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Executive summary 

The Urban Health Equity Assessment and Response Tool (Urban HEART) is a user-
friendly guide for policy-makers and decision-makers at national and local levels to 
identify and analyse inequities in health between people living in various parts of 
cities or belonging to different socioeconomic groups within and across cities. The 
tool facilitates decisions on viable and effective strategies, interventions and actions 
that should be used to reduce intercity and intracity health inequities. The main 
objective of this study was to identify the most common health determinants that 
affect the health of the population of unplanned residential slum areas in Gezirat El 
Warak, Giza, Egypt. The methodology of Urban HEART was adopted and used in 
this study.  

Dr Nasr El-Sayed, former Minister’s Assistant for Preventive, Family Planning and 
Primary Care Affairs, was the focal point of the study. The main stakeholders 
included the Governor of Giza governorate, the Undersecretary of Health Affairs at 
Giza governorate, representatives of the Ministry of Social Solidarity, Ministry of 
Environmental Affairs, Ministry of Agriculture and Ministry of Education in Giza 
governorate, the Chief of the City Council, local development authorities, 
community representatives, religious leaders in Gezirat El Warak, and Twenty Fifth 
January Revolution youth representatives. The research team and the Ministry of 
Health and Population Community-based Initiatives team led the survey and 
trained field surveyors and local volunteers. 

Owing to the lack of reliable data from the target area, Gezirat El Warak, the project 
coordinators conducted a household survey on a sample of 641 households using a 
face-to-face interview questionnaire. Youth volunteers from Gezirat El Warak were 
trained by the team on how to fill in the questionnaires. To ensure the sustainability 
of this intervention, the community was actively involved from the start of the 
project.  

To assess health equity in Gezirat El Warak, indicators of key health outcomes and 
major social determinants grouped into four policy domains were used and 
compared with the corresponding national indicators (from the Egypt demographic 
and health survey 2008). Health outcome indicators were further divided into 
summary indicators (infant and neonatal mortality rates) and disease-specific 
morbidity (hypertension, diabetes mellitus). Social determinants of health have been 
categorized into four domains: physical environment and infrastructure, social and 
human development, economics, and governance.  
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The survey into the demographic characteristics of households living in the target 
areas showed that the mean ages of husbands and wives were 44.1 and 36.2 years, 
respectively. The mean family size was 4.3 persons. The level of illiteracy was 36.4%, 
while 3% had a university degree. The median monthly income was 900 LE (6 LE is 
approximately equal to US$ 1) and unemployment among adults was 7.9%. 
Regarding physical infrastructure of the houses, 84% of houses were connected to 
the public piped water supply but only 17.4% of those with connection to the system 
considered that the water was safe for drinking. All participants mentioned that the 
water supply was always interrupted. There was no municipal waste disposal 
system in the residential areas.  

The health outcome indicators revealed that the prevalence of overweight was 
36.2%, while one quarter of household members were obese. The prevalence of 
obesity was significantly higher in females than males (38% and 21.1%, respectively). 
The prevalence of hypertension in males and females was 12.8% and 14.5%, 
respectively. Voter participation in the last constitutional referendum (March 2011) 
was 62.2% for husbands and 43.1% for wives.  

Matrices were formulated for health outcome indicators and health determinant 
indicators. Red cells indicate low performance of Gezirat El Warak (at least 20% 
lower than the indicators at national level taken from the Egypt demographic and 
health survey 2008). Yellow cells indicate a slightly worse performance (less than 20%) 
compared with the 2008 survey. Green cells indicate a similar or better performance 
compare with the national level.  
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Introduction 

Why use Urban HEART? 

The adoption and use of the Urban Health Equity Assessment and Response Tool 
(Urban HEART) (1) by national and local governments, community organizations 
and urbanized or rapidly urbanizing communities is intended to: 

• guide policy-makers and key stakeholders to achieve a better understanding of 
the social determinants of health and their consequences for people living in 
urban areas; 

• stimulate policy-makers, programme managers and key stakeholders to make 
strategic decisions and prioritize specific actions and interventions tailored to the 
needs of vulnerable and disadvantaged groups in urban areas; 

• assist communities to identify gaps, priorities and required interventions to 
promote health equity; 

support programme managers in improving intersectoral collaboration and In 
addition, implementation of Urban HEART provides the necessary evidence and 
strategies to policy-makers to reduce intercity and intracity health inequities. 
Intercity health inequities are those that occur across two or more cities, while 
intracity health inequities are those that exist across wards or districts or across 
socioeconomic groups (e.g. by income or education level) within a city.  

• communication strategies related to social determinants of health. 

Urban HEART has four important characteristics. It is:  

•  easy to use 

• comprehensive and inclusive 

• operationally feasible and sustainable 

• links evidence to action.  

The process for solving complex problems such as reducing health and social 
inequities will be determined by active involvement of all local stakeholders, 
including the development sector, community leaders and representatives.  



Urban HEART project, Gezirat El Warak, Egypt 

8 

The project encourages the community to be actively involved in planning, 
designing, implementing, monitoring and sustaining the project.  

Organization of indicators 

The assessment component of Urban HEART is an indicator guide designed to 
identify differences between various population groups within a city or across cities 
using indicators of key health outcomes in the physical environment and 
infrastructure, social and human development, economic and governance domains.  

Health outcome indicators include those that are indicative of major outcomes or 
impacts of multiple factors and drivers in the performance of the health system and 
other sectors associated with the social determinants of health. Health outcome 
indicators are further divided into summary indicators (e.g. infant mortality rate) 
and disease-specific mortality and morbidity indicators. 

Indicators are divided into the following domains: 

• Physical environment and infrastructure. This domain consists of indicators related 
to environmental and physical hazards associated with living conditions (e.g. 
access to safe water and sanitation services) and environmental conditions in the 
neighbourhood, community and workplace (e.g. exposure to work-related 
hazards). 

• Social and human development. This domain includes determinants and interactions 
that influence aspects of human development and issues of social exclusion (e.g. 
access to education and health services, nutrition and food security, and other 
social services). Also included are the obstacles to better health-seeking 
behaviour and improved personal lifestyle and health practices associated with 
low health literacy. 

• Economic. This domain contains indicators that measure economic status and 
barriers to economic opportunities faced by the population in general or by 
specific population groups. It includes indicators measuring access to credit and 
capital, job opportunities, potential for generating income and obstacles to 
moving out of poverty. 

• Governance. This domain includes aspects related to people’s rights and political 
exclusion (e.g. those associated with participation in decision-making processes), 
and priorities in the allocation of resources to improve health and its 
determinants. We chose participation in the referendum as one of the most 
important rights in the decision-making process. 

Disaggregating each indicator by population group or geographical area is 
encouraged to provide specific measures of equity. Depending on the indicator, data 
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could be disaggregated by population group (sex or age category), location 
(neighbourhood or district) or socioeconomic group (education or income group). 

