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1. Introduction 
The Palestinian Central Bureau of Statistics (PCBS) conducted the first Health Survey in 1996. It was part of PCBS’ plan to provide an up- to -date statistics on the health condition of the Palestinian people so as to determine their basic needs in this field. The survey covered the main indicators associated with mother, child, and household’s healthcare. The second Health Survey have been conducted in the year 2000, the surveyed sample totaled 6,349 households; 4,295 in the West Bank and 2,054 in Gaza Strip. The survey also included indicators on reproduction, infants and children’s mortality, and housing conditions.

The study of maternal and child’s health indicators shows, on the whole as well as specifically, the child survival indicators the degree of development states and communities have achieved in this regard. Several studies on mother’s health in the Palestinian Territory have been accomplished. They included reproductive health indicators with respect to pregnancy and childbirth. Also, the studies were continuation of the child health indicators, which largely contribute to boosting childcare, and child protection from disabilities resulting from shortcomings in health services or ignorance.

This study aims at presenting child survival indicators in the Palestinian Territory, including infant and child mortality, nutrition status (malnutrition indicators), immunization, diarrhea, respiratory system inflammation, and medical treatment. The study also touches on understanding the various determinants that affect the aforesaid indicators and compares the findings of the Health Survey 2000 with the findings of the Health Survey 1996 in order to measure the changes in the child survival indicators between 1996 and 2000. The findings of this study will be used to provide recommendations, which we hope will contribute to evaluating current health services’ policies and to improving maternal and child healthcare in Palestine.  This study is based mainly on the data of the Heallth Survey 1996 and 2000 as well as other demographic studies.

Report Structure

This report constitutes of eight sections: An introduction, the health services status, the findings concerning child healthcare of the Health Survey 2000, the nutrition status, childhood diseases (diarrhea, respiratory infections), immunization, main findings, conclusion and recommendations associated with health policies.

2. The Health Services 

There are four health services providers in the Palestinian Territory:

1. The Ministry of Health (MoH)

The “Civil Administration” of the Israeli occupation authorities administered a number of public clinics and hospitals before the Palestinian National Authority (PNA) took over.  The MoH took the responsibility of providing health services in Gaza Strip in May 1994 and in November of the same year in  the West Bank.  Health services conditions were in shambles when MoH took control due to three decades of negligence.  The PNA, on the other hand, considered the health sector a priority and placed it in the second place after education in its development plan,  and cooperated with international health organizations such as the World Health Organization (WHO) for this purpose. MoH currently runs 26% of hospitals, 51% of hospital beds, and 60% of primary health care clinics (45% of which provide maternal and child healthcare services). 

2. United Nations Relief and Works Agency (UNRWA)

In the aftermath of the Palestinian Nakba (Catastrophe) in 1948, UNRWA began active healthcare services involvement in the West Bank and Gaza Strip- actually, such services started on May 1st, 1950.  UNRWA provides free of charge primary health services as well as preventive and curative programs to approximately one million Palestinian refugees or 32% of the residents of the Palestinian Territory. The UN agency also runs a hospital and 0.8% of hospital beds and 9% of primary health care clinics.  However, the UNRWA services, which many Palestinians benefit from especially in Gaza Strip were cut down in mid 1990s. This reduction, mainly in providing hospitalization, was gradual and affected services quality and staff redundancy.  It was due to lack of funding to meet the high demands and population growth. The expenditure on a Palestinian refugee dropped by 65% between 1975 and 1997, henceforth; thousands of Palestinians were deprived of the UNRWA’s health services, which use up 18% of its budget (www.unrwa.org).

