamic countries, many couples in Egypt observe the traditional practice of abstain-
ing from sexual relations for a period of 40 days after a birth. Reflecting this tradition, the percentage of
births for which the mother is still abstaining decreases rapidly, from 81 percent in the 2-month period
immediately after a birth to 18 percent at 2 to 3 months after a birth.

The combined effects of postpartum amenorrhea and postpartum abstinence are reflected in the
period of postpartum insusceptibility after a birth. Overall, about 60 percent of Egyptian women are
susceptible to the risk of pregnancy by 4 months after a birth. The median duration of the period of
postpartum insusceptibility is 3.9 months.

The median durations of postpartum amenorrhea, postpartum abstinence, and postpartum insus-
ceptibility according to selected background characteristics are presented in Table 8.6. In general, the
periods of insusceptibility to the risk of conception are longer for older women, rural women, women in
Upper Egypt, women with no education and women in the lowest wealth quintile than for women in other
groups. The median duration of postpartum insusceptibility is longest for women with no education
(5.7 months). Differentials in the durations of insusceptibility are owed primarily to differences in the
length of the periods of postpartum amenorrhea, since the average duration of postpartum abstinence does
not vary greatly among the population subgroups.
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Table 8.6 Median duration of postpartum amenorrhea, abstinence, and insusceptibility by
background characteristics
Median number of months of postpartum amenorrhea, postpartum abstinence, and
postpartum insusceptibility following births in the three years preceding the survey, by
background characteristics, Egypt 2005
Background Percentage of births for which the motheris:  Number of
characteristic Amenorrheic  Abstaining  Insusceptible births
Age
15-29 3.6 1.9 3.9 5,426
30-49 3.8 1.8 4.3 2,631
Urban-rural residence
Urban 3.4 1.9 3.8 2,927
Rural 3.8 1.8 4.1 5,130
Place of residence
Urban Governorates 3.4 1.8 3.5 1,132
Lower Egypt 2.9 1.9 3.1 3,184
Urban 2.5 2.0 2.7 743
Rural 3.0 1.8 3.2 2,441
Upper Egypt 4.6 1.8 5.3 3,642
Urban 4.4 2.0 5.1 990
Rural 4.8 1.7 5.5 2,652
Frontier Governorates (3.7) 2.1 (3.8) 99
Education
No education 5.2 1.7 5.7 2,446
Some primary 4.6 1.7 5.3 681
Primary complete/some
secondary 3.3 1.8 3.4 1,193
Secondary complete/higher 3.1 1.9 3.4 3,737
Wealth quintile
Lowest 5.0 1.5 5.3 1,650
Second 3.3 1.9 3.6 1,673
Middle 3.4 1.8 3.8 1,769
Fourth 3.1 2.0 3.4 1,633
Highest 3.8 2.0 4.0 1,331
Total 3.6 1.8 3.9 8,057
Note: Medians are based on current status and figures in parentheses are based on 25-49
unweighted cases.

8.5  TERMINATION OF EXPOSURE TO PREGNANCY

Another factor influencing the risk of pregnancy among
women is menopause among older women. Table 8.7 presents data
on the proportion menopausal among women age 30 and over who
are currently married, non-pregnant and non-amenorrheic. For the
purposes of the table, an EDHS respondent is considered menopausal
if she met one of the two following conditions: 1) she declared
herself menopausal at the time of the interview, or 2) she had not had
a period for six months or more before the survey and was neither
pregnant nor amenorrheic.

Based on this definition, Table 8.7 shows that few respond-
ents under age 40 are considered menopausal. However, the propor-
tion menopausal rises rapidly with age, from eight percent of women
age 40-41 to 44 percent of women in the oldest age group (48-49
years).

Table 8.7 Menopause

Percentage of women age 30-49 who are
menopausal, by age, Egypt 2005

Percentage  Number of
Age menopausal’  women
30-34 2.6 3,209
35-39 4.8 3,191
40-41 7.6 1,313
42-43 10.5 1,111
44-45 18.1 1,208
46-47 25.2 874
48-49 44.2 1,012
Total 11.2 11,917

"Includes women who are not pregnant
and not postpartum amenorrheic whose
last menstrual period occurred six or more
months preceding the survey and women
who declare themselves to be
menopausal
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FERTILITY PREFERENCES 9

Insight into the fertility desires in a population is important, both for estimating the potential
unmet need for family planning and for predicting future fertility. This chapter presents data from the
2005 EDHS on the fertility intentions of Egyptian women, the need for family planning services, and
desired family size. It also considers the potential effect on fertility if unwanted pregnancies were
prevented.

9.1 DESIRE FOR MORE CHILDREN

To obtain information on fertility preferences, non-sterilized currently married women were
asked the question: “Would you like to have (a/another) child or would you prefer not to have any (more)
children?’ For pregnant women, the question was prefaced by the wording, “After the child you are
expecting. . . .” Women who wanted more children were then asked how long they would like to wait
before the birth of their next child. Sterilized women were considered to want no more children for the
purposes of the fertility preference tabulations presented in this chapter.

Table 9.1 and Figure 9.1 show the reproductive intentions of currently married women in Egypt.
The mgjority of married women do not want any more children (63 percent) or are sterilized (1 percent).
Almost all of the remaining women (30 percent) want another child. Among those wanting another child,
the mgjority—17 percent of al currently married women—either want to wait two years or more to have
the next birth or are unsure of when they want another child. Less than half of the women who want
another child—13 percent of all currently married women—uwant a child soon (within two years).

Table 9.1 Fertility preferences by number of living children
Percent distribution of currently married women by desire for children, according to number of living children,
Egypt 2005

Number of living children’
Desire for children 0 1 2 3 4 5 6+ Total
Wants soon? 91.6 26.6 9.2 3.1 1.7 0.9 0.8 13.1
Wants later? 0.2 62.1 21.8 5.0 1.6 0.9 0.3 16.2
Wants, unsure timing 0.4 1.8 1.1 0.4 0.3 0.3 0.1 0.7
Undecided 0.6 2.0 5.6 2.5 1.3 0.9 0.6 2.5
Wants no more 0.9 5.6 60.5 85.7 89.4 88.3 89.7 63.3
Sterilized 0.0 0.0 0.3 1.2 2.5 3.1 3.2 1.3
Declared infecund 6.2 1.8 1.4 2.1 3.2 5.4 5.3 2.9
Missing 0.0 0.0 0.0 0.0 0.0 0.1 0.1 0.0
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of women 1,143 2,834 4,148 4,254 2,726 1,508 1,574 18,187
Note: Women who have been sterilized are considered to want no more children.
"Includes current pregnancy
2Wants next birth within 2 years
3 Wants to delay next birth for 2 or more years
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The desire for a child is strongly related to the number of living children the woman has. Thereis
very little interest in spacing the first birth. More than nine in ten women who had not yet begun
childbearing at the time of the survey want a birth soon. More than eight in ten women who have one
child also express a desire to have another; however, the majority (62 percent) of women who have one
child want to wait two years or more to have the next birth. Among women with more than one child, the
desire to cease childbearing rises rapidly with the number of children, from 61 percent among women
with two children to 90 percent among women with six or more children.

Figure 9.1 Desire for More Children among Currently
Married Women
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Table 9.2 shows the distribution of currently married women by the desire for children, according
to age. As expected, older women are much more likely to want no more children than younger women.
The proportion of women who want no more children or who are sterilized is only five percent in the
youngest age group, increases to 26 percent among those age 20-24, and peaks at 89 percent among
women age 40-44.

Table 9.2 Fertility preferences by age

Percent distribution of currently married women by desire for children, according to age, Egypt 2005

Desire for children 15-19 20-24 25-29 30-34 35-39 40-44 45-49 Total

Wants soon’ 33.6 23.6 17.6 10.9 8.1 5.4 3.5 13.1
Wants later? 57.9 45.6 23.1 8.0 1.9 0.3 0.1 16.2
Wants, unsure timing 1.4 1.2 0.9 1.0 0.6 0.2 0.0 0.7
Undecided 1.9 3.9 4.4 3.1 1.7 0.9 0.1 2.5
Wants no more 5.1 25.6 53.4 75.9 84.3 86.1 77.4 63.3
Sterilized 0.0 0.0 0.1 0.7 1.8 2.6 39 1.3
Declared infecund 0.0 0.1 0.4 0.4 1.5 4.5 14.9 2.9
Missing 0.0 0.0 0.0 0.0 0.1 0.0 0.1 0.0
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of women 792 2,898 3,653 3,077 3,010 2,525 2,233 18,187

Note: Women who have been sterilized are considered to want no more children.
T Wants next birth within 2 years
2Wants to delay next birth for 2 or more years
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The desire to space children is concentrated among younger women. Fifty-eight percent of
women age 15-19 and 46 percent of the women age 20-24 want to delay having a child for at least two
years, compared to eight percent of those age 30-34.

Table 9.3 shows the variation in the percentage of currently married women who wanted no more
children or who are sterilized with the number of living children (including any current pregnancy) for
various subgroups. The results indicate that urban women express a desire to limit family size at lower
parities than rural women. For example, 68 percent of urban women with two children want to stop
childbearing, compared to 54 percent of rural women with two children. The urban-rural differential in
the desire for children narrows among women with four or more children.

Table 9.3 Desire to limit childbearing by background characteristics

Percentage of currently married women who want no more children, by number of living children and
background characteristics, Egypt 2005

Background Number of living children’
characteristic 0 1 2 3 4 5 6+ Total
Urban-rural residence
Urban 1.5 8.0 68.0 88.8 92.8 92.1 93.9 65.8
Rural 0.5 3.9 53.9 85.3 91.4 91.2 92.6 63.6
Place of residence
Urban Governorates 0.8 11.1 73.8 90.5 94.4 91.8 92.4 67.4
Lower Egypt 0.7 5.3 63.5 93.0 94.6 92.1 95.0 66.9
Urban 0.0 6.9 66.1 91.8 92.0 91.9 92.4 65.5
Rural 0.9 4.7 62.4 93.5 95.4 92.1 95.5 67.4
Upper Egypt 1.3 3.5 48.6 75.6 88.3 91.0 92.2 60.8
Urban 4.1 4.8 60.2 83.5 92.1 93.2 95.0 64.1
Rural 0.2 2.8 41.3 70.3 86.5 90.4 91.6 59.2
Frontier Governorates 0.0 4.8 52.8 79.4 83.9 83.4 90.0 59.2
Education
No education 1.9 6.4 56.5 82.8 89.6 89.8 929 71.0
Some primary 0.0 7.2 62.8 90.1 95.0 94.1 93.4 76.6
Primary complete/some
secondary 0.0 7.0 57.7 85.2 95.0 91.4 92.8 61.7

Secondary complete/higher 0.8 4.9 63.0 89.0 928 944 90.9 57.0
Work status

Working for cash 1.4 8.9 67.1 91.1 94.0 95.0 94.2 71.6
Not working for cash 0.8 5.2 59.4 85.8 91.6  90.9 92.8 63.2
Wealth quintile
Lowest 0.9 4.9 53.1 80.5 88.5 93.2 92.4 66.8
Second 1.1 6.1 51.1 84.2 91.6 87.7 92.9 64.4
Middle 1.0 3.8 55.9 87.5 92.3 92.4 94.5 63.0
Fourth 0.9 4.8 64.6 89.1 93.8 95.0 94.6 63.9
Highest 0.6 8.5 70.6 89.7 93.9 88.4 86.4 64.9
Total 0.9 5.7 60.8 86.9 92.0 91.4 92.9 64.5

Note: Women who have been sterilized are considered to want no more children.
"Includes current pregnancy
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Looking at the differentials by place of residence, married women living in the Frontier
Governorates and rural Upper Egypt are generaly the least likely to want to limit childbearing. For
example, 60 percent or more of married women with two children in the Urban Governorates, in urban
areas in Upper and Lower Egypt, and in rural Lower Egypt want no more children (or are sterilized). In
contrast, 41 percent of married women with two children in rural Upper Egypt and 53 percent in the
Frontier Governorates want to limit childbearing.

Table 9.3 also shows that overall the proportion wanting no more children generally declines as
the woman’'s educational level increases. To some extent, this pattern reflects the interrelationships
between awoman’s age, education level and her fertility preferences; educational levels are higher among
younger women than older women and younger women are more likely to want another child than older
women. Interestingly, the relationship between the woman’s educational status and the desire for children
is not uniformly positive within parity groups.

Women who are working for cash are consistently dlightly more likely to want to limit
childbearing than other women, regardless of the number of children the woman has. On the other hand,
the desire to limit childbearing is not consistently related to wesalth.

9.2 NEED FOR FAMILY PLANNING

One of the major concerns of family planning programs is to define the size of the potentia
demand for contraception and to identify women who are the most in need of contraceptive services.
Table 9.4 presents estimates of unmet need and of met need for family planning services, and of the total
demand for family planning in Egypt as a whole and for various subgroups.

Women with an unmet need for family planning (shown in columns 1-3 of Table 9.4) include the
following:

() Currently married women who are in need of family planning for spacing purposes. This
group includes (a) pregnant women whose pregnancy is mistimed (i.e., wanted later); (b)
amenorrheic women whose last birth was mistimed; and (c) nonusers who are neither
pregnant nor amenorrheic and who either want to delay the next birth at least two or more
years, are unsure whether they want another child, or want another child but are unsure
when to have the birth.

() Currently married women who are in need of family planning for limiting purposes. This
group includes: (a) pregnant women whose preghancy is unwanted; (b) amenorrheic
women whose last child was unwanted; and (c) nonusers who are neither pregnant nor
amenorrheic and who want no more children.

Menopausal and infecund women are excluded from the unmet need category as are pregnant or
amenorrheic women who became pregnant while using a contraceptive method. These women are
considered to be in need of better contraception.

Women with amet need for family planning (shown in columns 4-6 of Table 9.4) include women
who are currently using contraception. The total demand for family planning (shown in columns 10-12 of
Table 9.4) represents the sum of unmet need and met need. The total demand also includes pregnant and
amenorrheic women who became pregnant while using a family planning method. The percentage of the
total demand that is satisfied is shown in the column 13 in Table 9.4.
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Table 9.4 Need for family planning by background characteristics
Percentage of currently married women with unmet need and met need for family planning, and the total demand for family planning, by background
characteristics, Egypt 2005
Met need Percent-
Unmet need' (currently using)? Contraceptive failure’ Total demand * age of  Number
Background For For For For For For For For demand of
characteristic spacing limiting Total spacing limiting Total spacing limiting Total spacing limiting Total  satisfied women
Age
15-19 8.2 0.8 9.0 24.2 2.1 26.3 1.1 0.0 1.1 33.5 2.9 36.5 75.3 792
20-24 8.0 2.6 10.6 30.5 14.3 44.7 1.0 0.1 1.0 39.5 17.0 56.4 81.1 2,898
25-29 6.5 5.1 11.6 20.6 36.8 57.4 1.0 0.7 1.6 28.1 42.5 70.6 83.6 3,653
30-34 2.7 8.5 11.3 9.4 59.6 69.0 0.6 0.8 1.3 12.7 68.9 81.6 86.2 3,077
35-39 0.8 10.0 10.8 3.5 69.8 73.3 0.2 0.5 0.6 4.5 80.2 84.7 87.3 3,010
40-44 0.3 9.1 9.4 1.0 69.1 70.1 0.1 0.4 0.5 1.4 78.5 79.9 88.3 2,525
45-49 0.0 7.1 7.1 0.1 47.8 47.8 0.0 0.1 0.1 0.1 54.9 55.0 87.1 2,233
Urban-rural residence
Urban 2.9 5.6 8.5 13.1 49.6 62.6 0.6 0.3 0.9 16.5 55.5 72.0 88.3 7,490
Rural 4.1 7.4 11.5 11.9 44.9 56.8 0.5 0.5 1.0 16.5 52.9 69.3 83.4 10,697
Place of residence
Urban Governorates 2.5 6.1 8.5 12.9 51.0 63.9 0.8 0.4 1.2 16.2 57.4 73.6 88.4 3,078
Lower Egypt 2.6 4.6 7.1 13.2 52.7 65.9 0.4 0.5 0.9 16.2 57.7 74.0 90.4 7,884
Urban 2.8 4.4 7.3 13.0 51.1 64.1 0.2 0.5 0.6 16.0 56.0 72.0 89.9 2,057
Rural 2.5 4.6 7.1 13.3 53.3 66.5 0.5 0.5 1.0 16.3 58.3 74.6 90.5 5,826
Upper Egypt 5.2 9.3 14.6 11.2 38.7 49.9 0.5 0.3 0.8 16.9 48.4 65.3 77.7 7,019
Urban 3.5 6.0 9.5 13.3 46.7 60.0 0.6 0.2 0.8 17.5 52.8 70.3 86.5 2,230
Rural 6.0 10.9 17.0 10.2 35.0 45.2 0.4 0.4 0.9 16.7 46.3 63.0 73.1 4,789
Frontier Governorates 2.2 6.8 9.1 12.3 38.4 50.7 0.9 0.5 1.4 15.4 45.7 61.1 85.2 206
Education
No education 3.3 9.6 12.9 7.2 47.6 54.8 0.3 0.5 0.8 10.8 57.7 68.5 81.1 6,116
Some primary 1.6 8.3 9.9 7.5 55.3 62.8 0.7 0.6 1.2 9.8 64.2 73.9 86.6 2,019
Primary complete/some
secondary 4.1 6.0 10.1 14.1 46.1 60.2 0.4 0.2 0.6 18.5 52.3 70.8 85.8 2,564
Secondary complete/
higher 4.1 4.1 8.2 17.3 44.2 61.5 0.8 0.4 1.2 22.3 48.7 70.9 88.4 7,488
Work status
Working for cash 1.9 5.7 7.7 9.5 56.5 66.0 0.4 0.3 0.7 11.8 62.6 74.3 89.7 2,920
Not working for cash 3.9 6.9 10.8 12.9 45.0 57.9 0.6 0.4 1.0 17.4 52.3 69.7 84.6 15,267
Wealth quintile
Lowest 5.1 9.0 14.2 9.1 44.3 53.4 0.5 0.4 0.8 14.7 53.7 68.3 79.3 3,266
Second 3.7 7.8 11.5 11.4 45.3 56.7 0.4 0.7 1.1 15.5 53.7 69.3 83.4 3,509
Middle 4.0 6.6 10.6 13.9 45.6 59.5 0.5 0.2 0.7 18.4 52.4 70.8 85.0 3,675
Fourth 3.2 5.1 8.4 13.8 48.7 62.5 0.6 0.4 1.0 17.6 54.3 71.9 88.4 3,897
Highest 2.1 5.3 7.5 13.2 49.7 62.9 0.7 0.4 1.0 16.0 55.4 71.4 89.6 3,840
Total 3.6 6.7 10.3 12.4 46.8 59.2 0.5 0.4 1.0 16.5 53.9 70.4 85.4 18,187
! Unmet need for spacing includes pregnant women whose pregnancy was mistimed, amenorrheic women whose last birth was mistimed, and women who
are neither pregnant nor amenorrheic and who are not using any method of family planning and say they want to wait 2 or more years for their next birth. Also
included in unmet need for spacing are women who are unsure whether they want another child or who want another child but are unsure when to have the
birth. Unmet need for limiting refers to pregnant women whose pregnancy was unwanted, amenorrheic women whose last child was unwanted, and women
who are neither pregnant nor amenorrheic and who are not using any method of family planning and who want no more children. Excluded from the unmet
need category are pregnant and amenorrheic women who became pregnant while using a method (these women are in need of a better method of
contraception). Also excluded are menopausal or infecund women.
? Using for spacing is defined as women who are using some method of family planning and say they want to have another child or are undecided whether to
have another. Using for limiting is defined as women who are using and who want no more children. Note that the specific methods used are not taken into
account here.
* Contraceptive failure includes pregnant or amenorrheic women who became pregnant while using a contraceptive method. These women are considered in
need for better contraception.
* Total demand includes pregnant or amenorrheic women who became pregnant while using a method (contraceptive failure) in addition to the unmet and
met need for family planning.
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According to Table 9.4, the total unmet need in Egypt is 10 percent; about a third of this need
represents a desire to space the next birth, and the remainder represents an interest in limiting births. The
total met need for family planning (i.e., the proportion of women currently using contraception) is 59
percent. Most users are limiters, with only about one in eight users reporting a desire to delay the next
birth for two or more years.

Overal, the total demand for family planning comprises 70 percent of married women in Egypt.
Eighty-five percent of that demand is satisfied. Looking at variationsin the proportion of the total demand
for family planning that is satisfied, the most striking finding in Table 9.4 is the fact that 80 percent or
more of the demand for services is satisfied in amost al subgroups. The level of satisfied demand is
highest among women living in rural Lower Egypt (91 percent) and lowest among women living in rural

Upper Egypt (73 percent).
Table 9.5 considers the reasons women | Table 9.5 Reason for not intending to use contraception
who want to delay or avoid another method give | percentage of currently married women who are not using a
in response to the question of why they are not contraceptive method and who want to delay or avoid having a birth
. . . by the reasons they are not using a method, according to the fertility
using contraception. Almost two-thirds of these | ijention, Egypt 2005
women gave fertility-related reasons in response Wanks  Does ot
to this question; 35 percent mentioned that they | " later want 1ol
were not exposed to pregnancy because they | Fertility-related 66.6 65.7 65.9
Not having sex 1.9 4.4 3.9
were menopausal Or_ had had a hyStereCtomy’ Infrequent sex/no sex 233 21.5 21.9
had difficulty becoming pregnant. or were still Menopausal/had hysterectomy 0.1 17.1 13.9
amenorrheic following their last birth. Around | Subfecund/infecund 3.8 1.7 10.2
. . . Postpartum/amenorrheic 26.2 7.5 11.0
one in four said they were not having sexua | greasteeding 13 35 50
intercoqrse or had sex infrequently. Health con- | opposition to use 18 6.8 78
cerns, side effects, and lack of knowledge were | Respondent opposed 1.7 2.0 2.0
each cited by between 10 and 15 percent of the | g Perier opposed o o8
women. Religious prohibition 0.2 0.7 0.6
Lack of knowledge 6.4 1.7 10.7
9.3  IDEAL NUMBER OF CHILDREN Knows no source 6.4 n.z 10.7
Method-related 20.2 28.9 27.1
. . L Health concerns 6.4 11.7 10.7
) .The_dlscusson of fertlllty preferences Fear of side effects 12.9 14.6 14.2
earlier in this chapter focused on the respond- Ead( of access/goo far 0.4 0.2 0.2
) ; ) osts too muc 0.2 0.2 0.2
ent’s wishes for the future. A woman's prefer- | -0 Lenio use 03 Yy 0s
ences obvioudly are influenced by the number of | interfere with body's normal
children she already has. The 2005 EDHS at- | Processes 0.0 1.6 1.3
tempted to obtain a measure of fertility prefer- c?:g]tZIristic (7)2 ;g ;S
encesthat is less dependent on the woman's cur- | waiting for period to return 6.4 3.6 4.1
rent family size by asking about the respondent’s | Other 0.7 0.6 0.6
ideal number of children. The question about
. . . . Number of women 556 2,408 2,964
ideal family size required a woman to perform

the difficult task of considering the number of

children she would choose to have in her whole life regardless of the number (if any) that she had already
borne. Eight percent of women gave a nonnumeric response to the question about ideal family size,
reflecting the difficulty that these respondents had with the abstract nature of the question.

Table 9.6 shows the distribution of ever-married women by their ideal number of children,
according to number of living children. In considering the resultsin Table 9.6, it isimportant to remember
that for several reasons, the ideal number of children tends to be fairly closely associated with the actual
number of children a woman has. First, women who want a large family tend to have more children than
other women. Second, women may rationalize their ideal family size so that as the actual number of
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children increases, their preferred family size also increases. Furthermore, women with a larger family—
being on average older than women with small families—may prefer alarger ideal family size because of
attitudes that they acquired 20 to 30 years ago.

Overal, Table 9.6 shows that ever-married women who expressed a numeric preference wanted
an average of 2.9 children. Forty percent of ever-married women who expressed a numeric preference
want atwo-child family, while 27 percent consider a three-child family ideal. Relatively few want five or
more children. As expected, higher parity women show a preference for more children; the mean idea
number of children ranges from 2.5 children among women with one child to 4.0 children among women
with six or more children.

Table 9.6 Ideal number of children

Percent distribution of ever-married women by ideal number of children, and mean ideal number of children for ever-
married women and for currently married women, according to number of living children, Egypt 2005

Number of living children’

Desire for children 0 1 2 3 4 5 6+ Total
0 1.1 0.2 0.4 0.2 0.3 0.5 0.7 0.4
1 9.5 3.3 2.2 1.9 1.2 0.7 0.3 2.3
2 52.4 58.2 56.2 32.6 28.7 21.8 16.7 40.4
3 16.7 25.2 24.8 42.9 21.3 24.6 17.0 27.3
4 8.7 6.9 9.0 12.4 32.0 24.3 30.0 16.0
5 2.3 0.9 1.3 1.8 2.7 10.2 8.0 2.9
6+ 2.4 1.1 1.2 1.6 3.1 39 11.9 2.8
Non-numeric responses 6.9 4.1 4.9 6.7 10.8 14.0 15.3 7.9
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of women 1,297 3,073 4,406 4,488 2,867 1,639 1,704 19,474
Mean ideal number children
Ever-married women 2.5 2.5 2.5 29 3.2 3.5 4.0 2.9
Number of women 1,208 2,946 4,191 4,187 2,557 1,409 1,442 17,940
Currently married women 2.5 2.5 2.5 2.9 3.2 3.4 3.9 2.9
Number 1,072 2,738 3,949 3,978 2,432 1,292 1,337 16,798

Note: The mean excludes women giving non-numeric answers.
"Includes current pregnancy

The results in Table 9.6 also clearly show that many women in Egypt have had more children
than they would now prefer. For example, more than half of the women with four children say that they
would prefer to have three or fewer children. More than 70 percent of the women with five children
consider asmaller family ideal.

Table 9.7 presents the mean ideal number of children for ever-married women among various
subgroups. On average, women who live in the Urban Governorates, in Lower Egypt (either in urban or
rural areas) and in urban Upper Egypt, women have completed at least a primary education, and women
in the middle through highest wesalth quintiles want fewer than three children. The mean ideal family size
is highest (3.3 children) in the Frontier Governorates and in rural Upper Egypt.

