Chapter Nine

Child’s Health

9.1 Introduction:
This chapter looks at several indicators of child health which have been promoted by UNICEF, WHO and UNISCO. The idea is to assess the child’s health every several years, to look at trends, compare the results with other countries, and evaluate the success of programs aimed at prevention of communicable diseases and promoting child’s health in developing countries.  These indicators address vaccination coverage, feeding practices, vitamin supplementation, child’s nutritional status and prevalence and management of the two major diseases: acute respiratory infection and diarrhea. All these indicators are known to affect the health and development of the child worldwide by preventing infectious diseases, dehydration, pneumonia, weight loss, blindness, goiter and death. 

This chapter presents and analyzes data obtained from the health survey 2000.  The data then are compared with data from the health survey 1996 to examine trends, and to see if health objectives were met.  

9.2 Procedure of data collection:

Information on childhood immunization were collected in two ways: the first through examining children’s vaccination cards and the second through relying on mothers’ memory when such cards were not available.

For data on breast-feeding, mothers were asked if their last born child or all children born in the three years preceding the survey were breastfed in relation to initiation of breast-feeding and to the child’s age.  Then they were asked if the child received in addition to breast milk any solid/semi solid food, the age at which the food was introduced and the type of food given. 

Mothers who had children born in the three years preceding the survey were asked if their children had vitamin A drops. The salt at every household, if available, was tested for iodine. Adequate concentrations of iodine in the salt were considered 15 parts per million and more. 

For nutritional data, all children of interviewed women in the survey who were born in the last five years had their height and weight measured, 96.4% of males and 97.3% of females. 

For diarrhea, mothers of children under five years of age were asked if any of their children had diarrhea in the two weeks prior to the survey, the kind of treatment they had, if they had any increase in their fluids or food intake and if they sought consultation. Consultation was then verified by source and selected background characteristics.

Information about acute respiratory infection were obtained through asking mothers if their under five years of age children had had cough with/without rapid breathing, in the two weeks prior to the survey. Then they were asked whether they had sought medical consultation or not by source and selected background characteristics. 

9.3 Vaccination:

Vaccination is the most important program in the prevention of childhood infectious diseases. It became a right to all children all over the world in the International Conference on the Rights of the Child, which took place in New York in 1990. The immunization program for the Palestinian Territory is includes immunizations recommended by UNICEF and WHO for developing countries (DTP, BCG and Polio). In addition it includes hepatitis B, Measles and Measles, Mumps and Rubella (MMR). For those living in annexed Jerusalem, BCG and measles vaccines are not provided, consistent with the Israeli vaccination program, instead, Haemophilus influenza type B and Hepatitis A are given. 

9.3.1 Vaccination of children:

There are three different agencies that provide vaccination for children in the Palestinian Territory.  UNRWA immunizes refugee children in the camps and will provide immunization for children living in the area regardless of their refugee status.  The Palestinian Ministry of Health immunizes all children at their clinics. The Israeli Ministry of Health in annexed Jerusalem will immunize all the children whose mothers are holders of Israeli or Jerusalem identity cards and anybody with a foreign passport who seeks immunization at their clinics.

UNRWA has always vaccinated refugee children through providing four doses of DTP and polio, BCG at birth and measles at 9 months of age.  The government has provided the same except for BCG and measles vaccines.  In 1988 and 1992 MMR and three doses of hepatitis B respectively were introduced to the Government and UNRWA clinics in the West Bank and the Gaza Strip. The Israeli Ministry of Health introduced the same vaccines to children living in Israel and Jerusalem at the same time.  

When the Palestinian Authority took control of the health sector in 1995, an attempt was made to unify immunization programs between the MoH and the UNRWA. As a result, the MOH introduced measles vaccine at 9 months of age in Jan. 1996 and BCG vaccine within the first month from birth in Jan. 1999. The Israeli Ministry of Health on the other hand did not introduce these vaccines.

As a result children vaccinated at Israeli MCH centers will not receive BCG or Measles. And children immunized at the MOH clinics would have not received BCG if they were older than one month in Jan. of 1999 and would have not received measles vaccine if they were older than 9 months in Jan. of 1996.

Relying on mothers’ memory was not very accurate when vaccination data were obtained as compared to inspecting the vaccination cards. This was particularly obvious for children     12-23 of age months whose vaccination data were based on their mothers recall, 3rd dose of OPV was at 86.6% and 3rd dose of DTP recorded 22.7%. In contrast children whose cards were seen for the same age group, 3rd dose OPV and DTP were at 98.3% and 98.7% respectively. 

Table 9.1: Percentage of children aged 12-23 months in the Palestinian Territory, whom immunization cards were/not seen and received specific immunization

	Immunization Card Status
	Third dose OPV
	Third dose DTP

	Immunization cards seen
	98.3
	98.7

	Immunization cards not seen
	86.6
	22.7


For this reason and because a high percentage of cards were available (85.9%) for those aged 12-23 months and 71.4% for children under five years, vaccination results from the cards will be used where possible and if necessary.

 9.3.2 Immunization coverage:

Because of the different dates in introducing certain vaccines, they were grouped according to the introduction date, then interpreted and compared with 1996 data. 

BCG 

BCG was introduced in Jan. 1999, and the survey was carried out in April 2000, which makes the percentage of coverage of BCG difficult to interpret unless we look at those aged 0-15 months who were eligible for the vaccine at the time of the survey and of course children living in the camps who have been receiving it for sometimes. This age group is not presented in the HS 2000 and the nearest is 6-11 months. Looking at BCG uptake in the Palestinian Territory by reviewing the cards (95.3% available) of children aged 6-11 months, the uptake was 91.6%. In the same age group, the uptake was 86.7% for the West Bank and 99.2% for the GS. This means the entire deficit in vaccination coverage is coming from the WB. Part of this can be attributed to children living in Jerusalem who are vaccinated at the Israeli MCH centers and not receiving BCG. Other causes which might explain the difference in the uptake between children less than five years of age living in rural (49.0%) and urban (74.0%) areas is that rural areas have the highest percentage of deliveries at home 9.4% vs. 2.8% in the camps and 3.7% in urban areas
. It is possible that these mothers might not be aware of the BCG vaccine because they delivered at home and because of its recent introduction. Other reasons were suggested by nurses working at MCH centers in the WB, as the BCG vial contains 30 doses, consequently the immunization is delayed in rural areas until a sufficient number of children are gathered to justify opening the vial and occasionally, mothers from rural areas were sent to large MCH clinics in urban areas for BCG vaccine to avoid wasting a vial, causing delay in the vaccination uptake. 

The overall coverage of BCG for children aged 2 years and above was more than 50% even though non refugee children were not receiving it. This can raise questions, as the refugee population in the Palestinian Territories is under 50%. This might be due to UNRWA clinics vaccinating children living in the surrounding areas and this includes giving BCG to children who are not registered as refugees, increasing the coverage of BCG in non-refugee children. 

There is no sex difference in the uptake of BCG for children under five years of age.

Measles

The vaccine was introduced in Jan. of 1996 to be given at 9 months of age. The survey was conducted in April 2000, which means that children older than 9 months and up to five years at the time of the survey were eligible to receive it. This might explain the low uptake in children aged 0-5 years in GS at 74.9%, the WB at 67.1%, and the camps at 73.6% as this includes children aged 0-9 months who are not eligible for the vaccine. Looking at age groups, children less than 6 months have hardly any uptake, and children aged 6-11 months have a low uptake due to dilutional effect of having children younger than 9 months in this age group. The maximum uptake was for children 12-23 months (92.7%) and then a plateau of 89.0% for children above 2 years of age. This meant the uptake for children aged 12-23 months is high and is better than children aged 24-35 months maintaining an incremental increase in the number of children vaccinated born in 1998 compared to children born in 1997, which is expected.

There is no sex difference in the uptake of measles for children under five years of age. 

Table 9.2: Percentage of children under five years of age for whom immunization card was seen and received specific immunization by selected background characteristics

	Background Characteristics
	BCG
	Measles

	Sex

	Males
	69.4
	70.6

	Females
	70.1
	69.3

	Type of locality

	Urban
	74.0
	68.7

	Rural
	49.0
	70.5

	Camp
	96.4
	73.6

	Age of child in months

	Less than 6
	85.7
	0.8

	6-11
	91.6
	37.9

	12-23
	73.0
	92.7

	24-35
	59.6
	89.1

	36+
	54.7
	89.0

	Region
	
	

	Palestinian Territory
	69.8
	69.9

	West Bank
	53.0
	67.1

	Gaza Strip
	99.5
	74.9


The lowest uptake of measles vaccine was in urban areas at 68.7% for children aged 0-5 years compared to rural areas at 70.5% and the camps at 73.6%. The difference is slight and might be due to children immunized at Israeli MCH centers, as they are more likely to live in urban area of Jerusalem. This has been confirmed through looking at immunization cards of children aged 12-23 months for measles in the Palestinian Territory including or excluding Jerusalem Governorate. The table below shows a definite increase in the uptake of measles when Jerusalem Governorate is excluded, particularly in urban area.