3. Non Governmental Organizations (NGOs)

Palestinian NGOs came as response to the policies of the Israeli occupation authorities and became active in many fields including health services.  Some Palestinian NGOs were established in the 1950s in Jerusalem and spread throughout the Palestinian Territory afterward. They played a major role in providing health services during the Israeli occupation mainly in rural and remote areas.  NGOs health services, which charge minimal fees, became prominent during the 1987 Intifada (uprising) despite the policy of the Israeli military occupation of placing obstacles before any growth in the health services Palestinians received.  Moreover, health NGOs have been well known for having the largest number of specialized physicians compared with the number of clinics they run (38% of hospitals, 32% of hospital beds, and 31% of primary health care clinics, of which 70% provide preventive and counseling health services).                         

4. The Private Sector

The Private Sector runs 33% of hospitals and 10% of hospital beds in the Palestinian Territory. It has developed and expanded services mainly when the PNA took over. Consequently, the number of people benefiting from the public health sector diminished as people began to realize the new concepts of private healthcare to be of better quality than the services of the public sector. However, the services of the private health sector remain restricted to certain people who can afford the cost of services.

Distribution of Healthcare Institutions in the Palestinian Territory by Supervising Authority*
	Supervising Authority
	No. of hospitals**
	No. of beds
	Clinics
	Family planning clinics

	MoH
	17
	2,622
	359
	76

	UNRWA
	1
	38
	51
	51

	NGOs
	25
	1,442
	185
	48

	Private Sector
	22
	453
	-
	-

	Total
	65
	4,555
	595
	175


- Data not available

* The Ministry of Health, 2001.  The Annual Report 2000.     

** Psychiatric hospital have been excluded 

3. Child Health

Child health indicators are key elements for monitoring changes in respect with public health and socioeconomic adaptation. Also, they provide assessment of the living conditions of any society since children are the vulnerable members of households and the most susceptible to any changes taking place within, which can be viewed as a mirror reflection of the dominant state of affairs. Indicators used to measure child health condition include infant and child mortality rates, child nutrition, and the extent of spread of contagious diseases among children.

3.1 Infant and Child Mortality Rates

In the past few years, the Palestinian Territory underwent huge social and political transformations that had positive impact on child healthcare. For instance, the under five mortality rates dropped from 43.5 per 1000 livebirths between 1985 and 1989 to 28.7 per 1000 livebirths during the five years preceding the Health Survey 2000. Additionally, infant and child mortality rates of the Palestinian Territory are among the lowest in the Arab countries where under five mortality rates in (Lebanon 32.2, Syria 29.0, Jordan 33.0, Egypt 37.5, and Yemen 105.0 per 1000 livebirths). 

3.2 Mortality Rate Trends

Table (1) shows a gradual drop in the infant and child mortality rates in the past twenty years as they dropped from 48.4 between 1980 and 1984 to 25.5 per 1000 livebirths between 1995 and 1999.

Neonatal mortality rates, which occur due to birth defects or hereditary or biological reasons such as congenetal anomalies or birth complications, dropped between 1980-1984 from 24.6 per 1000 livebirths to 15.3 between 1995-1999.  Despite, the continuous drop in infant mortality rate the neonatal mortality rate continues rising.

Post neonatal mortality rate which is associated with socioeconomic factors have also dropped in the past twenty years; for instance, they dropped from 23.8 per 1000 livebirths between 1980-1984 to 10.2 in the past five years.  This reduction could be the result of mothers’ awareness and education as well as development in the health services and health programs MoH and NGOs provided especially in the last ten years.

Table 1: Infant and Child Mortality Rates per 1000 live births in Selected Years

	Years
	Neonatal mortality rate
	Post neonatal mortality rate
	Infant mortality rate
	Child mortality rate 
	Under 5  Mortality rate 

	1995-1999
	15.3
	10.2
	25.5
	2.9
	28.7

	1990-1994
	18.0
	13.2
	31.3
	3.9
	35.7

	1985-1989
	23.6
	13.2
	36.8
	6.4
	43.5

	1980-1984
	24.6
	23.8
	48.4
	4.7
	53.0


3.3 Determinant Factors of Infant and Child Mortality Rates

The demographic factors such as gender, birth order, mother’s age, and birth intervals in addition to social factors such as region, type of locality, refugee status, and mother’s education. 

