Chapter One

Introduction 

1.1 Introduction:

States rely on data available at statistical institutions in planning and policy-making. Such institutions are the main and official source to provide documented and scientific statistical data about the local community thus largely contributing to assisting policy-makers and decision-makers in making present and future policies and in making development and planning decisions that may develop local community and improve delivered services, as well as measuring the extent of consistency between policy and services delivered to the public. Since a bureau of statistics is a key component of the civil system of any society, the employees of the Palestinian Central Bureau of Statistics (PCBS) have from day one of establishing a statistical system in Palestine sought to bridge the statistical gap through collecting all social, economic, geographic, and environmental data according to programs with specific priorities. Also, provide a reliable statistical figure for the policy-makers and decision-makers in the first place, and the individual interviewers, scholars, and institutions, in addition to international statistical organizations.  

PCBS has planned and carried out a number of surveys in order to create a database that can be used for studying and analyzing demographic, social, health, and environmental characteristics of the Palestinian society. It all comes within the PCBS plan to provide and update citizens' health data, which will determine the basic health requirements and the priorities of health work and the consistency of the health plans and services. The first health survey was conducted in 1996; it included a number of key indicators relevant to maternal, child, and household health. The second survey was conducted in 2000; it covered reproduction, fertility, newborn and children mortality, along with housing conditions indicators, in addition to maternal, child, and household health indicators. PCBS has also conducted the Demographic and Health Survey 2004 to complete evaluation and comparison and monitoring of the health and demographic conditions of the Palestinian Territory. The Demographic and Health Survey 2004 has attained great significance because it monitors the changes taking place at the demographic and health situation of the Palestinian Territory during the past four years. The Survey focuses on reproduction, fertility, child and newborn mortality, family planning and maternal and child health topics. The Survey also includes new topics about the health of the females in child-bearing age and indicators related to health in general including disabilities, smoking, and chronic diseases. 

This chapter discusses a number of issues: Survey objectives; population conditions, health situation in the Palestinian Territory, organization of the Survey phases, and the data quality of the Survey. 

1.2 Socioeconomic Situations:

1.2.1 Population and household:

Population estimates indicate that the number of population of the Palestinian Territory in mid 2004 was 3,637,529 (2,300,293 in the West Bank and 1,337,236 in Gaza Strip). The population is distributed as follows: 56.6% are living in urban areas; 28.3% are living in rural areas; and 15.1% are living in refugee camps in the Palestinian Territory. Age structure of the population of the Palestinian Territory tells us that the percentage of the population under 15 is 45.7%; meanwhile, the percentage of the population aged 65 and above is 3.1%, compared with the results of the Population, Housing, and Establishment Census 1997, when the population of the Palestinian Territory
 totaled 2,895,683 including 1,873,476 in the West Bank and 1,022,207 in Gaza Strip distributed as follows, 53.1% lived in urban areas; 31.0% lived in rural areas; and 15.9% lived in refugee camps. Consequently, the population has increased by 25.6% compared to 1997. 

The number of Palestinian households in the Palestinian Territory, according to the revised estimates of PCBS in 2004, totaled approximately 575,741 households, including 382,839 in the West Bank and 192,902 in Gaza Strip. The average household size reached 5.7 people, including 5.5 in the West Bank and 6.2 in Gaza Strip. The percentage of households headed by women totaled 8.9%, including 9.9% in the West Bank and 7.0% in Gaza Strip; crowdedness rate in housing totaled 1.86/ per room (or almost two people per room). Population density in the Palestinian Territory in 2004 is estimated at 625 persons/ square km.

Medium age at marriage for women reached 19.0 years for both regions of the West Bank and Gaza Strip. The percentage of ever married women who are married to first degree relatives in the Palestinian Territory reached 27.5%. According to findings, 17.8% of marriages were among the members of the same family.

Fertility levels of the Palestinian Territory are considered high when compared to presently dominant levels at other societies. However, it has been noticed that fertility levels in the Palestinian Territory dropped in the past few years. When the total fertility rate (the medium of children a woman can give birth to during her reproductive life) is taken into consideration, data shows that the total fertility rate has dropped from 6.4 births during 1985-1989 to 6.1 in 1997, according to the final findings of the Population, Housing, and Establishment Census 1997. The rate continued to drop and reached 4.9 births in 2003, compared to 5.93 births       in 1999.

