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PREFACE

Health for all 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 providing services at all levels. The MOHP is commitied 10 incressing the
quality and coverage of the health care system in Egypt, especially in rural areas, anphasizing
preventive care and children's immunization.

To monitor and evaluate the achievement of health development, reliable data are noeded. These data
can be obtained from service administration (service-based dats) and collected directly from the
community (houschold-based data). The two types of data complement each other in enhancing the
mformation available to moaitor progress in the bealth sector.

Beginning in 1980, a number of surveys have been camried out in Egypt to obtain data from the
community on the current health situstion, including a series of Demographic and Health Surveys in
which 2005 EDHS is the most recent. The preliminary 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 antenstal 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 meanwing the
achievements of family planning and health programs. Based on the above-mentioned considerstions,
the results of the 2005 EDHS should be disseminated at different levels of health management, in the
central offices as well as local governments, and to the commumnity at large.

Prof. Dr. Awad Tag El-Din
Minister of Health and Population



FOREWORD

The Egyptian family planning program has made substantial progress in supporting the cfforts of
Egyptian families to meet their reproductive goals. A reason for this success has been the considerable
body of population research that bas been undertaken over the pest 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 cycie in the full-scale EDHS series. The
purpose of the survey was to provide the Ministry of Health and Population (MOHP) of Egypt with
mformation on fertility, reproductive practices of women, maternal care, child bealth sad mortabty,
child nutrition practices, breastfeeding, and anemia This mformation 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 = izes the results of more than one yesr of continnous work preparing sad carrying
out different activities of the 2005 EDHS, including fieldwork, data processing. and analysis of the
findings presented in this preliminary report.

1 would like to express my appreciation 10 all parties who assisied in the implementation of the 2005

EDHS. Their efforts resulted in the successful compietion of the 2005 EDHS activities snd the rapid
issuance of this preliminary analysis of the survey results.

Dr. Safsa El-Baz
Assistant Minister of Health and Population
for National Population Council Affairs
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I. Background

The 2005 Egypt Demographic and Health Survey (2005 EDHS) is the most recemt in a series
of national-level population and health surveys in Egypt.! The 2005 EDHS was conducted under the
suspices of the Ministry of Health and Population and the National Population Council. ORC Macro
provided technical support for the survey through the MEASURE DHS project.  The MEASURE
DHS project is sponsored by the United States Agency for International Development (USAID) w0
assist countries worldwide to obtain informetion on key populstion and bealth mdcators.
USAID/Cairo was the main contribuior of funding for the survey under its bilateral populstion and
health projects. UNICEF and the Ford Foundation also provided financial support for the survey.

The 2005 EDHS was undertaken in order 10 obtain data on fertility and family planming
behavior, child mortality, the utilization of matemal and child health care services and other issues
mmmmmmormmmmwmmmm
information op these issues from a sample of ever-mmried women in the
Additional mformation relating to anemia levels among women, chikiren under age 6, ndadohmens
was obiained from a subsample of the interviewed households.

The 2005 EDHS results are intended to provide the information needed o monitor the
performance of the family planning and masernat and child heslth programs in Egypt. The sarvey
findings are useful for assessing the current bealth situation of women and their children and planning
further interventions to improve Egypt’s maternal and child heslth programs.

The early publication of these results is intended W facilitate use of the information in the planning
and management of population and health programs in Egypt. A more detailed report will be issued
in the first half of 2006. The figwres in this preliminary report are not expecied w differ magkedly
from the findings presented i the more detailed report; nevertheless, the results presented here should
be considered provisional and subject to modification.

' Full-scale DHS serveys were conducied in 1988, 1992, 1995, sad 2000. In addition, isserim DHS sarveys wesy camied ow
in 1997, 1998, and 2003, Other nationak-level surveys for which resalts are shown in this report inclede the Egyption
Fertitity Sarvey (1980 EFS), the 1984 Egypt Contracepsive Prevalence Survey (1984 ECPS) and the 1991 Egypt Mascrnal
and Child Health Survey {1991 EMCHS).



II.  Survey Implementation

A. Sample Design

The sample for the 2005 EDHS was designed to provide estimates of population and health
indicators including fertility and montality rates for the country as a8 whole and for six major
subdivisions (Urban Governorates, urban Lower Egypt, rural Lower Egypt, urban Upper Egypt, rural
Upper Egypt and the Frontier Governorates?). The sample allows for separate estimates of all key
indicators for seven governorates (Fayoum, Beni Suef, Menya, Qena, and Aswan in Upper Egypt and
Cairo and Alexandria) that are focal govemorates for USAID-supported population, health and
nutrition programs. In addition, the sample is sufficiently large in most other governorates to allow for
governorate-level estimates of major variables, with the exception of fertility and mortality rates and
anemia levels. In the Frontier Governorates, the sample size for individual governorates is not
sufficiently large to allow for separate governorate-level estimates.

In order to allow for the regional and governorate-level estimates, the number of households
setected from each of the sampling domains was disproportionate to the size of the population in the
domain. Thus, the 2005 EDHS sample is not self-weighted at the national level.

B. Sample Selection

The sample for the 2005 EDHS was selected in three stages. A list of shiakhas/towns
constituted the primary sampling frame for urban areas, and a list of villages served as the frame for
rural areas. The Central Agency of Public Mobilization and Statistics (CAPMAS) updated these lists,
which had been originally prepared for the 1996 census, to reflect the situation in 2004.

In order to provide for implicit geographic stratification, the lists of shiakhas/towns and
villages in each govemorate were arranged in serpentine order according to their location from north
to south within the governorate. During the first stage selection, a total of 682 primary sampling units
(289 shiakhas/towns and 393 villages) were chosen for the 2005 EDHS sample.

The second stage of selection involved several steps. First, for each of the primary sampling
units (PSU), maps were obtained and divided into a number of parts of roughly equal size (assuming
approximately 5000 persons per part). In large shiakhas/towns or villages (approximately 20,000 and
more population), two parts were selected from each PSU. In the remaining smaller shiakhas/towns
and villages, one part was selected. A quick count was carried out in the selected parts in each PSU to
provide the information needed to divide the parts into a number of segments of roughly equal size.
After the quick count was completed, two segments were then selected from each PSU. In large
shiakhas/towns and villages where there were two parts, one segment was chosen from each part. In
small shiakhas/towns and villages where only one part had been selected, two segments were chosen
from that part.

A household listing was obtained for each segment. Using the household lists, a systematic
sample of 22,807 households was chosen for the 2005 EDHS. All ever-married women 15-49 who
wete present in the sampled households on the night before the interview were eligible for the survey.
A subsample of one-third of all households in each segment was selected for the anemia-testing
component. In this subsample, information on anemia levels was collected for all eligible women,
children under age 6, and children between the ages of 10 and 19 (hereafier referred to as

: The Frontier Governorates were not inciuded in 1988 and 1992 DHS surveys nor in the 1997, 1998 and 2003 interim
surveys. However, they were part of the 1995 and 2000 EDHS samples. The inclusion of the Frontier Govemnorates in the
2005 EDHS will not affect comparisons of the 2005 DHS results with earlier surveys in which these governorates were not
part of the samples since only around one percent of the Egyptian population resides in the Frontier Governorates.



adolescents). Ope woman in each housebold in the subsampie in which anemia testing was carnied
out was aiso seiected to be asked questions about domestic violence.

C. Questionnaires

Two questionnaires were used in the 2005 EDHS: a household questionnsire and an
questionnaires that had been used in earlier EDHS surveys and on model survey instruments
developed m the MEASURE DHS program.  The questionnsires were developed in English and
translated into Arabic. A pretest of the household and individual questionnaires that mvolved around
300 housecholds was conducted in January 2005.

The bousehold questionnaire was used to enumerate all usual members of and visisors 10 the
selected households and to collect information on the socioeconomic status of the households as well
as on the putritional status of women and children and on levels of anemia among women, children
under age 6, and adolescents.  The first part of the houschold questionnaire collecsed information on
the age, sex, marital status, educational attainment, work status snd relationghip 0 the household head
of each household member or visitor. This information provides basic demographic data for Egyptian
households. It was also used 1o identify the women who were eligible for the individual iterview
(i.c., ever-mamied women 15-49) as well as children and adolescents eligibie for anemia testing and
beight and weight measurement In the second part of the household questionnsire, there were
questions oo housing characteristics (e.g., the asumber of rooms, the flooring masterial, the source of
water and the type of toilet facilities) and on ownership of a variety of consumer goods. Fmally,
speciaily trained staff obtained and recorded information on the beight and weight of all cligible
womean, children under age 6, and adolescents. These staff also collected data on anemia levels from
eligible women, children under age 6, and adolescents m a subsample of one-third of the EDHS
houscholds.

respondent’s background characteristics, reproduction, contraceptive knowledge and use, fertility
bealth, children’s education and labor, female circumcision, husband’s background, women's work

D. Data Collection and Processing

The EDHS data were collected by 14 teams; each team consisted of three 1o four imferviewers
and a field editor, who were femmle, and the team supervisor. In addition, two staff (st lest one of
whom had » medical background) with special traming in anthropometnic measurement ad ancmia
testing were assigned to each team to collect dsta on height and weight and spemia levels. The Geld
staff was trained during a five-week period beginning in March 2005. The main fieldwork began n
late April and was completed by mid-June. All callbacks and reinterviews were completed by early
huly.