Table 9.3: Percentage of children aged 12-23 months whom immunization

 Card was seen and received measles immunization in the Palestinian Territory/ excluding Jerusalem Governorate by type of locality

	Type of locality
	Palestinian Territory
	Palestinian Territory excluding Jerusalem

	Urban
	93.1
	98.6

	Rural
	92.0
	95.3

	Camp
	92.3
	95.0

	Total
	92.7
	97.1


DTP, Polio, MMR and Hepatitis B vaccines

UNRWA and Govt. MCH clinics in the WB, GS and in Israel have been providing the above vaccines for more than 7 years, so the introduction date will not affect the uptake of the children in the survey.

The percentages given in Table 9.4 are the average vaccine uptake, so they are not accurate as absolute numbers, because of the inclusion of children who are not eligible for the vaccine in the same age group, but they are accurate for making comparisons between children with different characteristics.

The data showed that there is no difference between males and females uptake of vaccination. 

A slightly better coverage for Hepatitis B and MMR is observed in urban and rural area, immunized at the Govt. MCH clinics, while a better coverage for DTP and Polio in the camp, immunized at UNRWA MCH clinics. These differences are reflected upon GS and the WB because of the variation in UNRWA vs. Govt. coverage in those regions depending on the number of refugee population.

If one looks closely at age specific coverage percentage, one observes that the highest coverage is for children above one year for 3rd dose of DTP, Polio and hepatitis B, and above 2 years for MMR, ranging from 94.1% for 3rd dose of Hepatitis B to 98.7% for 3rd dose of DTP, which is the coverage reported by the MOH. 

Table 9.4: Percentage of children under five years of age for whom immunization card was seen and received specific immunization by selected background characteristics

	Background Characteristics
	DTP
	Polio
	MMR
	Hepatitis B

	
	1
	2
	3
	1
	2
	3
	
	1
	2
	3

	Sex
	

	Males
	93.2
	89.7
	83.9
	94.9
	90.6
	84.2
	64.0
	97.7
	93.6
	76.6

	Females
	93.8
	89.1
	83.9
	94.3
	89.4
	84.2
	64.1
	97.9
	94.0
	76.8

	Type of locality
	

	Urban
	93.7
	89.7
	83.9
	95.0
	90.2
	84.3
	64.1
	98.2
	94.3
	76.8

	Rural
	92.9
	88.4
	82.6
	93.8
	88.7
	82.3
	65.2
	98.1
	95.3
	78.2

	Camp
	93.9
	90.6
	86.6
	95.1
	92.0
	87.9
	61.3
	96.0
	89.0
	73.3

	Age of child  (months)
	

	Less than 6
	64.4
	37.6
	13.1
	68.1
	39.8
	16.6
	1.1
	96.3
	74.5
	2.2

	6-11 
	98.2
	97.0
	86.7
	98.9
	97.6
	84.8
	4.5
	97.4
	95.6
	70.8

	12-23 
	98.9
	99.0
	98.7
	99.6
	99.5
	98.3
	74.7
	99.2
	97.9
	94.1

	24-35 
	99.5
	99.5
	98.8
	99.7
	98.9
	98.3
	95.3
	98.2
	98.0
	93.7

	36 + 
	97.8
	98.0
	97.0
	98.8
	98.8
	97.9
	95.6
	97.4
	96.9
	92.2

	Region
	
	
	
	
	
	
	
	

	Palestinian Territory
	93.5
	89.4
	83.9
	94.6
	90.0
	84.2
	64.1
	97.8
	93.8
	76.7

	West Bank
	92.9
	88.2
	81.6
	93.6
	88.3
	81.0
	64.2
	97.4
	94.5
	77.5

	Gaza Strip
	94.6
	91.6
	87.9
	96.4
	93.0
	90.0
	63.8
	98.7
	92.6
	75.3


9.3.3 Immunization coverage by background characteristics:

In this section the uptake of immunization was looked at in children 12-23 months, excluding children living in Jerusalem Governorate, who had their cards reviewed in accordance with DHS reports of other countries. 

No significant sex difference was noted in vaccination uptake. Gaza Strip has a better coverage for BCG, measles, MMR, 3rd dose of DTP and Polio, while the West Bank has a better coverage for 3rd dose of Hepatitis B.

BCG has a low coverage in rural and urban areas, while the camp has a very high coverage. On the other hand the camps coverage for MMR and 3rd dose of Hepatitis B is the lowest compared to rural areas and urban areas.

Mother’s education does not seem to have a particular trend with immunization uptake, probably because the uptake is so high not to allow variation. Vaccines with lower uptake such as BCG and MMR, did show an increase with mother’s education, similar to other countries.

Table 9.5: Percentage of children aged 12-23 months whom immunization card was seen and received specific immunization in the Palestinian Territory excluding Jerusalem governorate by selected background characteristics

	Background characteristics
	BCG
	MMR
	3rd Polio
	3rd DTP
	3rd Hepatitis B
	Measles

	Sex
	

	Males
	74.3
	76.8
	99.7
	99.7
	95.4
	98.2

	Females
	76.1
	70.3
	99.2
	98.8
	92.8
	96.0

	Type of locality
	

	Urban
	79.0
	75.3
	99.6
	99.4
	94.1
	98.6

	Rural
	54.3
	72.8
	99.1
	98.8
	97.6
	95.3

	Camp
	98.6
	68.2
	99.6
	99.6
	87.6
	95.0

	Mother’s educational attainment

	None
	64.9
	70.1
	99.3
	96.5
	98.4
	97.8

	Elementary
	76.3
	69.8
	99.4
	99.4
	91.5
	97.4

	Preparatory
	76.2
	74.1
	99.8
	100.0
	95.0
	97.2

	Secondary and above
	76.9
	77.2
	99.2
	99.2
	93.3
	96.9

	Region
	

	Palestinian Territory
	75.2
	73.5
	99.5
	99.3
	94.1
	97.1

	West Bank
	56.3
	70.4
	99.3
	99.1
	94.5
	96.2

	Gaza Strip
	100
	77.5
	99.7
	99.4
	93.4
	98.2


Trends in immunization coverage:

The Health Survey (HS) of 1996 was similar in methodology to the one in 2000. The only differences were that BCG vaccination was not introduced to the Government MCH centers at that time, and measles vaccine has been introduced 7 months prior to the survey. Therefore the coverage of these vaccines at Govt. MCH centers will be omitted, but discussed only in relation to the coverage in the camps. 

71.4% of children for the year 2000 had their cards available compared to 66.8 % of children in 1996. The lowest cards available were from children living in the camps in both years (65.3% for 2000 and 54.8% for 1996). One wonders if there is an element of dependency in the refugee population compared to urban areas and rural areas.

It is difficult to compare coverage percentage between 1996 and 2000, as the procedure might affect the result of the two surveys. The error in the differences can be reduced if one compares the uptake for the age group 12-23 months. The only exception is MMR; given at 15 months of age, therefore age group 24-35 months might be a better age group to examine for trends. 

The uptake for 3rd dose of Polio, DTP and 3rd dose of Hepatitis B have improved in the year 2000 compared to 1996 particularly for Hepatitis B.

Table 9.6: Percentage of children vaccinated aged 12-23 months, whom immunization card was seen 1996, 2000

	Year
	3rd dose of DTP
	3rd dose of Polio
	3rd dose of Hepatitis B
	Percent with cards seen

	HS 1996
	96.4
	95.8
	79.0
	78.7

	HS 2000
	98.7
	98.3
	94.1
	85.9


For MMR, there was a slight improvement in the coverage, though one cannot draw many conclusions as 70% and less of the children had their cards reviewed.

Table 9.7: Percentage of children vaccinated aged 24-35 months, 

whom immunization card was seen 1996, 2000

	Year
	MMR
	Cards seen

	HS 1996
	93.8
	65.4

	HS 2000
	95.3
	70.0


9.4 Breast-Feeding and supplementation:

The pattern of infant feeding has an important influence on the health of the children. Feeding is the principle determinants of a young child nutritional status and have been shown to increase the risk of illness and death among young children. Breast-feeding practices have also an effect on the mother’s fertility. More frequent breast-feeding for longer duration is associated with a longer period of postpartum amennorrhea and thus longer period of birth interval and lower fertility.

9.4.1 Initiation of breast-feeding:

Early initiation of breast-feeding is important for the mother and the child. For the mother, early sucking promotes the release of a hormone that helps the uterus to contract and reduce the risk of postpartum hemorrhage.  It is important for the child to receive the colostrum, which is the first milk after delivery, since it is rich in antibodies that protect the newborn from infections. 

