
..
, _'-.i

THE STATU3 AND POTENTIAL FOR
CCNTRACE?TIVE STERIJIZATION IN EGYPT

by

Amy Ong Tsui

October 1984

Final report of a study funded by a grant from the Association for
Voluntary Sterilization to the Social Development Center (1313 E. 60th
Street, Chi~ago, Illinois 60637 USA). Correspondence should be addressed
to the author at the Carolina Population Center, University of North
Carolina at Chapel Pill) University Square 300A, Chapel Hill, North
Carolina 27514 USA.

•



I
).1\/- ~./ I <,

i f

f

t

THE STATUS AND POTENTIAL FO R CONTRACEPT rVE STF. RI LTZATION
IN EGYPT

FINAL REPORT

October le,~4

by

Amy Ong l'sui

Report supported by a grant from the Association for Voluntary Sterilization,
Inc. to the Social Development Center (1313 Ease 60th Street, Chicago,
~llinois 60637). Correspondence ehould be addressed to the author at the
Carolina Population Center, University of North Carolina at C:"apel lli II,
University Square 300A, Chapel Hill, North Carolina 27514.

Acknowle~gement is made to the State Information Service and the Central
Agency f,)r Public ~~ohil isation and Statistics of the Government of Egypt,
which spJnsored and collected these data under the auspices of a larger
project 011 population communication funded by the U.S. Agency for
International Development. The opinions expressed here are solely the
author's and do not reflect either the interests or approval of these
institutions.



THE STATUS AND POTENTIAL FOR CONTRACEPTIVE STERILIZATION
IN EGYPT

CONTENTS

SIGNIFICANCE •

INTRODUCTION . .
• •

. . • • 0 • •

. . .
. . .

. . . . .
1

7

DATA • • • • • • . . . . . . . . . . . . . . . . . . . . . . . . . . . . 13

ANALYSIS RESULTS . . . . . . . . . . . . . . . . . . . . . . . 11)

KNo\.]LEDGE AND ATTITlIDES . . . . . . . . . . . . . . . . . . . . . 15

. . . . .
. . . .

· . . .

. . . 52

46

28
,6
40• •

· . . .
· .
· . . .

• •

· .
. .

Perceptions ~f Safety a~d Relia~ility

Role of Husband • • • • • • • • • • • •••
Heal th Reasons • • • • • • • • • • • • • • • • • • •
Spec:f. fic At ti tudes towards Female Steriliza ti.on

i n ~980 . 0 • • • • • • • • • • • • • • •

Descriminant Analysis of Willingness to Use
Voluntary Female Sterilization in 1980 ••••••

DEHAND AND IMPACT . . . . " . . . . . . . . . . . . . . . . . . . . . 55

Background of Sterilization Acceptors • • • • • • • • • • •• 56
Potential Demand for Female Sterilization • • • • • • • • • • • 58

Desire for Additional L~ildren • • • • • • • • • • • • • • • • •• 58
Unmet Need for Sterilization • • • • •• ••• ••• • • • 67

Potential Impact 0E VolJntary Sterilization ••• • • • • • • • •• 72

SUMMARY AND IMPLICATIONS • •

REFERENCES • • • • • • • • •

. . . . . . . . . . . . . . . . . . . . . .

. . . . . . . . . . . . . . . . . . . . . .



Number

Table 1

Tahle 2

T:lhle 3

Table 4

Tahle 5

Table h

Table 7

Table 8

Table 9

Table 10

Table 11

Tahle 12

Table 13

Table 14

1,i s t 0 f Tah1e s

Title

Percent of Currently Married Women 15 to 49 Years Reporting
Knowledge of Contraceptive Sterilization in Selected
Developing Countries and Egypt

Percent Distribution of Knowledge of Female and Male
Contraceptive Sterilization Methuds by Sex of Respondeat:
1980 and 1982

Socioeconomic Differentials in Knowledge of Female
Sterilization by SeA of Respondent: 1980 and 1982

Demographic Differentials in Knowledge of Female
Sterilization vy Sex of Respondent: 1980 and 1982

Contraceptive Behavior Differentials in Knowledge of
Female Sterilization by Sex of Respondents: 1980 and 1982

Percent Distribution of Perceptions of Sterilization's
S~fety and Reliability Among Respondents Aware of the
Method By Sex: Egypt 1980 and 1982

Socioeconomic Di fferen tials in Pe rceived Re 1. iab i 1 :t.ty and
Safety of Female Sterilization By S~x of Respondent: 1980
and 1982

Demographic Differentials in Perceived Reliability and
Safety of Female Sterilization By Sex of Respondent: 1980
and 1982

Contraceptive Behavior Differentials in Perceived
Reliability and Safety of Female Sterilization By Sex
of Respondent: 1980 and 1982

Among Respondents \~10 Have Heard of Voluntary Sterilization:
Percent Who Mention It Spontaneously By Reported Reliability
and Safety of Procedure and By Sex and Survey

Percent Distribution of Knowledge of Female Sterilization
by Measures of Spouse Support for Family Planning dnd Sex
of Re s pond en t : 1980 and 1982

Percent Distributions of Health Reasons To Avoid Excess
Childbearing by Sex of Respondent: Egypt lQ80 and 19R?

Percent Distribution of Knowledge of Female Sterilization
by Reasons for Family Plan~ing and Sex of Respondent:
1980 and 1982

Health Reasons for Family Planning by Spouse Support and
Respondent's Sex: 1980 and 1982

.5

18

20

25

2f1

29

31

33

37

42

44

45



Number

Table 1.5

Table 16

Table 17

Table 18

Table 19

Tah1 e 20

Table 21

Table 22

Table 23

Table 24

Tahle 25

Table 26

Table 27

Table 28

Ti tll~

Percent Distribut!on of Attitudes Towards Female
Sterilization By Respondent's Sex: 1980 Basel tne Survey

Selected Background Differentials in Attitl1c'les Toward
Female Sterilization By Respondent's Sex: 1980 Baseline
Survey

Attitudes Toward Female Sterilizatior. by Perceptions About
Procedure's Safety and Re1iability~ Health Reasons, and
Spouse Support for Family Planning and by Responetent's Sex:
1980 Baseline Survey

Summary Statistics of Disc~iminant Analysis of Willingness
To Use Voluntary Contraceptive Sterilization Among
Respondents Aware of Method in Egypt, 1980

Selected Characteristics of Acceptors of Fema]e
Sterilization: 1980 and 1982

Knowledge of Female Sterilization by Des.tre for More
Children: 1980 and 1982

Percent Desiring No More Children Among Respondents \rlith
Wives Age 30 and Over and with at least Four Living
Children, By Current and Previous Family Planning Use
and Age: Egypt 1980 and 1982

Socioeconomir Differentials AmGng Respondents Who Want No
More Children By Respondent's Sex: 1980 and 19H2

Demographic Di fferentia:s Among Respondents '.fuo Want ~o

More Children By Respondent's Sex: 1980 and 1982

Contracertive Behavior Differential Among DependentH Who
~ant No More Crildren By Respondentfs Sex: 1980 and 1982

Multiple Classification Analysis of the Determinants of
Unmet Need for Female Sterilization by Sex of Respondent:
1980 and 1982

Three Methods for Measurement of Excess Fertility by
Wife's Age: Egyptt 1982

Proportion of Births in Past Five Years in Excess of Ideal
Terminating Age by Wife's Current Age (Method 1): Egypt,
1982

Proportion of Births in Past Five Years in Excess of
Ideal Family Size by Wife's Current Age (Method ?):
Egypt, 1982

Par,e

47

49

51

S4

57

fiO

62

fi3

64

6R

74

7')

76



Number

Table 29

Table 30

Title

Potential Impact of Voluntary Female ~terilizatlon on
Age-Specific Fertility Rates for 20 to 44 Year Old
Currently Married Women: An Illustration of Two
Measurement Methods

Estimated Total Marital FeLtility Rates for 20 to 44 Year
Old Women Given Access to Voluntary Sterilization anrl
Perr.ent necll11e Using Two Hethods: Egypt, 1982

Page

77

78



Number

Figure 1

Figure 2

List of Figures

Title

Percent of Currently Married Worn, .~ to 49 Repo~ting

Knowledge of Male and Female Sterilization in Selected
Developing Countries and Egypt

Knowledge of Female Sterilization by ReRponoent's Sex:
1980 and 1982

Page

I~

17



THE STATUS AND POTENTIAL FOR CONTRACEPTIVF.: STERIL(/~ATION

IN EGYPT

INTRODUCTION

Egypt's population numhers 47 million currently, up from 3R million

enumei.·ated i.n the 1976 census, and growing at an annual rate of 2.7 percent.

It 8 C rude hi. rth rate stands at 43 per thousand population and in f ant

mortality is estimated to he near 102 per 1,000 live births. Annual per

caplta income in ItjR2 is U.S. $690, and over two-fifths of the country's

population reside in urban areas, of which Cairo alone commands almest seven

million or 15 percent. Current use of contraception among married couples of

childbearing age is about 32 percent. The national family planning program,

begun in the mid-1960s, has relied on promoting acceptance through the use of

four sponsored methods--the oral pill, the IUD, foaming ta~lets, and condoms.

Use of the latter two is minimal and concentrated in the metropolitan areas.

The IUD has only recently gained wider use but is often unavailable because

of insufficient medical or trained personnel to perform insertions. The oral

pill is thus used by four-fifths of all current users, but high discontinu-

ation rates erode its us~effecttveness. Furthermore, misinformation and

rumors about contraception abound, services through public health centers and

family planning clinics are irregular, and rural areas suffer even more from

limited availability of contraceptive supply. In short~ Egypt is a

developing nation encumbered by the burdens of rapid population growtll, and

its birth control program has had only mixed success until present.

At,leas~ three-quarters of the currently married childbearing population

with three or more children want no additional births; but only one half have

availed themselves of the means to limit family size. Demand for safe and



effective termination of childbearing is implicit, but meeting this demand

will req\lire continued expansion and improvement of present program services.

Egypt has also adopted a multifaceted approach in its policy of population

control, combining various development with family p]~nning priorities. While

this has served to reduce demand for children, reaching those presently

motivated has progressed more slowly.

Among tIle childbearing public, awareness of family plannIng is almost

nni.versal, as is approval of it in concept. Islamic theological doctrine

does not pose a major obstacle to its public promotion, and current and past

political administrations have encouraged an active role for the national

population program. However, even though a host of birth control methods are

known and availahle, contraceptive sterilization (and hormonal injections)

are not sanctioned and therefore not sponsored by the public program. In n

1973 assessment, Sh3nawany writes:

Voluntary sterilization also continues to be religiously and
publicly condemned. Al though Dr. Abdu Sallam, then ~-1inister of
Health, was a vigorous proponent of the idea, the National Assembly
~efused to promote sterilization along with other methods of
contraception in its April-May 1970 meetings~ considering
sterilization as insulting to humanity. (1973:211-212)

Opposition to the introduction of contraceptive sterilization rests

largely on the fundamentalist interpretation of Islamic principles. Omran

h . t t th t in general "Is lam can prov.ide pos it i ve sanct ions for the useas WfJ.. en a

of all medic~lly sound methods of contraception in order to ensure that the

quality of life is maintained" (1973:179). More recently he states:

In Islam there is virtually no explicit prohibition of
sterilization as we know it today; hence some scholars (Ulamaa)
have assumed its permissibility•••• Nevertheless t negative
attitudes still prevail in most of the Muslim world due to
conservative interpretations. Only in cases where further
pregnancy endangers the health of the mother t and in cases of
transmissible and hereditary diseases. is sterilization not only
permissible but required. This gives hope that it may be possible



to make a case for sterilization based on potential health hazards
aSRociated with high parity and pregnancy associated with late
maternal age. (l980~~7)

In some quarters, however, sterilization has been wrongly equated with

castration (Omran and Omran, 197i). Concern over the use of irreversihle

sterilization techniques loo has mutf'd discussion for its approval. Thus

sentiments run strong regarding the method's acceptability and place among

other approved contraceptives.

The lack of public sponsorship of voluntary surgical contraception in

Egypt is a population policy area that may warrant renewed attention. Demand

for limiting child bearing is extant. Substantial benefit can he gained for

the national health with wider access to voluntary sterilization. Many parts

of the developed and developing world have already taken initiatives to

improve the accessibility and availability of the procedure. Health and

family planning professionals have long recognized the method as being a most

desirable and cost-effective means for achieving desired parity and fo~

preserving the health and welfare of both mother and child (Nortman~ 1980).

Table 1 and Figure 1 illustrate the current status of knowledge about

male and female sterilization in ten developing countries with Islamic

populations including Egypt. Based on results from the World Fertility

Survey for currently married women~ volunteered knowledge of male

sterilization can range anywhere from zero (in Turkey) to 11 percent (in Sri

Lanka) and for overall awareness from about 10 percent in several places to

near 70 percent in Costa Rica. Spontaneous reporting of female sterilization

Is generally below 10 percent except in Sri Lanka where half the women

mention it as a contraceptive method. Overall awareness is high (80 to 90

percent) in Sri l~nka~ Costa Rica and Jordan and low in Syria and Indonesia

(8 to 12 percent). Egypt's position, judging by 1982 levels, is moderate
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TABLE 1.

PERCENT OF CURRENTLY MARRIED WOMEN 15 TO 49 YEARS REPORTING
KNOWLEDGE OF CONTRACgp'rIVE STERILIZATION IN SELF:(~l'fm

DEVELOPING COUNTRIES AND EGYPT

Countr.ya Survey Year
Male Sterilization

Spontaneous Total
Female Sterilization

Spontaneous Total

Bangladesh
Indonesia
Pakistan
Sri Lanka
Mexico
Costa Rica
Turkeyb
Syria
Jordan

E~YPT

1976
1976
1975
1975
1976
1976
1978
1978
1976

1980
1982

4
1
7

11
2
2
o

3
o

52
9

19
39
68

9
28
19

17
10

4
1
2

52
8
~

1

10
9

54
12

~4

68
qt.

39
8

79

34
57

-------------------
a World Fe rt 11 1ty Survey resul ts from Martin Vaessen. "Knowl edge of Cont rac.ept i ve

Me thods". CC'mparative St ud ies Number 8. \o1orld Fe rt iIi ty Survey. London, 1<HW.
Syria results from Table 4.2.i..B of Volume II. First Country Report.

b Ever married women 15 to 49 years

:= not available



among theRe selected LDC's, hut prominent for the Middle Eastern countries.

Actual use levels for male sterilization (Carrasco, 1981) are not high (1

percent or less) but for female sterilization reach 12 percent in Costa ~ca.

Tf family size is controlled, the proportion of currently married women with

five or more children who have been contraceptively sterilized is 32 percent

In Peru and near 20 percent in such places as Costa Rica, the Dominican

Republic, Guyana and Jamaica. 'rhus its 'lse for effective family limttation

has definite cross-country and parity-specific appeal.

'rhe perception of a need to consider improved access to permanent

surgical contraception is hased on the results of two recent surveys taken in

1980 and 1982--the 1980 Egypt Baseline and the 1982 Egypt Follow Up Surveys on

Family Li Fe and Family Planning. Awareness of female sterilization in these

two surveys increased from 34 to 57 percent and occurred in the ahsence of

any change in its availability.l (Awareness of male sterili~ation is very low

and does not show comparah1e change.)

Until recently there has been little national-level information

,'IVai lah 1e 1n Egypt about the sta tus of contracept i ve s :::2ril iza tion and even

less on puhlic perceptions of it. 2 'rhis report describes the prevalence of

and the differentials in awareness, knowledge, and use of voluntary

1Female sterilizations are available in private hospitals after suhstantial
screening has trans~ired and at substantial cost. 'rhe change reported here is
notable in that no o~her change in awareness of any other contraceptive method
is quite ad suhstantial.

