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Preface

The Palestinian Central Bureau of Statistics (PCBS) is pleased to introduce      a new report on health statistics in its Current Status Report Series. Health statistics are of great importance for the Palestinian society in the West Bank and Gaza Strip; therefore, PCBS considers them among the basic prerequisites for conducting any study on health or health analysis to be used in finding solutions for the different problems in this field . In fact, these statistics in their different types and patterns are urgent for solving health problems on scientific and technical bases.

Each health authority looks forward to obtaining all vital and health statistics; however, this is beyond its reach because of problems in recording data and misuse of such data.  In order to arrive at a reliable set of indicators on the health status in the Occupied Palestinian Territory; the prevalence of diseases and infections and the health services provided to population, a special system must be available for collecting data and compiling health statistics from local sources including doctors, clinics, private and NGOs institutes and UNRWA. This makes it possible to find appropriate solutions for health problems and for having a representative distribution of health services by geographic location; in addition to determining  and terminating diseases that threaten future infants and children.


This report examines health statistics available from different sources, such as statistics compiled by the Israeli Civil Administration; studies and surveys conducted at the national level and data compiled by UNRWA since 1967.  These sources concentrated on traditional health variables, such as number of beds, admissions, discharges, occupancy rates, diseases prevailing in the society, and patients’ visits to these institutes. This report examines also other statistics which were compiled without sufficient scientific methods. Most of these studies are often based on records and interviews held with professionals and employees in health sector.

In light of what has been said, PCBS plans to conduct several surveys in this field to arrive at  the true health status and diseases prevailing in society. In addition, PCBS considers creating special units- in accordance with the recording systems adopted in other countries ,especially Western ones- for  recording deaths and serious diseases such as cancer and aids .

We, at PCBS, shall do our utmost to help the different  Palestinian institutions and urge them continuously to cooperate and coordinate with each other  to save money and time. 

PCBS hopes that it managed through issuing this report to fulfill some of the assigned tasks.


July, 1995






Hasan Abu-libdeh, Ph.D.










      Director General
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Introduction


Health Statistics are considered very important because they represent the entire data which are associated with the medical and mental status of individuals and their social well-being. Through these statistics, the health status of various residential groups which is required by the Health Administrators can be described. There is also a strong relationship between health statistics and some vital statistics, such as birth and mortality statistics, which are included in the description of the health status of the population, since they acquaint us with the health status and with the economic and other social indicators.


The basic function of data collection on health and vital statistics is formulating future health programs and plans and also designing developmental plans and providing appropriate solutions for the health problems of the population; such problems must undergo extensive analysis to make known the factors which affect data statistics and the possible methods which may be used to eliminate these problems.


The compiled data depends on records and reports from various health organizations such as hospitals and other health centers. The Israeli Health Administration did not conduct any survey that contributes to developing health programs for the future in the Remaining West Bank and Gaza Strip. UNRWA also depended on existing records from their own affiliated health centers. As for surveys on the national level, the methodology of data collections (and analysis) used in most of them suffer from many defects. Furthermore, these survey focus on traditional health indicators.

This current status report consists of nine chapters in addition to the introduction:

1- The Statistical environment and goals of the report and the fields in which health statistics may be used.

2- The existing health system in the West Bank and Gaza Strip.

3- Specification of resources and availability of data. 

4- Population and vital statistics. 

5- Health care resources. 

6- Health care performances. 

7- Health condition and the common diseases among the population of the

     occupied Palestinian territories. 

8-  Expenditure on the health sector and costs for health care. 

9- The Statistical system - conclusions and suggestions.
CHATER ONE

THE ENVIRONMENTAL STATISTICS

1-1  The Palestinian Central Bureau of Statistics (PCBS)


The Palestinian Central Bureau of Statistics (PCBS) was established by the Palestinian Liberation Organization (PLO) through its Economic Department on March 13, 1993. It was opened on September 1, 1993 and started its operations on October 1, the same year, under the name “Palestinian Bureau of Statistics.” The Bureau was changed into the PCBS in accordance to the PNA Decree of January 2, 1995. It operates in accordance with the “General Statistics Law of 1994.”    

Since its establishment, the PCBS has conducted many vital activities that include among other things:

 1.  Developing the Master Plan for Palestine Official Statistics.

 2.  Conducting a Community Survey, including the drawing of detailed statistical 

       maps for every community.

 3.  Planning for the Population and Housing Census of 1996.

 4.  Developing the “General Statistics Law of 1994”.

 5.  Planning and executing the Establishment Census in cooperation with the

      Palestinian Ministry of Economy, Trade and Industry.

 6.  Building the educational database, in cooperation with the Palestinian Ministry of

      Education.

7.     Planning and preparing for a large scale demographic survey.
The PCBS´ Master Plan´s Purpose:

The main purpose of the PCBS Master Plan is to create a system of official statistics on demographic, social, economic, and environmental concerns as an instrument for formulating public policies.

Functions of the PCBS
1. To establish a comprehensive and unified statistical system to serve Palestinian authorities, as an instrument of guidance for diagnosing problems and evaluating progress made.

2. To provide truthful and impartial official statistics on demographic, social,

economic and environmental states and trends to serve the Palestinian citicenry.

3. To enlighten the public with information provided through the mass  media, and cooperate with universities and other research organizations.

4. To serve the instrumental needs of businesses and their organizations for statistical information on states and trends. 

5. To conduct a population and housing census every ten years or less in accordance with the rules of a special census act by the Council of Ministers 

6. To participate in the international cooperation and exchange of official statistics in accordance with international standards which guarantee Palestinian membership in international organizations.

7. To compile essential statistics published on Palestine and the Palestinians by any country or international organization and analyse such statistics.

8. To establish statistical training centres in order to prepare qualified personnel to carry out the statistical activities conducted by governmental departments oragencies.

9. To create and maintain a library of Palestinian and international statistics and an archive of Palestinian censuses and surveys.

1-2  Objectives of the Current Status Report




The objectives of the Current Status Report (CSR) on Health Statistics are, 

1. To give a broad overview of the current available statistical sources describing conditions concerning the health sector in the West Bank and Gaza Strip. The presentation is based on collected reports and series of publications from the period 1967 to the present. The collection of reports for the subsequent analysis has been unconditional, this means that all reports of possible interest for the work have been considered regardless of the source. It must be emphasized that some crucial  data sources might have been missed in this study.     

2. To give a statistical description of the health sector based on the most valid, accurate and current statistical sources. The aim is to achieve a selection of information that gives the optimal summary view on various conditions in the OPT. These conditions may appear as quite disparate, although they are in fact parts of an integrated reality in which e.g. health status among the population and provided health care services coincide with each other. It must be stressed that the CSR does not include data on some areas that certainly have an effect on the health status. This is the case for statistics on nutrition, sanitation, social factors and other living conditions among the population. It has not been the scope of  the work on the CSR to include these areas, even though their importance can not be underestimated.     

3. To try to assess the statistical sources in terms of validity and reliability, and to comment on discrepancies between identical items presented in different sources. The report is based on many sources from different statistical producers. The quality of the primary data used for compiling and presentation in official statistics during the years are in many cases strongly questioned. For example, simple mortality and morbidity data from the government health services have been found inadequate, incomplete and contradictory.

There is no access to primary data from the official statistics.Hence, the data quality in the available statistical reports must be judged in a tentative way. Previous statements on quality deficiencies in the existing statistics will also be considered.

4.  To make conclusions on the existing health statistical system and proposals   for measures of improvement. The CSR will try to comment on severe problems within the existing statistical system, due to various causes. These deficiencies may have been stated previously by others scrutinizing certain parts of the statistics, or will be recognized in the current work which will have a general approach. In case there seem to be realistic ways of improvements, that can be considered by the Palestinian responsible authorities, these suggestions will be put forward.

5.   Last but not least; the CSR will be an attempt to increase the interest for health statistics that are available and put the light on the main structure and contents. It will hopefully be regarded as a “popular” presentation, which will inspire  further research. 

1-3  Scope and Requirements for Health Statistics



The context of “health” includes a vast variety of components which are by themselves not captured by exact definitions. It is far beyond the scope of this report to make an exhaustive discussion on the subject. There exist a number of studies in which definitions of “health” and related objects are described. one of them is included in the reference list in this status report, (Giacaman  1988). 

One brief approach of illustrating the term “health status” is described below:  

Relationship between health status and health indicators

The grouping of health indicators (next page) builds on the idea of monitoring the health status from a broad perspective. Health status is affected by a number of factors which are all relevant in order to give the best statistical background for the planning of health promotive actions. The idea behind the grouping is presented in the figure below. The circle in the middle reflects the health status in the population. The boxes around the circle reflect the factors affecting health status. As seen in the figure, these factors are divided into 5 main categories: life styles, health promotion and disease prevention, living conditions, health care and demography.




Health promotion and disease prevention comprises indicators which help to describe what is done in the fields of promotion of health and prevention of diseases. For example, the success of vaccination programmes is a determinant of the future health situation. Indicators of the use of vaccination programmes are therefore included in the grouping.

Life styles includes indicators describing risk behaviour such as smoking habits and tobacco consumption, alcohol consumption and food consumption. Smoking and alcohol habits are relevant since it is known that smoking and alcohol consumption have an influence on health status. For example, smokers have a higher risk of lung cancer, and people drinking too much alcohol have a higher risk of getting liver disease.

Living conditions includes indicators describing factors such as the general economic situation in the country, the labour market (labour force, employment and unemployment), educational factors, the environmental situation and the occurrence of accidents.

Health status indicators are divided into one group describing health, another group describing morbidity and finally indicators concerning mortality by cause of death. 

The indicators of health care are important in describing manpower and equipment, consumption of health care and health care financing. Manpower and equipment includes indicators of the number of hospitals, number of beds in hospitals, employment and education in the health sector. Consumption of health care reflects the use of out-patient and in-patient care, ambulatory care, pharmaceuticals and the expenditure on health care. Health care financing includes indicators about the funding of health care.

The last main factor affecting the health status is demography. Indicators describing the population including migration, population-forecasts, births, fertility, mortality marriages and abortions are included. The indicators of mortality concern general figures of mortality and not mortality by cause of death as reported under health status. 

Information needs

There is certainly no fixed composition of health indicators or variables that will fit the statistical needs in every country. Depending on various conditions, such as the degree of development and infrastructure of the society, the priority measures and statistics for necessary planning and performance may vary. This is also the case for the minimum level of information that should be available. The information needs for the Palestinian society thus has to be considered from specific Palestinian conditions. That means that the mixture will be unique, and so are the priorities to be made in the phase of restoring and building up a functioning health statistical system. Nevertheless, there seem to be a number of fundamental information areas which should be considered in this work. A summary list of these areas and variables are shown below. 

1.  The population changes by sex, age, and district

2.  The major health problems


- nutrition by sex, age, persons, and district


- water and sanitation conditions by household and district

3.  The population health status


- illnesses


- functional disabilities


- morbidity


   all by sex, age, disease group, disability type, cause of death  group, and 
 
   district

4.  In- and out-patients in hospitals, clinics, private doctors


   all by sex, age, disease group, type of clinic/hospital, and district

5.  Maternal and child care


- reported deliveries


- reported immunization


- visits to maternity hospitals (in-patients/out-patients)


   all by sex, age, type of immunisation, and district

6.  Infectious diseases (reported)


- from out-patient care


- from in-patient care


  all by sex, age, and district

7.  Successful deliveries, treatments and operations


- in maternity hospitals


- in other hospitals


  all by sex, age, and district

8.  Health personnel (public and private)


- out-patient care


- in-patient care


  all by personnel group, and district

9.  Health care capacity


- hospitals, clinics and other medical institutions


- hospital beds


- bed occupancy


   all by type of hospital, sphere of activity, and district

10. Health expenditures


- for administration


- for medical care services


- for preventive services


- for research


  all by type of costs, and funding source 

The use of information

Statistical information on the health sector should provide:

1. An adequate statistical basis for planning and monitoring the health services sector

2. A basis for analysing health problems in the population. The information system should also indicate if progress is made towards the goals and targets of equalities in health status and in health care

3.   A basis for analysing the utilization of health services by the sick in various

       population groups

4.  A basis for measuring the effects of the health services on the health status      of the population and to analyse the results of health care

5.  Information on where the resources are most needed in different levels of the health service systems

6.    A basis for analysing costs for health services

CHAPTER TWO
THE HEALTH CARE SYSTEM

2-1  Introduction







The purpose of this chapter is to give a brief information on the the health care system in the OPT, partly as a reference to the various sources of statistical information on health care and health conditions that are viewed in this report. The vast majority of available data sources originate from the years when the public health care was operated by the Israeli Civil Administration (referred to below as the Public Sector). This period of Israeli responsibility started in 1967 when the Israeli military occupied  the remaining part of Palestine (West Bank and Gaza Strip). The Israelis tried to integrate the economic and social spheres of the West Bank with the Israeli systems, including the area of health. They also included Jerusalem into their health services system, separating it from the rest of the West Bank. This has been the situation up to recent years.

On 13 September 1993, a Declaration of Principles was signed by the Palestine Liberation Organization (PLO) and the Israeli Government. As stipulated by this agreement, a transfer of authority took place from the Israeli Military Government and its Civil Administration to the authorized Palestinians. One of the areas that was transferred to the Palestinian authorities is the health sector.  

With regards to health, the transferral described above implied that the Remaining  West Bank and Gaza public health services infrastructure, comprising 12 hospitals, 2 psychiatric hospitals and 206 clinics, were handed over to the appointed Palestinian Health Authority. 

The Palestine Red Crescent Society, together with leading health personalities in the Remaining  West Bank and Gaza Strip from public, UNRWA, and NGO health sectors, established the Palestine Council of Health as the central authority to assess, plan, monitor, and coordinate health care delivery systems and services in the interim period. Moreover, the Health Authority is entrusted with directly administering public health services.

Today, the overall responsibility for the public health sector lies within the Palestinian Ministry of Health. Regarding this new situation, the structure of the health care sector may be described as follows.

Health care services are provided by three main operators in the OPT:

1. The Public Sector, operated by the Palestinian Ministry of Health (previously: the Israeli Department of Health)

2. UNRWA´s Health Department *

3. The Non-Governmental Sector, - involving local and international

charitable organizations, non-governmental organizations (NGOs) and private entrepreneurs

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

* UNRWA is formally a non-governmental organization, but is usually presented as a part of its own.

2-2  The Public Sector







In all over the world the Health care sector is the responsibility of the Ministry of Health and some other institutions, while what happened in the West Bank and Gaza Strip, it is dominated by the Civil Administration which is a part of the Ministry of Defence and considered the legal authorities for health services in the OPT.

The current organization of the public health care is similar to the previous situation with the important and fundamental exception, that the responsibility now lies on the Palestinian Ministry of Health.

The primary health care is structured in the following way:

a)  Centres for prevention of lung diseases

b)  Epidemiology unit

c)  District department for primary health care

d)  Public health central laboratories

e)  Road safety institution

The primary health care in the RWB (West Bank excluding Jerusalem) operates in seven districts (Nablus, Jenin, Tulkarm, Ramallah, Bethlehem, Jericho and Hebron) by a public health office. These offices supervise and are responsible for the preventive health services in the urban and rural areas. They also supervise the non-governmental services and sanitary situation in the district. Each office operates four small units:

1.  School health services

2.  Mother and child health (MCH) care centres

3.  General and specialized clinics

4.  Primary health care units

In addition to that, they also operate village health rooms in small villages in Hebron, Jericho and Jenin districts. This project initially developed in 1985 in Hebron between  the IGHS and UNICEF.  It was expanded in 1992 to some villages in Jericho and Jenin.

The primary health care in Gaza Strip is similar to that in the Remaining West Bank. There are 5 public health districts in which services also are provided in the field of prenatal and postnatal care. Some of the maternal and child health centres have a delivery room, and some of the clinics are dedicated for driver safety testing.

The secondary care is organized in the following way:

The Public Sector provides secondary health services through a hospital unit that is responsible for hospitals in the Remaining West Bank and Gaza Strip, and has a direct relationship with each one. There are 9 hospitals in the RWB, 8 of them are general and 1 is a psychiatric hospital. In Gaza Strip there are 5 hospitals, of which 2 are general and 3 are specialized.

The system is still linked to the Israeli health care system for specialized services not available in the OPT, such as radiotherapy and neurosurgery. The extent of such service, however, has been greatly reduced after the break out of the  Intifada in late 1987, and even more so with the closure of the OPT from Israel.

Within the Public Sector there are additional units such as:

-   Nurses Training and Education Unit:

  The nursing schools educate practical nurses, and there are schools          for midwives, and training program for practical psychiatry nurses.
-   General Assistance Unit:

  This unit is responsible for general services and supplies the other     units in the health care system for various needs. It includes  pharmaceutical stores, central stores for medical and general  equipment, transport, accountancy, and maintenance.

The services are free of charge for children aged 0-3 years for examination and treatment, also for prenatal care for pregnant women. Others must pay the required fees if they are not covered by the health insurance system. For patients with reportable infectious diseases, the service is free of charge also.  

In fact, there was no Israeli established budget for public health services in the RWB and Gaza Strip. The requirements and needs for the health sector were instead covered from local revenues, i.e. taxes, customs, duties and other economic sources which were gathered from the population. Holded out as Israeli financial sources, these collected money were then spent in the Palestinian health activities and development process.


2-3  UNRWA

Following 1948 the Palestinian people were extracted from their homeland and emigrated to dispersed places.  Some of  the Palestinian refugees lived in some parts of the West Bank and Gaza Strip.  By a resolution of the United Nations, UNRWA (The United Nations Relief and Works Agency for Palestine Refugees in the Near East) was established to supervise and provide a humanitarian care services to Palestinian refugees in the Occupied Territory and hosted countries, particularly Jordan, Syria, and Lebanon.  The agency follows the policies and regulations formulated in Vienna, Austria and the health services are supervised by the World Health Organization (WHO).  The agency has its local office in Jerusalem for West Bank and in Gaza city for Gaza Strip.

UNRWA provides primary health care services to the registered refugee population including medical care services (both preventive and curative), environmental health services in camps, and nutrition and supplementary feeding to vulnerable population groups (UNRWA/WHO 1993). Medical care services at the primary level are complemented by secondary services including hospitalization and other referral services. The coverage of service corresponds in part to the place of residence. Camp residents use UNRWA facilities mostly because of ease of access. Many refugees residing outside camps nevertheless use UNRWA health centres, especially for preventive services. Other refugees living in towns or remote villages at a distance from the nearest Agency health centre, tend to share in local community facilities whether private, voluntary or public health.