Fertility Preferences

| 105



106 |

Table 9.7 Mean ideal number of children by background characteristics

Mean ideal number of children for ever-married women, by age and background characteristics,

Egypt 2005
Background
characteristic 15-19  20-24 25-29 30-34 35-39 40-44 45-49 Total
Urban-rural residence
Urban 2.6 2.4 2.6 2.7 2.7 2.9 3.0 2.7
Rural 2.6 2.6 2.8 2.9 3.1 3.4 3.6 3.0
Place of residence
Urban Governorates 2.6 2.4 2.5 2.6 2.6 2.7 2.8 2.6
Lower Egypt 2.4 2.4 2.5 2.7 2.8 3.1 3.2 2.7
Urban 2.3 2.4 2.5 2.7 2.8 3.0 3.0 2.7
Rural 2.4 2.4 2.5 2.7 2.8 3.1 3.3 2.7
Upper Egypt 2.8 2.8 2.9 3.1 3.3 3.6 3.9 3.2
Urban 2.7 2.5 2.7 2.9 2.9 3.1 3.4 2.9
Rural 2.8 2.9 3.0 3.2 3.5 3.8 4.1 3.3
Frontier Governorates 2.8 3.3 3.3 3.3 3.4 3.4 3.6 3.3
Education
No education 2.6 2.8 2.9 3.1 3.2 3.4 3.6 3.2
Some primary 2.8 2.5 2.7 2.9 3.0 3.1 3.5 3.0
Primary complete/some
secondary 2.8 2.6 2.7 2.8 2.9 3.1 3.3 2.8

Secondary complete/higher 2.4 2.5 2.6 2.7 2.7 2.8 2.8 2.6
Work status

Working for cash 2.3 2.4 2.6 2.7 2.7 3.0 2.9 2.8
Not working for cash 2.6 2.6 2.7 2.8 3.0 3.2 3.5 29
Wealth quintile
Lowest 2.6 2.8 2.9 3.1 3.3 3.7 3.9 3.2
Second 2.8 2.6 2.8 3.0 3.2 3.3 3.6 3.0
Middle 2.5 2.6 2.7 2.8 3.0 3.2 3.5 2.9
Fourth 2.5 2.5 2.7 2.8 2.8 3.0 3.2 2.8
Highest 2.9 2.4 2.5 2.7 2.7 2.9 2.9 2.7
Total 2.6 2.6 2.7 2.8 3.0 3.1 3.3 2.9

Theresultsin Table 9.8 indicate that 64 percent of currently married women believe that they and
their husband agree about the number of children they want. Among the remaining women, the majority
believe that their husband would like to have more children than they themselves want. Women whose
ideal family size is between two and four children are more likely to say that their husband shares the
same family size goal than women who want less than two children or more than five children.

Table 9.8 Husband'’s fertility preference by wife’s ideal number of children
Percent distribution of currently married women by husband'’s fertility preference, according to the woman’s ideal number
of children, Egypt 2005

Non-
Husband's fertility Woman'’s ideal umber of children’ numeric
preference 0 1 2 3 4 5 6+ responses Total
Wants same 10.7 48.1 69.5 70.6 62.9 50.1 40.1 37.0 64.3
Wants more 38.7 39.2 229 18.2 23.1 25.8 34.6 16.5 22.0
Wants fewer 6.7 1.0 2.5 4.4 5.9 7.9 13.8 3.0 4.1
Sterilized 0.8 1.4 0.9 1.3 1.3 1.6 2.1 2.5 1.3
Don’t know 43.1 10.4 4.1 5.6 6.8 14.6 9.4 40.9 8.5
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of women 51 401 7,360 5,055 2,910 531 489 1,390 18,187
"Includes current pregnancy
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9.4 UNPLANNED AND UNWANTED FERTILITY

Several indicators of the level of unwanted fertility can be derived from the 2005 EDHS data.
First, responses to a question about the planning status of prior births, i.e., whether a birth was planned
(wanted then), unplanned (wanted later), or not wanted at all, provide some indication of the extent of
unwanted childbearing. In interpreting these data, however, it is important to remember that women may
rationalize mistimed or unwanted pregnancies, declaring them as wanted after the children are born.

Table 9.9 shows the percent distribution of births in the five years preceding the 2005 EDHS by
planning status of the birth. Overall, 19 percent of births in the five-year period were not wanted at the
time of conception, with seven percent wanted but at a later time and 12 percent not wanted at al. The
proportion of births that were not wanted at the time of conception increases directly with birth order.
Somewhat more than two-fifths of all fourth and higher order births were unplanned, compared to only
about 15 percent of second order births. The planning status of births is also affected by the age of the
mother. In general, the older the mother, the larger the percentage of children that are unwanted at
conception; for example, more than half of the births to women age 40-44 are unwanted.

Table 9.9 Fertility planning status
Percent distribution of births in the five years preceding the survey (including current
pregnancies), by fertility planning status, according to birth order and mother's age at birth,
Egypt 2005
Birth order and Planning status of birth
mother's age Wanted ~ Wanted Wanted no Number of
at birth then later more Missing Total births
Birth order
1 97.6 1.5 0.1 0.9 100.0 4,731
2 83.7 14.2 1.1 0.9 100.0 4,057
3 78.2 8.9 11.8 1.1 100.0 2,915
4+ 55.1 5.8 38.3 0.7 100.0 3,693
Age at birth
<20 93.2 4.8 0.5 1.4 100.0 1,750
20-24 87.7 8.8 2.7 0.8 100.0 5,447
25-29 80.8 8.7 9.4 1.0 100.0 4,331
30-34 68.5 5.7 25.3 0.5 100.0 2,420
35-39 55.7 2.8 40.9 0.6 100.0 1,125
40-44 43.3 2.5 52.6 1.6 100.0 303
45-49 * * * * 100.0 19
Total 80.1 7.3 1.7 0.9 100.0 15,394
Note: An asterisk indicates a figure is based on fewer than 25 cases and has been suppressed.

A second approach to measuring unwanted fertility is to calculate what the fertility rate would be
if all unwanted births were avoided. This wanted fertility rate is calculated in the same manner as the total
fertility rate, but unwanted births are excluded from the numerator. For this purpose, unwanted births are
defined as those that exceed the number considered ideal by the respondent. Women who did not report a
numeric ideal family size are assumed to have wanted all their births. To the extent that women are
unwilling to report an ideal family size that is lower than their actual family size, the wanted fertility rate
may be overestimated.
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Table 9.10 presents total wanted fertility rates and total fertility rates for the three-year period
before the survey for various subgroups. Overall, the wanted fertility rate is 2.3 births per woman. Thus, if
unwanted births could be eliminated, the total fertility rate in Egypt would decline by around 25 percent.
The gap between the wanted and actua fertility rates is greatest among rural women (especially those
living in Upper Egypt), women in the Frontier Governorates, women who never attended school or have
less than a primary education, and women in the lowest wealth quintile.

Table 9.10 Wanted fertility rates by background characteristics
Total wanted fertility rates and total fertility rates for the three
years preceding the survey, by background characteristics, Egypt
2005
Total
Background Total wanted fertility
characteristic fertility rates rate
Urban-rural residence
Urban 2.1 2.7
Rural 2.5 3.4
Place of residence
Urban Covernorates 1.9 2.5
Lower Egypt 2.3 29
Urban 2.1 2.7
Rural 2.3 3.0
Upper Egypt 2.5 3.7
Urban 2.4 3.1
Rural 2.6 3.9
Frontier Governorates 2.3 3.3
Education
No education 2.6 3.8
Some primary 2.4 3.4
Primary complete/some
secondary 2.0 2.9
Secondary complete/higher 2.4 3.0
Wealth quintile
Lowest 2.4 3.6
Second 2.3 3.3
Middle 2.4 3.3
Fourth 2.3 3.0
Highest 2.1 2.6
Total 2.3 3.1
Note: Rates are calculated based on births to women age 15-49
in the period 1-36 months preceding the survey. The total fer-
tility rates are the same as those presented in Table 4.2.
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INFANT AND CHILD MORTALITY 1 O

This chapter deals with information on the levels and trends in mortality among children under
five years of age in Egypt. The chapter also looks at the variation in mortality levels according to
demographic and socioeconomic characteristics that have been shown to influence infant and childhood
mortality (e.g., residence, young maternal age at birth, and short birth intervals). The mortality levels
from the 2005 EDHS are central to the assessment of the current demographic situation in Egypt.
Mortality levels are also one of the main indicators of the standard of living or development of a
population. Thus, identifying segments of the child population that are at greater risk of dying contributes
to efforts to improve child survival and lower the exposure of young children to risk.

10.1  ASSESSMENT OF DATA QUALITY

The 2005 EDHS mortality estimates are calculated from information that was collected in the
birth history section of the woman’'s questionnaire. The birth history section includes a set of initial
guestions about the number of sons and daughters living with the mother, the number who live elsewhere,
and the number who have died. These questions are followed by a retrospective birth history in which a
listing of al of the respondent’ s births is obtained, starting with the first birth. For each birth, information
is collected on the sex, month and year of birth, survivorship status, and current age, or age at death, of
each of the respondent’ slive births. Thisinformation is used to directly estimate the mortality rates.

In this chapter, the following rates are used to assess and measure infant and child mortality:

Neonatal mortality: the probability of dying within the first month of life;
Postneonatal mortality: the difference between infant and neonatal mortality;
Infant mortality: the probability of dying during the first year of life;

Child mortality: the probability of dying between the first and fifth birthday;
Under -five mortality: the probability of dying before the fifth birthday.

The reliability of mortality estimates derived from birth history data is affected by a number of
factors. These factors include the completeness with which deaths of children are reported, and the extent
to which birth dates and ages at death are accurately reported. Omissions of either births or deaths are a
more serious problem since they affect the level of the mortality estimates. Errors in reporting of birth
dates may cause a distortion of trends over time, while errors in reporting of age at death can distort the
age pattern of mortality.

Omissions can be detected by examining the proportion of neonatal deaths that occur during the
first week of life and the proportion of infant deaths that take place during the first month of life. If there
is substantial underreporting of deaths, the result would be an abnormally low ratio of deaths under seven
days to all neonatal deaths. Since underreporting of deaths is likely to be more common for births that
occurred a long time before the survey, it is important to explore whether these ratios change markedly
over time.

Inspection of the ratio of deaths in the first six days of life to all neonatal deaths (shown in
Appendix Table D.5) shows that the proportion of neonatal deaths that took place in the first week of life
ranges from 68 percent for deaths during the period 0-4 years before the survey to 54 percent for deaths
during the period 10-14 years before the survey. There is less variation over time in the proportion of
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neonatal to all infant deaths (shown in Appendix Table D.6), which ranges from 63 percent in the period
0-4 years before the survey to 49 percent during the period 15-19 years before the survey. These ratios are
within acceptable limits for the levels of mortality observed during these time periods.

Errors in the reporting of birth dates also affect the accuracy of period mortality estimates. An
examination of the distribution of dead children according to their birth date indicates that there is an
excess of deaths in calendar year 1999 (shown in Appendix Table D.4). The transference occurred in the
case of both living and dead children. A similar pattern is evident in the data from Demographic and
Health Surveys in other countries as well as Egypt; it is thought to result, at least partially, from
interviewer transference of births out of the period for which health data were collected (January 2000
through the date of the survey) in order to reduce the workload. The effect of the transference is a slight
underestimate of mortality in the period 0-4 years prior to the survey and an overestimate of mortality in
the period 5-9 years prior to the survey. Results from a simulation study conducted with a number of DHS
countries suggests the error introduced in the mortality estimatesis typically less than five percent (Macro
International Inc., 1993).

Another problem common to the collection of birth history data is heaping of age at death,
especially at age 12 months. Errors in the reporting of the age at death will bias estimates of the age
pattern of mortality if the errors result in transference of deaths between the age segments for which the
rates are calculated. For example, an overestimate of child mortality relative to infant mortality may result
if children who died during the first year of life are reported to have died at age one year (12 months) or
older. In an effort to avoid this problem, EDHS interviewers were instructed to record the age at death in
months for deaths under age two years. In addition, they were asked to probe whenever the mother
reported an age at death of “1 year” or “12 months.” Despite these procedures, the data on age at death
from the 2005 EDHS exhibits considerable heaping at age 12 months (shown in Appendix Table D.6).
However, the heaping is much less evident for deaths occurring in the period 0-4 years before the survey
than for deaths taking place further in the past. Moreover, the effect of heaping on the 2005 EDHS
mortality estimatesis not large.

10.2 LEVELS AND TRENDS IN EARLY CHILDHOOD MORTALITY

Neonatal, postneonatal, infant, child, and under-five mortality rates are shown in Table 10.1 for a
fifteen-year period preceding the 2005 EDHS. These results describe the current level of mortality in
Egypt and allow an assessment of recent trends in mortality among young children.

Levels

Under-five mortality for the period 0-4 years before the survey was 41 deaths per 1,000 births. At
this level, about one in twenty-four Egyptian children will die before the fifth birthday. The infant
mortality rate was 33 deaths per 1,000 births, and the neonatal mortality rate was 20 deaths per 1,000
births. This indicates that around 80 percent of early childhood deaths in Egypt are taking place before a
child’ sfirst birthday, with nearly half occurring during the first month of life.

Trends Based on Retrospective Data

The mortality estimates shown in Table 10.1 may be used to examine the trends in early
childhood mortality in Egypt over the past 15 years. The results suggest that early childhood mortality
levels have declined steadily over the period. Infant mortality decreased by around 45 percent, from a
level of 60 deaths per 1,000 births during the period 10-14 years before the survey (circa 1991-1995) to a
level of 33 deaths per 1,000 in the five-year period preceding the EDHS (circa 2001-2005). Under-five
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mortality declined from 81 deaths per 1,000 births during the period 10-14 years before the survey to 41
deaths in the five-year period before the survey.

Table 10.1 Early childhood mortality rates

Neonatal, postneonatal, infant, child, and under-five mortality rates for five-year
periods preceding the survey, Egypt 2005

Years Neonatal  Postneonatal Infant Child Under-five
preceding mortality mortality mortality ~ mortality ~ mortality
the survey (NN) (PNN)' (G90) (90 (590)
0-4 19.7 13.5 33.2 8.1 41.0
5-9 26.0 21.8 47.8 12.2 59.4
10-14 32.2 28.1 60.3 22.1 81.0

" Computed as the difference between the infant and neonatal mortality rates

Trends Based on Data from Multiple Surveys

Another approach to looking at trends in mortality levels involves the comparison of estimates
from surveys conducted at different points in time. Table 10.2 and Figure 10.1 present the trend in early
childhood mortality rates for successive five-year periods before the four rounds of the Egypt DHS
surveys and the 1980 Egypt Fertility Survey. Together the estimates span the forty-year period between
the 1980 EFS and the 2005 EDHS.

Table 10.2 Trends in early childhood mortality
Trends in neonatal, infant, and under-five mortality from various selected surveys, Egypt 1965-2005
Preference Approximate Neonatal Infant Under-five
period midpoint Survey mortality mortality mortality
2001-2005 2003 2005 EDHS 20 33 41
1996-2000 1998 2005 EDHS 26 48 59
1996-2000 1998 EDHS-00 24 44 54
1991-1995 1993 2005 EDHS 32 60 81
1991-1995 1993 EDHS-00 34 66 84
1991-1995 1993 EDHS-95 30 63 81
1988-1992 1990 EDHS-92 33 62 85
1986-1990 1988 EDHS-00 37 74 103
1986-1990 1988 EDHS-95 44 82 110
1984-1988 1986 EDHS-88 39 73 102
1983-1987 1985 EDHS-92 51 97 130
1981-1985 1983 EDHS-95 45 97 139
1979-1983 1981 EDHS-88 58 120 167
1978-1982 1980 EDHS-92 48 108 157
1975-1979 1977 EFS-80 59 132 191
1974-1978 1976 EDHS-88 53 124 203
1970-1974 1972 EFS-80 67 146 238
1965-1969 1967 EFS-80 63 141 243
Source: EFS-80: Abdel-Azeem et al., 1993, Table 10.4

EDHS-88: Sayed et al., 1989, Table 8.3 and 8.4

EDHS-92: El-Zanaty et al., 1993, Table 10.1

EDHS-95: El-Zanaty et al., 1995, Table 9.1

EDHS-00: El-Zanaty and Way., 2001, Table 10.1
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Figure 10.1 Trends in Under-five Mortality, Egypt 1967-2003
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In examining the estimates, it is important to remember that the reporting of mortality events is
generally better for the five-year period immediately before a survey since mothers are more likely to
forget or fail to mention deaths further back in time. Thus, the estimate for the five-year period
immediately prior to each of the surveys shown in Table 10.2 is likely to be the most accurate. Sampling
error also must be taken into account in interpreting the trends in the table. Sampling errors are typically
fairly large for mortality rates. For these reasons, the differences between mortality estimates for roughly
the same time periods from the various surveys in Table 10.2 should be interpreted with caution, par-
ticularly where they are small.

The estimates presented in Table 10.2 confirm that early childhood mortality has fallen
significantly in Egypt during the past three decades. An Egyptian child was aimost six times as likely to
die before the fifth birthday in the mid-1960s as in the late 1990s (Figure 10.1). The trends in Table 10.2
also document the changing age pattern of deaths among young children. As the overall rates decreased,
mortality is increasingly concentrated in the earliest months of life. In the mid-1960s, around 40 percent
of deaths occurred after the child’s first birthday; by the time of the 2005 EDHS, only 20 percent of all
deaths under age five took place after the first 12 months of life.

10.3 DIFFERENTIALS IN MORTALITY

Selected demographic and socio-economic differentialsin early childhood mortality are presented
in Tables 10.3 and 10.4, respectively. For most variables, the mortality estimates are calculated for a ten-
year period before the survey so that the rates are based on a sufficient number of cases in each category
to ensure statistical significance. However, because the information on birth-size was collected only for
births occurring between January 2000 and the date of the survey interview, the mortality rates for this
variable relate to only the five-year period before the EDHS.
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Socioeconomic Differentials

Table 10.3 shows that urban-rural differences in early childhood mortality favor urban children,
i.e., urban children have alower probability of dying at any stage of early childhood than rural children.
For example, under-five mortality in urban areas is 39 per 1,000 births, 30 percent lower than under-five
mortality in rural areas (56 per 1,000). Considering place of residence, the lowest mortality rates are
found in the Urban Governorates and urban Lower Egypt, while the highest rates are found in rural Upper
Egypt (see Figure 10.2). Under-five mortality in rural Upper Egypt is 72 deaths per 1,000 births, around
80 percent higher than under-five mortality in rural Lower Egypt (40 deaths per 1,000 births). Although
mortality in rural Upper Egypt is higher at all ages than mortality in rural Lower Egypt, the large
differential in postneonatal mortality is particularly noteworthy. The postneonatal mortality rate in rural
Upper Egypt is 31 deaths per 1,000 births, amost three times the rate in rural Lower Egypt (11 deaths per
1,000 hirths). The child mortality rate in rural Upper Egypt (16 per 1,000) is more than twice as high as
theratein rural Lower Egypt (6 per 1,000).

Table 10.3 Early childhood mortality rates by socioeconomic characteristics
Neonatal, postneonatal, infant, child, and under-five mortality rates for the 10-year period preceding the
survey, by socioeconomic characteristics, Egypt 2005
Neonatal Postneonatal Child Under-five
Socioeconomic mortality mortality Infant mortality mortality
characteristic (NN) (PNN)! mortality (;qo) (4,q7) (590)
Urban-rural residence
Urban 21.4 10.3 31.7 7.6 39.1
Rural 23.5 21.7 45.2 11.4 56.1
Place of residence
Urban Governorates 16.5 9.6 26.0 8.2 34.0
Lower Egypt 22.6 10.1 32.7 5.8 38.4
Urban 24.1 5.8 30.0 4.6 34.5
Rural 221 11.4 33.6 6.2 39.6
Upper Egypt 24.8 26.7 51.6 14.4 65.2
Urban 24.7 14.6 39.3 9.5 48.4
Rural 24.9 31.3 56.2 16.3 71.5
Frontier Governorates 24.5 8.7 33.3 9.1 421
Education
No education 24.2 27.9 52.1 16.5 67.7
Some primary 30.8 24.8 55.6 12.7 67.5
Primary complete/some
secondary 23.0 14.2 37.1 5.9 42.8
Secondary complete/higher 19.5 7.3 26.8 4.0 30.7
Wealth quintile
Lowest 27.8 31.4 59.2 16.4 74.6
Second 23.4 19.7 43.0 12.6 55.1
Middle 22.5 16.3 38.8 8.3 46.8
Fourth 209 11.7 32.7 8.7 41.1
Highest 18.0 5.0 23.0 2.1 25.1
" Computed as the difference between the infant and neonatal mortality rates

Mortality levels among urban children are also higher in Upper Egypt than in either Lower Egypt
or the Urban Governorates, primarily because of higher infant mortality. The urban infant mortality rateis
39 deaths per 1,000 births in Upper Egypt compared to 30 deaths per 1,000 in Lower Egypt and 26 deaths
per 1,000 in the Urban Governorates. Mortality levels among children age 1-4 years range from alow of 5
per 1,000 in urban Lower Egypt to 10 per 1,000 in urban Upper Egypt.

Infant and Child Mortality | 113



Figure 10.2 Under-Five Mortality by Place of Residence
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Overdl, mortdlity is generally inversely related to mother's education, with children born to
women who never attended school being more than twice as likely to die by the fifth birthday as children
born to mothers with a secondary or higher education. Births to mothers in the highest wealth quintile are
nearly three times as likely to survive to their fifth birthday as children born to mothers in the lowest
quintile.

Demographic Differentials

Table 10.4 shows the relationship between early childhood mortality and selected demographic
variables including the sex of the child, mother's age at birth, birth order, length of the previous birth
intervals, and mother's perception concerning the size of the child at birth. As expected, neonata
mortality is higher among boys than girls (27 deaths per 1,000 and 19 deaths per 1,000, respectively). Sex
differentials in postneonatal and child mortality rates are quite small.

The effect of young maternal age at birth on mortality is evident in Table 10.4. Children born to
mothers who were under age 20 at the time of the birth are significantly more likely to die at all ages than
children born to older mothers. Mortality levels are lowest for births to mothers age 20-29. Considering
birth order, seventh order and higher births have the highest mortality. For example, the infant mortality
rate for births of order seven or higher is 74 compared to 52 deaths per 1000 or lower among other births.

The length of the previous birth interval is also associated with mortality levels. Overall, the
under-five mortality rate among children born less than two years after a previous birth is 92 deaths per
1,000 births, almost three times the level among children born four or more years after a previous birth.
Coupled with the finding in Chapter 4 that about one quarter of all non-first births occur within 24 months
of the previous birth, these results indicate the importance of continuing efforts to promote the use of
family planning for birth spacing.
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Table 10.4 Early childhood mortality rates by demographic characteristics
Neonatal, postneonatal, infant, child, and under-five mortality rates for the 10-year period preceding the
survey, by demographic characteristics, Egypt 2005
, NeonaFaI Postneonatal Under-five
Demographic mortality mortality Infant Child mortality ~ mortality
characteristic (NN) (PNN)' mortality (,q) (.91 (590)
Child's sex
Male 26.5 16.8 43.3 9.6 52.5
Female 18.9 18.2 37.1 10.4 471
Mother's age at birth
<20 27.7 22.9 50.5 12.4 62.4
20-29 20.4 16.2 36.6 8.6 44.9
30-39 26.2 18.0 44.2 12.4 56.1
40-49 23.7 19.8 43.5 5.0 48.2
Birth order
1 22.0 12.5 34.5 6.2 40.5
2-3 19.5 14.2 33.7 8.7 42.1
4-6 26.6 25.1 51.7 14.4 65.3
7+ 37.0 36.7 73.7 18.9 91.3
Previous birth interval
<2 years 35.1 40.8 75.9 16.9 91.6
2 years 18.2 15.8 34.0 10.9 44.5
3 years 21.0 11.8 32.8 8.5 41.0
4+ years 16.6 9.3 259 8.9 34.6
Birth size’
Small/very small 54.6 26.4 81.0
Average or larger 13.4 10.7 24.2
" Computed as the difference between the infant and neonatal mortality rates
? Rates for the five-year period before the survey

Research has shown that a child's size at birth is an important predictor of the risk of dying during
early infancy. For all births in the five-year period before the 2005 EDHS, mothers were asked if the child
was small or very small, average or large. Table 10.4 shows that the children who were considered by
their mothers to be small or very small at birth were at greater risk of dying than children who were
described as average or larger. For example, infant mortality for children who were considered by their
mothers to be small or very small is 81 deaths per 1,000 compared to 24 deaths per 1,000 for children
regarded as average or larger.

10.4 PERINATAL MORTALITY

Perinatal deaths include deaths to live births within the first seven days of life (early neonatal
deaths) and pregnancy losses occurring after seven months of gestation (stillbirths). In the 2005 EDHS,
information on stillbirths was obtained for the five years preceding the survey and recorded in the
calendar. The distinction between a stillbirth and an early neonatal death is often a fine one, depending on
observing and then recalling sometimes-faint signs of life following delivery. The causes of stillbirths and
early neonatal deaths are closely linked, thus, it is important to consider both in order to understand the
true level of mortality around delivery.

Table 10.5 presents the number of still births and early neonatal deaths and the perinatal mortality
rate for the five-year period prior to the 2005 EDHS by selected background characteristics. Overall, the
perinatal mortality rateis 23 per 1,000 pregnancies.
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Table 10.5 Perinatal mortality by background characteristics

Number of stillbirths and early neonatal deaths, and the perinatal mortality rate for the five-year
period preceding the survey, by background characteristics, Egypt 2005

Number of Number of
early pregnancies
Background Number of neonatal Perinatal of 7+ months
characteristic stillbirths' deaths? mortality rate? duration
Mother's age at birth
<20 15 19 22.0 1,536
20-29 64 110 20.1 8,689
30-39 42 51 29.0 3,206
40-49 8 6 46.9 298
Previous pregnancy interval
in months
First pregnancy 34 44 20.5 3,829
<15 17 30 39.6 1,191
15-26 29 27 211 2,621
27-38 17 39 22.2 2,539
39+ 32 45 21.9 3,549
Urban-rural residence
Urban 32 78 22.0 4,980
Rural 97 108 23.5 8,749
Place of residence
Urban Governorates 10 27 19.6 1,889
Lower Egypt 44 72 213 5,443
Urban 5 23 22.0 1,303
Rural 38 49 21.1 4,140
Upper Egypt 75 83 25.3 6,228
Urban 16 25 24.3 1,685
Rural 59 58 25.7 4,543
Frontier Governorates 1 4 25.3 169
Mother’s education
No education 50 56 24.6 4,331
Some primary 11 31 34.5 1,230
Primary complete/some
secondary 15 28 21.0 2,055
Secondary complete/higher 52 71 20.1 6,113
Wealth quintile
Lowest 31 47 27.6 2,849
Second 25 30 19.2 2,854
Middle 38 38 25.2 2,977
Fourth 28 50 27.7 2,813
Highest 7 22 12.9 2,236
Total 129 186 22.9 13,729

! Stillbirths are fetal deaths in pregnancies lasting seven or more months.

2 Early neonatal deaths are deaths at age 0-6 days among live-born children.

* The sum of the number of stillbirths and early neonatal deaths divided by the number of
pregnancies of seven or more months' duration.
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10.5 HIGH-RISK FERTILITY BEHAVIOR

Research has indicated there is a strong relationship between maternal fertility patterns and
children's survival risks. Typicaly, the risk of early childhood death increases among children born to
mothers who are too young or too old, children born after a too short birth interval, and children that are
high birth order. For the purpose of this analysis, a mother is classified as “too young” if sheisless than
18 years of age, and “too old” if she is over 34 years at the time of the birth. A “short birth interval” is
defined by the birth occurring less than 24 months after a previous birth; and a child is of “high birth
order,” if the mother had previoudly given birth to three or more children (i.e., the child is of birth order
four or higher).

Table 10.6 shows the percent distributions of births in the five-year period of currently married
women according to these elevated risk factors. The table also examines the relative risk of dying for
children by comparing the proportion dead in each specified high-risk category with the proportion dead
among children not in any high-risk category. First births, although often at increased risk, are included in
the not in any high-risk category in this analysis because they are not considered an avoidable risk.