LA WHO study in Egypt (1972-76) on family formation (Om ran and Standley, 19R1)
is exceptional in this regard. However, overall disapproval of female
sterilization was high in this study, possibly for two reasons. One, the
respondents \vere questioned O!1 who should be sterilized (husband or ,,,ife) awl
most answered neither. Second, all rcsj)ondents, tnc1ud ing the 70 perCL:lt who
had never heard of sterilization, were asked. In the 1980 Baseline survey, S5
percent of those aware of the method were willing to use it.



sterilIzation. It else dtte~pts to assess the potential demand for ~ermanent

contraception nnd speculat~s about its potential impact on fertility. An

underlying assumption of the study is tha~ the often-cited Bocial obstacles

to government sponsorship of volpntary ste~ilizallon will not find strong

public dupport in these data. ~iJe hypothesize that t'ie abse.rved difference~,

t n the deg ee of f ami1 la r1 ty and a pproval of s teril izat ion are largely a

fnncti.on of those social background variahles which determine overall

contr~ce·)tive knowledge. Such patterns of variation can he effectively

addressed and modified with suitable and well-organized programs of

contraceptive education.

SIGNIFICANCE

Contrace~tive sterilization t outside Egyptt has grown to be the most

popular. form of family limitation in the world (Nortman t 1980; Klinger t IS8l;

Green t 1978; Bhinwandiwala t 1978). Men and women hav~ selected this

alternative to less permanent means of family planning becBuse of its

convenience and cost expediency. SurgicBl contraceptive technology has

henefitted from major a<lvances in the delivery of services on an outpatient:

)asis. T{eCE:nt development of non-surgical permanent conL.-aceptive methods

holds great promise for their acceptabilitYt and their use w~ll be

particularly enhanced as the methods become available throueh community-ba ~d

distribution systems.

One signiFicant finding in available studies on the socioeconomic

determinants of cont~aceptive sterilization ado~tion is thgt there are 110

consistent ones (Presser t 1970, 1978; Gret:!n t 1978). However, _n spite of the

grassroots response to sterilization's availabilitYt researchers persist in

locating indicators of innovation along economic (Simmons t lJ74)t cultural

(Sc rimshaw t 1980; Fortier, 1974) and social psycholog~_ca1. (David and

7



Friedman, 1978) lines. The degree to which social class advantages arE

r.elevant to the adoption experience may in fact he more a result of

d i fferen t ial acce8S to the informa t ion and avai.lal)il. i ty of s teril iza t ion

services as opposed to any innate inahility to appreciate th~ method's

technical fea..:ures. For Sao Paulo state in Brazil Janowitz et a1. (1980)

report no education differences in the percent of eligible women who do not

want more children and are interested in sterilization. ~ack of information

ahout sterilizations however~ was a clear harrier to poorly educated women,

and improving geographic and economic a~cess would have incre.qsed its use.

This finding is important hecause it implies that no predetermined level of

socioeconomic welfare must be achieved before contracept! Je sterilization

will find a receptive audience. Public sponsorship of the method i~ Egypt

could thus result In wide use both in urban and rural areas if there is

extant demand [or family limitation and adequate contraceptive information.

It also suggests that the education process include the medical profession,

legislative pol~cymakers and the religious clergy to apprise them of the lack

of strong puhlic opposition to the method.

The recent experience In Costa Rica reported by Barrantes et al. (1983)

lS relevant here. They document a re}Jound in sterilization rates hy 1980

following a shert-term decline between 1976 and 1979 with the legislation of

stringent guidelines for contraceptive sterilization. Costa Rican law

]reviously h. j n0t explicitly allowed sterilization although the method has

gained in popularity over the 20 years of its availability. Apparently upon

finding its conventional access to effective fertility regulation restricted,

public demand for family size control surpassed the political sector's

ahility to confine sterilization use. llowever, a necessary social condition

8



in the Costa Rican c8se 'w'as low-fertility norms. There is evidence of such

declining fertility norms in metropolitan and urban areas of Egypt.

Religious conservatism on the sterilization issue is not limited to the

Moslem faitl-t. hrhile the Catholic Church has no explicit 'prohib:l.tion of

contraceptive steril~zatlont local clergy opposition to the method has only

been dissipated because of the sweeping popularity and use of the method in

reg:ons such as Latin America and countries such as the Oniteo States ann

Mexico. Presser reports that strong church opposition in Puerto Rico in fact

"served to educate the population about the nature and availability of the

operation" (1978:31). Instituting slmllar change in the principled reasonIng

of Islamic conservatists will not be easYt but the experience of other

developing countries implies it is not impossible. In this study we will be

examining the degree to ""hich religious behavior differentiates knowledge

aboul voluntary sterilization.

There are four themes frequently raised in assessing the potencial

demand and need for contraceptive sterilization services:

1) the completion of childhearing at an early life cycle stage of the

mother t

2) the role of husbands in family limitation decisions,

3) the health risks to mother and child associated with excess

individual fertility, and

4) the perceived health risks of the sterilization procedure.

All four are important and critical issues in Egypt with social psycholo~lca]

underpinnings that have reinforced the conservative reaction to contraceptive

sterilization. Three of the fuur directly concern the health status of the

mother and thus may provide acceptable rationale by which to argue for puhlic

sanction and provision of sterilization services. Research which explicitly

9



tests the salience of these points for Egypt will be important for policy

change.

Perhaps no other benefits of contraceptive sterilization are more widely

documerited and discussed than those of health and effective family limitation

(Omran, 1980; Green, 1978; Viel, 1980; Westoff, 1980; Westoff et al., 19RO)

as they avert maternal and child mortality when parity and age run high anrl

also the d~pendence on ahortion. Viel (1980:56), long a proponent of

contraceptive sterilization, writes:

If the logical conclusion fs drawn that maternal. mortality and
gynecological illnesses increase with high multiparity, and to this
is added the fact that a similar rise can he ohserved in infant
mortality, the attempt to reduce multiparity is not just an aspect
of individual medicine designed to protect from pregnancy those
women suffering from specific illnesses, ~ ~ also ~ puhlic
health prohlem and protection should be extended ~ all wo~ ~
fertile age. (author's emphasis)

It seems less necessary to cite all research support for these arguments

as a large body of epidemiological statistics is availahle to document the

mortality risks associated with excessive fertility. The unsuitability of

non-permanent contraceptive means for limiting childbearing at a stage when

ten to fifteen years of reproductive life remain is well. recognized

(Bhiwandiwala, 1978; Brackett and Ravenholt, 1980; Viel, 1980). A HHO study

in Egypt on family formation patterns and health interviewed 4,R61

ever-married women in rural, urhan and metropolitan areas hetween 1972 to

1976 (Omran and Standley, 1981). It found overwhelming recognitton of the

henefits of longer hirth spacing and large-scale approval of family planning

for maternal and child health reasons, especially by high-parity mothers.

The accommodation of another primary obstac1.e--the hushand--whether his

opposition is real or assumed, is also focussed in this and other studies.

"Machismo" in Hispanic cultures has heen identified as a significant

10



deterrent not only to female sterlllzRtio~ but also to vasectomy adoption

(Presser, 1978; Scrimshaw, 1980). Fortier (1974) has stridently chasti.sed

the patriarchal system for creating unnecessary barriers to effective

fertility regulation:

Men, not women ••• have the predominant voice tn setting politics
and laws governing abortion. • • • We • • • therefore assume that a
powerful conscious motive, the fear of sexual freedom for women and
a powerful unconscious motive underlies it. This unconscious
motive may well be that pregnancy epit0mizes men's potency in their
own eyeg. If they grant women the right to dispose of this proof
of their potency, they may feel robbed of it and as such of their
masculinity. (1974:22)

\\lith more statistical grounding, 'Bhatia, Faruque and Chakrahorty (1980)

found that of 1975 women who decided against sterilization and who had first

discussed it with someone other than their husbands, 95 percent subsequently

sought their spouse's approval and 72 percent of them were then discouraged

by their husbands. ~eligious reasons and uncertainty of the health effects

of the operation formed the majority of the disapprovals. Janowitz et ale

(1983) also note the husband's objections as a foremost reason for not

pursuing an intended sterilization in a postpartuM hospital follow-up of some

700 Honduran women.

While there is not an extensive body of res~arch to draw upon with

respect to the husband's role, as a behavioral factor, it is to be

appreciated. The vlHO study mentioned earlier did find that in response to

questions regarding who should he sterilized, many women thought the wife

should because the husband would refuse. Since Islamic culture is

male-dominant, the present study provides an opportuni.ty to observe the

extent of sex differences regarding the potential status of contraceptive

sterilf.zation.

11



Fears and misperceptions about the side effects of sterilization are a

final theme and characteristic in almost all situations of active bith

control efforts. Perceived health risks constitute a significant deterrent

to the use of sterilization in the Brazil, Bangladesh, and Honduran studies

cited earlier. Analyses of the 1982 Follow Up Survey data (CAP~1AS, et al;

1982) show tl1at 22 percent did not know enough ahout the safety of the method

to respond, but 17 percent felt female sterilization carried very harmful

effects for the mother's health. 'rhe proportions are higher for male

sterilization with 35 percent uninformed and 22 percent perceiving

Rignificant health risks. The perceived reliahility of sterilization was

also less than perfect; only 77 and 5S percent of the respondents replied

that female and male sterilization methods respectively were very reU.ahle

for averting pregnancy. In general there is evidence that situations where

access to contraceptive sterilization is severely constrained are

characterized by prevailing rumors and misbeliefs.

There is substantive as well as policy value to measuring the importance

of the four social and health issues supporting contraceptive sterilization.

Do men and women perceIve health risks associated with excessive pregnancy

differently? Do men view sterilization less enthusiastically than women? Is

sterilization seen as a reliable and safe operative procedure? And can

sterilization meet a demand for permanent contraception from couples with

completed families who still have ten or so years of potential childbearing

to pass through without experiencing unwanted births? How relatively

important are these points In influencing the level of awareness and

willingness to use sterilization? Thes~ are all individually-oriented

questions which do not attempt to deal with the broader environment of method

availability (although for Egypt availability is an irrelevant

12



consideration). The analytical efforts are preliminary and seek to provide

empi rical support for improving cont racept i ve s teril izat ion services' usi::g a

large body of public opinions, not simply those of adopters. Thus the study

r~spollds to a prevailing call for research on the behavioral antecedents,

especially tlle social and psychological components, of permanent

contraceptive innovation (see Newman and Klein, 1978).

There are then three purposes directing this researcll: 1) to assess

national need in Egypt for permanent surgical contraception based on

demographic and personal health imperatives, 2) to provide suhstantive

lnformation regarding social psychological perspectives on sterilization and

unmet demand for contraception, and 3) to fill a void in public opinion

survey data for constructing a research base enahling policy change.

DATA

Although Egypt is fortunate in having the benefit of a number of

national sample surveys on fertility and family planning (the most recent

Lncluding the 1980 Egypt Fertility Survey of the World Fertility Survey

program, and the 1<)80 and 19R2 Rural Contraceptive Prevalence Surveys), most

have not collected the needed information to examine the four issue areRS

noted ahove. All have assessed basic knowledge and use of sterili.zati.on hut

111lve not examined the differentials i,l detail nor obtained the requisite data

to measure puhlic opinion. The Baseline and Follow Up Survey data analyzed

Ilcre aim at filling this gap and are recent enough to claim relevance.

A mass media campai.gn on population communication conducted by the State

Tnforma':ion Service of Egypt (SIS) between 1980 and 1982 required that two

national sample surveys be fielded to evaluate change in family planning

awareness. The two surveys concentrated on such measurement but also

collected substantial information about contraceptive behaviors.

13



The 1980 Egypt Baseline Survey on Family Life anct Family Planning

Interviewed 2.001 currently married men and women with age restrictions of 15

to 44 years placed on the women or on the wives of the sampled men. The

survey was conducted by a team of junior fac.u1ty from Cairo University under

the supervision of an American non-profit research grollp (the Social

Development Center). with the sampling design constructed from the 1976

census resul ts. Household enumerat ion was perfonlcd concurrently wi th samr1 e

selection. and interviews were collected between January and June 1980. The

Baseline questionnaire incillded items on famlly size motivations, attLturtes

about populatIon growth. misconceptions of contraception. religio\ls hehavtor.

sex preference of children, personal, spouse and social approval of family

planning, contr.aceptive availability and mass media communication hahits.

The 1982 Egypt Fa 110w Up Survey on Family Li f e and Family Pl ann! ng \yas

conducted by the Populatlon Studies and Research Centre of the Central Agency

for Public Mobilisation and Statistics (CAPMAS) in collahoration with SIS.

The same CAPMAS unit had been responsible for the 19RO Egypt Fertility Survey

(BFS). Using the EFS sampling frame, CAPMAS drew a self-weighted prohability

sample of 5.298 dwellings obtaining completed interviews with 3,283 cllrrently

married men and women (with the same age restrictions for women as in the

Baseline). The Baseline questionnaire was modIfied with three quarters of

the original questions retained. new ones added. and the order of

questionning re-arranged. Data collection for the Follow Up Survey took

place between December 1981 and March 1982.

Unfortunately. for the purposes of this study. the four attitude items

on sterilization previously used in the Baseline were excluded in the Follow

Up. Al though other measurements of female and male s teriIl.zation behavlors

are available from the two surveys. the exclusion of the attitudes items is a

14



partIcular 10s8 In view of an app.qrent anc1 marked increase over the two years

In awareness of sterilization. Examination of these items is then limited to

the 1980 data base.

In some quarters, there has been criticism over the quality of the 19RO

sllrvey. Comparisons of the demographic and socioeconomic composition OF the

1980 and 1982 surveys, the 1980 rural Contraceptive Prevalence Survey, and

tIle 1976 census indicates minor differences. The sampling deficiencies

pertaIn to non-systematic selection of rural dwellings by nt~glecting thosl~

scattered outside the hamlets. A bias toward middle-class responses may

exist, whIch would tend to o~erstate contraceptive prevalence. ~owever,

detailed comparisons made in line with this sterilization btudy do not

support the contention that the 1980 survey quality was significantly

damaged. Assuming that the 1982 survey is the more accurate one, the maIn

difference lles in the selection of younger respondents with smaller

families. To the extent that their dwellings are more conveniently accessed

anci clustered near town centers, the 1980 survey results tvould n~flect some

mIcidle-class bias. 13ecause overall a,yareness of sterilization methods in

1980 was low, this sampling error is not likely to affect our results

sIgnificantly. However, the possibility should be horne in mind as rife

proceed through the fIndings.

ANALYSIS RESULTS

KNOWLImCE AND ATTITUDES

As seen earlier in Table 1, the level of knowledge about contraceptive

sterilization in Egypt relative to those in other developing countries is

moderate. However, for the pUddle East Egypt's childbearing public 1s fairly

aware particularly given the procedure's lack of availability and unsponsored
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status. Table 2 and Figure 2 belo\>" confirm that knowledge of female

sterilization is more widespread than that of male sterilization and tllat

while there has apparently been no change in a\"areness of the latter, there

has heen an appreciable increase in the former. In 1.980 two thirds of the

childbearing population had no knowledge of the method while in 1.982 only 1+3

percent were uninformed. \-lhile there evidently was no change in the

proportion able to mention female sterilization spontaneously as a

contra~eptive method, the proportion recognizing it upon prompting did

increase by almost 25 percentage points. In contrast, awareness of male

sterilization is only found for 17 percent of the 1980 sample and 10 percent

in the 1982 sample. 3

What is interesting is that very little sex difference in responses is

visih1e in the 1980 levels of knowledge of female sterilization whereas hy

1982 there appears to he a marked increase in awareness of the method among

Cllrrently married females. Thirteen percent more women than men are aware of

the rn(~thod overall hut there is little difference in spontaneous reports or

reports of actual use between men and women. Hhile there is very lit~le

overall awareness of male sterilization as a contraceptive method, there is

4apparently somewhat greater ignorance of the method among women than men.

------_._--
3Only a few women in each survey claimec1 to have been sterilizec1. 1'hese were
probably performed in private hospitals and in some cases obtainefl outsirle of
Egypt. The cases are examined more closely in the report, but they represent
less than one percent of the sample.

(I Al though some sampl ing deficiencies with the 1g80 survey may explai.n the
declining awareness of male sterilization by 1982, i.e., the
over-representation of middle class respondents, this bias does not explain
the increased awareness of female sterilization for the same time period. If
biased, the 1980 awareness level of female sterilization should a~so he
overstated, implying that the change by 1982 is even greater than evidenced.
However, the 1980 Rural Contraceptive Prevalence Survey shows almost
identical levels of awareness as the rural 1980 Baseline respondents. Until
comparisons with other 1982 data become possible, the two levels are presumerl
to be real and the interim change substantial.
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1980 Baseline 1982 FoJlow-Up

O~------'-----"'"

100

Percent

Male Female Male Female

Source: Table 2

Level of Knowledge:

0 None ~ Prompted

~
Spontaneous • Used

Figure 2. Knowledge of Female Sterilization by Respondent's Sex:
1980 and 1982
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Because of the overwhelming lack of informati.on ahout male sterilization

procedures in Egypt, the remainder of this study will focus only on the

status and potential for female sterilization in Egypt.