Table 9.8: Percentage distribution of children (last birth) born in the last three years preceding the survey who were breast-fed by interval between birth and timing of first breast-fed, region and type of locality

	Region and Type of locality
	< 1 hour
	1-2 hours
	3-5 hours
	6 + hours

	Type of locality
	

	Urban
	49.5
	26.3
	9.1
	15.1

	Rural
	51.9
	22.1
	8.6
	17.4

	Camp
	50.2
	25.5
	9.4
	14.9

	Region
	

	Palestinian Territory
	50.3
	24.9
	9.0
	15.8

	West Bank
	51.9
	22.2
	8.7
	17.2

	Gaza Strip
	47.5
	29.6
	9.5
	13.4


In the HS 2000, half of the newborns were breast-fed in the first hour, more in the West Bank than GS. In general 84.2% were fed within 5 hours, slightly more in GS (86.6%) and the camps (85.1%).

 9.4.2 Breast-feeding:

Exclusive breast-feeding percentage is 28.8%, more in Gaza Strip and the camps. No trend was noted between the percentage of exclusive breast-feeding and mother’s education status or with sex of the child.

Almost 80% of children aged 6-9 months received solid/semi solid food, which is appropriate practice to allow the child to taste different types of food and to obtain the extra requirement of iron and vitamins needed for growth. More children receiving solid food were from the camps, GS, females and children of mothers who have secondary + education. Half of the children aged 12-15 months were breast-fed, more in the camps, GS, males and in children of mothers with no education. Only 10.5% of the children aged 20-23 months were breast-fed, mainly in rural areas, the WB, and of mothers with lower education. Continued BF percentage was 68.8%, lowest in urban areas and for mothers with secondary + education. This might be due to that educated mothers are likely to work and therefore more likely to stop breast-feeding. Mean duration of breast-feeding is 11.1 months, highest in the camps at 12.4 months. 

Percentage of breast-feeding is 97.2% for the last child born in the last three years. Children weaned from breast milk in the first three months were 14%. Males were breast fed longer than females, more males were weaned within three months than females but more females were on solids at 6-9 months.

There is a gradual reduction of the percentage of never breast fed women from 3.9% for the age group 40-49 year to 2.0% for the age group 20-24 years. Women 15-19 years old had an exceptionally higher percentage at 3.4% possibly implying there are more young mothers not breast-feeding than before.

Table 9.9: Percentage of living children (last child) born in the last three years preceding the survey, by breast feeding status and selected background characteristics

	Background Characteristics
	Exclusive BF
	6-9 months

On solid
	CBFR
	12-15 months BF
	20-23

months BF
	BF

(Last child)
	Weaned within

3 months

(Last child)
	Duration of BF

	Sex
	

	Males
	29.0
	75.3
	70.2
	50.8
	10.6
	96.7
	15.4
	11.4

	Females
	28.6
	80.8
	67.4
	46.9
	10.5
	97.8
	12.5
	10.7

	Mother’s educational attainment

	None
	23.0
	76.1
	71.2
	60.4
	21.2
	96.6
	12.8
	11.6

	Elementary
	31.0
	70.5
	72.3
	45.1
	12.2
	97.0
	16.0
	11.1

	Preparatory
	26.0
	77.7
	73.5
	52.3
	9.7
	97.5
	13.6
	11.5

	Secondary and above
	32.5
	84.2
	59.6
	42.5
	4.6
	97.5
	13.3
	10.4

	Type of locality
	

	Urban
	26.7
	75.4
	64.8
	48.7
	9.6
	96.9
	13.9
	11.0

	Rural
	28.1
	80.9
	71.2
	44.3
	14.2
	97.7
	15.5
	10.5

	Camp
	36.5
	82.0
	76.4
	57.6
	6.2
	97.9
	11.5
	12.4

	Region
	

	Palestinian Territory
	28.8
	77.9
	68.8
	48.8
	10.5
	97.2
	14.0
	11.1

	West Bank
	27.5
	76.2
	67.4
	45.7
	12.3
	96.8
	15.3
	10.4

	Gaza Strip
	30.8
	80.4
	71.1
	54.1
	7.1
	98.0
	11.7
	12.4


The status of females who breastfed and those who had stopped breastfeeding directly related to mothers and children’s age; the older the mother and the child the more likely the mother to have stopped breast-feeding.

Table 9.10: Percentage distribution of children (last child) born in the last three years preceding the survey by mother’s age, current breast feeding status and child’s age

	Mother’s age
	Breast feeding status
	Age distribution of last born child (months)

	
	Never breast fed
	Still breast feeding
	Stopped breast feeding
	

	
	
	
	
	< 6
	6-11
	12 +

	15-19
	3.4
	57.0
	39.6
	31.2
	32.9
	35.9

	20-24
	2.0
	50.2
	47.8
	23.8
	26.4
	49.8

	25-29
	2.1
	46.4
	51.5
	22.6
	18.9
	58.5

	30-39
	3.5
	44.1
	52.4
	19.5
	17.9
	62.6

	40-49
	3.9
	35.9
	60.2
	13.2
	5.8
	81.0

	Total
	2.8
	46.5
	50.7
	21.7
	20.5
	57.8


9.4.3 Reasons for weaning:
 Reasons for weaning depend on the child’s age. The main reasons for weaning the last child who is less than 6 months were: insufficient breast milk at (36.3%) and child refused the breast at (23.1%).  Other reasons were uncommon, like the death of the child (8.6%), the child is sick (7.1%) etc. For the age group 6-11 months, common reasons were insufficient breast milk (32.5%), the mother got pregnant (24.0) and child refused the breast (15.8%).  For a child older than 24 months, the main reason was the child is old enough (87.0%). As for weaning children less than 6 months, more mothers in the WB reported insufficient breast milk at (39.6%) and fewer mothers reported child refusal of breast milk at (18.6%) compared to (27.2% and 35.2% respectively) in GS.

Table 9. 11: Percentage distribution of children born in the last three years preceding the survey (last child) who have been weaned by reasons for weaning, child’s age and region

	Reason for weaning
	West Bank
	Gaza Strip
	Palestinian Territory

	
	< 6
	6-11
	12-23
	24+
	< 6
	6-11
	12-23
	24+
	< 6
	6-11
	12-23
	24+

	Mother sick
	7.7
	9.2
	6.0
	0.0
	8.3
	7.5
	4.6
	0.0
	7.8
	8.8
	5.4
	0.0

	Child Sick
	6.2
	1.3
	4.2
	0.0
	9.6
	1.7
	4.1
	2.1
	7.1
	1.4
	4.1
	0.7

	Dead Child
	7.8
	0.0
	0.1
	0.0
	10.8
	1.5
	0.0
	0.0
	8.6
	0.4
	0.1
	0.0

	Nipple problem
	8.2
	3.5
	2.3
	0.7
	4.5
	2.7
	3.5
	0.0
	7.2
	3.3
	2.8
	0.4

	Insufficient milk
	39.6
	34.3
	12.6
	0.0
	27.2
	27.5
	12.9
	3.0
	36.3
	32.5
	12.8
	1.1

	Desire to work
	2.4
	4.8
	1.1
	0.0
	2.1
	0.0
	0.9
	0.0
	2.3
	3.6
	1.0
	0.0

	Child refused
	18.6
	12.6
	5.0
	3.7
	35.2
	25.1
	1.7
	0.0
	23.1
	15.8
	3.6
	2.4

	Child old enough
	2.0
	8.5
	51.6
	86.3
	0.0
	6.2
	54.0
	88.3
	1.5
	7.9
	52.6
	87.0

	Mother became pregnant
	4.8
	23.4
	13.8
	9.4
	1.7
	25.8
	16.4
	6.6
	4.0
	24.0
	14.9
	8.4

	Use of family planning method
	1.5
	1.0
	1.7
	0.0
	0.0
	1.1
	1.7
	0.0
	1.1
	1.0
	1.7
	0.0

	Others
	1.2
	1.4
	1.6
	0.0
	0.6
	0.9
	0.2
	0.0
	1.0
	1.3
	1.0
	0.0

	Total
	100
	100
	100
	100
	100
	100
	100
	100
	100
	100
	100
	100


9.4.4  Complementary feeding:

Age at introducing liquids was higher for the WB (3.4 months) than GS (2.4 months) while age at introducing solid food was the same for both regions at 5.7-5.8 months. There was no obvious variation with the age of introduction and mother’s age. 

Table 9.12: Mean age of children at supplementation (with liquids and solids)

 by mother’s age and region

	Mother’s age (years)
	Mean age at supplementation with liquids (months)
	Mean age at supplementation with solids (months)

	
	West Bank
	Gaza Strip
	Total
	West Bank
	Gaza Strip
	Total

	15-19
	3.2
	2.3
	2.9
	5.9
	5.6
	5.8

	20-24
	3.2
	2.6
	3.0
	5.6
	5.7
	5.6

	25-29
	3.6
	2.3
	3.1
	6.0
	5.6
	5.9

	30-39
	3.3
	2.3
	2.9
	5.7
	5.7
	5.7

	40-49
	3.4
	2.0
	2.8
	6.4
	5.8
	6.2

	Total
	3.4
	2.4
	3.0
	5.8
	5.7
	5.8


Timely complementary feeding rate for children age 6-9 months showed no variation with mother’s education or region. Looking at type of complementary feeding, 83% of children age 6-11 were having solids, after which the percentage increased to 95.6% at 12-17 months.  Less than 40% of the children had powdered milk at any age.  Around 60% of children had fruit juice at any age.  Herbal drinks were popular, given to 85% of children aged 24 + months.