Table (2) shows that male infant mortality rate is 30.5 per 1000 livebirths, compared with 25.9 per 1000 livebirths for females.  This is due to high rates of neonatal males mortality rate of 19.2 per 1000 livebirths compared with 14.0 among female infants. Furthermore, the mortality rate of male children aged 1-4 are higher than those of females in the same age group at 3.8 and 2.9 per 1000 livebirths respectively. 

Table (2) shows also that infant mortality rate rises with child’s birth order where it was 25.3 children of 1000 livebirths for first child and 32.6 per 1000 livebirths for the sixth child or more. This can be clearly noticed in post neonatal mortality rate which rises from 7.7 per 1000 livebirths for the first child to 12.9 per 1000 livebirths for sixth child or more. Also, neonatal mortality rate of the first child is high like those of the sixth child or more. However, the highest mortality rates of children aged 1-4 years are the associated with the fifth child at 4.6/1000 livebirths.

Furthermore, infant mortality rate increases among those born to mothers aged 40 years and over at 64.8 per 1000 livebirths and among infants born to mothers below the age of 20 years at 34.9 per 1000 livebirths as compared with other age groups.  Neonatal mortality rate is the highest for infants born to mothers aged 40 years and above at 38.3 per 1000 livebirths followed by 24.6 per 1000 livebirths born for mothers aged less than 20 years.  The highest child mortality rate (1-4) years belong to children born to mothers aged 20-29 at 4.4 per 1000 livebirths followed by those born to mothers aged 40-49 years.

Table (2) also shows that mortality rates increase as birth intervals are short.  According to results, the highest infant mortality rate was for infants born to mothers tahe their birth intervals is less than two years at 30.6 per 1000 livebirths.  Also, child mortality rate is high among infants of short birth intervals, which indicates that mothers need to be encouraged to increase child spacing intervals.

Table 2: Estimated Infant and Child Mortality Rates by Direct Methods in the 10 Years Preceding the Survey (1990-1999) According to Background Characteristics

	Background characteristics
	Neonatal mortality rate
	Post neonatal mortality rate 
	Infant mortality rate
	Child Mortality rate 
	Under 5  Mortality rate 

	Sex
	
	
	
	
	

	Males
	19.2
	11.3
	30.5
	3.8
	34.6

	Females
	14.0
	11.9
	25.9
	2.9
	29.5

	Birth order
	
	
	
	
	

	1st
	17.6
	7.7
	25.3
	3.9
	29.1

	2nd or 3rd
	14.8
	12.2
	27.0
	2.3
	29.9

	4th or 5th
	15.1
	12.5
	27.6
	4.6
	32.7

	6th or  more
	19.7
	12.9
	32.6
	3.3
	36.4

	Mother’s age at childbirth
	
	
	
	
	

	Less than 20 years
	24.6
	10.3
	34.9
	1.7
	37.6

	20-29
	16.4
	11.5
	24.9
	4.4
	29.5

	30-39
	17.2
	11.2
	28.4
	2.2
	31.0

	40-49
	38.3
	26.5
	64.8
	2.7
	67.3

	Birth intervals
	
	
	
	
	

	Less than 2
	16.6
	14.0
	30.6
	4.6
	35.9

	2-3
	10.4
	9.8
	20.2
	1.7
	22.4

	4+
	14.5
	10.9
	25.4
	1.4
	26.8


Table (3) shows that infant mortality rate of the West Bank is 26.0/1000 livebirths, which is lower than that of Gaza Strip at 31.9/1000 livebirths. Also, child mortality rate in Gaza Strip, which stand at 5.0/1000 livebirths, is higher than that of the West Bank at 2.3/1000 livebirths. However, these rates are better improved between 1990 and 1999 in the West Bank than in Gaza Strip, while it was between 1980-1984 higher than in Gaza strip; where infant and under five mortality rates was 51.4 and 55.1 per 1000 livebirts in the West Bank respectively compared with 43.1 and 49.3/1000 livebirths respectively in Gaza Strip (PCBS, Demographic Survey 1995).  The variation in infant mortality rate in both regions can be referred to two reasons: More improved and widespread public health services including more maternal and childcare centers especially in the West Bank-in conformity with the strategic plan of MoH to cut down infant mortality rate and the accuracy of health data collection thus producing more accurate data.