Forty percent of births in the five-year period before the survey were in at least one of the
specified high-risk categories, and 11 percent were associated with two or more high-risk factors. A short
birth interval and high birth order were the most common high-risk factors.

As the second column of Table 10.6 shows, the risk of dying for a child who falls into any of the
high-risk categories is 1.7 times that for a child not in any high-risk category. Considering the risk
categories separately, children are at highest risk of dying if the mother is 35 years and older at the time
of the birth or if the child is born within than two years of a previous birth. Generally, risk ratios were
higher for children in multiple high-risk categories than for children in any single high-risk category.

The final column in Table 10.6 examines the potential for high-risk births among currently
married women. A woman's current age, time elapsed since the last birth, and parity are used to determine
the risk categories in which any birth she conceived at the time of the survey would fall. For example, if a
respondent who is age 40, has had four births and had her last birth 12 months ago were to become
pregnant, she would fall in the multiple high-risk category of being too old, too high parity (four or more
births), and giving birth too soon (less than 24 months) after a previous birth.

Overall, the majority of currently married women (73 percent) have the potential of giving birth
to achild at elevated risk of mortality. About one in three women has the potential for having a birth in a
single high-risk category (mainly high birth order), while about 40 percent have the potential for having a
birth in amultiple high-risk category (mainly older maternal age and high birth order).
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Table 10.6 High-risk fertility behavior

Among children born in the five years preceding the survey, percent distribution by
category of elevated risk of mortality and the risk ratio, and percent distribution of currently
married women by category of risk if they were to conceive a child at the time of the

survey,
Egypt 2005
Births in the 5 years preceding  Percentage of
the survey currently
Percentage married
Risk category of births Risk ratio women'
Not in any high risk category 32.7 1.00 19.9?
Unavoidable risk category
First order births between ages 18 and
34 years 27.4 1.02 7.5
Single high-risk category
Mother's age <18 2.9 1.17 0.4
Mother's age >34 2.1 1.59 7.8
Birth interval <24 months 10.0 1.58 10.0
Birth order >3 13.6 1.28 12.8
Subtotal 28.6 1.39 31.0
Multiple high-risk category
Age <18 and birth interval
<24 months® 0.2 5.30 0.1
Age >34 and birth interval
<24 months 0.2 0.00 0.2
Age >34 and birth order >3 6.7 2.00 33.9
Age >34 and birth interval
<24 months and birth order >3 0.6 2.22 1.8
Birth interval <24 months and birth
order >3 3.6 3.40 5.6
Subtotal 11.4 2.50 41.6
In any avoidable high-risk category 40.0 1.71 72.6
Total 100.0 na 100.0
Number of births 13,600 na 18,187

Note: Risk ratio is the ratio of the proportion dead among births in a specific high-risk
category to the proportion dead among births not in any high-risk category.

na = Not applicable

"Women are assigned to risk categories according to the status they would have at the birth
of a child if they were to conceive at the time of the survey: current age less than 17 years
and 3 months or older than 34 years and 2 months, latest birth less than 15 months ago, or
latest birth being of order 3 or higher.

2Includes the category age <18 and birth order >3

? Includes sterilized women




MATERNAL HEALTH CARE

11

Using data from the 2005 EDHS, this chapter looks at
the extent to which women are obtaining medical care during
pregnancy and at the time of delivery. The chapter also looks at
the care that women and newborns received in the postpartum
period. Finally, the chapter employs results from the 2005 EDHS
and earlier surveys to look at trends across time in key maternal
care indicators.

11.1  PREGNANCY CARE

The 2005 EDHS collected a range of information on the
type of care that Egyptian women received during pregnancy,
including information on antenatal care and tetanus toxoid vacci-
nations. The survey also obtained information on whether
women had sought medical care during pregnancy for reasons
not directly related to the pregnancy. Finaly, women were also
asked a number of questions about the nature of the care they
received.

Antenatal Care Coverage

Early and regular checkups by trained medical providers
are very important in assessing the physical status of women
during pregnancy. Table 11.1 presents data from the 2005 EDHS
on the coverage of antenatal care services for births taking place
during the five-year period before the survey. A birth is con-
sidered to have received regular care if the mother said that she
had made at least four antenatal care visits, i.e., visitsto a trained
medical provider for care for the pregnancy.

The results in Table 11.1 indicate that Egyptian women
received antenatal care from amedical provider for 70 percent of
the births during the five-year period before the survey. Most
women saw a doctor for care, with less than one percent report-
ing that they had received care only from a trained nurse or
midwife. Antenatal care was obtained more than twice as often
from a private sector provider as from a public sector provider
(48 percent and 21 percent, respectively).

Women received regular antenatal care (i.e., they made
four or more visits to a provider) for around 60 percent of births
during the five years before the survey. Considering only those
births for which care was received, the median number of
antenatal visits was 6.8.

Table 11.1 Antenatal care

Percent distribution of births during the five-
year period before the survey by type of
provider for antenatal care, the type of facility
where antenatal (ANC) care was sought, and
the number of antenatal care visits, and
percent distribution of last births in the five-
year period prior to the survey by the stage of
pregnancy at the time of the first and last visits,
Egypt 2005

Antenatal care indicator Total
ANC provider
Doctor 69.5
Trained nurse/midwife 0.1
Birth attendant 0.0
Missing 0.2
No care 30.2
Source for ANC
Public sector 21.4
Urban hospital 1.7
Urban health unit 5.1
Health office 1.1
Rural hospital 1.6
Rural health unit 8.2
MCH center 2.3
Other government 1.4
Private sector 48.3
Nongovernmental 1.3
Private medical 47.0
Other nonmedical 0.1
Don’t know/missing 0.1
No care 30.2
Number of ANC visits
None 30.2
1 0.9
2 39
3 5.2
4+ 58.5
Don't know/missing 1.3
Total 100.0
Number of births 13,600
Median number of ANC visits 6.8
Number of months pregnant at
first ANC visit
No antenatal care 28.5
<4 54.9
4-5 12.3
6-7 3.1
8+ 0.8
Don't know/missing 0.5
Months pregnant at last ANC visit
No antenatal care 28.5
< 6 months 1.6
6-7 months 4.5
8-+ months 65.2
DK/missing 0.3
Total 100.0
Number of last births 9,845
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Table 11.1 shows that most Egyptian mothers who received antenatal care began seeing a
provider within the first six months of pregnancy. Mothers saw a provider for care for the first time before
the sixth month of pregnancy for 94 percent of last births for which antenatal care was reported (i.e., for
67 percent of al births). To detect problems that might affect the delivery, women should also see a
provider late in the pregnancy. Table 11.1 shows that, if a woman received antenatal care, she generally
saw a provider within the last two months of pregnancy; the mother saw a provider in the eighth month of
pregnancy or later for 91 percent of last births in which the mother had any antenatal care (i.e., for 65

percent of all births).
Tetanus Toxoid Vaccinations

Tetanus toxoid injections are given to women during
pregnancy to prevent deaths from neonatal tetanus. Neonatd
tetanus can result when sterile procedures are not followed in cut-
ting the umbilical cord after delivery. In the 2005 EDHS, infor-
mation was collected on the number of doses of tetanus toxoid
vaccine the mother received and on the source from which the
tetanus toxoid vaccination was received for al births during the
five-year period prior to the survey. In addition, questions were
included to ascertain whether mothers who received tetanus
injections prior to the last birth were advised to seek antenatal care
and to determine if the last birth was fully protected from neonatal
tetanus.

Table 11.2 shows that women received one dose of tetanus
toxoid vaccine in the case of 37 percent of the births during the
five-year period before the 2005 EDHS, and two or more doses in
the case of 41 percent of the births. Mothers reported obtaining the
injection from a public sector provider for nine in ten births in
which a tetanus toxoid vaccination was received.

The MOHP has a program to promote antenatal care during
the visits that women make to medical providers for tetanus toxoid
vaccinations. To assess the impact of these efforts, the 2005 EDHS
collected information from women who received a tetanus toxoid
vaccination before their last birth on whether anyone had
encouraged them to seek antenatal care at the time that they
received the tetanus injection(s). Table 11.2 shows that 22 percent
of the women who received a tetanus toxoid injection but reported
they did not have any antenatal care were advised to obtain
antenatal care at the time they received the tetanus injection.

Table 11.3 considers whether the last birth was fully
protected against neonatal tetanus. An infant is considered to be
fully protected if any of the following criteria are met: (1) the
mother had two tetanus toxoid injections during the pregnancy; (2)
the mother had a tetanus toxoid injection during the pregnancy plus

Table 11.2 Tetanus toxoid coverage during
pregnancy

Percent distribution of births during the
five-year period before the survey by the
number of tetanus toxoid (TT) injections
and source for injections and percent
distribution of last births in the five-year
period by whether mothers receiving a TT
injection but no ANC were advised during a
TT visit to go for antenatal care, Egypt 2005

Tetanus toxoid indicator Total

Number of doses

None 20.5
One dose 37.1
Two doses or more 41.4
Don't know/missing 0.9
Source for TT injection
Public sector 71.6
Urban hospital 3.2
Urban health unit 15.5
Health office 5.3
Rural hospital 6.4
Rural health unit 35.5
MCH center 5.0
Other government 0.7
Private sector 6.7
Nongovernmental 1.4
Private medical 4.6
Other nonmedical 0.7
Don’t know/missing 1.2
No injection 20.5
Total 100.0
Number of births 13,600
Advised to get antenatal care
Had ANC and TT 71.4
Had TT but no ANC 20.3
Advised to seek ANC 4.5
Not advised about ANC 14.5
Don’t know/missing 1.3
No ANC or TT 8.1
Missing 0.2
Total 100.0
Number of last births 9,845

an additional injection in the 10 years prior to the pregnancy; or (3) the mother did not have a tetanus
toxoid injection during pregnancy but had at least five injections prior to the pregnancy. According to the
EDHS results, slightly more than 70 percent of last-born children during the five-year period before the
survey were fully protected against neonatal tetanus.
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Table 11.3 Last birth protected against neonatal tetanus
Percent distribution of last births during the five-year period
before the survey by protection against neonatal tetanus, Egypt
2005
Total
Protected 71.5
Two doses during pregnancy 37.5
One dose during pregnancy and one dose in
10-year period before pregnancy 32.6
None but 5 or more lifetime doses 1.4
Unprotected 26.8
One dose during pregnancy but no other dose in
10-year period before pregnancy 6.6
None and less than five lifetime doses 20.2
Don't know/missing 1.7
Total 100.0
Number of last births 9,845

Any Medical Care during Pregnancy

The 2005 EDHS collected information about other medical consultations women may have had in
addition to visits they made to a provider for pregnancy-related care. Women reported seeing a medical
provider for care unrelated to their pregnancy in the case of nine percent of last births that occurred during
the five-year period prior to the EDHS.

The information on antenata ) — .
.. Cy . . . Table 11.4 Medical care other than visit for antenatal care or tetanus toxoid
visits, tetanus toxoid immunizations, and | injection during pregnancy

medical consultations unrelated to the | percent distribution of last births during the five-year period before the survey
woman’s pregnancy iscombined in Table | by mother's report of seeing doctor or other health worker at any time during

. the pregnancy for care other than an antenatal care (ANC) checkup or tetanus
11.4 in order to assess the extent of the

; _ toxoid (TT) injection, according to mother's ANC and TT status, Egypt 2005
contacts women have with medical pro-

Neither
viders during pregnancy. The table shows ' ANC 1T ANC
that all but seven percent of women saw Other medical AN|C and TT mJecItlon nor TT ol
amedical provider for some type of care care only injection only injection ota
when thev were pregnant with their last Had other care 0.9 4.2 2.8 1.3 9.1
ey preg No other care 13.5 52.8 17.5 7.1 90.9

born child. Women saw a provider for
both an antenatal Checkup and a tetanus Total 14.4 57.0 20.3 8.3 100.0

toxoid injection in the case of 57 percent
of last births. Fourteen percent of the women had antenatal care but did not receive a tetanus toxoid
injection, and 20 percent of mothers received a tetanus toxoid injection(s) without going for an antenatal
checkup.

Differentials in Pregnancy Care Indicators

Table 11.5 presents the differentials in pregnancy care indicators by selected background
characteristics. Three of the indicators are presented for all births during the five-year period prior to the
survey: the percentage for receiving any antenatal care, the percentage receiving regular antenatal care,
and the percentage whose mother was given at least one tetanus toxoid injection. The table also presents
differentials for three indicators for which information was collected only for the last birth: the percentage
whose mother reported a medical consultation unrelated to the pregnancy, the percentage whose mother
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consulted amedical provider for any reason (i.e., for ANC, for aTT injection, and/or for care unrelated to
the pregnancy), and the percentage considered to be fully protected against neonatal tetanus.

In general, mothers age 35 and over are less likely to report receiving care than younger mothers.
Although not uniform, the child’s birth order is negatively related to most of the pregnancy care
indicators. Birth order differentials are especially large in the case of regular antenatal care, with mothers
of first-order births being more than twice as likely as mothers of sixth-order or higher births to have

regular care.
Table 11.5 Care during pregnancy by background characteristics
Percentage of all births in the five-year period before the survey whose mother received any antenatal care, regular antenatal care
from a trained medical provider, and one or more tetanus toxoid injections, and percentage of last births during the five-year
period before the survey whose mothers received other medical care unrelated to the pregnancy, whose mothers received any
medical care during pregnancy and who were protected against neonatal tetanus, by selected background characteristics, Egypt
2005
Number of
births Medical
during five- care Protected
Oneor  year period unrelated Any against
Background Any ANC more TT before to the medical neonatal Number of
characteristic ANC Regular injection(s) survey pregnancy  care tetanus last births
Age at birth
<20 68.3 54.3 88.0 1,521 10.3 95.6 81.9 875
20-34 70.9 59.7 79.0 10,776 8.9 93.9 72.8 7,814
35-49 60.7 52.1 63.1 1,303 9.5 84.8 54.9 1,156
Birth order
1 81.2 71.7 87.2 4,112 9.4 98.2 78.2 2,346
2-3 71.4 58.5 78.4 6,138 8.3 94.9 72.3 4,796
4-5 56.9 46.1 69.9 2,233 10.0 88.6 64.8 1,785
6+ 42.5 329 64.2 1,116 11.1 77.7 62.8 917
Urban-rural residence
Urban 82.4 74.7 70.3 4,948 7.9 93.9 61.8 3,753
Rural 62.3 49.1 83.2 8,651 9.9 92.3 77.4 6,092
Place of residence
Urban Governorates 84.4 78.9 65.2 1,879 7.1 92.7 57.8 1,460
Lower Egypt 78.0 66.5 81.9 5,399 8.1 95.1 73.9 4,066
Urban 88.4 80.6 73.4 1,297 9.5 96.5 63.9 987
Rural 74.7 62.0 84.5 4,101 7.6 94.7 77.1 3,079
Upper Egypt 57.8 45.0 79.9 6,153 11.0 91.2 74.0 4,200
Urban 76.0 65.7 73.4 1,669 7.9 93.8 64.4 1,235
Rural 51.0 37.2 82.3 4,484 12.3 90.2 78.0 2,965
Frontier Governorates 68.2 58.8 69.6 169 2.9 83.1 69.0 119
Education
No education 48.2 35.6 78.9 4,280 10.4 86.8 72.2 2,983
Some primary 64.2 51.2 76.9 1,218 9.9 90.8 72.2 878
Primary completed/some
secondary 70.3 57.1 80.0 2,040 7.5 94.4 73.6 1,491
Secondary complete/ higher ~ 85.6 76.3 78.0 6,061 8.7 97.0 70.2 4,494
Work status
Working for cash 80.3 70.0 74.4 1,614 8.9 94.6 64.3 1,261
Not working for cash 68.2 56.8 79.1 11,986 9.2 92.7 72.5 8,584
Wealth quintile
Lowest 46.7 30.7 78.6 2,818 11.0 87.1 73.0 1,929
Second 59.0 45.3 83.3 2,829 9.9 91.6 77.4 1,981
Middle 71.0 59.1 83.6 2,939 8.2 93.7 77.4 2,114
Fourth 84.2 76.1 79.2 2,785 8.3 95.9 72.2 2,078
Highest 92.1 86.9 64.7 2,229 8.3 96.6 55.1 1,742
Total 69.6 58.4 78.5 13,600 9.1 92.9 71.5 9,845
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Urban mothers see medical providers for antenatal care during pregnancy more often than rura
mothers. For example, mothers received regular antenatal care for 75 percent of urban births compared to
49 percent of rural births. On the other hand, rural mothers are more likely than urban mothers to receive
tetanus toxoid injections during pregnancy and also are slightly more likely to see a medical provider for
care unrelated to the pregnancy. Births in rural Upper Egypt rank lowest on al of the pregnancy care
indicators, except the measures of tetanus toxoid coverage.

There is a generally positive association between the women’s education and wealth status and
the various pregnancy care indicators. The relationships are particularly marked in the case of regular
antenatal care. Women who have a secondary or higher education are more than twice as likely as women
who have never attended school to have received regular antenatal care and mothers in the highest wealth
quintile are amost three times as likely as mothers in the lowest wealth quintile to have received regular
care.

11.2 CONTENT OF PREGNANCY CARE

In the 2005 EDHS, women who reported that they received antenatal care, tetanus toxoid
injections, or other medical care unrelated to the pregnancy were asked whether they were weighed, their
blood pressure measured, and urine and blood samples taken during any of the visits they made to a
medical provider during their pregnancy. These women were also asked whether they had been told about
the signs of pregnancy complications, and, if they were told, whether they received any information about
where to go if they experienced any complications. Finally, women were also asked whether they were
given or had bought iron tablets or syrup. Iron supplementation during pregnancy is recommended to
prevent iron deficiency anemia, which is a common problem among pregnant women.

Some caution must be exercised in considering the information in Table 11.6 since it depends on
the mother’ s understanding of the questions, e.g., her understanding of what blood pressure measurement
involves. It also depends on the mother’s recall of events during visits to the provider that may have taken
place a number of years before the 2005 EDHS interview. Nonetheless, the results are useful in providing
insight into the content of the care Egyptian women receive during pregnancy.

Table 11.6 shows that, for more than eight in ten last births for which mothers saw a medical
provider during pregnancy, the women reported that they had been weighed or their blood pressure had
been monitored during the visit to the provider. Mothers reported that urine and blood samples were taken
in the case of more than seven in ten births and 57 percent received or bought iron tablets or syrup.
Mothers were advised about the complications that they might experience in 32 percent of the births and
were told to seek assistance if they actually had problemsin 28 percent of the births.

The quality of the medical care that a woman received was better for mothers who saw a medical
provider for antenatal care than for other mothers. Mothers who saw a provider for regular antenatal were
the most likely to report that routine screening procedures were performed; for example, more than nine
in ten mothers who had regular antenatal care were weighed and had their blood pressure monitored and
around eight in ten had urine or blood samples taken. The proportions who reported receiving or being
given iron supplement and who were advised about pregnancy complications were also higher for
mothers who saw a provider for regular antenatal care than for other mothers.
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Table 11.6 Content of pregnancy care by background characteristics
Percentage of last births in the five-year period before the survey whose mothers received any medical care during the pregnancy, by
content of the care and selected background characteristics, Egypt 2005
Told
Received/ Told where to
Blood Blood bought  aboutsigns goforany  Number
Background pressure Urine  sample iron tablets/ of compli- compli- of last
characteristic Weighed  measured  sample  taken syrup cations cations births
Medical care during pregnancy
Had ANC 92.5 92.6 81.2 80.7 64.1 36.3 31.4 7,027
Four or more visits 93.4 93.9 83.9 82.9 66.6 38.2 33.1 5,969
1-3 visits 87.6 85.2 65.8 68.3 49.8 25.9 21.4 1,058
No ANC 72.5 62.5 45.2 48.6 31.6 18.7 15.1 2,123
Had TT injection 74.3 63.1 46.3 50.0 31.4 18.6 15.4 1,999
No TT/DK/missing 43.7 53.5 28.1 25.9 34.4 19.7 10.1 124
Type of ANC provider
Public sector 96.2 94.7 85.8 85.5 63.1 34.7 28.7 2,159
Private sector 90.9 91.7 79.6 79.0 64.6 37.2 32.5 5,024
Both 92.7 94.3 89.9 91.5 67.4 43.1 32.7 149
No ANC/missing 72.6 62.4 45.0 48.5 31.5 18.7 15.1 2,117
Age at birth
<20 91.2 85.5 74.3 76.7 54.4 31.2 25.2 837
20-34 88.0 85.9 73.4 74.0 57.5 32.7 28.0 7,334
35-49 84.1 83.0 68.0 65.0 51.3 29.6 26.2 980
Birth order
1 93.3 91.5 83.5 84.7 65.0 37.1 31.6 2,304
2-3 88.4 86.5 72.8 73.2 57.4 325 27.7 4,552
4-5 84.0 79.6 64.6 64.6 50.2 30.0 26.3 1,581
6+ 75.5 73.8 57.4 55.8 37.8 20.2 16.5 713
Urban-rural residence
Urban 91.1 91.0 81.4 78.3 66.0 38.5 32.7 3,525
Rural 85.9 82.2 67.5 70.1 50.6 28.3 24.4 5,625
Place of residence
Urban Governorates 93.9 93.3 84.7 80.8 74.1 39.6 32.9 1,354
Lower Egypt 91.0 89.4 76.3 78.7 59.7 31.0 27.5 3,867
Urban 93.8 93.7 83.8 81.8 65.5 34.8 30.6 952
Rural 90.1 88.0 73.8 77.6 57.8 29.8 26.4 2,915
Upper Egypt 82.5 78.9 65.0 65.1 47.0 30.7 25.8 3,831
Urban 85.3 86.2 75.2 72.5 56.7 40.1 33.8 1,158
Rural 81.3 75.7 60.5 61.8 42.7 26.7 22.3 2,673
Frontier Governorates 93.5 91.6 84.6 76.9 60.2 37.7 31.0 99
Education
No education 82.4 77.0 61.6 63.5 43.2 24.0 19.5 2,590
Some primary 81.8 80.1 62.3 65.3 45.7 29.7 24.8 797
Primary complete/some
secondary 86.2 82.2 69.9 70.3 54.1 30.0 25.0 1,407
Secondary complete/higher 92.8 92.8 82.5 81.4 67.2 38.3 33.8 4,357
Work status
Working for cash 90.3 90.1 79.5 77.6 64.6 37.9 34.5 1,192
Not working for cash 87.5 84.9 71.9 72.6 55.3 31.4 26.6 7,958
Wealth quintile
Lowest 80.2 74.6 60.1 64.3 38.9 19.8 16.3 1,680
Second 85.1 80.0 63.6 66.4 47.1 27.3 23.0 1,815
Middle 88.3 86.6 73.4 72.9 57.0 32.4 27.6 1,980
Fourth 90.4 90.5 78.0 76.5 64.8 34.8 29.2 1,993
Highest 95.1 95.5 88.9 86.2 73.9 46.8 41.9 1,683
Total 87.9 85.6 729 73.3 56.5 32.2 27.6 9,150
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The content of the care women received varies according to the other demographic and
socioeconomic characteristics shown in Table 11.6. For example, there is a negative association between
the proportions reporting routine antenatal care procedures and the child’s birth order. In general, the
procedures were more likely to have been performed for urban than for rural births, with particularly low
levels found for births in rural Upper Egypt. The likelihood that the routine antenatal care procedures
shown in Table 11.6 were carried out increases with both education and wealth. The procedures are also
more common among births to women who worked for cash than for births to other women.

11.3 DELIVERY CARE

Hygienic conditions and proper medical assistance at the time of delivery can reduce the risk of
complications and infection for both the mother and the child. For al births in the five-year period before
the survey, the 2005 EDHS collected information on where the delivery occurred and on whether the
mother was assisted by trained medical personnel.

Place of Delivery

Around two in three births in the five-year period before the survey occurred in a health facility
(Table 11.7). The majority of women delivering in a facility (50 percent) spent less than 24 hours in the
facility after giving birth, and 40 percent reported they spent less than 6 hours at the facility after the birth
(Figure 11.1).

Table 11.7 shows that, as expected, births to women who had antenatal care were much more
likely to take place in a health facility than other births. Among births in which the mother had received
antenatal care, deliveries were much more likely to occur at home if the mother had three or fewer
antenatal visits prior to the hirth (44 percent) than if the mother reported going for antenatal care
checkups four or more times (22 percent). Table 11.7 also shows that the likelihood of the delivery
outside a facility is greatest for births of order six or higher, rura births, especially births in rural Upper
Egypt, births to women with no education, and births to women in the lowest wealth quintile. Around six
in ten births in those groups took place at home.

Regarding the type of health facility, the majority of facility deliveries (40 percent of al births)
occurred in private health facilities. Births to mothers living in Lower Egypt, mothers with a secondary or
higher education, and mothers in the highest wealth quintile were most likely to be delivered in a private
facility.
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Table 11.7 Place of delivery by background characteristics
Percent distribution of births in the five-year period before the survey by place where the mother gave birth, according to
selected background characteristics, Egypt 2005
Health facility At own/
Background other Other/ Number
characteristic Any Public Private home missing Total of births
Antenatal care during pregnancy
Had ANC 74.7 26.5 48.3 25.2 0.0 100.0 9,493
Four or more visits 78.4 26.9 51.5 21.5 0.0 100.0 7,967
1-3 visits 55.5 24.2 31.3 44.4 0.1 100.0 1,527
No ANC/DK/missing 41.3 221 19.2 58.4 0.3 100.0 4,106
Age at birth
<20 59.3 23.8 35.5 40.3 0.4 100.0 1,521
20-34 65.5 24.8 40.7 34.4 0.1 100.0 10,776
35-49 63.8 29.4 34.4 36.1 0.1 100.0 1,303
Birth order
1 75.9 29.4 46.5 23.9 0.2 100.0 4,112
2-3 65.1 23.7 41.4 34.8 0.1 100.0 6,138
4-5 53.8 23.4 30.5 46.1 0.1 100.0 2,233
6+ 42.2 21.2 21.0 57.8 0.0 100.0 1,116
Urban-rural residence
Urban 82.9 335 49.4 17.0 0.1 100.0 4,948
Rural 54.2 20.4 33.8 45.7 0.1 100.0 8,651
Place of residence
Urban Governorates 87.6 43.3 44.3 12.3 0.1 100.0 1,879
Lower Egypt 73.2 22.6 50.6 26.8 0.0 100.0 5,399
Urban 87.7 25.4 62.2 12.3 0.0 100.0 1,297
Rural 68.6 21.8 46.9 31.3 0.1 100.0 4,101
Upper Egypt 50.2 21.5 28.8 49.6 0.2 100.0 6,153
Urban 74.7 28.3 46.5 25.2 0.1 100.0 1,669
Rural 41.1 19.0 22.2 58.6 0.2 100.0 4,484
Frontier Governorates 61.1 36.7 24.3 38.8 0.2 100.0 169
Education
No education 45.0 22.7 22.3 54.8 0.2 100.0 4,280
Some primary 58.5 26.8 31.7 41.3 0.2 100.0 1,218
Primary complete/some secondary ~ 64.0 30.7 33.3 35.8 0.2 100.0 2,040
Secondary complete/higher 80.0 24.7 55.3 20.0 0.0 100.0 6,061
Work status
Working for cash 75.8 29.0 46.8 24.2 0.0 100.0 1,614
Not working for cash 63.2 24.6 38.5 36.7 0.1 100.0 11,986
Wealth quintile
Lowest 40.9 21.6 19.3 58.8 0.3 100.0 2,818
Second 51.5 22.0 29.5 48.4 0.1 100.0 2,829
Middle 66.2 27.4 38.8 33.7 0.1 100.0 2,939
Fourth 78.4 28.2 50.2 21.6 0.0 100.0 2,785
Highest 92.0 26.8 65.3 7.8 0.1 100.0 2,229
Total 64.6 25.1 39.5 35.2 0.1 100.0 13,600
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Women who did not deliver the last birth in ahealth facility | taple 11.8  Reason for not delivering last

were asked about the reason(s) for not going to a facility for the
delivery. Table 11.8 shows that the mgjority (63 percent) reported
that they had not considered it “necessary” to deliver in a facility,
suggesting that they see facility deliveries as taking place only
when there are problems. An additional 22 percent gave as a reason
that facility deliveries were not the custom, 15 percent cited the cost
of a facility delivery, and nine percent mentioned poor quality of
services at facilities.

