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Introduction

The World Health Organization launched the International Year of Older Persons in October, 1998 with a
view to “call upon policy-makers to recognize the importance of population aging and put this recognition
into action” (WHO, 1998).  The call to put the needs of the elderly and the economic impact these might
have on households and health systems could not have been more timely.  Globally, between now and
the year 2025, the elderly as a percentage of the total population is projected to increase from around 10
percent to 15 percent (U.S. Bureau of Census, International Brief, 1997).  In many developing countries
the elderly are the fastest growing segment of the population especially in Asia, the Near East, and North
Africa.

While it is imperative to place population aging on the policy-map of developing countries, a major
impediment to doing so has been the lack of relevant, reliable data on the health and functional status of
the elderly. The purpose of this paper is to contribute to a better understanding of health status and
functional impairment among the elderly in Egypt, one of the largest developing countries in the Middle
East.  The paper draws upon a national household health utilization and expenditure survey to examine
how the elderly perceive their health status, the extent of self-reported limitations in performing Activities
of Daily Living (ADLs), and the socio-economic and gender differences among those with ADL limitations.
The paper also tests various hypotheses with regard to the probability of reporting an ADL limitation as
well as seeking care.  While the results from Egypt cannot be generalized to other developing countries,
they do highlight some key findings that reinforce the importance of the need to conduct more research to
improve our understanding of elderly populations, their health and long-term care needs, and the
economic impact these will have on households and health systems.

The term  “activities of daily living” (ADLs) refers to a basic set of everyday activities or tasks that an
individual should be able to perform in order to live independently (Katz, 1963; Wiener, 1988). They are
not a measure of health status but of the functional capabilities of an individual (Fillenbaum, 1984; Kane
and Kane, 1981).  The most commonly used measure of functional ability is the Katz Activities of Daily
Living Scale which includes bathing, dressing, transferring, using the toilet, continence, and eating (Katz
et al. 1963).  Over the years more than forty different indices have been developed to measure functional
ability in individuals and populations, few have been used as extensively as the Katz scale (Feinstein,
Josephy, and Wells, 1986). Since the ability to walk inside the house is an important criterion that
enhances the performance of the daily activities it has been added to many studies. In this study we have
also chosen to include indoor mobility.

Egypt is a lower-middle income country with a 1995 per capita GNP of  $970 (UNDP, 1997). Egypt’s
demographic and epidemiological situation is comparable with that of many developing countries that are
in the midst of a health transition. Egypt faces a dual burden of communicable and non-communicable
disease (DDM, 1996). The annual population growth rate has been brought down to 2 % annually.
However, due to population momentum, Egypt’s population will grow by 50 % between 1995 and 2020
reaching 92 million by 2020 (EDHS, 1995). An important characteristic of the demographic transition is
the rapidly growing elderly population.  In Egypt, those who are 60 years of age or older are the fastest
growing age group and their proportion is projected to increase from 6.5 % of the population in 1995 to 11
% by the year 2025 (EDHS, 1995).

Family structure as well as labor markets have been changing in Egypt.  The continuing trend towards
smaller families as well as increases in female labor force participation may inadvertently reduce the
availability of social and family support for the elderly (EDHS, 1995, IEHDR, 1996).  Also, younger
couples now prefer to live in nuclear rather than extended families and there is a tendency to move to
urban areas in search of better employment.
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Review of Past Research and Government Policies

Formal support for the elderly and the disabled is still limited in Egypt. The Egyptian constitution
guarantees access to health care to all Egyptians. However, due to financial constraints the Egyptian
health and social affairs sectors have not specifically addressed the issue of providing home or
institutional long-term care for the elderly or the disabled (Azer and Afifi, 1992). Former government
employees (pensioners) and their surviving spouse, receive medical insurance through the Health
Insurance Organization (HIO). At the end of 1995 the social insurance program administered through HIO
had covered 598,484 pensioners and 169,212 surviving spouses. This is roughly 2 percent of the elderly
population. The coverage is for outpatient and inpatient acute care and some chronic medical treatment
but not for long-term care. In an attempt to provide some long-term care for the elderly the Ministry of
Social Affairs runs and supervises a small number of nursing homes that can serve slightly more than
2000 individuals (MOSA, 1983). Occupancy rates in these homes are about 80% and they are mainly
located in urban areas particularly Cairo and Alexandria.