The drop may be due to the rising percentages of education especially among females, improved health conditions, or high percentage of using family planning methods, which reached 50.6% among women aged 15-49 in 2004 according to the findings of the Demographic and Health Survey 2004, compared to 45.2% in 1996 and 51.4% in 2000. The gradual drop in fertility levels is expected to continue during the coming years due to increasing attention to woman health and education and reproductive health and increase in the use of family planning methods. 

The total fertility rate of the Palestinian Territory, using direct method, reached 4.6 births in 2003, including 4.1 in the West Bank and 5.8 in Gaza Strip. The average number of ever born children to an ever married Palestinian woman is 4.5 children; the average number of the children who stayed alive out of the ever born children in the Palestinian Territory is 4.3.

The World Bank, using macroeconomic data, estimated poverty rates in the Palestinian Territory in 2003 at 38% and 51%. According to PCBS reports, based on a number of surveys most importantly the series of surveys on the impact of Israeli measures on the economic and social situation of the Palestinian households between 2001 and 2003, the percentage of households living below the poverty line was between 61% and 72%. The series of the labor force surveys of 2003 indicated that the percentage of laborers who earned an income below the poverty line was 59%-61%. However, the distribution of the unemployed dropped sharply in 2003 from 221,000 in 2002 to 203,000 in 2003 compared to 98,000 unemployed people in 2000. It is worth noting that the numbers of the Palestinians joining the labor force in the West Bank and Gaza Strip rose from 695,000 in 2000 to 794,000 in 2003.

The data of the household expenditure and consumption in the Palestinian Territory 2004 showed a drop in the household and individual expenditure and consumption rates in current prices. Consequently, the average monthly consumption of a household in the Palestinian Territory dropped by 5.7% compared with 1996 that reached 601 Jordanian dinars. In 2004, however, the average monthly consumption of a household totaled 535 Jordanian dinars in current prices, a 9.6% drop in comparison with 1996. The data of the average individual expenditure in the Palestinian Territory showed similar results; such average dropped in 2004 by 4.1% compared with 1996.   

1.2.2 Public Health:

The rapid health, economic, and social changes in the Palestinian Territory caused the indicators of public health to swing. The results of the Health and Demography Survey 2004 concerning health insurance coverage, for instance, showed that the percentage of people who have health insurance in the Palestinian Territory is 76.1% including 65.8% in the West Bank and 93.8% in Gaza Strip. A rise in insurance coverage is noticed when results are compared to the results of 2000, i.e. before the Intifada broke out. The results of the Health Survey of 2000 showed that 60.4% of individuals in the Palestinian Territory had health insurance, including 51.8% in the West Bank and 75.6% in Gaza Strip. It is worth noting that Al Aqsa Insurance was originated after the Al Aqsa Intifada broke out upon a presidential decree with minimum insurance premium causing government health insurance coverage to shoot up. Needless to say that the health insurance coverage increase is a good sign; however, it adds to the burdens of the government by mounting health services to cover a large number of insured people. 

Results showed that 19.6% of people aged 12 and above in the Palestinian Territory smokes, including 36.3% are males and 2.1% are females. However, the percentage of smokers dropped during the past four years, according to the Health Survey 2000; the percentage of smokers aged 12 and above was 22.1%.  The reduction in the percentages of smokers may be due to economic reasons when unemployment percentage soared after the Intifada broke out.

1.2.3 Maternal and Child Health: 

The study of indicators measuring maternal and child health are among key indicators monitoring changes in public health and social and economic adaptation. The health and living standards and levels of any society can be measured reviewing specific maternal and child health indicators. Mothers and children are the most vulnerable among the marginalized groups; therefore, they are the most susceptible to changes in the household conditions, which can be a reflection of the prevailing conditions of the society. There are many indicators measuring maternal and child health such as infant and child mortality rates, measuring the nutritional status of children; spread of infectious diseases; prenatal care, safe delivery; postnatal care; and other relevant indicators.

A development is noticeable in the health situation during the last five years; this can be realized when health indicators are compared. Infant mortality rates in the Palestinian Territory, for instance, dropped in 2004 compared to 2003. The level of child and infant mortality in the Palestinian Territory is low compared with developing countries and neighboring countries. Infant mortality rates in the Palestinian Territory during the five years preceding the survey (1999-2003) reached 24.2 per 1000 births, including 20.0 in the West Bank and 30.2 in Gaza Strip. The mortality rate among children below five during the same period is 28.3 per 1000 live births (23.7 in the West Bank and 34.8 in Gaza Strip) per 1000 live births. According to the Health Survey 2000, infant mortality rate during 1995-1999 in the Palestinian Territory was 25.5 per 1000 live births (24.4 for the West Bank and 27.3 in Gaza Strip) per 1000 live births. 