Assistance at Delivery

Table 11.9 presents information on the person assisting
with the delivery for al births during the five years before the
survey. If the mother was assisted at delivery by more than one
individual, only the most qualified is shown in the table. Doctors
(69 percent) or trained nurses or midwives (6 percent) assisted at
delivery for three in four births in the five-year period before the

birth in health facility

Percentage of last births in the five-year
period before the survey whose mothers did
not deliver in a health facility according to
the reason for not giving birth in a facility,
Egypt 2005

Number of
Reason births
Costs too much 14.9
Facility not open 2.4
Too far/no transport 2.2
Poor quality service 8.7
No female provider 1.1
Husband/family did not allow 2.2
Not necessary 62.5
Not customary 21.5
Other 6.2
Total 3,309

survey. Most of the remaining births were assisted by dayas (traditional birth attendants). Just under
30 percent of births occurring outside of a health facility were assisted by trained medical personnel.
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Table 11.9 Assistance during delivery by background characteristics
Percent distribution of live births in the five years preceding the survey by type of assistance during delivery, according to
selected background characteristics, Egypt 2005
Assisted by medical provider
Trained
nurse/ Relative/  No Number of
Background characteristic Any Doctor  midwife  Daya other one Total births
Antenatal care during pregnancy
Had ANC 83.4 78.4 5.0 14.8 1.3 0.5 100.0 9,493
Four or more visits 86.1 81.7 4.4 12.2 1.2 0.5 100.0 7,967
1-3 visits 69.4 61.4 8.0 28.2 1.7 0.6 100.0 1,527
No ANC/don’t know/missing 52.7 45.7 7.0 41.5 3.6 2.2 100.0 4,106
Place of delivery
Health facility 99.3 99.1 0.2 0.0 0.6 0.1 100.0 8,792
Not in health facility 28.2 12.8 15.5 64.7 4.4 2.7 100.0 4,808
Age at birth
<20 68.9 64.0 4.9 28.4 1.9 0.8 100.0 1,521
20-34 74.9 69.4 5.5 22.1 2.0 1.0 100.0 10,776
35-49 74.5 67.3 7.2 223 2.0 1.1 100.0 1,303
Birth order
1 83.6 79.1 4.5 14.3 1.6 0.6 100.0 4,112
2-3 74.7 68.9 5.8 22.8 1.7 0.8 100.0 6,138
4-5 65.8 59.1 6.6 30.1 2.3 1.8 100.0 2,233
6+ 53.2 46.9 6.3 40.3 4.2 2.3 100.0 1,116
Urban-rural residence
Urban 88.7 84.5 4.2 9.5 1.4 0.4 100.0 4,948
Rural 65.8 59.4 6.4 30.5 2.3 1.4 100.0 8,651
Place of residence
Urban Governorates 90.7 87.9 2.9 7.2 2.1 0.0 100.0 1,879
Lower Egypt 81.6 76.4 5.2 17.2 0.8 0.4 100.0 5,399
Urban 92.9 89.0 3.9 6.7 0.2 0.3 100.0 1,297
Rural 78.0 72.4 5.6 20.6 0.9 0.5 100.0 4,101
Upper Egypt 62.6 55.9 6.7 327 28 18 100.0 6,153
Urban 83.8 78.0 5.7 14.0 1.5 0.8 100.0 1,669
Rural 54.8 47.7 7.1 39.7 3.3 2.2 100.0 4,484
Frontier Governorates 71.8 63.6 8.2 17.2 9.5 1.5 100.0 169
Education
No education 54.3 49.1 5.2 40.4 3.6 1.8 100.0 4,280
Some primary 67.9 61.7 6.2 27.9 2.3 1.9 100.0 1,218
Primary completed/some
secondary 75.3 69.8 5.5 22.7 1.1 1.0 100.0 2,040
Secondary complete/higher 89.1 83.3 5.8 9.6 1.1 0.3 100.0 6,061
Work status
Working for cash 85.0 79.8 5.2 13.2 1.1 0.7 100.0 1,614
Not working for cash 72.7 67.0 5.6 24.2 2.1 1.0 100.0 11,986
Wealth quintile
Lowest 50.5 44.6 5.8 43.7 3.6 2.2 100.0 2,818
Second 63.5 57.4 6.1 323 2.4 1.7 100.0 2,829
Middle 78.2 71.1 7.1 19.9 1.4 0.5 100.0 2,939
Fourth 87.4 81.6 5.8 11.3 0.9 0.4 100.0 2,785
Highest 95.7 93.2 2.6 2.8 1.3 0.1 100.0 2,229
Total 74.2 68.6 5.6 229 2.0 1.0 100.0 13,600
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Antenatal care, particularly regular antenatal care, is strongly
associated with the likelihood that births will be medically assisted.
Considering other characteristics, medically-assisted deliveries were
most common for urban births, particularly those in the Urban
Governorates and in urban Lower Egypt, births to highly educated
mothers, and births to mothers in the highest wealth quintile. Dayas
were most likely to assist at delivery when the mother lived in rural
Upper Egypt, the birth was of order six or higher, and the mother
never attended school.

Caesarean Deliveries

The 2005 EDHS obtained information on the frequency of
caesarean sections. Table 11.10 shows that one-fifth of deliveries in
the five-year period before the 2005 EDHS survey were by caesarean
section. Women delivering in a private health facility were dightly
more likely than women delivering in a government facility to have a
caesarean delivery. The likelihood of a caesarean delivery increased
with the age of the mother and decreased with the child’s birth order.
Caesarean deliveries were twice as common in urban areas as in rural
areas. Around one-third of birthsin urban Lower Egypt and the Urban
Governorates were caesarean deliveries. The likelihood of a caesarean
delivery increased with both the mother’s educational status and with
the wealth quintile and was greater among women working for cash
than among other women.

Birth Weight

The mgjority of babies were not weighed at birth (45 percent)
or the mother was unable to report a birth weight (18 percent) (not
shown in table). Among those births for which the mother was able to
report the baby’s weight, Table 11.11 shows that 12 percent were clas-
sified as low birth weight; i.e., they weighed less than 2.5 kilograms at
birth. Births to women in the highest wealth quintile were least likely
to weigh less than 2.5 kilograms (10 percent). Low-weight births were
most common among children whose birth order was seven or higher
(16 percent)

Table 11.11 also includes information on the mother’ s assess-
ment of the baby’s size at birth. It is important to remember that this
assessment may vary among respondents since it is based on the
mother’ s own perception of what isasmall, average, or large baby and
not on a uniform definition. Only four percent of mothers considered
their babies as very small while an additional 10 percent reported that
their babies were smaller than average. Again there are only relatively
minor variations by background characteristics in the proportion of
births regarded as small or smaller than average.

Table 11.10 Caesarean deliveries by

background characteristics

Percentage of births in the five-year
period before the survey by whether the
birth was a caesarean delivery or not,
selected  background

according  to
characteristics, Egypt 2005

Background
characteristic

Place of delivery

Public health facility

Private health facility

At home/don’t know/missing

Age at birth
<20
20-34
35-49

Birth order
1
2-3
4-5
6+

Urban-rural residence
Urban
Rural

Place of residence
Urban Governorates
Lower Egypt

Urban
Rural
Upper Egypt
Urban
Rural
Frontier Governorates

Education
No education
Some primary
Primary complete/some
secondary
Secondary complete/higher

Work status
Working for cash
Not working for cash

Wealth quintile
Lowest
Second
Middle
Fourth
Highest

Total

28.3
32.4
na

13.4
20.4
23.2

24.9
20.2
14.6
10.2

29.2
14.6

33.8
24.5
34.9
21.2
11.8
20.4

8.6
14.3

9.8
17.3

19.0
27.9

29.5
18.6

8.7
12.7
19.1
25.9
36.9

19.9
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Table 11.11 Child’s size at birth by background characteristics

Among births in the five years preceding the survey with a reported birth weight, the percent distribution by the birth weight and, among
births in the five-years preceding the survey, the percent distribution by the mother’s estimate of the baby’s size at birth, according to
background characteristics, Egypt 2005

Birth weight among births

with reported weight Child’s size among all live births
Less 2.5 Smaller Don't
Background than kg Total Number Very than Average  know/ Total ~ Number
characteristic 2.5kg  ormore percent of births small  average orlarger missing percent of births
Age at birth
<20 13.3 86.7 100.0 495 4.1 9.4 86.1 0.5 100.0 1,521
20-34 11.5 88.5 100.0 4,127 3.8 9.6 86.1 0.6 100.0 10,776
35-49 13.3 86.7 100.0 464 3.6 9.2 86.4 0.8 100.0 1,303
Birth order
1 11.8 88.2 100.0 1,802 4.1 9.8 85.5 0.6 100.0 4,112
2-3 10.8 89.2 100.0 2,379 3.6 9.2 86.8 0.5 100.0 6,138
4-6 14.2 85.8 100.0 691 3.8 10.0 85.5 0.8 100.0 2,233
7+ 15.9 84.1 100.0 215 4.1 9.3 85.9 0.8 100.0 1,116
Urban-rural residence
Urban 12.0 88.0 100.0 2,569 3.7 11.1 84.8 0.5 100.0 4,948
Rural 11.7 88.3 100.0 2,517 3.9 8.6 86.9 0.6 100.0 8,651
Place of residence
Urban Governorates 11.3 88.7 100.0 1,219 2.6 10.9 85.9 0.6 100.0 1,879
Lower Egypt 11.3 88.7 100.0 2,384 4.5 8.0 87.1 0.4 100.0 5,399
Urban 11.0 89.0 100.0 681 5.5 8.8 85.4 0.3 100.0 1,297
Rural 11.4 88.6 100.0 1,702 4.2 7.8 87.6 0.4 100.0 4,101
Upper Egypt 13.1 869 1000 1,419 3.7 10.4 85.2 0.7 1000 6,153
Urban 14.1 85.9 100.0 620 3.4 13.3 82.9 0.4 100.0 1,669
Rural 12.3 87.7 100.0 799 3.8 9.3 86.1 0.8 100.0 4,484
Frontier Governorates 13.0 87.0 100.0 64 1.5 9.4 88.2 0.9 100.0 169
Education
No education 13.9 86.1 100.0 882 3.7 9.7 85.6 0.9 100.0 4,280
Some primary 13.7 86.3 100.0 396 4.6 10.5 84.4 0.5 100.0 1,218
Primary completed/some
secondary 12.1 87.9 100.0 768 4.7 10.5 84.3 0.5 100.0 2,040
Secondary complete/higher 10.9 89.1 100.0 3,041 3.4 8.8 87.4 0.4 100.0 6,061
Work status
Working for cash 11.9 88.1 100.0 794 3.3 9.1 87.2 0.3 100.0 1,614
Not working for cash 11.8 88.2 100.0 4,292 3.9 9.6 85.9 0.6 100.0 11,986
Wealth quintile
Lowest 13.9 86.1 100.0 528 4.5 9.4 85.3 0.9 100.0 2,818
Second 14.1 85.9 100.0 752 4.0 9.4 86.1 0.6 100.0 2,829
Middle 13.4 86.6 100.0 1,044 4.1 9.8 85.5 0.7 100.0 2,939
Fourth 10.9 89.1 100.0 1,349 3.5 9.9 86.2 0.4 100.0 2,785
Highest 9.6 90.4 100.0 1,414 2.9 9.0 87.8 0.3 100.0 2,229
Total 11.8 88.2 100.0 5,086 3.8 9.5 86.1 0.6 100.0 13,600

11.4 TRENDS IN ANTENATAL AND DELIVERY CARE INDICATORS

Table 11.12 presents the trends in antenatal and delivery care indicators by residence for the
period between the 1988 and 2005 EDHS surveys. The table documents upward trends in al of the
indicators, with the trend in tetanus toxoid coverage being particularly notable. Overall, there was a more
than sixfold increase in the percentage of births for which the mother received at least one tetanus toxoid
injection, from 11 percent at the time of the 1988 EDHS to the current level of 79 percent.
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Table 11.12 Trends in maternal health indicators by residence
Percentage of births in the five years preceding the survey whose mothers had at least one tetanus toxoid injection, antenatal care
from a doctor or trained nurse-midwife, four or more antenatal care visits, were assisted at delivery by a medical provider, and
were delivered by caesarean section by urban-rural residence and place of residence, Egypt, 1988-2005
Maternal Urban Lower Egypt Upper Egypt Frontier
health Gover- Gover-
indicator Urban  Rural norates Total  Urban  Rural Total  Urban  Rural norates Total
Any antenatal care
1988 na na na na na na na na na na na
1992 na na na na na na na na na na na
1995 58.3 27.2 59.2 41.9 65.2 34.5 28.6 51.2 20.8 41.4 39.1
2000 70.4 41.9 74.1 53.5 71.2 47.2 44.3 65.1 36.9 44.6 52.9
2005 82.2 62.1 84.0 78.0 88.4 74.7 57.5 75.8 50.6 68.1 69.6
Regular antenatal care’
1988 na na na na na na na na na na na
1992 na na na na na na na na na na na
1995 50.0 14.9 55.1 27.9 52 20.2 17.9 40.6 10.1 na 28.3
2000 53.9 25.9 56.0 38.9 56.2 32.8 27.2 49.8 19.2 28.5 36.7
2005 74.8 49.2 78.9 66.7 80.8 62.2 45.0 65.8 37.3 59.1 58.5
Tetanus toxoid injections
1988 12.6 10.6 8.8 13.1 14.8 12.5 11.1 17.3 8.6 na 11.4
1992 56.9 57.5 52 64 67.8 62.7 53.3 55.3 52.8 na 57.8
1995 66.7 71.2 64.2 75.6 70.2 77.4 66.3 67.6 65.9 59.8 69.5
2000 70.1 73.9 62.4 79.1 75.3 80.4 70.0 75.4 68.1 64.2 72.4
2005 70.3 83.2 65.2 81.9 73.4 84.5 79.9 73.4 82.3 69.6 78.5
Medically-assisted deliveries
1988 57.0 19.1 64.9 31.1 54.4 23.3 23.9 46.9 14.4 na 34.6
1992 62.5 27.5 68.3 39.7 62.9 325 29.7 51.8 23.0 na 40.7
1995 67.9 32.8 69.2 51.4 75.1 43.9 32.2 59.6 22.9 59.3 46.3
2000 81.4 48.0 83.7 65.1 84.7 58.1 47.8 74.7 38.2 60.4 60.9
2005 88.7 65.8 90.7 81.6 92.9 78.0 62.6 83.8 54.8 71.8 74.2
Caesarean deliveries
1988 na na na na na na na na na na na
1992 na na na na na na na na na na na
1995 10.7 4.2 12.3 7.3 11.3 6.1 3.8 7.9 2.4 3.4 6.6
2000 16.7 6.3 19.3 11.2 17.7 8.9 6.1 12.6 3.8 5.3 10.3
2005 29.2 14.6 33.8 24.5 34.9 21.2 11.8 20.4 8.6 14.3 19.9
na = Not available
" A woman is considered to have had regular antenatal care if she had 4 or more visits during the pregnancy.
Source: El-Zanaty and Way, 2004, Table 5.14

During the period between the 1988 and 2005 surveys, there were also substantial gains in
antenatal care coverage and in the proportion of medically assisted deliveries. Regarding the latter
indicator, Table 11.12 shows that only about a third of births were medically assisted at the time of the
1988 survey. By the time of the 2005 survey, this proportion had climbed to dightly more than 70

percent.

All residential categories shared in the improvements in maternal health indicators. Rural areas,
however, continued to lag behind urban areas in both antenatal care coverage and in medically assisted
deliveries. Within rural Egypt, the gains in both antenatal care coverage and the proportion of medically
assisted deliveries have been somewhat greater in Lower Egypt than in Upper Egypt. As aresult, the gap
in both antenatal care and medically assisted deliveries between rural Lower Egypt and rural Upper Egypt

increased during the time between the 1988 and 2000 surveys.
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As the proportion of medically-assisted deliveries increased, Table 11.12 also shows that there
has been a substantial rise in the proportions of births reported by the mother to have been delivered by
caesarean section.! Caesarean deliveries were almost three times as common in 2005 as in 1995.
Although increases in the proportions of caesarean deliveries were observed in al residential categories
between 1995 and 2005, caesarean deliveries continued to be much more common in urban than in rurda
aress.

11.5 POSTNATAL CARE

Care after delivery is very important for both the mother and her child. Proper care after delivery
is especially important for births occurring in the home. The Ministry of Health and Population
recommends several visits for postnatal care. The first visit should occur within two day of delivery, and
the last at 40 days. In addition there should be at least two other visits, one at seven days after delivery
and another at 15 days.

Postnatal Checkup for the Mother

Both women delivering in health facilities and those delivering outside of facilities were asked
guestions about the receipt of postnatal care. The results may be subject to some degree of error,
especially for women delivering in facilities. Women giving birth in a health facility were asked if a
provider checked on their health after they delivered before they were discharged and, if not, whether they
had seen someone for a postnatal checkup after they were discharged from the facility. It is possible that
women delivering in a facility may not have remembered or recognized that a postnatal checkup was
conducted during their stay in the facility. However, it is felt that most women could accurately report on
whether they were seen by a provider for a checkup before discharge and that this approach to collecting
the information is preferable to an assumption that all women delivering in a health facility had a
postnatal checkup.”

Table 11.13 presents the percent distribution of all births during the five-year period before the
survey by whether or not the mother received postnatal care and, if so, the type of provider. Thetable also
shows the source of postnatal care and timing of the first postnatal checkup. Overall, women report they
had a postnatal checkup in the case of 58 percent of all births during the five-year period before the
survey. Postpartum care is largely confined to births assisted by a medical provider; postnatal checkups
were reported by mothers of 74 percent of the births assisted at delivery by a health provider (largely a
doctor) during the five-year period prior to the survey. Mothers rarely reported receiving postnatal care
when the birth was assisted by a daya or other person (11 percent).

Table 11.13 also shows that most mothers who had a postnatal checkup saw a medical provider
for the care. Among last births during the five-year period prior to the survey, postnatal checkups took
place more often in private facilities than in facilities operated by the government. With regard to the
timing of postnatal checkups, mothers saw a provider for the checkup within two days of the delivery for
almost al last births for which any postnatal care was reported.

! The same question was used in all of the EDHS surveys to collect information on the prevalence of caesarean
deliveries. However, it is possible that as the proportion of all births occurring in health facilities increased over the
period covered by the surveys, a somewhat greater number of women may have misunderstood the reference to
caesarean hirth.

2 The latter assumption was made in the 2000 EDHS and 2003 EIDHS surveys and, thus, the results of the current
survey are not comparable to the findings published in the reports for those surveys.
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Table 11.13 Postnatal care for mother

Percent distribution of births during the five-year period before the survey
by type of provider and percent distribution of last births during the five-
year period before the survey by source of the first postnatal checkup for
mother and timing of first postnatal care checkup, according to the type of
assistance at delivery, Egypt 2005

Medically- Births
assisted assisted by
births daya/other Total

Provider of postnatal care

Doctor 72.5 7.6 55.8
Trained nurse/ midwife 0.7 0.2 0.6
Traditional birth attendant 0.5 3.3 1.2
No postnatal care 26.2 88.9 42.4
Total 100.0 100.0 100.0
Number of births 10,084 3,515 13,600

Place of first checkup

Health facility 73.2 7.0 57.3
Public sector 28.0 3.1 22.0
Private sector 45.2 4.0 35.3

At own/other home 0.9 0.9 0.9

Don’t know/missing 0.1 0.0 0.1

No postnatal care 25.8 92.1 41.7

Total 100.0 100.0 100.0
Number of last births 7,489 2,356 9,845
Timing of first checkup

Within 2 days of delivery 71.9 5.6 56.1
Less than 4 hours 53.2 2.6 41.2
4-23 hours 11.5 2.1 9.1
24-48 hours 7.2 1.2 5.8

3-7 days after delivery 1.6 1.8 1.7

8-27 days after delivery 0.1 0.1 0.1

28 or more days after delivery 0.1 0.0 0.1

Don't know/ missing 0.5 0.1 0.4

No postnatal care 25.8 92.1 41.7

Total 100.0 100.0 100.0
Number of last births 7,489 2,356 9,845

Table 11.14 presents differentials in postnatal care indicators for the last birth during the five-year
period before the survey. The table shows that the likelihood of receiving postnatal care was higher for
urban than rural women. Women living in rural Upper Egypt were least likely to report receiving
postnatal care. The percentages of women who had postnatal care increased with both the mother’'s
education level and with the wealth quintile.
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Table 11.14 Postnatal care for mother by background characteristics
Percentage of last births during the five-year period before the survey whose mother had any postnatal checkup and whose mother had a postnatal
checkup within two days of the delivery, according to the type of assistance at delivery, Egypt 2005
Medically assisted Births assisted by
births dayas/others All births
Had Had Had
postnatal ~ Number of postnatal  Number of postnatal
Had checkup last births Had checkup  last births Had checkup
any within assisted by any within assisted by any within
Background postnatal 2 days after health postnatal 2 days after ~ dayas/ postnatal 2 days after Number of
characteristic care delivery providers care delivery others care delivery last births
Age at birth
<20 70.0 68.1 631 11.8 8.4 245 53.7 51.4 875
20-34 74.9 72.5 5,986 7.5 5.8 1,828 59.1 56.9 7,814
35-49 72.6 70.5 872 7.0 4.0 283 56.5 54.2 1,156
Birth order
1 78.2 75.0 2,027 9.6 8.1 319 68.9 65.9 2,346
2-3 74.9 73.1 3,732 8.5 6.5 1,065 60.2 58.3 4,796
4-6 70.9 68.4 1,225 7.4 4.9 560 51.0 48.4 1,785
7+ 60.6 58.6 505 5.7 3.7 413 35.9 33.9 917
Urban-rural residence
Urban 82.5 80.4 3,371 9.5 6.4 382 75.1 72.9 3,753
Rural 67.4 64.9 4,118 7.6 5.8 1,974 48.0 45.7 6,092
Place of residence
Urban Governorates 89.6 88.7 1,346 18.6 16.2 114 84.0 83.1 1,460
Lower Egypt 77.6 75.0 3,322 9.2 7.3 743 65.1 62.7 4,066
Urban 84.1 80.9 911 3.0 0.0 75 77.9 74.7 987
Rural 75.2 72.8 2,411 9.9 8.1 668 61.0 58.8 3,079
Upper Egypt 62.5 59.7 2,734 6.5 4.3 1,466 43.0 40.4 4,200
Urban 72.4 69.7 1,057 7.0 3.1 179 63.0 60.0 1,235
Rural 56.3 53.5 1,677 6.4 4.5 1,287 34.6 32.2 2,965
Frontier Governorates 72.2 71.6 86 5.5 5.5 33 53.9 53.4 119
Education
No education 62.4 60.0 1,708 4.7 3.5 1,275 37.7 35.9 2,983
Some primary 70.1 67.9 612 11.8 9.6 266 52.4 50.3 878
Primary complete/some 9.4 57.1
secondary 72.0 70.0 1,136 6.2 355 54.8 1,491
Secondary complete/ higher 80.4 78.0 4,033 13.4 9.9 461 73.5 71.0 4,494
Work status
Working for cash 80.0 77.7 1,081 9.4 5.0 179 70.0 67.4 1,261
Not working for cash 73.2 70.9 6,408 7.8 5.9 2,177 56.6 54.4 8,584
Wealth quintile
Lowest 61.5 58.9 1,009 5.2 3.9 921 34.7 32.7 1,929
Second 60.4 57.6 1,301 7.2 5.6 680 42.1 39.7 1,981
Middle 71.1 69.0 1,679 9.1 6.2 434 58.4 56.1 2,114
Fourth 81.3 78.6 1,822 12.3 9.5 256 72.8 70.1 2,078
Highest 87.9 86.3 1,678 27.4 19.4 65 85.6 83.8 1,742
Total 74.2 71.9 7,489 7.9 5.9 2,356 58.3 56.1 9,845
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Postnatal Checkup for the Baby

Women were asked whether or not the
child had had a postnatal checkup for each
birth they had during the five-year period
before the survey. In addition, information was
collected for the last birth the woman had
during the period on the source where the
postnatal checkup occurred and the timing of
the first checkup following ddivery. A
guestion was aso included for al last-born
children about whether or not a blood sample
had been taken from the child’'s heel. The
MOHP has established a program to promote
the collection of blood samples in the two-
week period following a child’s birth to screen
for genetic problems.

Table 11.15 presents the percent distri-
bution of all births during the five-year period
before the survey by whether or not the child
received postnatal care and, if so, the type of
provider. For the last birth during this period,
the table also shows the source of postnatal
care and timing of the first postnatal checkup.
Overall, women report their infants had a
postnatal checkup in the case of 36 percent of
all births during the five-year period before the
survey. Postnatal checkups were reported by
mothers of 40 percent of the births assisted at
delivery by a health provider (largely a doctor)
during the five-year period prior to the survey
compared to 22 percent of births assisted by a
daya or other person.

Table 11.15 Postnatal care for child

Percent distribution of births during the five-year period before the
survey by provider for first postnatal checkup for child and percent
distribution of last births during the five-year period before the survey
by the source for first postnatal care checkup for the child, timing of
the first checkup, and mother's report as to whether sample of blood
was taken from baby's heel during the first 2 weeks following delivery,
according to the type of assistance at delivery, Egypt 2005

Medically Births
Postnatal care assisted assisted by
for child births daya/other  All births
Provider of postnatal care
Doctor 40.2 21.1 35.3
Trained nurse/ midwife 0.1 0.7 0.3
Traditional birth attendant 0.0 0.2 0.1
No postnatal care 59.7 77.9 64.4
Total 100.0 100.0 100.0
Number of births 10,084 3,515 13,600
Source for first checkup
Health facility 40.4 22.7 36.2
Public sector 11.6 9.0 11.0
Private sector 28.8 13.7 25.2
At own/other home 0.7 0.6 0.6
Don’t know/missing 0.1 0.0 0.1
No postnatal care 58.9 76.7 63.1
Timing of first checkup
Within 2 days of delivery 10.5 2.8 8.7
Less than 4 hours 4.6 0.4 3.6
4-23 hours 1.1 0.5 1.0
24-48 hours 4.7 1.9 4.1
3-7 days after delivery 16.6 10.0 15.0
8-27 days after delivery 4.9 3.9 4.7
4+ weeks after delivery 8.2 6.0 7.7
Don't know/ missing 0.9 0.5 0.8
No postnatal care 58.9 76.7 63.1
Blood sample from heel
Sample taken 62.5 52.3 60.1
Sample not taken 33.4 43.4 35.8
Don't know/missing 4.1 43 4.1
Total 100.0 100.0 100.0
Number of last births 7,489 2,356 9,845

Table 11.15 shows that ailmost al infants who had a postnatal checkup were seen by a doctor.
Infants were more than twice as likely to have been taken to a private provider for the postnatal checkup
asto a public health facility (25 percent and 11 percent, respectively). Since many of the children who die
in infancy die in the early neonatal period, it is important for the postnatal checkup to take place soon
after delivery in order to screen for conditions that may threaten an infant’s survival. The resultsin Table
11.15 indicate that most infants are seen for the first checkup within a week following delivery but that
only about one-quarter of the infants receiving a postnatal checkup (9 percent of all last births) were seen
for the first checkup within two days of their birth.