Overall, UNRWA cared for approximately 2.9 million registered refugees as of 31 December 1993, of whom around 625,000 lived in Gaza Strip and 492,000 lived in the West Bank. The remaining lived in Jordan, Lebanon and the Syrian Arab Republic. 

The UNRWA Health Department maintains close liaison and coordination with, among others, the Public Health Department in the OPT, especially with respect to surveillance of communicable diseases of public health importance, prevention and control of outbreaks and immunization.

It should be recognized that the UNRWA budget is relying at most on the Western countries and humanitarian organizations in these countries. For this reason, the UNRWA services were limited to Palestinian refugees only and specific programmes.  UNRWA operates without an insurance system, and their own services are free of charge for registered refugees. If a patient is referred to external services, then he will have to pay nearly 40 % of the total fee.

2-4  Non - Governmental Sector
1. Charitable Heath Care System:

The charitable International and local societies operate primary and secondary health care services. In the area of primary services, they provide maternal and child health care, dental care, mobile clinics carries out basic laboratory services.  In the field of secondary health care, some hospitals run by thier societies, such Al- Maqasid hospital in Jerusalem. The following charitable societies are available in the West Bank and Gaza Strip:


1. Zakat Charitable Fund.


2. Local Charitable Societies.


3. Friends of the Sick Association.


4. Lutheran World Association.


5. Maqasid Islamic Charitable Society


6. Caritas.


7. Islamic Charitable Society.

One of the major charitable societies is the Zakat committees. These committees have emerged rather recently, often providing a combination of social welfare activities, health and educational programmes. They are community based, operated independent of one another, financed through local fund raising, and also supported from outside by Arab funds.

In addition to the local charitable societies, there are many international charitable organizations which are operating health facilities in the OPT. These are, for example; the World Lutheran Federation, Caritas, etc. 

Actually the charitable societies funds rely on donations from various bodies includs some of Gulf countries, PLO and Palestinians in the OPT and abroad.  The fees paid by patients, share partly in the budget of the societies.  After the Gulf war, these societies increasingly depend on Westren donors both government and Non- govenment organizations.

2. Non-Governmental Organizations (NGO’s) Helth Systerm 

The NGOs institutions started their activities in the West Bank and Gaza Strip by the late 1970s due to the inadequate health services and restrictions which were imposed by Israeli Occupation.  They provided health services through their centers and clinics located in different districts particularly rural regions.  The NGOs work administer almost on primary health care services in the West bank and Gaza Strip.

There are four Non Governmental organization operated in the OPT:

1. Health Services Council (HSC).

2. Union of Health Care Committees.

3. Union of Health Work Committees.

4. Union of Palestinian Medical Relief Committees.

During the uprising (Intifada) the role of NGOs institutions were so effective due to the huge number of injuries in which they became one of the most important health providers in the OPT. The Israeli authorities fought them, and did not allow them to obtain licenses for their health Units, but they continue to work without any permissions.

In the last four years, some of health units were closed or declined their services due to the finacial support, but they still have their situation in the health sector.

The NGOs budget relys on the contributions of local, international (Government and non-Government) as well as the PLO support and patient fees.  There is no insurance system for these health institutions, but a numinal fees paid by out-patients.

3.  Private Health Care System:

The private sector in the West Bank and Gaza Strip is not controlled by any organization or authority. Some of the private health care units are owned by private physicians or institutions providing their services at costly prices. The sector is utilized by people who can afford to pay the costs of consultations and treatments. The private medical professionals operate secondary tertiary services as well as rehabilitation and mental health facilities (Bargouthi and Daibes 1993).  The health services provided by these institutions increased during the 1970s and reached a top during the uprising (Intifada) due to the following conditions ( PRC 1994):
1. The people decided not to deal with Israeli institutions.

2. The high fees for health services in government institutions,        especially for people who were not insured.

3. Injured persons did not want to go to government institutions because of scarcity of arrest.

4. The high quality of medical services provided by the private units a       compared to  government medical services. 

2-5
The National Health Plan for the Palestinian People

In 1993 the National Health Plan for the Palestinian People, NHP, was launched as a result of a work performed by the NHP Commission in consultation with health providers and consumer representatives. The NHP was published in 1994 by the Planning and Research Centre in collaboration with the Palestine Red Crescent Society. Being the product of a national process, “its aim is to present an organized approach to health care and to provide national health targets and strategies to be worked through and attained by the year 2002 in order to reach the highest possible standards in the health system and health conditions” (PRC 1994).

The purpose of the Palestinian National Health Plan is to provide an objective direction to the Palestinian people in determining the best possible future of their health and finding the best way to reach it.

The plan serves a number of related goals:

-  Forming the foundation for an action plan for all health providers

-  Reducing health disparities among Palestinians

-  Increasing and promoting greater access to preventive services for all Palestinians

-  Encouraging cost effectiveness in health care delivery

-  Regulating health personnel by adhering to specific criteria

-  Coordinating existing health programmes

-  Establishing comprehensive health insurance system

The goals are to be achieved through the following strategies:

1.  Integrating national health goals with local health goals

2.  Focusing on improving health status of the people who live in the health services

     area

3.  Using data describing health status to express goals and objectives in ways that

     permit evaluation of progress toward achievement

4.  Treating health services as an integrated system and evaluating the impact of

     proposed changes in any portion of the system on other portions of that system

5.  Considering the effects of the environment and personal behaviour on health status

6.  Setting targets and give priority to needs in such a manner that they may be used

     to govern subsequent decisions and actions of health providers

7.  Influencing national policy

8.  Considering and influencing the actions of planning agencies and others that

     have an influence on the health system of the Palestinian people

Aside from being a main document for a long time coming on health matters in the OPT, it has immediately constituted an importance. The NHP is an inevitable reference in every effort to achieve an entire overview of the health sector in the  Occupied Palestinian Territory, both in terms of existing conditions and identified needs.

As a short final information it may be pointed out, that the NHP is divided into these four sections:

1.  Health and Health Related Characteristics

2.  Perception of Health and Health Problems

3.  Goals, Policies, and Strategies

4.  Health Resource Requirements and Cost of Health Services

CHAPTER THREE
AVAILABILITY AND ASSESSMENT OF DATA

3-1  Availability of Health Statistics for the OPT

This chapter contains a brief review of the main statistical sources that have been identified and scrutinized in the work on the status report. One part of the work has been to recognize the most current and relevant studies and reports describing the health sector within the OPT. Many of these reports have been regarded as valid and essential, and are hence referred in the text and also listed as references. Some other studies and reports have not been included for various reasons. One, is that the figures presented in these reports might be regarded as too old or obsolete to give “a current” picture of the situation. Another reason may be that some reports focus on very specific items, that has not been considered as valid for a general overview of the health sector, which is one option for this CSR.   

There is certainly no guarantee that the sample of reports referred in this status report is optimal. In fact, there might be some important reports that have not been considered at all. Neither can it be claimed that the extractions from the reports chosen are the most valid ones. Selecting of the most important and current information is (and has to be) to some extent a subjective process. Experience of previous similar work as well as knowledge of the health sector, are factors that gain a fruitful result. The judgement of the outcome is however to be made by the reader.     

Keeping the above reservations in mind, a list of some major statistical sources and their producers are given below. These reports form a core of  information on the health sector, which should not be ignored in any analysis of the situation in the OPT. In the reference list, at the end of this CSR, all  referenced publications are included.

Producer:

Israeli Civil Administration

Statistical report:

Statistical Report, Health Services, Judea and Samaria (annual reports)

Contents:

Population, selected indices, live births, health institutions (hospitals, clinics, MCH centres, PHC units, laboratories, special health units, blood banks, nursing schools, road safety institutes), supervising authorities (concerning health institutions), manpower by professions, communicable diseases, infectious diseases, visits to government clinics and MCH centres, immunization, causes of death, school health services, activities of centers for prevention of certain diseases, tests and results by sanitarians, hospitals/patients (beds, bed occupancy, admissions, discharges, treatments, average duration of stay, operations), clinics (visits by specialty), blood bank activities, operations/treatments by type, referrals of patients to Israeli hospitals. 
Summary remarks on e.g. health care organization, manpower, health insurance, immunization, hospital services and development. 

Remarks:
Data have been collected on standardized forms from each hospital/clinic/unit. Data registration and processing was done by the Israeli Government Health Services (IGHS). 

The statistical reports do not comment on the quality of data.

The annual reports show a high degree of consistancy on main parts of the contents and the structure as well, which makes it fairly easy for the reader to extract data for comparisons and time series.
Producer:

State of Israel, Ministry of Health

Statistical report:

Health in Judea, Samaria and Gaza, 1967-1994 (annual reports)

Contents:

Population-Vital statistics (incl. births/births rate), preventive health care services (MCH-clinics, family health centres, curative clinics, village health rooms, high risk pregnancy clinics, general and specialized clinics, pharmacies, ambulances, infectious diseases, control/immunization, infectious diseases rates, infant mortality, child nutrition, maternal health, school health, health education, environmental health), health insurance, hospital services (hospitals, beds, admissions, days of care, average length of stay, surgical operations, referrals to Israeli hospitals, specialities by hospital, supervising authorities, manpower (by profession, training), budget.

Remarks:

The report refers to statistical data and information collected from various sources mentioned in an bibliography in the report. Some of these reports are regular statistical reports concerning the health care sector, e.g. annual data from hospitals/clinics. Others are reports/studies on specific topics relevant to the report but often referring to previous years. These sources may mostly be regarded as a general background to the items described rather than quoted sources to the report.

The quality of the data presentaed is not commented upon.

The reports show a relatively good consistency over time and especially from the late 1980s on ward, concerning contents and structure.

The report is not a strictly statistical one. It focuses on a verbal description of the health situation and health care sector, whereas the integrated tables and diagrams make an illustration to the statements made. The extensive bibliography at the end of the report may be used by those interested to gather further information.

Producer:

Planning and Research Center (PR

1)  Statistical report:

Accounting Framework for Analyzing Hospital Costs in the Occupied Palestinian Territory, Survey, 1994
Contents:

Hospitals, beds, personnel, hospital utilization, hospital expenditures and revenues, hospital departments and services. 

2)  Statistical report:

Primary Health Care Services in the Gaza Strip, Facts and Figures, Survey, 1994
Contents:

Primary health care providers, services, personnel, PHC-clinics (number and type of services), maternity and dental services, births and place of delivery.

3)  Statistical report:

Facts and Figures on Palestinian Health Services, Information Paper Number 1, Report, 1993.
Contents:

Population, primary health facilities and MCH-care, hospitals (beds, specialization, personnel, utilization), maternity services and maternity hospitals, blood banks and blood units, dental services, laboratories, rehabilitation, ambulances, nursing education.

4)  Statistical report:

The Human Resources Survey in Health, Interim Report No. 2, A Summary of Main Findings, Survey, 1993.
Contents:

Population, households, vital statistics, infant mortality rate, total fertility rate, life expectancy and birth rate, health personnel (by gender, age, profession, graduate year, current residence, employment status, marital status), conferences attended and courses received.

5)  Statistical report:

The Palestinian Health Services in the West Bank and Gaza Strip, Facts and Figures, Survey, 1994.
Contents:

Primary health care units (incl. personnel), hospitals (beds, utilization, personnel), rehabilitation centres and services, maternity hospitals and services, nursing schools and length of study, para-medical schools and length of study, ambulances, dentists.

6)  Report:

The National Health Plan for the Palestinian People, Objectives and Strategies, 1994.
Contents:

The health plan for the Palestinian people divided into four sections;

1.  Health and health related characteristics

2.  Perception of health and health problems

3.  Goals, polices and strategies

4.  Health resources requirements and cost of health services

Producer:

The Health Development Information Project
M. Barghouthi & I. Daibs.

Statistical report:

Infrastructure and Health Services in the West Bank: Guidelines for Health Care Planning. The West Bank Rural PHC Survey. Barghouti & Daibes, 1993.
Contents:

The Health Development Information Project (HDIP) carried out the survey of PHC of the West Bank rural areas between September 1990 and May 1992. The survey concentrated on primary health care in rural areas in the West Bank, a total of 8 districts with an estimated population of 1.7 million people.

The survey covered the following areas:

1.  Infrastructure in the West Bank: Water and sanitation, sources of water, sewage disposal facilities, electricity supplies, school day care centres, transportation services and roads, telephone networks etc.

2.  Structure of the Palestinian Health Service system: Clinics (Government, UNRWA, Charitable societies, Non-Governmental Organizations (NGO´s), Private, Dental),  pharmacies,  midwives and traditional bonesetters, health education, physiotherapy and rehabilitation, mobile medical teams, government health insurance, vaccination

3.  Assessment of services provided by clinics: Distribution of clinics by district, provision of preventive services, post of consultation, supply of pharmaceuticals, supervision mechanisms

4.  Health manpower: Physicians, dentists, nurses, pharmacists, laboratory technicians, etc.

5.  Accessibility and health planning: A proposed scheme for primary health care services development in the West Bank

6.  Health care facilities in the West Bank towns
Data collecting/methodology:

1.  Institutional sources of information: Prior to the onset of field investigation in each district of the West Bank interviews were carried out with officials of the institutions that provided primary and secondary health care.

2. Published sources of information: Before field investigation was initiated, a comprehensive literature review was carried out to give as good as possible knowledge of the area to be studied.

3.  Interviews with key informants: In each rural community, a minimum of two key informants were interviewed. Conflicting or inconsistent information were followed up. Two questionnaires were used; one for community informants, and one for clinic´s staff members.

Remarks:

This survey is a key study with its coverage and comprehensive information, its study plan and well exercized methodology and performed quality controls. The study report could serve as an excellent example to others. The structure and presentation of data in text, tables and diagrams makes it easy for the reader to find information.

Producer:

The United Nations Relief and Works Agency for Palestinian Refugees in the Near East (UNRWA)

Statistical report:

Annual Report of the Department of Health. (Several years).
Contents:

Health services provided by UNRWA to registered refugees in the West Bank, Gaza Strip, Syria, Jordan and Lebanon

Data on:

Registered refugee population in the different areas and vital statistics (CBR, CDR, IMR, CMR), uprising casualties,  health personnel and professions, health units (health centres, dental clinics, laboratories, specialist clinics (for diabetes, tuberculosis and hypertension), health performances for these clinics (attendances, visits, injections, dressings, eye treatments), emergency clinics and services, hospitals and hospital beds, hospital utilization, communicable diseases and incidence rates among refugees, immunization and vaccination practice and coverage, maternal and child health care, school health services, supplementary feeding programme, environmental health services and budget.  

Remarks:

The annual statistical reports contain many tables with commentary text. Charts are used to view time-series, especially on communicable diseases. The general impression is that the reports are well prepared for the reader. 
Producer:

FAFO
M. Heiberg and G. Ovensen

Statistical report:

Palestinian Society in Gaza, West Bank and Arab Jerusalem, A Survey of Living Conditions, Oslo 1993.

Contents:

The survey concentrated on living conditions among the population of the West Bank  and Gaza Strip. Health was one of several areas covered.

Data on: acute and chronic illness (acute illness and injury, prolonged illness and handicaps, specific groups of prolonged illnesses, variations in rates and patterns if illness, acute illness, chronic illness and symptoms of distress, smoking), utilization of health services (health personnel and institutions, maternal and child health care services), health insurance, symptoms of distress-mental health (stress and health, psychic trauma, protective factors, post-traumatic stress, disorder and late psychic sequels, measuring degree of distress, high degree of distress, refugee status and residency in camps, arrest of household member and serious injury of child. 

Remarks:

The survey was conduted by taking a sample from the Palestinian Territory in the West Bank (incl. Jerusalem) and Gaza Strip. The sample size was about 2,500

households, in which the survey included three separate surveys and each one used a specific questionnaire:

1.  A survey of households

2.  A survey of individuals of age 15 years and older

3.  A survey of females of age 15 years and older

Out of the total sample, about 42 % of the units were from the Remaining West Bank, 38 % from Gaza Strip and 20 % from Jerusalem. However, the sample size was too small to make a good representation of the population of the areas. 

The report includes a detailed description of the sampling methodology, recruitment, training and organization of the field work, and the processing of data. 

Producer:

AMIDEAST 

(Naela Ayed)
Statistical report:

Needs Assessment of Continuing Education for Nursing, West Bank and Gaza, Jerusalem 1991. 

Contents:

Nursing education in the West bank and Gaza Strip.

Data on: nurses health organizations and nurses qualifications, visual equipments for continuing education, nursing schools, employed nurses by departments, sex and marital status for nurses, average working time for nurses.  

Remarks:

Cross sectional surveys in the West Bank and Gaza were conducted between July 1990 and July 1991 to collect baseline data on existing education programmes, policies and structures that support and manage them. Self administrated questionnairs were utilized to collect data from health care organizations and schools of nursing. Face to face interviews were conducted by trained interviewers with nurses in management positions and a sample of nurses in staffing positions. In total, almost 400 interviews were carried out.

Comments
Israeli Sources

 “Palestinian researchers, however, argued that the Israeli figures represented        a substantial understanding of reality, given the inadequate system of reporting deaths and diseases incidence that prevailed at the time.  Simultaneously, studies conducted by Israeli researchers working at the ICBS  revealed findings that confirmed those obtained by Palestinians” (UNCTAD 1993). Considering the available statistical sources on health and health care, it is a striking fact that the Israeli authorities has not performed any survey on the health status in the Palestinian population during the whole period of occupation. Neither have they conducted any studies on the outcome of the health care services, i.e. how well the clinics and hospitals serve the needs of the patients.

PRC Sources 

Actually, the PRC can offer a huge amount of data for the West Bank and Gaza Strip on the health sector. However, their surveys did not follow the scientific methodology in collecting the data. They have been depending only on key informants such as directors of hospitals and clinics etc. For this reason, the data collected may be less reliable, but valid for comparisons with the Israeli sources.

In the Human Resources Census of the health sector in the West Bank and Gaza Strip, they concentrated on the methodology of collecting data. The author recognized that the survey covered only 85 % of the target population due to relevant reasons. 

One recent and major contribution from PRC is “The National Health Plan for the Palestinian People,” which is further discussed in Chapter 2.

