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MILLENNIUM DEVELOPMENT GOAL INDICATORS

Goal Indicator Male Female Total
1. Eradicate extreme 4.  Prevalence of underweight children under 5 years of age* 38.1 39.4 38.8
poverty and hunger
2. Achieve universal 6. Net enrolment ratio in primary education? 56.6 55.7 56.2
primary education .
8. Literacy rate of 15-24 year-olds® 89.4 81.5 85.2
3. Promote gender 9. Ratio of girls to boys in primary, middle, and secondary education na* na 89.2
equality and ) . L .
empower women 9A. Ratio of girls to boys in primary education na na 96.4
9B. Ratio of girls to boys in middle education na na 88.1
9C. Ratio of girls to boys in secondary education na na 78.0
10. Ratio of literate women to men, 15-24 year olds na na 91.2
11. Share of women in wage employment in the non-agricultural sector® na na 24.0
4. Reduce Child 13. Under-five mortality rate 75 61 63
Mortality 14. Infant mortality rate 50 37 42
15. Percentage of 1 year-old children immunized against measles 91.6 91.3 91.4
5. Improve maternal 16. Maternal Mortality Ratio (per 100,000 live births) na na 486
health h )
ealt 17. Percentage of births attended by skilled health personnel® 34.4 33.8 34.1
6. Combat HIV/AIDS, 19. Percentage of current users of contraception who are using condoms (any
malaria, and other contraceptive method, currently married women and men age 15-49) 29.2 10.3 18.4
diseases 19A. Condom use at last high-risk sex’ 91.9 na® na
19B. Percentage of population aged 15-24 years with comprehensive correct
knowledge of HIV/AIDS® 33.8 24.7 27.9
19C. Contraceptive prevalence rate (Currently married women and men age 15-49) 16.3 8.4 10.6
20. Ratio of school attendances of orphans to school attendance of non-orphans aged
10-14 years 89.5 104.1 95.3
22A. Percentage of children under five sleeping under Insecticide Treated Net (ITN)X 28.4 27.4 27.9
22A. Percentage of children under five in malaria regions (Anseba, Gash-Barka,
Southern and Northern Red Sea) 34.4 33.8 34.1
22B. Percentage of children under five with fever who are appropriately treated™ 12 1.8 1.2 1.5
Urban Rural Total
7. Ensure 29. Percentage of population using solid fuels®® 40.4 95.5 76.3
environmental 30. Percentage of population with sustainabl toani d wat u 729 49.9 57.9
sustainability . Percentage of population with sustainable access to an improved water source . . .
31. Percentage of population with access to improved sanitation® 25.8 35 11.3

! Proportion of children age 0-59 months who are below -2 standard deviation (SD) from the median of the WHO Growth Standards in weight-for-age
2 EPHS data are based on reported attendance, not enrolment

3 Refers to respondents who attended middle school or higher or who can read a whole or part of a sentence

4 na=not applicable

5 Wage employment includes respondents who received wages in cash or in cash and in kind

8 Among births in the five years preceding the survey

" High-risk refers to sexual intercourse with a partner who neither was a spouse nor who lived with the respondent; time frame is 12 months
preceding the survey

8 There are very few females who have experienced high risk sex during the 12 months before the survey and the percentage calculated will be
misleading.

¢ Aperson is considered to have a comprehensive knowledge about AIDS when they say that use of condoms for every sexual intercourse and having
just one uninfected and faithful partner can reduce the chance of getting the AIDS virus, that a healthy-looking person can have the AIDS virus, and
when they reject the two most common local misconceptions. The most common misconceptions in Eritrea are that AIDS can be transmitted through
mosquito bites and that a person can become infected with the AIDS virus by eating from the same plate as someone who is infected.

10 The survey was conducted during non-malaria season from first of January to first week of July, 2010

1 The survey was conducted during non-malaria season from first of January to first week of July, 2010

12 Malarial treatment is measured here as the percentage of children 0-59 months of age who were ill with fever in the two weeks before the interview
who received anti-malarial medication

13 Solid fuels include: Coal/Lignite, Charcoal, Wood/ Straw/ Shrubs/ Grass, Animal dung

1 Improves source of drinking water include: Piped water into residence/ yard/ plot, Public/ Private tap, Protected dug well (inside residence/ yard/
plot or public), Bottled water, and Rain water

15 Improved sanitation include: Flush/ pour flush to piped sewer system, Flush/ pour flush to septic tank, Flush/ pour flush to a pit latrine, Ventilated
improved pit (VIP)







PREFACE

The 2010 Eritrea Population and Health Survey (EPHS2010) was designed as a follow-up to the 1995 and
2002 DHS surveys. The major objective of this survey, similar to the previous surveys, was to collect and
analyze data on fertility, mortality, family planning, and health. Compared with the 1995 and 2002 EDHS, the
present survey is expanded in scope and includes dried blood samples (DBS) collection for HIV testing and
information on maternal morbidity and mortality. Thus, the EPHS2010 will not only update the information
from the EDHS1995 and EDHS2002, but also will provide findings on some new topics of interest.

The findings of the EPHS2010 presented in this report provide up-to-date and reliable information
on a number of key topics of interest to planners, policymakers, program managers, and researchers that
will guide the planning, implementation, monitoring, and evaluation of population and health programs in
Eritrea. In addition to the estimates at the national level, estimates for key indicators relating to fertility,
mortality, and health are provided for all six zobas and for urban and rural areas.

The EPHS2010 results present evidence of a decline in early childhood mortality as well as a
substantial increase in the level of child immunization coverage since the EDHS1995 survey. Prevalence of
HIV is low, below one percent, and knowledge of HIV/AIDS remains high in Eritrea. The survey findings
also indicate a substantial decline in maternal death compared to the EDHS1995. There is, however, still a
wide gap between knowledge and use of family planning.

The National Statistics Office (NSO) acknowledges the efforts of a number of organizations and
individuals who contributed immensely to the successful completion of the EPHS2010 and the finalization
of this report. NSO is particularly thankful to the Norwegian Government, UNFPA, UNICEF, UNDP, WHO,
and UNAID for funding the survey and Fafo AIS of Norway for providing technical assistance throughout.
The office would like to express its gratitude to the Ministry of Health (MOH) for close cooperation in
the whole operation and for their significant technical and logistical inputs through the National Health
Laboratory Department for the DBS management and processing.

Special thanks go to KEMRI of Kenya for their contribution in training and setting up of the whole
procedure for the DBS component. For continuity and comparison in time the EPHS2010 used the wealth
of sound methodologies and procedures used in the previous surveys and hence the office is grateful for
the ORC Macro International contribution. We also express our gratitude to the endeavors of government
officials at all levels of administration that supported the survey. High appreciation and commendation goes
to all the EPHS2010 field personnel for the commitment they showed to delivering high-quality results in
difficult working conditions. We acknowledge with gratitude the NSO staff who made the survey successful
through commitment and a spirit of team work.

Last but not least, special gratitude goes to all of the respondents who generously gave their valuable
time to provide information that forms the basis of this report.

Ainom Berhane

Acting Head

National Statistics Office
September 2013
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INTRODUCTION 1

The main objective of the survey, similar to the previous two surveys (EDHS1995, EDHS2002),

has been to collect and provide up-to-date demographic and health datafor policy makers, planners,
researchers, and program managers to use in the planning, implementation, monitoring, and evaluation of
population and health programsin the country. Compared to the previous two surveys, the present survey is
expanded in scope. It includesan HIV module, questionson maternal morbidity and mortality, materialson
mal aria, dataon unsafe sex aswell as questions on gender issues. Compared to the EDHS2002, this survey
also added a questionnaire for men to collect demographic and health data.

T he 2010 Eritrea Popul ation and Health Survey (EPHS2010) isthethirdin aseriesthat started in 1995.

The National Statistics Office (NSO), in collaboration with the Ministry of Health (MoH), conducted
the survey. Financial assistance was provided by the Norwegian Government, UNFPA, UNICEF, UNDP,
UNAIDS, and WHO. Fafo Institute for Applied International Studies (Fafo AIS) and KEMRI (Kenya
Medical Research Institute) provided technical assistance to the survey.

1.1  GEOGRAPHY, HisTORY, AND THE ECcONOMY
1.1.1 Geography

Eritreais situated in the Horn of Africaand lies north of the equator between latitudes 1222' N and 18°02’
N, and longitudes 3626'21" E and 43°13' E. It has an area of 122,000 square kilometers. To the east, the
country is bordered by the Red Sea, extending 1,212 kilometers from Ras Kasar in the north to Dar Elwa
in the southeast. Djibouti borders Eritreain the southeast, Ethiopiain the south, and the Sudan in the north
and west. Administratively, the country is divided into six zobas (regions): Anseba, Debub, Debubawi Keih
Babhri, Gash-Barka, Maekel, and Semenawi Keih Bahri (see map).

Eritreaisaland of contrasts with land rising from below sealevel to 3,000 meters above sea level.
There are three major physiographic zones: the Western Lowlands, the Central and Northern Highlands,
and the Eastern Lowlands (also referred to as the Coastal Plains). Temperature varies with atitude: the
mean annual temperature ranges from 16°-18°C in the Highlands to 28°C in the Lowlands to more than 30°C
in the Coastal Plains (Ministry of Land, Water and Environment, 1997). Most of the Western Lowlands
and Coastal Plains are associated with hot and dry climatic conditions, while the Highlands are relatively
cool. The presence of flat land, relatively fertile soil, and a milder climate makes the Central Highlands a
center of rain-fed agricultural activity. Severa of the major urban centers of Eritrea, including the capital
city, Asmara, are located in the Central Highlands zone. In times of good rains, the Western Lowlands have
potential for cultivation and agro-pastoralism. The Coastal Plains are the location of the two major port
towns of Eritrea, Massawa, and Assab. In general, the Central Highlands are the most densely populated
part of the country, while the Lowlands are sparsely populated.

Rainfall in Eritrea ranges from less than 200 mm per annum in the Eastern Lowlands to about 1,000
mm per annum in a small pocket of the Escarpment; the annual rainfall in the Highlands ranges from 450
mm to 600 mm. The southern part of the Western Lowlands receives 600-800 mm per annum, but rainfall
decreases substantially as one moves northward. The extremely low rainfall in the Eastern Lowlands and



isahostile environment for agriculture, grazing, and industry. There are two major periods of precipitation
in Eritrea. One, from June to September, covers both the Western L owlands and the Highlands. The second
comes between October and March and covers the Eastern Lowlands.

1.1.2 History

Because of Eritrea’s strategic position on the Red Sea, it has fallen victim to many invaders and colonizers.
The Ottoman Turks controlled the northern and coastal areas from the middle of the sixteenth century to
the second half of the nineteenth century, when Egypt evicted them from their last stronghold, Massawa,
in 1872. With the opening of the Suez Canal in 1869, the European colonizers became interested in the
Red Sea and Horn of Africa. Italy, after establishing a foothold at Assab through a maritime company,
Compagnia Marittima Rubattino, extended its control, and declared Eritrea its first African colony in 1890.
In 1941, Italy was defeated by the Allied forces, and Britain took over the administration of Eritrea. In 1952,
after 10 years of British colonial rule, Eritreawas federated with Ethiopia by the United Nations against the
will of the Eritrean people. A decade later, Ethiopiaabrogated the federal arrangement of the United Nations
and annexed Eritrea as one of its provinces. This led to the Eritrean struggle for self-determination, which
resulted in aprotracted liberation war lasting from 1961 to 1991. Two years after the end of thewar, aUnited
Nations supervised referendum was held to determine Eritrea’s political status; 99.8 percent of the voters
chose independence in that referendum. Independence was formally declared in May 1993. Thereafter,
Eritrea became a member of the United Nations and many other international and regional organizations.

1.1.3 Economy

Thewar for liberation destroyed most of Eritrea sinfrastructureand devastated itseconomy and environment.
This compelled Eritreato entirely reconstruct its social, economic, and physical infrastructure. In an effort
to place the economy on a path of sustainable development, the government targeted the period 1998-2000
to complete the transitional phase of rehabilitation and reconstruction. But in May 1998, under the pretext
of a border dispute, Ethiopia declared war against Eritrea and occupied some parts of Gash-Barka and
Debub. Theimpact of the war on the economy of Eritreawas seen in destruction of much civil infrastructure
which had been painfully built in the seven years of peace.

Government development efforts not only concentrated on rebuilding and rehabilitating war
damaged and destroyed economic and social infrastructures, but also on formulating numerous national
economic and social development strategies and policies. Among these was the Macro Policy of 1994,
which mapped out short, medium, and long-term reconstruction and development programs.

Agriculture and pastoralism are the main sources of livelihood for about 80 percent of Eritrea’s
population. The agricultural sector depends mainly on rain, with less than 10 percent of the arable land
currently irrigated. Consequently, productivity is low. The agricultural sector, including livestock and
fisheries, accounts for only one-fifth of the gross domestic product (GDP).

Eritrea has abundant natural resources including arable land (26 percent of the total area) of which
only about four percent is under cultivation (World Food Programme, 2002). Although surface water is
inadequate in Eritrea, there are adequate supplies of ground water, particularly in the Western L owlands and
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in some parts of the Coastal Plains that can be used for both household and industrial purposes. Eritreaalso
has varied and extensive mineral resources including copper, gold, iron, nickel, silica, sulfur, and potash.
Good quality marble and granite also exist in large quantities (Ministry of Land, Water and Environment,
1997). The Red Sea offers opportunities for the fishing industry, for expanding the salt extraction industry,
tourism, and possibly extraction of oil and gas.

1.1.4 Population

No population census has ever been carried out in Eritrea. However, based on a population count by the
Ministry of Local Government and NSO estimates, the total resident population of Eritrea was about 3.2
million as of 2010 (MND, 2010). The population is essentially rural with about 65 percent of the people
living in the countryside. The urban population is characterized by rapid growth, partly as the result of
returning refugees from the neighboring and other countries, and partly due to high rural-urban migration.
The population of Eritreais not uniformly distributed throughout the country. About 50-60 percent of the
population lives in the Highlands. The age distribution is that of a high fertility regime in which a larger
proportion of the population isto be found in the younger age groups than in the older age groups. It isalso
marked by migration and war in that there are too few adult males and to a somewhat |esser extent too few
adult females. Eritrea is a multi-ethnic society with nine different ethnic groups speaking nine different
languages and professing two major religions, namely, Christianity and Islam.

Great efforts have been made by the National Statistics Office (NSO) to collect demographic,
health, and socioeconomic information through surveys. The NSO in collaboration with Macro International
conducted the 1995 and 2002 Eritrea Demographic and Health Surveys. These surveys provide detailed
information on fertility, infant and child mortality, health, and nutritional status of women and children,
breastfeeding, and contraceptive use, among other topics.

1.2 NATIONAL HEALTH PoLicy AND STRATEGIC ORIENTATION

The Government of Eritrea accords health a prominent place in its priorities and it is committed to the
attainment of its health goals. In particular, the Government fully appreciates and continuously emphasizes
the decisive role of the people in development and self-reliance. The Government is therefore determined
to create the requisite social and political conditions conducive to their realization.

The principal health sector policy goa is to create a healthy nation and safe environment. Good
health will enhance the long term economic growth and development of Eritrea. Higher standards of living
as aresult of economic growth will also enhance the physical, mental and social well-being of the people
of Eritrea.

In order to achieve the general goa of health for all Eritreans, the EPLF prior to independence
and the Government of Eritrea since independence has adopted Primary Health Care (PHC), as the
principal strategy towards the attainment of the goal. Among the key strategies of the health policy are
equity, comprehensiveness of services, community involvement, an intersectorial approach and political
commitment. The Ministry of Health guided by the National Macro Policy Frame Work implements the
established goals through the development of sector policy and sector devel opment strategic plans.
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1.3 DeveLoPMENT oF HEALTH CARE FACILITIES

Historically, the health care service delivery system in Eritrea can be divided into pre-independence and
post-independence eras. Although modern medicine was introduced to Eritrea much earlier than most
other African countries, at independence in 1991, one of the major concerns in Eritrea was the poor health
infrastructure, attributable to war-related devastation of essential infrastructures and services. Hence,
post-independence reconstruction was characterized by the construction, rehabilitation, equipping, and
staffing of health facilities, along with development and implementation of program specific policies and
guidelines.

Western medicine, also called “modern medicing”’, was introduced to Eritrea during the Italian
occupation (1882-1941). The Italian government opened modern hospitals under the organization and
management of Italian doctors. A main hospital and a psychiatric hospital in Asmara and small hospitals
in Dekamhare, Keren, and Massawa were established. Health stations also existed in various areas, which
were run by Catholic nuns and Italian doctors. During this period, some Eritrean women became “nurses’
under the apprenticeship of Catholic nuns.

In 1941, after the British defeated the Italian forces, Eritrea was brought under a British Military
Administration. However, thisdidn’t improve the health and other social servicesfor Eritreans. The British
allowed the Italian administration in Eritrea to continue, enabling the Italians who remained in office to
strengthen their land and property holdings. As part of these, many of the Italian health professionals
opened private hospitals and clinics again mainly for the service of Italian settlers.

During the federation period and following the annexation of Eritrea by Ethiopia, the regime
expanded the main hospital in Asmara in 1957 and constructed five hospitals. During the war for
independence the Ethiopian Government increasingly neglected health service related activities for the
public, and much-needed public health spending was diverted towards their army. Most facilities were
destroyed, medical supplies, and other services were disrupted; trained health personnel fled the country or
abandoned their jobs.

In contrast to the Ethiopian regime, the Eritrean People’s Liberation Front (EPLF) took all
the necessary measures to provide health services throughout the liberated areas. It operated fully
equipped hospitals and health centers, most of them placed underground because of the constant threat
of bombing.

Since liberation in 1991, the number of government hospitals increased from 16 to 28; the number of
health centers (including maternal and child health care centers) increased from 4 to 63; and the number
of health stations (including clinics) increased from 106 to 249 (MoH, 2012). Overall, the total number of
health facilities increased from 126 in 1991 to 340 in 2010, an increase of 170 percent. Twelve of the
hospitals and two of the health centers also provide services to the population in evening sessions after
regular working hours, over all the country except in Debubawi Keih Bahri. There are also 30 pharmacies,
34 drug shops, and 226 rural drug vendors spread through the country. As the result of concerted efforts to
expand health services by building health facilities and equipping them with the necessary equipment and
skilled health personnel, access to health care within 10 km increased from about 40 percent at the time of
liberation to about 75 percent at the moment. About 60 percent of the population lives within five km of a
health facility.
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Figure 1-1 Number of health facilities in 1991 as compared to 2010
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1.4 DeveLoPMENT oF HUMAN RESOURCES FOR HEALTH

Since liberation in 1991, a variety of health training institutions were established. Among them are three
zonal associate nursing schools, a college of nursing and health technology, a collage of health sciences,
Orotta School of Medicine and Dental Medicine, post graduate programs, etc. The different health schools
have trained and/or upgraded a total of 5,404 health professionals. In 2009 the schools graduated 1,353
health professionals in 16 categories of the health professions. The schools capacities thus increased by
more than five-fold since their 250 graduates in 1992 to the 1,350 students in 2009.

The College of Nursing and Health Technology was established in 1998 consisting of three schools.
It was then expanded to include the Asmara School of Nursing, Asmara Post Basic Nursing School, Asmara
School of Health Technology and Zoba Associate Nursing School in Barentu, Ghindae, and Mendefera.
Through these schools, the college has been offering a variety of programs to meet the educational goal's of
its students and the health care services needs of the country.

In addition to the basic pre-service training, continuing education programs through external
fellowships, internal scholarships, and distance education, in-service and on the job training has also been
provided to strengthen the human resources capacity. A total of 1,140 health professionals were beneficiaries
of'the different continuing education programs organized and facilitated by the Ministry of Health Department
of Research and Human Resources Development. Out of the total, 140 (12 percent) were enrolled in
6 months to a seven year fellowship program, 72 (6 percent) in internal scholarships at Asmara University,
500 (44 percent) in computer applications, 300 (26 percent) in English language, 20 (2 percent) physicians in
life saving surgery, and 118 (10 percent) operation theatre technicians from different hospitals were trained.
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In December 2002, the Government of Eritrea charted a strategic plan in establishing a selected
tertiary educational system administered by a Board of Higher Education. Accordingly, the Orotta School
of Medicine and the College of Health Sciences were established in 2003 and 2005, respectively. The Orotta
School of Medicine began its educational program with its first intake of 32 medical students in 2004.

The Post Graduate Medical Education (PGME) system was launched in October of 2007 and started
its training program in January 2008, with training in pediatrics, gynecology and obstetrics, and surgery.
The first eight pediatric specialty graduates of the school graduated in 2009 with the first gradates of Orotta
School of Medicine while the first six surgeons graduated in 2010.

Preliminary preparations have been made to start postgraduate training programs in the fields of
anesthesia, orthopedics, neuropsychiatry, pathology, and emergency medicine among others.

1.5 OBJECTIVES OF THE SURVEY

Themagjor aim of the EPHS2010 wasto provide up-to-date information on fertility and childhood mortality
levels, fertility preferences, awareness and use of family planning methods, use of maternal and child
health services, breastfeeding practices, nutritional status of mothers and young children, and awareness
and behavior regarding HIV/AIDS and other sexually transmitted infections. It was designed as a follow-
up to the EDHS2002 survey. However, compared with the 2002 survey, the EPHS2010 is significantly
expanded in scope and coverage. More specifically, the EPHS2010 survey was designed to:

1. Collect data at the national level that allow the calculation of demographic rates, particularly
fertility and childhood mortality rates.

2. Assess the health status of mothers and children under age five in Eritrea, including nutritional
status, use of antenatal and maternity services, treatment of recent episodes of childhood illness,
use of immunization services, and malaria prevention activities.

3. Measure the levels and patterns of knowledge and behavior of women about sexually transmitted
infections, HIV/AIDS, and female circumcision.

4. Provide information on changes in fertility and contraceptive prevalence and the factors that
have contributed to these changes, such as marriage patterns, desire for children, availability of
contraception, breastfeeding practices, and other important socioeconomic factors.

5. Assess gender issues.

1.6 ORGANIZATION AND METHODOLOGY OF THE SURVEY
1.6.1 Design and implementation

Similar to the EDHS1995 and EDHS2002 surveys, the sample of the EPHS2010 was designed to allow
separate estimates at the national level, by urban and rural areas. Moreover, it was also designed to provide
estimates for each of the six zobas (regions). A representative probability sample of 34,423 households was
selected for the EPHS2010 survey. Of this, 11,665 households were sampled for the core survey and 22,758
households were selected to collect more information on maternal morbidity and mortality (MMM).
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The sample for the EPHS2010 survey was selected in two stages. In the first stage, 900 clusters were
selected among thelist of clusters(EnumerationAreasin urban centersand villagesinrura areas) inthecountry. Of
these, 525 clusters were in rural areas and the remaining 375 were from urban areas. The selection of clusters was
carried out through the linear systematic random sampling procedure with probability of selection proportionate
to the number of householdsin each cluster. A complete household listing operation was carried out in the selected
clusters to provide a frame for the final linear systematic random selection of households during the second stage
of sampling. Forty households were selected from each cluster. Of these 40 households, 13 households were
selected for the core study and 27 households for the maternal morbidity and mortality study in all zobas except
Debubawi Keih Bahri where 20 households each were selected for the core and MMM survey. All women age
15-49 and men age 15-59 who were either permanent residents of the households in the EPHS2010 sample or
vigitors present in the household on the night before the survey were digible to be interviewed.

The sample for the EPHS2010 is self-weighted in each of the six zobas in the country but the total
sample of 900 clustersis not proportionally distributed among the zobas. Consequently, with the exception

of Table 1-1, results in all other tables in this report are based on weighted number of cases. A detailed
sample design description is presented in Appendix A.

1.6.2 Questionnaires

Five questionnaires were used for the EPHS2010, namely, the core Household Questionnaire, the core
Women’s Questionnaire, the core Men’s Questionnaire, MMM Household Questionnaire, and MMM
Women’s questionnaire. The MMM household and women questionnaires are extracts from the core
household and women questionnaires. The core questionnaires were administered in the households
sampled for the core study while the MMM questionnaires were administered in the households selected
for MMM. The contents of these questionnaires were based on the model questionnaires for the MEASURE
DHS program. In consultation with the Ministry of Health and other line ministries, NSO adapted these
questionnaires to reflect population and health issues relevant in Eritrea. The revised questionnaires were
translated from English into seven local languages: Tigrigna, Tigre, Bilen, Kunama, Nara, Saho, and Afar.
The questionnaires were pretested prior to their finalization.

The core Household Questionnaire was used to ligt al the usua members and visitors in the selected
core households. The main purpose of the core Household Questionnaires was to identify women and men
who were eligible for the individua interview and Dried Blood Specimen (DBS) sample collection as well as
to identify children under five years of age for weight and height measurements. Some basic information was
collected on the characteristics of each person listed, including age, sex, education, relationship to the head of the
household, marital status, disability status, and occupetion if employed. For children under age 15, survivd status
of the parents was determined. The Household Questionnaire a so collected information on characteristics of the
household’s dwelling unit such as the source of drinking water; type of toilet facilities; materials used for the floor,
roof, and wall of the house; ownership of various durable goods; and ownership and use of mosquito nets. A test
was also conducted by the interviewers to assess whether the household used salt fortified with iodine for cooking.

The core Women’s Questionnaire was used to collect information from all women age 15-49. These
women were asked questions on the following topics:

1. Background characteristics (education, residential history, media exposure, etc.)

2. Birth history and childhood mortality
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Knowledge and use of family planning methods
Fertility preferences

Antenatal, postnatal, and childbirth care

o v &> w

Breastfeeding and infant feeding practices
7. Vaccinations and childhood illnesses
8. Marriage and sexual activity
9. Woman’'s work and husband's background characteristics
10. Awareness and behavior regarding AIDS and other sexually transmitted infections (ST1s)
11. Awareness and behavior regarding Tuberculosis
12. Fistulaproblem
13. Femalecircumcision
14. Maternal mortality

The MMM household questionnaire collected much of the same information found in the core
Household questionnaire from those households selected for MMM study but was shorter as it contains
very few variables important to determine the demographic and socio-economic status of the households.
The MMM women’s questionnaire collected information on background characteristics of respondents;
reproductive history; antenatal, delivery, and postnatal care; fistula problems; and maternal mortality from
eligible women found in the households selected for the MMM.

The Men’s Questionnaire was administered to all men aged 15-59 in the EPHS2010 sample. The
Men’s Questionnaire collected much of the same information found in the core Women’s Questionnaire,
but was shorter because it did not contain a detailed reproductive history or questions on maternal and child
health, nutrition, and maternal morbidity and mortality.

1.6.3 HIV testing

All women age 15-49 and all men age 15-59 living in the selected households were eligible for the HIV
testing component of the EPHS2010.

The standard DHS HIV testing protocol was used for the EPHS2010. The protocol ensures informed,
anonymous, and voluntary testing of women and men in the reproductive ages. Eligible women and meninthe
sample of households selected for the survey were asked to voluntarily provide afew drops of blood for HIV
testing. After explaining the procedure, the confidentiality of the data, and the fact that the test results would
not be made available to the subject, a respondent consented to the HIV testing, a minimum of three blood
spots were obtained from a finger prick and was collected on a filter paper (Dry Blood Sample) to which a bar
code label was affixed unique to the respondent, but with no other identifying information attached.

Each respondent who consented to being tested for HIV was given an information brochure on
AIDS, a list of fixed sites providing voluntary counselling and testing (VCT) services throughout the
country, and avoucher to accessfree VCT servicesat any of these sitesfor the respondent and/or the partner.
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Thecollected samplewastransported to aNationa Health Laboratory for testing. Thelaboratory protocol
included aninitial ELISA test, and then retesting of al positive tests and 10 percent of the negative tests with a
second ELISA. For those tests with discordant results on the two ELISA tests, athird ELISA test was performed.

1.6.4 Training and fieldwork

The recruitment of field staff was conducted in the six zobas taking into account language of the specific
areas, educational qualification, and experience. Training of the field staff took place in Asmara University
over a period of five weeks from the first week of December, 2009 to the first week of January, 2010. A total
of 286 field staff (226 females and 60 males) and 46 laboratory technicians were trained.

The training was conducted following the standard DHS training procedures. It includes lectures,
presentations, practical demonstrations, and practice interviewing in small groupsin class, as well as regular
field practice following the completion of sections. Trainees also received training and did practice on
anthropometric measurements. The laboratory technicians received training on Dried Blood Specimen (DBS)
sample collection, storage, and transportation procedures. The questionnaire related training was provided by
senior experts from NSO, guest lecturers from the Ministry of Health (MoH), and experts from Fafo-Norway,
while the training on biomarker was offered by experts from Kenya Medical Research Institute (KEMRI).

Fieldwork was successfully completed in 861 of the 900 sampled clusters, with 39 clusters not
covered primarily due to reasons of inaccessibility. Complete coverage was obtained in Maekel and
Debub. All of the clusters not covered were from rural areas of the remaining four zobas, with the majority
bel onging to Anseba. Forty-two teams, each comprised of one maleinterviewer and supervisor, threefemale
interviewers, one female editor, and one laboratory technician were responsible for data collection that took
place from the second week of January to the first week of July, 2010.

1.6.5 Data processing

The processing of the EPHS2010 data began soon after the start of fieldwork. Completed questionnaires
were returned periodically from the field to the NSO data processing center and data processing consisted
of manual office editing, coding of open ended questions, data entry, and secondary editing. The task force
responsible for data processing included eight manual editors and coders, six data entry supervisors, 42
data entry operators, two questionnaire administrators, six secondary editors, three senior data processing
experts from NSO and one data processing expert from Fafo. Each questionnaire was entered twice by
different data entry clerks and any differences reconciled. Data processing was completed between the 27"
of January and the 26" of July, 2010. A substantial number of post entry edit checks were also performed.

1.6.6 Responserate

Table 1-1 shows household and individual response rates for the EPHS2010. A total of 11,665 core
households were selected for the sample, of which 10,830 were found to be occupied during data collection.
Of these existing households, 10,588 were successfully interviewed, giving a household response rate of
97.8 percent. The main reason for not completing household interviews was that no competent respondent
was at home (1.9 percent). In the households, 10,805 women were identified as eligible for the individual
interview. Interviews were completed for 10,243 women, yielding a response rate of 94.8 percent. Of the
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6,436 eligible men identified in the selected households, 78 percent were successfully interviewed. The main
reason for lower individual interview response rate, particularly for males, was that the eligible individuals
were not at home on more than one occasion when attempts were made to contact them. Response rates
were slightly higher in rural than urban areas. Similar household and individual response rates were also
obtained from the MMM households.

Table 1-1 Results of the household and individual interviews

Number of households, number of interviews, and response rates, according to residence, Eritrea 2010

Questionnaire type

Core MMM
Total Other Total Other
Result urban  Asmara  towns Rural Total urban Asmara  towns Rural Total
Selected households
Completed 92.3 91.9 92.6 89.9 90.8 92.1 93.3 91.2 89.7 90.6
Households present but no competent
respondent at home 2.2 2.7 1.8 1.7 1.9 1.6 1.5 1.6 1.9 1.8
Refused 0.1 0.1 0.0 0.1 0.1 0.1 0.1 0.0 0.0 0.0
Dwelling not found 0.1 0.2 0.1 0.1 0.1 0.1 0.1 0.1 0.1 0.1
Household absent 3.9 3.0 4.4 6.3 5.4 4.1 24 5.4 6.5 5.6
Dwelling vacant 11 14 0.9 1.6 14 13 1.5 1.1 14 1.3
Dwelling destroyed 0.3 0.7 0.0 0.2 0.3 0.5 0.9 0.3 0.2 0.4
Other 0.1 0.1 0.1 0.1 0.1 0.2 0.2 0.2 0.1 0.1
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of sampled households 4,361 1,773 2,588 7,304 11,665 8,641 3,666 4,975 14,117 22,758
Household response rate 97.5 96.8 98.0 97.9 97.8 98.1 98.2 98.1 97.8 97.9
Eligible women 15-49
Completed 94.1 91.3 96.2 95.3 94.8 95.6 95.0 96.0 95.9 95.7
Not at home 4.1 59 2.8 3.2 3.6 35 3.8 3.1 3.0 3.2
Postponed 0.0 0.1 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Refused 0.5 1.0 0.2 0.2 0.3 0.1 0.1 0.1 0.0 0.0
Partly completed 0.2 0.4 0.1 0.1 0.1 0.0 0.0 0.0 0.0 0.0
Incapacitated 1.0 1.4 0.8 1.2 11 0.8 0.9 0.7 11 1.0
Other 0.0 0.1 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of women 4,597 1,993 2,604 6,208 10,805 9,059 4,038 5,021 11,837 20,896
Eligible women response rate 94.0 91.3 96.2 95.3 94.8 95.4 94.8 95.9 95.8 95.6
Eligible men 15-59
Completed 77.8 731 81.7 78.4 78.2 0.0 0.0 0.0 0.0 0.0
Not at home 18.2 21.6 15.3 18.6 18.4 0.0 0.0 0.0 0.0 0.0
Postponed 0.1 0.2 0.0 0.1 0.1 0.0 0.0 0.0 0.0 0.0
Refused 1.2 2.1 0.5 0.2 0.6 0.0 0.0 0.0 0.0 0.0
Partly completed 0.2 0.5 0.0 0.1 0.2 0.0 0.0 0.0 0.0 0.0
Incapacitated 2.3 2.3 2.3 2.7 2.5 0.0 0.0 0.0 0.0 0.0
Other 0.1 0.2 0.1 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Total 100.0 100.0 100.0 100.0 100.0 0.0 0.0 0.0 0.0 0.0
Number of men 2,816 1,275 1,541 3,620 6,436 0 0 0 0 0
Eligible men response rate 7.7 73.0 81.6 78.3 78.0 - - - - -
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HOUSEHOLD POPULATION 2
AND HOUSING CHARACTERISTICS

Key Findings
o Nearly half of the population of Eritrea is under 15 years of age with a
median age of 18 years.

o Forty-seven percent of the households are female headed with the proportion
higher in urban areas (53 percent) than in rural areas (44 percent).

e Seven percent of children under age 15 are orphans.
e More than one-third (37 percent) of households have access to electricity.

e Overall, six in ten of the households have access to improved water source
(73 percent of households in urban and half of households in rural areas).

his chapter provides an overview of demographic and socioeconomic characteristics of the

household population of the sampled households. These characteristicsinclude age, sex, place

of residence, educational status, marital status, household economic status, and children’s
living arrangements and orphanhood. The chapter also discusses household facilities and housing
characteristics such as source of drinking water, electricity, and sanitation facilities. These data serve
as abasisfor understanding the socio-economic status of households and it provides a complete picture
of the household population in a wider perspective for interpreting the survey findings in subsequent
chapters.

2.1 HouseHoLD PopruLATION BY AGE, SEX, AND RESIDENCE

For the purpose of the EPHS2010 survey, a household is defined as a person or a group of related or unrelated
persons who usually live in the same dwelling unit and acknowledge one adult member as the head of the
household, and who have common cooking and eating arrangements. A member of the household is any
person who usualy livesin the household and a visitor is someone who is not a member of the household,
but who stayed in the household the night preceding the interview.

The Household Questionnaire in the survey collected information from all usual residents of the
selected household (de-jure population) and visitors who stayed in the selected household the night before
the interview. The de-facto population includes all persons who stayed in the household the night before
the interview. The inclusion of both populations in the household survey alows the analysis of either the
de-jure or the de-facto population.

The percent distribution of the de facto household population by five-year age groups, according
to sex and residence, is shown in Table 2-1 Household population by age, sex and residence. Of the
total household population, 65 percent were living in rural areas and 35 percent in urban areas. Forty-
five percent of the household population was male and 55 percent were female. The proportion in
each five-year age group generally decreased with increasing age. The result also depicts Eritrea as a



young population, with alarge proportion of the population in the younger age groups. The population
under age 15 constitutes 47 percent of the total population and the older population age 65 and above
accounts for only seven percent. The proportion of children in the age group 0-4 is slightly lower than
the age 5-9 and 10-14 indicating that fertility remained almost constant for the last 15 years (Table 2-1
and Figure 2-1). The distribution of the male and female household population presented in Figure 2-2
shows noticeable heaping at ages ending with 0 and 5 for both sexes. Ages ending with 1 and 9 are
underreported.

Figure 2-1 showsthe age and sex structure of the household population more clearly in apopulation
pyramid. The pyramid is broad at the base with the next adjacent bar slightly wider. Thisis a pattern of a
youthful population.

Table 2-1 Household population by age, sex and residence

Percent distribution of the de-facto household population by five-year age groups, according to sex and residence, Eritrea 2010

Residence
Urban Rural Total
Age Male Female Total Male Female Total Male Female Total
<5 15.6 11.6 13.3 18.3 14.8 16.4 17.4 13.6 15.3
5-9 16.7 11.8 13.9 19.2 15.7 17.4 18.4 14.3 16.1
10-14 16.8 13.3 14.8 18.4 14.6 16.4 17.9 14.2 15.8
15-19 11.9 10.6 11.2 10.8 9.5 10.1 11.2 9.9 10.5
20-24 54 8.3 7.1 4.0 6.5 5.4 4.5 7.2 6.0
25-29 4.2 8.1 6.4 2.7 6.5 4.8 3.2 7.1 5.3
30-34 35 5.8 4.8 25 5.0 3.8 2.8 5.3 4.2
35-39 3.8 6.8 55 2.7 55 4.2 3.1 6.0 4.7
40-44 3.2 4.2 3.7 2.6 3.7 3.2 2.8 3.9 34
45-49 3.2 4.0 3.6 2.7 4.0 3.4 2.9 4.0 3.5
50-54 29 35 3.2 25 2.7 2.6 2.6 3.0 2.8
55-59 2.6 34 3.0 2.7 3.1 2.9 2.6 3.2 3.0
60-64 29 2.6 2.7 2.7 24 25 2.8 25 2.6
65-69 25 2.0 22 2.6 2.0 2.3 2.6 2.0 2.3
70-74 1.9 1.7 1.8 21 1.7 1.9 2.0 1.7 1.8
75-79 1.2 1.1 11 1.5 1.0 1.2 1.4 1.0 1.2
80 + 15 1.3 1.4 2.0 1.2 1.6 1.8 1.2 1.5
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number 20,533 26,802 47,338 39,787 46,262 86,049 60,320 73,065 133,387

Note: Table is based on both CORE and MMM questionnaires. Total includes 59 persons whose age or sex not known.
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Figure 2-1 Population Pyramid

Age
75-79
70-74 W Male
65-69
60-64
55-59
50-54
45-49
40-44
35-39
30-34
25-29
20-24
15-19
10-14

5-9
<5

. O Female

10 8 6 4 2 0 2 4 6 8 10
Percent

Figure 2-2 Distribution of de-facto household
population by single year of age and sex

4 e \ale

3 Female

_
2
1

60 70 80 90 100

0 10 20 30 40 50
Age

Percent
w

N

Household Population and Housing Characteristics | 13



2.2 HouseHoLbD CoMPOSITION

Distribution of households by sex of heads of households, number of household members, and mean
household size is presented in Table 2-2. These characteristics are important because they are associated
with household socio-economic differences. Households headed by males make up 53 percent, a lower
proportion than was observed in the EDHS1995 (69 percent), but similar to 2002 (53 percent). All zobas
except Debub and Maekel have predominantly male-headed households. In Eritrea, current average
household size is 4.8 persons, the same as in 2002 and slightly higher than in 1995 (4.4 persons). Urban
households have on average a slightly smaller household size (4.7 persons) than rural households (4.9
persons). Forty-one percent of households have 2-4 members. Large households (9 or more members)
account for 15 percent of al households and single-person households account for nine percent.
The proportion of single person households is similar in both urban and rural areas (9 and 8 percent,
respectively).

Table 2-2 Household composition

Percent distribution of households by sex of head of household and by household size; mean size of household, and percentage of households with
orphans and foster children under 15, according to residence and zoba, Eritrea 2010

Zoba
Residence Debubawi Semenawi
Keih Keih
Characteristic Urban Rural Bahri Maekel Bahri Anseba Gash-Barka Debub Total
Household head
Male 47.0 56.0 50.9 47.4 62.3 57.4 62.0 43.2 52.8
Female 53.0 44.0 49.1 52.6 37.7 42.6 38.0 56.8 47.2
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of
usual members
1 9.1 7.7 9.3 9.4 6.5 6.9 8.2 8.3 8.2
2 11.8 111 16.0 11.6 11.3 11.7 11.6 10.5 11.4
3 13.6 14.2 14.4 14.4 14.1 13.5 13.7 14.1 14.0
4 15.5 15.3 15.5 15.6 14.4 15.1 15.8 15.4 15.4
5 14.8 13.6 14.0 14.3 13.6 14.2 14.7 13.4 14.1
6 12.6 1.7 10.7 12.3 13.6 10.5 12.3 11.8 12.0
7 9.5 10.0 8.0 9.0 10.1 10.1 9.5 10.6 9.8
8 6.2 7.7 5.3 6.2 7.4 8.3 6.7 7.7 7.1
9+ 7.0 8.7 6.8 7.2 9.0 9.6 7.5 8.2 8.1
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Mean size of
households 4.7 4.9 4.5 4.7 5.0 5.0 4.8 4.9 4.8
Number of
households 11,199 20,015 512 6,969 3,339 4,487 7,350 8,556 31,214
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2.2.1 Disability status of household members

EPHS2010 collected information on disability status of household members. Generally persons with
physical disabilities are disadvantaged but with some help they can be competitive and productive. Table
2-2 shows that five percent of the overall household population to have a person with a disability. Of
all the disabilities listed the highest recorded was blindness of one eyes (0.8 percent), followed by those
who cannot speak (0.5 percent) and other motion impairments (0.5 percent). The proportion of household
members with other specific types of disabilities account for less than 0.5 percent.

Table 2-3 Disability status

Percent distribution of households population by disability status, according to residence and zoba, Eritrea 2010

Zoba
Residence Debubawi
—_— Keih Semenawi
Type of disability Urban Rural Bahri Maekel  Keih Bahri  Anseba  Gash-Barka  Debub Total
No disability 95.2 95.3 97.0 94.8 95.9 95.7 96.3 94.3 95.3
Blindness of both eyes 0.2 0.4 0.2 0.2 0.3 0.3 0.4 0.4 0.3
Blindness of one eye 0.6 0.9 0.5 0.6 0.6 0.7 0.8 1.2 0.8
Total deafness 0.1 0.1 0.1 0.1 0.1 0.1 0.1 0.1 0.1
Partial deafness one/two ears 0.5 0.5 0.3 0.5 0.3 0.4 0.4 0.7 0.5
Dumbness (cannot speak) 0.1 0.1 0.1 0.1 0.1 0.1 0.1 0.1 0.1
One or both legs amputated 0.2 0.1 0.0 0.2 0.1 0.1 0.1 0.1 0.1
One or both legs paralysis 0.2 0.2 0.1 0.2 0.2 0.1 0.2 0.2 0.2
Short leg 0.1 0.1 0.1 0.2 0.1 0.1 0.0 0.1 0.1
Leg deformity 0.2 0.2 0.1 0.2 0.1 0.2 0.2 0.2 0.2
Elephantiasis 0.0 0.1 0.0 0.0 0.0 0.0 0.0 0.1 0.0
Other related motion impairments 0.6 0.5 0.4 0.7 0.6 0.3 0.3 0.6 0.5
One or both hands amputated 0.0 0.0 0.0 0.0 0.0 0.1 0.1 0.1 0.0
One or both hands paralyzed 0.1 0.1 0.1 0.1 0.2 0.1 0.1 0.2 0.1
Hand deformities/ paralysis of any kind 0.1 0.1 0.0 0.1 0.1 0.1 0.1 0.1 0.1
Other hand impairments 0.2 0.3 0.2 0.2 0.4 0.4 0.2 0.3 0.3
Insanity 0.4 0.3 0.2 0.5 0.3 0.3 0.2 0.4 0.3
Mental retardation 0.1 0.1 0.0 0.1 0.1 0.2 0.1 0.1 0.1
Epilepsy 0.1 0.1 0.1 0.1 0.1 0.1 0.1 0.2 0.1
Other mental impairments 0.2 0.1 0.1 0.3 0.1 0.1 0.1 0.1 0.2
Leprosy 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Multiple disabilities (Specify) 0.3 0.2 0.1 0.3 0.1 0.2 0.2 0.3 0.2
Other disability (Specify) 0.2 0.2 0.1 0.2 0.1 0.1 0.2 0.3 0.2
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
De-jure population 52,356 96,748 2,253 32,377 16,287 22,009 34,561 41,416 149,103
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2.3 CHILDREN’S LIVING ARRANGEMENTS AND ORPHANHOOD

EPHS2010 collected information on the presence of foster children and orphans in households. Foster
children are children under age 15 living in households with neither their mother nor their father present.
Orphans are children with one (single orphans) or both parents (double orphans) dead. Information is
presented in two ways: proportion of households with foster children and orphans under 15 (Table 2-3) and
proportion of children under 15 who are foster children and orphans (Table 2-5).

Overdl, seven percent of the households accommodate foster children, eight percent contain
children with a single deceased parent and less than one percent of the households have double orphaned
children. Househol ds that accommodate foster children and/or orphans account for 13 percent of the total
households. Orphanhood is the highest in Gash-Barka and Debub and the lowest in Debubawi Keih Bahri.
Anseba and Debub have higher percentages of foster children than the other zobas.

The proportion of children under age 15 living with both parentsis 78 percent and decreases with
age, that is, younger children are more likely than older children to live with both natural parents (Table
2-5). By residence, rural children are more likely to live with both parents than urban children (82 versus
68 percent). Percentage of children who live with both parents is lowest in Asmara city (67 percent) and,
among the zobas, Maekel has the least (71 percent) (Table 2-5).

Among children with both parents alive, 12 percent of children live with only one parent with 11
percent living with their mothers, and one percent with their fathers. Seven percent of children under age
15 have lost either of their natural parents, and one percent has lost both of their natural parents. Among
children under age 15 with at least one parent aive, urban children are more likely not to live with either
parent than rural children (5 percent versus 3 percent). This proportion is higher among older children
(10-14), children in Maekel, and those with higher wealth quintiles.

Table 2-4 Children’s living arrangements and orphanhood: Households

Percentage distribution of households with orphans and foster children under 15, according to residence and zoba, Eritrea 2010

Zoba
——Residence Debubawi Semenawi

Living Arrangements Urban Rural Keih Bahri Maekel Keih Bahri Anseba Gash-Barka Debub Total
Foster children* 7.8 6.4 4.8 6.6 6.2 7.9 55 8.3 6.9
Double orphans 0.8 0.8 0.6 0.6 1.0 0.8 0.9 0.9 0.8
Single orphans 7.6 8.5 5.4 5.9 8.4 8.0 9.3 9.2 8.2
Foster and/or

orphan children 13.3 12.9 8.4 10.9 12.4 13.7 125 15.3 13.0
Number 3,816 6,772 176 2,365 1,137 1,522 2,500 2,888 10,588

Note: Table is based on de-jure household members, i.e., usual residents in both CORE and MMM questionnaires.
Table on orphans and foster children are made from CORE households.
Foster children are those under age 15 living in households with neither their mother nor their father present.
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Table 2-5 Children’s living arrangements and orphanhood

Percent distribution of de-jure children under age 15 by living arrangements and survival status of parents, the percentage of children not living
with a biological parent, and the percentage of children with one or both parents dead, according to background characteristics, Eritrea 2010

Living with Living with
mother but not  father but not
with father with mother Not living with either parent Percentage
Living Missing not living  Percentage
with Only  Only information with a with one or  Number
Background both  Father Father Mother Mother Both father mother Both on father/ biological  both parents of
characteristic ~ parents alive dead  alive dead alive alive alive dead mother Total parent dead children
Age
0-4 83.9 12.9 1.0 0.3 0.3 1.0 03 0.1 0.1 0.1 100.0 14 1.7 7,030
<2 84.2 14.6 0.6 0.0 0.2 0.1 0.2 0.0 0.0 0.0 100.0 0.3 1.0 2,600
2-4 83.8 11.9 1.3 0.5 0.3 15 04 0.1 0.1 0.2 100.0 21 22 4,429
5-9 78.3 11.5 3.9 1.0 0.9 25 09 04 04 0.3 100.0 4.2 6.4 7,617
10-14 71.2 9.8 8.9 1.2 1.7 35 1.2 0.7 1.1 0.7 100.0 6.6 13.6 7,679
Sex
Male 77.8 10.9 4.7 1.1 1.0 23 07 0.4 0.7 0.4 100.0 4.1 7.5 11,552
Female 77.4 11.9 4.7 0.6 0.9 24 09 0.4 0.4 0.4 100.0 4.1 7.3 10,772
Residence
Total urban 68.4 18.4 4.8 1.3 0.9 36 09 0.6 0.5 0.5 100.0 5.6 7.7 6,840
Asmara 66.8 20.5 3.6 1.2 0.6 44 11 04 0.5 0.9 100.0 6.4 6.2 2,367
Other Town 69.3 17.3 5.5 14 1.1 32 038 0.7 0.5 0.3 100.0 5.1 8.5 4,473
Rural 81.7 8.3 4.7 0.6 1.0 1.8 0.8 0.3 0.6 0.3 100.0 35 7.3 15,486
Zoba
Debubawi
Keih Bahri  80.6 1.1 3.1 0.6 0.8 1.8 08 0.2 0.6 0.3 100.0 35 5.5 342
Maekel 70.7 17.5 4.2 1.2 0.5 36 09 0.3 0.4 0.7 100.0 5.3 6.2 3,625
Semenawi
Keih Bahri  80.4 9.4 4.9 1.1 0.9 16 07 0.4 0.5 0.1 100.0 3.2 7.4 2,689
Anseba 83.2 6.6 4.2 0.4 1.1 28 1.0 0.2 0.4 0.2 100.0 4.3 6.8 3,465
Gash-Barka  79.1 9.9 4.9 1.0 1.5 1.3 09 0.3 0.8 0.3 100.0 3.3 8.4 5,835
Debub 75.8 12.7 52 0.7 0.7 28 06 0.7 0.5 0.4 100.0 4.5 7.7 6,370
Wealth quintile
Lowest 85.2 5.2 4.0 0.4 1.7 16 11 0.3 0.3 0.2 100.0 3.3 7.4 5,317
Second 79.7 8.9 5.7 1.2 1.0 14 08 0.4 0.7 0.3 100.0 3.3 8.5 4,619
Middle 78.8 11.3 4.2 0.7 0.7 22 07 0.3 0.6 0.4 100.0 3.9 6.6 4,552
Fourth 71.8 15.5 6.1 0.8 0.6 35 05 0.3 0.5 0.4 100.0 4.8 8.0 4,313
Highest 69.0 19.0 3.6 1.3 0.7 3.7 09 0.7 0.6 0.6 100.0 5.9 6.4 3,524
Total <15 77.6 11.4 4.7 0.9 1.0 24 08 0.4 0.5 0.4 100.0 4.1 7.4 22,326

Note: Table is based on de-jure members, i.e., usual residents in the CORE questionnaires.
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2.4 EbpucaTtioN LEVELS oF THE HOusEHOLD POPULATION

Educational attainment isimportant in that it contributes to improved living conditions for the individuals,
households, and for the society at large. It also influences reproductive behavior, fertility, childhood
mortality and morbidity, and the use of contraceptives, attitudes and awareness related to family health and
hygiene, and school attendance of household members.

2.4.1 Educational attainment of the female household population

In the EPHS2010, information on educational attainment was collected for every member of the household
aged six years and above. Primary education in Eritrea starts at seven years of age and continues until age
11; it is followed by two years of middle school, and an additional four years for secondary education.
Educational attainment in each age group is higher for males than for females (Table 2-6 and Table 2-7).
Forty-six percent of female household members have never attended school, compared with 35 percent of
males. The median number of years completed istwo for males and 0.3 for femal es because the mgjority of
women have never attended school.

Rapid increases in educational attainment for both sexes can be seen from the declining proportion
without any formal education in successively younger age groups. For example, the proportion of women
with no education decreases from 95 percent at age 65 and above to 21 percent at age 10-14. The higher
proportions of uneducated among those age 6-9 yearsfor both sexes (54 percent for females and 53 percent
for males) are mostly due to the inclusion of children age six in the age group who have not yet attended
school. As mentioned above, in Eritrea the minimum age for attending school is years.

Educational attainment ismuch higher among the urban population than among the rural population.
For example, in urban areas, 25 percent of females and 15 percent of males have no education, compared
with 58 percent of females and 46 percent of males in rural areas. Among the zobas, the proportion of
females and males with no education is highest in Debubawi Keih Bahri (72 and 51 percent, respectively)
and lowest in Maekel (21 and 10 percent, respectively).

To determine the literacy level in Eritrea, each person age six and above was asked if they could
read and write in any language without difficulty. Accordingly, 57 percent of the population is literate with
a significant difference in literacy level by sex (64 percent males and 52 percent females). There are marked
differentials in the literacy level by residence in which 84 percent males and 73 percent females in urban
areas are literate, compared with 53 percent of males and 39 percent of femalesin rural areas. Thereisalso
increased literacy since 2002 (81 percent males and 66 percent females in urban; and 47 percent of males
and 29 percent of femalesin rural).
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Table 2-6 Educational attainment of the female household population

Percent distribution of the de-facto female household populations age six and over by highest level of schooling attended or completed and median
grade completed, according to background characteristics, Eritrea 2010

Don't Median
Background No Some Completed Some Completed Some Completed More than know/ years  Literacy
characteristic ~ education primary! primary middle middle secondary? secondary secondary missing Total Number completed rate

Age
6-9 53.6 45.8 0.2 0.1 0.0 0.0 0.0 0.0 0.2 100.0 2,957 0.0 35.6
10-14 214 45.3 55 24.6 1.2 1.8 0.0 0.0 0.1 100.0 3,449 29 75.1
15-19 16.2 14.1 6.1 28.1 5.1 28.3 1.0 1.0 0.1 100.0 2425 6.0 83.1
20-24 22.3 13.2 5.8 19.1 5.4 211 6.2 6.6 0.1 100.0 1,815 5.8 77.9
25-29 33.7 15.3 6.2 16.9 4.8 15.3 4.3 3.3 0.3 100.0 1,755 4.1 65.5
30-34 46.6 19.5 35 9.4 3.1 11.1 4.5 1.9 0.3 100.0 1,334 1.1 53.2
35-39 53.7 18.6 3.9 7.6 15 7.5 45 2.1 0.5 100.0 1,485 0.0 46.3
40-44 63.0 15.2 4.5 5.0 1.9 4.7 3.4 2.0 0.2 100.0 978 0.0 36.5
45-49 70.8 14.6 24 3.7 1.3 2.8 2.8 1.8 0.0 100.0 988 0.0 30.5
50-54 72.0 13.9 22 5.1 0.8 2.0 1.2 2.1 0.6 100.0 723 0.0 27.8
55-59 80.4 10.1 1.7 2.9 0.8 0.8 1.4 0.9 1.1 100.0 767 0.0 18.1
60-64 87.8 7.8 0.7 1.9 0.5 0.5 0.2 0.2 0.5 100.0 599 0.0 11.3
65+ 94.5 3.4 0.4 0.6 0.1 0.3 0.1 0.0 0.7 100.0 1,439 0.0 4.7
Residence
Total urban 254 23.9 4.2 17.6 3.8 16.4 4.9 3.6 0.2 100.0 7,790 0.0 73.0
Asmara 18.2 18.2 3.3 17.3 4.6 23.0 8.8 6.4 0.3 100.0 3,444 6.0 80.8
Other
Town 31.1 28.4 4.9 17.7 3.2 11.3 1.8 1.3 0.2 100.0 4,346 2.8 66.8
Rural 57.9 23.3 3.4 9.4 1.3 3.7 0.3 0.3 0.3 100.0 12,925 0.0 39.2
Zoba
Debubawi
Keih Bahri 71.7 13.7 2.9 5.4 11 3.1 1.0 0.8 0.3 100.0 314 0.0 25.6
Maekel 20.5 20.3 3.4 18.3 4.6 20.5 6.9 5.1 04 100.0 4,803 5.3 7.7
Semenawi
Keih Bahri 60.3 21.9 3.3 8.1 1.1 3.8 0.7 0.6 0.2 100.0 2,237 0.0 38.2
Anseba 46.2 29.9 4.3 11.8 1.9 4.7 0.6 0.5 0.1 100.0 2,964 0.0 49.7
Gash-Barka 67.5 17.7 3.5 7.0 1.2 24 0.2 0.2 0.5 100.0 4,660 0.0 29.9
Debub 41.8 28.8 4.1 14.5 1.7 7.5 0.8 0.7 0.2 100.0 5,737 11 56.1

Wealth quintile

Lowest 71.6 19.4 24 5.0 0.4 0.8 0.1 0.0 0.3 100.0 3,964 0.0 25.8
Second 65.1 21.6 3.0 7.2 0.7 1.8 0.1 0.1 0.4 100.0 3,847 0.0 322
Middle 52.1 26.6 4.5 1.1 15 3.6 0.1 0.2 0.3 100.0 4,040 0.0 45.7
Fourth 29.3 28.9 51 18.7 3.2 121 1.2 1.2 0.3 100.0 4,270 29 67.3
Highest 16.8 21.0 3.5 18.7 4.8 216 7.7 5.5 0.3 100.0 4,593 5.7 82.1
Total 45.7 23.5 3.7 12.5 2.2 8.5 20 1.6 0.3 100.0 20,715 0.3 51.9

Note: Table is based on de-facto household members, i.e., members who lived in the household the night before the survey in the CORE question-
naires.

* Completed X grade at the primary level.

2 Completed Y grade at the secondary level.
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Table 2-7 Educational attainment of the male household population

Percent distribution of the de-facto male household populations age six and over by highest level of schooling attended or completed and median grade
completed, according to background characteristics, Eritrea 2010

Don't Median
Background No Some Completed Some Completed Some  Completed More than know/ years  Literacy
characteristic  education primary® primary middle middle secondary? secondary secondary missing Total Number completed rate
Age
6-9 52.8 46.4 0.1 0.3 0.0 0.0 0.0 0.0 0.3 100.0 3,210 0.0 35.0
10-14 17.7 47.1 5.8 26.0 1.1 2.1 0.0 0.0 0.1 100.0 3,895 3.0 78.9
15-19 8.5 12.7 3.6 35.8 4.8 321 11 13 0.0 100.0 1,988 6.4 90.9
20-24 9.5 6.3 2.3 17.5 5.3 33.3 12.0 13.6 0.3 100.0 784 8.4 89.9
25-29 15.3 7.6 51 17.1 4.1 225 10.7 17.3 0.3 100.0 559 7.8 85.9
30-34 215 8.5 6.3 15.3 5.5 18.6 11.3 12.1 0.8 100.0 542 6.7 80.0
35-39 23.7 9.2 6.5 15.4 5.3 15.3 13.2 10.6 0.8 100.0 595 6.2 81.1
40-44 36.2 14.7 53 10.1 4.5 11.8 7.9 8.8 0.8 100.0 481 3.7 71.4
45-49 415 19.5 7.8 7.4 34 7.1 6.8 5.9 0.6 100.0 546 25 63.8
50-54 48.6 15.1 3.8 124 1.9 6.2 4.6 6.7 0.6 100.0 454 0.7 55.7
55-59 55.7 12.3 3.9 7.6 1.9 6.4 4.0 6.5 1.6 100.0 494 0.0 51.1
60-64 62.4 11.4 4.2 7.0 2.2 4.1 25 5.3 0.8 100.0 561 0.0 44.1
65+ 78.8 9.7 2.9 2.9 1.2 1.9 0.5 1.6 0.5 1000 1,664 0.0 30.1
Residence
Total urban 14.7 27.3 3.9 19.0 34 16.8 6.3 8.2 0.4 100.0 5,533 0.0 83.5
Asmara 7.0 21.7 3.1 18.7 4.4 21.0 9.9 13.7 0.5 100.0 2,392 6.9 92.8
Other
Town 20.6 31.6 45 19.2 2.7 13.6 3.6 3.9 0.3 100.0 3,141 3.7 76.5
Rural 46.1 27.2 3.8 13.3 1.6 5.7 1.0 1.0 0.4 100.0 10,244 0.0 53.0
Zoba
Debubawi
Keih Bahri 51.1 23.2 2.8 9.1 11 7.6 2.1 2.8 0.2 100.0 221 0.0 48.1
Maekel 10.0 243 3.3 19.7 4.1 19.6 8.0 10.5 0.5 100.0 3,416 6.0 89.3
Semenawi
Keih Bahri 44.0 26.7 3.4 13.2 1.6 7.3 15 2.0 0.4 100.0 1,790 0.4 56.5
Anseba 375 31.7 4.7 14.4 21 6.0 1.9 1.2 0.5 100.0 2,272 13 59.0
Gash-Barka 58.0 215 4.2 8.9 1.6 3.8 0.9 0.7 0.4 100.0 3,804 0.0 415
Debub 28.8 32.9 3.6 19.1 1.8 9.7 1.7 2.2 0.2 100.0 4,274 25 69.4
Wealth quintile
Lowest 60.3 22.7 3.4 9.0 1.1 24 0.4 0.4 0.4 100.0 3,487 0.0 39.8
Second 52.5 26.6 3.8 11.0 1.0 34 0.6 0.6 0.5 100.0 3,022 0.0 46.2
Middle 35.8 31.2 4.1 16.5 25 8.3 0.8 0.6 0.3 100.0 2,922 1.7 62.9
Fourth 18.2 33.6 4.7 21.6 2.8 13.1 2.9 2.8 0.3 100.0 3,106 3.8 78.8
Highest 7.2 23.2 3.1 19.0 4.1 20.7 9.5 12.8 04 100.0 3,241 6.7 92.1
Total 35.1 27.3 3.8 15.3 2.3 9.6 2.9 35 04 100.0 15777 2.0 63.7

Note: Table is based on de-facto household members, i.e., members who lived in the household the night before the survey in the CORE question-

naires.

* Completed X grade at the primary level.
2 Completed Y grade at the secondary level.
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2.4.2 Reasons for not currently attending school

Generally, 38 percent of females and only two percent of males do not currently attend school because of
marriage (Table 2-8) By residence, the proportion of persons not attending school because of marriage is
slightly higher in rural than urban areas (30 and 25 percent, respectively). The next important cited reason
for not attending school is “helping family at home” with similar percentage of males (17 percent) and
females (16 percent). Disability or health problem was cited by eight percent of females and anearly double
proportion of males (15 percent) as a reason for not attending school. Eleven percent of persons in rural
areas and nine percent in urban areas have a disability or health problem hindering them from currently
attending school.

Table 2-8 Reason for not currently attending school

Percentage distribution of the de-facto household population age 4-29 years who are not currently attending school by reason for not attending by sex
and residences, Eritrea 2010

Sex Residence
Reason for not attending school Male Female Total urban Asmara Other Town Rural
No school in the area 0.4 0.6 0.4 0.3 0.5 0.6
School very far from the area 2.9 2.9 0.8 0.7 0.9 45
Disability/health problem 15.0 7.9 9.1 9.1 9.1 10.8
Help family at home 17.4 15.9 121 10.8 13.5 19.6
Help family on farm/business 9.3 1.7 1.6 0.9 23 5.9
Needed to earn money (employment) 2.4 1.9 2.5 29 2.0 17
Dismissed for academic reason 51 15 35 4.4 2.6 1.8
Did not pass entrance exam 9.4 4.3 9.2 10.2 8.0 3.1
Graduated/had enough schooling 13.9 7.5 16.4 21.0 10.9 4.0
Disliked going to school 11.6 4.2 6.7 7.6 5.7 6.1
Not accepted by school because of age 3.0 8.6 5.8 1.6 10.7 7.8
Because of marriage 2.2 38.4 25.1 21.4 294 29.7
Other 54 3.1 4.7 6.6 2.5 3.0
Missing 2.0 1.6 22 25 17 13
Total 100.0 100.0 100.0 100.0 100.0 100.0
Number 1,426 3,390 2,112 1,144 968 2,704

Note: Table is based on de-facto household members, i.e., members who lived in the household the night before the survey age 4-29 who ever
attended school but are not currently attending school in the CORE questionnaires.
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2.4.3 School attendance ratios

TheNet Attendance Ratio (NAR) for theprimary level isthe percentage of the primary school-age popul ation
(age 7-11) attending primary school. Similarly, the NAR for middle and secondary level is the percentage
of middle and secondary school age population (12-14 and 15-18 years, respectively) attending middle and
secondary school. The Gross Attendance Ratio (GAR) measures attendance irrespective of the official age
at each level. The GAR for primary, middle, and secondary school is the total number of primary, middle,
and secondary school students (age 6-18), expressed as a percentage of the official primary, middle, and
secondary school-age population. The GAR for agiven level isnearly always higher than the NAR, because
the GAR includes participation by those who may be older or younger than the official age range. A NAR
of 100 percent would indicate that all those in the official age group for the level are attending at that level.
GAR can exceed 100 percent if there is significant overage or underage participation at a given level of
schooling. The Gender Parity Index for a given level of schooling is the ratio of GAR for females to the
GAR for males.

The Net Attendance Ratios, GrossAttendance Ratios, and Gender Parity Index by level of education
and sex, according to residence and zoba are presented in Table 2-9. The NAR for the primary school age
children currently attending primary school is 57 percent; and for middle and secondary schools 41 and 31
percent, respectively. Urban areas have higher NAR than rural areas at all levels of schooling and urban-
rural differenceis more pronounced at middle and secondary levels. By zoba, lower NAR attendance ratios
are observed in Debubawi Keih Bahri, Semenawi Keih Bahri, and Gash-Barka at all the three levels. NAR
increases with an increase in the level of wealth quintile at all of the three levels and by gender.

The Gender Parity Index assesses sex-rel ated differencesin school attendanceratesand is cal cul ated
by dividing the GAR for females by the GAR for males. A GPI |ess than one indicates a gender disparity in
favor of males (i.e., ahigher proportion of malesthan females attend that level of schooling). A GPI greater
than one indicates a gender disparity in favor of females. A GPI of one indicates parity or equality between
the rates of participation for males and females.

The GPI is0.96, 0.90, and 0.75 for primary, middle, and secondary schools, respectively, implying
that females have almost same level of attendances as do males at primary and middle levels of schooling
and lower level of attendances at secondary level. The lower GPI for secondary school could be explained
partly due to young women getting married and dropping out of school, especially in rura areas. At all
levelsof education, GPI isfound to bethe higher in urban than rural areas. By zobas, Maekel hasthe highest
GPI and Debubawi Keih Bahri hasthe lowest GPI at all levels. The GAR is estimated at 85, 75, and 47 for
primary, middle, and secondary levels, respectively. These show that thereis a difference between the NAR
and GAR at al three levels of education, indicating that substantial numbers of persons younger or older
than the official age range for the levels are attending schools.

There is remarkable improvement in school attendance by both males and females at middle and
secondary levels since EDHS2002. The middle school NAR has increased from 21 percent in EDHS2002
to 41 percent in EPHS2010 and the secondary school attendance NAR from 24 percent to 31 percent. The
primary school NAR, however, declined from 61 percent in 2002 to 57 percent in 2010. During those eight
years, with the exception of Debubawi Keih Bahri, middle and secondary school attendance have increased
inall zobas. Theimprovement in attendance at middle and secondary school was highest in Gash-Barka and
lowest in Maekel. Rural areas have also shown significant improvement in middle and secondary school
attendance during the same period. The gender breach in school attendance also narrowed during those
eight years, especialy at the primary level.
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Table 2-9 School attendance ratios

Net attendance ratios (NAR) and gross attendance ratios (GAR) for the de-facto household population by sex and level of schooling; and the gender
parity index (GPI), according to background characteristics, Eritrea 2010

Net attendance ratio* Gross attendance ratio?
Background Gender

characteristic Male Female Total Male Female Total Parity Index®

PRIMARY SCHOOL

Residence
Total urban 78.0 79.2 78.6 105.8 110.0 107.7 1.04
Asmara 82.7 77.3 80.2 108.6 104.9 106.9 0.97
Other Town 75.8 80.0 77.8 104.4 112.3 108.2 1.08
Rural 48.2 45.8 47.1 77.2 70.8 74.2 0.92
Zoba
Debubawi Keih Bahri 423 33.0 37.8 74.2 51.8 63.2 0.70
Maekel 83.7 78.3 81.2 112.7 107.5 110.3 0.95
Semenawi Keih Bahri 53.5 51.3 52.5 79.3 83.2 81.0 1.05
Anseba 60.2 58.6 59.4 95.9 94.3 95.1 0.98
Gash-Barka 33.7 32.7 33.2 52.2 48.8 50.6 0.93
Debub 67.5 67.6 67.5 103.3 96.4 99.9 0.93
Wealth quintile
Lowest 329 29.6 31.3 56.6 49.6 53.2 0.88
Second 41.9 40.9 41.4 67.8 63.0 65.6 0.93
Middle 61.8 59.4 60.7 96.9 91.5 94.3 0.94
Fourth 83.1 84.5 83.7 120.6 119.9 120.3 0.99
Highest 83.4 83.7 83.6 105.1 111.6 108.2 1.06
Total 57.3 55.9 56.7 86.0 82.7 84.4 0.96

MIDDLE SCHOOL

Residence
Total urban 60.0 58.3 59.2 106.0 100.0 103.1 0.94
Asmara 70.0 68.3 69.2 116.9 113.7 115.3 0.97
Other Town 54.5 53.1 53.8 100.0 92.9 96.6 0.93
Rural 33.6 29.1 31.5 65.6 55.9 61.1 0.85
Zoba
Debubawi Keih Bahri 26.3 20.7 235 57.9 34.2 46.1 0.59
Maekel 68.3 67.5 67.9 118.3 118.7 118.5 1.00
Semenawi Keih Bahri 322 23.0 275 76.6 394 57.6 0.51
Anseba 35.6 345 35.1 73.0 72.8 72.9 1.00
Gash-Barka 26.1 20.8 23.7 48.0 39.4 442 0.82
Debub 48.9 46.4 47.7 87.2 81.3 84.4 0.93

Wealth quintile

Lowest 225 14.6 18.8 45.4 31.7 38.9 0.70
Second 29.7 241 26.9 61.6 45.7 53.8 0.74
Middle 38.8 35.3 37.3 75.3 71.6 73.7 0.95
Fourth 57.4 58.4 57.9 109.3 101.8 105.8 0.93
Highest 69.1 69.1 69.1 111.2 114.4 112.8 1.03
Total 423 39.2 40.9 78.9 71.2 75.3 0.90
Continued
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Table 2-9 (Continued)

Net attendance ratios (NAR) and gross attendance ratios (GAR) for the de-facto household population by sex and level of schooling; and the gender
parity index (GPI), according to background characteristics, Eritrea 2010

Net attendance ratio* Gross attendance ratio?
Background Gender
characteristic Male Female Total Male Female Total Parity Index®
SECONDARY SCHOOL
Residence
Total urban 54.4 47.2 50.4 84.1 70.7 76.8 0.84
Asmara 66.3 61.1 63.4 98.3 88.0 92.6 0.89
Other Town 45.9 37.3 41.2 74.1 58.4 65.5 0.79
Rural 21.2 15.8 18.4 36.9 21.8 28.9 0.59
Zoba
Debubawi Keih Bahri 19.3 6.2 12.0 47.1 10.5 26.7 0.22
Maekel 56.7 52.9 54.7 87.1 77.2 81.9 0.89
Semenawi Keih Bahri 271 121 201 421 24.2 33.7 0.58
Anseba 21.6 20.4 21.0 41.9 28.3 34.5 0.68
Gash-Barka 18.7 9.6 13.6 31.2 16.3 22.8 0.52
Debub 33.2 30.2 31.6 54.3 41.3 47.2 0.76
Wealth quintile
Lowest 10.0 4.3 7.0 19.3 6.5 12,5 0.34
Second 18.2 11.7 14.8 28.4 18.2 23.0 0.64
Middle 325 15.7 23.2 57.5 215 37.7 0.37
Fourth 35.7 40.6 38.2 60.6 59.3 59.9 0.98
Highest 68.8 57.3 62.2 102.5 83.3 91.5 0.81
Total 33.8 28.1 30.7 54.8 40.9 47.4 0.75

Note: Table is based on de-facto household members, i.e., members who lived in the household the night before the survey in the CORE questionnaires.
1 The NAR for primary school is the percentage of the primary-school age (7-11 years) population that is attending primary school. The NAR for middle
school is the percentage of the middle-school age (12-14 years) population that is attending middle school. The NAR for secondary school is the per-
centage of the secondary-school age (15-18 years) population that is attending secondary school. By definition the NAR cannot exceed 100 percent.

2 The GAR for primary school is the total number of primary school students, expressed as a percentage of the official primary-school-age popula-
tion. The GAR for middle school is the total number of middle school students, expressed as a percentage of the official middle-school-age popula-
tion. The GAR for secondary school is the total number of secondary school students, expressed as a percentage of the official secondary-school-
age population. If there are significant numbers of overage and underage students at a given level of schooling, the GAR can exceed 100 percent.
3 The Gender Parity Index for primary school is the ratio of the primary school NAR (GAR) for females to the NAR (GAR) for males. The Gender
Parity Index for middle school is the ratio of the middle school NAR (GAR) for females to the NAR (GAR) for males. The Gender Parity Index for
secondary school is the ratio of the secondary school NAR (GAR) for females to the NAR (GAR) for males.

The GPI was 0.89, 0.77, and 0.71 for primary, middle, and secondary levels, respectively, in
EDHS2002, compared with 0.96, 0.88, and 0.77 in EPHS2010. The substantial decline of primary school
GAR from 100.5 percent in 2002 to 84.5 percent in 2010 could imply that families are sending their children
to school at the appropriate age of seven years.

The age-specific attendance rates (ASARs) for the population age 5-24 by single year and sex are
shown in Figure 2-3. The ASAR indicates school attendance at any level, from primary to higher levels of
education. Although the minimum age for schooling in Eritreais 7 years, there are some children attending
school at younger ages. A mgjority of children are not attending school at age 7. The peak attendanceisat age
13-16 for males when 81-83 percent of boys are currently attending school and at age 11 for females when
77 percent of girls are currently attending school. The male-female disparity in attending school is small at
younger ages (in favor of males). Differentials by sex in school attendance become wider beginning at age
12. For example, six in ten males age 19 are attending school, compared with only 32 percent of females.
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Figure 2-3 Age-specific attendance rates by sex
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2.5 MaRITAL STtATUS OF THE DE-FACTO HOUSEHOLD POPULATION

Information on marital status of all household members age 15 and above is included in EPHS2010.
Table 2-10 shows the current marital status of the de-facto household population by age, sex, and residence.
Inthisreport, *“marriage’” refersto both formal and informal unions. An informal union is one in which the
man and woman live together for some time, intending to have a lasting relationship, but have not had a
formal civil, cultural or religious marriage ceremony.

Among females age 15 and above, 56 percent are currently married and 23 percent have never
been married. The proportion of never married is much higher among males (38 percent) than females
(23 percent), and is higher in urban areas (46 percent for males and 31 percent for females) than in rural
areas (33 percent for males and 17 percent for females).

Percentages of currently divorced and separated are generally small, regardless of age, sex, and
place of residence; nearly one in eight women age 15 and above in urban and rural areas are currently
widowed. By age group, the percentage of women widowed is small except at older ages (40 and above).
For example, among women age 50 and above nearly the same percentage (37 percent) of women are
widowed in both urban and rural areas. The higher percentage of older woman than older men who are
widowed reflects sex differentials in age at marriage, longevity, and remarriage rates. The marital status
distribution of the de-facto household population age 15 and above can aso be clearly observed in the
population pyramid presented in Figure 2-4 below.
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Table 2-10 Marital status of the de-facto household population

Percent distribution of the de-facto household population aged 15 and above by marital status, according to age, residence and sex, Eritrea 2010

Current marital status

Never married Married Living together Widowed Divorced Not living together Missing Total Number
URBAN

Male
15-19 98.7 1.0 0.0 0.0 0.0 0.0 0.3 100.0 768
20-24 94.8 4.8 0.0 0.0 0.0 0.0 0.3 100.0 358
25-29 79.1 17.6 1.2 0.0 1.3 0.4 0.4 100.0 257
30-34 49.4 45.3 2.8 0.1 14 0.3 0.7 100.0 234
35-39 26.9 66.6 2.2 0.3 3.6 0.0 0.4 100.0 250
40-44 9.5 83.6 0.9 1.4 3.1 15 0.0 100.0 194
45-49 5.4 89.2 24 0.7 24 0.0 0.0 100.0 202
50+ 1.6 88.7 1.7 4.4 3.1 0.2 0.4 100.0 1,049
Total 46.2 48.8 1.2 1.6 1.8 0.2 0.3 100.0 3,311

Female
15-19 91.7 7.1 0.0 0.1 0.5 0.3 0.3 100.0 961
20-24 58.4 36.9 1.2 0.2 2.1 0.9 0.3 100.0 771
25-29 29.3 57.8 2.7 15 7.0 1.6 0.2 100.0 739
30-34 17.3 63.3 4.1 4.8 9.3 1.0 0.1 100.0 554
35-39 10.1 64.9 1.7 7.7 13.1 2.0 0.5 100.0 599
40-44 6.9 63.1 2.9 11.3 13.0 2.8 0.0 100.0 389
45-49 2.8 68.3 1.6 15.1 10.4 1.2 0.5 100.0 339
50+ 2.6 47.0 1.0 36.7 10.3 14 0.9 100.0 1,412
Total 30.8 46.2 1.6 12.1 7.5 1.3 0.4 100.0 5,764

RURAL

Male
15-19 98.4 1.3 0.0 0.0 0.1 0.0 0.2 100.0 1,220
20-24 79.9 18.9 0.0 0.0 11 0.0 0.0 100.0 426
25-29 40.9 56.2 0.9 0.9 1.2 0.0 0.0 100.0 303
30-34 18.3 76.6 11 0.3 3.7 0.0 0.0 100.0 309
35-39 8.0 88.4 1.4 0.3 1.9 0.0 0.0 100.0 345
40-44 2.3 95.1 0.0 0.3 2.3 0.0 0.0 100.0 287
45-49 1.3 94.4 1.5 1.6 04 0.7 0.0 100.0 344
50+ 11 87.2 0.4 7.5 24 0.2 1.2 100.0 2,128
Total 33.3 60.8 0.5 3.2 1.6 0.1 0.5 100.0 5,361

Female
15-19 735 24.6 0.0 0.2 14 0.1 0.4 100.0 1,464
20-24 21.3 71.8 0.4 0.5 5.1 0.4 0.4 100.0 1,044
25-29 7.4 81.1 1.2 1.3 8.6 0.4 0.1 100.0 1,016
30-34 3.6 82.5 0.3 6.0 6.7 0.3 0.6 100.0 780
35-39 3.6 79.7 1.0 5.4 9.3 11 0.0 100.0 886
40-44 2.5 83.4 0.8 6.8 5.1 0.8 0.7 100.0 588
45-49 1.4 75.8 0.5 13.2 6.6 2.1 0.3 100.0 649
50+ 1.2 53.7 0.3 375 5.4 0.7 1.1 100.0 2,117
Total 17.4 63.2 0.5 12.1 5.6 0.6 0.5 100.0 8,545
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Table 2-10 (Continued)

Percent distribution of the de-facto; household population aged 15 and above by marital status, according to age, residence and sex, Eritrea 2010

Current marital status

Never married Married Living together Widowed Divorced Not living together Missing Total Number
TOTAL
Male
15-19 98.5 1.2 0.0 0.0 0.1 0.0 0.2 100.0 1,988
20-24 86.7 12.5 0.0 0.0 0.6 0.0 0.1 100.0 784
25-29 58.4 384 1.0 0.5 1.2 0.2 0.2 100.0 559
30-34 31.7 63.1 1.8 0.2 2.7 0.1 0.3 100.0 542
35-39 15.9 79.2 1.7 0.3 2.6 0.0 0.2 100.0 595
40-44 5.2 90.5 0.4 0.8 2.6 0.6 0.0 100.0 481
45-49 2.8 92.5 1.9 1.3 1.1 0.5 0.0 100.0 546
50+ 1.3 87.7 0.8 6.5 2.6 0.2 0.9 100.0 3,177
Total 38.2 56.2 0.7 2.6 1.7 0.2 0.5 100.0 8,672
Female

15-19 80.7 17.6 0.0 0.1 1.0 0.2 0.3 100.0 2,425
20-24 37.1 57.0 0.7 0.4 3.9 0.6 0.3 100.0 1,815
25-29 16.6 71.3 1.8 1.4 7.9 0.9 0.1 100.0 1,755
30-34 9.3 74.5 1.9 5.5 7.8 0.6 0.4 100.0 1,334
35-39 6.2 73.7 1.3 6.3 10.8 15 0.2 100.0 1,485
40-44 4.2 75.3 1.7 8.6 8.2 1.6 0.4 100.0 978
45-49 1.9 73.2 0.9 13.9 7.9 1.8 0.4 100.0 988
50+ 1.8 51.0 0.6 37.2 7.4 1.0 1.0 100.0 3,529
Total 22.8 56.4 0.9 121 6.4 0.9 0.5 100.0 14,309

Note: Table is based on de-facto household members, i.e., members who lived in the household the night before the survey in the CORE question-
naires.
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Figure 2-4 Marital status of the de-facto household
population by age group and sex
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2.6 EwmpLoYMENT STATUS OF THE FEMALE DE-JURE HOUSEHOLD POPULATION

Sixty-one percent of malesand 15 percent of females age 15 and above were employed in the month before
the survey and are considered currently employed (Table 2-11). The proportions of males and females age
15-64 who are currently employed are 61 and 15 percent, respectively. The proportion currently employed
peaks at age 35-39 for males (88 percent) and at age 25-29 for females (22 percent) (Table 2-11 and Figure
2-5). For both sexes, there is amoderate decline in employment at age 60 and above. However, remarkably,
amost half of males age 65 and above were employed the month before the survey. Seventy percent of
boys and girls age 10-14 attend school, and only small proportions were employed in the month before the
survey. Children’s employment varies by sex; boys are more likely to be employed than girls (6 percent
versus 2 percent). Among age 10-14 employed children, 67 percent of males and 39 percent of females are
not paid for their work.
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Figure 2-5 Employment by sex and five year age group
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Differentials in employment status by residence and zoba are examined for persons age 15-64,
the age considered economically active in Eritrea. There is a slight difference in the level of current
employment for males by urban-rural residence, with rural males more likely to be employed than
urban males (Table 2-11). However, rural males and males living in Asmara city have the same level of
employment (49 percent). In contrast, females are almost three times as likely to be employed in urban
areasasin rural areas (20 versus 8 percent). Females are al'so most likely to be employed in Asmara city
compared to other areas.