Data presentation 

An important component of conducting a successful assessment is achieving 
stakeholder consensus on the key results of the assessment. To aid the process of 
analysis, Urban HEART recommends organizing data into simple visual formats 
that can enable a broad variety of stakeholders to identify key equity problems.  

Urban health equity matrix 

The urban health equity matrix is an organization of indicators in a simplified visual 
format to inform policy-makers and key stakeholders on: 

• local-level performance, to guide the prioritization of local and national policies 
and strategic interventions; 

• where to focus national assistance on given specific weaknesses at the local level; 

• comparison of performance between different parts of a city and between cities. 

This matrix can be applied in the following areas: 

• Comparative performance of cities or neighbourhoods within cities: the matrix 
summarizes the performance of cities or urban areas in the different policy 
domains, and presents a relative comparison of city accomplishments in a simple 
visual form. 

• Comparative effectiveness of policies and programmes: the matrix provides a 
broad picture of the effectiveness of policies and programme interventions as 
denoted by their indicators. 

Urban health equity monitor 

The urban health equity monitor is primarily designed to inform and guide local and 
national political leaders, programme managers and technical staff on: 

• tracking performance of health indicators over time, within or across cities, in 
relation to specific benchmarks (e.g. Millennium Development Goals or national 
targets); 

• determining trends in the magnitude of inequities in health indicators within or 
across cities. 
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Based on evidence from the monitor, key stakeholders should be able to identify 
which health indicators need to be addressed critically and which population groups 
are specifically disadvantaged. 
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Objectives 

The objectives of this study were: 

• to identify the most common health determinants that affect the health of the 
population living in Gezirat El Warak, one of the most disadvantaged areas in 
Giza city; 

• to compare social determinants of Gezirat El Warak with the national standard in 
order to pinpoint any gaps in health equity; 

• to guide policy-makers and key stakeholders such as the local government led by 
the Governor of Giza and other development sectors, including the health 
directorate, local community, nongovernmental organizations and WHO, to 
achieve a better understanding of the social determinants of health and their 
consequences for people living in Gezirat El Warak. 
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Methodology 

The research team 

The research team included:  

• Professor Mohsen Gadallah, Faculty of Medicine, Ain Shams University, Cairo 
(Research Advisor); 

• Professor Mostafa El-husseini, Faculty of Medicine, Ain Shams University, Cairo; 

• Dr Amira Mohsen, Lecturer in Community Medicine, National Research Centre, 
Cairo; 

• Dr Soad Abdel-Megid, Community-based Initiatives, Ministry of Health and 
Population (Programme Coordinator at central level); 

• Dr Abdel-Haleim Al Behairy, Undersecretary of Giza Health Affairs (Programme 
Coordinator at governorate level); 

• field investigators from the Central Unit for Research and Surveillance at the 
Ministry of Health and Population;  

• the Community-based Initiatives team, health district of El-Warak and local 
volunteers. 

The research site 

The governorate coordinator and research team conducted three meetings to define 
the concept of Urban HEART and its use, and to define the criteria of site selection. 
The meetings were held at the Egypt WHO Country Office. Those attending the 
meetings supported the selection of Gezirat El Warak, and the list of stakeholders 
was defined with the cooperation of the Undersecretary of Giza Health Affairs.  

The main reasons for selecting the site were its location as an unplanned residential 
slum area in the River Nile, with no access to public transportation. It has extremely 
narrow lanes and streets that do not allow private cars or public transportation buses 
to move on the island. There are no other means of transportation after 20:00 as the 
only two boats (one private and one public) finish duty hours then. In addition, there 
is no sewage disposal system and the site lacks sanitary environmental conditions.  
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Workshop for raising awareness of stakeholders 

On 30 June 2011, an orientation workshop was organized in Gezirat El Warak to 
brief stakeholders on the Urban HEART concept and methodology in Gezirat El 
Warak. It was attended by 34 people including: 

• the Undersecretary of Health Affairs of Giza governorate, the General Secretary 
of Giza governorate, the District Health Director, the Director of the Preventive 
Sector in Giza; 

• members of the local council of Gezirat el Warak; 

• representatives from different sectors of the Giza governorate (e.g. health, 
environment, agriculture, education, local development and social solidarity); 

• The Director of El Warak district hospital;  

• representatives from the community, religious leaders, four members of the 
Twenty Fifth January Revolution youth association of Gezirat El Warak, in 
addition to four representatives of nongovernmental organizations.  

The meeting was supported and attended by Community-based Initiatives focal 
point representatives from the Ministry of Health and Egypt WHO Country Office.  

Involvement of the local community 

A meeting with youth volunteers from the research site was held at the Ministry of 
Health on 3 July 2011, to discuss the objectives and methodology of the study and 
the geographical and demographic characteristics of Gezirat El Warak. The 
distribution of the residential areas in the study site was also discussed using a map 
of the area. Discussions included the importance of involvement of local community 
members in the study and the sustainability of the project.  

The youth volunteers designed a more detailed map of the site with important 
landmarks to facilitate the starting points and direction of the household survey. The 
youth volunteers were also very cooperative when asked to accompany the field 
team during the household visits.  

The study tool 

The Urban HEART tool, developed by the WHO Centre for Health Development, 
Kobe, Japan, was adopted for this study. The research team leader designed a 
questionnaire to collect data about indicators of key health outcomes and major 
social determinants of health. The questionnaire covered the important indicator  
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Box 1. Indicator categories 

Indicator categories Variables 

Sociodemographic characteristics Name, age, sex, relations, current job, 
educational level, number of family 
members 

Environmental  Housing conditions, drinking water, 
sanitary waste disposal 

Chronic noncommunicable disease Blood pressure, heart disease, diabetes 
mellitus, cancer, renal failure, hepatitis C 
virus 

Injuries Road traffic injuries, drowning, animal or 
scorpion bites 

Female fertility history Lactation, safe labour and pregnancy 
with trained personnel 

Access to health care  Type of health facilities 

Expenditure on health  Medication, chronic disease medication, 
insurance cover 

Economic condition  Family income  

Governance  Participation during the last referendum 

Risk factors of noncommunicable 
diseases 

Weight, height , blood pressure, smoking, 
shisha, drugs 

 

categories shown in Box 1. In addition to the questionnaire, indicators of mortality 
and some morbidity rates were collected from the Ministry of Health and 
Population’s information centre. The indicators requested from the Ministry 
included health and social determinants of health from neighbouring cities in Giza 
governorate as well as the whole governorate, to be used for data presentation, 
comparison and matrix analysis. 

The research team agreed to use the household survey for the field study. The final 
version of the questionnaire is shown in Annex 1. 

Research ethics 

The questionnaire was anonymous. Verbal consent was taken from each participant 
after a clear explanation of the purpose of the study. 

The Health Authority in Giza governorate shared and supported the study and field 
data collectors from Giza Health Affairs were used. 



Urban HEART project, Gezirat El Warak, Egypt 

15 

Data were kept only for the purpose of the research and stored in a password 
protected file inside the computer. Completed questionnaires were stored in private 
file cabinets. 