Prior to the current study, three small-scale studies were conducted in Egypt to assess the social and
health needs of the elderly. Two of these were conducted in the largest Egyptian cities of Alexandria and
Cairo in 1971 and 1974, respectively. The sample sizes for the studies were 369 individuals in Alexandria
and 500 individuals in Cairo. The samples were not representative of the elderly population of the two
cities or of the country as a whole. The study in Alexandria showed that 20.8% of the group 60 years of
age and over were incapable of performing at least one activity without some assistance and that 5.4%
were completely dependent on help. The study in Cairo focused on the social and economic aspects of
the lives of the elderly, particularly retired government employees, and not on their health or physical
disabilities. The third study was done in two districts of Giza within the boundaries of Greater Cairo, and
although it is urbanized the population is mainly of traditional rural origins (Azer and Afifi, 1992). The
study included 296 participants thus limiting generalization of the results, but it shed light on self-
perception of ADL impairment as well as gender and economic differences in functional impairments
among the elderly. The study concluded that 40% of the sample had at least one ADL impairment and
that 11.8% needed assistance to perform their daily functions but could not find it. Those who received
help at home counted on their sons (40.6%) and daughters (31.5%). It is evident that the attempts to
study functional impairment in Egypt have been sporadic, the samples non-representative, and the
conclusions cannot be generalized to the rest of the population.  In that sense the current study, in spite
of its limitations, represents the first attempt to look at functional impairment using a nationally
representative sample.

Sampling Frame, Response Rates, and Sample Description

The questions on functional limitations were part of a national household survey, the Egyptian Household
Health Utilization and Expenditures Survey (EHHUES), that looked at the patterns of health care
utilization and expenditures in Egypt as well as at the self-perception of health status and ADLs among
interviewees. Individuals were asked whether they had difficulty performing ADLs. In that sense, the
paper presents the perceptions of individuals. No independent tests were done to verify the extent of
impairment or limitation.  An individual was considered as having a difficulty in performing an ADL if they
needed assistance (partial or total) in performing the activity. The validity of self-reported physical
functioning measures has been widely tested in measuring the health of the elderly in the United States
(Guralnik, Branch, Cummings, & Curb, 1989) and southeast Asia (Andrews, Esterman, Braunack-Mayer,
& Rungie, 1986) and were found to perform well as indicators of disability and health status. The ADLs
used in this study have been used extensively in the US and other developed countries and has recently
been adopted by researchers in developing countries (Rahman, et. al, 1994). The study was funded by
USAID/ Egypt through the Data for Decision-Making Project at the Harvard School of Public Health.

The sample for the survey was designed to provide national estimates of all major variables as well as
estimates for different types of areas and for the five geographic regions: Urban Governorates, rural
Lower Egypt, urban Lower Egypt, rural Upper Egypt, and urban Upper Egypt. The sampling frame used
was the same as that of the Egypt Demographic and Health Survey, 1992 which consisted of 546
segments (208 rural and 338 urban) covering 21 governorates.  Out of this, a self-weighted sample of 362
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segments (191 urban and 171 rural) was selected for the survey.  A complete listing of all households in
the selected segments was made and a systematic sample of households was selected.  Half of the
sample was selected from each segment for the winter round of the survey and the other half was
surveyed in the summer round.

Two types of questionnaires were used in data collection: the household questionnaire and the individual
questionnaire.  The household questionnaire was designed to collect socio-demographic information on
all members of the household who are usual residents.  Two individual questionnaires were used: one for
individuals below the age of 16 and the other for that aged 16 and older.  The individual questionnaires
cover the individual’s perception of his or her health status, employment, income, utilization of health
services, and expenditures on health care. The questions on ADL limitations were included in the
individual questionnaire for those aged 16 and older.  The interviewers were trained on data collection
and methods of posing the questions and probing to ensure accurate responses. A two-week recall was
used for outpatient care and a one-year recall was used for hospitalization.  In order to adjust for
seasonal differences the survey was carried out in two rounds -- once during the winter and once during
the summer.  The first round of the survey was conducted from November 1994 to early February 1995
and the second round from July 1995 to August 1995.

A total of 10,664 households were selected for the survey.  Of these 9931 were successfully interviewed
giving a response rate of 93.13%.  There were 55824 individuals living in the interviewed households.  Of
these, 50984 were actually interviewed which represents a response rate of 94.72%. The overall
response rate for the individual questionnaire was 88.21%.  The results presented in the paper are based
on analysis of respondents’ age 50 and older.