By zoba, the highest level of male employment is in Gash-Barka (51 percent) and the highest
level of female employment isin Maekel (22 percent). The differentials by zoba in male employment are
small; at least 45 percent of males are employed in all zobas. The differentials in female employment are
marked: about one-fourth of femalesin Maekel are currently employed, compared with only seven percent
in Semenawi Keih Bahri. A substantial majority of employed females and males age 15-64 reported that
they earn only cash (82 and 74 percent, respectively), and two percent of females and three percent of males
reported that they receive cash plus some payment in kind.
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Table 2-11 Employment status

Percent distribution of de-jure household population age 10 and over by employment status and type of earnings, according to background

characteristics, Eritrea 2010

Employment status

Form of earnings

Not Not
Background employed, in employed Employed Not Total
characteristic school last month last month Missing Total Number Cash Kind Both paid Missing Total employed
MALE
Age
10-14 69.7 19.6 6.2 4.6 100.0 4,118 26.8 21 20 670 21 100.0 254
15-19 64.5 15.5 19.6 0.5 100.0 2,637 49.8 24 31 437 1.1 100.0 516
20-24 28.7 18.8 52.0 0.5 100.0 1545 81.2 29 15 134 11 100.0 804
25-29 8.0 17.4 74.2 0.3 100.0 1,240 88.0 20 06 86 0.7 100.0 920
30-34 0.0 14.5 85.3 0.1 100.0 1,170 88.5 27 09 76 0.4 100.0 999
35-39 0.0 11.7 88.2 0.2 100.0 1,133 85.2 22 13 102 1.0 100.0 999
40-44 0.0 13.9 86.1 0.0 100.0 946 81.2 31 17 127 13 100.0 814
45-49 0.0 13.0 86.6 0.5 100.0 864 745 50 29 172 0.3 100.0 748
50-54 0.0 16.4 83.4 0.2 100.0 692 65.6 83 44 206 11 100.0 577
55-59 0.0 18.6 81.3 0.0 100.0 672 60.5 78 51 259 0.6 100.0 547
60-64 0.0 315 67.6 0.9 100.0 714 601 125 33 225 1.7 100.0 482
65+ 0.0 55.3 44.1 0.6 100.0 1,888 471 159 7.8 284 0.9 100.0 833
Missing 0.0 100.0 0.0 00  100.0 1 na na na na na  na 0
Residence
Total urban 34.6 17.3 46.8 1.2 100.0 6,123 915 1.4 05 6.0 0.7 100.0 2,864
Asmara 30.9 19.0 49.1 11 100.0 2,737 96.5 01 00 28 0.6 100.0 1,343
Other Town 37.7 16.0 44.9 14 100.0 3,386 87.1 25 09 838 0.8 100.0 1,521
Rural 26.0 23.7 48.9 14 100.0 11,507 62.4 74 39 253 1.0 100.0 5,629
Zoba
Debubawi Keih Bahri 28.6 27.8 43.0 0.6 100.0 271 79.8 0.2 0.7 186 0.7 100.0 116
Maekel 315 18.4 49.1 1.0 100.0 3,967 92.8 1.8 041 4.9 0.4 100.0 1,947
Semenawi Keih Bahri 275 23.7 47.6 1.2 100.0 1,942 59.1 87 16 2938 0.9 100.0 924
Anseba 30.0 20.6 48.4 1.0 100.0 2,652 67.7 98 93 117 15 100.0 1,285
Gash-Barka 18.8 28.0 51.2 2.0 100.0 4,061 596 19 09 36.6 1.0 100.0 2,078
Debub 35.7 17.7 45.2 1.3 100.0 4,736 73.8 8.1 35 137 1.0 100.0 2,143
Age
Population age 10+ 29.0 21.5 48.2 13 100.0 17,630 72.2 54 27 1838 0.9 100.0 8,493
Population age 15+ 16.6 221 61.0 0.4 100.0 13,512 73.6 55 27 173 0.9 100.0 8,239
Population age 10-64 29.0 21.4 48.2 1.3 100.0 17,618 72.2 54 27 1838 0.9 100.0 8,493
Population age 15-64 16.6 22.0 61.0 0.4 100.0 13,500 73.6 55 27 173 0.9 100.0 8,239
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Table 2-11 (Continued)

Percent distribution of de-jure household population age 10 and over by employment status and type of earnings, according to background
characteristics, Eritrea 2010

Employment status Form of earnings
Not Not
Background employed, employed Employed Not Total
characteristic inschool last month last month Missing Total Number Cash Kind Both paid Missing Total employed
FEMALE
Age
10-14 67.2 25.7 2.3 4.8 100.0 3,560 58.2 15 0.0 389 14 100.0 82
15-19 52.5 39.4 7.6 0.5 100.0 2,742 77.1 22 08 177 22 100.0 208
20-24 11.0 70.4 18.0 0.5 100.0 1,985 90.9 19 0.2 5.8 1.2 100.0 358
25-29 24 75.2 221 0.3 100.0 1,842 88.9 33 06 6.0 1.2 100.0 407
30-34 0.0 78.7 21.0 0.4 100.0 1,387 81.6 22 34 113 14 100.0 291
35-39 0.0 79.4 20.6 0.0 100.0 1,548 83.3 51 19 9.3 0.5 100.0 319
40-44 0.0 78.9 20.7 0.4 100.0 1,044 80.7 47 29 1.1 0.6 100.0 216
45-49 0.0 80.4 19.2 0.4 100.0 1,063 775 33 19 163 1.0 100.0 202
50-54 0.0 82.2 16.8 1.0 100.0 799 78.7 55 11 141 0.6 100.0 135
55-59 0.0 87.1 11.7 11 100.0 810 76.0 85 24 131 0.0 100.0 95
60-64 0.0 90.9 8.6 0.5 100.0 631 69.6 83 36 185 0.0 100.0 54
65+ 0.0 96.0 3.0 11 100.0 1,499 479 220 84 217 0.0 100.0 45
Missing 0.0 100.0 0.0 00  100.0 2 ha na na na na  na 0
Residence
Total urban 26.5 52.7 19.6 1.2 100.0 7,323 90.0 12 11 6.6 11 100.0 1,438
Asmara 23.0 51.0 24.6 14 100.0 3,387 919 11 09 5.0 11 100.0 834
Other Town 29.6 54.1 15.3 1.0 100.0 3,936 874 1.5 13 8.7 1.1 100.0 603
Rural 18.6 71.6 8.4 14 100.0 11,581 69.1 79 26 195 0.9 100.0 975
Zoba
Debubawi Keih Bahri 9.7 77.1 12.2 1.0 100.0 283 719 0.0 0.7 269 0.6 100.0 34
Maekel 23.8 53.3 215 1.3 100.0 4,634 89.5 31 09 5.3 1.2 100.0 998
Semenawi Keih Bahri 17.6 74.1 7.3 1.0 100.0 1975 825 18 05 128 23 100.0 144
Anseba 257 65.9 7.7 0.8 100.0 2,704 85.9 36 28 6.0 1.7 100.0 208
Gash-Barka 12.6 74.2 115 1.7 100.0 4,034 814 1.0 13 157 0.6 100.0 464
Debub 26.8 61.0 10.7 15 100.0 5,273 66.4 88 32 211 0.6 100.0 563
Age
Population age 10+ 21.6 64.3 12.8 13 100.0 18,903 81.6 40 1.7 118 1.0 100.0 2,412
Population age 15+ 111 73.2 15.2 0.5 100.0 15,343 824 40 1.7 108 1.0 100.0 2,330
Population age 10-64 21.7 64.3 12.8 13 100.0 18,901 816 40 1.7 11.8 1.0 100.0 2,412
Population age 15-64 111 73.2 15.2 0.5 100.0 15,341 824 40 1.7 108 1.0 100.0 2,330

Note: Table is based on de jure members, i.e., usual residents in the CORE questionnaires.
na= Not applicable

Household Population and Housing Characteristics | 31



2.7 HouseHoLD DRINKING WATER

Increasing access to improved drinking water is one of the Millennium Development Goals (MDGs) that
Eritrea along with other nations worldwide has adopted (United Nations General Assembly, 2002). In the
Household Questionnaire, respondents were asked about characteristics of their households, including
access to electricity, source of drinking water, time to water source, time at water source, type of toilet
facilities, fuel used for cooking, main flooring material, and number of rooms used for sleeping. Table 2-12
summarizes thisinformation by residence.

Information on a household's source of drinking water is important because potentially fatal
diseases including typhoid, cholera, and dysentery are prevalent in unprotected water sources. Sources that
are likely to provide water suitable for drinking are identified as improved sources. These include a piped
source within the dwelling, yard, or plot; a public tap/stand pipe, or borehole; protected well; spring water
and rainwater (WHO and UNICEF Joint Monitoring Program for Water Supply and Sanitation, 2010).

Piped water is mainly accessible in urban areas, more than eight in ten (84 percent) householdsin
Asmara, more than six in ten (64 percent) in other towns and 36 percent (all from public taps) in rural areas
use piped water. Twenty-sex percent of households in urban areas, one-third (33 percent) in other towns
and 16 percent in Asmara city, depend on tanker trucks to deliver water. The rural piped public tap usage
has doubled since EDHS2002. More than one-third of householdsin rural areas have accessto public wells
(protected 13 percent and unprotected 22 percent) and 23 percent use surface water. Overall, nearly six
in ten of the households in Eritrea have access to improved water source with the corresponding figures
for urban and rural areas of 73 and 50 percent, respectively. Accessibility to water is reflected by the time
required to get to the water source. Overall, 34 percent of Eritrean households have a water source on their
premises (76 percent urban and 11 percent rural). Adult females age 15 and above are mainly the ones who
fetch water for the households (36 percent) with nearly half in rural areas and 15 percent in urban areas.
Female children under age 15 account for 16 percent of the members who fetch water.

Access to improved water source has increased significantly from 23 percent in 1995 to 55 percent
in 2002 and dlightly again to 58 percent in 2010 (Figure 2-6).
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Table 2-12 Household drinking water

Percent distribution of households and de jure population by source, time to collect, and person who usually collects drinking water; and percentage
of households and the de jure population by treatment of drinking water, according to residence, Eritrea 2010

Households Population
Characteristic Total urban  Asmara  Other Town  Rural Total Total urban  Asmara  Other Town Rural Total
Source of drinking water
Improved source 72.9 84.1 64.2 50.0 58.2 72.9 83.9 64.6 49.9 57.9
Piped into residence/
yard/ plot 38.7 56.3 25.0 0.3 14.1 38.9 56.9 254 0.4 13.8
Public tap 17.9 5.0 27.9 35.6 29.2 18.6 5.3 28.6 35.6 29.7
Private tap 11.6 17.3 7.2 0.3 4.4 11.1 17.0 6.7 0.3 4.1
Protected well in
residence/ yard/ plot 0.5 0.5 0.4 0.3 0.3 0.6 0.8 0.4 0.3 0.4
Protected public well 1.6 0.4 25 13.3 9.1 1.8 0.4 2.8 13.2 9.2
Bottled water 25 4.5 1.0 0.1 1.0 2.0 3.6 0.7 0.0 0.7
Rain water 0.0 0.0 0.0 0.1 0.1 0.0 0.0 0.0 0.1 0.1
Non-improved source 271 15.9 35.7 49.5 41.4 271 16.1 35.3 49.6 41.7
Unprotected well in
residence/ yard/ plot 0.1 0.1 0.1 0.2 0.1 0.1 0.2 0.1 0.2 0.2
Unprotected public well 0.9 0.0 1.6 22.3 14.6 0.9 0.0 15 22.3 14.8
Surface water 0.4 0.0 0.8 233 15.1 0.5 0.0 0.8 23.8 15.7
Tanker Truck 25.6 15.8 33.2 3.8 11.6 25.6 15.9 32.9 34 1.1
Other 0.0 0.0 0.1 0.5 0.3 0.0 0.0 0.1 0.5 0.4
Missing 0.0 0.0 0.1 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Time to obtain drinking
water (round trip)
Water on premises 75.8 88.4 66.1 11.0 34.4 75.5 87.9 66.2 10.6 33.2
Less than 30 minutes 10.9 6.7 14.2 15.3 13.7 10.9 7.2 13.6 15.4 13.8
30 minutes or longer 12.1 4.2 18.3 70.8 49.6 12.6 4.2 19.0 71.8 51.2
Don’t know/missing 1.1 0.7 1.4 2.9 2.3 1.0 0.8 1.2 2.1 1.7
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Person who usually
collects drinking water
Adult female 15+ 14.7 8.6 19.3 47.9 35.9 14.4 8.8 18.6 45.6 34.8
Adult male 15+ 3.9 1.2 6.0 115 8.8 4.0 1.3 6.1 10.9 8.5
Female child under age 15 2.6 0.4 43 15.8 1.1 31 0.5 5.1 19.9 14.1
Male child under age 15 1.6 0.5 25 9.1 6.4 1.9 0.6 3.0 10.5 7.5
Other 0.9 0.6 1.0 4.5 3.2 0.5 0.5 0.5 22 1.6
Water on premises 75.8 88.4 66.1 11.0 34.4 75.5 87.9 66.2 10.6 33.2
Missing 0.5 0.3 0.7 0.2 0.3 0.5 0.4 0.5 0.2 0.3
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of CORE 3,816 1,666 2,150 6,772 10,588 17,824 7,660 10,164 33,357 51,181

Note: Table is based on the CORE questionnaires.
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Figure 2-6 Trends in access to improved
water source, 1995, 2002, 2010
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2.8 HouseHoLD SANITATION FACILITIES

Ensuring adequate sanitation facilities is another of the Millennium Development Goals (MDGs) which
Eritrea shares with other countries. Access to adequate sanitation facilities is an important determinant of
health conditions. Proper sanitation facilities lead to improved hygiene practices, and ultimately improved
health conditions. Seventy percent of households in Eritrea (35 percent of the urban households and 90
percent of rural households) are without toilet facility as compared to 74 percent of the households (39
percent in urban and 96 percent in rural) without toilet facility in 2002 (Table 2-13). Neither do 47 percent
of the households in other towns and 20 percent of householdsin Asmaracity have any toilet facility while
50 percent of householdsin other towns and 27 percent in Asmara city were without toilet facility in 2002;
avery slight improvement by 2010.

Regarding solid waste disposal, 45 percent of households in urban areas and 0.5 percent of
householdsinrural areasdisposetheir solid wastein closed public containerswhile 35 percent of households
in urban areas and 99 percent in rural areas dumped their solid waste and garbage anywhere convenient to
them (Table 2-13).
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Table 2-13 Household sanitation facilities

Percent distribution of households and de-jure population by type of toilet/latrine facilities, according to residence, Eritrea 2010

Households De-jure Population

Sanitation facility Total urban  Asmara Other Town Rural Total  Totalurban Asmara Other Town  Rural Total

Toilet facility

Improved, not shared facility 24.0 31.7 18.1 3.3 10.7 25.8 335 20.0 3.5 11.3
Flush to piped sewer system 10.3 21.7 15 0.0 3.7 10.1 21.7 1.3 0.0 35
Flush to septic tank 10.2 9.4 10.8 1.1 4.4 11.7 11.0 12.2 1.1 4.8
Flush to pit latrine 1.9 0.6 2.9 0.5 1.0 2.1 0.7 3.1 0.6 11
Ventilated improved pit Latrine 1.7 0.0 2.9 1.7 1.7 1.9 0.0 34 1.8 1.8

Non-improved facility 75.8 68.0 81.7 96.7 89.2 74.0 66.2 79.9 96.5 88.7
Any facility shared with other

households 334 47.9 222 3.1 14.0 314 46.2 20.3 2.6 12.6

Traditional pit toilet 7.1 0.2 12.5 3.3 4.7 8.4 0.4 14.4 3.7 53
No facility/ bush/ field 35.2 19.9 47.1 90.3 70.4 34.2 19.6 45.2 90.2 70.7
Other 0.1 0.1 0.0 0.0 0.0 0.1 0.1 0.0 0.0 0.0
Missing 0.2 0.2 0.2 0.0 0.1 0.1 0.2 0.1 0.0 0.0

Solid waste and garbage
Collected by public vehicle 19.1 33.4 8.0 0.0 6.9 18.8 33.3 7.9 0.0 6.5
Public container (closed) 44.5 58.8 334 0.5 16.4 44.2 58.8 33.2 0.5 15.7
Public container (open) 1.1 0.8 1.4 0.2 0.5 1.1 0.6 1.4 0.2 0.5
Dumped anywhere 35.3 6.9 57.2 99.3 76.2 35.9 7.3 57.5 99.3 77.2
Missing 0.0 0.1 0.0 0.0 0.0 0.0 0.1 0.0 0.0 0.0
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number 3,816 1,666 2,150 6,772 10,588 17,824 7,660 10,164 33,357 51,181

Note: Table is based on the CORE questionnaires.

2.9 HousiNg CHARACTERISTICS

Information on anumber of household dwelling characteristicsincluding access of householdsto electricity,
type of fuel used for cooking and others is presented in Table 2.14. These characteristics reflect the
household’s socio-economic situation. They may also influence environmental conditions that have a direct
bearing on household members' health and welfare. Overall, 37 percent of the households in Eritrea have
electricity which has increased dightly from EDHS2002 (32 percent) but has more substantially increased
since EDHS1995 (23 percent). On the other hand, thereis a marked increase of households with electricity
in rural areas (13 percent) which was only three percent in 2002. Regarding urban areas, 81 percent of
households have electricity as compared to 78 percent in 2002.

Several types of fuel are used for cooking in Eritrea. Sixty-eight percent of households use firewood,
straw, and sawdust for cooking and 17 percent use kerosene. Regarding urban-rural variation, wood or
straw is more commonly used for cooking in rural areas (90 percent) than in urban areas (27 percent). In
Asmara, most households use either kerosene (61 percent) or gas (34 percent) as fuel for cooking. Thirty-
nine percent of urban households and 95 percent of rural households use some type of solid fuel.

The type of material used for flooring is an indicator of the economic standing of the household
as well as the potential exposure of household members to disease-causing agents. Fifty-eight percent of
households live in structures with floors made of earth/sand, 21 percent have floors made of concrete/
cement, and 13 percent have ceramic tile floors.
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Table 2-14 Housing characteristics

Percent distribution of households and de-jure population by housing characteristics and percentage using solid fuel for cooking; and among those
using solid fuels, percent distribution by type of fire/stove, according to residence, Eritrea 2010

Households De-jure Population
Housing characteristic Total urban ~ Asmara  Other Town Rural Total Total urban ~ Asmara  Other Town Rural Total
Electricity
Yes 81.3 97.4 68.8 12.5 37.2 81.6 97.8 69.5 12.4 36.6
No 18.7 2.6 31.2 87.5 62.8 18.4 2.2 30.5 87.6 63.4
Total 100.0 100.0 100.0 100.0  100.0 100.0 100.0 100.0 100.0  100.0
Flooring material
Earth/sand 28.9 7.8 45.2 74.8 58.4 28.3 6.3 44.8 74.6 58.4
Dung 1.4 0.2 2.3 9.4 6.5 1.3 0.1 2.2 9.3 6.5
Wood planks 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Palm/bamboo/reeds 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Parquet or polished wood 0.1 0.1 0.0 0.0 0.0 0.1 0.1 0.0 0.0 0.0
Vinyl or asphalt strips 0.1 0.1 0.1 0.0 0.1 0.1 0.1 0.1 0.0 0.1
Ceramic tiles 32.5 54.3 15.6 25 13.2 327 55.5 15.6 22 12.9
Concrete/cement 36.4 36.6 36.2 13.1 214 36.9 37.0 36.8 13.6 21.8
Carpet/plastic 0.6 0.6 0.5 0.1 0.2 0.5 0.6 0.5 0.1 0.2
Other 0.1 0.1 0.1 0.0 0.1 0.1 0.1 0.1 0.0 0.1
Main wall material
No walls 0.2 0.1 0.2 0.5 0.4 0.2 0.1 0.2 0.4 0.3
Cane/palm/trunks 0.4 0.0 0.6 1.8 13 0.3 0.0 0.6 17 1.2
Tent/garment 1.4 0.0 24 13.0 8.9 1.2 0.0 2.1 12.4 8.5
Bamboo with mud 9.0 13 14.9 11.4 10.5 9.2 1.3 15.1 11.4 10.6
Stone with mud 10.4 10.7 10.2 41.6 304 10.0 9.9 10.1 424 31.0
Plywood 1.9 0.3 3.2 0.4 1.0 1.7 0.3 2.8 0.5 0.9
Wood planks/shingles 1.2 0.0 2.2 6.5 4.6 11 0.0 2.0 6.2 4.4
Cement 5.6 9.3 2.8 0.7 25 55 9.0 2.9 0.7 24
Stone with lime/cement 10.8 104 1.2 8.9 9.6 11.1 10.7 11.3 9.4 10.0
Bricks 21.8 422 5.9 1.4 8.7 21.7 42.8 6.0 1.4 8.6
Cement blocks 35.6 24.6 44.1 11.7 20.3 36.4 25.0 449 115 20.2
Other 1.7 1.0 2.2 2.0 1.9 15 0.9 2.0 1.9 1.8
Total 100.0 100.0 100.0 100.0  100.0 100.0 100.0 100.0 100.0  100.0
Main roof material
Grass/thatch 7.6 0.0 135 30.7 224 7.8 0.0 13.6 30.5 225
Wood/dung/mud 1.4 0.3 2.2 224 14.9 14 0.4 2.1 22.2 14.9
Palm leaves and trees 4.2 0.0 7.5 7.5 6.3 4.3 0.0 7.5 7.4 6.3
Tent/garment 23 0.3 3.9 7.8 5.8 2.1 0.2 35 7.4 5.6
Tin cans 0.2 0.3 0.1 0.0 0.1 0.1 0.2 0.1 0.0 0.1
Corrugated iron 73.7 81.8 67.5 30.9 46.2 73.9 81.5 68.2 317 46.5
Asbestos sheet 2.2 1.7 2.7 0.2 0.9 2.2 1.8 25 0.2 0.9
Vinyl or asphalt strips 0.8 1.7 0.1 0.0 0.3 0.9 1.9 0.1 0.0 0.3
Cement/ steel/ concrete 7.1 13.0 25 0.5 2.9 6.9 13.0 23 0.5 2.7
Roof tiles 0.4 0.7 0.1 0.0 0.1 0.4 0.8 0.1 0.0 0.1
Other 0.1 0.1 0.0 0.0 0.0 0.1 0.2 0.0 0.0 0.0
Total 100.0 100.0 100.0 100.0  100.0 100.0 100.0 100.0 100.0  100.0
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Table 2-14 (Continued)

Percent distribution of households and de-jure population by housing characteristics and percentage using solid fuel for cooking; and among those
using solid fuels, percent distribution by type of fire/stove, according to residence, Eritrea 2010

Households De-jure Population
Housing characteristic Total urban  Asmara Other Town  Rural Total Total urban  Asmara Other Town  Rural Total
Rooms used for sleeping
One 70.6 66.9 73.4 86.3 80.6 64.1 61.4 66.1 82.7 76.2
Two 231 245 22.0 12.7 16.4 274 27.6 27.2 15.7 19.8
Three or more 6.3 8.6 4.6 1.0 29 8.5 11.0 6.7 15 4.0
Total 100.0 100.0 100.0 100.0  100.0 100.0 100.0 100.0 100.0 100.0
Persons per sleeping room
<3 34.8 39.0 315 23.9 27.8 211 25.2 18.1 10.7 14.3
34 33.2 315 34.6 32.8 33.0 339 326 34.8 28.7 30.5
5-6 20.1 18.7 21.2 22.9 21.9 24.9 23.3 26.1 26.8 26.1
7+ 11.8 10.8 12.7 20.3 17.3 20.1 18.9 21.0 33.8 29.0
Total 100.0 100.0 100.0 100.0  100.0 100.0 100.0 100.0 100.0 100.0
Mean number of persons
per sleeping room 3.8 3.6 3.9 4.4 4.2 0.0 0.0 0.0 0.0 0.0
Persons per room
<3 44.6 50.3 40.2 28.8 344 322 384 27.7 15.3 213
3-4 29.5 26.6 31.8 32.8 31.7 314 28.6 335 30.8 31.0
5-6 16.5 14.8 17.8 20.8 19.2 20.5 18.5 21.9 24.7 23.2
7+ 9.4 8.3 10.3 17.6 14.6 15.9 14.6 16.9 29.1 24.5
Total 100.0 100.0 100.0 100.0  100.0 100.0 100.0 100.0 100.0 100.0
Mean number of
persons per room 3.4 3.2 35 4.2 3.9 0.0 0.0 0.0 0.0 0.0
Separate or independent
room for kitchen
Yes 61.9 59.3 63.9 51.6 55.3 65.8 62.4 68.3 55.4 59.0
No 38.1 40.6 36.1 48.4 44.7 34.2 37.5 31.7 44.6 41.0
Missing 0.1 0.1 0.0 0.0 0.0 0.1 0.1 0.0 0.0 0.0
Total 100.0 100.0 100.0 100.0  100.0 100.0 100.0 100.0 100.0 100.0
Cooking fuel
Electricity 0.2 0.2 0.2 0.0 0.1 0.1 0.1 0.1 0.0 0.1
LPG, natural gas 17.7 33.6 54 0.9 6.9 18.3 35.6 54 0.9 7.0
Biogas 2.0 3.6 0.8 0.1 0.8 2.2 4.0 0.9 0.1 0.8
Kerosene 40.4 60.5 248 3.9 17.0 38.3 58.5 23.2 3.3 15.6
Coal, lignite 0.2 0.1 0.3 0.0 0.1 0.2 0.1 0.3 0.0 0.1
Charcoal 12.0 1.1 20.4 25 5.9 11.9 0.9 20.1 24 5.7
Firewood, straw, sawdust 26.8 0.4 47.2 90.4 67.6 28.4 0.3 49.4 91.4 69.3
Animal dung manure 0.4 0.3 0.5 1.9 14 0.5 0.4 0.5 1.8 1.4
No food cooked in
household 0.3 0.2 0.4 0.2 0.2 0.1 0.0 0.1 0.1 0.1
Total 100.0 100.0 100.0 100.0  100.0 100.0 100.0 100.0 100.0 100.0
Percentage using solid
fuel for cooking * 39.3 1.9 68.4 94.9 75.0 41.0 1.7 70.3 95.6 76.5
Number of house-holds/
population using solid fuel 11,199 4,894 6,305 20,015 31,214 52,636 22,534 30,101 97,661 150,297

Note: Table is based on both CORE and MMM questionnaires.
LPG = Liquid petroleum gas.
* Includes coall/lignite, charcoal, wood/straw/shrubs/grass, agricultural crops, and animal dung.
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The flooring material differs considerably by place of residence. Rural houses have poorer quality
floors than urban houses (84 percent of rural households have earth/sand or dung floors, while 69 percent
of urban houses have concrete/cement or ceramic tiles floors). In Asmara, more than half (54 percent) of
the households’ floors are made of ceramic tiles and 37 percent have cement floors. The proportion of
households with floors made of ceramic tiles remained almost the same since 2002. Walls of dwellings
(31 percent) are most often made of stone with mud, followed by those with walling made from cement or
blocks (20 percent). Regarding roofing material of the dwelling units, 47 percent is made from corrugated
iron sheet and 23 percent from grass or thatch (Table 2-14).

Information on the total number of rooms (excluding toilets and kitchens) and sleeping rooms were
collected to measure household crowding. Overall, 29 percent of households have | ess than three persons per
room and around onethird (33 percent) of househol ds have threeto four persons per room. Crowding ismore
common in rural areasthan urban areas. For example, 12 percent of the householdsin urban areas have seven
or more persons per room, compared with 20 percent in rura areas. The mean number of persons per room
and per sleegping roominrural areasis 4.2 and 4.4, respectively; in urban areas, it is 3.4 and 3.8, respectively.

2.10 HouseHoLD PossESSIONS

Information on household possession of durable goods and means of transportation is presented in
Table 2-15. Combined with other indicators, information on ownership of durable goods can be used
to generate a wealth index that acts as a proxy estimate for the socio-economic status of a household.
Ownership of aradio or television is a measure of access to mass media; telephone ownership measures
access to efficient communications; refrigerator ownership indicates a capacity for more hygienic storage.
Bicycle, motorcycle, car, and donkey cart ownership reflects access to means of transportation. In general,
ownership of these items has a bearing on the households’ access to health information and services.

Three in ten households in Eritrea own aradio (36 percent of urban households and 27 percent of
rural households). The difference between urban and rural areasis much larger when it comes to ownership
of television: 54 percent households in urban areas (80 percent in Asmara) and only four percent in rural
areas. Overdll in Eritrea, two in ten (22 percent) households own atelevision.

One in four households has a telephone (19 percent mobile and 7 percent non-mobile). Urban
households are more likely than rural households to own modern conveniences powered by electricity like
refrigerators (23 percent), receiver (27 percent) and washing machine (12 percent) are almost exclusively
owned in urban areas with only about three percent of each typein rural areas.

Regarding ownership of any meansof transportation, 84 percent of the householdsdo not own any means
of transportation. Bicycles are the most common means of transportation; one in ten (11 percent) households
ownsabicycle. Only three percent of the households own acar or atruck, the same as reported in EDHS2002.

Respondents to the Household Questionnaire were aso asked whether they owned the house they
lived in, whether they owned livestock and cropland, and whether they grew cash crops. Nearly three-fourths
of households own a house, (44 percent in urban and 88 in rural); 48 percent own livestock, (15 percent in
urban and 67 in rural) and nearly three in ten households own horses, mules, or donkeys (five percent in
urban and 38 percent in rura). Six in ten of the households own agricultural lands. As expected, ownership
of agricultural land is much lower among urban than rural households (19 percent versus 82 percent).
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Table 2-15 Household durable goods

Percentage of households and de-jure population possessing various household effects, means of transportation, agricultural land and livestock/farm
animals by residence, Eritrea 2010

Households Population
Possession Total urban ~ Asmara  Other Town Rural Total Total urban ~ Asmara  Other Town Rural Total
Durable Assets
Radio 35.7 36.9 34.7 26.6 29.8 36.7 37.7 1p1.03 28.8 31.6
Television 54.3 79.8 34.5 4.1 221 58.8 85.7 38.7 4.6 23.6
Mobile telephone 43.0 58.0 31.4 5.3 18.8 47.3 63.7 34.9 6.1 20.5
Non-mobile
telephone 17.6 29.1 8.6 0.3 6.5 18.9 311 9.8 0.4 6.9
Refrigerator 23.2 38.2 11.5 0.7 8.8 244 40.5 12.3 0.7 9.0
Cassette player 51.5 69.9 37.2 11.9 26.1 53.6 73.2 39.0 13.2 27.4
Receiver 26.8 38.7 17.6 1.0 10.3 30.3 43.4 20.4 1.2 11.4
Personal computer 2.2 4.2 0.7 0.2 0.9 2.5 4.9 0.7 0.2 1.0
Washing basin 97.0 98.2 96.1 83.5 88.3 97.8 98.7 97.0 85.3 89.7
Washing machine 11.7 22.8 3.2 0.9 4.8 12.6 24.8 3.5 0.9 5.0
Sofa 58.9 85.6 38.2 8.2 26.4 62.4 90.5 41.4 8.6 27.4
Yoke beam 4.6 1.6 6.9 45.6 30.9 55 1.8 8.2 51.5 35.4
Bicycle 221 32.8 13.8 5.2 11.3 27.2 41.0 16.9 6.4 13.7
Animal drawn cart 29 1.0 4.4 1.2 18 3.8 13 5.7 15 23
Motorcycle/scooter 0.3 0.5 0.2 0.0 0.1 0.3 0.6 0.2 0.0 0.1
Car/truck 7.4 13.7 2.6 0.4 29 8.8 16.0 3.4 0.5 3.4
Boat with a motor 0.1 0.0 0.2 0.1 0.1 0.2 0.0 0.3 0.1 0.2
Local cattle
(indigenous) 15 0.2 25 13.2 9.0 1.8 0.3 2.9 14.7 10.2
Exotic/ cross cattle 0.1 0.0 0.2 0.5 0.4 0.1 0.0 0.3 0.6 0.5
Horse, donkeys or
mules 5.0 0.5 8.5 38.4 26.4 6.4 0.8 10.5 44.0 30.8
Goats 1.2 0.0 2.1 2.8 2.2 15 0.1 25 2.9 24
Sheep 0.6 0.0 1.0 2.1 15 0.7 0.0 1.2 24 1.8
Chicken 1.1 0.3 1.8 51 3.7 1.4 0.3 2.1 5.7 4.2
Camels 0.4 0.0 0.7 6.7 4.4 0.5 0.0 1.0 7.7 5.2
Tenure status
Owns 44.0 30.8 54.2 88.4 72.5 46.8 314 58.3 89.8 74.7
Pays rent/lease 43.1 53.0 35.5 4.4 18.3 41.0 52.8 321 3.8 16.8
Free 12.7 15.7 10.4 7.2 9.1 121 15.3 9.6 6.3 8.3
Ownership of
agricultural land 19.1 3.1 315 81.7 59.2 20.7 3.6 33.4 83.9 61.8
Size of agricultural
land (hect)
<1 hectare 9.6 1.6 15.8 42.4 30.7 10.0 1.9 16.0 42.4 31.0
1-1.4 hectares 3.5 0.2 6.1 214 15.0 3.9 0.3 6.6 22.6 16.0
1.5-2 hectares 3.2 0.2 5.6 12.2 8.9 3.6 0.2 6.2 13.0 9.7
>2 hectares 17 0.4 2.7 4.1 3.3 2.0 0.6 3.2 4.4 3.6
Missing 1.1 0.8 1.4 1.7 1.5 1.2 0.8 1.4 1.6 1.4
No agricultural land 80.8 96.8 68.4 18.2 40.7 79.3 96.3 66.5 16.0 38.2
Number 11,199 4,894 6,305 20,015 31,214 52,636 22,534 30,101 97,661 150,297

Note: Table is based on both CORE and MMM questionnaires.
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2.11 WEALTH QUINTILES

Information on household assets was used to create an index that is used throughout this report to represent
the wealth of the households interviewed in the EPHS2010. The wealth index was developed and tested
in a large number of countries in relation to inequalities in household income, use of health services, and
health outcomes (Rutstein et al., 2000). It has been shown to be consistent with expenditure and income
measures (Rutstein, 1999). The wealth index is constructed using household asset data, including ownership
of consumer items ranging from atelevision to abicycle or car, as well as dwelling characteristics such as
source of drinking water, sanitation facilities, and type of flooring material.

The resulting wealth index has a mean of zero and a standard deviation of one. Once the index is
computed, national-level wealth quintiles (from lowest to highest) are formed by assigning the household
score to each de-jure household member, ranking each person in the population by that score, and then
dividing the ranking into five equal categories, each comprising 20 percent of the population.

Throughout this report, wealth quintiles are expressed in terms of quintiles of individuals in the
overall population rather than quintiles of individuals at risk for any one health or population indicator.
For example, quintile rates for infant mortality refer to infant mortality rates per 1,000 live births among
all people in the population wealth quintile concerned, as distinct from quintiles of live births or newly
born infants, who constitute the only members of the population at risk of mortality during infancy. Urban
population is represented in the fourth and highest quintiles (86 percent), while about 6 in 10 households in
rural areas are in the lowest and second wealth quintiles. The wealth quintile distribution among zobas also
shows large variations. The three zobas with lowest wealth quintiles are Anseba 33 percent, Gash-Barka 31
percent and Semenawi Keih Bahri 26 percent. In contrast, Maekel has the largest proportionsin the highest
wealth quintile, 64 percent (Table 2-16).

Table 2-16 Wealth quintiles

Percent distribution of the de- jure population by wealth quintiles according to residence and zoba, Eritrea 2010

Wealth quintile

Residence/Zoba Lowest Second Middle Fourth Highest Total Population
Residence
Total urban 0.9 2.4 11.0 321 53.7 100.0 52,636
Asmara 0.0 0.0 0.1 15.1 84.7 100.0 22,534
Other Town 15 4.2 19.1 44.8 30.4 100.0 30,101
Rural 30.3 29.5 24.9 13.5 1.8 100.0 97,661
Zoba
Debubawi Keih Bahri 1.3 36.2 33.6 15.9 12.9 100.0 2,282
Maekel 1.0 2.6 5.8 26.6 64.0 100.0 32,527
Semenawi Keih Bahri 25.7 21.7 26.2 18.5 8.0 100.0 16,583
Anseba 334 21.6 18.2 17.2 9.6 100.0 22,307
Gash-Barka 31.3 31.0 24.8 10.8 21 100.0 34,953
Debub 16.9 21.9 24.8 24.9 115 100.0 41,644
Tota 20.0 20.0 20.0 20.0 20.0 100.0 150,297

Note: Table is based on both CORE and MMM questionnaires.
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CHARACTERISTICS OF RESPONDENTS 3

Key Findings

e More women and men in Eritrea of age 15-49 (60 percent of women and 81 percent
of men) have formal education than those who do not. The proportion for women has
increased since 2002, when 50 percent of women had formal education.

e The main reasons for not attending school for 69 percent of women and 39 percent of
men age 15-29 who ever attended school are marriage (51 percent) for women and
family needed help on farm/business (27 percent) for men.

e Men of age 15-59 are more likely to be exposed to at least one form of mass media
compared to women of age 15-49 (68 and 47 percent respectively).

¢ Only twenty-three percent of women were employed in the 12 months preceding
the survey. The largest group of these women (23 percent) worked in the sales and
services occupation.

his chapter provides a demographic and socioeconomic profile of women age 15-49 and men age

15-59 interviewed in the EPHS2010. Such background information is essential to interpreting the

findings and understanding the results presented later in this report. Basic characteristics collected
include age, level of education, marital status, religion, ethnicity, and wealth status. The survey also
examined literacy status and exposure to mass media and collected detailed information on employment
status, occupation, and earnings. In addition, this chapter includes knowledge and attitudes concerning
tuberculosis and discussion of tobacco use.

3.1 CHARACTERISTICS OF SURVEY RESPONDENTS

This survey used two types of questionnaire to collect information on women: the core women
questionnaire which is detailed and the maternal mortally questionnaire which is a shorter version mainly
focused on maternal mortality. About six in every ten women and men age 15-49 (56 percent and 61
percent, respectively) are under age 30. In general, the proportion of women and men in each age group
declines as age increases, reflecting the comparatively young age structure of the population in Eritrea.
For women, the percentages range from 23 percent for the age group 15-19 to 9 percent for the age group
45-49. For men, the percentages range from 36 percent for age group 15-19 to 10 percent for age group
45-49 (Table 3-1). The different proportions between men and women within the age groups stem from
differential migration of the sexes. Other proportions, such as religious groups, are also affected by
migration in similar ways.

About six in every ten respondents (56 percent of the women, 60 percent men) are Orthodox
Christians, and about four in every ten (40 percent of women, 34 percent of men) are Muslims. Catholics
account for 4 percent of women and 5 percent of men, while Protestant men and women account for
1 percent.



Table 3-1 Background characteristics of respondents

Percent distribution of women and men age 15-49 [59] by selected background characteristics, Eritrea 2010

Women CORE Women ALL Men
Weighted Weighted Weighted
Background characteristic percent  Weighted Unweighted percent Weighted  Unweighted percent  Weighted Unweighted
Age
15-19 225 2,301 2,179 22.7 6,864 6,614 35.9 1,544 1,476
20-24 17.0 1,744 1,706 16.8 5,080 5,034 14.8 635 640
25-29 16.1 1,646 1,677 16.2 4,882 4,949 10.4 449 463
30-34 12.0 1,228 1,268 12.0 3,633 3,694 9.1 390 378
35-39 14.0 1,429 1,453 13.8 4,186 4,261 11.4 490 483
40-44 9.2 940 990 9.1 2,750 2,835 8.7 376 379
45-49 9.3 951 965 9.4 2,830 2,837 9.7 417 429
Religion
Orthodox 55.4 5,671 5,147 55.8 16,851 15,768 60.0 2,581 2,336
Catholic 4.3 445 423 4.2 1,264 1,254 4.7 200 193
Protestant 0.8 85 83 0.8 238 243 1.0 43 42
Muslim 39.1 4,005 4,556 39.0 11,795 12,886 33.9 1,458 1,662
Traditional believer 0.3 29 27 0.2 69 65 0.2 7 7
Ethnicity
Afar 2.1 211 923 2.1 631 1,916 1.8 79 342
Bilen 3.1 316 278 3.2 953 887 2.8 118 105
Hedarib 1.0 107 85 1.0 315 258 0.8 33 27
Kunama 1.2 122 105 1.3 392 353 0.9 41 36
Nara 3.6 364 270 3.4 1,021 788 24 103 77
Rashaida 0.1 12 27 0.1 32 70 0.1 2 6
Saho 4.6 466 448 4.4 1,318 1,286 4.7 201 191
Tigre 23.2 2,376 2,370 23.2 7,004 7,176 19.6 843 839
Tigrigna 61.0 6,244 5,689 61.2 18,494 17,380 66.8 2,872 2,616
Other 0.2 19 43 0.2 61 109 0.2 7 9
Marital status
Never married 28.1 2,878 2,817 0.0 0 0 58.2 2,504 2,444
Married 57.1 5,841 5,970 0.0 0 0 385 1,656 1,621
Living together 3.3 342 316 0.0 0 0 14 59 105
Divorced/separated 7.7 791 766 0.0 0 0 15 63 62
Widowed 3.8 386 369 0.0 0 0 0.4 15 14
Missing 0.0 0 0 0.0 0 0 0.1 2 2
Residence
Total urban 40.3 4,125 4,323 40.4 12,222 12,965 40.9 1,757 1,910
Asmara 18.3 1,870 1,819 18.2 5,494 5,648 19.9 855 828
Other Towns 22.0 2,255 2,504 22.3 6,728 7,317 21.0 902 1,082
Rural 59.7 6,113 5,915 59.6 18,002 17,259 59.1 2,542 2,338
Zoba
Debubawi Keih Bahri 1.6 163 1,041 1.6 479 2,028 1.6 67 424
Maekel 24.8 2,535 2,271 24.8 7,486 7,069 27.8 1,196 1,052
Semenawi Keih Bahri 11.0 1,122 1,423 10.8 3,263 4,254 10.9 470 580
Anseba 14.0 1,436 1,387 14.0 4,243 4,243 13.7 588 556
Gash-Barka 22.0 2,255 1,836 22.3 6,727 5,699 18.1 778 643
Debub 26.6 2,727 2,280 26.6 8,026 6,931 27.9 1,200 993
Education
No education 37.9 3,882 4,185 37.9 11,452 11,917 13.9 599 662
Primary 211 2,162 2,055 21.4 6,478 6,252 15.3 659 637
Middle 19.0 1,946 1,827 18.8 5,694 5,475 27.6 1,188 1,117
Secondary or above 21.9 2,246 2,170 21.8 6,595 6,575 43.1 1,853 1,831
Missing 0.0 1 1 0.0 6 5 0.0 0 1
Wealth quintile
Lowest 17.1 1,746 1,594 16.6 5,027 4,714 17.2 739 656
Second 17.3 1,769 1,892 18.1 5,473 5,572 16.3 699 702
Middle 19.7 2,014 2,084 19.7 5,944 6,018 17.5 753 773
Fourth 21.7 2,223 2,135 215 6,504 6,340 223 960 937
Highest 24.3 2,485 2,533 241 7,277 7,580 26.7 1,148 1,180
Total 15-49 100.0 10,238 10,238 100.0 30,224 30,224 100.0 4,299 4,248
50-59 na na na na na na na 722 773
Total men 15-59 na na na na na na na 5,021 5,021

Note: Table is based on both CORE and MMM questionnaires.
Education categories refer to the highest level of education attended, whether or not that level was completed.
na = Not applicable
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Sixty-one percent of women and sixty-seven percent of men belong to the Tigrigna ethnic group.
The Tigre ethnic group accounts for two in every ten respondents (23 percent of women, 20 percent of
men). The other ethnic groups in Eritrea (Afar, Bilen, Hedarib, Kunama, Nara and Saho) have almost the
same composition of respondents for both men and women, while the Rashaida ethnic group constitute the
smallest percent for both men and women (0.1 percent) (Table 3-1).

The proportion of married or co-habiting women is higher than that of men with almost six in every ten
women (60 percent) compared to four in every ten men. A much lower percentage of women (28 percent)
than men (58 percent) have never married. Women are more likely than men to be divorced, separated, or
widowed (12 percent versus 2 percent)

Six in every ten of women age 15-49 and men age 15-59 live in rural areas (60 percent of women
and 59 percent of men). Similarly, distribution of respondents by residence shows no significant disparities
between men and women.

More than seven respondents in every ten (74 percent in both women and men) live in three
major populous zobas: Debub, Mackel, and Gash-Barka. Respondents in Anseba (14 percent), Semenawi
Keih Bahri (11 percent), and Debubawi Keih Bahri (2 percent) constitute lower proportions of the survey
respondents for both women and men.

The proportion of women with no education is significantly higher than that of men (38 percent
versus 14 percent). Similarly, the proportion of women with secondary education or above is almost half
of men (22 percent of women, 43 percent of men). However the gap between men and women is not very
wide at the primary and middle levels.

3.2 EDUCATIONAL ATTAINMENT

The proportion of women who completed primary education or attained some primary education is
significantly higher than that of men: (21 percent of women, 17 percent of men), whereas at the secondary
level, the proportions are 19 percent for women and 31 percent for men. Women are less likely to have
attained higher levels of education than men (Table 3-2 and Table 3-3).

The data by age shows that the proportions of men and women with no education have decreased
significantly in the younger generation. For men, the proportion with no education is 40 percent in the age
group 45-49 but only 5 percent in the age group 15-24. For women, the proportions for these age groups
are 68 percent and 19 percent, respectively. The gap between men and women has narrowed significantly
in the young generations: Among women and men age 45- 49, the gap is about 29 percent, while for the
age 15-19, the gap is about 12 percent. In addition, in the age group of 15-24, the proportion of women
who have attended or completed primary school is significantly higher than of boys (21 percent versus 12
percent). Furthermore, 29 percent of young women age 15-19 have attended or completed secondary school
compared with 39 percent of young men (Table 3-2 and Table 3-3).

The proportions of women and men with no education are higher in rural areas (53 percent for
women, 22 percent for men) than in urban areas (15 percent for women, 5 percent for men). Urban areas
also have the highest proportions of men and women at every level of education except primary (Table 3-2
and Table 3-3).
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Table 3-2 Educational attainment: Women

Percent distribution of women age 15-49 by highest level of schooling attended or completed, and median years completed, according to background
characteristics, Eritrea 2010

Highest level of schooling

Median ~ Number
Background No Some Completed Some Completed Some Completed More than years of
characteristic  education primary primary* middle middle? secondary secondary® secondary Missing Total completed women

Age
15-24 18.9 14.2 6.3 23.9 5.1 25.2 2.8 3.6 0.0 100.0 5.9 11,944
15-19 17.2 13.8 6.0 28.3 5.2 27.5 1.1 0.9 0.0 100.0 6.0 6,864
20-24 21.2 14.8 6.8 17.9 5.1 22.0 5.0 7.1 0.0 100.0 5.7 5,080
25-29 33.8 17.5 5.9 16.2 3.6 17.0 2.8 3.1 0.0 100.0 3.7 4,882
30-34 47.7 19.4 3.8 9.8 2.5 11.3 3.9 1.6 0.0 100.0 0.9 3,633
35-39 51.2 18.7 35 8.8 2.6 8.3 45 2.4 0.0 100.0 - 4,186
40-44 63.0 17.0 3.4 53 1.7 4.0 3.8 1.9 0.0 100.0 - 2,750
45-49 68.4 16.9 2.5 3.9 1.1 2.6 2.9 1.7 0.0 100.0 - 2,830
Residence
Total urban 15.2 13.4 4.9 19.1 55 28.9 7.2 59 0.0 100.0 6.8 12,222
Asmara 5.2 8.5 2.9 16.1 6.5 38.9 12.3 9.7 0.0 100.0 8.7 5,494
Other
Town 23.4 17.3 6.5 21.5 4.7 20.7 3.1 2.7 0.0 100.0 5.1 6,728
Rural 53.3 18.6 5.0 12.8 2.2 7.0 0.6 0.6 0.0 100.0 - 18,002
Zoba
Debubawi
Keih Bahri 71.8 8.6 4.0 5.7 1.2 5.9 2.2 0.6 0.0 100.0 - 479
Maekel 7.0 11.0 3.4 18.4 6.5 35.7 10.0 8.0 0.0 100.0 7.9 7,486
Semenawi
Keih Bahri 58.9 14.2 5.7 10.2 2.1 6.8 1.2 0.9 0.0 100.0 - 3,263
Anseba 39.5 24.5 6.2 16.1 29 8.8 1.1 1.0 0.0 100.0 2.1 4,243
Gash-Barka 63.6 15.3 4.1 9.9 2.0 4.2 0.5 0.3 0.0 100.0 - 6,727
Debub 33.8 19.8 6.1 19.2 3.0 15.0 1.3 1.7 0.0 100.0 34 8,026
Wealth
quintile
Lowest 70.3 15.8 3.7 7.1 0.7 2.1 0.2 0.2 0.0 100.0 - 5,027
Second 63.8 18.2 4.5 8.8 1.2 3.2 0.1 0.2 0.0 100.0 - 5,473
Middle 46.1 21.6 6.5 16.2 2.3 6.7 0.3 0.2 0.0 100.0 11 5,944
Fourth 19.6 19.2 6.7 23.6 5.7 20.8 2.4 2.1 0.0 100.0 5.2 6,504
Highest 5.6 9.2 3.3 17.8 6.3 37.8 10.9 9.1 0.0 100.0 8.4 7,277
Total 37.9 16.5 4.9 15.3 35 15.8 3.2 2.8 0.0 100.0 3.1 30,224

Note: Table is based on both CORE and MMM questionnaires.
* Completed 5th grade at the primary level.

2 Completed 8th grade at the middle level.

3 Completed 12th grade at the secondary level.
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Table 3-3 Educational attainment: Men

Percent distribution of men age 15-49 [59] by highest level of schooling attended or completed, and median years completed according to background
characteristics, Eritrea 2010

Highest level of schooling

Background No Some Completed Some Completed Some Completed More than ’\;l/iilrin Number
characteristic ~ education primary primary middle middle? secondary secondary® secondary Missing Total completed of men
Age
15-24 5.3 9.6 2.1 32.0 3.9 37.6 4.2 5.2 0.0 100.0 7.1 2,179
15-19 4.8 115 2.0 37.9 3.8 38.3 0.9 0.8 0.0 100.0 6.6 1,544
20-24 6.7 5.1 2.4 17.5 4.2 35.9 12.2 16.0 0.0 100.0 8.9 635
25-29 13.2 8.0 4.0 17.1 2.0 26.3 11.3 18.1 0.0 100.0 8.7 449
30-34 17.7 8.1 7.5 16.7 5.6 22.2 7.4 14.8 0.0 100.0 7.0 390
35-39 17.6 8.5 7.9 18.1 6.4 17.4 111 13.0 0.0 100.0 6.7 490
40-44 27.6 17.3 7.6 14.2 2.7 10.9 9.9 9.7 0.0 100.0 4.5 376
45-49 39.5 19.7 7.8 8.9 3.3 8.3 6.1 6.5 0.0 100.0 2.6 417
Residence
Total urban 2.8 4.2 2.2 18.2 4.2 39.6 12.1 16.8 0.0 100.0 9.1 1,757
Asmara 0.7 0.9 1.3 12.9 3.8 41.2 16.5 22.6 0.0 100.0 10.1 855
Other Town 4.8 7.3 3.0 23.2 4.6 38.0 7.8 11.3 0.0 100.0 7.9 902
Rural 21.6 15.5 6.1 27.4 3.8 19.2 3.0 3.3 0.0 100.0 5.2 2,542
Zoba
Debubawi
Keih Bahri 345 10.9 4.3 13.3 2.6 20.6 4.2 9.2 0.3 100.0 4.6 67
Maekel 1.3 3.5 1.4 17.1 4.1 40.8 135 18.4 0.0 100.0 9.4 1,196
Semenawi
Keih Bahri 24.4 12.2 6.2 20.2 3.0 23.0 4.8 6.1 0.0 100.0 5.5 470
Anseba 16.9 16.4 6.6 28.8 3.4 18.9 4.1 4.9 0.0 100.0 5.7 588
Gash-Barka 35.2 13.9 6.7 17.0 5.4 15.6 3.0 3.1 0.0 100.0 4.1 778
Debub 6.0 12.9 4.4 34.0 3.7 28.5 4.6 6.0 0.0 100.0 6.5 1,200

Wealth quintile

Lowest 36.5 17.9 6.7 23.1 3.7 9.8 0.9 1.4 0.0 100.0 3.3 739
Second 28.3 18.2 7.7 22.7 3.3 15.4 2.6 1.8 0.0 100.0 4.3 699
Middle 11.3 14.1 6.1 33.9 3.8 24.9 3.2 2.7 0.0 100.0 6.0 753
Fourth 4.3 9.1 2.6 30.6 4.4 34.9 6.1 8.1 0.0 100.0 7.3 960
Highest 0.4 1.2 1.6 12.1 4.3 42.0 15.8 22.6 0.0 100.0 9.9 1,148
Total 15-49 13.9 10.8 45 23.7 4.0 275 6.7 8.8 0.0 100.0 6.7 4,299

50-59 47.6 17.8 5.1 9.8 2.8 5.4 4.5 7.0 0.0 100.0 0.7 722
Total men

15-59 18.8 11.9 4.6 21.7 3.8 24.4 6.4 8.6 0.0 100.0 6.3 5,021

Note: Table is based on both CORE and MMM questionnaires.
* Completed 5th grade at the primary level.

2 Completed 8th grade at the middle level.

3 Completed 12th grade at the secondary level.
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The highest proportion of women and men with no education are in Debubawi Keih Bahri (72
percent of women, 35 percent of men) and Gash-Barka (64 percent of women, 35 percent of men), and the
lowest is in Maekel (7 percent of women, 1 percent of men; Table 3-2 and Table 3-3).

Seven women in every ten in the lowest wealth quintile (70 percent) have no education, compared
with just six percent in the highest wealth quintile. Furthermore, women in the highest wealth quintile
have had substantially more opportunity to move beyond the primary level of education than other women.
Almost half of women in the highest wealth quintile (49 percent) have attended or completed secondary or
higher levels of education, compared with two percent of women in the lower four wealth quintiles. The
pattern of educational attainment among men is similar to that of women in relation to wealth quintiles.

3.2.1 Reason for not attending school

Close to seven in every ten women and four in every ten men age 15-29 (69 percent of women, 39
percent of men) who ever attended school are not currently attending school. The main reason for women not
attend school is marriage (51 percent) followed by family needed help on farm/business (13 percent) while for
men it is family needed help on farm/business (27 percent) followed by other reasons (16 percent), graduate/
had enough schooling (15 percent) and did not pass entrance exam (13 percent) (Table 3-4 and Table 3-5).

Table 3-4 Reason for not attending school by zoba: Women

Percent distribution of women age 15-29 who have ever attended school but not currently attending school by reason for leaving
school, according to zoba, Eritrea 2010

Zoba
Debubawi Semenawi

Background characteristic Keih Bahri Maekel Keih Bahri Anseba Gash-Barka Debub Total

Reason for not attending school
Got pregnant 3.2 1.7 15 1.0 3.1 1.7 1.8
Got married 24.4 35.0 50.6 52.0 53.7 67.5 50.7
Care for younger children 35 25 2.9 2.1 5.1 1.6 2.7
Family needed help 17.3 10.1 13.0 17.8 14.4 11.9 12.6
Could not pay school fees 0.0 0.8 0.6 0.3 1.3 0.3 0.6
Needed to earn money 3.7 2.0 0.7 0.7 1.5 0.4 1.2
Finished schooling 6.2 13.5 45 2.5 1.0 3.4 6.4
Did not pass entrance exam 2.1 11.8 0.6 2.2 1.4 3.4 55
Did not like school 10.2 6.2 7.2 5.2 7.7 2.6 54
School too far 8.4 1.3 3.7 3.7 2.7 2.9 2.6
lliness 18.4 9.1 10.5 10.8 6.3 3.0 7.3
Other 0.6 5.0 4.0 1.2 1.9 1.2 2.8
Missing 2.0 0.9 0.2 0.5 0.0 0.0 0.4
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0

Number of women not attending
school 24 1,019 215 397 483 871 3,008

Note: Table is based on women 15-29 who ever attended school but are not currently attending school in the CORE questionnaires.
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Table 3-5 Reason for not attending school by zoba: Men

Percent distribution of men age 15-29 who have ever attended school but not currently attending school by reason for leaving school , according to
zoba, Eritrea 2010

Zoba
Debubawi Semenawi
Background characteristic Keih Bahri Maekel Keih Bahri Anseba Gash-Barka Debub Total
Reason for not attending school
Family needed help on farm/business 4.8 11.4 32.1 33.1 41.7 31.3 26.9
Could not pay school fees 2.0 0.0 0.0 1.0 0.0 0.0 0.2
Needed to earn money 27.0 2.4 5.2 7.9 2.9 0.3 3.4
Graduated/had enough schooling 25.1 23.8 17.6 16.9 35 11.7 15.7
Didn't pass entrance exam 8.6 225 119 5.2 8.9 10.0 12.9
Didn't like school 10.5 9.5 2.0 54 7.4 5.1 6.6
School not accessible/too far 2.0 0.4 5.9 4.6 3.7 21 2.6
lliness 15.1 9.6 17.4 15.3 14.8 18.4 14.6
Other 4.9 19.4 7.8 10.0 15.6 19.8 16.1
Missing 0.0 11 0.0 0.7 15 1.2 1.0
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of men not attending school 13 278 90 153 135 272 942

Note: Table is based on men 15-29 who ever attended school but are not currently attending school in the CORE questionnaires.

For women age 15-29 marriage is the main reason for leaving school in all zobas, while for men age
15-29 the main reason is family needed help on farm/business in all zobas with the exception of Debubawi
Keih Bahri and Maekel where graduated/had enough schooling is cited as most frequent. Sixty-eight percent
of women who reside in Debub reported that they stopped schooling because they got married, compared
with 54 percent of women in Gash-Barka, 52 percent in Anseba, and 51 percent in Semenawi Keih Bahri.
The proportion is relatively lower for Maekel and Debubawi Keih Bahri (24 and 35 percent, respectively).

3.3 LiTeracy

The ability to read and write is an important asset, enabling individuals to have more opportunities in life.
Knowing the distribution of the literate population can help policy makers of social programs, including
programs in health and family planning, to decide how to reach women and men with health messages and
other information.

In the EPHS2010, literacy status was determined by the respondents’ ability to read all or part of a
sentence. To test respondents’ literacy during data collection, interviewers carried a set of cards on which
simple sentences were printed in the local languages spoken in Eritrea. Only women and men who had
never been to school and those who had not completed primary level education were asked to read the
cards which were in the language they were most likely able to read; those who had attained middle school
or above were assumed to be literate.
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Close to four in every ten women and two in every ten men (38 percent of women and 15 percent of
men) are illiterate. For women, this proportion drops from 68 percent in the age group 45-49 to 19 percent
in the age group 15-19. For men, the proportions for these age groups are 30 percent and five percent,
respectively (Table 3-6 and Table 3-7).

[lliteracy is higher in rural areas than in urban areas (15 percent in urban areas versus 54 percent in
rural areas, for women, and 2 percent in urban areas versus 18 percent in rural areas, for men).

Table 3-6 Literacy: Women

Percent distribution of women age 15-49 by level of schooling attended and level of literacy, and percentage literate, according to background
characteristics, Eritrea 2010

No schooling or primary school

Can read Can read No card with Blind/
Background Middle school a whole part of a Cannot read required visually Percentage
characteristic or higher sentence! sentence at all language impaired Missing Total literate
Age
15-19 63.1 11.5 6.5 18.9 0.0 0.0 0.1 100.0 81.1
20-24 57.2 11.6 8.8 22.4 0.0 0.1 0.0 100.0 77.5
25-29 42.7 12.3 10.0 34.8 0.0 0.0 0.1 100.0 65.1
30-34 29.1 115 12.3 47.0 0.0 0.1 0.1 100.0 52.8
35-39 26.6 10.4 12.6 50.2 0.0 0.1 0.1 100.0 49.5
40-44 16.6 8.4 11.5 63.0 0.0 0.3 0.2 100.0 36.5
45-49 12.2 8.2 10.9 68.2 0.0 0.5 0.0 100.0 31.3
Residence
Total urban 66.5 9.4 8.4 154 0.0 0.2 0.1 100.0 84.3
Asmara 83.4 6.4 4.4 5.4 0.0 0.3 0.1 100.0 94.3
Other Town 52.7 11.8 11.6 235 0.0 0.2 0.2 100.0 76.1
Rural 23.1 11.9 10.9 54.0 0.0 0.1 0.0 100.0 45.9
Zoba
Debubawi Keih
Bahri 15.6 4.6 5.8 73.8 0.0 0.2 0.0 100.0 26.0
Maekel 78.6 8.4 5.5 7.1 0.0 0.3 0.1 100.0 92.5
Semenawi
Keih Bahri 21.1 7.6 12.6 58.4 0.0 0.2 0.1 100.0 41.4
Anseba 29.8 134 15.8 40.8 0.0 0.0 0.0 100.0 59.1
Gash-Barka 17.0 7.8 8.7 66.4 0.0 0.1 0.0 100.0 33.5
Debub 40.3 16.2 10.8 325 0.0 0.0 0.1 100.0 67.3
Wealth quintile
Lowest 10.3 8.8 9.7 71.1 0.0 0.1 0.0 100.0 28.8
Second 135 10.7 9.8 65.9 0.0 0.1 0.0 100.0 34.0
Middle 25.8 13.8 14.3 46.0 0.1 0.0 0.1 100.0 53.8
Fourth 54.5 14.2 11.2 19.7 0.0 0.2 0.2 100.0 79.9
Highest 81.8 7.2 5.2 5.6 0.0 0.2 0.1 100.0 94.2
Total 40.7 10.9 9.9 38.4 0.0 0.1 0.1 100.0 61.4

Note: Table is based on all the women in both CORE and MMM questionnaires.
! Refers to women who attended secondary school or higher and women who can read a whole sentence or part of a sentence.
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Literacy varies among zobas, with literacy levels highest in Maekel (93 percent for women, 99
percent for men) followed by Debub (67 percent for women, 96 percent for men), whereas Debubawi Keih
Babhri is the lowest (26 percent women, 67 percent men). There is also a marked difference in literacy by
women’s wealth, ranging from 29 percent among women in the lowest wealth quintile to 94 percent in
the highest wealth quintile. Similarly, 69 percent of men in the lowest wealth quintile in contrast to almost
all of men in the highest wealth quintile are literate.

Table 3-7 Literacy: Men

Percent distribution of men age 15-49[59] by level of schooling attended and level of literacy, and percentage literate, according to background
characteristics, Eritrea 2010

No schooling or primary school

Middle CanRead Canread Cannot No card with Blind/

school or a whole partofa read at required visually Percentage
Background characteristic higher sentence!  sentence all language impaired Missing  Total literate Number
Age
15-19 81.7 8.6 4.2 5.3 0.0 0.1 0.0 100.0 94.6 1,544
20-24 85.8 4.7 2.6 6.6 0.0 0.3 0.0 100.0 93.1 635
25-29 74.9 9.4 5.3 10.3 0.0 0.2 0.0 100.0 89.6 449
30-34 66.7 11.6 6.6 15.1 0.0 0.0 0.0 100.0 84.9 390
35-39 66.0 13.0 7.3 13.0 0.0 0.1 0.6 100.0 86.2 490
40-44 47.5 18.9 13.5 18.8 0.0 0.2 1.2 100.0 79.9 376
45-49 33.0 21.1 15.0 30.4 0.0 0.3 0.0 100.0 69.2 417
Residence
Total urban 90.9 4.7 2.2 1.9 0.0 0.1 0.3 100.0 97.7 1,757
Asmara 97.1 2.0 0.2 0.3 0.0 0.0 0.3 100.0 99.3 855
Other Town 85.0 7.2 4.0 3.4 0.0 0.2 0.2 100.0 96.2 902
Rural 56.8 15.4 9.5 17.9 0.0 0.2 0.1 100.0 81.7 2,542
Zoba
Debubawi Keih Bahri 49.9 5.0 12.1 33.0 0.0 0.0 0.0 100.0 67.0 67
Maekel 93.8 4.3 0.4 13 0.0 0.0 0.2 100.0 98.5 1,196
Semenawi Keih Bahri 57.1 11.7 121 18.9 0.0 0.1 0.1 100.0 80.9 470
Anseba 60.2 13.0 12.9 13.9 0.0 0.0 0.0 100.0 86.1 588
Gash-Barka 44.2 13.9 10.0 30.9 0.0 0.7 0.3 100.0 68.0 778
Debub 76.7 15.0 4.7 35 0.0 0.1 0.2 100.0 96.3 1,200
Wealth quintile
Lowest 38.9 17.0 13.2 30.0 0.0 0.6 0.4 100.0 69.1 739
Second 45.8 18.6 11.7 23.8 0.0 0.1 0.0 100.0 76.1 699
Middle 68.5 13.4 8.2 10.0 0.0 0.0 0.0 100.0 90.0 753
Fourth 84.0 9.3 3.3 2.7 0.0 0.2 0.5 100.0 96.7 960
Highest 96.8 2.4 0.6 0.1 0.0 0.0 0.1 100.0 99.8 1,148
Total 15-49 70.7 11.0 6.5 114 0.0 0.2 0.2 100.0 88.3 4,299
50-59 294 16.5 17.0 36.5 0.4 0.2 0.0 100.0 62.9 722
Total men 15-59 64.8 11.8 8.0 15.0 0.1 0.2 0.2 100.0 84.6 5,021

Note: Table is based on all the men in both CORE and MMM questionnaires.
* Refers to men who attended secondary school or higher and men who can read a whole sentence or part of a sentence.
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3.4 Exposure To Mass Mebpia

Exposure to information on television and radio and in the print media can increase knowledge and
awareness of new ideas, social changes, and opportunities and can affect an individual’s perceptions and
behavior, including those about health. The level of exposure to mass media is low in Eritrea especially
exposure to the print media (17 percent of women and 38 percent of men). Respondents are more likely to
listen to the radio (31 percent of women and 47 percent of men) or watch television (30 percent of women
and 45 percent of men) than read newspapers. Men have greater access than women to each of these media
(Table 3-8 and Table 3-9).

The proportion of women who are exposed to any media at least once a week declines with age.
Youngest (15-19) and eldest (45-49) men have lower access to all three media at least once a week compared
to men in the other age groups. As expected, women living in urban areas are much more likely to be
exposed to the mass media than rural women, particularly newspapers/magazines and television. Overall,
almost two in every ten urban woman (17 percent) are exposed to all three media at least once a week,
compared with only two percent of rural women.

Among women, exposure to each of the specified media sources with the exception of television
has significantly decreased since 2002. For example, the proportion of women 15-49 who listen to the radio
at least once a week has decreased from 72 percent in the EDHS2002 to 30 percent in EPHS2010, and
the proportion reading newspaper at least once a week has decreased from 28 percent to 17 percent. No
comparison is made here among men since the EDHS2002 did not collect such data for men.

By zoba, exposure to all three types of media is greatest among women and men who reside in
Maekel (22 percent and 37 percent, respectively) and least among women in Gash-Barka (one percent) and
men in Semenawi Keih Bahri (9 percent). As expected, there is a positive association between the level of
education and exposure to mass media; as the education level of respondents increases, the proportion who
report exposure to each of the three mass media increases, especially print media and television. Twenty-six
percent of women and 34 percent of men with some secondary education have accessed all three media,
compared with much less than one percent of women and men with no formal education. Among women
and men who are in the richest households have the highest levels of exposure to all three media: 24 percent
of women and 40 percent of men, compared with less than one percent of women and three percent of men
in the poorest households.
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Table 3-8 Exposure to mass media: Women

Percentage of women age 15-49 who are exposed to specific media on a weekly basis, by background characteristics, Eritrea 2010

Reads a Watches Listens to the All three No media at
Background newspaper at television at least radio at least media at least least once a
characteristic least once a week once a week once a week once a week week Number
Age
15-19 24.8 34.0 34.6 11.2 46.4 6,864
20-24 24.8 35.9 36.1 11.9 45.1 5,080
25-29 17.0 29.7 311 7.9 52.9 4,882
30-34 12.2 25.7 26.8 5.7 58.8 3,633
35-39 111 28.8 27.8 6.1 56.9 4,186
40-44 7.5 24.7 25.0 4.4 63.2 2,750
45-49 6.1 23.7 241 3.9 64.3 2,830
Residence
Total urban 32.1 63.4 43.9 17.2 23.2 12,222
Asmara 43.3 81.0 52.1 24.9 9.4 5,494
Other Town 23.0 48.9 37.2 11.0 34.4 6,728
Rural 6.4 7.5 215 1.9 73.9 18,002
Zoba
Debubawi Keih Bahri 5.0 19.3 11.6 2.8 76.3 479
Maekel 39.1 72.6 53.0 223 13.3 7,486
Semenawi Keih Bahri 7.9 18.0 19.4 3.2 68.9 3,263
Anseba 14.3 19.9 26.8 5.4 60.8 4,243
Gash-Barka 4.4 9.5 15.8 1.4 77.2 6,727
Debub 12.1 18.7 29.6 4.2 59.1 8,026
Education
No education 0.2 5.1 11.4 0.1 85.3 11,452
Primary 7.5 20.6 29.6 2.3 57.7 6,478
Middle 25.1 43.7 433 10.6 31.6 5,694
Secondary or above 47.5 71.0 53.6 25.7 12.5 6,595
Missing 21.4 0.0 15.4 0.0 63.2 6
Wealth quintile
Lowest 2.7 0.5 12.4 0.2 86.4 5,027
Second 2.9 1.5 14.3 0.4 83.7 5,473
Middle 6.8 5.8 23.6 1.3 71.6 5,944
Fourth 21.4 38.6 43.4 9.4 35.5 6,504
Highest 41.1 84.3 49.5 23.9 8.9 7,277
Total 16.8 30.1 30.5 8.1 53.4 30,224

Note: Table is based on all the women in both CORE and MMM questionnaires.
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Table 3-9 Exposure to mass media: Men

Percentage of men age 15-49[59] who are exposed to specific media on a weekly basis, by background characteristics, Eritrea 2010

Reads a Watches Listens to the All three No media at
newspaper at television at least radio at least media at least least once a
Background characteristic least once a week once a week once a week once a week week Number
Age
15-19 38.1 50.2 40.8 16.2 30.1 1,544
20-24 48.6 52.5 45.8 215 25.4 635
25-29 49.1 49.0 50.4 22.8 26.2 449
30-34 43.6 47.2 51.6 24.2 29.6 390
35-39 44.8 50.2 56.7 24.6 24.2 490
40-44 36.2 40.4 54.9 22.2 32.2 376
45-49 26.0 333 48.0 14.9 39.7 417
Residence
Total urban 64.2 79.5 51.9 35.2 9.4 1,757
Asmara 741 88.2 53.9 42.1 4.9 855
Other Town 54.8 71.3 50.0 28.7 13.7 902
Rural 245 25.6 44.0 9.0 43.2 2,542
Zoba
Debubawi Keih Bahri 18.3 32.2 26.7 10.1 57.2 67
Maekel 65.3 81.5 54.5 37.2 7.9 1,196
Semenawi Keih Bahri 254 38.4 36.4 9.4 41.1 470
Anseba 34.5 36.2 42.7 14.4 37.8 588
Gash-Barka 215 30.8 36.5 11.5 48.6 778
Debub 38.9 349 54.7 14.9 28.1 1,200
Education
No education 0.9 5.7 185 0.1 7.7 599
Primary 16.0 22.6 40.5 4.4 45.3 659
Middle 40.0 44.9 51.4 16.7 255 1,188
Secondary or above 62.8 71.9 56.3 335 10.6 1,853
Missing 0.0 0.0 0.0 0.0 100.0 0
Wealth quintile
Lowest 12.9 9.8 36.0 2.5 57.5 739
Second 16.8 15.8 35.4 3.6 54.6 699
Middle 31.0 33.4 51.4 12.7 335 753
Fourth 51.2 62.8 54.9 26.3 15.6 960
Highest 70.8 88.1 52.6 39.9 4.8 1,148
Total 15-49 40.7 47.6 47.3 19.7 29.4 4,299
50-59 20.4 27.3 453 121 46.5 722
Total men 15-59 37.8 44.7 47.0 18.7 31.9 5,021

Note: Table is based on all the men in both CORE and MMM questionnaires.
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3.5 EMPLOYMENT

The EPHS2010 asked both men and women whether they were employed at the time of the survey.
Respondents who reported having held a job, paid or unpaid, in any sector during the twelve months
preceding the survey were considered employed.

Overall, the majority of women (77 percent) did not work at all in the 12 months preceding the
survey. Only one in five women reported being currently employed and five percent of women worked
during the 12 months prior to the survey but were not currently employed (Table 3-10).

Older women are generally more likely to be employed than younger women. Women who are
divorced, separated, or widowed are the most likely to be currently employed (40 percent), followed by
those who have never married (21 percent); married or cohabiting women are the least likely to be currently
employed (13 percent). Women with five or more children are less likely to be working at the time of the
survey than women with fewer children or no children at all. The current employment level is higher for
women in urban areas than in rural areas, with 30 percent and 11 percent respectively (Table 3-10).

The highest proportion currently employed (32 percent) is in Maekel, followed by Debub (17
percent), and the lowest is in Anseba, at nine percent. Education generally has a positive association
with the level of current employment; the proportion of women who are currently employed ranges from
11 percent among uneducated women to 33 percent among women with at least some secondary education.
Among women in the highest quintile of the wealth index, 32 percent are currently employed, compared
with only seven percent among women in the lowest quintile.

The results for men show that 63 percent of men had some form of employment at the time of the
survey and nine percent of men had some sort of work during the last twelve months. As with women,
the percentage of men working at the time of the survey increases with age, from 27 percent for those
age 15-19 to 86 percent or more for those age 45-49. With respect to marital status, the results show
that currently married men are proportionally more likely to be working (84 percent) than separated,
divorced, or widowed men (66 percent) and those who have never been married (42 percent). With
respect to residence, rural areas had the highest proportion of men working at the time of the survey: 61
percent, compared with 56 percent in urban areas, and generally the survey findings show that men are more
likely to be employed than women during the last twelve months before the survey (Table 3-11).
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Table 3-10 Employment status: Women

Percent distribution of women age 15-49 by employment status, according to background characteristics, Eritrea 2010

Employed in the 12 months
preceding the survey

Currently Not currently Not employed in the 12 Missing/ Number
Background characteristic employed * employed months preceding the survey don’t know Total of women
Age
15-19 8.9 3.5 87.6 0.0 100.0 2,301
20-24 20.4 4.7 74.9 0.0 100.0 1,744
25-29 21.1 5.2 73.6 0.0 100.0 1,646
30-34 20.2 5.7 74.1 0.0 100.0 1,228
35-39 23.9 4.5 71.6 0.0 100.0 1,429
40-44 221 5.3 72.6 0.0 100.0 940
45-49 19.1 6.0 74.9 0.0 100.0 951
Marital status
Never married 21.2 3.7 75.1 0.0 100.0 2,878
Married or living together 13.2 4.7 82.1 0.0 100.0 6,183
Divorced/separated/widowed 39.5 7.7 52.8 0.0 100.0 1,177
Number of living children
0 19.8 3.5 76.7 0.0 100.0 3,564
1-2 215 6.0 72.5 0.0 100.0 2,553
3-4 18.8 5.2 76.0 0.0 100.0 2,008
5+ 12.0 5.2 82.8 0.0 100.0 2,113
Residence
Total urban 30.1 2.7 67.2 0.0 100.0 4,125
..Asmara 36.5 4.1 59.4 0.0 100.0 1,870
..Other Town 24.7 15 73.7 0.0 100.0 2,255
Rural 10.6 6.2 83.2 0.0 100.0 6,113
Zoba
Debubawi Keih Bahri 16.2 0.5 83.2 0.1 100.0 163
Maekel 31.6 3.7 64.7 0.0 100.0 2,535
Semenawi Keih Bahri 10.4 0.8 88.8 0.0 100.0 1,122
Anseba 9.2 0.8 90.0 0.0 100.0 1,436
Gash-Barka 15.3 4.3 80.4 0.0 100.0 2,255
Debub 17.1 10.2 72.7 0.0 100.0 2,727
Education
No education 10.8 4.7 84.6 0.0 100.0 3,882
Primary 18.1 6.8 75.0 0.0 100.0 2,162
Middle 17.1 4.5 78.4 0.0 100.0 1,946
Secondary or above 33.1 3.3 63.5 0.0 100.0 2,246
Missing 0.0 0.0 100.0 0.0 100.0 1
Wealth quintile
Lowest 7.2 4.0 88.8 0.0 100.0 1,746
Second 9.1 7.3 83.6 0.0 100.0 1,769
Middle 12.2 54 82.4 0.0 100.0 2,014
Fourth 25.2 5.1 69.6 0.0 100.0 2,223
Highest 31.9 2.8 65.4 0.0 100.0 2,485
Total 18.4 4.8 76.8 0.0 100.0 10,238

Note: Table is based on all the women in the CORE questionnaires.
1 “Currently employed” is defined as having done work in the past seven days. Includes persons who did not work in the past seven days but who

are regularly employed and were absent from work for leave, iliness, vacation, or any other such reason.
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Table 3-11 Employment status: Men

Percent distribution of men age 15-49[59] by employment status, according to background characteristics, Eritrea 2010

Employed in the 12 months

preceding the survey

Currently Not currently Not employed in the 12
Background characteristic employed employed months preceding the survey Total Number of men
Age
15-19 26.7 9.1 64.1 100.0 1,544
20-24 60.3 7.8 31.9 100.0 635
25-29 75.6 12.8 11.6 100.0 449
30-34 80.8 9.9 9.4 100.0 390
35-39 84.6 9.9 5.5 100.0 490
40-44 84.0 7.6 8.3 100.0 376
45-49 86.4 7.6 6.0 100.0 417
Marital status
Never married 41.6 9.1 49.3 100.0 2,504
Married or living together 84.3 8.9 6.8 100.0 1,715
Divorced/separated/widowed 66.1 15.5 18.4 100.0 78
Missing 48.5 51.5 0.0 100.0 2
Number of living children
0 43.7 9.4 46.8 100.0 2,681
1-2 80.1 11.3 8.6 100.0 598
34 88.1 6.0 5.9 100.0 493
5+ 86.1 8.6 53 100.0 527
Residence
Total urban 55.9 8.1 36.0 100.0 1,757
Asmara 59.0 9.0 32.1 100.0 855
Other Town 53.0 7.3 39.7 100.0 902
Rural 61.3 9.9 28.8 100.0 2,542
Zoba
Debubawi Keih Bahri 57.8 35 38.6 100.0 67
Maekel 59.1 9.2 31.7 100.0 1,196
Semenawi Keih Bahri 61.3 7.5 31.3 100.0 470
Anseba 49.9 9.5 40.6 100.0 588
Gash-Barka 69.4 7.9 22.7 100.0 778
Debub 56.0 10.9 33.1 100.0 1,200
Education
No education 79.1 9.3 11.7 100.0 599
Primary 69.9 9.2 20.9 100.0 659
Middle 48.0 9.6 42.4 100.0 1,188
Secondary or above 55.9 8.9 35.2 100.0 1,853
Missing 0.0 100.0 0.0 100.0 0
Wealth quintile
Lowest 62.4 11.4 26.2 100.0 739
Second 61.3 8.4 30.3 100.0 699
Middle 57.3 9.7 33.1 100.0 753
Fourth 56.4 9.6 34.1 100.0 960
Highest 59.0 7.7 33.3 100.0 1,148
Total 15-49 59.1 9.2 31.7 100.0 4,299
50-59 83.0 9.7 7.2 100.0 722
Total men 15-59 62.5 9.3 28.2 100.0 5,021

Note: Table is based on all the men in the CORE questionnaires.
1 “Currently employed” is defined as having done work in the past seven days. Includes persons who did not work in the past seven days but who

are regularly employed and were absent from work for leave, illness, vacation, or any other such reason.
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3.6 OccuPATION

Two in every ten working women and four in every ten working men (22 percent of women and 42
percent of men) are occupied in agriculture. Almost the same proportion of employed men and employed
women (23 percent of women and 24 percent of men) are engaged in sales and services (Table 3-12 and
Table 3-13). The proportion of women involved in sales and services remains almost the same with age and
is highest among urban women, women with middle education, women in Debubawi, and women in the
fourth and highest wealth quintile. The percentage of women who work in agriculture is highest among the
youngest and oldest age groups, currently married women, women with five or more children, rural women,
women with no education, and women in the lowest wealth quintile (Table 3-12). In rural areas nearly
half of the employed women (46 percent) and six in every ten employed men (56 percent) are engaged in
agricultural work. Women with secondary or higher education tend to be employed in sales and services
and in professional, technical, and managerial occupations, whereas women with little or no education tend
to be employed in the agricultural sector. Agriculture is by far the most important occupation for women in
the lowest three all wealth quintiles. Employment outside the agricultural sector is highest among men with
more than secondary education and men in the highest wealth quintile.