Many common and infectious childhood diseases have been brought under control including mumps, Pertussis (whooping cough), tetanus, measles, and polio. However, a gap still exists among many indicators of maternal and child health. For instance fatalities due to weight at birth and premature birth are the most common causes (25.9%) of newborn mortality followed by birth defects at 21.8% of the total mortalities among the newborns. The reduction of newborn mortality causes must be a priority for the decision-makers and planners in the government and NGOs involved in the health sector since such causes may be resulting from shortcomings in the quality and availability of pregnancy care and safe delivery. The percentage of pregnant women vaccinated against tetanus is still low as compared to receiving prenatal care. Also, the percentage of receiving postnatal care is low. In any case, maternal healthcare improved since the past period witnessed enhanced percentages of prenatal care and deliveries at health establishments by qualified medical teams.

1.3 Health System:

The health services in the Palestinian Territory can be divided in two key types; primary healthcare including comprehensive and continuous health services, which also includes diagnosis, primary cure, health supervision, preventative health service management, and chronic diseases. The second type is secondary healthcare services including hospitals, which provide diagnostic and cure services as well as surgeries. Most hospitals provide outpatient services especially emergencies. 

There are four parties that provide health services in the Palestinian Territory:

1. Ministry of Health (MoH):

The so-called "Civil Administration" of the Israeli occupation authorities ran a number of clinics and hospitals that provided health services to Palestinian people before the Palestinian National Authority (PNA) took control over the affairs of the Palestinian Territory. The responsibility was transferred to MoH in May 1994 in Gaza Strip and in November 1994 in the West Bank. MoH was handed a worn-out health sector with infrastructure that was neglected for approximately three decades. The PNA has paid special attention to the health sector and primary care as well as the child health. For the PNA, the health sector is the second most important sector after education in the development plan. Moreover, the PNA coordinates and cooperates with international organizations involved in health mainly the World Health Organization (WHO).

The 2004 data indicated that MoH runs 35% of the hospitals and approximately 31% of the total hospital beds in the Palestinian Territory. Moreover, MoH supervises 56% of primary healthcare clinics that deliver services in the Palestinian Territory. In short, the process of health service delivery in the Palestinian Territory is the responsibility of MoH. 

2. United Nations Relief and Works Agency (UNRWA): 

The UNRWA health program focuses on primary, preventative, and comprehensive healthcare. It provides free-of-charge healthcare services to Palestinian refugees at refugee camps where it runs approximately 7% of the primary healthcare clinics in the West Bank and Gaza Strip. UNRWA also delivers secondary healthcare in the West Bank only; it runs only 1 hospital. The UNRWA runs 1.2% of the hospital beds in the Palestinian Territory. The international organization has been reducing its services especially hospital transfer services since the mid nineties due to their high costs and reduction in its budget despite the fact that a large sector of the Palestinian people rely on its health services (especially refugee camp dwellers whose number is estimated at one million). UNRWA increased refugees' contributions to the medical bill by 12-40%. The organization also reduces transfers and abstains from covering the expenses of certain cases. UNRWA only covers entire medical bill of the poorest refugees in worst medical cases. The reduction in services was gradual and consistent with reduction in funding. Donations were insufficient to cover the rising demand for health services and increase in the refugee population. Consequently, thousands of Palestinian refugees have been deprived of receiving health services.
       

3. Non Governmental Organizations (NGOs):

NGOs are the second most important health service provider after the government. Some of the NGOs initiated operations in the 1950s in Jerusalem and spread in the remaining Palestinian Territory. NGOs played a major role in healthcare service provision during the Israeli occupation years especially in remote rural areas with marginalized and impoverished people where they provide health services for minimal charges. NGOs role was most prominent during the 1st Palestinian Intifada in 1987 as well as the al Aqsa Intifada in 2000. Despite the policy the military occupation imposed on the Palestinian people, which stopped the development of the Palestinian healthcare services, many NGOs found an incentive in such policy to work harder in healthcare service delivery. NGOs sector has the highest number of general and specialized physicians compared to the clinics the sector runs. NGOs supervise 35% of hospitals and approximately 30% of the hospital beds as well as 36% of the primary care clinics in the Palestinian Territory. Most healthcare clinics of the NGO sector provide preventative and guiding medical services; also, they help in reducing the enormous pressure on the government health establishments, for instance, NGO helped treating the wounded during the 5-year-long Al Aqsa Intifada.