Table 9.13: Timely complementary feeding rate for children 6-9 months

 by mother’s educational attainment and region

	Mother’s educational attainment
	West Bank
	Gaza Strip
	Total

	None
	100.0
	95.0
	98.1

	Elementary
	84.3
	100.0
	90.1

	Preparatory
	93.3
	87.0
	91.0

	Secondary and above
	97.2
	95.8
	96.5

	Total
	93.2
	93.3
	93.3


Unwanted habits as in giving fresh milk to infants was at 2.4% and 13% for children less than 6 months and 6-11 months respectively. Other unwanted habit as in giving sugar water at any age was at 6.9%.   

Table 9.14: Percentage of children who were given specified type of liquids and

 solids by type of complementary feeding and child’s age

	Supplementary feeding
	Child’s age ( months)
	Total

	
	0-5
	6-11
	12-17
	18-23
	24+
	

	Mineral water / piped
	46.1
	90.9
	97.9
	98.6
	98.3
	87.9

	Powdered milk
	39.0
	38.3
	39.4
	36.0
	24.4
	33.3

	Fresh milk
	2.4
	13.0
	26.3
	31.3
	29.6
	21.9

	Fruit Juice
	16.6
	49.2
	61.2
	60.2
	61.3
	51.3

	Sugar water
	7.8
	6.4
	5.5
	8.6
	6.7
	6.9

	Herbal drinks
	33.4
	40.1
	66.3
	81.9
	85.1
	65.4

	Vitamins
	18.6
	17.9
	11.8
	6.4
	4.2
	10.4

	Family food
	23.1
	83.0
	95.6
	96.8
	97.5
	81.6

	ORS
	0.7
	1.5
	2.3
	0.6
	1.2
	1.2

	Other liquids
	12.4
	41.2
	50.6
	52.1
	53.5
	43.6


Comparison with HS data 1996:

The HS 1996 indicated that 76% of children were breast fed in the first five hours after birth, more in GS (82.3%) than the WB (72.8%)
, which is less than the HS 2000, as 84.2% of children were breast fed in the first 5 hours, slightly more in GS (86.6%) than the WB (82.8%). The gap in breast-feeding practices between the two regions has diminished in the four years interval, mainly due to improvement in breast-feeding practice in urban areas (73.4% in 1996
 to 84.9% in 2000).

Exclusive breast-feeding percentage for children age 0-3 months was not measured for the year 1996.

Timely complementary feeding percentage for children aged 6-9 months were 93.3% for the year 2000, compared to 96.3% for the year 1996
. 

Continued BF rate was 58.3% for the year 1996
, which is less than the year 2000 figure of (68.8%). Mean duration of breast-feeding was similar in the two surveys at 11 months, highest in the camps at 12 months and in mothers with lower education
. 

All Children weaned from breast milk in the first three months were 7.4 %
 in 1996 compared to 12.9% for the year 2000, lowest in the camps, highest in the rural area and the percentage did not relate to mother’s education. The percentage for the last born child was higher at 14% for the year 2000 and 7.8% for 1996
.

Percentage of breast-feeding of the last child born in the last five years was 96.1% in the HS 1996
 compared to 97.2% for the last child born in the three years preceding the HS 2000. The percentage was lower when looking at all children together. 

On the question of breast-feeding status, the percentage of never breast fed in the HS 1996
, has decreased gradually from 5.0% for age group 40-49 years to 1.7% for the age group 14-19 years. This reduction has continued in the HS 2000 showing gradual decrease from 3.9% for the age group 40-49 year old to 2.0% in the age group 20-24 years old. There is no explanation though for the increase in the age group 15-19 to 3.4% in the year 2000 survey except that the percentage of never breast-fed mothers is on the increase again.

Reasons for weaning depended on the child’s age. Generally, there was no difference in the two surveys. The most common reason for weaning the last child was “child old enough” at 33.2% for 2000 and 36.1% for 1996
. “Mother became pregnant” was 12.9% for HS 2000 and 15.2% for the health survey 1996. Preventable causes were “insufficient breast milk” and “child refused the breast” were at 32.8% in total for 2000 and 33.6% for the year 1996
.

Age at introducing complementary food was the same in the two surveys at around 6 months
. What was also common is the age at introducing complementary feeding was consistently earlier in GS than in the WB. 

Comparing type of complementary feeding, the variables were slightly different. Important variables were fresh milk and sugar water. The percentages were much higher for the 1996
 survey. Fresh milk at 5.6% and 20.2% for 1996 for children aged less than 6 months and 6-11 months respectively, Vs 2.4% and 13% for the year 2000 and sugar water was at 21.6% and 15.7% for the year 1996 for children less than 6 months and 6-11 months respectively Vs 7.8% and 6.4% respectively for the year 2000. 

9.5 Vitamin supplementation:

Vitamins are used for the prevention and treatment of specific deficiency cases or where the diet is known to be inadequate.

Supplementation of infants with vitamin A has been encouraged world wide to prevent night blindness in malnourished children. It has been practiced in the Palestinian Territory for many years. It is given to children from birth to one year in the form of two drops of vitamin A & D. Some physicians discourage the practice if the child is receiving formula milk because it contains adequate amounts of vitamin A and D.

      Table 9.15: Percentage distribution of children aged 6 months and over, born in

the last three years preceding the survey by whether they have received vitamin A supplementation within the last six months by selected background characteristics

	Background Characteristics
	Children Who Received Vitamin A
	Don’t Know if Received
	Never received

	
	Within the last six months
	Prior to last six months
	Not Sure When
	
	

	Sex
	
	
	
	
	

	Males
	17.2
	34.6
	1.1
	0.7
	46.4

	Females
	13.7
	33.4
	0.7
	1.0
	51.2

	Type of locality
	
	
	
	
	

	Urban
	15.3
	35.1
	0.7
	0.5
	48.4

	Rural
	17.8
	33.9
	1.1
	1.5
	45.7

	Camp
	11.6
	30.4
	1.4
	0.7
	55.9

	Mother’s educational attainment
	
	
	
	

	None
	11.2
	24.2
	1.4
	1.5
	61.7

	Elementary
	15.1
	35.2
	0.9
	0.9
	47.9

	Preparatory
	16.9
	34.3
	1.0
	0.7
	47.1

	Secondary and above
	15.8
	36.9
	0.6
	0.7
	45.8

	Region
	
	
	
	
	

	Palestinian Territory
	15.5
	34.0
	0.9
	0.9
	48.7

	West Bank
	19.3
	37.3
	1.3
	1.1
	41.0

	Gaza Strip
	8.6
	28.2
	0.2
	0.5
	62.5


Vitamin A coverage for children born in the three years preceding the survey was around 50%. It was slightly higher in males, in rural areas, in the WB, and increases with mother education and does not relate to child’s age. 

Endemic goiter, caused by Iodine deficiency in the diet is found to be common among schools children in the Palestinian Territory. Iodizing of salt has been introduced over the last couple of years to prevent goiter among schools children. 

Households consuming adequate Iodized salt were at 37.4%. The highest percentage was at the West Bank at 47.3%, while the Gaza Strip at 16.6%. Looking at the different locality, the lowest percentage is in the camps at 24.6%. This means all the localities of the Gaza Strip have a very low Iodized salt compared to the West Bank.

Table 9.16: Percentage of households consuming adequately iodized

 salt by region and type of locality

	Background Characteristics
	Percentage of households in which salt was tested
	Iodized salt test

	
	
	PPM

15 +
	PPM

< 15

	Region
	

	West Bank
	98.8
	47.3
	52.7

	Gaza Strip
	98.6
	16.6
	83.4

	Type of locality
	

	Urban
	98.8
	39.7
	60.3

	Rural
	98.6
	39.4
	60.6

	Camp
	99.1
	24.6
	75.4

	Total
	98.8
	37.4
	62.6


9.6 Nutrition:

Nutritional status is a primary determinant of a child’s health and well being. Both inadequate or unbalanced diet and chronic illness are associated with poor nutritional status among children. 

In order to assess the nutritional status, measurement of weight, height for children older than 2 years and length for children up to 2 years and age of the child can produce three standard indices of physical growth, namely weight for age, weight for height/length and height/length for age.

Each of the indices measures somewhat different aspects of the nutritional status of the children.

Children whose height/length for age is below -2 standard deviation from the median of the referenced population are considered short for their age or stunted. Children who are less than  -3 standard deviation are considered severely stunted. Stunting of a child’s growth may be the result of a failure to receive adequate nutrition over a long period of time or of the effect of recurrent or chronic illness.