3.7 TyPE oF EMPLOYMENT

This topic presents the distribution of employed women and men age 15-49 by type of earnings and employer
characteristics, according to type of employment, agricultural or non-agricultural (Table 3-14, Table 3-15).
More than half of women (58 percent) engaged in agricultural work are unpaid workers. Women are more
likely to be paid in cash if they are employed in the non-agricultural sector; eighty-three percent of women
employed in this sector are paid in cash only. Overall, more than two in every ten employed women (23
percent) are not paid at all, and seven in every ten (69 percent) are paid in cash only for their work.

About one in every ten employed women works for a family member (9 percent), whereas about
five in every ten employed women work for someone outside the family (52 percent), and four in every ten
(40 percent) are self-employed.

Sixty-eight percent of women in the agricultural sector are self-employed, compared with 33 percent in the
non-agricultural sector. In addition, the proportion of women employed by someone outside the family is
much higher among women in the non-agricultural sector than in the agricultural sector (61 percent versus
18 percent).

Among women, 83 percent employed in the agricultural sector are seasonal workers. In
contrast, the majority of women in the non-agricultural sector (71 percent) work all year. Fifteen percent
of women are also employed occasionally, with more than twice as many women in the non-agricultural
sector (17 percent) employed occasionally as women in the agricultural sector (8 percent).

Women who work tend to be better off, with 36 percent falling in the highest quintile and only 8
percent in the lowest wealth quintile. Most women employed in non-agricultural occupations are either in
the fourth or the highest wealth quintile, while the majority of those who are engaged in agricultural work
fall in the second or middle quintiles.
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Table 3-12 Occupation: Women

Percent distribution of women age 15-49 employed in the 12 months preceding the survey by occupation, according to background characteristics,
Eritrea 2010

Professional/
technical/ Salesand Skilled  Unskilled Domestic Number of
Background characteristic managerial Clerical ~ services manual manual service Agriculture  Missing  Total women
Age
15-19 1.5 2.0 22.6 6.5 20.1 17.2 29.3 0.8 100.0 284
20-24 14.3 12.1 19.7 9.9 9.3 17.0 16.5 1.1 100.0 438
25-29 10.4 12.6 23.1 12.9 6.8 14.4 17.7 2.2 100.0 434
30-34 10.5 9.7 20.2 10.2 55 19.9 22.4 1.5 100.0 318
35-39 9.2 8.5 26.6 115 3.3 17.5 21.7 1.5 100.0 406
40-44 6.6 6.9 29.3 155 3.6 17.0 19.3 1.7 100.0 258
45-49 8.9 5.3 25.0 15.1 6.7 9.6 29.3 0.0 100.0 239
Marital status
Never married 12.7 12.6 24.3 13.0 6.1 18.4 11.6 1.3 100.0 715
Married or living together 9.4 8.1 21.7 9.5 9.3 10.9 29.4 1.8 100.0 1,107
Divorced/separated/
widowed 4.8 53 26.1 13.4 6.8 24.3 18.7 0.6 100.0 556
Number of living children
0 12.6 12.4 24.1 12.9 7.9 17.9 11.3 0.9 100.0 829
1-2 8.8 8.9 20.7 10.6 8.2 18.4 22.1 2.3 100.0 703
3-4 8.1 7.0 25.0 115 6.9 15.4 24.7 1.5 100.0 481
5+ 4.3 2.7 25.6 10.0 7.6 9.6 39.6 0.5 100.0 364
Residence
Total urban 13.0 14.0 31.5 13.6 0.9 22.2 2.7 2.1 100.0 1,352
Asmara 15.6 16.0 26.6 15.2 0.8 224 11 2.3 100.0 759
Other Town 9.7 11.4 37.7 11.6 1.1 219 4.9 1.7 100.0 592
Rural 44 2.0 13.0 8.7 16.7 8.5 46.3 0.4 100.0 1,025
Zoba
Debubawi Keih Bahri 12.1 14.5 27.4 6.1 0.0 27.9 12.1 0.0 100.0 27
Maekel 15.6 15.1 25.9 15.5 0.7 21.6 3.6 2.1 100.0 896
Semenawi Keih Bahri 10.3 10.0 26.1 12.1 0.9 31.6 7.4 1.5 100.0 126
Anseba 15.1 6.6 29.4 9.2 3.3 234 11.8 1.2 100.0 143
Gash-Barka 1.0 1.4 27.6 16.3 211 9.9 216 1.0 100.0 440
Debub 5.2 5.6 16.6 4.4 10.6 9.3 47.7 0.7 100.0 744
Education
No education 0.0 0.0 17.4 12.3 16.3 15.3 38.3 0.4 100.0 599
Primary 1.3 1.2 24.7 9.3 10.8 21.7 30.3 0.7 100.0 540
Middle 3.7 5.5 30.3 13.8 4.5 20.8 19.7 1.7 100.0 419
Secondary or above 24.2 21.9 23.7 11.2 1.1 111 4.4 2.3 100.0 819
Wealth quintile
Lowest 1.7 0.3 7.8 8.0 29.8 1.3 51.2 0.0 100.0 196
Second 1.9 0.7 5.0 9.7 28.6 4.4 49.4 0.4 100.0 291
Middle 25 0.6 21.7 9.4 8.7 14.3 415 1.3 100.0 354
Fourth 6.3 6.1 31.3 12.5 1.0 25.2 16.3 1.2 100.0 675
Highest 18.7 19.0 28.0 13.0 0.5 17.5 1.2 2.1 100.0 861
Total 9.3 8.8 23.5 115 7.7 16.3 21.5 1.4 100.0 2,377

Note: Table is based on all the women in the CORE questionnaires.
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Table 3-13 Occupation: Men

Percent distribution of men age 15-49[59] employed in the 12 months preceding the survey by occupation, according to background characteristics,

Eritrea 2010
Professional/ technical/ Salesand  Skilled  Unskilled Number
Background characteristic managerial Clerical ~ services  manual manual Agriculture  Missing  Total of men
Age
15-19 1.6 0.4 10.7 15.8 6.6 62.7 2.2 100.0 554
20-24 11.5 4.3 16.8 20.6 5.6 39.5 1.6 100.0 432
25-29 16.6 4.9 224 22.0 3.8 30.0 0.4 100.0 397
30-34 18.2 4.1 33.8 13.3 5.3 25.0 0.3 100.0 353
35-39 12.0 5.8 37.1 15.1 2.6 26.2 1.2 100.0 463
40-44 11.6 3.2 30.2 17.0 35 33.9 0.6 100.0 345
45-49 8.4 2.9 205 17.8 2.0 48.0 0.4 100.0 392
Marital status
Never married 11.2 3.8 16.5 19.7 5.0 42.0 1.8 100.0 1,270
Married or living together 104 34 29.1 15.7 3.7 37.2 0.4 100.0 1,599
Divorced/separated/widowed 111 25 35.7 8.5 4.2 36.4 17 100.0 64
Missing 0.0 0.0 0.0 48.5 0.0 51.5 0.0 100.0 2
Number of living children
0 10.6 34 18.0 19.3 51 419 1.7 100.0 1,425
1-2 15.1 55 30.1 16.8 3.7 28.5 0.2 100.0 546
3-4 12.2 3.3 30.7 14.9 4.4 33.7 0.8 100.0 464
5+ 5.4 1.9 26.6 14.5 2.7 48.5 0.4 100.0 500
Residence
Total urban 20.5 7.4 27.4 29.2 34 10.4 1.8 100.0 1,125
Asmara 229 8.3 26.8 32.8 4.8 2.5 1.8 100.0 581
Other Town 17.8 6.4 28.0 253 1.9 18.8 1.9 100.0 544
Rural 4.8 1.2 21.4 10.0 4.9 57.2 0.6 100.0 1,810
Zoba
Debubawi Keih Bahri 18.3 5.9 32.3 14.2 2.2 27.0 0.0 100.0 41
Maekel 18.9 6.3 25.9 30.4 3.8 13.3 1.4 100.0 817
Semenawi Keih Bahri 6.6 3.6 23.9 13.5 1.1 50.7 0.5 100.0 323
Anseba 11.1 2.8 29.3 13.6 3.9 39.0 0.3 100.0 350
Gash-Barka 5.7 1.9 19.6 10.9 7.9 52.6 1.4 100.0 601
Debub 7.4 2.1 21.7 12.2 3.7 51.8 11 100.0 803
Education
No education 0.8 0.4 9.6 8.7 6.1 74.4 0.0 100.0 529
Primary 2.5 0.8 29.3 12.1 5.2 49.4 0.7 100.0 521
Middle 4.6 1.9 31.5 16.4 3.7 40.4 1.6 100.0 684
Secondary or above 22.3 7.1 231 23.9 3.5 18.7 14 100.0 1,201
Missing 0.0 0.0 100.0 0.0 0.0 0.0 0.0 100.0 0
Wealth quintile
Lowest 2.5 0.2 13.1 5.0 5.8 73.1 0.4 100.0 545
Second 2.5 1.2 20.9 7.4 7.3 59.9 0.8 100.0 488
Middle 6.4 1.7 26.6 13.5 3.4 47.5 0.9 100.0 504
Fourth 11.1 3.9 28.8 23.2 1.9 30.1 0.9 100.0 633
Highest 24.6 8.3 27.0 30.1 3.9 4.1 2.0 100.0 765
Total 15-49 10.8 3.6 23.7 17.3 4.3 39.2 11 100.0 2,935
50-59 8.7 3.0 20.9 11.7 2.0 53.6 0.1 100.0 670
Total men 15-59 10.4 34 23.2 16.3 3.9 41.9 0.9 100.0 3,605

Note: Table is based on all the men in the CORE questionnaires.
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Sixty percent of men employed in agricultural work are not paid, and eighty-nine percent who
engaged in non-agricultural work are paid in cash only. Fifty percent of men in agricultural work are self-
employed, and 54 percent work seasonally. Among men employed in the non-agricultural sector, 77 percent
work all year. Men employed in non-agricultural occupations are most likely to be in the highest wealth
quintile, whereas those engaged in agricultural work are most likely to be in the lowest wealth quintile
(Table 3-15).

Table 3-14 Employment characteristics: Women

Percent distribution of women age 15-49 employed in the 12 months preceding the survey by type of earnings,
type of employer, and continuity of employment, according to type of employment (agricultural or non-
agricultural), Eritrea 2010

Employment characteristic Agricultural work Non-agricultural work Missing Total

Type of earnings

Cash only 19.0 83.0 89.8 69.3
Cash and in-kind 4.0 1.9 0.0 24
In-kind only 18.9 1.3 0.0 5.1
Not paid 58.1 13.7 10.2 23.2
Missing 0.0 0.1 0.0 0.0
Total 100.0 100.0 100.0 100.0

Type of employer

Employed by family member 14.3 6.9 3.1 8.5
Employed by nonfamily member 18.2 60.5 80.0 51.6
Self-employed 67.6 325 16.9 39.8
Missing 0.0 0.1 0.0 0.1
Total 100.0 100.0 100.0 100.0

Continuity of employment

All year 8.7 71.0 79.8 57.7
Seasonal 83.4 11.4 3.7 26.8
Occasional 7.9 17.4 16.5 15.3
Missing 0.0 0.2 0.0 0.2
Total 100.0 100.0 100.0 100.0

Wealth quintile

Lowest 19.7 5.2 0.0 8.3
Second 28.1 8.0 3.3 12.2
Middle 28.7 11.0 13.8 14.9
Fourth 215 30.4 25.7 28.4
Highest 2.0 454 57.2 36.2
Total 100.0 100.0 100.0 100.0

Number of women employed
during the last 12 months 512 1,833 32 2,377

Note: Table is based on all the women in the CORE questionnaires.
Total includes women with missing information on type of employment who are not shown separately.
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Table 3-15 Employment characteristics: Men

Percent distribution of men age 15-49 employed in the 12 months preceding the survey by type of earnings, type
of employer, and continuity of employment, according to type of employment (agricultural or non-agricultural),
Eritrea 2010

Employment characteristic Agricultural work Non-agricultural work Missing Total

Type of earnings

Cash only 10.1 88.7 65.5 55.5
Cash and in-kind 14.3 25 0.0 7.4
In-kind only 15.9 0.9 0.0 7.2
Not paid 59.8 7.9 315 29.9
Missing 0.0 0.0 3.0 0.0
Total 100.0 100.0 100.0 100.0

Type of employer

Employed by family member 39.3 5.7 27.2 20.0
Employed by nonfamily member 10.3 76.2 42.4 48.3
Self-employed 50.4 18.1 27.5 31.7
Missing 0.0 0.1 3.0 0.1
Total 100.0 100.0 100.0 100.0

Continuity of employment

All year 42.3 76.8 49.4 62.1
Seasonal 54.1 11.0 27.4 29.2
Occasional 3.2 12.2 20.3 8.5
Missing 0.4 0.0 3.0 0.2
Total 100.0 100.0 100.0 100.0

Wealth quintile

Lowest 26.4 7.0 7.0 15.1
Second 19.3 9.3 11.9 135
Middle 15.8 12.6 13.8 14.0
Fourth 12.6 21.2 18.3 17.6
Highest 2.1 34.9 47.8 21.2
Total 100 100 100 100

Number of men 15-49 employed
during the last 12 months 1,511 2,063 31 3,605

Note: Table is based on all the men in the CORE questionnaires.
Total includes men with missing information on type of employment who are not shown separately.
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3.8 KNowLEDGE AND ATTITUDES CONCERNING TUBERCULOSIS

The EPHS2010 collected data on women’s and men’s knowledge and attitudes concerning tuberculosis
(TB). Awareness of TB is almost universal in Eritrea; 97 percent of women and 98 percent of men age 15-
49 have heard about TB (Table 3-16, Table 3-17). Knowledge of other aspects of TB is also widespread.
Ninety percent of women and 91 percent of men age 15-49 who have heard about TB know that it is spread
through the air by coughing, and 89 percent of women and 90 percent of men know that TB can be cured.
Finally, there appears to be little stigma attached to TB in Eritrea.

Among women and men only 6 percent say that if a family member had TB they would want to
keep it a secret. Rural women and men are less likely than urban residents to know that TB is spread through
the air by coughing and to believe that TB can be cured. Among women who have heard about TB, women
in Gash-Barka are the least likely to know that TB is spread through the air by coughing (78 percent), and
women in Debub are the least likely to know that TB can be cured (85 percent). Men in Debub are the least
likely to know that TB is spread through the air by coughing (86 percent) as well as the least likely to know
that TB can be cured (86 percent)(Table 3-16, Table 3-17).

Among both women and men who have heard about TB, the percentages who know that TB is
spread through the air by coughing and that it can be cured increases steadily as levels of education and
wealth increase.

Rural women and men who have heard of TB are more likely than those in urban areas to want to
keep secret the TB infection of a family member. Women in Debubawi Keih Bahri and Gash-Barka and
men in Gash-Barka are most likely to report that they would want to keep a family member’s TB infection
a secret. This proportion decreases with respondent’s education and also tends to decrease with wealth,
especially among men (Table 3-16, Table 3-17).
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Table 3-16 Knowledge and attitude concerning tuberculosis: Women

Percentage of women age 15-49 who have heard of tuberculosis (TB), and among women who have heard of TB, the percentages who know that TB
is spread through the air by coughing, the percentage who believe that TB can be cured, and the percentage who would want to keep secret that a
family member has TB, by background characteristics, Eritrea 2010

Among all respondents: Among respondents who have heard of TB:
Percentage Percentage who report Percentage who Percentage who would Number
who have that TB is spread through believe that TB want a family member’s who have
Background characteristic heard of TB Number the air by coughing can be cured TB kept secret heard of TB
Age
15-19 95.1 2,301 88.0 83.8 7.6 2,189
20-24 97.2 1,744 91.1 89.8 5.3 1,695
25-29 97.7 1,646 90.7 90.3 4.9 1,608
30-34 96.4 1,228 88.9 90.8 5.7 1,183
35-39 97.2 1,429 90.1 91.1 4.9 1,389
40-44 97.7 940 89.3 89.2 5.6 918
45-49 96.4 951 89.7 88.6 6.5 917
Residence
Total urban 99.1 4,125 94.3 94.0 5.7 4,090
Asmara 99.5 1,870 96.0 94.1 6.4 1,860
Other Town 98.9 2,255 92.9 93.8 5.0 2,229
Rural 95.0 6,113 86.4 85.0 6.0 5,809
Zoba
Debubawi Keih Bahri 99.4 163 92.4 91.9 11.1 162
Maekel 99.5 2,535 95.5 92.5 6.5 2,521
Semenawi Keih Bahri 95.4 1,122 91.3 89.6 4.1 1,070
Anseba 97.3 1,436 95.2 91.5 4.5 1,397
Gash-Barka 92.3 2,255 78.2 86.3 8.8 2,082
Debub 97.8 2,727 89.3 85.0 4.1 2,667
Education
No education 93.3 3,882 83.5 84.8 6.8 3,621
Primary 97.8 2,162 89.4 88.3 4.9 2,115
Middle 98.6 1,946 92.8 89.2 6.2 1,919
Secondary or above 99.9 2,246 97.2 94.8 4.9 2,243
Missing 100.0 1 100.0 100.0 0.0 1
Wealth quintile
Lowest 92.9 1,746 83.3 81.9 53 1,622
Second 94.3 1,769 83.6 84.4 6.6 1,668
Middle 95.8 2,014 87.9 87.1 7.4 1,929
Fourth 99.2 2,223 93.8 90.7 4.2 2,205
Highest 99.6 2,485 95.6 95.5 6.1 2,474
Total 96.7 10,238 89.7 88.7 5.9 9,899

Note: Table is based on all the women in the CORE questionnaires.
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Table 3-17 Knowledge and attitude concerning tuberculosis: Men

Percentage of men age 15-49[59] who have heard of tuberculosis (TB), and among men who have heard of TB, the percentages who know that TB is
spread through the air by coughing, the percentage who believe that TB can be cured, and the percentage who would want to keep secret that a family
member has TB, by background characteristics, Eritrea 2010

Among all respondents: Among respondents who have heard of TB:
Percentage Percentage who report Percentage who Percentage who would Number
who have that TB is spread through believe that TB want a family member’s who have
Background characteristic heard of TB Number the air by coughing can be cured TB kept secret heard of TB
Age
15-19 96.6 1,544 87.5 85.0 9.9 1,492
20-24 99.0 635 90.5 89.7 4.6 629
25-29 98.8 449 94.6 95.4 4.2 443
30-34 98.4 390 92.2 94.5 4.0 384
35-39 99.6 490 95.2 94.2 4.8 488
40-44 99.7 376 91.8 93.8 6.2 375
45-49 99.7 417 89.8 93.3 3.2 415
Residence
Total urban 99.2 1,757 95.7 95.1 5.7 1,743
Asmara 99.2 855 96.7 95.8 3.6 849
Other Town 99.2 902 94.8 94.3 7.6 894
Rural 97.6 2,542 87.0 87.0 7.0 2,482
Zoba
Debubawi Keih Bahri 95.6 67 98.8 94.8 14 64
Maekel 99.2 1,196 96.0 93.2 3.9 1,186
Semenawi Keih Bahri 98.0 470 89.2 95.2 7.7 461
Anseba 98.7 588 93.1 91.0 6.0 580
Gash-Barka 96.1 778 87.2 89.4 9.4 748
Debub 98.8 1,200 86.3 85.5 7.0 1,186
Education
No education 95.2 599 81.0 87.0 7.6 570
Primary 96.5 659 84.2 86.0 9.2 636
Middle 98.6 1,188 90.6 86.9 8.1 1,171
Secondary or above 99.7 1,853 95.8 95.0 4.1 1,848
Missing 100.0 0 100.0 100.0 0.0 0
Wealth quintile
Lowest 96.8 739 82.0 87.2 8.3 716
Second 97.6 699 85.4 84.9 6.5 682
Middle 97.8 753 88.9 88.1 7.4 736
Fourth 98.7 960 94.8 91.9 6.7 947
Highest 99.6 1,148 96.7 95.6 4.3 1,143
Total 15-49 98.3 4,299 90.6 90.3 6.4 4,225
50-59 99.6 722 86.8 93.5 4.8 719
Total men 15-59 98.5 5,021 90.1 90.8 6.2 4,944

Note: Table is based on all the men in the CORE questionnaires.
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3.9 UsEe ofF ToBacco

Tobacco use and smoking are addictions which can cause a wide variety of diseases and can lead to death.
Smoking is a known risk factor for cardiovascular disease; it causes lung cancer and other forms of cancer
and contributes to the severity of pneumonia, emphysema, and chronic bronchitis. It may also have an
impact on individuals who are exposed to passive smoking; for example, inhaling second-hand smoke may
adversely affect children’s growth and cause childhood illnesses, especially respiratory diseases. Because
smoking is an acquired behavior, all morbidity and mortality caused by smoking is preventable.

In the EPHS2010, eligible women and men were asked if they currently smoke cigarettes, and if so,
how many cigarettes they smoked in the past 24 hours. Those who were not smoking cigarettes were asked
if they smoke or use any other forms of tobacco, such as a pipe, chewing tobacco and safa (local snuff)
(Table 3-18, Table 3-19).

Overall, almost all women (99.7 percent) in Eritrea refrain from tobacco use. Eleven percent of
men age 15-49 use tobacco; seven percent smoke cigarettes, six percent use safa, and less than one percent
use a pipe, chew, or consume snuff. Though cigarette smoking generally increases with age, the highest
percent of men smokers is in the 30-34 age group with 13 percent.

Cigarette smoking among men is more popular in urban than rural areas (10 percent versus 5
percent), while safa users are higher in rural than urban (8 percent versus 4 percent) with Asmara city having
the lowest proportion (2 percent). The proportion of cigarette smoking among men is almost the same in
the five zobas except Debub with the lowest (3 percent). Male safa users are the highest in Debubawi Keih
Bahri (19 percent), and the lowest both in Maekel and Debub (2 percent). Men with some education and
those in the highest wealth quintile are more likely to smoke cigarettes than their counterparts. On the other
hand, men with no education and men in the lowest wealth quintile are more likely to use safa than others.

Among men who smoke cigarettes, almost all of them smoked in the last 24 hours, 10 percent
smoked 1 to 2 cigarettes, 35 percent smoked 3 to 5 cigarettes, 18 percent smoked 6 to 9 cigarettes, and
35 percent smoked 10 or more cigarettes in the last 24 hours preceding the survey. Although there are
differentials across sub-groups of men, there is no clear and uniform pattern.
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Table 3-18 Use of tobacco: Women

Percentage of women age 15-49 who smoke cigarettes or a pipe or use other tobacco products and the percent distribution of cigarette smokers by
number of cigarettes smoked in preceding 24 hours, according to background characteristics and maternity status, Eritrea 2010

Number of cigarettes in the
last 24 hours

Does Number Number of
Background not use of cigarette
characteristic Cigarettes Pipe Chew Snuff Safa tobacco women 1-2 3-5 6-9 10+ Total smokers
Age
15-19 0.0 0.0 0.0 0.0 0.0 100.0 2,301 na na na na 0.0 0
20-24 0.0 0.0 0.0 0.0 0.1 99.9 1,744 na na na na 0.0 0
25-29 0.3 0.0 0.0 0.2 0.1 99.5 1,646 25.0 00 00 750 100.0 4
30-34 0.2 0.0 0.0 0.2 0.1 99.6 1,228 0.0 100.0 0.0 0.0 100.0 2
35-39 0.4 0.0 0.0 0.0 0.0 99.5 1,429 0.0 33.0 335 33,5 100.0 6
40-44 0.2 0.0 0.0 0.3 0.2 99.4 940 0.0 00 0.0 100.0 100.0 2
45-49 0.0 0.0 0.0 0.2 0.0 99.7 951 na na na na 0.0 0
Residence
Total urban 0.3 0.0 0.0 0.0 0.0 99.7 4,125 0.0 338 172 49.0 100.0 12
Asmara 0.2 0.0 0.0 0.0 0.0 99.8 1,870 0.0 48.6 0.0 51.4 100.0 4
Other Town 0.4 0.0 0.0 0.0 0.0 99.6 2,255 00 270 250 47.9 100.0 8
Rural 0.0 0.0 0.0 0.2 0.1 99.7 6,113 52.0 00 0.0 48.0 100.0 2
Zoba
Debubawi Keih Bahri 0.0 0.9 0.9 5.2 2.6 90.5 163 na na na na 0.0 0
Maekel 0.2 0.0 0.0 0.0 0.0 99.8 2,535 00 486 0.0 514 1000 4
Semenawi Keih Bahri 0.1 0.0 0.0 0.1 0.1 99.8 1,122 0.0 0.0 0.0 100.0 100.0 1
Anseba 0.0 0.0 0.0 0.0 0.0 100.0 1,436 na na na na 0.0 0
Gash-Barka 0.4 0.0 0.0 0.0 0.0 99.6 2,255 11.0 23.1 214 44.4  100.0 10
Debub 0.0 0.0 0.0 0.0 0.0 100.0 2,727 - - - - 0.0 0
Education
No education 0.1 0.0 0.0 0.3 0.2 99.5 3,882 259 0.0 50.3 23.8  100.0 4
Primary 0.3 0.0 0.0 0.0 0.0 99.7 2,162 00 381 00 619 1000 5
Middle 0.2 0.0 0.0 0.0 0.0 99.8 1,946 00 262 00 738 1000 4
Secondary or above 0.1 0.0 0.0 0.0 0.0 99.9 2,246 0.0 100.0 0.0 0.0 100.0 1
Missing 0.0 0.0 0.0 0.0 0.0 100.0 1 na na na na 0.0 0
Maternity status
Pregnant 0.1 0.0 0.0 0.1 0.0 99.6 756  100.0 00 0.0 0.0 100.0 1
Breastfeeding (not
pregnant) 0.1 0.0 0.0 0.1 0.1 99.7 2,532 0.0 47.5 0.0 52,5 100.0 2
Neither 0.2 0.0 0.0 0.1 0.1 99.7 6,950 00 277 194 529 100.0 11
Wealth quintile
Lowest 0.0 0.0 0.0 0.1 0.0 99.9 1,746 na na na na 0.0 0
Second 0.1 0.0 0.1 0.4 0.2 99.3 1,769 52.0 00 0.0 48.0 100.0 2
Middle 0.1 0.0 0.0 0.1 0.1 99.7 2,014 0.0 00 0.0 100.0 100.0 2
Fourth 0.4 0.0 0.0 0.0 0.0 99.6 2,223 00 369 258 374 100.0 8
Highest 0.1 0.0 0.0 0.0 0.0 99.9 2,485 00 522 0.0 47.8 100.0 2
Total 0.1 0.0 0.0 0.1 0.1 99.7 10,238 75 289 147  48.9 100.0 14

Note: Table is based on all the women in the CORE questionnaires.
na= Not applicable
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Table 3-19 Use of tobacco: Men

Percentage of men age 15-49 [59] who smoke cigarettes or a pipe or use other tobacco products and the percent distribution of cigarette smokers by
number of cigarettes smoked in preceding 24 hours, according to background characteristics, Eritrea 2010

Number of cigarettes in the last 24 hours

Does Don'’t Number of
Background notuse Number know/ cigarette
characteristic Cigarettes Pipe Chew Snuff Safa tobacco ofmen 0 1-2 3-5 6-9 10+ missing Total smokers
Age
15-19 1.5 0.1 0.1 0.1 1.2 97.9 1,544 0.0 85 469 114 264 6.7 100.0 23
20-24 6.1 00 02 0.0 44 912 635 0.0 115 54.6 102 237 0.0 100.0 39
25-29 9.3 0.1 0.9 0.2 6.0 87.4 449 0.0 158 249 215 37.7 0.0 100.0 42
30-34 12.6 02 02 0.0 10.3 817 390 0.0 18.7 283 225 281 25 100.0 49
35-39 10.1 0.0 0.4 0.0 7.6 84.1 490 0.0 5.1 244 238 46.7 0.0 100.0 50
40-44 12.1 00 0.0 0.0 11.2  80.2 376 22 00 374 118 461 25 100.0 45
45-49 11.1 00 03 0.0 156 76.5 417 00 9.8 36.8 180 289 6.5 100.0 46
Residence
Total urban 9.5 00 02 0.0 3.8 882 1,757 0.0 9.2 36.6 145 365 3.2 100.0 167
Asmara 10.0 00 02 0.0 1.5 89.2 855 0.0 49 361 160 376 54  100.0 86
Other Town 9.0 0.0 0.2 0.0 59 87.3 902 0.0 13.7 37.1 13.0 353 0.8 100.0 81
Rural 5.0 01 03 0.1 76 89.8 2,542 0.8 109 325 219 326 1.2 100.0 126
Zoba
Debubawi Keih Bahri 8.3 0.3 0.2 0.6 18.6 73.9 67 0.0 52 26.1 133 553 0.0 100.0 6
Maekel 8.2 00 02 0.0 1.6 90.8 1,196 0.0 55 373 176 349 47 100.0 98
Semenawi Keih Bahri 9.2 0.3 1.0 0.4 14.7 80.2 470 0.0 12.1 36.3 14.7 353 1.6 100.0 43
Anseba 8.6 02 06 0.0 10.0 845 588 19 123 428 165 264 0.0 100.0 51
Gash-Barka 8.3 00 0.0 0.0 95 86.2 778 0.0 146 28.0 188 386 0.0 100.0 64
Debub 2.7 00 00 0.0 21 96.0 1,200 0.0 81 28.0 228 363 49 100.0 32
Education
No education 4.6 0.3 0.4 0.3 14.4 82.8 599 0.0 21.1 293 17.6 32.0 0.0 100.0 28
Primary 7.7 01 02 0.0 9.8 86.7 659 0.0 22 39.8 254 326 0.0 100.0 51
Middle 6.6 00 05 0.0 54 904 1,188 1.2 9.8 357 206 31.8 09 100.0 79
Secondary or above 7.4 0.0 0.1 0.0 2.3 91.3 1,853 0.0 10.7 33.6 13.2 38.0 4.5 100.0 136
Missing 0.0 0.0 0.0 0.0 100.0 0.0 0 na na na na na na 0.0 0
Wealth quintile
Lowest 4.6 0.1 0.4 0.2 8.3 89.9 739 0.0 12.0 321 298 26.1 0.0 100.0 34
Second 45 01 0.1 0.0 85 89.2 699 3.1 13.1 306 220 312 00 100.0 31
Middle 6.9 0.1 0.5 0.0 9.5 86.5 753 0.0 10.5 30.8 154 41.9 1.3 100.0 52
Fourth 7.5 00 0.1 0.0 46 898 960 0.0 119 341 199 288 53 100.0 72
Highest 9.1 0.0 0.2 0.0 1.9 89.9 1,148 00 6.7 395 121 394 2.2 100.0 104
Total 15-49 6.8 01 02 0.1 6.0 89.2 4,299 03 99 348 17.7 348 23 100.0 294
50-59 7.7 03 05 0.0 99 836 722 00 79 280 16.7 474 00 100.0 56
Total men 15-59 7.0 0.1 0.3 0.0 6.6 88.4 5021 03 9.6 337 17.6 36.8 2.0 100.0 349

Note: Table is based on all the men in the CORE questionnaires.
na= not applicable
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Eritrea introduced a proclamation that bans cigarette smoking in public places in 2004. The EPHS2010
collected information on knowledge of the proclamation among the respondents, overall the proportion who have
heard about the proclamation is higher among men than women (77 percent versus 65 percent) (Table 3-20).
Among women, there is no marked difference in knowledge by age with the highest being among women in
age 20-24 (69 percent) and the lowest in age 45-49 (62 percent), while among men the highest is at age 35-39
(89 percent) and the lowest is at age 15-19 (68 percent). Urban residents are more likely to have heard about the
proclamation than rural residents. Women in Gash-Barka are the least likely to have heard about the proclamation
(42 percent), and knowledge is the highest among women in Maekel (89 percent). Among men, Anseba has the
highest proportion (86 percent) followed by Maekel (85 percent). The level of awareness on the proclamation
increases steadily as levels of education and wealth quintile increase for both women and men.

Table 3-20 Knowledge on cigarette use banning proclamation

Percentage of women and men age 15-49 who have heard of proclamation that bans cigarette smoking in public
place in Eritrea, according to background characteristics, Eritrea 2010

Women Men
Percentage who Number of Percentage Number of
Background characteristic have heard respondents who have heard respondents
Age
15-19 63.8 2,301 68.3 1,544
20-24 69.0 1,744 79.8 635
25-29 66.5 1,646 83.1 449
30-34 63.6 1,228 80.9 390
35-39 64.4 1,429 88.7 490
40-44 62.1 940 85.2 376
45-49 61.8 951 77.8 417
Residence
Total urban 80.8 4,125 86.0 1,757
Asmara 86.6 1,870 86.7 855
Other Town 75.9 2,255 85.3 902
Rural 54.1 6,113 715 2,542
Zoba
Debubawi Keih Bahri 53.1 163 53.4 67
Maekel 86.0 2,535 84.8 1,196
Semenawi Keih Bahri 56.6 1,122 775 470
Anseba 68.2 1,436 86.3 588
Gash-Barka 42.1 2,255 64.1 778
Debub 66.3 2,727 75.6 1,200
Education
No education 45.7 3,882 53.9 599
Primary 65.8 2,162 72.6 659
Middle 79.1 1,946 78.4 1,188
Secondary or above 84.8 2,246 86.1 1,853
Missing 0.0 1 100.0 0
Wealth quintile
Lowest 42.7 1,746 65.2 739
Second 48.4 1,769 66.5 699
Middle 58.2 2,014 77.3 753
Fourth 78.7 2,223 82.7 960
Highest 85.0 2,485 87.6 1,148
Total 15-49 64.8 10,238 77.4 4,299
50-59 na 0 74.6 722
Total men 15-59 na 0 77.0 5,021

Note: Table is based on all the women and men in the CORE questionnaires.
na= not applicable
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FERTILITY LEVELS, TRENDS, AND DIFFERENTIALS 4

Key Findings

e The total fertility rate in Eritrea is 4.8 children per woman. Rural women, on average,
have two more children than women in urban areas and nearly three more children
than women in Asmara city.

o Fertility declined substantially between 1995 and 2002, from 6.1 children per woman
to 4.8 children, and has remained almost constant since 2002.

e Six in ten of births occur within three years of a previous birth; 21 percent occur within
24 months. Median birth interval length is 33 months.

e Childbearing begins early in Eritrea. One-fifth (19 percent) of women age 25-49 gave
birth by age 18, and more than one-third (36 percent) by age 20.

e Eleven percent of women age 15-19 are already mothers (9 percent) or pregnant with
their first child (2 percent). Teenage pregnancy and motherhood has declined from
23 percent in 1995 to 14 percent in 2002 and to 11 percent in 2010.

his chapter looks at a number of fertility indicators for women in the reproductive age group

(15-49) including levels, patterns, and trends in both current and cumulative fertility; the length

of birth intervals; the age at which women begin childbearing; adolescent fertility, and pregnancy
status of women in the reproductive age group.

Data on fertility was collected in the EPHS2010 in several ways. First, each woman was asked
a series of questions on the number of sons and daughters currently living with her, the number living
elsewhere, and the number who were born alive and later died. Next, a complete history of all of the
woman'’s births was obtained, including the name, sex, month and year of birth, age, and survival status
for each of the births. For living children, a question was asked about whether the child was living in the
household or away. For dead children, the age at death was recorded. Finally, information was collected on
whether respondents were pregnant at the time of the survey.

4.1 CuURRENT FERTILITY

Measures of current fertility presented in this chapter include age-specific fertility rates (ASFR), the total
fertility rate (TFR), the general fertility rate (GFR), and the crude birth rate (CBR). The rates generally refer
to the period 1-36 months preceding the survey, determined from the date of interview and a child’s birth
date. The three-year period was chosen for calculating these rates because it reflects the current situation
with sufficient statistical precision.

The ASFRs measure how fertility changes with the age of the woman. They are defined in terms of
the number of live births among women in a particular age group divided by the number of woman-years
in that age group during the specified period. TFR refers to the number of live births that a woman would



have had throughout her reproductive years (15-49 years) if she was subject to the current ASFRs. The GFR
represents number of live births per 1,000 women of reproductive age. The CBR is the number of live births
per 1,000 population. The latter two measures are based on the birth history data for the three-year period
before the survey and the age-sex distribution of the household population.

The TFR is 4.8 births per woman (Table 4-1). This means that, on average, an Eritrean woman will give
birth to 4.8 children by the end of her childbearing years. The TFR is the same as that observed in the EDHS2002.
One of the factors contributing to the fertility level remaining unchanged could be that use of family planning
has generally remained constant since the EDHS2002. Among the sub-Saharan countries in which DHS surveys
have been conducted since 2006, Eritred sfertility rate remains moderately low (Figure 4-1).

The fertility level among urban women is substantially lower than that among rural women. The
TFR for rural women is 5.6 children, compared with 2.9 children for Asmara city, and 4.3 children for other
towns. The ASFRs show that this pattern of lower urban fertility is prevalent in all age groups (Table 4-1,
Figure 4-2). The difference in urban and rural fertility is more pronounced among women aged 20-29.

Fertility patterns for various age groups indicate that although some women begin childbearing at an
early agein Eritrea, the pattern is not common (Table 4-1, Figure 4-2). Fertility rises rapidly to reach a peak
in the age group 25-29, after which it declines with increasing age. Eritrean women have high fertility in their
twenties and early thirties. The fertility age pattern observed for Eritrea as a whole holds true by residence
also. Generally, similar fertility age patterns were observed in the EDHS1995 and EDHS2002 surveys. The
ASFRs for zobas show a pattern similar to that of the nation as a whole. However, in Semenawi Keih Bahri,
childbearing is uniform in the twenties and early thirties, while in Anseba it peaks at age 20-24 (Table 4-1).

The GFR in Eritrea is 159 live births per 1,000 women of reproductive age. As in the case with the
TFR, the rate is considerably higher in rural areas (185) than in urban areas as a whole (122) and Asmara
city (99). The crude birth rate, standing at 33.9 births per 1,000 population at the national level, is 22 percent
higher in rural than in urban areas (36.2 and 29.8 births per 1,000 population, respectively).

Table 4-1 Current fertility

Age-specific and total fertility rate, the general fertility rate, and the crude birth rate for the three years preceding the survey, by residence, Eritrea 2010

Residence Region

Age Debubawi Semenawi Gash-

group Total urban Asmara Other town  Rural Keih Bahri Maekel Keih Bahri Anseba Barka Debub Total
15-19 42 30 52 98 56 39 93 67 92 94 76
20-24 158 108 210 240 169 133 218 257 240 228 205
25-29 189 162 214 260 211 182 270 254 253 232 231
30-34 173 164 180 237 172 176 218 247 225 207 210
35-39 115 93 130 173 133 102 173 192 161 146 148
40-44 36 25 45 90 70 33 81 89 87 70 69
45-49 12 3 20 24 26 6 24 30 23 21 20
TFR 3.6 2.9 4.3 5.6 4.2 3.4 5.4 5.7 5.4 5.0 4.8
GFR 122 99 141 185 142 113 178 185 182 163 159
CBR 29.8 26.5 321 36.2 33.4 28.7 37.9 37.1 35.9 32.9 33.9

Notes: Table is based on both CORE and MMM questionnaires.

Age-specific fertility rates are per 1,000 women. Rates for age group 45-49 may be slightly biased due to truncation. Rates are for the period 1-36 months prior to interview.
TFR: Total fertility rate expressed per woman.

GFR: General fertility rate expressed per 1,000 women.

CBR: Crude birth rate, expressed per 1,000 population.
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Figure 4-1 Total fertility rates, Eritrea compared with
other selected sub-Saharan countries
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Figure 4-2 Age specific fertility rates by residence
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4.2 FerTiLITY DIFFERENCES

The differences in fertility by urban-rural residence have already been discussed. A substantial variation in
TFR also exists among zobas, ranging from 5.7 children per woman in Anseba to 3.4 children per women
in Mackel (Table 4-2). With the exception of Debubawi Keih Bahri and Maekel, fertility levels are higher
than the national average in all of the zobas. The level of fertility decreases sharply from 5.5 children among
women with no education to 3.1 children among women who have at least some secondary. An even sharper
variation is observed by wealth index. Women in the lowest quintile of the wealth index have a TFR of 6.0,
which isamost twice as high as the fertility level of women in the highest quintile (3.2).

The mean number of children ever born to older women, who are nearing the end of their reproductive
period, isan indicator of average completed fertility of women who began childbearing over the three decades
preceding the survey. If fertility remained constant over time and the reported data on both children ever born
and births during the three years preceding the survey are reasonably accurate, the TFR and the mean number

Table 4-2 Fertility by background characteristics

Total fertility rate for the three years preceding the survey, percentage of women age 15-49
currently pregnant, and mean number of children ever born to women age 40-49 years, by
background characteristics, Eritrea 2010

Mean number of Percentage women
Background children ever born to age 15-49 currently
characteristic Total fertility rate women age 40-49 pregnant
Residence
Total urban 3.6 45 6.0
Asmara 2.9 3.6 4.7
Other Town 4.3 5.1 7.1
Rural 5.6 6.1 8.3
Zoba
Debubawi Keih Bahri 4.2 5.4 7.6
Maekel 3.4 4.1 5.5
Semenawi Keih Bahri 5.4 5.9 8.1
Anseba 5.7 6.3 8.2
Gash-Barka 5.4 5.6 8.0
Debub 5.0 6.0 7.9
Education
No education 55 6.0 7.4
Primary 5.2 5.2 9.3
Middle 4.4 4.1 7.4
Secondary or above 3.1 2.9 5.6
Wealth quintile
Lowest 6.0 6.6 6.7
Second 5.6 6.0 8.7
Middle 5.3 5.9 8.1
Fourth 4.4 5.1 8.1
Highest 3.2 4.0 5.8
Total 4.8 55 7.4
Number of women 5,580 10,238

Note: Table is based on both CORE and MMM questionnaires.
Total fertility rates are for the period 1-36 months prior to interview.
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of children ever born for women age 40-49 would be expected to be similar. When fertility levels have been
falling, the TFR will be substantially lower than the mean number of children ever born to women age 40-49.

An overall comparison of these two fertility measures suggests a decline of nearly one child
over the past few years, from 5.5 to 4.8 children (Table 4-2, Figure 4-3). Fertility has declined in both
urban and rural areas, in all zobas, and for all levels of the household wealth index. Fertility has also
been observed to decline among women with no education and primary education while an increasing
trend has been observed among those with middle and higher education. The difference between the

Figure 4-3 Total fertility rates by background characteristics
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level of current and completed fertility is highest in Debubawi Keih Bahri (1.2 children), women with
no education (0.5 children), and women in the fourth quintile of the wealth index (0.7 children). The
percentage of women currently pregnant provides another measure of current fertility, although the
survey may not capture all pregnancies because women may not know if they are pregnant, or may
be reluctant to report early-stage pregnancies. Overall, seven percent of interviewed women were
pregnant at the time of the survey. The proportion may have declined slightly since 2002 (9 percent).

The percentage of currently pregnant women is lower in urban areas (6 percent) — with Asmara
having the lowest proportion (5 percent) — than in rural areas (8 percent). Women in Gash-Barka, Debub,
Semenawi Keih Bahri, and Anseba; women with primary education; and women in the second quintile of
the wealth index are more likely to be pregnant (8-9 percent) than other women.

4.3 FerTiLITY TRENDS

One way to examine trends in fertility is to use retrospective data from the birth histories collected in the
2010EPHS. Because women age 50 and older were not interviewed in the survey, the rates are successively
truncated as the number of years before the survey increases.

The fertility rates have shown consistent decline in all age groups since the period 10-14 years
preceding the survey and the decline was found to be more pronounced between the periods 10-14 and 5-9
years preceding the survey (Table 4-3). The data indicate a 15 percent decline in fertility among women
age 15-29, from 3.1 children per women during the period 10-14 years before the survey to 2.7 children per
woman during the period 0-4 years prior to the survey. The ASFRs suggest that the fertility decline among
younger women (15-29) was higher during the period 10-14 (9 percent), compared to the recent five-
year period (6 percent). During the most recent five-year period, the decline in fertility was higher among
adolescents and women age 30-44 than women in older age groups.

Table 4-4 reveals that overall, the total fertility rate has declined from 6.1 children per woman in
1995 to 4.8 children in 2002, a drop of 21 percent. Urban fertility has declined from 4.2 to 3.5 children
per woman or 17 percent, while the rural fertility has declined even more (19 percent), more than one

Table 4-3 Trends in age-specific fertility rates

Age-specific fertility rates for five-year periods preceding the survey, by mother's age at the
time of the birth, Eritrea 2010

Number of years preceding survey

Mother's age at birth 0-4 5-9 10-14 15-19
15-19 84 97 110 91
20-24 213 221 234 218
25-29 238 250 283 270
30-34 216 247 270 [269]
35-39 154 189 [230] —
40-44 77 [120] — —
45-49 [22] — — —

Note: Table is based on both CORE and MMM questionnaires.
Age-specific fertility rates are per 1,000 women. Estimates in brackets are truncated. Rates exclude the
month of interview.
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Table 4-4 Trends in age-specific fertility rates

Age-specific fertility rates for three-year periods preceding the survey, by mother's age at the time of the birth, Eritrea 2010

2010 2002 1995
Mother's age at birth Urban Rural Total Urban Rural Total Urban Rural Total
15-19 42 98 76 51 97 7 52 171 125
20-24 158 240 205 145 218 185 161 282 245
25-29 189 260 231 172 228 204 215 290 269
30-34 173 237 210 144 221 188 200 267 245
35-39 115 173 148 123 195 167 115 224 189
40-44 36 90 69 42 121 88 83 121 110
45-49 12 24 20 20 62 46 21 45 37
TFR 3.6 5.6 4.8 3.5 5.7 4.8 4.2 7.0 6.10

Note: Table is based on both CORE and MMM questionnaires.

child — from 7.0 to 5.7 children — over the same period. Since 2002, however, the fertility has remained
almost constant at the national level and urban and rural areas considered separately.

Table 4-4 and Figure 4-4 show that the fertility decline observed during the period 1995 and 2002
has been experienced by women of all reproductive ages except those in the oldest age group (45-49),
where a slight increase in fertility has occurred. Even though the TFR has remained almost constant since
2002, the fertility rate has shown an increase among women 15-34 and a decrease afterwards. This overall
trend also holds true for both urban and rural areas.

Figure 4-4 Trends in Age-Specific fertility rates 1995, 2002, 2010
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4.4 CHiLDREN EVER BORN AND LIVING

Information on children ever born is useful for observing how average family size varies across age groups
and for observing the level of primary infertility. Comparison of the differences in the mean number of
children ever born and surviving reflects the cumulative effects of mortality levels during the period in
which women have been bearing children.

On average, Eritrean women age 15-49 have given birth to 2.6 children, of which 2.4 children are
still alive, indicating that 8 percent of the children ever born have died (Table 4-5). The mean number of
children ever born has declined from 3.0 children in 1995 to 2.7 in 2002 and to 2.6 in 2010. The number of
children that women have borne increases with age, from 0.1 children for women age 15-19 to more than
two children for women in their late twenties, about five children for women in their late thirties, and to
nearly six children for women at the end of their reproductive years (45-49). Of the 5.8 children ever born
to women age 45-49, nearly five have survived; indicating about 85 percent of the total number of children
ever born.

Table 4-5 Children ever born and living

Percent distribution of all women and currently married women age 15-49 by number of children ever born, mean number of children ever born and
mean number of living children, according to age group, Eritrea 2010

Number of children ever born Mean Mean
number of number
Number of children ever of living
Age 0 1 2 3 4 5 6 7 8 9 10+ Total women born children
ALL WOMEN

Age
15-19 914 7.2 1.3 0.1 0.0 0.0 0.0 0.0 0.0 0.0 0.0 100.0 2,301 0.10 0.09
20-24 444 270 194 7.5 1.3 0.5 0.0 0.0 0.0 0.0 0.0 100.0 1,744 0.96 0.91
25-29 182 171 228 219 119 5.0 2.2 0.8 0.1 0.0 0.0 100.0 1,646 2.21 2.08
30-34 9.4 95 137 164 190 185 9.3 2.3 1.6 0.2 0.2 100.0 1,228 3.43 3.18
35-39 7.0 6.7 9.1 126 151 149 127 115 4.8 3.6 1.9  100.0 1,429 4.46 4.06
40-44 5.8 3.7 8.2 10.2 98 137 134 13.1 9.3 6.5 6.4 100.0 940 5.31 4.72
45-49 4.4 4.0 6.8 8.5 93 105 114 135 117 9.9 9.9 100.0 951 5.84 4.95
Total 341 117 116 103 8.3 7.4 55 4.5 2.8 2.0 18 100.0 10,238 2.60 2.35

CURRENTLY MARRIED WOMEN

Age
15-19 56.2 36.2 7.0 0.6 0.0 0.0 0.0 0.0 0.0 0.0 0.0 100.0 402 0.52 0.48
20-24 176 37.0 305 121 2.0 0.8 0.0 0.0 0.0 0.0 0.0 100.0 1,057 1.46 1.40
25-29 6.7 156 258 26.8 14.8 6.2 2.9 11 0.2 0.0 0.0 100.0 1,252 2.64 2.49
30-34 2.1 72 135 164 217 222 116 2.9 2.0 0.2 0.2 100.0 967 3.91 3.65
35-39 2.2 3.3 71 113 161 174 153 141 6.0 4.8 2.4 100.0 1,088 5.09 4.66
40-44 2.1 15 5.9 9.0 9.0 141 158 149 114 8.3 8.0 100.0 715 5.97 5.32
45-49 2.1 2.4 4.5 5.7 82 111 115 151 131 13.0 133 100.0 701 6.54 5.57
Total 9.2 140 154 138 115 108 8.2 6.6 4.2 3.3 29 100.0 6,183 3.76 341

Note: Table is based on both CORE and MMM questionnaires.
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The pattern observed for all women is aso seen for currently married women, except that the
mean number of children ever born is higher (3.8 children) compared with all women (2.6 children). The
difference in the mean number of children ever born between all women and currently married women is
because young and unmarried women have lower fertility than the currently married women. Differences at
older ages generally reflect the impact of marital dissolution through either divorce or widowhood.

The proportion of married women age 45-49 years who are still childless can be taken as a rough
indicator of primary infertility, or the inability to bear children. The survey results suggest that primary
infertility is low in Eritrea, with only 2 percent of Eritrean women not able to bear children. The estimate
does not include women who have had one or more children but who have become unable to have more
children (secondary infertility).

4.5 BIRTH INTERVALS

The birth interval refers to the period of time between two successive live births. Information on birth
intervalsisimportant in providing insight into birth spacing patterns.

One-fifth of non-first births (21 percent) occur within 24 months of the previous birth, 39 percent
occur between 24 and 35 months, 21 percent between 36 and 47 months, and 19 percent after 48 months
(four or more years). Thus the majority of Eritrean children (80 percent) are born at least 24 months after
their previous siblings. The overall median birth interval is 33 months; which is 9 months longer than the
minimum of 24 months considered safe for mother and child. The median birth interval length hasincreased
by more than two months from 31.3 months in 1995 to 33.6 months in 2002 while it remained almost
constant since then.

There are no substantial differencesin thelength of the median birth interval by sex of the preceding
birth, residence, or by women’s education level — a result that is similar to that of the EDHS2002.The
median birth interval for the seventh- and higher-order births is about seven months shorter than intervals
for lower-order births. Debub has the longest median birth interval (34.5 months) compared with other
zobas, and Debubawi Keih Bahri and Semenawi Keih Bahri have the shortest median interval (30 months).
The median birth interval increases with increasing age of the mother from 25 months for births to young
mothers (age 15-19) to 35 months for births to mothers age 40 or older. The proportion of births occurring
within 24 months of the preceding birth declines steeply from 48 percent among women age 15-19 to 19
percent among women age 40 and above.

Thereisno variation in the median length of the birth interval by survival status of the previous birth.
However, the percentage of births occurring after a very short interval (less than 18 months) is more than four
times higher for children whose prior sibling died than for children whose prior sibling survived. The shorter
intervals for the former group are partially due to the shortened period of breastfeeding (or no breastfeeding)
for the preceding child, leading to an earlier return of ovulation and hence increased chance of pregnancy.
Minimal use of contraception, presumably because of a desire to replace the dead child as soon as possible,
could also be one of the factors responsible for the shorter birth interval in these cases (Table 4-6).
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Table 4-6 Birth intervals

Percent distribution of non-first births in the five years preceding the survey by number of months since preceding birth, and median number of
months since preceding birth, according to background characteristics, Eritrea 2010

Months since preceding birth Median number
Number of non-first of months since
Background characteristic 7-17 18-23  24-35  36-47  48-59 60+ Total births preceding birth
Age
15-19 24.4 23.6 38.2 10.8 1.6 1.4 100.0 103 24.6
20-29 8.5 14.7 43.6 20.9 6.8 55 100.0 6,330 30.9
30-39 6.9 11.6 37.3 21.6 9.9 12.6 100.0 7,775 33.8
40-49 7.0 11.6 33.7 20.9 1.1 15.7 100.0 2,302 35.3
Sex of preceding birth
Male 7.7 12.9 38.7 21.4 9.0 10.2 100.0 8,554 32.3
Female 7.6 12.8 39.8 20.8 8.7 10.3 100.0 7,956 334
Survival of preceding birth
Living 6.4 12.5 40.0 21.7 9.1 10.4 100.0 15,505 32.8
Dead 26.8 18.5 27.9 12.6 55 8.8 100.0 1,005 32.6
Birth order
2-3 7.8 14.0 38.8 19.8 7.7 11.8 100.0 7,222 -
4-6 7.0 11.5 39.4 22.5 9.8 9.8 100.0 6,475 33.0
7+ 8.8 13.1 40.0 21.4 9.5 7.3 100.0 2,813 25.6
Residence
Total urban 7.6 13.2 35.7 19.6 9.6 14.3 100.0 5,004 335
..Asmara 8.3 13.7 34.0 17.9 10.3 15.8 100.0 1,685 335
..Other Town 7.2 13.0 36.5 20.5 9.2 13.6 100.0 3,318 335
Rural 7.7 12.7 40.8 21.8 8.5 8.5 100.0 11,506 32.3
Zoba
Debubawi Keih Bahri 14.3 17.1 35.0 16.9 7.8 8.9 100.0 260 29.6
Maekel 7.9 12.8 36.4 20.2 9.6 13.2 100.0 2,727 333
Semenawi Keih Bahri 9.5 14.8 40.4 19.4 7.7 8.3 100.0 2,095 30.9
Anseba 7.8 13.1 42.9 20.5 7.8 7.8 100.0 2,668 31.6
Gash-Barka 9.0 14.3 37.4 20.8 8.0 10.5 100.0 4,343 32.1
Debub 4.8 10.2 40.3 23.6 10.4 10.7 100.0 4,416 345
Education
No education 8.1 13.0 38.8 21.2 8.9 9.8 100.0 8,403 325
Primary 5.7 12.1 39.9 21.6 9.6 11.2 100.0 4,076 33.5
Middle 7.9 12.2 40.9 21.4 8.1 9.5 100.0 2,355 32.6
Secondary or above 9.6 14.8 37.4 19.5 7.6 111 100.0 1,670 31.5
Wealth quintile
Lowest 8.2 12.9 42.0 20.7 8.0 8.3 100.0 3,441 31.7
Second 7.6 13.7 40.4 21.9 8.5 7.9 100.0 3,631 32.2
Middle 7.5 12.9 39.3 222 8.5 9.5 100.0 3,588 32.6
Fourth 6.7 11.8 37.7 21.0 10.1 12.8 100.0 3,349 339
Highest 8.4 13.1 35.8 19.3 9.4 14.0 100.0 2,501 33.1
Total 7.7 12.9 39.2 21.1 8.8 10.3 100.0 16,510 32.7

Note: Table is based on both CORE and MMM questionnaires.
First-order births are excluded from this table. The interval for multiple births is the number of months since the preceding pregnancy that ended in a live birth.
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4.6 AGE AT FIRsT BIRTH

The age at which childbearing starts has important consequences for the overall level of fertility aswell as
the health and welfare of the mother and the child. As indicated earlier, early childbearing is not common
in Eritrea with the majority of women becoming mothers after age 20 (Table 4-7). Five percent of women
age 40-44, six percent of women age 45-49, and 1 percent of women age 15-19 had given birth to their first
child before age 15. The age at first birth has been decreasing over time. For example, 48 percent of women
age 45-49, compared to 56 and 58 percent of women age 25-29 and 30-34, respectively, had their first birth
by age 22.

The median age at first birth among women age 25-49 is 22 years. The median ages at first birth are
higher (above 22 years) for older than younger cohorts (less than 21 years). The median age at first birth for
women in most age groups has remained unchanged since the EDHS 2002 survey.

Table 4 7 Age at first birth

Percentage of women age 15-49 who gave birth by exact ages, percentage who have never given birth, and median age at first birth, according to
current age, Eritrea 2010

Percentage who gave birth by exact age Percentage who have
never Median age at

Current age 15 18 20 22 25 given birth Number of women first birth
Age

15-19 0.8 na na na na 91.2 6,864 a
20-24 2.8 18.8 38.3 na na 45.3 5,080 a
25-29 3.9 19.1 38.7 56.3 73.0 19.6 4,882 21.3
30-34 4.5 22.7 41.4 58.4 74.2 10.1 3,633 20.9
35-39 3.3 15.9 32.7 52.0 72.1 6.6 4,186 21.8
40-44 54 18.9 32.1 48.1 68.2 6.1 2,750 22.3
45-49 5.8 225 35.1 47.9 65.3 4.7 2,830 22.3
20-49 4.1 19.4 36.8 na na 18.0 23,360 a
25-49 4.4 19.6 36.3 53.2 71.1 10.4 18,280 21.6

Note: Table is based on both CORE and MMM questionnaires.
na = Not applicable.
a = Omitted because less than 50 percent of women had a birth before reaching the beginning of the age group.

Median ages at first birth by selected background characteristics are estimated for women age 25-
49. Younger women are not included in the analysis because less than 50 percent of women age 15-19 and
20-24 had a birth before age 15 and 20, respectively. The median age at first birth for women age 25-49 in
urban areas (23 years) is almost two years later than the median age at first birth in rural areas (21 years)
(Table 4-8). The urban-rural difference is highest for women in the younger age groups, 25-29 and 30-34,
compared to women in the older age groups. Median age at first birth ranges from 21 years in Debub to
24 years in Maekel. There is no substantial variation in median age at first birth by education of women.
Women in the highest wealth quintile (24 years) start childbearing at least two years later than women in
the other four wealth quintiles.
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Table 4 8 Median age at first birth
Median age at first birth among women age 20-49 (25-49) years, according to background characteristics,

Eritrea 2010
Age Women age
Background characteristic 25-29 30-34 35-39 40-44 45-49 25-49
Residence
Total urban 23.1 22.2 22.4 22.8 22.9 22.7
Asmara a 25.8 243 24.6 23.9 a
Other Town 21.3 20.5 215 21.6 22.5 21.4
Rural 20.4 20.4 215 22.0 22.0 21.1
Zoba
Debubawi Keih Bahri 23.4 22.6 23.8 22.6 24.6 23.3
Maekel 24.1 24.2 23.4 23.9 23.3 23.8
Semenawi Keih Bahri 20.8 21.0 21.8 22.4 21.8 215
Anseba 21.4 20.3 21.3 21.8 22.0 21.3
Gash-Barka 20.6 21.1 21.9 22.4 22.7 215
Debub 19.9 19.6 20.9 21.2 21.7 20.5
Education
No education 20.2 20.4 21.4 21.8 22.0 21.1
Primary 20.1 19.4 21.0 21.8 22.1 20.6
Middle 20.9 215 22.0 23.4 22.6 215
Secondary or above a 27.0 27.0 26.4 27.2 a
Wealth quintile
Lowest 20.1 20.4 21.3 22.2 22.2 21.2
Second 20.4 20.7 21.8 225 21.8 21.3
Middle 20.6 20.1 21.6 21.2 22.1 20.9
Fourth 20.7 20.5 21.4 21.6 22.6 21.2
Highest 24.7 24.3 23.4 23.7 22.9 23.9
Total 21.3 20.9 21.8 22.3 22.3 21.6

Note: Table is based on both CORE and MMM questionnaires.

4.7 TeeNAGE PREGNANCY AND MOTHERHOOD

Teenage pregnancy isamajor health concern because of its association with higher morbidity and mortality
for both mother and child. Childbearing during the teenage years frequently has adverse social consequences
as well, particularly on educational attainment, because women who become mothers in their teens are
more likely to curtail their education.

Nearly 11 percent of women age 15-19 have aready started childbearing; nine percent have had a
live birth, and two percent are pregnant with their first child (Table 4-9). While only one percent of women
age 15 have started childbearing, 29 percent of women are either mothers or are pregnant with their first child
by age 19. Adolescents in rural areas start parenthood earlier than their urban counterparts (14 percent versus
5 percent, respectively). Women in Asmara have the lowest level of teenage childbearing (3 percent). The
percentage of women age 15-19 who are pregnant or who have already given birth decreases from 18 percent
among women with no education to four percent among women with at least some secondary education.

Childbearing among teenagers is lowest in Maekel (4 percent) and highest in Debub and Gash-
Barka (14 percent and 13 percent, respectively). Adolescent childbearing increases from 12 percent among
women in thelowest quintile of wealth to 16 percent among women in the second and middle quintiles, then
declines to three percent among women in the highest quintile.
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Table 4-9 Teenage pregnancy and motherhood

Percentage of women age 15-19 who have had a live birth or who are pregnant with their first
child and percentage who have begun childbearing, by background characteristics, Eritrea 2010

Percentage who:

Percentage who

Background Have had a Are pregnant have begun Number of
characteristic live birth with first child childbearing women
Age
15 0.6 0.2 0.8 1,797
16 2.2 0.4 2.6 1,459
17 5.2 1.5 6.7 1,161
18 16.5 3.3 19.8 1,351
19 253 3.4 28.8 1,095
Residence
Total urban 3.7 1.3 5.0 2,675
Asmara 2.4 0.7 3.0 1,068
Other Town 4.6 1.6 6.2 1,607
Rural 12.0 1.8 13.8 4,189
Zoba
Debubawi Keih 6.9 2.2 9.0 76
Babhri
Maekel 3.3 0.7 4.0 1,533
Semenawi Keih 8.6 1.8 10.5 652
Bahri
Anseba 6.0 1.4 7.4 1,008
Gash-Barka 11.2 1.8 13.1 1,437
Debub 12.4 2.0 14.4 2,157
Education
No education 15.5 2.2 17.7 1,181
Primary 15.0 2.2 17.2 1,353
Middle 6.8 1.4 8.1 2,302
Secondary or 3.0 1.1 4.0 2,026
above
Wealth quintile
Lowest 9.8 1.7 11.5 1,307
Second 13.8 2.3 16.1 1,197
Middle 135 2.3 15.8 1,336
Fourth 6.3 0.7 7.0 1,447
Highest 2.3 1.1 3.4 1,578
Total 8.8 1.6 10.4 6,864

Note: Table is based on both CORE and MMM questionnaires.

The percentage of teenagers who have started childbearing has declined over time, from 23
percent in the EDHS1995 to 14 percent in the EDHS2002 and finally to 11 percent in EPHS2010;
implyingadeclineof 39 percent and 29 percent during the period 1995-2002 and 2002-2010, respectively.
During the period 1995-2002, the percentage of early childbearing has consistently declined for all
age groups while it almost remained unchanged for ages 15-17 during the period 2002-2010 (Figure
4-5). Early motherhood has remained almost unchanged in urban women, indicating that the decline
in teenage childbearing at the national level is mainly due to the decline in early childbearing among
rural women (Figure 4-5). In 1995, one in three rural teenagers had started childbearing, compared
with one in five in 2002 and 14 percent in 2010. The likelihood of teenage childbearing has declined
substantially in Debub and Gash-Barka since the EDHS2002 survey while it remained almost constant

in the other zobas (Figure 4-6).
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Figure 4-5 Trends in teenage motherhood by age and year
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Figure 4-6 Trends in teenage motherhood by zoba
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FAMILY PLANNING 5

Key Findings

o Knowledge of any contraceptive method is high and greater among sexually active
unmarried women (96 percent) as compared to currently married women (86 percent);
whereas knowledge of any contraceptive method in men is nearly universal at 97
percent.

e The current use of any contraceptive means among all women age 15-49 is 5.5
percent with 4.7 percent using modern methods; whereas the current use of any
contraceptive method amongst married women is 8 percent. There has been no
change since 1995.

o Nearly one-third of sexually active unmarried women currently use any contraceptive
method.

e The most common reason for not using any contraceptive method amongst married
women aged 15-49 was that 55 percent want to have as many children as possible;
fear of side effects, 36 percent; lack of knowledge, 6 percent; and opposition to the
use mainly for religious reasons 6 percent.

aternal and child health servicesare among thetop prioritiesof the current Health Sector Strategic

Plan (2012-2016). Thisisin line with the commitment of the government to meeting MDGs four

and five before the 2015 deadline. Reduction of maternal mortality can only be realized by
working on the four pillars of safe motherhood one of which is family planning.

This chapter presents the EPHS2010 results regarding various aspects of contraceptive knowledge,
attitudes, and behavior. The chapter starts with data on knowledge of contraceptive methods and sources
of contraceptive means, on the channels through which Eritrean women receive information about
family planning, and the acceptability of mass media providing information about family planning. Then
interpersonal communication about family planning and attitudes toward use of family planning are
discussed. After presenting knowledge of, and attitudes toward family planning, levels of ever use and
current use of family planning methods and sources of methods are examined. The last part of the chapter
focuses on women who are not using family planning and covers the following topics: reasons for non-use,
intention to use in the future, preferred methods for women who intend to use in the future, and the main
reasons for not planning to use in the future. The chapter closes with an evaluation of the role of health
facilities in motivating nonusers to adopt family planning.

5.1 KNowLEDGE oF CONTRACEPTIVE METHODS AND SOURCES

Knowledge of contraceptive methods and knowledge of sources of contraceptives are preconditionsfor use.
Information on knowledge of family planning methods was collected by first asking the respondent to name
ways or methods by which a couple could delay or avoid pregnancy. If the respondent failed to mention
any of the methods listed in the questionnaire, the interviewer described the method and asked whether she
had heard about it. No questions were asked to elicit information on the depth of knowledge of any method



except for periodic abstinence. Because married women have the greatest level of exposure to the risk of
pregnancy, the following presentation places more emphasis on this group.

Eighty-six percent of all women know of at least one modern method of family planning (Table
51). Knowledge of methods is almost universal among sexually active unmarried women (96 percent). The
current survey results show that knowledge of any contraceptive means is greater in men as compared to
women: 96 and 86 percent respectively (Table 5-1).

Table 5-1 Knowledge of contraceptive methods

Percentage of all respondents, currently married respondents and sexually active unmarried respondents age 15-49 who know any contraceptive
method, by specific method, Eritrea 2010

Women Men
Currently Sexually active Currently Sexually active

Method All women married women unmarried woman* All men married men unmarried men
Any method 85.9 85.5 95.8 96.6 95.9 99.1
Any modern method 85.9 85.5 95.8 96.5 95.7 99.1
Female sterilization 17.7 18.2 16.7 315 38.0 38.0
Male sterilization 7.3 6.7 6.6 21.8 26.8 29.4
Pill 79.3 79.8 93.9 83.0 87.5 92.9
IUD 20.1 211 28.1 25.2 31.7 355
Injectables 75.1 76.4 91.5 76.1 84.8 84.7
Implants 10.6 10.9 14.6 14.4 17.8 241
Male condom 721 69.3 80.1 95.2 94.2 98.1
Female condom 35.8 31.8 54.4 65.2 63.8 70.7
Diaphragm 6.6 5.9 11.8 20.7 23.7 27.4
Foamljelly 3.3 2.9 9.6 10.9 12.9 12.6
Lactational amenorrhea (LAM) 43.6 48.8 53.6 37.4 55.1 46.2
Emergency contraception 7.3 6.2 115 24.4 26.7 35.8
Any traditional method 31.8 33.1 35.2 62.0 73.0 84.1
Rhythm 30.1 31.2 30.9 56.5 69.5 79.8
Withdrawal 10.4 1.1 26.2 43.2 51.4 72.3
Folk method 0.3 0.3 0.0 1.0 14 1.0
Mean number of methods known

by respondents 15-49 4.2 4.2 5.3 6.1 6.9 7.5
Number of respondents 10,238 6,183 51 4,299 1,715 121
Mean number of methods known

by respondents 15-[59] na na na 6.0 6.6 7.5
Number of respondents 0 0 0 5,021 2,398 121

Note: Table is based on the CORE questionnaires.
* Had last sexual intercourse within 30 days preceding the survey.
na = Not applicable
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The pill, male condoms, and injectables are the most widely known modern methods among
all subgroups. Four in five currently married women know about the pill, and three-fourths know about
condoms and injectables. Knowledge on female sterilization is generally low but better in men compared
to women, the result being 18 percent in currently married women and 38 percent in currently married
men. Similarly, intrauterine devices (IUDs) are known to 21 percent of married women and 32 percent of
married men. Knowledge about female condoms by married women increased from 19 percent in 2002
to 32 percent in 2010. This may be attributable to the successful promotional activities undertaken by the
program concerned. Knowledge of other modern methodsis low.

Traditional methods are not as well known as modern methods. Among currently married women
and men, the lactational amenorrhea method (LAM) is the most commonly known traditional method (49
and 55 percent, respectively). Thirty-two percent of women and 62 percent of men in general know about
any traditional method.

Knowledge of most modern and traditional methods is higher among all women and sexually active
unmarried women than among currently married women. Knowledge on contraceptive means by married
women between the survey periods of 2002 and 2010 has not shown any substantial changes. Knowledge
on male condoms among married women, however, has declined from 75 percent in 2002 to 69 percent 2010
while knowledge about injectables showed a slight increase from 74 percent in 2002 to 76 percent in 2010.

5.2 KNOwLEDGE OF CONTRACEPTIVE METHODS BY BACKGROUND CHARACTERISTICS

Differentials in knowledge of contraceptive methods by residence and education show that 80 percent
of rural women and 74 percent of uneducated women know any modern method, whereas knowledge of
a modern method is almost universal among urban women and educated women (Table 5-2). Women in
Gash-Barka are less likely to know of family planning methods than women in other zobas. Knowledge
of family planning methods is positively related to wealth. Similar patterns are also observed for men.

5.3 Ever Use oF CoNTRACEPTIVE MEANS

5.3.1 Women

Use of contraceptive methods is one of the indicators most frequently used to assess the success of family
planning programs. This section focuses on the levels, trends, and differentials in use of family planning.
In general, contraceptive use in Eritrea is low. The percent of all women and currently married women who
have ever used a family planning method by specific method and age are shown inTable 5-3. The table also
shows ever used methods amongst the sexually active unmarried women.

Pills, injectables, male condoms and IUDs are the most used means of contraception in women in the
order that they are presented here. The current survey findings are that 15 percent all women have ever used
any contraceptive method with 14 percent of them using a modern method. The most widely used modern
method among all women is the pill with seven percent followed by injectables at six percent and male
condoms at two percent. Male sterilization and implants have never been used. The rhythm method is the most
used traditional means of contraception with three percent followed by the withdrawal method at one percent.
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Table 5-2 Knowledge of contraceptive methods by background characteristics

Percentage of currently married women and currently married men age 15-49 who have heard of at least one contraceptive method and who have
heard of at least one modern method by background characteristics, Eritrea 2010

Women Men
Heard of any Heard of any Heard of Heard of any
Background characteristic method modern method* Number any method modern method* Number
Age
15-19 82.2 82.2 402 100.0 100.0 15
20-24 87.6 87.6 1,057 97.7 97.7 83
25-29 87.0 87.0 1,252 95.8 95.8 200
30-34 87.1 87.1 967 93.7 92.8 275
35-39 87.5 87.4 1,088 97.4 97.4 406
40-44 83.4 83.3 715 96.2 96.2 347
45-49 78.9 78.8 701 95.4 94.8 389
Residence
Total urban 97.1 97.0 2,030 99.9 99.9 570
Asmara 99.4 99.3 800 100.0 100.0 245
Other Town 95.5 95.5 1,230 99.9 99.9 324
Rural 79.9 79.9 4,153 94.0 93.6 1,146
Zoba
DebubawiKeihBahri 87.6 87.6 111 92.1 92.1 35
Maekel 99.4 99.3 1,153 99.5 99.5 347
SemenawiKeihBahri 87.2 86.9 789 98.9 98.5 223
Anseba 90.2 90.2 930 99.6 99.6 229
Gash-Barka 62.7 62.7 1,541 86.2 85.3 426
Debub 93.6 93.6 1,660 99.3 99.3 455
Education
No education 74.4 74.3 3,017 86.5 85.4 443
Primary 93.0 93.0 1,432 98.4 98.4 388
Middle 97.7 97.7 883 99.1 99.1 362
Secondary or above 99.8 99.8 850 100.0 100.0 521
Missing 100.0 100.0 1 100.0 100.0 0
Wealth quintile
Lowest 71.8 71.8 1,237 914 90.7 341
Second 75.3 75.2 1,256 91.2 90.5 331
Middle 85.6 85.5 1,333 97.0 97.0 329
Fourth 97.2 97.1 1,185 99.6 99.6 348
Highest 99.3 99.3 1,171 100.0 100.0 366
Total 15-49 85.5 85.5 6,183 95.9 95.7 1,715
50-59 na na 0 93.2 93.1 683
Total men 15-59 na na 0 95.2 94.9 2,398

Note: Table is based on the CORE questionnaires.

Female sterilization, male sterilization, pill, IUD, injectables, implants, male condom, female condom, diaphragm, foam or jelly, lactational
amenorrhea method (LAM), and emergency contraception.

na= Not applicable
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Among the currently married women, 21 percent have used any method with 19 percent using
modern methods and six percent using traditional methods. The sexually active and unmarried women are
the highest contraceptives users. Hence 48 percent have used any method with 46 percent using modern
methods and 12 percent using traditional methods.

5.3.2 Men

Among the sexually active unmarried men age 15-59, 93 percent have used some sort of
contraceptive means and 92 percent have used modern methods. The male condom (92 percent), followed
by the withdrawal method (22 percent), is the most common method of contraception used in this category
of men. Traditional methods are ever used in only 28 percent of sexually active unmarried men (Table 5-4).

5.4 CurreNT Use oF CONTRACEPTION BY AGE

This section presents information on the prevalence of current contraceptive use among women age 15-49.
Level of current use is the most widely employed and valuable measure of the success of family planning
programs. The contraceptive prevalence rate (CPR) is usually defined as the percentage of currently married
women who are currently using a method of contraception. Table 5-5 shows the percent distribution by age
of all women, currently married women, and sexually active unmarried women who currently use specific
family planning methods. Six percent of all women, eight percent of currently married women, and 32
percent of sexually active unmarried women are using some methods of contraception. Users of modern
methods of contraception make up the large majority of all users. Among currently married women, eight
percent are using any method, seven percent modern methods and only one percent are using a traditional
method. The same pattern is observed among all women and unmarried sexually active women. The most
commonly used modern method among all women and currently married women is the pill (1.4 and 2.3
percent respectively), while the methods most used currently among unmarried sexually active women are
the male condom and injectables at 23 and six percent, respectively.

The current use of contraception in all women is highest amongst the age group of 35-39 with ten
percent using any method and nine percent using modern methods. Similarly, the highest rate of current
use amongst currently married women also lies within the age group of 35-39 with 12 percent utilizing any
method and 11 percent using modern methods. Uses of traditional methods are actually low (one percent)
in both groups the all women and currently married women categories.

Any method of contraceptive use among currently married women is eight percent which has
remained more or less unchanged (eight percent) since 1995 (Figure 5-1). Use of modern methods among
currently married women has shown an increase from four percent in 1995 to five percent in 2002, to seven
percent in 2010. The pill method has also shown growth from one percent in 2002 to two percent in 2010.
But use of injectables has shown a slight decrease to two percent as compared to three percent in 2002. The
use of traditional contraceptive methods over the three surveys has shown a trend of consistent reduction
from four percent in 1995 to three percent in 2002 and to one percent in 2010. This indicates that people are
opting more for modern methods over those years as opposed to the traditional methods of contraception.
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Table 5-4 Ever use of contraception: Men

Percentage of all men, currently married men, and sexually active unmarried men age 15-49[59] who have ever used any contraceptive method by
method, according to age, Eritrea 2010

Modern method Traditional method
Any Any
Any modern Female Male Male traditional Folk Number
Age method method sterilization sterilization condom method Rhythm Withdrawal method  of men
ALL MEN
15-19 8.5 8.3 0.0 0.0 8.3 15 0.9 1.0 0.1 1,544
20-24 27.4 27.0 0.0 0.0 27.0 6.4 5.0 2.8 0.0 635
25-29 40.3 33.3 0.0 0.0 33.3 17.4 14.2 5.6 0.5 449
30-34 44.8 35.6 0.0 0.0 35.6 26.2 24.6 7.6 0.3 390
35-39 46.0 30.5 0.0 0.0 30.5 335 31.7 10.6 0.0 490
40-44 43.1 26.8 0.4 0.0 26.4 33.4 30.3 9.7 0.6 376
45-49 32.3 16.3 0.2 0.0 16.3 27.0 25.6 8.3 0.0 417
Total 15-49 27.5 211 0.1 0.0 21.0 15.0 135 4.9 0.2 4,299
50-59 25.2 12.0 0.6 0.0 11.6 21.9 20.8 6.6 0.0 722
Total men 15-59 27.2 19.8 0.1 0.0 19.7 16.0 14.6 5.1 0.2 5,021
CURRENTLY MARRIED MEN
15-19 29.2 29.2 0.0 0.0 29.2 7.6 7.6 0.0 0.0 15
20-24 27.8 24.7 0.0 0.0 24.7 121 12.1 5.6 0.0 83
25-29 36.2 21.6 0.0 0.0 21.6 25.3 245 3.9 0.6 200
30-34 42.6 29.8 0.0 0.0 29.8 31.4 30.1 8.1 0.4 275
35-39 43.8 26.1 0.0 0.0 26.1 37.1 35.4 10.7 0.0 406
40-44 415 242 0.4 0.0 23.8 33.3 315 9.2 0.3 347
45-49 31.6 14.7 0.2 0.0 14.7 28.4 26.9 8.7 0.0 389
Total 15-49 38.6 23.2 0.1 0.0 231 30.6 29.2 8.4 0.2 1,715
50-59 25.9 11.9 0.6 0.0 11.5 23.0 21.9 6.8 0.0 683
Total men 15-59 35.0 20.0 0.3 0.0 19.8 28.4 271 7.9 0.1 2,398
SEXUALLY ACTIVE UNMARRIED MEN
15-19 90.6 90.6 0.0 0.0 90.6 26.0 20.3 234 0.0 35
20-24 97.0 97.0 0.0 0.0 97.0 27.5 22.2 13.2 0.0 42
25-29 100.0 100.0 0.0 0.0 100.0 31.9 13.0 28.8 0.0 23
30-34 74.1 74.1 0.0 0.0 74.1 16.4 0.0 16.4 0.0 6
35-39 78.1 67.3 0.0 0.0 67.3 43.6 32.7 43.6 0.0 10
40-44 100.0 100.0 0.0 0.0 100.0 0.0 0.0 0.0 0.0 1
45-49 100.0 100.0 0.0 0.0 100.0 22.8 22.8 22.8 0.0 4
Total 15-49 93.2 92.3 0.0 0.0 92.3 28.2 19.4 21.9 0.0 121
50-59 na na na na na na na na na 0
Total men 15-59 93.2 92.3 0.0 0.0 92.3 28.2 19.4 21.9 0.0 121

Note: Table is based on the CORE questionnaires.
1 Men who had sexual intercourse within 30 days preceding the survey
na= Not applicable
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Figure 5-1 Trends in current use of contraception
among currently married women
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5.5 DecisioN oN UsiING CONTRACEPTION

An indication of the acceptability of family planning is the extent to which spouses discuss the topic of
family planning with each other. The majority of women and men who are currently using contraception (69
percent of women, 65 percent of men) stated that they made the decision to use contraception jointly with
their spouses (Table 5-6). Sixty-six percent of women aged 30-34 made the decision to use contraception
jointly with their husbands. With respect to men aged 30-34, 82 percent made joint decisions to use
contraception with their spouses. Joint decisions with partners on the use of contraceptives do not show any
significant variation between people living in rural and urban areas. Seventy-three percent of women and
61 percent of men in Asmara made the decision jointly with their spouse. The decision to use contraception
alone was mainly seen in the age group of 15-19 both in women and men (42 and 45 percent respectively).
This is probably due to the fact men or women at this age group are not yet married and hence have no
spouse or partner with whom to discuss the matter.