Sample size determination 

Many key indicators were used to calculate the sample size, including the prevalence 
rates of smoking, hypertension and diabetes mellitus, vaccination coverage, 
unemployment rate and illiteracy rate. For each indicator a sample size was 
calculated and the one that yielded the largest sample was used. The formula used 
included sample design effect (= 1.5) and the anticipatory rate of non-response (10%) 
and the lowest prevalence rate (17%). The confidence level was set as 95%. A sample 
of 616 households was obtained, which was increased to 660 households to 
overcome any incomplete data in the questionnaires.  

The estimated total number of households in Giza was 802 402, while in Gezirat El-
Warak it was 8875. (2) It was a cluster sample in which the area of Gezirat El-Warak 
was divided into seven residential segments. The first four segments were the 
densest residential areas in Gezirat El-Warak, therefore a sample of around 120 
households from each segment was selected. The other three segments were located 
at the peripheral border of the study area and characterized by a low-density 
population, therefore 50 households from each segment were selected. A landmark 
was identified for each segment and then the field investigators moved in a 
clockwise direction to visit the households.  

Training of field surveyors and supervisor 

A 1-day training workshop on the objectives of the project and the techniques of 
interviewing and completing the questionnaire was held on 7 July 2011. Twenty 
surveyors from Giza governorate and one field supervisor from the Community-
based Initiatives, Ministry of Health and Population participated in the workshop. 
Youth volunteers from the study area also attended to advise on the wording of the 
questionnaire and the best time to conduct the household survey. Training on 
measuring weight, height and blood pressure was also given. We relied on self-
reporting by respondents on whether family members suffered from any disease.  

Pilot test 

To examine the feasibility of filling in the questionnaire by the surveyors, field 
testing of the questionnaire took place in the study area on 10 July 2011. The results 
revealed that questions 18 and 19, concerning the piped water supply, needed to 
have more detail about the safety of water for drinking and its continuity of supply. 
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We therefore added one extra question and changed the serial numbers of the 
following questions. Some points on health expenditure also needed to be clarified 
and thus the wording changed.  

The duration of the interviews ranged from 15 to 20 minutes, including filling in the 
questionnaire and measuring height, weight and blood pressure. After the 
modifications were made, 660 copies of the final questionnaire were prepared for 
field implementation, i.e. to interview the target group of household heads.  

Fieldwork 

A door-to-door household survey was conducted on 15 July 2011, with complete 
government support and central supervision and coordination.  

Four fieldwork teams collected the data. The teams consisted of a field surveyor 
(interviewer), two youth volunteers and one representative from Giza Health 
Affairs. The field supervisor was responsible for directing the team for the selected 
families and reviewing and commenting on the completed data. The field supervisor 
also solved problems encountered by the team and gave technical support. 
Documentation of the fieldwork included taking photos of key locations within 
Gezirat El Warak, and of the surveyors and the people interviewed.  

Data management 

All questionnaires were reviewed daily by the Ministry of Health and Population 
research team for verifications of data completion. All questionnaires were 
submitted to the statistical team by 31 July 2011 for data coding, entry and cleaning. 
Completed questionnaires were reviewed again and necessary coding was done to 
selected variables. Double data entry using SPSS Data Entry module version 4 
ensured minimal data entry errors. This was followed by exploratory data analysis 
and data cleaning by simple frequencies and appropriate cross-classification. SPSS 
version 15 was used in data cleaning and data analysis. 

Body mass index (BMI) was calculated from height and weight measurements and 
participants were classified into underweight (BMI <18.5 kg/m2), normal (BMI = 
18.5–24.9 kg/m2), overweight (BMI = 25-29.9 kg/m2) and obese (BMI ≥30 mg/m2). 
Mean systolic blood pressure (SBP) and diastolic blood pressure (DBP) were 
calculated from two readings and participants were classified into normal (SBP 90–
119 mmHg and DBP 60-79 mmHg), pre-hypertension (SBP 120–139 mmHg or DBP 
80-89 mmHg), hypertension stage I (SBP 140-159 mmHg or DBP 90-99 mmHg) and 
hypertension stage II (SBP ≥160 mmHg or DBP ≥100 mmHg). 

Smoking was defined as a self-reported current smoker of cigarette, shisha or both.  
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Statistical methods 

All data were recoded to suit the data entry spreadsheet of the statistical software 
programme (SPSS version 15). For continuous data, descriptive analysis in the form 
of mean, range and standard deviation and percentiles was used to describe the 
data.  

For categorical qualitative data, descriptive analysis in the form of frequency tables, 
percentage and rates with 95% confidence intervals were used and the Chi-square 
test was applied to test the differences between proportions.  

P value was considered significant at ≤0.05. 
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Results 

A total of 643 households completed the survey interview. Husbands, or wives in 
absence of husbands, were the targeted person for interview. 

Core indicators: health determinants 

The mean age of husbands was 44.1 years, while for wives it was 36.2 years (Table 1). 

Around one quarter of household member were less than 10 years old, while around 
one fifth were in the age group 20–29 years. Those aged over 60 years represented 
4.9% of all household members (Table 2). 

In total, 45% of families had between four and five members, which is a relatively 
high number of people living in each household. Around 14% of families had six 
members while only six families had between nine and 12 members. Mean family 
size was 4.3 ± 1.6 standard deviation (SD) (Table 3). 

The distribution of household members according to educational level showed that 
illiterate persons accounted for 30.4% of the total (25.7% of males and 36% of 
females). Only 2.5 % of the total household members had a university degree (3.3% 
of males and 1.5% of females) (Table 4 and Figure 1). Excluding those under age 
from the total households, illiterate persons accounted for 36.4% of total households, 
being much higher in females (43.6%) than in males (30.5%).  

 

Table 1. Mean age of family heads and wives 

Person Number Mean (year) Standard 
deviation 

Husbands 643 44.1 13.4 

Wives 613 36.2 11.8 
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Table 2. Distribution of household members according 
 to age group 

Age group (years) Number     % 

<10 642 23.1 

10–19 593 21.3 

20–29 534 19.2 

30–39 352 12.7 

40–49 311 11.2 

50–59 212 7.6 

60–69 94 3.4 

70–79 31 1.1 

≥80 11 0.4 

Total 2780 100.0 

 

Table 3. Distribution of households according to  
family size 

Family sizea Frequency % 

1 5 0.8 

2 82 12.8 

3 114 17.7 

4 149 23.2 

5 156 24.3 

6 89 13.8 

7 27 4.2 

8 15 2.3 

9–12 6 0.9 

Total 643 100.0 

a Mean ± standard deviation (SD) = 4.3 ± 1.6.  