Table 11.5 aso shows that a blood sample was taken from the child's heel within two weeks of
birth in the case of 60 percent of last-born children.
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Postnatal checkups were more prevalent among urban infants than rural infants (Table 11.16).
The likelihood that an infant would have a checkup was lowest in the Frontier Governorates (14 percent),
and it increased with both the mother’s education and the wealth quintile. However, even among infants
born to mothers with a secondary or higher education and among infants in the highest wealth quintile,
less than half were seen for a checkup.

Table 11.16 Postnatal care for child by background characteristics

Percentage of last births in the five-year period before the survey for which the child received any postnatal checkup, percentage receiving a
postnatal checkup within two days of the delivery, and percentate of babies from whom a blood sample was taken from the heel by type of
delivery assistance, according to selected background characteristics, Egypt 2005

Births assisted by

Medically assisted births daya/other All births
Had  Had heel Had  Had heel Had  Had heel
postnatal  sample postnatal sample  Number postnatal sample

Had checkup taken ~ Number Had checkup taken oflast  Had checkup taken
any  within  within  of births any  within  within births any  within  within
post- 2days 2weeks assisted post- 2days 2weeks assisted post- 2days 2weeks Number

Background natal after of by health  natal after of by dayas/ natal after of of last
characteristic care  delivery delivery providers care delivery delivery  others  care delivery delivery births
Age at birth
<20 41.8 7.1 70.1 631 25.0 2.3 61.2 245 37.1 5.8 67.6 875
20-34 42.0 10.9 63.0 5,986 23.8 3.0 53.3 1,828 37.7 9.1 60.7 7,814
35-49 35.1 10.2 53.5 872 18.9 2.3 38.5 283 31.1 8.3 49.8 1,156
Birth order
1 47.5 11.1 73.7 2,027 32.3 4.2 67.2 319 45.4 10.1 72.8 2,346
2-3 411 10.9 61.5 3,732 23.6 2.6 55.8 1,065 37.2 9.1 60.2 4,796
4-5 36.3 10.0 54.0 1,225 23.4 3.7 44.5 560 32.3 8.1 51.0 1,785
6+ 27.6 6.5 46.4 505 15.7 1.1 42.4 413 22.2 4.1 44.6 917
Urban-rural residence
Urban 44.7 12.7 64.4 3,371 27.2 3.1 54.2 382 42.9 11.7 63.4 3,753
Rural 38.2 8.7 61.0 4,118 22.6 2.8 51.9 1,974 33.1 6.8 58.0 6,092
Place of residence
Urban Covernorates 43.3 12.5 75.0 1,346 25.2 2.6 54.6 114 41.9 11.8 73.4 1,460
Lower Egypt 44.7 10.0 64.8 3,322 30.5 4.0 50.6 743 42.1 8.9 62.2 4,066
Urban 48.6 11.3 66.1 911 41.2 1.8 67.8 75 48.0 10.5 66.2 987
Rural 43.2 9.6 64.4 2,411 29.3 4.2 48.6 668 40.2 8.4 61.0 3,079
Upper Egypt 365 10.1 53.5 2,734 200 2.3 53.0 1,466 307 7.4 53.4 4,200
Urban 44.7 14.3 49.6 1,057 24.3 4.2 48.4 179 41.8 12.8 49.4 1,235
Rural 31.3 7.5 56.0 1,677 19.4 2.1 53.7 1,287 26.1 5.1 55.0 2,965
Frontier Governorates  16.9 8.7 63.6 86 (5.5)  (0.0) (49.5) 33 13.8 6.3 59.8 119
Education
No education 29.9 6.6 56.7 1,708 18.7 1.8 48.9 1,275 25.1 4.5 53.4 2,983
Some primary 39.9 10.6 60.5 612 24.5 2.1 49.6 266 35.2 8.0 57.2 878
Primary complete/some
secondary 39.2 8.5 63.5 1,136 26.6 4.1 52.1 355 36.2 7.4 60.8 1,491
Secondary complete/
higher 46.6 12.7 65.0 4,033 32.9 5.2 63.3 461 45.2 12.0 64.8 4,494
Work status
Working for cash 45.6 14.2 60.0 1,081 24.2 7.1 53.1 179 42.5 13.1 59.1 1,261
Not working for cash 40.4 9.9 62.9 6,408 23.3 2.5 52.2 2,177 36.0 8.0 60.2 8,584
Wealth quintile
Lowest 32.4 6.7 56.9 1,009 221 2.2 529 921 27.5 4.5 55.0 1,929
Second 35.7 8.2 59.7 1,301 19.7 2.5 46.8 680 30.2 6.2 55.2 1,981
Middle 37.9 9.3 63.9 1,679 24.9 4.0 55.1 434 35.3 8.2 62.1 2,114
Fourth 45.1 10.7 63.5 1,822 31.2 3.5 60.5 256 43.4 9.8 63.1 2,078
Highest 49.5 15.7 65.6 1,678 36.9 5.0 50.4 65 49.0 15.3 65.1 1,742
Total 411 10.5 62.5 7,489 233 2.8 52.3 2,356 36.9 8.7 60.1 9,845

Note: Figures in parentheses are based on 25-49 unweighted cases.
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Table 11.16 also shows that blood samples were taken from 63 percent of children whose mothers
were assisted at delivery by medical personnel compared to 52 percent of children whose mothers were
assisted by dayas or others. Children born to mothers age 35-49 were least likely (50 percent) while first
births and children from the Urban Governorates (73 percent) were most likely to have had a blood

sample collected.
11.6 FAMILY PLANNING AND BREASTFEEDING ADVICE

The 2005 EDHS collected information from women who
delivered their last birth within the five-year period before the EDHS on
whether or not they had received any advice about family planning and
breastfeeding during the time they were pregnant, at the time they
delivered or during the two months following delivery. Table 11.17 shows
that around a quarter of these mothers said that they were given advice.
With regard to the source of the advice, health providers were the most
frequently mentioned source for both family planning and breastfeeding

Table 11.17 Exposure to family
planning and breastfeeding
information

Percentage of last births in the five-
year period before the survey
whose mothers received informa-
tion about family planning and
breastfeeding from various sources,

Egypt 2005

advice. The results also suggest that women were more likely to seek
advice from relatives about breastfeeding than about family planning.

Source of information

Family planning

11.7 EXPOSURE TO SAFE PREGNANCY MESSAGES Health provider 17.8
ocial worker 1.0
Daya 0.2
Media messages designed to make women more aware of the Neighbors/friends 0.8
danger signs during pregnancy are part of an information, education and | Household member 7.9
communication campaign to promote safe pregnancy. The 2005 EDHS Other 01
included questions to assess the coverage of these messages and to identify
the media through which women had heard or seen the messages most | A" souree 249
recently. Table 11.18 shows that 29 percent of ever-married women had B’erat]ftied:ga dor .
heard about the danger signs to watch for during pregnancy. Women age | sl workor 07
45-49, women with no education and those living in households ranked in Daya ' 0.5
the lowest quintile on the wealth index were least likely to have heard a | Neihborfiriends 1.1
message (19 percent, 23 percent, and 22 percent, respectively). Women Other relative 112
age 15-19 and women with a secondary or higher education were the most Other 0.1
likely to have heard or seen a message (41 percent and 40 percent,
r ectivel ) Any source 27.8
&P Y)- Number of births 9,845

With regard to the most recent information source, 57 percent last
received the information through television while 31 percent cited medical providers as the most recent
source of information. Five percent or less of women mentioned other mass media sources (radio or print
media). Six percent or less mentioned receiving information from relatives (including the husband),
friends or neighbors, or other sources. Television was cited most frequently by women living in urban
Upper Egypt (72 percent). The largest proportions mentioning medical providers were found among
women under age 25, especially women 15-19, and women from Lower Egypt.
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Table 11.18 Coverage of safe pregnancy messages by background characteristics

Percentage of ever-married women 15-49 reporting they had received information about danger signs women must be aware of to have a
safe pregnancy during the six months prior to the survey and, among women receiving information, the percent distribution by the last
source from which they received information, according to background characteristics, Egypt 2005

Percentage Number
receiving Source of information of women
information  Number Husband/  Friends/ knowing
Background about of Print  Service other neighbors/  Total danger
characteristic danger signs  women v Radio media' provider relatives other percent signs
Antenatal care
Had birth 30.2 9,845 57.1 0.5 1.1 32.8 5.1 3.5 100.0 2,977
Antenatal care 31.0 6,975 54.9 0.3 1.3 36.0 4.8 2.7 100.0 2,164
No antenatal care 28.3 2,870 62.8 0.9 0.6 24.0 5.9 5.6 100.0 813
No birth 26.9 9,629 57.8 0.7 1.4 29.1 6.5 4.4 100.0 2,591
Age
15-19 41.1 803 40.3 0.5 0.3 47.5 7.1 4.2 100.0 330
20-24 38.1 2,968 45.9 0.9 0.5 42.2 7.5 2.8 100.0 1,132
25-29 33.4 3,785 57.2 0.6 1.8 32.9 4.5 3.1 100.0 1,263
30-34 28.1 3,209 60.4 0.2 1.0 30.5 4.1 39 100.0 903
35-39 24.0 3,191 65.2 0.8 1.0 23.7 4.6 4.7 100.0 767
40-44 23.8 2,859 66.5 0.3 2.4 19.8 5.5 5.5 100.0 681
45-49 18.5 2,659 65.9 0.4 1.1 17.9 9.8 4.9 100.0 493
Urban-rural residence
Urban 32.0 8,033 60.6 0.4 2.0 29.6 4.8 2.5 100.0 2,568
Rural 26.2 11,441 54.7 0.7 0.6 32.3 6.6 5.1 100.0 3,000
Place of residence
Urban Governorates 349 3,293 60.4 0.5 2.2 29.8 4.9 2.2 100.0 1,150
Lower Egypt 20.4 8,410 44.9 0.7 1.2 43.2 5.8 4.1 100.0 1,713
Urban 23.3 2,199 44.0 0.9 2.7 45.6 4.1 2.8 100.0 513
Rural 19.3 6,211 45.3 0.6 0.7 421 6.5 4.7 100.0 1,201
Upper Egypt 34.8 7,552 646 0.5 0.8 23.5 6.2 4.4 100.0 2,632
Urban 35.5 2,411 71.7 0.0 1.1 19.3 5.2 2.7 100.0 856
Rural 34.5 5,141 61.2 0.8 0.6 25.6 6.7 5.2 100.0 1,776
Frontier Governorates 33.5 218 46.1 0.8 0.8 38.8 7.3 6.4 100.0 73
Education
No education 22.5 6,740 59.6 0.5 0.0 25.1 8.0 6.9 100.0 1,514
Some primary 24.9 3,053 60.5 0.8 0.1 25.3 6.5 3.7 100.0 759
Primary complete/some
secondary 32.6 7,666 55.0 0.7 1.3 32.8 5.1 2.8 100.0 2,499
Secondary complete/higher 39.5 2,016 58.0 0.0 4.3 35.0 3.3 1.8 100.0 797
Work status
Working for cash 30.5 3,288 55.9 0.6 3.9 33.0 3.0 3.6 100.0 1,002
Not working for cash 28.2 16,186 57.8 0.6 0.6 30.6 6.4 4.0 100.0 4,567
Wealth quintile
Lowest 22.4 2,964 52.4 0.8 0.2 28.3 8.7 9.7 100.0 664
Second 27.2 3,581 60.2 0.7 0.6 26.8 7.2 4.5 100.0 973
Middle 26.2 4,217 56.7 0.9 0.4 32.5 5.4 4.1 100.0 1,104
Fourth 30.7 4,425 54.1 0.2 1.0 35.5 6.1 3.1 100.0 1,359
Highest 34.2 4,287 61.4 0.5 29 30.0 3.6 1.6 100.0 1,468
Total 28.6 19,474 57.4 0.6 1.2 31.1 5.8 3.9 100.0 5,568

"Includes newspaper, magazine, pamphlet, brochure, or poster
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CHILD HEALTH 1 2

Many of the deaths in early childhood can be prevented by immunizing children against
preventable diseases and by ensuring that children receive prompt and appropriate trestment when they
become ill. This chapter presents information from the 2005 EDHS on the level of immunization among
young children. The chapter also considers information from the EDHS on the prevalence and treatment
of anumber of common childhood illnesses including diarrhea, acute respiratory infections and fever.

12.1 IMMUNIZATION OF CHILDREN

World Health Organization guidelines for childhood immunizations call for al children to receive
a BCG vaccination against tuberculosis; three doses of the DPT vaccine to prevent diphtheria, pertussis,
and tetanus; three doses of polio vaccine; and a meades vaccination during the first year of life. In
addition to these standard immunizations, Egypt’'s childhood immunization program recommends that
children receive three doses of the hepatitis vaccine.

Collection of Data

In Egypt, routine immunizations are recorded on a child’ s birth record (certificate) or on a special
health card. In collecting data on immunization coverage in the 2005 EDHS, mothers were asked to show
the interviewer the birth record and/or health card for each child born since January 2000. When the
mother was able to show the birth record and/or health card, the dates of vaccinations were copied from
the document(s) to the questionnaire. If neither a birth record nor a health card was available (or a
vaccination was not recorded), mothers were asked a series of questions to determine whether the child
had ever received specific vaccines and, if so, the number of doses.

In addition to the program of routine immunizations, Egypt has recently conducted a number of
special national immunization days (NID) in the effort to eradicate polio. Children’s vaccination records
are generally not updated to reflect the immunizations received in these campaigns. Therefore the EDHS
asked several questions on whether the child had participated in any of the NID campaigns and, if so,
during how many of the campaigns the child had received a polio immunization.

Routine Immunization Against Common Childhood llInesses

Table 12.1 shows information on vaccination coverage according to the source of the informa-
tion, i.e., the child's birth record and/or health card or the mother’s report. The table is restricted to
children 12-23 months of age in order to focus on recent coverage levels.

The first three columns of the table provide information on the proportions of children who were
immunized at any age up to the time of the survey. The fourth column presents the proportion of children
who were vaccinated by age 12 months, the age at which children should have received al of the
recommended vaccinations. For children with vaccination records, the percentage of children immunized
by age 12 months was calculated based on the child’ s birth date and the dates on which specific vaccines
were given as reported on the vaccination record. For children whose information was based on mother’s
recall, the proportion of vaccinations given during the first year of life was assumed to be the same as that
for children with awritten vaccination record.
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Table 12.1 Vaccinations by source of information
Percentage of children age 12-23 months who received specific vaccines at any time before the survey, by
source of information (vaccination card or mother's report), and percentage vaccinated by 12 months of age,
Egypt 2005
Vaccinated at any time before survey Vaccinated
Vaccination Mother's Either by 12 months Valid

Vaccination card report source of age’ dates
BCG 71.7 26.3 98.0 98.0 89.4
DPT 1 72.7 26.4 99.1 99.0 90.7
DPT 2 71.7 25.9 97.5 97.2 84.8
DPT 3+ 70.2 23.4 93.5 93.2 77.2
Polio 0' 22.1 21.2 43.3 43.3 28.2
Polio 1 73.1 26.5 99.6 99.5 97.7
Polio 2 72.5 26.3 98.8 98.6 94.8
Polio 3+ 71.4 25.7 97.0 96.7 87.1
Hepatitis 1 67.0 24.2 91.2 91.1 72.2
Hepatitis 2 64.1 22.3 86.4 86.4 63.4
Hepatitis 3 60.0 19.8 79.8 79.6 53.4
Measles 70.5 26.1 96.6 94.5 85.5
MMR 11.2 11.4 22.6 1.5 12.0
Fully immunized? 66.2 22.6 88.7 86.2 63.5
Fully immunized plus 3 doses of

the hepatitis vaccine 57.0 18.9 75.9 74.2 441
No vaccinations 0.1 0.2 0.2 0.3 0.6
Number of children 1,965 715 2,680 2,680 1,965
" Polio 0 is the polio vaccination given at birth.
2 A child is considered to be fully immunized if the child has received BCG, a measles or MMR vaccination,
three DPT vaccinations, and three polio vaccinations
3 For children whose information was based on the mother's report, the proportion of vaccinations given
during the first year of life was assumed to be the same as for children with a written record of vaccinations.

Table 12.1 shows that birth records and/or heath cards were available in the case of 1,965 out of
2,680 of the children age 12-23 months (73 percent). For the remaining children, the information on
vaccinations was based on the mother’ s report.

The results in Table 12.1 indicate that the childhood immunization program in Egypt has wide
coverage. Among children 12-23 months, less than one percent has never been immunized against any of
the vaccine preventable diseases. Coverage levels for BCG are virtually universal, and 97 percent of
children 12-23 months have received a measles vaccination. The proportions receiving three doses of the
DPT and polio vaccines are 94 percent and 97 percent, respectively. Overall, 89 percent of children are
considered immunized against al of these preventable diseases, i.e., they have received a BCG and
measles vaccination and three doses of the DPT and polio vaccines.

Hepatitis vaccinations were introduced into Egypt’ s childhood immunization program in the mid-
1990s. Table 12.1 shows that coverage levels are high for the hepatitis vaccine, with 80 percent of
children reported as having received the third dose of this vaccine. Overall, 76 percent of children 12-23
months are fully immunized against hepatitis as well as the other six preventableillnesses.

Finally, the percentages in the third column of Table 12.1 can be compared to those in the fourth
column to assess the proportion of vaccinated children who, as recommended, had received the
vaccinations before the child’s first birthday. Overall, 86 percent of the children 12-23 months had
received all of the required vaccinations (excluding hepatitis) by their first birthday. This proportion
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represents 97 percent of al children who were fully immunized against the six primary preventable
childhood ilInesses at the time of the survey.

Trends and Differentials in Vaccination Coverage

As Table 12.2 shows, the levels of vaccination coverage increased substantially during the period
between the 1992 and 2005 EDHS surveys. Overal, the proportion fully immunized at the time of the
2005 survey (89 percent), i.e., the proportion receiving BCG and measles vaccinations and three doses of
DPT and polio, was one-third higher than the level recorded at the time of the 1992 EDHS (67 percent).

Table 12.2 also presents differentials in vaccination coverage among children 12-23 months
according to selected background characteristics. There is little variation in coverage levels, with 85
percent or more of the children in all subgroups fully vaccinated.

Participation in National Immunization Days

During the two-year period before the survey, a series of national immunization day campaigns
were held in an effort to ensure that al young children in Egypt are fully immunized against polio. The
2005 EDHS collected information on children’s participation in the NID campaigns. Table 12.3 shows
that the NID campaigns have achieved wide coverage; ailmost all children under age five have received an
immunization during one of the NIDs.

If both NIDs participation and vaccinations received during routine care are taken into account, it
is estimated that 99 percent of all children age 12-23 months can be considered fully immunized against
polio, i.e., they have received at least three doses of polio vaccine.
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Table 12.2 Differentials and trends in vaccination coverage by background characteristics

Among children 12-23 months, percentage who had a vaccination record seen and percentage who received each vaccine (according to the vaccination cards or the mother's
report), by selected background characteristics, Egypt 2005, and trends in percentage receiving various vaccines, Egypt 1992-2005

Fully
immu-
nized
Hepa- Hepa- Hepa- Fully  plus 3 Number
Background Record DPT DPT DPT Polio Polio Polio Polio titis  titis titis immu-  doses of
characteristic seen  BCG 1 2 3+ 0 1 2 3+ 1 2 3 Measles MMR nized hepatitis None children
Sex
Male 73.6  97.8 99.1 974 936 266 99.7 988 96.7 91.1 856 79.2 96.8 23.0 889 75.3 0.2 1,375
Female 73.0 983 99.2 976 935 289 994 989 964 912 873 805 963 22.2 885 76.6 0.3 1,305
Birth order
1 71.2 979 989 96.8 919 277 99.7 99.2 96.8 923 88.0 803 97.4 254 87.0 75.7 0.0 829
2-3 721 98.6 993 98.2 94.8 28.1 994 98.7 96.8 909 86.5 81.0 97.1 215 91.2 78.4 0.3 1,247
4-5 772 973 990 969 92.7 274 99.6 99.1 958 89.7 850 77.8 94.1 224 855 72.5 0.4 415
6+ 81.6 965 99.6 97.7 942 258 99.6 97.8 964 91.4 822 747 947 176 869 68.2 0.4 190
Urban-rural
Urban 714 98.8 99.1 971 935 233 99.2 98.7 96.7 934 894 83.6 96.8 24.5  89.1 80.1 0.2 972
Rural 744 97.6 99.2 97.8 93.5 30.2 99.8 989 96.5 899 848 77.7 96.5 21.5 885 73.6 0.2 1,708
Place of residence
Urban Governorates 720 99.0 990 976 946 17.0 989 98.7 96.1 950 914 856 97.0 24.0 90.3 83.3 0.4 402
Lower Egypt 713 984 993 98.1 944 36.8 99.7 994 98.1 929 88.8 83.0 97.6 25,5  90.9 79.6 0.2 1,071
Urban 60.9 100.0 99.2 96.1 923 40.1 993 986 957 93.6 884 843 97.1 333 895 80.3 0.0 235
Rural 743 98.0 993 986 950 358 99.8 99.6 98.7 928 889 826 97.7 233 91.2 79.4 0.2 836
Upper Egypt 754 973 99.1 971 925 235 99.6 984 954 88.1 824 747 957 19.7 863 69.8 0.2 1,169
Urban 783 977 991 972 931 194 994 98.7 98.2 90.7 87.2 799 96.6 19.2 875 75.5 0.0 312
Rural 744 971 99.1 97.0 922 250 99.7 983 944 871 80.7 72.8 95.3 199 859 67.8 0.3 857
Frontier Governorates 77.7 989 98.2 953 909 13.2 1000 99.2 955 96.6 924 884 927 144 85.6 81.6 0.0 37
Education
No education 75.8 979 994 971 923 274 999 990 956 875 819 758 96.0 20.0 86.2 70.9 0.1 801
Some primary 72.3 96.5 984 957 940 232 994 975 96.1 87.9 833 77.3 94.3 19.6 88.5 73.8 0.2 212
Primary completed/some
secondary 75.8 974 989 974 922 272 990 980 970 909 878 794 95.8 21.8 88.7 76.3 0.8 420

SecondaryComp]eted/higher 71.0 98.5 99.2 98.2 94.7 288 995 99.3 97.2 94.2 89.4 83.0 97.6 25.0 90.4 79.5 0.1 1,247
Work status

Working for cash 65.9 96.0 994 972 934 29.7 988 985 970 953 916 816 975 26.4 86.8 66.1 0.6 276
Not working for cash 74.2 98.2 991 976 935 275 996 989 965 90.7 859 796 96.5 22.1 88.9 73.6 0.2 2,404
Wealth quintile
Lowest 74.6 974 990 96.8 91.6 29.2 99.8 989 944 882 814 725 95.1 20.9 85.0 68.6 0.2 529
Second 74.2 97.3 98.8 96.8 93.1 250 993 985 96.0 89.8 851 783 95.4 17.1 87.5 73.2 0.7 557
Middle 75.1 98.1 99.6 983 941 327 999 99.0 972 904 852 795 97.8 24.8 90.1 75.8 0.1 610
Fourth 71.3 98.7 989 978 936 263 99.2 986 96.7 922 88.0 829 97.4 229 90.0 80.0 0.2 551
Highest 70.6 98.8 994 980 955 240 994 994 990 963 942 873 97.2 28.3 91.3 83.6 0.0 433
Total EDHS 2005 733 980 99.1 975 935 277 996 988 96.6 91.2 864 798 966 226 88.7 75.9 0.2 2,680
Total EDHS 2000 725 993 99.2 971 940 na 996 977 949 98.7 963 93.0 969 na 92.2 91.1 0.2 2,170
Total EDHS 1995 50.1 94.7 96.2 928 83.0 na 970 939 842 754 71.0 569 892 na 79.1 na 2.5 2,085
Total EDHS 1992 55.2 895 928 878 764 na 945 90.1 789 815 na na na na 67.4 na 3.8 1,594

Note: A child is considered to be fully immunized if the child has received BCG, a measles or MMR vaccination, three DPT vaccinations, and three polio vaccinations.
na = not available
Polio 0 is the polio vaccination given at birth; MMR - Measles, mumps, and rubella




Table 12.3 Number of times vaccinated in national immunization day campaigns by residence

Percent distribution of children under five years by the number of times the child received a polio immunization during a
national immunization day (NID) campaign within a two-year period before the survey, Egypt 2005

Number of times Urban Lower Egypt Upper Egypt Frontier
vaccinated in NID Gover- Gover-
campaigns Urban Rural norates  Total Urban Rural  Total Urban Rural  norates Total
None 6.3 2.4 5.7 1.1 0.8 1.2 5.7 116 3.5 2.3 3.8
1-4 20.2 242 18.2 26.5  25.1 27.0 209 19.1 21.6 16.6 22.7
5-9 37.6  40.2 35.4 409 419 406 39.0 36.6 39.8 39.1 39.2
10 or more 34.7 321 39.7 30.6 30.8 305 33.0 31.6 335 40.4 33.1
Don’t know/missing 1.2 1.2 0.9 0.9 1.5 0.7 1.5 1.2 1.6 1.6 1.2
Total percent 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of children 4,778 8,342 1,826 5,235 1,248 3,987 5,897 1,604 4,292 162 13,120

12.2 ACUTE RESPIRATORY INFECTION

Acute respiratory infection (ARI), particularly pneumonia, is a
common cause of death among infants and young children. Early
diagnosis and treatment with antibiotics can prevent a large proportion
of the deaths due to pneumonia.

Prevalence of ARI

Table 12.4 Prevalence of ARI
symptoms

Percent distribution of children under
five years with cough by presence of
ARI symptoms during the two weeks

before the survey, Egypt 2005

The prevalence of ARI was estimated by asking mothers of all | 1x2e-orilness - Tota
children under five years of age three questions. The first question was | Cough with short rapid,
used to identify children who had been ill with acough in the two weeks | pestrelated On]yg 3.9
before the survey. One-fifth of al children under age five had had a | Blocked/runny nose only 2.0
cough during the two-week period before the survey (Table 12.4). For g?)t:’t know/missing g]
the children who had had a cough, a second question was asked t0 | cough, no ARI symptoms 8.2
determine if the child had breathed faster than usual during the illness | No cough 80.7
yvit_h short rapid bregths or had h_ad difficulty br_ea;hi ng. If th_e mother Total 100.0
indicated that the child had experienced fast or difficult breathing, they | . mber of children 13,120

were asked whether it was the result of a problem in the chest or to a
blocked or runny nose. Mathers reported that 11 percent of the children
with a cough experienced fast or difficult breathing. Table 12.4 shows
that mothers attributed the breathing problems in most of these
children—9 percent of al children under age five—to a problem in the
chest.