The weight for height/length index measures body mass in relation to body length/height. Children whose weight for height/length index is below -2 SD from the median of the referenced population are thin for their height/length, or wasted. Severely wasted children are the ones who are -3 SD below the referenced population. Wasting means failure to receive adequate nutrition in the period immediately before the survey, and be the result of an acute illness or acute food shortage.

Weight for age measures body mass in relation to the age of the child. Children below -2SD from the median of the referenced population are considered underweight for their age. Those below -3SD are considered severely underweight. A child can be underweight because he is stunted, wasted or both.

It is worth noting that height for age for older children measures optimal health of the child, as in developed countries, improvement in socioeconomic status, vitamin supplementation and having adequate varied diet improves the height of the children as noted in the UK after world war II and in the Chinese immigrants to the USA.  Weight for height/length takes away this notion of optimal health as it allows a short and thin child to be healthy using weight for height/length index. This is important to keep in mind when analyzing the 2000 survey to prevent confusion.

As recommended by the WHO, evaluation of the nutritional status should be compared to a population of well-nourished children. Therefore the measurements in this survey were analyzed according to the local population, then compared to the international referenced population as defined by the US National Center for Health Statistics (NCHS) and accepted by the WHO and the center for Disease Control. 

9.6.1 Levels of malnourished child:

Palestinian children are relatively well nourished compared to other third world countries. The worst index is height/length for age (stunted), as children below -2SD make 7.5% of the children whose height/length was measured. Next comes weight for age (underweight) at 2.5% and children’s weight for height/length (Wasted) at 1.4% of the children is below -2SD. Females are more stunted and underweight than males, but fewer females are wasted compared to males.

Mother’s education correlates positively with the height/length of the child and the weight of the child i.e., with more education, more children are in the normal range for height/length for age and weight for age. No correlation exists with wasting.

Children at 6-11 months have the highest percentage of underweight and wasting, dropping gradually as the child grows older, possibly relating to the time of weaning. Height/length has a similar trend but the maximum stunting is at 12-23 months then decreasing gradually.

The camps have the lowest percentage of children who are stunted, underweight or wasted. Rural areas have the highest percentage of children, who are stunted, while urban areas have the highest percentage of children who are wasted. In addition, GS has a lower percentage of children who are wasted and underweight compared to the WB, but higher percentage in stunting. This is difficult to explain, because GS has a large percentage of camps children who have the lowest percentage of stunted children. The only explanation is that rural and urban children in GS are much more stunted than the rural and urban children in the WB to account for the high stunting rate in GS.

Table 9.17: Percentage of children under five years that were severely or moderately malnourished by selected background characteristics

	Background Characteristics
	Weight for height
	Height for age
	Weight for age

	
	-2SD
	-3SD
	-2SD
	-3SD
	-2SD
	-3SD

	Sex
	

	Males
	1.6
	0.3
	7.0
	1.3
	2.2
	0.1

	Females
	1.3
	0.3
	8.1
	1.9
	2.8
	0.3

	Age of the child (months)
	

	Less than 6
	1.9
	0.6
	3.4
	1.3
	1.9
	0.1

	6-11 
	4.1
	0.3
	3.5
	0.8
	3.0
	0.0

	12-23 
	2.0
	0.3
	10.5
	1.8
	2.9
	0.2

	24-35 
	0.7
	0.4
	7.4
	1.6
	2.6
	0.4

	36-47 
	0.3
	0.1
	8.3
	2.0
	2.0
	0.3

	48 +
	1.0
	0.2
	8.1
	1.5
	2.4
	0.2

	Mother’s educational attainment

	None
	1.5
	0.6
	11.5
	3.0
	4.9
	1.0

	Elementary
	1.7
	0.4
	8.8
	1.7
	2.9
	0.2

	Preparatory
	1.2
	0.0
	6.3
	1.2
	1.7
	0.0

	Secondary and above
	1.5
	0.4
	5.7
	1.1
	2.0
	0.1

	Type of locality
	

	Urban
	1.6
	0.2
	7.6
	1.8
	2.4
	0.1

	Rural
	1.4
	0.5
	8.1
	1.6
	3.3
	0.4

	Camp
	1.1
	0.2
	6.2
	1.1
	1.3
	0.1

	Region
	

	Palestinian Territory
	1.4
	0.3
	7.5
	1.6
	2.5
	0.2

	West Bank
	1.5
	0.3
	7.0
	1.4
	2.6
	0.2

	Gaza Strip 
	1.4
	0.2
	8.3
	1.9
	2.4
	0.2


Using the International reference population, 8.2% of Palestinian children are stunted and 2.0% are wasted. The percentage of stunting is higher than the result obtained from using the local population reference (7.5%). This means, in general Palestinian children are shorter than the referenced population.

Table 9.18: Weight for height by height for age standard deviation categories,

 using the International reference population

	Nutritional Status
	West Bank
	Gaza Strip
	Total

	Stunted
	7.8
	8.9
	8.2

	Wasted
	2.1
	2.0
	2.0


Comparison with HS data of 1996:

According to comparison between the data of the health survey of 1996 and 2000, there are less underweight and wasted children in the year 2000, yet there is more stunting. The percentage of stunting is doubled for children less than 6 and 12-23 months. This is difficult to explain from the data available, but plainly what it means is that Palestinian children are shorter than their counterparts of 1996. Since stunting is a product of chronic insult to children, causes are variable; from chronic malnutrition, unlikely in this case as underweight children are less (2.5% in HS 2000 and 4.4% in the HS 1996
), recurrent illnesses, chronic infection, mental stress etc. The most likely cause is worsening of the nutrition of marginalized children over the years (not available for the year 2000) increasing the overall percentage of stunting. This was presented in the 1996 data, as it showed stunted children were mainly from the villages of the WB (9.5%) and the cities and the camps of GS (9.3% and 8.7%) respectively
. 

Figure 9.1: Percentage of children, who were under 2SD for weight for height, weight for age and height for age using local reference population and weight for height using International reference population 1996, 2000
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9.7 Diarrhea:

Dehydration caused by severe diarrhea is a major cause of illness and death among young children. A simple and effective response to dehydration is a prompt increase in the child’s fluid intake through some form of oral re-hydration therapy, which includes oral re-hydration salts or any other liquid
. Food is also encouraged during an episode of diarrhea in the form of breast milk for children less than 6 months and solid food for older children to avoid malnutrition, which can make the situation worse
.

Prevalence and treatment of diarrhea by selected background characteristics The survey took place in the spring, so fewer episodes of diarrhea were expected. 

The overall percentage was 6.7% of children had diarrhea in the last two weeks prior to the survey. Males were affected more than females. The highest percentage was in children from 6-11 and 12-23 months as this the age when children are exposed to different organisms that can cause diarrhea due to the introduction of family food, which is not sterile and to the children putting everything into their mouth. After this age, children develop tolerance, immunity and better hygiene resulting in a drop in the percentage of diarrhea to almost one third.  Children are more likely to have exclusive breast-feeding or sterile bottle feeding and unlikely to crawl and eat from dirty hands or dirty food before six months of age. Percentage of diarrhea did not have a trend with mother’s education and seemed more prevalent in children living in rural areas and in the West Bank. One of the reasons might be that rural areas have the lowest percentage of piped water at (63.3% compared to 91.9% in urban area and 89.4% in the camp). 

Table 9.19: Percentage of the population by main source of drinking water

 and type of locality

	Type of locality
	Main source of drinking water

	
	Indoor public system
	Outdoor public system
	Piped well
	Un-piped well
	Tanker truck
	Spring canal

	
	

	Urban
	91.9
	2.0
	3.5
	0.9
	1.4
	0.0

	Rural
	63.3
	0.9
	21.9
	5.3
	6.0
	2.5

	Camp
	89.4
	7.0
	1.0
	0.6
	1.1
	0.2

	Total
	83.1
	2.4
	8.5
	2.2
	2.7
	0.8


Also rural areas are lowest to have public sewer 6.8% compared to 56.4% in urban areas and 71.2% in the camps. This allows the possible contamination of drinking water.

Children receiving appropriate treatment were looked at by background characteristics. 

Overall 99.1% of the children received appropriate treatment as in breast feeding, soup, home made fluids, Oral Rehydration Salt (ORS), infant formula or water with food.

Table 9.20: Percentage distribution of households by type of sewage disposal

 system, region and type of locality

	Type of sewage disposal system
	Type of locality
	Region

	
	Urban
	Rural
	Camp
	West Bank
	Gaza Strip
	Palestinian Territory

	Public Sewer
	56.4
	6.8
	71.2
	36.5
	59.3
	43.9

	Cesspool
	43.0
	92.0
	28.2
	62.4
	40.6
	55.4

	Other means
	0.2
	0.6
	0.4
	0.5
	0.0
	0.3

	Doesn't exist
	0.4
	0.6
	0.2
	0.6
	0.1
	0.4


As the percentage of appropriate treatment were fairly high, it was difficult to see differences in the characteristics of the children. There was a small difference though in mother’s education and appropriate treatment with gradual increase from 96.9% in illiterate mothers to 100% in mothers with preparatory and secondary + education. In children 0-6 months and 6-12 months, 96.4% and 76.8% of the children received breast-feeding appropriately. Most children received water with food (80.1%), then homemade fluids (71.4%), and soup (57.7%), formula milk (35.2%) and lowest were in ORS at (20.6%). 