 

Table 4. Distribution of household members according to education 

Educational level Frequency % Males Females 

No. (%) No. (%) 

Illiterate 835 30.4 387 (25.7) 448 (36.0) 

Read and write 585 21.3 342 (22.7) 243 (19.5) 

Primary to secondary  808 29.4 490 (32.6) 318 (25.5) 

University 69 2.5 50 (3.3) 19 (1.5) 

Under age 453 16.4 235 (15.6) 218 (17.5) 

Total 2750 100.0 1504 1246 
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Figure 1. Household members distribution according to educational level 

The mean monthly income was 931.1 LE. The median value was 900 LE, which is a 
sign of absolute poverty, i.e. less than US$ 1 per person per day (6 LE is 
approximately equal to US$ 1) (Table 5). A total of 15% of families earned less than 
500 LE per month, while more than 40% of families earned between 500 LE and 
1000 LE per month. Seventeen families had no fixed income per month. The average 
income per month (931.1 LE) was much lower than the average income of families in 
Egypt in 2008–2009, which was 1687.8 LE. (3) 

To assess the unemployment rate, we excluded school and university students as 
well as those under age. The main job for male adults was manual work (40.4%) 
(Table 6). The majority of adult females were housewives (40.1%) while 3.3% of adult 
household members were farmers. The unemployment rate was 7.9% (Table 6 and 
Figure 2), which is below the current national unemployment rate of 11.9%.  

Table 5. Distribution of households 
 according to monthly income 

Monthly income (LE) Number      % 

<500 96 15.0 

500–1000 274 42.7 

1000–1500 144 22.4 

1500–2000 78 12.1 

2000–2500 22 3.4 

≥2500  11 1.7 

Not fixed 17 2.7 

Total 642 100.0 

Mean ± standard deviation (SD) = 931.1 ± 531.1. 

Percentiles: 25th = 600, 50th = 900, 75th = 1200. 
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Table 6. Distribution of adult household members  
according to occupation 

Occupation Frequency % 

Technical with high education 18 1.1 

Administrative 56 3.3 

Manual 675 40.4 

Merchant 53 3.2 

Housewife 669 40.1 

Army or police forces 12 0.7 

Farmer 55 3.3 

Not working 132 7.9 

Total 1670 100.0 

 

92.1

7.9

working or housewives

Unemployment

 
 

Figure 2. Unemployment rate among adult household members 
 

 
The majority of families (88.6%) lived in a separate apartment, with 11.4% sharing an 
apartment (Table 7). 

Regarding physical environment and infrastructure of the district of Gezirat El-
Warak, only 84% of houses were connected to the public piped water supply (Table 
8). The safety of water is questionable, as only 17.4% of households with access to 
piped water mentioned that the water was safe for drinking. Also, all of the 
households with access to piped water mentioned that there was no continuous 
supply of water. This may be the main cause of the high prevalence of waterborne 
diseases in the target area. 

The majority of families (92.4%) had a separate private bath/shower and toilet but 
there was no municipal sewage disposal system in the whole area (Table 8). 
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Table 7. Distribution of households according to type of residence  
and number of rooms 

 Characteristic Frequency % 

Residence Separate apartment 570 88.6 

Shared apartment 73 11.4 

Number of rooms 1 28 4.3 

2 87 13.5 

3 362 56.3 

4 149 23.1 

5–8 17 2.8 

 

 
Table 8. Physical environment and infrastructure of houses in  
Gezirat El Warak 

Infrastructure Yes/no Frequency % 

Connected to public water supply? Yes 540 84.0 

No 103 16.0 

If connected:    

Is water safe? Yes 94 17.4 

No 446 82.6 

Is there a continuous supply Yes 0 0.0 

No 540 100.0 

Availability of lavatory (bath)?   

Private 594 92.4 

Shared 48 7.4 

None 1 0.2 

Connected to municipal sewage 
system? 

Yes 0 0.0 

No 643 100.0 
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Core indicators: health care outcome 

Weight and height were only measured for the questionnaire respondents (i.e. 
household heads). As shown in Table 9 and Figure 3, the prevalence of underweight 
was 3% among study households (3.7% in males compared with only 0.7% in 
females). Overweight was reported in 36.2% of households (36.7% in males and 
34.5% in females). Regarding obesity, 25% of the households were considered obese 
and there was a much higher percentage of obesity in females (38%) than in males 
(21.1%).  

Table 9. Prevalence of overweight and obesity in head of household according to sex  

Sex Weight status 

Underweight Normal Overweight Obese 

No. (%) No. (%) No. (%) No. (%) 

Male (n = 491) 18 (3.7) 189 (38.5) 180 (36.7) 104 (21.1) 

Female (n = 142) 1 (0.70) 38 (26.8) 49 (34.5) 54 (38.0) 

Total (n = 633) 19 (3.0) 227 (35.9) 229 (36.2) 158 (25.0) 

χ2 = 20.112, P <0.001.  
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Figure 3. Percent distribution of head of households according to weight status  
and gender 
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Table 10 shows the distribution of weight according to age group and sex. The 
prevalence of obesity was higher in females than males in each age group. In 
females, the highest percentage of obesity was observed in the age group ≥60 years 
(62.5%) followed by the age group 40–49 years (48.3%). For males, the highest 
percentage of obesity was observed in the age group 40–49 years (32.1%) followed by 
those in the age group 50–59 years (25%). 

The association between educational level and weight is shown in Table 11. There 
were no differences between low and high educational levels regarding the 
prevalence of overweight or obesity. When data were disaggregated by sex, females 
experienced a significant higher percentage of obesity than males only in the 
illiterate group. 

Table 10. Prevalence of overweight and obesity among household heads according to age 
groups and sex 

Education Number Weight status 

Underweight Normal Overweight Obese 

No. (%) No. (%) No. (%) No. (%) 

Illiterate Total = 265 

Male = 191 

Female = 74 

11 (4.2) 

11 (5.8) 

0 (0.0) 

105 (39.6) 

86 (45.0) 

19 (25.7) 

88 (33.2) 

66 (34.6) 

22 (29.7) 

61 (23.0) 

28 (14.7) 

33 (44.6) 

Read and write Total = 138 

Male = 109 

Female = 29 

2 (1.4) 

2 (1.8) 

0 (0.0) 

45 (32.6) 

38 (34.9) 

7 (24.1) 

53 (38.4) 

42 (38.5) 

11 (37.9) 

38 (27.5) 

27 (24.5) 

11 (37.9) 

Primary to 
secondary 

Total = 200 

Male = 163 

Female = 37 

6 (3.0) 

5 (3.1) 

1 (2.7) 

71 (35.5) 

60 (36.8) 

11 (29.7) 

74 (37.0) 

58 (35.6) 

16 (43.2) 

49 (24.5) 

40 (24.5) 

9 (24.3) 

University Total = 29 

Male = 28 

Female = 1 

0 (0.0) 

0 (0.0) 

0 (0.0) 

5 (17.2) 

5 (17.9) 

0 (0.0) 

14 (48.3) 

14 (50.0) 

0 (0.0) 

10 (34.5) 

9 (32.1) 

1 (100.0) 

Table 11. Prevalence of overweight and obesity according to education level and sex 

 

Age 
group 
(years) 

Males Females 

Weight status (%) Weight status (%) 

Total 
number 

Under- 
weight 

Normal Over- 
weight 

Obese Total 
number 

Under- 
weight 

Normal Over- 
weight 

Obese 

<30 99 6.1 53.5 33.3 8.1 54 1.8 37.1 35.2 25.9 

30–39 142 0.7 37.3 41.6 20.4 28 0.0 10.7 46.4 42.9 

40–49 109 5.5 28.5 33.9 32.1 29 0.0 31.0 20.7 48.3 

50–59 80 1.2 35.0 38.8 25.0 15 0.0 26.7 46.6 26.7 

≥60  61 6.6 39.3 34.4 19.7 16 0.0 12.5 25.0 62.5 
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Table 12 shows that there was no association between income and weight (P >0.05). 