Table (3) also shows that the highest infant and child mortality rates were in refugee camps at 33.6 and 4.0/1000 livebirths respectively as compared with urban and rural areas. Non-refugee infants also registered high mortality rates at 29.3/1000 livebirths compared with 26.8/1000 livebirths among refugees.  This rise is accompanied by a rise in non-refugee neonatal mortality rate, which stands at 17.6/1000 livebirths compared with 15.3/1000 livebirths for refugee. On the other hand, there is a slight variation in the mortality rate of children aged 1-4 years among refugees and non-refugees at 3.9 and 3.0/1000 livebirths respectively.

Table (3) also shows that there is a negative correlation between infant mortality rate and mother’s education, where it was 21.6 per 1000 livebirths born to mothers of secondary school education and above and was 43.4 per 1000 born to mothers of less than elementary education. This drop in infant mortality rate is also due to the impact of educational attainment of mothers as it is noted in both neonatal and postneonatal mortality rate for those of secondary school education and above.  Mothers’ education has also an impact on child mortality rate.

Table 3: Estimated Infant and Child Mortality Rates (Direct Method) for the ten Years Preceding the Survey According to Background Characteristics 1990-1999

	Background characteristics
	Nenatal mortality rate
	Post neonatal Mortality rate 
	Infant mortality rate
	Child Mortality rate 
	Under 5  mortality rate 

	Region
	
	
	
	
	

	West Bank
	15.9
	10.1
	26.0
	2.3
	28.8

	Gaza Strip
	17.9
	14.0
	31.9
	5.0
	37.3

	Type of locality
	
	
	
	
	

	Urban
	15.0
	11.1
	26.0
	3.3
	29.5

	Rural
	19.0
	10.3
	29.3
	3.1
	33.6

	Refugee camp
	18.0
	15.7
	33.6
	4.0
	37.5

	Refugee status
	
	
	
	
	

	Refugee
	15.3
	11.6
	26.8
	3.9
	30.8

	Non-refugee
	17.6
	11.7
	29.3
	3.0
	33.0

	Educational attainment
	
	
	
	
	

	None
	27.2
	16.2
	43.4
	4.5
	48.5

	Elementary
	15.5
	11.5
	27.0
	2.9
	30.3

	Preparatory
	15.0
	11.5
	26.5
	3.7
	30.1

	Secondary and above
	12.9
	8.7
	21.6
	2.6
	25.5


4. Nutritional Status
Anthropometric measurements are used to study the nutritional conditions of children. They can determine the child’s health and physical growth. The nutritional status of children is usually indicative of the quantity and quality of food a child consumes as well as the extent of being susceptible to childhood diseases.

Height-for-age is a measurement used to determine the normal height of children. This measurement can reveal if a child is stunted, which could be the result of malnutrition or chronic diseases. Weight-for-height measures body mass versus body height; children below the mean   (–2 standard deviations) are wasted resulting from malnutrition or diseases. Weight-for-age measurement shows that children below the mean (–2 standard deviations) are underweight as a result of stunting or wasting or both. 

Table (4) shows that the highest prevalence of malnutrition indicators was stunting at 7.5% for children under the age of five, and 2.5% of them are underweight and 1.5% are wasted (weight-for-height). 

The highest percentage of stunted children under the age of five was (10.5%) for those aged 12-23 months.  However, it starts to gradually drop as the children’s age increases, and infants less than six months of age registered the lowest percentage at 3.4%.