4. The Private Sector:

The private sector, despite its profitable nature, has become one of the most important sectors in providing curative and diagnostic services to Palestinian people in the Palestinian Territory. It supervises approximately 31% of the hospitals and almost 10% of the hospital beds. The private sector started to grow and expand when the PNA took control of the health system in Palestine. The expand of the private sector was accompanied by a reduction in the number of people benefiting from the government sector because it created new concepts among people that it could better quality services. The health services of the private sector are limited to people with better economic capabilities and can afford the private medical services bill.

1.4 Survey objectives:

PCBS Health Demography Survey 2004 is part of PCBS plan to provide inclusive data on all indicators related to demographic and health situation, which enable reviewing and assessing the demographic and health status of the Palestinian society.

The aim of this survey is to collect data on the health status of the Palestinian population in the Palestinian Territory in order to facilitate monitoring of maternal and child health.  The collected data are expected to serve as an asset for health planners, health providers, policy makers and researchers.  The main objectives of the survey are:

1. To update the available database on the demographic and health status of the Palestinian population, particularly women and children.

2. To provide important data for use by researchers and for policy formulation and program development in the Palestinian Territory.

3. To provide a database on the different demographic, social and economic characteristics.

4. To assess health service provision in relation to maternal and child health.

5. To enable policy and decision makers to develop future plans and programs on the basis of findings of this survey.

1.5  Methodology:
1.5.1 The Survey Questionnaire:

The questionnaire was developed by the Palestinian Central Bureau of Statistics after revision and adaptation of the following standard questionnaires:

1. Health Survey questionnaire that was implemented by the Palestinian Central Bureau of Statistics in 2000

2. Demographic Survey questionnaire that was implemented by the Palestinian Central Bureau of Statistics in 1995

3. UNICEF questionnaire for Multiple Indicator Cluster Survey (MICS II)

4. Standard Demographic and Health survey questionnaire

5. PAP FAM standard questionnaire

6. Demographic and Health Survey questionnaires (DHS) from other countries.

The demographic and health survey in 2004 questionnaire consisted of four main parts:

1. Control Sheet, which includes items related to quality control, sample identification, interview schedule and interview outcome.

2. Household questionnaire, which includes the following sections:

· The Household Roster including demographic variables such as age, sex, relation to the head of the household, date of birth and health variables such as health insurance and smoking.

· The Housing section including questions on housing conditions, such as water, sanitation and iodized salt.

3. Women’s health questionnaire. This questionnaire was designed to collect data for all ever-married women 15-54 years old. It consists of six sections:

· Reproduction

· Family planning 

· Antenatal care and breastfeeding

· Tetanus toxoid vaccination

· Desire for reproduction

· Knowledge of HIV

4. Child health questionnaire: This part consists of three sections: 

· Child health and child immunization for under-five children

· Anthropometry for under-five children

· Child education for children aged 5-17 years

1.5.2 Sampling:

1. Target Population:

The target population consisted of all Palestinian households that usually reside in the Palestinian Territory. This type of survey concentrated on two subpopulations: The first is ever-married women 15-54 years old, and the second is under-five children.

2. Sample Frame:

The list of all Palestinian households has been constructed by updating some identification variables from the data collected through the Population Census of 1997. The master sample was drawn up to be used for different sample surveys. It consists of 481 enumeration areas (EA) (the average size of about 150 households). The master sample was the sample frame for the current Demographic and Heath Survey of 2004. The selected EA were divided into small units called cells (with an average size of 25 households). One cell per EA was selected. 

3. Sample Size:

The number of households in the sample was 6,574 households: 4,456 in the West Bank and 2,118 in the Gaza Strip.

4. Sample Design:

The sample type was a stratified two-stage random sample:

First stage: 260 EAs were selected from all Palestinian territory.

Second stage: A systematic random sample of 25 households was selected from each EA in the West Bank and the Gaza Strip. For the part of Jerusalem that was annexed by Israel after the 1967 war, 30 households were selected from each EA.

