Chapter One

Demographic Health Overview

1.1 Introduction:

The Palestinian Central Bureau of Statistics has planned and carried out several surveys aiming at providing accurate, scientific, and reliable database that can be used by concerned institutions for studying and analyzing demographic, social, health, and environmental characteristics of the Palestinian society.  The database could be used in various aspects of policies of planning development.  The Health Survey- 2000 was one of the greatest achievements of PCBS.  Its data were disseminated in January 2000 and included accurate and recent information about health indicators and prioritized health programs. Moreover, the Survey provided a detailed study on the status of health of the Palestinian Territory paying special attention to mothers, children and focusing on reproductive health services, educational level, and nutrition. The implementation of the survey was in line with the national objectives in terms of mothers and children’s health. 

This Chapter deals with population’s demography, status of health in the Palestinian Territory, objectives, organization and implementation of the survey, and the data quality.

1.2 Population and Demography:

According to the 1997 Census, the Palestinian population totaled 2,895,683
, of which 1,873,476 in the West Bank and 1,022,207 in Gaza Strip.  The population was distributed on the three types of localities as follows: 53.1% in urban areas, 31.0% in rural areas, and 15.9% in refugee camps. The projected population of mid 2000 is 3,150,056 and the population density is estimated at 525 persons for every square kilometer. The growth rate for mid 2000 is 3.6%.  Data shows that the crude birth rate of mid 2000 is 40.7 live births per 1,000 people, on the other hand, the crude death rate of the same period reaches 4.4 per 1,000 people.

Fertility rates of the Palestinian Territory are higher than those of other countries. This could be caused by early marriage especially among females and the desire to give birth to male children as well as the low rates of females’ participation in the labor force and the inherent traditions of the Palestinian communities.  Also, the political situation, which might have had an impact on fertility rates.  However, the trend of fertility rates began to drop in recent years and that the crude birth rates have actually been dropping since the seventies.  As has been previously indicated, the political situation could play a role in the rise and fall of fertility rates; for instance, the first Palestinian Intifada (uprising) witnessed a rise in such rates, which reached 46.7 per 1,000 people in the West Bank and 54.7 in Gaza Strip in 1990.  Fertility rates started to drop with the establishment of the Palestinian National Authority in 1994 when estimates indicated an increase in the crude death rate of the newly born in the second half of the past decade. The gross birth rate of 1997 was estimated at 42.7 with 41.2 in the West Bank and 45.4 for Gaza Strip.  

Moreover, the total fertility rate also dropped from 6.4 in 1985-1989 to 6.1 in 1995 and dropped further to 6.0 in 1997 according to the Population, Housing and Establishments Census 1997. In 1999, the rate dropped again to 5.93 children. This has resulted from the increase in education among females as well as the improvement in the health conditions and the increasing use of family planning methods.  45.2% of females used family planning methods in 1996. According to the health survey of 2000, the figure rose to 51.4%. It is expected that the percentage will continue to rise due to the policy of the Ministry of Health (MoH), which focuses on females’ health and reproductive health. 

Mortality rates of the Palestinian Territory are rather low when compared to the rates of the developing and neighboring Arab countries.  Such rates in general and specifically among infants dropped in the past ten years.  In mid 2000, the gross mortality rate totaled 4.4 per 1,000 people whereas it was 4.8 in 1997.  According to the Demographic Survey 1995, infants’ mortality rate was 27.3 per 1,000 live births with 25.5 for the West Bank and 30.2 in Gaza Strip. Life expectancy in 1997 was 69.8 years for males and 73.0 years for females. In addition, According to the Health Survey 2000, infants’ mortality rates dropped during the period 1995-1999 to 25.5 per 1,000 with 24.4 for the West Bank and 27.3 for the Gaza Strip. 

The results of the 1995 Demographic Survey revealed the maternal mortality rates at 70-80 per 1,000 live births during 1990-1994, which is low when compared to some neighboring countries. The mortality rates are expected to drop even further in the coming years especially among infants, which would lead to higher life expectancy for males and females.  In 2001, for example, life expectancy in the Palestinian Territory is expected to rise to 70.43 for males and 73.57 for females, and in 2010.   it is expected to rise up to 71.8 years for males and 74.8 years for females.