Children aged 6-11 months registered the highest percentage of wasting and underweight at 4.1% and 3.0% respectively were below the mean (-2 standard deviations).  This could be the result of weaning at this age and coming down with diarrhea as a result of consuming homemade foods.  According to data, 8.1% of females are stunted and 2.8% of them are underweight compared with 7.0% and 2.2% for males respectively.  However, males registered a higher percentage of wasting than females.  Data also shows that stunting gradually increases with birth order; for example, 6.4% of first children were below the mean of -2 standard deviations compared with 8.9% for the sixth child and more. A gradual rise in the underweight indicator was also noticed.

Table 4: Percentage of Children Under Five Who Suffer Moderate or Sever Malnutrition by Background Characteristics

	Background characteristics
	Height-for-age
	Weight-for-height
	Weight-for-age
	No. of children

	
	Less than -2 standard deviations
	Less than -3 standard deviations
	Less than -2 standard deviations
	Less than -3 standard deviations
	Less than -2 standard deviations
	Less than -3 standard deviations
	

	Child age (in months)
	
	
	
	
	
	
	

	Less than 6
	3.4
	1.3
	1.9
	0.6
	1.9
	0.1
	611

	6-11
	3.5
	0.8
	4.1
	0.3
	3.0
	0.0
	580

	12-23
	10.5
	1.8
	2.0
	0.3
	2.9
	0.2
	1,120

	24-35
	7.4
	1.6
	0.7
	0.4
	2.6
	0.4
	1,173

	36-47
	8.3
	2.0
	0.3
	0.1
	2.0
	0.3
	1,180

	48-59
	8.1
	1.5
	1.0
	0.2
	2.4
	0.2
	1,160

	Sex
	
	
	
	
	
	
	

	Males
	7.0
	1.3
	1.6
	0.3
	2.2
	0.1
	2,988

	Females
	8.1
	1.9
	1.3
	0.3
	2.8
	0.3
	2,836

	Birth order
	
	
	
	
	
	
	

	1st
	6.4
	1.4
	1.7
	0.3
	1.8
	0.1
	1,043

	2nd or 3rd
	7.4
	1.6
	1.4
	0.3
	2.3
	0.4
	1,825

	4th or 5th
	8.3
	1.6
	1.4
	0.2
	3.0
	0.1
	1,479

	6th or more 
	8.9
	1.8
	1.5
	0.4
	2.9
	0.3
	1,464

	Total 
	7.5
	1.6
	1.4
	0.3
	2.5
	0.2
	5,824


Table (5) shows that 8.3% of Gaza Strip’s children suffer from stunting compared with 7.0% of the West Bank’s children. On the other hand, 1.5% of the West Bank’s children suffer from wasting and 2.6% of them are underweight, whereas in Gaza Strip the figures are 1.4% and 2.4% respectively.

According to data based on type of locality, refugee children in both regions of the Palestinian Territory registered lower percentages of stunting and wasting compared with urban and rural areas’ children. However, rural children registered the highest percentage of stunting whereas urban children have the highest percentage of wasting.

Also, according to data based on refugee status, non-refugee children suffered from stunting more than refugee children registering 8.2% and 7.3% below the mean of -2 standard deviations respectively. Mother’s education has positive impact on normal height and weight of children.

Table 5: Percentage of Children Under Five Who Suffer Moderate or Sever Malnutrition by Background Characteristics 2000

	Background characteristics
	Height-for-age
	Weight-for-height
	Weight-for-age
	No. of children

	
	Less than -2 standard deviations
	Less than -3 standard deviations
	Less than -2 standard deviations
	Less than -3 standard deviations
	Less than -2 standard deviations
	Less than -3 standard deviations
	

	Region
	
	
	
	
	
	
	

	West Bank
	7.0
	1.4
	1.5
	0.3
	2.6
	0.2
	3,541

	Gaza Strip
	8.3
	1.9
	1.4
	0.2
	2.4
	0.2
	2,283

	Type of locality
	
	
	
	
	
	
	