PCBS
Planning activities have been started for performing of health statistical surveys, which will be launched in the near future. One of these is a multiple indicator cluster survey. 

3-2  Assessment of data

Quality evaluation of statistical data is one fundamental part that should be performed ahead of, or at least together with, the interpretation of the statistical outcome and certainly before conclusions are made. The possibility for users of statistics to get quality declarations on the material is however often limited. The lack of quality statements in the reports may have several reasons, e.g. the producer of the statistical report has not himself a knowledge of the data quality, simply because quality controls have not been made. This in turn can be due to shortage of money to make quality controls (they can be expensive!), lack of time, lack of interest or even limited knowledge of the importance to perform this kind of studies and documentation. 

Another reason can be that the producer of statistics deliberately avoids making quality assessments because “true” data would reflect conditions that are not in favour of the producer or of the interests connected to him. This latter condition has been highlited concerning population statistics for the OPT presented by the Israeli Government, as will be mentioned in Chapter 4. Quality deficiencies have also been observed concerning e.g. infant mortality rates (IMR) in the OPT, which have been published by the Israelis. Strong indications suggest that the true IMR level was much higher than the published data. This in turn could be caused by an incomplete and defective birth and death registration in the OPT, a fact that the responsible authority and the statistical producer were well aware of at the time (Giacaman 1983).
This situation leads to the question if there might be a substanial bias connected with data in other (and more recent) Israeli statistical reports concerning the OPT. It has by obvious reasons been beyond the scope of this CSR to perform analyses of the quality of the statistics based on primary data studies. In fact, such an approach would be gigantic and furthermore, demand access to primary data sources held by the Israelis. 

It is a general observation, concerning the official Israeli statistical reports from CIVAD, that there is no quality declaration concerning the presented statistical tables or graphs. This means that the reader is left without the knowledge of potential or real errors in the figures. 

However, there are means of detecting at least major errors in the various statistical reports. One way is to compare the data with other independent statistical reports, e.g. from other health care providers in the OPT or to judge the data in an international perspective. The possibility to assess the previous Israeli health statistics will certainly increase, as new data successively will be released by Palestinian producers. 

One of the referred reports in this CSR stresses the severity in the situation. It declares that Palestinian scholars have complained incessantly of lack of reliable data in almost all fields (Abu Libdeh 1993). The realization of a reliable data source for meaningful planning both on a national and regional level, has lead to an increase in survey sampling activities in several sectors. Furthermore, essential statistics are lacking in many sectors. When it comes to health, the statistics usually found in Israeli published reports are highly suspect. Moreover, data on health activities not controlled by Israeli authorities are sometimes masked or altered for political and income tax related reasons. The question of planning in the midst of these realities is probably meaningless. Several questions essential to effective planning have to be answered first. While these questions are answered in most countries as prerequisites to planning, in the OPT, these questions must be considered as part of the planning process itself. 

CHAPTER FOUR
POPULATION AND VITAL STATISTICS

4-1  Population  

The demography of the Occupied Palestinian Territory (OPT) suffers from a general lack of detailed data (PBS 1994). In the context of the population, it is important to distinguish between the resident population and the permanent population. The permanent population refers to all those who have a legal right to reside in the Territory, i.e. those living in the OPT plus those outside the Territory who have the legal right to return to it. It should be kept in mind that the ICBS, which is the primary producer of the demographic data for the RWP and Gaza Strip, publishes figures for the resident population and not for the permanent population.

Since 1967, there has been no census in the Remaining West bank and Gaza Strip. In contrast, two censuses were conducted in Israel. The data for East Jerusalem and its surrounding territories, annexed in 1968, are not published separately but included in the data for Israel.

From the comprehensive PBS-report only a few data can be presented here. According to estimates from the “Medium series” the 1995 midyear resident population of the West Bank will be 1,484,691 persons. The corresponding figure for Gaza Strip will be 905,254 persons. That means a total resident population in 1995 for the OPT of 2,389,945 persons.

Projected population in the WB and Gaza Strip 1995
Sex
West Bank
Gaza Strip
OPT 

Males
   748,767
456,927
1,205,694

Females
   735,924
448,327
1,184,251

Total
1,484,691
905,254
2,389,945

Source: PBS, 1994. Demography of the Palestinian Population in the West Bank and Gaza Strip. Current Status Report Series (No. 1).    

By the year 2000 the population according to estimation by the “Medium series” will be 1,924,513 for the West Bank, 1,209,338 for Gaza Strip and a total of 3,133,851 for all OPT.   

Figures on the projected population (“Medium series”) for 1995 by age (5-year groups) and sex for the West Bank and Gaza Strip are provided in the Annex tables 4.1 and 4.2. There also are figures on population estimates for the years 1992-1996 by districts in the West Bank and Gaza Strip in the Annex tables 4.3 and 4.4. 

4-2  Fertility

Crude birth rate (CBR) is the number of births per 1,000 population and as such, the primary indicator of fertility in any society. The following table shows the CBR for selected years in the period 1968-1993. Further data are available in the PBS-report. Rates between 40 and 50 are very high in comparison with the rates found in other countries. This is primary due to the social, economic, and political conditions, as well as to the beliefs and values prevailing in the RWB and Gaza Strip.

Crude birth rates in the Remaining West Bank (RWB) and Gaza Strip and Jerusalem (non-Jews), selected years
Area
1968
1975
1980
1985
1990
1992
1993

RWB
43.9
43.9
42.1
41.3
46.9
44.7
38.8

Gaza Strip
42.0
43.6
47.6
45.4
54.7
54.6
52.4

Jerusalem
n.a.
43.5
40.5
30.4
33.5
34.3
n.a.

Source: PBS, 1994.  Demography of the Palestinian Population in the West Bank and Gaza Strip, Current Status Report Series (No. 1). 

The table above also shows that the crude birth rates for non-Jews in Jerusalem are lower than those estimated for RWB and Gaza Strip.

In spite there still exists an uncertainty on population statistics for the OPT, a quote from the 1993 year report from UNRWA may serve as an example of a good congruency with the recent PBS-findings: “In the absence of a reliable source of information for obtaining demographic data on the refugee population and due to the incomplete registration of births and deaths, there are no means of calculating crude birth rates and infant and child mortality rates with accuracy. However, according to the best available estimates, the crude birth rate (CBR) is estimated at 35 per thousand population and could be as high as 50 per thousand in the Gaza Strip.” 

The total fertility rate (TFR). According to the PBS-report the highest rate in the RemainingWest Bank during the period 1968-1984 was reached in 1976 and it was 7.95 infants per woman, then it declined to 6.68 infants in 1983. In the Gaza Strip, total fertility rate was estimated at 8 infants per woman in 1974. This represents the highest rate estimated during the above period. Then it declined to 6.77 infants in 1983. TFR estimates have not been published by the Israelis since 1984. Current estimates of TFR are very scarce. The only estimate available for 1992 is published by FAFO (Abu libdeh 1993). Their result show that TFR for the whole OPT population is approximately 7 births per woman in 1992.

4-3  General Mortality

The demographic report from the Palestinian Bureau of Statistics concludes that data on general mortality are available only from two official sources: the ICBS and the Israeli Ministry of Health (IMOH). The ICBS estimates are based on demographic models, while the Ministry of Health data come from vital registration. These official data pertain to the Palestinian population of the RWB and Gaza Strip only. Official sources publish mortality data for East Jerusalem separately, based on death registration. Notification of death within 48 hours of its occurrence is obligatory by Israeli law. Thus, compared to the RWB and Gaza Strip, underreporting of deaths in Jerusalem is considered small.

According to ICBS estimates, the Palestinian crude death rate (CDR) in the RWB and Gaza Strip has been declining constantly since 1968. The rate for the RWB decreased from 21.7 in 1968 to 5.6 in 1992 per 1000 population, which suggests that the rate seems to have fallen by about 0.64 point per year during that period. 

The rate for Gaza Strip declined from 19.5 in 1968 to 5.8 in 1992, which amounts to a decline of about 0.55 point per year on average. With the exception of a few years, especially the second half of the 1970´s, the ICBS series shows that the CDR in the RWB has been a little higher than that of the Gaza Strip. 

Crude death rates in the Remaining West Bank (RWB) and Gaza Strip, 

ICBS-data for selected years
Area
1968
1975
1980
1985
1990
1992
1993*

RWB
21.7
14.8
10.4
  7.6
  5.8
  5.6
n.a.

Gaza Strip
42.0
43.6
47.6
45.4
54.7
54.6
52.4

*IMOH-figures

Source: PBS, 1994.  Demography of the Palestinian Population in the West Bank and Gaza Strip, Current Status Report Series (No. 1). 
4-4  Infant and Child Mortality

Infant mortality rate (IMR), is possibly the most commonly used health indicator for comparative health studies. It is well correlated with other health indicators and a good proxy of the health status of a population. IMR varies greatly among nations, from a low of 5 of 1,000 live births in Japan to above 150 in some sub-Sahara African countries (World Bank 1993). 

The PBS study scrutinized data on infant mortality rates, IMR, published by IMOH for the RWB and Gaza Strip. The Israeli figures were found to be unbelievably low for an area such as the OPT. For 1992 the IMR estimates published by IMOH was 21.4 for the RWB and 31.9 for the Gaza Strip. The PBS estimated figures for the same year was 40.8 for the RWB and 37.6 for Gaza Strip. In the Annex table 4.5 there are figures on the projected IMR by area in the OPT and by sex. A striking observation is also, that the IMR during the whole predicted period (1992-2012) will be considerably higher for females than males.  

Keeping the uncertainty on IMR in mind, some comments on the issue gathered from other reports are quoted or referred below.

UNRWA states in the 1993 annual report that “according to the best available estimates, infant mortality rates are well below the WHO target of 50 deaths per thousand live births for developing countries by the year two thousand. According to a recent study conducted by the United Nations Children´s Fund (UNICEF) in the Gaza Strip and West Bank, infant mortality rates and child mortality rates were estimated at 41 per thousand and 51 per thousand live births respectively with significant differences in mortality patterns between camp and non-camp populations. While infant and child mortality rates in refugee camps were 32 per thousand and 39 per thousand respectively, they were 40 per thousand and 50 per thousand in towns, and as high as 48 per thousand and 62 per thousand respectively in villages. These significant differences in rates can be mainly attributed to the easy access of camp population to the Agency´s highly effective primary health care services, and its impact on reduction of infant/child morbidity and mortality.”

A study (Lindahl 1993) performed in 1993 concerning health in the OPT, also touched the subject on infant and child mortality. Various available statistical sources were examined and referred about the disputed levels of IMR. The report concluded that “official Israeli statistics show an IMR for Gaza of 25 per 1,000 in 1990, and 30 per 1,000 for the Remaining West Bank (IMOH 1992). Palestinian sources and independent observers claim considerably higher rates. UNRWA estimated the IMR to 40 per 1,000 both in the West Bank and Gaza Strip (UNRWA 1992). A study commissioned by UNICEF indicates a rate of 41 per 1,000 for 1988 (Abu Libdeh 1992) with a considerably lower rate for Gaza than the West Bank, and also a lower rate for refugee camps than for the rest of the population, as indicated in the table below.”

Estimated Infant Mortality Rates 1988
Area
IMR
Area
IMR

West Bank
44
Camps
32

Gaza
34
Towns
40

- - -

Villages
48

Total OPT
41

41

Source: Abu-Libdeh et. al., 1992.  A Survey of Infant

 and Child Mortality in the West Bank and Gaza Strip,

 Intrim Report, UNICEF & JFPPA.
The study also put forward that the findings of lower infant mortality rates in Gaza Strip and in the camps are contradictory to the premises of a positive relationship between economic level and IMR. (Gaza Strip and camp inhabitants are, on the average, poorer), this raises the hypothesis that UNRWA, despite much of the criticism it has had to bear, in fact has a cost-effective primary health care system for its population.

International comparison. Assuming a rate in the order of 40 per 1,000, the IMR in the OPT is in the same range as the Middle East “lower-middle-income economies,” but far above the rate for industrialized countries, including Israel. The latter countries generally have rates of below 10 per 1,000. It is also much above “successful” poorer countries, such as Sri Lanka and China (World Bank 1992). 

The dubious official IMR estimates for the OPT have been penetrated in yet another recent study (Abu Libdeh 1993) which made the following comparison:

The Israeli estimate of IMR for 1992 in Gaza Strip is 31.3 deaths per 1,000 live births. This estimate is based on reported deaths. According to the Israeli sources, IMR has been increasing since 1990 (IMOH 1993). The 1992 Israeli estimate of IMR for the Remaining West Bank is 21.2 deaths per 1,000 live births.

Independent sources (UNICEF and JFPPA 1993) and (Giacaman et al. 1993) have used indirect methods to estimate IMR using national surveys. Both of these sources have found that IMR for 1988-1989 exceeds 40 deaths per 1,000 live births. Moreover, both of these sources have found evidence of an upward trend in IMR for the years following 1989.

The above referred study also makes the following comments on life expectancy. Expectation of life at birth is directly related to estimated IMR. Using the Israeli published figures on IMR and West Model Life Table (UN 1983), life expectancy at birth for Gaza Strip is estimated at approximately 68.5 years. For the West Bank, this estimate comes at approximately 72 years. The estimates provided for IMR by UNICEF and JFPPA and FAFO show that life expectancy at birth is approximately 66 years. The expectation of life at age 10 for the year 1992 is estimated by PRC at 60 years for West Bank and 60.5 years for Gaza Strip (Abdeen  & Abu Libdeh 1993). 

The projected life expectancy made by PBS indicates a continuous increase during the period 1992 to 2012 for the OPT. For the WB it would mean an increase from 66.8 years to 72.8 years, and for Gaza Strip the figures would be 67.1 years in 1992 and 72.7 years in the year 2012. More figures are given in the Annex table 4.6. 

CHAPTER FIVE
HEALTH CARE RESOURCES

5-1  Introduction

The health care in the Occupied Palestinian Territory is performed by several actors operating under different circumstances including, financing, resources and equipment, health activities etc. This also reflects in the available statistical output concerning the health services. An overview of the existing conditions also builds on data sources that are not totally comparable in terms of content and currency. To some extent there is also a lack of data that would be preferable to give a comprehensive description of the situation.   

5-2  Health Care Resources in the West Bank

5-2-1  Health Personnel
Human resources may be regarded as a key factor in the health services offered to the population. Regardless of  the degree of sophistication available in local as well as central health services, the quality of the performance is directly related to the quality of human resources providing these services. Development and maintenance of these resources is therefor a necessary task for the providers of health care. 

As has been commented before, the available statistics concerning the health sector in the OPT does not provide a homogenous picture on various aspects, such as health conditions, health resources and performances. The option has been to briefly put the light on the most current and important statistics that has been obtained. Together they will hopefully contribute to a general view of the available human resources for the health sector in the OPT, even if some findings may seem contradictory.   

In a very comprehensive survey of human resources in the OPT, the number of health personnel (among other items) was investigated. Report by Abu-Libdeh (1993) is the only study a vailable that gives  a total picture of the human resources in the West Bank and Gaza Strip, regardless of supervising body. This means that personnel in governmental institutions, UNRWA, NGOs, charitable organizations and private operators are included. The extent of coverage is however not totally known. There is probably an underestimation of the true number of health personnel shown in the study. The author gives the following main reasons for that:


-   Some Palestinian employees of Israeli controlled health facilities such as those situated in Jericho district and Gaza City did not cooperate with the field workers for fear of loosing their jobs.


-   A number of professionals have declined from participation due to fears relating to the practices of Israeli tax department, especially in Gaza Strip.

According to this report an  total number of about 7,300 professionals were working in the health sector in the OPT. Out of these, around 21 % were physicians, 5% dentists and 35 % nurses, as shown below.

Number and % of professionals in the health sector 

in the OPT 1992/1993
  
Number
%
  Physicians
1,550
21.2

  Dentists
      388
5.3

  Vets
 49
0.7

  Pharmacists
    486
6.7

  Nurses
2,542
34.8

  Academics
     220
3.0

  Paramedics/Technicians
1,528
20.9

  Health administrators
     44
0.6

  Others
   503
6.8

  Total
7,310
100
Source: Abu libdeh, 1993.  The Human Resources Survey in Health,

Interim Report No. 2 A Summary of Main Findings, PRC.


In the Annex tables 5.1 and 5.2 there is information on the professionals by sector of employment and district in the OPT. According to this study about 64% of the professionals were employed in the national sector (NGOs, charitable organizations and private operators), 27% by the governmental sector and the remaining 9% by UNRWA. 

The number of physicians working in the OPT during 1991 has been presented by the Union of Palestinian Physicians and referred in a UN-report (Giacaman 1994). The number was 1,185 for the West Bank including East Jerusalem, in addition to about 600 in Gaza Strip. That meant a physician/population ratio is around 11 physicians per 10,000 people in the West Bank, and 10 physicians per 10,000 in Gaza Strip. This sharply contrasted with the ratio of 28 doctors/10,000 persons for Israel and 24 doctors/10,000 persons for Jordan in the latter part of the 1980s. 

The Civil Administration has published figures on the number of governmental health workers in the Remaining West Bank for several years in the annual statistical report up to 1993 (CIVAD 1993). This is in other words just a part of the total number of health personnel in the RWB. 

The number of employed professionals is distributed by units (hospitals, hospital unit, public health unit, health department, training unit and general assistance unit) and by profession (physicians, nurses, para-medical and non-medical). A time series for selected years in the period 1975-1993 is given in the Annex tables 5.3 and 5.4.

As can be seen in table 5.4 the total number of employees in hospitals about doubled from 1975 to 1993. A quite smaller increase in staff is seen for the health departments (districts) during the same period (CIVAD 1993). 

 According to the latest figures (1993) 1,298 persons were working at hospitals (including hospital division). Another 676 persons were working in the health department (districts), and the total number of employed government health workers was 2,104 persons. The overall number of physicians was 352 and the nurses 879 (CIVAD 1993).
Governmental manpower in the RWB 1993
  Physicians
352

  Nurses
879

  Para-Medical
259

  Non-Medical
615

  Total
2,104


Source: CIVAD, 1993. Statistical Report, Health Services,

Judea and  Samaria.

Another source that has presented recent data on health personnel is the Planning and Research Centre. The total staff in the primary health care (PHC) clinics in the West Bank in 1994 was shown to be 1,669 persons (PRC 1994). In the Annex table 5.5 the number of human resources are distributed on district in the WB and supervising authority. It must be noted that the statistics do not include the private clinics.