Table 1 shows the main demographic characteristics of respondents’ age 50 and older interviewed during
the survey.  Those living in urban areas represented 47% of the sample with those living in rural areas
representing the remaining 53%.  The average age of the sample was 61.03 years. Around 25% of the
sample consisted of individuals in the age group 50 to 54, 22.06% were in the age group 55 to 59,
19.42% were in the age group 60 to 64, 14.44% were in the age group 65 to 69, 10.09% were in the age
group 70 to 74, 4.32% were in the age group 75 to 79, and the remaining 4.45% were in the age group 80
and older.  Interestingly, nearly 66% of the sample reported having had no schooling, 22% reported
having had only nursery or primary education, and 10% of the sample had an education higher than the
primary level. 47.53% of the sample were males and the remaining 52.47% females.  Those who were
married represented 67.94% of the sample, 29.99% reported being widowed, and the remaining 2.07%
was single. Only 5.35% of the sample reported living alone with the remaining 94.65% living with either a
spouse or relative leading to the prima-facie conclusion that families are still available to provide the bulk
of the support needed by the elderly.
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Table 1: Percentage Distribution of Sample

Characteristics Number Percentage
Total Sample
Urban
Rural

  6164
  2898
  3266

100.00
  47.00
  53.00

Age
Average Age
 50-54
 55-59
 60-64
 65-69
 70-74
 75-79
 80+

  1555
  1360
  1197
    890
    622
    266
    274

61.03 years
  25.23
  22.06
  19.42
  14.44
  10.09
    4.32
    4.45

Education
No Schooling
Nursery and Primary
Preparatory
Secondary
Upper Intermediate
University
More than University

  4061
  1353
    177
    301
      57
    185
      30

  65.88
  21.95
    2.87
    4.88
    0.92
    3.00
    0.49

Gender
Male
Female   2932

  3234
  47.53
  52.47

Living Arrangements
Living Alone
Living With Spouse or Relative

    330
  5834

    5.35
 94.65

Results of the Analysis

Perception of Health Status

Table 2 shows how respondents, by age group, perceive their health status. Individuals were asked to
compare themselves with others in their age group. Respondents self-rated their health as Excellent,
Very Good, Good, Satisfactory and Poor.  Overall 9.72% of the sample felt their health status was either
excellent or very good, slightly over 38.33% considered themselves to be in good health, 32.43% felt their
health was satisfactory, and 19.47% considered themselves to be in poor health.  Not surprisingly the
percentage of individuals who thought their health was excellent or very good declines with age. The
study showed that males are more likely than females to perceive their health as being good or better
(53.93% versus 43.68%), roughly the same proportion of persons in urban and rural areas perceived their
to be excellent, individuals in the highest quintile group perceived themselves as being less healthy than
did those in the lowest income quintile, and a higher proportion of those who were not married thought
their health was either poor or satisfactory as compared with those who were married (60.34% versus
47.92%).
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Table 2: Percentage Distribution of Self-rating of Perceived Health Status

Excellent Very good Good Satisfactory Poor
National     1.07      8.65    38.33   32.43  19.47
50-54     1.61    11.06    44.37   28.42  14.53
55-59     1.25    10.44    42.13   29.04  17.13
60-64     0.75      8.02    40.60   31.41  19.21
65-69     0.56      7.98    34.16   36.63  20.67
70-74     0.80      4.66    28.78   38.26  27.49
75-79     1.13      3.38    23.68   42.86  28.95
80+     0.73      5.11    25.91   39.42  28.83
Males     1.43    10.75    40.75   29.49  17.58
Females     0.74      6.74    36.24   35.10  21.18
Urban     1.24      8.18    38.10   32.47  20.01
Rural     0.92      9.06    38.64   32.39  18.98
Quintile 1     1.14      8.94    39.07   31.19  19.66
Quintile 2     0.73      8.57    39.61   31.93  19.16
Quintile 3     0.73      8.58    39.81   32.12  18.77
Quintile 4     1.38      7.82    36.07   35.02  19.71
Quintile 5     1.38      9.33    37.34   31.90  20.05
Not Married     0.81      6.33    32.52   37.34  23.00
Married     1.19      9.74    41.14   30.13  17.79