Is there differential access to information ahout female sterilization

in Egypt? l,Je expect that the level of one's education would he an important

factor, as might other variables such as occupation, social class and

religiosity. The socioeconomic differences in knowledge are presented in

Table 3 by resp0ndent's sex and for both surveys. Significance levels of the

X2 test for differences hetween male and female responses are given, too.

There is a clear association ~etween the degree of education and the degree

of knowledge ahout female sterilization in hoth surveys, but the association

is less pronounced for women in the 1982 survey. ~ver four-fifths of the

illiterat@ men surveyed in 1980 were unaware of female contraceptive

sterilization compared to t\yo-thirds of them in 1982. About one thirci of the

men with the highest level of education were unaware in 1980 against 17

percent in 1982.

Having some as opposed to no education appears to he important for women

I.n acquiring information ahout female sterilization. Thereafter continued

improvement in edu~ation did not increase their degree of knowledge. Having

a primary education thus serves as a dividing point after which about 50

percent of the females sampled in 1980 and 70 percent in 1982 were able

eIther to recognize the method upon prompting or to mention it spontaneously.

For men, on the other hand, knowledge lncreaserl monotonically with education.

Interestingly, while illiterate men and women were equally unaware of female

sterilization in 1980, in 1982 almost 20 percent more women had knowledge of

~:he method. Thus, a1 though educat ion di fferentiates knowl edge of
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sterilization, other events or developmentH may have Increased awareness

during this I.criod among both sexes, but particularly among women.

Controlled by occupation, the degree of awareness of female

sterilizati.on is highest among those engaged in non-manual occupations and

lowest for farm occupations. Specifically, the largest proportions of those

ahle to mention female sterilization spontaneously as a contracepti\,re method

are found amOh2' those men and women in non-manual j(lbs in both surveys.

SimHarly the hlghest proportions of those who had never heard of the method

are to be found among farming men in both surveys and farming women in 1980.

(The majority of Egyptian women do not work outside the home; effectively the

relation between knowledge and occupation for them is the distribution of

knmolledge across all women. However if they do work, knowledge docs vary

with occupation.)

Social class differences operat~ similarly with education. The

interviewer'b evaluation of the respondent's socioeconomic standing, as rough

an approximation as it may be and allowing for temporal variation between the

two surveys, does differentiate sterilization knowledge. Again overall

female awareness of voluntary female sterilization in 1982 remains

substantial in spite of changes in socioeconomic standing.

We have attempted to gauge religious hehavior in both surveys because it

portends to occupy an lmportant ideological role in any future policymaking

on permanent surgical contr.aception in Egypt. However, the final measures

are not comparable across sexes because religious prescriptions for praying

ann mosque visitation are very different for men versus women.. 1n addition

the 1980 survey questioned respondents about th~ir daily praying routine

while the 1982 survey inquired ahout their reguLar praying routine. Thus the

1982 survey allows a wider margin for complying with prayer requirements.
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With this in mind, we have constructed r.eligiosity measures that are

sex-specific. Males, who preferably should pray five times a day and vtstt

the mosque daily, are scored from one to four where level four represents the

most faithful compliance with these prescriptions. Level one essentially

implies neithe~ regular (or daily) praying nor frequent mosque visitation.

For women the distinction is between regular and irregular praying (or dally

and non-daily) Sii'"lCe mosque visitation is more the exception than the rule. 5

In the last panel of Table 3 we see that in both surveys religiosity did

not di.rectly affect men's awareness of female sterilization. In 19BO in fact

a higher percentage of men who we_~ least regulated in their praying and

mosque visitation habits were unaware of the method while thuse most

behaviorally religious were somewhat more informed. Likewise no clear

association appears for men in the 1982 survey. Women who prayed regularly

were more likely to report the sterilization method spontaneously and more

likely to recognize the method after prompting in both surveys. Thus on the

basis of these measures, there does not seem to hp ny clear cut relationship

between rellgi0us behavior and knowledge of female sterilization.

One might expect fundamental Islami~ convictions to deter acceptance of

sterilization as an appropriat~ contraceptive. 1n this case, religious

behaviors do not seem to vary awareness of the method. However t because

these are behaviors and not attitudes and awareness ra:~er than acceptance)

of the measures) the relationship may still be quite viable. Another measure

shown in the table is based on whether the respondenr felt that there was

any religious proscription to the use of family planning.

~Moslem women. whose freedom of movement 1s confined 1n many ways, are not
required to visit the mosque daily. In addition mosques are to maintain
separate devotion areas for the sexes. Since many mosques, especially rural
ones) do not have these facilities) female visitation is infrequent.
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In general a strong majority of the respondents in either survey found

no conflict between their religious beliefs and famlly planning. However,

the association between this attitude and knowledge of female sterilization

statistically insignificant in 1980 is significant tn 1982. Among male

respondents in 1982, 56 percent who felt family planning was definitely

against their religious beliefs reported having no knov7ledge of female

sterilization against 47 percent who saw no conflict. ~long female

respondents the proportion with no knowledge of sterilization was highe~

among those seeing no conflict than among those finding conflict between

family planning and their religion. Among both men and women, the few unahle

to give an opinion were also clearly unaware of contraceptive sterilization.

tn sum there Ls no strong public opinion evidence Bupporting a religious

proscription of family planning or explicitly the use of voluntary femal.e

sterilizations for birth limitation. At best the results here are mixed.

As a final note, there are significant sex differences in the reporting

of female sterilization knowledge. Since these men are effectively husbands

and the women wives) the lesser knowledge of husbands about female

sterilization may present a significant obstacle to the wife's acceptance.

As mentioned earlier, other studies have noted that women assume hushands

will object to sterilization. Given their apparent lack of information, the

husbands probably do. Differences in socioeconomic background also affect

men's degree of knowledge about the method more than women's. This suggests

quite seriously that while voluntary female sterilization might find a ready

audience among women, acceptance by their spouses could require inputs of a

type other than contraceptive information to alter their convictions.

Demographic differences in knowledge of female sterilization in terMS of

age) current parity, region and desire for more children are given in

23



Table 4. Neither age nor current fa tly size appear to differentiate

knowledge distinctively among men or women. Age differences are significant;

however, the pattern is not always direct, except for females in the 1982

survey. Regional differences are in the expected di.rection with metropolitan

residents exhihiting the most awareness and upper rural residents the least.

Again the 1982 sex differences appear.

One expects that motivation to terminate childbearing Is related to

molareness of a method enabling this objective. Such is the case I.n hath

years for both sexes except among men in 1980. The relationship for women is

much stronger in 1982 than 1980, when 70 percent of the women who wanted no

more children were aware of the method compared to half of those whG wanted

more. This association is examined further i, later tahles.

From Tables 3 and 4, it appears that awareness of female sterili~ation

varies more with socioeconomic background, perhaps because these factors

differentiate access to method information, than with 1.iEe cycle descriptors

such as age and parity. Certainly interest in family limitation, which spans

the middle and older ages and the moderate and larger family sizes, is

related to awareness of sterilization.

Past contraceptive experience may also be related to knowledge of

sterilization, particularly as it might affect exposure to family planning

information. In Table 5 ever use, use of modern methods, and first use in

the past five years are examined for their differentiating effects. The

latter variahle i.s available only from the lq82 survey and does not

significantly differentiate knowledge. Ever use of family planning does

increase awareness in both surveys. In 1980 only about 55 percent of the past

users were not familiar with the sterilization method compared with over

three-quarters of those who had never used. T...ittle sex difference is seen.
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In 1982 39 percent of the male and 22 percent of the female past users had

not heard of female sterilization compared to 61 and 54 percent of the male

and female never users respectively. Thus previous contraception enahles

awareness and sex differences have appeared as awareness has increased.

Awareness also increases wi th trial of modern contrace.ption in hoth

surveys. The differences range from ahout 60 percent unaware of

sterilization by users of only one modern method to 40 percent among users of

three or more modern methods. In 1982 the range is from about 33 to 15

percent respectively, again with sex differences altering this picture

no tic eably.

It should he mentioned that spontaneous reporting of female

sterilization, the highest level of familiarity measured here, rarely rises

ahove 15 percent and achieves this level usually among older, higher parity

and contraceptively experienced women. Only among highly educated women (8

minority group) does spontaneous reporting reach levels appreciably higher

than 20 percent. It should also be recalled that the nonsanctioned status of

the method might suppress spontaneous reporting since its prevalence does not

change much between the two surveys in spite of the dramatic increase in

prompted awareness.

Our expectation has heen that influences on knowledge of sterU ization

originate more from variables that differentiate access to information than

from the ability to appreciate the method's benefits; this appears supported

by the data. Knowledge of the method is responsive to socioeconomic

differences but also to differences in motivation to limit fertility anrl past

contraceptive behaviors. Other studils have shown that contraceptive need

based on the desire for no further childhearing is widesprearl among the

childbearing public suggesting that awareness of sterilization is not
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necessarily limited to those middle and upper class couples who have

innovated in the past. AI though awareness is the lo",est among the poor anlt

Upper rural residents t their desire to limit family size is equally stron~ in

comparison with other subgroups in the population. Thus t an unrlerlying

implication of these patterns in knowledge differentials is that any effort

to improve sterilization's availahtlity must he enhanced with a strong

contraceptive information program. It is also worth noting that the

potential obstacle of religious opposition has not materialized empirically.

At least at the grassroots level t familiarity with female sterilization is

not hounded by religious behavior.

Perceptions ~ Safety anrl Reliahility

This section focusses on reliability anrl safety perceptions of those who

have heard of female sterilization as a contraceptive method in 1980 anrl 1982.

Most perceive the procedure to be both safe to the woman's health and reliable

In preventing pregnancy. Table 6 shows that overall ahout one hal.f (51

percent in 1980 and 49 percent in 1981) felt the procedure was safe and about

three-quarters (70 percent in 1980 and 77 percent in 1982) felt it was

reliahle. Tn both years as weli t reported levels of safety and reliabliity by

female respondents were higher than for males. A suhstantial proportion in

each year also reported not knowing how safe or reliable the method was.

There appears to be an increasing trend in the perception of the method's

reliability Judging both from the overall gain in reliahle a~ well as rlecline

in "don't know" responses. A smaller proporti.on uninformed of sterilization's

safety appears In 1982 as versus 1980, but there is no comparable gain in

reported safety. In fact while 46 percent of the male respondents in 1980
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TABLE 6

PERCENT DISTRIBUTION OF PERCEPrIONS OF STERILIZATION'S SAFETY
AND RELIABILITY AMONG RESPONDENTS AWARE OF THE METHOD BY SEX:

EGYPT 1980 AND 1982

=.:::~'::- -""':"::: ==--=::-:. ::::~~=--=.:::.-==---=-::::-:= -=:;:' =.-=:' ~=.-=:.-::-:::-:: -:::::.--::--~-=.~-"'=-~=-===--===:-=-=~=--=--=.-::::-=.=-;::"::::--=;-::- ..=:.==--=:::.:-::::-=-=--=--= ~.::::;:::::.:~=-:=:-=

1980 19RZ

Perception Total Male Female Total Male Female

-'---

(N) (667) (.3 30) (337) (186R; (727) (1141 )

Total 100 100 100 100 100 100--
Safety

Not harmful at all 51 46 57 49 36 '57
Somewhat harmful 6 6 6 12 15 10
Very harmful 8 8 7 17 21 1')
Don't know 35 40 30 22 28 18

Reliabllit:l.

Reliahle 70 63 77 77 66 84
Reliable to some

extent 4 .5 3 {~ 7 2
Not reliable at all 1 1 1 3 3 3
Don't know 25 32 19 16 24 10
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felt the procedure involved few health risks, in 1982 only 36 percent

responded accordingly.

this decline in perceived safety can he attributed in large part to

different question wording used in 1982, which unfortunately was not detected

until after the survey. In the course of translation into Arabic, the

questionnaire asked how harmful (as opposed to how safe) for a person's heal.th

it was to use female sterilization. the inadvertent stress on harmful effects

has in all probability produced the lower perception of the method's safety.

Assuming there has been an induced bias, we helieve that had the question been

phrased simf.1arly with 1980, a noticeable gain in perceived safety would have

been detec teo. Al so note tha t female responses held steady at '57 percent and

there was a oecline in "don't know" an3wers.

~ven accounting for measurement difference, the survey results still

ind icate that the med ically documented, near-perfec t reI iah il i ty and minimal

health risks associateo with the contraceptive sterilization procedure are not

widely kno~m in Egypt, even among those familiar with the method. The method

is considered more reliable than it is safe, ano men are less informeo than

women. 1n sum, the general perceptions are not fully optimal.

Tahles 7 through 9 examine the socioeconomic, d emograph ic and

contraceptive behavior differentials in the perceived levels of

sterilization's reliability and safety for 1980 and 1982. There is a

surprising lack of outstanding and significant differentiation in perceptions

of safety and reliabHity by any of the variables shown for elther year.

Socioeconomic variation in perceived reliability by males in lqSO is

particularly absent although some marginally significant variation is found hy

occupation, social class and religiosity in 1982. Female perceptions of

sterilization's reliability are similarly uniform regardless of socioeconomic

hackground except perhaps ,.,hen varied by education in 1982.
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TABLE 7

SOCIOECONOHIC DIFI<'~~RENTIALS IN PERCEIVED RELIABILITY AND SAFETY
OF FEMALE STERILIZATION BY SEX OF RESPONDENT: 1980 AND 1982

Percent Reporting Sterilization Is
Reliable Safe

Background
Variable

1.980--------Hale Female
1982

Hale Female
1980

Male Female
1982

Hale Female

Total

None
Less than primary
Completed primary
Some secondary
Completed secondary
Some college
X2 significance

Nonmanua1
Manual
Farm
X2 significance

Affluent
Upper middle
Middle
Poor
X2 significance

Rellg:l.os~b

Level 0
Level 1
Level 2
Level 3
X2 significance

----_._---

62.7

68.9
62.8
63.9
61.5
65.1
55.5

ns

60.3
65.6
60.4

ns

51. 6
59.4
56.0
75.8

ns

65.5
52.9
66.4
66.7

ns

76.5

82.6
77.3
69.9
61.1
80.3
80.7

ns

80.7
71.9
79.6
ns

71.9
74.6
78.6
73.4
ns

72.4
79.5
78.2
72.1

ns

72.3

74.0
70.4
76.9
72.5
70.0
70.6

ns

69.4
80.1
68.6

p<.05

75.4
75.8
64.8
82.2

p< .05

75.3
71.1
72.9

p<.05

86.3

83.4
87.8
92.6
97,9
85.4
91.2

p<.05

87~5

86.8
84.7

ns

92.7
85.9
83.3
90.3
ns

87.4
86.8
85.6

ns

45.6

57.5
44.4
52.1
53.9
l:2.6
32.4
ns

37.6
49.6
49.2

p<. () 1

36.4
39.4
53.8
57.2

ns

43.2
39.3
50.4
50.0

r( .n1

57.2

56.,')
61.3
47.6
44.4
67.7
67.7

ns

62.3
52.5
60.0

"lS

57.9
61.7
36.6
53.1

p< .f) 1

49.2
50.0
62.5
65.1
ns

36.0

39.7
30.9
48.1
31.4
31.9
38.3

ns

34.0
42.1
32.8

r< .() 5

37.1
36.7
34.4
36.8

p< .f) 1

25.6
38.0
36.6

p< .01

57.2

57.0
58.0
54.4
79.2
50.5
47.1

p( .01

59.3
53.6
58.7
ns

63.0
58.1
56.6
49.3
ns

53.7
58.1
57.0

ns

8As perceived by interviewer; rating not avail~hle for 22 percent of sample
bLevel represents lessening religious opposition to family planning, i.e. highest score

means respondent finds no religious opposition to family planning and is moderately (or
weakly) religious
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TARLF. 8