In considering the ARI findings, several points should be noted. First, the prevalence of ARI
varies seasonally, and the EDHS results represent the situation at the time of the interview (circa April-
June 2005) and not the situation at other times of the year in Egypt. The data also are subject to reporting
error although the short reference period (two weeks) reduces the likelihood of such error. The symptoms
for which information is collected in the EDHS—cough with fast or difficult breathing involving a chest
problem—are signs of pneumonia but are less appropriate for assessing the presence of other ARI-related
conditions (coughs and colds, wheezing, ear infection, and streptococcal sore throat). Thus, the EDHS
results do not provide information on the prevalence and treatment of the full range of ARI problems
children experience. Finaly, the 2005 EDHS findings are not strictly comparable to earlier DHS surveys
since those surveys did not directly ascertain whether the mother considered the child’s cough and rapid

or difficult breathing to be chest-related.

Note: Symptoms of ARI (cough
accompanied by short, rapid breath-
ing that was chest-related) is conside-
red proxy for pneumonia.
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Consultation, Treatment and Feeding Practices

Women whose children had chest-related ARI symptoms
were asked whether they had sought advice or treatment for the
illness. Table 12.5 indicates that, according to the mother’ s report,
advice or treatment was sought from a health provider for 73
percent of the children who were ill. Most of the families sought
advice from only one provider when a child was ill with ARI
symptoms. Private health care providers were the first source
consulted in two-thirds of the cases. For the mgjority of children
ill with ARI symptoms, the first consultation took place the day
they becameiill.

Table 12.6 considers the actions taken to treat the illness.
Eighty-five percent of children with chest-related ARI symptoms
were given some type of medicine. Antipyretics and cough
medicine were the most frequently given medicines. Just over half
of theill children received an antibiotic, with most receiving the
drug orally.

Questions were also asked about feeding practices during
the illness. It is recommended that children receive increased
liquids when they are ill and that food not be reduced. The results
in Table 12.6 indicate the actions taken when the child had ARI
symptoms were often counter to this advice. Children ill with
chest-related ARI symptoms were most often given either less
fluids than normal (45 percent) or nothing to drink (6 percent).
There also was a clear tendency for children to receive less food
than normal; just under one-fifth of the children were given the
same or more food than normal.

Child Health

Table 12.5 Consultation for children ill with
ARI symptoms

Among children under age 5 ill with chest-
related ARI symptoms, percent distribution by
number of sources consulted during illness
and, among ill children for whom a source
was consulted, the percent distribution by the
first source consulted during the illness and
the timing of the first consultation, Egypt 2005

Consultation

Number of sources consulted

None 26.5
1 source 71.3
2 or more sources 2.0
Don’t know/missing 0.2
Total percent 100.0
Number of ill children 1,186
Source consulted first
Public sector 32.2
Urban Hospital 9.3
Urban health unit 2.4
Health office 1.2
Rural hospital 1.4
Rural health unit 8.5
MCH center 1.2
Other government 8.2
Private sector 66.9
Nongovernmental 5.1
Private medical 61.8
Private hospital/clinic 4.2
Private doctor 50.0
Pharmacy 7.6
Other nonmedical 0.1
Don’t know/missing 0.8
Timing of first consultation
First day child ill 68.3
2-3 days after child ill 26.3
4-5 days after child ill 2.5
6 or more days after child ill 2.3
Don’t know/missing 0.7
Total percent 100.0
Number of children having
consultation(s) 869

Note: Symptoms of ARI (cough accompanied
by short, rapid breathing that was chest-
related) is considered proxy for pneumonia.




Table 12.6 Treatment and feeding practices
for children ill with ARI symptoms

Among children under age 5 ill with ARI
symptoms, percentage giving various drugs to
treat the illness and percent distribution by
feeding practices during illness, Egypt 2005

Treatment practices

Drugs given to treat illness

Given any drug(s) 85.2
Any antibiotic 52.0
Pill/syrup 43.4
Had antibiotic at home 3.1
Got antibiotic elsewhere 40.2
Injection 14.2
Antipyretic 55.6
Cough medicine 56.4
Other/unknown drug/missing 3.5
No drug given/missing 14.8
Number of ill children 1,186
Amount of liquids offered
Same as usual 33.0
More 15.9
Somewhat less 30.9
Much less 14.0
Nothing to drink 5.8
Don't know 0.0
Missing 0.3
Amount of food offered
Same as usual 18.1
More 0.3
Somewhat less 30.2
Much less 24.9
Stopped food 13.9
Never gave food 12.4
Missing 0.2
Total 100.0
Number of ill children 1,186

Note: Percentages given various drugs will
not add to the total percentage given any
drug(s) because more than response regarding
the drugs given was possible.

Differentials in ARI Prevalence and Responses to the Illness

Table 12.7 presents differences in the prevalence of chest-related ARl symptoms and in
consultation and treatment practices by background characteristics. The proportion of children ill with
chest-related ARI symptoms does not vary greatly with the background characteristics shown in the table.
It peaks at 13 percent among children age 6-11 months and children living in urban areas in Upper Egypt.
Children in the Frontier Governorates and children age 48-59 months were the least likely to have
symptoms (5 percent and 6 percent, respectively).

Table 12.7 shows that the mgjority of families take some action when a child is ill with chest-
related ARl symptoms, mothers report that there was no consultation or treatment given in the case of
only 10 percent of children ill with chest-related ARl symptoms. Families are least likely to have taken
any action if achild is under 12 months of age, of birth order 4 or higher, female, or living in arural area.
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Table 12.7 Prevalence and treatment of ARl symptoms by background characteristics

Percentage of children under five ill with ARl symptoms in the two weeks before the survey and, among ill children, percentage receiving
medical care, given antibiotic, and receiving no treatment/consultation by selected background characteristics, Egypt 2005

Among children with ARl symptoms, percentage:

Number Offered
Percentage  of No increased/
ill with  children ) ) consul-  Offered same Number
Background ARI under  Medical provider consulted Given tation/ increased amountof  ofill
characteristic symptoms  age 5 Any Public  Private antibiotic treatment  fluids food children
Child's age
Under 6 months 7.2 1,242 68.8 17.1 50.7 26.7 18.6 3.4 4.9 90
6-11 months 13.4 1,349 74.5 13.7 59.0 49.6 15.3 9.2 8.6 180
12-23 months 11.6 2,680 73.5 26.8 46.2 56.4 9.4 19.4 18.5 312
24-35 months 9.9 2,671 69.9 20.3 49.5 52.3 10.4 15.0 24.1 263
36-47 months 7.1 2,682 79.8 35.4 44.0 60.0 6.1 23.4 18.7 189
48-59 months 6.1 2,497 71.4 23.3 47.2 50.2 6.6 16.4 27.3 152
Sex
Male 9.6 6,688 76.4 25.4 50.8 53.8 8.0 16.9 17.9 642
Female 8.5 6,432 69.5 21.5 46.9 49.9 13.0 14.7 18.9 544
Birth order
1 9.2 3,994 74.7 24.1 50.2 49.9 9.8 15.9 14.4 367
2-3 9.2 5,943 73.4 20.8 51.8 55.8 7.9 16.5 21.1 546
4-5 8.6 2,123 70.9 27.6 43.3 47.5 15.3 11.5 17.1 183
6+ 8.4 1,059 71.1 30.2 39.1 46.7 16.8 21.5 20.7 89
Urban-rural residence
Urban 10.7 4,778 79.8 21.9 57.1 58.9 7.0 14.5 17.2 511
Rural 8.1 8,342 68.2 249 42.8 46.8 12.9 17.0 19.2 674
Place of residence
Urban Governorates 10.3 1,826 77.4 20.5 56.0 56.0 7.5 13.9 16.6 189
Lower Egypt 6.8 5,235 72.7 20.9 51.3 59.1 11.2 13.5 21.6 357
Urban 8.6 1,248 74.3 19.7 54.7 64.8 12.0 16.4 24.6 107
Rural 6.3 3,987 72.0 21.5 499 56.7 10.9 12.3 20.3 250
Upper Egypt 10.7 5897 726 258  46.0 46.9 10.5 18.1 17.0 632
Urban 13.1 1,604 85.1 23.9 60.1 58.8 3.7 14.5 13.6 211
Rural 9.8 4,292 66.3 26.8 38.9 40.9 13.9 19.9 18.6 421
Frontier Governorates 4.9 162 (56.6) (34.6) (21.9) (44.9) (23.1) (0.0) (29.8) 8
Education
No education 8.4 4,087 75.7 28.6 46.0 50.1 12.6 12.5 20.9 344
Some primary 12.4 1,149 67.4 29.9 37.4 46.9 13.5 8.2 17.9 143
Primary complete/some
secondary 10.2 1,973 74.0 20.0 53.1 41.5 5.4 19.0 15.0 201
Secondary complete/higher 8.4 5,911 72.9 19.7 52.7 59.0 9.8 19.3 18.1 498
Work status
Working for cash 7.1 1,561 72.5 21.3 51.3 59.0 8.6 20.3 19.5 110
Not working for cash 9.3 11,559 73.3 23.8 48.8 51.3 10.5 15.5 18.3 1,076
Wealth quintile
Lowest 9.5 2,684 66.2 25.7 39.9 42.5 17.1 16.5 18.6 254
Second 8.6 2,731 70.6 30.8 39.4 45.6 9.8 16.3 18.1 234
Middle 9.2 2,848 73.2 21.9 50.8 58.0 11.6 12.2 18.7 262
Fourth 9.6 2,671 78.4 23.5 53.5 56.6 5.2 14.5 19.0 257
Highest 8.2 2,187 79.4 13.7 65.6 58.6 7.0 22.2 17.1 179
Total 9.0 13,120 73.2 23.6 49.0 52.0 10.3 15.9 18.4 1,186

Note: Figures in parentheses are based on 25-49 unweighted cases.
! Percentages consulting public and private sources may not add to percentage consulting any provider because respondents were able to
name more than one provider.

With regard to feeding practices, younger children, especialy those under 6 months of age, were
less likely to have been offered increased liquids or given increased or the same amount of food than
older children.
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12.3 DIARRHEA

Dehydration caused by severe diarrhea is a
major cause of death among young children. A simple
and effective response to dehydration is a prompt
increase in the child' s fluid intake through some form
of ora rehydration therapy (ORT). ORT may include
the use of a solution prepared from commercialy
produced packets of oral rehydration salts (ORS) or a
homemade mixture usually prepared from sugar, salt,
and water. Increasing the amount of any other liquids
given to a child during a diarrheal episode is another
means of preventing dehydration.

In the 2005 EDHS, mothers were asked
whether any of their children under five years of age
had had diarrhea during the two-weeks preceding the
survey. If the child had had diarrhea, the mother was
asked about what actions were taken to treat the
diarrhea and about feeding practices during the
diarrheal episode.

Prevalence of Diarrhea

Table 12.8 shows the percentages of children
under five years of age who had any diarrhea and
who had diarrhea with blood in the feces, at some
time during the two-week period before the survey.
Blood in the stools is a symptom of dysentery. In
considering the information in Table 12.8, it isimpor-
tant to note that the prevalence figures may involve
some reporting error since they are based on the
mothers' subjective assessment of the child's illness.
Since there are seasonal variations in the pattern of
diarrheal illnesses, it also should be remembered that
the percentages in Table 12.8 represent the preva-
lence of diarrhea at the time of the 2000 EDHS (circa
April-June 2005) and not the situation at other times
of the year in Egypt.

Among children under age five, 18 percent
were reported to have been ill with diarrhea during
the two-week period before the EDHS interview, and
one percent had diarrhea with bloody stools.
Diarrheal episodes were most common among the
small number of children living in households in
which the drinking water source were classified as
“not improved.” Children under age 3 were much
more likely to have suffered from diarrhea than older
children. Diarrheal prevalence decreased markedly
with both mother’s education and the wealth quintile
and was somewhat higher in Upper Egypt than in
other areas.

Table 12.8 Prevalence of diarrhea by background character-
istics
Percentage of children under five years with diarrhea in the
two weeks preceding the survey, by background
characteristics, Egypt 2005
Diarrhea  Number
Background All with of
characteristic diarrhea  blood  children
Age in months
<6 22.0 0.6 1,242
6-11 33.6 1.5 1,349
12-23 28.8 1.7 2,680
24-35 17.9 1.9 2,671
36-47 9.1 0.8 2,682
48-59 7.7 0.4 2,497
Sex
Male 18.5 1.3 6,688
Female 18.3 1.1 6,432
Source of drinking water
Improved' 18.2 1.2 12,010
Not improved 24.7 0.8 310
Not de jure resident/missing  18.5 1.6 800
Toilet facility
Improved? 18.2 1.2 10,802
Not improved 19.3 1.1 1,520
Not de jure resident/missing ~ 18.6 1.6 797
Urban-rural residence
Urban 17.1 1.3 4,778
Rural 19.1 1.1 8,342
Place of residence
Urban Governorates 15.3 0.8 1,826
Lower Egypt 16.6 0.8 5,235
Urban 15.2 1.1 1,248
Rural 17.0 0.7 3,987
Upper Egypt 21.0 1.7 5,897
Urban 20.8 2.1 1,604
Rural 21.1 1.5 4,292
Frontier Governorates 14.8 0.4 162
Education
No education 19.5 1.4 4,087
Some primary 20.9 1.0 1,149
Primary complete/some
secondary 19.6 1.4 1,973
Secondary complete/higher 16.7 1.0 5911
Work status
Working for cash 13.5 0.9 1,561
Not working for cash 19.0 1.2 11,559
Wealth quintile
Lowest 22.9 2.1 2,684
Second 19.4 1.1 2,731
Middle 17.3 0.8 2,848
Fourth 17.5 1.4 2,671
Highest 14.0 0.5 2,187
Total 18.4 1.2 13,120
" Improved sources are defined as those sources which are
likely to provide safe drinking water and include water
obtained from a piped source within the dwelling, a public
tap, a borehole, or a protected well or spring.
2 The household is considered to have improved sanitation
facilities if the household has sole use of a modern or
traditional flush toilet that empties into a public sewer, Bayara
(vault) or septic system.
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Consultatlon, Treatment and Feedmg Practices Table 12.9 Consultation about diarrheal episode

. . . Among children with diarrhea, percent distribution by
Information was obtained in the 2005 EDHS number of sources consulted during illness and, among ill

on the actions that were taken when a child was ill | children for whom a source was consulted, the first source
W|th d|arrhea during the two_WGek penod prior to the consulted during the illness and the timing of the first
survey. Table 12.9 considers the extent to which | “onsultation, Egypt 2005

medical advice was sought during the diarrheal All Diarrhea
episode. Mothers report advice or treatment was | Consultation diarrhea  with blood
sought at a health facility in just over half of all recent | Number of sources consulted
diarrheal episodes. Among those seeking medical None 45.2 33.9
advice, dmost al consulted only one provider. Private | ©ne 53:5 65.0
health care providers were consulted nearly twice as | 2°'™ 1.2 1.1
often as providers a public sector facilities, Around | Domtknow/missing 00 00
two-thirds of the consultations were reported to have | 1 bercent 100.0 100.0
occurred on the first day the child was ill, and parents | Number of ill children 2,411 157
waited 4 or more days to seek advice in a small | ¢ Med i
; A ource consulted first
minority of cases (3 percent). Public sector 34.2 39.8
. . Urban Hospital 6.4 11.2
Table 12.10 presents information on the drugs Urban health unit 45 16
or other treatments employed when a child wasill with | Health office 0.7 0.0
diarrhea. Slightly more than one-fifth of children were | Rural hospital 1.9 0.6
not given anything to treat the diarrhea. Virtually all | Ruralhealth unit 13.9 164
mothers (95 percent) are aware of the availability of | MCH center 0.8 0.2
: Other government 6.1 9.8
packets of oral rehydration salts that can be used to .
. . Private sector 65.4 59.8
prevent o!ehydratlon (not shown in table). H(_)wever, Nongovernmental 3.0 .
only a third of the mothers report that the child was | private medical 623 563
given a solution prepared using a packet of oral Private hospital/clinic 3.5 3.9
rehydration salts. In three percent of the cases, the | Private doctor 46.5 40.5
child was given a solution of sugar and salt (i.e,, a | Pharmacy 12.3 11.8
recommended home fluid (RHF)). Antibiotics and | Other nonmedical 0.0 0.4
Don’t know/missing 0.4 0.0

other antidiarrheal medications are generaly not
recommended to treat diarrhea in young children. | Timing of first consultation
However, Table 12.10 shows that antibiotics were | Firstday childil 68.3 65.8

given to 26 percent of the children with diarrhea, 14 | 7 jaf Her ®e 22
percent received antimotility drugs, and around 45 6 or more days after child il 07 0.8

percent were given other drugs, e.g., antipyretics t0 | pon't know/missing 0.4 0.4

treat the fever accompanying the diarrhea.

Total percent 100.0 100.0
Theresultsin Table 12.10 suggest that feeding | Number of children having

practices during diarrheal episodes are not optimal. To | consultation(s)

prevent dehydration, the amount of liquids given to the

child should be increased during the diarrheal episode. As Table 12.10 shows, fluids were increased for

only 20 percent of the children ill with diarrhea. In 15 percent of the cases, the mother said that the child

was either given nothing to drink (6 percent) or much less fluid than normal (8 percent), while about a

quarter of the children received somewhat less than the normal amount of liquids.

1,320 104
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_It aso is important that chil'dren WhO | Table 12.10 Treatment and feeding practices during diarrhea
have_ d_larrhea receive adequate nutrle_nts, and Percent distribution of children under five years who had diarrhea in
thus it is recommended that the solids givento a | the two weeks preceding the survey by ORS packet and drugs or
child be increased or at least stay the same | other remedies used to treat diarrhea and by amount of liquids and
during diarrheal episodes. The child was given food offered compared to normal practice, Egypt 2005
more than normal to eat in only two percent of Al Diarrhea
the cases while 27 percent of children were fed diarhea _ with blood
normally during the diarrheal episode. In about | Drugs/other treatment

. . Any drug/other treatment 77.9 82.8

one-quarter of the diarrheal episodes, the mother | " A\p¢ 35.7 45.1
either completely stopped feeding the child ORS packet 33.5 44.6
(12 percent) or gave the child much less than Afi_';? e illssrunfiniect 25; 3(1)-8
normal to eat (16 percent). Antimotiity 144 130
\% 0.1 0.5

Differentials in Consultation, Treatment, and Zinc 0.8 13
. . Other/unknown pill/syrup/injection 44.5 45.7
Feed'ng Practices Home remedy 1.3 0.6
No medication 22.1 17.2

The majority of children in al of the | amount of liquids offered
subgroups received some care or treatment for | Same asusual 40.1 25.3
the diarrhea (Table 12.11). With some | ™More 199 263

A X Somewhat less 25.1 23.2
exceptions, care and treatment practices do not | much less 8.4 19.7
vary markedly across subgroups. Medical advice | None 6.2 5.5

: ; Don't know/missing 0.4 0.0
was most frequently sought for children in the
highest wealth quintile and least often in the case | Amount of food offered rea s
of children living in the Frontier Governorates. More 15 11
With regard to ORT use, children under 6 | Somewhatless 27.3 22.5
months of age were considerably less likely than | Muchles o8 203
other children to have been given some form of Never gave food 16.6 8.0
ORT or increased fluids. Children in the highest Don't know/missing 0.1 0.0
wealth quintile and children living in urban |
areas, particularly the Urban Governorates and | % J000 1002
urban Upper Egypt, were more likely than other :
children to have been given antibiotics. Note: Percentages given various drugs will not add to the total

percentage given drug(s) because more than response regarding the
Medical consultations and ORT use | drusssiven was possible

were more frequent among the small number of

children who had experienced bloody stools compared to other children ill with diarrhea; however,
medical advice was not sought in the case of one-third of children with this symptom of dysentery, and
more than 40 percent were not treated with some form of ORT or given increased fluids.

12.4 DISPOSAL OF CHILDREN’S STOOLS

If feces are left uncontained, disease may be spread by direct contact or through animal contact.
Children’s feces are often a cause of feca contamination in the household environment since they are
frequently not disposed of properly. Thus, the proper disposal of children's feces is important in
preventing the spread of disease.

To obtain information on this issue, mothers who had at least one child born since January 2000
were asked about what was done to dispose of the stools the last time their youngest child had passed
stools. Almost all mothers reported that the child either used a toilet or latrine when defecating
(42 percent) or the child’s stools were thrown into the toilet or latrine (51 percent) (not shown in table).
Mothers reporting other means of stool disposal generally said the stools were thrown outside.
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Table 12.11 Prevalence and treatment of diarrhea by background characteristics

Among children ill with diarrhea, percentage receiving medical care, oral rehydration therapy (ORT), other treatment and no treatment, according to background
characteristics, Egypt 2005

Oral rehydration

Medical care from: therapy (ORT) Given Increased/ Other
Any Either ORT/ same  Antibiotic injection/ Home Number
health  Public Private ORS RHSat ORSor Increased Increased amount injection/ pill/syrup/ remedy/ No care/  of ill
Background characteristic provider provider provider packet home RHS fluids fluids of food pill/syrup  zinc/IV other treatment children
Type of diarrhea
Non-bloody 54.0 18.2 35.5 32.7 2.8 35.0 19.4 46.9 25.4 45.0 2.1 19.2 28.7 2,254
Bloody 66.1 26.3 39.8 44.6 1.6 45.1 26.3 57.4 30.0 46.9 1.7 12.7 22.4 157
Age in months
<6 56.0 16.7 39.3 19.8 1.9 21.4 10.3 27.2 21.3 47.2 4.8 26.6 4.1 273
6-11 62.9 18.1 44.5 35.3 2.0 36.6 18.0 46.3 27.8 43.5 0.8 18.7 19.6 454
12-23 52.8 18.8 33.7 38.6 2.9 41.0 21.7 53.3 27.5 47.7 2.2 16.0 30.2 771
24-35 49.7 16.1 33.4 32.8 2.7 35.1 25.0 52.8 26.1 40.5 0.8 19.5 36.9 477
36-47 49.3 20.1 29.2 36.3 3.1 39.0 17.9 48.3 21.0 47.6 2.3 17.5 41.0 245
48-59 61.1 27.3 33.4 26.7 4.1 29.8 20.4 42.5 24.3 43.7 3.5 18.4 38.4 192
Sex
Male 55.7 18.7 36.8 33.6 3.1 36.0 19.7 48.1 25.8 44.7 2.3 18.3 27.2 1,234
Female 53.8 18.8 34.8 33.5 2.3 35.3 20.0 47.0 25.5 45.4 1.8 19.2 29.5 1,177
Urban-rural residence
Urban 59.4 16.2 42.9 28.3 2.5 30.3 19.6 41.9 30.3 51.4 2.2 14.5 23.4 818
Rural 52.4 20.0 32.2 36.2 2.8 38.4 20.0 50.4 23.3 41.9 2.0 209 30.8 1,593
Place of residence
Urban Governorates 58.0 20.0 38.0 21.6 2.2 23.7 14.3 34.8 27.6 54.2 1.3 18.7 23.9 280
Lower Egypt 56.2 17.5 38.4 339 5.0 37.7 18.5 49.0 24.4 43.2 2.0 16.6 29.6 869
Urban 67.7 16.1 50.8 39.3 5.2 42.6 24.8 52.8 25.6 51.5 3.5 6.9 20.6 190
Rural 53.0 17.9 34.9 32.3 4.9 36.3 16.8 47.9 24.0 40.9 1.5 19.4 32.1 678
Upper Egypt 53.2 19.1 33.9 36.2 1.2 37.2 21.9 49.4 26.2 44.7 2.2 19.9 28.1 1,239
Urban 56.3 12.5 43.8 28.0 1.1 29.0 20.8 41.4 35.5 49.6 2.0 14.5 23.7 333
Rural 52.1 21.5 30.3 39.2 1.2 40.2 22.3 52.3 22.8 42.9 2.3 219 29.7 906
Frontier Governorates 42.2 29.2 13.0 21.7 3.7 241 31.3 50.5 21.2 29.1 7.1 36.2 44.5 24
Education
No education 51.5 21.2 30.1 37.7 2.3 39.7 19.0 50.6 23.4 39.1 1.7 241 31.7 796
Some primary 54.6 21.8 32.8 29.5 3.5 32.4 17.6 42.8 329 36.5 0.5 21.5 27.6 241
Primary complete/some
secondary 57.0 18.9 37.3 29.6 1.9 31.4 19.1 42.0 27.9 47.5 3.2 16.0 30.9 387
Secondary complete/higher ~ 56.5 15.9 40.6 32.7 3.1 34.9 21.4 48.4 24.9 51.0 2.3 14.9 24.7 987
Work status
Working for cash 50.3 16.7 33.6 33.9 4.0 36.4 26.8 53.3 21.6 47.2 2.1 17.9 27.9 210
Not working for cash 55.2 18.9 36.0 33.5 2.6 35.6 19.2 47.0 26.0 44.9 2.1 18.8 28.3 2,201
Wealth quintile
Lowest 55.0 21.3 33.3 40.5 1.8 42.0 23.6 54.2 25.2 42.6 1.6 21.7 30.0 616
Second 48.3 18.2 29.9 34.4 2.0 36.0 16.0 46.7 19.9 40.7 2.2 25.3 31.3 529
Middle 53.2 19.4 33.5 33.7 3.7 37.4 17.2 48.2 25.2 41.8 2.3 15.3 29.6 493
Fourth 56.4 19.6 36.8 28.9 2.9 30.6 19.7 41.3 27.2 50.2 1.8 16.3 24.2 466
Highest 65.2 12.0 53.3 24.5 3.6 27.5 23.6 441 349 55.2 2.6 10.7 24.0 306

Total 54.8 18.7 35.8 33.5 2.7 35.7 19.9 47.5 25.7 45.1 2.1 18.7 28.3 2,411




FEEDING PRACTICES AND MICRONUTRIENT 1
SUPPLEMENTATION 3

Adequate nutrition is critical to child development. The period from birth to two years of age is
important to optimal growth, health, and development. This period is one marked for growth faltering,
micronutrient deficiencies, and common childhood illnesses, such as diarrhea, that affect a child's
nutritional status.

This chapter assesses a number of aspects of feeding practices that are important in ensuring
adequate nutrition for infants and young children including early initiation of breastfeeding, exclusive
breastfeeding during the first six months of life, continued breastfeeding for up to two years of age and
beyond, timely introduction of complementary feeding at six months of age, frequency of feeding
solid/semi-solid foods, and diet diversity. In addition, the chapter discusses the diversity of food groups
consumed by mothers who gave birth in the last three years, providing important information on maternal
eating patterns (e.g., foods rich in vitamin A). The chapter also considers consumption of foods rich in
vitamin A and iron-rich foods, micronutrient supplementation for iron and vitamin A, and micronutrient
fortification (iodized or iodated household cooking salt) for both women and children.

13.1 BREASTFEEDING AND SUPPLEMENTATION

The pattern of infant feeding has an important influence on the health of children. Feeding
practices are the principal determinant of ayoung child's nutritional status, and poor nutritional status has
been shown to increase the risk of illness and death among children. Breastfeeding practices also have an
effect on the mother’ sfertility. Frequent breastfeeding for long durations is associated with longer periods
of postpartum amenorrhea and thus longer birth intervals and lower fertility.