1.3  The health system in the Palestinian Territory:

The creation of the Palestinian High Council of Health was the result of the massive efforts of the MoH, the Palestinian Red Crescent Society, the UNRWA and the other health establishments to improve the state of health in the Palestinian Territory.  The Council represents a central authority that evaluates, plans, monitors, and coordinates the various programs of healthcare.  Henceforth, plans were set forth in order to organize the function of the health sector and bridge the health gap the Israeli occupation has created. New health centers were built and the existing ones were improved. Moreover, family planning centers were established and health education programs were intensified. The MoH also introduced the comprehensive health insurance system.

The following are the main providers of health care in the Palestinian Territory:

1. The Public Sector: MoH is in charge of this sector and runs 341 primary healthcare centers, including mother and child centers as well as family planning, in the West Bank and Gaza Strip (excluding J1: those parts of Jerusalem which were annexed by Israel in 1967).  In 2000 there were supervising 15 hospitals.

2. The Non-Governmental Sector: This sector includes charities and NGOs such as the Palestinian Red Crescent Society, the Health Work Committees, the Union of Palestinian Medical Relief Committees (UPMRC), the Union of Zakat Committees, and other institutions.  They run 167 clinics and 22 hospitals in the West Bank and Gaza Strip and mostly rely on donor countries’ funding.

3. The UNRWA Health Department: It provides health services to Palestinian refugees and has two regional offices in the West Bank and Gaza Strip. The UNRWA Health Department is in charge of 47 clinics and one hospital. 

The private health sector is operated by private individuals or institutions and enjoys a high level of services but at a higher cost. 

The National Strategic Health Plan:

MoH has put forth a five-year strategic health plan for 1999-2003; it aims at achieving the following:

1. Improve the efficiency and cost-effectiveness of organizational management for integrated and sector-wide health systems development in Palestine.

2. Strengthen sustainable human resource development in identified areas needing improvement, including health management, support services, organizational development, planning, research, health economics, continuing health education, quality of care, public health and computer systems analysis.

3. Improve quality of health services at all levels, while ensuring equity via expanded access to appropriate levels of care.

4. Implement an on-going systems for the monitoring and evaluation of MoH plans and revising plans based on changing circumstances.

5. Reform the health financing system and adopt appropriate cost recovery and health insurance alternatives to improve financial sustainability and self-sufficiency.

6. Utilize the full potential of existing primary health care services, day-care alternatives, and reduce unnecessary care, while improving secondary and teriary services.

7. Organize and manage donor technical assistance activities and projects in accordance with Palestinian needs and expectations.

8. Develop a workable system for cordination harmonization, and coperation between the public and other sectors, including NGOs, UNRWA, the private sector and the community in order to avoid duplication and minimize unnecessary developments.

1.4  The state of health:

Health indicators show development in the state of health in the previous five years. Such development is seen in the drop in the infants’ mortality rate and the rise in life expectancy of males and females in the year 2000.  Many common and contagious diseases have been brought under control such as mumps, whooping cough, tetanus, measles, and polio. Moreover, diseases of the digestive system have been wiped out from the records as being main causes of infants’ mortality.  Vaccination of children under five years of age also improved and family planning has also been on the rise.  More females now receive prenatal care and give birth at health institutions.

However, there is still a gap in the mother and child’s health indicators, for example, respiratory system infections and pneumonia are still the main causes of mortality among children under five years of age in the West Bank.  Whereas, in Gaza Strip, road accidents and cerebral palasy remain on top of the list of mortality rates of the same age group.  Receiving tetanus shots is still low among pregnant females when compared to the rates of receiving prenatal healthcare. Additionally, the percentage of females who receive postnatal healthcare is still low. 

1.5  The objectives of the health survey - 2000:

The Health Survey - 2000 aimed at providing indicators about the end-of-decade goals in order to evaluate the state of the Palestinian child and the state of health of the Palestinian people especially mothers and children. It also aimed at monitoring changing indicators of mother and child health since 1996 when the first Health Survey was carried out. Such monitoring was based on comprehensive and accurate database on health indicators like fertility, family planning, vaccination, breast-feeding, prenatal and postnatal care, and births occurred under the supervison of skilled health persons.  The Survey provides database for researchers to enable them to study fertility, family planning, vaccination of mother and child, birth registration, child labor and education, and reproductive health.

1.6  Organizing and implementing the survey: 

1.6.1 The survey organization:

The PCBS carried out the survey in cooperation with MoH and with limited technical assistance from the UNICEF and UNFPA. These international organizations and the PNA financed the survey, which provided indicators that did not exist before and updated many of the existing ones. A technical committee of PCBS’ experts and MoH’s doctors and experts supervised the survey. 