The Profile of those with ADL Limitations

Table 3 presents the profile of those individuals in the sample that reported having difficulty in performing
one or more ADLs.  The average age was 68.26 years with that for males being 68.60 years and females
68.06 years. Thus those with ADL limitations were, on average, eight years older than the general
population of the elderly.  58% percent of those reporting ADL limitations lived in urban areas as
compared with 43% for the entire sample. A very important finding is that while 74% of males with ADL
limitations were married the comparable number for females was only 25%. This implies that males with
ADL limitations would be more likely to receive assistance from their spouse whereas females with ADL
limitations would be dependent on other relatives.  A significant proportion, 82% of males with ADL
limitations and 76% of females with ADL limitations actually reported receiving assistance. The high
percentage of those with ADL limitations who actually received care coupled with the lack of formal
community based long-term care services might imply that families are providing the bulk of this care and
that the social support system is still reasonably intact in Egypt. This still does not help estimate the
extent of unmet needs. Much more research is needed to better understand the profile of the caregiver
and the economic impact (both actual and in terms of the opportunity cost of time) this has on
households.

A number of hypotheses emerge from looking at the profile of the disabled elderly. In the section that
follows we will be testing some of the following hypotheses:

(i) Whether age is positively related to both reporting an ADL limitation as well as receiving care
once disabled.

(ii) Whether males were less likely to report an ADL limitation but were more likely to receive care
once disabled.

(iii) Whether being married is negatively related to reporting an ADL limitation but positively related to
receiving care once disabled.

(iv) Whether income is negatively related to reporting an ADL limitation but positively related to
receiving care once disabled.

(v) Whether urban residents are more likely to report an ADL limitation but less likely to receive care
once disabled.
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Table 3: Characteristics of Population with Difficulty in Performing 1 or more ADLs

Characteristic Males
N=179

Females
N=331

Total
N=510

Average Age    68.60    68.06    68.26
Urban
Rural

       .53
       .47

       .59
       .41

       .58
       .42

Marital Status
Married
Widowed
Divorced
Single

       .74
       .22
       .02
       .01

       .25
       .73
       .02
       .01

       .39
       .68
       .02
       .01

Education Level
No School
Primary
Middle School of higher

       .63
       .25
       .12

       .80
       .16
       .04

       .76
       .17
       .07

Living Arrangement
Live Alone
Live with Spouse or Relative

       .03
       .97

       .08
       .92

       .05
       .95

Seek Care        .82        .76        .78

Factors Affecting Reporting an ADL Limitation and Seeking Care

Two profit equations were run to test the hypotheses listed in the previous section as well as to
understand the impact of other exogenous variables such as education and income on the probability of
reporting an ADL limitation as well as receiving assistance. The results of the probit analysis are
presented in Table 4.  For both reporting an ADL limitation and receiving assistance the variable “Living
Arrangements” was dropped as it was highly correlated with marital status i.e. those who were married
reported living with a spouse or some other relative.  The results show that age is significant and positive
for both reporting an ADL limitation as well as receiving assistance. Being married was significant and
negatively related to reporting an ADL limitation probably because the presence of a spouse reduced the
feeling of being unable to perform daily activities. Having some level of education was not significant in
reporting an ADL limitation but when it comes to receiving assistance schooling was significant and
negative i.e. those with some level of schooling were less likely to receive assistance as compared with
those with no schooling. Living in an urban area was significant and positive for reporting an ADL
limitation but significant and negative when it came to receiving assistance. The reason for the negative
sign for receiving assistance might reflect the fact that the social support network in rural areas might be
stronger than that in urban areas and hence those with ADL limitations were more likely to receive
assistance from family or relatives in rural areas.  An interesting result was that income was not found to
be significant for reporting an ADL limitation. Compared to those in the lowest income quintile those in the
third income quintiles were less likely to receive assistance. It is difficult to interpret this result, as one
would have expected those with higher incomes to be more likely to receive assistance as compared with
those in the lowest income quintile. While being male was significant and negative when it came to
reporting an ADL limitation it was significant and positive when it came to receiving care. The probit
analysis confirms most of the hypotheses listed in the previous section.
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Table 4: Factors Affecting Reporting an ADL Limitation and Receiving Assistance

Variable Reporting ADL Limitation
(N=6169)

Receiving Assistance
(N=510)

Age      .0425*
     (.0028)

  .0242*
  (.0072)