Discussions with partners/spouse resulting in joint decision were directly related to the level of
education in women, i.e., the higher the level of education the higher the frequency of joint decisions being
made. A direct association between the level of education and making joint decisions with partner has
not, however, been demonstrated in men. No consistent pattern in the level of wealth quintile was seen to
influence a joint decision to use any contraception means.
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Table 5-6 Decision on using contraception

Percentage of women and men age 15-49 who are currently using contraceptive method by whose decision it was to use contraception, according to
background characteristics, Eritrea 2010

Women Men
Number using Number using
Background Not in Mainly Mainly Joint contraceptive Not in Mainly Mainly  Joint contraceptive
characteristic union respondent partner decision Other Missing method union respondent partner decision Missing method
Age
15-19 41.6 6.3 0.0 46.7 0.0 5.3 18 445 8.1 9.1 37.1 1.2 110
20-24 3.8 6.7 1.7 79.0 1.4 7.4 70 44.3 4.8 1.8 46.9 2.1 131
25-29 1.2 13.2 4.8 63.7 0.0 7.1 153 38.6 3.1 1.8 53.0 35 97
30-34 8.5 9.7 6.4 66.0 3.3 6.0 92 10.1 5.3 1.4 81.5 1.6 91
35-39 3.7 12.4 3.6 72.8 0.9 6.7 137 8.9 3.4 4.2 83.3 0.2 121
40-44 1.4 5.1 34 83.8 4.9 1.4 62 9.2 0.0 35 80.8 6.5 79
45-49 14.1 15.8 13.9 55.8 0.0 0.4 34 35 4.2 6.5 84.1 1.7 62
Residence
Total urban 8.6 9.1 5.1 69.4 1.0 6.8 391 27.2 3.8 3.6 63.2 2.2 393
Asmara 6.3 8.2 3.7 729 1.7 7.2 235 30.3 3.5 25 60.7 3.1 218
Other Town  12.0 10.4 7.2 64.1 0.0 6.2 157 23.3 4.3 5.1 66.4 108 175
Rural 7.0 14.3 3.6 69.3 24 3.4 175 22.5 5.0 4.4 65.8 23 300
Zoba
Debubawi
KeihBahri 14.6 17.6 3.2 59.6 0.0 5.0 6 13.5 7.3 0.0 74.1 5.0 6
Maekel 5.9 8.0 3.9 74.3 1.3 6.6 296 28.1 2.7 2.6 64.3 24 282
Semenawi
KeihBahri 13.2 10.6 0.0 63.6 3.0 9.7 35 31.3 6.7 4.3 56.1 1.5 81
Anseba 3.7 15.6 25 70.4 4.5 3.3 72 25.1 6.4 6.4 59.2 2.8 72
Gash-Barka 234 13.7 4.0 53.2 0.0 5.6 60 21.7 10.0 5.8 57.6 5.0 81
Debub 6.2 12.9 10.7 66.4 0.0 3.7 96 19.3 2.2 4.3 735 0.7 170
Education
No education 4.6 18.3 6.6 61.8 4.9 3.9 89 5.6 8.0 16.0 69.8 0.6 19
Primary 15.3 11.9 5.1 62.5 0.7 4.6 121 14.9 24 6.4 724 4.0 66
Middle 8.0 7.8 4.0 71.8 2.0 6.5 148 20.3 7.9 5.2 65.0 1.7 181
Secondary or
above 55 8.8 4.0 74.9 0.0 6.8 207 29.7 2.9 25 62.6 2.3 426
Wealth quintile
Lowest 2.3 15.0 3.5 75.2 0.0 4.0 26 28.4 9.6 7.5 54.5 0.0 73
Second 3.5 12.8 4.0 76.1 3.6 0.0 29 22.7 2.0 0.0 66.9 8.5 70
Middle 11.8 23.8 5.2 49.1 3.4 6.7 59 21.8 9.1 6.1 62.4 0.6 90
Fourth 11.9 11.0 4.0 67.9 0.8 4.4 149 214 3.5 7.6 66.1 1.3 177
Highest 6.4 7.4 5.0 72.9 1.3 7.0 303 28.2 25 11 65.7 24 284
Total 8.1 10.7 4.6 69.4 1.5 5.8 566 23.1 4.8 4.2 65.3 2.6 758

Note: Table is based on the CORE questionnaires.
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5.6 CuURrRRENT Use oF CONTRACEPTION BY BACKGROUND CHARACTERISTICS

Substantial variation according to background characteristics is shown in Table 5-7 in the current use of
contraception methods by married women. Currently married women in urban areas are four or five times
as likely as their rural counterparts to use any contraceptive method (18 and four percent, respectively), to
use any modern method (15 and three percent, respectively) and to use any traditional method (three and
one percent, respectively). The highest proportion of current contraceptive users live in the capital Asmara
(28 percent) as compared to other towns across the country (11 percent).

The most preferred methods regardless of where women reside were the pill followed by the
injectables and the LAM method, respectively. Unlike those living in urban areas, women who live in rural
areas shown that their preferred means of contraception is the LAM method followed by the injectables
and the pill.

The zobas show notable variation. The highest percentage of users of any and modern methods were
from Maekel (24 and 20 percent, respectively) and the lowest percentage of users were from Gash-Barka
(three and three percent, respectively). The higher the educational level the more likely that women will use
means of contraception. Twenty-three percent of women with secondary or above level of education use
contraception as compared to three percent of women with no education. Similarly, current use of any and
modern contraceptive method increases with wealth from two percent in the lowest quintile to 24 and 20
percent in the highest quintile (Table 5-7).

5.7 NumBER OF LIVING CHILDREN AT FIRST USe oF CONTRACEPTION

More than 85 percent of women age 15-49 have never used any contraception at any time in their life. Five
percent of all women have started to use contraception when they have one living child and this makes up
36 percent of women who have ever used family planning methods. This is followed by those who started
contraception use when they have four or more living children (three percent); accounting for 20 percent of
ever users. No clear pattern can be deduced from Table 5-8 in the extent of contraception use as related to
the number of living children they may have at first use.

5.8 KNOWLEDGE OF THE FERTILE PERIOD

5.8.1 Women

An elementary knowledge of reproductive physiology provides a useful background for successful practice
of coitus-associated methods such as withdrawal and condom use. Such knowledge is particularly critical
in the use of the rhythm method. The EPHS2010 included a question designed to obtain information on the
respondent’s understanding of when a woman is most likely to become pregnant during the menstrual cycle.
Respondents were asked, “From one menstrual period to the next, are there certain days when a woman is
more likely to get pregnant if she has sexual relations?” If the reply was yes, the respondent was further
asked whether that time was just before a woman’s period begins, during her period, right after her period
has ended, or halfway between two periods.
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Table 5-7 Current use of contraception by background characteristics

Percent distribution of currently married women age 15-49 by contraceptive method currently used, according to background characteristics, Eritrea 2010

Modern method Traditional method
Any Any Not Number
Background Any modern Female Male traditional currently of
characteristic method method sterilization Pill IUD Injectables Implants condom LAM method Rhythm Withdrawal using Total women
Residence
Total urban  17.6 14.6 0.6 46 1.0 3.7 0.1 2.1 25 3.0 2.6 0.4 82.4 100.0 2,030
Asmara 27.5 224 1.2 6.1 25 4.1 0.1 4.4 4.1 5.1 4.4 0.8 72.5 100.0 800
Other
Town 11.2 9.6 0.3 3.6 0.0 35 0.0 0.7 1.6 16 15 0.1 88.8 100.0 1,230
Rural 3.9 34 0.0 1.1 0.0 0.9 0.0 0.2 1.2 0.5 0.4 0.1 96.1 100.0 4,153
Zoba
Debubawi
Keih Bahri 5.0 4.7 0.0 0.5 0.0 25 0.0 0.7 1.0 0.3 0.3 0.0 95.0 100.0 111
Maekel 24.2 20.0 0.8 57 18 4.3 0.1 3.3 3.9 4.2 3.6 0.6 75.8 100.0 1,153
Semenawi
Keih Bahri 3.9 3.6 0.0 1.1 0.0 1.3 0.0 0.2 1.0 0.3 0.3 0.0 96.1 100.0 789
Anseba 7.5 5.9 0.3 1.3 0.0 15 0.0 0.5 23 1.6 14 0.2 92.5 100.0 930
Gash-
Barka 3.0 2.7 0.1 1.2 0.0 0.9 0.0 0.1 0.5 0.3 0.3 0.0 97.0 100.0 1,541
Debub 5.4 4.8 0.0 21 0.0 1.4 0.0 0.2 1.1 0.6 0.5 0.1 94.6 100.0 1,660
Education
No
education 2.8 25 0.1 0.7 0.0 0.5 0.0 0.0 1.0 0.3 0.2 0.1 97.2 100.0 3,017
Primary 7.2 6.5 0.1 22 01 23 0.0 0.5 1.4 0.6 0.6 0.1 92.8 100.0 1,432
Middle 155 13.2 0.9 42 03 3.2 0.0 1.8 2.8 23 1.8 0.5 84.5 100.0 883
Secondary
or above 231 18.1 0.0 59 20 4.0 0.1 3.2 3.0 4.9 4.7 0.3 76.9 100.0 850
Missing 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 100.0 100.0 1
Number
of living
children
0 14 1.0 0.0 0.2 0.0 0.0 0.0 0.8 0.0 0.3 0.3 0.0 98.6 100.0 621
1-2 7.5 6.2 0.1 20 0.3 1.2 0.1 1.2 14 13 1.2 0.1 925 100.0 1,944
3-4 10.8 8.8 0.2 25 05 1.9 0.0 11 25 2.1 1.8 0.3 89.2 100.0 1,679
5+ 9.5 8.5 0.4 29 0.3 3.0 0.0 0.2 1.6 1.0 0.8 0.1 90.5 100.0 1,939
Wealth
quintile
Lowest 2.1 1.8 0.0 0.7 0.0 0.6 0.0 0.1 0.4 0.2 0.2 0.0 97.9 100.0 1,237
Second 22 21 0.0 0.7 0.0 0.6 0.0 0.0 0.9 0.1 0.1 0.0 97.8 100.0 1,256
Middle 3.9 33 0.1 1.1 0.0 0.6 0.0 0.3 1.3 0.6 0.5 0.1 96.1 100.0 1,333
Fourth 11.0 9.3 0.1 3.7 0.0 25 0.0 0.6 25 17 15 0.2 89.0 100.0 1,185
Highest 24.2 20.1 11 55 1.8 5.1 0.1 3.3 3.3 4.1 3.6 0.5 758 100.0 1,171
Total 8.4 7.1 0.2 23 0.3 1.8 0.0 0.8 1.6 1.3 11 0.2 91.6 100.0 6,183

Note: Table is based on the CORE questionnaires.
If more than one method is used, only the most effective method is considered in this tabulation.
LAM = Lactational amenorrhea method
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Table 5-8 Number of children at first use of contraception

Percent distribution of women age 15-49 by number of living children at the time of first use of contraception, according to
current age, Eritrea 2010

Number of living children at time of first use of contraception

Current age Never used 0 1 2 3 4+ Missing Total Number of women

Age
15-19 98.4 0.6 0.6 0.2 0.0 0.0 0.2 100.0 2,301
20-24 89.9 1.9 5.8 1.6 0.5 0.1 0.3 100.0 1,744
25-29 78.2 2.0 10.7 5.6 21 11 0.2 100.0 1,646
30-34 81.1 1.2 6.7 4.8 29 3.1 0.1 100.0 1,228
35-39 77.4 17 6.4 4.0 3.0 7.3 0.2 100.0 1,429
40-44 77.0 2.6 4.5 3.8 2.4 9.7 0.0 100.0 940
45-49 83.9 3.4 3.1 21 1.6 5.8 0.1 100.0 951
Total 85.4 1.7 5.3 29 1.6 3.0 0.2 100.0 10,238

Note: Table is based on the CORE questionnaires.

Knowledge of the fertile period among al respondents in relation of their knowledge and use of
the rhythm method is rather low as shown in Table 5-9. Forty-one percent of all respondents think that
the fertile period is right after the menstrual period has ended, and only 13 percent rightly think half way
between the two menstrual periods. Among those who know the rhythm method, 49 percent stated that
the fertile period is right after the menstrual period ends and 26 percent stated halfway between the two
menstrual periods. Twenty-three percent of all respondents do not have any knowledge whatsoever about

the point under discussion (Figure 5-2).

Table 5-9 Knowledge of the fertile period: women

Percent distribution of women age 15-49 by knowledge of the fertile period during the ovulatory cycle, according to

current use of the rhythm method, Eritrea 2010

Knows rhythm Users of Nonusers of All
Perceived fertile period method rhythm method  rhythm method  respondents
Just before her menstrual period begins 6.0 6.7 4.0 4.1
During her menstrual period 23 1.8 2.6 2.6
Right after her menstrual period has ended 49.0 45.5 41.5 41.5
Halfway between two menstrual periods 259 38.1 124 12.6
Other 0.2 0.0 0.1 0.1
No specific time 8.5 2.7 16.4 16.3
Don’t know 8.1 5.2 23.0 229
Total 100.0 100.0 100.0 100.0
Number of women 1,061 72 10,166 10,238

Note: Table is based on the CORE questionnaires.
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Figure 5-2 Knowledge of the fertile period among
women aged 15-49 years
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5.8.2 Men

Very similar to that of women, men were asked about their knowledge on the fertile period and in relation
to their knowledge and use of the rhythm method. The results in Table 5-10 show that 35 percent of all
respondents think that the fertile period is right after the end of the menstrual period, 18 percent half way
between the two periods, 14 percent do not think of any specific time and 26 percent do not have any
knowledge about the issue of the discussion whatsoever. Among those who have knowledge on the rhythm
method, 46 percent and 25 percent think the fertile period to be right after the completion of the menstrual
period and halfway between two menstrual periods, respectively.

Table 5-10 Knowledge of the fertile period: men

Percent distribution of men age 15-49[59] by knowledge of the fertile period during the ovulatory cycle, according to current use of
the rhythm method, Eritrea 2010

Knows rhythm Users of rhythm Nonusers of
Perceived fertile period method method rhythm method All respondents
Just before her menstrual period begins 5.3 11 4.5 4.4
During her menstrual period 35 1.0 3.9 3.8
Right after her menstrual period has ended 46.3 65.7 34.2 35.2
Halfway between two menstrual periods 24.9 25.3 17.2 17.5
Other 0.1 0.0 0.0 0.0
No specific time 8.8 3.7 14.0 13.7
Don’t know 1.2 3.2 26.2 255
Missing 0.1 0.0 0.0 0.0
Total 100.0 100.0 100.0 100.0
Number of men 1,858 134 4,165 4,299

Note: Table is based on the CORE questionnaires.
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5.9 Source oF MoberN CONTRACEPTION METHOD

Information on where women obtain their contraceptives methods is important for family planning program
managers. In the EPHS2010, information was collected on sources from which modern family planning
methods were obtained. For women using female sterilization, the place where the operation was performed
was considered the source, while women using other methods were asked the most recent source of the

method.

Public health facilities are the main source of modern contraceptive methods (Table 5-11 and Figure
5-3). Two-thirds of women who uses modern family planning methods obtained the method from public
health facilities with one-fifth and one-third of them obtaining the methods from government hospitals and
health centers, respectively). The next most common source of modern contraceptive methods is the private
medical sector providing services to 14 percent of current users with pharmacies taking the largest share

(13 percent).

Table 5-11 Source of modern contraception methods

Percent distribution of users of modern contraceptive methods age 15-49 by most recent source of method, according to method, Eritrea 2010

Female Male
Source sterilization  sterilization Pill IUD Injectables Implants Male condom Total
Public sector 88.6 0.0 78.2 95.4 85.4 100.0 10.4 66.5
Government hospital 88.6 0.0 223 28.4 20.2 100.0 1.8 20.0
Government health center 0.0 0.0 43.7 9.6 47.9 0.0 6.1 33.0
Family planning clinic 0.0 0.0 1.2 57.5 16.2 0.0 2.4 12.9
Other public 0.0 0.0 1.0 0.0 1.2 0.0 0.0 0.7
Private medical sector 11.4 0.0 19.7 4.6 14.6 0.0 7.4 14.2
Private hospital/clinic 5.1 0.0 0.6 4.6 0.6 0.0 0.0 0.9
Pharmacy 0.0 0.0 19.0 0.0 13.1 0.0 6.7 12.6
Private doctor 6.3 0.0 0.0 0.0 0.9 0.0 0.0 0.5
Other private medical 0.0 0.0 0.0 0.0 0.0 0.0 0.7 0.2
Other source 0.0 0.0 0.0 0.0 0.0 0.0 19.2 4.3
Shop 0.0 0.0 0.0 0.0 0.0 0.0 15.1 34
Friend/relative 0.0 0.0 0.0 0.0 0.0 0.0 4.0 0.9
Other 0.0 0.0 0.8 0.0 0.0 0.0 5.9 1.6
Don’t know 0.0 0.0 0.7 0.0 0.0 0.0 10.5 2.6
Missing 0.0 100.0 0.6 0.0 0.0 0.0 46.6 10.8
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of women* 14 1 145 21 116 1 85 383

Note: Table is based on the CORE questionnaires.
1 Total includes other modern methods but excludes lactational amenorrhea method (LAM).

Family Planning | 97



Figure 5-3 Percent distribution of current users of modern
contraceptive methods by sources of supply

Percentage
80 A
70 A
60 -
50 -
40 -
30 A
20 -
10 -

O -
Public Private Other Don't know
facilites facilities sources

Source of contraceptives

5.10 INFOrRMED CHOICE

Informed choice is an important aspect in determining the quality of family planning services. Current users
of modern methods of contraception were asked whether they were informed of side effects or problems they
might have with a method, what to do if they experienced side effects, and alternative methods they could
use. This information assists users in coping with side effects and decreases unnecessary discontinuation
of a method. Moreover, such data serve as a measure of the quality of family planning service provision.
Results by method type and source are presented in Table 5-12.

Of all those who used female sterilization, 91 percent were informed that female sterilization
is permanent and irreversible. Information on other methods of contraception that can be used was also
provided (Table 5-12). The percentage of all users that were informed about other methods by a health
facility or family planning worker was 89 percent of IUD users, 76 percent of injectable users, 71 percent
of pills users. Nearly eight in ten (78 percent) and two-thirds (64 percent) of women who obtained family
planning services from public and private health facilities, respectively, were informed about the existence
other methods of contraceptive that can be used.
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Table 5-12 Informed choice

Among current users of modern methods age 15-49 who started the last episode of use within the five years preceding the survey, percentage who
were informed about possible side effects or problems of that method, the percentage who were informed about what to do if they experienced side
effects, and the percentage who were informed about other methods that they could use, by method and source; and among sterilized women, the

percentage who were informed that the method is permanent, by initial source of method, Eritrea 2010

Among women who started last episode of modern
contraceptive method within five years preceding

the survey:

Among women who were

sterilized:

Percentage who were
informed by a health or family

Percentage who
were informed

planning worker of other Number that sterilization Number of
Method/source methods that could be used of women is permanent women
Method

Female sterilization* 52.4 8 91.0 8

Pill 70.8 136 na 0

IUD 88.8 17 na 0

Injectables 76.1 106 na 0

Other 66.1 102 na 0

Initial source of method?

Public sector 77.6 263 90.2 8
Government hospital 81.6 75 90.2 8
Government health center 78.4 124 na 0
Family planning clinic 71.9 61 na 0
Other public sector 55.8 3 na 0

Private medical sector 60.4 44 100.0 1
Private hospital/clinic 85.3 7 100.0 1
Pharmacy 53.5 35 na 0
Private doctor 100.0 2 na 0

Other source 55.1 33 na 0
Friend/relative 55.1 33 na 0

Other 53.4 28 na 0

Don't know 0.0 2 na 0

Total 71.4 370 91.0 8

Note: Table is based on the CORE questionnaires.
Table includes users of only the methods listed individually.

na = Not applicable

1 Among women who were sterilized in the five years preceding the survey.
2 Source at start of current episode of use.
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5.11 Future Use oF CONTRACEPTION

An important indicator of the changing demand for family planning is the extent to which nonusers of
contraception intend to use family planning in the future. Women who were not using contraception at the
time of the survey were asked about their intention to use family planning in the future. The results for
currently married women are presented in Table 5-13.

Among currently married women who are not using a contraceptive method, 22 percent intend to
use on in the future, nine percent were unsure, and 69 percent do not intend to use one in the future. The
proportion of women who do not intend to use in the future remains fairly consistent across the spectrum
and regardless of how many living children they have. The high level of respondents who have no intention
to use contraception in the future points to the unlikely scenario that the low contraceptive use in Eritrea
will change any time soon.

Table 5-13 Future use of contraception

Percent distribution of currently married women age 15-49 who are not using a
contraceptive method by intention to use in the future, according to number of
living children, Eritrea 2010

Number of living children*

Intention 0 1 2 3 4+ Total
Intends to use 16.1 24.0 23.3 249 21.6 22.3
Unsure 9.6 7.3 6.8 7.4 9.7 8.5
Does not intend to use 74.3 68.7 69.9 67.6 68.6 69.2
Missing 0.0 0.0 0.0 0.1 0.1 0.1
Total 100.0 100.0 100.0 100.0 100.0 100.0
Number of women 489 861 925 801 2,586 5,662

Note: Table is based on the CORE questionnaires.
! Includes current pregnancy.
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5.12 REeAsons FOR NoT INTENDING TO Use CONTRACEPTIVES IN FUTURE

Overall, the most important reasons for not using a contraceptive method were fertility related (70
percent) and specifically that they want to have as many children as possible (55 percent), or face
opposition to use (10 percent) from partners or religious circles (Table 5-14). Lack of knowledge
as to which method to use and method-related reasons, each, were reported by eight percent of the
respondents. The reasons for not intending to use contraceptive in the future have similar patterns by
age of the respondents.

Table 5-14 Reason for not intending to use contraception in the future

Percent distribution of currently married women age 15-49 who are not using
contraception and who do not intend to use in the future by main reason for
not intending to use, Eritrea 2010

Age
Reason 15-29 30-49 Total
Fertility-related reasons 73.4 68.2 70.3
Infrequent sex/no sex 29 3.6 3.3
Menopausal/had hysterrectomy 0.0 5.8 3.4
Subfecund/ infecund 0.6 13.6 8.4
Wants as many children as possible 69.9 45.3 55.2
Opposition to use 9.9 10.4 10.2
Respondent opposed 3.2 3.9 3.6
Husband/partner opposed 1.0 11 11
Religious prohibition 5.7 5.4 5.5
Lack of knowledge 7.1 8.4 7.9
Knows no method 5.3 6.4 5.9
Knows no source 1.8 2.0 19
Method-related reasons 5.9 8.5 7.5
Health concerns 1.0 4.8 3.3
Fear of side effects 4.3 3.2 3.6
Lack of access/too far 0.0 0.0 0.0
Inconvenient to use 0.3 0.3 0.3
Interfere with body’s normal process 0.3 0.2 0.3
Other 22 2.6 24
Don't know 1.4 1.8 1.7
Missing 0.1 0.1 0.1
Total 100.0 100.0 100.0
Number of women 1,574 2,343 3,917

Note: Table is based on the CORE questionnaires.
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5.13 PREeFerRrReD METHOD oF CONTRACEPTION FOR FUTURE USE

Non-users who planned to use family planning in the future were asked about the method they would
prefer to use. About 85 percent of women prefer either pills or injectables (Table 5-15). Older women
(30-49) are more likely to prefer injectables (50 percent) than pills (34 percent); while younger women
(15-29) are almost equally likely to prefer both injectables and pills (43 and 42 percent, respectively).
Two percent of nonusers who plan to use in the future prefer condoms. For the periodic abstinence,
five and three percent of younger and older women, respectively, prefer to use that method. It should
be noted that two and four percent of younger and older nonusers, respectively, were not sure what
method they would prefer to use in the future.

Table 5-15 Preferred method of contraception for future use

Percent distribution of currently married women age 15-49 who
are not using a contraceptive method but who intend to use in
the future by preferred method, Eritrea 2010

Age
Method 15-29 30-49 Total
Female sterilization 0.7 0.5 0.6
Male sterilization 0.2 0.0 0.1
Pill 41.9 34.4 38.7
IUD 1.2 1.8 1.4
Injectables 43.0 49.6 45.8
Implants 15 1.7 1.6
Condom 23 1.4 1.9
Female condom 0.0 0.1 0.0
Diaphragm 0.0 0.2 0.1
Lactation amenorrhea 15 1.6 15
Periodic abstinence 4.6 34 4.1
Withdrawal 0.1 0.2 0.2
Other 1.0 1.6 1.3
Unsure 2.0 3.6 2.7
Total 100.0 100.0 100.0
Number of women 732 528 1,261

Note: Table is based on the CORE questionnaires.
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5.14 Exposure 1o FAMILY PLANNING MESSAGES

Radio and television are the major sources of information about family planning in the electronic media.
Print media, that is newspapers or magazines, posters, and leaflets or brochures, can also provide family
planning information. Assessment of the level of public exposure to various media allows program managers
and planners to effectively target population subgroups for information, education, and communication
campaigns.

The EPHS2010 respondents were asked whether in the last 12 months they had heard about family
planning on the radio or television or read about family planning in a newspaper or magazine, a poster, or
leaflets or brochures. Thirty-one percent of women have heard a family planning message on the radio,
the major medium used by all subgroups (Table 516). Sixteen percent of women reported having seen a
family planning message on television, and nine percent read a family planning message in newspapers or
magazines. Nearly two-thirds (65 percent) of women were not exposed to any family planning messages in
any of these media.

Rural women are less likely to be exposed to family planning messages in the media than urban
women. Half of women in urban areas are exposed to at least one of the media, compared to only one-fourth
of women in rural areas (Table 5-16). There is no significant variation in exposure to any media by age
of the respondents. Women age 40-49 are, however, less likely to be exposed to any media than younger
women. Exposure to family planning methods in any media is the highest among women in Maekel (55
percent) and the lowest among women in Gash-Barka (21 percent) and Debubawi Keih Bahri (24 percent).
Proportion of women exposed to any media increases with an increase in the level of education from only
17 percent among women with no education to 60 percent among women with at least secondary education.
Wealth also has a similar positive influence on the likelihood of exposure of family planning methods in
media. Fifty-seven percent of women in the highest wealth quintile are exposed to any media, compared to
only 20 percent among those in the lowest wealth quintile.

The differentials of exposure to any media by background characteristics also hold true with any
specific media. Exposure to the print media, for instance, increases from seven percent among the youngest
women (15-19) to 11 percent among those age 25-29, and then declines steadily to six percent in the
age 45-49. Increase in the level of education is positively associated with exposure to family planning
messages in both the print media and the two electronic media. For example, 17 percent of uneducated
women compared with 46 percent of women with at least secondary education have heard a family planning

message on the radio.

Exposure to family planning messages for men also show a similar pattern except for the fact
that men are less likely to be exposed to such messages compared to their female counterparts. Nineteen
percent, 19 percent, and 18 percent of men were exposed to family planning messages in radio, television,
and newsletter or magazine, respectively, during the period 12 months preceding the survey.

Exposure to family planning messages in media showed an increasing trend during the period
1995-2002 and declining trend since 2002 (Figure 5-4). Proportion of women exposed to radio increased
from 36 percent in 1995 to 50 percent in 2002 and then declined to 30 percent in 2010. In 1995, 11 percent
of women were exposed to family planning messages in television, compared to 19 percent in 2002 and
16 percent in 2010. Similarly, exposure to print media was 11 percent in 1995, increased to 16 percent in
2002 and declined to nine percent in 2010. Generally, a similar trend is also observed in exposure to family
planning message on media by urban and rural residence.
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Table 5-16 Exposure to family planning messages

Percentage of women and men age 15-49 [59] who heard or saw a family planning message on the radio, television or in a newspaper in the past few
months, according to background characteristics, Eritrea 2010

Women Men
None of these None of these
Background Newspaper/ three media Newspaper/ three media
characteristic Radio  Television magazine sources Number Radio Television magazine sources Number
Age
15-19 26.6 18.3 6.8 66.5 2,301 12.6 13.2 11.0 75.8 1,544
20-24 354 21.4 10.8 58.5 1,744 19.9 18.8 21.8 66.1 635
25-29 32.7 17.4 1.2 61.5 1,646 21.3 21.2 22.7 63.6 449
30-34 32.8 14.3 8.4 63.8 1,228 241 24.2 21.5 63.4 390
35-39 31.1 11.6 7.9 65.7 1,429 26.2 25.5 25.1 58.5 490
40-44 291 9.2 7.1 69.1 940 23.9 21.0 222 64.1 376
45-49 25.6 9.4 5.7 73.0 951 24.5 20.6 17.7 70.0 417
Residence
Total urban 41.5 28.1 16.0 49.5 4,125 25.4 31.4 28.8 54.7 1,757
Asmara 451 36.7 23.0 41.2 1,870 28.9 38.4 36.3 46.3 855
Other Town  38.6 211 10.2 56.3 2,255 221 24.7 21.7 62.7 902
Rural 23.2 7.1 3.4 75.0 6,113 15.1 9.8 10.5 77.9 2,542
Zoba
Debubawi
Keih Bahri 20.9 8.9 8.4 76.1 163 24.4 12.9 8.3 69.5 67
Maekel 43.1 32.0 20.1 44.7 2,535 28.1 35.5 33.2 48.7 1,196
Semenawi
Keih Bahri 30.2 9.9 6.1 68.4 1,122 16.7 14.9 111 74.6 470
Anseba 28.7 15.2 51 67.4 1,436 13.6 9.6 13.3 78.2 588
Gash-Barka 20.9 5.0 2.5 78.5 2,255 11.0 8.1 6.6 83.7 778
Debub 28.8 121 5.3 68.4 2,727 19.5 14.9 15.8 70.9 1,200
Education
No education 17.1 2.0 17 82.7 3,882 7.7 2.9 0.4 91.2 599
Primary 32.3 9.0 4.4 65.8 2,162 14.4 8.8 7.5 81.2 659
Middle 37.4 21.7 9.7 56.8 1,946 18.3 16.1 14.9 71.1 1,188
Secondary or
above 46.3 40.1 23.0 39.5 2,246 254 28.9 294 54.8 1,853
Missing 0.0 0.0 0.0 100.0 1 0.0 0.0 0.0 100.0 0
Wealth quintile
Lowest 15.4 3.1 14 84.0 1,746 9.7 3.8 5.2 87.3 739
Second 19.2 4.4 1.9 80.1 1,769 14.0 6.0 8.1 82.5 699
Middle 26.1 7.7 3.4 72.5 2,014 16.9 12.4 11.9 74.8 753
Fourth 40.2 18.6 8.5 55.1 2,223 225 211 21.0 62.4 960
Highest 44.4 36.0 221 42.5 2,485 27.6 38.0 33.7 48.6 1,148
Total 15-49 30.6 15.6 8.5 64.7 10,238 19.3 18.7 18.0 68.4 4,299
50-59 na na na Na 0 211 16.1 131 71.4 722
Total men
15-59 na na na Na 0 19.6 18.3 17.3 68.8 5,021

Note: Table is based on the CORE questionnaires.
na = Not applicable
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Figure 5-4 Trends in exposure to family planning
on media, 1995, 2002, 2010
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5.15 AccePTABILITY OF FAMILY PLANNING MESSAGES IN MAss MEDIA

To determine the level of acceptance of the dissemination of family planning information through the
media, respondents were asked in the EPHS2010 whether it was acceptable to disseminate family planning
information on radio and television. It should be pointed out that the acceptability of dissemination on radio
in Eritrea is much more important because the exposure to television is very limited in rural areas where the
vast majority of women live.

Overall, 74 percent of women (Table 5-17) reported that it is acceptable to use radio to air family
planning messages, up from 69 percent in 2002 and 57 percent in 1995. Similar percentages of women
also accept dissemination of family planning through television (72 percent), and newspaper or magazine
(71 percent). Acceptance of family planning messages on mass media is higher in urban areas, in Asmara
in particular, as compared to rural, and in Maekel as compared to other zobas. Women in Debubawi Keih
Bahri are least likely to accept dissemination of family planning messages in mass media, particularly
through television and print media, which calls for a more inquiry to be made to determine the reasons why.

Acceptance to family planning messages on mass media gets higher as the level of education or
wealth quintile increases. For instance, only six in ten of women with no education accepts family planning
message on radio, compared to nine in ten of women with at least secondary education. Acceptance of
family planning messages on radio ranges from 58 percent among those in the lowest wealth quintile to 90
percent among those in the highest wealth quintile (Table 5-17).
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Table 5-17 Acceptability of family planning messages on mass media

Percentage distribution of women age 15-49 who accepts family planning messages by type of mass media, according to background characteristics,
Eritrea 2010

Acceptable Acceptable Acceptable in newspaper Acceptable in Number
Background characteristic on radio on television or magazine video or films of women
Age
15-19 72.2 70.2 69.9 66.2 2,301
20-24 77.6 76.1 76.0 71.5 1,744
25-29 77.9 75.9 74.4 72.0 1,646
30-34 735 72.0 69.9 67.7 1,228
35-39 74.3 71.8 70.2 67.5 1,429
40-44 70.6 67.8 65.8 63.3 940
45-49 65.4 62.9 60.5 57.9 951
Residence
Total urban 85.2 84.5 83.7 79.2 4,125
Asmara 89.5 89.3 89.1 81.3 1,870
Other Town 81.6 80.4 79.2 77.4 2,255
Rural 66.0 63.0 61.5 59.4 6,113
Zoba
Debubawi Keih Bahri 42.6 355 29.8 28.5 163
Maekel 89.6 89.3 89.2 82.8 2,535
Semenawi Keih Bahri 76.7 73.3 69.8 67.6 1,122
Anseba 71.7 68.8 67.0 63.0 1,436
Gash-Barka 56.2 53.8 53.0 51.9 2,255
Debub 75.2 73.0 72.0 70.3 2,727
Education
No education 57.9 54.7 51.7 50.0 3,882
Primary 76.5 73.8 73.1 70.0 2,162
Middle 82.9 82.0 81.6 77.9 1,946
Secondary or above 90.4 90.1 90.8 85.8 2,246
Missing 100.0 100.0 100.0 100.0 1
Wealth quintile
Lowest 58.0 54.1 52.4 50.0 1,746
Second 59.2 55.6 54.1 51.8 1,769
Middle 71.5 69.2 67.0 65.4 2,014
Fourth 82.0 80.6 80.2 77.6 2,223
Highest 89.5 89.4 88.8 83.1 2,485
Total 73.7 71.7 70.5 67.4 10,238

Note: Table is based on the CORE questionnaires.
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5.16 MeN’s A1TiTupE TowARDS FAMILY PLANNING

The attitude of men in family planning is as important as women’s in having a successful family planning
program. Men who think that family planning are women’s affairs and they do not have to get involved
or that oppose family planning practices for one reason or another would definitely contribute negatively
in having a successful birth control program. Hence their attitudes need to be known and that they have to
be brought on board. Table 5-18 has, therefore, presented percentage distribution of men 15-49 years of
age who have talked with a health worker or health professional in the last six months, and have captured
their attitudes and perceptions about conception and contraception according to different background
characteristics.

Among the different age groups, those in the range of 35-39 are the ones who most talked (8
percent) about the practice of contraception with a health professional or health worker. Among women
in this age group, the highest proportion (54 percent) think that a woman who is breast feeding her baby
can become pregnant, 85 percent disagree with the idea that contraception is women’s business and a man
should not have to worry about it, and 82 percent are against the idea that women who use contraception
may have sex with many men (Table 5-18). The highest percent of women who disagree with the idea that
contraception is women’s business and a man should not worry about it (86 percent) fall within the age
group of 40-44 years.

Men in urban areas are more likely to disagree with the statement that “contraception is women’s
business and men need not get involved” than rural women (87 and 72 percent, respectively). Men in
Debubawi Keih Bahri and Maekel are more likely to disagree (92 and 87 percent, respectively) with
that belief that contraception is the affair of women and men need not get involved than other zobas. A
similar pattern is observed in opposing the assertion that women who use contraception may have sex with
many men with the percentages being higher in Debubawi Keih Bahri and Maekel (87 and 80 percent,
respectively) than the other zobas.

The proportion of men that oppose the ideas that contraception is women’s business and women
who use contraception may have sex with many men have been observed to consistently increase as the
level of education and wealth quintile increases. This is an important observation for program managers to
take into account when trying to change people’s attitudes and perceptions.
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Table 5-18 Men'’s attitude to family planning

Percentage distribution of men age 15-49 [59] who have talked about practice of family planning with a health worker or health professional in the last
six months, percentage who think that woman who is breastfeeding her baby can become pregnant, and percentage of men who disagree with some
perceptions about contraception, according to background characteristics, Eritrea 2010

Disagree on:
Percentage who Percentage who Contraception is
talked about practice think that woman women’s business Women who use
of contraception with who is breastfeeding and a man should contraception
health professional her baby can not have to worry may have sex Number

Background characteristic or health worker become pregnant about it with many men of men
Age

15-19 2.3 34.7 70.7 67.5 1,544

20-24 5.6 49.9 78.8 77.2 635

25-29 5.4 49.3 81.6 79.1 449

30-34 5.1 47.6 85.2 76.1 390

35-39 7.9 54.0 84.7 82.2 490

40-44 7.5 51.8 86.1 80.8 376

45-49 7.2 45.6 77.9 80.2 417
Residence

Total urban 6.0 43.2 86.6 80.9 1,757

Asmara 6.0 45.3 89.6 82.9 855
Other Town 7.0 41.1 83.7 79.1 902

Rural 4.0 45.3 721 70.9 2,542
Zoba

Debubawi Keih Bahri 5.6 18.3 92.3 86.7 67

Maekel 55 48.4 86.5 80.1 1,196

Semenawi Keih Bahri 4.7 317 73.2 76.6 470

Anseba 6.3 43.4 76.3 74.7 588

Gash-Barka 3.1 40.0 73.1 66.7 778

Debub 5.0 50.1 74.6 74.2 1,200
Education

No education 2.6 38.1 64.4 67.0 599

Primary 3.0 44.6 69.6 70.3 659

Middle 4.8 41.3 74.5 70.2 1,188

Secondary or above 55 48.3 87.6 82.3 1,853

Missing 0 0.0 100.0 100.0 1
Wealth quintile

Lowest 4.8 41.2 67.7 69.9 739

Second 3.0 42.8 68.6 69.8 699

Middle 4.2 44.2 75.3 73.2 753

Fourth 5.0 47.0 79.9 72.8 960

Highest 6.7 45.4 90.5 84.6 1,148

Total 15-49 4.9 44.4 78.0 75.0 4,299

50-59 5.0 49.9 74.0 73.1 722

Total men 15-59 5.0 452 77.4 74.7 5,021

Note: Table is based on the CORE questionnaires.
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5.17 Discussions oN FAmILY PLANNING wiTH HUSBAND

Although discussion between couples about contraceptive use is not a precondition for adoption of
contraception, its absence may be an impediment to use. Inter-spousal communication is thus an important
intermediate step along the path to eventual adoption and especially continuation of contraceptive use. Lack
of discussion may reflect a lack of personal interest, hostility to the subject, or customary reticence in talking
about sex-related matters. To explore this subject, married women interviewed in the EPHS2010 survey
were asked whether their husband/spouse knew that they were currently using a contraceptive method.

The percentage distribution of currently married women age 15-49 by the number of times they
have discussed family planning with their husband/partner in the past twelve months, according to the
background characteristics is presented in Table 5-19. Two thirds of all women (65 percent) have never
discussed the subject of family planning with their husbands. Seven out of ten of those living in rural areas
as compared to five out of ten of those who live in urban areas have never had any discussion with their
husbands. The highest proportion of women having never discussed issues on family planning with their
husbands are from Debubawi Keih Bahri (86 percent) followed by Semenawi Keih Bahri (78 percent) and
Gash-Barka (71 percent). Women in Anseba and Gash-Barka are most likely to discuss family planning
with their husbands (30 and 29 percent, respectively).

5.18 ArTTiITUuDES TOWARDS FAMILY PLANNING

Besides knowledge of methods, a positive attitude towards family planning is a prerequisite to adoption of
family planning. Attitudinal data was collected by asking respondents whether they approved of a couple
using family planning and, if they were currently married, what they thought was their husband’s opinion
on the subject. Overall, 59 percent of currently married women and 42 percent of husbands approve of
family planning (Table 5-20).

There is no significant variation in approval of family planning by age with youngest (15-19) and
oldest (45-49) women having lower approval to family planning compared to women in the other age
groups. Seven in ten urban women, compared to five in ten rural women, approve family planning. Women
in Maekel are much more likely to approve of family planning (74 percent) than the other zobas, with the
least approval belonging to women in Debubawi Keih Bahri (24 percent). Approval towards family planning
increases with an increase in education and wealth quintile. Approval of family planning by husbands has
a similar pattern by background characteristics as to that of wives.
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Table 5-19 Discussion on family planning with husband

Percentage distribution of currently married women age 15-49 who know a contraceptive method by the number of times they discussed family
planning with their husband/ partner in the past 12 months, according to background characteristics, Eritrea 2010

Number of times family planning was discussed with husband

Background characteristic Never Once or twice More often Missing Total Number of women
Age
15-19 725 17.0 10.0 0.4 100.0 330
20-24 56.4 24.0 19.5 0.1 100.0 926
25-29 59.5 20.3 19.7 0.5 100.0 1,089
30-34 61.8 19.3 18.6 0.3 100.0 842
35-39 65.2 17.9 16.3 0.7 100.0 952
40-44 71.4 12.4 15.6 0.6 100.0 596
45-49 80.9 10.3 8.7 0.2 100.0 553
Residence
Total urban 52.9 22.3 24.4 0.4 100.0 1,970
Asmara 47.9 20.7 311 0.3 100.0 796
Other Town 56.3 234 19.8 0.5 100.0 1,175
Rural 71.8 15.8 12.1 0.4 100.0 3,319
Zoba
Debubawi Keih Bahri 85.8 8.4 5.3 0.6 100.0 97
Maekel 48.4 20.3 31.0 0.3 100.0 1,146
Semenawi Keih Bahri 78.4 13.0 8.5 0.1 100.0 688
Anseba 70.3 17.6 11.1 1.0 100.0 839
Gash-Barka 70.8 185 10.4 0.3 100.0 966
Debub 62.7 19.7 17.3 0.3 100.0 1,554
Education
No education 80.2 11.7 8.0 0.1 100.0 2,245
Primary 63.8 19.0 16.6 0.7 100.0 1,333
Middle 50.3 25.7 23.5 0.6 100.0 862
Secondary or above 401 26.6 32.8 0.5 100.0 848
Missing 0.0 100.0 0.0 0.0 100.0 1

Wealth quintile

Lowest 81.7 11.6 6.3 0.3 100.0 889
Second 77.9 13.2 8.7 0.2 100.0 945
Middle 68.7 19.7 11.1 0.5 100.0 1,141
Fourth 55.2 20.7 23.6 0.5 100.0 1,152
Highest 46.7 234 29.6 0.3 100.0 1,163
Total 64.7 18.2 16.7 0.4 100.0 5,289

Note: Table is based on the CORE questionnaires.
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Table 5-20 Attitude towards family planning

Percentage distribution of currently married women age 15-49 who know a contraceptive method by approval of family planning and their perception

of their husbands’ attitude towards family planning, according to background characteristics, Eritrea 2010

Respondent approves family planning

Respondent disapproves family planning

Husband Husband Number
Background Husband Husband attitude  Husband Husband attitude ~ Women Wife Husband of
characteristic approves disapproves unknown approves disapproves unknown unsure Total approves approves women
Age
15-19 29.3 8.4 15.3 4.5 27.4 9.9 5.2 100.0 53.0 33.9 330
20-24 37.0 9.9 114 4.0 211 9.9 6.7 100.0 58.2 41.6 926
25-29 45.5 8.0 11.8 2.6 17.4 9.1 5.7 100.0 65.3 48.4 1,089
30-34 39.5 9.3 10.9 2.9 18.6 12.2 6.5 100.0 59.8 43.1 842
35-39 38.9 8.0 12.0 3.6 19.6 10.2 7.8 100.0 58.9 43.2 952
40-44 35.4 6.6 14.2 2.5 24.0 111 6.2 100.0 56.2 38.2 596
45-49 27.9 9.7 16.4 23 24.6 12.7 6.3 100.0 54.1 30.2 553
Residence
Total urban 50.9 8.6 10.6 35 16.0 7.2 3.2 100.0 70.1 55.0 1,970
Asmara 58.4 8.4 7.4 53 14.8 3.6 21 100.0 74.2 64.3 796
Other Town 45.9 8.7 12.7 24 16.8 9.6 3.9 100.0 67.3 48.7 1,175
Rural 30.1 8.6 13.8 2.9 23.6 12.6 8.4 100.0 52.5 33.4 3,319
Zoba
Debubawi
Keih Bahri 13.0 1.8 9.1 0.8 23.9 8.3 43.1 100.0 23.9 14.8 97
Maekel 56.4 9.8 8.0 4.6 15.5 3.2 25 100.0 74.2 61.7 1,146
Semenawi
Keih Bahri 28.5 9.8 13.6 2.9 24.8 11.6 8.7 100.0 51.9 32.0 688
Anseba 32.4 8.6 16.2 21 24.4 11.8 4.4 100.0 57.2 35.0 839
Gash-Barka 33.1 6.7 14.5 1.8 19.7 15.2 8.9 100.0 54.3 35.3 966
Debub 35.8 8.7 12.6 3.6 21.3 121 5.8 100.0 57.2 39.7 1,554
Education
No education 23.5 7.4 15.5 21 25.0 16.0 10.5 100.0 46.5 26.0 2,245
Primary 38.4 10.0 13.0 4.0 21.0 9.3 4.3 100.0 614 42.9 1,333
Middle 499 10.1 10.2 3.1 17.7 53 3.7 100.0 70.2 53.7 862
Secondary or
above 62.8 7.8 6.8 4.5 12.5 3.7 2.0 100.0 77.4 67.7 848
Missing 0.0 100.0 0.0 0.0 0.0 0.0 0.0 100.0 100.0 0.0 1
Wealth quintile
Lowest 23.2 5.7 16.2 2.0 25.4 17.8 9.7 100.0 45.1 25.4 889
Second 26.2 7.6 14.1 2.9 25.5 14.2 9.5 100.0 47.9 29.7 945
Middle 29.4 10.9 14.5 35 23.6 111 7.0 100.0 54.8 33.2 1,141
Fourth 46.7 9.6 11.2 23 17.6 7.7 4.8 100.0 67.5 49.6 1,152
Highest 58.1 8.3 8.1 4.7 13.7 4.4 2.6 100.0 74.6 63.3 1,163
Total 37.9 8.6 12.6 3.1 20.8 10.6 6.5 100.0 59.1 41.5 5,289

Note: Table is based on the CORE questionnaires.
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5.19 ContacT oF NoNusers wiTH HEALTH CARE PROVIDERS

To gain insight into the level of “missed opportunities,” that is, contacts between nonusers and health
workers that are not utilized to provide information about family planning and to motivate them to adopt
family planning, nonusers were asked whether they had visited any health facility in the 12 months preceding
the survey. Those who had visited a health facility were further asked whether during any visit to the health
facility, anyone at the facility discussed family planning with them. Nonusers were also asked whether they
have ever been visited by a field worker who discussed family planning with them.

Of all the nonusers who visited a health facility, only 8 percent had a health worker speak to them
about family planning and 35 percent of them did not discuss family planning. Overwhelming majority
(91 percent) of women who are not using contraception have neither discussed family planning with a
fieldworker nor at a health facility (Table 5-21).

By age 25 to 39, women were more likely to discuss family planning when they visited a health
facility than younger or older women. Women who live in rural areas (92 percent) and women in Gash-Barka
and Semenawi Keih Bahri (94 and 92 percent, respectively) had the highest level of “missed opportunities.”
Women with some education are more likely to have discussed family planning with a provider than women
with no education. By wealth index, 94 percent of women in the lowest to second wealth quintile have
neither discussed family planning with fieldworker nor at health facility, compared to 88-91 percent of
women in the higher wealth quintiles.

5.20 HuseaND’s/PARTNERS KNOWLEDGE oF WoOMEN’s Use oF CONTRACEPTION

Currently married women who are using a contraceptive method were asked whether their husband/partner
knows about their use of contraception and the result is given in Table 5-22. Overall, nine in ten women
stated that their husband or partner knows their use of contraception. Husbands or partners of younger
women (15-24) are more likely to know the use of contraception by their partners than husbands or partners
of older women. There isn’t any marked difference when the zobas are considered with Mackel, however,
having the highest (92 percent) and Debubawi Keih Bahri the lowest proportion (82 percent) of women
who reported that their husband or partner know their use of contraception. Ninety-three percent of women
in the highest wealth quintile reported that their husbands/partners know that they are currently using
contraception, compared to 77-87 percent of those in the other wealth quintiles (Table 5-22).
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Table 5-21 Contact of nonusers with family planning providers

Among women age 15-49 who are not using contraception, the percentage who during the last 12 months were visited by a health/fieldworker who
discussed family planning, the percentage who visited a health facility and discussed family planning, the percentage who visited a health facility but
did not discuss family planning, and the percentage who neither discussed family planning with a fieldworker nor at a health facility, by background
characteristics, Eritrea 2010

Percentage of women who visited a
health facility in the past 12 months

and who:
Percentage of women Percentage of women who
who were visited Discussed Did not neither discussed family Number
by fieldworker who family discuss family planning with fieldworker of
Background characteristic discussed family planning planning planning nor at a health facility women
Age
15-19 0.7 1.6 19.4 97.8 2,283
20-24 2.0 10.1 38.8 89.2 1,674
25-29 2.3 12.1 425 87.0 1,493
30-34 2.6 11.8 44.1 87.1 1,135
35-39 1.8 11.7 39.7 87.7 1,292
40-44 1.8 7.4 33.8 91.9 878
45-49 1.0 4.3 34.7 95.1 917
Residence
Total urban 22 9.4 38.6 89.7 3,734
Asmara 2.0 8.9 37.0 90.3 1,636
Other Town 2.3 9.8 39.8 89.2 2,098
Rural 14 7.2 322 92.2 5,938
Zoba
Debubawi Keih Bahri 7.7 8.8 235 90.3 157
Maekel 1.7 10.2 37.3 89.1 2,238
Semenawi Keih Bahri 2.0 6.9 43.7 92.1 1,086
Anseba 15 10.3 37.7 89.4 1,364
Gash-Barka 1.9 5.1 26.8 93.9 2,195
Debub 1.1 7.9 344 91.5 2,631
Education
No education 1.8 6.4 31.6 92.8 3,793
Primary 21 9.8 40.1 89.2 2,041
Middle 15 9.0 34.8 90.5 1,798
Secondary or above 1.3 8.3 35.0 91.1 2,039
Missing 0.0 100.0 0.0 0.0 1
Wealth quintile
Lowest 1.2 5.1 28.6 94.2 1,720
Second 15 5.8 30.7 93.5 1,740
Middle 15 8.3 35.2 91.0 1,955
Fourth 23 11.6 38.3 87.6 2,075
Highest 1.7 8.4 38.7 90.7 2,182
Total 1.7 8.0 347 91.2 9,672

Note: Table is based on the CORE questionnaires.
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Table 5-22 Husband/partner’s knowledge of women’s use of contraception

Among currently married women age 15-49 who are using a method, percent distribution by
whether they report that their husbands/partners know about their use, according to background
characteristics, Eritrea 2010

Does not  Unsure whether Number of
Background characteristic Knows know knows/missing Total women
Age
15-19 100.0 0.0 0.0 100.0 10
20-24 91.9 6.2 1.8 100.0 67
25-29 85.5 10.7 3.8 100.0 136
30-34 89.5 6.0 4.6 100.0 84
35-39 86.9 7.2 5.9 100.0 132
40-44 92.8 3.9 3.3 100.0 61
45-49 95.3 4.7 0.0 100.0 29
Residence
Total urban 90.4 5.7 3.9 100.0 358
Asmara 91.3 6.0 2.7 100.0 220
Other Town 88.9 52 5.9 100.0 138
Rural 86.1 10.2 3.7 100.0 163
Zoba
Debubawi Keih Bahri 81.8 5.7 125 100.0 6
Maekel 92.0 5.3 2.7 100.0 279
Semenawi Keih Bahri 84.5 5.5 10.0 100.0 31
Anseba 83.6 14.1 23 100.0 69
Gash-Barka 86.0 4.6 9.4 100.0 46
Debub 87.6 9.3 3.1 100.0 90
Education
No education 78.4 12.5 9.1 100.0 85
Primary 89.1 9.8 1.1 100.0 103
Middle 92.2 5.0 2.8 100.0 137
Secondary or above 914 4.9 3.8 100.0 196
Wealth quintile
Lowest 84.3 6.6 9.1 100.0 25
Second 84.2 14.8 1.0 100.0 28
Middle 76.7 18.3 5.0 100.0 52
Fourth 87.7 8.5 3.8 100.0 131
Highest 92.8 3.7 3.5 100.0 284
Total 89.0 7.1 3.9 100.0 520

Note: Table is based on the CORE questionnaires.
* Includes women who report use of male sterilization, male condoms or withdrawal.
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OTHER PROXIMATE DETERMINANTS OF FERTILITY 6

Key Findings

e The percentage of never married has increased slightly in the last eight years, from
23 to 28 percent among women age 15-49; and the percentage never married among
men age 15-59 is 50 percent.

e The percentage of women who were first married by exact age 15 has declined
from 27 percent among women currently age 45-49 to six percent among women
age 15-19.

e The median age at first marriage among women age 25-49 is 18 years. For men age
30-59, the median age at first marriage is 27 years.

e Eritrean women generally initiate sexual intercourse at the time of their first marriage.
e However, men initiate sexual intercourse four years before their first marriage.

e The percentage of women age 15-49 currently active in sexual intercourse has
decreased slightly to 35 percent compared to 38 percent in 2002. Two-fifths of men
age 15-59 are currently sexually active.

number of factors, other than contraception, that affect women’s chances of becoming pregnant

are discussed in this chapter. Such factors are called the proximate determinants of fertility. They

include marriage, polygyny, sexua activity, postpartum amenorrhoea, abstinence from sexual
activity, and onset of menopause.

6.1 CURRENT MARITAL STATUS

Marriage is one of the main indications of the exposure of women to the possibility of pregnancy and
hence is important to the understanding of fertility. Early age at first marriage in a population is usually
associated with alonger period of exposure to the risk of pregnancy and thus higher fertility levels. The
early initiation of childbearing associated with early marriage may also adversely affect women’s and
children’s health.

The term ‘married’ refers to legal or formal marriage, while the term *living together’ designates
an informal union in which a man and awoman live together but aformal civil or religious ceremony has
not taken place. The categories ‘married’ and ‘living together’ are combined in subsequent tables, and
hereafter arereferred to as ' currently married’ . Respondents who are currently married, widowed, divorced,
or separated are referred to as ‘ever married'.

The proportion of women age 15-49 that have never married (or lived with a man) is 28 percent
(Table 6-1), showing a five percentage point increment from the EDHS2002, which was 23 percent. The
largest proportion of never married women is observed in the age group 15-19, of whom 81 percent had
never been married in 2010. This proportion was 62 percent in EDHS1995 and 69 percent in EDHS2002.



Table 6-1 Current marital status

Percent distribution of women and men age 15-49 [59] by current marital status, according to age, Eritrea 2010

Marital status

Percentage of

respondents
Never Living currently Number of
Age married Married together Divorced Separated Widowed Missing Total in union respondents
WOMEN

Age
15-19 81.2 17.1 0.3 1.1 0.2 0.1 0.0 100.0 17.5 2,301
20-24 33.0 57.0 3.6 5.2 0.9 0.3 0.0 100.0 60.6 1,744
25-29 13.6 71.7 4.3 6.5 1.9 1.9 0.0 100.0 76.1 1,646
30-34 7.3 74.3 4.4 7.1 2.4 4.4 0.0 100.0 78.8 1,228
35-39 5.6 70.7 55 9.1 3.3 5.8 0.0 100.0 76.1 1,429
40-44 3.1 72.6 34 7.3 4.3 9.2 0.0 100.0 76.1 940
45-49 1.3 70.1 3.6 7.7 4.2 13.1 0.0 100.0 73.7 951
Total 15-49 28.1 57.1 3.3 5.7 2.0 3.8 0.0 100.0 60.4 10,238

MEN

Age
15-19 98.8 0.9 0.1 0.1 0.0 0.0 0.1 100.0 1.0 1,544
20-24 86.1 12.5 0.5 0.6 0.4 0.0 0.0 100.0 13.0 635
25-29 53.6 42.0 25 0.4 0.9 0.6 0.0 100.0 44.5 449
30-34 25.8 67.2 3.4 25 0.9 0.0 0.3 100.0 70.6 390
35-39 13.8 80.4 2.5 1.8 0.4 1.1 0.0 100.0 829 490
40-44 35 90.3 2.1 25 1.2 0.4 0.0 100.0 92.3 376
45-49 2.6 91.0 2.4 2.3 0.4 1.4 0.0 100.0 93.4 417
Total 15-49 58.2 38.5 1.4 11 0.4 0.4 0.1 100.0 39.9 4,299
50-59 0.7 92.4 2.2 2.3 0.7 1.7 0.0 100.0 94.6 722
Total men

15-59 50.0 46.3 1.5 1.2 0.5 0.5 0.0 100.0 47.8 5,021

Note: Table is based on the CORE questionnaires.

Women who are currently married account for 60 percent (including three percent who are living together)
of the respondents, which was 66 percent in 2002. The remaining women are comprised of six percent
divorced, two percent separated and four percent widowed. The proportions of these three categories
remained relatively stable since the EDHS2002 with five, two, and four percent, respectively.

Men tend to marry at later ages than women with the majority of men age 15-49 (58 percent) still
being single, i.e., over two fold of women of the same age (28 percent). Overall, among men age 15-59, 50
percent are never married and 48 percent are currently married (Table 6-1). The table further shows that the
proportion of respondents who are divorced, separated or widowed is lower in men than women in each
age category; one of the possible reasons could be due to higher incidence of polygyny among men than
women (Table 6-2 and Table 6-3).

A significant proportion of men marry after they have reached 25 years, in contrast to women, who
tend to marry before the age of 25. For example, 57 percent of women age 20-24 are in union, compared
with only 12 percent of men in the same age group. Like women, however, virtually all men get married by
the time they reach age 50.

116 | Other Proximate Determinants of Fertility



6.2 PoLyGcyYny

Marital unions are of two types, those that are monogamous (marriage with one spouse) and those that are
polygamous (marriage with more than one spouse). The distinction has social significance and probable
fertility implications. Polygyny, the practice of having more than one wife, has implications for the
frequency of exposure to sexua activity and thus, may have an effect on fertility.

The extent of polygyny was ascertained by asking all currently married female respondents
whether their husband or partner had other wives (co-wives) and, if so, how many. The mgjority of
currently married women (91 percent) are in monogamous unions; showing that polygyny is not very
common in Eritrea (Table 6-2). Nine percent of the currently married women report their husbands have

Table 6-2 Number of co-wives

Percent distribution of currently married women age 15-49 by number of co-wives, according to background
characteristics, Eritrea 2010

Number of co-wives

Number of
Background characteristic 0 1 2+ Missing Total women
Age
15-19 96.8 1.6 0.6 1.0 100.0 402
20-24 95.3 2.8 0.6 1.3 100.0 1,057
25-29 92.9 51 0.9 1.1 100.0 1,252
30-34 88.2 8.7 1.7 1.3 100.0 967
35-39 87.2 8.6 2.4 1.8 100.0 1,088
40-44 87.7 8.8 29 0.6 100.0 715
45-49 87.1 9.9 1.8 1.3 100.0 701
Residence
Total urban 90.7 6.4 1.1 1.8 100.0 2,030
Asmara 92.5 4.2 0.5 2.7 100.0 800
Other Town 89.5 7.8 15 1.2 100.0 1,230
Rural 90.5 6.7 1.8 1.0 100.0 4,153
Zoba
Debubawi Keih Bahri 76.9 19.0 3.2 1.0 100.0 111
Maekel 92.7 4.2 1.0 2.1 100.0 1,153
Semenawi Keih Bahri 86.0 11.9 1.6 0.5 100.0 789
Anseba 88.6 8.2 2.2 1.0 100.0 930
Gash-Barka 90.5 6.4 2.2 0.9 100.0 1,541
Debub 93.3 4.3 0.9 1.6 100.0 1,660
Education
No education 87.9 8.9 2.2 1.0 100.0 3,017
Primary 92.1 5.1 1.5 1.3 100.0 1,432
Middle 93.0 4.8 0.7 1.5 100.0 883
Secondary or above 94.7 2.9 0.4 1.9 100.0 850
Missing 100.0 0.0 0.0 0.0 100.0 1
Wealth quintile
Lowest 89.3 7.8 1.8 1.0 100.0 1,237
Second 91.3 6.3 2.0 0.4 100.0 1,256
Middle 90.3 7.0 1.4 1.3 100.0 1,333
Fourth 90.1 7.2 1.3 1.5 100.0 1,185
Highest 91.8 4.7 1.3 2.2 100.0 1,171
Total 90.6 6.6 1.6 1.3 100.0 6,183

Note: Table is based on the CORE questionnaires.
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more than one wife (seven percent with only one co-wife, i.e., her husband has another one wife besides
her, and two percent with more than one co-wives) which is a similar proportion to the EDHS2002. The
proportion of women with one co-wife increases steadily with age, from two percent at age 15-19, to10
percent at age 45-49.

The extent of polygyny shows some differences by residence: the percentage of married women
living in polygynous unions with one co-wife is four percent in Asmara compared to eight percent in other
urban towns and seven percent in rural areas (Table 6-2). As regards the zoba, polygyny is more practiced
in Debubawi Keih Bahri, with 22 percent of women reporting being in a polygynous union and it is least
practiced in Maekel and Debub with five percent in each.

Women's level of education does affect the frequency of this practice with the proportion of
women in a polygynous union decreasing from 11 percent among those with no education to three percent
among those with secondary or above. Women of lowest wealth status have highest probability of beingin
polygynous union (10 percent), while women of highest wealth status have lowest probability of being in
apolygynous union (six percent).

In this survey, the currently married males were also asked whether they had one or more wives or
partners with whom they were living. Table 6-3 shows that five percent of men age 15-59 report having two
or more wives. The proportion of men in polygynous marriage increases with age, rising from zero percent
at age 20-24 to seven percent at age 45-49. Furthermore, it can be inferred from the table that older men
(age 50-59), men living in Anseba, Debubawi Keih Bahri and Semenawi Keih Bahri, and those within the
second wealth quintile are more likely to be in polygynous unions than other men.

The influence of education on polygyny is visible as an increase in educational level is followed
with a decrease in polygynous union. Six percent of men with no education were in polygynous unions and
this decreases to two percent for men with at least some secondary.

6.3 AGE AT FIRST MARRIAGE

Marriage is an important social event and the age at first marriage is an important determinant of fertility.
Whether the start of marriage coincides with the initiation of sexual intercourse or not, and thus the
beginning of exposure to the risk of pregnancy, in most societies, age at first marriage represents the point
in a person’s life when childbearing first becomes socially acceptable. Duration of exposure to the risk of
pregnancy depends primarily on the age at which women first marry. On average, women who marry early
are more likely to have their first child at a young age and give birth to more children, contributing to an
overal higher fertility.

One approach in identifying trends in age at marriage from the EPHS2010 survey is to examine
the experience of different cohorts. The percent distribution by age at first marriage and the median age
at first marriage for the different age cohorts is presented in Table 6-4. Since the median is based on all
respondents, including those who have never been married or lived in a consensual union, there may not
be a median for younger age cohorts; hence, the median age at first marriage is not shown for the youngest
cohorts of women and the first three youngest cohorts of men because in each of these age groups over 50
percent of the corresponding respondents were not married (Table 6-1).
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Table 6-3 Number of men’s wives

Percent distribution of currently married men age 15-49 [59] by number of wives, according to background char-

acteristics, Eritrea 2010

Number of wives
Background characteristic 1 2+ Missing Total Number of men
Age
15-19 93.7 6.3 0.0 100.0 15
20-24 100.0 0.0 0.0 100.0 83
25-29 99.0 1.0 0.0 100.0 200
30-34 97.9 1.6 0.5 100.0 275
35-39 95.9 4.1 0.0 100.0 406
40-44 96.1 3.8 0.1 100.0 347
45-49 93.1 6.9 0.0 100.0 389
Residence
Total urban 96.4 3.6 0.0 100.0 570
Asmara 97.2 2.8 0.0 100.0 245
Other Town 95.7 4.3 0.0 100.0 324
Rural 96.1 3.8 0.1 100.0 1,146
Zoba
Debubawi Keih Bahri 88.3 11.0 0.7 100.0 35
Maekel 98.0 2.0 0.0 100.0 347
Semenawi Keih Bahri 93.5 6.5 0.0 100.0 223
Anseba 92.5 75 0.0 100.0 229
Gash-Barka 97.4 2.3 0.3 100.0 426
Debub 97.4 2.6 0.0 100.0 455
Education
No education 93.9 5.8 0.3 100.0 443
Primary 94.8 5.2 0.0 100.0 388
Middle 98.0 2.0 0.0 100.0 362
Secondary or above 97.8 2.2 0.0 100.0 521
Missing 100.0 0.0 0.0 100.0 0
Wealth quintile
Lowest 95.7 4.3 0.0 100.0 341
Second 94.6 5.1 0.4 100.0 331
Middle 96.9 3.1 0.0 100.0 329
Fourth 96.7 3.3 0.1 100.0 348
Highest 96.8 3.2 0.0 100.0 366
Total 15-49 96.2 3.8 0.1 100.0 1,715
50-59 91.7 8.3 0.0 100.0 683
Total men 15-59 94.9 5.1 0.1 100.0 2,398

Note: Table is based on the CORE questionnaires.
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Marriage in Eritrea occurs relatively earlier for women. Among women age 25-49, 20 percent were
married by age 15, 49 percent were married by age 18, and 64 percent were married by age 20 (Table 6-4).
The median age at first marriage among women age 25-49 (18 years) has remained the same in the last eight
years. Accompanying the overall trend to later marriage is an especially marked decline in the proportion
of women marrying at very young ages.

The proportion of women married by the exact age 15 has apparently declined; it is 27 percent
among women age 45-49 compared to only six percent among those women age 15-19, indicating a shift

Table 6-4 Age at first marriage

Percentage of women and men age 15-49 [59] who were first married by specific exact ages and median age at
first marriage, according to current age, Eritrea 2010

Percentage first married by exact age:

Percentage Median
never age at first
Current age 15 18 20 22 25 married Number  marriage
WOMEN

Age
15-19 6.0 na na na na 81.2 2,301 a
20-24 12.9 40.7 56.8 na na 33.0 1,744 19.0
25-29 155 43.4 62.0 73.8 82.0 13.6 1,646 18.7
30-34 21.9 51.3 65.5 75.5 84.0 7.3 1,228 17.8
35-39 18.4 46.9 62.4 74.3 83.2 5.6 1,429 18.4
40-44 22.8 50.0 64.3 74.5 85.7 3.1 940 18.0
45-49 26.6 55.5 66.8 76.5 85.1 1.3 951 17.2
20-49 18.6 46.9 62.3 na na 12.7 7,937 18.4
25-49 20.3 48.6 63.9 74.8 83.7 7.0 6,193 18.2
30-49 22.0 50.5 64.5 75.1 84.3 4.7 4,547 17.9

MEN

Age
15-19 0.1 na na na na 98.8 1,544 a
20-24 0.0 2.3 8.9 na na 86.1 635 a
25-29 0.5 3.0 7.0 17.0 33.7 53.6 449 a
30-34 0.7 2.4 7.3 15.8 329 25.8 390 27.3
35-39 0.7 1.8 5.6 17.5 33.9 13.8 490 28.3
40-44 0.4 3.6 11.1 21.2 439 35 376 25.8
45-49 0.0 2.9 7.0 18.5 35.7 2.6 417 27.3
20-49 0.4 2.6 7.8 na na 355 2,756 a
25-49 0.5 2.7 7.5 17.9 35.8 20.4 2,121 a
30-49 0.4 2.6 7.6 18.2 36.3 11.5 1,672 27.2
20-59 0.4 3.1 8.8 na na 28.3 3,477 a
25-59 0.5 3.3 8.8 18.3 36.0 15.4 2,842 a
30-59 0.5 33 9.1 18.5 36.4 8.2 2,394 27.3

Note: Table is based on the CORE questionnaires.

The age at first marriage is defined as the age at which the respondent began living with her/his first spouse/
partner.

na = Not applicable due to censoring.

a = Omitted because less than 50 percent of the women married for the first time before reaching the beginning of
the age group.

120 | Other Proximate Determinants of Fertility



towards later marriage. For the older broad age group, two in ten women age 30-49 married by the time they
were 15, and one in two married by age 18. The median age at first marriage for this group is also 18 years.

The median age at first marriage among men currently aged 30-49 is 27 years, nine years greater than
women of the same cohort. Among men age 30-49, the percentages married by exact age 15 and 18 were one
and three percent, respectively; which are much lower proportions as compared to their women counterparts
with 22 and 51 percent respectively. This also holds true for the marriages of other specified ages.

The records on the men’s category for the older broad age group 30-59 shows that eight percent
were never married, and among the currently married men age 30-59, the median age at first marriage was
27 years, with thirty-six percent of them married by exact age 25.

6.4 MebpiAN AGE AT FIRST MARRIAGE

Differences by residence for the median age at first marriage among women show that early marriage is
much more common in rural than in urban areas (Table 6-5). The median age at first marriage for women
age 30-49 in Asmara is higher than in other towns (22 years and 19 years; respectively); and it is more

Table 6-5 Median age at first marriage: Women

Median age at first marriage among women by five-year age groups, age 20-49, 25-49 and age 30-49, according
to background characteristics, Eritrea 2010

Women Women Women

Age age age age
Background characteristic 20-24  25-29 30-34 35-39 40-44 4549 20-49 25-49 30-49
Residence
Total urban a 21.1 20.0 19.7 18.9 18.4 a 19.8 19.4
Asmara a 24.1 254 22.0 221 19.2 a 23.0 224
Other Town 19.7 19.0 17.9 18.5 17.8 175 18.6 18.3 18.1
Rural 17.6 17.6 16.7 175 17.2 16.7 17.3 17.3 17.0
Zoba
Debubawi Keih Bahri a 20.8 19.5 19.8 19.0 18.7 19.9 19.9 19.4
Maekel a 224 22.7 21.3 20.8 19.2 a 21.6 21.2
Semenawi Keih Bahri 18.4 17.8 17.6 18.3 17.5 16.9 17.9 17.7 17.7
Anseba 18.9 18.7 17.7 18.5 18.6 18.3 18.5 18.4 18.2
Gash-Barka 17.9 17.7 17.3 175 17.7 175 17.6 17.6 175
Debub 17.1 17.4 15.9 16.9 16.2 15.8 16.7 16.5 16.2
Education
No education 17.2 17.1 16.8 171 16.7 16.6 16.9 16.9 16.8
Primary 16.8 17.6 16.6 18.2 18.1 17.4 17.4 17.5 175
Middle 18.1 19.3 19.5 20.1 20.4 19.8 19.2 19.5 19.8
Secondary or above a 23.6 254 24.9 24.4 21.9 a 24.3 24.8
Wealth quintile
Lowest 17.8 17.1 17.2 17.0 16.8 16.0 17.0 16.9 16.8
Second 17.4 17.8 16.8 17.8 18.5 16.8 175 17.6 175
Middle 17.6 17.6 16.5 18.0 17.1 16.5 17.4 17.3 17.0
Fourth 19.0 18.7 17.4 17.9 16.9 18.0 18.2 17.9 17.6
Highest a 225 225 21.6 20.9 18.8 a 21.7 21.3
Total 19.0 18.7 17.8 18.4 18.0 17.2 18.4 18.2 17.9

Note: Table is based on the CORE questionnaires.

The age at first marriage is defined as the age at which the respondent began living with her/his first spouse/
partner.

a = Omitted because less than 50 percent of the women married for the first time before reaching the beginning of
the age group.
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than five years higher than the median age at first marriage of rural women (17 years). In Asmara, median
age at first marriage shows considerable difference with a decrease in age; 19 years for women age 45-49
compared with 24 years for women age 25-29.

Debub has the lowest median age at marriage for women age 30-49 (16 years), while Maekel has
the highest (21 years). The median age at first marriage of women age 30-49 with at least some secondary
education is 25 years, five years higher than the median age of women with middle level of education (20
years) and eight years higher than women with no education (17 years). The median age at marriage among
women age 30-49 in the lowest wealth quintile is more than four years younger than women in the highest
wealth quintile (17 and 21 years of age, respectively).

The median age at first marriage for women in age group 45-49 is 17 years, which is increasing
slightly with the subsequent lower age groups to the level of 19 years for women in age group 20-24;
indicating that younger generations are getting married later.

Table 6-6 Median age at first marriage: Men
Median age at first marriage among men by five-year age groups, age 20-59 ,age 25-59 and age 30-59, according to background characteristics,

Eritrea 2010
Age Men age Men age Men age
Background characteristic 25-29 30-34 35-39 40-44 45-49 50-59 20-59 25-59 30-59
Residence
Total urban a a a 29.4 29.9 30.0 a a a
Other Town a 29.0 29.0 26.8 28.8 29.4 a 29.4 28.9
Rural 254 25.6 26.4 24.6 25.7 26.1 26.5 25.7 25.7
Zoba
Debubawi Keih Babhri 27.5 27.3 27.3 26.0 28.3 a 30.0 28.1 28.1
Semenawi Keih Bahri 25.1 26.4 27.6 25.7 28.0 28.1 28.0 27.0 27.1
Anseba 26.8 26.2 27.0 27.2 27.2 27.2 28.2 26.9 26.9
Gash-Barka 23.9 255 27.3 24.8 25.7 28.4 26.6 26.2 26.3
Debub 271 26.0 24.7 23.8 24.9 25.2 26.4 25.2 24.9
Education
No education 235 23.1 24.6 24.7 25.5 26.4 25.4 25.3 254
Primary 24.0 25.8 25.6 24.3 26.1 26.5 25.7 255 25.7
Middle 26.6 26.4 27.2 24.6 28.7 28.9 28.0 26.7 26.7
Wealth quintile
Lowest 26.5 23.2 23.9 23.9 255 26.4 25.8 25.0 25.0
Second 245 25.9 26.3 25.7 25.7 25.8 26.2 25.7 25.8
Middle 24.7 25.7 26.1 245 26.4 26.6 26.7 25.8 26.0
Fourth a 28.3 29.3 25.0 27.6 28.4 30.0 28.4 28.1
Total a 27.3 28.3 25.8 27.3 275 29.2 27.6 27.3

Note: Table is based on the CORE questionnaires.
The age at first marriage is defined as the age at which the respondent began living with her/his first spouse/partner.
a = Omitted because less than 50 percent of the men married for the first time before reaching the beginning of the age group.
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The median age at first marriage for men age 25-59 and age 30-59 is 28 years and 27 years
respectively. The median age at first marriage for men age 30-59 by residence is higher in urban
areas, excluding Asmara, (29 years) than rural areas (26 years). Zoba comparisons showed that the
median age at first marriage for men age 30-59 is lowest in Debub (25 years) and highest in Debubawi
Keih Bahri (28 years). There is no marked variation in median age for men age 30-59 by educational
attainment. The median age at first marriage for men age 30-59 increases with an increase in the
wealth status, going from 25 years for those in the lowest quintile to 28 years for those in the highest
quintile.

6.5 AGE AT FIRST SEXUAL INTERCOURSE

Age at first marriage is often used as a proxy for the onset of women’s exposure to the risk of pregnancy.
However, since some women are sexually active before marriage, the age at which women initiate sexual
intercourse marks more precisely the beginning of their exposure to pregnancy. Therefore, information on
the percentage of women and men who had first sexual intercourse by specific ages and the median age at
first intercourse, irrespective of marital status allows an assessment of the age at which women and men
start having sexual intercourse and its trend across age cohorts.

Approximately one in five of women age 25-49 had first sexual intercourse by the time she had
reached exact age 15; one in two had first sexual intercourse by age 18, and three in five had first sexual
intercourse by age 20 (Table 6-7). The median age at first intercourse among women age 25-49 is 18 years.
There has been virtually no change since the EDHS2002 where the median age at first sexual intercourse
was 18 years. It appears that the median age at first intercourse is nearly identical to the median age at first
union, which confirms that the majority of Eritrean women have their first sexual intercourse at the time of
their first union.

With regard to men, the median age at first sexual intercourse for age 25-49 is 24 years; about
six years higher than among women in the same age group (18 years). This could be mostly because men
get married later than women (Table 6-4). Approximately one percent of men age 25-49 had first sexual
intercourse by exact age 15, one in ten by age 18, and one in four by age 20. The median age at first sexual
intercourse among men age 25-59 isfour years earlier than the median age at marriage, suggesting general
pre-marital sexual intercourse by men. However, these findings also indicate that men tend to initiate their
first sexual activity later in life than women. The data also indicate that six percent of women and nine
percent of men age 25-49 and three in five of women and four in five of men age 15-24 have never had
sexual intercourse (Table 6-7).
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Table 6-7 Age at first sexual intercourse

Percentage of women and men age 15-49 who had first sexual intercourse by specific exact ages, percentage who never had intercourse, and
median age at first intercourse, according to current age, Eritrea 2010

Percentage who had first sexual intercourse by exact age:

Percentage who never Median age
Current age 15 18 20 22 25 had intercourse Number at first intercourse
WOMEN

Age
15-19 6.0 na na na na 80.3 2,301 a
20-24 12.4 41.0 57.1 na na 315 1,744 18.9
25-29 15.2 441 62.1 735 81.5 10.6 1,646 18.6
30-34 20.3 51.3 63.9 74.2 82.5 6.2 1,228 17.8
35-39 18.1 46.9 62.8 73.8 81.8 4.0 1,429 18.3
40-44 22.0 50.0 64.3 74.1 83.2 2.3 940 18.0
45-49 25.4 55.0 64.5 73.7 81.6 1.0 951 17.2
20-49 17.9 47.0 62.0 na na 11.2 7,937 18.3
25-49 19.5 48.7 63.3 73.8 82.0 55 6,193 18.1
15-24 8.8 na na na na 59.2 4,045 a

MEN

Age
15-19 1.8 na na na na 89.9 1,544 a
20-24 1.3 14.2 30.3 na na 59.7 635 a
25-29 15 12.7 26.8 42.1 62.4 27.1 449 23.0
30-34 2.0 10.8 27.8 435 57.4 10.8 390 23.3
35-39 1.6 8.1 20.8 41.5 59.4 4.5 490 23.4
40-44 0.6 6.4 21.8 41.7 60.7 11 376 23.0
45-49 0.5 6.9 16.5 32.6 49.3 1.0 417 25.1
20-49 1.3 10.2 24.4 na na 20.8 2,756 a
25-49 1.3 9.0 22.7 40.3 57.9 9.2 2,121 23.5
15-24 1.6 na na na na 81.1 2,179 a
20-59 11 10.0 24.3 na na 16.6 3,477 a
25-59 1.1 9.1 23.0 38.7 56.4 7.0 2,842 23.8

Note: Table is based on the CORE questionnaires.
na = Not applicable due to censoring.
a = Omitted because less than 50 percent of the respondents had intercourse for the first time before reaching the beginning of the age group.

6.6 MeDpIAN AGE AT FIRST SEXUAL INTERCOURSE

The variation in the median age at first sexual intercourse among women according to background
characteristics is nearly identical to the variation in the median age at first marriage. Women age 25-49 in
rural areas have median age at first sexual intercourse of 17 years and women in Asmara have the highest
median age at first sexual intercourse (23 years). For the differential by zobas, women residing in Debub
are more likely to have their first sexual intercourse at a younger age with the median age at first sexual
intercourse of 17 years and residents of Maekel are the latest with a median age of 21 years.

Noticeable differences in age at first sexual intercourse are also evident by educational and wealth
background. Thedifferential is especially pronounced between women with no or primary education having
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Table 6-8 Median age at first intercourse: Women

Median age at first sexual intercourse among women by five-year age groups, age 20-49 and age 25-49, according to
background characteristics, Eritrea 2010

Age Women age Women age
Background characteristic 20-24 25-29 30-34 35-39 40-44 45-49 20-49 25-49
Residence
Total urban a 20.8 20.2 19.7 18.9 18.4 a 19.8
Asmara a 23.8 24.8 22.9 22.2 19.1 a 23.2
Other Town 19.3 18.9 18.0 18.4 17.6 17.6 18.5 18.3
Rural 17.6 17.7 16.7 17.5 17.3 16.7 17.4 17.3
Zoba
Debubawi Keih Bahri a 20.8 20.0 20.2 19.7 19.0 a 20.3
Maekel a 21.9 22.6 21.2 20.8 18.9 a 21.4
Semenawi Keih Bahri 18.4 17.8 17.6 18.1 17.7 17.4 18.0 17.8
Anseba 19.0 18.6 17.8 18.5 18.5 18.8 185 18.4
Gash-Barka 17.7 17.6 17.1 17.3 17.2 17.5 17.4 17.4
Debub 17.0 17.5 16.0 17.0 16.2 15.8 16.7 16.6
Education
No education 17.3 17.1 16.9 17.1 16.8 16.6 17.0 16.9
Primary 16.8 17.3 16.6 18.1 18.1 17.4 17.3 17.4
Middle 18.0 19.2 19.2 19.7 20.6 19.8 19.0 19.4
Secondary or above a 23.7 25.1 25.4 25.1 23.0 a 24.4
Wealth quintile
Lowest 18.0 17.2 17.1 17.0 16.8 16.2 17.1 16.9
Second 17.3 17.9 16.8 17.6 18.6 16.6 17.5 17.6
Middle 17.7 17.5 16.6 17.9 17.0 16.8 17.4 17.3
Fourth 18.7 18.6 17.5 18.1 17.0 18.2 18.2 18.0
Highest a 224 224 21.7 20.9 18.5 a 21.7
Total 18.9 18.6 17.8 18.3 18.0 17.2 18.3 18.1

Note: Table is based on the CORE questionnaires.
a = Omitted because less than 50 percent of the women had intercourse for the first time before reaching the beginning
of the age group.

a lower median age at first intercourse of 17 years, two years earlier than their counterparts with middle
education (19 years) and seven years earlier than those with at least secondary education (24 years). The
median age at first sex is 22 years among women in the highest wealth quintile, about five years later than
among women in the lowest quintile (17 years).

The median age at first sexual intercourse of women age 25-49 has remained more or less similar
with only marginal change in comparison to EDHS 2002 (18.1 years and 17.9 years, respectively). In a
country level comparison, though the differences are sometimes small, Eritrean women initiate their first
sexual intercourse later than their counterpartsin many other sub-Saharan African countries (Figure 6-1).