As there was an unequal sample size for males and females and differences in their 
mean age, it was inappropriate to apply a test of significance for comparison 
between males and females. Accordingly, we display the results in a descriptive 
manner.  

Table 13 and Figure 4 show that the prevalence of pre-hypertension in males was 
62.4%, while the corresponding figure in females was 44.8%. The prevalence of 
hypertension with mildly elevated blood pressure (hypertension stage I) in females 
was 7.6% and the corresponding value in males was 5.2%. For moderately elevated 
blood pressure (hypertension stage II), the prevalence in males was 7.6% while the 
prevalence in females was 6.9%.  

Table 12. Prevalence of overweight and obesity according to monthly income (LE) 

Monthly income 
(LE) 

Number Weight status 

Underweight Normal Overweight Obese 

No. (%) No. (%) No. (%) No. (%) 

<500 94 4 (4.3) 37 (39.4) 23 (24.5) 30 (31.9) 

500–1000 271 7 (2.6) 105 (38.7) 106 (39.1) 53 (19.6) 

1000–1500 144 3 (2.1) 50 (34.7) 48 (33.3) 43 (29.9) 

1500–2000 76 4 (5.3) 20 (26.3) 35 (46.1) 17 (22.4) 

2000–2500  22 1 (4.5) 8 (36.4) 7 (31.8) 6 (27.3) 

≥2500  9 0 (0.0) 2 (22.2) 4 (44.4) 3 (33.3) 

Not fixed 17 0 (0.0) 5 (29.4) 6 (35.3) 6 (35.3) 

χ2 = 21.381, P = 0.261. 

 

Table 13. Prevalence of hypertension in heads of households according to sex 

 
Sex 

Blood pressure 

Normal Pre-
hypertension 

Hypertension 
stage I 

Hypertension 
stage II 

No. (%) No. (%) No. (%) No. (%) 

Males (n = 497) 123 (24.7) 310 (62.4) 26 (5.2) 38 (7.6) 

Females (n = 145) 59 (40.7) 65 (44.8) 11 (7.6) 10 (6.9) 

Total (n = 642) 182 (28.3) 375 (58.4) 37 (5.8) 48 (7.5) 
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Figure 4. Percent distribution of head of households according to their blood pressure 
measurements 

 
Table 14 shows the association between age group and blood pressure. The 
prevalence of hypertension stage I and II increased with age. The prevalence of 
hypertension stage I was 1.3% in those aged below 30 years while the prevalence of 
hypertension stage 2 was 1.9%. These figures increased gradually with age, peaking 
at 34.8% for those 70 years and older for hypertension stage I and at 18.2% for 
hypertension stage II in those 60-69 years old. The association between age and 
blood pressure status was statistically significant (P <0.001). 

There was no significant difference in the prevalence of hypertension in the different 
educational levels (P = 0.124) (Table 15). 

Table 14. Prevalence of hypertension according to age group 

Age 
group 
(years) 

Number Blood pressure 

Normal Pre-hypertension Hypertension 
stage I 

Hypertension 
stage II 

No. (%) No. (%) No. (%) No. (%) 

<30 155 64 (41.3) 86 (55.51) 2 (1.3) 3 (1.9) 

30–39 171 63 (36.8) 99 (57.9) 2 (1.2) 7 (4.1) 

40–49 140 29 (20.7) 87 (62.1) 9 (6.4) 15 (10.7) 

50–59 98 18 (18.4) 60 (61.2) 9 (9.2) 11 (11.2) 

60–69 55 7 (12.7) 31 (64.7) 7 (12.7) 10 (18.2) 

≥70 23 1 (4.3) 12 (52.2) 8 (34.8) 2 (8.7) 

χ2 = 103.371, P <0.001. 
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Table 15. Prevalence of hypertension according to educational level 

Education Number Blood pressure 

Normal Pre-hypertension Hypertension 
stage I 

Hypertension 
stage II 

No. (%) No. (%) No. (%) No. (%) 

Illiterate 271 75 (27.7) 149 (55.0) 25 (9.2) 22 (8.1) 

Read and write 139 41 (29.5) 83 (59.7) 7 (5.0) 8 (5.8) 

Primary to 
secondary 

202 59 (29.2) 124 (61.4) 4 (2.0) 15 (7.4) 

University 29 6 (20.7) 19 (65.5) 1 (3.4) 3 (10.3) 

χ2 = 13.950, P = 0.124. 

 
To avoid small sample size and overcome the expected cells that were less than 5 in 
Table 16, we combined all incomes with 1500 LE and more in one row. Also, we 
excluded from the analysis those with no fixed monthly salaries. As observed in 
Table 16, there was no significant difference in the prevalence of hypertension 
among different income categories (P = 0.166).  

From Table 17, it is clear that increase in weight was associated with an increase in 
the prevalence of hypertension. The prevalence of hypertension among obese 
persons (20.2%) was twice that in persons of normal weight (11.1%) or overweight 
persons (10.6%). 

 As in males, obese females experienced a significantly higher rate of hypertension 
(18.8%) than normal weight females (10.5%) or overweight females (12.3%) (Table 
18). 

Table 16. Prevalence of hypertension according to monthly income 

Monthly income 
(LE) 

Number Blood pressure 

Normal Pre-
hypertension 

Hypertension 
stage I 

Hypertension 
stage II 

No. (%) No. (%) No. (%) No. (%) 

<500 96 24 (25.0) 50 (52.1) 8 (8.3) 14 (14.6) 

500–999 274 82 (29.9) 162 (59.1) 16 (5.8) 14 (5.1) 

1000–1499 144 42 (29.2) 87 (60.4) 5 (3.5) 10 (6.9) 

≥1500  111 29 (23.1) 65 (60.3) 8 (7.7) 9 (9.0) 

χ2 = 12.945, P = 0.166 

 
 

 



Urban HEART project, Gezirat El Warak, Egypt 

28 

Table 17. Association between obesity and hypertension in males 

Weight status Blood pressure 

 Normal Pre-hypertension Hypertension 
stage I 

Hypertension 
stage II 

No. (%) No. (%) No. (%) No. (%) 

Underweight 4 (22.1) 12 (66.7) 1(5.6) 1 (5.6) 

Normal 55 (29.1) 113 (59.8) 11 (5.8) 10 (5.3) 

Overweight 53 (29.4) 108 (60.0) 6 (3.3) 13 (7.3) 

Obesity 11 (10.6) 72 (69.2) 7 (6.7) 14 (13.5) 

χ2 = 20.465, P = 0.015. 