DEMOGRAPHIC DIFPERENTIALS IN PERCEIVED RELIARILITY ANn SAFr.:TY
OF FEMALE STERILIZATION BY SEX OF RESPONDENT: 1980 AND 1982

Backgr.ound
Variable

1980
Hale Female

1982
Male Female

Total

15-19 yea rs
20-24 years
25-29 years
30-34 years
35-39 years
40-411 years
45-49 years
50 years or more
X2 signf.ficance

o
1.
2
3
4
5
6 or mor.e
X2 significance

Region .of Res.i.denc~

Metropolitan
Lower urban
Lower rur.al
lipper urban
Upper rural
X2 significance

62.7

69.0
61.6
69.4
62. '2
56.3
64.1

p<.05

56.7
57.4
64.8
60.0
63.2

64.0
os

78.3
58.1
62.8
62.8
58.1

p< .05

76.5

64.2
84.8
69.8
80.4

na
na

p<'05

65.4
78.0
68.9
83.1
79.6
70.5
83.3

p< .01

74.3
76.1
83.9
76.3
68.2
ns

72.3

81.5
78.5
72.4
72.9
66.7
75.5
66.0
ns

76.5
68.2
72.0
69.6
77.9
73.9
68.0

n8

71.0
77.0
72.5
71.4
71.1
os

86.3

74.3
84.2
85.6
88.5
85.9
92.3

na
na
os

84.3
84.4
88.8
85.9
85.9
87.8
86.6
ns

90.9
89.7
82.6
88.3
82.0

p< .01

45.6

37.9
51.9
40.6
48.0
37.5
53.9
ns

32.1
36.8
50.7
47.7
112.9

47.6
41.1
48.2
47.6
40.7
us

57.2

42.8
60.0
51.2
65.2

na
na
os

60.0
57.1
39.7
61.9
66.1
58.8
59.6

ns

52.5
59.0
57.9
63.2
58.1
ns

16.0

44.4
36.2
33.6
41.9
34.3
15.0
12.6

ns

36.0
34 .1
27.4
39.8
39.'5
45.2
32.0

os

45.5
24.2
33.0
41.4
34.5

p< .01

57.2

56.8
50.8
53.9
5q.1
58.4
67.5

na
na
ns

52.8
57.9
53.7
54.1
63.1
61.4
59.3
os

50.2
67.7
63.5
54.0
47.5

p< .01

Desire for More Children

Yes
No
X2 significance

------------
oa ::: not applicable
-- ~ less than 25 cases

60.3
64.0

ns

71.1
78.8

p< .05

72.7
72.0

n8

32

83.3
87.6

os

35.7
50.7

p< .01

54.6
58.4
ns

35.4
36.2

pC05

54.5
58 • .5
os



TABLE 9

CONTRACEPTIVE BEHAVIOR DIFFERENTIALS IN PERCEIVJ<:D RELIABI LI1'Y AND SAFP:1'Y
OF FEMALE STgRILIZATION BY SEX OF RESPONDENT: 1980 AND 1982

Reliable Sa fe

-------------

Background
Variable

1980
Male Female

1982
Hale Female

1980
Male-Femafe

-------f982
Ha1 e -::F::-e-m-al~e

Total

Ever Us e of FP

Yes

No
X2 significance

Number of Modern
Methods Ever Used

Never used FP
No modern
One
Two
Three or more
X2 significance

First FP Use in
Past 5Yearsa-

Yes
No
X2 slgnificance

62.7

64.2
60.2

ns

60.2

62.9
70.9

ns

na
na

76.5

77.1
75.5
ns

75.5

77 .1
77 .8
75.7

ns

na
na

72.3

71.9
72.8
ns

72.8

73.9
64.9
81.3

ns

71.0
71.9

ns

86.3

88.8
81.8

p<'Ol

81.8
84.6
88.2
90.5
91. 3

p<.OI

85.3
85.5

ns

4.5. (j

46.3
44.5

ns

44.5

49.3
3R.7
43.8

ns

na
na

57.2

58.0
55.3
ns

55.3

5.5./.
62.5
54.1
ns

na
na

36.0

37.0
34.3

ns

34.3

36.4
37.7
53.1
ns

30.7
18.5

ns

57.2

58.9
51.. •1

os

')4.1
41.5
62.7
57.4
52.?

p< .05

47.7
55.4

ns

alncludes those who have used
na not available
-- = less than 25 cases
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The minimal variation I be a function of the structural and demographic

factor~ that influence awareness of sterilization and, hence, inclusion in

this select subs ample. These individuals may have been briefly exposed to

some information about sterilization, allowing them to form preliminary

attitudes towar.dits acceptability as a means of contraception. However, the

lack of any strong variation by background can indicate that the learning

process has not progressed further.

In particular, perceptions of the ~~thod's health risks are constant

a~ross socioeconomic groupings in both years with occupation and religiosity

contributing some significant variation for males in hoth years and social

class in 1982 only. Among females, the percentage reporting sterili7.atton to

be safe varies with social class only in 1980 and with education only in lqR2.

An especially interesting pattern, even if statistically insignificant for

males, is the lowe.!:. level of perceived safety found among be~~ edu~ted men

and \wmen in this year although their levels of reported reliability are

similar with other education groups.

Demographic variation in the perceived reliability and safety of

sterilization is not uniform by any of the four factors shown in Table 8.

Respondent's age appears to influence reported reliability but not in a direct

fashion and is significant only in 1980. Parity and the desire for more

children seem to increase perceived reliability by female respondents

significantly in 1980 but not in 1982. Further, reglonal variation is

significant only among males in 1980 and females in 1982 although the

percentage differences are not strong. Perceptions of sterilization's safety

find no significant variation hy age or parity for either sel{ in 1982. T{egion

of residence does favor higher levels of reported safety among male

respondents in the metropolitan area and urban Upper Egypt. However t the
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highest safety levels for females is in Lower Egypt at ~R and 64 percent for

urban a'nd rural areas respectively. Al though stat tst lcally s Igni ficant, the

perceived safety by males who desire no more children Is very close to the

level for those who desire more. 6

In Table 9 very little significant differentiation again is found except

for varianc~ in reliability perceptions of 1982 female respondents hy past use

of modern contraception. Ever as opposed to never users of family planning

are more likely to report sterilization as a reliable methor} anet the level

increases with the number of modern methods tried. 1:>ereelved safety is also

lnfluenced accordingly by this last variable in 1982.

In the little socioeconomic, demographic or contraceptive behavior

differentiation found in perceptions of relIability and safety among those

familiar with the method, the strongest difference evidenced La that by

respondent's sex. Particularly disparate perceptions between males and

females can be found in 1982 by reglon of resietence. Outside of rural Upper

Egypt, females familiar with the method share similar levels of perceived

safety, ranging from 50 to 68 percent, but mal.es are particularly skeptical in

Lower Egypt ranging hetween 24 and 33 percent. We are limited in this report

7in pursuing this anomaly to any great detail. The gender gap does clearly

suggest that spousal r.elations and communication on the matter of family

I1mi.tation constitute an important area for study, and one particularly

germane in decisions to terminate pregnancy risk.

6 It is worth recalling here that test statistic used in these tables
(chi.-square), rNhile appropriate, is sensitive to sample size, i.e. largee
samples will inflate the chi-square value and tbus lower the alpha level.)

'7 We examined the education-sex-region specific levels in perceived safety and
found males in Lower Egypt with incomplete primary schooling to he the most
negative. There may be an interviewer effect associated with thi.s selec.t
group.
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In terms of whether familiarity of sterilization is affected by the

perceived levels of safety and reliability,Table 10 indicates it is. Rere

the proportions who mention the method spontaneously are high if they perceIve

it as being safe or reliable. The relationship is noticeably stronger in 1980

than in 1982 although it is only statistically significant for each sex in the

latter year. No difference in sex responses is visible except perhaps for

perceived safety in 1980. Note, however, that the respondent ~a~e is smaller

in 1980 than 1982. The diffusion of information about voluntary ster.ilization

by the later year may have reached more of the mass public therehy

attentuating the specialized flow that characterized ~he early group of

infor~ed persons. A positive association between perceived safety and

reliability of and in-depth familiarity with the method, nonetheless is

c lea r.

Role of the Husband

The sex differences in the responses seen thus far give substantial

evidence that husbands and wives often do not share the same bases of

contraceptive information and subsequently similar attitudes and motivations.

Such behavioral disparity is likely to be Olay enhanced regarding the

acceptability of contraceptive sterilizations. In this section, we proceed

from the accumulated evidence that men are less informed than women about

voluntary sterilization, that among those who recognize the method, men aLe

less likely to perceive it as a reliable and safe ?rocedure, but that both (~I'

and women express an equally strong interest in terminating childbearing, and

ask: To what extent can spouse support for family planning influence

sterilization awareness?

Three factors are used here to examine tl-_·~ spouse's t:'ole--whether the

respondent has talked with his/her spouse about family planning, whether the

36



TABLE 10

AMONG RE~~~NDENTS WHO HAVE HEARD OF VOLUNTARY STERILIZATION
PERCENT WHO MENTION IT SPONTANEOUSLY BY REPORTED RELIAIHLITY.

AND SAFETY OF PROCEDURE AND BY SEX AND SURVEY

---_._----

Reliability/
Safety

(N)

ReI tab t Ii tY._

Rel.iable
Unreitable
Don't know
X2 s.ignificance

Safe
Not safe
Don't know

Male

(330)

35.7

18.3
ns

40.8
26.5
19.0

p< .01

1980
Female

(336)

31.8

16.9
ns

32.3
17.8
25.5
ns

Hale

(717)

17.1)

11.0
p< .01

21.4
15.1
11.4

p<.Ol

1982
Female

(1141 )

19.0
10.5

6.8
p< .01

22.4
9.9

11.7
p< .01

= less than 25 cases
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spouse approves of family planning for limiting family size, and spousal

concurrence on desires for additional children. Table 11 relates these

measures with knowledge of sterilization, testing the general hypothesis that

spousal support for family planning will enhance awareness and knowledge of

voluntary s ter!l iza't ion. The resul ts conf 1 rm our expectat ions and more

strongly in 1982 than 1980. They are also mor.e marked for wives than for

husbands. For example, in 1980 58 percent of the men who report talking with

their wives about family planning report no knowledge of sterilization against

82 percent if they did not communicate with their wives. ~he relationship is

similar for women in that year. However, in 1982 of the men who did not

d i.scuss f amJ1y planning wi th thei r spouses, 68 percent are uni nforml..,d aboLl t

sterilization agair,f',t 41 percent who did. The respective non-awareness

figures for wives who did not and did talk with their husbands are 60 and ?9

percent.

Similarly if the spouse approved of using family planning for limiting

births,8 the level of familiarity of sterilization increased. For men tn

1980 the percent who recognized the method after prompting was 27 given spouse

approval compared to 9 given spouse disapproval; again similar levels are

obtained for women. However, in 1982 among men whose wives approved of family

planntng for limiting the proportion recognizing was 48 percent versus 27

percent if wives were reported to disapprove. Conversely among wives

reporting husband's approval, 59 percent recognized the sterilization method

where only 33 percent recognized if husbands disapproved.

Concurrence on fertility preferences also enhanced awareness oE

sterillzRtion. When both spOU3es wanted more children, a higher percentage of

8 Respondents were also asked about spcJse approval of family planning for
blrthspacing.
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respondents had never heard of female sterilization. In 1980 this

relationship is significant for female respondents only but in 1982 is

significant for both sexes. As an example, in the later survey among those

wives who with their hushands wanted more children, half reported no knowledge

of sterilization. However, if both husband and wife desired no further

children, only about one-fourth had never heard of the method.

What is also interesting in this table is the level of sterilization

knowledge when spouse fertility intentions are not concurrent. In this

regard, 1982 results are more informative than 1980's. l~en wives do not wish

further children, although their husbands do, they are more likely to be aware

a f the s teril tzat ion than husbands (male respondents) fNho \.71sh no rna re

children but feel their wives do. Among the proportionately fewer cases where

the respondent desires more children but says the spouse does not, the level

of sterilization awareness is clearly lower when the respondent is male rather

than female. It is \olOrth stressing, however, that the predominant cl.'3SS of

fertility intentions is a concordant one--with both partners interested in

ending childbearing. When both desire more, the demand largely stems from

incomplete family formation.

Subsequent sections of this report will continue to show seK differences

tn responses that highlight the hushand's role.

Health Reasons

In this section attitudes about the health effects of excessige

ehildbeartng are examined to show the extent of interrelation with awareness

of sterilization and spouse involvement in family planning. As elaborated in

an earlier section, there Ls overwhelming medical and health evidence to

support an expanded availability of contraceptige sterilization and avert the

deleterious impact of excess fertility on maternal and child health. Child



mOl·tallty levels in Egypt although on the decline are among the highest In the

developing world; infant mortality level.s continue to be high as well.

High-risk pregnancy conditions and birth complications jeopardize the mother

and i nf ant's weI fare. Thus. high-parity women exposed to umranted pregnancy

can not safely insure the prenatal as well as antenatal health of their child.

Elsewhere in the developing world. the use of vollintary surglcal contraception

has already made a major contribution toward lO~lering such health risks and

safeguarding the mother's health and welfare of her livinp children. Si~ilar

benefits are implied for Egypt should voluntary sterilization be introduced.

To what extent does the Egypt childbearing public perceive such risks

from excess childbearing and to what degree are the opinions of husbands

different from wives? Table 12 shows that there 1s almost universal puhlic

sentiment that many children can harm a woman's health. In the 1980 survey

'1n1y this and another question on births after woman's age 35 have been askeci.

but the 1982 survey goes on to ask about the number of pregnanci.es safe for

the woman's health and the ideal age to end childbearing. Men In both surveys

are divided in their opinion about bearing children after the mother's age 35;

while women clearly perceive this risk by more than 2 to 1.

In 1982 over three-fifths of the women gave three or fewer pregnancies as

a safe limit for maternal health compared to one-half. of the men. Similarly

with respect to the ideal age for a mother to end childbearing. men were

evenly distributed over the ages through 40 whereas 46 percent of the women

felt ages 30 or younger were optimum. It is not surprising that women who

personally experience the physical burdens of reproduction are more cautious

ahout childbear ..,:; at an older age. However, these risks are clearly not

fully communicated to their husbands who. on the average. find it safe to heal"

Four as opposed to three children. are less persuaded that childbearine after
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TARLE 12

PERCENT DISTRIRUTIONS C'F HEALTH REASONS TO AVOID EXCESS CHILDBEARING
BY SEX OF RESPONDENT: EGYPT 19AO AND 19A2

Heal th Reason
Male

1980 1982
Female Female

(N)

Total

Mar'!y' Children Harmful
to Woman's Health

Yes
No

(1009)

100

94
6

(992 )

100

98
2

(11+62)

100

(l A20)

100

97
3

Number ~ Pregnancies Woman
Can Have Without Harming Health

3 or less
4
5 to 7
8 or more
Don't know

Harmful to Bear Children
After Woman--rs-3S Years Old

Yes
No
Don't know

Ideal ~ for Woman
To End Childbearing

30 years or less
31 to 35 years
36 to 40 years
Over 40 years
Don't know

na = not available

.52
43

5

42

na

70
27

')

na

47
25
19

6
4

27
27
27

4
15

59
20
11

'3
6

68
32

4fl
20
13

2
20



woman's age 35 is harmful, and permit until age 40 for potential motherhood. 9

On the other hand. the encouraging aspect of these results is the strong

opinion that excess fertility can he harmful. There was also little

attitudinal support for having eight or more pregnanci.es or. childbearing nfter

age 40. Thus. these preferences can be taken, in conjunction with the

empirically founded demand for ending childbearing • .:is il sound opini.pn base on

which to explore the acceptability of voluntary surgical contraception.

Table 11 further confirms our hypothesis that concerns ahout the heal.th

risks of excess fertllf.ty do enhance awareness of female sterillzation. rye

concentrate here on the more detailed measurements in the tq82 survey.

Looking at the health risks of childbearing after mother's age 35. we see that.