For the most part, differences in the median age at first sexual intercourse among men by background
characteristics are similar to those discussed for median age at first intercourse for women. Men age 25-59
in Maekel and Debub (23 years for both zobas) initiate sexual intercourse two years earlier than men in the
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Table 6-9 Median age at first intercourse: Men

Median age at first sexual intercourse among men by five-year age groups, age 50-[59] and age 25-[59], according to background
characteristics, Eritrea 2010

Age Men age
Background characteristic 25-29 30-34 35-39 40-44 45-49 50-59 25-59
Residence
Total urban 229 22.9 22.7 23.7 224 24.8 23.3
Asmara 23.5 22.4 22.7 24.3 21.4 23.0 229
Other Town 22.7 24.0 22.8 23.0 23.6 255 23.8
Rural 23.1 23.4 23.7 22.8 25.6 24.5 24.0
Zoba
Debubawi Keih Bahri 24.9 23.3 24.5 24.4 255 27.9 25.0
Maekel 23.2 22.6 23.1 23.0 22.7 22.6 22.9
Semenawi Keih Bahri 22.0 23.3 26.4 25.0 28.3 27.5 a
Anseba 234 234 23.7 252 25.7 26.3 25.0
Gash-Barka 22.0 24.5 26.0 23.4 25.6 25.1 24.5
Debub 24.4 23.0 21.4 21.3 229 23.3 22.6
Education
No education 23.0 225 23.6 24.1 25.8 25.2 24.7
Primary 224 24.2 235 225 255 24.6 24.0
Middle 22.6 23.9 23.7 22.0 235 235 231
Secondary or above 235 23.2 22.8 23.6 21.7 23.9 23.1
Wealth quintile
Lowest 22.8 21.6 235 231 25.7 25.5 24.5
Second 234 25.9 24.1 25.0 25.8 23.4 24.5
Middle 22.2 229 23.1 224 25.0 26.3 23.7
Fourth 22.6 23.1 24.3 22.9 243 23.9 23.7
Highest 24.0 23.1 22.0 225 224 23.8 22.9
Total 23.0 23.3 23.4 23.0 25.1 24.6 23.8

Note: Table is based on the CORE questionnaires.
a = Omitted because less than 50 percent had intercourse for the first time before reaching the beginning of the age group.

rest of the zobas (25 years). Similarly, men from the two lowest wealth quintiles initiate sexual intercourse
about two years later than men in the highest quintile (23 years) and less than one year later than the middle
and fourth quintiles (24 years).

6.7 RECENT SEXuAL AcTiviTY

In the absence of effective contraception usage, the probability of becoming pregnant is highly dependent
upon the frequency of sexual intercourse. Thus, information on intercourse is important for refining
measurement of exposure to pregnancy. Men and women who have had sex were asked how long ago they
recently had sexual intercourse.
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Figure 6-1 Median age at first sexual intercourse, women
age 25-49, by selected sub-Saharan African countries

Selected countries
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Although about three in four women age 15-49 have ever had sexual intercourse, only 35 percent
were currently sexually active —that is, they had sexual intercourse in the four weeks preceding the survey
(Table 6-10). Twenty-two percent of women had been sexually active within the 12-month period prior to
the survey, but not in the month prior to the interview, and 16 percent had last been sexually active one
or more years previously. The percentage of women age 15-19 who reported never having had sexual
intercourse increased from 67 percent in the EDHS2002 to 80 percent in the EPHS2010. The proportion of
women who were sexually active during the four weeks before the survey increases with age, from eight
percent among those age 15-19 to 54 percent among those age 40-44, and then it decreases to 52 percent
among those age 45-49.

Women who are currently in unions report recent sexual activity more often than women who are
divorced, separated, widowed, or never married. Fifty-seven percent of currently married women report
being recently sexually active in the four weeks preceding the survey in contrast to three percent of women
who were formerly married (divorced, separated or widowed) and one percent of women who have never
been married. Women married for less than 10 years were less likely to be sexually active in the four weeks
preceding the survey than women married for longer periods. About two-thirds of women with marital
duration of 20-24 years and three in five of women who have been married more than once were sexually
active in the four weeks preceding the survey.

Rural women were more likely to be recently sexually active (39 percent) than urban women (28
percent), while only one in four of women residing in Asmara have been sexually active in the past four
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Table 6-10 Recent sexual activity: Women

Percent distribution of women age 15-49 by timing of last sexual intercourse, according to background characteristics, Eritrea 2010

Timing of last sexual intercourse

Within the Never had Number
last 4 Within® One or sexual of
Background characteristic weeks 1 year more years Missing intercourse Total women
Age
15-19 8.1 8.4 3.1 0.1 80.3 100.0 2,301
20-24 27.5 27.7 12.8 0.5 31.5 100.0 1,744
25-29 40.4 31.2 17.3 0.4 10.6 100.0 1,646
30-34 44.3 29.7 19.3 0.4 6.2 100.0 1,228
35-39 46.8 24.8 23.6 0.9 4.0 100.0 1,429
40-44 54.3 16.9 25.9 0.7 2.3 100.0 940
45-49 52.3 16.6 29.7 0.4 1.0 100.0 951
Marital status
Never married 0.6 1.5 3.2 0.0 94.7 100.0 2,878
Married or living together 2 56.6 33.4 9.2 0.6 0.1 100.0 6,183
Divorced/separated/widowed 2.8 10.0 86.6 0.6 0.0 100.0 1,177
Marital duration
0-4 years 46.8 41.8 9.9 0.8 0.7 100.0 1,118
5-9 years 48.1 40.2 115 0.1 0.0 100.0 1,187
10-14 years 56.5 35.2 7.5 0.7 0.0 100.0 850
15-19 years 61.3 28.3 9.5 0.8 0.0 100.0 834
20-24 years 64.4 26.8 7.9 0.9 0.0 100.0 684
25+ years 70.7 22.5 6.5 0.3 0.0 100.0 667
Married more than once 59.8 29.8 9.7 0.6 0.0 100.0 843
Residence
Total urban 27.9 17.2 18.6 0.5 35.9 100.0 4,125
Asmara 25.4 14.0 16.3 0.7 43.8 100.0 1,870
Other Town 30.0 19.8 20.6 0.3 29.3 100.0 2,255
Rural 39.3 24.8 14.9 0.4 20.5 100.0 6,113
Zoba
Debubawi Keih Bahri 40.4 21.3 13.6 0.3 24.4 100.0 163
Maekel 27.1 14.9 16.9 0.6 40.5 100.0 2,535
Semenawi Keih Bahri 39.5 25.7 15.8 0.2 18.9 100.0 1,122
Anseba 33.9 25.2 13.6 0.6 26.7 100.0 1,436
Gash-Barka 44.2 22.6 14.3 0.7 18.2 100.0 2,255
Debub 31.9 24.0 195 0.1 24.4 100.0 2,727
Education
No education 46.9 25.9 18.4 0.7 8.1 100.0 3,882
Primary 38.2 23.9 20.1 0.4 175 100.0 2,162
Middle 23.3 19.5 14.1 0.3 42.9 100.0 1,946
Secondary or above 20.2 14.5 11.4 0.2 53.8 100.0 2,246
Missing 0.0 100.0 0.0 0.0 0.0 100.0 1
Wealth quintile
Lowest 44.0 23.3 11.6 0.3 20.8 100.0 1,746
Second 42.1 24.9 14.8 0.7 17.6 100.0 1,769
Middle 34.0 27.8 17.3 0.5 20.4 100.0 2,014
Fourth 29.2 20.6 21.7 0.5 28.0 100.0 2,223
Highest 28.4 14.4 15.6 0.3 41.4 100.0 2,485
Total 34.7 21.7 16.4 0.4 26.7 100.0 10,238

Note: Table is based on the CORE questionnaires.
* Excludes women who had sexual intercourse within the last 4 weeks.
2 Excludes women who are not currently married.
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Figure 6-2 Recent sexual activity for women age 25-49,
by selected sub-Saharan African countries
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weeks (Table 6-10). Women living in Gash-Barka (44 percent), Debubawi Keih Bahri and Semenawi Keih
Bahri (40 percent in each), were more likely than women in other zobas to have been sexually active in
the past four weeks, while women in Maekel (27 percent) were least likely. Women with no education (47
percent) were more sexually active in the past four weeks than those with a primary education (38 percent).
Women with middle level education and secondary or higher education were least likely to have been
sexually active in the past four weeks (23 and 20 percent, respectively). Among wealth quintiles, women
in the lowest and second category were the two most likely to report being sexually active in the past four
weeks (44 and 42 percent respectively).

A comparison of data from EDHS1995, EDHS2002, and EPHS2010 for currently married women
who are sexually active in the four weeks preceding the surveys show a gradual decrease from 47 percent
in 1995, to 38 percent in 2002 and to 35 percent in 2010. Country-wise comparison (Figure 6-2) shows that
Eritreais one of those sub-Saharan African countries with smallest percentage of women who are recently
sexually active.

Overal, four inten men age 15-59 report having sexual intercourse within the four weeks preceding
the interview, and 15 percent had been sexually active within the 12 month period preceding the survey
(Table 6-9). Thirty-nine percent of men replied that they had never had sex. However, men of age 15-49
arelesslikely in contrast to women of similar age group to have had recent sexual intercourse. Thirty-four
percent of men age 15-49 had sexual intercourse in the four weeks before the survey, 14 percent had sexual
intercourse in the past year but not in the previous four weeks, six percent had sex one or more years ago,
and 46 percent report never having had sexual intercourse.
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Among younger ages (15-24), a higher percentage of women are sexually active compared with
men, and among older ages (25-49) a higher percentage of men are sexually active as compared with
women. For men, the differential peaks in the 45-49 age group with almost three-fourths of them being
sexually active within the last four weeks and then dropped marginally to 72 percent for the 50-59 age
group. Currently married men are much more likely to have been recently sexually active (79 percent) than
those never married (five percent). Men married for less than five years were more likely to be sexually
active in the four weeks preceding the survey than the others.

Like women, men in rural areas, with 38 percent, are more likely to have been sexually active in
the recent past than those in urban areas with 29 percent (Table 6-11). Zoba variation shows patterns similar
to those of women. The rate of recent sexual activity is highest among men living in Debubawi Keih Bahri
(46 percent) and lowest in Maekel (26 percent). Men’s recent sexual activity, like women's, decreases with
an increase in their level of education from 60 percent among men with no education to 26 percent among
those with secondary or above education. Recent sexual activity isleast common among the wealthiest men
(27 percent).

6.8 PosTPARTUM AMENORRHEA, ABSTINENCE AND INSUSCEPTIBILITY

Postpartum amenorrhoea refers to the interval between childbirth and the return of menstruation. The
length and intensity of breastfeeding influence the duration of amenorrhoea which offers protection from
conception. Postpartum abstinence refers to the period between childbirth and the time when a woman
resumes sexual activity. Delaying the resumption of sexual relations can also prolong protection. Women
are considered to be insusceptible to pregnancy if they are not exposed to the risk of conception, either
because their menstrual period has not resumed since giving birth or because they are abstaining from
intercourse after childbirth.

Thesedistributionsare based on current statusinformation, i.e.. onthe proportion of birthsoccurring
for some specific months before the survey for which mothers were still amenorrheic, abstaining, or
insusceptible at the time of the survey. Thus, the results presented in Table 6-12 are based on cross-sectional
data, representing the experience of mothers of all births at a single point in time rather than showing the
experience of a cohort of mothers over time. The data are grouped in two-month intervals to minimize the
fluctuations in the estimates. The median and mean duration estimates shown at the bottom of Table 6-12
are calculated from the current status distributions presented in the table. The prevalence/incidence mean
is obtained by dividing the number of mothers who are amenorrheic, abstaining, or insusceptible by the
average number of births per month over the 36-month period.

At the time of the survey, 49 percent of the mothers who had given birth during the three years
preceding the survey were insusceptible because they were either amenorrheic or still abstaining (or both).
The median duration of postpartum insusceptibility to pregnancy is 19 months. The median duration of
amenorrhoea is 17 months; while the median duration of postpartum abstinence is much lower (three
months). The mean duration of postpartum amenorrheais 16 months and the mean duration for abstinence
is seven months.

130 | Other Proximate Determinants of Fertility



Table 6-11 Recent sexual activity: Men

Percent distribution of men age 15-59 by timing of last sexual intercourse, according to background characteristics, Eritrea 2010

Timing of last sexual intercourse

Within the Never had
last 4 Within One or sexual Number
Background characteristic weeks 1 year more years  Missing intercourse Total of men
Age
15-19 3.2 52 1.8 0.0 89.9 100.0 1,544
20-24 16.9 13.9 9.2 0.3 59.7 100.0 635
25-29 42.6 18.6 11.6 0.0 27.1 100.0 449
30-34 59.0 19.1 10.8 0.3 10.8 100.0 390
35-39 67.3 19.8 8.4 0.0 4.5 100.0 490
40-44 67.9 23.4 7.4 0.3 11 100.0 376
45-49 73.9 20.3 4.8 0.0 1.0 100.0 417
Marital status
Never married 45 9.6 7.5 0.1 78.2 100.0 2,504
Married or living together 78.6 19.4 1.9 0.1 0.0 100.0 1,715
Divorced/separated/widowed 11.4 27.8 60.7 0.0 0.0 100.0 78
Missing 0.0 0.0 0.0 0.0 100.0 100.0 2
Marital duration
0-4 years 82.4 16.4 1.2 0.0 0.0 100.0 392
5-9 years 77.4 21.3 1.1 0.3 0.0 100.0 392
10-14 years 76.3 19.4 3.9 0.0 0.4 100.0 250
15-19 years 80.1 18.7 1.2 0.0 0.0 100.0 251
20-24 years 75.3 22.3 2.3 0.0 0.0 100.0 152
25+ years 72.1 23.7 4.2 0.0 0.0 100.0 64
Married more than once 79.0 18.8 2.2 0.0 0.0 100.0 215
Residence
Total urban 28.6 15.3 8.8 0.2 47.1 100.0 1,757
Asmara 25.9 16.5 9.5 0.5 47.6 100.0 855
Other Town 31.1 14.1 8.1 0.0 46.7 100.0 902
Rural 38.1 12.8 4.5 0.0 44.6 100.0 2,542
Zobas
Debubawi Keih Bahri 45.9 8.8 4.0 0.2 41.2 100.0 67
Maekel 25.8 15.3 8.9 0.4 49.7 100.0 1,196
Semenawi Keih Bahri 40.9 17.6 5.8 0.0 35.7 100.0 470
Anseba 35.0 11.9 5.8 0.0 47.2 100.0 588
Gash-Barka 44.0 14.5 4.7 0.0 36.8 100.0 778
Debub 325 11.7 51 0.0 50.7 100.0 1,200
Education
No education 60.0 13.9 4.6 0.0 215 100.0 599
Primary 46.8 13.2 53 0.2 34.5 100.0 659
Middle 27.1 11.3 4.9 0.1 56.6 100.0 1,188
Secondary or above 25.9 15.7 8.0 0.1 50.3 100.0 1,853
Missing 0.0 100.0 0.0 0.0 0.0 100.0 0
Wealth quintile
Lowest 39.0 13.8 35 0.0 43.7 100.0 739
Second 39.7 11.3 5.9 0.0 43.2 100.0 699
Middle 38.7 12.4 5.8 0.0 43.2 100.0 753
Fourth 31.2 13.0 6.1 0.0 49.7 100.0 960
Highest 27.3 17.1 8.7 0.4 46.5 100.0 1,148
Total 15-49 34.2 13.8 6.2 0.1 45.6 100.0 4,299
50-59 72.4 18.3 8.0 0.7 0.5 100.0 722
Total men 15-59 39.7 14.5 6.5 0.2 39.1 100.0 5,021
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Table 6-12 Postpartum amenorrhea, abstinence and insusceptibility

Percentage of births in the three years preceding the survey for which mothers are postpartum amenorrheic, abstaining, and
insusceptible, by number of months since birth, and median and mean durations, Eritrea 2010

Percentage of births for which the mother is:

Months since birth Amenorrheic Abstaining Insusceptible Number of births
<2 94.3 93.6 98.3 163
2-3 86.3 52.6 93.5 213
4-5 84.1 34.9 87.9 227
6-7 79.0 23.6 84.3 238
8-9 74.9 18.4 80.0 217
10-11 61.6 17.2 67.9 231
12-13 62.2 11.7 65.8 240
14-15 54.8 16.5 61.2 210
16-17 54.7 11.9 59.8 231
18-19 46.3 11.7 49.7 245
20-21 35.2 14.0 42.9 229
22-23 295 13.2 38.6 224
24-25 10.6 7.8 174 224
26-27 11.6 7.8 17.5 223
28-29 7.6 5.7 11.2 203
30-31 4.6 6.6 104 251
32-33 5.7 4.0 9.3 276
34-35 4.9 45 9.1 201
Total 43.9 18.4 49.2 4,044
Median 17.1 3.2 18.7 na
Mean 16.4 7.4 18.4 na

Note: Table is based on the CORE questionnaires.

Estimates are based on status at the time of the survey.

na = Not applicable

Includes births for which mothers who are either still amenorrheic or still abstaining (or both) following birth.

The percentage of births for which the mothers are amenorrheic declines from 94 percent in the
two months immediately after a birth to 86 percent during the period two to three months after birth. By the
period of six to seven months after a birth (the recommended time duration for exclusive breastfeeding), 84
percent of mothers are still insusceptible to pregnancy; of which 79 percent are as a result of amenorrhea.
Two-thirdswerestill insusceptible (with 62 percent being amenorrheic) after oneyear of delivery. Abstinence
declines rapidly as the months since birth increase compared with insusceptibility due to amenorrhoea,
which declines at a slower rate.

6.9 MebpiAN DURATION OF POSTPARTUM INSUSCEPTIBILITY BY BACKGROUND
CHARACTERSTICS

The median duration of postpartum amenorrhea and the median length for postpartum insusceptibility is
slightly longer among women age 30-49 (19 and 20 months, respectively) when compared to women age
15-29 (16 and 18 months, respectively). The median length of postpartum abstinence for older women is
three months compared with four months for the younger age group (Table 6-13).
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Table 6-13 Median duration of amenorrhea, postpartum abstinence and postpartum insusceptibility

Median number of months of postpartum amenorrhea, postpartum abstinence, and postpartum insusceptibility following births in the three years
preceding the survey, by background characteristics, Eritrea 2010

Postpartum
Background characteristic Postpartum amenorrhea Postpartum abstinence insusceptibility:L Number of births
Mother’s age
15-29 16.2 3.5 17.7 2,168
30-49 19.3 2.8 20.3 1,876
Residence
Total urban 11.2 2.7 12.4 1,248
Asmara 8.3 2.8 9.3 449
Other Town 14.1 2.7 15.1 799
Rural 19.1 3.4 20.2 2,796
Zobas
Debubawi Keih Bahri 12.6 3.6 13.5 64
Maekel 10.1 29 11.0 700
Semenawi Keih Bahri 16.7 3.0 16.9 502
Anseba 17.8 3.4 20.0 655
Gash-Barka 16.1 2.9 17.0 1,025
Debub 19.7 35 21.0 1,099
Education
No education 19.1 3.3 20.1 1,817
Primary 18.7 2.9 19.6 973
Middle 15.3 3.2 17.7 670
Secondary or above 8.8 3.4 10.2 580
Missing 255 3.5 25.5 3
Wealth quintile
Lowest 19.4 3.7 20.6 803
Second 19.1 35 19.7 838
Middle 18.3 3.0 19.3 904
Fourth 14.6 25 20.1 842
Highest 8.6 3.1 9.9 656
Total 17.1 3.2 18.7 4,044

Note: Table is based on the CORE questionnaires.
Medians are based on the status at the time of the survey (current status).
- Includes births for which mothers are either still amenorrheic or still abstaining (or both) following birth.

Rural women have longer median duration of postpartum insusceptibility (20 months) than urban
women (12 months). The median duration of postpartum abstinence is dightly higher in rural than urban
areas, implying much of the difference in postpartum insusceptibility comes from the marked differencein
postpartum amenorrhea (11 months for urban and 19 months for rural).

There is considerable variation among zobas in postpartum amenorrhea, abstinence, and
insusceptibility. The median duration of postpartum amenorrhea ranges from 20 months in Debub to 10

months in Maekel, and similarly postpartum insusceptibility ranges from 21 months in Debub to 11 months
in Maekel.
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The length of postpartum amenorrhea and postpartum insusceptibility lasts longer among women
with less education and women with less wealth, in contrast to the postpartum abstinence which increases
with an increase in the level of the mother’s education and wealth status.

In the eight years after 2002, the median duration of amenorrhea and insusceptibility have increased
by about four months, but there has been practically no change in the median duration of abstinence.

Figure 6-3 Median duration of postpartum insusceptibility
by background characteristics
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6.10 MEeNOPAUSE

Another factor influencing the risk of pregnancy among women is menopause. In the context of the available
survey data, women are considered menopausal if they are neither pregnant nor postpartum amenorrheic
and if they have not had a menstrual period in the six months preceding the survey.

Overall, sixteen percent of women age 30-49 are menopausal (Table 6.14); showing a four
percentage point increment when compared to 12 percent of same age in EDHS2002. The proportion of
women who are menopausal, increases with age from two percent among women age 30-34 to 63 percent
among women age 48-49. Comparison of the national percentage in contrast to some selected sub-Saharan
African countries show that Eritrea has the highest percentages of age 30-49 women who are in menopausal
(Figure 6-4).

Figure 6-4 Menopausal Women age 30-49 by selected sub-
Saharan African countries

Selected countries

Ghana 2008 9
Nigeria 2008 9
Tanzania 2010 9
Malawi 2010 11
Eritrea2010 16
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FERTILITY PREFERENCES 7

Key Findings

e More women and men in Eritrea of age 15-49 (60 percent of women and 81
percent of men) have formal education than those who do not. The proportion
for women has increased since 2002, when 50 percent of women had formal
education.

e The main reasons for not attending school for 69 percent of women and 39
percent of men age 15-29 who ever attended school are marriage (51 percent) for
women and family needed help on farm/business (27 percent) for men.

e Men of age 15-59 are more likely to be exposed to at least one form of mass
media compared to women of age 15-49 (68 and 47 percent respectively).

e Only twenty-three percent of women were employed in the 12 months preceding
the survey. The largest group of these women (23 percent) worked in the sales
and services occupation.

he EPHS2010 included questions that ascertain fertility preferences. Women and men were

asked about their desire to have another child, the length of time they would like to wait

before having another child, and what they would consider the ideal number of children
to be. These fertility preferences were then used to assess future fertility patterns and potential
demand for contraception. The information was also used to construct the measures of unwanted or
mistimed birth.

7.1 REePrRoDUCTIVE PREFERENCES

Information about the desire for more children helps predict future reproductive behavior in Eritrea.
The provision of adequate and accessible family planning services depends on the availability of such
information. In EPHS2010, currently married women and men were asked if they have a desire to have
another child and, how soon they wanted the child. The same question was phrased differently in the
case of pregnant women or men whose spouse or partner were pregnant at the time of interviewing;
the question then focused on desire for subsequent children after completion of the current pregnancy.
Sterilized women and men were considered to want no more children, so they were not asked questions
about their desire for more children.

Women's and men’s reproductive preferences are summarized in Table 7-1 and Figure 7-1. Among
currently married women 31 percent would like to have another child soon (within two years), 37 percent
want to have another later (wait for two or more years), and 22 percent want no more children. Among
currently married men (age 15-59) 29 percent would like to have another child soon, 40 percent want to
have another later, and 21 percent want no more children.



Thedesirefor achild isrelated to the number of living children awoman or aman has. The desire
to delay childbearing among women with no childrenis 16 percent, while that of men is 27 percent. With
an increase in number of living children, there is adecrease in desire to have more children both among
women and men. Eritrean women exhibit pronatalist tendencies; one in three women with five children,
two in five women with six children, and three in five women with seven or more children want to cease
childbearing. Among women with seven or more children, 24 percent want to have another child sooner
or later.

Table 7-1 Fertility preferences by number of living children

Percent distribution of currently married women and currently married men age 15-49 by desire for children, according to number of living children,

Eritrea 2010
Number of living children?
Desire for children 0 1 2 3 4 5 6 7+ Total 15-49  50-59 Total men 15-59
WOMEN
Have another soon? 77.0 40.0 34.5 27.3 27.4 21.6 215 12.4 31.3 na na
Have another later® 16.0 53.8 51.5 50.3 36.9 28.9 22.0 12.0 36.8 na na
Have another, undecided when 1.3 0.9 2.1 25 3.1 2.0 2.0 1.0 1.9 na na
Undecided 3.7 1.8 3.1 3.2 6.0 9.5 6.4 8.7 5.1 na na
Want no more 0.6 2.1 7.0 13.2 22.6 33.1 42.4 60.5 215 na na
Sterilized* 0.0 0.0 0.2 0.1 0.3 0.1 0.4 0.7 0.2 na na
Declared infecund 15 15 1.6 3.4 3.7 4.7 5.4 4.8 3.2 na na
Missing 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 na na
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 0.0 0.0
Number 496 923 1,011 900 837 720 513 783 6,183 0 0
MEN®

Have another soon 65.5 41.2 27.6 31.1 22.9 22.6 16.9 15.7 29.4 29.2 29.4
Have another later 26.9 56.7 62.7 53.2 50.5 45.8 38.9 35.9 48.7 16.4 395
Have another, undecided when 2.3 0.9 4.0 3.8 3.2 25 2.6 1.1 2.6 2.8 2.7
Undecided 35 0.0 2.4 1.6 3.9 4.6 6.8 8.3 3.6 3.0 3.4
Want no more 15 1.2 2.4 9.6 18.9 23.3 34.2 37.2 14.9 35.3 20.7
Sterilized 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.5 0.1 0.0 0.0
Declared infecund 0.0 0.0 0.0 0.1 0.6 11 0.6 13 0.4 13.2 4.1
Missing 0.3 0.0 1.0 0.7 0.0 0.0 0.0 0.0 0.3 0.1 0.3
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number 134 247 286 252 249 191 143 212 1,715 683 2,398

Note: Table is based on the CORE questionnaire.

na=Not applicable

* The number of living children includes current pregnancy for women.

2 Wants next birth within 2 years.

2 Wants to delay next birth for 2 or more years.

4 Includes both female and male sterilization.

5 The number of living children includes one additional child if respondent’s wife is pregnant (or if any wife is pregnant for men with more than one
current wife).
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In the EDHS surveys of 1995 and 2002, the percentage of women who wanted to have
another child soon were 21 and 33 percent, respectively, compared to 31 percent in EPHS2010.
Half of currently married women in 1995 and 39 percent in 2002 wanted to have another child
later, which was higher than their corresponding fertility preferences in EPHS2010 (37 percent).
The fertility preferences of currently married women age 15-49 years who want no more children
are somewhat higher than those of currently married men age 15-49 years (22 and 15 percent,
respectively)(Figure 7-1).

Figure 7-1 Fertility preferences of currently married
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7.2 DesIRe 10 LimiT CHILDBEARING BY BACKGROUND CHARACTERISTICS

The desire to limit childbearing data by background characteristic providesinformation about variationsin
the potential demand for family planning among women and men. Overall, percentage of currently married
women and men who want no more children (or who are sterilized) is about the same, 22 and 21 percent,
respectively (Table 7-2 and Table 7-3).

The desire to limit childbearing for the currently married women is slightly higher in urban areas
(25 percent) than the rural (20 percent). Women in Maekel (25 percent) and Debub (26 percent) are not
as pronatalist as those in the other zobas, Debubawi Keih Bahri (9 percent), Semenawi Keih Bahri (17
percent), Anseba (19 percent) and Gash-Barka (20 percent). The percentage wanting no more children
generaly increases with increasing educationa level once the women have one or more children. The

Table 7-2 Desire to limit childbearing: Women

Percentage of currently married women age 15-49 who want no more children, by number of living
children, according to background characteristics, Eritrea 2010

Number of living childrent

Background characteristic 0 1 2 3 4 5 6 7+ Total
Residence
Total urban 00 15 11.7 163 312 466 532 726 24.9
Asmara 0.0 0.0 14.5 19.8 41.0 56.2 72.4 77.0 25.6
Other Town 0.0 2.7 9.3 13.7 25.1 42.7 45.1 70.9 245
Rural 0.8 2.4 4.7 11.4 17.8 27.4 39.1 57.8 20.2
Zoba
Debubawi Keih Bahri 00 21 18 7.6 15.3 11.1 18.7 25.8 9.1
Maekel 0.0 0.0 111 17.3 38.3 53.1 63.3 74.3 25.2
Semenawi Keih Bahri 0.0 2.8 8.1 10.9 11.6 32.6 30.1 51.2 17.3
Anseba 00 00 0.8 78 128 293 357 534 186
Gash-Barka 1.0 3.8 7.0 13.4 19.2 29.3 38.7 53.0 19.9
Debub 1.2 3.0 7.3 14.1 26.1 311 49.4 719 25.7
Education
No education 0.7 2.6 5.8 14.0 18.0 29.8 37.9 58.4 25.4
Primary 1.0 14 69 104 259 362 476 712 221
Middle 0.0 2.7 6.8 12.9 25.0 39.0 62.1 62.9 15.3
Secondary or above 0.0 14 10.3 15.9 358 4938 61.7 67.2 14.9

Wealth quintile

Lowest 31 20 4.0 11.7 13.0 244 378 50.2 22.5
Second 00 14 56 123 181 251 349 554 17.2
Middle 0.0 45 42 106 197 346 402 604 19.3
Fourth 00 13 84 128 2565 383 496 782 24.8
Highest 00 07 127 178 359 520 614 737 25.6
Total 06 21 72 133 229 332 428 612 21.7

Note: Table is based on the CORE questionnaire.
Women who have been sterilized are considered to wa'nt no more children.
* The number of living children includes the current pregnancy.
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percentage wanting no more children a so increases with increasing weal th quintile among women with two
or more children. Currently married women in the second lowest wealth quintile are less likely to want to
limit childbearing (17 percent) than those in the other wealth quintiles (19-26 percent).

Fewer rural men want no more children (12 percent) compared to urban men (21 percent)
(Table 7-3). Among the six zobas, three zobas, Semenawi Keih Bahri, Anseba and Debubawi Keih Bahri
have the lowest percentage of men desiring no more children (nearly eight percent), while the proportionis
the highest in Maekel (23 percent). The percentage of currently married men who want no more children
increases with increasing level of education and wealth index.

Table 7-3 Desire to limit childbearing: Men

Percentage of currently married men age 15-49 who want no more children, by number of living
children, according to background characteristics, Eritrea 2010

Number of living childrent

Background characteristic 0 1 2 3 4 5 6 7+ Total
Residence
Total urban 25 2.7 50 156 329 379 433 482 20.5
Asmara 4.7 7.9 7.2 18.7 41.0 29.9 59.9 45.3 22.4
Other Town 0.0 0.0 26 128 25.0 408 322 492 19.0
Rural 1.1 0.6 0.6 5.7 9.8 16.9 31.0 34.8 12.2
Zoba
Debubawi Keih Bahri 0.0 2.6 0.0 9.1 151 6.7 0.0 1438 7.6
Maekel 4.7 52 54 16.9 40.9 31.4 65.2 49.2 23.2
Semenawi Keih Bahri 0.0 0.0 4.5 2.6 11.4 22.8 0.0 18.2 7.0
Anseba 0.0 0.0 0.0 6.3 33 171 141 125 7.5
Gash-Barka 0.0 0.0 0.0 8.8 7.1 14.3 46.3 29.0 111
Debub 3.1 1.1 1.5 7.4 18.7 32.8 37.1 59.2 204
Education
No education 0.0 0.2 0.0 5.8 4.8 8.7 23.6 24.4 10.7
Primary 0.0 1.6 0.0 66 17.1 26.8 288 427 187
Middle 3.4 0.0 15 9.5 229 24.2 50.6 71.5 17.6
Secondary or above 2.0 2.3 4.1 135 304 349 486 3938 14.0

Wealth quintile

Lowest 0.0 0.0 0.0 4.8 31 169 267 244 11.9
Second 0.0 1.7 1.7 8.3 79 154 242 271 9.4
Middle 2.9 0.0 0.0 100 185 187 387 39.2 12.4
Fourth 5.8 0.0 0.0 44 196 194 388 58.2 17.6
Highest 0.0 4.7 6.7 172 384 483 481 545 22.6
Total 15-49 15 1.2 2.4 96 189 233 342 377 14.9
Men 50-59 0.0 238 11.0 9.7 263 335 422 448 35.3
Total men 15-59 14 2.8 3.3 96 206 267 376 418 20.7

Note: Table is based on the CORE questionnaire.

Men who have been sterilized or who state in response to the question about desire for children that
their wife has been sterilized are considered to want no more children.

1 The number of living children includes one additional child if respondent’s wife is pregnant (or if any
wife is pregnant for men with more than one current wife).
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7.3 NEeebp For FAmMILY PLANNING SERVICES

One of the major concerns of family planning programs is to assess the size of the potential demand for
contraception and to identify women and men who are in need of contraceptive services. Table 7-4 and
Table 7-5 present estimates of unmet need, met need, and the total demand for family planning in Eritrea.
The table also shows the percentage of the total demand that is satisfied.

Women who are currently married and women who either do not want any more children or want to
wait two or more years before having another child, but are not using contraception, are considered to have
an unmet need for family planning. Women with a fulfilled desire for family planning are those who are
currently using contraception. Thetotal demand for family planning isthe sum of unmet need and met need.

Asseen in Table 7-4, the survey putstotal unmet need for family planning in Eritrea at 28 percent,
21 percent for spacing and seven percent for limiting. Combining total unmet need with the eight percent
of married women who are currently using contraceptive methods yields the total demand for family
planning, which encompasses more than one-third of married women in Eritrea. It was noted in Chapter 5
that contraceptive prevalence has not changed since 1995; levels of unmet need for spacing and unmet need
for limiting are also the same as those reported in 1995.

Unmet need for family planning is highest among women age 15-19 (33 percent), and lowest
among women age 45-49 (15 percent); asubstantial portion of the latter group are menopausal (Table 6-10).
Virtualy al unmet need among women under age 35 is for spacing births, while for women in their 40s
unmet need is mainly for limiting births. Unmet need in urban areas (27 percent) shows a slight increase
over that of EDHS2002 (25 percent). Substantial differences among zobas are observed in unmet need for
contraception, from 16 percent in Debubawi Keih Bahri to 31 percent in Debub.

Unmet need ranges from 25 percent among women with at least secondary-school education to 31
percent for women who have attained middle-school level. Unmet need is highest among women in the
fourth wealth quintile (33 percent), and is lowest among women in the highest wealth quintile (22 percent).

Because both met and unmet need have remained unchanged since 1995, the overall percentage
of demand satisfied has not changed. One-fourth of the total demand for family planning is being satisfied.
Demand is least likely to be satisfied among younger women (under age 25), those who live in rural areas,
and among those in Gash-Barka. The total demand satisfied increases with increased level of education and
wealth index. For example, percentage of demand satisfied for currently married women with no education
and lowest quintileis 10 percent and seven percent, respectively, compared with 48 percent and 52 percent
among those with at least secondary education and those in the highest wealth quintile.

Table 7-5 presents data on family planning need and demand for al women and for women who
are not currently married. Overall, 17 percent of all women have an unmet need for family planning. Total
demand for family planning is 22 percent, with 25 percent of the demand satisfied. Among women who are
not currently married, 0.3 percent have an unmet need for family planning. For these women, total demand
for family planning is 1.4 percent, with 78 percent of the demand satisfied.
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Table 7-4 Need and demand for family planning among currently married women

Percentage of currently married women age 15-49 with unmet need for family planning, percentage with met need for family planning, the total demand
for family planning, and the percentage for the demand for contraception that is satisfied, by background characteristics, Eritrea 2010

Unmet need for
family planning*

Met need for family
planning (currently using)?

Total demand for

family planning

Background For For For For For For Percentage of Number
characteristic spacing limiting ~ Total  spacing limiting Total spacing limiting Total demand satisfied of women
Age
15-19 30.5 2.0 325 2.5 0.0 2.5 33.1 2.0 35.1 7.2 402
20-24 30.2 11 31.3 6.0 0.4 6.4 36.2 15 37.6 16.9 1,057
25-29 26.6 3.0 29.6 9.6 1.3 10.9 36.1 4.3 40.5 26.8 1,252
30-34 22.7 5.9 28.6 6.9 1.8 8.7 29.6 7.8 37.4 234 967
35-39 18.4 10.4 28.8 55 6.6 12.1 23.9 17.0 41.0 29.6 1,088
40-44 8.2 15.3 23.6 1.7 6.9 8.6 9.9 22.2 32.1 26.7 715
45-49 2.8 11.9 14.6 0.3 39 4.2 3.1 15.7 18.8 22.3 701
Residence
Total urban 19.1 7.7 26.7 11.3 6.3 17.6 30.4 13.9 44.4 39.7 2,030
Asmara 15.3 7.0 22.3 16.9 10.7 27.5 32.2 17.7 49.8 55.2 800
Other Town 21.5 8.1 29.6 7.8 34 11.2 29.3 11.5 40.8 27.5 1,230
Rural 21.3 6.4 27.7 25 1.4 3.9 23.8 7.8 31.7 12.4 4,153
Zoba
Debubawi Keih Bahri 13.7 24 16.2 3.5 15 5.0 17.3 3.9 21.2 23.7 111
Maekel 17.8 6.5 24.3 14.8 9.4 24.2 32.6 15.9 48.5 49.9 1,153
Semenawi Keih Bahri 22.1 5.2 27.3 3.1 0.8 3.9 25.2 6.0 31.2 12.5 789
Anseba 222 5.7 27.9 5.0 2.4 7.5 27.3 8.1 354 211 930
Gash-Barka 20.1 6.4 26.5 2.2 0.8 3.0 22.3 7.2 29.5 10.1 1,541
Debub 21.7 9.1 30.9 3.3 2.1 5.4 25.1 11.2 36.3 14.9 1,660
Education
No education 17.7 8.2 25.9 1.5 1.4 2.8 19.2 9.5 28.7 9.9 3,017
Primary 22.8 7.4 30.1 3.6 3.6 7.2 26.3 11.0 37.3 19.2 1,432
Middle 26.0 4.8 30.9 10.9 4.5 15.5 36.9 9.4 46.3 334 883
Secondary or above 214 3.2 24.6 16.8 6.3 23.1 38.2 9.4 47.6 48.4 850
Missing 100.0 0.0 100.0 0.0 0.0 0.0 100.0 0.0 100.0 0.0 1
Wealth quintile
Lowest 20.3 6.4 26.7 0.9 1.1 2.1 21.2 7.5 28.7 7.2 1,237
Second 18.9 5.6 24.6 1.4 0.9 2.2 20.3 6.5 26.8 8.3 1,256
Middle 23.7 6.7 30.5 2.8 1.1 3.9 26.6 7.8 34.4 11.4 1,333
Fourth 23.6 9.1 32.7 8.0 3.0 11.0 31.6 12.1 43.7 252 1,185
Highest 16.1 6.3 22.4 14.7 9.5 24.2 30.8 15.8 46.6 52.0 1,171
Total 20.6 6.8 27.4 54 3.0 8.4 26.0 9.8 35.8 235 6,183

Note: Table is based on the CORE questionnaire.

1 Unmet need for spacing: Includes women who are fecund and not using family planning and who say they want to wait two or more years for their
next birth, or who say they are unsure whether they want another child, or who want another child but are unsure when to have the child. In addition,
unmet need for spacing includes pregnant women whose current pregnancy was mistimed, or whose last pregnancy was unwanted but who now
say they want more children. Unmet need for spacing also includes amenorrheic women whose last birth was mistimed, or whose last birth was

unwanted but who now say they want more children.

Unmet need for limiting: Includes women who are fecund and not using family planning and who say they do not want another child. In addition,
unmet need for limiting includes pregnant women whose current pregnancy was unwanted but who now say they do not want more children or who
are undecided whether they want another child. Unmet need for limiting also includes amenorrheic women whose last birth was unwanted but who

now say they do not want more children or who are undecided whether they want another child.

2 Using for spacing is defined as women who are using some method of family planning and say they want to have another child or are undecided

whether to have another.

Using for limiting is defined as women who are using and who want no more children. Note that the specific methods used are not taken into

account here.
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Table 7-5 Need and demand for family planning for all women and for women who are not currently married

Percentage of all women and not currently married women age 15-49 with unmet need for family planning, percentage with met need for family planning,
the total demand for family planning and the percentage of the demand for contraception that is satisfied, by background characteristics, Eritrea 2010

Unmet need for family

Met need for family planning

Total demand for family

planning! (currently using)? planning
Background For For For For For For Percentage of Number
characteristic spacing  limiting Total spacing limiting Total spacing limiting Total demand satisfied  of women
Age
15-19 5.4 0.4 5.7 0.8 0.0 0.8 6.1 0.4 6.5 11.7 2,301
20-24 185 0.7 19.2 3.8 0.2 4.0 22.3 0.9 23.2 17.2 1,744
25-29 20.2 2.3 22.6 8.0 1.3 9.3 28.3 3.6 31.8 29.2 1,646
30-34 17.9 4.7 22.6 5.7 1.8 7.5 23.6 6.4 30.1 25.0 1,228
35-39 14.1 8.1 22.2 4.4 5.2 9.6 18.5 13.3 31.8 30.2 1,429
40-44 6.3 12.1 18.4 1.3 53 6.6 7.6 17.4 25.0 26.5 940
45-49 2.0 8.7 10.8 0.4 3.2 3.6 25 11.9 14.4 25.1 951
Residence
Total urban 9.5 3.8 13.3 6.1 3.4 9.5 15.6 7.2 22.8 41.6 4,125
Asmara 6.6 3.1 9.7 7.8 4.8 12.6 14.4 7.9 22.3 56.4 1,870
Other Town 11.8 4.4 16.3 4.8 2.2 6.9 16.6 6.6 23.2 29.9 2,255
Rural 14.5 4.4 19.0 1.8 1.0 29 16.4 55 21.8 13.1 6,113
Zoba
Debubawi Keih
Bahri 9.3 1.7 11.0 2.7 1.3 4.0 12.0 2.9 15.0 26.6 163
Maekel 8.2 3.0 11.2 7.2 4.5 11.7 15.4 7.5 22.9 51.1 2,535
Semenawi Keih
Bahri 15.6 3.7 19.2 2.6 0.6 3.2 18.2 4.2 224 14.1 1,122
Anseba 14.4 3.7 18.1 3.3 1.7 5.0 17.7 54 23.1 21.7 1,436
Gash-Barka 13.9 45 18.3 1.8 0.9 2.7 15.7 53 21.0 12.7 2,255
Debub 13.3 5.6 18.9 2.2 1.3 3.5 15.5 7.0 22.4 15.7 2,727
Education
No education 13.8 6.4 20.2 1.1 1.2 2.3 14.9 7.6 22.5 10.2 3,882
Primary 15.1 5.0 20.1 3.0 2.6 5.6 18.1 7.6 25.7 21.8 2,162
Middle 11.9 2.3 14.2 5.5 2.2 7.6 17.4 4.4 21.8 35.0 1,946
Secondary or
above 8.2 1.2 9.4 6.6 2.6 9.2 14.8 3.8 18.6 49.5 2,246
Missing 100.0 0.0 100.0 0.0 0.0 0.0 100.0 0.0 100.0 0.0 1
Wealth quintile
Lowest 14.4 4.5 18.9 0.7 0.8 1.5 15.0 54 20.4 7.3 1,746
Second 13.5 4.0 17.5 1.0 0.6 1.6 14.5 4.6 19.1 8.6 1,769
Middle 15.7 4.6 20.3 21 0.9 3.0 17.8 5.5 23.3 12.7 2,014
Fourth 12.8 5.0 17.8 4.7 2.0 6.7 17.5 7.0 24.5 27.3 2,223
Highest 7.6 3.0 10.6 7.6 4.6 12.2 15.2 7.6 22.8 53.6 2,485
Total 12.5 4.2 16.7 3.6 2.0 55 16.0 6.2 22.2 24.9 10,238
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Table 7-5 (continued)

Percentage of all women and not currently married women age 15-49 with unmet need for family planning, percentage with met need for family planning,
the total demand for family planning and the percentage of the demand for contraception that is satisfied, by background characteristics, Eritrea 2010

Unmet need for family Met need for family planning Total demand for family
planning! (currently using)? planning
Background For For For For For For Percentage of Number
characteristic spacing  limiting Total spacing  limiting Total spacing  limiting Total demand satisfied  of women

WOMEN NOT CURRENTLY MARRIED

Age
15-19 0.1 0.0 0.1 0.4 0.0 0.4 0.4 0.0 0.4 86.7 1,899
20-24 0.5 0.1 0.6 0.4 0.0 0.4 0.9 0.1 1.0 374 687
25-29 0.0 0.0 0.0 3.2 1.2 4.3 3.2 1.2 4.3 100.0 394
30-34 0.0 0.0 0.0 15 15 3.0 15 15 3.0 100.0 260
35-39 0.3 0.5 0.9 0.6 0.9 15 1.0 1.4 24 63.2 341
40-44 0.0 1.9 1.9 0.0 0.4 0.4 0.0 2.3 2.3 17.0 225
45-49 0.0 0.0 0.0 0.6 1.3 1.9 0.6 1.3 1.9 100.0 250
Residence
Total urban 0.2 0.1 0.3 11 0.5 1.6 1.2 0.7 1.9 84.5 2,096
Asmara 0.1 0.2 0.3 1.0 0.4 1.4 1.1 0.5 1.7 83.2 1,070
Other Town 0.2 0.1 0.3 11 0.7 1.8 1.4 0.8 21 85.5 1,025
Rural 0.1 0.2 0.3 0.4 0.2 0.6 0.5 0.5 1.0 65.1 1,960
Zoba
Debubawi Keih
Bahri 0.0 0.0 0.0 1.0 0.8 1.8 1.0 0.8 1.8 100.0 53
Maekel 0.2 0.1 0.3 0.9 0.3 1.3 11 0.5 1.6 81.0 1,381
Semenawi Keih
Babhri 0.0 0.0 0.0 1.4 0.0 1.4 1.4 0.0 1.4 100.0 333
Anseba 0.0 0.2 0.2 0.2 0.4 0.5 0.2 0.5 0.7 77.4 507
Gash-Barka 0.3 0.3 0.7 1.0 1.0 2.0 1.3 1.3 2.6 74.4 715
Debub 0.1 0.2 0.3 0.4 0.2 0.6 0.5 0.3 0.8 66.7 1,067
Education
No education 0.0 0.5 0.5 0.0 0.5 0.5 0.0 0.9 0.9 50.5 866
Primary 0.1 0.3 0.4 1.9 0.7 25 2.0 1.0 3.0 85.7 730
Middle 0.2 0.1 0.3 0.9 0.2 1.1 12 0.3 1.4 7.7 1,063
Secondary or
above 0.2 0.0 0.2 0.5 0.3 0.8 0.6 0.3 1.0 83.6 1,396
Missing - - - - - - - - - - 0
Wealth quintile
Lowest 0.0 0.0 0.0 0.0 0.1 0.1 0.0 0.1 0.1 100.0 508
Second 0.2 0.0 0.2 0.2 0.0 0.2 0.4 0.0 0.4 47.6 513
Middle 0.0 0.4 0.4 0.6 0.5 1.0 0.6 0.9 15 70.2 681
Fourth 0.4 0.3 0.7 0.9 0.8 1.7 1.3 1.1 2.4 69.9 1,038
Highest 0.0 0.1 0.1 1.2 0.3 15 12 0.4 1.6 95.1 1,314
Total 0.1 0.2 0.3 0.7 0.4 1.1 0.9 0.6 1.4 78.3 4,055

Note: Table is based on the CORE questionnaire.

1 Unmet need for spacing: Includes women who are fecund and not using family planning and who say they want to wait two or more years for their next
birth, or who say they are unsure whether they want another child, or who want another child but are unsure when to have the child. In addition, unmet
need for spacing includes pregnant women whose current pregnancy was mistimed, or whose last pregnancy was unwanted but who now say they want
more children. Unmet need for spacing also includes amenorrheic women whose last birth was mistimed, or whose last birth was unwanted but who now
say they want more children.

Unmet need for limiting: Includes women who are fecund and not using family planning and who say they do not want another child. In addition,
unmet need for limiting includes pregnant women whose current pregnancy was unwanted but who now say they do not want more children or who
are undecided whether they want another child. Unmet need for limiting also includes amenorrheic women whose last birth was unwanted but who
now say they do not want more children or who are undecided whether they want another child.

2 Using for spacing is defined as women who are using some method of family planning and say they want to have another child or are undecided
whether to have another.

Using for limiting is defined as women who are using and who want no more children. Note that the specific methods used are not taken into ac-
count here.
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7.4 IpeaL FamiLy Size

This section discusses survey responses of women and men concerning their ideal number of children.
Respondents who had no children were asked how many children they would like to have if they could
choose the number of children to have over their entire lifetime. Those who had living children were asked
the number of children they would choose if they could start their childbearing again. Responses to both
guestions provide an indication of future fertility, while responses to the latter question also contribute to a
measure of unwanted fertility.

As Table 7-6 shows, 12 percent of respondents in EPHS2010 gave a non-numeric response, most
of them saying “it is God” who decides to how many children they would have. The proportion of women
giving non-numeric responses increases with the woman'’s family size. Women with seven or more children
gave more non-numeric responses (one in four) than women with one child (one in ten). Because the more
children awoman has, the more likely sheisto be older and uneducated, such women arelesslikely to have
formed specific ideas about desired family size.

Eritrean women desire large families and only one in ten women want less than four children (Table
7-6). A four-child family is the modal response (23 percent). Almost 33 percent women want five or six
children, 14 percent want seven to nine children, and nine percent want 10 or more children. The desire for
large families is not influenced by the size of the current family. For example more than one in ten women
with four children, one in seven with five or six children and one in four with even more children consider
10 or more children as the ideal family size. It should be noted that all percentages referring to the ideal
family size in Table 7-6 would have been higher if they were based on all women and not just those who
gave numeric responses.

Table 7-6 al so showsthe meanideal number of children for al women and currently married women
by current family size excluding women who gave non-numeric responses. The mean ideal number of
children for all women and for currently married women is 5.6 and 6.3 respectively. The mean ideal family
size increases with the number of living children, from 5.1 for women with one child to 7.9 for women with
seven or more children. The lower mean ideal family size for all women than currently married women is
more noticeable before they start childbearing. All childless women want fewer than five children, which is
one child less than currently married women.

Eritrean men, on average, prefer to have dlightly larger families than women. Among all men
age 15-49, ideal family size is 5.8 children, and among married men, 6.9 children. Similarly, currently
married men with seven or more children want more children (9.3) than married women with seven or more
children (7.9).

There has been asteady declinein women'sideal family sizein Eritreain thelast 15 years, from six
childrenin EDHS1995 to 5.8 children in EDHS2002 to 5.6 children in EPHS2010. Ideal family size among
men also declined from 6.9 children in EDHS1995 to 6.1 children in EPHS2010.
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Table 7-6 Ideal number of children

Percent distribution of women and men 15-49 by ideal number of children, and mean ideal number of children for all respondents
and for currently married respondents, according to number of living children, Eritrea 2010

Number of living childrent

Ideal number of children 0 1 2 3 4 5 6 7+ Total
WOMEN
0 1.8 1.0 0.5 0.9 1.0 0.6 2.0 1.4 1.2
1 0.3 0.6 0.2 0.4 0.4 0.0 0.0 0.0 0.3
2 4.9 3.7 3.3 0.8 0.7 1.0 0.3 0.6 2.8
3 12.2 9.0 3.7 4.9 1.7 2.0 1.2 0.5 6.6
4 33.2 27.7 26.1 17.7 15.3 7.3 6.8 4.7 225
5 14.3 16.4 19.0 18.7 11.0 10.5 6.3 5.7 13.9
6 14.7 16.3 18.7 23.7 24.8 21.1 20.1 10.8 17.8
7 3.0 6.1 53 6.3 6.0 10.6 8.2 7.2 55
8 3.7 4.2 6.5 6.8 12.8 13.4 16.9 15.0 7.7
9 0.3 0.4 0.7 0.6 1.1 1.9 3.7 5.6 1.2
10+ 34 5.0 6.7 7.8 11.1 14.9 16.3 24.6 8.5
Non-numeric responses 8.4 9.5 9.2 11.3 14.0 16.7 18.3 23.9 11.9
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number 3,428 1,287 1,263 1,111 958 804 563 824 10,238
Mean? ideal number

children for:

All 4.7 5.1 5.5 5.8 6.4 6.9 7.1 7.9 5.6
Number 3,139 1,164 1,147 985 824 670 460 627 9,015
Currently married 55 5.4 5.6 5.8 6.5 7.0 7.1 7.9 6.3
Number 433 840 912 808 713 598 420 598 5,323

MEN?

0 1.3 1.2 0.6 0.5 15 0.8 0.0 0.5 11
1 0.3 0.0 0.4 0.0 0.0 0.0 0.2 0.5 0.2
2 3.9 1.7 35 0.8 1.0 4.2 0.8 1.4 3.1
3 12.8 6.4 53 3.2 3.3 2.6 5.0 1.7 9.4
4 27.3 19.8 22.7 16.4 125 8.8 7.0 7.7 224
5 18.8 19.4 20.6 18.3 9.2 8.8 9.8 7.5 17.1
6 14.5 19.4 16.2 17.3 21.3 12.3 15.7 8.6 15.2
7 3.9 5.1 7.2 8.2 8.1 10.0 5.8 4.4 5.1
8 3.7 5.3 1.7 6.8 10.1 14.9 8.3 8.8 5.2
9 0.7 0.8 0.7 1.4 0.5 1.8 29 5.8 1.1
10+ 6.6 14.3 9.9 134 21.2 22.4 28.8 39.8 11.7
Non-numeric responses 6.3 6.4 111 13.6 11.2 13.4 15.7 13.3 8.4
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number 2,637 292 304 260 254 193 144 215 4,299

Mean? ideal number
children for men 15-49:

All 5.1 6.2 5.6 6.3 7.0 7.3 8.1 9.3 5.8
Number 2,469 273 270 224 226 167 121 187 3,939
Currently married 6.0 6.5 5.6 6.3 7.1 7.3 8.1 9.3 6.9
Number 126 231 256 217 221 165 121 183 1,521

Mean ideal number
children for men 15-59:

All 5.1 6.2 5.7 6.3 7.1 7.5 7.9 9.5 6.1
Number 2,478 288 299 268 291 249 203 418 4,528
Currently married 5.9 6.4 5.7 6.3 7.1 7.5 7.9 9.5 7.2
Number 135 246 285 261 286 247 203 415 2,077

Note: Table is based on the CORE questionnaire.

* The number of living children includes current pregnancy for women.

2 Means are calculated excluding respondents who gave non-numeric responses.

3 The number of living children includes one additional child if respondent’s wife is pregnant (or if any wife is pregnant for men
with more than one current wife).
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7.5 IpeaL FamiLy Size, UNMET NEED, AND STATUS

The mean ideal number of children increases as age of the respondents increases for both women and men
from 4.7 for women age 15-19 to 6.8 for those age 45-49 and from 5.1 for men age 15-19 to 7.9 age 45-49.
The mean ideal number of children among rural women is one child higher than their urban counterparts
(6 and 5.1, respectively). Women in Semenawi Keih Bahri have the highest mean ideal family sizes (6.8)
and women in Maekel have the lowest (4.9). On the other hand, mean ideal family size decreases with the
increase in both level of education and wealth index. According to educational background the highest
ideal family sizeis 6.7 for uneducated and the lowest is 4.5 for women with secondary or above. Similarly
women in the lowest wealth quintile want greater family size (6.7 children) than women in the highest
wealth quintile (4.8 children). Table 7-7 also shows the differentialsin the mean ideal family size across al
age groups by background characteristics.

Table 7-7 Mean ideal number of children: Women

Mean ideal number of children for all women age 15-49 by background characteristics, Eritrea 2010

Age
Background characteristic 15-19 20-24 25-29 30-34 35-39 40-44 45-49 Total Number of women*
Residence
Total urban 4.3 4.6 5.1 5.4 5.6 5.8 6.0 5.1 3,862
Asmara 4.1 4.5 4.9 5.0 5.1 5.3 53 4.8 1,798
Other Town 4.5 4.8 5.4 5.7 6.0 6.2 6.5 5.4 2,064
Rural 4.9 5.5 5.9 6.5 6.9 7.2 7.4 6.0 5,153
Zoba
Debubawi Keih Bahri 4.9 5.6 5.8 6.0 6.8 6.8 6.3 5.9 121
Maekel 4.2 4.5 5.0 5.1 5.3 5.6 55 4.9 2,418
Semenawi Keih Bahri 54 6.3 6.6 7.3 7.4 7.8 8.6 6.8 1,069
Anseba 5.1 5.6 6.2 6.6 7.5 7.8 7.6 6.3 1,249
Gash-Barka 5.0 5.1 5.6 6.1 6.6 6.6 6.9 5.8 1,655
Debub 4.4 5.0 5.3 5.9 5.9 6.3 6.8 5.4 2,502
Education
No eduction 5.7 6.0 6.2 6.7 7.1 7.2 7.4 6.7 3,107
Primary 51 5.6 55 5.9 6.2 6.3 6.4 5.7 1,898
Middle 45 5.0 5.4 55 5.3 55 5.7 5.0 1,832
Secondary or above 4.2 4.5 4.8 4.9 4.9 4.9 4.1 4.5 2,177
Missing - 6.0 - - - - - 6.0 1
Wealth quintile
Lowest 5.2 5.8 6.4 6.9 8.1 7.8 8.0 6.7 1,379
Second 4.9 55 6.2 6.9 6.6 7.3 7.0 6.1 1,458
Middle 4.9 5.7 5.8 6.2 6.6 6.6 7.3 59 1,751
Fourth 45 4.9 5.1 5.8 5.8 6.5 6.4 5.3 2,044
Highest 4.1 4.4 5.0 5.0 53 54 5.6 4.8 2,383
Total 4.7 5.1 55 6.0 6.3 6.6 6.8 5.6 9,015

Note: Table is based on the CORE questionnaire.
* Number of women who gave a numeric response.
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In general the mean ideal family size for men (5.8) is slightly higher than that of women (5.6). The
ideal number of children for men declines aslevel of education and wealth quintile increase. For example,
the mean ideal number of children among men who have completed at least secondary education is 4.8
children compared with 8.7 children among men with no education. Similarly, men in the lowest wealth
quintile households want a higher number of children (7.2 children) compared with men in the highest

wealth quintile (4.7 children) (Table 7-8).

Table 7-8 Mean ideal number of children: Men

Mean ideal number of children for all men age 15-49 by background characteristics, Eritrea 2010

Age
Background characteristic 15-19 20-24 25-29 30-34 35-39 40-44 45-49 Total Number of ment
Residence
Total urban 4.4 4.6 4.6 5.1 5.1 6.2 6.4 4.9 1,657
Asmara 3.9 4.2 4.4 4.9 4.7 5.9 5.5 4.5 812
Other Town 4.7 5.1 4.8 5.4 5.6 6.6 7.2 5.3 845
Rural 5.5 5.7 6.5 6.5 6.8 7.7 9.0 6.4 2,281
Zoba
Debubawi Keih Bahri 6.5 7.3 7.3 8.4 9.8 9.0 10.6 8.2 66
Maekel 4.2 4.4 4.4 5.0 4.8 5.8 5.5 4.7 1,142
Semenawi Keih Bahri 6.7 6.1 7.8 7.6 9.4 8.5 11.7 7.9 465
Anseba 57 6.2 6.2 6.5 6.0 7.8 8.5 6.4 549
Gash-Barka 4.9 5.3 55 6.0 6.2 7.2 8.1 6.0 582
Debub 5.1 5.2 53 5.6 5.9 7.2 7.0 55 1,134
Education
No education 7.3 8.8 8.0 7.9 8.0 8.8 10.1 8.7 457
Primary 5.8 6.2 6.8 6.0 7.2 7.3 8.1 6.7 579
Middle 5.3 5.8 6.4 6.5 6.2 6.6 6.0 5.7 1,119
Secondary or above 4.5 4.6 4.8 5.1 4.9 6.0 5.4 4.8 1,783
Missing - - - - 20.0 - - 20.0 0
Wealth quintile
Lowest 6.1 6.2 6.9 7.4 7.6 8.7 9.9 7.2 642
Second 5.8 6.1 7.0 6.9 7.2 7.6 9.5 6.7 616
Middle 5.2 5.6 6.4 6.2 7.0 7.5 8.2 6.1 684
Fourth 4.7 4.8 51 5.0 54 6.9 7.1 5.2 895
Highest 4.1 4.4 4.3 5.3 4.9 5.8 5.7 4.7 1,102
Total 15-49 5.1 5.2 5.6 5.9 6.1 7.1 7.9 5.8 3,939
Total men 15-59 51 5.2 5.6 5.9 6.1 7.1 7.9 6.1 4,528

Note: Table is based on the CORE questionnaire.
1 Number of men who gave a numeric response.
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7.6  FEeERTILITY PLANNING

The analysis of the level of fertility planning in a society provides some insight into the degree to which
couples are able to control their fertility. To measure the level of unwanted fertility in the EPHS2010,
mothers of all children born in the preceding five years were asked whether the pregnancy was wanted
at the time, wanted at a later time, or not wanted at all. For women who were pregnant at the time of the
interview, this question was a so asked with reference to the current pregnancy. The procedure required the
respondents to recall their wishes at one or more points in the last five years.

In the five years preceding the survey, 77 percent of births were planned (wanted at the time),
19 percent were mistimed (wanted later), and four percent were unwanted. Generaly, the proportion of
planned births decreases and the proportion of unwanted births increases with an increase in the birth order.
Eighty-three percent of the first-order births were wanted when they occurred compared with 67 percent of
seventh and higher-order births. On the other hand, only three percent of first-order births were unwanted
compared with 14 percent of seventh and higher-order births. The proportion of mistimed births does not
vary much by birth order. The proportion of planned births and mistimed births tends to decrease with a
woman's age, while the proportion of unwanted births increases with an increase in women’s age. For
example, the percentage of unwanted birthsincreases from three percent among mothers below age 20 t016
percent among mothers age 45-49 (Table 7-9).

Table 7-9 Fertility planning status

Percent distribution of births to women 15-49 in the five years preceding the survey (including current pregnancies), by planning status of the birth,
according to birth order and mother’s age at birth, Eritrea 2010

Planning status of birth

Birth order and mother’s age at birth Wanted then Wanted later Wanted no more Missing Total Number of births

Birth order
1 82.7 13.8 2.5 1.0 100.0 1,549
2 77.4 21.0 1.1 0.5 100.0 1,478
3 78.4 19.9 1.3 0.3 100.0 1,224
4 77.8 19.4 2.3 0.4 100.0 1,048
5 734 21.3 44 0.9 100.0 821
6 73.8 20.7 5.0 0.5 100.0 587
7+ 67.2 18.0 13.9 1.0 100.0 1,062

Mother’s age at birth

<20 77.0 20.1 2.9 0.1 100.0 885
20-24 7.7 20.3 1.4 0.6 100.0 1,926
25-29 78.6 18.4 2.0 1.0 100.0 1,963
30-34 76.3 19.7 35 0.6 100.0 1,588
35-39 73.3 16.4 9.6 0.6 100.0 973
40-44 70.3 13.0 15.3 1.4 100.0 382
45-49 70.2 11.6 16.4 18 100.0 52
Total 76.6 18.8 4.0 0.7 100.0 7,769

Note: Table is based on the CORE questionnaire.
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7.7 WANTED FERTILITY RATES

The wanted fertility rate measures the potential demographic impact of avoiding unwanted births. It is
calculated in the same manner as the total fertility rate but excludes unwanted births from the numerator. A
birth is considered wanted if the number of living children at the time of conception is less than the ideal
number of children reported by the respondent. The gap between wanted and actual fertility shows how
successful women are in achieving their reproductive intentions. This measure may underestimate because
women may not want to report an ideal family size that islower than their actual family size.

The total wanted fertility rate for Eritreais 4.4, roughly achild lessthan the total fertility rate (4.8).
This means, the total wanted fertility rate is 92 percent of the observed total fertility rate. The differences
between total fertility rates and total wanted fertility rates are small for all subgroups (Table 7-10). Thetotal
wanted fertility rate declined substantially from 5.7 in EDHS1995 to 4.4 in EDHS2002. However, the total
wanted fertility rate and the observed fertility rate remained the same in EPHS2010 as in EDHS2002.

Table 7-10 Wanted fertility rates

Total wanted fertility rates and total fertility rates for the three years preceding the
survey, by background characteristics, Eritrea 2010

Background characteristic Total wanted fertility rates Total fertility rate
Residence
Total urban 3.2 3.6
Asmara 25 2.8
Other Town 3.9 4.3
Rural 51 5.6
Zoba
Debubawi Keih Bahri 4.1 4.4
Maekel 2.9 3.2
Semenawi Keih Bahri 5.0 5.2
Anseba 51 5.6
Gash-Barka 5.1 5.5
Debub 4.5 51
Education
No education 5.1 5.6
Primary 4.6 5.0
Middle 4.0 4.3
Secondary or above 2.9 3.1
Missing 3.3 3.3

Wealth quintile

Lowest 5.7 6.1
Second 53 5.7
Middle 4.7 5.2
Fourth 3.9 4.4
Highest 2.8 3.1
Total 4.4 4.8

Note: Table is based on the CORE questionnaire.

Rates are calculated based on births to women age 15-49 in the period 1-36
months preceding the survey. The total fertility rates are the same as those pre-
sented in Table 4-1.
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INFANT AND CHILD MORTALITY 8

Key Findings

e One in every twenty-four Eritrean children dies before their first birthday, and one in
every 16 children dies before their fifth birthday.

e Child mortality declined by 54 percent during the period between the EDHS2002
and the EPHS2010, from 48 deaths per 1,000 live births to 22 deaths per
1,000 live births.

e Under-five mortality declined from 93 deaths to 63 deaths per 1,000 live births
between EDHS2002 and EPHS2010.

e The neonatal mortality rate was 23 deaths per 1,000 live births; the post-neonatal
mortality rate was 19 deaths per 1,000 live births for the five year period preceding the
survey.

the country’s population, but aso in the design and evaluation of health policies and programs.
Furthermore, information on infant and child mortality is important for the improvement of child
survival programs and for identifying the most vulnerable subgroups of children.

T he information presented in this chapter is important not only for the demographic assessment of

This chapter presents information on levels, trends, and differentials in mortality among children
under-five years of age in Eritrea. The chapter also examines variations in mortality levels according to
certain demographic and socioeconomic characteristics that have been shown to influence infant and child
mortality (e.g., rura residence, young maternal age at birth, and short birth intervals). Mortality levels are
also one of the main indicators of the standard of living or development of a population. Thus, identifying
segments of the child population that are at greater risk of dying contributesto efforts directed at improving
child survival and lowering the exposure of young children to risk. The reduction of infant and child
mortality and the incidence of high-risk pregnancies remain priority targets of the National Health Policy
(MOH, 1998).

8.1 AssessMENT oF DATA QuALITY

The EPHS2010 mortality estimates are calculated from information that was collected in the birth
history section of the Women’s Questionnaire. The birth history section begins with questions about
the respondent’s experience with childbearing (i.e., the number of sons and daughters living with
the mother, the number who live elsewhere, and the number who have died). These questions were
followed by a retrospective birth history in which each respondent was asked to list each of her
births, starting with the first birth. For each birth, data were obtained on sex, month and year of birth,
survivorship status, and current age, or if the child was dead, age at death. Thisinformation is used to
directly estimate mortality rates.



In this chapter, the following rates are used to assess and measure infant and child mortality:
1. Neonatal mortality: the probability of dying within the first month of life;
2. Postneonatal mortality: the difference between infant and neonatal mortality;
3. Infant mortality: the probability of dying during the first year of life;
4. Child mortality: the probability of dying between the first and fifth birthday;
5. Under-five mortality: the probability of dying before the fifth birthday.

All rates are expressed as deaths per 1,000 live births, except the child mortality rate, which is
expressed as deaths per 1,000 children surviving to the first birthday.

The quality of mortality estimates from surveys such as the EPHS 2010 that derive estimates from
retrospective birth histories is affected by several factors. These factors include the completeness with
which deaths of children are reported, and the extent to which birth dates and ages at death are accurately
reported. Omission of either births or deathsisthe most serious problem becauseit directly affects mortality
estimates. When sel ective omission of childhood deaths occurs, it isusually more severefor deathsoccurring
early in infancy. Errors in reporting of birth dates may cause a distortion of trends over time, while errors
in reporting of age at death can distort the age pattern of mortality.

One way such omissions can be detected is by examining the proportion of neonatal deaths and
infant deaths. Generally, if thereis substantial underreporting of deaths, theresultisan abnormally low ratio
of neonatal deaths to infant deaths and deaths under seven days to all neonatal deaths. Since underreporting
of deathsislikely to be more common for births that occurred along time before the survey, it isimportant
to explore whether these ratios change markedly over time. The extent to which such errors in survey data
manifested themselves in the EDHS2010 is examined below.

Results from Appendix Table C.6 suggest that early infant deaths have not been seriously
underreported in Eritrea because the ratios of deaths under seven days to all neonatal deaths are quite high.
Seventy-two percent of the neonatal deaths in the five years prior to the EDHS2010 were early neonatal
deaths (a ratio of less than 25 percent is generally considered to indicate underreporting of early neonatal
deaths).

However, the fact that the ratios show a decline from 72 in both periods 0-4 and 5-9 years before
the survey to 66 and 69 in the respective periods 10-14 and 15-19 years preceding the survey, suggests that
there is some underreporting of births that occurred for all births that occurred more than five years before
the survey. Similar patterns of declining ratios were observed in the relevant periods in the EDHS2002 and
EDHS1995. Generally, a slightly lower proportion of early neonatal deaths was observed in the EPHS2010
than in the EDHS2002. Inspection of the ratios shown in Appendix Tables C.6 and Table C.7 indicates that
there was no selective underreporting of early neonatal deaths in the EPHS2010 for two reasons. First, the
proportion of early neonatal deaths is high for the two most recent five-year periods. Second, the proportion
of infant deaths is plausible (Appendix Table C.7).

Another factor that affects childhood mortality estimates is the quality of reporting of age at
death. In general, these problems are less serious for periods in the recent past than for those in the
more distant past. If age at death is misreported, it will bias the estimates, especially if the net effect
of the age misreporting results in transference of deaths from one age bracket to another. For example,
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Table 8-1 Early childhood mortality rates

Neonatal, post-neonatal, infant, child, and under-five mortality rates for five-year periods preceding the survey, Eritrea 2010

Neonatal Post-neonatal Infant Child
Years preceding Approximate calendar-  Mortality mortality Mortality Mortality Under-five mortality
the survey year (NN) (PNN)! (190) (491) (5q0)
0-4 2005-2009 23 19 42 22 63
5-9 2000-2004 25 20 45 29 73
10-14 1995-1999 26 26 52 41 91

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

anet transfer of deaths from under one month to a higher age will affect the estimates of neonatal and
postneonatal mortality. To minimize errorsin the reporting of age at death, interviewerswere instructed
to record age at death in days if the death took place in the month following the birth, in months if the
child died before age two, and in years if the child was two years or older. Table C.6 shows age heaping
at ages 7 and 14 days, which is a sign of approximation of age to one and two weeks, respectively.
Although age heaping at 14 days may not bias any indicator, the heaping at 7 days is likely to lead
to a lower estimate of early neonatal mortality. Appendix Table C.7 shows some evidence of heaping
at age 12 months (an approximation of age to one year). This age heaping is almost similar with the
most recent five-year periods (5-9) however, it is less than the other two five-year periods (10-14 and
15-19 years prior to survey). The reporting of deaths in the five years preceding the survey show some
heaping but does not show substantial heaping, and it is therefore not necessary to adjust the data used
to estimate mortality levels.

8.2 EARLY CHILDHOOD MoORTALITY RATES, LEVELS AND TRENDS

Early childhood mortality rates for the 15 years preceding the survey are presented by five-year periods
in (Table 8-1). For the most recent period (i.e., 0-4 years before the survey, which corresponds roughly to
the period 2006-2009), the infant mortality rate is 42 deat hs per 1,000 live births. This means that one in
every 24 babies born in Eritrea does not live to the first birthday. Of those who survive to their first birthday,
22 out of 1,000 die before reaching their fifth birthday. The overall under-five mortality is estimated at 63
deaths per 1,000 live births, which implies that one in every 16 Eritrean babies does not survive to his or
her fifth birthday.

Neonatal mortality in the most recent period (0-4 years before the survey) is 23 deaths per 1,000
live births. This rate is slightly higher than post-neonatal deaths (19 per 1,000 live births) during the same
period; implying that Eritrean children who survived the first month of life have a lower risk of dying in the
remaining 11 months of the first year of life. This indicates that 55 percent of infant deaths in Eritrea occur
during the first month of life. Two-thirds of the deaths under five occur during the first year of life.

Although under-five mortality in Eritrea was high in the past, it has declined substantially as shown
in Table 8-1. Between the two most recent five-year periods (0-4 and 5-9), there was a decline in under-five
mortality of 10 per 1,000 live births, and during the previous two five-year periods there was a decline of 18
per 1,000 live births. Infant mortality has declined 3 per 1,000 live births between the most recent five-year
periods, and a decline of 7 per 1,000 live births during the previous two five-year periods.
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Figure 8-1 Trends in childhood mortality rates
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Another way of examining trends in mortality is by comparing the EPHS2010 results with findings
from other sources, such as the EDHS2002 and EDHS1995 in which data were collected using the same
techniques and estimates were calculated using the same methodol ogy. Comparison of estimates of infant
mortality from the EPHS2010 and EDHS2002 (Figure 8-1) shows there has been tremendous improvement
in early childhood mortality in Eritrea. The under-five mortality rate has declined significantly by 32 percent
from 93 deaths per 1000 live births in EDHS 2002 to 63 deaths per 1000 live births in EPHS2010. The
decline in child mortality is even more pronounced; from 48 deaths per 1000 children surviving age one in
EDHS2002 to 22 deaths in EPHS2010, a decline of 54 percent.

8.3 DIFFERENTIALS IN MORTALITY

Differentials in early childhood mortality indicators are presented in Table 8-2 and Figure 8-2. For all but
one variable, mortality estimates are calculated for a ten-year period before the survey (approximately
2000-2009), so that the rates are based on a sufficient number of cases in each subgroup to ensure adequate
statistical precision of estimates. Five-year rates are presented for size of child at birth in Table 83 because
information for this indicator was collected only for births since January 1997.
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Table 8-2 Early childhood mortality rates by socio-economic characteristics

Neonatal, post-neonatal, infant, child, and under-five mortality rates for the 10-year period preceding the survey, by background characteristic,
Eritrea 2010

Neonatal mortality Postneonatal Under-five mortality
Background characteristic (NN) mortality (PNN)'  Infant mortality (190) Child mortality (4q1) (590)
Residence
Urban 23 19 41 18 59
Rural 25 20 45 28 72
Zoba
Debubawi Keih Bahri 40 35 75 28 101
Maekel 20 14 34 13 47
Semenawi Keih Bahri 29 28 56 38 92
Anseba 28 19 47 21 67
Gash-Barka 26 18 45 30 73
Debub 20 19 40 24 63
Mother’s education
No education 24 21 45 30 74
Primary 30 21 51 23 73
Middle 20 14 34 15 49
Secondary 20 14 34 1 44
Higher 14 10 24 20 43

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

8.3.1. Socio-economic differentials

Infant and under-five mortality rates declined in all sub-groups. Mortality levels for all indicators in urban
areas are consistently lower than those in rural areas (Table 8-2 and Figure 8-2). For example, child mortality
in urban areas is 36 percent lower than in rural areas.

The EPHS2010 results show wide zoba differences in all mortality indicators. Under-five mortality
ranges from a low of 47 deaths per 1,000 live births in Maekel to a high of 101 deaths per 1,000 in Debubawi
Keih Bahri. For infant mortality, only Maekel has a rate under 35 deaths per 1,000, whereas other zobas
have higher mortality, ranging from 40 deaths per 1,000 in Debub to 75 deaths per 1,000 in Debubawi Keih
Babhri. Children in Debubawi Keih Bahri and Semenawi Keih Bahri are generally at especially high risk of
dying in early childhood.

The infant and under-five mortality levels is significantly higher among children born to mothers
who have never attended school than children born to mothers with secondary or higher level of education.
The effect of mother’s education is greater on child mortality and postneonatal mortality than on neonatal,
infant and under-five mortality (Table 8-2). The child mortality rate for children whose mothers have a
secondary education is 63 percent lower than that of children whose mothers have no education. The gap
between children of mothers with middle school and children of mothers with no education is 50 percent.
The corresponding figures for post-neonatal and under-five mortality is almost the same (33 to 34 percent),
and for infant mortality, 24 percent. The gaps in neonatal and postneonatal mortality rates between infants
whose mothers have some secondary education and infants whose mothers have no education is 17 percent
and 33 percent respectively. Thisgap showed asimilar pattern when comparing infants whose mothers have
some middle level of education and infants whose mothers have no education.
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Figure 8-2 Under-five mortality by background characteristics

RESIDENCE
Rural
Urban
REGION
Debub
Gash-Barka

Anseba

Semenawi Keih Bahri
Maekel
Debubawi Keih Bahri
MOTHER'S EDUCATION
Higher

Secondary

Middle

Primary

No education

0 20 40 60 80 100 120

Deaths per 1,000 live births

This pattern of mortality differentials is not unexpected and is due to the fact that the causes of
neonatal mortality are not merely biological in nature and are influenced by socioeconomic factors; the
causes of child mortality and under-five mortality are more likely to be non-biological factors. Similarity in

mortality rates may be due to antenatal care services.

For socioeconomic characteristics for which comparisons can be made between the EDHS2002

and the EPHS2010, there is a marked decline in all mortality indicators.

8.3.2. Demographic differentials

the demographic characteristics of both mother and child have been found to play an important role in
the survival probability of children. Table 8-3 presents early childhood mortality rates by demographic

characteristics (sex of child, mother’s age at birth, birth order, previous birth interval, and birth size).
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Table 8-3 Early childhood mortality rates by demographic characteristics

Neonatal, postneonatal, infant, child, and under-five mortality rates for the 10-year period preceding the survey, by demographic characteristics,
Eritrea 2010

Post-neonatal

Neonatal mortality Under-five mortality

Demographic characteristic (NN) mortality (PNN)1 Infant mortality (1g0) Child mortality (4q1) (590)
Child’s sex
Male 30 20 50 27 75
Female 18 18 37 22 58

Mother’s age at birth

<20 37 19 55 22 76
20-29 21 17 38 23 60
30-39 22 23 45 26 70
40-49 47 16 63 49 109
Birth order
1 31 19 50 18 67
2-3 18 16 33 25 58
4-6 25 21 46 27 72
7+ 29 27 56 32 86

Previous birth interval?

<2 years 28 31 58 34 91
2 years 22 17 38 27 64
3 years 21 13 34 22 56
4+ years 14 15 29 20 48
Birth size3
Small/very small 38 19 57 - -
Average or larger 23 12 35 - -
DK/Missing 19 16 35 - -

" Computed as the difference between the infant and neonatal mortality rates.
2 Excludes first-order births.
3 Rates for the five-year period before the survey.

The early childhood mortality indicators appear to be consistently higher for male children than
for female children (Table 8-3). Neonatal mortality is 40 percent higher and infant mortality is 26 percent
higher for males than females. The EDHS2002 results showed a similar mortality pattern by sex; except
during the postneonate period, where both sexes have an equal chance of dying (28 per 1000). However the
differences were slightly higher in the EPHS2010 than in the EDHS2002. This pattern is consistent with the
biological reasons that male mortality is expected to be higher than female mortality.

The hypothesis “too early and too late increases child mortality” is generally supported in the
EPHS2010. Evidence from Table 8-3 suggests that in Eritrea, the children whose mothers are on the two
extreme groups have higher risk of dying for neonate, infancy and under-five mortality levels. The safest
age for childbearing ranges from 20 to 29 which is a similar finding as in EDHS2002. Compared with a
child’s risk of dying before the first month of life for a child born to mothers age 20-29, having a child
before age 20 increases the child’s risk of dying by 43 percent and having a child at age 40-49 increases the
child’srisk of dying by 55 percent.
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The effect of birth order operates mostly during neonate, with second- and third-order births having the
lowest risk of dying in the first month of life. First-order births, on the other hand, have a 72 percent greater risk
of dying (31 deaths per 1,000 births) before the first month of life than second- and third-order births. First births
and seventh- and higher-order births generally have the higher early childhood mortality than other birth orders.

Short birth intervals are associated with increased risk of dying. Children born less than two years
after a previous birth have 138 percent higher risk of dying during postneonate than those born after an
interval of at least three years. Moreover, the risk of dying before age five is higher (63 percent greater)
when a similar comparison of interval is employed. These results reinforce the need to promote child
spacing mechanisms such as breast feeding and family planning as ways of ensuring child survival.

Birth weight is a factor often associated with the child survival, particularly during the first year.
Since few women in Eritrea give birth in a health facility (34 percent), there was no birth weight recorded
for most children. Asameasure of birth size, women were asked whether, in their judgment, the size of their
baby at birth was very small, small, average, or larger than average. Babies reported as small or very small
at birth have higher mortality rates than those reported as average or large at birth. The childhood mortality
levels in babies reported as small or very small is 65 and 63 percent higher than those reported as average
or larger at birth during neonate and infancy, respectively.

8.4 EARLY CHiLDHOOD MoRTALITY BY WOMEN’S STATUS

Women'’s status, as measured by their ability to control resources and make decisions, is associated with
infant and child mortality levels. In the EPHS2010, women were asked questions related to women’s
autonomy (Chapter 15). The questions included the number of household decisions in which the woman
participates in the final say and the number of reasons the woman thinks wife beating is justified. A woman
is considered more independent if she participates in alarge number of household decisions. On the other
hand, the more reasons she perceives wife beating as justified, the less independent she is.

The relationship between women's status and early childhood mortality takes on an inverted
U-shape, (Table 8-4). Though it is not expected, increase in participation in decision making is related
to an increase in childhood mortality levels. Nevertheless, the children of the most independent women
(participate in more than four decision making arenas) have mortality levels slightly lower than the group
second to most independent. This is more pronounced in under-five mortality which showed a decrease of
22 percentage points. However, the children of most independent women still have similar mortality levels
to that of the children of the least independent group regarding child mortality level.