 
Table 18. Association between obesity and hypertension in females 

Weight status Blood pressure 

 Normal Pre-hypertension Hypertension 
stage I 

Hypertension 
stage II 

No. (%) No. (%) No. (%) No. (%) 

Normal 23 (60.5) 11 (28.9) 1 (2.6) 3 (7.9) 

Overweight 17 (34.7) 26 (53.1) 4 (8.2) 2 (4.1) 

Obesity 19 (35.8) 24 (45.3) 5 (9.4) 5 (9.4) 

χ2 = 9.71, P = 0.046. 

 

Table 19 shows that there was no significant association between tobacco smoking 
and the prevalence of hypertension. However, the prevalence of hypertension grade 
II in shisha smokers was 14.5%, which was double the corresponding figure for 
cigarette smokers and non-smokers. 

Table 19. Association between tobacco and hypertension among males (head of families) 

Type of smoker Blood pressure 

 Normal Pre-hypertension Hypertension 
stage I 

Hypertension 
stage II 

No. (%) No. (%) No. (%) No. (%) 

Cigarette smokers 41 (25.2) 105 (64.4) 6 (3.7) 11 (6.7) 

Shisha smokers 14 (20.3) 40 (58.0) 5 (7.2) 10 (14.5) 

Non-smokers 46 (22.2) 131 (63.3) 14 (6.8) 16 (7.7) 

χ2 = 6.478, P = 0.372. 
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To obtain the history of hepatitis C viral infection among all household members, 
respondents were asked if any member had ever been diagnosed with hepatitis C. 
Only 1.1% of all household members were positive for hepatitis (Table 20). There 
was no difference between males and females regarding history of hepatitis.  

Table 21 shows that no one aged less than 20 years had a positive history for 
hepatitis C viral infection. The prevalence of hepatitis C increased significantly with 
increase in age. The highest prevalence (5.7%) was found in the age group 50–59 
years. 

No one in the underage or university groups was diagnosed, by history, with 
hepatitis C virus while the highest infection was found in the illiterate (1.9%). 
Statistical analysis revealed no significant association between educational level and 
hepatitis C infection (Table 22). 

Table 20. Prevalence of hepatitis C viral infection (as obtained from  
history) according to sex 

Sex Hepatitis C virus 

No Yes 

No. (%) No. (%) 

Males (n = 1521) 1503 (98.8) 18 (1.2) 

Females (n = 1268) 1255 (99.0) 13 (1.0) 

Total (n = 2789) 2758 (98.9) 31 (1.1) 

χ2 = 0.157, P = 0.692. 

 

Table 21. Prevalence of hepatitis C virus according to age group 

Age group 
(years) 

Number History of hepatitis C virus 

No Yes 

No. (%) No. (%) 

<10 642 642 (100.0) 0 (0.0) 

10–19 593 593 (100.0) 0 (0.0) 

20–29 543 532 (99.6) 2 (0.4) 

30–39 352 347 (98.6) 5 (1.4) 

40–49 311 303 (97.4) 8 (2.6) 

50–59 212 200 (94.3) 12 (5.7) 

60–69 94 91 (96.8) 3 (3.2) 

≥70 42 41 (97.6) 1 (2.4) 

χ2 = 67.642, P < 0.001  
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Table 22. Prevalence of hepatitis C virus by educational level 

Education Number Hepatitis C virus 

No Yes 

No. (%) No. (%) 

Illiterate 835 819 (98.1) 16 (1.9) 

Read and write 585 579 (99.0) 6 (1.0) 

Primary to 
secondary 

808 799 (98.9) 9 (1.1) 

University 69 69 (100.0) 0 (0.0) 

Underage 453 453 (100.0) 0 (0.0) 

χ2 = 10.669, P = 0.31. 

 

As shown in Table 23, there was no significant difference in the history of hepatitis C 
infection among different monthly income groups.  

The respondents were asked about the history of diseases that had been diagnosed 
in the household members. The answers revealed that 3.5%, 1.4% and 3.3% of all 
individuals had been diagnosed with hypertension, heart disease and diabetes 
mellitus, respectively. Less than 1% of individuals had been diagnosed with cancer 
or renal failure. Less than 1% of individuals had been exposed to road traffic 
accidents or animal bites (Table 24).  

The prevalence of tobacco smoking (cigarette and shisha) in husbands was 55.9%, 
with 37.7% for cigarette smoking, 14.2% for shisha smoking and 4% for both 
cigarette and shisha smoking (Table 25). There was only one wife who reported 
smoking cigarettes (0.2%).  

Table 23. Prevalence of hepatitis C virus by monthly 
 income level 

Monthly 
income 
(LE) 

Number Hepatitis C virus 

No Yes 

No. (%) No. (%) 

<500 357 352 (98.6) 5 (1.4) 

500–999 1161 1147 (98.8) 14 (1.2) 

1000–1499 692 687 (99.3) 5 (0.7) 

1500–1999 344 240 (98.8) 4 (1.2) 

2000–2499  110 108 (98.2) 2 (1.8) 

≥2500  60 59 (98.3) 1 (1.7) 

Not fixed 65 65 (100.0) 0 (0.0) 

χ2 = 2.725, P = 0.843. 
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Table 24. Prevalence of common diseases 

Disease Total Positive (%) 

Hypertension 2789 98 (3.5) 

Heart disease 2789 40 (1.4) 

Diabetes mellitus 2789 93 (3.3) 

Cancer 2789 3 (0.1) 

Renal failure 2789 11 (0.4) 

Road traffic accidents 2789 19 (0.7) 

Animal bites 2780 6 (0.2) 

 
Table 25. Prevalence of smoking in husbands and wives 

Spouse Type of smoking Frequency % 

Husbands Cigarette 237 37.7 

Shisha 89 14.2 

Both 25 4.0 

None 277 44.1 

Wives Cigarette 1 0.2 

None 619 99.8 

 

Feeding practice of infants was explored in this survey. The results showed that 
68.3% of infants under 6 months were exclusively breastfed, 21.7% were mixed fed 
(breastfed and formula feeding) and 10% were not breastfed. Table 26 presents 
information about the person who assisted at delivery for the last pregnancy (last 
birth) for all women who had given births. Presence of skilled birth attendance 
personnel was reported by 72.2%. 

Table 27 and Figure 5 show that 44.3% of women household members who had ever 
been pregnant had their first conception in the age group 16–19 years while 40.1 % 
experienced their first conception at 20–25 years. Only 1.9% of females had their first 
conception over 30 years old. Conception at an early age, which is facilitated by 
marriage at an early age, can be a cause of malnutrition among pregnant mothers 
and newborn children, obstructed labour and low birth weight.  