Professionals in PHC clinics in the 

West Bank 1994*
  Physicians (GP)
331


  Physicians (Spec.)
222


  Dentists
              61


  Nurses
            653

* Excluded private sector.

Source: PRC,1994. Palestinian Health Servises in

 the West Bank and Gaza Strip, Facts and Figures.

The PRC study also contained data on the health personnel in the hospitals in the WB in 1993. A total of 3,428 persons were working in the hospitals, among which 271 were physicians. Further information is available in the Annex tables 5.6 - 5.8.

A complementary source of information on health personnel is the statistics from UNRWA. According to the latest annual report (UNRWA 1993) there were 566 persons working at the regular health programme for Palestinian refugees in the West Bank as at 31 December 1993. Of these, there were 43 doctors, 9 dentists and 156 nurses. About 35 % of all personnel were engaged in environmental health services. Another 66 persons were employed for extraordinary measures and extended programs.  In the Annex table 5.9 there are additional  figures on the UNRWA-personnel 1989-1993.

Personnel under UNRWA´s Regular Programme in the WB 1993
  Doctors
43

  Dentists
9

  Pharmacists
2

  Nurses
156

  Para-medical staff
56

  Admin./Clerical/Other categories
97

  Environmental health services
       198

  Nutrition and supplementary feeding
5

  Total area staff
566
Source: UNRWA, 1993.  Annual Report of the Department of Health.

The number of dentists in the West Bank in 1993 by district and supervising authority was published by (PRC 1994). It shows a total of 393 dentists. The great part (80 %) was private dentists. Further information is given in Annex table 5.10.  

The West Bank Rural PHC Survey counted the number of rural dentists by district and supervising body in the West Bank during 1992. The total number of dentists was found only to be 29 in the rural areas. Charitable organizations provided for 38 % of the dentists, but the government did not have any dentist employed according to this study (Barghouthi and Daibes 1993).  This latter fact is consistent with the finding in the PRC study 1994, i.e. no dentist in the public sector in the RWB. 

The number of nurses employed in the West Bank in 1990 was shown in a report especially focusing on the area of nursing (Ayed 1991). As can be seen in the Annex table 5.11 there was a total of 1,530 nurses, of whom 1,115 worked in hospitals and 415 in the Primary Health Care. About 37% of the nurses were registered and 54 % were practical nurses, the rest were midwives. About a third of all nurses were practising in the Jerusalem district.   

The number of laboratory staff in the West Bank in 1992, i.e. persons employed by qualification, is published by Al-Quds University. There was a total of 281 employed, but the net number of persons was less, because a number of them worked (part-time) in more than one laboratory (Al- Quds University 1993).     

Comments: The overall number of physicians working in the OPT is quite consistent between the two first referred sources above, taking into consideration that there probably is a (slight) underestimation in the first of these. Accurate figures on staff working in the health sector are generally difficult to obtain, unless one has an administrative source that is established on a compulsory or authorization basis. The PHA may regard this as a possibility. 

5-2-2  Primary Health Care Units
The structure of the primary health care sector in the RWB is very complex with a variety not only of providing authorities, but also a great number of different health care units. One factor that complicates comparisons of data from different studies is the non-existence of a standardized grouping of the units. The unit “clinic” is an ambiguous term. It can have different meanings for different providers of the health services and also among the various investigators trying to gather data on this field. Hence, when viewing the below figures one must be aware of this fact. 

One comprehensive study that gives a very good picture of the structure of the primary health care in the WB is the rural study performed in 1992 (Barghouthi and Daibes 1993). An extraction from this report will make an introduction to the information available. There are some results from other studies that are somewhat more current, and these are referred later on.      

Rural health Care Facilities in the West Bank

Clinics

A survey carried out by HDIP showed that the total number of 523 clinics are supervised by various authorities in rural area of the West Bank. 146 Clinics are run by the government authorities located throughout the communities whose population is more than 5000 inhabitants.  There are also 51 primary health care posts located in Hebron, Jenin and Jericho disticts, particularly in  the villages lacking mother and child health care services.

UNRWA operates 20 chinics in the rural communities and 9 outreach posts with medical services once or twice a week.  It has been shown also in the study that 70 clinics administred by charitable societies which are licensed by Isreali military authorities, in addition to 132 clinics administerd by NGOs.  A large number of NGOs clinics were established to meet the increasing needs for medical services during the years of the Intifada.  About 45% of the population in the rural area have direct access to NGOs clinics.  There are also 149  clinics operated by  private sector in villages whose population is more than 5000 inhabitants .

Pharmacies 

There is a large number of medication dispensaries in the rural West Bank.  The study indicated that 436 pharmacy are located in the communities with a large size of population.

Midwives
Actually there are two types of midwives in the West Bank, traditional and registered medwives. In 1992, the total number of midwives was 273 distributed in 155 communities.

 Dental clinics   

At the time of the West Bank Rural PHC Survey there were 105 dental clinics located in 81 rural communities, comprising about half of the population. Of these, 67 dental clinics were run by private practitioners, 19 by charitable societies, 10 by NGOs and 9 by UNRWA. The government did not offer dental services to the rural population of  the RemainingWest Bank. Around 38 % of the dental clinics were located in communities with populations of more than 10,000 persons.

To summarize, the number of clinics in rural areas in the WB in 1992 was as follows:

Rural clinics in the WB 1992
  Government
146 

  UNRWA
  20    

  NGOs
132    

  Charitable
  75    

  Private
149    

Source:Barghouthi & Daibes 1993. Infrastructure and Health 

Services in the West Bank: Guidelines for Health Care Planning,

Survey of PHC Rural of West Bank,  HDIP.

Other medical services
The survey also recognized services as traditional bonesetters, health education, physiotherapy, rehabilitation and mobile medical teams. The number of rehabilitation centres in 1992 was 25, of which the government provided for 3, NGOs for 1, and charitable organizations for 21 centres.  

Urban Health Care Facilities in the West Bank

The Rural PHC Survey also provided data on the urban primary health care resources in the West Bank in 1992. They  were as follows. 

Clinics
In 1992 there were 85 non-private clinics located in the West Bank towns. The Government operated 26 clinics, UNRWA 3, NGOs 9 and charitable organizations 47 clinics. Of these, 13 clinics provided radiology services, 36 had laboratories and 47 had medication dispensaries. Furthermore, 39 clinics provided mother and child care, and 12 offered family planning services.

Maternity Homes

A total of 11 maternity homes were located in urban communities of the West Bank. Of these 3 were run by charitable societies and 8 were private. The total number of beds were 152.

Other medical services provided in the towns, number of units 1992 

Emergency and First Aid Services
            5 

  MCH Centres



7         Rehabilitation Centres

          25    

  Centres for the Blind
 

            4   

  Centres for the Deaf and Mute
  
5   

  Drug Rehabilitation Centres

            2   

  Geriatric Homes



8   

  Family Planning Centres


9     

Source: Barghouthi & Daibes 1993. Infrastructure and Health Services in the West Bank : Guidelines for  Healh Care planning, The West Bank PHC Survey, HDIP.

A more recent statistical information on the primary health care resources in the RWB is viewed below (IMOH 1994).
The annual report of IMOH, 1994 showed that there are 147 maternal and child health  centers, and 171 general clinics that provide health services throughout the districts.  Some clinics offer both preventive care services and curative care services, in some other cases they are offered seperately.  The PHA operates 72 health rooms in small villages located in Hebron, Jenin and Jericho districts, doctors and nurses in such centers provide services and consultations for patients twice a week.  This project was initially developed in 1985 in Hebron district in cooperation between IGHS and UNICEF, in 1992, it was extended to 7 villages in Jericho and 15 villages in Jenin districts.  Actually, services are free of charge for children aged (0-3) years, prenatal care for pregnant women, and for those patients with reportable infectious diseases (IMOH 1994).  

There are also many public agencies that provides primary services to the population in the WB and Gaza Strip such as NGOs, charitable societies, UNRWA and private institutions.  For example, UNRWA provides preventive and curative services to the refugees in 20 clinics and 9 outreach rural areas located in Hebron and Beit-Jala.  Other services are provided by charitable societies and NGOs clinics.  The degree of coopetation between the various providers varies, for example, the IGHS coordinates with UNRWA with regard to immunization programs, in some other areas of child health and high risk pregnancy care, and referral for hospital services (IMOH 1994).
Number of Primary and Specialty Ambulatory 

Care Centres in RWB 1993
  MCH
147

  Clinics
171

  Specialty clinics
  40

  Village Health Rooms
  72

Source: IMOH, 1994. Health in Judea, Samaria and Gaza, 1967-1994. 

Number of Rural Clinics in RWB 1992
  Government
147

  Government Village Health Rooms
51   

  UNRWA
20

  Non Governmental Organizations
131

  Charitable societies
73

  Private practice
152

  Total
574


Source: IMOH, 1994. Health in Judea, Samaria and Gaza, 1967-1994. 

The number of health care facilities for out-patient services operated by UNRWA in the West Bank at the end of 1993 is given in the following table. There were 34 Health units comprising various services (UNRWA 1993);

-  Health Centres: full range of preventive, curative and community health care


-  Health Points: the same service as health centres but on part-time basis


-  Mother and Child Health (MCH) clinics: preventive care only. 

The 15 dental clinics included some mobile dental units. UNRWA also operated a large number of special care clinics in the West Bank regarding diagnosing and treatment of diabetes and hypertension.

Number of health care facilities run by UNRWA in the West Bank 1993 

Health units
34

  Dental clinics
15

  Laboratories
17

  Specialist clinics
4

  Diabetes clinics
34

  Hypertension clinics
34

Source: UNRWA 1993.  The report of director of health.

The most recent study concerning the number of primary health care (PHC) clinics in the West Bank have been published by the Planning and Research Centre (PRC 1994). The data are distributed on district and supervising authority in the Annex table 5.5. In 1994 there was a total of 384 clinics with the following authorization:

PHC clinics in the WB by provider

1994  
  Public sector
176

  NGOs
176


  UNRWA
32


  Total
384

Source: PRC, 1994. The Palestinian Health Services in 

the West Bank and Gaza Stip, Facts and Figures.

Laboratories

The number of laboratories by district in the West Bank 1992 has been counted by the Arab College for Medical Professions at Al-Quds University (Al-Quds University 1993). A total of 120 laboratories were found, of which about 50 were private.   

Pharmacies 

In early 1994, there are 267 licensed pharmacies in the Remaining West Bank. These are distributed as follows; Ramallah 49, Hebron 48, Bethlehem 32, Nablus 61, Jenin 29, Tulkareem 43 and Jericho 5. The supply of pharmaceuticals has been reviewed by UNICEF (1993).

Ambulances

The number of ambulances in the Remaining West Bank in 1993 has been shown by the Israeli  sources in a statistical report (IMOH 1994). A total number of 56 ambulances was recognized in 1993. Most of them were provided by the Red Crescent Society.

Number of ambulances in the RWB by 

provider 1993
  Government hospitals
  8

  Non-Government hospitals
  2

  Red Crescent Society
21

  Municipal
12

  Patient Friends Society
  6

  UNRWA
  7

  Total
56

Source: IMOH, 1994.  Health in Judea, Samaria and Gaza 1967-1994. 

Comments:  Several statistical reports have presented the number of clinics in the West Bank, and the differences between the published data are in some way substantial. This can be referred to various reasons, as for instance difficulties in obtaining comparable data from all the operators, and especially the private sector. One must also keep in mind, that there is no precise definition of the various types of primary health care units. Some of them are small considering the staff and weekly operating time. Nevertheless, they might be regarded as “clinics” by the responsible operator but not by another independent investigator of the health care sector.

Considering the way the primary health care sector is financed, i.e. to a large extent by funds only available at one year a time, there might also be quite a large variability considering the number of operating units from one year to another.

One way to improve the information on current primary health care facilities could be, to connect an authorization by the Palestinian Health Authority for health care performances (public and private) in the OPT to an annual reporting from the authorized providers of health care. A standardized reporting system could be set up with an obligation to give basic information once a year. Additionally, information to the authorities would be compulsory when a substantial change occur in the performances during the year, e.g. closing down of a unit. Current data with  high quality could thus be available at a central level.

5-2-3  Secondary Health Care Units

Hospitals
In 1993 there were 20 hospitals operating in the West Bank (PRC 1994). The providers of these hospitals and the number of beds are shown in the table below. The number of beds corresponds to 1.11 bed per 1,000 population. The public sector provides 49.7 % of the total number of hospital beds. One can also see that the NGOs provide about the same number of beds.

Further information about hospitals in the West Bank is available in Annex tables 5.13 - 5.15. 

Hospitals and beds in the WB 1993
Type 
Provider
Hospitals
Beds

General
Public sector
  8
   654


NGOs
  6
   679


UNRWA
  1
     43

Total

15
1,376  

Specialized
NGOs
  4
   263

Psychiatric
Public sector
  1
   320

Grand Total

20
1,959

Source: PRC, 1994.  The Palestinian Health Services in the West Bank and Gaza Strip,

 Facts and figures. 

The Israeli Central Bureau of Statistics has been publishing annual data on the number of hospitals and hospital beds in the Remaining West Bank. A division is made on governmental and non-governmental responsibility. In the Annex table 5.16, there is a time series from 1973 to 1993.

From the latest available year (ICBS 1993) it is shown that 9 governmental hospitals were operating with a total of 1,004 beds. The corresponding figures for the non-governmental hospitals was 8 hospitals with 414 beds. These figures for the public sector correspond well to the PRC-data. However, there was a strong underreporting of the NGOs sector. The PRC reported 10 NGOs hospitals (+ 1 UNRWA) with altogether 985 beds available. The figure from ICBS was only 414 beds. 

The time series reveals that the available number of hospital beds has not increased during the last two decades. This is a remarkable fact concerning the substantial population growth during the same period. The total number of hospital beds per 1,000 population in 1993 (using the PCBS population estimates - “medium series”) was only 1.1.

Comments: Statistics on the number of hospitals and (especially) hospital beds and the relation to population number is an important part of the information on the health sector. It is also fairly easy to collect annual data on this issue. From the related sources above it can be seen that the consistency of data on the public sector and non-governmental sector is high.

5-3  Health Care Resources in Gaza Strip

5-3-1  Health Personnel
A review by the Planning and Research Institute (PRC 1994) gives the latest figures of the primary health care personnel in Gaza Strip in 1994. The information relates to the three providers; Public Sector (now operated by the Palestinian Health Authority), UNRWA and NGOs. The total number of physicians was 255 of which 182 were general practitioners (GP) and 73 specialists. The number of dentists and nurses were 39 and 428, respectively.  In table 5.17 in the Annex, the personnel is distributed by supervising authority and district in Gaza Strip.

Personnel in PHC clinics in Gaza Strip

1994
Physicians (GP and Spec.)
255

Dentists
39

Nurses
428

Midwives
31

Para-Medical
196

Total
949

Source: PRC, 1994. The Palestinian Health Services in the West 

Bank and Gaza Strip, Facts and Figures.

The PRC 1994 makes the conclusion that there is “an adequate number of doctors, nurses and dentists available to ensure PHC services in Gaza Strip. However, the actual working time for some categories of  health personnel is known to be less than full-time. Moreover, training and performances of personnel are, in many cases, less than adequate.”

 In a previous report (PRC 1994) figures on the personnel in the PHC in 1992 also included the “administrative and other personnel”. The number was 395 persons corresponding to almost 30 % of the total staff, (see the Annex table 5.18). 

It should also be mentioned that the PRC figures concerning UNRWA do not include personnel engaged in environment health services.

According to the annual UNRWA-report 1993, there were 748 persons working at the regular health programme in Gaza Strip as at 31 December 1993. Of these, there were 47 doctors, 10 dentists and 152 nurses. About 45 percent of all personnel were engaged in environmental health services. Another 114 persons were employed for extraordinary measures and extended programs (UNRWA 1993). 

In the Annex table 5.9 there are additional figures on the UNRWA-personnel 1989-1993.

Personnel in UNRWA Regular Programme in 

Gaza Strip 1993

Doctors
47

Dentists
10

Pharmacists
2

Nurses
152

Para-medical staff
52

Admin./Clerical/Other categories
135

Environmental health services
339

Nutrition and supplementary feeding
11

Total area staff
748

Source: UNRWA, 1993.  Annual Report of the Department of Health.

According to PRC, there were 52 dentists working in Gaza Strip in 1994. More than 50 % of the dentists were employed by NGOs. Further information is given in Annex table 5.19.  

A report from the Planning and Research Centre (PRC 1994) gives the following number of personnel in hospital care in Gaza Strip in 1993. In the Annex tables 5.6 - 5.8 a more detailed information is given, with distribution on the supervising authorities, i.e. the Public Sector, UNRWA and NGOs.

Personnel in hospitals by profession in Gaza Strip 1993

Profession
General 

hospitals
Specialized hospitals
Psychiatric hospital

Physicians (Specialists)
  139
  23
  1

Physicians (Residents)
    95
  18
  3

Nurses
  497
  67
16

Para-Medicals
    93
  11
  4

Administrative/Auxiliary
  307
  66
14

Total
1131
185
38

Source: PRC, 1994. The Palestinian Health Services in the West Bank and Gaza Strip. Facts and Figures. 
The number of nurses employed in Gaza in 1990 was shown in a report especially focusing on the area of nursing (Ayed 1991). There was a total of 791 nurses, of whom 505 worked in hospitals and 286 in the Primary Health Care. About 26 % of the nurses were registered and 67 % were practical nurses, the rest were midwives.    

5-3-2  Primary Health Care Units
In Gaza Strip, the public (PHA) primary care services are organized in 5 public health districts, each headed by a senior medical officer, a senior nurse, a senior pharmacist and a sanitarian. This team is responsible for public health in the district. According to late Israeli sources (IMOH 1994), the service operates 29 Community Health Centres providing both preventive and treatment services, including provision of prescription drugs. Services are free for children between 0-3 years of age, as well as for prenatal care and for diagnosis and treatment of communicable diseases.

All the 29 community health centres include both preventive and curative health services. Twenty of these health centres in Gaza Strip provide prenatal and postnatal care; three of the centres have delivery rooms. One clinic is specialized in driver safety testing.

UNRWA operates 9 health centres providing primary health care, including maternal and child health, preventive and curative services mainly to residents of the refugee settlements in the area. Maternity-delivery services are provided in 6 of the UNRWA centres.