1.6.2 The sample and the framework:
The recommendations of the UNICEF were taken into consideration in the design of the sample of the Survey. And it was essential to make available a sample of households who receive healthcare services from the centers of the MoH so as to evaluate such services. The survey targeted all Palestnian households usually reside in the Palestinian Territory with an emphasis, as is the case with such surveys, on ever married females aged less than 55 years as well as the state of health of the children under five years of age.

When the 1997 Census was completed, a framework was set for the households of the Palestinian Territory and a stratified cluster random sample was selected out of the framework. It included and represented the Palestinian Territory and constituted of 481 enumeration areas to be later used in selecting partial samples for various households’ surveys.   The numeration area is a group of neighboring households that contains about 120 households. The sample of the Health Survey - 2000 was chosen from the inclusive sample.       

1.6.3 Response rates:

The number of qualified households for the interview of the sample reached 6,349 with 4,295 in the West Bank and 2,054 in the Gaza Strip. Actually, 6,204 households were interviewed (4,164 in the West Bank and 2,040 in Gaza Strip).   Response rate stood at 97.7% with 96.9% in the West Bank and 99.3% in Gaza Strip as shown in the following table.

Sample’s characteristics and response rates by region

	Item
	West Bank
	Gaza Strip
	Palestinian Territory

	Number of  households in the sample
	4,463
	2,137
	6,600

	Households qualified for the interview
	4,295
	2,054
	6,349

	Interviewed households
	4,164
	2,040
	6,204

	Response rate
	96.9
	99.3
	97.7

	Eligible women (ever married women within the age group of 12-54 years): 
	
	
	

	Number of eligible women
	3,646
	2,119
	5,765

	Interviewed
	3,626
	2,103
	5,729

	Response rate
	99.5
	99.2
	99.4

	Children under five years of age:
	
	
	

	Number of qualified children
	3,819
	2,360
	6,179

	Interviewed
	3,811
	2,358
	6,169

	Response rate 
	99.8
	99.9
	99.8


1.6.4 Survey’s questionnaire:

The questionnaire was designed to fulfill the requirements of the Survey taking into consideration local, regional, and international experiments as well as the questionnaires of the PCBS’ Demographic Survey of 1995 and the Health Survey of 1996.  The UNICEF’s Multiple Indicator Clusture Survey (MICSII), the questionnaires of many demographic and health surveys (DHS) for various countries, and standered DHS questionnaire were also considered.

The questionnaire of the Health Survey - 2000 contained three main sections:

Section One: The Household Questionnaire, which was specifically designed to gather information on households’ members including age, sex, education, labor force status, orphanhood cases, marital status of people aged 12 years and over, health insurance, smoking, chronic diseases (such as cancer, diabetes, heart diseases,) and other aspects.  The Questionnaire also included data on dwelling such as number of rooms, main sources of drinking water, sewage diposal system, type of toilet. The section also provides data on households’ consumption of iodized salt. 

Section Two: Mother’s Health Questionnaire, which deals with ever-married women whose age is under 55 years, was allocated to gather data on respondents’ background characteristics maternal care, vaccination against tetanus, breast-feeding, family planning, reproduction and reproductin desire, health awarness, and knowladge of AIDS.

Section Three: The Child’s Questionnaire: It deals with obtaining data on children under five years as well as the education and child labor of the age group of 5-17 years. It also gathered information on vaccination, diarrhea, respiratory system infection, ophthalmic health, height and weight of children under 5 years.

1.6.5 Pilot survey:

The pilot survey is a miniature reflection of the main Survey.  It was designed to include the entire aspects and characteristics for the purpose of carrying out the Survey and included checking training, fieldwork, Survey’s questionnaire, interviewing, data processing, and the sample.

A sample of 117 households (69 in the West Bank and 48 in Gaza Strip) was selected to represent the two regions of the Palestinian Territory including Ramallah, Silwad, and Jalazone refugee camp in the West Bank, and Gaza city, Al Braij refugee camp, and Al Qarara in Gaza Strip. An enumeration area was selected in each locality and then a cell was chosen from each enumeration area.

The fieldwork commenced on February 20, 2000 and went on for five days then a meeting of interviewers was held in order to discuss their remarks. The questionnaire and training manuals and other documents were then evaluated and amended in accordance with the recommendations.