As soon a5 possible after a team had completed interviewing in a PSU, questionnaires were
returned to the EDHS survey office in Cairo for data processing. The office editing staff first checked
that questionnaires for all selected households and eligible respondents had been received from the
ficld staff. In addition, a few questions that had not been precoded (e.g., occupstion) were coded at
this time. Using the CSPro software, a specially trained tcam of data processing staff then entered the
questionnaires and edited the resulting dataset on microcomputers. The process of office editing and
data processing was initiated almost immediately after the beginning of Hieldwork and was complesed
by the end of July.



E. Coverage of the Sample

Table 1 presents information on the resulis of the household and individual interviews. A
total of 22,807 households were selected for the 2005 EDHS sample. Household interviews were
completed for 21,972 households. The household response rate was 98.9 percent.

Table 1 Samgple results

Number of the households (HH} and eligible women (EW) in the sample by the result of the interview and response rates
according to urban-rural residence and place of residence, Egypt 2005

Urban Lower Egypt Upper Egypt Frontier
Result of interview Caover- Gover-
andresponse rate  Urban  Rural  norates  Jotal Urban _ Rural  Total Urban  Rural norates  Total
Households
Samples 11,164 11,643 5231 6,656 2,071 4,585 9,998 3,247 6,751 922 23,807
Found 10,746 11,465 5024 6500 1,989 4,511 9806 3,153 6653 881 22211
Interviewed 10,555 11,417 4923 6454 1,965 4489 9723 309 6629 872 21,972

HH response rate 98.2 99.6 98.0 99.3 98.8 995 93.2 98.1 996 990 98.9

women
Identified 8147 11418 3568 5918 1560 4,358 9,177 2486 6697 902 19565
Interviewed 8095 11,379 3,538 5903 1,553 4,350 9,132 2471 6661 901 19474

EW response rate 994 99.7 99.2 99.7 99.6 99.8 99.5 994 996 999 99.5

As noted above, an eligible respondent was defined as an ever-married woman age 1549 who
was present in the househoid on the night before the interview. A total of 19,565 eligible women
were identified in the households in the 2005 EDHS sample. Of these women, 19,474 were
successfully interviewed.



HI. Preliminary Findings from the 2005 EDHS

A.  Background Characteristics

The distribution of the ever-married women 15-49 interviewed in the 2005 EDHS by selected
background characteristics is presented in Table 2. Almost all of the respondents (93 percemt) were
maried at the time of the interview, 4 percent were widowed, and 3 percent divorced or seperated.
Considering the age distribution, 19 percent of the sample were under age 25, 36 percent were in the
25-34 age group, and 45 percent were age 35 and over. The relatively small proportion of young
women in the sample reflects the fact that the age at first mamriage has been steadily increasmg m

Egypt.
Percent distribution of ever-married women by selected background
characteristics, Egypt 2005

Number of women
Sackground Weighted ~ Weighted _ Unweighted
pevcent number umber
Marital status
Currently married 93.4 18,187 18,134
Widowed 39 765 2
Divorced 20 I 413
Separated 0.7 128 135
Age
15-19 4.1 803 858
20-24 15.2 2,968 3,008
25-29 194 3.785 3,700
30-34 16.5 3,209 3089
3539 16.4 3,191 1,18
40-44 14.7 2,859 2827
45-49 13.7 2,659 2,626
Urban-reral residence
Urban 41.3 8033 8,095
Rural 58.7 11,441 1379
Piace of residence
Urban Covernorates 16.9 3,293 3.538
Lower Egypt 432 8,410 5.903
Urban "l 2199 1553
Rural 319 6,211 4,350
Upper Egypt 8.3 7552 9,132
Urban 2.4 2411 24N
Rural 26.4 5.141 6,661
Frontier Governorates 3.1 218 oM
Education
No education 46 6,740 6934
Some primary 1.3 2197 2.4
Primary complete/Some secondary 140 2719 2.75
Secondary complete/Higher 40.1 7818 7.570
Work stalus
Working for cash 169 3.288 3230
Not working for cash 81 16,186 16,244
Toual 100.0 19474 19474




Forty-one percent of the 2005 EDHS respondents live in urban areas, while nearly 60 percent
live in rural areas. By place of residence, 17 percent reside in the Urban Governorates, 43 percent in
Lower Egypt, 39 percent in Upper Egypt, and 1 percent in the Frontier Governorates.

Although the majority of women in the sample had some education, 35 percent of the
respondents reporied that they had never attended school. An additional 11 percent attended but did
not complete primary school, 14 percent completed the primary level or had some secondary
education, and 40 percent completed the secondary or higher level.

A minority of 2005 EDHS respondents (17 percent) were working at a job for which they
were paid in cash.

B.  Fertility

In the 2005 EDHS, retrospective reproductive histories were obtained from all respondents.
In coliecting these histories, each woman was first asked about the number of sons and daughters
living with her, the number living elsewhere and the number who had died. She was then asked for a
history of all her births, including the month and year in which each child was born, the child's name,
sex and, if dead, the age at death, and, if alive, the current age and whether the child was living with
the mother.

Current and cumulative fertility

The fertility measures presented in Table 3 | 1ahie 3 Cuent and cumulative fertility
include the total and age-specific fertility rates and
the mean number of children ever bom.> The total ;ﬁam:':: f‘;{:“;‘Y ';‘:Sm(w 1000 WT;?’ a':ﬁe
fertility rate represents the number of children the erultly rate for ree year prececing
average woman would have by the end of her ;l;n;;:;ﬂ::fn'm:; ’.'Eumpt:e;(:;;h fdren ever bor
reproductive years if she were to bear children Y
throughout the period at the age-specific rates
observed during the 36-month period before the

Mean
Age number of
specific  children

survey. The total fertility rate in Table 3 indicates fertiity ever born  Number of
that, if fertility were to remain constant at levels | Age rates _ (all women} _ali women
prevailing during the period (approximately mid- | ;5.49 48 0.1 6,446
2002 through mid-2005), an Egyptian woman | 20.24 175 0.7 5,807
would bear 3.1 children over her lifetime. 25-29 194 18 4,655
30-34 125 29 3,413
Egyptian women tend to have children | 35-39 63 37 3,310
early in the reproductive period. At the current age- iﬂj; 19 4.2 2,933
specific rates shown in Table 3, an Egyptian woman ’ z 48 2,705
will give birth to 1.1 children—more than one-third | 155 15.44 31 18 26,565
of her lifetime births—by age 25 and to 2.1 | Total 15-49 3.1 21 29,270
children—roughly two-thirds of her lifetime
births—by age 30.

The effect of past high fertility among Egyptian women is evident in the mean number of
children ever born in Table 3. On average, women in their early 30s have had 3 births and women
nearing the end of the childbearing period have given birth to almost 5 children. The difference
between the mean number of children ever born to women 45-49 and the total fertility rate is 1.7

? Fertility measures for the 2005 EDHS are calculated directly from the birth history data. Although information on fertility
was obtained only from ever-married women, estimates are presented for alt women regardless of marital status. Datz from
the household questionnaire on the age structure of the population of never-married women is used to calculate the ali-
women factors. This procedure assumes that women who have never been married have had no births.



children, indicating the rapid transition to lower fertility which Egypt has experienced in the past
several decades.

Trends in

Using data from earlier saveys as well as from the 2005 EDHS, Table 4 examines the trend
in fertility in Egypt since the late 1970s. During the period, fertility has fallen by more than 40
percent, from 5.3 births at the time of the Egypt Fertility Survey to 3.1 births at the time of the 2005
EDHS. Between the 2000 and 2005 EDHS surveys, fertility fell by 0.4 births, a more substatial
decline than was observed between the 1995 and 2000 surveys.

Tabled T
Age-specific fertility rates (per 1,000 women) and total fertility rates, Egypt 1979-2005
1997 199 F
N 1M 1992 1995 ilokerim terim 2000 Mmiwrim 2008
&S ECPS EDHS EMCHS EDMS EDMS EDMS EDHS EDMS EDHS EDHS
1979- 1983 1986 1990~ 1990- 1993 1995 1996 1997- 2000 2002-
e 1980"  1984' 1968 191" 19927  1995' 19977 1998 2000  2003°  2005°
1519 7 73 72 n 63 61 52 64 5t 47 43
20-24 256 205 220 207 208 200 186 L7 19 185 175
25-29 280 265 243 235 22 230 19 194 2208 190 194
30-34 39 223 182 158 155 140 135 135 47 18 125
35-39 139 15 118 97 89 n 65 73 75 62 63
40-44 53 42 41 41 43 27 18 2 24 19 19
45-49 12 13 6 4 6 7 5 1 4 6 2
TFR 15-49 53 49 44 41 39 36 i3 314 35 12 1
'Rates are for the 12-month period preceding the survey.
Rates are for the 36-month period preceding the survey.
Note: Rates for the age group 45-49 may be shghtly biased due 10 truncation.