	Urban
	7.6
	1.8
	1.6
	0.2
	2.4
	0.1
	2,761

	Rural
	8.1
	1.6
	1.4
	0.5
	3.3
	0.4
	1,945

	Refugee camp
	6.2
	1.1
	1.1
	0.2
	1.3
	0.1
	1,118

	Refugee status
	
	
	
	
	
	
	

	Refugee
	7.3
	1.5
	1.5
	0.3
	2.4
	0.1
	2,567

	Non-refugee
	8.2
	1.7
	1.5
	0.3
	2.7
	0.3
	3,257

	Educational attainment
	
	
	
	
	
	
	

	None
	11.5
	3.0
	1.5
	0.6
	4.9
	1.0
	218

	Elementary
	8.8
	1.7
	1.7
	0.4
	2.9
	0.2
	2,096

	Preparatory
	6.3
	1.2
	0.1
	1.2
	0.0
	0.0
	1,985

	Secondary and above
	5.7
	1.1
	0.3
	1.5
	0.4
	0.1
	1,512

	Total 
	7.5
	1.6
	1.4
	0.3
	2.5
	0.2
	5,824


5. Child Diseases
Prevalence of childhood diseases can be as an indicator of assessing how healthy the childhood environment is as well as the social environment of society and households where children grow. 

5.1 Diarrhea

Diarrhea is one of the serious childhood diseases with fatal consequences in some cases due to exposure of  the child to dehydration and malnutrition.  Table (6.2) shows the prevalence rate of diarrhea among under five years children in the Palestinian Territory was 6.7% during the two weeks preceding the Health Survey 2000, which is lower than the figure recorded by the Health Survey 1996 of 14.0%.  However, the Health Survey 1996 collected data were during summer where children are more susceptible to diarrhea, whereas the data of Health Survey 2000 were collected in April where children are less susceptible to the disease.

Table (6.2) shows that children aged 6-11 months are the most vulnerable to diarrhea with 15.6%, then the rate drops as age increases. This could be due to the fact that children aged 6 months and over start consuming homemade foods, which could contain diarrhea-causing agents that could overcome the child’s immune system.  Also, data show that prevalence of diarrhea varies between male and female children at 7.0% and 6.3% respectively.

There is a negative correlation with respect to birth order and prevalence of diarrhea where the disease decreases as birth order increases; for instance, it was 8.1% of first child  while the rate drops by half with the sixth child and more.  This could be the result of experience mothers gain from raising children or because more cases of diarrhea are recorded among first children than other children.

The West Bank’s children under the age of five years registered a higher percentage of catching diarrheas than Gaza Strip’s children of the same age at 7.0% and 6.2% respectively. Rural children are the most vulnerable to diarrhea compared with urban and refugee children, which could be due to contaminated water sources since urban areas and refugee camps receive water via water pipes from the water network whereas rural areas have a lower rate of connection to the water network. Also, sewage networks are less available in rural areas (see Table 6.1).

Table 6.1: Percentage of Population by Availability of Water and Sewage Networks and Type of Locality

	Type of locality
	Households connected to public water network
	Households connected to public sewage network

	Urban
	91.9
	56.4

	Rural
	63.3
	6.8

	Refugee camp
	89.4
	71.2


According to data, refugee status and mothers’ education are not determining factors concerning catching the disease, however, non-refugees registered a higher percentage of catching diarrhea than refugees and variations based on mothers’ education were not systematic or logical rendering mother education a non-determining factor in catching diarrhea.