Previous cooperation between the IGHS and UNRWA services in immunization programs has included coordination of immunization policy. The IGHS supplied vaccines such as IPV, MMR, measles and Hepatitis B for the UNRWA serviced population. Cooperation in other fields, such as hospital care have been well established for many years, and arrangements have been made to register chronically ill UNRWA-beneficiaries in the IGHS health insurance program. 

Other NGOs operate 8 primary care centres in Gaza Strip. The Patient´s Friends Society operates 2 policlinics, both well equipped. A private clinic/hospital is providing orthopedical surgical services.

Two High Risk Pregnancy referral centres is operating in cooperation between UNRWA and the PHA, including diagnostic and laboratory facilities. These are open to referral from all health care providers in the area, and have direct access to urgent hospital care as needed.  

The latest number of primary health care (PHC) clinics in Gaza Strip in 1994 were published by The Planning and Research Centre (PRC 1994). The data are distributed on district and supervising authority. A total of 70 clinics were recognized with the authorization according to the table below. 

Further data, i.e. the clinics distributed by supervising authority and district, are available in the Annex table 5.20.  

PHC clinics in Gaza Strip by provider

1994

  NGOs
32

  Public sector
29

  UNRWA
9

  Total
70

Source: PRC, 1994.  The Palestinian Health Services

in the West Bank and Gaza Strip, Facts and Figures.

UNRWA is a main provider of health care facilities for the population in the Gaza Strip. In 1993 they operated 17 health units with preventive and curative care, 5 specialist clinics and 10 dental clinics (including mobile units), as can be seen in the following table (UNRWA 1993). The health units comprise:

-  Health Centres: full range of preventive, curative and community

                                 health care.          


-  Health Points: the same service as health centres but on part-   time   

                                 basis.   


-  Mother and Child Health (MCH) clinics: preventive care only. 

Number of health care facilities run 

by UNRWA in Gaza Strip 1993

  Health units
17

  Dental clinics
10

  Laboratories
8

  Specialist clinics
5

  Diabetes clinics
9

  Hypertension clinics
9

Source: UNRWA, 1993.  Annual Report of the Department of Health.

Ambulances

The total number of ambulances in 1993 in Gaza Strip was 43 (IMOH 1994). The providers are shown in the following table.

Number of ambulances in Gaza Strip by provider1993

  Government hospitals
12

  Non-Government hospitals
  3

  Red Crescent Society
  5

  UNRWA
10

  Benevolent Society
13

  Total
43

Source: IMOH, 1994. Health in Judea, Samaria and Gaza 1967-1994.

5-3-3
Secondary Health Care Units

Hospitals
In 1993 there were 6 hospitals available in Gaza Strip (PRC 1994). The providers of these hospitals and the number of beds are shown below. The number of beds corresponds to 1.09 bed per 1,000 population. The public sector provides more than 90 % of the total number of hospital beds. Further information about hospitals in Gaza Strip is available in Annex tables 5.13- 5.15. 

Hospitals and beds in Gaza Strip 1993
Type 
Provider
Hospitals
Beds

General
Public sector
2
592


NGOs
1
  80

Total

3
672

Specialized
Public sector
2
140

Psychiatric
Public sector
1
  34

Grand Total

6
846

Source: PRC, 1994. The Palestinian Health Services in the West Bank and Gaza Strip, Facts and figures.

The number of hospitals and beds has also been reported by the Israeli Central Bureau of Statistics in annual reports. In the Annex table 5.21 there is a time series for the last two decades.

From the latest available year (ICBS 1993) it is shown that 5 governmental hospitals were operating in Gaza Strip with a total of 877 beds. The corresponding figures for the non-governmental hospitals was one hospital with 80 beds. 

The time series shows that the number of hospital beds has not increased during the last two decades. In fact, there were more hospital beds in the middle of the 1970s than at present. The total number of hospital beds per 1,000 population in 1993 (using the PCBS population estimates - “Medium series”) was 1.2.

In addition to the information above it can be noted that in 1993 there were 50 beds available in one general hospital for refugees in the Gaza Strip by contract between UNRWA and the hospital department. UNRWA also ran 6 maternity units with 60 beds who served about 7 700 patients during 1993 (UNRWA 1993).
In 1993, construction started of a 232-bed hospital in Gaza. It will be one of UNRWA´s major contributions towards improving health infrastructure in the Gaza Strip.

Comments: The number of hospitals provided by the Israeli source is similar to that of  PRC. The number of hospital beds in the Israeli source is just a little higher than that found in the PRC source (877 vs. 846).

CHAPTER SIX

HEALTH CARE PERFORMANCES

6-1  Introduction

The Health care performances are considered the complementary part of the health services beside the health care resources.  The availability of statistics on health care performances in both primary and secondary services provide us with clear picture on services offered to the inhabitants in the OPT, and show the adequacy of these services. The production of statistics on health performance was only by Civil Administration, UNRWA, and IMOH which are summarised in their annual reports.  The health care performances concentrated on primanry healh care as well as secondary health care in the OPT including visits and consultations to various health institutions, in addition to hospitalization, admissions and surgical operations.

6-2  Health Care Performances in the West Bank

6-2-1  Primary Health Care

Visits to Out-Patient and General Clinics

Governmental Clinics

The Civil Administration has reported annual figures on visits to governmental out-patient clinics located within hospitals in the RWB for several years. In 1993 the registered number of visits was more than 146,000 (note that this number is not referring to patients). Every patient can contribute to one or more visits a year (CIVAD 1993). There are figures on the visits for each year by hospital in the RWB. In the Annex table 6.1 a time series for 1988 to 1993 is shown.

Visits to out-patient clinics in the RWB 1988-1993
1988
 1989
1990
1991
1992
1993

85,319
83,189
93,573
100,278
123,024
146,701

Source: CIVAD, Statistical Report Health Services, Judaea and Samaria,Various years.

UNRWA Clinics

In the West Bank, there were about 492,000 registered refugees in 1993. UNRWA provided more than 708,000 medical consultations to these people and more than 200,000 other services, such as injections and dental consultations (UNRWA 1993). In the table below it is shown that as much as 135,000 of these were registered as first visits. Whether this is according to a first visit during the year or for the specific disorder is not mentioned.   

Performance of UNRWA out-patient services in the WB 1993
Medical consulta-

tions
thereof 

 First           Repeat 

 visits            visits
Other

services
thereof

 Injections   Dressings
Dental consulta-

tions

708,549
135,058
573,491
160,146
60,301
99,845
48,670

Source: UNRWA, 1993. Annual Report of the Department of Health.

The average number of attendances at UNRWA health units during 1993 was 274 per 1,000 registered population for first visit to medical consultation and 1,165 per 1,000 registered population for repeat visit to medical consultation.


The number of dental consultations provided by UNRWA corresponded to 10 percent of the population in the West Bank. However, a certain amount of the number were repeat visits. A time series for the visits to UNRWA services during the period 1985 to 1993 is available in the Annex table 6.2.

NGOs  and Private Clinics

A large number of  NGOs and private clinics are involved in PHC provision in the  West Bank as in Gaza Strip. Data from their performances is however not available as a total statistics. The extent of patient´s visits to these clinics can only be estimated from more or less limited studies. One source presenting data on consultations at various clinic categories, including NGOs and private, is a report from UNICEF (UNICEF 1992). It refers to two surveys on rural health services performed in 1990 in the Jenin and Tulkarm districts. Both studies estimated the average number of consultations per month in the different clinic categories. The results are shown in the table below.  

Total average consultations per month, by type of clinic 1990

Jenin

         No.                   %                  
Tulkarm        

        No.                    %                  

  Government
  5,250
  29
  7,165
  36

  UNRWA
  2,150
  12
  7,140
  35

  NGOs
  6,390
  36
  4,158
  21

  Private
  4,410
  25
  1,700
    8

  Total
18,200
100
20,163
100

Source: UNICEF, 1992.  The Situation of Palestinian Children in the West Bank and Gaza Strip. 
The report concludes that “measured by both number of centres and by workload, NGOs clinics make a substantial contribution to overall PHC provision in the areas. The patterns are likely to be similar elsewhere in the West Bank.”

For private clinics this also seems to be the case in at least the Jenin district.

MCH-care
The Civil Administration also has published figures on the number of visits to governmental mother and child health care centres in the same source as included above. For example, in 1993 there was a total of around 268,000 visits to the centres in the RWB (CIVAD 1993). The data are available by district in the RWB also for previous years, (see Annex table 6.3).

Visits to MCH care centres in the RWB 1988-1993
1988
 1989
1990
1991
1992
1993

188,318
206,006
223,109
251,074
245,228
267,683

Source: CIVAD, Statistical Report, Health Services, Judea and Samaria,Various years. 

The statistics also give a picture of the amount of examinations by physicians, and number of first or repeated visits for the mother and the child. In 1993, there were a total of almost 10,000 first visits and 38,500 repeated visits in the RWB (CIVAD 1993). In the Annex table 6.4 there are further data available, also by district in the RWB. 

Maternal and child health care is one of the major parts in the health protection programme for Palestinian refugees carried out by UNRWA. Ante-natal and post-natal contacts with the MCH services were important occasions to counsel and advise pregnant women and nursing mothers on specific health problems.

In 1993, there were some 11,400 pregnant women under supervision by UNRWA in the West Bank. The natal care reported about 10,700 deliveries in this area. In the West Bank a high proportion, 85 %, of the deliveries took place in camp maternities, hospitals or private clinics, as can be seen in table below (UNRWA 1993). 

Maternal health care by UNRWA in the WB 1993
  Ante-natal care


     Pregnant women under supervision
11 384

  Natal care


     Total deliveries reported
10 691

     Deliveries in % according to place:


        At home
       15

        At camp maternity
         1

        In hospital
       71

        At private clinics
       14

Source: UNRWA, 1993.  Annual Report of the Department of Health.

UNRWA´s monitoring of children is carried out on a monthly basis for those below one year, bimonthly for age group one to below two years, and trimonthly for age group two-three years. In 1993 the total number of children under UNRWA supervision was about 33,300 in the West Bank. Preventive services provided to children included vaccination, early detection of morbidity, growth monitoring, referral and treatment. Children are also screened for detection of anaemia (UNRWA 1993).
Diabetes Care
In the West Bank there were 3,910 patients registered at UNRWA diabetes clinics at the end of 1993. This gives a prevalence rate of about 795 per 100,000 population. During the year 1993 the number of patients increased by about 5 percent as to the previous year (UNRWA 1993).
Immunization
The Civil Administration has published annual statistics on the immunization and vaccinations performed in the RWB. For 1993 there is data on Triple (DPT), Hepatitis B, MMR, and Polio vaccinations distributed by order of vaccination and for each district in the RWB (CIVAD 1993), (see Annex table 6.5). 

The Israeli Ministry of Health also makes an overview of the immunization coverage in the RWB in a summarizing report concerning the OPT (IMOH 1994).
In table 6.6 in the Annex there are also figures from UNRWA on the number of infants who completed full primary series of vaccination during 1993. The service was carried out in the MCH clinics and the coverage rate was 96 % or more among the registered infants in the West Bank.

School Health Services
UNRWA also provides health services in the schools in the WB. Data on the number of students concerned are available in the annual UNRWA reports.

6-2-2  Secondary Health Care
Hospital Care

A substantial amount of measures and indicators from governmental and non-governmental hospital care have been published annually by the Civil Administration in the Statistical Report. The data hav been collected from hospitals on a monthly basis and later summarized to year figures (CIVAD various years). In the Annex, there are tables on the hospital performances for the period 1972-1993. 

An overview of selected indicators from the hospital care is presented in these annual reports but also (emanating from the same initial sources) in a summary report from the Ministry of Health. Some data concerning 1993 from this report are given below ( IMOH 1994). A short time series table for the years 1989-1993 is shown in the Annex table 6.7.

Selected indicators from hospital care* in the RWB 1993
  Admissions
  97,678

  Admissions per 1,000 population
         89

  Days of care**
304,967

  Days of care per 1,000 population
       277

  Average length of stay
       3.2

  Surgical operations
 24,667

  Occupancy rate (%)
        66

* Including governmental and non-governmental hospitals, private 

maternities and rehabilitation hospitals.

** Psychiatric hospitalization days are not included.

Source: IMOH, 1994. Health in Judea, Samaria and Gaza, 1967-1994.

The number of hospitalized patients and discharged patients in the RWB during 1972-1993 according to Israeli sources are given in the Annex table 6.8. For 1993 the number of hospitalized patients were around 68,800 in the governmental hospitals and  about 26,200 in the non- governmental hospitals. The number of discharged patients were by natural reasons about the same as the hospitalized, due to the fact of a nearly fixed number of beds during the year (ICBS 1993).
The number of hospitalization days are one indicator from the same sources as indicated above. Time series for the period 1972-1993 are shown in the Annex table 6.9. In 1993 there was a total of 419,000 hospitalization days (including psychiatric care) reported by the Israeli source. Of these days, 298,000 referred to governmental hospitals and 121,000 to non-governmental hospitals including UNRWA (ICBS 1993).
 If you compare the number of hospitalization days between the ICBS and the PRC data for 1993 (given in the Annex tables), you will find a slight difference. The Israeli figures show a total of 105,000 hospitalization days for non- governmental hospitals (excluding UNRWA) in the RWB as compared to 116,188 days in the PRC report.

The number of surgical operations in the RWB hospitals is also gathered in the above mentioned Israeli statistical system. That means one must be aware of an underestimation concerning the non-governmental performances. A time series for the years 1982-1993 is presented in Annex table 6.10. The 1993 year data indicates a total number of about 24,500 operations (ICBS 1993). 

A PRC report 1994, shows hospital statistics for the West Bank concerning admissions, hospitalization days, average length of stay and occupancy rate. The data are distributed on type of hospital (general, specialized and psychiatric) and supervising authority. Below, some figures are given on the performance during 1993. Observe that admissions do not refer to persons net, but is based on registration every time a patient is taken in at the hospital. That means that one person may contribute to more than one admission a year. Note also that the average length of stay is very typical, with the highest figure for psychiatric hospitals. In the Annex tables 5.13 - 5.15, there is further information concerning also the providers of the hospital care.  

Number of admissions, hospitalization days and average length of hospitals in stay in the WB, by type of hospital 1993
 Type of hospital
Admissions
Hospitalization days
Average length of stay

 General
114,814
378,402
3.3

 Specialized
12,278
83,835
6.8

 Psychiatric
525
117,752
 244.3

Source: PRC, 1994. The Palestinian Health Services in the West Bank and Gaza Strip,

Facts and figures.

Hospital Care in East Jerusalem
In a statistical yearbook of Jerusalem 1992 (Jerusalem Institute for Israeli Studies) there are data on the performances of hospitals in East Jerusalem. Data for each hospital on hospital beds, admissions, discharges, hospitalization days and other items were made available (see Annex table 6.11).

Another source that gives data on the NGOs hospital performances in East Jerusalem is published by PRC (1993). Data are available for each hospital (see Annex table 6.12). 

Utilization indicators of NGOs hospitals in East Jerusalem 1992
  Hospital
No.of admissions
Av. duration of stay 
Hospitali-

zation days
Bed occu-

pancy  %

  Makassed
14,351
5
71,755
78.6

  Augusta Victoria
12,074
3.6
43,466
85.6

  St. Joseph
  2,743
5.6
15,360
57.6

  St. John/Ophthalmic
  4,537
4.6
20,900
69.7

Source: PRC, 1993. Facts and Figures on Palestinians Health Services.

UNRWA

In 1993 there were beds available in hospitals for refugees in the West Bank by agreement between UNRWA and both general NGOs and governmental hospitals. A total of about 16,400 patients were admitted and almost 69,700 patients days were consumed that year. The average daily bed occupancy was 90.9 percent and the average stay was 4.3 days. In addition almost 500 patients were assisted by UNRWA reimbursement schemes. UNRWA also ran a small maternity unit with 3 beds who served about 100 patients during 1993 (UNRWA 1993).
Blood Banks Activities
Connected to government hospitals in the RWB there are blood banks whose performances have been related in the annual statistical reports from the Civil Administration. The figures concern number of donors, of doses taken, of doses issued, and number of examinations on blood samples (CIVAD 1993). In Annex table 6.13 there is information for the years 1985 and 1993, by district in the RWB. 

6-3  Health Care Performance in Gaza Strip

6-3-1  Primary Health Care

Clinics
The Israeli Ministry of Health has published data on the governmental primary health care performances in Gaza Strip within annual reports concerning the OPT. The information refers to activities in MCH centres and clinics (IMOH 1994). A comprehensive table showing the performances for the period 1988-1993 is availabl

in the Annex, table 6.14 (IMOH 1994). 

Primary health care performances (selected) at government 

clinics in Gaza Strip 1993

  Clinics visits, of which
773,476

      General practitioner visits
682,226

      Dermatologist visits
  46,914

      Internist visits
  15,952

      Other visits
  28,384

Source: IMOH, 1994. Health in Judea, Samaria and Gaza, 1967-1994.

In Gaza Strip there were about 625,000 registered refugees in 1993. UNRWA provided almost 1.2 million medical consultations to these people and more than 870,000 other services, such as injections and dental consultations (UNRWA 1993).
Performances of UNRWA out-patient services in Gaza Strip 1993

Medical consulta-

tions
thereof 

 First            Repeat 

 visits            visits
Other

services
thereof

 Injections     Dressings
Dental consulta-

tions

1190,699
249,432
941,267
799,036
550,181
248,855
73,586

Source: UNRWA, 1993.  Annual Report of the Department of Health.
The number of visits (first or repeat) for medical consultation at UNRWA health units during 1993 was about 1,900 per 1,000 population (UNRWA 1993).
The number of dental consultations provided by UNRWA corresponded to 12 percent of the population in the Gaza Strip. However, a certain amount of the number were repeat visits (UNRWA 1993). A time series on the attendances at general UNRWA clinics for the years 1985-1993 is available in the Annex table 6.2.

MCH-Care
Data on governmental MCH performances in Gaza Strip from the Israeli Ministry of Health shows more than 735,000 visits during 1993 (see below). A comprehensive table on the performances for the period 1988-1993 is available in the Annex table 6.14 (IMOH 1993). 
Primary health care performances (selected) at government 

MCH centres in Gaza Strip 1993
  MCH Centres visits, of which
735,730

      New babies
  17,892

      Vaccinations (Children 0-3 years)
  90,666

      Healthy infants seen by pediatrician
  15,215

      Visits to pediatrician
560,173

      Pregnant women´s prenatal visits 
  51,784

Source: IMOH, 1994. Health in Judea, Samaria and Gaza, 1967-1994.