Source: £l-Zanaty and Way, 2004, Tabie 2.2
N

Fertility by residence

As Table 5 shows, rursl women are having more children than wban women. A1 fertility
levels prevailing at the time of the 2005 EDHS, rural women will have ncarly 3.4 bixths by the ead of
the childbearing period while urban women will have an average of 2.7 births. By place of residence,
fertility levels vary from a low of 2.5 births per woman in the Urban Governorates 1o 3.9 barths
rural areas in Upper Egypt (Figure 1).

Using information from earlier surveys as well as the 2005 EDHS, Table 6 examines the trend
in fertility in Egypt by residence since the mid-1980s. 1n urban areas, fertility fell from a level of 3.5
births at the time of the 1988 EDHS o the current level of 2.7 births per woman. In raral agess,
fertility fell even more rapidly from a level of 5.4 births at the time of the 1988 survey 10 3.4 biuths i
the 2005 survey. Considering the rend during the period between the 2000 and 2005 surveys, urbaa
fextility has dropped by 0.4 births (from 3.1 to 2.7 births per woman) and rural fertility by 0.5 births
{from 3.9 10 3.4 births).
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Figure 1
Total Fertility Rates by Place of Residence,
Egypt 2005

G te
| Govermnorates Lower Egypt Upper Egypt

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

g;vb:: Lower Egypt Upper Egypt I:Gr?v:rer
Age Urban Rural norates Total Urban Rural Total Urban Rural  nosates  Total
13-19 27 62 19 41 18 47 67 40 78 26 48
20-24 143 19 118 177 154 185 202 171 217 164 175
25-29 178 206 172 196 174 195 210 188 221 179 194
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 i 1 1 4 3 5 0 2
TFR 2.7 34 2.5 29 2.7 3.0 3.7 31 39 33 31
GFR 91 121 81 103 86 107 127 103 138 m 108
CBR 23.6 29.6 213 261 234 269 30.7 266 327 28.1 27.1

Note: 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 15-24}, expressed per 1,000 women
CBR: Crude birth rate, expressed per 1,000 population




Table 6 Trend in fertility by residence

Totai fertility rates by urban-rural residence and place of residence, Egypt 1986-2005
198
19 M 1992 1955 Iwmlerim Inderim 2000
EDHS EMCHS EDHS EDHS EDHS EDHS EDHS
1986- 1990- 1990- 1993 1995 1996 1997

L
§EZX

Residence 19880 1991 1992 1995 19977 1998 2000°

Urban-roral residence

Urban s 33 29 30 7 28 kR | 26 27

Rural 5.4 56 49 4.2 37 39 39 36 14

Mace of reskdence

Urban Covernorates 3.0 29 27 28 3 27 29 23 r a3

Lower Egypt 45 U 37 3.2 30 kR | 32 kR 19
Urban s 35 p&.] 2.7 26 24 kR 28 27
Rural 4.7 49 4.1 35 3.2 3.2 33 32 3o

Upper Egypt 54 v 5.2 47 4.2 43 42 38 37
Urban 4.2 39 36 is i3 33 k¥ ) 29 kR
Rural 6.2 6.7 6.0 5.2 4.6 4.5 4.7 42 39

Frontier Covernorates U u U 40 v u 38 U 13

TR 1549 4.4 41 39 36 33 14 35 32 31

'Rates are for the 12-month period preceding the survey.

Rates are for the 36-month peviod preceding the survey.

U-Unangilable

Nowe: Rates for the age group 45-49 may be sightly biased dhse ®© truncation.
Source: E-Zanaty avd Way, 2004, Table 2.3

Looking &t the trends between 1988 and 2005 by place of residence, the absolute decline was
sollest in the Urban Governorates (0.5 births) and argest in rural Upper Egypt (2.7 births). Lookimg
at the trend for the period between the last two DHS surveys, i.e., 2000 and 2005, fertility decreased

in all residential categories. Rural areas in Upper Egypt experienced the largest decline, from 4.7
births in 2000 to 3.9 births in 2005.

C.  Family Planning

The 2005 EDHS collected information on the knowledge and use of family plaoning To
obtain these data, respondents were first asked 10 name all of the methods that they had bewrd sbout.
For methods oot mentioned spontaneously, & description of the method was read, and the respondents
were asked if they had heard of the method. For cach method that they recognized, respondents were
asked if they had ever used the method. Finally, women were asked if they were cumently using a
method, and, if 50, where they had obtained the method that they were using.



Knowledge and ever use

Knowledge of family planning methods is [ Tapie 7 kn and ever f famil
universal among Egyptian women (Table 7). With re- | planning methods
gard to specific methods, almost all currently martried .
women have heard about the pill, IUD, and injectables. | Percentage of currently married women 15-49
who know a family planning method and who
More than 90 percent of women also know about the | |- 0 /\cedata mily planning method, by
implant. Other methods recognized by at least half of all | method, Egypt 2005
cutrently married women are female sterilization (66 —
percent) and the condom (353 percent). Prolonged breast- Percent  ever
feeding is the most widely known traditional method knowing  using
(65 percent). Method method _method
that 81 ; Any method 99.9 81.2
The 2005 EDH.S found that 81 percent o cur- Any mod hod 099 792
rently married women in Egypt have had some experi- | 996 397
ence in using family planning methods (Table 7). Al- | p 99.7 62.1
most all of the women who have ever used a method | Injectables 994 215
have used a modern contraceptive; 79 percent of cur- | implants 93.5 15
rently married women have ever used a modern method, | Diaphragm/foam/jelly 207 0.6
while 13 percent have used a traditional method. Condom 52.6 3.9
Fernale sterilization 66.0 13
. . Male sterilization 8.2 0.0
_ Looking at ever use of specific methods, the Emergency contraception 6.6 01
IUD is the most widely adopted method; 62 percent of .
. Any traditional method 70.5 13.3
currenily married women have used the TUD at some s 5
o e N Periodic abstinence 354 2.0
point in their lives. Forty percent of currently married  \yindrawal 7.9 16
women have ever used the pill, while 22 percent have - Prolonged breastfeeding 64.8 10.8
ever used injectables. Relatively few women have  Other 0.5 0.1
experience with using other modern methods. For
Number of women 18,187 18,187

example, only 4 percent report ever use of condoms.

Among traditional methods, prolonged breastfeeding is the most frequently used method.
Eleven percent of currently married women have ever used prolonged breastfeeding.

Current contraceptive use

Overall, 59 percent of currently married women in Egypt are currently using a contraceptive
method (Table 8). The most widely used method is the IUD (37 percent) followed by the pill (10
percent) and injectables (7 percent).

There are marked differences in the level of current use of family planning methods by
residence (Table 8). 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 & family planning method compared to 67 percent of nural
women.
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Table s C { gemity planni bodk by resid

Percent distribution of currently married women 15-49 by family planning method currently used acconding w0 urban-rucal
residence and place of residence, Egypt 2005

Urban Frorges
GCover- Lower w W Gower-
Method Uban Rural norates Jotal Urban Ruadd Totad Urban Rudl  norases Totd
Asry method 62.6 56.8 6319 659 641 665 499 600 452 50.7 592
Amy modern wmethod 598 542 612 64.2 623 06438 4.1 561 414 472 565
Pl 1.0 9.1 82 100 123 9.2 103 135 a8 144 99
(1 o] 40.5 336 439 440 423 445 252 350 206 219 %S
Injectables 4.5 ¥} 4.4 7.3 43 8.0 8.2 48 98 FA | 70
implants 07 0% 09 07 06 07 09 05 12 14 08
Diaphragm/fcamyjelly 0.1 00 01 00 00 00 00 01 Q0 00 00
Condom 1.7 0.5 15 0.8 1.0 0.7 0.5 1.0 03 15 10
Female sterilization 13 1.2 1.1 1.7 17 17 08 12 07 a9 13
Any traditional method 28 27 2.6 1.7 1.8 1.7 38 39 i3 k 1.3 27
Periodic abstinence 1.4 0.3 15 05 1.0 03 0.6 15 a3 o4 07
Withdrawal 06 01 08 02 05 0.1 0.2 04 (1R ] a6 a3

Prolonged breastfeeding 0.8 2.2 0.4 10 03 12 29 19 34 23 16
Other 0o a1 0.0 00 00 00 . 1] o a1

Not currently using 374 432 361 M1 359 335 507 400 548 433 408
Total 1000 17000 13000 1000 1000 1000 1000 1000 1000 1000 100D
Numnber of women 7,490 10,697 3,078 7,884 2057 58 7019 2130 4789 206 1%

e —

Other differentials in current use are presented in Table 9. 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. Use rales also are related to family size. Few women use before having the first birth.
After the first child, contraceptive use increases sharply with the number of living children, pesking at
74 percent among women with 3-4 children, afier which it declines.