Initiation of Breastfeeding

Early initiation of breastfeeding is important for both the mother and the child. Early suckling
stimulates the release of hormones that help in the production of milk. It also stimulates the contraction of
the uterus after childbirth. Colostrum, the first liquid to come from the breast after delivery, provides
natural immunity to the infant. Prelacteal feeding is the practice of giving other liquids to a child during
the period after birth before the mother’s milk is flowing freely. It is discouraged because it limits the
frequency of suckling by the infant and exposes the baby to the risk of infection.

Theresultsin Table 13.1 indicate that amost all Egyptian children are breastfed for some period
of time. Differentials in the proportion of children ever breastfed are small, with 94 percent or more of
children in every subgroup reported as ever breastfed.

Among Egyptian children who were ever breastfed, Table 13.1 shows that the majority began
breastfeeding soon after birth; 83 percent of the children were put to the breast within the first day after
delivery, and 43 percent within the first hour. Although breastfeeding is initiated early for the majority of
children, prelacteal feeding is common; dlightly more than half of al children born in the five years
preceding the survey received prelacteal feeds during the first three days after birth. Children who
received prelacteal feeds were most often given sugar or glucose water (65 percent) or tea and other
infusions (41 percent); a relatively small proportion were given milk other than breast milk (7 percent)
(not shown in table).
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Table 13.1 Initial breastfeeding by background characteristics
Percentage of children born in the five-year period before the survey who were ever breastfed, and, among ever
breastfed last-born children, percentage who began breastfeeding within one hour and within one day of birth and
percentage who received a prelacteal feed, by background characteristics, Egypt 2005
Percentage who started
breastfeeding: Percentage  Number of
Percentage Within Within ~ who received last-born
Background ever Number of 1 hour 1 day a prelacteal children ever
characteristic breastfed children of birth of birth’ feed? breastfed
Assistance at delivery
Doctor or nurse/midwife 94.7 10,084 38.5 81.8 52.7 7,175
Daya 96.6 3,110 56.7 86.9 47.8 2,057
Other/none 96.8 323 58.4 90.1 37.8 195
Place of delivery
Public health facility 93.7 3,420 39.8 82.9 53.6 2,427
Private health facility/ NGO 94.8 5,372 32.7 79.2 54.2 3,822
Home/other 96.7 4,797 57.5 88.0 46.1 3,216
Sex
Male 95.1 6,954 42.5 83.2 50.9 4,967
Female 95.3 6,646 43.4 83.0 51.7 4,502
Urban-rural residence
Urban 94.3 4,948 37.5 84.4 53.6 3,576
Rural 95.7 8,651 46.2 82.3 49.9 5,893
Place of residence
Urban Governorates 94.2 1,879 38.1 85.2 53.9 1,391
Lower Egypt 95.0 5,399 40.7 79.2 47.4 3,913
Urban 93.2 1,297 36.2 80.1 48.4 942
Rural 95.6 4,101 42.1 78.9 471 2,970
Upper Egypt 95.7 6,153 46.3 85.9 54.1 4,051
Urban 95.3 1,669 36.9 86.3 57.2 1,176
Rural 95.9 4,484 50.1 85.7 52.8 2,876
Frontier Governorates 94.8 169 57.3 95.5 51.1 114
Mother's education
No education 95.3 4,280 49.4 84.7 50.0 2,868
Some primary 94.0 1,218 46.2 80.3 53.3 836
Primary complete/some secondary 95.0 2,040 43.9 84.7 50.3 1,424
Secondary complete/higher 95.5 6,061 37.7 82.1 52.0 4,341
Work status
Working for cash 95.0 1,614 36.9 81.7 52.5 1,211
Not working for cash 95.2 11,986 43.8 83.3 51.1 8,258
Wealth quintile
Lowest 95.7 2,818 49.2 80.8 53.6 1,863
Second 96.0 2,829 50.9 85.1 48.8 1,927
Middle 94.9 2,939 43.5 84.2 48.3 2,022
Fourth 94.1 2,785 37.7 81.7 53.0 1,977
Highest 95.4 2,229 32.2 83.6 53.1 1,679
Total 95.2 13,600 42.9 83.1 51.3 9,469
Note: Total includes 42 children for whom information on assistance at delivery was missing and 4 children for whom
information on place of delivery was missing.
" Includes children who started breastfeeding within one hour of birth
2 Children given something other than breast milk during the first three days of life before the mother started to
breastfeed regularly

Both medical assistance at delivery and delivery at a health facility are associated with somewhat
lower proportions of children for whom breastfeeding was initiated within the first day of birth and with
somewhat higher proportions of prelacteal feeding. Urban residence, higher educational levels, and
increased wealth are also associated with alower probability of breastfeeding within one hour of birth.

152 | Feeding Practices and Micronutrient Supplementation



Introduction of Complementary Feeding

The Ministry of Health and Population has adopted the UNICEF recommendation that during the
first six months of life, children should be exclusively breastfed; that is, they should be given only breast
milk and not receive other complementary liquids (including plain water) or solids. Early complementary
feeding is discouraged for a number of reasons. The early introduction of other liquids or foods increases
the exposure of an infant to pathogens that may cause diarrheal disease. Malnutrition is another risk. The
complementary foods given to a child may not provide all of the calories that the infant needs, particularly
if they are watered down. Since the production of breast milk isinfluenced by the intensity and frequency
of suckling, early complementary feeding may reduce breast milk output, again increasing the risk of
mal nutrition.

Information was obtained in the 2005 EDHS on the current breastfeeding status of surviving
children under the age three who were living with the mother and on what other (if any) liquids or solids
had been given to the child during the 24-hour period preceding the survey. These data are used to derive
the information on the age patterns of breastfeeding and supplementation presented in Table 13.2 and
Figure 13.1. The results indicate that breastfeeding continues for the majority of Egyptian children well
beyond the first year of life. At age 12-17 months, around 80 percent of children are still being breastfed,
and four in ten children 18-23 months continue to be breastfed.

Table 13.2 Breastfeeding status by age

Percent distribution of children under age three by breastfeeding status and age, Egypt 2005

Breastfeeding and consuming:

Not Plain ~ Non-milk Comple-

Months breast-  Exclusively ~ water  liquids/ ~ Other  mentary ~ Total ~ Number of
since birth feeding  breastfed only juice milk foods  percent  children
<2 2.5 65.6 11.5 11.8 7.9 0.7 100.0 348
2-3 6.2 41.3 19.8 11.1 9.8 11.8 100.0 418
4-5 5.0 15.7 28.2 12.4 6.9 31.8 100.0 475
6-8 10.5 3.2 14.5 2.4 5.6 63.9 100.0 698
9-11 12.6 0.7 4.3 1.8 1.9 78.8 100.0 651
12-17 21.8 0.0 1.3 0.4 0.1 76.3 100.0 1,367
18-23 63.0 0.0 0.1 0.0 0.0 37.0 100.0 1,313
24-35 96.9 0.0 0.0 0.0 0.0 3.1 100.0 2,671
0-3 4.5 52.4 16.0 11.4 9.0 6.7 100.0 766
0-5 4.7 38.3 20.7 11.8 8.2 16.3 100.0 1,242
6-9 10.9 2.5 12.2 2.4 4.8 67.3 100.0 941
10-11 13.1 0.8 3.5 1.3 1.7 79.6 100.0 409
12-23 42.0 0.0 0.7 0.2 0.1 57.0 100.0 2,680
Total 49.4 6.3 5.1 2.3 1.9 34.9 100.0 7,941

Note: Breastfeeding status refers to a 24-hour period (yesterday and last night). Children classified as
breastfeeding and consuming plain water only consume no supplements. The categories of not
breastfeeding, exclusively breastfed, breastfeeding and consuming plain water, non-milk liquids/juice, other
milk, and complementary foods (solids and semi-solids) are hierarchical and mutually exclusive, and their
percentages add to 100 percent. Thus children who receive breast milk and water-based liquids and who do
not receive complementary foods are classified in the water-based liquid category even though they may
also get plain water. Any children who get complementary food are classified in that category as long as they
are breastfeeding as well. There are 30 children who are not the last born, but are the youngest child living
with the mother.
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Figure 13.1 Breastfeeding Status and Child’s Age
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Exclusive breastfeeding is common but not universal in very early infancy in Egypt. Table 13.2
shows that, among infants under two months of age, 66 percent received only breast milk. However, the
proportion exclusively breastfed drops off rapidly among older infants. By age 4-5 months, around eight
in ten babies are receiving some form of supplementation, with somewhat more than three in ten given
complementary foods.

In addition to information on the prevalence of exclusive breastfeeding, the results in Table 13.2
allow an assessment of whether or not complementary feeding is being introduced on a timely basis for
older babies. WHO and UNICEF recommend that all children begin to receive complementary food by
age six months because at that age the mother’s breast milk no longer provides adequate nutrition for the
child. Table 13.2 shows that the majority of Egyptian children age 6 months and older are receiving other
foods or milk in addition to breast milk. At 6-8 months, however, about one in four babies were not being
given solid or semi-solid food and, at age 9-11 months, nine percent of children were not yet eating solid
or semi-solid food.

Median Durations and Frequency of Breastfeeding and Prevalence of Bottle-Feeding

Table 13.3 presents information on the median duration of breastfeeding among births in the
three-year period before the survey, the frequency of breastfeeding among children under six months of
age, and the prevalence of bottle-feeding among children under age three.

The median duration of breastfeeding is 18.6 months. On average, children are exclusively
breastfed or predominantly breastfed for less than the recommended six months; the median duration for
which children are exclusively breastfed is 1.7 months and the median duration of predominant
breastfeeding, i.e., when children receive only nonmilk liquids in addition to breast milk, is 4.3 months.
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Table 13.3 Median duration and frequency of breastfeeding and prevalence of bottlefeeding by background characteristics
Median duration of any breastfeeding, exclusive breastfeeding, and predominant breastfeeding among births in the three years preceding
the survey, percentage of last-born children under six months of age breastfed six or more times in the 24 hours preceding the interview
and the mean number of feeds (day/night) among last-born breastfed children under age 6 months, and percentage bottlefed among
children under age 3, by background characteristics, Egypt 2005
Median breastfeeding duration (months)' Breastfeeding frequency’ Bottle-feeding
Percentage Number Number
Pre- breastfed ~Mean  Mean of of
Any Exclusive dominant 6+ times number number children Percentage children
Background : .
characteristic breast-  breast-  breast- Number inpast ofday of night underage whoare  under
feeding  feeding feeding® of births 24 hours feeds feeds 6 months bottlefed  age 3
Assistance at delivery
Medically trained provider 18.5 1.6 4.1 6,266 95.9 6.2 5.4 897 10.7 6,045
Daya 19.2 2.1 5.1 1,750 96.8 6.9 5.7 242 5.7 1,691
Other/none 19.8 0.7 5.2 178 97.8 6.6 6.9 33 5.1 165
Place of delivery
Public health facility 18.4 1.5 4.1 2,084 94.7 6.0 5.3 297 11.9 1,981
Private health facility/ NGO 18.1 1.5 4.0 3,428 95.9 6.2 5.4 513 10.7 3,333
Home/other 19.3 1.9 5.0 2,722 97.6 6.8 5.8 367 6.3 2,625
Sex
Male 19.2 1.6 4.4 4,233 96.3 6.3 5.6 629 10.4 4,063
Female 18.0 1.7 4.2 4,008 95.9 6.3 5.4 549 8.7 3,879
Urban-rural residence
Urban 17.5 1.4 3.7 2,999 94.9 6.0 5.3 397 11.6 2,884
Rural 19.3 1.8 4.7 5,241 96.8 6.5 5.6 781 8.4 5,058
Place of residence
Urban Governorates 16.8 0.6 33 1,156 94.2 6.2 5.6 135 12.9 1,120
Lower Egypt 18.3 1.9 4.1 3,270 95.9 5.7 5.0 481 10.3 3,158
Urban 16.9 1.9 3.7 768 96.9 5.5 4.9 128 11.6 731
Rural 18.7 1.9 4.2 2,502 95.5 5.8 5.0 353 9.9 2,428
Upper Egypt 19.5 1.7 4.9 3,715 96.8 6.9 5.9 547 7.9 3,567
Urban 18.2 1.7 4.0 1,013 93.5 6.0 5.3 125 10.2 973
Rural 20.1 1.7 5.3 2,702 97.8 7.1 6.0 423 7.0 2,594
Frontier Governorates 19.4 2.0 3.8 101 96.4 8.4 7.0 14 7.0 96
Mother's education
No education 20.1 1.7 5.3 2,508 97.6 7.0 6.0 352 6.5 2,398
Some primary 19.3 2.3 4.7 695 100.0 6.5 5.5 100 7.7 655
Primary complete/some
secondary 18.2 1.3 4.1 1,218 95.9 5.8 5.2 150 10.1 1,178
Secondary complete/higher ~ 17.9 1.6 3.9 3,819 94.6 6.1 5.3 575 11.6 3,710
Work status
Working for cash 18.6 1.3 3.5 911 93.8 6.0 4.8 135 11.9 875
Not working for cash 18.6 1.7 4.4 7,330 96.4 6.4 5.6 1,043 9.2 7,066
Wealth quintile
Lowest 20.3 1.9 5.5 1,687 98.1 7.0 5.7 261 6.2 1,608
Second 19.3 1.7 4.4 1,705 94.5 6.1 5.6 245 7.8 1,659
Middle 18.6 1.9 43 1,815 95.8 6.3 5.4 274 10.8 1,751
Fourth 17.4 1.1 3.5 1,677 95.8 6.3 5.4 211 10.6 1,599
Highest 16.9 1.3 3.9 1,357 96.4 6.0 5.4 187 12.8 1,324
Total 18.6 1.7 4.3 8,241 96.1 6.3 5.5 1,178 9.5 7,941
Mean duration 18.0 3.0 5.4 na na na na na na na
Note: Median durations are based on current status. Includes children living and deceased at the time of the survey. Totals include 47 children for
whom information on assistance at delivery is missing and 7 children for whom information on place of delivery is missing.
na = Not applicable
"It is assumed that non-last-born children and last-born children not currently living with the mother are not currently breastfed.
2 Excludes children who do not have a valid answer on the number of times breastfed
3 Either exclusively breastfed or received breast milk and plain water, and non-milk liquids. Children receiving milk other than breast milk or infant
formula should be excluded.
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The median amount of time that a child is breastfed is dlightly shorter among children whose
mothers were attended at delivery by a doctor or other health professionals and among children delivered
in a health facility. Males are breastfed on average around one month longer than females. Residence
clearly is related to breastfeeding durations. The median breastfeeding duration is just under two months
longer for rura children than urban children, and it ranges from a low of 16.8 months in the Urban
Governorates to 20.1 months in rural Upper Egypt. Children born to mothers who never attended school
are breastfed around two months longer on average than children born to mothers who completed
secondary school or higher. The median duration of breastfeeding among children in the highest wealth
quintile is more than 3 months shorter than the duration for children in the lowest quintile.

Variations in the median durations of exclusive breastfeeding and predominant breastfeeding,
which are also shown in Table 13.3, are generally similar to the variations observed in the median
durations of any breastfeeding although the size of the differentials are much smaller.

The frequency of breastfeeding during a 24-hour period before the survey is also examined in
Table 13.3. It is important for an infant to breastfeed frequently as this improves milk production. The
duration of postpartum amenorrheafor a mother is aso related to the frequency of breastfeeding.

Among last-born children under age six months, 96 percent were breastfed at least six times
during the 24-hour period before the survey. Mothers reported a mean number of 6.3 daytime feeds and
5.5 nighttime feeds. The largest differentials in the measures of breastfeeding frequency are by place of
residence, with the highest mean feeding frequencies, particularly during the daytime, observed in the
Frontier Governorates.

Table 13.3 also provides information on the differentials in the percentage of children under age
three who are being bottle-fed. A bottle with a nipple was used in feeding only 10 percent of the children
less than three years of age during the 24 hours before the survey. Bottle-feeding is most common in the
Urban Governorates and in the highest wealth quintile; 13 percent of children in these groups are
bottlefed.

13.2 DIETARY DIVERSITY AMONG CHILDREN AND WOMEN

In the 2005 EDHS, women who had at least one child under the age of three living with them
were asked questions about the types of foods and liquids they and their youngest child had consumed
during a 24-hour period preceding the survey. Mothers were also asked about the number of times the
child had eaten solid or semi-solid food during the period.

The results of these questions are subject to a number of limitations. First, the results do not apply
to the full universe of young children. Approximately 10 percent of all children under age three are
excluded from consideration because they were not the youngest child under age three or because they
were not living with the mother. The data also represent only a minority of women. Women who have a
child under age three living with them constitute only a little more than one-third of al EDHS
respondents and about a quarter of all women in the reproductive ages 15-49. In addition, The dietary data
for both women and children are subject to recall errors. Finally, the mother may not be able to report
fully on the child's intake of foods and liquids if the child was fed by other individuals during the period.
Despite these problems, the information collected in the 2005 EDHS on the types of foods and liquids
mothers and young children are consuming is useful in assessing the dietary diversity for these key
subpopulations.
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Foods and Liquids Consumed by Infants and Young Children

Appropriate nutrition includes feeding children a variety of foods to ensure that nutrient
requirements are met. Fruits and vegetables rich in vitamin A should be consumed daily. Although eating
arange of fruits and vegetables, especially those rich in vitamin A is important, studies have shown that
plant-based complementary foods by themselves are insufficient to meet the needs for certain
micronutrients (WHO/UNICEF 1998). Therefore, it has been advised that meat, poultry, fish, or eggs
should be eaten daily, or as often as possible. Fat is also important in the diets of infants and young
children because it provides essential fatty acids, facilitates absorption of fat-soluble vitamins (such as
vitamin A), and enhances dietary energy density and palatability. Tea and coffee contain compounds that
inhibit iron absorption and are not recommended for children. Sugary drinks and excessive juice
consumption should be avoided because other than energy, they contribute little to the diet and as a result
decrease the child’ s appetite for more nutritious foods (PAHO/WHO 2003).

Table 13.4 is based on information from women about the foods and liquids consumed by their
youngest child during the 24-hour period preceding the survey. As expected, the proportions of children
who consumed foods or liquids included in the various groups shown in the table rises with the age of the
child. Children who are still breastfed are less likely to consume the various types of foods than children
who are not being breastfed. For example, 92 percent of nonbreastfeeding children age 6-23 months
consumed foods made from grains in the 24-hour period before the survey compared to 79 percent of
breastfeeding children in the age group. Of particular concern is the fact that the magjority of children age
6-23 months, whether breastfeeding or not, did not consume any foods rich in vitamin A during the 24-
hour period before the survey. Substantial minorities of children in the age group also did not consume
meat, poultry or fish or food made with oil, fat or butter.
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Table 13.4 Foods and liquids consumed by children in the day or night preceding the interview

Percentage of youngest children under three years of age living with the mother who consumed specific types of food groups in the day or
night preceding the interview, by breastfeeding status and age, Egypt 2005

Fruits Any
Cheese/ and Food Food Meat/ Food solid
yogurt/ Food vege- Other made made fish/  made or
other made  tables fruits/  from  from shellfish/ with semi- Number
Age in Infant  Other  milk Other  from  richin vege-  roots/ legumes poultry/ oil/fat/ Sugary solid of
months formula milk" products liquids*® grains* vitamin A’ tables tubers and nuts eggs  butter foods food children

BREASTFEEDING CHILDREN

<2 4.2 5.2 0.7 15.4 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.3 0.7 340
2-3 4.3 11.0 6.8 23.8 4.9 1.7 1.8 1.1 0.9 1.5 0.8 1.0 12.0 392
4-5 3.0 18.9 21.7 30.4 20.2 3.5 5.8 6.1 4.2 6.9 6.5 6.0 33.1 451
6-8 4.2 41.6 45.2 44.9 52.7 16.4 24.2 28.4 18.0 32.1 336 144 71.1 625
9-11 4.1 44.1 61.1 60.6 75.7 32.0 46.2 47.2 29.4 52.5 56.7 24.7 90.0 569
12-17 4.0 52.4 66.6 71.2 89.4 45.7 59.8 57.0 44.5 72.2 756 303 975 1,069
18-23 2.7 59.9 70.1 76.1 95.4 50.3 66.8 61.4 54.3 76.9 84.7 35,6 99.6 486
24-35 3.4 49.2 63.3 66.4 91.9 57.2 65.1 67.4 56.4 79.5 80.0 36.1 100.0 82
6-23 months 3.9 49.5 61.2 63.9 79.3 37.0 50.1 49.3 37.1 59.8 63.8 26.5 903 2,749
Total 3.8 38.6 46.4 52.2 58.9 271 36.5 359 27.1 43.5 46.1  19.7 689 4,015

NONBREASTFEEDING CHILDREN

6-8 44.6 76.3 56.2 59.4 70.7 26.1 29.9 42.8 241 48.4 43.4 248 822 61
9-11 29.7 74.0 57.0 53.4 78.2 32.1 42.2 34.3 19.4 51.7 51.6 23.0 905 70
12-17 10.8 72.9 74.1 76.4 91.8 48.3 68.2 57.5 45.1 80.5 80.5 324 98.0 236
18-23 3.3 65.5 72.1 75.1 95.5 52.1 66.0 61.1 57.2 81.3 84.8 45.1 99.2 687
24-35 1.7 60.6 71.2 79.5 95.6 53.8 69.8 61.5 60.7 84.0 85.0 44.1 989 1,986
6-23 months 9.2 68.3 70.6 73.0 92.1 48.4 62.8 57.5 50.0 77.2 79.2 396 974 1,055
Total 4.9 63.1 70.3 76.8 93.4 51.3 66.6 59.4 56.4 80.7 82.0 421 976 3,078

Note: Breastfeeding status and food consumed refer to a 24-hour period (yesterday and last night). There are 30 children who are not the last
born, but are the youngest surviving child living with the mother. In addition, 38 nonbreastfeeding children under age 6 months are included
in the totals but not shown separately.

' Other milk includes fresh, tinned, and powdered milk from cows or other animals.

2 Does not include plain water

*Includes sugary drinks

*Includes fortified baby food and porridge or gruel

* Includes pumpkin, red or yellow yams or squash, carrots, red sweet potatoes, mangoes, canteloupe, dark green leafy vegetables, and other
locally grown fruits and vegetables that are rich in vitamin A

Infant and Young Child Feeding (IYCF) Practices

Appropriate Infant and Y oung Child Feeding ('Y CF) practices include breastfeeding through the
age of two years, the introduction of solid and semisolid foods at age 6 months, and a gradual increase in
the amount of food given and the frequency of feeding as the child gets older. The average, healthy
breastfed child should receive solid and semisolid foods 2-3 times per day at age 6-8 months and 3-4
times per day at age 9-23 months, with an additional snack 1-2 times per day. The minimum frequencies
for feeding children in developing countries are based on the energy output of complementary foods. The
energy needs of children are based on age-specific total daily energy requirements, plus 2 SD (to cover
amost al children), minus the average energy intake from breast milk. Infants with low breast-milk
intake need to be fed more frequently than those with high breast-milk intake. However, care should be
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taken that feeding frequencies do not exceed recommended input from complementary foods because
excessive feeding can result in displacement of breast milk (PAHO/WHO, 2003).

Although the World Health Organization recommends that infants be breastfed up to the age of
two years, some infants are not breastfed at all, or stopped breastfeeding before their second birthday.
Guidelines have been developed for these children, who may not have been breastfed because their
mother was HIV-positive, or because their mother had died, or for other reasons (WHO, 2005). It is
recommended that the nonbreastfed child be given solid and semisolid foods 4-5 times per day at age
6-23 months, with an additional snack 1-2 times per day.

Appropriate nutrition includes feeding children a variety of foods to ensure that nutrient
requirements are met. Studies have shown that plant-based complementary foods by themselves are not
sufficient to meet the needs of some children for certain micronutrients (WHO/UNICEF, 1998).
Therefore, it is advised that children eat meat, poultry, fish, or eggs daily, or as often as possible.
Vegetarian diets may not meet children’s nutrient requirements unless supplements or fortified foods are
also provided. Vitamin A-rich fruits and vegetables should be consumed daily, and the diets of children
should include an adequate amount of fat. Fat is important in the diets of infants and young children
because it provides essential fatty acids, facilitates absorption of fat-soluble vitamins (such as vitamin A),
and enhances dietary energy density and palatability. Tea and coffee are not recommended for children
because they contain compounds that inhibit iron absorption. Sugary drinks and excessive juice
consumption should be avoided because other than energy they contribute little to the diet and decrease
the child’ s appetite for more nutritious foods (PAHO/WHO, 2003).

In summary,

» Breastfed children age 6-23 months should receive animal-source foods and vitamin A-rich fruits
and vegetables daily (PAHO/WHO, 2003). Because first foods almost always include a grain- or
tuber-based staple, it is unlikely that young children who eat less than three food groups will
receive both an animal-source food and a vitamin A-rich fruit or vegetabl e.! Therefore, three food
groups are considered the minimum number appropriate for breastfed children (Arimond and Ruel,
2004).

» Breastfed infants age 6-8 months should receive complementary foods 2-3 times per day, with
1-2 snacks; breastfed children age 9-23 months should be receive meals 3-4 times per day, with
1-2 snacks (PAHO/WHO, 2003). Table 13.5 shows the percentage of breastfed children who
were fed at least the minimum number of times per day for their age (i.e., twice for infants age
6-8 months and three times for children age 9-23 months).

» Nonbreastfed children age 6-23 months should receive milk or milk products to ensure that their
calcium needs are met. In addition, they need animal-source foods and vitamin A-rich fruits and
vegetables. Four food groups are considered the minimum number appropriate for nonbreastfed
young children.

* Nonbreastfed children age 12-23 months should be fed meals 4-5 times per day, with 1-2 snacks
(WHO, 2005). The table shows the percentage of nonbreastfed children age 6-23 who were fed at
least the minimum number of times per day (i.e., four times).

! Food groups used in the assessment of appropriate feeding practices included: milk other than breast milk, cheese,
yogurt; foods made from grains, roots, and tubers; fruits and vegetables rich in vitamin A; other fruits and
vegetables; eggs; meat, poultry, fish, and shellfish (and organ meats); legumes and nuts; and foods made with oil,
fat, or butter.
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According to the results presented in the table below, 97 percent of (youngest) children age 6-23
months living with the mother received breast milk or breast milk substitutes during the 24-hour period
before the survey, 78 percent had an adequately diverse diet—i.e. they had been fed foods from the
appropriate number of food groups depending on their age and breastfeeding status—and 42 percent of
the children were fed the minimum standard number of times appropriate for their age. Feeding practices
for only 38 percent of children age 6-23 months met the minimum standard with respect to all three of
these feeding practices (see Figure 13.2).