Maternal and child health care is one of the major parts in the health protection programme for Palestinian refugees carried out by UNRWA. Ante-natal and post-natal contacts with the MCH services were important occasions to counsel and advise pregnant women and nursing mothers on specific health problems. In 1993, there were about 29,600 pregnant women under supervision by UNRWA in Gaza Strip. The natal care reported 24,800 deliveries. In the Gaza Strip a very high proportion, 92 %, of the deliveries took place in camp maternities, hospitals or private clinics, as can be seen in the table below (UNRWA 1993). 

UNRWA´s monitoring of children is carried out on a monthly basis for those below one year, bimonthly for age group one to below two years, and trimonthly for age group two-three years. In 1993, the total number of children under UNRWA supervision was about 77,800 in Gaza Strip. Preventive services provided to children included vaccination, early detection of morbidity, growth monitoring, referral and treatment. Children are also screened for detection of anaemia (UNRWA 1993).

Maternal health care by UNRWA in Gaza Strip 1993 
  Ante-natal care


     Pregnant women under supervision
29,568

  Natal care


     Total deliveries reported
24,815

     Deliveries in % according to place:


        At home
         8

        At camp maternity
       31

        In hospital
       30

        At private clinics
       31

Source: UNRWA, 1993. Annual Report of the Department of Health.

Immunization
Information on immunization status in Gaza Strip has been referred by IMOH  (IMOH 1994). In table 6.6 in the Annex there are figures from UNRWA on the number of infants who completed full primary series of vaccination during 1993. The service was carried out in the MCH clinics and the coverage rate was 90 % or more among the registered infants in the Gaza Strip (UNRWA 1993).
School Health Services
UNRWA also provides health services in the schools in Gaza Strip. Data on the number of students concerned are available in the annual UNRWA reports.

6-3-2  Secondary Health Care
Hospital Care

Data on hospitalized patients and discharged patients in Gaza Strip are published by the Israeli Central Bureau of Statistics. In the Annex table 6.15 figures are available for the period 1973-1993. Viewing the most recent year (1993), it shows that about 93,900 patients were hospitalized in government hospitals. The corresponding figure for the non- governmental hospital was 7,400 patients (ICBS 1993).
The number of hospitalization days is one indicator from the same source as above. Time series (however incomplete) for the period 1982-1993 are presented in the Annex table 6.16. In 1993 there was a total of 342,000 hospitalization days reported by the Israeli source. Of this, 319,000 referred to governmental hospitals and 23,000 to the non-governmental hospital (ICBS 1993).

The number of surgical operations in Gaza Strip hospitals is also gathered in the above related Israeli statistical system. Time series for the years 1982-1993 is presented in Annex table 6.17. The 1993 year data indicates a total number of about 30,800 operations (ICBS 1993). 

A PRC report (1994) shows hospital statistics for Gaza Strip concerning admissions, hospitalization days, average length of stay and occupancy rate. The data are distributed on type of hospital (general, specialized and psychiatric) and supervising authority. Below, some figures are given on the performance during 1993. Observe that admissions do not refer to persons net, but is based on a registration every time a patient in taken in at the hospital. That means that one person may contribute to more than one admission a year. Note also that the average length of stay is very typical, with the highest figure for psychiatric hospitals ( PRC 1994). In the Annex tables 5.13 - 5.15 there is further information concerning also the providers of the hospital care.  

Number of admissions, hospitalization days and average length of stay in hospitals in Gaza Strip, by type of hospital 1993
 Type of hospital
Admissions
Hospitalization days
Average length of stay

 General
51,572
189,121
  3.6

 Specialized
  9,875
  35,742
  3.6

 Psychiatric
     507
    8,517
16.8

Source: PRC, 1994. The Palestinian Health Services in the West Bank and Gaza Strip,
Facts and figures.
UNRWA
In addition to the information above it can be noted that in 1993 there were beds available in one general hospital for refugees in the Gaza Strip by contract between UNRWA and the hospital department. A total of about 4,100 patients were admitted and almost 18,200 patients days were consumed that year. The average daily bed occupancy was as high as 99.6 percent and the average stay was 4.4 days. In addition more than 2,700 patients were assisted through UNRWA reimbursement schemes. UNRWA also ran 6 maternity units with 60 beds who served about 7,700 patients during 1993 (UNRWA 1993).
CHAPTER SEVEN

HEALTH CONDITIONS/ ILLNESS 

AMONG THE POPULATION

7-1  A Brief Overview

“In spite of serious data problems, a fairly broad consensus exists regarding the general outlines of health conditions in Gaza Strip and in the West Bank. Life expectancy, infant mortality and patterns of morbidity in the OPT are believed to be fairly typical of lower-middle income, developing countries. The infant mortality rate is 40-45 infant deaths per thousand live births, and life expectancy at birth is 65-66 years (World Bank 1993).” The communicable diseases of childhood -- mumps, whooping cough, tetanus, measles and polio -- have largely been overcome by a successful child immunization program. Gastrointestinal and respiratory infections remain major problems only in Gaza Strip. High rates of respiratory and skin infections continue to be reported by residents of refugee camps due to residential crowding and poor environmental sanitation. Food supplies are adequate in quantity and fairly well distributed. The customary diet is rich in proteins and fibre and low in animal products, but it is deficient in some micronutrients, most notably iron. Moderate and severe malnutrition are virtually unknown. The West Bank reports rates of cardiovascular disease, hypertension, diabetes and cancer characteristic of industrial countries. Nonetheless, many residents of the OPT are dissatisfied with the quality and accessibility of health services. The dissatisfaction is based primarily on observations of very large differences between the range and quality of services available in the OPT and in Israel.  

7-2  Health Status in the OPT
General Morbidity

In a survey of living conditions in the OPT (Heiberg & and Ovensen 1993) the health status was assessed using measures of “perceived illness”. The study indicated that 30% claimed having experienced illness or injury during the last month. Of these who had been ill, about 80% had been prevented from carrying out their normal duties, and 30% had suffered from a prolonged illness or handicap. It is worthy note that Gaza residents had a lower rate of perceived illness than both residents in the Remaining West Bank and Jerusalem. This made the study to put forward the hypothesis that “Gaza inhabitants might have higher threshold for considering being ill” (Giacaman, Stolenberg and Weisth 1993). While studies of “perceived illness” are difficult to interpret, and of limited value for comparison between countries, it is worthy note that of those reported having been ill, 99% had used some kind of medical consultation, and about 90% had seen a doctor, indicating that health services are readily available (No assessment was made of the perceived quality of these services).

It is beyond the scope of this status report to examine all available primary studies that have been performed during the last decades to describe health conditions in the OPT. However, there are reports that make an overview of important findings in this respect. One of these was prepared for the United Nations Conference on Trade and Development (Giacaman 1993). This report can be recommended for further studies.  

Health Status Among Registered Refugees

In an UNRWA report (UNRWA 1993) it is put foreward that the epidemiological morbidity and mortality pattern of the Palestine refugees today resembles that of many populations whose health status is in transition from a developing to a developed stage. As such, it has much in common with both.

On the one hand, communicable diseases preventable by immunization and malnutrition are problems of the past. Morbidity from non-communicable diseases, often associated with life style, such as diabetes mellitus, cardiovascular diseases and cancer are on the increase. On the other hand, birth rates among the refugee population are still high and birth intervals are short. Communicable diseases transmitted through the environment, such as diarrhoea and intestinal parasites are highly prevalent, and more than 50 percent of pre-school children and women of reproductive age are anaemic (UNRWA 1993). Services for fertility regulation and mental health are very limited and as such, largely ineffective. The provision of secondary health care, especially in Gaza Strip, is extremely inadequate and the environmental health conditions in refugee camps in Gaza Strip and in the West Bank are very poor.

Health Consequences of the Occupation

Physical Injuries
The OPT is a region involved in a “low-intense warfare” since the outbreak of the Intifada in 1987 as well as a region subject to a prolonged and sophisticated repression. Both aspects can be expected to create specific patterns of health effects.

Since the beginning of the Intifada, at least 100,000 have been injured by army violence, leaving more than 1,000 dead (UNRWA 1993). About 10 % of the injured requires hospitalization, while more than 1,500 have been left with permanent disabilities. Children under 15 are common victims of the army violence, and account for an estimated third of the injured, and a slightly lower ratio of dead (UNICEF 1992).
In the annual report from (UNRWA 1993) figures are given on fatalities and casualties in Gaza Strip and West Bank as related to the Intifada. As can be seen from the table below, the number of fatalities in Gaza Strip 1993 was higher than in any previous year, while in the West Bank fatalities declined from their 1992 level. The number of injuries was in 1993 still on a substantial level in Gaza Strip.

Casualties in the Occupied Territory* 1988-1993

West Bank
Gaza Strip

Year
Injuries
Fatalities
Injuries
Fatalities

1988
4,719
292
12,730
106

1989
6,021
217
20,873
128

1990
3,515
127
16,214
  51

1991
1,754
  90
  6,331
  26

1992
   721
  88
  3,762
  59

1993
   357
  64
  3,894
133

* Notes:

1.These figures are those reported or known to UNRWA and should not be treated as  exhaustive. 

2.  The figures against "Fatalities" do not include killings of alleged collaborators.

3.  The 1988 figure includes casualties reported during December 1987.

Source: UNRWA, 1993.  Annual Report of the Department of Health.

Mental and Social Effects

Apart from the physical injuries, a very large proportion of the population are likely to be affected mentally and socially by the warfare and occupation. Studies have indicated the extensiveness of repression: A survey of 1,500 children in Gaza showed that 95% had been tear gassed; 97% had their house raided by army; and 11% detained (Sarraj 1993). The FAFO survey showed that over 30% had a family member detained (Giacaman et al. 1993) while a survey among teenagers in the West Bank concluded that 59 % of them had a family member who had been shot at, and 44% of them had been shot at themselves (Awad 1991).
The views of the mental aspects of the occupation is open for much controversy. The FAFO study noted that the surveyed Gaza population basically felt less ill, and had a more positive attitude towards life than the Remaining West Bank sample. Others have a very different view (Giacaman et al. 1993). A WHO study concluded that there was noticeable increase in mental disorder due to the crises (WHO 1992).
7-3  Infant/Child Morbidity and Mortality by Cause



The exact infant or child mortality rate for the RemainingWest Bank and Gaza Strip is not known. The Israeli Ministry of  Health (IMOH) have published annual figures for registered infant deaths per registered live births. However, the rate of non-reporting of infant deaths is not known.

In the table below there are the official reported infant mortality rates (IMR) for the period 1975-1993. IMR is defined as “Infant (0-12 months) deaths per 1,000 live births.”

Reported infant mortality rates in RWB and Gaza Strip Selected years

Area
1975
1980
1985
1990
1991
1992
1993

RWB
38.1
28.3
25.1
22.0
18.9
21.2
21.4

GS
69.3
43.0
33.4
26.1

32.1
31.9

Source: IMOH, Health in Judea , Samaria & Gaza, Various years.

Independent sources have concluded that the Israeli IMR figures for the Occupied Territory is a strong underestimation of the true situation. One reason can be the high proportion of births (25-30% according to IMOH) that still takes place at home, so that some early neonatal deaths are unreported (IMOH 1994). Further aspects on IMR is viewed in Chapter 4.

In the annual statistical reports from CIVAD the causes of reported infant deaths can be studied. For 1993, the most common causes of death among the diceased 417 infant males and 497 infant females in the RWB was as follows.

Main causes of death for infants, % of all reported deaths in the RWB

1993

   Cause of death (ICD9-codes)
Males
Females
Total

   Certain conditions originating in the prenatal period (760-779)
30.9
24.7
27.6

   Other diseases of the respiratory system (446, 480-519)
18.2
25.2
22.0

   Other bacterial diseases (020-041)
11.0
12.5
11.8

   Congenital anomalies (740-759)
10.1
13.1
11.7

   Other causes
29.7
24.5
26.9

Source: CIVAD, 1993. Statistical Report, Health Services, Judea and Samaria.

The child mortality rate (children 1-5 years) by cause of death are calculated by IMOH (IMOH 1994). For 1993 it shows that respiratory diseases was the most common cause of death, followed by accidents, see table below. In Annex table 7.1, there is a time series available for the period 1988-1993. The table indicates an increasing trend in the mortality, but registration artifacts can be involved. 

Child (1-5 years) mortality rate, per 10,000

population by cause in the RWB 1993

 Cause of death
1/10,000

 Respiratory diseases
      3.4

 Accidents
      3.2

 Congenital anomalies
      1.7

 Diarrhoea
      0.5

 All causes
    13.7

Source: IMOH, 1994. Health in Judea/Samaria and Gaza, 1967-1994.

UNRWA also publishes registered infant births and deaths concerning the registered refugee population. The reported infant mortality rate shows a steady decline (UNRWA 1993). Equally important was the indication that the relative contribution to the mortality from diarrhoea diseases has been declining in recent years, while acute respiratory infections remained constant at about 20 percent of the total infant deaths. A large proportion of the infant mortality continued to occur during the neo-natal period (first month of life) and was mainly attributed to congenital and prenatal causes.

The annual UNRWA-report for 1993 also present figures on the prevalence of growth retarded children below three years. In the West Bank the level varies between 0.5 to 1.7% of all children depending on age-group. The corresponding interval for children in Gaza Strip was 1.6 to 3.7%.

7-4  Communicable Diseases




General Considerations

Communicable diseases which are subject for general vaccination programmes are, according to Israeli and international organizations, negligible in the OPT. Diphtheria, pertussis, tetanus and polio have been almost completely eliminated (UNICEF 1992). UNRWA registered less than 1 cases for 100,000 population for meningitis, pertussis, scarlet fever, trachoma and paratyphoid fever for 1993 (UNRWA 1993). There has been no cases of polio since 1988 and WHO has declared the area “polio-free” (IMOH 1992). The control of these diseases is attributed to an effective immunization programme with near 100% coverage (see further below). Brucellosis, on the other hand, is endemic in the West Bank, while mumps, chicken-pox and dysentery are fairly common in both areas. Epidemic diseases such as infectious hepatitis, typhoid, paratyphoid and meningitis are still prevalent (UNRWA 1992) and (Barghouthi and Daibes 1993). HIV infection is not (yet) a problem in the OPT although a few cases have been discovered in the West Bank (Lindahl  1993).  

Statistics on communicable diseases have been published annually by CIVAD in the statistical report concerning the RWB. Data are available in a table referring the number of reported communicable diseases by type of disease, age and sex. For the year 1993 the following reported communicable diseases were the most common.

A time series table (1980-1993) with the total number of cases of the most common communicable diseases in the RWB is also included in the Annex table 7.2.

The most common communicable diseases in the RWB

Number of cases 1993
   Disease
Males
Females
Total

   Hepatitis A
1,112
847
1,959

   Chicken Pox

 
   626
532
1,158

   Rubella
   595
375
   970

   Measles
   246
283
   529

   Brucellosis
   166
200
   366

   Mumps
   174
135
   309

Source: CIVAD, 1993. Statistical Report, Health Services, Judea and Samaria.

UNRWA is committed to targets of polio eradication, elimination of tetanus and reduction of measles among the registered refugee population in the OPT. These goals are only attainable if surveillance is strengthened and supplemental vaccination schemes are adopted in the form of polio campaigns, mopping up operations and immediate outbreak responses. In the table below, the incidence rates in 1993 among registered refugees are given concerning communicable diseases. It shows e.g. that diarrhoea is very common among children below three years of age with more than 25% diseased in 1993 in Gaza Strip (UNRWA 1993).
Incidence rates for the most common communicable diseases 

among refugee population Per 100,000 population 1993
  Disease
West Bank
Gaza Strip

  Diarrhoea below 3 years
17,844
25,544

  Influenza

 
  4,888
  3,691

  Diarrhoea above 3 years
     895
  1,966

  Conjunctivitis
  1,822
  2,147

  Chickenpox
     899
  1,131

  Dysentery (amoebic and bacillary)
     291
  1,401

Source: UNRWA, 1993. Annual Report of the Department of Health.

For many communicable diseases, e.g. pertussis, leishmaniasis (cutaneous), diphteria and gonorrhoea, there were no cases reported to UNRWA in 1993. This fact can be due to true absence of the diseases among the refugee population, but may also to some extent be caused by incompleteness in diagnosing and reporting of cases.

Time series with incidence rates for selected communicable diseases in the WB and Gaza Strip are presented in the Annex, (see tables 7.3 and 7.4). 

Data on immunization activities is presented in Chapter 6.

AIDS Statistics

“AIDS (Acquired Immunodeficiency Syndrome) is a disease that breaks down a part of the body´s immune system, leaving a person vulnerable to a variety of unusual, life-threatening illnesses. It is caused by a virus, HIV (Human Immunodeficiency Virus). This virus may also affect the brain, causing a variety of neurologic problems”(Al-Quds University 1994). 

The occurrence of AIDS is gaining a major interest by the international society, since its world wide spreading and, as so far is recognized, its fatal impact. Statistics on the number of new cases is therefore vital both for national and global prevention programs.

In a report (Abdeen & Barghouthi 1994) on AIDS, there is a review of the latest available figures on the number of AIDS cases in the Palestinian population. The first year new cases appeared was in 1987 with 4 cases registered. In each of the following three years (1988-1990) 2 new cases were found. In 1991 and 1992 there were 5 and 8 new cases respectively. Altogether, including 1 case from 1993 (incomplete follow-up time), this makes 24 cases. Figures for 1993 and 1994 are still lacking, but it is reasonable to believe that the current number of AIDS cases will exceed the number above. Of the 24 cases, 15 was found in the West Bank, 6 in Jerusalem and 3 in Gaza Strip. The distribution of cases by sex and way of  transmission is shown in the Annex table 7.5.

Compared with international figures the level seems low. Diagnostic and registration factors may influence the possibility to get proper figures. On the other hand, social and cultural factors connected with the Muslim religion may influence the sexual behaviour among the population in the direction of a low risk of spreading of the disease. However, there would be an interest to continue and improve the registration of new AIDS-cases among the Palestinian population, and also to get an accurate registration of cases of positive HIV-antibody tests from blood-samples. 