5. Response rate:

Table 1.1: Number of households, eligible women, and children and the response rate by region, 2004   

	Sample and response rate
	Palestinian Territory
	West Bank
	Gaza Strip

	Number of households in the sample
	6,574
	4,456
	2,118

	Number of interviewed households
	5,799
	3,746
	2,053

	Response rate
	88.2
	84.1
	96.9

	Number of ever married women aged 15-54
	5,092
	3,198
	1,894

	Interviewed women
	4,972
	3,087
	1,885

	Response rate
	97.6
	96.5
	99.5

	Number of children below 5
	5,034
	2,929
	2,105

	Number of interviewed children
	4,839
	2,788
	2,051

	Response rate 
	96.1
	95.2
	97.3


Weights have been calculated for each sampling unit. Weights reflect the sampling procedures. To make the weighing procedure feasible and simple, we assumed that the households have been selected directly within the EA.

The weighing procedure considered the total Palestinian population in the beginning of the second quarter of the year 2004 and their distribution by region, sex and age group.

6. Variance:

It is important to calculate the sampling error and to show it beside the estimates. This gives the data user an idea about the efficiency and accuracy of the estimates.

The total survey errors are divided into two types: sampling errors and non-sampling errors. Non-sampling errors arose from implementing data collection and data processing, such as failure to interview the correct unit or mistakes made by the interviewer or the respondent. It is still difficult to estimate the non-sampling errors. However, many procedures have been adopted to reduce the non-sampling errors.

Sampling errors on the other hand are a measure of the variability between all possible samples. Sampling errors can be estimated from the survey results. 

The variance calculation uses the method of Ultimate Clusters; the variance formula depends on the type of estimate (ratios, means, totals, etc.). For this purpose we use a statistical package for variance calculation called CENEVAR. 

1.5.3 Reference Date:

The reference date for the Demographic and Health Survey was 17/05/2004.

1.5.4 Pilot Study:
The aim of the pilot study was to test all activities related to the main survey, questionnaire, training, survey instructions and procedures, sample, interviews, data entry and data processing.

The pilot took place in April 2004. The sample size was 150 households, or 75 households in the West Bank and in the Gaza Strip. The survey was carried out by two fieldwork teams, each consisting of six interviewers, one supervisor, one editor, one assistant and one field work coordinator.

The survey results were evaluated by several means through conducting debriefing meetings with fieldwork teams, and changes in the survey plan were carried out as required.

1.5.5 Field Work Operations:

1. Recruitment:

Recruitment of fieldworkers was restricted to women. The fieldwork directorate at PCBS screened all available female applicants. A scale was designed to rank applicants using objective criteria. Four committees to interview applicants in Ramallah, Nablus, Hebron and Gaza were formed. Seventy-nine interviewers, 16 interviewers’ assistants and 32 coordinators, supervisors and editors were selected to work in the West Bank and the Gaza Strip.

2. Training:
The draft fieldwork manual prepared for the pilot was reviewed, edited and utilized for the main fieldwork training.

The main training was via videoconference between the West Bank and the Gaza Strip.  Training lasted for an intensive 11 days. A group of doctors was recruited to deliver lectures on different parts of the questionnaires.

The training materials consisted of the following basic survey documents: questionnaires and interviewer and supervisor’s instructions manual.

The training course for interviewers consisted of:

· Classroom lectures on the objectives and organization of the survey

· Detailed explanation of the questionnaire

· The art of asking questions

The principles of interviewing were addressed by the demonstration of an interview through role-playing and practice interviews.

3. Fieldwork Organization:

The main fieldwork in the West Bank and Gaza Strip started on May 20, 2004, and was completed on July 7, 2004.

Seventeen mobile teams in the West Bank and the Gaza Strip undertook fieldwork. Each team consisted of three to five interviewers, one supervisor, one assistant and one field editor.

Fieldwork teams implemented field editing, which included further spot-checks if needed.  The field editor thoroughly checked and corrected any obvious mistakes and slips.

4. Editing in the Field:

Fieldwork procedures and organization were designed to ensure adequate supervision and the collection of high quality data.  To this end, several quality-control measures were used, including periodic sudden visits by the professional staff to the field team, adequate communications between the central office staff and the field in the form of daily and weekly reporting, re-interviewing of about 10% of the sample households by supervisors, spot-checking ages of eligible women, observation of interviewers by supervisors, distribution of written memos to the field when confusion arose, adequate documentation of the flow of the questionnaire through control sheets and limiting call backs to three visits per household.

1.5.6 Data Processing:

BLAIZE was used in the data entry. Data entry was organized in a number of files, corresponding to the main parts of the questionnaire.

A data-entry template was designed to reflect an exact image of the questionnaire and included various electronic checks: logical check, consistency checks and cross-validation.  Continuously thorough checks on the overall consistency of the data files were conducted, and some questionnaires were sent back to the field for corrections.