Table 6.2: Percentage of Children under Five Who Had Diarrhea in the Two Weeks Preceding the Survey by Background Characteristics 2000

	Background characteristics
	Children who had diarrhea 
	Number of children

	Child age (in months)
	
	

	Less than  6
	7.3
	682

	6-11
	15.6
	604

	12-23
	11.9
	1,174

	24-35
	4.8
	1,241

	36-47
	3.1
	1,225

	48-59
	1.4
	1,243

	Sex
	
	

	Males
	7.0
	3,178

	Females
	6.3
	2,991

	Birth order
	
	

	1st
	8.1
	1,124

	2nd or 3rd
	7.6
	1,927

	4th or 5th
	5.6
	1,564

	6th or more 
	4.2
	1,540

	Region
	
	

	West Bank
	7.0
	3,811

	Gaza Strip
	6.2
	2,358

	Type of locality
	
	

	Urban
	6.3
	2,916

	Rural
	7.6
	2,078

	Refugee camp
	6.3
	1,175

	Refugee status
	
	

	Refugee
	6.2
	2,700

	Non-refugee
	6.4
	3,469

	Educational attainment
	
	

	None
	3.8
	235

	Elementary
	5.8
	2,205

	Preparatory
	6.9
	2,107

	Secondary and above
	6.7
	1,609

	Palestinian Territory 
	6.7
	6,169


5.1.1 Seeking Medical Consultation by Source
Table (7) shows that approximately half of mothers whose children had diarrhea sought medical consultation; 16.7% who sought medical consultation from private physicians, 12.3% at public health institutions (3.8% at public hospitals and 8.5% at public medical center), 7.7% at UNRWA medical institutions, 4.4% at private hospitals, and 2.1% at NGOs medical centers. The highest percentage of seeking medical consultation was among mothers whose children were in the age group of 6-11 months at 31.5% (they sought a private physician’s consultation) followed by consultation from public health centers at 11.2%.

Mothers of male children sought medical consultation concerning diarrhea more than the mothers of female children at 52.5% and 49.8% respectively. There are no variations concerning source of medical consultation based on child’s sex.

Table (7) indicate that the rate of those seeking medical consultation on diarrhea in Gaza Strip was higher than that of the West Bank at 59.2% and 47.5% respectively. Most of medical consultation in Gaza Strip were directed to public health centers at 18.1% followed by UNRWA health centers at 15.7%. Whereas in the West Bank most medical consultations were directed to private clinics at 21.3% followed by maternal and childcare centers at 8.0%.

Most of mothers living in rural and urban areas seek physicians for medical consultation on their children’s condition whereas refugee mothers seek UNRWA health centers, which is anticipated since medical services at refugee camps are run by UNRWA.

17.3% of refugee mothers sought medical consultation at UNRWA health centers compared with 0.5% for non-refugees.  20.3% of non-refugee mothers sought medical consultation at private clinics compared with 11.9% for refugee mothers.

According to data, most mothers regardless of their education sought medical consultation at private clinics as the main source for consultation compared to other sources.

Table 7: Percentage of Children Under Five Who Had Diarrhea in the Two Weeks Preceding the Survey and Obtained Medical Consultation by Source and Background Characteristics 2000

	Background characteristics
	Source of advice
	Number of children with diarrhea

	
	Public hospital
	Mother and childcare canter
	Public health center
	UNRWA center
	Private hospital or clinic
	NGOs’ health center
	 Pharmacy
	Private clinic
	Conventional medicine
	Others
	

	Child age (in months)
	
	
	
	
	
	
	
	
	
	
	

	Less than 6
	6.0
	6.0
	12.0
	10.0
	8.0
	2.0
	2.0
	8.0
	0.0
	0.0
	50

	6-11
	4.5
	5.6
	11.2
	10.1
	3.4
	1.1
	1.1
	31.5
	0.0
	1.1
	89

	12-23
	3.0
	6.8
	8.3
	6.0
	3.8
	1.5
	0.0
	15.0
	0.8
	0.0
	133

	24-35
	3.1
	6.3
	6.3
	9.4
	1.6
	1.6
	1.6
	14.1
	0.0
	3.1
	64

	36+
	3.0
	5.8
	5.7
	5.7
	3.1
	5.8
	2.9
	3.1
	0.0
	0.0
	54

	Sex
	
	
	
	
	
	
	
	
	
	
	