Attitudes toward wife beating are a reflection of women’s status. Women who do not approve of
any form of wife beating are assumed to enjoy a higher status in the household and in society. In turn,
this translates into a more favorable mortality profile for their children. Table 8-4 shows the pattern of
the relationship. Generally, children of lower and higher-status women have lower levels of mortality.
The higher childhood mortality appeared in those children whose mothers put three to four justifications
of wife-beating. The infant mortality rate for children of mothers who consider wife beating unjustified
for any reason is 31 per 1,000 for the 2 year period before the survey compared with 72 per 1,000 for
children whose mothers agree with three to four of the specified reasons for wife beating, a difference of 41
percentage points. A similar relationship is observed between women's status and levels of child mortality
and under-five mortality (Table 8-4).
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Table 8-4 Early childhood mortality rates by women’s empowerment

Infant, child, and under-five mortality rates for the 2-year period preceding the survey, by indicators of
women’s empowerment, Eritrea 2010

Under-five mortality
Empowerment indicator Infant mortality (190) Child mortality (491) (590)

Number of decisions in which
women participate!

0 14 21 35
1-2 42 20 61
3-4 56 27 81
5-6 48 21 68

Number of reasons for which
wife-beating is justified?

0 31 22 52
1-2 62 24 85
3-4 72 25 95
5 45 14 58

Note: Table is based on both CORE and MMM questionnaires.
" Restricted to currently married women. See Table 15-7 for the list of decisions.
2 See Table 15-9 for the list of reasons.

8.5 HigH-RIsk FERTILITY BEHAVIOR

Findings from scientific studies have confirmed that there is a strong relationship between patterns of fertility
and children’s survival risks. Typically, the risk of death in early childhood increases among children born
to mothers who are too young or too old, children born after too short abirth interval, and children who are
of high birth order. For the purpose of this analysis, a mother is classified as “too young” if she is less than
18 years of age, and “too old” if sheisover 34 years at the time of the birth. A “short birth interval” is one
in which a birth occurs less than 24 months after a preceding birth; and a child is of “high birth order” if the
mother has previously given birth to three or more children (i.e., the child is of birth order four or higher).

First births, although often at increased risk, are in the “not-in-any-high-risk” category in this
analysis because they are not considered an avoidable risk. The risk factors examined are of interest for
health policy because they are avoidable at little or no cost.

Fifty-eight percent of births in the five years preceding the survey have elevated mortality risks
that are avoidable (35 percent in single high-risk categories and 23 percent in multiple high-risk categories)
(Table 8-5); a slight decline from 61 percent in the EDHS2002 and 65 percent in the EDHS1995. One-
fourth of the births were not in any high-risk category which is the same as that of EDHS2002 and 16
percent are first births to mothers age 18-34, and are considered an unavoidable risk.

Among single high-risk categories, the highest proportion of births classified as high risk are those of
birth order four or higher (23 percent). The single category associated with the highest risk ratio (1.4) is mother’s
age under 18, followed by births occurring less than 24 months after a previous sibling (1.2) which shows a slight
decrease in both values and no change in order of single high-risk categories as compared to the EDHS2002.

Since many births can be classified in more than one high-risk category, it makes sense for
programming purposes to focus on births in the multiple high-risk categories. Among multiple high-risk
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categories, the largest proportion of births is fourth—or higher—order births to women 35 and older (13
percent). The category with the highest multiple-risk ratio (3.0) is higher-order births to younger women
(below age 18) with a short birth interval (less than 24 months). This category involves less than one-half of
one percent of all hirths. The second highest risk ratio in the multiple high-risk category isfor higher-order
births after a short birth interval and births to 35 and older after short birth interval (2.0). This category
involves 6 percent and 0.3 percent of births, a similar result as compared to EDHS2002.

The last column of Table 8-5 shows the distribution of currently married women by category of
increased risk if they were to conceive at the time of the survey. Although many women are protected from
conception due to use of family planning, postpartum insusceptibility, and prolonged abstinence, in this
analysis, only those who have been sterilized are included in the not-in-any-high-risk category. The criteria
for placing women into specific risk categories have been adjusted to take into account gestation.

Overall, only 16 percent of currently married women in Eritrea are not in any high-risk category,
while 77 percent have the potential of giving birth to a child at elevated risk of dying (Table 8-5). Forty-
seven percent of married women are in multiple high-risk categories.

Table 8-5 High-risk fertility behavior

Percent distribution of children born in the five years preceding the survey by category of elevated risk of mortality and the risk ratio, and
percent distribution of currently married women by category of risk if they were to conceive a child at the time of the survey, Eritrea 2010

Births in the 5 years preceding the survey

Risk category Percentage of births Risk ratio’ Percentage of currently married women

Not in any high risk category 25.7 1.00 16.1

Unavoidable risk category

First order births between ages 18

and 34 years 16.2 1.18 7.4
Single high-risk category
Mother’s age <18 4.3 1.39 1.0
Mother’s age >34 1.5 1.06 4.2
Birth interval <24 months 7.0 1.15 9.4
Birth order >3 22.6 1.00 14.5
Subtotal 35.4 1.08 29.2
Multiple high-risk category
Age <18 & birth interval <24 months 0.4 2.96 0.3
Age >34 & birth interval <24 months 0.3 1.98 0.3
Age >34 & birth order >3 13.4 1.08 31.3
Age >34 & birth interval <24 months
& birth order >3 2.7 1.82 6.1
Birth interval <24 months & birth
order >3 6.0 1.99 9.3
Subtotal 22.8 1.45 47.2
In any avoidable high-risk category 2 58.2 1.23 76.5
Total 100.0 na 100.0
Number of births/women 20,760 na 6,183

Note: Table is based on both CORE and MMM questionnaires.
Risk ratio is the ratio of the proportion dead among births in a specific high-risk category to the proportion dead among births not in any
high-risk category.

na = Not applicable
" Women are assigned to risk categories according to the status they would have at the birth of a child if they were to conceive at the time
of the survey: current age less than 17 years and 3 months or older than 34 years and 2 months, latest birth less than 15 months ago, or
latest birth being of order 3 or higher.
2 Includes the category age <18 and birth order >3.
a Includes sterilized women.
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REPRODUCTIVE HEALTH 9

Key Findings

e Antenatal care coverage increased from 71 percent in 2002, to 88 percent in 2010,
and the increase has occurred in all subgroups.

o Ninety-six percent, 78 percent, and 88 percent of women who had antenatal care
reported that their weight, height and blood pressure, respectively, were measured.

e The most common reasons or barrier for not seeking care for delivery in health
facilities were getting money for transportation (39 percent), having to take
transportation (36 percent), and distance of health facility (33 percent).

* Twenty-nine percent of pregnant women had to travel on foot, be carried by a
stretcher or use animals to access obstetric care services.

o Eighty-percent of urban women who gave birth in the five years preceding the survey
had four plus antenatal visits, while only 47 percent of their rural counterparts had four
plus visits.

e Less than one percent of the woman respondents stated that non-availability of
a female provider in delivery service was a barrier to accessing delivery care in a
health facility.

omen of childbearing age and children under 15 years constitute about 60 percent of the total

population in developing countries. Thus, improving the health status of these groups means

improving the health status of the majority of people. Many health problems of women are
related to labor and delivery and can be prevented with appropriate antenatal, delivery, and postnatal care.
Most childhood health problems are also easily preventable. For these reasons, maternal and child health
care is one of the highest priorities of the Ministry of Health Eritrea (MOHE). Three-fourths of all health
facilitiesin the country provide mainly preventive servicesincluding antenatal care, delivery, postnatal care,
immunizations, growth monitoring, health education, and family planning. Therefore, the findings of the
2010 EDHS will be extremely useful to the MOHE and other organizations interested in health programs
for planning, monitoring, and evaluating maternal and child health care in Eritrea. The first part of this
chapter focuses on maternal health. The 2010 EPHS results on pregnancy care, delivery care, pregnancy
complications, and postnatal care for recent births are presented.

9.1 PReGNANCY CARE

The 2010 EPHS collected a range of information on the type of care that Eritrean women received
during pregnancy, including components of antenatal care and tetanustoxoid vaccinations. Information
on delivery care, and postpartum care was also collected for all births which occurred within five
years before the survey; information about antenatal care was restricted only to the last birth in that
period.



9.1.1 Antenatal care coverage and providers

Antenatal care (ANC) is provided to enhance healthy motherhood through early detection of risk factors
and to take timely intervention when necessary. One of the major goals of antenatal care isto identify and
treat problems that may occur during pregnancy such as anemia, high blood pressure, and genital infections.
During ANC visits screening for complicationsis done and advice given on arange of issuesincluding place
of delivery and referral of women with complications. In the 2010 EPHS, information on ANC coverage
was obtained from women who had a birth in the five years preceding the survey. For women with two or
more live births during the five-year period, data refer to the most recent birth only.

Eighty-nine percent of women who had a live birth in the five years before the survey attended
antenatal care for the most recent birth. Midwives, nurses and associate nurses provided antenatal care to
77 percent of mothers; doctors provided care to 11 percent. Traditional birth attendants (TBA) played a
negligible role in the provision of antenatal care (less than 1 percent). ANC coverage by a skilled provider
increased from 48 percent in 1995 to 89 percent in 2010; eleven percent of mothers remaining unreached in
2010 (Table 9-1, Figure 9-1). Theincrease in antenatal care has occurred in all subgroups. It isencouraging
to note that there has been an increase in antenatal care coverage in all zobas, and among women with
no education. The overall increase in antenatal care in the country is due aimost entirely to a tremendous
increase in antenatal care capacity and coverage for all, including uneducated women.

Figure 9-1 Antenatal care by survey years
Percentage
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Table 9-1 Antenatal care

Percent distribution of women age 15-49 who had a live birth in the five years preceding the survey by antenatal care (ANC) provider during pregnancy
for the most recent birth and the percentage receiving antenatal care from a skilled provider for the most recent birth, according to background
characteristics, Eritrea 2010

Traditional Percentage receiving Number
Background Nurse/ Associate Community birth antenatal care from a of
characteristic Doctor midwife nurse/midwife health worker attendant Other Noone Missing Total skilled provider women
Mother’s age
at birth
<20 7.8 59.4 20.3 1.4 0.2 0.2 10.8 0.0 100.0 87.4 1,544
20-34 11.8 59.2 18.7 1.8 0.2 0.1 8.2 0.1 100.0 89.7 9,356
35-49 10.4 55.3 19.4 1.9 0.1 0.0 12.4 0.4 100.0 85.2 2,917
Birth order
1 13.3 57.8 19.3 1.5 0.2 0.1 7.7 0.1 100.0 90.4 2,554
2-3 12.2 58.9 18.6 1.8 0.2 0.0 8.1 0.1 100.0 89.8 4,758
4-5 9.8 60.0 17.9 2.0 0.2 0.1 9.8 0.2 100.0 87.7 3,292
6+ 8.8 56.5 20.4 1.7 0.1 0.1 12.2 0.2 100.0 85.7 3,213
Residence
Total urban 21.6 64.9 10.8 0.9 0.0 0.0 1.6 0.1 100.0 97.3 4,448
Asmara 36.3 55.2 5.9 1.0 0.0 0.1 1.2 0.2 100.0 97.4 1,640
Other Town  13.1 70.5 13.7 0.8 0.0 0.0 1.8 0.1 100.0 97.3 2,808
Rural 6.0 55.3 22.9 2.2 0.2 0.1 13.1 0.2 100.0 84.2 9,369
Zoba
Debubawi
Keih Bahri 6.5 33.7 21.0 6.1 0.3 0.0 32.4 0.0 100.0 61.2 209
Maekel 26.2 62.1 7.3 15 0.1 0.0 2.7 0.1 100.0 95.6 2,533
Semenawi
Keih Bahri 14.9 53.4 16.6 0.4 0.1 0.0 14.4 0.2 100.0 84.9 1,632
Anseba 5.0 56.3 30.6 2.0 0.2 0.0 5.8 0.1 100.0 92.0 2,133
Gash-Barka 11.6 46.3 26.8 2.7 0.4 0.1 11.9 0.3 100.0 84.7 3,445
Debub 2.6 71.3 14.3 1.4 0.0 0.1 10.2 0.1 100.0 88.2 3,864
Mother’s
education
No education 6.7 49.6 245 2.2 0.2 0.1 16.5 0.2 100.0 80.8 6,234
Primary 8.6 65.7 18.5 1.5 0.1 0.1 55 0.1 100.0 92.7 3,429
Middle 13.2 69.7 12.6 1.4 0.2 0.1 2.6 0.1 100.0 95.5 2,295
Secondary or
above 27.7 60.4 9.4 1.3 0.0 0.0 1.0 0.2 100.0 97.5 1,856
Wealth quintile
Lowest 52 46.7 27.1 2.1 0.3 0.0 18.2 0.3 100.0 79.0 2,518
Second 59 50.4 24.8 2.3 0.2 0.0 16.2 0.2 100.0 81.1 2,944
Middle 8.3 60.4 21.0 1.8 0.2 0.1 8.0 0.1 100.0 89.8 3,075
Fourth 10.1 72.2 12.9 1.6 0.0 0.1 3.0 0.1 100.0 95.3 2,951
Highest 28.6 60.9 7.9 1.0 0.1 0.0 11 0.2 100.0 97.5 2,329
Total 111 58.4 19.0 1.8 0.2 0.1 9.4 0.2 100.0 88.5 13,817

Note: Table is based on all the women who had a live birth in the five years preceding the survey in both CORE and MMM questionnaires.
If more than one source of ANC was mentioned, only the provider with the highest qualifications is considered in this tabulation.
* Skilled provider includes doctor, nurse, midwife, and associate nurse/midwife.
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Maternal age at birth, birth order, and residence are related to use of antenatal care. Older women
havevery dlightly lower antenatal care coverage (85 percent) than younger women (87 percent). Differences
by birth order are in the direction one would expect but are very small: 90 percent for the first order, and 86
percent for 6+ birth order.

There is a larger difference of antenatal care coverage among urban (97 percent) and rural (84
percent) women, but only on the order of ten percent (13%). The proportion of antenatal care provided by
doctors differs among urban (21 percent) and rural women (6 percent), urban seeing more than three times
the coverage than in rural areas.

Maekel leads other zobas in antenatal coverage with 96 percent, followed by Anseba (92 percent),
Debub (88 percent), and Semenawi Keih Bahri and Gash-Barka (85 percent each). Debubawi Keih Bahri
has the lowest ANC coverage (61 percent).

Antenatal care coverageis highest among the most educated women and those in the highest wealth
quintile. For example, 81 of percent mothers with no education, as compared to 97 percent of women with
secondary education utilize antenatal services.

9.1.2 Number and timing of antenatal visits and source where ANC was received

Health professionals recommend that the first antenatal visit should occur within the first trimester of the
pregnancy and continue, having four more up to the 36" week or until birth. The earlier the first visit and
the higher the quality of focused antenatal care, the better the prospects of the pregnancy due to timely
detection of risk factors and provision of appropriate interventions. Ideally four visits should be made
during pregnancy for women without complications, with more visits as advised by the provider for women
identified with complications.

Datain Table 9-2 showsthat 80 percent of total urban, and 47 of total rural womenwith abirthinthe
five years preceding the survey made four or more antenatal care visits for the last birth. A higher proportion
of urban women (39 percent) than rural women (21 percent) are starting ANC in the first trimester, with a
near majority from Asmara (49 percent) attending. The median number of months pregnant at first ANC
visit was four for urban women and five for rural women, the majority of women in both urban and rural
areas had their first ANC visit in the second trimester.

9.1.3 Components of antenatal care

Pregnancy complications are an important cause of maternal and perinatal morbidity and mortality. Thus,
informing pregnant women about danger signs associated with pregnancy and the appropriate action that
they should take is an essential component of antenatal care.

In 2010 EPHS, all women who had a live birth in the five years preceding the survey were asked
whether they had ANC or not. If they did they were asked whether they had received iron tabl et supplements
during pregnancy, and whether they had received anti-malarial drugs during their last pregnancy. Table 9-3
shows the components of antenatal care including the routine measurements and tests, supplementation and
about the information that should be provided to pregnant women in Eritrea
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Table 9-2 Number of antenatal care visits and timing of first visit

Percent distribution of women age 15-49 who had a live birth in the five years preceding the survey by number
of antenatal care (ANC) visits for the most recent live birth, and by the timing of the first visit, and among women
with ANC, median months pregnant at first visit, according to residence, Eritrea 2010

Residence
Number and timing of ANC visits Total urban Asmara Other Town Rural Total
Number of ANC visits
None 1.7 1.4 1.8 13.2 9.5
1 1.0 0.6 1.2 3.5 2.7
2-3 17.1 9.7 215 36.1 30.0
4+ 79.7 87.9 74.9 46.9 57.4
Don’t know/missing 0.5 0.4 0.6 0.3 0.4
Total 100.0 100.0 100.0 100.0 100.0
Number of months pregnant at
time of first ANC visit
No antenatal care 1.7 14 1.8 13.2 9.5
<4 39.1 48.8 33.4 20.5 26.5
4-5 44.5 42.4 45.8 44.0 44.2
6-7 13.8 7.0 17.8 20.9 18.6
8+ 0.8 0.3 1.1 1.2 1.1
Don’t know/missing 0.1 0.0 0.2 0.2 0.2
Total 100.0 100.0 100.0 100.0 100.0
Number of women 4,448 1,640 2,808 9,369 13,817
Median months pregnant at first
visit (for those with ANC) 4.4 4.0 4.6 5.1 4.8
Number of women with ANC 4,372 1,617 2,754 8,126 12,498

Note: Table is based on all the women who had a live birth in the five years preceding the survey in both
CORE and MMM questionnaires.
Excludes women who did not receive antenatal care during the most recent birth.

Among women who had a birth in the five years preceding the survey, 65 percent reported that they
were informed about pregnancy complications. Ninety-six, 78, and 88 percent reported that their weight,
height, and blood pressure, respectively, were measured. WWomen's education level is proportional to the
provision of these ANC services, meaning there was a disproportionate representation of highly educated
women among those whose weight, height, and blood pressure were measured. Ninety-three percent of
women with no education saw their weight measured as compared to 99 percent for those with secondary
education and above.

Blood and urine tests are becoming a routine part of ANC services. Approximately 73 percent of
pregnant women reported giving urine and 64 percent reported giving blood samples which are increases
from the 2002 figures of 47 and 50 percent, respectively.

MorewomeninAsmara(80 percent), and morewomeninthe highest education quintile (80 percent)
were informed about pregnancy complications compared with rural women (58 percent), and uneducated
women (53 percent). According to zobas, more women from Maekel (80 percent) were informed about
signs of pregnancy complications than women in Gash-Barka (48 percent), and Anseba (54 percent), the
lowest two.

Maternal and Child Health | 167



Table 9-3 Components of antenatal care

Among women age 15-49 with a live birth in the five years preceding the survey, the percentage who took iron tablets or syrup and drugs for intestinal
parasites during the pregnancy of the most recent birth, and among women receiving antenatal care (ANC) for the most recent live birth in the five years
preceding the survey, the percentage receiving specific antenatal services, according to background characteristics, Eritrea 2010

Among women with
a live birth in the
last five years, the
percentage who during
the pregnancy of their

Among women who received antenatal care for their most recent birth in the

last birth: last five years, the percentage with selected services:
Number of Prevention  Number of
Took womenwith  Informed Given of mother  women with
iron a live birth of signs of Blood Urine Blood information to child ANC for
Background tablets  in the last pregnancy Weight Height pressure sample sample about transmission  their most
characteristic  orsyrup five years complications measured measured measured taken taken breastfeeding of HIV recent birth
Mother’s age
at birth
<20 59.2 529 63.6 96.1 76.6 87.4 75.8 65.6 65.5 69.8 487
20-34 57.0 3,186 65.6 96.0 78.3 89.3 73.3 64.7 67.9 74.1 2,915
35-49 57.2 995 61.2 94.6 79.6 87.9 68.1 61.7 68.0 72.4 855
Birth order
1 57.5 885 65.0 96.2 80.2 89.0 77.3 68.6 68.6 73.0 824
2-3 57.5 1,602 65.8 96.5 79.2 90.0 74.7 66.7 68.6 74.7 1,465
4-5 56.5 1,129 66.1 94.6 77.1 88.6 73.4 64.8 67.2 72.6 1,023
6+ 57.4 1,093 60.4 95.2 77.0 86.9 64.0 55.8 65.8 72.0 945
Residence
Asmara 63.9 533 79.8 99.8 93.9 98.2 96.3 95.4 88.5 91.8 527
Other Town  60.0 938 75.5 97.6 82.6 95.0 92.4 85.4 79.9 86.9 919
Rural 55.4 3,238 58.1 94.3 74.1 85.0 61.6 51.4 59.7 65.3 2,812
Zoba
Debubawi
Keih Bahri 74.3 76 57.5 92.0 79.4 85.0 56.1 55.2 59.7 50.4 52
Maekel 65.4 838 80.3 99.8 91.4 97.9 94.3 91.4 86.8 91.3 815
Semenawi
Keih Bahri 65.3 555 60.3 914 74.0 87.1 63.0 51.9 62.3 64.0 467
Anseba 72.3 730 54.3 98.0 77.9 87.4 62.7 49.0 64.0 70.0 698
Gash-Barka 40.6 1,189 48.0 92.1 70.2 81.2 58.6 50.1 49.8 60.1 1,040
Debub 54.5 1,323 76.1 96.6 78.6 90.8 80.1 72.0 4.7 79.1 1,186
Mother’s
education
No education  51.6 2,156 53.4 92.7 73.2 82.4 58.2 48.3 55.5 59.9 1,796
Primary 60.3 1,124 67.6 96.9 75.7 90.3 72.4 62.7 69.3 77.0 1,061
Middle 63.6 782 734 98.2 83.1 94.8 88.8 81.5 79.0 85.7 760
Secondary or
above 63.3 646 79.9 99.2 91.9 97.3 94.0 90.8 85.5 90.1 639
Wealth quintile
Lowest 49.7 917 50.3 92.8 73.3 82.2 50.1 38.1 50.2 54.3 740
Second 52.9 967 50.7 91.9 70.2 81.8 59.2 48.4 56.2 60.1 825
Middle 60.7 1,038 61.1 95.0 76.0 86.9 68.5 57.5 61.9 71.7 954
Fourth 60.6 1,008 76.4 98.8 81.5 94.1 85.6 79.6 79.8 85.8 971
Highest 62.6 780 82.3 99.4 91.1 98.2 97.1 95.1 88.8 91.8 767
Total 57.3 4,709 64.5 95.7 78.4 88.8 72.6 64.2 67.6 73.3 4,257

Note: Table is based on all the women who had a live birth in the five years preceding the survey in the CORE questionnaires.
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The data in general also indicated that the likelihood of these measurements and tests being
performed increases with mother’s education. In al categories of test and measurement, women with
secondary or above saw greater proportions of their numbers participating than all other groups. For every
test or measure the rate of participation was always higher than for the next less educated group. There are
no exceptions.

There was little variation with respect to differences in birth order. For example, 89 percent with
first birth order had their blood pressure taken, while for 6+ birth order it was 87 percent. Percentage of
women in Asmarawho gave blood and urine samplesfor testing was higher (95 and 96 percent respectively)
than their rural counterparts (62 and 51 percent respectively).

As part of antenatal care, Table 9-3 also shows that supplemental iron was given to 57 percent
of pregnant mothers, differing most by residence. It also shows that receiving supplemental iron tablets
was related to residence: 64 percent of Asmara women receiving them, 60 percent of other urban women
receiving them, and 55 percent of rural women receiving them. Thereisalso adifference of level according
to education, higher educational level associated with higher use of iron supplementation: 52 percent for
women with lower education, and 63 percent of women with middle and secondary education. In EPHS
2010, iron supplementation did not show special relations by age, as the coverage for all age groups is
similar (58 percent).

In malaria-endemic areas in Eritrea such as Gash-Barka and Debub, iron supplementation is
important to prevent anemia in pregnancy. However, among al the Zobas, the coverage for Gash-Barka
and Debub was the lowest (41 and 55 percent, respectively).

9.1.4 Tetanus toxoid immunization

Provision of tetanus toxoid vaccine (TT) is one component of ANC services, and is provided to pregnant
and non-pregnant women of childbearing age in Eritrea. TT is given to prevent tetanus in newborns and
women during delivery in unhygienic environments. For a minimum protection against tetanus, a pregnant
woman should have at least two doses of TT. Table 9-4 shows coverage distributions.

Table 9-4 shows that for the last birth in the five years before the survey, 26 percent of participating
mothers received at least two tetanus toxoid (TT) injection, compared to 35 percent for 2002 EDHS. TT
immunization coverageis affected by birth order, residence, education, and household wealth. TT coverage
(for two doses) decreases with increasing birth order, 18 percent for 6+ orders and 49 percent for first birth
order. Two doses of TT were higher among women in Asmara (43 percent) than among women in rural
areas (23 percent). It was also highest among women in the highest wealth quintile (36 percent) and lowest
for the women in the lowest wealth quintile (20 percent). Although Debubawi Keih Bahri has the lowest
antenatal care coverage (61 percent), it had the highest coverage for two or more TT injects (39 percent)
among all the zobas. Anseba had the lowest coverage of two or more TT (19 percent).
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Table 9-4 Tetanus toxoid injections

Among mothers age 15-49 with a live birth in the five years preceding the survey, the percentage receiving two or more tetanus toxoid injections (TTI)
during the pregnancy for the last live birth and the percentage whose last live birth was protected against neonatal tetanus, according to background
characteristics, Eritrea 2010

Number of injections

Percentage whose last Number of
One Two or more birth was protected mothers with
Background characteristic None injection injections Missing Total against neonatal tetanus live birth
Mother’s age at birth
<20 42.2 15.3 42,5 0.0 100.0 57.8 529
20-34 61.6 12.2 25.4 0.8 100.0 37.6 3,186
35-49 69.4 9.6 19.5 1.4 100.0 29.1 995
Birth order
1 38.8 11.9 48.6 0.7 100.0 60.5 885
2-3 57.7 16.7 24.9 0.7 100.0 41.6 1,602
4-5 71.0 9.5 18.4 1.2 100.0 27.8 1,129
6+ 73.8 7.7 17.6 0.9 100.0 25.3 1,093
Residence
Total urban 50.7 15.7 32.0 1.7 100.0 47.6 1,472
Asmara 36.6 17.3 42.6 3.5 100.0 59.9 533
Other Town 58.7 14.7 25.9 0.7 100.0 40.6 938
Rural 65.8 10.3 23.4 0.5 100.0 33.7 3,238
Zoba
Debubawi Keih Bahri 41.4 18.0 39.2 14 100.0 57.2 76
Maekel 42.8 18.2 36.4 2.6 100.0 54.6 838
Semenawi Keih Bahri 57.0 12.2 30.3 0.6 100.0 42.4 555
Anseba 70.9 9.4 19.4 0.2 100.0 28.8 730
Gash-Barka 60.3 11.6 27.0 11 100.0 38.6 1,189
Debub 70.7 9.4 19.9 0.0 100.0 29.3 1,323
Mother’s education
No education 66.5 9.3 234 0.8 100.0 32.7 2,156
Primary 64.6 10.7 24.1 0.6 100.0 34.8 1,124
Middle 53.5 16.2 29.0 1.3 100.0 45.2 782
Secondary or above 45.9 18.0 35.1 0.9 100.0 53.1 646
Wealth quintile
Lowest 72.8 6.4 20.2 0.5 100.0 26.7 917
Second 63.2 10.8 25.6 0.4 100.0 36.4 967
Middle 62.8 11.8 24.6 0.8 100.0 36.4 1,038
Fourth 58.5 14.9 25.7 0.9 100.0 40.6 1,008
Highest 45.6 16.5 36.1 1.8 100.0 52.6 780
Total 61.1 12.0 26.1 0.9 100.0 38.1 4,709

Note: Table is based on all the women who had a live birth in the five years preceding the survey in the CORE questionnaires.

* Includes mothers with two injections during the pregnancy of her last birth, or two or more injections (the last within 3 years of the last live birth), or
three or more injections (the last within 5 years of the last birth), or four or more injections (the last within ten years of the last live birth), or five or more
injections prior to the last birth.
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9.2 DEeLIVERY CARE

The objective of providing safe delivery services is to protect the life and health of the mother and her
baby. An important component of efforts to reduce the health risk to mothers and children is to increase the
proportion of babies delivered under the supervision of health professionals. Proper medical attention under
hygienic conditions during delivery can reduce therisk of complications and infectionsthat may cause death
or serious illness to the mother, the baby, or both. Percent distribution of live births in the five years preceding
the survey by the delivery care, place of delivery, assistance at delivery, and delivery characteristicsfor births
in the five years preceding the survey are presented in Table 9-5, Figure 9-2, and Table 9-7.

9.2.1 Place of delivery

Proper medical attention and hygienic conditions during delivery and skilled care during delivery can
reduce therisk of complications and infections that can cause the death or seriousillness of the mother and/
or the newborn baby. An important strategy and component of efforts to reduce health risks to mothers and
children isincreasing the proportion of babies that are delivered in health facilities. Table 9-5 presents the
percent distribution of all live births in the five years preceding the survey by place of delivery.

The biggest challenge with increasing the utilization of obstetric care services is reflected in
Table 9-5 which shows 66 percent of women reported delivering at home. Among those who reported
having delivered their last child in afacility, including the private sector, 73 percent were urban residents,
81 percent had secondary or above education, and 90 percent were in the highest wealth quintile.

The facility delivery progress 2002 to 2010 in Eritrea is remarkable and has increased in five out of
the six zobas. Almost all deliveriesin health facilities are happening in public sector facilities (32 percent
of total births). The private sector playsanegligiblerolein delivery services (1 percent of total births). The
likelihood of delivering in a health facility decreases with increasing birth order. Forty-eight percent of first
order births delivered in health facilities, as compared to only 23 percent of the 6+ birth orders.

Figure 9-2 Percentage of Skilled Attended Deliveries by survey
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Table 9-5 Place of delivery

Percent distribution of live births in the five years preceding the survey by place of delivery and percentage delivered in a health facility, according to
background characteristics, Eritrea 2010

Health facility

Percentage delivered Number
Background characteristic Public sector Private sector Home Other Missing Total in a health facility of births

Mother’s age at birth

<20 345 0.9 64.4 0.0 0.2 100.0 35.4 844
20-34 32.9 1.3 65.3 0.2 0.4 100.0 34.2 4,912
35-49 29.1 1.3 69.2 0.2 0.2 100.0 30.4 1,257
Birth order
1 46.1 2.1 51.2 0.1 0.5 100.0 48.2 1,427
2-3 34.2 1.1 64.3 0.1 0.3 100.0 35.3 2,431
4-5 28.2 0.6 70.7 0.2 0.2 100.0 28.8 1,670
6+ 211 1.4 77.0 0.1 0.4 100.0 225 1,485
Residence
Total urban 71.4 1.8 26.6 0.1 0.2 100.0 73.2 2,124
Asmara 88.7 3.8 7.3 0.0 0.1 100.0 92.5 755
Other Town 61.9 0.6 37.2 0.1 0.2 100.0 62.5 1,369
Rural 15.5 1.0 82.9 0.2 0.4 100.0 16.5 4,889
Zoba
Debubawi Keih Bahri 33.0 0.4 66.6 0.0 0.0 100.0 33.4 114
Maekel 69.8 2.9 27.2 0.0 0.2 100.0 72.6 1,202
Semenawi Keih Bahri 29.1 0.2 70.3 0.0 0.3 100.0 29.3 864
Anseba 23.7 15 74.7 0.1 0.1 100.0 25.1 1,119
Gash-Barka 17.1 0.5 81.6 0.1 0.7 100.0 17.6 1,813
Debub 30.1 1.3 68.0 0.4 0.3 100.0 314 1,901
Mother’s education
No education 15.2 0.4 83.9 0.2 0.3 100.0 15.6 3,288
Primary 27.8 1.6 70.2 0.1 0.4 100.0 29.4 1,698
Middle 53.8 15 44.3 0.0 0.3 100.0 55.3 1,104
Secondary or above 77.1 3.4 19.1 0.1 0.3 100.0 80.5 919
Antenatal care visits
None 5.7 0.0 934 0.3 0.6 100.0 5.7 445
1-3 17.6 1.0 81.2 0.3 0.0 100.0 18.6 1,542
4+ 48.3 1.9 49.6 0.1 0.1 100.0 50.2 2,699
Don’t know/missing 35.3 0.0 64.7 0.0 0.0 100.0 35.3 22

Wealth quintile

Lowest 7.7 0.9 90.9 0.2 0.3 100.0 8.6 1,426
Second 11.6 0.6 87.1 0.1 0.6 100.0 12.2 1,485
Middle 21.7 11 76.4 0.3 0.5 100.0 22.8 1,542
Fourth 48.0 0.7 51.3 0.1 0.0 100.0 48.6 1,442
Highest 86.3 3.4 10.0 0.0 0.3 100.0 89.8 1,119
Total 32.4 12 65.9 0.1 0.3 100.0 33.7 7,013

Note: Table is based on all the live births in the five years preceding the survey in the CORE questionnaires.
* Includes only the most recent birth in the five years preceding the survey
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There are marked variations between urban and rural areas in the proportion of births delivered in
health facilities. The EPHS 2010 shows that 17 percent of rural area women delivered in health facilities,
as compared to 63 percent in other towns, and 93 percent of Asmara mothers.

In 2010 EPHS, 18 percent of maothers from Gash-Barka delivered in health facilities, as compared
to only 9 percent in 2002. Anseba delivery coveragein health facilitiesin 2010 was 25 percent as compared
to 14 percent in 2002; an increase of 79 percent. Similarly, in Semenawi Keih Bahri coverage was 29
percent in 2010 and 19 percent in 2002. Maekel facility delivery coverage was 73 percent in 2010, and 67
percent in 2002. Debub coverage was 31 percent in 2010, compared to 20 percent in 2002. Only Debubawi
Keih Bahri’s coverage has reduced from that of 2002 coverage, from 42 percent in 2002 to 33 percent in
2010, a nine percent decrease.

The differences in delivery coverage by zoba in the 2010 EPHS are high. The lowest delivery
coverage is seen in Gash-Barka (18 percent) and the highest in Maekel (73 percent). Here, asis seenin
Table 99, distance was a barrier reported by 40 percent of Gash-Barka women as compared to only nine
percent of Maekel women. The likelihood for mothers to deliver in a health facility increases with an
increase in education level and the level of household wealth. Ninety percent of the highest wealth quintile
women were delivered by skilled birth attendants as compared to only nine percent in the lowest wealth
quintile. The percentage of births delivered in health facilities increased from 17 percent in 1995, to 28
percent in 2002, and to 34 percent in 2010. Theincreaseis also notablein all subgroups shown in Table 9-6.

9.3 DELIVERY ASSISTANCE

The type of assistance a woman receives during childbirth has important health consequences for both
mother and child. Skilled attendance at all births is considered to be the single most critical intervention
for ensuring safe motherhood. It hastens the timely delivery of emergency obstetric and newborn care
when life-threatening complications arise. The term ‘skilled attendant’ refers exclusively to people with
midwifery skills (for example, doctors, midwives, and nurses) who have been trained to proficiency in the
skills necessary to manage normal deliveries and diagnose, manage, or refer obstetric complications. They
must be able to recognize the onset of complications, perform essential interventions, start treatment, and
supervisethereferral of mother and baby for interventions that are beyond their competence or not possible
in the particular setting.

In addition, the proportion of births attended by skilled providersisameasure of the health system’s
effectiveness, accessibility, and quality of care for its people. Delivery assisted by skilled providersisthe
most important proven intervention in reducing maternal mortality and one of the MDG indicators to track
national effort and accountability towards safe motherhood.

Table 9-6 shows the percent distribution of births in the five years preceding the survey by type of
assistance during delivery, according to women’s background characteristics. Thirty-two percent of births
were assisted by askilled provider — seven percent by adoctor and 25 percent by anurse or midwife. Forty-
six percent of the women were attended by traditional birth attendants (TBA) and 20 percent by relatives or
friends. Skilled assistance at delivery increased in the last eight years from 28 percent in 2002 to 32 percent
in 2010.
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Table 9-6 Assistance during delivery

Percent distribution of live births in the five years preceding the survey by person providing assistance during delivery, percentage of birth assisted by
a skilled provider and percentage delivered by caesarean-section, according to background characteristics, Eritrea 2010

Person providing assistance during delivery

Auxiliary  Traditional Don'’t Percentage Percentage
Background Nurse/ nurse/ birth Relative/  No know/ delivered by a  delivered by ~ Number
characteristic Doctor midwife  midwife attendant other one missing Total  skilled provider C-section of births
Mother’s age at
birth
<20 7.6 24.6 3.5 405 23.8 0.0 0.0 100.0 35.8 3.2 844
20-34 7.2 25.3 2.1 46.0 18.7 0.2 0.4 100.0 34.7 2.9 4,912
35-49 6.3 22.3 2.3 485 20.0 0.4 0.2 100.0 30.9 2.1 1,257
Birth order
1 11.9 335 3.1 36.1 15.0 0.0 0.5 100.0 48.5 6.3 1,427
2-3 7.5 25.7 2.7 44.0 19.8 0.1 0.3 100.0 35.8 2.8 2,431
4-5 5.0 22.3 1.9 50.4 19.8 0.3 0.2 100.0 29.3 1.4 1,670
6+ 4.2 17.4 1.4 52.7 23.2 0.6 0.4 100.0 23.0 1.0 1,485
Place of delivery
Health facility 20.9 72.0 6.5 0.3 0.3 0.0 0.0 100.0 99.4 8.3 2,361
Elsewhere 0.1 0.7 0.2 69.2 29.5 0.3 0.0 100.0 1.0 0.0 4,628
Missing 0.0 6.3 0.0 4.6 0.0 0.0 89.2 100.0 6.3 0.0 24
Residence
Total urban 16.1 55.1 2.6 19.8 6.0 0.1 0.2 100.0 73.9 5.8 2,124
Asmara 234 67.6 2.1 4.9 1.8 0.0 0.1 100.0 93.1 9.7 755
Other Town 12.1 48.3 2.9 28.0 8.3 0.2 0.3 100.0 63.3 3.6 1,369
Rural 3.2 11.5 2.2 57.0 25.4 0.3 0.4 100.0 16.9 15 4,889
Zoba
Debubawi
Keih Bahri 4.6 22.5 7.2 63.3 2.3 0.1 0.0 100.0 34.3 0.8 114
Maekel 18.3 53.3 2.1 22.4 3.9 0.0 0.1 100.0 73.6 8.4 1,202
Semenawi
Keih Bahri 7.7 20.6 2.0 62.8 6.6 0.0 0.3 100.0 30.3 1.4 864
Anseba 3.9 18.7 2.6 64.1 10.2 0.3 0.2 100.0 25.2 2.0 1,119
Gash-Barka 4.0 10.2 3.6 67.6 13.4 0.4 0.7 100.0 17.8 0.9 1,813
Debub 4.6 26.1 1.0 20.1 47.7 0.3 0.3 100.0 31.7 2.3 1,901
Mother’s
education
No education 3.2 10.8 2.2 61.5 21.7 0.4 0.3 100.0 16.1 1.0 3,288
Primary 5.7 22.4 1.8 45.0 245 0.1 0.4 100.0 29.9 1.8 1,698
Middle 11.5 41.7 2.6 28.0 16.0 0.0 0.2 100.0 55.8 5.3 1,104
Secondary or
above 18.4 58.7 3.3 12.4 6.7 0.0 0.4 100.0 80.5 8.2 919
Wealth quintile
Lowest 1.2 5.9 15 67.1 23.2 0.7 0.3 100.0 8.6 0.7 1,426
Second 1.9 9.0 2.1 61.2 25.2 0.2 0.5 100.0 12.9 0.6 1,485
Middle 4.6 15.5 3.0 49.8 26.5 0.1 0.5 100.0 23.1 1.0 1,542
Fourth 10.7 35.8 3.0 35.0 15.4 0.1 0.0 100.0 49.5 3.2 1,442
Highest 20.2 68.0 1.9 6.3 3.2 0.0 0.3 100.0 90.1 10.2 1,119
Total 7.1 24.7 2.3 45.8 19.5 0.2 0.3 100.0 34.1 2.8 7,013

Note: Table is based on all the live births in the five years preceding the survey in the CORE questionnaires.
If the respondent mentioned more than one person attending during delivery, only the most qualified person is considered in this tabulation.
1 Skilled provider includes doctor, nurse, midwife and associate nurse/midwife.
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Thedatain Table 9-6 indicates that as age of mother and birth order increase, birthswerelesslikely
to occur under the supervision of health professionals. For example, health professionals attend 48 percent
of first births and only 23 percent of deliveries for 6+ or higher births orders. Residence, education, and
household wealth also influence the provision of delivery care by health professionals. For example, 74
percent of the urban respondents delivered with the assistance of skilled providers, as compared to only 17
percent of rural women. Ninety percent of the highest wealth quintile compared to only nine percent of the
lowest quintile delivered with the assistance of skilled providers.

9.3.1 Assistance during delivery

Dueto thefact that the majority of respondents (66 percent) reported delivering at home, the most commonly
reported assistance given during delivery was from traditional birth attendants (46 percent), followed by
nurse/midwives (25 percent). Skilled providers attended more births of mothers age <20 (36 percent) and
first order births (49 percent). Skilled providers also attended 74 percent of births in urban areas compared
with 17 percent of birthsin rural areas. In rural areas the most common birth attendants reported were non-
skilled providers, i.e., traditional birth attendants, relatives or other persons (82 percent). A large proportion
of highly educated women had their births assisted by a skilled provider (77 percent), as did mothersin the
highest wealth quintile (88 percent).

9.3.2 Caesarean section deliveries

Caesarean section (C-section) is a surgical intervention to prevent or treat life-threatening maternal or
perinatal complications Table 9-6 shows that almost three percent of births in the five years preceding the
survey were by caesarean section, and the rate, that was three percent. C-section rates below five percent
are thought to be a reflection of limited access to maternal health services, and more than 15 percent is
not recommended. Therefore, this finding suggests that many Eritrean women do not have access to life-
saving emergency obstetrical care. C-section delivery is less common among rural women (2 percent),
women with a large number of children 6+, women with no education (1 percent) , and women in the
lower quintiles of wealth indexes (<1 percent). C-section rate among women with secondary and higher
education is eight percent, women in highest wealth quintile 10 percent, and for those women with middie
level education five percent while for women with primary education two percent and one percent among
those with no education. C-section delivery rate isless than one percent in all zobas except in Maekel with
eight percent, and Debub with 2.3 percent.
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9.4 PosTPARTUM/POSTNATAL CARE

A large proportion of maternal and neonatal deaths occur during the first 12 and 48 hours after delivery.
Thus, postpartum/postnatal care is important both for the mother and the baby. Postpartum care treats
complications arising from delivery and post-delivery, and provides the mother and the family with
information on how to detect and care for herself and her child. It isrecommended that all womenin Eritrea
receive a check-up within six hours, six days and six weeks after delivery. To assess the extent of postnatal
care utilization, respondents were asked, referring to the last birth in the five years preceding the survey,
whether they had received a health check-up after delivery, the timing of the first check-up, and the type of
health provider performing the postnatal check-up.

Table 9-7 shows the percent distribution of women whose last birth in the five years preceding
the survey occurred according to timing of postnatal care. The data indicate that postnatal care wasrarein
Eritrea, with 18 percent receiving care within six weeks, and only five percent within two days. There was
no variation in the utilization of postnatal care services within the first two days after birth, by mother’s
age. That is, for all age groups only five percent of each group received postnatal care within two days.
Similarly, only five percent of respondents whose birth order was more than one received postnatal care
within two days. Zoba variation on utilization of timely postnatal care within two days ranges from the
lowest (2 percent) in Debub to highest 10 percent in Debubawi Keih Bahri. Six percent of the women in
the fourth quintile compared to five percent each for the other three quintiles received postpartum/postnatal
care within two days.

As noted earlier, the mgjority (82 percent) of respondents did not receive any postnatal checkup.
However, for the 18 percent who did, most received care from askilled provider (15 percent), followed by
aTBA (4 percent)! (Table 9-8).

1 More than the 18% total due to rounding.
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Table 9-7 Timing of first postnatal checkup

Among women age 15-49 giving birth in the five years preceding the survey, the percent distribution of the mother’s first postnatal check-up for the last
live birth by time after delivery, according to background characteristics, Eritrea 2010

Time after delivery of mother’s first postnatal checkup

Less than Don't know/ No postnatal Number
Background characteristic 4 hours 4-23 hours 2 days 3-41 days missing checkup Total of women
Mother’s age at birth
<20 1.0 11 2.1 13.4 0.1 82.3 100.0 1,544
20-34 1.6 1.1 25 13.9 0.1 80.8 100.0 9,356
35-49 1.7 1.3 2.0 11.0 0.2 83.8 100.0 2,917
Birth order
1 1.1 0.9 2.2 15.0 0.1 80.7 100.0 2,554
2-3 1.5 14 2.3 14.6 0.2 80.1 100.0 4,758
4-5 1.9 1.0 2.4 12.6 0.1 82.0 100.0 3,292
6+ 1.6 11 2.4 10.7 0.2 84.1 100.0 3,213
Residence
Total urban 1.5 1.4 2.5 21.6 0.1 72.9 100.0 4,448
Asmara 1.8 1.9 3.0 22.3 0.3 70.7 100.0 1,640
Other Town 1.4 1.1 2.1 21.2 0.1 74.2 100.0 2,808
Rural 1.6 1.0 2.2 9.3 0.1 85.7 100.0 9,369
Zoba
Debubawi Keih Babhri 4.0 2.7 3.1 13.5 0.4 76.4 100.0 209
Maekel 1.6 2.0 4.3 22.7 0.4 69.0 100.0 2,533
Semenawi Keih Bahri 25 1.6 3.3 17.6 0.1 74.9 100.0 1,632
Anseba 2.2 0.9 2.2 9.5 0.0 85.2 100.0 2,133
Gash-Barka 1.2 0.9 2.2 8.6 0.0 87.0 100.0 3,445
Debub 0.9 0.6 0.7 11.4 0.1 86.2 100.0 3,864
Education
No education 1.5 1.0 2.1 8.4 0.1 87.0 100.0 6,234
Primary 1.9 1.1 2.3 13.1 0.2 81.5 100.0 3,429
Middle 1.6 15 2.8 19.1 0.0 75.0 100.0 2,295
Secondary or above 1.0 1.4 2.4 22.9 0.3 72.0 100.0 1,856
Missing 0.0 0.0 0.0 0.0 0.0 100.0 100.0 3
Wealth quintile
Lowest 1.6 0.8 2.1 6.6 0.0 88.9 100.0 2,518
Second 1.6 1.0 2.0 8.1 0.2 87.1 100.0 2,944
Middle 1.6 0.9 2.2 11.0 0.1 84.2 100.0 3,075
Fourth 1.7 1.5 3.0 19.0 0.2 74.6 100.0 2,951
Highest 1.2 14 2.2 22.8 0.2 72.2 100.0 2,329
Total 1.6 1.1 2.3 13.3 0.1 81.6 100.0 13,817

Note: Table is based on all the women who had a live birth in the five years preceding the survey in both CORE and MMM questionnaires.
* Includes women who received a checkup after 41 days
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Table 9-8 Type of provider of first postnatal checkup

Among women age 15-49 giving birth in the five years preceding the survey, the percent distribution by type of provider of the mother’s first postnatal
health check for the last live birth, according to background characteristics, Eritrea 2010

Type of health provider of mother’s first postnatal checkup

Background Doctor/ nurse/ Auxiliary Community Traditional Don’t know/ No postnatal Number
characteristic midwife nurse/midwife  health worker birth attendant  Other missing checkup Total  of women

Mother’s age at birth

<20 10.5 25 1.0 3.6 0.1 0.0 82.3 100.0 1,544
20-34 12.7 21 0.7 35 0.1 0.0 80.8 100.0 9,356
35-49 10.7 1.6 0.4 3.4 0.1 0.0 83.8 100.0 2,917
Birth order
1 13.1 2.6 0.8 2.7 0.1 0.0 80.7 100.0 2,554
2-3 13.5 2.3 0.8 34 0.0 0.0 80.1 100.0 4,758
4-5 11.7 1.7 0.7 3.6 0.2 0.0 82.0 100.0 3,292
6+ 9.4 1.6 0.4 4.3 0.1 0.0 84.1 100.0 3,213
Residence
Total urban 22.6 2.3 0.5 1.8 0.0 0.0 72.9 100.0 4,448
Asmara 25.1 1.9 0.6 1.7 0.0 0.0 70.7 100.0 1,640
Other Town 21.1 25 0.4 1.8 0.0 0.0 74.2 100.0 2,808
Rural 7.1 2.0 0.8 4.3 0.1 0.0 85.7 100.0 9,369
Zoba
Debubawi Keih Bahri 10.2 8.6 2.2 24 0.1 0.0 76.4 100.0 209
Maekel 24.2 2.8 0.4 3.6 0.0 0.0 69.0 100.0 2,533
Semenawi Keih Bahri 14.6 2.1 0.5 7.9 0.1 0.0 74.9 100.0 1,632
Anseba 7.0 2.3 2.2 3.3 0.0 0.0 85.2 100.0 2,133
Gash-Barka 6.8 1.9 0.4 3.8 0.1 0.0 87.0 100.0 3,445
Debub 10.6 1.2 0.3 15 0.2 0.0 86.2 100.0 3,864
Education
No education 6.1 1.9 0.6 4.3 0.1 0.0 87.0 100.0 6,234
Primary 12.0 1.8 1.0 3.5 0.2 0.0 815 100.0 3,429
Middle 18.9 2.2 0.5 3.2 0.1 0.0 75.0 100.0 2,295
Secondary or above 235 2.8 0.5 1.2 0.0 0.0 72.0 100.0 1,856
Missing 0.0 0.0 0.0 0.0 0.0 0.0 100.0 100.0 3
Wealth quintile
Lowest 3.6 1.4 0.8 5.2 0.1 0.0 88.9 100.0 2,518
Second 5.4 19 11 45 0.0 0.0 87.1 100.0 2,944
Middle 9.1 24 0.5 3.6 0.2 0.0 84.2 100.0 3,075
Fourth 19.4 25 0.4 2.9 0.1 0.0 74.6 100.0 2,951
Highest 241 2.0 0.5 13 0.0 0.0 72.2 100.0 2,329
Total 12.0 2.1 0.7 3.5 0.1 0.0 81.6 100.0 13,817

Note: Table is based on all the women who had a live birth in the five years preceding the survey in both CORE and MMM questionnaires.
* Includes women who received a checkup after 41 days
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9.5 PRroBLEMS IN AccessING HEALTH CARE

Many factors can prevent women from getting medical advice or treatment for themselves when they are
sick or have complications. Information on such factors is particularly important in understanding and
addressing the barriers women may face in seeking care. In the 2010EPHS, women were asked whether
each of the following factors would be a big problem or not a big problem in seeking medical care: getting
permission to go for treatment, getting money for treatment, distance to a health facility, having to take
transportation, not wanting to go alone, concern that there may not be afemal e health provider, and concern
that there may not be a health provider available.

The most common reasons or barriers for not seeking delivery service reported by respondents
were getting money for treatment (39 percent), having to take transport (35 percent), and distance to health
facility (33 percent). Around 23 percent women responded that they did not want to go alone, and 20
percent mentioned queuing for treatment as barriers to seeking care. This calls for quality improvement
in the facilities. Twelve percent of respondents also stated that poor quality of care was barrier as well.
Ten percent of women responded that they did not know where to go and 11 percent mentioned getting
permission from husband were barriers.

Regardless of the number of living children, marital status, or employment status, all respondents
identified getting money for treatment as the main barrier to accessing healthcare. More respondents in the
youngest age group (15-19), from rural areas, with no education and from the lowest and second wealth
guintile reported having to take transport as the main barrier to accessing health care. Apart from Debubawi
Keih Bahri and Semenawi Keih Bahri respondents who most often stated “distance”, the other regional
respondents identified getting money for treatment as the main barrier.

9.5.1 Delivery preparedness

Mothers are encouraged to develop a delivery and emergency readiness plan in case of emergency
by health workers during antenatal care. The 2010 EPHS asked mothersif they were prepared to deliver in
ahealth facility, if they knew the telephone number of the health facility, prepared means of transportation
to the health facility, and had baby cloth and extrafood for postpartum period (Table 9-10). Over 90 percent
of respondents were prepared in at least one of the categories. Forty-five percent of all respondents were
prepared to deliver in a health facility. Eighty-seven percent prepared baby clothes, and 81 percent had
prepared extrafood for the postpartum period. Only 15 percent reporting knowing the tel ephone number of
the health facility or service provider.

Arranging for transportation to the health facility varied by residence, educational level, and wealth
quintile. Only 20 percent of respondents living in rural areas where facilities tend to be far away reported
arranging transportation, compared to 66 percent of urban residents. Fifteen percent of the no education
group reported arranging transportation while the 78 percent of the highly educated respondents had done
so. Similarly, only 10 percent of respondents in the lowest wealth quintile compared to 82 percent of the
highest quintile reported arranging transportation.
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Table 9-9 Problems in accessing health care

Percentage of women age 15-49 who reported that they have serious problems in accessing health care for themselves when they are sick, by type of
problem, according to background characteristics, Eritrea 2010

Problems in accessing health care

Getting Not Concern Quality At least one
Knowing permission Getting Distance Having wanting nofemale Queuing of the problem  Number
Background where togofor money for tohealth totake to go provider inlinefor health accessing of
characteristic to go treatment treatment facility transport alone  available treatment service health care women
Age
15-19 13.0 14.5 32.6 30.5 329 26.8 12.9 17.5 10.6 56.0 2,301
20-34 9.2 10.5 38.2 32.3 34.8 222 12.0 19.9 12.9 58.2 4,618
35-49 10.0 10.3 45.0 34.3 37.8 22.8 12.0 20.1 11.8 60.9 3,320
Number of living
children
0 11.4 12.3 30.5 26.1 29.2 23.6 121 17.9 11.2 53.0 3,564
1-2 9.1 10.6 40.9 33.1 36.0 22.0 10.9 18.6 12.0 59.1 2,553
3-4 9.3 10.0 43.9 34.1 36.1 21.3 11.8 20.2 11.9 60.3 2,008
5+ 10.9 11.9 47.2 41.3 44.2 26.9 14.3 22.0 13.7 65.5 2,113
Marital status
Never married 10.5 11.6 28.4 22.4 25.6 21.6 10.2 16.5 10.3 50.7 2,878
Married or living
together 10.8 12.1 429 37.9 40.6 24.9 13.6 21.2 13.2 61.9 6,183
Divorced/separated/
widowed 7.1 6.6 45.8 29.1 315 20.0 9.5 17.2 10.0 60.2 1,177
Employed last 12
months
Not employed 11.7 13.3 40.6 35.6 38.1 25.7 14.3 20.3 13.3 60.4 7,861
Employed for cash 5.0 5.0 31.8 16.7 20.7 12.8 5.1 15.7 7.9 47.9 1,703
Employed not for cash 7.7 4.9 41.4 37.2 40.7 23.8 6.2 18.7 8.0 64.6 673
Missing 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 1
Residence
Total urban 4.3 4.2 24.2 8.1 10.6 10.5 4.1 13.7 6.4 40.4 4,125
Asmara 3.0 3.0 21.3 5.8 8.3 9.1 24 15.3 5.3 39.6 1,870
Other Town 5.3 53 26.6 10.0 12.4 11.7 5.6 12.4 7.3 41.2 2,255
Rural 14.4 16.1 49.3 49.1 52.1 32.1 17.6 23.2 15.9 70.8 6,113
Zoba
Debubawi Keih Bahri 15.5 217 38.1 45.5 44.8 43.3 274 23.7 20.6 63.5 163
Maekel 2.7 24 23.7 9.2 12.0 9.5 2.3 12.6 45 41.7 2,535
Semenawi Keih Bahri 11.5 14.1 37.3 42.6 41.4 30.2 17.7 22.3 12.9 63.4 1,122
Anseba 23.8 32.2 59.8 48.5 57.4 46.1 31.0 38.1 25.0 76.0 1,436
Gash-Barka 11.8 11.6 42.2 40.4 42.0 22.9 12.6 15.2 14.7 62.3 2,255
Debub 8.2 6.7 41.0 34.4 36.8 20.8 8.0 17.9 9.1 59.7 2,727
Education
No education 15.7 18.5 55.0 51.5 53.5 35.2 21.2 25.9 17.9 73.6 3,882
Primary 10.9 10.7 43.3 35.0 38.6 235 12.5 20.0 12.2 63.5 2,162
Middle 6.2 7.0 27.0 19.5 22.9 15.3 5.0 13.1 6.7 46.9 1,946
Secondary or above 3.8 3.4 18.3 8.8 11.7 10.0 25 13.0 6.5 37.9 2,246
Missing 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 1
Wealth quintile
Lowest 19.5 21.7 57.3 64.3 65.9 41.8 254 28.9 21.0 80.1 1,746
Second 17.5 18.5 53.9 53.7 56.7 36.7 20.2 26.1 18.4 73.9 1,769
Middle 11.2 12.8 44.9 36.8 40.6 25.9 13.9 20.9 13.2 65.4 2,014
Fourth 4.2 4.7 32.2 17.3 21.0 12.4 4.3 11.9 5.9 49.3 2,223
Highest 35 3.7 17.5 5.4 7.3 8.9 3.0 13.4 5.8 35.3 2,485
Total 10.3 11.3 39.2 32.6 35.4 234 12.2 19.4 121 58.6 10,238

Note: Table is based on all the women in the CORE questionnaires.
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Table 9-10 Delivery preparations

Percent distribution of live births in the five years preceding the survey, percentage of women who reported that they have made delivery preparations,
according to background characteristics, Eritrea 2010

Problems in accessing health care

Delivery in a Knowing the Arranging means  Keeping some Extra
health facility  telephone no. of of transport to money aside food for  Atleastone  Number
Background by skilled birth  health facility or health facility for transport for Baby after of these of
characteristic attendant service provider  when labor starts  other expenses  clothes delivery preparations women
Age
15-19 44.0 11.7 33.0 35.6 86.3 85.8 95.7 233
20-34 47.0 16.2 35.6 45.1 87.4 81.8 93.2 4,651
35-49 40.9 13.0 29.3 375 85.5 78.1 915 2,129
Number of living
children
0 55.1 18.4 40.6 41.9 79.1 76.2 90.9 55
1-2 54.8 18.8 41.2 49.1 89.2 83.8 95.2 2,385
34 46.4 17.0 35.0 448 86.5 80.2 91.9 2,296
5+ 33.3 9.1 24.1 33.2 84.7 78.4 91.0 2,277
Marital status
Never married 78.5 37.3 67.0 65.3 89.0 87.6 97.4 85
Married or living
together 44.5 14.8 33.3 42.3 86.7 80.8 92.8 6,563
Divorced/separated/
widowed 48.3 14.9 32.3 40.5 87.9 78.8 90.9 365
Employed last 12
months
Not employed 42.8 13.2 315 40.8 85.8 79.2 91.9 5,798
Employed for cash 69.1 311 53.7 60.5 91.9 86.1 96.7 740
Employed not for cash 34.8 12.2 27.3 34.6 90.3 92.2 96.7 472
Missing 100.0 100.0 100.0 100.0 100.0 100.0 100.0 2
Residence
Total urban 81.3 35.1 65.5 74.0 95.1 88.7 98.1 2,124
Asmara 96.7 53.1 84.6 86.3 96.9 90.5 99.9 755
Other Town 72.9 25.1 54.9 67.2 94.1 87.6 97.1 1,369
Rural 29.3 6.4 19.8 28.8 83.2 77.4 90.4 4,889
Zoba
Debubawi Keih Bahri 35.6 10.4 20.6 28.9 77.9 56.8 83.8 114
Maekel 85.4 43.7 71.7 75.0 95.9 90.2 99.4 1,202
Semenawi Keih Bahri 43.6 6.5 26.4 38.1 85.0 72.4 91.5 864
Anseba 37.3 5.7 24.1 32.6 81.2 71.9 87.9 1,119
Gash-Barka 26.4 2.9 20.3 31.3 82.2 76.9 89.3 1,813
Debub 43.1 18.3 31.9 41.1 90.1 89.2 95.7 1,901
Education
No education 24.8 3.2 14.8 24.8 79.8 73.2 87.9 3,288
Primary 46.3 11.1 34.1 425 90.3 83.4 95.0 1,698
Middle 66.0 28.0 52.5 62.5 94.6 89.9 97.9 1,104
Secondary or above 90.1 49.2 77.6 81.6 95.7 92.4 99.5 919
Missing 66.7 0.0 0.0 0.0 100.0 100.0 100.0 4
Wealth quintile
Lowest 15.5 1.0 10.3 19.8 79.1 74.3 86.7 1,426
Second 23.7 2.3 14.6 24.2 78.6 74.2 87.6 1,485
Middle 38.4 6.4 25.2 33.9 88.0 77.6 93.6 1,542
Fourth 65.1 211 47.5 58.0 93.5 88.0 97.6 1,442
Highest 94.5 54.2 82.4 87.4 97.1 93.1 99.7 1,119
Total 451 15.1 33.6 425 86.8 80.8 92.7 7,013

Note: Table is based on all the live births in the five years preceding the survey in the CORE questionnaires.
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9.6 ExPeErRIENCE oF CompLICATIONS DURING PREGNANCY

Women were asked about the experiences of complications they faced during their most recent pregnancy
(Table 9-11). Forty-three percent of respondents experienced at |east one complication. The most common
complication reported was anemia (24 percent), followed by fever (19 percent), swelling (13 percent), and
21 percent had anemia as a complication during pregnancy. Anemia occurred in all age groups, but was
higher in the 6+ birth order group (27 percent), than on the first birth order (22 percent). Thirteen percent
of maothersreported experienced swelling, six percent convulsions and two percent had high blood pressure
complications during their pregnancy.

9.6.1 Duration of labor

Table 9-12 shows the duration of labor among women 15 to 49 age group. Labor and delivery takes a
general average of 12 or less, often being longer for prima gravidae or younger expecting mothers. The
majority (86 percent) reported being in labor lessthan 12 hours. Very rarely did anyone report being in labor
more than 24 hours (<1 percent).

9.6.2 Prevalence and treatment of delivery complications

Table 9-13 indicates that women age 15-49 with live birthsin the 5 years preceding the survey, those who
experienced complications during delivery for the most recent birth, and percentage among those with
complications who sought treatment, according to background characteristics,

Most of the complications experienced during delivery were convulsions and fever. The percentage
of women who experienced convulsions during delivery was six percent, and the percentage who actually
sought treatment for it was 27 percent. Over one third of respondents reporting to have experienced fever
sought treatment for it.

9.6.3 Means of transportation and distance to health facility

Table 9-14 shows that 29 percent of women travelled to health facilities on foot, stretcher or on pack
animals, 19 percent used ambulances, and 52 percent used other vehicles. The report of using an ambulance
was high in Debubawi Keih Bahri (29 percent), and least reported in Anseba (8 percent). In regard to how
long it takes to get to the facility, 95 percent of women reported that it took them less than 2 hours to reach
the nearest health facility for delivery services, while only 1 percent reported taking five or more hours to
reach the nearest health facility
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Table 9-11 Pregnancy complications

Among women age 15-49 with live births in the 5 years preceding the survey, percentage of women who experienced complications during pregnancy
for the most recent birth, according to background characteristics, Eritrea 2010

Pregnancy complications

At least Number
Background Excessive Pain/ High blood one of the of
characteristic Bleeding vomiting Convulsions Swelling Fever urine Jaundice pressure Anemia complications women
Age
15-19 1.7 13.8 8.0 12.4 17.7 118 6.6 35 20.9 42.1 596.8
20-34 3.0 12.6 5.9 12.4 18.7 9.4 4.4 1.9 22.9 42.9 8,878.4
35-49 4.2 111 7.3 14.1 208 11.2 4.6 2.0 26.1 44.6 4,341.8
Birth order
1 25 14.3 5.7 13.0 17.5 8.9 4.5 2.6 214 43.1 3,095.6
2-3 3.0 12.2 53 11.8 17.3 9.1 4.2 1.8 22.4 42.1 4,560.4
4-5 3.8 11.6 6.6 13.1 20.0 101 4.5 1.9 25.0 43.4 3,165.6
6+ 4.1 10.5 8.7 14.4 236 12.6 5.3 1.8 27.3 45.6 2,995.3
Marital status
Never married 3.1 11.2 5.5 125 15.8 8.6 4.2 2.6 21.3 41.8 2,4145
Married or living
together 3.4 12.3 6.8 13.1 204 108 4.7 1.8 245 43.8 10,155.3
Divorced/separated/
widowed 3.3 12.9 4.9 12.5 17.3 6.7 4.6 2.3 23.4 42.6 1,247.2
Employed last 12
months
Not employed 3.3 12.3 6.9 12.5 20.2 105 4.6 1.8 24.3 43.6 11,068.7
Employed for cash 3.9 11.7 4.3 14.6 15.0 8.0 43 2.4 21.3 42.4 1,817.8
Employed not for
cash 2.8 11.0 4.5 13.9 16.8 9.1 5.0 3.3 22.9 42.6 928.3
Missing 0.0 0.0 0.0 47.8 0.0 0.0 0.0 0.0 0.0 47.8 2.2
Residence
Total urban 3.3 12.8 3.4 14.8 13.9 8.0 3.8 3.0 23.2 44.2 4,448.0
Asmara 3.7 12.8 2.2 18.4 11.5 6.4 3.6 3.9 25.2 49.0 1,640.4
Other Town 3.0 12.7 4.1 12.6 15.3 8.9 3.9 25 22.0 41.4 2,807.6
Rural 3.3 11.9 7.9 12.0 219 11.0 4.9 15 24.1 42.9 9,369.0
Region
Debubawi Keih Bahri 2.9 9.8 3.2 14.7 15.1 9.0 2.0 2.4 23.0 39.6 209.2
Maekel 3.1 11.3 2.0 15.9 11.0 6.1 3.2 3.6 25.7 46.6 2,533.1
Semenawi Keih Bahri 4.6 15.8 12.0 12.6 228 15.0 5.5 1.3 275 48.7 1,632.1
Anseba 4.2 14.3 11.7 14.0 31.2 149 5.3 1.4 33.1 56.0 2,133.5
Gash-Barka 3.8 13.1 7.1 12.5 245 114 5.8 1.8 20.5 40.2 3,445.3
Debub 2.0 9.3 3.6 10.8 12.3 6.8 3.7 1.7 18.9 35.1 3,863.7
Education
No education 3.7 12.4 9.2 12.5 242 123 5.3 1.4 25.0 43.7 6,233.6
Primary 3.2 11.4 6.0 11.7 18.7 10.1 4.6 1.9 23.9 43.4 3,429.2
Middle 2.8 11.7 3.2 12.4 14.5 7.2 4.0 2.0 22.8 42.3 2,294.5
Secondary or above 3.0 13.4 1.9 17.0 9.9 5.9 2.8 4.0 21.0 43.6 1,856.2
Missing 0.0 0.0 0.0 0.0 0.0 25.0 0.0 0.0 0.0 25.0 34
Wealth quintile
Lowest 3.6 12.6 10.7 11.8 26.0 12.0 45 1.4 254 44.2 2,518.0
Second 3.3 13.2 9.9 13.3 255 125 5.8 1.2 25.2 44.9 2,944.2
Middle 3.8 11.0 5.9 11.7 19.9 10.8 5.0 1.6 235 42.7 3,074.5
Fourth 2.9 11.3 3.3 12.5 135 8.4 45 2.3 221 40.8 2,950.8
Highest 29 13.1 2.0 15.8 10.9 59 2.7 3.8 22.9 44.8 2,329.4
Total 3.3 12.2 6.4 12.9 19.3 10.1 4.6 2.0 23.8 43.4 13,817.0

Note: Table is based on all the women who had a live birth in the five years preceding the survey in both CORE and MMM questionnaires.
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Table 9-12 Duration of labor

Among women age 15-49 with live births in the 5 years preceding the survey, percentage of women by duration of labor for the most recent birth,
according to background characteristics, Eritrea 2010

Duration of labor

Background characteristic <12 hours 12-24 hours >24 hours Missing Total Number of women
Age

15-19 81.8 11.4 6.8 0.0 100.0 597

20-34 86.1 9.8 3.9 0.1 100.0 8,878

35-49 86.3 9.1 4.2 0.3 100.0 4,342
Birth order

1 80.4 13.1 6.4 0.1 100.0 3,096

2-3 88.4 8.3 3.1 0.2 100.0 4,560

4-5 88.1 8.8 2.9 0.2 100.0 3,166

6+ 86.0 9.1 4.6 0.3 100.0 2,995

Marital status

Never married 86.5 9.5 3.8 0.2 100.0 2,414
Married or living together 85.9 9.6 4.3 0.2 100.0 10,155
Divorced/separated/widowed 86.2 10.2 35 0.1 100.0 1,247

Employed last 12 months

Not employed 86.2 9.5 4.1 0.2 100.0 11,069
Employed for cash 85.7 10.1 4.1 0.0 100.0 1,818
Employed not for cash 84.7 11.0 4.1 0.1 100.0 928
Missing 100.0 0.0 0.0 0.0 100.0 2
Residence
Total urban 86.3 9.4 4.1 0.2 100.0 4,448
Asmara 84.7 10.7 4.5 0.2 100.0 1,640
Other Town 87.3 8.6 3.9 0.2 100.0 2,808
Rural 85.8 9.8 4.1 0.2 100.0 9,369
Zoba
Debubawi Keih Bahri 82.2 11.4 6.5 0.0 100.0 209
Maekel 87.3 8.9 3.7 0.1 100.0 2,533
Semenawi Keih Bahri 80.9 12.9 6.1 0.1 100.0 1,632
Anseba 82.6 12.1 51 0.2 100.0 2,133
Gash-Barka 87.3 8.2 4.1 0.4 100.0 3,445
Debub 88.2 8.7 2.9 0.1 100.0 3,864
Education
No education 85.7 9.8 4.3 0.2 100.0 6,234
Primary 86.1 9.7 4.1 0.1 100.0 3,429
Middle 86.2 9.8 3.9 0.1 100.0 2,295
Secondary or above 86.6 9.1 4.0 0.3 100.0 1,856
Missing 75.0 25.0 0.0 0.0 100.0 3

Wealth quintile

Lowest 83.9 10.9 4.9 0.3 100.0 2,518
Second 85.3 10.4 4.1 0.2 100.0 2,944
Middle 86.1 9.6 4.2 0.1 100.0 3,075
Fourth 88.1 8.2 3.6 0.1 100.0 2,951
Highest 86.3 9.5 3.9 0.3 100.0 2,329
Total 86.0 9.7 4.1 0.2 100.0 13,817

Note: Table is based on all the women who had a live birth in the five years preceding the survey in both CORE and MMM questionnaires.
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Table 9-13 Prevalence and treatment of delivery complication

Among women age 15-49 with live births in the 5 years preceding the survey, percentage of women who experienced complications during delivery for the most recent birth,
percentage among those with complications who seek treatment, according to background characteristics, Eritrea 2010

Experienced convulsions

Experienced fever during delivery Treatment for fever during delivery Treatment for convulsions
Percentage who Number of women Percentage  Number of  Percentage who Number of women  Percentage = Number of women
experienced with live births who seek  women with experienced with live births who sought with convulsions
Background fever during 5 years preceding treatment  fever during convulsions 5 years preceding treatment for during last
characteristic delivery the survey for fever last delivery  during delivery the survey convulsions delivery
Age
15-19 16.5 597 42.5 99 9.0 597 34.7 53
20-34 12.4 8,878 36.6 1,098 7.4 8,878 26.5 657
35-49 14.8 4,342 375 644 8.2 4,342 27.7 355
Birth order
1 12.5 3,096 40.3 385 6.9 3,096 35.0 213
2-3 11.4 4,560 35.9 522 7.0 4,560 26.6 321
4-5 13.5 3,166 37.9 428 7.7 3,166 24.1 245
6+ 16.9 2,995 35.7 505 9.6 2,995 25.1 287
Marital status
Never married 10.0 2,414 41.8 242 7.5 2,414 31.1 181
Married or living
together 14.3 10,155 36.0 1,455 7.9 10,155 254 805
Divorced/separated/
widowed 11.5 1,247 41.7 144 6.4 1,247 37.8 79
Employed last 12
months
Not employed 13.6 11,069 37.4 1,504 7.8 11,069 26.9 867
Employed for cash 11.5 1,818 45.0 208 6.9 1,818 32.5 126
Employed not for cash 13.8 928 225 128 7.8 928 22.2 72
Missing 0.0 2 - 0 0.0 2 - 0
Residence
Total urban 9.0 4,448 51.4 402 5.6 4,448 38.5 251
Asmara 7.1 1,640 36.8 116 5.1 1,640 31.3 84
Other Town 10.2 2,808 57.3 286 5.9 2,808 42.1 167
Rural 15.4 9,369 33.3 1,438 8.7 9,369 23.8 815
Zoba
Debubawi Keih Bahri 13.5 209 34.6 28 6.1 209 50.3 13
Maekel 7.2 2,533 32.6 183 5.2 2,533 29.3 132
Semenawi Keih Bahri 18.1 1,632 39.1 296 11.9 1,632 32.0 194
Anseba 17.2 2,133 43.2 367 10.8 2,133 255 231
Gash-Barka 14.6 3,445 42.9 502 6.5 3,445 31.1 223
Debub 12.0 3,864 27.2 465 7.1 3,864 20.3 273
Education
No education 17.1 6,234 33.3 1,067 9.0 6,234 24.0 561
Primary 12.2 3,429 41.7 417 8.0 3,429 29.9 276
Middle 9.7 2,295 46.5 222 6.1 2,295 28.9 141
Secondary or above 7.2 1,856 39.7 133 4.7 1,856 38.1 87
Missing 40.1 3 0.0 1 40.1 3 0.0 1
Wealth quintile
Lowest 17.7 2,518 27.8 445 9.7 2,518 19.2 245
Second 17.2 2,944 32.0 508 9.8 2,944 22.0 287
Middle 14.0 3,075 42.4 431 8.3 3,075 28.9 255
Fourth 9.9 2,951 49.4 293 6.0 2,951 40.6 176
Highest 7.0 2,329 43.8 164 4.4 2,329 345 103
Total 13.3 13,817 37.2 1,840 7.7 13,817 27.3 1,066

Note: Table is based on all the women who had a live birth in the five years preceding the survey in both CORE and MMM questionnaires.
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Table 9-14 Means of transportation and time taken to reach health facility for delivery

Among women age 15-49 with live births in the 5 years preceding the survey, percentage of women by type of transportation and time taken to reach
health facility for delivery of last pregnancy, by type of problem, according to background characteristics, Eritrea 2010

Means of transportation Time taken to reach health facility
On foot/ Number of women
stretches/ 5or with live births in
Background pack Other more health facility 5 years
characteristic animals Ambulance  vehicles Total <2 hours  2-4hours hours  Missing Total preceding the survey
Age
15-19 35.4 17.7 46.9 100.0 90.1 8.2 1.7 0.0 100.0 187
20-34 30.1 18.1 51.8 100.0 95.2 3.9 0.8 0.1 100.0 3,370
35-49 26.6 19.7 53.6 100.0 94.4 4.6 0.9 0.1 100.0 1,522
Birth order
1 274 18.0 54.7 100.0 93.7 5.3 0.7 0.3 100.0 1,498
2-3 27.8 18.2 54.0 100.0 95.8 3.3 0.9 0.0 100.0 1,753
4-5 30.8 19.9 49.3 100.0 95.1 3.8 1.1 0.0 100.0 1,050
6+ 34.4 18.6 47.0 100.0 94.1 5.0 0.9 0.0 100.0 778
Marital status
Never married 24.0 17.9 58.0 100.0 95.9 3.1 0.8 0.2 100.0 1,172
Married
or living
together 31.9 17.6 50.4 100.0 94.0 4.9 1.0 0.1 100.0 3,373
Divorced/
separated/
widowed 24.0 25.8 50.2 100.0 97.4 2.6 0.0 0.0 100.0 534
Employed last
12 months
Not employed 31.9 18.0 50.1 100.0 94.3 4.7 0.9 0.1 100.0 3,701
Employed for
cash 21.0 18.2 60.9 100.0 96.6 2.8 0.5 0.1 100.0 1,099
Employed not
for cash 27.6 27.0 45.4 100.0 93.4 4.2 2.0 0.4 100.0 277
Missing 0.0 52.2 47.8 100.0 100.0 0.0 0.0 0.0 100.0 2
Residence
Total urban 22.0 19.2 58.8 100.0 98.3 1.4 0.2 0.1 100.0 3,359
Asmara 4.7 1.2 84.1 100.0 99.5 0.3 0.1 0.1 100.0 1,513
Other Town 36.2 25.7 38.1 100.0 97.4 23 0.3 0.0 100.0 1,846
Rural 43.5 17.4 39.2 100.0 87.8 9.8 2.2 0.1 100.0 1,720
Region
Debubawi
Keih Bahri 34.3 28.7 37.0 100.0 86.8 9.4 3.8 0.0 100.0 86
Maekel 6.7 12.4 80.9 100.0 99.2 0.7 0.0 0.1 100.0 1,881
Semenawi
Keih Bahri 54.5 10.9 34.5 100.0 94.0 4.4 1.6 0.0 100.0 554
Anseba 55.0 7.6 37.3 100.0 94.6 4.7 0.8 0.0 100.0 622
Gash-Barka 27.6 23.2 49.2 100.0 89.2 8.6 1.8 0.4 100.0 664
Debub 39.6 33.2 27.2 100.0 92.2 6.7 1.1 0.0 100.0 1,272
Education
No education 45.2 18.0 36.9 100.0 87.9 9.7 2.3 0.2 100.0 1,057
Primary 40.3 21.3 38.3 100.0 94.3 4.4 1.3 0.0 100.0 1,145
Middle 24.0 215 54.6 100.0 96.0 3.8 0.3 0.0 100.0 1,351
Secondary or
above 14.7 14.3 71.0 100.0 98.9 0.9 0.1 0.1 100.0 1,525
Missing 100.0 0.0 0.0 100.0 100.0 0.0 0.0 0.0 100.0 1
Wealth quintile
Lowest 56.3 9.1 34.6 100.0 825 13.7 3.8 0.0 100.0 240
Second 60.4 14.6 25.0 100.0 82.3 13.5 3.9 0.3 100.0 389
Middle 44.1 211 34.8 100.0 88.1 9.6 21 0.2 100.0 760
Fourth 33.2 23.0 43.7 100.0 97.6 2.3 0.1 0.0 100.0 1,583
Highest 12.2 16.1 71.7 100.0 98.8 1.0 0.1 0.1 100.0 2,108
Total 29.3 18.6 52.2 100.0 94.8 4.3 0.9 0.1 100.0 5,079

Note: Table is based on all the women who had a live birth delivered in the health facility in the five years preceding the survey in both CORE and
MMM questionnaires.
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9.7 REASONS FOR NOT DELIVERING IN A HEALTH FAcILITY

Many factors can prevent women from getting medical advice or treatment for themselves when they are
sick or have complications. Information on such factors is particularly important in understanding and
addressing the barriers women may face in seeking care during pregnancy, at the time of delivery and
post-delivery. In the 2010EPHS, women were asked whether each of the following factors would be a
big problem or not a big problem in seeking medical care: getting permission to go for treatment, getting
money for treatment, distance to a health facility, having to take transportation, not wanting to go alone,
concern that there may not be afemale health provider, and concern that there may not be a health provider
available. The results are shown in Table 9-15.

The most common reason given for not utilizing delivery services given by 40 percent of the
Eritrean women respondents was a concern that the facility was too far or not available. The second most
common reason stated wasthat it was not necessary to deliver at ahealth facility (32 percent of respondents),
followed by it not being customary to deliver in ahealth facility (19 percent).

Most people in Eritrea, especialy men, have the perception that women do not utilize facilities
to deliver their babies because a female provider is not available. Surprisingly, the presence of a femae
provide was not a major concern for women respondents, as reflected in the negligible percentage who
reported it (Iess than one percent). Very few women mentioned that the reason for not delivering in the
health facility was because service was poor (less than two percent). Because most of the service chargeis
nominal or free, few reported cost as a concern (less than three percent). Less than one percent of women
in Eritrea said the reason for not utilizing services was because they did not have permission from husband
or family.