The low usage of ORS might be linked to low consultation rate (50%), as one has to obtain a prescription and then buy it from the pharmacy, while all the other foods are normally available at home. In general, the result shows that mothers were aware of the seriousness of diarrhea and reacted accordingly by initiating some form of therapy. The percentage of no therapy was 0.9%.

Table 9.21: Percentage of children under five years of age with diarrhea in the last two weeks preceding the survey and have treatment by type of treatment and selected background characteristics

	Background Characteristics
	Had diarrhea
	Treated
	Children with diarrhea who received

	
	
	
	Breast milk


	Soup
	Locally acceptable fluids
	ORS
	Other milk
	Water with food

	Sex
	
	

	Males
	7.0
	99.0
	42.9
	60.1
	73.0
	24.6
	37.4
	80.1

	Females
	6.3
	99.3
	39.7
	54.9
	69.5
	15.9
	32.7
	80.1

	Age of child (months)
	

	Less than 6
	7.3
	100
	96.4
	22.6
	34.2
	17.9
	39.0
	36.9

	6-11 
	15.6
	98.4
	76.8
	59.0
	70.0
	29.4
	35.5
	69.9

	12-23 
	11.9
	100
	29.9
	65.1
	76.6
	15.9
	31.6
	92.4

	24-35 
	4.8
	96.5
	2.8
	60.1
	85.0
	16.4
	41.1
	91.9

	36-47 
	3.1
	100
	0.0
	64.0
	77.2
	27.1
	35.6
	90.9

	48-59 
	1.4
	100
	0.0
	67.9
	86.0
	22.1
	33.1
	95.0

	Mother’s educational attainment
	

	None
	6.2
	96.9
	40.8
	51.2
	63.2
	26.1
	27.3
	71.3

	Elementary
	5.7
	97.7
	42.4
	45.3
	78.2
	24.9
	37.3
	79.6

	Preparatory
	7.4
	100
	43.9
	59.4
	71.1
	18.5
	30.1
	81.8

	Secondary and above
	6.8
	100
	39.0
	69.3
	71.4
	19.1
	47.0
	80.5

	Type of locality 
	
	

	Urban
	6.3
	98.7
	37.6
	56.4
	69.4
	21.0
	35.8
	81.8

	Rural
	7.6
	100
	47.2
	60.8
	75.5
	19.7
	35.6
	75.4

	Camp
	6.3
	98.8
	42.0
	55.2
	69.6
	21.2
	32.5
	84.3

	Region
	

	Palestinian Territory
	6.7
	99.1
	41.4
	57.7
	71.4
	20.6
	35.2
	80.1

	West Bank
	7.0
	98.6
	41.3
	65.0
	76.6
	21.5
	39.7
	78.9

	Gaza Strip 
	6.2
	100
	41.6
	44.7
	62.2
	19.0
	27.2
	82.1


In children who received fluids during diarrhea, 45.1%had their fluid intake increased, while 54.5% had the same amount or less. In terms of food intake, 10.2% had the same amount of food or more while 89.8% had less or none. Mother’s education was associated with increasing the amount of fluid or food. Age of the child made no difference to the percentages of increasing intake. Children living in rural areas were given less fluid compared to urban areas and the camps and children living in the West Bank were more likely to be given less/same drink or less/none food. 

Table 9.22: Percentage of children under five years of age with diarrhea in the last two weeks preceding the survey who took increased fluids or food by selected background characteristics

	Background Characteristics
	Less or no food
	Same or less fluids
	More fluids
	Same/more food
	Increased fluids and continued eating

	Sex
	

	Males
	91.6
	51.2
	48.1
	8.4
	45.8

	Females
	87.8
	58.4
	41.6
	12.2
	39.6

	Age of child (months)

	Less than 6
	43.6
	77.4
	22.6
	56.4
	13.3

	6-11 
	88.7
	59.2
	39.6
	11.3
	36.0

	12-23 
	99.1
	48.5
	51.5
	0.9
	51.2

	24-35 
	98.6
	43.2
	56.1
	1.4
	56.1

	36-47 
	100
	51.6
	48.4
	0.0
	48.4

	48-59 
	100
	58.4
	41.6
	0.0
	41.6

	Mother’s educational attainment

	None
	92.4
	59.9
	39.3
	7.6
	36.6

	Elementary
	91.8
	61.9
	38.1
	8.2
	35.9

	Preparatory
	89.1
	50.8
	49.2
	10.9
	48.4

	Secondary and above
	87.2
	49.3
	49.6
	12.8
	45.8

	Type of locality
	

	Urban
	89.6
	47.7
	52.3
	10.4
	50.1

	Rural
	89.6
	64.2
	34.6
	10.4
	32.7

	Camp
	90.8
	56.9
	43.1
	9.2
	40.8

	Region
	

	Palestinian Territory
	89.8
	54.5
	45.1
	10.2
	43.0

	West Bank
	92.6
	57.0
	42.4
	7.4
	40.7

	Gaza Strip
	84.8
	50.0
	50.0
	15.2
	46.9


9.7.1 Seeking consultation for diarrhea by source:
Overall, 50% of the mother’s sought consultation.  More in Gaza Strip than in the West Bank and lowest in rural areas. Higher percentage of consultation was sought for males than for females by 3.2%, and for children aged 6-11 months, who had the highest percentage of diarrhea. One third of the children visited a physician, more from rural areas and the West Bank. Another third visited Govt. MCH clinic, mainly from Gaza Strip and rural areas. Then 13.5% visited UNRWA clinics, mainly from the camps and Gaza Strip. 10.9% of mothers from urban and rural areas visited a UNRWA center, while 37.3% of camps children visited Govt. centers. 3.5% of mothers’ sought consultation at a pharmacy, all of whom were from urban areas and mainly from Gaza Strip. If public and private services are re-grouped as in table (9.23), then mothers living in the rural areas did not use None Governmental Organization (NGO) services and used private more than public services. Mothers living in urban areas used private and public equally and some NGO sector, while mothers living in the camps used mostly public sector with some private and NGO.  More children had consultation from the private sector in the West Bank than Gaza Strip possibly because of higher percentage of private insurance at 17.1% for the West Bank compared to 0.3% for Gaza Strip
.

Table 9.23: Percentage of children under five years of age who had diarrhea in the last two weeks preceding the survey and received consultation by source and selected background characteristics

	Background Characteristics
	Private sector*
	Doctor

Clinic
	Pharmacy
	Public sector**
	UNRWA
	Govt.
	NGO
	Consulted 

any source

	Sex
	

	Males
	42.7
	33.8
	2.5
	54.3
	15.6
	38.7
	3.4
	51.5

	Females
	47.6
	33.8
	4.8
	51.0
	10.9
	40.1
	7.5
	48.3

	Age in months
	

	Less than 6
	39.3
	17.9
	8.1
	67.3
	21.3
	46
	5.1
	47.7

	6-11 
	55.6
	50.8
	1.5
	49.1
	14.3
	34.8
	3.2
	65.2

	12-23 
	37.1
	29.1
	0.0
	58.4
	11.2
	47.2
	4.5
	46.3

	24-35 
	45
	33.1
	8.9
	47.8
	15.2
	32.6
	1.4
	45.7

	36+ 
	45.5
	17.8
	9.4
	35.5
	7.3
	28.2
	19.0
	39.7

	Type of locality
	

	Urban
	47.1
	35.4
	6.1
	46.6
	8.2
	38.4
	7.1
	55.7

	Rural
	56
	42.8
	0.0
	45.6
	2.7
	42.9
	0.0
	39.2

	Camp
	19.9
	14.1
	0.0
	86.5
	49.2
	37.3
	7.0
	53.8

	Region
	

	Palestinian Territory
	44.9
	33.8
	3.6
	52.9
	13.5
	39.4
	5.2
	50.0

	West Bank
	58.3
	48.2
	0.8
	34.6
	6.5
	28.1
	4.6
	46.4

	Gaza Strip 
	25.3
	12.7
	7.7
	79.5
	23.7
	55.8
	6.2
	56.3

	* Include: Private health center, doctor clinic, and pharmacy.