Looking at education status, the main differential is between women who necver atweaded
school and those who had at least some schooling; among the latter group, theve are only minor
vaniations in use rates by the level of schooling. Women employed in a job for which they are paid in
cash are more likely to use than other women (66 percent and 57 percent, respectively).

Trend i ; i

Table 10 uses data from carlier surveys as well as the 2005 EDHS w examine weads in
contraceptive use in Egypt during the past 25 years. Contraceptive use levels rose rapidly i the
19803, 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 afier 1992—although at & more
moderate rate—reaching 56 percent by the time of the 2000 EDHS. Since 2000, the raie has risen ot
about the same pace as in the latter half of the 1990s.

Looking at the trends by method, TUD use rose from a rate of 4 percent in 1980 1o a level of
36 percent in 2000, where it remained essentiaily unchanged through 2005. Pill use declined steadily
during the period 1980-1995 and then stabilized at a rate of around 10 percent beginning m 2000.
Injectabies first became available in the 1990s, and use of this method increased rapidly afier its
i troduct

1



Table 9 Current use of family planning methods by selected demographic and social characteristics

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

Egypt 2005
Peri- Pro-
Female Any odic longed Number

Background Any Any Injec-  Im-  Vagin- Con- sterili- tradi- absti- With- breast- Not  Total of
characteristics method modem Pl IUD  ables plant als Dom_ zation tional nence drawal feeding Other using percent women
Age
15-19 26.3 24 6.3 15.9 19 00 0.0 0.0 0.0 2.2 0.0 0.0 2.2 0.0 737 1000 792
20-24 44.7 41.3 80 278 45 05 0.0 0.4 0.0 34 0.2 0.1 3.2 0.0 55.3 1000 2,898
25-29 57.4 54.4 1.3 345 74 07 0.0 0.4 01 31 0.2 0.3 26 0.0 426 100.0 3,653
30-34 69.0 664 110 44.5 8.5 1.0 0.1 0.8 0.7 26 0.7 0.3 1.6 0.0 31.0 1000 3,077
35-39 733 712 114 453 103 1.2 0.0 1.2 18 2.2 0.7 0.4 1.1 0.0 26,7 1000 3,010
40-44 70.1 67.6 11.0 430 7.5 1.3 0.2 20 26 25 1.7 0.4 0.4 01 299 1000 2,525
45-49 47.8 45.3 6.6 27.8 47 05 0.0 1.9 39 2.5 1.6 0.5 0.1 0.3 522 1000 2,233
Number of living
children

0 0.5 0.4 0.2 0.1 00 00 0.0 0.0 0.0 0.1 0.0 0.1 0.0 0.0 99.5 1000 1,782

1-2 58.4 55.5 105 8.7 4.3 0.7 01 1.0 0.2 29 0.7 0.3 1.9 0.0 41.6 1000 6,712

3-4 74.2 711 11.7 46.5 30 09 0.0 13 1.8 341 0.9 0.4 1.7 01 25.8 1000 6,677

5+ 62.5 59.5 102 306 13.0 1.5 0.0 0.9 33 30 0.7 0.2 2.0 0.2 37.5 1000 3,016
Education
Na education 54.8 52.2 8.7 3o.2 101 1.1 0.0 C.4 1.7 2.5 0.0 0.1 2.4 0.0 452 1000 6,116
Some primary 61.8 595 9.8 6.6 9.1 1.0 0.1 11 18 23 0.3 0.2 1.5 0.2 38.2 1000 2,257
Primary completed/

some secondary 60.9 586 10.2 386 74 08 0.0 0.8 0.8 2.2 0.1 0.4 1.7 0.0 391 1000 2,327
Secondary

comp./higher 61.5 584 0B 408 38 06 0.1 1.5 0.9 33 1.6 0.4 11 0.0 385 1000 7,488
Work status
Working for cash 66.2 62.5 9.8 416 7.2 1.1 0.1 1.3 15 X 1.9 0.4 1.2 21 33.8 1000 3,780
Not working for cash 57.4 54.9 9.9 351 70 08 0.0 0.9 1.2 2.5 0.4 0.3 1.8 0.0 42,6 1000 14,408
Total 59.2 56.5 9.9 36.5 70 08 0.0 1.0 1.3 2.7 0.7 0.3 1.6 01 40.8 1000 18,187

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




! Ti in
Percent distribution of currenty masried women by the famiy planning method currently wsed, Egypt 1960-2005
19850 1984 1988 1997 1992 1995 1997 1998 2000 2003 2005

Method EFS  ECPS  fDHS EMCHS fDHS EDHS BIDHS BOHS EDHS FIDHS BEDHS
Any method 24.2 303 378 426 471 479 545 51.8 56.1 600 592
Any modern method 228 287 354 443 448 455 518 #4935 59 566 565
Pk 166 165 15.3 159 129 104 102 87 95 93 99
D 4.1 B4 157 M2 279 300 346 33 358 367 365
injectables U 03 o1 U 65 24 39 39 61 7% 70
(Novplant) v U U u 0.0 00 0.1 00 02 09 0B
Diaphragm/ioamdielly 03 07 04 U 04 01 02 01 02 Q1 00
Condom: 11 13 2.4 u 20 1.4 1.5 1.1 1.0 09 1.0
Female sterilization 07 1.5 15 U 1.1 11 14 13 14 09 13
Any traditional method 14 1.6 24 33 23 24 27 23 2.2 34 7
Periodic abstivence 05 06 0.6 u [1 34 08 [+ 13 o8 0.6 [+7.] [ ¥
Withdrawal 04 03 0s LU+ ¥ 05 04 03 02 04 (% ]
Prolonged breastieeding (VR X 11 v 09 10 15 (R 12 2 1%
Onher 03 al 0.2 U ot o 0.1 01 0.1 [\ R ] Qa1
Not using 758 697 622 62.2 529 52 4535 482 439 4400 08
Totad percent 1000 1000 1000 1000 1000 1000 1000 1000 1000 OO0 1000
Number of women 3012 95,158 8,221 8406 9353 13,0 5157 597 14382 5445 18,187

U - Information on the method was not collected or reported.
Source: El-Zaraty and Way, 2004, Table 3.4

Trends by residence
Table |} summarizes the trend in contraceptive use by residence since 1984. Urban
prevalence rose steadily during the 1980s, appeared to platesu in the carly 1990s, and then resumed a

steady patiern of growth, peaking at 66 percent in 2003 before falling off slightly o 63 percent at the
tirne of the 2005 EDHS.

Table 11 T n
Percentage of currently maried women currently using a family planning method by urban-rural residence and
place of residence, Egypt 1964-2005
1984 1988 1992 1995 1997 1998 2000 2003 2005
Residence ECPS EDHS fDHS EDHS FIDHS EBDHS IDHS E0HS EDHS
Urbam-reral residence
Urban 45.1 51.8 57.0 564 631 593 612 6535 626
Rural 19.2 245 384 40.5 471 456 520 559 568
Place of residence
Urban Governorates 96 560 59.1 58.1 67.0 62.1 627 645 &9
Lower Egypt 341 412 535 554 616 592 624 652 659
Urban: 47.6 545 60.5 59 659 62.2 649 663 641
Rural 285 5.6 50.5 518 399 58.1 614 648 663
Upper Egypt 173 2.1 31.4 321 374 365 451 49.4 499
Urban 68 4135 48.1 499 521 508 554 398 600D
Rural 79 1s 243 240 30.3 39 40.2 4.7 452
Frontier Governorates U u U 440 U u 4310 u 493
Total 303 378 47.1 475 545 318 5361 600 592
U - Wfornation on the method was not collecsed or reported
Source: B-Zanaty and Way, 2004, Table 3.5

Looking more closely at the wrban trends, although the Urban Governorstes, urben Lower
Egypt and urban Upper Egypt all experienced substantial mcreases in contraceptive use dunag the

13



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. In rural
Egypt, contraceptive use levels tripled between 1984 and 2005, increasing from 19 percent to 57
percent in 2005. Rura) areas in both Lower Egypt and Upper Egypt showed similar absolute gains in
use during the period.