Looking at the regional variation for the reason for not utilizing delivery services, the survey
revealed that 88 percent of Debubawi Keih Bahri, 61 percent of Semenawi Keih Bahri and Anseba women
mentioned distance of health facility as a barrier, compared to 28 percent of women respondents from
Maekel. Most Gash-Barka respondents mentioned that it was not necessary to deliver in the health facility.
Forty-four percent of rural women mentioned distance as a barrier for service utilization, compared to
14 percent of urban women. Fifty-three percent of the lowest wealth quintile said distance as a barrier,
compared to only 12 percent of the highest wealth quintile.
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Table 9-15 Reasons for not delivering in health facility

Among women age 15-49 with live births in the 5 years preceding the survey and did not deliver their last birth in health facility, percentage by reasons for not
delivering in the health facility, according to background characteristics, Eritrea 2010

Reason for not delivering in health facility

Facility No female Number of
Cost  too far/ Poor service Husband/ At least women who
too not quality provider  family did Not Not one did not deliver
Background characteristic much available service atfacility notallow necessary customary Reinfibulations reason in health facility
Age
15-19 0.9 45.2 2.3 0.0 25 30.6 15.7 0.0 87.8 409
20-34 2.5 40.1 1.2 0.4 0.7 32.3 19.2 0.1 87.0 5,502
35-49 3.0 40.1 1.9 0.6 0.4 31.1 20.1 0.1 86.8 2,808
Birth order
1 1.9 43.8 1.7 0.5 1.6 29.9 18.1 0.1 87.3 1,594
2-3 2.2 385 1.3 0.3 0.5 32.6 19.1 0.2 85.6 2,803
4-5 39 39.7 1.4 0.6 0.8 31.8 20.1 0.1 88.1 2,111
6+ 2.4 40.8 1.7 0.6 0.1 32.3 19.6 0.1 87.4 2,211
Marital status
Never married 2.8 33.9 1.6 0.3 0.5 34.8 17.8 0.0 83.3 1,239
Married or living together 2.7 42.1 15 0.5 0.7 30.7 19.6 0.1 87.7 6,768
Divorced/separated/
widowed 15 345 0.9 0.2 11 37.1 18.8 0.0 86.0 712
Employed last 12 months
Not employed 2.8 415 15 0.5 0.7 31.0 19.0 0.1 87.2 7,351
Employed for cash 1.3 32.3 2.3 0.6 0.5 37.4 16.7 0.2 81.9 718
Employed not for cash 2.2 36.5 0.9 0.1 0.5 35.6 24.9 0.0 89.7 650
Residence
Total urban 3.0 13.7 1.0 0.3 0.9 40.6 14.2 0.4 69.8 1,084
Asmara 9.8 16.7 1.4 0.0 0.0 18.8 3.4 0.0 46.8 124
Other Town 2.1 13.4 0.9 0.3 1.0 435 15.6 0.5 72.8 960
Rural 2.6 44.1 1.6 0.5 0.6 30.6 20.0 0.1 89.4 7,635
Zoba
Debubawi Keih Bahri 1.3 87.9 0.7 1.6 1.0 6.2 29.5 0.9 97.8 124
Maekel 7.2 28.1 1.9 0.0 0.3 31.9 11.4 0.0 74.5 648
Semenawi Keih Bahri 2.3 60.9 0.7 0.5 0.7 19.0 13.4 0.0 89.0 1,076
Anseba 3.9 57.9 15 0.3 0.4 18.4 155 0.2 85.2 1,509
Gash-Barka 2.1 24.9 2.7 1.0 1.3 43.9 29.1 0.2 92.6 2,772
Debub 1.4 39.0 0.5 0.1 0.3 33.3 14.9 0.0 83.7 2,590
Education
No education 2.8 45.4 14 0.7 0.8 29.6 21.8 0.1 914 5,166
Primary 2.5 37.3 1.7 0.1 0.4 33.9 18.1 0.1 85.0 2,282
Middle 2.3 255 1.6 0.0 0.7 39.1 12.1 0.2 75.2 942
Secondary or above 1.6 24.3 0.7 0.6 0.5 313 7.7 0.0 64.0 327
Missing 0.0 0.0 0.0 0.0 0.0 53.5 46.5 0.0 100.0 3
Wealth quintile
Lowest 2.3 52.7 1.4 0.5 0.6 26.8 21.6 0.0 93.7 2,271
Second 2.1 47.1 15 0.8 0.7 30.2 20.5 0.1 91.1 2,550
Middle 3.1 33.9 1.5 0.3 1.0 35.1 19.5 0.1 85.8 2,313
Fourth 3.0 22.7 1.5 0.1 0.3 37.7 14.5 0.3 74.8 1,367
Highest 3.5 12.0 1.8 0.6 0.3 31.9 9.3 0.1 57.3 219
Total 2.6 40.3 15 0.5 0.7 31.8 19.3 0.1 87.0 8,719

Note: Table is based on all the women who had a live birth not delivered in the health facility in the five years preceding the survey in both CORE and MMM
questionnaires.
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9.8 OssTETRIC FisTULA

Obstetric fistula is a complication that arises from obstructed or prolonged labor resulting in a hole between
the bladder and vagina (vesicovaginal fistula, VVF) or between the rectum and vagina (rectovaginal fistula,
RVF). Generally speaking, if a woman‘s baby will not fit through her birth canal because her pelvis is too
small or the baby is too big or badly positioned, then the labor is said to be obstructed. The baby’s head
becomes wedged in the mother’s pelvis, cutting off the blood supply to the soft tissue of her bladder,
urethra, rectum and vagina. If there is inadequate obstetric care, and a woman is in obstructed labor for 3
or 4 days without relief, the baby usually dies. If a mother survives her injured pelvic tissue degenerates,
creating a fistula.

Fistula can also result from sexual complications and pelvic surgery. Under development of the
pelvis, arising from chronic malnutrition is a common cause of obstructed labor that can result in fistula.
Obstetric fistula is almost entirely preventable with timely and effective medical intervention. Fistula
therefore, occurs disproportionately among impoverished girls and women, especialy those living far from
medical services and emergency obstetric care. Women are | eft with chronic incontinence, which may result
in socia exclusion and rejection, shame, and stigma as well as economic problems. Many of them do not
know it can be treated which hasresulted in many living and suffering with this condition for along period.
An estimated two million women in sub-Sahara Africa, South Asia, and the Arab world are living with the
condition, and some 50,000-100,000 new cases occur each year (UNFPA 2008).

9.8.1 Knowledge and prevalence of obstetric fistula

The 2010 EPHS included a series of questions on obstetric fistula to measure awareness, to estimate the
prevalence of this condition among Eritrean women, and to examine events reported to precipitate fistula
symptoms, as well as access to treatment.

Overall, 46 percent of respondents had heard about obstetric fistula, but less than one percent
actually experienced fistula personally. Knowledge of obstetric fistula is higher among urban women (63
percent) than women residing in rural areas (34 percent) (Table 9-16). There is substantial variation in
knowledge of fistula by age, 37 percent of women ages 15-19 years have heard of obstetric fistula, compared
with 51 percent of women age 35-39 years. Knowledge of obstetric fistula is highest among women living
in Maekel (72 percent), and lowest in Debubawi Keih Bahri (12 percent). Those with higher education had
a higher knowledge of fistula (76 percent), compared to 26 percent of those with no education. In general
women who live in Asmara, who have secondary or higher education, and who are in the highest wealth
quintile are more likely to have heard of fistula problem than women who live in Debubawi Keih Bahri,
who have no education and who are in the lowest wealth quintile.
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Table 9-16 Knowledge and prevalence of fistula problem

Percentage of women age 15-49 who have heard of fistula problem and percentage who have experienced fistula
problem, according to background characteristics, Eritrea 2010

Percentage heard Percentage experienced Number of
Background characteristic of fistula problem fistula problem women
Age
15-19 37.0 0.08 6,864
20-24 49.3 0.27 5,080
25-29 49.7 0.43 4,882
30-34 48.9 0.48 3,633
35-39 50.9 0.37 4,186
40-44 45.3 0.46 2,750
45-49 435 0.59 2,830
Number of living children
0 44.7 0.17 10,703
1-2 48.7 0.47 7,437
3-4 48.2 0.46 5,919
5+ 42.0 0.35 6,165
Residence
Total urban 63.3 0.32 12,222
Asmara 72.6 0.41 5,494
Other Town 55.7 0.25 6,728
Rural 34.0 0.35 18,002
Zoba
Debubawi Keih Bahri 12.3 0.29 479
Maekel 71.8 0.34 7,486
Semenawi Keih Bahri 38.4 0.53 3,263
Anseba 44.5 0.30 4,243
Gash-Barka 17.7 0.16 6,727
Debub 50.9 0.42 8,026
Education
No education 25.6 0.31 11,452
Primary 43.5 0.53 6,478
Middle 54.7 0.22 5,694
Secondary or above 75.6 0.30 6,595
Missing 15.4 0.00 6
Wealth quintile
Lowest 22.6 0.28 5,027
Second 26.1 0.32 5,473
Middle 34.7 0.36 5,944
Fourth 60.3 0.41 6,504
Highest 72.9 0.30 7,277
Total 45.8 0.34 30,224

Note: Table is based on all the women in both CORE and MMM questionnaires.
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9.8.2 Cause of the obstetric fistula problem

Information was collected during the survey from a small group of women who experienced fistula
(n=102). The majority (56 percent) reported experiencing fistula symptoms after delivery. Eleven percent
gave reasons other than those listed. Five percent reported that the fistula symptoms began after pelvic
surgery, while three percent reported that fistula occurred after a sexual assault (Table 9-17). Women who
experienced fistula after delivery tended to be more among women who reside in Asmara (69 percent), in
women with no education (62 percent) and women in the middle wealth quintile (37 percent). For alittle
over a quarter of the respondents (26 percent) information on the cause of their fistula problem was missing.

Table 9-17 Cause of fistula problem

Percentage of women age 15-49 who experienced fistula problem by cause of the problem, according to background characteristics, Eritrea 2010

Cause of the problem

After sexual After pelvic Number of women
Background characteristic ~ After delivery assault surgery Other Missing Total experiencing fistula problem
Age
15-19 0.0 0.0 0.0 243 75.7 100.0 5
20-34 57.8 4.4 1.5 8.7 27.6 100.0 52
35-49 61.1 1.7 9.0 11.3 16.8 100.0 45
Number of living
children
0 18.9 115 12.6 21.8 35.2 100.0 18
1-2 66.8 2.8 7.3 5.5 17.7 100.0 35
3-4 67.7 0.0 0.0 7.8 24.6 100.0 27
5+ 56.5 0.0 0.0 13.3 30.3 100.0 22
Residence
Total urban 57.6 7.8 5.8 15.7 13.1 100.0 39
Asmara 68.8 7.7 35 8.5 11.5 100.0 23
Other Town 42.4 7.8 8.9 25.7 15.2 100.0 17
Rural 55.6 0.0 4.1 7.4 329 100.0 63
Zoba
Debubawi Keih Bahri 40.0 0.0 0.0 0.0 60.0 100.0 1
Maekel 65.2 6.9 3.1 14.5 10.3 100.0 25
Semenawi Keih Bahri 52.8 0.0 0.0 28.4 18.8 100.0 17
Anseba 39.2 0.0 10.5 0.0 50.4 100.0 13
Gash-Barka 55.6 0.0 11.5 11.5 214 100.0 11
Debub 58.8 3.8 4.3 2.7 30.3 100.0 34
Education
No education 62.1 0.0 7.3 13.7 16.9 100.0 35
Primary 56.9 5.1 0.0 9.9 28.1 100.0 34
Middle 55.4 0.0 0.0 20.4 24.2 100.0 13
Secondary or above 45.9 6.6 11.6 0.0 36.0 100.0 20
Wealth quintile
Lowest 54.6 0.0 9.4 0.0 36.0 100.0 14
Second 83.5 0.0 0.0 7.2 9.2 100.0 18
Middle 37.4 0.0 59 51 51.7 100.0 21
Fourth 46.3 2.9 8.4 16.3 26.0 100.0 27
Highest 66.3 10.4 0.0 18.6 4.7 100.0 22
Total 56.4 3.0 4.7 10.6 25.3 100.0 102

Note: Table is based on all the women who have experienced fistula problem in both CORE and MMM questionnaires.
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9.8.3 Fistula treatment and place of treatment

Sixty percent of women who experienced fistula problems sought treatment for their symptoms. Among those
who sought treatment, nearly all (97 percent) received it from health professionals (Table 9-18). None of the
five respondents in the 15-19 age group sought treatment for their fistula problem. Seventy-five percent of
respondents living in the urban setting sought treatment while half (50 percent) of rural respondents did.

Table 9-18 Fistula treatment and place of treatment

Percentage of women age 15-49 who experienced fistula problem percentage who sought treatment, among those who sought treatment, percentage
source of treatment, according to background characteristics, Eritrea 2010

Source of treatment

Percentage ~ Number of women Traditional practitioner/ Number of women
who sought  who experienced From health Community health sought treatment
Background characteristic treatment fistula problem professional worker Other  Total for fistula problem
Age
15-19 0.0 5 - - - 0.0 0
20-34 54.1 52 100.0 0.0 0.0 100.0 28
35-49 72.8 45 95.0 1.4 3.6 100.0 33
Number of living children
0 50.6 18 100.0 0.0 0.0 100.0 9
1-2 68.8 35 100.0 0.0 0.0 100.0 24
34 57.5 27 97.1 2.9 0.0 100.0 16
5+ 54.6 22 90.0 0.0 10.0 100.0 12
Residence
Total urban 74.4 39 100.0 0.0 0.0 100.0 29
Asmara 79.9 23 100.0 0.0 0.0 100.0 18
Other Town 66.9 17 100.0 0.0 0.0 100.0 1
Rural 50.3 63 94.8 14 3.7 100.0 31
Zoba
Debubawi Keih Bahri 40.0 1 100.0 0.0 0.0 100.0 1
Maekel 78.2 25 100.0 0.0 0.0 100.0 20
Semenawi Keih Bahri 70.1 17 86.8 3.6 9.6 100.0 12
Anseba 49.6 13 100.0 0.0 0.0 100.0
Gash-Barka 33.0 11 100.0 0.0 0.0 100.0 4
Debub 53.2 34 100.0 0.0 0.0 100.0 18
Education
No education 58.9 35 92.2 2.2 5.7 100.0 21
Primary 61.1 34 100.0 0.0 0.0 100.0 21
Middle 67.5 13 100.0 0.0 0.0 100.0 9
Secondary or above 52.9 20 100.0 0.0 0.0 100.0 10
Wealth quintile
Lowest 49.0 14 93.5 6.5 0.0 100.0 7
Second 58.6 18 88.7 0.0 11.3 100.0 10
Middle 38.3 21 100.0 0.0 0.0 100.0 8
Fourth 66.5 27 100.0 0.0 0.0 100.0 18
Highest 79.6 22 100.0 0.0 0.0 100.0 17
Total 59.6 102 97.3 0.7 1.9 100.0 61

Note: Table is based on all the women who have experienced fistula problem in both CORE and MMM questionnaires.
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9.8.4 Reason for not seeking treatment for fistula problem

Among women who experienced fistula symptoms 40 percent did not seek treatment. The three most
common reasons for not seeking treatment for fistula problems were that the women thought it could not
be fixed (24 percent); that the service was too far away (21 percent); and the service was too expensive (18
percent). Seven percent of women did not seek care because they were either embarrassed or they did not

know where to go (Table 9-19).

Table 9-19 Reason for not seeking treatment for fistula problem

Percentage of women age 15-49 who experienced fistula problem percentage who did not seek treatment, among those who did not seek treatment,

percentage by reason, according to background characteristics, Eritrea 2010

Reason for not getting treated for the problem

At least one Number of
Thinking it Don't know Treatment Poor reason for women who
could not where too Service quality not seeking did not seek
Background characteristic be fixed to go expensive too far of care Embarrassment treatment treatment
Age
15-19 100.0 0.0 0.0 0.0 0.0 0.0 100.0 1.3
20-34 25.7 0.0 28.5 10.0 6.4 11.6 65.8 10.5
35-49 0.0 25.7 0.0 51.7 0.0 0.0 77.4 4.7
Number of living children
0 49.2 0.0 0.0 0.0 0.0 0.0 49.2 2.5
1-2 38.2 0.0 36.1 22.0 14.1 25.7 100.0 4.8
3-4 18.3 24.8 8.8 0.0 0.0 0.0 51.9 4.8
5+ 0.0 0.0 19.9 56.3 0.0 0.0 76.2 4.3
Marital status
Never married 100.0 0.0 0.0 0.0 0.0 0.0 100.0 0.9
Married or living together 19.7 7.7 19.3 22.3 4.3 7.9 70.1 15.5
Employed last 12 months
Not employed 25.0 0.0 15.9 19.7 5.5 9.9 70.5 12.3
Employed for cash 41.4 10.8 0.0 0.0 0.0 0.0 52.3 2.1
Employed not for cash 0.0 48.1 51.9 51.9 0.0 0.0 100.0 2.0
Residence
Total urban 36.1 0.0 7.2 0.0 0.0 0.0 43.2 5.9
Asmara 45.7 0.0 0.0 0.0 0.0 0.0 45.7 1.9
Other Town 31.4 0.0 10.6 0.0 0.0 0.0 42.0 4.0
Rural 17.3 114 24.5 33.0 6.4 11.6 87.9 10.5
Region
Maekel 30.5 33.2 0.0 0.0 0.0 0.0 63.7 2.9
Semenawi Keih Bahri 31.0 12.1 57.0 0.0 34.9 0.0 100.0 1.9
Gash-Barka 41.3 0.0 0.0 0.0 0.0 20.4 61.7 6.0
Debub 0.0 0.0 33.9 61.7 0.0 0.0 76.9 5.6
Education
No education 7.0 14.1 35.3 40.8 7.9 0.0 85.0 8.5
Primary 52.4 0.0 0.0 0.0 0.0 25.9 78.3 4.7
Middle 0.0 0.0 0.0 0.0 0.0 0.0 0.0 11
Secondary or above 40.7 0.0 0.0 0.0 0.0 0.0 40.7 2.2
Wealth quintile
Lowest 28.3 11.0 0.0 0.0 0.0 0.0 39.3 21
Second 21.4 0.0 15.0 42.3 0.0 21.4 100.0 5.7
Middle 0.0 0.0 100.0 48.9 31.3 0.0 100.0 21
Fourth 0.0 31.8 0.0 0.0 0.0 0.0 31.8 3.0
Highest 62.4 0.0 0.0 0.0 0.0 0.0 62.4 3.4
Total 24.1 7.3 18.2 211 4.1 7.4 71.7 16.4

Note: Table is based on all the women who have experienced fistula problem, but did not seek treatment in both CORE and MMM questionnaires.
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CHILD HEALTH 1 0

Key Findings

o Eighty three percent of children age 12-23 months were fully vaccinated at the time
of the survey, an increase from the level of 41 percent in EDHS1995 and 76 percent
reported in EDHS2002.

e Eleven percent of children under age 5 showed symptoms of acute respiratory
infection (ARI) in the two weeks before the survey; for 45 percent of them, advice or
treatment was sought from a health care facility or provider.

o Nineteen percent of children under age 5 had fever in the two weeks before the
survey.

¢ Nine percent of children under age 5 had diarrhea, including 2 percent with bloody
diarrhea, in the two weeks before the survey; 34 percent of them were taken for
advice or treatment.

his chapter presents findings relevant to child health and survival, including characteristics of the

neonate (birth weight and size), the vaccination status of young children, and treatment practices—

particularly contact with health services—among children suffering from three childhood illnesses:
acute respiratory infection (ARI), fever, and diarrhea. Because appropriate sanitary practices can help
prevent and reduce the severity of diarrheal disease, information is also provided on how children’s faecal
matter is disposed of. These results from the EPHS2010 are expected to assist policymakers and program
managers as they formulate appropriate strategies and interventions to improve the health of children in
Eritrea. In particular, the results can be used to assess the progress of the Health Sector Strategic Plan
(HSSP), 2012-2016. One of the four priority intervention areas of the plan is improving child health, with
the goal being to ensure that Eritrea achieves Millennium Development Goal 4 and 5.

10.1 CHiLD’s WEIGHT AND Size AT BIRTH

A child’s birth weight or size at birth is an important indicator of the child’s vulnerability to the risk of
childhood illnesses and the chances of survival. It is also an indicator of the general socio-economic status
of a country. Children whose birth weight is less than 2.5 kg, or children reported to be “very small” or
“smaller than average” are considered to have a higher than average risk of early childhood death. For births
in the five years preceding the survey, birth weight was recorded in the questionnaire if available from either
a written record or the mother’s recall. Since birth weight may not be known for many babies, the mother’s
estimate of the baby’s size at birth was also obtained. Even though the mother’s estimate is subjective, it can
be a useful proxy for the weight of the child. Information on children’s weight and size at birth according
to background characteristics is given in Table 10-1.

Thirty-five percent of children born in the five years preceding the survey had been weighed
at birth, an increase of 5 percentage points since EDHS2002. Among the children with a reported birth
weight, 7 percent weighed less than 2.5 kg at birth. Birth weight is lowest among children born to women



Table 10-1 Child’s weight and size at birth

Percent distribution of live births in the five years preceding the survey with a reported birth weight by birth weight; percent distribution of all live births
in the five years preceding the survey by mother’s estimate of baby’s size at birth and percentage of all births with a reported birth weight, according
to background characteristics, Eritrea 2010

Percent distribution of all live births

Percent distribution of births with a reported birthweight* by size of child at birth
Number of  Percentage of
Less births with all births with Smaller Don’t
Background than 2.5kg reported a reported Very than Average know/ Number
acharacteristic 25kg ormore Total  birth weight birth weight small average orlarger missing Total of births
Mother’s age at birth
<20 10.1 89.9 100.0 292 34.6 12.4 7.6 7.7 2.3 100.0 844
20-34 6.0 94.0 100.0 1,763 359 10.1 6.4 80.2 3.3 100.0 4,912
35-49 8.5 91.5 100.0 387 30.8 13.3 7.5 77.4 1.8 100.0 1,257
Birth order
1 8.8 91.2 100.0 652 45.7 12.1 6.8 78.3 2.8 100.0 1,427
2-3 6.0 94.0 100.0 911 375 8.5 6.6 81.9 3.0 100.0 2,431
4-5 7.0 93.0 100.0 521 31.2 12.5 7.3 77.1 3.1 100.0 1,670
6+ 5.6 94.4 100.0 358 24.1 12.0 6.2 79.0 2.8 100.0 1,485
Mother’s smoking
status
Smokes cigarettes/
tobacco 0.0 100.0 100.0 5 20.1 29.4 7.9 56.2 6.6 100.0 26
Does not smoke 6.9 93.1 100.0 2,437 34.9 10.9 6.7 79.5 2.9 100.0 6,987
Residence
Total urban 6.4 93.6 100.0 1,574 741 6.8 55 86.1 1.6 100.0 2,124
Asmara 6.3 93.7 100.0 734 97.2 4.1 3.3 92.4 0.2 100.0 755
Other Town 6.5 93.5 100.0 840 61.4 8.3 6.6 82.7 2.3 100.0 1,369
Rural 7.7 92.3 100.0 868 17.8 12.7 7.3 76.5 35 100.0 4,889
Zoba
Debubawi Keih Bahri 9.1 90.9 100.0 34 30.2 13.6 10.1 59.3 17.0 100.0 114
Maekel 5.9 94.1 100.0 1,007 83.8 5.1 25 92.0 0.4 100.0 1,202
Semenawi Keih Bahri 7.9 92.1 100.0 251 29.1 13.9 7.5 70.5 8.0 100.0 864
Anseba 6.9 93.1 100.0 212 18.9 16.3 9.4 72.1 2.2 100.0 1,119
Gash-Barka 6.7 93.3 100.0 388 21.4 9.4 9.1 77.8 3.7 100.0 1,813
Debub 8.2 91.8 100.0 550 28.9 11.5 5.0 82.5 1.0 100.0 1,901
Mother’s education
No education 7.9 92.1 100.0 497 15.1 13.7 8.2 73.6 4.5 100.0 3,288
Primary 7.2 92.8 100.0 547 32.2 9.7 6.1 81.8 24 100.0 1,698
Middle 59 94.1 100.0 641 58.0 9.0 6.1 83.8 1.1 100.0 1,104
Secondary or above 6.8 93.2 100.0 757 82.4 5.6 34 90.5 0.5 100.0 919
Wealth quintile
Lowest 57 94.3 100.0 113 7.9 14.7 9.0 72.8 35 100.0 1,426
Second 9.5 90.5 100.0 189 12.7 13.8 7.9 73.3 4.9 100.0 1,485
Middle 9.6 90.4 100.0 348 22.6 11.0 7.7 78.1 3.2 100.0 1,542
Fourth 6.7 93.3 100.0 770 53.4 8.4 4.2 85.5 1.9 100.0 1,442
Highest 5.7 94.3 100.0 1,022 91.3 5.4 4.3 89.9 0.4 100.0 1,119
Total 6.9 93.1 100.0 2,442 34.8 10.9 6.7 79.4 2.9 100.0 7,013

Note: Table is based on the CORE questionnaires.
* Based on either a written record or the mother’s recall
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(age 20-34 years) and highest in the age group < 20 years. Low birth weight is also highest in the first birth
order and least in the 6+ birth order. Children of women with no education and children of women in the
second and middle wealth quintile have the highest low birth weight. Low Birth weight also varies by zoba,
with Maekel having the lowest low birth weight (6 percent), while Debubawi Keih Bahri having the highest
low birth weight (9 percent). Low birth weight also varies by place of residence; with total urban 6 percent
while rural is 8 percent.

As noted, a mother’s subjective assessment of the size of the baby at birth, in the absence of birth
weight, may be useful. Mothers reported 11 percent of all live births in the five years preceding the survey to
be very small and 7 percent as smaller than average. Children born to mothers age 35-49 years and children
of 4-5 order births are slightly more likely to be reported as very small or smaller than average. In addition,
children of mothers with no education and children born to mothers in the lowest wealth quintile are slightly
more likely to be reported as very small or smaller than average at birth. Among the zobas, more children
born to mothers residing in Anseba (26 percent), Debubawi Keih Bahri (24 percent), and Semenawi Keih
Babhri (21 percent) are reported as either very small or smaller than average at birth.

10.2 VAccINATION COVERAGE

Immunization of children against the eight vaccine-preventable diseases (tuberculosis, diphtheria, whooping
cough (pertussis), tetanus, hepatitis B, Haemophilus influenzae, polio, and measles) is crucial to reducing
infant and child mortality. Differences in vaccination coverage among subgroups of the population are
useful for programme planning and targeting resources to areas most in need. Additionally, information
on immunization coverage is important for the monitoring and evaluation of the Expanded Programme on
Immunization (EPI).

According to guidelines developed by the World Health Organization, children are considered
fully vaccinated when they have received a vaccination against tuberculosis (BCG), three doses each of
the diphtheria, pertussis, and tetanus (DPT) and polio vaccines, and a measles vaccination by the age of
9 months. The pentavalent vaccine DPT-HepB-Hib that protects against diphtheria, pertussis (whooping
cough), tetanus, hepatitis B, and Haemophilus influenzae type b has replaced the DPT vaccine. In Eritrea,
the vaccination policy calls for BCG vaccine given at birth or at first clinical contact, three doses of DPT-
HepB- Hib vaccine given at approximately age 6, 10, and 14 weeks, four doses of oral polio vaccine given
approximately at age 0-2, 6, 10, and 14 weeks, and measles vaccine given at or soon after reaching age 9
months.

Information on vaccination coverage was obtained in two ways — from child health cards and from
mothers’ verbal reports. All mothers were asked to show the interviewer the child health cards in which
immunization dates were recorded for all children in the study age group. If a card was available, the
interviewer recorded onto the questionnaire the dates of each vaccination received by the child. If a child
never received a health card; if the mother was unable to show the card to the interviewer; or if a particular
vaccination was not recorded on the child’s health card, the vaccination information for the child was based
on the mother’s report.

Questions were asked for each vaccine type. Mothers were asked to recall whether the child had
received BCG, Polio, Pentavalent (DPT-HepB-Hib), and Measles vaccinations. If the mother indicated
that the child had received the Polio or DPT/pentavalent vaccines, she was asked about the number of
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doses that the child received. The mother was then asked whether the child had received other vaccinations
that were not recorded on the card, and they too were noted on the questionnaire. The results presented
here are based on both health card information and, for children without a card, information provided by
the mother.

Information on vaccination coverage for children age 12-23 months is given in Table 10-2. Coverage
levels include data from both health cards and verbal reports of mothers. Overall, 83 percent of children ages
12-23 months are fully vaccinated: 95 percent had received the BCG vaccine, 93 percent had received DPT
1-3 vaccinations, 91 percent had received polio 1-3, and 91 percent had received the measles vaccine at any
time before the survey. Two percent of children age 12-23 months have not received any vaccinations. The
coverage of the first DPT and polio vaccine is very high (97 and 98 percent, respectively). However, coverage
for all three vaccination dosages of DPT and polio declines with subsequent doses; only 93 percent of children
received all three DPT vaccines and 91 percent of children received all three of the recommended polio
vaccinations. These figures reflect dropout rates (the proportion of children who received the first dose of a
vaccine but who did not get the third dose) of 4 percent for DPT and 7 percent for Polio.

Vaccination coverage for children who have reached age 12 months is also shown in Table 10-2.
The coverage rates for each vaccination by the time the child reaches 12 months is a measure of the children
receiving vaccines on time. Overall, 76percent of children are fully vaccinated by 12 months, while 83
percent is the overall vaccinations at all ages (12-23 months).

An immunization card/book was seen for 85 percent of children age 12-23 months (Table 10-3).
First-order births (82 percent), children living in rural areas (84 percent), children living in Debubawi Keih
Babhri (75 percent), and children of mothers with no education (82 percent) have lower percentages with a
vaccination card seen compared with their counterparts. Children of households in the lowest wealth quintile
are less likely to have a vaccination card seen (77 percentO compared with children in the other quintiles.

There is no notable difference in vaccination coverage between male and female children
(Table 10-3). Vaccination coverage decreases as birth order increases; first births are more likely to be fully
immunized (85 percent) than births of order six and higher (79 percent). Children living in urban areas are
more likely than those living in rural areas to be fully vaccinated (90 percent and 80 percent, respectively).

Table 10-2 Vaccinations by source of information

Percentage of children age 12-23 months who received specific vaccines at any time before the survey, by source of information (vaccination card or
mother’s report), and percentage vaccinated by 12 months of age, Eritrea 2010

All basic No Number of
Source of Information BCG DPT1 DPT2 DPT3 Polio0* Poliol Polio2 Polio3 Measles vaccinations? vaccinations children

Vaccinated at any
time before survey

Vaccination card 82.7 85.2 84.7 82.7 50.2 85.1 84.8 82.4 79.7 76.7 0.0 1,127
Mother’s report 2 12.0 12.2 11.9 10.1 5.1 13.0 12.3 8.0 11.8 6.3 1.8 196
Either source 948 974 96.6 92.8 55.3 98.1 97.0 90.5 91.4 83.0 1.8 1,323
Vaccinated by 12

months of age 942 970 96.0 90.8 55.1 97.7 96.3 88.6 83.7 75.5 2.1 1,323

Note: Table is based on the CORE questionnaires.

1 Polio 0 is the polio vaccination given at birth.

2 BCG, measles and three doses each of DPT and polio vaccine (excluding polio vaccine given at birth)

3 For children whose information was based on the mother’s report, the proportion of vaccinations given during the first year of life was assumed to
be the same as for children with a written record of vaccination.
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Table 10-3 Vaccinations by background characteristics

Percentage of children age 12-23 months who received specific vaccines at any time before the survey (according to a vaccination card or the mother’s
report), and percentage with a vaccination card, by background characteristics, Eritrea 2010

Percentage
with a Number
Background All basic No vaccination of
characteristic BCG DPT1 DPT2 DPT3 Polio0' Poliol Polio2 Polio3 Measles vaccinations? vaccinations card seen children
Sex
Male 941 97.2 96.6 92.6 54.2 97.4 96.9 88.7 91.6 82.6 2.3 85.3 692
Female 955 975 965 93.1 56.4 98.8 97.1 924 91.3 83.5 1.2 85.1 632
Birth order
1 97.0 97.2 96.7 93.7 63.6 98.9 97.6 916 95.2 85.3 1.1 82.3 257
2-3 95.0 976 972 943 59.9 98.0 96.7 90.6 93.7 85.2 1.6 86.8 508
4-5 93.7 968 955 89.7 48.8 97.1 96.2 885 88.0 81.0 2.9 83.8 302
6+ 934 978 96.6 927 45.4 98.4 98.0 914 87.2 78.7 1.6 86.5 255
Residence
Total urban 984 995 988 97.1 88.2 99.5 99.0 9238 97.4 89.8 0.5 88.1 427
Asmara 100.0 100.0 98.8 96.9 98,5 1000 98.8 929 99.8 92.7 0.0 90.2 162
Other Town 974 99.1 988 97.3 81.9 99.1 99.1 9238 96.0 88.0 0.9 86.8 265
Rural 93.0 96.4 95.6 90.8 39.6 97.4 96.1 89.3 88.6 79.8 2.4 83.8 897
Zoba
Debubawi
Keih Bahri 79.2 946 935 897 57.1 96.7 948 828 87.0 65.6 25 74.6 19
Maekel 100.0 100.0 99.2 979 90.9 100.0 99.2 941 99.0 93.1 0.0 92.3 237
Semenawi
Keih Bahri 83.6 933 915 874 48.7 946 93.0 8438 85.8 75.6 5.4 84.9 160
Anseba 957 99.0 982 945 46.7 99.5 995 943 93.0 83.3 0.0 90.0 204
Gash-Barka 928 955 945 87.0 47.6 95.8 947 86.9 82.9 76.2 4.2 80.1 322
Debub 959 984 982 96.1 46.8 99.5 981 91.9 95.7 86.2 0.3 83.1 381
Mother’s
education
No education  89.9 954 944 88.6 40.6 96.3 95.1 86.8 84.7 74.6 3.5 82.4 587
Primary 97.2 98.2 97.3 944 48.7 99.0 98.1 945 94.2 88.9 1.0 86.3 295
Middle 99.2 99.0 98.1 959 72.2 99.6 97.8 931 97.8 89.5 0.0 87.9 228
Secondary or
above 100.0 100.0 100.0 99.1 86.5 100.0 100.0 92.1 99.4 91.0 0.0 88.4 213
Wealth quintile
Lowest 91.1 948 93.1 851 28.6 95.7 94.6 83.0 82.2 68.1 4.0 76.6 254
Second 834 939 936 885 38.1 959 956 91.0 87.0 78.0 4.1 83.7 272
Middle 96.7 99.1 979 946 48.7 99.9 97.4 914 92.4 85.6 0.0 89.2 288
Fourth 982 99.2 99.2 98.1 67.9 98.8 984 94.0 96.0 91.0 0.8 86.7 271
Highest 99.7 100.0 99.2 97.9 96.8 100.0 99.2 926 100.0 92.3 0.0 89.4 239
Total 948 974 96.6 928 55.3 98.1 97.0 905 91.4 83.0 1.8 85.2 1,323

Note: Table is based on the CORE questionnaires.

1 Polio 0 is the polio vaccination given at birth.
2 BCG, measles and three doses each of DPT and polio vaccine (excluding polio vaccine given at birth)
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Figure 10-1 Vaccination coverage by residence
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Children residing in Asmara are the most likely to have received all of their vaccinations (93 percent). It is
also notable that the gap between rural and urban is progressively narrowing as can be seen in Figure 10-1.
When vaccination coverage is compared among children by zobas, Maekel has the highest coverage (93
percent), while Debubawi Keih Bahri has the lowest coverage (66 percent).

Vaccination coverage increases as the educational attainment of a child’s mother increases. For
example, 75 percent of children whose mothers have no education are fully immunized, compared to 91 percent
among children of mothers with secondary or higher education. Similarly, vaccination coverage increases as
the wealth quintile increases. For example, 68 percent of children in households in the lowest wealth quintile
are fully immunized compared with children in households in the highest wealth quintiles (92 percent).

10.2.1 Trends in vaccination coverage

Trends in vaccination coverage can be seen by comparing coverage among children of different age groups
in the EPHS2010. Table 10-4 shows the percentage of children who have received vaccinations during the
first year of life by current age. These data provide information on trends in vaccination coverage over the
past five years.

The percentage of children who have received no vaccinations at all by age 12 months has shown
variation over the past four years. At the time of the survey, 7 percent of children age 48-59 months had not
received any vaccinations compared with 2 percent of children age 12-23 months during their first year of
life. Among children who had received all basic vaccinations by age 12 months, there is a slight increase,
from 71 percent of children age 48-59 months to 76 percent of children age 12-23 months within the same
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Table 10-4 Vaccinations in first year of life

Percentage of children age 12-59 months at the time of the survey who received specific vaccines by 12 months of age, and percentage with a
vaccination card, by current age of child, Eritrea 2010

Percentage
with a Number
All basic No vaccination of
Age inmonths BCG DPT1 DPT2 DPT3 Polio0! Poliol Polio2 Polio3 Measles vaccinations? vaccinations card seen children
FINAL TABLE

12-23 942 970 96.0 90.8 55.1 97.7 96.3 88.6 83.7 75.5 2.1 85.2 1,323
24-35 91.9 946 935 894 48.0 95.3 94.2 86.5 82.9 73.5 3.6 80.5 1,317
36-47 93.1 938 91.4 87.8 46.5 95.4 92.6 84.5 81.1 70.8 4.3 74.1 1,354
48-59 89.7 911 898 853 41.2 92.8 91.3 83.9 80.9 71.3 6.5 71.9 1,415
Total 922 941 92.7 88.3 47.6 95.3 93.6 85.9 82.2 727 4.2 77.8 5,409

Note: Table is based on the CORE questionnaires.

Information was obtained from the vaccination card or if there was no written record, from the mother. For children whose information was based on
the mother’s report, the proportion of vaccinations given during the first year of life was assumed to be the same as for children with a written record
of vaccinations.

* Polio 0 is the polio vaccination given at birth.
2 BCG, measles and three doses each of DPT and polio vaccine (excluding polio vaccine given at birth)

period of four years. This shows some improvement in vaccination coverage in recent years. Vaccination
cards were shown for 85 percent of children age 12-23 months but for only 72 percent of children age 48-59
months. This may be because vaccination cards for older children have been discarded or lost.

Trends in immunization coverage can also be identified by comparing data collected from the
different DHS surveys. Figure 10-1 shows trends in vaccination coverage seen by comparing the results of
the EDHS1995, EDHS2002, and EPHS2010 surveys. It should be noted that all survey data’s are from the
entire country. Therefore, the trends presented here should be interpreted in that light.

Figure 10-1 shows that vaccination coverage in Eritrea has improved over the past fifteen years.
The percentage of children age 12-23 months fully vaccinated by 12 months of age has increased from 41
percent in 1995 to 76 percent in 2002 and 83 percent in 2010. There has also been a steady decrease in
the proportion of children who received none of the basic, recommended vaccinations, from 38 percent in
1995 to 5 percent in 2002 and to 2 percent in 2010. The percentage of children who received each specific
vaccination has also increased in the past fifteen years.

10.3 AcuteE RESPIRATORY INFECTION

Acute respiratory infection (ARI) is among the leading causes of child morbidity and mortality in Eritrea.
Pneumonia is the most serious illness of ARI in young children. Early diagnosis and treatment of pneumonia
with antibiotics can prevent a large proportion of deaths. In the EPHS2010, ARI prevalence was estimated
by asking mothers whether any of their children under age five had been ill with a cough accompanied by
short, rapid breathing in the two weeks preceding the survey. These data are subjective (i.e., based on the
mother’s perception of illness) and not validated by a medical examination.

Eleven percent of children showed symptoms of ARI in the two weeks before the survey (Table
10-5). The percentage of children with reported ARI symptoms peaks at age 6-11 and 12-23 months (15
percent each) and declines thereafter. This tendency is consistent for all the three childhood illnesses: acute
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Figure 10-2 Trends in vaccination coverage during the
first year of life among children 12-23 months
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respiratory infection (ARI), fever, and diarrhea and can be seen in Figure 10-3. There are no significant
differences in the prevalence of ARI between female and male children. Furthermore, children living
in households that use firewood/straw and charcoal/coal/lignite for cooking are more likely to exhibit
symptoms of ARI than children living in households using other methods for cooking.

A slightly lower proportion of children in urban areas (9 percent) have symptoms of ARI than do
children in rural areas (12 percent). The proportion of children with ARI symptoms ranges from 6 percent in
Maekel to 19 percent in Semenawi Keih Bahri. ARI prevalence tends to decrease with an increase in mother’s
educational attainment. Children of mothers with no education (13 percent) or primary education (12 percent) are
slightly more likely to experience ARI symptoms than children of mothers with secondary or higher education (9
percent) and middle education (7 percent). ARI symptoms are lowest in the highest quintiles (7 percent).

Forty-five percent of children under the age of five with symptoms of ARI were taken to a health
facility or provider for advice or treatment. This represents a slight increase as compared to in EDHS1995
(37 percent) but no major change from that of EDHS2002. Health-treatment-seeking behaviour for children
with ARI symptoms is more common among children age 6-11, 12-23 and 24-35 months (each with 50
percent) but lowest in the age group 48-59 months (34 percent). Urban children are also more likely than
rural children to have been taken to a health facility or provider for treatment, as are those children residing
in Asmara. Children of women with no education are least likely to be taken to a health facility or provider
when they have ARI symptoms compared with children of mothers with secondary education or higher
(38 percent and 55 percent, respectively). The proportion of children with ARI taken to a health facility or
provider increases with increasing wealth index ranging from only 30 percent among children of mothers
in the lowest quintile to 64 percent of children of mothers in the highest wealth quintile.
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Table 10-5 Prevalence and treatment of symptoms of ARI

Among children under age five, the percentage who had symptoms of acute respiratory infection (ARI) in the two weeks preceding the survey and
among children with symptoms of ARI, the percentage for whom advice or treatment was sought from a health facility or provider, according to

background characteristics, Eritrea 2010

Children under age five

Children under age five with symptoms of ARI

Percentage with Number of Percentage for whom advice or treatment was Number of
Background characteristic symptoms of ARI* children sought from a health facility or provider? children
Age in months
<6 12.5 588 38.4 74
6-11 14.7 667 49.7 98
12-23 14.9 1,323 49.9 197
24-35 10.9 1,317 50.5 144
36-47 9.0 1,354 41.1 122
48-59 8.5 1,415 33.6 120
Sex
Male 11.5 3,308 46.4 381
Female 11.2 3,356 433 374
Mother’s smoking status
Smokes cigarettes/tobacco 11.0 20 0.0 2
Does not smoke 11.3 6,643 45.0 753
Cooking fuel
Electricity/ natural gas/ LPG/ biogas 43 431 68.5 19
Kerosene 7.7 911 61.7 70
Charcoal/ coall lignite 14.0 401 67.8 56
Firewood/ straw/ Animal dung/ manure 3 12.4 4,921 40.1 611
Residence
Total urban 9.1 2,041 57.0 186
Asmara 6.3 734 65.0 47
Other Town 10.7 1,307 54.3 140
Rural 12.3 4,623 40.9 569
Zoba
Debubawi Keih Bahri 7.6 105 45.2 8
Maekel 6.4 1,142 57.6 73
Semenawi Keih Bahri 19.0 821 40.2 156
Anseba 13.3 1,060 44.1 141
Gash-Barka 11.4 1,708 48.1 195
Debub 10.0 1,828 40.8 183
Mother’s education
No education 13.0 3,112 38.1 403
Primary 12.4 1,604 44.2 198
Middle 7.4 1,059 70.8 79
Secondary or above 8.5 885 55.2 76
Wealth quintile
Lowest 11.8 1,368 29.7 161
Second 13.4 1,398 36.1 188
Middle 14.6 1,444 46.3 211
Fourth 9.0 1,367 64.2 123
Highest 6.6 1,087 64.3 72
Total 11.3 6,664 44.8 755

Note: Table is based on the CORE questionnaires.
1 ARI= Acute respiratory infection. Symptoms of ARI (cough accompanied by short, rapid breathing which was chest-related) are considered a proxy

for pneumonia.

2 Excludes pharmacy, shop, and traditional practitioner

3 Includes grass, shrubs, crop residues
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Figure 10-3 Prevalence of ARI, fever and diarrhea in the
two weeks preceding the survey by age of child
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Fever is a symptom of malaria, but it may also be due to other illnesses, including pneumonia, common
colds, and influenza. Because malaria is a major cause of death in infancy and childhood in many developing
countries, the presumptive treatment of fever with anti-malarial medication has been advocated in many
countries where malaria is endemic. Although fever can occur year-round, malaria is more prevalent after
the end of the rainy season (August to November), but did not coincide with the EPHS2010 fieldwork
(January -July). The temporal factors must be taken into account when interpreting fever as an indicator of
malaria prevalence. The prevention and treatment of malaria is discussed in detail in Chapter 12.

Overall, one-fifth of children under age five were reported to have had fever in the two weeks
preceding the survey (Table 10-6). The prevalence of fever varies with the age of the children. Generally
the prevalence of fever peaked in the age group 6-11 and 12-23 months (30 percent and 27 percent,
respectively) and then progressively decreased and is least in the age group <6 months (13 percent). There
is no difference in the prevalence of fever by sex of the child and area of residence. Zoba variations are
present; prevalence of fever ranges from a low of 13 percent in Debubawi Keih Bahri and Maekel to a high
of 26 percent in Anseba.

Children of mothers with no education (20 percent) have the highest prevalence of fever when
compared with their counterparts. The proportion of children with fever is higher in the middle and lower
wealth quintiles (19-21 percent) than in the highest wealth quintile (14 percent).

Children with fever were more likely to have received an antibiotic than an anti-malarial drug: 45
percent of children with fever received antibiotics but only 2 percent took ant-malarial drugs. Use of anti-
malarial and antibiotic drugs among children varies by background characteristics.
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Table 10-6 Prevalence and treatment of fever

Among children under age five, the percentage who had a fever in the two weeks preceding the survey; and among children with fever, the percentage
of children for whom treatment was sought from a health facility or provider, the percentage who took anti-malarial drugs and the percentage who took
antibiotic drugs, by background characteristics, Eritrea 2010

Among children

under age five: Children under age five with fever
Percentage  Took anti-  Percentage
Other anti- who took malarial who took  Number
Background Percentage  Number of malarial anti-malarial drug same/  antibiotic of
characteristic with fever children  Chloroquine Fansidar Quinine drugs drugs next day drugs children
Age in months
<6 12.6 588 0.0 0.0 0.0 0.0 0.0 0.0 28.7 74
6-11 29.5 667 1.2 0.0 0.0 1.2 1.8 1.2 41.4 197
12-23 27.1 1,323 0.4 0.0 0.6 0.5 1.5 0.8 53.2 359
24-35 19.5 1,317 1.6 0.9 0.0 0.0 2.5 2.1 44.4 257
36-47 13.1 1,354 0.0 0.8 0.6 0.8 2.2 0.6 42.6 177
48-59 13.6 1,415 0.0 0.0 0.0 0.0 0.0 0.0 39.4 192
Sex
Male 19.6 3,308 0.7 0.2 0.3 0.7 1.8 1.0 44.1 647
Female 18.2 3,356 0.5 0.4 0.2 0.2 1.2 0.8 44.9 610
Residence
Total urban 17.2 2,041 0.0 0.7 0.3 0.1 1.0 1.0 53.3 351
Asmara 11.8 734 0.0 1.1 0.0 0.0 1.1 11 49.3 87
Other Town 20.2 1,307 0.0 0.5 0.4 0.1 1.0 1.0 54.6 264
Rural 19.6 4,623 0.8 0.2 0.2 0.6 1.7 0.9 41.0 905
Zoba
Debubawi
Keih Bahri 12.7 105 0.0 0.0 0.0 3.3 3.3 3.3 36.9 13
Maekel 13.2 1,142 0.0 0.6 0.0 0.0 0.6 0.6 47.4 151
Semenawi
Keih Bahri 24.4 821 0.0 0.0 0.0 0.0 0.0 0.0 49.8 200
Anseba 26.1 1,060 0.4 0.0 0.0 0.4 0.8 0.4 44.9 277
Gash-Barka 17.5 1,708 0.9 0.5 0.3 0.4 1.7 1.2 43.1 298
Debub 17.3 1,828 1.3 0.5 0.7 0.9 3.3 1.7 40.9 317
Mother’s
education
No education 20.4 3,112 0.7 0.2 0.2 0.0 1.1 0.9 38.9 635
Primary 19.3 1,604 0.7 0.0 0.7 0.4 1.8 0.7 49.7 309
Middle 16.5 1,059 0.7 0.8 0.0 0.7 1.5 1.5 51.5 175
Secondary or
above 15.4 885 0.0 0.7 0.0 2.1 2.8 0.7 50.0 136
Wealth quintile
Lowest 19.3 1,368 0.0 0.5 0.0 0.0 0.5 0.0 35.7 264
Second 20.4 1,398 1.7 0.0 0.3 0.4 2.0 1.2 38.2 285
Middle 211 1,444 1.0 0.0 0.4 0.4 1.8 1.4 47.5 305
Fourth 18.0 1,367 0.0 0.0 0.4 11 1.6 0.4 53.6 246
Highest 14.3 1,087 0.0 1.5 0.0 0.1 1.7 1.7 50.5 156
Total 18.9 6,664 0.6 0.3 0.2 0.4 1.5 0.9 445 1,257

Note: Table is based on the CORE questionnaires.
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10.5 DIARRHEAL DISEASE

Dehydration caused by severe diarrhea is a major cause of morbidity and mortality among young children,
although the condition can be easily treated with oral rehydration therapy (ORT). Exposure to diarrhea-
causing agents is frequently related to the use of contaminated water and to unhygienic practices in food
preparation and disposal of excreta. In the EPHS2010, mothers were asked whether any of their children
under age five had diarrhea at any time during the two-week period preceding the survey. If the child had
diarrhea, the mother was asked about feeding practices during the diarrheal episode. The mother was also
asked whether there was blood in the child’s stools. Diarrhea with blood in the stool needs to be treated
differently from diarrhea which is not accompanied by blood in the stools.

Prevalence of diarrhea is affected by the mother’s perception of diarrhea as an illness and her
capacity to recall the events. In interpreting the findings of the EPHS2010, it should be borne in mind that
prevalence of diarrhea varies seasonally and peaks before the rainy season, which occurs during the period
of survey data collection.

Overall, nine percent of all children under five had diarrhea, while two percent had diarrhea with
blood (Table 10-7).

The occurrence of diarrhea varies by age of the child. Young children ages 6-23 months are more
prone to diarrhea than children in the other age groups; those age 12-23 months have the highest prevalence
(17 percent) of diarrhea among the age cohorts. There is little variation in the prevalence of diarrhea by
child’s sex. The prevalence of diarrhea is highest in those children living in households with not-improved
source of drinking water (11 percent). Children living in Semenawi Keih Bahri have the highest prevalence
(11 percent), while children in Debubawi Keih Bahri (5 percent) have the lowest rate. The prevalence of
diarrhea decreases steadily with increasing wealth quintile and is lowest among children whose mothers
have at least middle education. The prevalence of diarrhea with blood follows a pattern similar to that
observed for diarrhea in general.

10.5.1 Treatment of diarrhea

Mothers of children with diarrhea in the two weeks preceding the survey were asked what was done to
manage or treat the illness. Overall, 34 percent of the children with diarrhea were taken for advice or
treatment to a health facility or provider (Table 10-8). Children under 6 months and aged 6-11 months
were more likely than children in other age groups to be taken to a health facility or provider for treatment
(40 percent each). There are more male children (38 percent) taken for treatment than female children (31
percent). Treatment-seeking behavior is more prevalent for children with bloody diarrhea (37 percent) than
if non-bloody diarrhea (34 percent). Percentage of children with diarrhea for whom advice or treatment
was sought in health facility in rural areas is 32 percent, compared to 41 percent in urban areas. Advice
or treatment for children with Diarrhea is least sought for children whose mothers have no education (29
percent) and highest in secondary education or higher (47 percent) (Table 10-8).

Oral rehydration therapy (ORT) is a simple and effective remedy for the dehydration often caused
by diarrhea. It involves giving the child a solution prepared by mixing water with a commercially prepared
packet of oral rehydration salts (ORS) or recommended home fluids (RHF), usually a home-made sugar-
salt-water solution. Some form of ORT, either fluid from ORS sachets or recommended home-made fluids
(RHF), was used to treat the diarrhea in 58 percent of children (Table 10-8). Forty-three percent of these
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Table 10-7 Prevalence of diarrhea

Percentage of children under age five who had diarrhea in the two weeks preceding the survey,
by background characteristics, Eritrea 2010

Diarrhea in the two weeks preceding the survey

Background characteristic All diarrhea Diarrhea with blood Number of children
Age in months
<6 4.5 0.3 588
6-11 16.2 1.8 667
12-23 17.3 34 1,323
24-35 10.0 2.2 1,317
36-47 5.6 1.6 1,354
48-59 2.6 0.6 1,415
Sex
Male 9.6 1.6 3,308
Female 8.7 2.0 3,356
Source of drinking water
Improved* 8.4 1.5 4,511
Not improved 11.3 25 1,263
Other/missing 9.4 25 890
Toilet facility
Non-improved or shared 2 9.1 1.8 6,659
Missing 0.0 0.0 5
Residence
Total urban 7.4 11 2,041
Asmara 6.7 0.4 734
Other Town 7.9 1.5 1,307
Rural 9.9 2.1 4,623
Zoba
Debubawi Keih Bahri 4.9 0.9 105
Maekel 7.6 0.6 1,142
Semenawi Keih Bahri 11.0 25 821
Anseba 9.7 11 1,060
Gash-Barka 9.2 2.4 1,708
Debub 9.1 2.2 1,828
Mother’s education
No education 9.3 2.3 3,112
Primary 10.4 1.9 1,604
Middle 7.7 14 1,059
Secondary or above 8.1 0.4 885
Wealth quintile
Lowest 9.9 2.1 1,368
Second 9.5 2.0 1,398
Middle 9.9 2.9 1,444
Fourth 9.5 1.2 1,367
Highest 6.2 0.4 1,087
Total 9.1 1.8 6,664

Note: Table is based on the CORE questionnaires.

! See Table 2-7 for definition of categories.
2 See Table 2-8 for definition of categories.
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children suffering from diarrhea in the two weeks preceding the survey were given fluid from ORS packets
and 33 percent were given fluid from RHF. Thirty-eight percent of the children with diarrhea were given
increased amounts of other fluids. Overall, 73 percent of children were given either ORT or increased fluids.
The other treatments given to children with diarrhea were pill or syrup (15 percent) and injection (less
than one percent). Home remedies/herbal medicines were used to treat 3 percent of children with diarrhea.
Nineteen percent of children with diarrhea did not receive any treatment. The percent of children suffering
from diarrhea who were given ORS packets was 33 percent in EDHS1995, 45 percent in EDHS2002, and
43 percent in EPHS2010.

10.5.2 Feeding practices during diarrhea

When a child has diarrhea, mothers are encouraged to continue feeding their child the same amount of food
as they would if the child did not have diarrhea. They are also encouraged to increase the child’s fluid intake.
These practices help to reduce dehydration and minimize the adverse consequences of diarrhea on the
child’s nutritional status. In the EPHS2010, mothers were asked whether they gave their child with diarrhea
less, the same amount, or more fluids and food than usual. Table 10-9 shows the percent distribution of
children under age five who had diarrhea in the two weeks preceding the survey by feeding practices during
the episode of diarrhea.

Of the children with diarrhea, 38 percent were given more fluids than usual, as recommended,
while 25 percent of children who had diarrhea were given the same amount of liquid as usual (Table 10-
9). Twenty-five percent were given somewhat less to drink, while 7 percent were given much less to drink
than usual. Four percent of children who had diarrhea were given no liquids. Regarding the amount of food
offered to children who had diarrhea, 17 percent were given more food to eat than usual and 21 percent were
given the same amount of food as usual. Thirty six percent were given somewhat less than the usual amount
of food to eat while sick, and 9 percent were given much less than usual to eat. Ten percent of children
with diarrhea did not receive food during their illness. Overall, 31 percent of children had increased fluid
intake and continued feeding. Fifty seven percent of children suffering from diarrhea were given ORT and/
or increased fluids, and continued feeding.

When feeding and treatment practices are observed by background characteristics, variations among
certain groups become apparent. Among children suffering from diarrhea, those under age 6 months are less
likely than those in other age groups to be continually fed and given ORT and/or increased fluids during
the episode. Female children, children in urban areas, children residing in Anseba, children of mothers with
middle and secondary education, and children from the highest wealth quintile are more likely than other
children to receive ORT and/or increased fluids with continued feeding.

The percentage of children with diarrhea who were given increased fluids and continued feeding
has almost remained constant since the EDHS2002.

10.5.3 Knowledge of ORS packets

To ascertain respondents’ knowledge of ORS in Eritrea, women were asked whether they had heard of a
special product called an ORS packet that can be used to treat diarrhea. Table 10-10 shows that 94 percent
of mothers with a live birth in the five years preceding the survey had heard about ORS packets. ORS
knowledge is slightly higher among urban women (97 percent) than among rural women (92 percent).
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Knowledge of ORS also varies by zoba; it ranges from a low of 91 percent among mothers in Gash-
Barka and Debub to a high of 98 percent in Mackel. Knowledge of ORS packets increases as a woman’s
educational attainment also increases: 91 percent of mothers with no education know about ORS packets
while 97 percent of mothers with secondary or higher education know about ORS packets. There is direct
relationship between knowledge of ORS packets and wealth, with the lowest wealth quintile having 90
percent and the highest quintile having 98 percent.

Table 10-10 Knowledge of ORS packets or pre-packaged liquids

Percentage of mothers age 15-49 who gave birth in the five years preceding the survey who know about
ORS packets or ORS pre-packaged liquids for treatment of diarrhea by background characteristics,

Eritrea 2010
Percentage of women who know about ORS
Background characteristic packets or ORS pre-packaged liquids Number of women
Age
15-19 89.5 199
20-24 91.8 934
25-34 95.1 2,106
35-49 92.8 1,471
Residence
Total urban 96.9 1,472
Asmara 98.0 533
Other Town 96.3 938
Rural 92.0 3,238
Zoba
Debubawi Keih Bahri 97.0 76
Maekel 97.7 838
Semenawi Keih Bahri 94.4 555
Anseba 96.2 730
Gash-Barka 91.1 1,189
Debub 90.9 1,323
Education
No education 90.6 2,156
Primary 95.5 1,124
Middle 96.0 782
Secondary or above 96.8 646
Missing 100.0 1

Wealth quintile

Lowest 89.8 917
Second 90.6 967
Middle 94.1 1,038
Fourth 95.7 1,008
Highest 97.8 780
Total 935 4,709

Note: Table is based on the CORE questionnaires.
ORS = Oral rehydration salts
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10.5.4 Stool disposal

The proper disposal of children’s faeces is important in preventing the spread of disease. If faeces are not
properly disposed of, disease may be spread by direct contact or through animal contact. The safe disposal
of children’s faeces is of particular importance because children’s faeces are more likely to be the cause
of faecal contamination in the household environment than other causes, as they are often not disposed of
properly and may be mistakenly considered less harmful than adult faeces. Children’s stools are considered
to be safely disposed of if the child uses a toilet or latrine, the child’s stool is put in or rinsed into a toilet or
latrine, or the stool is buried.

The percent distribution of the youngest children under age five living with their mother by how
the child’s stools are disposed of, according to background characteristics is shown in Table 10-11. Twenty-
seven percent of children’s stools are safely disposed, that is, 2 percent of children use a toilet or latrine, 18
percent of children’s stools are rinsed in the toilet or latrine, and 7 percent are buried.

There are marked differences in the way children’s stools are disposed of, depending on
background characteristics. A higher proportion of urban children’s stools are disposed of safely than
are rural children’s stools (55 and 15 percent, respectively). Zoba differentials in safe disposal also are
substantial. For example, in Maekel, 52 percent of children’s stools are disposed of safely compared with
17 percent in Anseba. Safe disposal of children’s stools increases with mother’s level of education and
with household wealth quintile.
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Table 10-11 Disposal of children’s stools

Percent distribution of youngest children under age five living with the mother by the manner of disposal of the child’s last fecal matter, and percentage
of children whose stools are disposed of safely, according to background characteristics, Eritrea 2010

Manner of disposal of children’s stools

Child used  Put/rinsed Put/rinsed  Thrown Percentage of children Number
Background toilet or into toilet or into drain or into Rinsed whose stools are of
characteristic latrine latrine Buried ditch garbage away Other Missing Total disposed of safely mothers
Age in months
<6 0.4 17.8 8.1 2.9 57.2 55 8.0 0.0 100.0 26.4 577
6-11 0.6 17.9 7.3 1.8 65.3 4.6 2.6 0.0 100.0 25.8 659
12-23 11 21.0 6.9 0.9 61.7 7.2 1.0 0.1 100.0 29.0 1,272
24-35 2.1 16.1 6.5 0.9 63.1 11.0 0.3 0.1 100.0 24.7 1,023
36-47 25 18.3 5.7 1.1 56.9 12.8 1.3 1.4 100.0 26.6 614
48-59 5.9 15.8 5.7 1.4 50.0 18.3 0.9 1.9 100.0 27.4 448
Toilet facility
Non-improved
or shared 1.8 18.2 6.7 1.3 60.2 9.3 2.0 0.4 100.0 26.7 4,590
Missing 0.0 100.0 0.0 0.0 0.0 0.0 0.0 0.0 100.0 100.0 3
Residence
Total urban 4.2 47.4 3.1 3.7 36.6 3.2 1.4 0.4 100.0 54.7 1,438
Asmara 6.1 64.1 0.7 6.5 20.4 0.8 1.3 0.2 100.0 70.8 521
Other Town 3.1 379 4.5 2.2 45.7 4.6 1.4 0.6 100.0 45.5 917
Rural 0.7 4.9 8.4 0.3 70.9 12.1 2.3 0.4 100.0 14.0 3,155
Zoba
Debubawi Keih
Babhri 3.3 17.6 29.5 0.4 25.7 18.5 4.7 0.4 100.0 50.4 72
Maekel 4.6 45.7 2.1 4.3 36.5 5.3 1.2 0.4 100.0 52.4 808
Semenawi
Keih Bahri 4.2 19.2 10.2 0.1 49.6 15.0 1.6 0.2 100.0 335 545
Anseba 1.0 19.8 5.7 0.0 59.6 11.9 1.3 0.7 100.0 26.5 710
Gash-Barka 0.7 8.7 7.4 0.5 72.4 7.7 2.0 0.7 100.0 16.8 1,163
Debub 0.5 8.4 6.9 1.6 70.6 8.9 29 0.2 100.0 15.8 1,294
Education
No education 1.2 54 9.1 0.4 69.1 12.2 2.2 0.4 100.0 15.7 2,118
Primary 1.3 15.4 6.3 0.7 65.0 8.9 1.8 0.7 100.0 23.0 1,088
Middle 2.1 30.1 4.2 2.6 52.8 5.9 1.8 0.4 100.0 36.4 757
Secondary or
above 4.5 52.0 2.7 4.3 30.5 4.3 1.7 0.0 100.0 59.1 628
Missing 0.0 0.0 0.0 0.0 100.0 0.0 0.0 0.0 100.0 0.0 1
Wealth quintile
Lowest 0.3 1.4 9.5 0.0 73.7 12.5 25 0.2 100.0 11.2 905
Second 0.2 3.0 7.7 0.2 72.7 12.6 2.7 0.8 100.0 10.9 939
Middle 15 7.6 9.4 0.5 68.6 9.9 1.9 0.6 100.0 18.5 1,009
Fourth 2.0 19.8 55 1.8 59.6 9.0 1.9 0.3 100.0 27.4 974
Highest 5.7 68.8 0.2 5.0 18.4 1.1 0.7 0.1 100.0 74.7 765
Total 1.8 18.2 6.7 1.3 60.2 9.3 2.0 0.4 100.0 26.8 4,593

Note: Table is based on the CORE questionnaires.

! Non-shared facilities that are of the types: any facility shared with other households, traditional pit toilet, no facility (bush, field) and others.
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NUTRITIONAL STATUS OF CHILDREN AND ADULTS 1 1

Key Findings

e The proportion of wasting in under five children in Eritrea has been stable at about 15
percent and there has been an increase in stunting and the under-weight in the
last eight years, presently standing at 50 percent and 39 percent, respectively.

o Breastfeeding is nearly universal in Eritrea with almost 100 percent of mothers
initiating breastfeeding. More than two-thirds of children aged less than six months are
exclusively breastfed. Seventy percent of children born in the three years before the
survey were breastfed for at least two years.

e Complementary feeding is not started for 50 percent of children aged 6-9 months.

e One-third of children aged 6-23 months are fed appropriately based on the
recommended infant and young child feeding (IYCF) practices.

e More than half and more than a third of all children aged 6-59 months get vitamin A
and iron rich foods respectively; and eight in ten receive iodized salt.

e Overall, half of women and men aged 15-49 years have BMI <18.5.

utritional status is the result of complex interactions between food consumption and the overall

status of health and health care practices. Numerous socio-economic and cultural factors influence

patterns of feeding children and their nutritional status. From birth to age two isaperiod especially
important for optimal growth, health, and development. Although measurement of micronutrients was not
included in this survey, the first two years of life are often marked by micronutrient deficiencies that interfere
with optimal growth. In addition, childhood illnesses such as diarrhea and acute respiratory infections
(ARI) are also common and may compromise nutritional status.

For women, improving overall nutritional status throughout the life cycle is crucial to materna
health and that of their children. Women who become malnourished during pregnancy often have children
who fail to grow and develop normally due to malnutrition at any time during their life, including during
fetal development, are at increased risk of perinatal problems, increased susceptibility to infections, slow
recovery fromillness, and possibly death. Improving maternal nutrition is crucial for improving children’s
health.

The poor nutritional status of children and women has been a serious problem in Eritrea for many
years. Therefore, the health sector has increased its efforts to enhance good nutritional practices through
health education, treatment of severely malnourished children, through facility and community based
therapeutic feeding programs and provision of target supplementary feeding for all children under five, and
for pregnant and lactating mothers. In addition micronutrients are supplemented to the vulnerabl e groups of
the population, that is, mothers and children.



11.1 NuTRITIONAL STATUS OF CHILDREN

The nutritional status of children under the age of five is an important outcome measure of children’s health.
The anthropometric data on height and weight collected in the EPHS2010 permit the measurement and
evaluation of the nutritional status of young children. This evaluation allows identification of subgroups
of the child population that are at increased risk of faltered growth, disease, impaired mental development,
and death.

11.1.1 Measurement of nutritional status among young children

The EPHS2010 data were collected to calculate three indices of anthropometric indicators which are
height-for-age, weight-for-height, and weight-for-age. For this report, indicators of the nutritional status
of children were calculated using new growth standards published by the World Health Organization
(WHO) in 2006. The use of the WHO child growth standards is based on the finding that well-nourished
children for all population groups follow very similar growth patterns before puberty. The internationally-
based standard population serves as a point of comparison, facilitating the examination of differences
in the anthropometric status of subgroups in a population. In any large population, there are natural
variations in height and weight. The variations approximate a normal distribution (Gambia Bureau of
Statistics 2013 pp. 16).

Thethreeindices are expressed as standard deviation units from the median for the reference group.
Children who fall below minus two standard deviations (—2SD) from the median of the reference population
are regarded as moderately malnourished, while those who fall below minus three standard deviations
(—3SD) from the median of the reference population are considered severely malnourished.

The height-for-age index provides an indicator of growth retardation and cumulative growth deficits
in children. Children whose height-for-age Z-score is below minus two standard deviations (—2SD) from
the median of the WHO reference population are considered short for their age (stunted), or chronically
malnourished. Children who are below minus three standard deviations (—3SD) are considered severely
stunted. Stunting reflects failure to receive adequate nutrition over a long period of time and is affected by
recurrent and chronic illness. Height-for-age, therefore, represents the long-term effects of malnutrition in
a population and is not sensitive to recent, short-term changes in dietary intake.

The weight-for-height index measures body mass in relation to body height or length; it
describes current nutritional status. Children with Z-scores below minus two standard deviations
(—2SD) are considered thin (wasted) or acutely malnourished. Wasting represents the failure to receive
adequate nutrition in the period immediately preceding the survey and may be the result of inadequate
food intake or a recent episode of illness causing loss of weight and the onset of malnutrition. Children
with a weight-for height index below minus three standard deviations (—3 SD) are considered severely
wasted.

The weight-for-height index also provides data on overweight and obesity. Children more than
two standard deviations (+2SD) above the median weight-for-height are considered overweight, or obese.

The weight-for-age is a composite index of height-for-age and weight-for-height. It takes into account
both chronic and acute malnutrition. A child can be underweight for his/her age because her she is stunted,
wasted, or both. Weight-for-age is an overall indicator of a population’s nutritional health. Children with
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weight-for-age below minus two standard deviations (—2 SD) are classified as underweight. Children with
weight-for-age below minus three standard deviations (—3 SD) are considered severely underweight.

The WHO Child Growth Standards reference population used for the EPHS2010 differs from that
used in previous EDHS surveys. When the new WHO child growth standards are used in place of the
previous reference, the following changes are usually observed (de Onis et al 2006):

. Thelevel of stunting isusually greater, but not for all age groups.
o The level of wasting in infancy is substantially higher, particularly in the first six months of life.

o The level of underweight is substantially higher during the first half of infancy (0-6 months) and
decreases thereafter.

« Thelevel of overweight/obesity is higher.

11.1.2 Data collection

Interviewing teams obtained measurements of height and weight for all children born in the five
years preceding the survey and listed in the Household Questionnaire. The survey included children who were
not biological offspring of the women interviewed. Each interviewing team carried a scale and measuring
board. The scales were lightweight electronic SECA scales with a digital screen. They were designed and
manufactured under the authority of the United Nations Children's Fund (UNICEF). Shorr Productions
manufactured the measuring boards especialy for use in survey settings. Interviewers measured children
younger than 24 months lying down on the board (recumbent length) and measured the standing height of
older children. The team measured recumbent length whenever the child’s age was not known and the child
was less than 85 centimeters tall. The scale allowed weighing of very young children through an automatic
mother-child adjustment that eliminated the mother’ swei ght while she was standing on the scale with her baby.

A tota of 6,476 children under age 5 were eligible to be weighed and measured. Of these
children, 3 percent had missing values for height or weight. Data for height and weight were obtained for
6,227 children. Table 11-1 and Figure 11-1 show the percentage of children under age five classified as
malnourished according to the three anthropometric indices of nutritional status: height-for-age, weight-
for-height, and weight-for-age.

11.1.3 Measures of children’s nutritional status

Height-for-age

Nationally, 50 percent of children under age five are stunted; including 25 percent of children who are
severely stunted. In general, the prevalence of stunting increases as the age of the child increases, with the
highest prevalence of chronic malnutrition found in children age 24-35 months (71 percent) and lowest in
children less than 6 months (14 percent) (Table 11-1 and Figure 11-1). Male and female children are equally
stunted (51 and 50 percent, respectively) (Table 11-1). There is an inverse relationship between the length
of the preceding birth interval and the proportion of children who are stunted. The longer the interval, the
less likely is that the child will be stunted.
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Figure 11-1 Nutritional status of children by age
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Note: Stunting reflects chronic malnutrition; Wasting reflects acute malnutrition; Underweight reflects chronic or acute malnutrition or a
combination of both.

Size at birth is an important indicator of a child’s nutritional status and the likelihood that a child
will be chronically malnourished. Stunting is slightly more common among children who were reported to
have been very small or small at birth (55 percent) than among children who were average or larger in size
at birth, 50 percent (Table 11-1).

The mother’s nutritional status, as measured by her body massindex (BM1) has aclear relationship
with her child’s level of stunting. As expected, children of overweight or obese mothers are the least likely
to be stunted (30 percent); and children of thin mothers (55 percent) are more often stunted than those of
normal weight mothers (50 percent).

Children in rural areas are more likely to be stunted than in urban areas (56 versus 38 percent,
respectively). By zoba, variation, in the prevalence of stunting in children is similar except for Maekel
where the prevalence of stunting is the lowest at 35 percent. Stunting level is lower among children in
Asmara (27 percent) than among children in other towns (45 percent).

The mother’s level of education generally has an inverse relationship with stunting level. Children
of mothers with secondary or higher education are the least likely to be stunted (31 percent), while children
whose mothers have no education are the most likely to be stunted (59 percent). The relationship between
household wealth index and the stunting levels of children does not follow aclear pattern. However, children
in the wealthiest households are the least likely to be stunted (27 percent) when compared with children in
other wealth quintiles ranging between 47 percent and 59 percent (Table 11-1).
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Weight-for-height

Overall, 15 percent of Eritrean children are wasted and four percent are severely wasted (Table 11-1).
Wasting, or acute malnutrition, is highest in children age 9-11 months (32 percent) and lowest in children
age 36-47 months (10 pearcent). Male children are slightly more likely to be wasted (17 percent) than
female children (14 percent).

Wasting is higher in rural areas (17 percent) than in urban areas (11 percent). The data show an
inverse correlation between wasting and birth weight. A higher proportion of babies who are reported to be
very small or small at birth (25 percent) are acutely malnourished than are babies reported to be average or
larger in size (13 percent) at birth. Wasting is more common among children of thin (BMI <18.5) mothers
(21 percent) than among children with normal mothers BMI 18.5-24.9, 13 percent, and women with BMI
above 24.9 (8 percent). Wasting is most common in children of mothers with no education (20 percent) as
compared to children whose mothers have secondary or above education (10 percent). A small proportion
of children in Eritrea are classified as overweight or obese. Overall two percent of children below age five
are overweight or obese. Variation by background characteristic is minimal. One should note that in the
reference population, 2.5 percent of the children have weight for height larger than +2SD.

Weight-for-age

Thirty-nine percent of children under the age of five are underweight (have low weight for age) and 13 percent
are severely underweight (Table 11-1). The proportion of underweight children is lowest among children less
than six months old (15 percent) and highest among those 24-35 months old (46 percent). Thereis no difference
in the prevalence of underweight males and females (38 percent versus 39 percent). The percentage of children
who are underweight decreases as the length of the birth interval increases. Underweight is more common in
children born to mothers who are thin (BMI less than 18.5) (48 percent) than children born to mothers who are
normal ( BMI 18.5-24.9)(35 percent). Children born to uneducated mothers are more underweight (49 percent)
than children of motherswith secondary or higher education (17 percent).

Rural children are substantially more likely to be underweight (44 percent) than urban children
(27 percent). The proportion of underweight children varies by zoba. Maekel has the lowest proportion of
underweight children, at 18 percent, while Debubawi Keih Bahri has the highest prevalence of underweight
children at 51 percent. The proportion of underweight children decreases as mother’s household wealth
increase. Children born to mothers in the lowest wealth quintile are more than three times as likely to be
underweight as children born to mothers in the highest wealth quintile (49 and 15 percent, respectively).

11.1.4 Trends in children’s nutritional status

Trends in the nutritional status of children for the period of 2002 and 2010 have been analyzed. For the
purpose of comparison, the data for 2002 were recalculated using the new WHO standard reference
population making it comparable to the results of the EPHS2010.

A comparison of nutritional status EDHS2002 and EPHS2010 to assess the trends showed an
increase in the proportion of children stunted and underweight, but no overall changes in the proportion
of children who are wasted (Figure 11-2 and Figure 11-3). The prevalence of stunting increased from 43
percent in 2002 to 50 percent in 2010 reflecting an overall increase in chronic malnutrition over the past
eight years. Thisis particularly pronounced among children 6-12 months of age (Figure 11-1).
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Figure 11-3 Trends in children’s nutritional status by age, 2002, 2010
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Figure 11-2 Trends in children’s nutritional status, 2002, 2010
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11.2 BREASTFEEDING AND COMPLEMENTARY FEEDING

Infant feeding affects both the mother and the child. Feeding practices affect the child's nutritional status,
which in turn affects the risk of death. The duration and intensity of breastfeeding affect the mother’s period
of postpartum infertility, and hence the length of the birth interval and fertility levels.

11.2.1 Initiation of breastfeeding

Early initiation of breastfeeding is important for both the mother and the child. Early suckling
stimulates the release of prolactin, which helps in the production of milk, and oxytocin, which is
responsible for the ejection of milk and stimulates the contraction of the uterus after childbirth.
The first liquid to come from the breast, known as colostrum, is produced in the first few days after
delivery and provides natural immunity to theinfant. It is recommended that children be fed colostrum
immediately after birth and continue to be exclusively breastfed even if the regular breast milk has not

yet appeared.

The survey collected information on children who were ever breastfed, who were breastfed in the
first hour and the first day after birth, and who were fed anything other than breast milk before breast milk
was regularly given (also known as pre-lacteal feeding).

Table 11-2 presents by background characteristics the breastfeeding status of children born in the
five years preceding the survey. The table shows the percentage of children according to whether they were
ever breastfed (all children born in the last five years). It also shows, for the last-born children born in the
five years preceding the survey, when they started breastfeeding, and whether they were fed anything other
than breast milk prior to the commencement of breastfeeding. Breastfeeding is almost universal in Eritrea;
98 percent of children under five are breastfed for some period of time. Breastfeeding is widely practiced
across all subgroups of women and variations by background characteristics are small.

Ninety-three percent of infants started breastfeeding within one hour of birth and 97 percent
within the first day (Table 11-2). Initiation of breastfeeding in the first hour after birth slightly varies
somewhat by background characteristics. Babies assisted at delivery by a health professional or born at
a health facility (91 percent, each) tend to have lower percentage of initiation in the first hour after birth
than those assisted by traditional birth attendants and others as well as those born at home (94 percent).
Children in urban areas (91 percent) have lower level of early initiation of breastfeeding than those in
rural area (94 percent).

Initiation of breastfeeding within one hour by was lowest in Maekel (88 percent) and highest in
Debubawi Keih Bahri (98 percent). The likelihood that a child is breastfed in the first hour after birth is
slightly lower among children of mothers with secondary or higher education (89 percent) and higher
among children of mothers with no education (95 percent). It is also higher among children of those in the
lowest wealth quintile (95 percent) and lower among children of those in the highest wealth quintile (89
percent). There is no variation in initiation of breastfeeding in the first hour after birth among male and
female children (93 percent each). In Asmara, only 84 percent of the children were breastfed within one
hour after birth.

The proportion of children who are breastfed within one day of birth does not vary significantly by
background characteristics.
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Table 11-2 Initial breastfeeding

Percentage of children born in the five years preceding the survey who were ever breastfed, and for the last children born in the five years preceding
the survey ever breastfed, the percentage who started breastfeeding within one hour and within one day of birth and the percentage who received a
prelacteal feed, by background characteristics, Eritrea 2010

Breastfeeding among children Among last-born children born in the
born in last five years past five years who ever were breastfed
Percentage Number of Percentage who Percentage who Percentage Number of last-
ever children born in  started breastfeeding started breastfeeding  who received a born children

Background characteristic breastfed last five years within 1 hour of birth within 1 day of birth’ prelacteal feed?  ever breastfed
Sex

Male 97.7 3,505 93.1 97.3 2.9 2,333

Female 98.2 3,508 93.1 97.4 2.9 2,310
Residence

Total urban 97.6 2,124 91.2 96.5 3.0 1,451

Asmara 98.2 755 84.2 93.4 4.6 524
Other Town 97.3 1,369 95.1 98.3 2.0 927

Rural 98.1 4,889 94.0 97.7 2.8 3,192
Zoba

Debubawi Keih Bahri 96.7 114 97.7 98.9 3.1 74

Maekel 98.3 1,202 87.6 94.6 4.5 826

Semenawi Keih Bahri 97.6 864 95.2 98.7 1.8 549

Anseba 97.9 1,119 96.3 99.3 1.4 718

Gash-Barka 97.5 1,813 93.8 97.3 2.8 1,170

Debub 98.3 1,901 93.0 97.4 3.1 1,307
Mother’s education

No education 97.8 3,288 94.8 98.3 2.7 2,120

Primary 98.1 1,698 93.9 97.9 1.6 1,108

Middle 98.1 1,104 90.9 95.7 4.2 775

Secondary or above 98.1 919 88.5 95.4 4.1 640
Assistance at delivery

Health professional ° 97.4 2,393 91.6 96.7 2.8 1,671

Traditional birth attendant 98.0 3,210 94.8 98.0 34 2,047

Other 98.6 1,371 92.2 97.4 2.0 916

No one 100.0 16 100.0 100.0 0.0 7

Missing 100.0 23 0.0 0.0 0.0 2
Place of delivery

Health facility 97.4 2,361 91.4 96.6 2.8 1,645

At home 98.2 4,618 94.1 97.8 2.9 2,985

Other 100.0 10 93.0 100.0 0.0 9

Missing 100.0 24 37.9 37.9 0.0 4
Wealth quintile

Lowest 98.3 1,426 94.7 97.6 3.5 904

Second 98.2 1,485 94.0 98.2 2.8 952

Middle 97.2 1,542 93.1 97.6 2.0 1,022

Fourth 98.0 1,442 93.7 97.1 2.7 997

Highest 98.1 1,119 89.3 96.1 3.6 767

Total 97.9 7,013 93.1 97.4 2.9 4,643

Note: Table is based on births in the last five years in the CORE questionnaires whether the children were living or dead at the time of interview.
" Includes children who started breastfeeding within one hour of birth.

2 Children given something other than breast milk during the first three days of life.

3 Doctor, nurse/midwife, or associate midwife.
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Overall, only three percent of children born in the last five years are given prelacteal feeds within
the first three days of life. There is no significant variation by background characteristics. The practice of
prelacteal feeding is, however, higher in Asmara (5 percent), in Maekel (5 percent), among children of
mothers with middle education (4 percent), children assisted by traditional birth attendants during delivery
(4 percent), and among children in the lowest and highest wealth quintiles (4 percent each). The practice of
giving prelacteal feeds is discouraged because it limits the infant’s frequency of suckling and exposes the
baby to the risk of infection.

11.2.2 Breastfeeding status by age

UNICEF and WHO recommend that children be exclusively breastfed during the first 6 months of life
and that children be given solid or semi-solid complementary food in addition to continued breastfeeding
from age 6 months until 24 months or more. Use of bottles with nipples is not recommended at any age.
Exclusive breastfeeding is recommended because breast milk is uncontaminated and contains all the
nutrients necessary in the first few months of life. In addition, the mother’s antibodies in breast milk provide
the infant with immunity to disease. Early introduction of complementary foods is discouraged for several
reasons. First, it exposes infants to pathogens and thus increases their risk of infection, especially diarrheal
disease. Second, it decreases infants’ intake of breast milk and therefore suckling, which in turn reduces
breast milk production. Third, in low-resource settings, complementary foods are often nutritionally inferior.

Interviewers obtained information on complementary feeding by asking mothers about the current
breastfeeding status of all children under age five and for the youngest child born in the three-year period before
the survey and living with the mother, foods and liquids given to the child the day and night before the survey.

The percent distribution of youngest children under age three and living with the mother by
breastfeeding status according to agein monthsisshownin (Table 11-3 and Figure 11-3). The data show that
exclusive breastfeeding during the first six months after birth is not widely practiced in Eritrea. Currently
69 percent of children younger than age six months are exclusively breastfeed. By age, the percentage of
young children who are exclusively breastfed decreases sharply from 86 percent of infants age 0-1 month
to 75 percent of those age 2-3 months and, further, to 50 percent among infants 4-5 months.

In addition to breast milk, four percent of infants under age six months are given complementary
foods, nine percent are given other milk, 13 percent are given plain water only, and five percent are given
non milk liquids and juice (Table 11-3) and (Figure 11-3). Complementary feeding increases from two
percent of children age 0-1 months to seven percent among those 4-5 months.

Five percent of infants under age six months are fed using a bottle with a nipple, a practice that is
discouraged as it increases the child’s risk of illness and reduces the child’s interest in breastfeeding, with
consequent potential decline in milk production.