Data entry started in May 25, 2004, and finished on July 30, 2004. Data cleaning and checking processes were initiated simultaneously with the data entry. Thorough data quality checks and consistency checks were carried out.

Final tabulation of results was performed using the statistical package SPSS for Windows (version 8.0) and specialized health and demographic analysis programs.

1.6 Data quality:

Since the data reported here are based on a sample survey and not on complete enumeration, they are subjected to two main types of errors: sampling errors and non-sampling errors.  

Sampling errors are random outcomes of the sample design and are, therefore, easily measurable.

Non-sampling errors can occur at various stages of the survey implementation in data collection and data processing and are generally difficult to be evaluated statistically.  They cover a wide range of errors, including errors resulting from non-response, sample frame coverage, data processing and response (both respondent and interviewer-related).  The use of effective training and supervision and the careful design of questions are measures that have direct bearing on the magnitude of non-sampling errors and, hence, on the quality of the resulting data.

1.6.1 Evaluation of Demographic and Health Data:

Demographic data are in particular subjected to various other sources of non-sampling errors, and there are standard techniques to assess the seriousness of these errors. The quality of the age data is of particular importance in demographic surveys, because the age distribution is needed for various demographic purposes.  

Age-reporting errors result from incorrect reporting by respondents during enumeration, misunderstanding of the questions concerning age, mistakes during data entry or, more importantly in our context, respondents not knowing their exact age. Age-reporting errors occur in all surveys, and this one is no exception. However, the quantum and seriousness of the errors varies a great deal among surveys. It should be mentioned that questions were asked about both completed age and dates of birth in this survey, and official documents were used whenever possible to obtain these data. 

A standard way to evaluate the data is to check the extent of age heaping in convenient digits, most commonly 0 and 5. The Wipple index was 103.9 for both sexes, indicating that the data are free of age heaping at digits 0 and 5. The Mayers and Bachi indices are 5.1 and 2.9 respectively, showing little heaping at single years.

1. Antenatal Care:

37.4% of women with recent births in Palestinian Territory are protected against neonatal tetanus. The vast majority of these women received two or more doses of tetanus toxoid within the last three years. Among the regions, women living in the West Bank are most likely to be protected (43.6%) while those living in the Gaza Strip are the least likely to be protected (33.3%).                                                                                                                                         

Female respondents who had births in the three years prior to the survey were asked whether they had received antenatal care for any birth and, if so, what type of person provided the care. If the woman saw more than one type of provider, all were recorded in the questionnaire.  

2.Child Immunization:

In the Demographic and Health Survey of 2004, mothers were asked to provide vaccination cards for children under the age of five. Interviewers copied vaccination information from the cards onto the survey questionnaire. Mothers were also probed to report any vaccinations the child received that did not appear on the card. Overall, 72.9% of children had health cards. If the child did not have a card, the mother was briefed with a short description of each vaccine and asked to recall whether or not the child had received it and, for DPT and polio vaccines, how many times. In this survey we found that only 7.9% of children under the age of five did not have health cards.

3.  Breastfeeding:

Complementary feeding refers to children who receive breast milk and solid or semi-solid food. In this survey, data on breastfeeding was collected for children born in the last three years preceding the survey.  

4. Child Nutrition:

  Children were weighed and measured (approximately 95.4% of children), and those whose measurements are outside a plausible range were excluded. In addition, a small number of children whose birth dates were not known were excluded. 

Children under the age of two years were measured lying down, while children under the age of five years were measured standing up as recommended.

5. Illness:

In the Demographic and Health Survey of 2004 questionnaire, mothers (or caretakers) were asked to report whether their child had had diarrhea in the two weeks prior to the survey. If so, the mother was asked a series of questions about what the child had to drink and eat during the episode and whether this was more or less than what the child usually ate and drank. 
  Children with acute respiratory infection are defined as those who had an illness with a cough accompanied by rapid or difficult breathing and whose symptoms were due to a problem in the chest, or both a problem in the chest and a blocked nose, or whose mother did not know the source of the problem.

� Includes population counted during December 10-24, 1997, uncounted population estimates according to post enumeration survey and population estimates for those parts of Jerusalem annexed by Israel in 1967  


� UNRWA website is � HYPERLINK "http://www.un.org/unrwa/" ��UNRWA Official Homepage (United Nations Relief and Works Agency for Palestine Refugees in the Near East)�
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