1.6.6 Instructions and Training manual:

The trainig manual covered all aspects dealing with fieldwork and filling in questionnaires. Moreover, it dealt with the tasks of each fieldworker, interviewing, and questionnaires’ completion.  More training manuals for supervisors and editors were prepared so as to secure team training and success of project.  A training course was held in Ramallah and in Gaza city between March 20-April 9 with the participation of 147 trainees, 100 in the West Bank and 47 in Gaza Strip.  It went on for 16 days for fieldworkers and additional two days for supervisors, editors, and assistants. 

The training of trainees was divided into two parts: The first part discussed general issues such as designing statistical surveys, reaching selected households, interviewing, tasks and duties and running the fieldwork. The second part emphasized the objectives of the Survey and allowed exercises on filling in questionnaires.   Moreover, specialized doctors gave lectures on medical topics to support fieldworkers’ knowledge so that they can be more accurate and careful while completing the questionnaires.  The lectures were videotaped so that both regions can have the same training.

1.6.7 Main fieldwork:

A plan for the fieldwork for both regions was placed.  At this stage, the fieldwork team and the tools (questionnaires, maps, sample lists, weight and height measuring units) were prepared. Two teams were set up to carry out the fieldwork:

Team one: It included 51 interviewers, 12 supervisors, 13 assistants, and 7 (female) editors. They were divided in the northern, middle, and southern areas of the West Bank.

Team two: Included 21 interviewers, 5 supervisors, 3 assistants, and 5 editors .  They were divided in the northern, central, and southern parts of Gaza Strip.

The teams were distributed on the governorates where one or two teams operated. Each team constituted of 3-5 interviewers, one supervisor, one assistant supervisor, one editor, and one fieldwork coordinator and assistant. 

1.6.8 Data collection:

The teams started collecting data on April 10th , 2000 and finished on May 31st, 2000. 

1.6.9 Data editing  in the field:

The project’s management developed a clear mechanism for editing the data and trained the team of editors accordingly. The mechanism was as follows:

· Receiving completed questionnaires on daily basis;

· Inspecting each questionnaire to make sure that they were completed and that the data covered all eligible women and children.  The inspection also checked the accuracy of the answers to the questions.

· Returning the uncompleted questionnaires as well as those with errors to the field for completion.

· Re-interviewing 10% of the sample households using a special questionnaire for the supervisors to ensure the accuracy of the data when compared to the interviewers’ completed questionnaires.

· Spot checking of ages for eligible women and children.

1.6.10 Following up and supervision:

Special follow-up patterns were designed for handing in and receiving questionnaires for all levels as well as the daily accomplishments of the interviewers. Supervisors had the task of allocating work to the teams using the map and the list.  They provided daily and weekly reports to the fieldwork coordinator and the project’s administration explaining the completed interviews, refusal cases, the inapplicable cases such as vacant housing units, interviews were results were not determined, and the cases that could not be communicated (after three contact attempts). The reports also included the technicians and coordinators’ supervisory field visits. 

1.7 Data processing:

1.7.1 Preparing data entry programs:

The IMPS program was used in data entry.  The designing of the programs and entry monitors took the following aspects into consideration:

1. Matching the form of the questionnaire;

2. Matching the arrangement of sections and pages; 

3. Including limits and conditions in the program in line with the questionnaire’s questions, sections, allowed values, and error alerts;

4. Easy access to the questionnaire for any changes.

1.7.2 Data entry:

When the programs were checked and completed, data entry started by the trained entry operators. The actual Survey’s data entry began on April 18th , 2000 and was finalized on June 8th, 2000.   Staff worked two shifts on data entry; the morning shift, which included 20 people and the evening shift where 17 people worked.  9 data entry operators, editors, and supervisors worked half shift. 

1.7.2 Data editing:

Data were edited after entry as follows:

1. Editing allowed changes and values. They had very limited problems.

2. Verifying the logical matching of the questions of the sections.

3. Carrying out checks based on certain relations between the different questions.  In this process, a list of questionnaires that did not match was reviewed in order to identify the sources of errors.  Data entry errors were immediately corrected. The questionnaires with errors resulting from the fieldwork were sent back for correction. Data editing included two stages: Stage one: Editing the Health Survey data, which concentrated on the age, date of birth, and marital status of eligible women. And the matching between the different sections of the mothers’ questionnaire.  There was also emphasis on qualified children with connection to age and date of birth at this stage. Stage two concentrated on checking the matching between the Health Survey - 2000 and that of 1996 as well as the 1997 Census and the data of the Demographic Survey of 1995.