The duration of breastfeeding in Eritrea is long. The proportion of children who are currently
breastfeeding is 97 percent or more for children up to age 9-11 months and then declines to 94 percent of
children age 12-17 months and 78 percent for those 18-23 months.

Figure 11-5 shows several infant and young child feeding (I'Y CF) indicators of breastfeeding status.
As mentioned above, 69 percent of children under age six months and 50 percent of children 4-5 months
are exclusively breastfed, and 86 percent of children under age six months are predominantly breastfed.
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Table 11-3 Breastfeeding status by child’s age

Percent distribution of youngest children under three years who are living with their mother by breastfeeding status and the percentage currently
breastfeeding; and the percentage of all children under three years using a bottle with a nipple, according to age in months, Eritrea 2010

Breastfeeding and consuming:

Plain  Nonmilk Percentage Number of Percentage  Number
Age in Not Exclusively water liquids/ Other Complementary currently youngest child  using a bottle of
months breastfeeding breastfed only juice milk foods Total breastfeeding’ under three years with a nipple children
0-1 0.1 85.7 4.9 2.9 4.2 22 100.0 99.9 156 1.5 160
2-3 2.0 75.3 10.6 2.6 8.2 1.3 100.0 98.0 205 3.5 206
4-5 0.6 50.3 20.6 8.2 12.9 74 100.0 99.4 216 7.5 221
6-8 0.3 11.0 20.8 10.1 13.8 44.0 100.0 99.7 320 9.6 325
9-11 2.6 3.0 4.8 4.6 6.7 78.5 100.0 97.4 339 10.4 342
12-17 6.0 0.7 1.4 3.1 25 86.2 100.0 94.0 638 10.8 647
18-23 22.0 0.0 1.0 1.7 1.1 741 100.0 78.0 634 9.7 676
24-35 78.9 0.0 0.2 0.3 0.3 204 100.0 211 1,023 6.7 1,317
0-3 1.2 79.8 8.1 2.7 6.5 1.7 100.0 98.8 361 2.6 366
0-5 1.0 68.7 12.8 4.8 8.9 3.8 100.0 99.0 577 4.5 588
6-9 0.9 9.0 16.5 9.1 12.2 52.3 100.0 99.1 432 10.8 438
12-15 54 1.1 1.9 3.6 3.0 85.0 100.0 94.6 423 11.3 429
12-23 14.0 0.4 1.2 24 1.8 80.2 100.0 86.0 1,272 10.2 1,323
20-23 27.2 0.1 1.3 1.9 1.3 68.3 100.0 72.8 412 8.7 448

Note: Table is based on the CORE questionnaires.

Breastfeeding status refers to a “24-hour” period (yesterday and last night). Children who are classified as breastfeeding and consuming plain water only con-
sumed no liquid or solid supplements. The categories of not breastfeeding, exclusively breastfed, breastfeeding and consuming plain water, non-milk liquids/
juice, other milk, and complementary foods (solids and semi-solids) are hierarchical and mutually exclusive, and their percentages add up to 100 percent.
Thus children who receive breast milk and non-milk liquids and who do not receive complementary foods are classified in the non-milk liquid category even
though they may also get plain water. Any children who get complementary food are classified in that category as long as they are breastfeeding as well.

" Based on all children under three years.

Figure 11-4 Infant feeding practice by age
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Figure 11-5 IYCF indicators on breastfeeding status
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Children age 6-7 months (37 percent) consume solid, semi-solid, or soft foods. A similar proportion (69
percent) of children under the age of two receives age-appropriate breastfeeding, while about eight percent
use abottlewith anipple. Ninety-seven percent of children continued breastfeeding at oneyear, and seventy-
three percent continued breastfeeding at two years.

11.2.3 Duration of breastfeeding

Table 11-4 provides information on median duration of breastfeeding among children born in the
three years preceding the survey. The estimates of median and mean durations of breastfeeding are based
on current status data, that is, the proportion of children in the three years preceding the survey who were
being breastfed at the time of the survey.

The median duration any breastfeeding in Eritrea is 23 months. The median duration of exclusve
breastfeeding is 3.8 months and the mean duration of exclusive breastfeeding is 4.7 months. Predominant
breastfeeding is defined as exclusive breastfeeding or breastfeeding in combination with plain water, water-based
liquids, or juices. The median and mean lengths of predominant breastfeeding are 6.1 and 7.1 months, respectively.

The median duration of any breastfeeding varies somewhat by background characteristics. It is
longer among rural children (23.5 months) than urban children (22.6 months), and highest in Gash-Barka
(24 months) and lowest in Debubawi Keih Bahri (20 months). Women with secondary or higher education
breastfeed for about 21.9 months as compared to women who have no education (23.9 months). Similarly,
children in the highest wealth quintile have a lower median duration of any breastfeeding (21 months) than
those in the lowest quintile (24.1 months).
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Table 11-4 Median duration and frequency of breastfeeding

Median duration of any breastfeeding, exclusive breastfeeding, and predominant breastfeeding among children born in the three years preceding the
survey, percentage of breastfeeding children under six months living with the mother who were breastfed six or more times in the 24 hours preceding
the survey, and mean number of feeds (day/night), by background characteristics, Eritrea 2010

Median duration (months) of breastfeeding

among children born in the last three years' Frequency of breastfeeding among children under six months
Percentage
Any Exclusive Predominant  breastfed 6+ times  Mean number ~Mean number  Number of
Background characteristic ~ breastfeeding breastfeeding  breastfeeding® in last 24 hours? of day feeds of night feeds children
Sex
Male 23.3 3.7 5.9 97.4 6.9 5.5 282
Female 23.2 3.9 6.4 97.2 6.2 5.0 294
Residence
Total urban 22.6 4.5 5.7 98.6 7.0 5.6 198
Asmara 225 3.2 4.6 96.7 71 55 59
Other Town 227 5.0 6.0 99.4 7.0 5.6 139
Rural 235 3.6 6.3 96.6 6.3 5.0 378
Zoba
Debubawi Keih Bahri 20.0 0.6 5.0 100.0 71 5.9 1
Maekel 229 3.8 4.6 97.8 6.9 5.1 89
Semenawi Keih Bahri 221 4.9 6.8 98.5 6.4 5.5 82
Anseba 234 4.1 6.9 97.6 7.0 6.0 81
Gash-Barka 24.0 2.7 6.0 96.8 6.6 5.3 172
Debub 23.6 4.3 6.6 96.4 6.0 4.6 140
Mother’s education
No education 23.9 3.4 6.7 96.7 6.5 54 249
Primary 231 3.9 6.5 97.6 6.6 5.1 139
Middle 22.3 3.9 54 98.8 6.7 5.0 100
Secondary or above 21.9 4.5 4.9 96.8 6.5 5.1 88
Wealth quintile
Lowest 241 3.3 7.3 97.1 6.5 54 114
Second 237 3.2 6.5 96.0 6.5 54 122
Middle 22.8 3.8 6.4 96.5 6.2 4.9 134
Fourth 23.9 4.6 5.7 100.0 6.7 5.0 124
Highest 21.0 3.9 4.7 96.7 6.9 5.5 83
Total 23.2 3.8 6.1 97.3 6.5 52 576
Mean for all children 229 4.7 71 na na na na

Note: Table is based on the CORE questionnaires.

Median and mean durations are based on current status. Includes children living and deceased at the time of the survey.

na = Not applicable

"It is assumed that non-last-born children and last-born children not currently living with the mother are not currently breastfeeding.
2 Excludes children without a valid answer on the number of times breastfed.

3 Either exclusively breastfed or received breast milk and plain water, and/or non-milk liquids only.
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The variation in the median duration of exclusive and predominant breastfeeding by background
characteristicshasshown somedifferences. Themedian duration of exclusive breastfeeding and predominant
breastfeeding of children of motherswith no educationis 3.4 monthsand 6.7 months, respectively, compared
to 4.5 months and 4.9 months for children of mothers with secondary or above education. The duration of
exclusive breastfeeding is lowest in Debubawi Keih Bahri (0.6 months) and highest in Semenawi Keih Bahri
(4.9 months). The duration of predominant breastfeeding is lowest in Maekel (4.6 months) and highest in
Anseba (6.9 months) and Semenawi Keih Bahri (6.8 months).

11.2.4 Types of complementary food

UNICEF and WHO recommend the introduction of complementary foods to infants around age six months
because by that age breast milk alone is no longer adequate to maintain a child’s optimal growth. In the
transition to the family diet, in addition to breastfeeding, children age six months and older should be fed
small quantities of solid and semi-solid foods frequently throughout the day. During this transition period
(age 6-23 months), the prevalence of malnutrition increases substantially in many countries because of an
increase in infections and poor feeding practices. The EPHS2010 collected data on the types of foods given
on the day and night preceding the survey to the youngest child under age 3 living with their mothers. The
result is presented in Table 11-5 according to breastfeeding status.

Infant formula supplementation at any age is uncommon in Eritrea. Among breastfeeding
children under age 2-3 months, one-fifth of one percent consume infant formula. However, a higher
proportion receives other milk (49 percent). The introduction of other liquids such as water, juice, and
formula, takes place earlier than the recommended introduction at age six months. Among the youngest
breastfeeding children 0-1 months one percent consume infant formula, six percent other milk and five
percent other liquids. Consumption of other milk increases gradually with age from six percent at 0-1
month up to 45 percent by age 9-11 months. Consumption of other liquids also shows increasing trends
with age through age 9-11 months, when 71 percent of breastfeeding children consume other liquids).
(Table 11-5).

Among children age 6-23 months, foods made from grains are consumed more often than foods
from any other food group. Among breastfeeding children in this age group, 45 percent ate foods made
from grains in the form of Geat or Sebko and 70 percent in the form of Injera. Thirty-two percent ate fruits
and vegetables rich in vitamin A and four percent ate foods made from roots and tubers during the day or
night preceding the interview. Meat, fish, poultry, and eggs have body building substances essential to good
health. They are important for balanced physical and mental development. Overall, 28 percent of children
age 6-23 months consumed meat, fish, eggs or poultry. Only 11 percent of children in this age group
consumed cheese, yogurt, or other dairy products in the 24 hours preceding the survey. Overall, 82 percent
breastfeeding children age 6-23 months consumed some solid or semi-solid food during the day or night
preceding the survey.

A comparison of dietary intake of children age 6-23 months by breastfeeding status shows that
a higher proportion of non-breastfeeding children (98 percent) than breastfeeding children (82 percent)
are consuming solid and semi-solid foods. The consumption of all groups of liquids and solid or semi-
solid foods is more common among the non-breastfeeding children than among those who are still
breastfeeding.
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11.2.5 Infant and young child feeding (IYCF) practices

Appropriate infant and young child feeding (I'Y CF) practices include timely initiation of feeding of solid
and semi-solid foods from the sixth month and increase the amount and variety of foods consumed and
frequency of feeding as the child gets older, while maintaining breastfeeding (WHO, 2008)

WHO has established guidelines with respect to I'YCF practices for children age 6-23 months.
Breastfed children age 6-23 months should receive animal-source foods and vitamin A-rich fruits and
vegetables daily (PAHO/WHO, 2003). Since first foods almost universally include a grain- or tuber-based
staple, it is unlikely that young children who eat three or fewer food groups will receive both an animal
sourcefood and avitamin A-rich fruit or vegetable. Therefore, four food groups are considered the minimum
acceptable number of food groups for breastfed infants (Arimond and Ruel, 2003). Breastfed infants age
6-8 months should be fed meals of complementary foods two times per day, with one to two snacks as
desired; breastfed children age 9-23 months should be fed meals at least three or four times per day, with
one to two snacks (WHO, 2008).

Non-breastfed children age 6-23 months should receive milk products at least twice a day to ensure
that their calcium needs are met. In addition, they need animal-source foods and vitamin A-rich fruits and
vegetables. Therefore, for non-breastfed young children, four food groups are considered the minimum
acceptable number. Non-breastfed children should be fed meals at least four times per day, with one to two
snacks as desired (WHO, 2005). Meal frequency is considered a proxy for energy intake from foods other
than breast milk. Therefore, for non-breastfed children, feeding frequency indicators include both milk
feeds and solid or semi-solid feeds (WHO, 2008).

Ninety-eight percent of children age 6-23 months received breast milk or milk products during the
24 hours period before the survey and 58 percent were fed at least the minimum number of times or more.
Forty percent of al children age 6-23 months were fed according to minimum standards with respect to
food diversity (four or more food groups). Overall, only 29 percent of youngest children ages 6-23 months
living with their mothers are fed in accordance with three I'Y CF practices. Older children, children in urban
areas, and those residing in Asmara are more likely to be fed according to the [YCF practices than younger
children and rural children. In addition, feeding practices improve with educational level of the mother (19
percent with no education and 56 percent with secondary or above education); similar improvement was
seen with improvement of wealth (Table 11-6).

Among breastfed children age 6-23 months, 40 percent receive foodsfrom at least four food groups,
while 58 percent are fed the minimum number of times or more. In total, 30 percent of breastfed children
are given foods from three or more groups and also are fed at least the minimum number of times per day.
Among non-breastfed children in the same age group, 77 percent receive milk or milk products at least
twice a day, 35 percent receive foods from at least four food groups, and 57 percent are fed the minimum
number of times or more. One-fifth of non-breastfed children are fed in accordance with IYCF practices
(Table 11-6 and Figure 11-6)
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Figure 11-6 IYCF indicators on minimum acceptable diet
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11.3 MICRONUTRIENT INTAKE AMONG CHILDREN

Micronutrient deficiency is a major contributor to childhood morbidity and mortality. Children can
receive micronutrients from foods, food fortification, and direct supplementation. Table 11-8 summarizes
information collected in the EPHS2010 on children’s intake of vitamin A and iron, and whether they live in

households with iodized salt.

Vitamin A is an essential micronutrient for the immune system that plays an important role in
maintaining the epithelial tissue in the body. Severe vitamin A deficiency (VAD) can cause eye damage.
VAD can also increase the severity of infections such as measles and diarrheal diseases in children and slow
recovery from illness and ultimately increase the risk of child death. Vitamin A is found in breast milk, other
milks, liver, eggs, fish, butter, red palm oil, mangoes, papayas, carrots, pumpkins, and dark green leafy
vegetables. The liver can store an adequate amount of the vitamin for four to six months. Periodic dosing
(usually every six months) with vitamin A supplements is one method of ensuring that children at risk do
not develop VAD. Since 2006 Eritrea has started vitamin A supplementation twice per year with a coverage
rate above 70 percent.

Fifty-three percent of the youngest children age 6-23 months living with their mothers consumed
foods rich in vitamin A in the 24 hours preceding the interview (Table 11-7). The proportion of children
consuming vitamin A-rich foods increases with age from 21 percent at 6-8 months to 55 percent at 18-23
months and 65 percent at 24-35 months. Non-breastfeeding children are more likely than breastfeeding
children to consume foods rich in vitamin A (66 percent compared with 46 percent). However breastfed
children also get high vitamin A from breast-milk. There is no difference in the consumption of vitamin
A in males and females. There is variation in children’s consumption of foods rich in vitamin A in the
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past 24 hours between urban and rural residence (76 and 44 percent respectively). With regard to zoba,
children living in Maekel are most likely to consume foods rich in vitamin A (83 percent), while those in
the Debubawi Keih Bahri are least likely to have consumed (34 percent). Mother’s level of education and
wealth tend to increase with an increase in the consumption of foods rich in vitamin A by young children
age 6-23 months (no education 39 percent, secondary or above education 85 percent; and lowest wealth
quintile 31 percent versus highest quintile 85 percent)(Table 11-7).

Nearly half (48 percent) of children age 6-59 months were given vitamin A supplementation in the
seven days preceding the survey. Youngest children age 6-8 months, those residing in rural areas, thosein
Gash-Barka, those belonging to mothers with no education, and those in the lowest wealth quintile are least
likely to receive vitamin A supplementation during the reference period.

Low iron is the root cause of anemia and iron is also essential for cognitive development.
Iron requirements are greatest at age 6-11 months, when growth is extremely rapid. About one-third
(32 percent) of children age 6-23 months consumed iron-rich foods in the 24 hours preceding the
survey (Table 11-7). Consumption of foods rich in iron increases from 10 percent at age 6-8 months
to 36 percent among children 18-23 months and 38 percent among children age 24-35 months. Non-
breastfeeding children are more likely than breastfeeding children to consume iron-rich foods (40
percent versus 28 percent). Consumption of iron-rich foodsis more common in urban areas (48 percent)
than in rural areas (26 percent). Children in Maekel are the most likely to consume iron-rich foods
(50 percent), while those living in Anseba are the least likely (23 percent). Children whose mothers
have some secondary education are more likely to consume iron-rich foods (58 percent) than those
whose mothers have no education (23 percent). Similarly, an increase in wealth status is followed by
an increase in the consumption of foods rich in iron with 17 percent of children in the lowest wealth
quintile consuming foods rich in iron in the 24 hours before the survey, compared with 57 percent of
children in the highest wealth quintile.

Iron supplementation coverage is generally low in Eritrea. Only seven percent of children ages
6-59 months were given iron supplements in the seven days preceding the survey. It does not vary much by
background characteristics, except for variation by zoba (18 percent for Debubawi Keih Bahri and 4 percent
for Semenawi Keih Bahri).

Iodine deficiency has serious effects on body growth and mental development. The principal
cause of iodine deficiency is inadequate iodine in foods. The fortification of salt with iodine is the most
common method of preventing iodine deficiency. According to WHO, a country’s salt iodization program is
considered to be on a good track (poised to attain the goal of eliminating iodine deficiency) when 90 percent
of the households are using iodized salt. Data from a survey done in Eritrea in 1994, among age group
9-11 years showed that 22 percent had goiter and 82 percent had a urinary a iodine concentration below
the median value. Rehabilitation and installation of salt iodization capacity was done in 1995 and 1998. A
follow up survey undertaken in 1998 showed a drop of prevalence of iodine deficiency from 82 percent to
25 percent during the period 1994-1998.

To assess the use of iodized salt in Eritrea, interviewers in the EPHS2010 asked households to
provide a teaspoon of salt used for cooking. The salt was tested for iodine using iodine rapid test kit.
Seventy-nine percent of all children live in households that use iodized salt (Table 11-7). There are some
variations by background characteristics. Children in rural areas (73 percent), in Debubawi Keih Bahri (33
percent), whose mothers have no education (66 percent), and those in the lowest wealth quintile (58 percent)
are least likely to live in households that use iodized salt.
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Table 11-8 Presence of iodized salt in household

Among all households, percentage of households tested for iodine content and percentage of households with no salt; and among households with salt
tested, the percent distribution by level of iodine in salt (parts per million or ppm), according to background characteristics, Eritrea 2010

Among households with tested salt,

Among all households, the the percent distribution by iodine
percentage content of salt
With salt With Salt not Number of None Inadequate Adequate Number of

Background characteristic tested no salt tested households (0 ppm) (<15 ppm) (15+ ppm) Total households
Residence

Total urban 33.1 0.6 66.3 11,199 3.1 5.0 91.9 100.0 3,707

Asmara 334 0.2 66.4 4,894 0.6 34 96.1 100.0 1,632
Other Town 329 0.9 66.2 6,305 5.1 6.4 88.6 100.0 2,075

Rural 325 1.0 66.5 20,015 16.4 10.8 72.8 100.0 6,508
Zoba

Debubawi Keih Bahri 326 1.7 65.7 512 51.8 15.2 33.0 100.0 167

Maekel 33.3 0.2 66.4 6,969 0.5 29 96.7 100.0 2,323

Semenawi Keih Bahri 325 1.4 66.1 3,339 38.2 10.3 51.5 100.0 1,086

Anseba 324 1.4 66.2 4,487 1.5 10.3 78.2 100.0 1,453

Gash-Barka 324 1.0 66.5 7,350 18.4 17.7 63.9 100.0 2,383

Debub 32.8 0.5 66.7 8,556 2.3 4.0 93.7 100.0 2,804

Wealth quintile

Lowest 33.2 1.0 65.8 5,206 25.2 15.7 59.1 100.0 1,729

Second 31.3 1.1 67.6 6,461 20.0 12.3 67.8 100.0 2,023

Middle 322 1.2 66.6 6,762 12.7 9.5 77.8 100.0 2,176

Fourth 33.2 0.6 66.2 6,589 2.6 4.4 93.0 100.0 2,187

Highest 33.9 0.3 65.8 6,195 0.4 3.2 96.4 100.0 2,100

Total 327 0.8 66.5 31,214 11.6 8.7 79.7 100.0 10,216

Note: Table is based on the CORE questionnaires.

Thirty-three percent of households had salt tested for iodine at thetime of theinterview (Table 11-8).
Of these households, 80 percent were using adequately iodized salt. Among the households with tested salt,
the percent distribution by iodine content of salt has shown some variation by background characteristics.
It was more frequently adequate in urban (92 percent) as compared to rural (73 percent) and was found to
be adequate in 97 percent of households in Maekel as compared to 33 percent in Debubawi Keih Bahri. The
percentage of adequacy increases with an increase in the wealth quintile (from 60 percent for the lowest
wealth quintile to 96 percent for the highest quintile).

11.4 NuTRITIONAL STATUS OF WOMEN AND MEN

The 2010 EPHS measured the height and weight of women and men age 15-49. The data were used to
derive two measures of nutritional status: height and body mass index (BMI). Results are presented for
women in Table 11-9 and for men in Table 11-10.

Short stature reflects previous poor socio-economic conditions and inadequate nutrition during
childhood and adolescence. In a woman, short stature is a risk factor for poor birth outcomes and obstetric
complications. For example, short stature is associated with small pelvic size, which increases the likelihood
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Table 11-10 Nutritional status of men

Among men age 15-49, mean body mass index (BMI), and the percentage with specific BMI levels, by background characteristics, Eritrea 2010

Body Mass Index

Mean Body 18.5-24.9 <18.5 17.0-184 16.0-16.9 <16.0  >=25.0 (Total
Mass Index (Total (Total  (Mildly  (Moderately (Severely overweight 25.0-29.9 >=30.0 Number

Background characteristic (BMI) normal)  thin) thin) thin) thin) or obese) (Overweight) (Obese) of men
Age
15-19 17.3 211 78.5 32 243 222 0.4 0.3 0.1 1,511
20-24 18.7 52.3 46.8 28.4 12.8 5.6 0.8 0.8 0.0 622
25-29 19.3 53.2 41.8 26.3 9.6 59 5.0 4.7 0.2 438
30-34 19.9 57.6 36.4 24 7.9 45 6.0 5.7 0.3 377
35-39 20.3 57.1 347 243 7.8 2.6 8.2 6.7 1.5 470
40-44 20.3 56.8 33.3 229 6.2 4.2 9.9 8.3 1.6 362
45-49 20.3 55.8 35.8 214 10.7 3.7 8.4 7.8 0.6 404
Residence
Total urban 19.5 46.9 45.6 214 13.5 10.7 7.5 6.6 0.9 1,696
Asmara 20.0 49.6 40.7 19.9 121 8.7 9.7 8.1 1.6 817
Other Town 19.0 444 50.1 22.8 14.8 12.5 55 5.3 0.3 879
Rural 18.4 40.1 58.5 31.6 15.8 1.1 1.4 1.3 0.1 2,487
Zoba
Debubawi Keih Bahri 18.7 40.2 55.1 21.6 12.2 213 4.7 3.8 1.0 66
Maekel 19.6 46.6 45.6 23 12.8 9.8 7.9 6.7 1.2 1,156
Semenawi Keih Bahri 18.6 39.9 56.8 30.7 15.6 10.5 3.3 3.1 0.2 451
Anseba 18.2 37.0 61 28.9 19 131 2.1 21 0.0 578
Gash-Barka 18.7 443 53.3 28 14.7 10.6 24 2.1 0.4 757
Debub 18.5 425 55.5 30 14.9 10.6 2.0 2.0 0.0 1,176
Education
No education 18.6 43.7 54.7 31.3 13.1 10.3 1.6 1.5 0.0 583
Primary 18.7 423 53.8 27.9 15.3 10.6 4.0 3.5 0.5 643
Middle 18.2 35.5 62.5 28.9 17.5 16.1 2.0 1.7 0.3 1,159
Secondary or above 19.3 47.6 46.6 252 13.5 7.9 59 5.2 0.7 1,798
Missing 17.8 0.0 100 100 0 0 0.0 0.0 0.0 0

Wealth quintile

Lowest 18.1 371 62.8 34.5 17.4 10.9 0.2 0.2 0.0 719
Second 18.3 40.2 58.5 324 15.3 10.8 1.3 1.3 0.0 685
Middle 18.4 39.9 58.6 30.9 171 10.6 1.4 1.4 0.0 737
Fourth 18.7 43.4 53.5 24.9 15.2 13.4 3.1 2.8 0.4 928
Highest 20.0 49.8 40 19.8 1.2 9 10.2 8.8 1.3 1,115
Total 15-49 18.8 42.9 53.2 27.5 14.8 10.9 3.9 3.5 0.4 4,183
50-59 20.3 58.9 31.9 20.4 7.9 3.6 9.3 7.9 14 693
Total men 15-59 19.0 45.1 50.3 26.5 13.9 9.9 4.7 4.1 0.6 4,876

Note: Table is based on the CORE questionnaires.
The Body Mass Index (BMI) is expressed as the ratio of weight in kilograms to the square of height in meters (kg/m2).
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of difficulty during delivery and the risk of bearing low birth weight babies. A woman is considered to be
at risk if her height is below 145 cm.

BMI is used to measure thinness or obesity. BMI is defined as weight in kilograms divided by height
in metres squared (kg/m?). A BMI below 18.5 indicates thinness. A BMI below 16 kg/m? indicates severely
thin and is associated with increased mortality. Low pre-pregnancy BMI, like short stature, is associated with
poor birth outcomes and obstetric complications. A BMI of 25.0 or above indicates overweight or obesity.

Table 11-9 shows the percentage of women with height less than 145 cm, mean BMI, and the
proportions of women falling into normal and high-risk categories by background characteristics.
Respondents for whom there was no information on height or weight and for whom a BMI could not be
estimated are excluded from this analysis. The data analysis on height was based on 10,061 women and on
BMI is based on 9,154 women age 15-49 years.

Three percent of Eritrean women are below 145 cm in height. In general, height differs little with
background characteristics. Adolescent women, age 15-19 years, are most likely to be below 145 cm.
Women of short stature are most likely to reside in rural areas, in Semenawi Keih Bahri and Debubawi Keih
Babhri, are those with no education, and those in the lowest wealth quintile (Table 11-9).

The mean BMI for Eritrean women age 15-49 is 19.4 kg/m?(Table 11-9).

Fifty percent of Eritrean women have a normal BMI (between 18.5 and 24.9 kg/m?). Overal, 44
percent of women are thin or undernourished (BMI less than 18.5 kg/m?), 23 percent mildly thin (BMI
between 17.0-18.4 kg/m2), 12 percent are moderately thin (BMI between 16.0-16.9 kg/m?) and 10 percent
are severely thin (BMI less than 16.0 kg/m?). Adolescents age 15-19 are somewhat more likely to be thin (49
percent) than older women. Rural women are more likely to be thin than urban women (51 percent versus 34
percent). Women residing in Maekel (34 percent) are less likely to be thin than women in other zobas (42-
60 percent). The percentage of women who are thin decreases as educational attainment and wealth status
increases; uneducated women (51 percent) and those in the lowest and second wealth quintile (55 percent) are
more likely to be thin than women with secondary or higher education (34 percent) and those in the highest
wealth quintile (30 percent).

Overweight or obesity (BMI 25 kg/m? or above) is not common among women in Eritrea. Overall,
six percent are overweight or obese with five percent are overweight and one percent obese. The percentage
of women who are overweight or obese increases with age from two percent among women age 15-19 to 12
percent among the age 45-49. It is substantially higher among urban than rural women (11 and 2 percent,
respectively). By zoba, women in Maekel are the most likely to be overweight or obese (12 percent), while
women in Anseba are the least likely (3 percent). The percentage of women who are overweight or obese
increases substantially with education and wealth.

Overall, the percentage of thin women in Eritrea has not changed much since 1995, as shown in
Figure 11-7.

The mean BMI for Eritrean men age 15-49 is 19 kg/m? (Table 11-10). There islittle difference in
the mean BMI by background characteristics. Forty-five percent of Eritrean men age 15-49 have a normal
BMI (between 18.5 and 24.9 kg/m?), 50 percent are thin (BMI less than 18.5 kg/m?), 27 percent are mildly
thin (BMI between 17.0 and 18.4 kg/m?), 14 percent moderate thin (BMI less than 16.0-16.9 kg/m?), and 10
percent are severely thin (BMI less than 16.0 kg/m?).
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Figure 11-7 Trend of nutritional status among women
15-49 years (percent with BMI<18.5)

Percentage
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Young men age 15-19 are much more likely to be thin (79 percent) than their older counterparts (36
percent). Rural men are more likely to be thin (59 percent) than urban men (46 percent). Among zoba, those
residing in Anseba are most likely to be thin (61 percent) while those living in Maekel (46 percent) are the
least likely to be thin. There is no clear pattern in the relationship between education and the percentage of men
who have a BMI of less than 18.5 kg/m? with the prevalence ranging from alow of 47 percent among those
with at least secondary education to a high of 63 percent among those with middle education. The proportion
of men who are thin declines with an increase in wealth quintile. Sixty-three percent of men in the lowest
wealth quintile, compared with 40 percent of men in the highest wealth quintile, have BMI below 18.5 kg/m?.

Only five percent of men are overweight (BMI 25 kg/m?2 or above), while less than one percent are
obese. The proportion of overweight or obese men is higher among urban men (8 percent), those living in Maekel
(8 percent), men with secondary or higher education (6 percent), and men in the highest wealth quintile (10
percent). The prevalence of overweight is the least in rural areas (1 percent), those in Debub (2 percent), those
with no education (less than 2 percent), and those in the lowest wealth quintile (less than 1 percent).
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11.5 MIcRONUTRIENT INTAKE AMONG MOTHERS

Adequate micronutrient intake by women has important benefits for both women and their
children. A mother’s nutritional status during pregnancy is important both for fetal development and for
protection against maternal morbidity and mortality. Breastfeeding children benefit from micronutrient
supplementation that mothers receive, especially vitamin A. lodine deficiency is related to a number of
adverse pregnancy outcomes, including abortion, fetal brain damage, congenital malformation, stillbirth,
and prenatal death. Table 11.11 includes a number of measures that are useful in assessing the extent to
which women are obtaining adequate intakes of vitamin A, iodine and iron. One-fourth (23 percent) of
mothers age 15-49 consumed vitamin A-rich foods (Table 11-11). Consumption of vitamin A-rich food
is higher among young mothers, age 15-24, (24-25 percent), in urban areas (33 percent), in Maekel (37
percent), those with at least secondary education (38 percent), and those in the highest wealth quintile (36
percent) than their counterparts.

Twenty-five percent of mothers who gave birth in the five years preceding the survey received
postpartum vitamin A supplements (Table 11-11). The proportion of mothers that received postpartum
vitamin A supplements does not vary much by age. Mothers age 35-49, however, are least likely to receive
vitamin A supplementation. Postpartum vitamin A supplements are more common in urban areas than
rural areas (33 percent and 22 percent, respectively). More women in Maekel received postpartum vitamin
A supplementation (43 percent) than the other zobas (16-26 percent). Women with secondary or higher
education are more likely to have received vitamin A supplements after their last pregnancy (40 percent)
than women with no education (17 percent). The likelihood of women receiving postpartum vitamin A
supplements is highest among those in highest wealth quintiles (40 percent) and lowest among those in the
lowest wealth quintile (15 percent).

Forty-three percent of women did not take any iron tablets during their last pregnancy (Table 11-
11). Thirty-five percent of women took iron tablets for fewer than 60 days, nine percent took for 60-89 days
and ten percent took iron tablets for 90 days or more during their last pregnancy. The percentage of women
who took iron tablets for 90 or more days, decreasing somewhat with age (7 percent for age 15-19 years and
12 percent for age 35-49 years). There is no difference between urban and rural, but it is highest for Anseba
(22 percent) and lowest for Gash-Barka (4 percent). In general, there is no marked variation in percentage
of women who took iron tablets for 90 days or more by education and wealth index status of mothers.

lodine deficiency has adverse effects on all population groups, but women of reproductive age
are often most affected. (Table 11-11) shows the percentage of women with a child born in the five years
preceding the survey who live in households using adequately iodized salt. Nationally, 79 percent of
women live in households with adequately iodized salt. This percentage varies much by background
characteristics. Ninety-two percent of mothers in urban areas, compared to 73 percent in rural areas,
live in households using adequate iodized salt. The proportion is the highest in Maekel (96 percent) and
lowest in Debubawi Keih Bahri (33 percent). The proportion increases steadily with an increasing level
of education and wealth index.
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Key Findings

o Half of households own at least one mosquito net and over a quarter own at least
two nets. In other words, one in five people own a net, which is almost one net per
household of 4.8 people.

e Ownership of mosquito nets has increased from 33 percent in 2002 to 50 percent in
2010; an increase of 47 percent.

e Athird of the households surveyed reported environmental management being
conducted in their village, with 79 percent of the households having one or more of
their members participated in the activity.

o One-fifth of children under the age of five, 13 percent of women of child bearing age
and 15 percent of pregnant women had slept under insecticide treated nets the night
preceding the survey.

o One-fifth of children under age five had fever two weeks before the survey; of which
57 percent were treated with any drug and 1.5 percent were diagnosed and treated
for malaria.

alaria is seasona and focal in Eritrea with a heterogeneous pattern across geographic areas.

Sixty-five percent of malaria infections are caused by Plasmodium falciparum—with

Anophelesgambiaeas the primary vector. Malaria was a major public health problem up to 1999,
when the government of Eritrea adopted the Roll Back Initiative and reduced the prevalence of malaria
considerably. Although malaria has decreased considerably in the past 13 years, it still is an important
public health problem in Eritrea as 70 percent of the villages have conditions that are favorable for malaria
transmission.

There are two main malaria transmission seasons in Eritrea. Four of the zobas namely Gash-
Barka, Debub, Anseba and Maekel (Western Lowlands and Central Highlands) belong to the main malaria
transmission season (August — November), while the coastal areas, Semenawi Keih Bahri and Debubawi
Keih Bahri belong to the coastal transmission season (December — February).

Malaria accounts for two percent of all outpatient attendance and admissions and less than 30
deaths annually in Eritrea (HMIS 2011). The disease is most prevalent in the western lowlands; Gash-
Barka that usually carries two-thirds of the national burden of malaria followed by Debub which usually
carries one fifth (Figure 12-1). The recent Malaria Program Review (2012) conducted by the Ministry of
Health and WHO indicated an incidence rate of 12 persons per 1000 as compared to 110 persons per 1000
population in the year 1998.

The main malaria affected zobas are Gash-Barka, Debub, Anseba and Semenawi Keih Bahri, while,
Macekel (encompassing the capital city, Asmara) and Debubawi Keih Bahri are the least malarial zobas.
Most of the malaria control activities take place in the most malaria prone areas and hence interventions
(such as the distribution and thereby ownership and use of mosquito nets) are generally lowest in Debubawi
Keih Bahri and Maekel.



Figure 12-1 Malaria stratification and seasonal variations, 2007
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The Government of Eritrea considers elimination of malaria as a development issue and to that end

has committed to transition to the pre-elimination phase by end of 2016. In order to meet this goal, a series
of objectives have been set as listed below:
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1.

2.

Build capacity and deploy the necessary skill mix, particularly at the front lines;
Achieve and maintain 100 percent coverage of preventive and treatment services for malaria;
Enhance health promotion activities targeting malaria hot spots; and

Strengthen Surveillance, Monitoring and Evaluation (M&E) and Operational Research to inform
policy on timely basis.



Information on coverage of malaria prevention services was collected in the EDHS/EPHS surveys.
The EPHS2010 information covers environmental management, ownership of mosquito nets, use of
mosquito nets by various groups (women aged 15-49, pregnant women, and children under age five), and
prevalence and prompt treatment of fever in children under age five.

The Ministry of Health also conducted a Malaria Indicator Survey (MIS) in October 2012
according to which improvements (as compared to previous MIS surveys) were recorded in various
areas such as environmental management, ownership and use of mosquito nets, and treatment seeking
behavior. The report is not yet published. The MIS surveys are conducted in the four most malaria
prone zobas (in the most malaria prone villages) and during peak malaria transmission season for
the three zobas except Semenawi Keih Bahri. The following are some selected findings from the
2012 MIS.

1. Ninety percent of the households have at least one mosquito net of any type with 87 percent hav-
ing at least one ITN.

2. Seven in ten (67 percent) of children under age five slept under ITN the night before the survey,
showing an increase of 37 percent from that observed in 2008 MIS (49 percent).

3. Six in ten of children who had fever two weeks before the survey took any drugs and five percent
took anti-malarial drugs.

4. Six in ten of women in the reproductive age group (15-49) slept under ITN the night before
the survey.

12.1 ENVIRONMENTAL MANAGEMENT

Among the surveyed households, 33 percent reported that their village/town had conducted environmental
management activities. Debub (46 percent) and Anseba (41 percent) conducted environmental management
activities more than the other four zobas. In areas where the activities were conducted, 79 percent of the
households had one or more members who participated. Participation is a bit higher in urban areas (82
percent) than in rural areas (78 percent) (Table 12-1).

Reduction of malaria transmission through the application of appropriate preventive measures
targeting the vector is one of the most effective strategies the government of Eritrea implements in rolling
back malaria. Some of the major preventive and control strategies currently being implemented are
community-based environmental control measures (source reduction) and larviciding activities in selected
and epidemic prone villages. With the increase of agricultural and dam construction, the Eritrean government
plans to further promote environmental management and larviciding activities in order to suppress vector
density around micro dams developed for irrigation.

The great reduction in malaria morbidity and mortality that the program achieved has created
high relaxation and complacency in the communities which in turn has led to low community
participation in the prevention and control of malaria. This needs special attention as the country goes
on to pre-elimination.
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Table 12-1  Household pc¢ ion of mosquito nets

Percentage of households with at least one and two or more mosquito net (treated or untreated), percentage of households located in villages or
towns where environmental management activities conducted, and percentage of households living in these areas with any member participated in the
activities, by background characteristics, Eritrea 2010

Any type of mosquito net Environmental management activities
Percentage Percentage with Number of
Percentage Percentage Average with activities members participated households with
Background with at with more  number of nets  conducted in ~ Number of in the areas where activities conducted
Characteristic least one thanone  per household the village/town households activities were conducted in the village/town
Residence
Total urban 43.6 26.5 0.9 34.1 3,816 81.8 1,300
Asmara 11.8 41 0.2 18.4 1,666 90.8 307
Other Town 68.1 43.8 1.5 46.2 2,150 791 993
Rural 54.0 27.6 0.9 33.0 6,772 775 2,235
Zoba
Debubawi Keih Bahri 28.9 14.5 0.5 11.0 176 82.9 19
Maekel 18.0 71 0.3 22.7 2,365 88.1 537
Semenawi Keih Bahri 70.5 39.7 1.3 30.3 1,137 74.4 344
Anseba 68.0 40.6 1.3 41.0 1,522 727 625
Gash-Barka 53.0 331 1.1 26.8 2,500 82.1 669
Debub 58.2 27.4 0.9 46.4 2,888 78.1 1,341
Wealth quintile
Lowest 54.5 30.2 1.0 29.4 1,799 78.1 528
Second 54.3 27.6 0.9 30.5 2,121 73.7 647
Middle 57.2 29.3 1.0 36.0 2,284 791 823
Fourth 55.1 315 1.1 41.5 2,246 79.6 932
Highest 30.0 17.5 0.6 28.3 2,138 84.8 604
Total 50.2 27.2 0.9 33.4 10,588 791 3,536

Note: The table is based on the CORE questionnaires.

12.2 OwNERSHIP oF Mosauito NETs

Malaria is caused by Plasmodium parasites and transmitted from person to person by an intermediate
host or vector called anopheles mosquitoes. To protect people from mosquito bites, strategies that create a
barrier between humans and the vector are effective prevention measures against malaria. One such strategy
proven to prevent malaria transmission considerably is sleeping under mosquito nets. Use of mosquito nets
is obviously influenced by level of net possession by householders and thus the EPHS2010 collected data
on net ownership at household level.

Half of the sampled households owned at least one mosquito net; with ownership being more in
rural (54 percent) than urban areas (44 percent) (Table 12-1). When urban and rural areas were compared
(excluding Asmara), however, ownership is higher in urban areas — other towns (68 percent) than in rural
areas (54 percent). Ownership of mosquito nets is higher (60 percent) among households in the four zobas
with higher risk of malaria (Gash-Barka, Anseba, Debub, and Semenawi Keih Bahri). The 2011 World
Malaria Report (WHO WMR, 2011) indicated consistent results for sub-Saharan Africa — 50 percent
coverage of households with at least one mosquito net.



Comparison by zoba also showed a difference in ownership levels with Semenawi Keih Bahri
and Anseba having the highest proportion of households possessing one or more nets. Gash-Barka has the
highest malaria at-risk proportion and is expected to have most of its residents owning mosquito nets; but
this is not the case. In general, there is an uneven pattern in net ownership among zobas. The reasons for
this can be irregularities in the supply of bed nets, pull system, not considering the population size during
bed net request, and absence of net census. Total ownership of nets has increased from 34 percent in 2002
to 50 percent in 2010 (Figure 12-1), an increase of 47 percent.

Average number of nets per household is one; it is found to be higher in other towns, aside from
Asmara (more than one), than in rural areas (one).

12.3 Use oF Mosaquito NeT BY CHILDREN UNDER AGE FIVE

Among children under the age of five, 20 percent slept under Insecticide Treated Nets (ITN), 22 percent
under an ever treated net and 30 percent under any net the night before the survey. Comparisons with
EDHS2002 indicate that the use of ITNs increased considerably from 4.2 percent to 20 percent, and use of
any net from 12 percent to 30 percent (Figure 12-2).

There was little difference in the use of nets by sex, but other background characteristics reveal
important differences. The younger the child, the more he/she is likely to sleep under a mosquito net
(Table 12-2). This can be attributed to the fact that younger children sleep with their mothers more often
than their older siblings.

Figure 12-2 Percentage of households owning at least
one mosquito net, 2002, 2010

Percentage
60 -
50 -
40 -
30 -

20 ~

EDHS'2002 EPHS2010

Year
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Urban children aside from Asmara (34 percent) are more likely to use nets than rural children
(19 percent). Comparisons by zoba showed that children residing in Semenawi Keih Bahri (36 percent) and
Anseba (34) are more likely to use nets than their counterparts in the other four zobas, with Maekel being
the least (7 percent). Children in the highest and lowest wealth quintiles are less likely to use ITNs than
those in the middle wealth quintiles (Table 12-2).

Children under the age of five and pregnant women are the most vulnerable to malaria. Hence,
the Ministry of Health of the state of Eritrea has a policy of mosquito net distribution and other
interventions that gives priority to children under the age of five and pregnant women residing in
malaria affected areas.

Table 12-2 Use of mosquito nets by children

Percentage of children under five who slept the night before the survey under a mosquito net (treated or untreated), under an ever-treated mosquito
net, and under an insecticide treated net (ITN), by background characteristics, Eritrea 2010

Percentage who slept Percentage who slept under Percentage who slept? under Number of
Background Characteristic under any net I'ast night an' ever treated net last night an ITN (long lasting) last night children
Age (in months)
<12 40.8 26.1 24.9 1,254
12-23 30.9 23.7 222 1,323
24-35 28.3 21.6 19.8 1,317
36-47 25.6 19.5 17.6 1,354
48-59 25.8 19.3 17.8 1,415
Sex
Male 30.8 22.3 20.5 3,308
Female 29.4 21.6 20.2 3,356
Residence
Total urban 32.8 24.3 22.7 2,041
Asmara 6.1 3.7 3.5 734
Other Town 47.8 359 33.6 1,307
Rural 28.9 20.9 19.3 4,623
Zoba
Debubawi Keih Bahri 17.7 1.4 10.8 105
Maekel 8.7 6.7 6.6 1,142
Semenawi Keih Bahri 54.0 37.3 35.9 821
Anseba 54.2 36.1 344 1,060
Gash-Barka 20.6 16.6 15.4 1,708
Debub 28.3 21.9 19.1 1,828
Wealth quintile
Lowest 271 19.4 17.9 1,368
Second 32.7 23.2 21.6 1,398
Middle 341 247 22.8 1,444
Fourth 34.2 26.3 244 1,367
Highest 20.2 14.5 135 1,087
Total 30.1 21.9 20.4 6,664

Note: The table is based on the CORE questionnaires.

" An ever-treated net is 1) a pretreated net or 2) a non-pretreated which has subsequently been soaked with insecticide at any time.

2 An insecticide treated net (ITN) is 1) a factory treated net that does not require any further treatment which is similar to long lasting net in the EPHS
2010 questionnaire or 2) a pretreated net obtained within the past 12 months or (3) a net that has been soaked with insecticide within the past

12 months.
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12.4 Use oF Mosaquito NET BY WOMEN OF CHILDBEARING AGE

The EPHS2010 found out that among women age 15-49, 13 percent slept under an ITN, 14 percent under an
ever treated net and 19 percent under any net the night before the survey. The improvement is considerable
compared with EDHS2002. Only 2.7 percent slept under an ITN and 6.5 percent under any net in 2002.

Women living in towns other than Asmara (20 percent) are more likely to sleep under an I'TN than women
living in rural areas (14 percent). Comparison by zoba showed that women living in Semenawi Keih Bahri (27
percent) and Anseba (25 percent) slept under a mosquito net more than women living in the other four zobas.

Comparison of ITN use by educational background showed that the more educated the woman
(secondary or above; 8 percent), the less likely she is to sleep under an ITN than the less educated (no
education; 15 percent). Women on the highest and lowest wealth quintiles are less likely to use ITNs than
those in the other wealth quintiles (Table 12-3).

Table 12-3 Use of mosquito nets by women of childbearing age

Percentage of all women age 15-49 who slept the night before the survey under a mosquito net (treated or untreated), under an ever-treated mosquito
net, and under an insecticide-treated net (ITN) , by background characteristics, Eritrea 2010

Percentage of all women age 15-49 who:

Slept under any Slept under an ever' Slept under an ITN? Number
Background Characteristic net last night treated net last night (long lasting) last night of women
Residence
Total urban 15.8 12.2 1.5 4,125
Asmara 1.5 1.2 11 1,870
Other Town 27.6 214 20.1 2,255
Rural 20.3 14.8 13.6 6,113
Zoba
Debubawi Keih Bahri 1.2 8.1 7.3 163
Maekel 2.9 24 22 2,535
Semenawi Keih Bahri 39.0 28.1 27.0 1,122
Anseba 37.7 26.2 25.3 1,436
Gash-Barka 14.5 11.3 10.2 2,255
Debub 18.2 14.3 12.4 2,727
Education
No education 221 16.2 14.7 3,882
Primary 23.2 16.9 16.0 2,162
Middle 15.8 12.2 1.3 1,946
Secondary or above 10.4 8.4 7.9 1,967
Wealth quintile
Lowest 19.9 14.1 12.8 1,746
Second 23.2 16.5 15.4 1,769
Middle 23.4 17.5 16.2 2,014
Fourth 20.6 16.3 15.1 2,223
Highest 8.4 6.3 5.9 2,485
Total 18.5 13.8 12.7 10,238

Note: The table is based on the CORE questionnaires.

" An ever-treated net is 1) a pretreated net or a non-pretreated which has subsequently been soaked with insecticide at any time.

2 An insecticide treated net (ITN) is 1) a factory treated net that does not require any further treatment which is similar to long lasting net in the
EPHS2010 questionnaire or 2) a pretreated net obtained within the past 12 months or 3) a net that has been soaked with insecticide within the past
12 months.
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Figure 12-3 Percentage of women age 15-49 and children
under age five sleeping under ITN, 2002,2010

Percentage
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Women aged 15-49 Childrenunderage 5

B EDHS2002 W EPHS2010

12.5 Use oF Mosauito NET BY PREGNANT WOMEN

The survey found out that 15 percent of pregnant women slept under an ITN the night before
the survey, 16 percent under an ever treated net and 22 percent under any net. Residential
comparisons showed that women urban areas (13 percent) are less likely to sleep under an ITN than
their rural counterparts (15 percent) (Table 12-4). Women in towns, excluding Asmara, are most
likely to sleep under ITN (20 percent). Comparison by zoba showed that women living in Anseba
(29 percent) and Semenawi Keih Bahri (30 percent) are more likely to sleep under an ITN than the
other four zobas.

Semenawi Keih Bahri, Gash-Barka and Debub inhabitants are expected to use nets more than
the others due to the endemicity of the disease in these zobas and therefore the priority given to them in
distribution of bed nets and coverage of health promotion. This turned to be not the case due to, possibly, the
timing of the survey. The main malaria transmission season of these zobas is during August — November,
while the survey was conducted during January— July.

The more educated the pregnant woman (secondary or above; 9 percent), the less likely she
is to sleep under an ITN than the less educated (no education; 17 percent). Pregnant women on the
highest wealth quintiles (10 percent) are less likely to use ITNs than those on the lowest wealth quintiles
(22 percent).



Table 12-4 Use of mosquito nets by pregnant women

Percentage of all pregnant women age 15-49 who slept the night before the survey under a mosquito net (treated or untreated), under an ever-treated
mosquito net, and under an insecticide treated net (ITN), by background characteristics, Eritrea 2010

Percentage of all pregnant women age 15-49 who:

Slept under any Slept under an ever Slept under an ITN Number of
Background Characteristic net last night treated net last night (long lasting) last night pregnant women
Residence
Total urban 18.6 13.6 12.8 247
Asmara 0.0 0.0 0.0 88
Other Town 28.8 211 19.8 160
Rural 23.6 17.4 15.4 509
Zoba
Debubawi Keih Bahri 10.9 5.5 5.5 12
Maekel 1.9 1.9 1.9 139
Semenawi Keih Bahri 45.8 31.4 30.4 90
Anseba 44.2 29.9 29.1 118
Gash-Barka 12.5 1.4 9.5 181
Debub 214 16.0 12.8 215
Education
No education 26.2 18.6 171 287
Primary 235 17.8 15.4 200
Middle 18.5 14.6 13.2 143
Secondary or above 13.7 10.3 9.3 120
Wealth quintile
Lowest 34.2 253 22.3 118
Second 25.4 16.8 16.0 153
Middle 19.4 15.2 12.5 162
Fourth 18.4 14.8 13.6 179
Highest 15.8 10.8 10.0 144
Total 22.0 16.2 14.5 756

Note: The table is based on the CORE questionnaires.

" An ever-treated net is 1) a pretreated net or a non-pretreated which has subsequently been soaked with insecticide at any time.

2 An insecticide treated net (ITN) is 1) a factory treated net that does not require any further treatment which is similar to long lasting net in the EPHS 2010
questionnaire or 2) a pretreated net obtained within the past 12 months or 3) a net that has been soaked with insecticide within the past 12 months.

12.6 PREVALENCE AND PROMPT PREATMENT OF CHILDREN WITH FEVER

Fever is a major manifestation of malaria, particularly in children under age five and pregnant women
who are among the immunologically naive portion of the population. Malaria contributes to maternal and
child mortality. Thus early diagnosis with microscopy or rapid diagnostic test followed by prompt and
appropriate treatment is strongly recommended for malaria to avert complication and fatality due to the
disease. The EPHS2010 asked mothers or guardians of children under age five whether their children had
fever two weeks before the survey and if so, whether anti-malarial treatment was given and if so, what time
the treatment was given after onset of fever.

Nationally, 19 percent of the sampled children under age five had fever in the two weeks
before the survey; which is a decline from 30 percent in 2002 when malaria was more prevalent. No
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considerable difference was seen among urban-rural residents or by sex. Fever was most prevalent
in children aged one to two years, highest in Anseba (26 percent), among children taken care by
non-educated mothers (20 percent) and among children from the middle and second wealth quintile
(21 percent).

Among children under age five who had fever two weeks preceding the survey, 57 percent took any
drug. Children from Maekel took drugs most (72 percent) as compared to the other zobas, with Debubawi
Keih Bahri taking the least (49 percent). Comparisons by residence showed that 74 percent of other towns
children with fever were given drugs more than rural settlers (51 percent). The percentage of children who
took any drug for treatment of febrile diseases increased proportionally with the increase of mother’s or
guardian’s education and wealth quintile (Figure 12-3).

A small proportion of the febrile children (1.5 percent) had taken anti-malarial drugs, down from
3.6 percent in 2002 (Table 12-5). The declining trend is likely related to the improvement in the malaria
situation over time.

Figure 12-4 Percentage of children under age five with fever
who took drug, by wealth quintile and mother’s education
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Table 12-5 Prevalence and prompt treatment of children with fever

Percentage of children under age five with fever in the two weeks preceding the survey, and among children with fever, the percentage who took
antimalarial drugs and the percentage who took the drugs the same or next day following the onset of fever, by background characteristics, Eritrea 2010

Among children under age five Among children under age five with fever
Percentage with fever Percentage who Percentage who took Number
in the two weeks Number of took antimalarial antimalarial drugs of children
Background Characteristic preceding the survey children Any drug drugs same or next day with fever
Age (in months)
<12 21.6 1,254 48.9 1.3 0.9 271
12-23 271 1,323 65.0 1.5 0.8 359
24-35 19.5 1,317 59.2 25 21 257
36-47 13.1 1,354 58.3 2.2 0.6 177
48-59 13.6 1,415 49.0 0.0 0.0 192
Sex
Male 19.6 3,308 57.9 1.8 1.0 647
Female 18.2 3,356 56.0 1.2 0.8 610
Residence
Total urban 17.2 2,041 735 1.0 1.0 351
Asmara 11.8 734 775 1.1 1.1 87
Other Town 20.2 1,307 722 1.0 1.0 264
Rural 19.6 4,623 50.6 1.7 0.9 905
Region
Debubawi Keih Bahri 12.7 105 48.8 3.3 3.3 13
Maekel 13.2 1,142 72.2 0.6 0.6 151
Semenawi Keih Bahri 244 821 58.5 0.0 0.0 200
Anseba 26.1 1,060 57.7 0.8 0.4 277
Gash-Barka 17.5 1,708 54.5 1.7 1.2 298
Debub 17.3 1,828 50.9 3.3 1.7 317
Mother’s education
No education 20.4 3,112 46.5 1.1 0.9 635
Primary 19.3 1,604 63.9 1.8 0.7 309
Middle 16.5 1,059 69.2 1.5 1.5 175
Secondary or above 16.3 814 751 29 0.7 132
Missing 33.3 4 75.1 0.0 0.0 1
Wealth quintile
Lowest 19.3 1,368 41.8 0.5 0.0 264
Second 20.4 1,398 475 2.0 1.2 285
Middle 211 1,444 57.6 1.8 1.4 305
Fourth 18.0 1,367 70.7 1.6 0.4 246
Highest 14.3 1,087 771 1.7 1.7 156
Total 18.9 6,664 57.0 1.5 0.9 1,257

Note: The table is based on the CORE questionnaires.

Malaria | 259






HIV/AIDS-RELATED KNOWLEDGE, 1 3
ATTITUDE, AND BEHAVIOUR

Key Findings

o Ninety-five percent of women and 98 percent of men age 15-49 have heard of AIDS.
However, comprehensive knowledge of AIDS is uncommon with only 22 percent
of women and 35 percent of men having comprehensive knowledge of HIV/AIDS
transmission and prevention methods.

o Sixty-eight percent and 66 percent of women and men age 15-49, respectively, know
that HIV can be transmitted by breastfeeding. However, only thirty-six percent of
women and 38 percent of men know that the risk of mother-to-child transmission can
be reduced by a mother taking special drugs during pregnancy.

o \Women and men express equally accepting attitudes toward people with HIV.
Forty-nine percent of both women and men always expressed accepting attitudes
when reacting to three hypothetical situations involving people with HIV.

e One percent of women and eight percent of men had intercourse with a person who
was neither their husband/wife nor lived with them during the 12 months preceding
the survey. Among respondents who had intercourse with a person who was neither
their husband/wife nor lived with them during the preceding 12 months, 20 percent of
women and 89 percent of men age 15-49 reported that they used a condom during
their most recent sexual intercourse.

e Seventy-nine percent of women and 85 percent of men know where to get an HIV
test. Nineteen percent of women and 16 percent of men have been tested for HIV in
the last 12 months. Moreover, forty-three percent of pregnant women were counseled
and accepted HIV test during antenatal care.

cquired immune deficiency syndrome (AIDS) is caused by the human immunodeficiency

virus (HIV). HIV weakens the immune system, making the body susceptible to secondary

and opportunistic infections. Without treatment, HIV infection leads to AIDS and death. The
predominant mode of HIV transmission in Eritrea is through sexual contact. Other modes of transmission
are mother-to-child transmission, use of contaminated blood supplies for transfusions, and injections using
contaminated needles or syringes.

AIDS is an important public health problem in Eritrea. According to the 2009 ANC sentinel
surveillance survey, 1.3 percent of pregnant women age 15-49 are infected with HIV (ANC SSS
2009). The EPHS2010 also showed that 0.93% of adults age 15-49 are infected with HIV, with women
2.3 times more likely to be infected than men (Table 14-4). Heterosexual contact accounts for the
great majority of HIV transmission in the country. Although, dominant in urban areas and some key
populations at higher risk, AIDS is now affecting all sectors of Eritrean society. The future course of
the AIDS epidemic in Eritrea depends on a number of factors including HIV/AIDS-related knowledge,
social stigma, risk behavior modification, access to high-quality services for sexually transmitted
infections (STIs), provision and uptake of HIV counseling and testing, and access to antiretroviral
therapy (ART).

The principal objective of this chapter is to establish the prevalence of relevant knowledge,
attitudes, and behaviors at the national level and within the geographic and socioeconomic subgroups
of the population, using data from the EPHS2010. The chapter presents findings from the general



adult population and especially from youth. The chapter concludes with information on patterns of
sexual activity among young people, as they are the main target of many HIV prevention efforts. The
findings in this chapter will help HIV/AIDS control and prevention programs to target the groups of
people most in need of information and services and most vulnerable to the risk of HIV infection.
Some findings presented in this chapter can also be compared with the findings from the 1995 and
2002 EDHS.

13.1 HIV/AIDS KnowLEDGE, TRANSMISSION, AND PREVENTION METHODS

Since there is no cure for AIDS, the main strategy for combating the disease has been prevention through
practicing abstinence, being faithful to one sexual partner, using condoms and more recently provision
of antiretroviral therapy to reduce spread of the disease. This strategy depends heavily on the level
of knowledge of the population and their perception of the HIV/AIDS problem. For this reason, the
EPHS2010 sought to measure the levels of knowledge of HIV/AIDS and other sexually transmitted
infections in the population and to examine the behaviors women and men adopt to protect themselves
from infection.

13.1.1 Awareness of HIV/AIDS

In the EPHS2010, respondents were asked whether they had heard of AIDS and if so, whether there is
anything one can do to avoid getting infected with HIV. In Eritrea, general awareness of AIDS is nearly
universal; 95 percent of women and 98 percent of men have heard of AIDS (Table 13-1). This figure
is similar to the results of the EDHS2002 which were 96 percent for women age 15-49. The level of
awareness of AIDS is notably lower in Gash-Barka (84 percent of women and 91 percent of men) than
in other zobas.

Eighty-three percent of women aged 15-49 and 93 percent of men believe there is a way to avoid
HIV/AIDS which is slightly lower than EDHS2002 (88 percent) for women. Women living in rural areas,
Gash-Barka, Debubawi Keih Bahri and Semenawi Keih Bahri, and men in Gash-Barka are less likely to
report that AIDS can be avoided than urban respondents and those living in other zobas. Education is also
strongly related to understanding of HIV/AIDS prevention. For example, 97 percent of women and 99
percent of men who have attended some secondary school or higher education report that HIV/AIDS can
be avoided compared with 66 percent of women and 72 percent of men who have not attended school. In
the comparison of women and men, the knowledge of men is higher than women for all of the background
characteristics (Table 13-1).

13.1.2 Knowledge of HIV prevention

The Eritrean HIV prevention program has mainly focused on reducing sexual transmission of HIV and
other sexually transmitted infections through three programmatically important ways: promotion of sexual
abstinence, mutually faithful monogamy among uninfected individuals, and condom use among the
sexually active.

262 | HIV/IAIDS Related Knowledge Attitude and Behaviour



Table 13-1 Knowledge of AIDS

Percentage of women and men age 15-49 [59] who have heard of AIDS, by background characteristics, Eritrea 2010

Women Men
Has heard Believes there is a Number of Has heard Believes there is a Number of
Background characteristic of AIDS way to avoid HIV/AIDS respondents of AIDS way to avoid HIV/AIDS respondents
Age
15-24 95.6 85.3 4,045 97.8 92.7 2,179
.15-19 94.6 83.7 2,301 97.6 915 1,544
..20-24 96.9 87.5 1,744 98.3 95.7 635
25-29 95.9 85.1 1,646 98.2 94.0 449
30-39 95.6 82.7 2,656 98.2 93.3 879
40-49 93.6 77.7 1,891 98.2 92.0 793
Marital status
Never married 95.6 87.3 2,878 97.9 93.0 2,506
Ever had sex 97.3 94.6 151 99.6 98.3 545
Never had sex 95.5 86.9 2,727 97.4 91.5 1,961
Married/Living together 95.0 80.7 6,183 98.2 92.5 1,715
Divorced/Separated/Widowed 95.9 86.4 1,177 97.5 96.1 78
Residence
Total urban 99.5 94.8 4,125 99.6 97.1 1,757
Asmara 99.9 97.1 1,870 100.0 97.8 855
Other Town 99.1 92.9 2,255 99.1 96.4 902
Rural 92,5 75.4 6,113 96.9 89.9 2,542
Zoba
Debubawi Keih Bahri 97.5 63.7 163 96.1 86.4 67
Maekel 99.8 97.4 2,535 100.0 98.1 1,196
Semenawi Keih Bahri 95.1 78.6 1,122 99.2 93.6 470
Anseba 98.1 87.0 1,436 99.6 93.9 588
Gash-Barka 83.8 61.1 2,255 91.4 76.8 778
Debub 99.0 89.4 2,727 99.2 97.5 1,200
Education
No education 89.2 65.8 3,882 89.8 71.6 599
Primary 97.7 89.6 2,162 97.4 89.2 659
Middle 99.4 945 1,946 99.5 96.4 1,188
Secondary or above 99.9 97.2 1,967 99.9 98.7 1,473
Wealth quintile
Lowest 88.4 65.2 1,746 951 84.9 739
Second 89.8 69.4 1,769 95.4 84.9 699
Middle 95.6 81.5 2,014 98.2 93.5 753
Fourth 99.7 94.1 2,223 99.5 97.4 960
Highest 99.9 97.3 2,485 100.0 98.5 1,148
Total 15-49 95.3 83.2 10,238 98.0 92.8 4,299
50-59 na Na na 97.2 87.9 722
Total men 15-59 na na na 97.9 921 5,021

Note: Table is based on the CORE questionnaire.
na = Not applicable
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Table 13-2 Knowledge of HIV prevention methods

Percentage of women and men age 15-49 [59] who, in response to prompted questions, say that people can reduce the risk of getting the AIDS virus
by using condoms every time they have sexual intercourse, by having one sex partner who is not infected and has no other partners, and by abstaining
from sexual intercourse, by background characteristics, Eritrea 2010

Women Men
Limiting Using Limiting Using
sexual condoms and sexual condoms and
intercourse limiting sexual  Abstaining intercourse  limiting sexual  Abstaining
to one intercourse to from Number to one intercourse to from
Background Using uninfected one uninfected sexual of Using uninfected one uninfected sexual Number
characteristic condoms  partner? partner’? intercourse women condoms'  partner? partner’? intercourse  of men
Age
15-24 52.8 46.7 32.0 67.6 4,045 69.5 58.8 47.9 79.9 2,179
15-19 50.7 453 30.3 65.5 2,301 70.1 58.0 47.4 78.5 1,544
20-24 55.5 48.5 34.3 70.5 1,744 67.9 60.9 49.2 83.1 635
25-29 55.2 45.0 321 70.5 1,646 701 57.6 48.9 81.2 449
30-39 49.4 43.5 28.2 68.4 2,656 71.0 59.6 50.6 80.8 879
40-49 43.0 41.4 24.9 65.3 1,891 65.3 58.3 455 82.7 793
Marital status
Never married 55.3 48.7 335 7.7 2,878 70.6 59.4 49.2 81.3 2,506
Ever had sex 68.8 55.9 45.6 81.8 151 79.4 67.5 60.2 86.6 545
Never had sex 54.6 48.3 32.8 711 2,727 68.1 57.2 46.1 79.8 1,961
Married/Living
together 47.6 423 27.6 65.6 6,183 66.7 57.3 46.2 79.8 1,715
Divorced/
Separated/
Widowed 53.9 46.3 31.8 70.1 1,177 72.6 711 56.6 83.0 78
Residence
Total urban 64.2 53.2 38.7 79.6 4,125 743 62.7 52.5 85.6 1,757
Asmara 70.4 57.9 44.8 87.0 1,870 79.6 61.8 54.7 90.7 855
Other Town 59.0 49.3 33.6 73.5 2,255 69.4 63.6 50.5 80.8 902
Rural 41.2 38.8 23.7 59.9 6,113 65.4 56.0 45.1 77.3 2,542
Zoba
Debubawi
Keih Bahri 38.1 39.1 26.4 48.5 163 435 455 29.8 63.3 67
Maekel 71.5 60.8 47.7 86.5 2,535 82.3 67.9 61.0 91.0 1,196
Semenawi
Keih Bahri 33.0 30.3 14.7 53.6 1,122 65.7 57.5 44.2 82.2 470
Anseba 40.2 42.0 20.0 65.4 1,436 56.8 44.0 32.5 73.3 588
Gash-Barka 354 26.3 16.4 51.6 2,255 49.4 31.7 20.9 61.7 778
Debub 56.7 52.3 35.5 72.3 2,727 774 75.6 63.2 86.8 1,200
Education
No education 31.0 29.9 15.2 53.2 3,882 41.9 35.3 23.0 64.0 599
Primary 54.1 47.4 314 69.5 2,162 61.8 53.4 40.7 76.9 659
Middle 61.9 53.3 38.3 76.1 1,946 71.4 58.5 471 78.9 1,188
Secondary or
above 70.3 59.2 45.2 83.8 1,967 78.2 67.9 58.7 87.7 1,473
Wealth quintile
Lowest 26.8 28.8 121 49.0 1,746 59.1 44.0 34.5 70.4 739
Second 36.8 334 20.3 54.6 1,769 59.5 50.7 39.3 73.5 699
Middle 46.1 4.7 26.0 64.4 2,014 66.4 57.9 44.3 81.1 753
Fourth 63.5 53.0 38.6 77.2 2,223 73.7 68.6 56.6 83.3 960
Highest 68.8 58.5 43.9 85.0 2,485 79.2 65.5 57.6 89.3 1,148
Total 15-49 50.5 44.6 29.7 67.9 10,238 69.1 58.8 48.1 80.7 4,299
50-59 na na na na na 57.0 54.3 40.0 75.7 722
Total men
15-59 na na na na na 67.3 58.1 47.0 80.0 5,021

Note: Table is based on the CORE questionnaire.

na = Not applicable

' Using condoms every time they have sexual intercourse.
2 Partner who has no other partners.
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Seven women and eight men of every ten age 15-49 (68 percent of women and 80 percent of men)
know that the chance of becoming infected with HIV is reduced by abstaining from sexual intercourse
(Table 13-2). Similarly, 51 percent of women and 69 percent of men know that the chance of getting HIV
can be reduced by using condoms and 45 percent of women and 58 percent of men know that limiting sex
to one uninfected partner reduces chances of getting HIV. Although HIV is rarely transmitted by sharing
razor blades, it was spontaneously mentioned by 38 percent of the women and 33 percent of men as a way
to avoid HIV/AIDS (Table 13-3).

There are notable differences in knowledge of HIV/AIDS prevention by background
characteristics. Among women, knowledge of HIV/AIDS prevention decreases with age. For example,
32 percent of female youth, age 15-24, know that both using condoms and limiting sexual intercourse
to one uninfected partner can reduce the risk of acquiring HIV, compared with 25 percent of women
age 40-49. Never married women who have ever had sex are the most likely to know about HIV
prevention methods when compared with never married women who have never had sex or with
women currently in union or previously married. Knowledge of both methods of prevention is higher
among urban women than rural women (39 percent versus 24 percent). Variation by zoba is particularly
striking. For example, 48 percent of women residing in Maekel are aware of both methods of HIV/
AIDS prevention, compared with 16 percent in Gash-Barka and 15 percent in Semenawi Keih Bahri.
Awareness of prevention methods increases with education and wealth for both men and women
(Table 13-2).

Table 13-3 Knowledge of ways to avoid HIV/AIDS

Percentage of women and men who spontaneously mentioned ways to avoid HIV/AIDS, by background
characteristics, Eritrea 2010

Ways to avoid HIV/AIDS Percentage of women  Percentage of men
Has not heard of AIDS 4.7 21
Does not know if AIDS can be avoided 6.8 3.8
Believes there is no way to avoid AIDS 5.3 1.9
Does not know any specific way 0.3 0.1
Abstain from sex 61.7 69.8
Use condoms 421 68.4
Limit sex to one partner or stay faithful to one partner 55.4 59.9
Limit number of sexual partners 2.7 2.9
Avoid sex with prostitutes 3.3 2.3
Avoid sex with persons who have many partners 1.2 0.9
Avoid sex with homosexuals 0.2 0.1
Avoid sex with persons who inject drugs intravenously 0.8 0.6
Avoid blood transfusions 2.8 23
Avoid injections 3.9 4.8
Avoid sharing razor or blades 38.3 32.8
Avoid kissing 0.2 0.3
Avoid mosquito bites 0.2 0.1
Seek protection from traditional healer 0.2 0.2
Avoid sharing food with AIDS patient 0.4 0.1
Other 1.4 2.8
Number of respondents 10,238 5,021
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Men’s knowledge of HIV prevention differs similarly according to background characteristics to
that of women, but the differences are not as pronounced. For example, knowledge of HIV prevention
among men decreases slightly with age, from 48 percent of men age 15-24 who are aware of both prevention
methods to 46 percent of men age 40-49. Never married men, particularly those who have ever had sex,
urban men, those with secondary education or more, and men in the highest wealth quintile are the most
likely to know methods of HIV prevention. Knowledge of both HIV prevention methods among men ranges
from 61 percent in Maekel to 21 percent in Gash-Barka.

Overall knowledge of all the key HIV prevention methods is lower among women than men
and is lower among women residing in Debubawi Keih Bahri, Semenawi Keih Bahri and Gash-Barka,
while in men it is lowest in Debubawi Keih Bahri, Anseba and Gash-Barka. However, there have been
marked improvements since 1995 in knowledge of HIV prevention methods among both women and
men age 15-49. Particularly notable is the increase in the proportion of women and men who know
that abstaining from sex and using condoms can reduce the risk of HIV transmission (Figure 13-1 and
Figure 13-2).

Figure 13-1 Trends in knowledge of HIV prevention methods:
Women 1995, 2010
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Figure 13-2 Trends in knowledge of HIV prevention methods:
Men 1995, 2010
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13.1.3 Rejecting major misconceptions

EPHS2010 respondents were asked whether they think it is possible for a healthy-looking person to have
HIV and whether they believe HIV is transmitted through mosquito bites, supernatural means, or sharing
food with a person who has HIV.

The majority of Eritrean adults (79 percent of women and 88 percent of men) know that a healthy-
looking person can have HIV (Table 134). The most common misconception about HIV transmission is
that it can be transmitted by mosquitoes. Overall 32 percent of women and 26 percent of men still believe
that HIV can be transmitted by mosquitos. The second most common misconception is that HIV can be
transmitted by sharing food with a person who has AIDS. About 18 percent of women and 13 percent of
men age 15-49 believe that HIV can be transmitted by sharing food with a person who has AIDS. Still 14
percent of women and 11 percent of men believe that a person can be infected with supernatural means
(Table 13-4).

13.1.4 Comprehensive knowledge about AIDS

Comprehensive knowledge about AIDS is defined as (1) knowing that both condom use and limiting sex
partners to one uninfected partner are HIV prevention methods, (2) being aware that a healthy-looking
person can have HIV, and (3) rejecting the two most common local misconceptions in Eritrea—that HIV/
AIDS can be transmitted through mosquito bites and by sharing food with infected persons.
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The EPHS2010 reveals that comprehensive knowledge of AIDS is low; only 22 percent
women and 35 percent of men age 15-49 have comprehensive knowledge about AIDS. Comprehensive
knowledge varies by background characteristics. Respondents age 15-24, those that have never married
but have ever had sex, urban respondents, those with secondary education or more, and respondents
from the wealthiest households have the highest levels of comprehensive knowledge about AIDS.
Among zobas, women in Semenawi Keih Bahri (10 percent), Gash-Barka (10 percent), and Anseba
(11 percent) and men living in Gash-Barka (14 percent) are the least likely to have comprehensive
knowledge about AIDS (Table 13-4 and Table 13-5).

13.1.5 Knowledge of prevention of mother-to-child transmission of HIV

Increasing knowledge of ways in which HIV can be transmitted from mother to child and of the fact that
the risk of transmission can be reduced by using antiretroviral drugs is critical to reducing mother-to-child
transmission (MTCT) of HIV. To obtain information on these issues, the EPHS2010 asked respondents if
the virus that causes AIDS can be transmitted from a mother to a child during breastfeeding and whether
a mother with HIV can reduce the risk of transmission to the baby by taking certain drugs (antiretroviral)
during pregnancy.

Sixty-eight percent of women and 66 percent of men know that HIV can be transmitted to a baby
through breastfeeding (Table 13-6). Thirty-eight percent women and men know that the risk of MTCT can
be reduced through mother taking special drugs during pregnancy. Overall, 36 percent of women and 35
percent of men know that HIV can be transmitted through breastfeeding and that HIV positive women can
reduce the risk of MTCT by taking special drugs during pregnancy.

There are notable differences in knowledge of prevention of MTCT by background
characteristics. Oldest respondents (40-49) and youngest men age 15-19 are the least likely to know
both facts about MTCT (28 percent and 29 percent, respectively). Knowledge of both facts about
MTCT is the highest among never married respondents who have ever had sex (57 percent of women
and 47 percent of men), compared with other marital status sub-groups. Urban women are more than
twice as likely as rural women (51 and 26 percent, respectively) to report knowledge about mother-to-
child transmission.

Among men 46 percent of urban residents, compared with 27 percent of rural residents, have cor-
rect knowledge about both aspects of MTCT. Women and men in Gash-Barka are the least knowledgeable
about the two aspects of MTCT (19 percent each), while those in Asmara are the most knowledgeable (57
percent of women and 50 percent of men). Knowledge of MTCT is lowest among respondents with no
education (17 percent of women and 8 percent of men) and highest among those with more than secondary
education (59 percent of women and 47 percent of men). Level of knowledge on both aspects of MTCT
increases from 15 percent of women and 20 percent of men in the lowest wealth quintile to 55 percent of
women and 48 percent of men in the highest wealth quintile (Table 13-6).
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Table 13-4 Comprehensive knowledge about AIDS: Women

Percentage of women age 15-49 who say that a healthy-looking person can have the AIDS virus and who, in response to prompted questions, correctly
reject local misconceptions about AIDS transmission or prevention, and the percentage with a comprehensive knowledge about AIDS by background

characteristics, Eritrea 2010

Percentage of respondents who say that:

A healthy- AIDS AIDS A person cannot  Percentage who say that a Percentage
looking cannot be cannot be become infected  healthy looking person can with a
person can transmitted transmitted by by sharing food have the AIDS virus and who comprehensive Number
have the by mosquito  supernatural with a person reject the two most common knowledge of
Background characteristic AIDS virus bites' means? who has AIDS' local misconceptions about AIDS?® women
Age
15-24 81.6 724 87.4 83.8 60.9 247 4,045
15-19 79.9 714 86.5 815 58.3 223 2,301
20-24 84.0 73.8 88.7 86.8 64.2 27.8 1,744
25-29 81.6 70.9 87.9 85.8 61.2 25.0 1,646
30-39 771 64.0 85.0 81.0 53.2 20.1 2,656
40-49 75.5 58.8 82.5 76.0 47.6 16.8 1,891
Marital status
Never married 83.9 76.8 88.8 86.0 65.8 26.3 2,878
Ever had sex 89.0 82.3 91.6 92.0 724 331 151
Never had sex 83.6 76.4 88.7 85.7 65.4 259 2,727
Married/Living together 76.7 63.1 84.5 79.5 51.9 19.9 6,183
Divorced/Separated/
Widowed 81.8 67.5 86.9 84.8 58.0 23.3 1,177
Residence
Asmara 95.8 84.5 96.0 95.8 79.6 36.8 1,870
Other Town 87.0 79.2 94.3 91.4 68.7 26.2 2,255
Rural 715 57.9 79.8 74.2 44.9 16.1 6,113
Zoba
Debubawi Keih Bahri 64.2 60.0 75.0 73.4 448 22.2 163
Maekel 95.5 84.1 96.7 96.2 79.2 39.1 2,535
Semenawi Keih Bahri 69.0 59.3 84.7 725 42.4 9.7 1,122
Anseba 79.5 61.0 85.0 79.7 48.0 1.4 1,436
Gash-Barka 57.0 51.2 67.2 63.0 35.8 9.9 2,255
Debub 87.8 727 93.3 90.0 63.5 27.0 2,727
Education
No education 61.9 46.8 725 64.9 321 7.9 3,882
Primary 83.2 66.6 89.6 85.6 54.9 20.7 2,162
Middle 90.9 82.3 95.5 94.5 73.4 311 1,946
Secondary or above 954 90.4 97.4 96.8 84.3 39.1 1,967
Wealth quintile
Lowest 60.3 48.3 71.0 61.9 32,6 5.7 1,746
Second 66.4 49.4 73.7 68.8 36.3 12.4 1,769
Middle 76.0 63.3 86.7 80.9 49.3 17.5 2,014
Fourth 89.6 80.6 95.0 93.7 71.3 31.0 2,223
Highest 95.4 85.4 96.6 95.7 80.1 36.2 2,485
Total 15-49 79.3 67.5 86.0 81.9 56.5 221 10,238

Note: Table is based on the CORE questionnaire.
' Two most common local misconceptions: Get AIDS from mosquito bites; Get AIDS by sharing food with person who has AIDS

2 Witchcraft, God, curse, or other supernatural means.

3 Comprehensive knowledge means knowing that consistent use of condom during sexual intercourse and having just one uninfected faithful partner
can reduce the chance of getting the AIDS virus, knowing that a healthy-looking person can have the AIDS virus, and rejecting the two most common

local misconceptions about AIDS transmission or prevention.
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Table 13-5 Comprehensive knowledge about AIDS: Men

Percentage of men age 15-49[59] who say that a healthy-looking person can have the AIDS virus and who, in response to prompted questions by
background characteristics, Eritrea 2010

Percentage of respondents who say that:

A healthy- AIDS AIDS A person cannot  Percentage who say that a Percentage
looking cannot be cannot be become infected  healthy looking person can with a
person can transmitted transmitted by by sharing food have the AIDS virus and who comprehensive Number
have the by mosquito  supernatural with a person reject the two most common knowledge of

Background characteristic ~ AIDS virus bites' means? who has AIDS' local misconceptions about AIDS® women
Age

15-24 88.2 70.9 89.0 84.8 61.3 33.8 2,179

15-19 87.0 67.9 88.1 83.1 57.5 31.9 1,544

20-24 91.2 78.3 91.2 89.0 70.7 38.2 635

25-29 91.3 81.9 94.6 89.5 75.2 414 449

30-39 90.5 84.4 92.7 90.5 76.7 42.6 879

40-49 86.7 715 92.8 86.4 63.7 33.3 793
Marital status

Never married 89.1 73.9 90.1 86.2 64.9 36.4 2,506

Ever had sex 94.3 85.8 94.9 93.2 78.9 49.7 545

Never had sex 87.7 70.6 88.7 84.2 61.1 327 1,961

Married/Living together 88.3 76.8 92.5 87.5 68.7 36.2 1,715

Divorced/Separated/

Widowed 85.8 67.4 89.7 89.8 61.6 347 78

Residence

Asmara 96.4 89.8 96.0 96.0 84.6 47.0 855

Other Town 924 82.4 93.1 91.8 75.0 411 902

Rural 84.8 67.3 88.7 81.9 57.2 31.0 2,542
Zoba

Debubawi Keih Bahri 78.5 83.2 75.6 79.4 65.2 26.8 67

Maekel 95.9 86.6 95.7 96.4 82.0 51.1 1,196

Semenawi Keih Bahri 84.9 71.8 92.3 85.3 60.8 33.0 470

Anseba 86.8 69.6 92.8 82.9 60.1 225 588

Gash-Barka 742 69.0 81.8 76.6 55.4 14.4 778

Debub 94.0 70.4 91.9 86.7 63.2 443 1,200
Education

No education 62.5 43.8 745 60.4 29.8 10.4 599

Primary 87.4 66.2 88.0 79.8 55.6 254 659

Middle 90.3 75.1 93.0 90.1 64.6 329 1,188

Secondary or above 96.2 85.8 95.8 95.3 80.9 48.8 1,473
Wealth quintile

Lowest 79.0 59.1 85.8 74.6 47.2 20.3 739

Second 80.6 63.0 84.4 771 50.8 25.1 699

Middle 88.6 73.0 90.5 86.7 63.2 31.7 753

Fourth 92.8 80.7 94.0 92.3 73.8 45.0 960

Highest 96.6 88.8 96.5 95.9 84.1 49.0 1,148

Total 15-49 88.7 74.9 91.1 86.8 66.4 36.3 4,299

50-59 80.5 64.8 88.9 82.0 53.7 27.5 722

Total men 15-59 87.6 73.5 90.7 86.1 64.6 35.0 5,021

Note: Table is based on the CORE questionnaire.

' Two most common local mis