57 percent of the men who perce.t.ved no health risk had never heard of

sterilization compared to 42 percent who perceived a risk. Women were more

differentiated: if they viewed a risk. there were 31 percent uninformed

abollt, 57 percent r.ecognizing. and 12 percent mentionlng sterilization agatnst

46. 4S and 9 percent respectively if they did not view a risk. A similar

pattern of differ.ences emerges with the ideal age for ending childbearing

where awareness declines as older ages are given and the female levels of

awareness are higher than males'.

We also examine the 1982 covariation between spouse support and the

health reasons for family planning in Table 14. The informative r.esults again

strengthen those shown earlier, i.e. that the husband occupies an important

role in fertility regulation decisionmaking. Compared against the total

percentages, having talked with one's spouse about family planning. or

9 While an upper lLmtt of age 40 in the Western fertLllty pattern may not seem
rtskful. in developing countries initiation of childbearing generally occurs
before age 20 delimiting a 20-year peciod of exposure.
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perceiving the spouse's approval for family planning to limit family size, or

having "spousal concordance on ending cl1ildbearing all enhance the perception

of llealth reasons for contraception. (The near universal level of agreement

on the first measure limits the possible amount of covariation with other

factors.) The percentage point gain in these excess fertility attitudes is

greatest for. female respondents indicating that their hllshands directly figure

into family design decisions.

~~ctfic Attitudes towards Female Sterilization in 1980

We a re able to pursue studying speci f ic at t i tudes tOlila rds female

sterilization with 1980 data. In this survey, respondents aware of female

sterilization (330 men and 337 women) were asked how complicated they t110Ught

the operation was, what effect the procedure might have on the mother's

heal th, whether s terilizat ion \.J'as against their religion, and whether they

would cons ider us ing it. i..Je present the sex-specific responses, seler.ted

differ.entials, and their cOl/ariation with some of the rationales that 11ave

been discussed for extending the procedure's availahility. A multivariate

discriminant analysis of who wculd versus who would not consider using

sterilization is calculated last.

While the 1980 level of sterilization awareness is nnt as high as 1982's

and thus those who have heard of the method are socioeconomically selected, it

is still of value to pursue t1 '~ir specific attitudes ~Tith thes(~ unique data.

Given the small subsample, it is necessary to interpret these results with

caution. It is unfortunate that comparable 1982 data are not available give11

that the findings thus far suggest suhstantial change in attitudes and very

likely patterns different from those to be seen here would be obtained.

In looking at Table 15, it is worth noting at the outset that a

significant percentage of respondents, although reporting awareness of



TABLE· 15

PERCENT DISTRIBUTIONS OF ATTITUDES TOWARDS FEMALF. STeRILIZATION
BY RESPONDENT'S SEX: 1980 BASELINE SlJRV8Y

Sterilization
Attitudea

(N)

How Complicated Is
Sterilization Procedure

Quick and simple
Long and complicated
Don't know

Sterilization Procedure's---Effect on Health

Harmful to health
Improves health
No effect
DOIl't know

Sterilization Against
Religion

Not against
Somewhat against
Definitely against

Would Consider Using

De fin! tely yes
Possibly yes
Definitely no

Totalb

(667)

45.4
26.1
28.5

13.8
16.9
39.9
29.4

65.5
8.8

25.7

42.0
13.5
44.4

Hale

(330)

43.8
23.1
33.0

12.4
17.6
33.6
36.4

57.6
11.2
31.2

40.4
14.4
4'5.3

Sex
li'emciTe

(337)

47.0
28.9
2/•• 1

15.1
16.3
46.0
22.6

73.3
6.4

20.1.

43.6
12.7
43.6

aExact question wordings are: Is female sterilization a quick, simple
operation or is it a lengthy, complicated operation?; Is female sterilization
harmful to a woman's health, does it improve her health, or is there no
change in her health after sterilization?; Would it be aginst your religion
for you (or your spouse) to have this operation once you have had all the
children you will ever want?; Once you have had all the children you want ann
if this operation were available free, would you personally (would you advise
your spouse to) ask for this operation if it were available at a good
hospital or clinic?

bAmong those aware of the method

1.7



sterilization, is unable to answer two quest1.ons regarding detailed knowledge

of the procedure. Over one-quarter do not know how complicated sterilization

is as an operation or whether it has any effect on the woman's health. Almost

half do respond that the procedure is quick and simple, and two-fifths feel it

has no health effect. About two-thirds do not find it in violati.on of thef.r

religious beliefs, and about two-fifths would consider using it. Overall, the

perceptions of this subsample are quite favorable for the acceptahility of

sterilization. Still, one-quarter do find it definitely against their

religion; and there is a definite polarity in responses regarding potential

use, i.e. as many would not consider using it as would. Female respondents

are less likely to see a religious conflict or find it harmful to their

health; but they are as ambivalent as men in being potential users.

T-lhen background dLfferences are controlled in Table 16, the picture is

altered in interesting ways. Only woman's age significantly increases the

perception that the sterilization procedure is quick and simple. However,

socioeconomic hackground significantly influences attitude about health

effeets, perhaps because aecess to accurate information on sterilization often

flows along social class lines. T<:ducation level, husbands with non-manual

occupations, and urban r~sidence increase percettions of the procedure's

safety significantly while age, parity and past family planning use do not.

Religious conflict with its use is only a significant factor among males

residing in various regions, in particular, urban Upper and metropolitan

Egypt. Although women overwhelmingly find no religious obstacles to

contraceptive sterilization, the observed differences hy age and parity are

significant.

An unexpected pattern of difference of statistical significance concerns

the likelihood of use. The proportions who would definitely consider using

48



TABLE 16

SELJ<:CTRD BACKGROUND DIFFERENTIALS IN ATTITUDES TOWARD FEMALE STERILT~ATION

BY RESPONDENT'S SEX: 1980 BASELINE SURVEY

Ra c kg round
Characteristic

Education

Percent

Procedure Is
Quick. Simele
Mal e . Femal e

of Those Aware of
Procedure Has
No Effect On

Health
Male F'emale

Method Reeort:J.ng
Procedure is

Not Against
Religion

lIale Female

That:
Hould

Deflnitely
Use

Male Female

None
Less than primary
Completed primary

or more
X2 significancea

Husband Occupation

Nonmanua1
Manual
Farm
X2 significance

Reg~n of Residence

Metropolitan
Lower urban
Lower rural
Upper urban
U~per rural
x- significance

Age

Under 25 years
25 to 34 years
35 to 44 years
45 years or mor.e
X2 signt ficance

Livin&,. Children

2 or less
3 or. 4
5 or more
X2 ·significanee

Ever Used Modern FP

No
Yes
X2 significance

50.0
40.0

43.2
ns

43.1
45.5
44.8

ns

41.6
45.5
50.6
46.5
32.8

ns

31. 3
47.6
45.9
37.1

ns

42.5
46.4
42.6

ns

45.5
42.8

ns

47.4
43.2

47.7
ns

47.9
!~3. 8
51. 9
ns

53.1
44.1
41.7
50.0
4!l.2

ns

36.7
45.8
54.8
na

p< .05

45.9
44.0
54.1
ns

44.2
48.1

ns

29.8
25.7

35.5
ns

35.3
35.0
20.0

p< .01

41.3
41.8
27.0
32.6
27.4

p< .01

38.0
27.9
35.7
ns

36.0
27.7
38.2
ns

32.5
34.3
ns

39.6
31.1

52.6
p< .01

58.5
37.1
42.6

p<.Ol

1:;') ()
J£.. • v

59.4
34.9
47.4
32.6

p< .05

35.5
48.8
41.6

na
ns

46.7
50.8
36.5
ns

46.4
45.8
ns

71. 7
60.6

54.5
TIS

SIlo 4
52.5
71. 2
ns

43.6
69.2
77.0
34.9
55.0

p<.Ol

66.7
59.4
60.3
47.8

ns

55.9
55.9
64.6

ns

53.7
60.1

ns

6901
79.1

74.0
os

74.8
7A,R
66.7
ns

73.2
76.5
75.3
69.4
66.7
ns

61.7
73.9
78.8
na

p< .05

70.7
69.9
83.6

p< .05

72.9
73.,

ns

66.0
47.1

34.6
p< .01

25.2
44.3
6!~. 4

p< .01

21.3
41.8
6(}.3
11.9
42.6

p< .01

31.3
46.3
31. a
]Q.7
ns

32.9
43.2
52.2
ns

40.0
l~O. 6

ns

52.7
45.5

39.0
ns

35.2
L~5. 6
63.0

p< .01

30.3
39.1
52.4
50.0
59.5

p< .05

40.0
49.7
35.9

na
11S

37.3
46.4
50.7

11S

55.2
38.9

p< .05

aTest of association between background characteristic and attitude responses
separately for each sex; see Table 15 for response categories to attitude
questions.

oa = not applicable -- = less than 25 cases



sterilization are higher among respondents who are uneducated, w1.th

farnroccupied husbands, or live in rura~ Lower Egypt (for men) and Upper Egypt

(for women). No significant difference in potential use is found by age or

parity. Past contraceptive use's association with willingness to consi~er

sterilization is marginally significant for women; however, it shows greater

likelihood of use by nevrr as opposed to ever users. Thus, outstanding in. ---
these responses is the higher acceptability of sterilization by the lesser

privileged respondents and the apparent reluctance to use by those with social

means. This reversal to the conventional flow 0; modern ideas--from the elite

no\<m co the mass publ ic--may identi fy the upper social class i.n Egypt as a

cultural and religious stronghold. In light of these findings, it is even

more unfortunate that 1982 data are absent.

Table 17 correlates these attitudes with perceptions regarding

sterilization's reliability and safety, excess fertility attitudes, and extent

of spouse support for family limitation as examined in earlier sections. A

general comparison with the total levels on sterilization attitudes shows

strong inter-at ti tud inal consistency but little covar Lance. Onl)1 perceptions

of the method's reliahility and safety visihly improve the favorahility of

sterilization attitudes among men. For instance, 52 percent of the men who

find sterilization to be reliable in preventing pregnancy report it as an

uncomplicated procedure compared to 43 percent overall. Likewise if viewed as

safe, 68 percent of the males see no religious conflict versus 58 percent

overall. Improvements in the female responses are less strong. It is

surprising that more favorable responses in the four sterilization attitudes

do nut appear with respect to excess fertility and spouse support measures.
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TABLE 17

ATTITUDES TOWARD FEMALE STERILIZATION BY PERCEPl'IONS AROlIT PROCEDURE'S SAFETY
AND RELIABILITY, HEALTH REASONS, AND SPOUSE SUPPORT FOR FAMILY PLANNING

AND BY RESPONDENT'S SEX: 1980 BASELlNE fWRVEY

Procedure Is
Quick, Simele
Male Female

Perception
Variable

_--"P;....:e:..:r:..:c~e~_n:..:t::--=o:..::f=--=T~h:..:o:;.:;s:..:e:;......;.;A=.:;w:.:::a;,::r'-=e=-.-:;;o:..::f'-':M;.;:e;..;:;.t!Lada Re po r t i ng That: .--,.__
. Procedure Has Procedure is Would

No Effect On Not Against Definitely
Health ReI igion U~e _

Male Female Male Female Male Female

Total 43.8 47.0 33.6 46.0 57.6 73.3 40.t~ 43.6

Reliahility

Method is safe 56.6 62.1 50.0b b 67.6 82.6 52. 7 52. 158.3

Method is reliahle 52.0 52.0 40.1 49.8 60.4 75.8 4 '5. I) 45.6

EXc~ Fertili~

Many children harm-
ful to health 43.9 47.1 33.3 46.1 57.8 71.6 40.6 43.7

Harmful to bear
children after
mother age 35 43.2 46.1 31.2 42.3 58.5 71.B 40.0 42.1

~ouse Support

Talked with spouse
about pp 46.6 49.1 35. 7 46.4 59.9 76.4 41.2 43.3

Spouse apprcwes of
FP for family
limitation 45.3 48.5 33.9 47.0 59. 7 76.1 42.5 Ii 5.0

Both husband and
wife want no
more children 46.4 50.7 35.2 49.1 59.8 75.9 l~L 7 41.5

aNumher of male respondents aware of female sterilization == 330; number of female
respondents aware of female sterilization = 337

bAlthough this essentially is a repeated measurement, a covarlation appears
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Possibly there is a subgroup of individuals responding to these questions

uniformly and generating a high degree of attitudinal consistency. 10

Discriminant Analysis of Willingness
To Use Voluntary Female Sterilization in 1980

The polarized sentiment towards potential use of sterilization (42

percent would definitely use versus 44 percent who woulrl not) suggests that a

suitable multivariate model can be estimated with discriminant analysis. This

procedure determines group membership (willing versus unwilling) using six

variables--two attitudinal indices measuring favorahle support for

sterilization and spouse support for family size control, respondent's

education, rural area of residence, agricultural occupation for husband, and

sex of respondent (male). These factors have demonstrated their

differentiating power on the attitude in question. The 14 percent of the

cases who are less certain in their willingness to consider using

sterilization are excluded from the analysis. Stepwise selection of the

1 1discriminating power of the variables, through a maximization of Rao's Vt is

used. The minimum significance level of increase is set at 0.0, by which two

additional factors of nonmanual occupations of husbands and residence in Upper

Egypt have not been entered into the analysis.

10We note a repeated measurement of perceived safety to health from
sterilization in this table (footnoted b). When inquired within a context of
other sterilization questions t the question measures lo~er perceived safety
than when inquired in relation to other contraceptive methods.

1 1Rao's V measures the distance in function space between two groups.
Maximizing its value in the stepwise selection of variables with
discriminating power attempts to achieve the greatest separation between the
groups. In large samples, the change in Rao's V has a chi square distrlbutton
with one degree of freedom such that each entered variable can be tested for
~ts informational significance.
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The two attitudinal indices are derived from the number of times a

responden t repl fed "yes" or "agree" to a particular series 0 f ques t ions. In

the case of sterilization attitudes~ the respective answers of "quick and

slmple"~ "no health effect" and "not against religion" are counted for the

first three questions given at the bottom of Table 15. In the case of spouse

support~ the pattern of answers screened are "talked with spouse about family

planning"~ "spouse approves of family planning for limitation" and "both

spouses desire no more children". Both indices then range in value from 0 to

3. l)ichotomous (dummy) varia~,les are established for farming occupations of

the husbancis/male respondents and r.espondent's sex if male. (1'·lonmanunl

occupations and residence in Upper Egypt are also in dummy form.)

The discriminant function derived from the six variahles has an

associated eigenvalue of .485, a canonical correlation of .571 and a

statistically significant Wilks' lambda of .673, all of which indicate

reasonably good discriminating power. Maximization of the Rao's V meaSllre is

chosen hecause it measures the relative contribution among variahles to the

largest overall separation between the groups (willing and unwilling to use

sterilization). The percentage of grouped cases which are then correctly

classified with the resulting function is 74.4, suggesting a highly acceptable

discriminating model.

The discriminant analysis results are summarized in Table lR which shows

the s(~ql1ential increase in Rao's V and the standardized and unstandardized

canonical coefficients. The standardized coefficients are analogous to the

beta weights in multiple regression, while the unstandardized ones and the

constants are used to calculate the disc~iminant function score for each case.

Suhstantively the coefficients show that favorable sterilization attitudes

make a predominant and positive contribution to the discrimination between
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TABLE 18

SUMMARY STATISTICS OF DISCRIMINANT ANALY~I~ OF WILLINGNE~S

TO USE ',OLUNTARY CONTRACEPrIVE STERILIZA'rION
AMONG RESPONDENTS AWARE OF HF.THOD IN EGYPr': 1980a

Variable Enteredb Mean
Standard

Deviation Rao's V

Canonical Coefficients of
Discriminant Function

Standardized Unstandardized

Index of Sterilization
Attitudesc 1.46 1.06 163.0 .867 .930

Rural Resident .43 .50 234.6 .331 .692

Educati~n Levelo 2.43 1. 78 256.5 --.364 -.212

Index of Spouse
Support C 1. 73 .60 265.3 .193 .322

Respondent is Hale .49 .50 270.1 .134 .26A

Husband Occupation in
Ag rtcul ture .18 .39 274.0 .133 .34q

Constant -2.582

Percentage of Grouped
Cases Co rrec tl y
Classified 7lt.4%

\Hlks' Lambda .673 (Chi-Square = 220.2 with 6 degrees of freedom)

Canonical Correlation .571

aOf a total of 667 cases t 567 responded definitely would or would not consider
using sterilization. Of the remaining 100 cases t 90 were uncertain and 10 had
missing data; both are excluded from the analysis.

bAll variables statistically significant at p<.05 or better.