When household heads were asked about their usual source of medical treatment, 
around 28% of respondents used the local primary health care centre in the area 
while 31.5% used private doctors (Table 28). In addition, 40.5% said that they used 
either primary health care centres or private clinics. For chronic illnesses, the 
majority of respondents (67.6%) reported using private pharmacists, owing to lack of 
sufficient essential medicines at public health facilities. Only 20.8% mentioned health 
insurance facilities. Health insurance facilities provide medical examinations, 
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laboratory tests and drugs for a low price only for those under the public insurance 
system.  

When household heads were asked about the average monthly cost of treatment for 
chronic diseases, where there was one or more persons suffering from chronic 
diseases in the family, the answer was 162.7 LE (i.e. nearly one quarter of the family 
income per month). For acute diseases, the sum was 89.5 LE (Table 29).  

In the last constitutional referendum, 62.2% of husbands participated in voting 
compared with 43.1% of wives (Table 30).  

Table 31 lists the main reasons for non-participation. According to the husbands, the 
main reasons were that they were busy and had no time (39.7%), had no trust or no 
benefit (18.6%) and lacked knowledge (16.5%). The main reasons of non-
participation according to the wives were that they were busy and had no time 
(40.4%), had no identification, i.e. no National ID Number (25.1%), or had no trust or 
no benefit (14.1%). It is important to highlight that one quarter of the women in the 
study area who did not participate in voting did not have any form of identification, 
which created discrimination in their access to social services.  
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Figure 5. Percentage distribution according to age at first conception 

 
Table 26. Frequency of type of infant feeding and skilled birth  
attendance 

 Characteristic Frequency % 

Type of feeding (infants under 
6 months) 

Breastfeeding 41 68.3 

Not breastfeeding  6 10.0 

Mixed 13 21.7 

Skilled birth attendance Yes 425 72.2 

No 164 27.8 
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Table 27. Age at first conception 

Age group (years)  Frequency % 

≤15 53 9.1 

16–19 258 44.3 

20–25 234 40.1 

26–30 27 4.6 

31–36 11 1.9 

Total 583 100.0 

Mean ± standard deviation (SD) = 19.7 ± 3.7. 

 

Table 28. Sources of medical care 

Type of care Source Frequency % 

Medical treatment  Primary health care centre 173 27.9 

Private clinic 195 31.5 

Either primary health care centre 
or private clinic 

251 40.5 

Others 2 0.2 

Medical treatment for chronic 
diseases 

Governmental facility 20 11.6 

Health insurance facility 36 20.8 

Private pharmacy 117 67.6 

 

Table 29. Cost of medication 

Statistic Monthly cost of chronic 
diseases 

Monthly cost of 
acute diseases 

Number of respondents 115.0 527.0 

Mean 162.7 116.0 

± Standard deviation 213.6 89.5 

25th Percentile  50.0 40.0 

50th Percentile 100.0 60.0 

75th Percentile 200.0 100.0 

 

Table 30. Percentage of husbands and wives who 
 participation in the last constitutional referendum  
(March 2011) 

Spouse Total Participated (%) 

Husbands 627 390 (62.2) 

Wives 622 268 (43.1) 
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Table 31. Reasons given for non-participation in last  
constitutional referenduma  

 

a NB Persons could give more than one reason. 

  

Reason Husbands 
(n = 237) 

Wives 
(n = 354) 

 Yes (%) Yes (%) 

Travel 34 (14.3) 5 (1.4) 

No trust/no benefit 44 (18.6) 50 (14.1) 

Lack of knowledge 39 (16.5) 46 (13.0) 

Busy and no time 94 (39.7) 143 (40.4) 

Not interested 9 (3.8) 23 (6.5) 

No identification 11 (4.6)  89 (25.1) 

Old age 3 (1.3) 5 (1.4) 

Army and/or police 
job 

7 (2.9) 0 (0.0) 
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Comparison between Urban HEART 
indicators in Gezirat El Warak and the 
Egypt demographic and health survey 
2008  

To assess health equity in Gezirat El Warak, two sets of indicators were used (health 
outcome and health determinant) and then compared with the national indicators. 
The Egyptian demographic and health survey 2008 (4) was used as the national 
indicators. The health outcome indicators are indicative of the major outcomes or 
impacts of multiple factors and drivers in the performance of the health system and 
other sectors associated with the determinants of health. Health outcome indicators 
also provide an overall picture of health status. In this project, we used summary 
indicators (infant mortality and neonatal mortality rates) and disease-specific 
indicators such as hypertension, overweight, obesity and diabetes mellitus.  

Health determinant indicators were categorized into four policy domains:  

• physical environment and infrastructure (connection of houses to piped water, 
safety of water for drinking, continuous supply of drinking water and connection 
to municipal sewage system); 

• social and human development (illiteracy rate, immunization coverage, skilled 
birth attendance and prevalence of tobacco smoking);  

• economic (unemployment rate);  

• governance (percentage of voter participation in the last constitutional 
referendum).  

Two matrices were formulated: Matrix A for health outcome indicators and Matrix B 
for health determinant indicators. Red cells indicate low performance of Gezirat El 
Warak (at least 20% lower than the indicators in the Egyptian demographic and health 
survey 2008. Yellow cells indicate a slightly lower performance (less than 20%) 
compared with the 2008 demographic health survey. Green cells indicate the same or 
better performance than the 2008 survey. 

As seen in the Matrix A, summary indicators (infant mortality rate) are green, which 
indicates good performance. Similarly, the neonatal mortality rate is lower than the 
corresponding figure in the 2008 demographic health survey. Male hypertension, 



Urban HEART project, Gezirat El Warak, Egypt 

36 

female hypertension, male overweight and male obesity rates show a slightly lower 
performance and are yellow. Female overweight and female obesity rates are slightly 
lower than the corresponding rates in the 2008 survey and accordingly they are 
green. The history of diabetes mellitus is also yellow.  

Regarding the health determinant indicators, Matrix B shows that the cells for safety 
of drinking water, interruption of water supply, connection to the public drainage 
sewers, illiteracy rate, and male tobacco smoking are red. Houses with a piped water 
system are yellow. Good performance was observed for full vaccination of infants, 
unemployment rate and voter participation. Skilled birth attendance was slightly 
lower than the national figure. In addition, the percentage of houses with piped 
water was lower than the figure in the 2008 demographic health survey. 