7-5  Major Diseases in the Population
Introduction

There is no simple way to describe what are the main disorders among a population. In fact, the importance varies depending on what aspects that are studied. Some disorders, like upper respiratory diseases, are very common and affects most people sooner or later, and for many at least once a year. The negative effect on the health is most often of short duration for the individuals concerned. Taken together however, all cases can contribute to a large proportion of the consumption of the primary health care resources. It can also mean a loss of production for the society that is not insignificant. 

Another group of illnesses that contribute to a major part of disorders in many societies is hypertensive, cardiovascular and cerebrovascular diseases. These are highly related to aging and play a dominant role as causes of death.

The spreading, incidence and prevalence of different disorders can be estimated by studying various statistical sources. These are however often limited in number and describe a certain event related to the disorder, e.g. diagnosis at admission to hospital, at visits to primary health care unit or as a registered cause of death. Another source that is sometimes available are surveys performed especially or partly to describe health status among the population. This method is demanding on resources and time if the purpose is to gain data that will represent the whole population.

In this chapter the approach has been to refer important and current findings from available statistical sources, one by one, rather than to try to merge the results into a general view. 

Diagnoses at Visits to Clinics

Annual figures on diagnoses at visits to government clinics in the RWB have been published by CIVAD. The coding of diagnoses is based on the WHO ICD9-codes and refers to each district in the RWB. For 1993, the most common disorders at visits to the clinics is shown in the following table. 

A distribution on districts for the 20 most common disorders is included in Annex table 7.6 (CIVAD 1993). It must be observed that the statistics on diagnoses must be interpreted with great caution. The availibility of government clinics varies considerably between the districts. Also, the distribution of clinics provided by NGOs and the private sector, whose figures are not available, may influence the comparability between the districts. 

Thus, this statistical source gives a very rough idea of the disorders that make people search the primary health care. However, it may be used as one among other indicators on the most common health problems that are of concern for the population.  

The most common diagnoses at visits to government clinics in the RWB

1993

Diagnoses of disorder
Number
%

  Diseases of the upper respiratory tract
227,396
27.6

  Other diseases of the respiratory system
93,067
11.3

  Diseases of skin and subcutaneous tissue
67,441
   8.2

  Diseases of other parts of digestive system
66,367
    8.1

  Diseases of the musculosceletal system and 

  connective tissue
52,332
    6.4

  Others
316,612
  38.5

  Total
823,215
100 

Source: CIVAD, 1993. Statistical Report, Health Services, Judea and Samaria.
Causes of Death Statistics

One of the sources to describe the distribution of illnesses in the population that is widely used, is the cause of death registration, which is performed in a substantial number of countries. Even if some causes of death can be regarded as sudden, like fatal accidents, and hence not for a long time have been affecting life, most causes of death are related to various degrees and length of suffering for the individuals concerned. In this respect, causes of death may also reflects illnesses among the population and this factor is often one of the few statistical sources available for this purpose. 

However, there is a great uncertainty of the quality regarding the registered causes of death. The routine and technique used by physicians for statements of causes of death will have a major impact on the accuracy of the data. There are no quality studies available in this respect in the OPT. In general, it could be expected a better quality of data considering deceased patients at hospitals, where the patients history of illness and status are well known than for deceased persons which are examined in a summary way without access to accurate diagnostic tecnique or equipment.   

In the annual reports from the Israeli Civil Administration there are figures on the reported causes of death, by age and sex concerning the Remaining West Bank. In an IMOH report using the same source, the following causes of death (see table below) were the most common in 1993, expressed as crude mortality rates. Further data for the period 1988-1993 are presented in the Annex table 7.7.  

Crude mortality rate by selected causes of death,

per 100,000 population, all ages in the RWB 1993
 Cause of death
Per100,000

 Ischemic heart disease
  80.6

 Cerebrovascular disease
  76.0

 Malignant neoplasm
  38.9

 Hypertensive disease
  21.0

 Infectious disease
  16.3

 Trauma/accidents
  10.0

 Motor vehicle accidents
    7.5

 Others
239.7

 All causes
490.0

Source: IMOH, 1994. Health in Judea/Samaria and Gaza, 1967-1994.

Cancer Statistics
In 1994 the first monograph on cancer incidence in the OPT was published (Abdeen & Barghouthi 1994). It is based on cancer reports from all pathological laboratories and covers the period 1976 to 1992. The original broad purpose of the project was to study trends of cancer in hope it would lead to the establishment of an up-to-date, accurate and adequately detailed cancer registry as a management for the control of cancer among the Palestinian community of the West Bank and Gaza Strip.

Methodology used and limitations of data:

All cancer reports collected (approximately 8,300) were coded according to the 9th Revision of the International Classification of Diseases (ICD-9) and entered into the computer. Difficult reports were circulated among the coding staff and were discussed at regular meetings with the medical staff.

Some crucial remarks about the limitations of data are made in the report:

“1. Since there is no Palestinian Cancer Registry (PCR) which records every new reported cancer case, there is no way of knowing exactly how many new cases of cancer are diagnosed each year. 

2. Pathology reports also lacked some vital variables, namely: patient´s domicile, occupation and social status.

3.  Most retrieved cancer reports did not specify patient´s age by date of birth, while others (6 % of all records) did not have any information about age. 

4.  Accurate demographic data for the OPT are virtually impossible to obtain, as the most recent census was conducted in 1967. Since that time, all population data have been estimated.

5.  The relative five year survival rates could not be calculated since mortality data were not available. Survival rates are important since they provide the most direct indication of the severity of the cancer and the impact of cancer treatment. 

6. Cancer data were based on histopathological reports only because additional sources, as haematology reports were not considered since they did not include important variables like age, year of diagnosis etc”.

The authors of the report concludes that changes in any of the input data sources can affect the outcome, so that time trends in cancer incidence may be subject to artifacts related to changes in the problem with sources.   

Results:

-    The most common cancers among men are of bladder (8.4 % of all male       cancers), lung (4.7 %) and colorectum (4.7 %).

-  
The most frequent cancers among women are of breast (13,2 % of all female cancers), colorectum (3.9 %) and body of uterus (2.7 %). 

-  
The incidence of all cancers combined increased by an average of 2.4 % per year in males and 1.7 % per year in females between 1976 and 1990.

- 
The overall childhood age-adjusted cancer incidence have increased by an annual average of 3.1 % for the same period.

-
Since the mid 1980s, incidence rates for lung cancer in men has 
increased, likely reflecting the rise in tobacco consumption among men.

- 
Nearly 1 in 11 Palestinian males and 1 in 15 Palestinian females will develop some form of cancer (other than non-melanoma skin cancers which were not registered) during their lifetime (based on 1992 year data).

Remarks:

       The study is a pioneer work describing cancer illnesses among the Palestinian population. It is performed by methods used by other established cancer registers. The number of available cases reflects a part of the “true” cancer incidence, as is also stressed in the report. This means that the calculated age specific incidence rates are underestimates. A support for this theory is, that the rates are substantially lower than corresponding international figures even in young age groups.


      On the other hand, there is reason to believe that the distribution of various cancer forms gives a fairly good picture of the real conditions in the population, (see Annex table 7.8). Interesting to note an increase in trends during the study period.

Diabetes Statistics

In the annual report 1993 from UNRWA there are figures on the number of patients registered for having diabetes. The total number at the end of 1993 was around 3,900 persons in the West Bank and 7,300 in Gaza Strip. This gives prevalence rates of 795 and 1,167 per 100,000 population respectively. The dominant type was non-insulin dependant diabetes mellitus with 84% or more of the cases (UNRWA 1993). This type is most common in the old age-groups as can be seen in the Annex table 7.9.

A large proportion of the patients with diabetes also suffers from complications such as neuropathy (10-35%), cardiovascular (18-22%) and retinopathy (11-20%).    

7-6  Disability/Handicap 

The terms “disability” and “handicap” are not defined by any exact measures of the status. They are instead indications on a relationship between the bearer of some kind of dysfunction and the surrounding society. This relation influences the possibility for the disabled or handicapped to live a “normal” life, i.e. a that is life available for not disabled/handicapped in that society. 

The extent of problems that meet the persons concerned varies by many causes. It is however beyond the scope of this status report to discuss this item further. Instead, the reference list gives an example of a study that contains a more substantial view of this subject (Salem 1992).
Statistics on disability among the population is often based on data collected in serveys. It is not often that a regular registration exists of persons suffering from various forms and degrees of handicap. The exceptions are mainly connected to interventions by health or social authorities in order to support the disabled. One example is the registration at birth focusing on congenital malformations. Another example is registration for administrative purposes such as health care and providing of dwelling facilities for mentally retarded persons. 

In the collection of current statistics on disability among the Palestinian population in the OPT some survey-reports have been recognized. One refers to a survey in 22 villages in Jenin District and one to a corresponding study in the Gaza Strip.

A Survey in the Jenin District

Data were collected in a house-to-house survey conducted in the end of 1992 and the beginning of 1993 in 22 villages of variable size in the Jenin District (The Northern Regional Committee for Rehabilitation 1994). This area is known to be one of the least developed in the West Bank in terms of service provision and organizational infrastructure. A total of 7,232 households were visited, each with an average of 6.5 persons per household. The total population within the study  catchment area is over 47,000 persons. The survey questionnaire -- a modified form of the WHO´s “Rehabilitation in the Community” questionnaire -- comprised two major sections. The first section was designed to gather demographic and socio-economic background information regarding each household and its members. The second requested detailed information on persons with disabilities. The types of disability were concerning: movement, sight, hearing, speech, seizures, learning difficulties, multiple disabilities incl. mental disabilities, and strange behaviour.  

The majority, 86% of the population surveyed, was indigenous to the area, some 11% were refugees and the remaining 3% were Bedouins (most of which were settled). The overall impression is, that the survey report gives a rich and qualified description of background conditions for the study, the methodology used, the survey population and the study results. 

 It was found that 1.9% of the survey population had (at least one) disability, and that these persons represented 12% of the households surveyed. These findings are similar to frequencies of disability countrywide. As was the case with the results obtained in a Gaza Strip survey, a marked difference was recorded in the occurrence of disability between males and females: 60% of those with disabilities were male while only 40% were female. The survey report states that the reason for this discrepancy is unclear. Further study is required to examine whether these results represent survey errors and under-reporting, or whether excessive discrimination against girls with disabilities  -- over and above the discrimination against girls in general, which has already been well-documented for this community -- is leading to death.

Among other results from the survey it may finally be noted that the most common types of disability concerned movement, 27%, sight, 17%, hearing, 11% and multiple disabilities incl. mental disabilities, 20% of all the disabled persons respectively.   

A Bethlehem Area Study

Another study focusing on disability in the population of the West Bank was completed in 1989 (Bethlehem University Journal 1990). It was a house-to-house survey in the great Bethlehem area, comprising interviews of about 62,200 individuals in 9,400 households. The results showed that about 1 % of the population suffered from a serious handicap, which is about average for this type of population. 

Around 40% of the handicapped were disabled since birth, yet heredity factors accounted for only 20%. Complications during pregnancy and delivery were responsible for almost 15% of the handicaps, which would indicate that medical attention and care at these times are perhaps inadequate. A further 30% of handicaps result from childhood illnesses. There are no details of the type of illness involved, but many serious childhood illnesses (and especially those that can cause a handicap) are easily controlled or prevented by immunization. There is a complete vaccination programme available in the West Bank. However, it was shown in the survey that a big proportion (21%) of the women had failed to complete the course of vaccinations, thus leaving their children vulnerable to infection.

A Refugee Camp Study

The proportion of disabled persons in the population of two refugee camps (Bureij and al-Shati´) in Gaza Strip were calculated in a house-to-house survey in 1991 (Gaza National Committee for Rehabilitation and DIACONIA 1991). About 4% of the population in these communities were classified as disabled, of which 35% were under the age of 15 years.

Overall, 64% of the disabled population in Bureij and 73% in al-Shati´ had physical/sensory disabilities, and 34% in Bureij and 27% in al-Shati´ had mental/combined disabilities. A good proportion of the disabled population in the two communities are in need of rehabilitation assistance in coping with daily life.

Data on exposure to medical treatment indicated that 31% of the disabled in Bureij and 35% in al-Shati´ had not had any treatment whatsoever, and the remainder have had combined treatment, primarily medical and physiotherapy services. Social stigma, followed by medical problems, were the major complaints of parents, indicating the need for intervention in terms of expansion of the range of services available to the disabled and attempting to integrate them as much as possible into the society. The result of the study also indicates that the elderly are another priority group whose needs must be considered when planning future action.

CHAPTER EIGHT 
 

HEALTH EXPENDITURES/COSTS FOR HEALTH

CARE BY SOURCE OF INFORMATION

8-1 Introduction

The total amount of funds expended in the health sector in the OPT in a given year is an elusive figure. Obtaining accurate estimates of total health expenditures is hampered by the difficulty in obtaining cost data from the Government Health Services (GHS), private facilities and donors. In this chapter some studies containing information on health costs/expenditures are reviewed.

8-2
PRC

In a recent comprehensive report from the Planning and Research Centre (PRC 1994), a general review is made concerning the financing and costs for health care in the OPT. Various available sources are scrutinized, (the main sources are referred to in the following text). PRC concludes that an analysis of the health service delivery system in a given community cannot be completed unless health expenditure is known. It must also be possible to relate such analysis to the development of the health sector, and the economic situation as a whole.

According to the IMOH, expenditure on government health services amounted  to $US 63.2 million in both the Remaining West Bank and Gaza Strip in 1992. Out of this total, $US 37.7 million went to the Remaining West Bank (about 59%) and $US 25.5 million went to the Gaza Strip (about 41%) (IMOH 1994).
Operating and Capital Budget of the Government Health Services

1992 $US million
 Expenditure
RWB
Gaza Strip
Total

 Operating Budget
33.0
22.6
55.6

 Capital Budget
 4.7
  2.9
  7.6

 Total
37.7
25.5
63.2

Source: IMOH, 1994. Health in Judea, Samaria and Gaza 1967 - 1994.

The main source of funds is revenue from the government health insurance scheme ($US 35.7 million, of which $US 22 million for the RemainingWest Bank and $US 13.7 million for the Gaza Strip) and patient fees (in-patients and out-patients). Deficits are usually covered by local taxes and revenue. In addition, it is known that about 30% of the health budget is paid to Israeli health institutions for treatment or examination of Palestinian patients who cannot receive health care in local health institutions owing to their limited resources. 

The PRC report  also includes data from UNRWA. In 1992, UNRWA spent about $US 24.2 million on health programs in both the West Bank and Gaza Strip. About 58% of the total amount went to the primary health care, preventive medicine and health promotion activities (PRC 1994). 

UNRWA Health Expenditures in West Bank and Gaza Strip

1991 and 1992  $US million
 Year
West Bank
Gaza Strip
Total

 1991
11,090
10,371
21,461

 1992
11,834
12,405
24,239

Source: UNRWA, 1992. Annual Report of the Director of Health.

The Palestinian voluntary not-for-profit organizations are responsible for about $US 37.2 million (a fifth of the spending on health care). This sector is funded from a broad group of foreign, Arab, and Islamic donors. The NGOs sector also depends on donations from individuals. PRC also notes that the Gulf War has negatively affected many of the NGOs that used to receive substantial financial support from Gulf countries. 

Finally, it must be observed that PRC points out that the UNRWA, WHO and PRC study found substantially higher levels of spending on health care than earlier studies. For example, the National Health Plan for the Palestinian People estimated that health services costs in 1992 were $US 126.7 million (excluding the private sector), of which $US 39.2 million was accounted to PHC and $US 87.5 million was accounted to hospital care.

The NHP was critical of the UNRWA, WHO and PRC`s study which probably heavily overestimated the pharmaceutical procurement, and its part of the total expenditures.

The PRC report, also contains huge information about hospital costs and financing, as well on resources (staff, beds and specialties etc.), and utilization, during 1992. The report is very comprehensive concerning the hospital care and is a primary source in this respect.

8-3  The National Health Plan

Data on health expenditures in the OPT are found in the National Health Plan for the Palestinian People. However, even the information in this source is based on estimates. There are simply no precise and complete data yet available. It is indicated that the Estimated National Health Expenditures in 1991 was around $US 173.6 million to $US 206.6 million, which means at average $US 95 per capita. This estimate is based on an UNRWA/WHO report (1993). The $US 95 represent 10.5% - 12.6% of the total Gross Domestic Product. This ratio at the first look seems to be high. However, it represents a very low monetary amount, since the GDP itself is very low (about $US 1.7 billion).

Comparing the above figures from 1991 with the year 1992 (below), which also are obtained from the National Health Plan, it seems that there is a wide gap concerning the health services costs for these two years.

Health service costs in the OPT 1992  $US million
Services
PHS*
Hospital
Total
%

Manpower
23
 46
69
54.5

Pharmaceuticals
 4
 13
17
13.4

Special reimbursements
   0.5
  1.5
2
1.6

Administrative costs
1
  2.5
  3.5
2.8

Maintenance and Technical Expenses
   1.2
4
   5.2
4.1

Medical Equipment
2
4
 6
4.7

Others
   2.5
   4.5
 7
5.5

Annual Development, Investment + Interest
5
12
17
13.5

Total
39.2
87.5
126.7
100

* Primary Health Services

Source: PRC, 1994. The National Health Plan for the Palestinian People, Objectives and Strategies.

The cost of provision of basic health care services (Primary and Secondary Health Care) in the OPT was estimated at $US 126.7 million in 1992  (see table above), while the estimated Gross Domestic Product (GDP) was $US 1,667 million. Based on this realistic estimate, the ratio of health care cost to the GDP in 1992 is 7.6%.   

Most of the budget is spent on manpower and other secondary health activities, while for example a small percentage is spent on development and investment. 

8-4  UNRWA/WHO

In a World Bank report (1993), which refers to data supplied by UNRWA and WHO, there are figures concerning use of funds by the health care sector in the OPT. The data concerns 1991, but there is a division on various objects that is of interest. As is shown below, the operating of acute hospitals and supply of pharmaceuticals are the two main objects, concerning the funds used.

Use of funds by major object of expenditure 1991  $US million
  Object
Million $
     %

  Acute hospitals
60.0
30.5

  Pharmaceutical
60.0
30.5

  Primary care
38.0
19.3

  Mental hospitals
18.0
  9.1

  Dental care
  9.3
  4.7

  Other objects
11.5
  5.8

  Total
196.8
100  

Source: UNRWA/WHO, 1992. Universal Health Insurance for the West Bank and Gaza Strip (Draft Report).