Clndices range in value from 0 to 3; see text for explanation.

dOnl y a nonmetric measurement of education levels is availahle and ranges from 0
(no education) to 5 (completed college or more).
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groups while educational level makes a significant negative contribution.

ThuB if one was to predict an individual's willingness to use sterilization,

information abollt his or her educational background would contr.ihute toward a

negative score ant hence th~ chance of classification in the unwilling group.

Favorable sterilization attitudes, on the other hand, would increase the

discri~inant function score and the chance of classification in the willing

group. Rural residence and spouse support both have :f.ntermediately strong and

positive influences. The direction of education's effect is in line with

differentia]', seen in Tahle 10. In fact the discriminant function of these

six variables confirms the differentials seen in Table 16, i.e., that

potential interest in voluntary sterilization at least in lqSO is located

among the rural, farming and uneducated respondents, and among those motivated

for family size control.

That this population subgroup should manifest str.ong potential demann for

effective regulation of childbearing is not surprising and furthermore is

compatible with trends in other parts of the developing world. The exposure

-of rural females to health risks associated with high fertility levels is

gr.eater than for their urban counterparts, underscoring another important

rationale for enabling access to voluntary contraceptive sterilization. In

addition to health benefits, the demographic benefits of reduced fertility are

likely to he substantial with sterilization access. In the next section we

examine sources of demand for and potential fertility reductions with the

avoinance of excess fertllity through voluntary contraceptive sterilization.

DEMAND AND IMPACT

Three areas of potential demand for contraceptive sterilization are

examined here: profiles of current acceptors, determinants of unmet need for
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sterilization, and measurement of the possible demographic impact on fertility

from avoidance of excess fertility. The first area simply investigates any

selective features of those reporting successful contraceptive sterilization

given a nonsuppo rtl ve publ ic environmen t. The second assesses (l) the demand

for additional children and its composition, and (2) the relative influences

of spouse support, religion, and health reasons on unmet demand for

sterilization. In the third area an attempt is made with limited data, to

assess the possible impact on fertility levels if excess childbearing is

avoided completely through access to voluntary sterilizations.

Backgrol:.nd .£..~ Steri}ization Acceptors

In both surveys a small nlimber of respondents reported they or their

wives were contraceptively sterilized. In 1980 17 such cases were reported,

eight hy men; in 1982 40 were reported, 27 by women. We present here just

hrief descriptions of their background char.actel·istics (shown in Table 19)

largely to determine if they are selective in any regard. We do find that in

1980 the majority were urban residents with wives past prime childhearing

ages and with four or more living children. Many of the couples represented

had husbands engaged in non-mannal occupations, and most had tried two or

more modern contraceptive methods. Seven of the 17 were rated as having

upper middle class or better lifestyles. Thus what appears is a profile of

individuals capahle of successfully realizing their intentions to terminate

childbearing.

Tn 1982 again the majority were established parents in urban areas with

better-than-average standards of living and experience with modern

c.ontraception. However, the ability of the illiterate and rural resident to

access contraceptive sterilizations seems enhanced by 1982. Balf of these
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TABU: 19

SELECTED CHARACTERISTICS OF ACCEPTORS OF Fl':M.ALF. ST~:RILI2ATI0N:

1980 AND 1982

Chara.eteristic

Sex

Current residence
in urban areas

Wife's current age
between 35 to 44
years

Have four or more
living children

Considered upper
middle class or
better

Husband's occupation
is non-manual

No formal education

Have tried 2 or more
Inodern cant r!ieept t ve
ffil' thods

1980 (N=17)

8 men reporting wives
sterilized; 9 women
reporting heing
s ted.. lized

12

12

13

7

13

6

10

57

1982 (N=40)

13 men reporting wives
sterilized; 27 women
reportin13 he:f.ng
sterilized

21

30

29

19

18

21

22



cases had no formal education, compared to a smaller proportion in 1980 (and

one call safely guess these were women). Unlike 1980, the 1982 profile of the

contraceptively sterilized individual then is not overwhelmingly selective.

Potential Demand for Female Sterilization

A driving motivation hehind any potential interest in the contraceptive

procedure should be a desire to end childbearing. If this desire is high

amOlle those with completed families, it can signify a real potential for

contraceptive sterilization acceptance. It is necessary tllough to recognize

that full reallzation of this potential will require mueh organizeei input of

program and personal resources. Low demand for further childhearing itself

does not fully predict interest in or acceptance of the sterilization

procedure. However, assessing the levels desiring no more children can be

taken to represent an upper limit to the possible fertility reduction that can

he achieved with the complete avoidance of excess births.

Desire for Additional Ch1.1dren

We examine first the levels and composition of the desire for adrlitional

children. In Table 4 we found that especially in 1982 knowledge of female

sterilization was higher if there was a desire to te~minate childbearing. In

Table 20 we show the general results without sex controlled, which reaffirm

the pit::ture that motivation is associated with familiarity about the method.

In Table 21 we streamline this picture by focussing on those respondents

where the wives are 30 years and older and where there are at least four

living children, i.e. the childbearing subgroup that is most eligible to use

sterilization. In hath surveys this group comprised about one-third of the

total sample. Immediately impressive are the high proportions who desire

effective limitation of their family sizes. In 1980 tills level ranged from 87
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TABLE 20

KNOWLEf}{:m 0 F FEMALE STERILIZATION BY DESIRF. OF MO RE CHI LOREN:
1980 AND 1982 (Percent)

1980
Level of
Knowledge

\Vant
Hore

Want
No Hore

Ivant
Hore

1982
i~a;ii~

~o ~"iore

----------_._---------

None 70.7 63.0 52.6 37.'),

Prompted 20.4 26.4 40.3 .':1.'

Spontaneous or 8.9 10.6 7.1 11.3
has used

lota1 36.0 64.0 37.5

-------------------------------
x2 significant at p(.Ol

59

---------_..__._-_. ---



TABLE 21

PERCENT DESIRING NO MORE CHILDREN AMONG RESPONDENTS WITH WIVES 'AGE 30 AND
OVER AND WITH AT LEAST ~'OUR LIVING CHILDREN, BY r,URRENT AND PREVIOUS FAMILY

PLANNING USE AND AGE: EGYPT 1980 AND 1982

.R.ercent Wanting No Nore Children

Survey Ye ar and Currently Using Ever Used
Wife's Age Group Total Yes No Yes No- ------_._-
1980 (N=666 )

30 to 34 yrs (223) 86.5 99.1 73.9 95.8 70.0

35 to 39 yrs (348) 87.9 96.2 78.4 91~. 0 75.7

1.. 0 to 1.. 4 yrs (95) 92.6 97.7 88.2 98.2 85.0

19H2 (N=1127)

10 to 34 yrs (353)

35 to 39 yrs (364)

40 to 44 yrs (410)

H6.7

93.1

94.6

98.6

98.9

99.0

60

78.2

87.6

90.9

97.0

97.7

97.4

66.9

R1.7

89.2



percent among 30 to 34. year old wives to 93 percent among wives 40 to 44 years

old. To the extent that measurement error allows, the lq82 proportions are

even greater among wives 35 years and older.

This potential interest can be further examined by controlling for

C\lrrent and previous contraceptive innovation. Expectedly, those currently

contracepting are almost uniformly interested in, terminating, rather tllan

spacing t childbearing, even among those with wives 30 to 34 years old. Hnmet

need arises when one examines the levels for those not currently

contracepting. Often three-quarters or more of those not currently

contracepting desire an end to childbearing. The patterns hold over both

surveys and are only slightly mitigated when previous, as opposed to current,

contraceptive use Is controlled. Thus in this parent subgroup is an important

audience for the introduction of female sterilization, not only because of its

active status as childbearers but also because of its strong interest to cease

childbea ring.

The sociodemographic composition of those parents desiring an end to

childbearing is seen in Tables 22 through 24. Are these respondents

selectively composed of more educated, urbane, and upper social class

individuals? The results show clearly not. In terms of educatIon (see Tahle

22) in 1980 over one third of those wanting no more children are illiterate

and in 1982 almost one half. The increase in motivation is greater among

hushands than among wives interviewed (a 20-percentage point gain in the

former as opposed to a 10 point gain in the latter). Among the lesser

educated, women are more likely than men to desire a termination to

childbearing.

Similarly, occupational differences find a suhstantial proportion of the

manually-engaged husbands wanting no more children, particularly in 1980. The
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TARLE 2'2

SOCIOECONOHIC OIFl"'ERENTIALS AMONG RESPONDENTS
WHO WANT NO MORE CHILDREN BY RESPONDENT'S SEX:

1980 AND 1982

---.-..---------- --.------.------ -- --------..----------..- ----·----r-·----------- - --- -.-----..------ -------

1980 1982
Characteristic Total Male Female Total Male Female

gd llca tion

None 36.1 29.6 42.7 49.1 If4.6 52.7
Less than primary 13.6 11. 3 15.9 29.6 28.4 30.5
Completed primary 20.7 22.8 18.6 7.0 9.3 5.2
Some secondary 7.1 7.3 6.9 3.7 4.1 1. .5
Completed secondary 14.5 17.1 12.0 7.4 8.8 6.4
Some college 8.0 11.9 3.9 3.1 4.9 1.7

X2 significance I p<.Ol I p<.81

I I
Husband's occupation I

Non-manual \ 29.1 28.2 30.1 37.5 36.4 38.5
Manual I 44.1 43.9 44.4 29.2 I 28.0 30.2
Farm 23.9 24.8 23.0 30.5 32.7 28.8
Not working 2.8 3.1 2.5 2.7 2.8 2.5

X2 significance n.s. n.s.

Socioeconomic Ra ting a

Affluent l'L4 9.8 15.2 8.2 5.7 10.1
Upper mi.ddle 44.0 46.8 41.1 37.3 36.8 37.7
Middle 20.8 21. 5 20.0 38.5 39.2 37.9
Poor 22.8 21.9 23.8 16.1 - 18.3 14.3

X2 significance p< .05 p<.Ol

Religiosity

Level 1 9.3 41. 5 14.5 56.4
Level 2 4.7 58.5 31. .5 43.6
Level 3 32.7 30.3
Level 4 53.3 23.7

I I
(N) I 1280 645 635 2057 I 913 1144

_I --.L
a As perceived by interviewer. In 1980 information not recorded for 436

(or 22%) of total sample.
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TABLE 23

DEMOGRAPHIC DIFFERENTIALS AMONG RESPONDENTS
WHO WANT NO MORE CHILDREN BY RESPONDENT'S SEX:

1980 AND 1982

1.0
4.5

16 8
20.5
20.7
13.5
23.0

1.1
10.4
22.1
25.1
21.9
19.4

p<.01

0.1
4.1

13.4
18.0
20.0
17.1
27.4

0.9
6.7

14.1
18.1
20.3
18.0
22.0

0.6
4.3

15.3
19.3
20.4
15.1
24.9

0.6
6.?

15.2
20.2
20.2
19.5
8.2
9.8

0.6
4.6

17.8
22.2
21.3
13.4
20.2

0.8
9.6

21. '3

28.1
32.8

7.4

p<.01

0.9
3.6

16.6
20.5
20.0
15.8
22.6

1.1
4.0

16.0
20.8
26.1
13.7
18.3

0.8
4.1

17.2
21. 3
20.6
14.6
21.4

0.4
5.3

12.6
22.0
26.8
16.8
6.9
9.2

I,

\

1
I

\

x2 significance

Zero
One
Two
Three
Four
Five
Six or more

15-19 years
20-24 years
25-29 years
30-34 years
35-39 years
40-44 years
45-49 years
50 years and over

Number of
Living Children

Age

1980 1982

Charac ter is tl,_c__._--;_T_o_t__a_l_~-t-I_~_1a_l_e Fe._m_a_l_e__-t-_T__o._t_a_l~~-1-e-_-_-ve_ma_le_

, I
I

x2 significance n.s. 1'<.01

Region of re31dence

Metropolitan
l.ower Urban
Lower Rural
Upper Urban
Upper Rural

27.1
13.1
30.9
11.0
17.9

26.3
12.0
32.0
10.9
18.8

28.0
14.1
29.7
11.1
17.1

24.1
12.5
36.7
10.0
16.6

23.5
12.0
40.4
8.9

15.2

24.6
12.0
33.7
1l.l)
17.8

x2 significance n.s. 1'< .05

(N) 1280 645 635 2057 913 1144



TABLE 24

CONTRACEPrIVE BEHAVIOR DIFFERENTIALS AMONG RESPONDENTS
WHO WANT NO MORE CHILDREN BY RESPONDENT'S SEX:

1980 AND 1982

69.5
30.5

n.s.

68.5
31. 5

69.8
30.2

n.s

65.4
34.6

67.6
32.4

1980 1982
_+-T_o_t_a_1_--Ma--:-l-e---F-e-ffi-:a-l-e--+-T-o-t-a-l-~ Mal_e Fe_ffi_al e

I
I
I 67.1I 32.9

x2 signific.ance

Yes
No

Ever Use of FP

Characteristic

Number of Hodern
Methods Ever Used

Never used FP
No modern
One
Two
Three plus

32.4
0.5

46.0
15.7

5.4

34.6
0.3

47.9
12.9
4.3

30.2
0.6

44.1
18.6
6.5

31. 5
4.5

42.3
16.5

5.3

32.7
1. 0 1

43.8
15.4

3.9

30.4
4.8

If 1.1
17.4
3.5

x2 significance p< .05 n.s.

Knowl edge of
Female Sterilization

None
Prompted
Spontaneous--

has llsed

63.0
26.4
10.6

64.7
24.8
10.4

61.2
28.1
10.7

37.3
51.4
11.3

46.9
44.0
9.1

29.7
57.3
13.0

x2 significance n.s. p<.Ol

IJ.449136356451280(N) 2057

--------'------'-----------'---- ~'-----------

hL.



pattern of differences between the two surveys is not straightforward. Taking

tl1ese proportions at face value, it would appear that in neither year was the

occupational composition of those wanting no more children affected hy tlle sex

of the respondent. However, it does appear that the composition of those

wanting no more children has shifted from being predominant among those with

hU8hant~8 in manual occupations to being more evenly distributed across all

major occupations by 1982.
e

Although sex differences in the relationship between social class and

the desire for no more children are statistically significant, the percentage

differences are not great. Again there appears to be a shift toward more

lniddle class respondents desiring no future births in 1982 compared with

1980. However, this result is tenuous since the class ratings are subjective

and made by separate fieldstaffs in each survey.

Respondent's age and current family size vary among those interested in

terminating childbearing (see Table 23). Surprisingly a nontrivial percentage

of young women (beginning at age 25) and young men (beginning at age 15) seek

an end to childbearing. Three children appear to be a critical family size

for both sexes after which the desire for no more births is strong. No

apparent change between the two surveys in terms of these compositional

differences and no strong internal differences by sex of respondent are

evident.

The regional composition of those interested in ending childbearing is

similar over the two surveys. Most of the respondents who desire no future

bi~ths are located in metropolitan areas and rural Lower Egypt. In both

surveys the men in the latter region are more likely than the women to report

an interest in terminating fertility.



Table 24 indicates that substantial trial with contraception, inclurling

modern methods, characterizes these motivated respondents. Over two thirds

have used family planning in the past, a level that is stahle over both

surveys and not sensitive to the respondent's sex. A sizeable proportion

(about one-third) has never contracepted, and of the remainde~, most have

used at least one modern method.

The hottom panel of the table is somewhat repetitive of earlier findings:

given the desire for no more children, the proportion who have never heard of

the method declines from 63 to 37 percent over the two surveys. ll1hile there

are large increases in prompted m.m reness for both sexes, they are noticeably

greater for women.

The relatively similar distributions of these respondents along several

characteristics, such as age, parity, and region, are worth noting. They give

some reassuring evidence of the reliability of the 1980 survey data. A

masking of fundamental changes is possible, but since these variables in the

overall population profile experienced little change, the credibility of these

results is enhanced.

The husband's role can be highlighted again here. The level of desire

for no more children at about 70 percent is similar for both men and \-lOmen.