Table 12 shows mt US€ | Tahle 12 Trends in current use of family planning methods by
rates by governorate. At the time of | govemorate
the 2005 EI_)HS' use rates were 60 Percentage of currently martied women 15-49 who are currently using
percent or higher m all of _thc Urban | 3 family planning method by govemorate, Egypt 1966-2005
Governorates and in the nine gover- 1988 1992 1995 2000 2005
norates in Lower Egypt. xlmmd:e Governorate EDHS EDHS EDHS__ EDHS EDHS
Urban ~ Governorates, Alexandnia |°\, . oo ortes 560 591 581 627 639
had the highest use rate (65 percent) | ., 589 581 569 623  63.8
and Port Said (62 percent) the low- | ajexandria 516 621  59.8 647 645
est rate, Within Lower Egypt, use | pont Said 482 605 597 577 616
rates varied from 60 percent in | Suez 503 573 624 580 640
Ismailia to 70 percent in Gharbia. Lower Egypt 412 535 554 624 659
Damietta 541 534 574 588 639
In Upper Egypt, only Giza | Dakhalia 413 528 549 628 644
included in the Cairo MCI]’OpOHfBﬂ Kalyubia . 42.3 57.9 55.6 4.0 69.4
had a use rate over 60 t Kafr-Ei-Sheikh 4.7 47.2 54.4 64.2 65.8
area, Percent. | Charbia 501 559 559 657  69.7
Among the other govemorates in | \ionofia 439 557 543 613  64.2
Upper Egypt, use rates ranged from | Behera 325 547 587 598 687
33 percent in Souhag to 56 percent | lsmailia 410 502 sS85 589 596
in Beni-Suef and Fayoum. Upper Egypt 221 314 321 451 499
Giza 457 499 509 605 621
Looking at the trend in cur- | Beni-Suef 153 292 304 530  56.0
rent use by governorate between the | Fayoum 20.2 333 340 504 559
2000 and 2005 DHS surveys, use | ienva oo B M3oger 4
levels increased in all governorates l_:t 12. 28. 22.1 9 379
Aloxandria and Sharkia In | 2“1 162 198 217 275 327
except Alexam BrKl Qena 122 247 263 346 472
Lower Egypt, the largest gaininuse | Aswan 186 319 360 449 490
{around nine percentage poinis) was
. Source: El- , . .
ol ed in Behera. In Upper Eg_‘fpt, rce: El-Zanaty and Way, 2004, Table 6.7

the absolute change in use rates was largest in Qena (13 percentage points).

Family planning sources

The 2005 EDHS obtained information from current users of modern methods about the source
from which they bad gotten their method. Table 13 presents the results of these questions. Overall,
family planning users in Egypt are more likely to obtain their method from a public sector source than
a private provider. In the case of the pill, more than 7 in 10 users get their method at a pharmacy. In
the case of the IUD, 62 percent of all users have the method inserted at a public sector provider,
principally at health units. Among injectable users, 87 percent got the method from a public sector
provider. Rural health units are a particularly important source for injectabies, supplying more than 4
in 10 users.
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Table 1 fa
Percent distribution of current users of modern family planning methads by most recent sowce, acconding %o
specific methods, Egypt 2005
Female
Source Pl D Injectable  Condom  seevilization  Total
Public sechor 19.4 68 8.6 167 391 566
Urban hospitaligeneral/district) 17 78 6.1 23 na 70
Urban heakth unit 38 163 15.4 47 02 134
Health office 09 6.7 4.6 43 0.0 52
Rural haspitalicomplementary) 1.8 4.0 6.9 0.1 10 3s
Rural health unit 8.1 14.1 428 27 0.7 161
MCH centre 15 6.7 4.0 1.6 0.0 33
Mobile unit 15 37 54 09 00 14
Universityteaching hospital 0.0 1.0 0.2 a0 76 10
Health Insurance Organization 0.1 0.5 0.5 00 29 05
Curative Care Ovganization 0.0 0.1 0.1 0.0 0.0 o1
Onher governmental 0.0 10 0.6 0.1 56 09
Privale sector 796 18 12.2 774 59.6 29
Nongovernmental organizabion (NGD) Qa3 45 10 0.6 0.1 31
Egypt Family Planning Association 0.0 13 02 05 0.0 09
Chinical Services iImprovement 01 24 06 01 00 16
Other NGOs 0.1 08 02 0.0 01 0.6
Private medical 79.3 37 12 768 595 99
Private hospital/chnic 08 2.7 02 0.3 na 22
Private doctor 40 29.0 49 13 438 n2
Nurse 0.0 0.0 2.6 0.0 0.0 3
741 0.0 33 752 00 147
Mosque health unit 03 1.7 o1 0.0 19 12
| Church health unit 0.0 03 ol a0 0.7 02
- Othver non-medical 0.8 0.0 12 51 00 04
| Shoplother vendor 0.1 00 0.0 00 0.0 00
" Friendsirelative 08 0.0 09 51 00 03
I Other 0.0 0.0 04 00 0.0 00
Don’t kmow 0.2 0.0 0.0 08 13 a1
Totad 100.0 100.0 1000 100.0 100.0 100.0
Number of women 1,798 6629 1,281 180 239 10288
R

D.  Fertility Preferences

In oeder 1o obtain an msight into women's childbesring intentions, respondents were asked m
the 2005 EDHS whether they wanted %o have another child and, if so, how soon. Table 14 summarizes
the information on women’s reproductive preferences. The majority of all mamied women express a
desire to contro] future childbearing. Sixty-five percent either report that they do not want smother
child or are using female sterilization. An additional 16 percent say that they want another child, bt
indicate that they want to wait at least two years before the birth of their next child
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Table 14 _Fertility preferences

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

Desire for children 15-19  20-24  25-29  30-34  15-39  40-44 45-49 Total
Have another scon’ 33.6 23.6 17.6 10.5 8.1 5.4 3.5 131
Have another later® 579 456 233 8.0 1.9 0.3 0.1 16.2
Have ancther, undecided when 14 1.2 0.9 1.0 0.6 0.2 0.0 0.7
Undecided 1.9 19 4.4 31 1.7 09 0.1 2.5
Want no more 51 25.6 53.4 75.9 84.3 86.1 77.4 633
Sterilized 0.0 0.0 0.1 0.7 1.8 26 39 13
Dedlared infecund 0.0 0.1 0.4 0.4 1.5 4.5 14.9 29
Total 1000 1000 1000 1000 1000 1000 100.0 100.0
Number of women 792 2,898 3653 3077 3010 2525 2,233 18,187
" Wants next birth within 2 years

2 Wants to delay next birth for 2 or more years

The desire to delay childbearing is largely concentrated among women under age 30. As
expected, the proportion wanting no more children increases rapidiy with age, with more than half of
married women age 25-29 saying that they do not want another birth.

E. Maternal Health

Proper care during pregnancy and childbinh are important to the health of both a mother and
her baby. To obtain data on these issues, the 2005 EDHS included questions on antenatal care, tetanus
toxoid vaccinations, and assistance received at delivery for each birth that a woman reported during
the five-year period before the survey.

Amtenatal care

Antenatal care from a trained provider is important in order to monitor the pregnancy and
reduce the risks for the mother and child during pregnancy and at delivery. To be most effective, it is
recommended that all mothers see a trained provider at least four times for antenatal checkups during

pregnancy.

According to the 2005 EDHS results, antenatal care was received from a trained provider for
70 percent of the births during the five-year period before the survey (Table 15). Women reported
having regular antenatal care for 57 percent of the births during the period.

Mothers under age 20 and mothers age 35 and older are less likely than mothers in the prime
childbearing ages to get antenatal care. The percentage getting antenatal care declines directly with
the child’s birth order.

Urban mothers are more likely to receive care than rural mothers. Considering place of
residence, antenatal care coverage remains substantialty lower in Upper Egypt than in other areas. For
example, the percentage of births in which the mother received regular antenatal care ranged from 36
percent in rural Upper Egypt to 80 percent in urban Lower Egypt. Education status is strongly related
to the likelihood of receiving antenatal care; for example, women with at least a secondary education
are more than twice as likely to have been seen for regular antenatal as women with no education.
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LS ClsddT R ST By SCRCE ) eI Y N T [0 N N & T Y T
Percentage of births in the five-year period whose mothers received any antenatal care and regular
antenatal care from a trained medical provider and at least one tetanus toxosd vaccnation and
whaoge mothers were assisted at delivery by 2 medical provider, Egypt 2005

Any Regular Tetams  Medically-
Background antenatal antenatal  toxoid  amisted  Number
characteristic care care’  injectionts)  delivery  of barths
Mather's age at bicth
<20 67.9 521 863 689 Lsn
20-34 712 58.6 775 749 10,776
35+ 60.9 51.9 631 745 1.303
Birth onder
1 205 69.8 8349 86 4112
2-3 7.8 57.7 77.4 74.7 6,138
4-5 579 4535 68.6 65.7 2,233
6+ 432 s 641 532 1,116
Urban-reral residence
Urban 827 738 680 88.7 4,948
Rural 625 47.8 824 658 8,657
Place of residence
Urban Governorates 842 7.6 63.1 90.8 1,879
Lower Egypt 782 65.4 805 816 5.399
Urban 891 80.1 70.8 929 1297
Rural 747 60.7 835 780 4,108
Upper Egypt 58.1 439 78.7 626 6,133
Urban 76.4 65.1 na 837 1,689
Rueal 513 36.0 85 54.8 4,484
Frontier Governorates 685 58.1 68.5 ns 169
Education
No education 494 3438 781 543 4,280
Some primary 64.8 486 75.7 673 1,499
Primary completefsome secondary 709 576 793 7 1,759
Secondary complete/higher 85.1 75.2 762 LR 6.061
Work stabus
Working for cash 80.1 69.3 723 85.0 1614

Not working for cash 68.4 55.7 778 726 11,986
Total 63.8 573 77.1 74.2 13,600
A woman s considered W have had regular antenatal care i she had 4 or more visits during the pregnancy.