Matrix A Core indicators: health care outcomes 

Health care outcome Core indicator Current survey 
(Gezirat El Warak) 

Egypt demographic and 
health survey 2008 (4) 

Summary indicator Infant mortality rate 12.0 25.0 

Neonatal mortality rate 6.0 16.0 

Male hypertension 
≥140/90 mmHg 

12.8 10.5 

Female hypertension 
≥140/90 mmHg 

14.5 12.8 

 Male overweight 36.7 34.3 

 Male obesity 21.1 18.2 

 Female overweight 34.5 38.4 

 Female obesity 38.0 39.6 

 History of diabetes 
mellitus 

3.3 3.1 
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Matrix B Core indicators: health determinants 

Policy domain Core indicator Current survey 
(Giziret El Warak) 

Egypt demographic 
and health survey 

2008 (4) 

Physical environment 
and infrastructure 

Connect to piped 
water 

84.0 98.0 

Water safety for 
drink 

17.4 No data 

% Water supply 
interrupted 

100.0 30.7 

Connect to 
drainage public 
sewers 

0.0 56.0 

Social and human 
development 

Illiteracy rate 36.4 25.2 

Fully immunized 
infants 

95.1 91.7 

Skilled birth 
attendance 

72.2 71.7 

Prevalence of 
male tobacco 
smoking 

55.9 43.9 

Economics Unemployment 7.9 11.9 a 

Governance Voter 
participation (last 
referendum) 

52.7 41.0 a 

 
a Data from sources than the Egypt demographic and health survey 2008 (i.e. from government reports 
 in 2011). 
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Next step 

The next step is to arrange a meeting with the stakeholders who attended the 
workshop before the project started to share the results of the questionnaire and the 
two matrices and inform them about the local performance on health. This meeting 
is important in the cycle of Urban HEART in order to identify suitable interventions 
for the highly prioritized problems. In this regard, all indicators marked yellow and 
red need urgent intervention to narrow the gaps.  

Success can be achieved if communities are well organized and mobilized to drive 
forward interventions, complemented by the active involvement of all development 
sectors, nongovernmental organizations and potential partners. A plan of action that 
identifies key interventions, responsibilities, time frames and expected outcomes 
should be developed and approved by stakeholders.  
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Annex 1. English questionnaire 

The Ministry of Health and Population, Giza General Directorate for Health Affairs 
in collaboration with the WHO Regional Office for the Eastern Mediterranean, Cairo.  

Project: Urban Health Equity Assessment and Response Tool 
(Urban HEART)  

Site: Gezirat El Warak Island governorate: Giza, Egypt 

Questionnaire serial number: 

Name of field assistant: 

Area number: 

Name of street: 

House number: 

Flat number: 

Name of field interviewer: 

Name of field supervisor: 

Date of interview:    /      /2011 

 

Consent note 

Good morning / I ....................................... from the Ministry of Health and Population, 
would like to inform you that the Ministry, in collaboration with the World Health 
Organization, is doing a field study to identify the living conditions and health 
status of people in the region. This study will evaluate and identify the needs of 
residents of the area for the health, social, environmental services, and other services 
related to the health of the population. We hope that your participation in this study 
and the answers to this questionnaire will identify key factors that have a negative 
impact on the health of the community and result in joint actions for improving 
living standards of the target community. Your participation in this study by 
answering a few questions about the health of your family members is voluntary 
and you have the full right to participate or not participate if you wish. Also, you are 
free not to answer any questions I direct to you and to inquire about the possible 
significance of any question before answering it. For our part, we assure you that all 
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the information will be treated confidentially and we will not reveal your name or 
any other names in any report issued by this study. Do you agree to participate? 

1) Yes (thank him and started working on the interview).   

2) No (thank him and finish).  

Demographic, socioeconomic and environmental information 

Name of head of family:  

Name of interviewee: 

Land phone number: 

Mobile:  

Please supply me with the following information: 

Serial Name Age 
(years) 

Gender Relation 
to head 

Current 
job 

education 

M F 

1        

2        

3        

4        

5        

6        

7        

8        

9        

10        

11        

12        

13        

14        
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Q15: Total family members: 

Q16: Type of housing: 

 1– Separate flat 

 2 – Shared flat 

 3– Other (mention type): 

Q17: Number of rooms: 

Q18: Is your house connecting to municipal water? 

 1– Yes 

 2 – No (go to Q19) 

If “Yes”, is water available all hours of the day?  

1 – Yes 

2 – No 

Is the water safe to drink?  

1 – Yes 

2 – No 

In the case of unsafe water, where do you get your drinking water? 

1 – Buy mineral water 

2 – From a nearby area 

3 – Other (give details): 

Q19: Where do you get your drinking water? 

1 – Underground water 

2 – From a nearby area  

3 – Other (give details): 
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Q20: Is there an available bathroom/shower? 

 1–Yes, inside and private 

2 –Yes, inside but shared 

 3 –Yes, outside the house 

4 – No  

Q22: Is your house connecting to the municipal sewage system? 

 1 –Yes 

2 – No 

Q23: Is any member of your family currently suffering from any of the following 
diseases? 

Member 
line no. 

Name Hypertension Heart Diabetes Cancer Renal 
failure 

Hepatitis C 

Yes No Yes No Yes No Yes No Yes No Yes No 
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Q23: Has any member of your family been exposed to the following injuries 
within the past year? 

Member 
line no. 

Name Road traffic 
accident 

Drowning Animal bite Scorpion bite 

Yes No Yes No Yes No Yes No 

          

          

          

          

          

 

Q24: Does husband smoke cigarette/shisha? 

 1 – Yes cigarette only 

2 –Yes shisha only 

3 –Yes both 

4 – No 

Q25: Does wife smoke cigarette/shisha? 

1 –Yes cigarette only 

2 –Yes shisha only 

3 – Yes both 

4 – No 
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For the interviewer: 

If there is a child under 1 year, ask Q26 otherwise ask Q27. 

Q26: Type of feeding of your child?  

 1 – Breastfeeding  

2 – Artificial feeding 

3 – Mixed 

Q27: Regarding last delivery (labour): 

1 – Done under medical supervision/assistant? 

2 – Done by traditional Daaih (traditional non-medical birth attendant)? 

3 – Others (please specify): 

4 – Not applicable (e.g. no children)? 

Q28: Age of women at first pregnancy:  

Q29: When you suffer from illness, where do you usually go for 
treatment/consultation? 

1 – Primary health care centre in most cases 

2 – Private clinics in most cases 

3 – Sometimes primary health care centre and sometimes private clinics 

4 – Traditional local healer 

5 – Others (give examples): 

Q30: If any member of the family is suffering from a chronic disease, where do 
you get the medicine? 

 1–  Primary health care centre  

2 –  Insurance governmental hospital  

3 –  Out-of-pocket  
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4 – Not applicable 

In the case of out-of-pocket:  

Q31: What is the cost of the drugs/investigations? …. LE 

Q31-1: In the case of acute diseases, where do you get the medicine? 

1 – Primary health care centre  

2 – Insurance governmental hospital  

3 – Out-of-pocket  

 4 –Not applicable 

In the case of out-of-pocket:  

Q31-2: What is the cost of the medicine/investigations?  ….. LE 

Q32: Total family income/month?  …… LE 

Q33: Did the husband take part in the last constitution referendum? 

 1 –Yes 

2 – No 

Q33-1 In the case of no, why not?  

Q34: Did the wife take part in the last constitution referendum? 

 1 – Yes 

2 – No 

Q34-1 In the case of no, why not?  

Q35: Weight (kg)  …… 

Q36: Height (cm)   …… 

Q37: Blood pressure (sitting)      Reading 1            …… /……     

     Reading 2   …… /……   (after 5 minutes) 
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