Increasing awareness of sterilization occurs among both sexes, but more so

among women than men. Since other analyses of the 1982 data have suggested

that husbands maintain higher fertility ideals and valuation of sons than

wives and that their wives perceive these preferences, such couple difference

may affect interest in and acceptance of a method, particularly one as

permanent as voluntary s terilizat ion. ''''hile men may not speci fically

articulate an opposition to a contraceptive method, their wives n~y infer

one.
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Nevertheless, the overwhelming interest among hoth husbands and ,011 vee is

in terminating childhearing, which may not be mutually recognized or

communicated. This consensus could be made more apparent to the public and

its ci~ic leaders as well. If these attitudes are as stable and strong as the

data suggest, they constitute an important base of public opinion support on

which to mobilize a programmatic effort to introduce voluntary steriliz~tion.

Unmet Need for Voluntary Sterilization

Another measure of potential demand for contracepti~e sterilization is

derived by taking the subset of respondents who state they desire no more

children and calculating the proportion aware of sterilization (but not

currently sterilized). This we call "unmet need for sterilization" and is

analogous to definitions of unmet need for contraception. This measure

assumes that individuals who desire to end their childbearing in earnest and

who have heard of sterilization constitute a potential source of demand.

Janowit7: et a1. 1983 have analyzed the determinants of unmet demand for

sterilization 1n Honduras but are able to define their measure more

specifically, i.e. those women who stated an early interest in being

sterilized but at four months after birth had not been sterilized. In the

absence of similar detail, we must define sterilization demand more generally

and liberally.

In 1980 the level of unmet need for sterilization is 36 percent of

respondents not wanting more children and a substantial 63 percent in 1982

(see Table 25). Given its dichotomous nature, we have elected to perform a



MULTIPLE CLASSIFICATION ANALYSIS OF THE DETERMINANTS
OF UNMET NEED FOR FEMALE STERILIZATION BY SEX OF RESPONDENT: 1980 AND 1982

Independent
Variables

Grand Mean

Spouse Support for
Fl' (Index)

o
1.
2
3

Index of Religion

o
1
2
3

Ileal th Reason Index

Number

32
113
252
862

272
355
504
128

1980
Ad jus ted Mean

36

27*
32
30
39

39
32
39
32

Number

44
217
325

1467

190
1033

830

1982
Ad jus ted Mean

63

48**
49
56
67

63
63
62

1980
Yes
No

1982
-0-

1
2
3
4

808a
I.. 51

37
36

27
178
426
500
922

46**
46
57
61
70

Number of Modern
FP Methods Used

Never used FP
No modern
One
Two
Three or more

Education

None
Less than primary
Completed primary

or more

414
6

578
196

65

452
171

636

28"r*
48
36
46
62

27**
33

44

.149

647
90

870
339
107

1006
608

55**
54
65
72
73

55**
68

74

.216

--_._----~_.

NOTE: Analysis controls for sex, age, husband's occupation and region of
residence. Adjusted means reflect the net effects of each variable on percent
with unmet need for female sterilization.

aIn 1980 health reason consists of one item with yes/no response: Can
childbearing after age 35 harm the mother's health?

*Differences within category are significant at p<.01

**Differences within category are significant at p<.05



multiple classification analysis (MCA)12 of the determinants of unmet

sterilization need for 1980 and 1982. This estimation procedure has the

particular advantage of generating easily understood results. In Table 25 the

five fac tors of spouse support t religion t heal th reasons t lnmber of morl ern

contraceptive methods used, and education are analyzed with respondent's sex,

aget (husband's) occupation and region of residence (metropolitan versus

non-metropolitan) controlled. The spouse support index for 1980 and 1982 is

as defined in the discriminant analysis (Table 17). The index of religiosity

is the cumulated total of the following responses: "not a8ainst

(respondent's) beliefs to practice family planning"t "nothing in religious

books prohibits practice of family planning"', and if a male respondent t "does

not pray regularly or if prays regularly, visits mosque no more than once a

week". If the respondent is female, the religiosity level counted is "does

not pray regularly". The range of the religiosity index is 0 to 3 in both

years. With the 1982 data a health reason index can be created out of the

number of times the following responses are given hy each respondent: "having

many children can be harmful to a woman's health", "woman can have four or

fewer pregnancies without harming health", "harmful to a woman's health to

have a baby after age 35", and "ideal mother's age for last child is 35

years". This index ranges then from 0 to 4. The 1980 survey did not contain

comparable detail, and there was near universal agreement that many children

pose a health risk to the mother. Therefore, we have used only the question

12Multiple classif:f.cation analysis is a statistical procedure, somewhat
similar to regression analysis, for examining the effects of several
independent variables, in a multivariate framework t on the dependent variable
(see Andrews et a1. 1973). The grand mean is the overall mean of the
dependent variable in the sample. The adjusted m~ans are the means of the
dependent variable associated with each leveJ of the independent variables
when all other. variables are controlled.



regarding perceived harmfulness of childbearine after age 35 to measure the

13extent that health reasons may determine an unmet need for sterilization.

The results of the MeA analysis in Table 25 show that this additive model

specification exolains 15 percent of the variance in 1980 and 22 percent in

1982. In 1980 education, the extent of previous modern contraceptive

practice, and spouse support for family planning significantly influenced the

level of unmet sterilization need. The net effect of education was to raise

the level of unmet need for sterilization from 27 percent among those with no

education to 44 percent for those with at least a complete primary education.

Similarly, never users of family planning show a mean 28 percent with unmet

need for sterilization while those having tried three or more methods show 62

percent. However, the increases in unmet need are not continuous with trial

of modern contraceptives.

The same determinants are significant in 1982 with the addition of the

health reason index, and all net adjustments to the overall mean are

monotonic. Except for previous family planning use, the difference between

adjusted means of the first and last categories of factors with comparable

significance is similar in 1980 and 1982. For previous use the difference

between never users and users of three or more methods is 34 percentage points

in 1980 versus 18 in 1982. Change in the magnitude of difference in net

adjusted means would suggest the relative importance of that factor over the

two years (particularly since sex, age, social class, and regional composition

of the samples are controlled). Interestingly, religion does not appear as a

significant determinant of unmet need for sterilization in either year given

13 pe rceived rel iab 11 i ty and safety of s teri1. iza t ion were not included. as
factors in the model because of collinearity with the dependent variahle,
i.e., only those aware of sterilization were asked about its level of
reliability and safety.



the wide-ranging distribution of respondents across index levels.' 1n 1980 of

the compositional variables controlled, only husband's occupation shows

significant covariation with unmet need for sterilization. In 1q82 all but

respondent's age are significant.

These multivariate results can be considered in conjunction with those

from the discriminant analysis of willingness to use voluntary sterilization.

While the haseline differentials in unmet need versus willingness to use

sterilization have suggested separate linear comhinations of variables for the

models, the directions of influence of like determinants can be examined

compared prima facie. However, one should recognize that unmet need for

sterilization is not synonymous with the expressed interest to consider

sterilization use. While the conditions of wanting no more children and

llBving heard of female sterilization delimit a potentia]. market of users, they

need not imply committment to or acceptance of the method.

Although the discriminant analysis with 1980 data cannot be performed for

1982, it has confirmed the positive influence of spouse support for fertility

lim1.tatlon decisions. What is at variance in the MeA analysis is the effect

of education. Awareness of sterilization among those wanting no more children

is significantly enhanced by education. The discriminant analysis, however,

suggested that the more highly educated respondents were least favorahly

disposed towards its use. Hence, the present measure of '\mmet need" may be

reflecting the 8reater likelihood of educated individuals having heard of

sterilization as compared to uneducated individuals rather than demand per see

Other selection criteria--such as the present analysis being limited to those

not wanting more children, different survey times, and different samples--a1so

may mediate education's role in influencing potential demand for

sterilization. It is helpful to be sensitive to any evidence of public
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skepticism 0f sterilization. If the educated elite are unsupportive of

contraceptive sterilization, the chances for public sponsorship of the method

may b\.! affected accordingly.

1>OT~:NtIAL IMPACT OF VOLUNTARY STERILIZATION

What level of fertility reduction might be possihle with the avoirlance of

excess fertil ity? We have reviewed evidence that de!'lIand is extant and

in flllenced by a number of important fac tors. In this sec t ion we attempt to

measure its impact. the data, however, do not permit a high degree of rigor.

We also force the assumption that the maximum potential impact is repr.esentecl

by the avoidance of excess births completely achieved through the use of

voluntary sterilization. Clearly the elimination of unwanted fertility can

be obtained with other combinations of effective methods. However the

optimum use-effectiveness of sterilization simplifies our assumptions and

measurements.

the approach is direct--we assess the age-specific level of excess

fertility using as criteria either births beyond a reported ideal age for

terminating childbearing or the ideal family size. Among ever and future

users of contraception, we also measure excess births in R third manner by

counting those occurring beyond the family size at the start of contraceptive

use. All measures of excess fertility are made only for the 19R~ survey. The

age-specific proportions of excess births in the past five years can be taken

as average annual rates of reduction which are then applied to current marital

fertility rates. Total fertility rates are subsequently derived from applying

these reductions to women 35 years and older first and then 30 years and

older, assuming that the availability of sterilization will be

7'



age-regulated. 14 Finally, with the estimated annual reductions we can project

future fertility rates and obtain the proportlonate change in current

fertility possible under the hypothesis that sterilization eliminated al.l

excess births. The calculations are presented in Tables 2S to 30.

Certain data limitations must be recognized first. The surveys did not

collect pregnancy histories and only recorded the age and sex of each living

Cl1ild reported by the respondent. In addition no information on the dates of

deceased children's births are available; thus, the estimates of fertility

impact may be biased. The effect of infant and child mortality is not

accommodated. IS We use living children age 5 or under as an estimate of

births in the past five years and take such children's births that occur

heyond the ideal terminating age or whose parity exceeds the ideal as excess.

Thus the non-accounting of infant and child mortality affects both the

numerator and denominator in estimating excess proportions. The bias is

likely to be smaller at the older ages, where our estimates are focussed.

Ttte risk of infant mortality increases with mother's age but the likelihood

that such births would be considered excess (the numerator) is concurrently

higher, thus balancing their absence in the denominator of total births.

Finally, we are tabulating these births by the current age of the wife rather

than her age at birth. Because the age data are roughly reported, i.e. a

majority of the respondents did not give month and year of birth. to attempt

to reconstruct the pregnancy history fully and obtain cohort-specific impact

would have been futile. In spite of the inability to use more rigorous

14It is likely that any legislation to make sterilization available in Egypt
will restrict access initially and serve only those with greatest need.

lSWe also do not attempt to apply mortality rates to inflate the surviving
numbers to live births.
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TABLE 26

THREE METHODS FOR MEASUREMENT OF EXCESS FERTIL£TY BY WIFE'S AGE: F:GYP1' 1982

~ife's Age Group

---------

Method 1:-- ----
Excess Births
Beyond Ideal Age
for Terminatinga

Method 2:

Excess Births =
Actual Less
Ideal Numberb

Method 1:

Births After
Start of FP UseC

Averages and number of Cases (~)

15 to 24 years

20 to 2 ll years

30 to 34 year.s

35 to 39 years

40 to 4'~ years

Total

Significance
level

0.01 (765)

0.04 (764)

0.22 (663)

0.54 (530)

0.79 (532)

0.27 (3254)

p< .01

-1. 72 (788)

0.74 (602)

1. 40 (500)

1.90 (492)

0.13 (3105)

p< .01

-1.7.8 -(678)

0.06 (643)

0.<)3 (532)

1.29 (41R)

1.13 (372)

0.24 (2h43)

p<. () 1

a Includes childless respondents and respondents ~dth "don't know" or "it
depends" answers. If such are excluded (n=884), the means for 15 to
34 year old women change very little, but for 35 to 3<) and 40 to 44 the
means increase to 0.67 and 1.01 respectively.

b 178 respondents gave no ideal number of children

c Dy ever and future users only; thus assumes all FP use 1s for limiting
purposes.
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TABLE 27

PROPORTION OF BIRrHsa IN PAST 5 YEARS IN EXCESS OF IDEAL TF':RMINATING AGg
BY WIFE'S CURRENT AGE (Method 1): EGYPT, 1982

fe's Current
;e Group (Years)

Numher of
Cases

Births in past
5 Years Beyond
Ideal Termi­
nating Ageb

Total Births
in Past
5 Years

Proportion
of Excess
Births

Annual
Proportion
of EKcess

Births

--_.------------_.__.__._------

15 - 2.4

25 - 29

30 - 34

35 - 39

40 - 4 /..

Total

831

751

634

529

508

3253

5

28

127

209

169

929 0.5 0.1

1292 2.? 0.4

991 12.R 2.6

590 35.4 7.1

327 51. 7 10.3

4129 13.0 2.6

._----_.

Births in restricted sense of surviving children
Includes respondents who are childless or do not state a definite terminating age
95 percent of these births are by respondents currently wanting no more children
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TABLE 28

PROPORTION OF BIRTHsa IN PAST 5 YEARS IN EXCESS OF IDJ<~AL FAMILY SIZE
BY WIP~'S CURRENT AGE (Method 2): EGYPT, 1982

Births in past Annual
5 Years Beyond Total Births Proportion Proportion

Wife's Current. Number of Id eal Number in Past of Excess of Excess
Age Group (Years) Cases of Childrenb 5 Years Births Bir.ths

__0_0_'

15 - 24 789 74 935 7.9 1.6

25 - 29 723 304 1300 23.4 4.7

30 - 34 602 482 998 48.3 9.7

35 - 39 500 372 590 63.1 12.6

40 - 44 492 228 327 69.7 13.9

Total 3106 1460C 4150 35.2 7.0

a Births In restricted sense of surviving children
b F.xcludes those not giving ideal number of children (n=177)
c 96 percent of these births are by respondents currently wanting no more children

76



TABLE 29

POTENTIAL IMPACf OF VOLUNTARY FEMALE STgRILI7.ATION ON AGE-SPECIFIC
[t'f'~RTILITY RATES FOR 20 TO 44 YEAR OLD CURRENTLY MARRIRO WOMEN:

AN ILLUSTRATION OF TWO MEASlJREMRNT METHODS

Age Group ASMFRa
Percent Excess With
Method Ib Method 2c

Eatlmated ASMFR
If Sterilizat ion Accessihle to Homen

Age 35-44 Yrs Age 30-44 Yrs_
Method 1 Method 2 Method 1 Method ?

--------------------

8ASFR's from 1980 Egypt Fertility Survey (CAPMAS, 1983) to lvhieh age specific
proportions currently married are applied:

Age Group

15-19
20-24
25-29
30-34
35-39
40-44

ASFR

78.5
255.7
280.1
238.6
13A.9

52.6

Percent
Currently

Married

21.8
62.3
~2·.2

90.5
87.9
84.6

bMethod 1 assumes fertility beyond reported ideal age for terminating childbearing
to be exeeS8

CMethod 2 assumes fertility beyond ideal number of children to be excess
drncludes age group 15 to 19 years
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demographic techniques, we feel the effort Is still informative and

worthwhile. \H th all three approaches to measuring excess births, the

finding is the same--such "excesses" are disproportionately hi/!-her among

older wives, the group which stands to benefit the most from sterilization's

availability.

Table 25 presents the three measurements of excess births. Respondents

were asked to give their ideal age for terminating childbearing. (The median

was 35 years.) Living children born after the stated age were then counted

as excess births and averaged for each age group of the wife. 16 The second

method counts living children beyond the family size reported as ideal by the

respondent. The third method assumes that all contraceptive adoption Is for

limiting purposes only and that births beyond the family size at the time of

first use would be unwanted. While this overstates the case, it is

nonetheless of interest to compare the results with those from the other two

methods. This latter information is available only from those asked about

their family shes when family planning was begun (ever users) or when it

will be begun (intending users).

The average number of excess births varies from 0.13 using ideal fami.ly

size to 0.27 and 0.24 using the other two criteria. 17 The difference hetween

actual and ideal numbers of bi~ths yields a larger variation in excess

fertility across age gruups and should be evaluated considering the survey

context that often elicits ideal family size responses of two or three

children (whether they are actually ideals or not). Fertility deficits are

16These calculations were performed separately for women only to locate
slK-specific response biases, and none were found.