Tetanxs soxoid coverape

Tetanus toxoid injections are given during pregnancy m order to prevent neonatal tetasns, a
frequent cause of infant deaths when stezile procedures are not observed in cutting the umbstical cord
following delivery. Table 15 shows that the mother had received at ieast ooe tetanus toxosd ispection
in the case of 77 percent of births in the five-year period before the survey. Births w0 older mothers
(age 35 and over), high order births (birth order 6 and over) and births in the Urban Governorates had
the lowest levels of tetanus toxoid imjections, while the levels were highest for young mothers {ander
sge 20), first births, and births in rural Lower Egypt.

Assistance at delivery

A doctor or trained purse/midwife assisted at the delivery of 74 percent of all baths i the
five-year period before the 2005 EDHS. Most of the remaining births were assisted by dayas
(traditional birth attendants). Medically assisted deliveries are most common for urban births and
births to highly educated mothers. Births of order 6 and higher and births m rurai Upper Egypt are
least likely to be assisted by a trained heaith professional.
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Trends in maternal health indicators
Table 16 presents the trend in key maternal health indicators by residence for the petiod

between the 1988 and 2005 DHS surveys. Focusing on the last five years (i.e., between the 2000 and
2005 surveys), the increase in anienatal care coverage was particularly notable. The percentage of

births in which the mother reported receiving any antenatal care rose from 53 percent in 2000 to 70
percent in 2005, and the percentage of births having reguler antenatal care (i.e., at least four visits)
rose from 37 percent in 2000 to 57 percent in 2005.

Table 16_Trends in matemal health indicators

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, and four or more antenatal care visits, and were assisted at

delivery by a medical provider, by urban-rural residence and place of residence, Egypt, 1988-2005

Matemnal Urban Lower Egypt Upper Egypt Frontier

health Gover- B Cover-

indicator Urban Rural norates Total Urban Rural  Total Urban Rural  norates  Total

Any antenatal care
1988 U u U U U U u U U U U
1992 U u u U u u U v u u u
1995 583 272 59.2 419 652 345 28,6 51.2 208 414 39.1
2000 704 419 74 535 712 472 443 651 369 44.6 529
2003 829 604 83.9 75.2 863 709 574 778 503 u 68.8
2005 827 625 84.2 782 891 747 581 764 513 68.5 69.8

Regular antenatal care’
1988 U u u U U U u U U U U
1992 U U U u U Y U U u v U
1995 500 149 551 279 52 202 179 406 101 u 2813
2000 539 259 56.0 389 562 328 272 498 192 28.5 36.7
2003 735 449 75.4 61.1 764 55.2 435 68.0 350 U 55.6
2005 738 478 77.6 654 80 607 439 651 360 58.1 57.3

Tetanus toxoid injections
1988 126 106 8.8 13.1 148 125 113 173 8.6 U 114
1992 569 575 52 64 678 627 53.3 553 528 v 57.8
1995 66.7 71.2 64.2 756 702 774 663 676 659 59.8 69.5
2000 701 739 62.4 791 753 BO4 700 754 681 64.2 724
2003 7R 82 66.2 836 750 B69 765 735 775 U 78.0
2005 68.0 824 63.1 805 708 835 787 7.2 815 68.5 77

Medically-assisted defiveries
1988 57.0 191 64.9 31 544 233 239 469 144 u e
1992 625 275 68.3 39.7 628 325 297  51.8 230 U 40.7
1995 679 328 69.2 514 751 439 322 596 229 59.3 46.3
2000 81.4 480 B3.7 651 847 581 478 747 382 60.4 60.9
2003 86.7 590 90.2 765 910 709 553 774 476 u 69.4
2005 88.7 658 90.8 816 929 780 62.6 B37 548 71.8 74.2

U = unknown /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

The percentage of births in which the mother received a TT injection also increased, from 72
percent in 2000 to 77 percent in 2005. Seventy-four percent of deliveries were assisted by medical
personnel (almost always a doctor) in 2005 compared to 61 percent in 2000.

All residential categories shared in the improvements in maternal health indicators between

the 2000 and 2005 surveys. Rural areas, however, continue 1o lag substantially behind vrban areas in
antenatal care coverage and in medically-assisied deliveries. In contrast, beginning in 1995, tetanus
toxoid vaccination levels have been markedly higher among rural mothers than urban mothers.

18



F. Child Mortality and Health

The 2005 EDHS collected data on early childhood mortality in Egypt. Information was alwo
obtained on a number of key child beatth indicators, including infant feeding practices, imenunization
of young children and treatment practices when a child has diarrhea.

Child mortality

The birth history section of the 2005 EDHS questionnaire is the source for informstion used
1o derive the child mortality estimates that are presented ip Table [7 for three successive five-year
periods prior to the 2000 EDHS. The rates are estimated directly from the mformation m the birth
history on & child's birth date, survivorship status, and the age at death for children who died.

Table 17 Early childhood mortality rates

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

Post-
Years Neonatal  neonatal Infant Chid Under-five
preceding lmrﬂy mortality mortality mortality mortality
the survey (il B {190} 4q1) (5q00
Mid -2000 - mid-2005 20 13 33 3 41
Mid-1995 - mid-2000 26 22 48 12 59

' Computed as the difference between the infant and meoratal mortality rases

During the five-year period prior 1o the survey (centered on 2003).* the infant mortality rate
was 33 deaths per 1,000 births and the nconatal rate was 20 deaths per 1,000 births. A comparison of
these mtes with the overall level of under-five mortality (41 deaths per 1,000 burths) indicases that 80
percent of exrly childhood deaths in Egypt take place before a child’s first birtbday, with just under
half occurring during the first month of life.

The 2005 EDHS results document a pattern of steadily falling mortality during the fifieen
years prior to the survey. During the period (approximately mid-1990-mid-2005), infant mortalicy fell
by around 40 percent, and under-five mortality was halved (Figure 2).

* The rates in Table 17 represent an average of the mortality levels prevailing darmg the five-year period before the sarvey.
As a result, they are not directly comparable 10 more current estmates of chikdhood mortality, e.g.. rates based on regisered
deaths during 2004
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Figure 2 Child Mortality Trends,
Egypt 1990-2005

1990-1895 1995-2000 2000-2005
[=—=infant —— Under-five|

Table 18 presents residential differentials in mortality levels. The 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. During the period, under-five mortality was around 45
percent higher for rural children than urban children. Among urban children, those living in the Urban
Govemorates had the lowest chance of dying before their fifth birthday, while those living in rural
Upper Egypt had the highest likelihood of dying. The differential in mortality between rural Lower
Egypt and rural Upper Egypt also was substantial.

Table 18 child mortafity ra residence
Neonatal, postneonatal, infant, child, and under-five mortality rates for the 10-year period preceding the
survey, by urban-rural residence and place of residence, Egypt 2005
Neonatal  Postneonatal Infant Child Under-five
mortality mortality mortality moriality mortality
Residence (NM) {(PNNY' {1q0) taql) {5q0)
Urban-rural residence
Urban 2 10 3z 8 39
Rural 24 22 45 1 56
Place of residence
Urban Govemorates 16 10 26 8 34
Lower Egypt 23 10 33 6 38
Urban 24 6 30 5 34
Rural 22 11 34 ] 40
Upper Egypt 25 27 52 14 65
Urban 25 15 39 9 48
Rural 25 31 56 16 72
Frontier Governorates 25 9 33 9 42
IL‘ Computed as the difference between the infant and neonata! mortality rates

Breastfeeding and supplementation

Breast milk is the optimal source of nutrients for infants. Children who are exclusively
breastfed receive only breast milk. Exclusive breastfeeding is recommended during the first 4-6
months of a child’s life because it limits exposure to disease agents and provides all of the nutrients
that are required for a baby.