	** Include: Governmental health center, UNRWA hospital\center.


Comparison with HS data 1996:
HS data for 1996 show diarrhea percentage at 14.5%
, which is expected as the survey was conducted in the summer when diarrhea is more prevalent. The percentages were highest in children from 6-23 months, in rural areas and in males the same as in the HS 2000. Treatment of diarrhea in the HS 1996 was assessed in terms of ORS and home made solution; the percentages were 26.9% and 9.9% respectively. The percentage of ORS use was higher than the percentage of HS of 2000. This might relate to the severity of the diarrhea or reflect the higher percentage of mothers seeking professional care resulting in more ORS prescription (Figure 9.2). The amount of fluid given to children was more in 53.9% of the children and 33.7% of them had the same or more food. Children living in rural areas were given least extra fluids at 48.9% compared to urban areas (55.6%) and the camps (62.5%). Mother’s education and region was not recorded in diarrhea management in 1996 survey, therefore there is no possibility of comparison with the HS 2000.

In the HS 1996, the source of consultation was different from HS 2000, therefore difficult to compare all the variables and difficult to re-group into public and private. Overall 61.1% of the children in the 1996-HS seeked medical care more than 2000 survey (50%), which might explain the higher percentage of ORS use, also a much higher percentage of consultation was seeked from the camps at 70.1% Vs city (59.4%) and village (58.7%)
in contrast to HS 2000, where 53.8% seeked advice from the camps vs. rural (39.2%) and urban areas (55.7%). 42.1% seeked consultation from a doctor clinic, more from rural areas, similar to the HS 2000. More children from the HS 1996 seeked consultation from a pharmacy at a percentage of 10% compared to 3.5% in the HS 2000. These children were mainly from rural areas at 11.2% then the camps at 10.2%. Overall more males than females’ sought medical advice in both surveys.

Figure 9.2: Percentage of children under five years of age who had diarrhea in the last two weeks preceding the survey of 1996 and 2000 and received consultation by source
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9.8 Acute respiratory infection:

Acute respiratory infection (ARI), particularly pneumonia is a common cause of death among infants and young children. Early diagnosis and treatment with antibiotics can prevent a large proportion of deaths due to pneumonia. 

9.8.1 Prevalence of cough by selected background characteristics:

Cough was found to be more among males. More in age group 6-23 months as this is the age where children are exposed to infections and building up immunity. The percentage of cough seemed to increase with mother’s education. 

The lowest number of cases were found in rural areas (13.9%) and the highest in the camps (20.8%). Gaza Strip had also a higher percentage than the West Bank, probably because of overcrowding. The percentage of cough with rapid breathing, indicative of a more serious infection, was almost half of the percentage of cough alone (9.1% vs. 17%). The percentage of consultation was very high ranging from 99.3% to 100%. No difference was observed with sex, education of mother, locality and region.

Table 9.24: Percentage of children who had a cough with or without rapid breathing

 in the last two weeks preceding the survey and received medical consultation

 by selected background characteristics

	Background Characteristics
	Cough
	Cough with rapid breathing
	Percentage consulting any source

	Sex
	

	Males
	19.5
	11.3
	99.6

	Females
	14.5
	6.9
	99.8

	Age of child (months)
	

	Less than 6
	16.6
	9.8
	99.0

	6-11 
	23.7
	17.3
	100

	12-23 
	21.7
	11.1
	100

	24-35 
	15.3
	7.6
	99.3

	36-47 
	15.0
	6.7
	100.0

	48-59 
	12.4
	6.4
	99.3

	Mother’s educational attainment

	None
	11.9
	6.9
	100.0

	Elementary
	16.3
	8.7
	99.7

	Preparatory
	18.9
	10.1
	99.3

	Secondary and above
	17.8
	9.3
	100.0

	Type of locality
	

	Urban
	17.6
	9.2
	100.0

	Rural
	13.9
	7.5
	99.5

	Camp
	20.8
	11.7
	99.0

	Region
	

	Palestinian Territory
	17.0
	9.1
	99.7

	West Bank
	15.2
	8.4
	99.8

	Gaza Strip 
	19.9
	10.3
	99.6


Since ARI is associated with increased population density, crowded conditions and smoking, it was looked at by rate of density. It was found out that there was a rapid increase in the percentage of ARI from 12.7% in children living in houses up to 0.99 person per room to a percentage of 39.6% in children living in houses from 1-1.99 person per room. 

Table 9.25: Percentage of children with acute respiratory infection by housing density and background characteristics

	Background characteristics
	Acute Respiratory Infection (ARI)
	Up to 0.99 person per room
	1-1.99 person per room
	2-2.99 person per room
	3-3.99 person per room

	Type of locality
	
	

	Urban
	Does not have ARI
	11.6
	42.1
	29.2
	17.1

	
	Have ARI
	13.0
	39.1
	29.1
	18.8

	Rural
	Does not have ARI
	12.6
	41.6
	27.6
	18.2

	
	Have ARI
	10.6
	36.5
	32.6
	20.3

	Camp
	Does not have ARI
	11.7
	40.9
	29.0
	18.4

	
	Have ARI
	14.3
	44.7
	22.1
	18.8

	Region
	

	West Bank
	Does not have ARI
	13.4
	43.2
	27.2
	16.2

	
	Have ARI
	14.0
	38.5
	26.4
	21.1

	Gaza Strip 
	Does not have ARI
	9.4
	39.2
	31.3
	20.1

	
	Have ARI
	11.2
	40.9
	31.1
	16.8

	Palestinian Territory
	Does not have ARI
	11.9
	41.7
	28.7
	17.7

	
	Have ARI
	12.7
	39.6
	28.5
	19.2


After that, the percentage drops gradually to reach a level of 19.2% in children living in 3+ persons per room. 

There is a slight increase in smokers in the household of children with ARI in urban areas, rural areas and the West Bank, but not in the camps or Gaza Strip. 

Table 9.26: Percentage of children with and without acute respiratory infection by percentage of smoking in household and selected background characteristics

	Background characteristics
	Acute respiratory infection (ARI)
	Not smoking
	Smoking

	Type of locality
	

	Urban
	Does not have ARI
	39.0
	61.0

	
	Have ARI
	44.2
	55.8

	Rural
	Does not have ARI
	39.8
	60.2

	
	Have ARI
	36.3
	63.7

	Camp
	Does not have ARI
	40.1
	59.9

	
	Have ARI
	44.9
	55.1

	Region
	

	West Bank
	Does not have ARI
	39.3
	60.7

	
	Have ARI
	40.2
	59.8

	Gaza Strip 
	Does not have ARI
	39.5
	60.5

	
	Have ARI
	45.2
	54.8

	Palestinian Territory
	Does not have ARI
	39.4
	60.6

	
	Have ARI
	42.5
	57.5


This implies that there are other factors contributing to ARI apart from smoking and house density, which are beyond the scope of this report.

9.8.2 Seeking consultation for cough by source:

 Overall, private and public health services were used equally at around 41.0%. Govt. services were used almost three times as much as UNRWA, which probably reflects wider range of services, availability and accessibility. Almost 5.7% sought care directly from the pharmacy, more mothers from Gaza Strip, urban and rural areas, mothers of children older than 36 months and males.  Mother’s education increases the use of private health care than public, in particular doctor’s clinics. Children living in the camps used public services more than private.  Children from rural areas used private services more than public.  Govt. services were used three times as much as UNRWA services.  29.3% of the camps children used Govt. services, while 5.5% of the rural children and 4.8% of the urban children used UNRWA services.  Children in the West Bank are three times more likely to use doctor’s clinic than children in Gaza Strip, possibly because more of them have private insurance (17.1% in the West Bank vs. 0.3% in Gaza Strip) and have higher overall economic status than children in Gaza Strip.

Table 9.27: Percentage of children who had cough with or without rapid breathing in the last two weeks preceding the survey and received medical consultation by source and selected background characteristics

	Background characteristics
	Doctor

Clinic
	Pharmacy
	UNRWA
	Govt. hospital\

center
	Public sector*
	Private sector**
	NGO

	Sex
	

	Males
	26.6
	6.3
	14.3
	30.7
	45.0
	40.4
	5.4

	Females
	28.1
	4.9
	8.4
	27.5
	35.9
	41.2
	5.5

	Age of the child (months)

	Less than 6
	28.0
	1.7
	12.8
	35.9
	48.7
	34.7
	4.0

	6-11 
	36.6
	2.6
	13.7
	33.4
	47.1
	50.5
	6.9

	12-23 
	31.1
	5.6
	12.7
	28.2
	40.9
	44.4
	3.9

	24-35 
	19.2
	3.7
	11.6
	33.5
	45.1
	32.1
	6.1

	36-47 
	23.6
	10.4
	9.9
	25.1
	35.0
	38.8
	6.6

	48 +
	24.7
	9.1
	9.9
	21.7
	31.6
	42.8
	5.8

	Mother’s educational attainment

	None
	13.1
	0.9
	20.3
	28.5
	48.4
	22.6
	1.8

	Elementary
	23.0
	6.3
	12.4
	28.9
	41.3
	36.2
	6.5

	Preparatory
	27.9
	7.0
	10.4
	31.2
	41.6
	43.4
	5.5

	Secondary and above
	34.6
	5.3
	11.0
	26.5
	37.5
	42.8
	5.9

	Type of locality
	

	Urban
	27.7
	6.6
	4.8
	32.8
	37.6
	42.3
	6.9

	Rural
	35.8
	5.8
	5.5
	21.3
	26.8
	50.8
	3.7

	Camp
	15.7
	3.0
	39.9
	29.0
	68.9
	24.2
	3.4

	Region
	

	Palestinian Territory
	27.2
	5.7
	11.8
	29.3
	41.1
	40.8
	5.5

	West Bank
	38.4
	4.6
	6.0
	17.5
	23.5
	54.5
	6.2

	Gaza Strip 
	13.6
	7.1
	18.9
	43.7
	62.6
	24.1
	4.5

	* Include: Include: Governmental health center, UNRWA hospital\center. 