Married     -.2626*
     (.0603)

 -.0402
   (.1578)

School      .0090
     (.0599)

-.2427**
  (.1549)

Urban      .2974*
     (.0525)

-.3788*
  (.1424)

Income
Quintile 2 .0194

     (.0776)
Quintile 3 .0853

     (.0776)
Quintile 4 -.0309

     (.0811)

Quintile 5  -.1231
      (.0841)

  .1156
  (.2283)
-.4206*
 (.2032)

-.2602
 (.2168)

-.1751
 (.2271)

Male     -.2019*
     (.0599)

 .2616**
 (.1644)

Constant   -3.9917
    (.20285)

-.4277
  (.5285)

*   Significant at .01 level
** Significant at .05 level

Limitations in Performing Activities of Daily Living

Table 5 shows the percentage distribution of difficulties in performing ADLs by type of ADL.  Overall the
percentage of the sample reporting difficulties in performing ADLs was 6.39% for bathing, 3.96% for
dressing, 4.67% for toileting, 5.11% for transferring, and 1.83% for feeding. Studies in the U.S. have
shown the prevalence of ADL impairment to decrease progressively as one moves from bathing to
feeding (Katz and Akpom, 1976). In the case of Egypt while this holds true for the prevalence of bathing
and feeding it is not true for dressing, toileting, and transferring.  Quite the contrary, for these ADLs the
direction of change is the opposite of what one might expect. This needs to be researched further to test
whether this is because patterns of ADL loss are different across countries or whether some of the
measures used to assess functional impairment cannot be used uniformly across countries.  Across the
range of ADLs, individuals living in urban areas reported significantly higher prevalence of ADL limitation
as compared with those living in rural areas. The largest difference was with transferring and the least
with dressing. Similarly, for each of the ADLs women had a higher reported prevalence of limitation with
the largest differences occurring in transferring and dressing. For bathing, dressing, and toileting,
individuals in the lowest income quintile reported higher prevalence of ADL limitation than individuals in
the highest income quintile. However, for transferring and feeding individuals in the highest income
quintile reported higher prevalence of disability than those in the lowest income quintile.  It is clear that
ADL limitations increase exponentially with age.  While only 2.25% of those in the age group 50-54
reported difficulty in bathing this percentage was 16.54% for those in the age group 75-79 and 30.29% for
those age eighty or older. Increase in the prevalence of ADL limitations with age is true of all the other
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ADLs with the steepest increase occurring for feeding where 0.26% of those age 50-54 reported difficulty
with this ADL and the percentages were 1.42% for those age 60-64, 1.80% for those age 65-69, 3.38%
for age group 70-74, 5.46% for age group 75-79, and 10.95% for those age eighty or older. Individuals
who were married reported significantly lower levels of ADL limitations as compared with those who were
married.

Table 5: Distribution of Population by Type of ADL Limitation (Percentage)

1. Categories Bathing or
Showering

Dressing Toileting Transferring Feeding Walking within
house

Total Sample     6.39    3.96   4.67   5.11   1.83   4.96
Region
Urban
Rural

    7.49
    5.42

   4.45
   3.52

  5.83
  3.64

  6.56
  3.83

  2.10
  1.59

  4.04
  3.95

Gender
Male
Female

    4.95
    7.70

   3.31
   4.55

  3.52
  5.72

  3.65
  6.43

  1.43
  2.20

  3.89
  5.94

Income Quintile
Quintile 1: (<592 LE)
Quintile 2: (592-900)
Quintile 3: (901-1314)
Quintile 4: (1315-
2104)
Quintile 5: (>2105LE)