Table 19 describes infant feeding practices of Egyptian mothers. Breastfeeding is virtually
universal. Mast babies are breastfed during the first three months of life; only 3 percent of babies age
0-3 months at the time of the survey were not receiving breast milk, and only 5 percent of children
age 4-6 months were not being breastfed. The proportion breastfed remains high during the first year
of life; 88 percent of children age 10-12 months were being breastfed at the time of the survey.
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schedule of immunizations if they have received a BCG and measles or MMR vaccination and three
doses of the DPT and polio vaccines.

Virtually all children 12-23 months bave received at least some of the recommended
vaccinations. Coverage levels for BCG are nearly universal. Ninety-four percent of the children have
received the recommended three doses of the DPT and 97 percent have had at least three doses of
polio vaccine. Levels are lower for the Activated DPT vaccination (32 percent) and for the other
polic vaccinations (28 percent for Polio 0; 67 percent for Polic 4; and 35 percent for Activated polio).
Ninety-seven percent of children have received a measles vaccination, and 23 percent have had been
given the MMR vaccine which protects against measles, mumps and rubetla. Coverage levels are
relativety high for the hepatitis vaccine, with 80 percent of children reported as having received all
three doses of the hepatitis vaccine.

Overall, 89 percent of children are considered as immunized against all major preventable
childhood disesases, i.e., they have received a BCG, a measles or MMR vaccination, and three DPT
and three polio immunizations.

Table 20 presents differentiais in vaccination coverage. Looking at the differences in the
proportions considered as fully immunized, there is virtually no difference in the proportions of girls
and boys fully immunized. By residence, the percentages fully immunized vary from 86 percent in
Upper Egypt and the Frontier Governorates to 91 percent in Lower Egypt. Looking at mother’s
education, the percentage fully immunized ranges from a low of 86 percent for children whose
mothers never attended school to 90 percent among children whose mothers completed the secondary
level or higher.

Table 20 also shows the trend in the proportion of children fully inmmunized against the six
preventable childhood illnesses between the 1992 and 2005 DHS surveys. Immunization coverage in
2005 (89 percent) was 22 percentage points higher than the level recorded at the time of the 1992
EDHS (67 percent).
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Table 20 Vaccinati

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

Fully Number
Background Record Polio Polioc Polio Polic Polio Hep- Hep- Hep- immun- of
characteristic seen BCG DPT1 OPT2 DPT3 ADPT_ 0O 1 2 3 4 AP atitis 1 atitis 2 _atitis 3 Measles MMR__ ized None children
Sex
Male 736 978 991 974 936 321 266 99.7 988 967 657 341 91 856 79.2 %.8 210 889 0.2 1,375
Female 73.0 983 992 976 935 325 269 994 989 964 684 366 912 873 805 96.3 22.2 88.5 03 1,305
Birth order
1 71.2 979 989 968 919 343 277 997 99.2 968 677 383 923 88.0 803 97.4 25.4 87.0 0.0 829
2-3 721 986 993 982 948 314 281 994 987 968 673 335 909 865 810 971 215 9.2 03 1,247
4-5 77,2 973 990 969 927 321 274 996 991 958 665 361 897 B850 778 941 22.4 8s.s 04 415
6+ 816 965 996 977 942 294 258 996 978 964 636 326 914 822 747 94.7 17.6 86.9 0.4 190
Urban-rural
Urban 714 988 991 9771 935 309 233 992 987 967 648 333 914 894 836 968 245 89.1 0.2 972
Rural 744 976 992 978 935 337 302 998 989 965 683 1365 899 848 777 9.5 215 88.5 0.2 1,708
Place of residence
Urban Governorstes 7206 990 990 976 946 M2 170 989 987 961 648 307 950 914 856 970 240 903 0.4 402
Lower Egypt 71.3 984 993 981 944 337 368 997 994 981 706 360 929 888 830 976 255 909 2 1Lon
Urban 60.9 100.0 992 961 923 1351 407 993 986 957 694 377 936 884 B4 97.1 333 89.5 0.0 235
Rural 743 950 993 986 950 334 358 998 996 987 709 355 928 889 826 977 233 N2 0.2 836
Upper Egypt 754 973 991 971 925 314 235 996 984 954 647 364 881 824 747 957 197 86.3 0.2 1,169
Urban 783 927 4997 972 931 274 194 934 987 982 629 337 907 872 799 96.6 19.2 875 0.0 2
Rural 744  97.1 991 970 922 328 250 997 983 944 656 374 871 €07 728 953 199 859 0.3 857
Frontier Governorates 77.7 989 982 953 909 306 132 1000 992 955 623 314 966 924 8B4 927 144 856 0.0 37
Education
No education 758 979 994 971 923 3.6 274 999 990 956 638 354 875 619 758 960 200 862 0.1 am
Some primary 731 967 987 968 932 304 259 993 980 969 648 351 896 853 772 948 198 880 01 6
Primary complete/some
secondary 734 982 997 980 941 329 275 996 990 973 702 351 929 886 820 969 231 90.2 0.4 1,283
Secondary complete/
higher 658 987 994 973 948 334 316 958 988 960 641 363 954 906 843 986 I 898 00 280
Total EDHS 2005 733 980 991 925 935 323 277 996 988 9656 670 353 912 864 798 96 226 887 0.2 1680
Total EDHS 2000 725 993 992 971 940 NA NA 996 977 949 NA NA 987 963 930 969 NA 92.2 0 2770
Total EDHS 1495 501 947 962 928 B30 NA NA 970 9139 B42 NA NA 754 710 569 892 NA 79.1 25 1,085
Total EDMS 1992 5.2 893 928 878 764 NA NA 945 901 789 NA NA 815  NA NA NA NA 67.4 38 1,594

Nede A «hikl i conpidured (ot fully inenuniaed if the chikd hin recoived 300, & mesties or MMR vaccinatinn, dwee OFT vaccinations, snd thvee polio veceinations.
NA «~ rlt availabie

Poobis th i the oalicr vaeringtion gven st bieth, ADPT . Actvased DPT, AP . Activeterl Poliey, and MAR . Mewsies, rmumps, ard rubella




Diarrhea among young children

Dehydration as a result of diarrhea is a frequent cause of death in young children. Mothers of
children under age five were asked in the 2005 EDHS if their children had had diarrhea in the two-
week period before the survey. If the child had had diarrhea, the mother was asked what she had done
to treat the diarrhea. Since the prevalence of diarhea varies seasonally, the results pertain only to the
pattern during the period April-June 2005 when the EDHS interviewing took place.

Table 21 presents information on recent episodes of diarrhea among young children and the
actions that the mother took to treat the illness. Qverall, 18 percent of children under age five were
reported to have had diarthea in the two-week period before the survey. As expected, diarrhea is
more prevalent among children age 6-23 months. This pattern is believed to be associated with
increased exposure to the illness as a resuit of both weaning and the greater mobility of the child as
well as to the immature immune system of children in this age group.

Medical advice was sought in the case of just under half of the reported cases of diarthea
among young children. Private medical providers were consulted more often than public health
providers (29 percent and 19 percent, respectively). A medical provider was somewhat more likely to
be consulted if the ill child was male, age 6-11 months old, living in an urban area, or the child’s
mother had ever attended scheol.

The administration of oral rehydration therapy (ORT) is a simple means of countering the
effects of dehydration. During ORT, the child is given a solution either prepared by mixing water with
the salts in a commercially prepared rehydration packet (ORS) or by making 2 homemade solution
using sugar, salt and water. Table 21 shows that slightly more than one-third of the children ill with
diarrhea were given a solution prepared using an ORS packet or with a homemade solution made from
sugar, salt and water. ORT was most likely to be used if the child was 6 months and older, lived in a
rural area or the child’s mother had never attended school.

Acute respiratory illness among young children

Along with diarrhea, acute respiratory infection (ARI), particularly pneumonia, is a common
cause of death among infants and young children. Early diagnosis and treatment with antibiotics can
preveni a large proportion of the deaths due to pneumonia. The 2005 EDHS collected information on
the prevalence of symptoms of ARI and on the treatment children with ARI symptoms received.