	** Private health center, doctor clinic, and pharmacy.


Comparison with HS of 1996:
The HS of 1996, conducted in the summer showed 22.5% of the children had ARI in the last two weeks preceding the survey. In contrast, the HS 2000 was done in the spring and showed 17.0% of the children had ARI. 

Figure 9.3: Percentage of children under five years of age who had ARI in the last two weeks preceding the surveys of 1996 and 2000 and received consultation by source
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This is contrary to expectations, as one should find more children to have ARI in the spring than the summer. The reason for this is the differences in the method of data collection. The HS of 1996 asked the mothers if the children had a runny nose or a cough, while the HS of 2000, asked if the children had a cough or rapid breathing. More children are expected to have a runny nose than to have a cough as found in the HS of 1996. 

In the HS of 1996, half of the parents’ sought consultation for ARI symptoms compared to 100% for the year 2000. Also 37.8% used doctor’s clinic and 10.3% used a pharmacy in 1996 compared to 27.2% and 5.7% respectively for the year 2000. 

This means that parents in the year 2000 are probably more aware of the seriousness of ARI as a cause of death in young children seeking consultation in almost 100% of the cases. Also their health-seeking behavior is more appropriate in that they used pharmacies less as first line treatment. 

It is difficult to comment on the less use of Doctor’s clinic by parents in the year 2000 compared to 1996, as other private sector variables are not available for the year 1996. 

Executive summary:

Immunization has been maintained at a high percentage except for BCG in rural and urban areas and measles in urban areas. Further research into the causes of the low uptake can be beneficial for intervention.

Diarrhea mainly affects children in rural areas and these children in particular are not managed well. Research is needed to look at causes of diarrhea in rural areas and diarrhea management should continue with emphasis on families living in rural areas. 

ARI is most common in the camps, showing relation to household density and smoking within the house. Management of ARI has improved since 1996. There is a place for intervention in the camps.

One third of mothers stopped breast-feeding for reasons that could have been prevented by counseling. Weaning in the first three months was highest in the rural areas. Breast-feeding counseling should continue and expand to include all mothers especially in rural areas. 

Vitamin A supplementation for infants and Iodized salt is lacking in the camps and GS in particular. Both should be made available and awareness campaigns should target health professionals and parents.

Indices of nutrition have shown that more Palestinian children are becoming under -2SD in height/length for age than in 1996. Provisional analysis suggests that differential stunting is probably affecting the poorest, mainly rural areas and the cities in GS, while children from the camps are doing well. Further research is urgently warranted as similar data from school health program have been observed in 6-year-old children over the last four years. 

Vaccination:

Mother’s memory is a less accurate estimate of vaccination uptake compared to reviewing the immunization cards.

Immunization cards were available for almost ¾ of the children, lowest in the camps. More cards were available for the year 2000 than 1996. 

There is a slight increase in the year 2000 of the uptake of 3rd dose of DTP, 3rd dose of Polio and MMR and a significant increase in the uptake of Hepatitis B compared to 1996.

BCG has the lowest uptake with a significantly low overall uptake in the rural areas. 

DTP and Polio have the highest uptake in the camps provided by UNRWA, while MMR and Hepatitis B have the highest uptake in rural and urban areas provided by the Govt.

Children in the West Bank are vaccinated mainly by the Palestinian MOH immunization program and only a small percentage is vaccinated at the Israeli MOH MCH centers, as shown by the slight variation in vaccination uptake for BCG and measles when children living in Jerusalem were excluded. 

Recommendations:

Mother’s memory is inaccurate for immunization uptake and one should look at the vaccination cards if available.

Further research is needed to look into reasons for a low uptake of BCG vaccine.

Jerusalem needs to be analyzed separately from the WB initially because of the different vaccination program, in particular to assess the effect of the uptake on BCG and Measles. 

Percentage of vaccination uptake for children under five is not informative. Specific immunization uptake for children 12-23 months is more informative for all the vaccines except for MMR, where the age group specific for immunization uptake is 24-35 months.

Breast Feeding:
Early breast-feeding has improved from 1996 to 2000, mainly due to better practices in urban areas.

More children were breast-fed at 6-9 months, but more children were weaned at 3 months in the year 2000 compared to 1996. This might be due to a higher percentage of mothers going to work in the year 2000.

The percentage of never breast-fed has remained low at 2%.

One third of the children were weaned for incorrect reasons such as insufficiency of breast milk or child refused the breast.

Liquids are introduced at 3 months and solids at 6 months.

Fewer infants received fresh milk or sugar water in the year 2000 compared to 1996. 

Recommendations:

Early weaning can be prevented through counseling the mother and supporting her. 

Health education targeting preventable causes for weaning can reduce the practice by one third.

Desired and undesired practices in complementary feeding can be encouraged or discouraged accordingly through better information made available to mothers.

Vitamin Supplementation:

The percentage of vitamin A coverage is 50%, low in the camps and GS.

The availability of Iodized salt is generally low especially at Gaza Strip.

Recommendations:

Research into reasons for low uptake of vitamin A and Iodine should be encouraged.

The public and health professionals should be made aware of the benefit of vitamin A and Iodine supplementation.

Iodized salt should be made more available, especially in the camps and GS. 

Vitamin A supplementation should be encouraged particularly in the camps and GS.

Nutrition:

More females are stunted and underweight than males 

Mother’s education positively affects the height/length of the child and to a lesser degree the weight of the child.

When nutritional indices are compared, refugee children have better health than children of rural and urban areas.

Gaza Strip has more stunting children than the West Bank and this has increased the overall stunting percentage in the Palestinian Territory.

Using the international reference population, Palestinian children are shorter than their counterparts in the referenced population.

In general there are less children in the 2000 survey under -2SD for weight for age and weight for height/length than children from the 1996 data. On the other hand, there are more children under -2SD for height/length for age than the year 1996, suggesting the children in general are getting shorter. Similar results have been observed in the school health program data in the West Bank comparing the percentage of short children at first grade from 1997-1999. The percentage has increased from 2.06% to 2.58% covering around 40,000 children per year
,
 . Also, similar results have been observed in the demographic surveys of 1992 and 1995 in Egypt looking at children under five years of age. The results have shown that more children are below -2SD in the three indices in 1995 compared to 1992
.

Recommendations

Height/length for age and weight for age are more informative on the quality of nutritional status of children than weight for height/length. 

Research is needed to look into factors affecting height/length for age in the Palestinian children, as the result of more stunting children in the year 2000 than 1996 survey is alarming. 

Diarrhea:

Diarrhea is prevalent in the summer, more likely to affect males, children living in rural areas and children 6-23 months old.

The majority of children received any recommended treatment though only 45.1% had their fluids intake increased and 90% had less or no food during the diarrheal episode.

Children who received less fluid and drinks were from rural areas.

Rural children used private services while camps children mainly used public services. Urban children used private and public services equally. The use of services depended on accessibility, availability and cost. 

Fewer mothers consulted health professionals for the year 2000 than 1996; one possible explanation is education of the public and health professionals on the management of chronic diarrheal diseases, initiated by UNICEF in 1995, has made a difference.

Recommendations:

Public health services in terms of indoor piped water and sewage disposal should be available in rural areas.

Health education on the management of diarrhea targeting the public should continue with particular emphasis on mothers living in rural areas.

Research is needed to look into the reasons for one fourth of the children from the camps seeking Govt. health services. Is it inadequacy of UNRWA services, keeping in mind that working hours is the same as Govt. clinics?
50% of mothers whose children had diarrhea sought consultation. Camps children attended Govt. clinics more than urban and rural areas children attended UNRWA clinics. 

ARI: 

The percentage of cough is highest in the camps and lowest in rural areas.

Causes of cough are multi factorial, where house density and smoking are two of the factors contributing to the disease. 

Recommendations:

Cough per se is not an accurate measure of lower respiratory tract infection, other signs and symptoms need to be collected such as fever, rapid breathing, poor feeding, etc..

Further research is necessary to look at housing density, smoking and other factors contributing to cough causation in an effort to explain the high percentage of ARI in the camps and low percentages of ARI in rural areas.
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