   6.66
   6.95
   7.36
   4.97
   6.01

  4.14
  4.61
  4.61
  3.09
  3.33

  4.55
  5.66
  5.02
  4.15
  3.98

  4.31
  5.74
  5.99
  4.23
  5.28

  1.71
  2.43
  2.02
  1.87
  1.14

  4.79
  5.90
  5.50
  4.40
  4.22

Age
50-54
55-59
60-64
65-69
70-74
75-79
80+

   2.25
   3.46
   4.26
   7.42

  10.93
  16.54
  30.29

  1.29
  1.76
  2.67
  4.49
  6.59
10.15
21.90

  1.54
  2.72
  3.17
  4.38
  8.36
13.91
22.26

  1.93
  3.53
  4.18
  5.06
  8.84
13.91
18.25

  0.26
  0.76
  1.42
  1.80
  3.38
  5.46
 10.95

  1.48
  2.79
  3.68
  4.38
  8.20
15.79
24.82

Marital Status
Married
Widowed
Divorced

    4.11
  11.74
   8.20

  2.60
  7.14
  4.92

  2.75
  9.09
  6.56

  3.10
  9.57
  8.20

  1.10
  3.52
  1.64

  2.87
  9.63
  9.84

Table 6 shows that at the national level slightly less than 8.27% of the population had difficulty with one or
more ADLs, 6.39 % had difficulties with two or more ADLs, 4.83 % had difficulties with 3 or more ADLs,
3.67 % had difficulties with 4 or more ADLs, 2.60 % had difficulties with 5 or more ADLs and 1.17 % had
difficulty with all 6 ADLs.  Once again analyzing this by age category shows that 3.09 % of those in the
age group 50-54 had difficulty with at least one ADL.  The comparable figures for other age groups is 5.15
% for those in the age group 55-59, 6.25 % for those in the age group 60-64, 8.76 % for those in age
group 65-69, 13.67% for those in age group 70-74, 22.18% for those in age group 75-79, and 34.67% for
those age 80 and older.  These figures show a very high level of ADL dependency at the older ages.
10.01% of individuals living in urban areas reported difficulty with at least one ADL with the comparable
figure being 6.74% for those living in rural areas.  1.67 times as many women reported difficulty with one
or more ADLs as compared with men and the prevalence rate for those who were widowed and had
difficulty in at least one ADL was 3.30 times that of those who were married.  Another key finding is that
3.38% of those in the age group 75-79 and 7.66% of those ages 80 or older reported difficulty in
performing all six ADLs.
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Discussion

A number of important findings emerge from this study.  Overall, nearly 9% of the elderly reported having
difficulty in performing one or more ADLs with the proportion of those with ADL limitations increasing
significantly with age. with 22.18% of those in age group 75-79 and 34.67% of those age 80 or older
reporting a limitation with at least one ADL.  While females made up 52.47% of the sample they
accounted for 78% of those with ADL limitations. For each of the ADLs elderly females reported higher
levels of ADL impairments than males of the same age group.  These results are in line with those from
studies in the United States and from certain other developing countries.  In the U.S. it was found that
elderly females comprise 64.9% of the total disabled persons in the community and 75% of nursing home
residents (EBRI, 1990).  Our findings are also in line with a study that compared gender differences in
ADL limitations in Jamaica, Bangladesh, and Malaysia.  In all these countries, elderly women were found
to have a higher prevalence of impaired ADL than males (Rahman et. al, 1994).  Another important
finding was that while 74% of males with ADL limitations were married the corresponding number for
females was 25%. This meant that males with ADL limitations were more likely to have a spouse to look
after them whereas females with ADL limitations would have to depend on other relatives to provide
assistance.

Table 6: Difficulty in Performing Activities of Daily Living (Percentage)

Categories 0 ADL 1+ ADL 2+ ADL 3+ ADL 4+ ADL 5+ ADL 6 ADL
Total Sample 91.73     8.27   6.39   4.83   3.67   2.60   1.17
Region
Urban
Rural

89.99
93.26

  10.01
    6.74

  7.83
  5.11

  5.90
  3.89

  4.42
  3.00

  2.97
  2.27

  1.41
  0.95

Gender
Male
Female

93.89
89.76

    6.11
  10.24

  4.95
  7.70

  3.79
  5.78

  2.90
  4.36

  2.05
  2.27

  0.96
  1.36

Income Quintile
Quintile 1: (<592 LE)
Quintile 2: (592-900)
Quintile 3: (901-1314)
Quintile 4: (1315-
2104)
Quintile 5: (>2105LE)