As in earlier DHS surveys, the prevalence of ARI was estimated in the 2005 EDHS by asking
mothers if their children under five years of age had been ill with coughing accompanied by short
rapid breathing or difficulty breathing in the two weeks before the survey. Cough and short, rapid
breathing are signs and symptoms of ppeumonia, and thus, the EDHS results are less appropriate for
use in assessing the presence of other ARI-related conditions {coughs and colds, wheezing, ear
infection, and streptococcal sore throat). The mother’s report is also subjective, reflecting her
perception of the symptcms the child had.
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Tble 27 Prevalence pnd breatment of digrrhes
Percentage of children under age five il with diarthea during the two-week period before the survey and the
percentage who received vasious treatrments by selected badground characteristics, Egypt 2005
Health provider consulted  Oral rehydvation therapy’  Number of
Number Either  children
Badkground Had of ORS ORY with
Age m montin
<b 22.0 1.242 514 167 363 1948 19 Iia 273
&1 336 1,349 58 18.9 40.2 353 20 366 454
12-23 288 2,680 461 19.8 27.2 386 9 a0 7l
24-35 179 2671 420 162 260 328 27 35.1 477
3647 9.1 2,682 40.2 201 20.3 363 kR | 330 245
48-59 77 2497 510 273 23.7 2%.7 4. 98 192
Sex
Male 185 6688 492 192 3. 336 kR | 3%0 1,234
Female 183 6,432 466 192 27.7 335 23 353 1,177
Urban-rural residence
Urban 171 4,778 53.7 167 375 283 25 303 10 ]
Rural 19.1 8342 449 205 25.3 36.2 28 k) 1,593
PMace of residence
Urban Governorates 153 1,826 556 206 36.2 e 22 7 200
Lower Egypt 166 5,235 486 182 310 139 50 377 869
Urban 152 1,248 571 170 402 M3 52 46 190
Rural 170 3,987 46.2 186 284 323 49 %3 678
Upper Egypt 210 5897 459 194 273 362 12 372 1239
Urban 208 1,604 508 26 383 2890 113 290 KX}
Rural 211 4,292 44.1 219 23.2 39.2 1.2 40.2 906
Frontier Governorates 148 162 380 292 8.8 27 37 24 24
Educalion
No education 195 4087 437 N6 26 377 23 397 796
Some primary 198 1,418 491 ns 267 294 30 s 0
Primary complete/some
secondary 203 1,704 505 186 324 9.7 21 ns a7
Secondary
complete/higher 6.7 59 50.1 16.4 347 327 n 349 987
Total 184 13,120 479 19.2 29.4 335 27 5.7 24N
¢.g. sugar-sak solutions
- R

Table 22 shows that nine percent of children were reported t0 have been ill with ARI
sympioms during the two-week period before the 2005 EDHS. As was the case with disrrhes! illness,
children age 6-35 months were more likely to have been ill with ARI symptoms than younger or older
chikiren. A medical provider was consulted for about two-thirds of the children with ARI symptoms,
with private providers consulted much more ofien than public providers. Mothers reported that
antibiotics were given to slightly more than half the ill children. Medical providers were consulted
and antibiotics were given more often if the child was male rather than female and if the child bived
an urban ares than if the child lived in a rural area.



Table 22 Prevalence and treatment of AR
Percentage of children under age five ill with symptoms of acute respiratory iflness (AR} during the two-week
period before the survey and the percentage who received various treatments by selected background
characteristics, Egypt 2005
Number of
chikdren
Had Health provider consulted Percentage  with
Background ARI Number of given  symptoms
characteristic symptoms'  children Any Public Private _antibiotics  of AR
Age in months
<6 7.2 1,242 65.1 20.1 48.0 26.7 90
611 134 1,349 728 15.4 60.0 49.6 180
12-23 i1.6 2,680 70.9 288 44.1 56.4 312
24-35 9.9 2,671 62.0 20.4 41.7 523 263
36-47 71 2,682 70.3 367 358 60.0 189
48-59 6.1 2,497 62.7 24.2 39.4 50.2 152
Sex
Male 9.6 6,688 AN 26.3 45.9 53.8 642
Female 8.5 6,432 63.5 233 42.4 48,9 544
Urban-rural residence
Urban 10.7 4,778 75.1 236 53.8 58.9 511
Rural a1 8,342 62.0 259 371 46.8 674
Place of residence
Urban Govemnorates 10.3 1,826 74.8 222 §5.1 56.0 189
Lower Egypt 68 5,235 64.4 n7z 43.9 59.1 357
Urban 8.6 1,248 66.5 19.7 48.4 64.8 107
Rural 6.3 3,987 63.5 226 42.0 56.7 250
Upper Egypt 0.7 5,897 67.5 274 1.7 46.9 632
Urbar 131 1,604 79.9 26.5 56.1 58.8 21
Rural 9.8 4,292 61.3 279 34.5 40.9 4
Frontier Governorates 4.9 162 (49.1) (34.6) (14.5) (44.9) 8
Education
No education 8.4 4,087 68.6 29.9 40.0 50.1 344
Some primary 119 1,418 64.4 30.1 356 494 169
Primary complete/some
secondary 103 1,704 67.6 19.8 488 38.3 175
Secondary
complete/higher 84 5,911 68.0 215 48.7 59.0 498
Total 9.0 13,120 67.6 24.9 44.3 52.0 1,186
Note: Figures in parentheses are based on 25-49 unweighted cases.
AR! is defined as cough with chest involvement reported

G. Nutritional Status of Children
Measurement of nutritional status

Nutritional status is a primary determinant of a child’s health and well-being. To assess
nutritional status, the 2005 EDHS obtained measurements of height’ and weight for all children living
in the household who were under age 5. Using these anthropometric measurements as well as
information on the ages of the children, three standard indices of physical growth describing the
nutritional status of children were constructed: (1) height-for-age; (2) weight-for height, and (3)
weight-for-age.

¢ Although the term “height” is used, children younger than 24 months were measured lying on a measuring hoard, while
standing height was measured for older children. Weight data were obtained using a digital scale with an accuracy of 100
grams.
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As recommended by the World Health Organization (WHO), evaluation of outritional status
in this report is based on the comparison of the three indices for the population of children in the
survey with those reported for a reference population of well-nounished children. One of the most
commonly used reference populations, and the one used for this study, is the international reference
population defined by the U.S. National Center for Health Statistics (NCHS) and accepted by WHO
and the U.S. Centers for Discase Cootrol.

Each of the indices measures somewhat different aspects of nutritional status. The height-for-
age index provides an indicator of lmear growth retardation. Chikdren whose beight-for-age is below
minus two standard deviations (-2 SD) from the median of the reference population are considered
short for their age, or stunted. Children who are below minus three standard deviations (-3 SD) from
the reference population are considered severely snted. Stunting of a child’s growth may be the
result of a failure to receive adequate nutrition over s long period of time or of the effects of recurrent
or chronic illness.

The weight-for-height index measures body mass in relation to body length  Children whose
weight-for-height messures are below minus two standard deviations (-2 SD) from the median of the
reference population are too thin for their height, or wasted, while those whose measures are below
mimus three standard devistions (-3 SD) from the reference population median are severely wassed.
Wasting represents the failure to receive adequate nutrition during the period immedistely before the
survey. It may be the result of recent episodes of illness or acute food shortages.

Weight-for-age is a composite index of height-for-age and weight-for-beight. Children whose
weight-for-age measures are below minus two standard deviations (-2 SD) from the median of the
reference population are underweight for their age, while those whose meaxures are below onnus
three standard deviations (-3 SD) from the reference population median are severely underweight. A
child can be underweight for his age, because he is stunted, be is wasted, or be is both stumted and
wasted.

Levels of child walnutrip

Table 23 shows the proportions of children under age five born to EDHS respondents who are
classified as malnourished according to three measures of outritional status, i.c, height-for-age,
weight-for-height, and weight-for-age, by residence.

The data on height-for-age in Table 23 indicate that there is considerable chronic malsuirition
smong Egyptian children. Eighteen percent of children under age five are shmted, and 6 percest are
severely sumted. Rural children are slightly more likely to be stunted than urban children (18 percent
and 16 percent, respectively). The percentage stunted varies by place of residence, from 13 percent m
rural Lower Egypt 10 23 percent in rural Upper Egypt.

The weight-for-height index provides a measure of wasting, or acute melnutrition. Overall,
four percent of Egyptian children are wasted. Reflecting the effects of both chronic and shost-term
malnutrition, six percent of children under age five are underweight for their age.
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Table 23 Nutritional status of children idence

Percentage of children under five years classified as malnourished according to three anthropometric indices of
nutritional status: height-for-age, weight-for-height, and weight-for-age, by urban-rural residence and place of

residence, Egypt 2005
Height-for-age Weight-for-height Weight-for-age
Percentage Percentage Percentage Percentage Percentage Percentage
below -3 below -2 below -3  below -2 below -3 below-2  Number
Residence S5O SD SD SD SD SD of children
Urban-rural residence
Urban 5.6 16.2 1.4 5.2 1.1 6.5 4,430
Rural 6.8 18.4 0.5 33 0.9 6.0 7,700
Place of residence
Urban Governorates 6.1 16.9 28 7.7 1.8 8.2 1,668
Lower Egypt 5.4 13.7 0.6 29 0.9 4.0 4,837
Urban 5.7 151 0.6 27 1.1 4.2 1,160
Rural 53 133 0.6 3.0 0.9 3.9 3,677
Upper Egypt 73 21.4 0.5 35 0.8 7.5 5,482
Urban 5.0 16.6 0.7 42 0.4 6.5 1,514
Rural 8.2 23.2 0.5 33 1.0 7.8 3,566
Frontier Governorates 5.8 14.1 0.7 52 0.4 4.3 143
Total 6.4 17.6 0.9 39 1.0 6.1 12,131
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