It is also notable that the private sphere is the main financial provider with almost half of the total funds used, or about $US 100 million. This can be compared to the Civil Administration which provided for only around $US 44 million in 1991. The UNRWA/WHO study also made estimates on the sources of funds for health care in 1991. As shown below, private expenditures, and especially purchase of drugs, contributed to the largest part, 38% of the total amount. Furthermore, donations from Arab funds was a more important financing source than the GHS plan. 

Sources of funds for health care 1991 $US million  
  Source
Million $
     %

  Health insurance
43.6
18

     GHS Plan
42.0
18

     Private Insurance
  1.6
  1

  Private expenditures
89.5
38

     Purchase of Drugs
56.2
24

     Private Health Care
21.0
  9

     Private Dental Care
  9.3
  4

     Others
  7.0
  3

  UNRWA Budget
13.3
  6

  International and Private Donations
18.4
  8

  Donations from Arab Funds
     59.0
25

  Total
236.9
100  

Source: UNRWA/WHO, 1992. Universal Health Insurance for the West Bank and

Gaza Strip (Draft report). 

8-5  Ministry of Health

Israeli figures concerning the expenditures on health services in the Remaining West Bank in 1990 to 1993 are listed below. For 1993 about $US 40 million were in the IGHS budget for the RWB. This corresponds to $US 36.8 per capita (Israeli population figures). The amount of money destined to development measures has been very low during the 1990s, considering the needs (IMOH 1994).
Operating and Capital Budget for Health Service Sector in the RWB

1990-1993 $US million
IGHS
1990
1991
1992
1993

Operations
26.7
31.2
33.0
37.2

Development
  4.1
  7.2
  4.7
  3.3

Total
30.8
38.4
37.7
40.5

$US per capita
33.6
38.1
34.3
36.8

Source: IMOH, 1994. Health in Judea, Samaria and Gaza 1967-1994. 
The figures for Israeli government expenditures in the Gaza Strip during 1993 was $US 25.5 million as a total. Not more than about $US 1.2 million were used for development, and the rest for running the services. The amount of money per capita for operation of health services in Gaza Strip was 35.8 $US. The corresponding figure for the development budget was as low as $US 1.65 (!). There is no doubt that the government relied on additional resources, such as NGOs, UNRWA and foreign funds for maintaining the health care.

8-6  UNRWA
One main contributor to the health services in the OPT, and especially in the Gaza Strip, is UNRWA. The organization receives monetary contributions for expenditures in the health programme under the following main programmes;

1.  Regular programme

2.  Expanded programme of assistance

3.  Projects and extraordinary measures

4.  Peace implementation programme (PIP)

In the 1993 annual year report, the following figures are presented concerning the UNRWA health programme budget, which concerns both Gaza Strip and the West Bank. The budget refers to services provided for registered refugees in these areas. The annual reports from UNRWA give information that great efforts are made to improve the facilities in the health sector for the people concerned (UNRWA 1993). 

Regular Health Programme Budget (part of*), $US million
Period (2 years)
Gaza Strip
West Bank


19.8
20.9

1992/93  Approved budget
24.8
23.7

1994/95  Proposed budget
29.6
29.0

* not included above: Jordan, Lebanon, Syrian Arab Republic and UNRWA HQ.


Source: UNRWA, 1993. Annual Report of the Department of Health.
8-7  Other studies

In one report (Jillson-Boostrom 1992) it was estimated that in Gaza Strip between $US 36 million and $US 45 million were spent on health care by a combination of the GHS, UNRWA and private donors in 1990. In the West Bank, the range for 1990 was estimated at $US 50 million to $US 75 million. GHS budget allocations for health actually decreased over the period 1988-1991, in spite of continued population growth. This amounts to total health expenditures of approximately $US 67 per capita for the West Bank and $US 56 per capita for Gaza Strip for 1990.

As a result, health and rehabilitation services in the OPT became increasingly dependent on donor support, perhaps more than any other sector. Such support has been uncoordinated, even within donor agencies and organizations, resulting in excess or inappropriate distribution of certain types of services and equipment and shortages in others. Also, few Palestinian administrators who work for CIVAD, the private sector and UNRWA have training in health systems management or planning; knowledge and experience in health care financing is particularly lacking (Jillson-Boostrom 1992).
CHAPTER NINE
HEALTH STATISTICAL SYSTEM;

CONCLUSIONS AND PROPOSALS 

Introduction

The general impression from the work on this status report is that there exist several studies and statistical reports concerning various aspects on health in the OPT. The annual official sources contain information on many areas, such as health care resources (personnel, hospitals, clinics etc.), performance and utilization, immunization, reported diseases at visits to primary care, reported communicable diseases and registered causes of death. The recurrent reports on UNRWA´s health care performances in the OPT is another major source to consider. Several additional studies and summaries, partly based on official data and partly supplemented from new data collections have been produced in the recent years. Additionally, there are specific studies, sometimes surveys, that focus on more narrow items, but with a greater detailed approach. These studies are often supplemented with useful descriptions of health conditions for the studied population.

Taken together, there seems to be a reasonable amount of information to consider. However, the information is largely scattered, which probably is mainly due to the diversified health care responsibility from the time of occupation up to the recent year. There has been a lack of central strategy for performing data collection and publishing of the statistics concerning the whole OPT. Hence, there is no general study on the prevalence of main diseases among the population, and the outcome of the health care performances is unexplored.

The quality of the data in the available statistical reports has by natural reasons only been touched upon briefly in this status report. Performing data quality controls in its real sense demands an access to the primary data and a great amount of time. This is of course far beyond the scope of this report. However, there are some findings on quality deficiencies in the existing statistics to consider, like e.g. the underestimation of the infant mortality and the severe deficiencies in the population statistics (which have been used as denominator for various rates in the Israeli statistical reports). 

In view of this situation, some suggestions are put foreward in the following text. Many of them (or perhaps all) are certainly not new, but nevertheless, they could be considered.

1.  Obligation to Report Basic Data to the Palestinian Ministry of Health   

As has been frequently described (especially in Chapter 2), there exist a large number of health care providers in the OPT. The extent of their resources and their activities, has not been fully reported to the Civil Administration. The result has been an incomplete and shaky statistics concerning the health care. One example is the difficulty to obtain comparability between districts in the RWB, considering access to and performance of medical services.

The recent transferral of  responsibility of the health care in the OPT from the Israelis to the Palestinian Ministry of Health gives an opportunity to improve the statistical system. By means of an authorization/permit for providers to perform health and medical care within the OPT, an obligation to report crucial data to the Ministry can be introduced for the whole sector. The aim is to include all units operating in the sector into a regular, standardized reporting system. 

The collected data would be used both for administrative purposes by the responsible authority, like supervision and support of the providers, and statistical purposes in which the gathered information can be used e.g. for detecting inequalities in health care resources and monitoring the health care performances. The link between the administrative and statistical parts would certainly gain the quality of the latter, since an omission to report could lead to some consequences for the health care provider. It is of course important also to inform the providers of health care about the benefit of an accurate reporting. A feed-back of summary statistics to the supervising bodies of the health care is one way to achieve an understanding and support for the statistical needs.     

2.  Standardize the reporting system

One step in the direction of improving the reporting system could be, to create a standardized form for the supply of data from the hospitals. The use of a PC- based system for standardized patient data registration can be considered. 

The hospitals in the OPT are reporting some statistical data on monthly and annual basis to the Hospital Division at the Ministry of Health. The data are given as aggregates on paper forms, which are then registered and compiled by the central authority. This routine certainly means a strong limitation for the amount of information that can be achieved. Since the aggregation of cases (admissions and discharges) is already made at the hospital, there is no way of dividing the statistics other than what is already fixed. That means a simple counting of number of admissions, hospitalization days or some other measures for the whole mass of patients. Further more, there is no reporting of diagnoses of the patients to the central authority. The possibility for the central authority to undertake data control measures is also highly limited, since there is no access to the primary data.

This situation could be totally altered, if the hospitals were in possession of a PC-based system for registration of basic patient information. Different software systems are available today (a complete EDP based patient´s journal is not necessary) and the use is increasing. The benefit of implementing this technique would be substantial not least for the hospitals themselves, which rapidly can overlook the current patient situation and make statistical outputs from standard program modules. The health authority could easily be provided with the data on diskette. This system also makes it possible to deliver patient information connected with identification number for each case for administrative purposes, e.g. handling health insurance matters.

The limited number of hospitals in the OPT is favourable for a successful introduction to a reasonable deposit.  

3.  Establish a Computerized  National Cause of Death Register

The death certificates are used for annual statistics on the causes of death in the OPT. Tables with number of cases by age, sex and cause of death for the RWB have been published by the Civil Administration in the statistical report. The quality of the primary data, and hence in the statistics, has been questioned.

As is recognized, there does not exist a cause of death register for the OPT which makes it possible to calculate death risks for various cohorts. For example, these could be patients with a certain diagnosis, patients that undergo a specific treatment, certain occupational groups defined by employee registers/files, ethnic groups in the population, etc. 

The calculation of death risks is a major application for a cause of death register. The prerequisite for calculating the risk (or; years lost of life) is (apart from an accurate population register and life tables) to merge between a computerized cause of death register with the study cohort. This in turn demands that a personal identification number is linked to the cases in the cause of death register, and to the persons in the study cohort. 

The introduction of a computerized register, up-dated at least each year, and with access to personal ID-number would not only drastically increase the use of the data. It would also be in favour of the quality of the primary data and the statistics produced. The possibility to detect and correct errors (often after a referral of questions to the physician) increases from almost a null level to a high degree of reliability (which can be decided to an optimum, considering cost/benefit). The interest from the physicians to participate in a quality improvement project for the cause of death registration will probably also increase, since the physicians themselves will constitute one obvious group of users of the register.    

A cause of death register can be performed in a powerful PC-environment. The responsible unit would need: coding personnel (experienced nurses), medical expert (part time), assistants for data-entry and office services, EDP-personnel and director. It is of course difficult to tell the real need of personnel. It might be in the range of 6-8 persons altogether in one unit for the OPT. 

4.  Investigate the possibility to establish a National Cancer Register

As has been described in Chapter 7, there is no cancer registration at hand in the OPT. A great effort has been made to collect data on cancer cases for the period 1976-1992  (Abdeen  & Barghouthi 1994). Some crucial remarks about the limitations of the available data were made in the report:

The cancer incidence and prevalence are often used measures for describing a major group of diseases in the population. Cancer also contributes to a large proportion of deaths among the population. Figures on crude mortality rates for the RWB 1993 show that Cancer was the third most common cause of death, (after Ischemic Heart Disease and Cerebrovascular Disease).

Establishing of a computerized national cancer register is certainly a heavy investment, both in manpower and equipment. It would have to be in close connection with the oncology professional performance. However, such a registry also could serve the oncology performances by providing data on the cases to be used for follow ups, and for surveillance of the cancer development among the population. Statistics would also be available for preventive programmes carried out by the Ministry of Health. Furthermore, as for the Cause of Death Register, it would be possible to calculate cancer risks among various cohorts.

An investigation could be initiated to explore this question for a later report to the Ministry.

5.  Establish a register on primary care clinics 

As has been related in this report (Chapter 5), there exits a vast number of clinics throughout the OPT. These clinics are the important first available medical services that are provided to the population. It is essential for the National Health Authority, as well as for the other health care providers and not least for researchers, to know about the number, the geographical spreading, the kind of services provided etc. This knowledge can be used for surveillance, evaluating and planning activities.

Once a register is achieved, it could be updated by (compulsory?) information from the health care providers to the keeper of the register. The total amount of work for running such a register would be quite limited. 

6.  Publish an annual, popular health statistics summary 

There seems to be a need for an annual report that summarizes the main health statistical outcome from various sources. This could be achieved in a section of a general statistical yearbook, or as a special publication. The presentation of data can be made in a rather accessible way, with references for further reading. 

7.  Establish a Coordination Committee for health statistics in the OPT  

A workshop was arranged by PCBS (April 8, 1995) with participation from the Ministry of Health, the Ministry of Social Affairs, health institutions and the educational sector. A discussion was held about the current situation for the health statistical system in the OPT. It was a general opinion that there are great needs for improvements in many areas. The past Israeli mismanagement has led to a severe lack of accurate data for monitoring, operating and planning of the health care sector, and also concerning the health status in the population. Great efforts have to be made to re-establish a sufficient information system. Since the needs are of great magnitude, and the existing resources for improvements are limited, an open and free consideration must be made by all affected parties. There seemed to be a consensus on the needs for a general forum, with the assignment to discuss, assess, propose and decide on questions and measures to be taken. The forum should consist of representatives from the Ministry of Health, the Ministry of Social Affairs, all the health care providers, universities focused on public health and health care, professional medical associations, health statisticians and other parties with a valid interest in this area.  

8.  Health surveys

The Palestinian society needs statistics and data on health and family planning, because the Israeli authorities has never conducted any such surveys. The need is especially strong concerning mother and child health status and health care services in the West Bank and Gaza Strip. One example of a planned study is the Multiple Indicator Cluster Survey (Monitoring Mid- Decade Goals).

MICS will provide health data and statistics on children and their mothers to build a data base for the planners, decision makers and researchers about various indicators which are included in the questionnaire of the survey such as immunization coverage, acute respiratory infection, anthropometry (weight and hieght), use of ORT, basic education, in addition to other indicators contaning water and sanitation.

Glossary

ADMISSION:  A term used for taking a patient in at hospital or medical institution for examination and/or treatment. The patient is staying over night and at least for one day.

AMBULATORY CARE:  All types of health services provided on out-patient basis, in contrast to services provided at home or to persons who are in-patients.

AVERAGE LENGTH OF STAY:  A measure that refers to the in-patient care, i.e. the total number of hospitalization days divided with the number of patients concerned.

BUDGET:  A detailed financial plan carrying out a program of activities over a specified period, usually over a fiscal year.

CAPACITY:  The various service departments in a facility have some capacity under normal operating circumstances. Only so many operations, X-rays etc. can be performed in a given time period, such as a month. The amount of these services required, however, depend upon the level and type of patient demand.

CLINIC:  An out-patient facility for diagnosis and treatment.

DATA:  Detailed information of any kind, usually referring to statistical information. 

DAY CARE:  Services that are provided on a “business day” basis rather than around the clock. Day care services include mother and child care services, mental health services and rehabilitation.

DISABILITY:  A limitation of an individual´s situation when compared to others of similar age, sex and occupation. A disability may be physical, mental or social in nature.

DISEASE:  A disorder or impairment of the normal state of being.

HEALTH:  Many definitions exist. As defined by the World Health Organization: “A state of complete physical, mental and social well being and not merely the absence of disease or infirmity”.

HEALTH INSURANCE:  Indemnity coverage against financial losses associated with the occurrence or treatment of a health problem.

HEALTH MANPOWER:  All individuals employed in health related professions.

HEALTH STATUS:  The state of health (often in a broad sense) of a specified individual, group or population

HOSPITAL:  An institution whose primary function is to provide services (diagnostic and therapeutic) for a variety of medical conditions, both surgical and non-surgical. Most hospitals also provide some out-patient services, particularly emergency care.

INCIDENCE:  The number of new cases of disease, infection or some other event that have the onset during a prescribed period of time in relation to the (unit of) population in which they occur.

INFANT:  A live-born child from the moment of birth through the completion of the first year of life.

INFANT DEATH:  The death of a live-born infant at any time from the moment of birth to the end of the first year of life. 

INFANT MORTALITY RATE: The number of infant deaths per 1,000 live born infants for a stated period.

IN-PATIENT CARE: Treatment of patients who are admitted for overnight stay or longer to a facility.

LICENSE:  A basic and non-transferable permit to operate a health facility with an authorized number and classification of beds (for hospitals).

MATERNAL DEATH: The death of a woman, from any cause while pregnant or within 42 days of termination of pregnancy, irrespective of the cause.

MOBILE CLINIC: Movable structure or specially equipped vehicle used to provide continuing or periodic health care services in a location selected to ensure close availability to an identified population, or a vehicle to provide health care services during transportation of patients.

MORBIDITY:  A measure of disease to a defined population

NEONATAL DEATH:  The death of a live-born infant within the first 27 days, 23 hours and 59 minutes of life. 

NEONATAL MORTALITY RATE:The number of neonatal deaths per 1,000 live born infants.

NGO:  Any non-profit, non-governmental agency, governed by law and/or professional individuals, organized on a national or local basis, whose primary purpose is health-related.

OCCUPANCY RATE:  A measure of in-patient health care, determined by deviding the number of in-patient days by available bed-days. It measures the average percentage of a hospital´s use of available beds, often concerning a period of one year in the statistics. The measure can be calculated for a whole hospital or for subdivisions, like a department or service within the hospital.

PRENATAL DEATH:  An all inclusive term referring to both still born infants and neonatal deaths.

PREVALENCE: The number of cases of disease, infected persons or persons with some other attribute present at a particular time and in relation to the size of the population from which it is drawn.

PRIMARY HEALTH CARE: First contact and continuing comprehensive health care, including basic or initial diagnosis and treatment, health supervision, management of chronic conditions and preventive health services. The provision of primary health care does not necessarily require highly sophisticated equipment or specialized resources.

PROVIDER: An individual or organization whose responsibilities involve one or more of the following; the provision , administration, teaching, development of health services, activities or supplies. The provider may have a direct or indirect interest in the health industry.

REHABILITATION FACILITY: A centre providing vocational , social, medical and education services to improve impairments due to diseases or injury.

REMAINING WEST BANK: West Bank excluding Jerusalem.

SECONDARY HEALTH CARE: Health services provided by hospitals and medical specialists to patients who are referred by primary health care physicians or are self referred.

SURGICAL SERVICES: The diagnosis and treatment of physical diseases or conditions or their symptoms by means of operative techniques, in conjunction with the administration of anaesthesia when appropriate.

TERTIARY CARE:  Services provided by highly specialized providers (e.g. neurologists, neurosurgeons, thoracic surgeons, intensive care units etc.). Such services frequently require highly sophisticated technological equipment and support facilities. 

TOTAL BIRTH RATE: The number of live-born and still-born infants per 1,000 population for a defined period.

UTILIZATION:  Patterns or rates of use of health care services.

.
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