91.71
91.35
90.61
92.26
92.69

   8.29
   8.65
   9.39
   7.74
   7.31

  6.34
  7.36
  7.28
  5.13
  5.84

  4.79
  5.82
  5.26
  3.66
  4.63

  3.17
  4.93
  4.37
  2.61
  3.25

  2.36
  3.15
  2.91
  2.36
  2.19

  1.22
  1.37
  1.29
  1.22
  0.73

Age
50-54
55-59
60-64
65-69
70-74
75-79
80+

96.91
94.85
93.73
91.24
86.33
77.82
65.33

  3.09
  5.15
  6.27
  8.76
13.67
22.18
34.67

  2.25
  3.60
  4.85
  6.40
10.29
18.05
30.39

  1.74
  2.65
  3.43
  4.49
  8.36
13.91
23.72

  1.03
  1.99
  2.42
  3.71
  6.75
10.53
18.61

  0.51
  1.18
  1.75
  2.81
  4.98
  7.89
13.87

  0.13
  0.44
  0.67
  1.35
  2.25
  3.38
  7.66

Marital Status
Married
Widowed
Divorced

94.54
82.00
84.91

  5.46
18.00
15.09

  4.18
14.04
11.32

  3.05
10.91
 7.55

  2.37
  8.23
  5.66

  1.64
  5.93
  3.77

  0.73
  2.68
  1.89

In Egypt, data limitations do not permit us to more completely explain gender differences in ADL
limitations. This is an area that needs further research. However, in their study Rahman and his
colleagues interpreted the difference as a result of mortality selection that favors women. When
controlling for different socio-economic factors that are known to interfere with health such as education,
income and place of residence, gender gaps still persisted. It is possible that some of these reasons
might be explaining the gender differentials found in Egypt. Longer life expectancy for women and
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reduced fertility will leave women at older age with higher chances of living alone. Since, in Egypt there
are fewer women in the formal labor force, elderly women are also most likely to have lower incomes.

ADLs are widely used in developed countries as predictors for the need for long-term care either in the
community or in institutional settings. As example, US based studies show that those with one or two ADL
limitations can be looked after in the community whereas those with three or more ADL limitations
probably require institutional care  (NLTCS, 1994).  This suggests that nearly 5% of the elderly population
in Egypt might need some form of formal institutional care.  This proportion increases to 8.36% for those
in the age group 70-74, 10.53% for those in the age group 75-79, and 23.72% for those ages 80 or older.
The costs of long-term care services can be significant. In developed countries, with a high proportion of
the population being elderly, long-term care has become a priority issue. In the United States long-term
care is the principal cause of catastrophic expenses among the aged and their families (CBO, 1977,
Friedland, R., Callahan and Wallack, 1981, Cohen et al.,1994) with the average annual cost of a nursing
home stay above the annual income of 58% of the disabled population and 73% of the disabled elderly.
While most long-term care in the community is provided by family members it imposes significant burdens
(both in terms of time and costs) on households (EBRI, 1990).

In 1995 the U.S. government through its Medicare and Medicaid programs spent $ 106.6 billion on long-
term care (HCFA, 1997). That same year, Egypt spent less than $ 2 billion on all health care (ENHA,
1997), including both public and private expenditures, for all segments of the population. These finding
raise important policy questions both with regard to how community and institutional long-term care
services should be organized but also how they should be financed.

This study also points to the need for greater research on key issues to support policy decision on how to
provide and finance long-term care for the elderly.  These include, among others, a better understanding
of the profile of the caregiver, patterns of informal care giving for the disabled elderly and the economic
costs it imposes on households, and the potential impact of changes in the labor markets and migration
on the availability of informal support.  Others issues include what ADL measures should be used to
assess functional impairment in developing countries and the validity of self reported ADL limitations.

From a policy perspective the rapidly increasing numbers of elderly in Egypt will require decisions on
several key issues. These include the types of community and institutional services that will be required to
meet the long-term care needs of the elderly and the public and private roles in the financing and
provision of these services.

Definition of ADLs

Bathing: It is the ability to take a bath including washing every part of the body, obtaining and disposing
of water, getting in and out of bath, turning the faucets on and off, and towel drying.

Dressing: It is the ability to get clothing, put on and take off all items that are normally worn and fastening
them. Individuals who usually wear housecoats or robes with slippers are considered dressed if these are
not the same garments in which they sleep.

Transferring: It is the ability to move in and out of a bed and/ or chair with or without equipment.

Toileting: It is the ability to get to and from the toilet, transfer on and off the toilet, cleanse self after
elimination, and adjust clothing for the purpose of toileting. It is distinct from the physiological process of
continence.

Feeding: It is the ability of feeding oneself after the food is prepared and placed in front of the individual,
or the ability to get the food into the body by any mean, including tube feeding or syringe.

Walking: (Although not part of the original set of ADLs, it was included in the survey questionnaire). It is
the ability to walk indoors with or without equipment.
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