1.8  Data quality:

Two types of errors affect the quality of the data; sampling and non-sampling errors.  The sampling errors are easy to measure; however, the non-sampling errors could occur at any stage of the survey.  They include response and non-response errors, interview errors, and data entry errors.  However, to minimize non-sampling errors, the interviewers received intensive training. The data entry operators were trained to use the data entry programs and the programs were tried on the data of the pilot survey and the questionnaires, which were completed during the field training. The editors and supervisors were updated on regular basis through meetings and visits to the branch offices. Interviewers were provided with instructions and memos and explanations. 

1.8.1 Evaluation of health and demographic data:

They were evaluated in terms of the following aspects:

1. The demographic characteristics that are related to the date of birth and the estimated rates of fertility and mortality.

2. Antenatal care and Maternal care.

3. Breast-feeding and nutrition.

4. Child vaccination.

5. Child growth (height and weight measurements).

There are different methods of evaluating data. They vary according to subjects and include:

1. Repetition of missing values and “others” or “don’t know” answers and when sections do not match.  And inspecting internal matching of data as part of their logic and completion.

2. Comparing the data of the survey with the surveys of other countries with similar situation like the Palestinian Territory and the related surveys of the Palestinian Territory.   

1.8.1.1 The demographic characteristics related to date of birth and the estimates of fertility and mortality rates:

The eligiblity of women was based on the date of birth and marital status.  The date of birth was obtained from the birth certificates, the ID card, or other official papers. There could be some errors in the ages of those who did not have such documents. As for children, they had no problems of having birth certificates.  99.4% of eligible women were interviewed and data were collected on 99.8% of eligible children.  The accuracy of identifying the birth dates is essential since the survey was concentrated on limited age groups since age has very important in terms of the health state of individuals. Determining age was based on the date of birth and April 29 was considered the time reference date. 

The errors of age registration data were caused by errors in informing the age or misunderstanding the question or age data entry errors or the respondents’ failure to recognize his/her age. Such errors occur in all surveys. Official papers were used whenever possible to obtain age data.

The standardized method of evaluating age data is the testing of the size and the extent of age heaping and at certain single years, generally, at digits 0 and 5.  The value of Wipple index used for testing age data was 103.9 for both sexes, which indicated that the data were free of age heaping at digits 0 and 5. Mayers and Bachi indices are 5.1 and 2.9 respectively, which indicates that there was no age heaping at the single years.   Age structure and the sex rate according to age drawn from the data of this Survey match the rates of other sources. The results show that the data of the survey of a high quality.

A complete birth register on ever-married women whose ages were under 55 was obtained and the fertility and mortality rates’ estimations were drawn from the births’ table.  women in this category were asked about all of the children they gave birth to and whether such children were alive or deceased. The results were good especially when compared to the questions about the total numbers of births and deaths.  However, the data were still subjected to errors such as incomplete birth registration due to forgetfulness or errors in registering date of birth or age at death, which are important to be completed.

1.8.1.2 Antenatal care:

Female respondents who gave birth 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.  

1.8.1.3 Child immunization:
In health survey - 2000, mothers were asked to provide vaccination cards for children under the age of five. Interviewers copied vaccination information from the cards into the survey questionnaire.  Mothers were also probed to report any vaccinations the child received that did not appear on the card.  If the child did not have a card, the mother was read a short description of each vaccine and asked to recall whether or not the child had received it and, for DPT and Polio, how many times.

1.8.1.4 Breastfeeding:

Breastfeeding status is based on women’s reports of children’s consumption in the 24 hours prior to the interview. Exclusive breastfeeding refers to children who receive only breast milk and vitamins, mineral supplements, or medicine. 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 during the three years preceding the survey.

1.8.1.5 Child nutrition:
Children who were weighed and measured and those whose measurements are outside a plausible range are excluded.  In addition, a small number of children whose birth dates are not known are excluded.  Children under the age of two years were measured lying down, while children above two years and under the age of five years were measured standing up as recommended.

1.8.1.6 Illnesses:
In the Health Survey – 2000 questionnaire, mothers (or caretakers) were asked to report whether their child 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 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 problems in the chest and a blocked nose, or whose mother did not know the source of the problem.

� Includes population counted during the period of 10-24/12/1997, uncounted population estimates according to post enumeration survey and population estimates for those parts of Jerusalem annexed by Israel in 1967.   
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