Figure 13.2 Infant and Young Child Feeding (IYCF) Practices
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Breastfed children were 50 percent more likely to be fed the minimum number of times but a lot
less likely to receive foods from the minimum number of groups recommended than nonbreastfeeding
children. Children in the age group of 12-17 years were most likely to comply with the recommended
practice when looked at various age groups. Variations in feeding practices with the other characteristics
shown in the table below are generally minor without any pattern.
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Table 13.5 Infant and young child feeding (IYCF) practices in Egypt

Percentage of youngest children age 6-23 months living with their mother who are fed according to three IYCF feeding practices based upon number of food groups and times they are fed during the day or night
preceding the survey by breastfeeding status and background characteristics, Egypt 2005

Among breastfed children 6-23 months, percentage fed: Among nonbreastfed children 6-23 months, percentage fed: Among all children 6-23 months, percentage fed:
Minimum Both 3+ food Number of Milk With 3 Number of Breast milk 3+ or 4+ Minimum With all 3 Number of
Background 3+ food  timesor groups and minimum  children or milk 4+ food 4+ times IYCF children or milk food times or IYCF children
characteristic groups' more? times or more (weighted)  products’ groups or more practices®  (weighted) products  groups’ more® practices  (weighted)
Age
6-8 42.8 49.4 34.7 625 93.5 44.9 16.8 16.5 61 99.4 43.0 46.5 33.0 686
9-11 72.2 32.4 30.7 569 92.1 58.4 18.3 10.0 70 99.1 70.7 30.9 28.4 639
12-17 87.4 52.4 50.5 1,069 91.5 86.3 18.2 16.4 236 98.5 87.2 46.2 44.4 1,305
18-23 94.9 67.2 65.3 486 86.3 89.2 22.4 17.9 687 92.0 91.5 41.0 37.5 1,174
Sex
Male 76.0 50.2 45.4 1,434 89.7 84.7 22.6 18.3 518 97.3 78.3 42.9 38.2 1,952
Female 74.8 50.1 45.5 1,315 86.8 83.1 19.3 15.6 537 96.2 77.2 41.2 36.8 1,852
Residence
Urban 75.9 51.5 46.0 908 92.0 85.1 22.5 19.5 482 97.2 79.1 41.4 36.8 1,390
Rural 75.2 49.5 45.2 1,841 85.1 829 19.5 14.8 573 96.5 771 42.4 38.0 2,414
Region
Urban governorates 74.8 50.8 44.4 342 93.9 87.2 22.2 19.4 207 97.7 79.5 40.0 35.0 549
Urban LE 80.2 46.4 41.4 186 92.2 84.9 15.7 14.9 134 96.7 82.2 33.6 30.3 320
Rural LE 79.8 42.2 38.6 854 89.9 87.8 15.9 12.1 321 97.2 82.0 35.0 31.3 1,176
Urban UE 73.8 54.5 49.2 358 88.3 82.0 30.0 24.3 131 96.9 76.0 47.9 42.5 489
Rural UE 71.2 56.1 51.1 972 78.8 76.5 23.9 17.9 247 95.7 72.3 49.5 44.3 1,219
Frontier governorates 84.3 50.9 50.2 37 94.3 83.8 26.7 26.7 14 98.5 84.2 44.4 43.8 50
Mother’s education
No education 74.0 51.8 48.1 868 83.7 76.1 21.4 17.6 236 96.5 74.4 45.3 41.6 1,103
Primary 71.7 43.8 41.2 328 86.5 79.0 22.8 15.7 119 96.4 73.6 38.2 34.4 447
Secondary 76.8 49.0 44.2 1,272 89.3 87.5 19.2 15.9 568 96.7 80.1 39.8 35.5 1,839
More than secondary 78.3 58.1 47.6 282 93.4 86.7 25.5 21.2 132 97.9 81.0 47.7 39.2 414
Wealth quintile
Lowest 68.8 48.1 43.7 606 74.0 76.1 22.0 15.9 134 95.3 70.1 43.3 38.7 740
Second 76.9 51.1 46.3 618 87.5 83.7 20.4 17.9 169 97.3 78.4 44.5 40.2 787
Middle 77.7 48.7 45.2 607 87.3 80.7 22.7 16.5 255 96.2 78.6 41.0 36.7 862
Fourth 76.1 52.1 48.1 516 92.6 87.4 18.0 16.0 267 97.5 79.9 40.5 37.2 783
Highest 79.0 51.6 43.6 402 93.0 88.1 22.0 18.4 230 97.5 82.3 40.9 34.5 632
Total 75.5 50.2 45.4 2,749 88.2 83.9 20.9 16.9 1,055 96.7 77.8 42.1 37.5 3,804

' Food groups: a) infant formula, milk other than breast milk, cheese or yogurt or other milk products; b) foods made from grains, roots, and tubers, including porridge and, fortified baby food from grains; c) vitamin
A-rich fruits and vegetables (and red palm oil); d) other fruits and vegetables; e) eggs; f) meat, poultry, fish, and shellfish (and organ meats); g) legumes and nuts; h) foods made with oil, fat, butter.

% At least twice a day for breastfed infants age 6-8 months and at least three times a day for breastfed children age 9-23 months

* Includes commercial infant formula, fresh, tinned and powdered animal milk, and cheese, yogurt and other milk products

* Nonbreastfed children age 6-23 months are considered to be fed with three IYCF practices if they receive other milk or milk products and are fed at least the minimum number of food groups, at least the
minimum number of times per day.

> 3+ food groups for breastfed children and 4+ food groups for nonbreastfed children

® Fed solid or semisolid food at least twice a day for infants age 6-8 months, 3+ times a day for other breastfed children, and 4+ times a day for nonbreastfed children




Foods and Liquids Consumed by Women

Adequate maternal nutrition isimportant for the health and reproductive outcomes of women, and
child survival and development. Table 13.6 presents the data obtained from mothers of young children on
the foods and liquids they consumed during a 24-hour period before the survey. The information on
maternal eating patterns serves as a useful if imperfect proxy for assessing the quality of maternal diet.

Theresultsin Table 13.6 show that around nine in ten mothers consumed foods made from grains
during the 24-hour period preceding the survey and more than eight in ten ate meat, fish, shellfish,
poultry, or eggs, and foods made with oil, fat, or butter during the 24-hour period. The consumption of
meat, fish, poultry, and eggs is important because these foods are important sources of protein and iron.
Less encouraging is the finding that around one-third of mothers of young children did not consume milk
or milk products (important sources of calcium) and that 45 percent did not have any fruits and vegetables
rich in vitamin A during the 24-hour period preceding the survey.

Considering the differentials in Table 13.6, there are only modest variations in the proportions of
women consuming a number of the food groups including grains, roots, or tubers, legumes and nuts, ail,
fat, or butter, and tea or coffee. These items are staples in the Egyptian diet. More marked variations are
observed, particularly by wealth quintile, in the percentages consuming other food groups including milk
and milk products, fruits and vegetables, particularly those rich in vitamin A, and meat, fish, shellfish,
poultry, and eggs. Consumption of sugary foods and drinks also varies markedly with the wealth quintile,
with women in the highest quintile being more than twice as likely as women in the lowest quintile to
consume both sugary drinks and foods.
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Table 13.6 Foods and liquids consumed by mothers in the day or night preceding the interview by background characteristics

Percentage of mothers whose youngest child is under three years of age and living with them, who consumed specific types of food groups in the day or
night preceding the interview, by background characteristics, Egypt 2005

Cheese/ Fruits Food Food Meat/ Food
yogurt/ Food andvege- Other made made fish/ made
other made  tables fruits/  from from  shellfish/ with oil/ Number
Background Coffee/ Sugary Other  milk  Sugary from  richin vege-  roots/ legumes poultry/  fat/ of
characteristic Milk tea  drinks liquids products foods grains vitamin A tables tubers and nuts eggs  butter mothers
Age
15-19 42.5 66.2 25.0 289 61.2 143 916 52.7 61.8 60.6 60.3 85.2 82.9 371
20-24 50.5 70.0 31.2 30.4 66.8 16.1  91.2 54.3 68.2 58.9 61.0 83.5 85.8 2,016
25-29 56.4 72.8 355 32.2 67.7 17.2 924 54.9 69.7 58.5 62.6 83.9 86.0 2,331
30-34 53.2 77.1 35.3 28.8 69.7 17.0 91.8 56.0 70.5 60.8 62.4 83.9 87.0 1,361
35-39 51.9 78.1 32,7 30.8 64.0 17.0 915 56.5 71.8 61.4 65.6 82.2 85.3 716
40-44 57.3 759 29.9 32.1 69.3 14.7 88.7 54.7 73.4 65.0 64.1 84.0 80.4 261
45-49 (46.7) (76.1) (40.7) (46.7) (60.4) (17.0) (79.7) (65.5) (53.0) (68.4) (60.4) (74.9) (76.8) 36
Urban-rural residence
Urban 56.8 71.6 39.3 29.2 69.7 21.0 91.0 55.7 73.2 57.4 63.2 86.7 83.4 2,622
Rural 50.6 74.1 29.7 31.7 65.6 14.0 92.0 54.6 66.9 61.1 61.8 81.8 87.0 4,471

Place of residence
Urban Governorates 63.7 72.3 44.2 30.4 739 24.2  90.5 57.6 76.0 62.9 69.9 86.5 84.0 1,025

Lower Egypt 56.9 69.8 39.0 277 69.5 13.7  90.8 59.9 68.7 64.9 55.2 85.7 88.4 2,856
Urban 554 68,6 43.0 268 69.5 17.8  88.6 62.3 71.2 57.3 50.9 87.7 88.5 662
Rural 574  70.1 378 280 69.5 125 914 59.2 67.9 67.2 56.5 85.1 88.4 2,194

Upper Egypt 450 765 244 336 624 166 929 495 675 540 66.6 805 837 3,124
Urban 48.3 72.6 30.7 295 64.2 19.5 93.6 48.1 71.6 50.8 65.1 86.0 78.8 881
Rural 43.6 78.0 219 35.1 61.8 155 92,6 50.1 65.9 55.2 67.1 78.4 85.6 2,244

Frontier Governorates 80.8 76.0 345 374 78.9 21.2 86.8 62.7 72.3 56.0 53.7 91.3 86.9 87

Education

No education 46.7 76.7 247 35.4 62.3 12.7 917 50.0 66.2 58.9 64.7 78.7 846 2,113

Some primary 43.7 749 25.0 256 63.1 11.7 925 49.6 62.9 61.9 62.0 77.4 87.4 589

Primary complete/some
secondary 51.2 72.2 32.3 29.2 65.0 15.8  90.6 52.8 71.4 61.2 63.7 82.3 82.2 1,069

Secondary complete/
higher 59.1 70.9 405 293 71.6 20.2 917 59.9 71.6 59.4 60.4 88.3 87.2 3,322

Work status
Working for cash 60.0 70.9 419 34.3 72.2 232 89.7 58.7 71.8 61.1 61.1 86.0 84.3 793

Not working for cash 52.0 73.4 32.2 30.3 66.5 15.8 919 54.5 68.9 59.5 62.5 83.3 85.8 6,300
Wealth quintile

Lowest 38.5 76.5 17.7 318 60.6 122 922 47.6 63.0 59.9 60.4 74.2 84.2 1,411
Second 49.5 73.6 279 326 62.3 12.5 920 50.7 67.3 58.1 64.1 80.5 87.0 1,464
Middle 55.1 704 339 305 67.1 14.5 90.5 55.0 68.4 62.6 63.8 84.7 86.5 1,565
Fourth 57.1 728 39.0 296 71.5 17.4  91.4 58.7 72.5 58.8 62.9 87.7 84.6 1,433
Highest 66.1 726  50.0 29.2 75.4 283 921 64.5 76.1 58.9 59.9 92.0 86.0 1,220
Total 52.9 73.2 332 308 67.1 16.6  91.6 55.0 69.2 59.7 62.3 83.6 85.7 7,093

Note: There are 30 children who are not the last born, but are the youngest surviving child living with the mother. Figures in parentheses are based on
25-49 unweighted cases.

13.3 MICRONUTRIENT SUPPLEMENTATION

Micronutrient deficiencies are a major contributor to childhood morbidity and mortality.
Micronutrient deficiencies result from inadequate intake of micronutrient-rich foods and inadequate
utilization of available micronutrients because of infections, parasitic infestations, or other factors in the
diet such as phytates and tannins. Measures of micronutrient fortification (iodized household cooking salt)
and micronutrient supplementation (vitamin A for children and women and iron for women) were
obtained in the 2005 EDHS survey.
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Use of lodized Salt

lodine is an important micronutrient. Dietary deficiency of iodine constitutes a mgjor, global
public health concern. A lack of sufficient iodine is known to cause goiter, cretinism (a severe form of
neurological defect), spontaneous abortion, premature birth, infertility, stillbirth, and increased child
mortality. lodine deficiency disorder (IDD) is the single most common cause of preventable mental
retardation and brain damage in the world. Egypt has adopted a program of fortifying salt with iodine to
prevent iodine deficiency.

In the 2005 EDHS, arapid test was used to measure iodine content of the salt used for cooking in
the household. The test kit consisted of ampoules of a stabilized starch solution and a weak acid-based
solution. A drop of the starch solution was squeezed onto a salt sample obtained in the household, causing
the salt to change color. The EDHS interviewer conducting the test matched the color of the salt to a color
chart included with the test kit to determine the level of iodization.

Table 13.7 shows the percentage of households using iodized salt. Overal, 78 percent of
households which had salt were using adequately iodized salt, i.e., the iodine content of the salt exceeded
15 parts per million (ppm). Fifteen percent of the households cooked with salt that the test indicated
lacked iodine. This is considerably lower than the level found in the 2000 EDHS, when 44 percent of
households cooked with salt that was not iodized.

Table 13.7 Presence of iodized salt in household by background characteristics
Percent distribution of households with salt tested for iodine content, by level of iodine in salt (parts per million), percentage
of households tested, and percentage of households with no salt, according to background characteristics, Egypt 2005
Percentage of
Level of iodine Number of households Number
Background None Inadequate  Adequate households “With salt With of
characteristic (0ppm) (<15ppm) (15+ ppm)  Total with salt tested nosalt  households
Urban-rural residence
Urban 5.1 3.3 91.7 100.0 10,182 96.7 1.9 10,533
Rural 23.9 10.7 65.4 100.0 10,928 95.5 3.5 11,439
Place of residence
Urban Governorates 2.3 1.5 96.2 100.0 4,557 96.9 1.5 4,704
Lower Egypt 18.3 7.1 74.6 100.0 8,708 96.4 2.6 9,031
Urban 3.7 3.1 93.2 100.0 2,621 96.2 2.3 2,724
Rural 24.6 8.8 66.6 100.0 6,087 96.5 2.8 6,307
Upper Egypt 18.4 10.5 71.1 100.0 7,640 95.2 3.6 8,029
Urban 10.6 6.3 83.1 100.0 2,870 96.7 2.1 2,968
Rural 23.1 13.1 63.8 100.0 4,770 94.3 4.5 5,061
Frontier Governorates 7.7 7.1 85.2 100.0 206 98.7 1.1 208
Wealth quintile
Lowest 34.0 13.0 52.9 100.0 3,525 92.5 6.2 3,811
Second 24.4 11.8 63.8 100.0 3,527 96.6 2.6 3,650
Middle 15.9 8.7 75.4 100.0 4,100 96.2 29 4,263
Fourth 6.5 4.0 89.4 100.0 4,849 96.5 1.9 5,024
Highest 1.8 1.5 96.7 100.0 5,109 97.8 0.9 5,224
Total 14.8 7.1 78.1 100.0 21,110 96.1 2.7 21,972

Urban households were much more likely than rural households to be using salt considered to be
adequately iodized (92 percent and 65 percent, respectively). By place of residence, the proportion of
households using adequately iodized salt ranged from 64 percent in rural Upper Egypt to 96 percent in the
Urban Governorates. The percentage of households using adequately iodized salt also increased directly
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with household wealth, from 53 percent among households in the lowest wealth quintile to 97 percent of
households in the highest quintile.

Micronutrient Intake among Young Children

Data from the 2005 EDHS can be used to assess the extent to which young children are likely to
be consuming adequate amounts of two important micronutrients, iodine and vitamin A. As discussed
above, adequate levels of iodine are important to prevent mental retardation and to reduce child mortality.
Vitamin A is another micronutrient considered essential for normal sight, growth, and development.
Vitamin A protects the body against some infectious illnesses such as measles and diarrheal disease.
Severe vitamin A deficiency (VAD) is associated with total loss of vision or with other vision
impairments including night blindness.

Ensuring that children have an adequate diet is one means of preventing vitamin A deficiency.
Vitamin A is found naturally in breast milk, other milks, liver, eggs, fish, butter, mangoes, papayas,
carrots, pumpkins, and dark green leafy vegetables. Because vitamin A is a fat-soluble vitamin, consump-
tion of oils or fats is necessary for its absorption into the body. Vitamin A supplementation programs are
another important tool in addressing VAD. Egypt has a program of vitamin A supplementation for young
children. Beginning at age nine months (typically at the time the child receives the measles vaccination),
young children are given one vitamin A capsule (100,000 international units). Two additional capsules
(200,000 units) are given to children at age 18 months with the activated polio dose.

Table 13.8 presents severa indicators that are useful for assessing the likelihood that young
children are recelving an adeguate intake of vitamin A and iodine. They include the percentage of
youngest children less than three years of age living with their mother who consumed fruits and
vegetables rich in vitamin A, the percentage of children 6-59 months who received vitamin A supple-
mentation in the six-month period before the survey, and the percentage of children under age five who
live in households that use adequately iodized salt.

The results suggest that less than half of children age 6-35 months are consuming foods rich in
vitamin A on a daily basis. Consumption of foods rich in vitamin A rises with the age of the child and is
greater among nonbreastfeeding than breastfeeding children, reflecting the increasing diversity of
children’s diets as they are weaned. Urban-rural residence is not related to children’s consumption of
foods rich in vitamin A but consumption levels do vary somewhat by place of residence, with Upper
Egypt having the lowest level and the Frontier Governorates the highest level. The likelihood that a child
will consume foods rich in vitamin A rises with the mother’ s education and the wealth quintile, indicating
that economic factors have arole in shaping children’s diets.

The information on vitamin A supplementation are shown in Table 13.8. The figures were
derived from children’s vaccination records or from the mothers’ recall when records were not available
(see Chapter 12 for a discussion of vaccination record coverage). Overal, a comparatively small
proportion of children age 6-59 months received a vitamin A capsule during the six-month period
preceding the EDHS. The likelihood of supplementation is, however, strongly related with the child’ s age.
Approximately three in ten children age 9-23 months had received a capsule in the six-month period
before the survey, double the rate among younger children and more than triple the rate among children
age 24-59 months. The higher rates among children in the 9-23 month age group clearly reflect the effect
of Egypt’s vitamin A supplementation program, which as noted above targets children in that age range.

Table 13.8 also shows that 71 percent of children age 6-59 months live in households in which
salt was tested and found to be adequately iodized. As noted above, availability of iodized salt is strongly
related to urban residence and increases with both the mother’ s education status and household wealth.

Feeding Practices and Micronutrient Supplementation | 165



166 |

Table 13.8 Micronutrient intake among children by background characteristics

Percentage of youngest children age 6-35 months living with the mother who consumed foods rich in
vitamin A in the 24 hours preceding the survey, percentage of children age 6-59 months who were
given vitamin A supplements in the six months preceding the survey, and percentage of children age 6-
59 months living in households with salt tested using adequately iodized salt, by background
characteristics, Egypt 2005

Youngest children age Children age 6-59
6-35 months  living Children age living in households
with the mother 6-59 months with salt tested
Percentage Percentage Percentage
consumed given in
foods rich in vitamin A households
vitamin A Number supplement Number with Number
Background in last 24 of in past 6 of adequately of
characteristic hours' children  months  children iodized salt® children
Child's age
6-8 months 17.2 686 16.0 698 69.5 698
9-11 months 32.0 639 30.3 651 71.1 651
12-17 months 46.2 1,305 29.5 1,367 69.6 1,367
18-23 months 51.3 1,174 34.5 1,313 71.1 1,313
24-35 months 53.9 2,069 9.5 2,671 71.1 2,671
36-47 months na na 5.0 2,682 70.8 2,682
48-59 months na na 3.3 2,497 70.8 2,497
Sex
Male 45.4 3,030 13.8 6,022 71.2 6,022
Female 44.7 2,842 13.7 5,856 70.2 5,856
Breastfeeding status
Breastfeeding 37.6 2,832 27.2 2,902 69.0 2,902
Not breastfeeding 52.0 3,031 9.5 8,912 71.3 8,912
Missing * 9 5.3 64 71.0 64
Urban-rural residence
Urban 45.5 2,206 13.8 4,355 87.5 4,355
Rural 44.8 3,666 13.8 7,523 61.0 7,523
Place of residence
Urban Governorates 44.0 882 13.8 1,681 90.9 1,681
Lower Egypt 50.5 2,361 15.8 4,724 68.2 4,724
Urban 52.9 529 16.9 1,111 90.7 1,111
Rural 49.8 1,832 15.4 3,613 61.3 3,613
Upper Egypt 40.1 2,556 12.1 5,326 66.5 5,326
Urban 41.6 750 11.8 1,473 81.6 1,473
Rural 39.5 1,806 12.3 3,852 60.7 3,852
Frontier Governorates 50.8 73 8.8 147 73.5 147
Mother's education
No education 399 1,746 11.5 3,717 58.3 3,717
Some primary 38.5 488 14.0 1,048 64.3 1,048
Primary complete/some
secondary 43.3 907 15.4 1,805 69.6 1,805
Secondary complete/higher 50.1 2,732 14.7 5,309 81.0 5,309
Work status
Working for cash 48.2 653 13.6 1,417 78.0 1,417
Not working for cash 44.6 5,220 13.8 10,461 69.7 10,461
Wealth quintile
Lowest 36.4 1,139 14.2 2,408 49.8 2,408
Second 43.1 1,212 12.4 2,478 59.3 2,478
Middle 45.3 1,282 12.7 2,559 70.0 2,559
Fourth 46.5 1,213 14.5 2,445 84.8 2,445
Highest 54.7 1,027 15.4 1,988 93.8 1,988
Total 45.0 5,872 13.8 11,878 70.7 11,878

Note: Information on vitamin A supplements is based on health card and mother's recall. There are 30
children who are not the last born, but are the youngest surviving child living with the mother. An asterisk
indicates a figure is based on less than 25 cases and has been suppressed.

na = Not applicable

" Includes pumpkin, red or yellow yams or squash, carrots, red sweet potatoes, green leafy vegetables, mango,
cantaloupe, and other locally grown fruits and vegetables that are rich in vitamin A

2 Salt containing 15 ppm of iodine or more. Excludes children in households in which salt was not tested
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Micronutrient Intake among Women

Adequate micronutrient intake by women has important benefits for both women and their
children. Breastfeeding children benefit from micronutrient supplementation that mothers receive,
especially vitamin A. Iron supplementation of women during pregnancy protects mother and infant
against anemia. It is estimated that one-fifth of perinatal mortality and one-tenth of maternal mortality are
attributabl e to iron deficiency anemia. Anemia also results in an increased risk of premature delivery and
low birth weight. Finally, as noted above, iodine deficiency is related to a number of adverse pregnancy
outcomes.

Table 13.9 includes a number of measures that are useful in assessing the extent to which women
are receiving adeguate intake of vitamin A, iron during pregnancy, and iodine. The first indicators
focused on the percentages of women with children under age three who reported that they consumed
foods rich in vitamin A and iron during the 24-hour period prior to the DHS. The results indicate that
eight in ten mothers of young children consumed iron-rich foods (i.e., meat, poultry, fish and eggs) in the
24 hours preceding the survey, and 55 percent consumed vitamin A-rich fruits and vegetables. As was the
case with children, consumption of vitamin A-rich foods is influenced by the place of residence, the
woman’s education status, and household wealth. Consumption of iron-rich foods also is related to these
factors. Overall, the highest rate of consumption of iron-rich foods is observed among mothers in the
highest wealth quintile (92 percent) and the lowest rate is found among women in the lowest wealth
quintile (74 percent).

Table 13.9 also looks at the extent to which women receive vitamin A supplements following
delivery. Just under half of women reported that they had received a capsule in the two-month period
following the delivery of their last-born child. Older women and women living in the Urban Governorates
were the least likely to report receiving a supplement.

With regard to iron supplementation during pregnancy, just under half of women who gave birth
during the five-year period before the 2005 EDHS reported that they had taken iron tablets or syrup
during the pregnancy preceding their last live birth. Among women reporting that they took supplements,
the mgjority said that they took the supplements for less than 60 days. Urban residents, particularly those
living in the Urban Governorates, women with a secondary or higher education, and women in the highest
wealth quintile were considerably more likely to have taken iron tablets or syrup during pregnancy than
other women.

As was the case among young children, more than seven in ten women who gave birth during the
five-year period preceding the survey live in households in which the salt used in cooking was tested and
found to be adequately iodized.
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Table 13.9 Micronutrient intake among mothers by background characteristics

Among women with a surviving child under the age of 3 living with them, the percentage who consumed foods rich in vitamin A and iron-rich foods in the 24
hours preceding the survey, and among women who gave birth in the 5-year period preceding the survey, the percentage who received a vitamin A dose in the
first two months after the delivery of their last birth, the percentage who took iron tablets or syrup for specific numbers of days during the pregnancy preceding
the last birth, and the percentage who live in households using adequately iodized salt, by background characteristics, Egypt 2005

Percentage of
women with

child under
age 3 living Percentage Number of
in household: of women women with
~ Number Number of  with birth in birth in
Con- of Number of days iron tablets/ women 5-year period  5-year period
sumed Con- women Received syrup taken during pregnancy with birth before the before the
foods sumed with child vitamin in 5-year  survey living  survey living
richin iron- underage A dose Don't period in households in households
Background vitamin  rich 3 livingin  post- know/  before the with adequately — where salt
characteristic Al foods® household partum® None <60 60-89 90+ missing  survey iodized salt* was tested
Age
%5-19 52.7 85.2 371 49.9 47.3 329 5.2 10.3 4.3 380 68.1 358
20-24 54.3 83.5 2,016 50.6 43.1 329 6.5 12.7 4.8 2,290 70.0 2,212
25-29 54.9 83.9 2,331 50.5 43.3 29.4 7.3 15.1 4.9 3,089 74.5 2,993
30-34 56.0 83.9 1,361 47.7 44.7 26.9 6.5 16.2 5.7 2,109 77.2 2,031
35-39 56.5 82.2 716 43.9 51.3 23.5 5.7 12.7 6.9 1,321 77.8 1,273
40-44 54.7 84.0 261 42.8 53.4 235 6.4 121 4.6 540 73.6 526
45-49 (65.5)  (74.9) 36 35.7 59.1 20.8 2.9 11.5 5.7 116 80.0 112
Urban-rural residence
Urban 55.7 86.7 2,622 44.9 36.4 260 94 22.6 5.7 3,753 90.3 3,638
Rural 54.6 81.8 4,471 50.6 51.1 30.2 4.8 8.8 5.0 6,092 64.3 5,867
Place of residence
Urban Governorates 57.6 86.5 1,025 38.2 29.7 22.8 107 34.0 2.8 1,460 94.0 1,418
Lower Egypt 59.9 85.7 2,856 56.4 41.8 32.5 6.7 14.2 4.8 4,066 72.1 3,947
Urban 62.3 87.7 662 56.5 35.6 29.8 8.5 20.3 5.8 987 93.2 958
Rural 59.2 85.1 2,194 56.4 43.8 33.4 6.2 12.2 4.4 3,079 65.3 2,989
Upper Egypt 495 805 3,124 443 545 271 49 67 6.7 4,200 69.4 4,022
Urban 48.1 86.0 881 43.5 44.7 27.1 8.5 10.5 9.2 1,235 84.1 1,191
Rural 50