17Virtually all births counted as excess were births to respondents who at the
time of survey reported wanting no more children.
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thus apparent at the younger ages of wives. i.e., where their current parity

is below their excess criterion; and there are substantial excesses at the

older ages. For example, an average as high as 1.9 excess children is found

among wives 40 to 44 years old by Method 2. The important implication of

these numbers is not so much their magnitude. even though they are

substantial, but rather that all three measures confirm the reality of excess

fertility with increasing age. Older women have children that they might

other.wise have op ted not to have if given a1 ternat h'es. Si nee these hi rths

are based on information about living children. the possibility exists that

excess fertility levels were higher. The health consequences from these

unwanted fertility levels give sufficient concern to reconsider the

availability and sponsorship of permanent surgical contraception.

Because of the selective sample involved in measuring excess fertility

by Method 3, the remaining assessments of potential impact will be

illustrated with Methods land 2 only. In Tables 27 and 2R (Methods land 2

respectively) we have calculated for each five-year age group the number of

excess births and the total number of births in the five years prior to the

1982 survey to determine the proportion of excess births. An annual

percentage is then derived by dividing by 5. Using Method 1 the proportion

of excess Lirths over the five years ranges from being negligible for ,.,omen

under 25 years to 52 percent for women 40 to 44 years. By Method 2 the

proportion is higher, although still expectedly small among younger women,

and reaches 70 percent for the oldest age group. Annually the figures

suggest that 2.6 percent of all births by Method land 7.0 percent by Method

2 can be seen as excess.

We have taken these age-specific proportions of excess births for ages 30

and older and applied them directly to age-specific marital fertility rates
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available for Egypt. At least preliminary access to sterilization is assumed

from two age points--for women 35 years and older and for women 30 years and

older.

In Table 29 the estimated reduced ASMFRs are shown for women 20 to 44

years. If sterilization became available on demand to women 35 years and

older and eliminated all excess hirths in the present year, the marital TFR

would have been 6085 by Method land 6030 by Method 2 instead of 6175. If

sterilization became available to women 30 years and older and resolved their

excess births this year, the marital TFR by Method 1 could have been 5990 and

by Method 2~ 5900. Thus the annual reduction in the marital TFR could range

hetween 1.5 to 4.5 percent, which although not immediately dramatic would

accumulate in impact with subsequent years.

This impact Is projected in Table 30. Depending on whether excess Is

measured by Method 1 or 2 and whether access to voluntary sterilization Is

made available to women 30 or 35 years and older, the potential reduction in

marital TFRs ranges from 4 to 11 percent after three years. In five years'

time the percent decline in fertility could be between 17 and 20 per::::ent and

In ten years time between 14 and 36 percent. In five Jears the marital TFR

could then be between 4.9 births to 5.7 births per married woman, and in ten

years bet'ileen 3.9 births to 5.3 births per married woman.

These hypothetical fertility rates assume that the annual reductions

froll} eliminating excess births have exponential impact. An alternative, and

perhaps more preferable, method would be to estimate the remaining lifetime

fertility in these women. This would then represent a potential impact for

voluntary sterilization. Our method simply eliminates a certain percentage

of births and assumes that the reduction rate approxtmates the cumulative

cohort effect over ~emaining years of childbearing. The maximum impact of
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voluntary sterilization on fertility may actually be higher as we assume only

currently married women will use the procedure. However, without the benefit

of pregnancy history data, assessment of cohort fertility change can not be

18
made.

It is significant that these measurements of fertility reduction are

reasonable and substantial over time. Hhile negligible at first, there 1s

considerable decline in fertility with later years. The avoidance of excess

marital fertility, if fully optimized by use of sterilization, can rnsult in

an average TMFR decline of 17 percent in 10 years when the procedure is

available to women 35 years and older or 31 percent for women 30 years and

older. The percentage decline in the non-marital TFR may actually be larger

because there is disproportionate weighting in the TMFR given to fertility of

currently married women and under 24 years of age. They, however, would not

be very likely to he interested in sterilization at present.

Again, although this exercise has been directed at demonstrating the

potential benefits of voluntary sterilization in Egypt, the elimination of

excess births need not be obtained solely by this means. Any combination of

effective contraceptive methods can make substantial inroads into resolving

the problem of excess childbearing. However, permanent surgical contraception

represents the most cost-effective and efficient means and relieves subsequent

demands on contraceptive supply and servicing.

SUMMARY AND IMPLICATIONS

Voluntary contraception sterilization is the way of family limitation for

over 90 million couples 1n the world. It has become the most popular means of

18Such an accounting should also accommodate the impact of female mortality.
The contrast between these two methods 1s akin to that between mathematical
and component methods of projectiono
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contraception, a trend equally strong in the developing as well as developed

world and one that has emerged despite variance in legal and religious

sanctions., Changing public attitudes toward the method during the 1970s have

had a major influence on its acceptability. Equally important, though~ has

been the concurrent clevelopment of safe, simple and inexpensive techniql1es of

permanent surgical eontraception enabling treatment on an outpatient basis.

The local availability of these techniques has resulted in acceptance by over

half of the couples of reproductive age in such countries as Costa Rica~

Panama, Kore~, and Taiwan. It has also been instrumental in protecting the

health of many mothers exposed to the risk of unwanted pregnancy and the

welfare of their living children. Continued medical research to secure

reversihilitv ~omises even higher levels of use.

Contraceptive sterilizations are not readily available in the Arab

Re pub1 ic of Egypt; and while not strictly illegal, they are nei ther publ icly

sponsored, promoted nor sanctioned. Islamic doctrine, which has been

interpreted to permit the use of modern birth control, is also interpreted to

disallow sterilization because of the permanent loss of fertility.
c------------~------,---.,-...,.. --,....~---....
Sterilizations may be performed only under exceptional circumstances. An

alternate supporting opinion, however, has been expressed by Islamic scholars

at a 1971 conference in Rabat.

This study has heen directed at providing a research base by which an

evaltm t ion or re-eval ua tion of s teril iza tion' s status in Egypt may be guiden.

It has examined knowledge of the method, attitudes toward its safety ann

reliability, potential demand and potential demographic impact. It uses

survey data collected nationwide in 1980 and 1982.

The degree of familiarity with female sterilization that prevailen among

the childbearing public changed between 1980 and 1982. Only a negligible
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percent of the sample in each year reports being sterilized and less than 10

percent mention female sterilization spontaneously as a method of

contraception. However. alt;hough two-thirds had never heard of the method in

1980. by 1982 one- fi fth more were aware. De tailed analysis finds a larger

increase in awareness among women than men.

Respondent background characteristics playa role in both years. The

1982 differences indicate that: variations in knowledge are stronger by

social class than by demographic or contraceptive status factors; almost

two-thirds of those wanting to hear no more children have heard of female

sterilization; family planning is not perceived to be in conflict with

respondents' religious heliefs; and even among the minority who find a

conflict. 44 percent of the men and 71 percent of the women have heard of

female sterilization. Among men. a larger percentage (56) of those who prayed

regularly and visited the mosque at least daily have heard of the method

compared to 41 percent of those least regulated in their religious habits.

Voluntary female sterilization is perceived quite favorably although it

is seen as being more reliable than safe. Three-quarters of the

childbearing-aged couples think it is reliable but only one-hal f feel it does

not entail a health risk. Al though these levels fall short of reflecting the

actual medical reliahility and safety of the method, they represent fairly

sophisticated knowledge given the environment of restricted access.

With respect to the specific attitudes surveyed in 1980 among those who

had heard of sterilization: almost one-half thought the procedure was quick

and simple; two-fifths felt it did not affect the woman's health; two-thIrds

did not feel it against their religion to have the procedure if all the

children desired had been born; and two-fifths would ask for the operation if

they had all the children they wanted and the operation was available free and
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at a good hospital or clinic. These responses are representative of a select

group, generally urban and educated individuals, who are familiar with the

method in 1980. When the attitudes are examined against their background

characteristics, education, nonmanual occupations for the husbands, and urban

residence do increase knowledge of the operation's complexity and health

effects. However, perception of no religious conflict and willingness to use

the method are greater among the uneducated, farming, and rural residents,

especially females.

Couple agreement on childbearing desires and birth control intentions is

an important part of family planning behaviors in most societies. In Egypt

where male dominance is traditional, the support of husbands for

contraceptive use is more keenly felt by wives. We find a clear relation in

1982 between spouse support for family planning and the likelihood of knowing

about female sterilization, ane which is stronger for women than men. If the

respondent has discussed family planning with the spouse, if the spouse is

reported to approve of family planning for limiting purposes, and if h~th

partners desire no more children, the gain in proportions having heard of

sterilization ranges from 3 to 9 points for men and 8 to q points for men.

The 1980 results are similar although not as strong.

Further evidence of the salience of the hushand's role in hirth control

decisions has been found in examining the 1982 level of awareness of

sterilization respondents whose spouses are discordant on future childbearing

plana. The sample husbands who want more children, while reporting their

wives do not, are almost twice as 1 i kely to have no knowl edge of sterilization

than the sample wives \o1ho are not interested in further childbea,rtng but

perceive their husbands are. Awareness of voluntary ster"n iz?tion appears to
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be enhanced by ha~ing the husband's general support for family planning and

concurrence on family size desires.

In both years there is almost universal public recognition that bearing

many children can be harmful to the mother's health. Moreover, three-fifths

of the respondents felt it was harmful for a woman to bear children after age

35. Not surprisingly the difference in these attitudes by respondent sex is

large: 70 percent for women and 50 peercent for men. In 1982 two additional

questi.ons on the health effects from bearing children have been asked, and the

results are that over half of the respondents feel women could experience

three pregnancies without harming their health and that thre~-fifths gave 35

years or less as an ideal age for ending childbearing.

Again large sex differences in responses are apparent among women

perceiving health risks more strongly than men. They suggest that husbands

are not fully sensitive to the detrimental effects of prolonged childbearing

on their wives' health. Male respondents in particular are more likely to

give a large number of pregnancies and an older age for ending childhearing.

For the general purpose of enhancing fertility regulation behaviors in Egypt,

regardless of the birth control method used, it will be beneficial to increase

m~le awareness of the health burdens imposed on females by excess

childbearing. Indeed, the study found that where spouse communication on

family planning existed, the male consciousness about the health impact was

heightened.

Evidence is also found that the recognition of excess childbearing's

Impact on maternal health is related to awareness of female sterilization.

The percent of men and women aware of sterilization increases by about ten

percentage points if only three pregnancies are considered safe or an ideal

age of 35 or less for ending childbearing is given.
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A driving motivation between any potential iqterest in contraceptive

sterilization should he a desire to end childbearing. Approxi~ately

one- fourth of the 1982 sample involved couples where the wi fe was 35 to 4/f

years old with at least four living children. Ninety-three percent of them

wanted no more children hut only one-l:talf were currently using a modern form

of family planning. If one includes couples with wives 30 to 34 years as

well, the interest in terminating childbearing remains above 90 percent, with

46 percent protected by effective birth control. Of these couples, 72 percent

of those currently contracepting are aware of sterilization compared to 46

percent of those not contracepting.

The composition of couples who desire an end to childbearing reveals the

following key results: one-half have no formal education; over one-half come

from poot" or middle class bakgrounds; three-fifths have four or more children;

one-half of the men follow strong religious habits of daily prayer and mosque

visl tation; awl over three-fifths have tried family planning with one-fifth

having tried two or more methods. A more detailed examination of factors

Lnfluencing awareness of sterilization among respondents no longer interested

j
in bearing ch;ldren identifies educational level, spouse support for family

planning, perceived negative impact 1 health from excess fertLlity, and past

contraceptive use as significant and important. Religions heliefs and

hehaviors are not found to have a major influence.

The findings suggest that demand for a safe anrl effective means of family

limitation is extant and that specific knowledge of the female sterilization

meth()d_is influenced by a number of important factors. An attempt is also

made to measure the potential impact of current marital fertility lev~ls if

expess births can be eliminated. Although the survey data do not permit

rigorous estimation, they do allow two subjective definitions of excess births
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as those to a respondent (or his wife) occurring 1) after the stated ideal age

for terminating childhearing or 2) in excess of the stated ideal family size.

The second definition is more 1 iberal but the sl1hstan t.i ve impl ication from

both measures is the same. Essentially, although the proportion of excess

hirths is higher among wives aged 35 and older, their marital fertility rates

are lower relative to those of the younger aged wives. Thus the short-term

(three-year) impact on the marital total fertility rate from improved access

to contraceptive sterilization by couples with wives aged 35 and older is a

reduction of only R~out five percent. Extrapolating the annual rate of

reduction, due to the avoidance of excess fertility, over ten years lowers the

marital hirth rate by about 15 percent. Large reductions are estimated if

either the more liberal definition of excess births is used or access to

sterilization is extended to wives no younger than age 30. The measured

ferti.lity reduction over time may be viewed as both reasonable and

substantial: if sterilization access is reasonable, they would have been

achieved at a high level of cost-effectiveness.

Recent estimates of infant and child mortality levels in Egypt show

aJ.arming relationships with mother's age, birth order and most notably, the

duration since the last birth. Overall 13 percent of all children born alive

between 1975 and 1980 have died before their first birthday and almost

olH~fifth by the fifth birthday. If the mother was between ages 40 and 1~9 at

the time of birth; the respective proportions who perished were 16 and 21

percent. If the child was the seventh birth, the percentages increased an

additional point to 17 and 22. However, if the child was born less than two

years after the nearest sibling, there was a one in five chance of mortality

b~fore age one and a one in four chance before age five. The deleterious

conBe~uences of high fertility on children's well-being is uncomfortahly
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evident in these statistics taken from the 1980 Egypt Fertility Survey of the

World Fertil i ty Surv,-'y program. In combination wi th the risks posed to

maternal health and welfare, high fertility presents a major challenge to

national efforts to improve the status of women.

With additional empirical evidence of public interest in prevent:f.ng

additional births and of the increased awareness of contraceptive female

sterilizations, there seems to be some hasis for considering or reconsidering

its availability in Egypt. While the upward shift in public awareness does

not guarantee acceptance, it indicates an attitude trend, similar to that

which preceded the adoption of sterilization in other major parts of the

developing world. Moreover, while high levels of demand to control family

size can he addressed by the use of other modern methods of fertility

regulation, supplying this need would likely involve a considerable expansion

of present organized efforts by both public and private service providers.

Improving access to permanent surgical contraception, in contrast, has

cost'-efficient advantages, which may be particularly attractive when program

resources are limited or their geographic availability constrained.

This study has found signiflcant awareness of female sterilization in

~gypt-l~ srite of its unsponsored status and restrictsd access. There is a

lack of in-depth knowledge, however, reflected in public perceptions of a

non-trivial health risk associated with the procedure and its

less-than-perfect reliability. There are otherwise reasonably favorable

attitudes regarding its acceptability especially within the underprivileged

sec tors of the population. It is noteworthy that reI ig.tOllS bel iefs a t the
_"'~I~-""----~·"""""~-"--"'·~~-~-"~~·'~--"·~"~"'-~~~. -___~ _"... --... _ ~ ~. .~r _

grassroots level have not been found to affect atti tudes negatively. From a
----~--;~-I_~. ~ < • _ ,>oJ'> < '£- >- ,-n..~",,",., .. -"",- .-_£? -~ .... " .... , • ~~ "'-, ,.,. ~••" -.-- •

demographic benefits point of view, the expected impact of sterilization on

fertility through the prevention of excess births is not major. Thus the
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demographic rationale would not set· ~effectively as a basis for considerillg a

policy change. Al.though such benefits are forthcoming, the findings on three

other rationales, which have figured in sterilization decisions globally

--protection of maternal health, the desire to limit_family-size, and..__ ."-'~._-. . -- .

husband's support --may be more salient bases from Vlhich to seek a change in

sterilization's status. There is clear demand among the Egyptian childbearing

pub1.ic for a safe, effective, and inexpensive means to prevent unwanted

births. At a minimun its satisfaction is important for preserving maternal

health status and the long-term development and wf;lfare of children. T.f the
-----~.-.~~.....;

current restrictions on permanent surgical contraception are libe~alized, the

study results do strongly suggest that it be accompanied by a well-designed

and well-implemented health education program involving both husbands and

wives.
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