	Males
	2.3
	7.4
	9.2
	9.2
	4.1
	1.4
	17.1
	17.1
	0.0
	0.9
	217

	Females
	5.8
	4.6
	7.5
	5.8
	4.6
	2.9
	16.2
	16.2
	0.6
	0.6
	173

	Birth order
	
	
	
	
	
	
	
	
	
	
	

	1st
	3.3
	6.6
	9.9
	3.3
	6.6
	1.1
	2.2
	19.8
	0.0
	1.1
	91

	2nd or 3rd
	4.8
	2.0
	6.1
	9.5
	2.7
	1.4
	0.7
	15.0
	0.0
	1.4
	147

	4th or 5th
	4.5
	8.0
	8.0
	10.2
	4.5
	4.5
	1.1
	15.9
	0.0
	0.0
	88

	6th or more 
	1.6
	12.5
	12.5
	6.3
	4.7
	1.6
	0.0
	17.2
	1.6
	0.0
	64

	Region
	
	
	
	
	
	
	
	
	
	
	

	West Bank
	1.9
	8.0
	3.8
	3.8
	5.3
	1.9
	0.4
	21.3
	0.0
	1.1
	263

	Gaza Strip
	7.9
	2.4
	18.1
	15.7
	2.4
	2.4
	2.4
	7.1
	0.8
	0.0
	127

	Type of locality
	
	
	
	
	
	
	
	
	
	
	

	Urban
	9.2
	5.4
	21.1
	8.0
	4.1
	3.1
	2.6
	13.8
	1.1
	1.6
	167

	Rural
	2.2
	10.0
	5.8
	9.1
	2.9
	0.0
	0.0
	9.1
	0.0
	0.0
	149

	Refugee camp
	6.7
	2.3
	16.8
	28.3
	2.7
	4.3
	0.0
	10.1
	0.0
	0.0
	74

	Refugee status
	
	
	
	
	
	
	
	
	
	
	

	Refugee
	4.2
	3.0
	8.3
	17.3
	3.0
	3.6
	1.8
	11.9
	0.6
	0.0
	168

	Non-refugee
	3.6
	8.6
	8.6
	0.5
	5.4
	0.9
	0.5
	20.3
	0.0
	1.4
	222

	Educational attainment
	
	
	
	
	
	
	
	
	
	
	

	Less than Elementary
	3.9
	6.3
	8.7
	7.1
	3.1
	3.1
	0.8
	15.0
	0.0
	0.0
	136

	Preparatory
	5.5
	4.8
	6.8
	7.5
	6.2
	1.4
	1.4
	13.0
	0.7
	1.4
	146

	Secondary and above
	1.9
	6.5
	10.2
	9.3
	3.7
	1.9
	0.9
	23.1
	0.0
	0.9
	108

	Palestinian Territory 
	3.8
	6.2
	8.5
	7.7
	4.4
	2.1
	1.0
	16.7
	0.3
	0.8
	390


 5.1.2 Diarrhea Treatment
Table (8) shows that 1.7% of diarrhea cases in the two weeks preceding the Health Survey 2000 received medical treatment, which is vital in dehydration prevention. The treatment was mainly taking pills or syrup at 37.9%.  Data also show that children aged 6-11 months were the main recipients of diarrhea medical treatment since they were the most susceptible to the disease, followed by children aged 24-35 months. Children in the age group of 12-23 months received relatively less of such treatment as they registered 100% of receiving home remedies (PCBS,2000.  Health Survey 2000: Main Findings). 

Male children received more medical treatment for diarrhea than female children, however the variation was minimal. Nonetheless, the type of treatment varies since 41.0% of male children took pills and vaccines whereas 34.1% of female children had similar treatment. Female children registered higher percentage than their male counterparts in respect of receiving other types of diarrhea Treatment.

Table (8) shows that Gazan children received more medical treatment than their West Bank counterparts. Regional variations confirm that children living in refugee camps registered the highest percentage of obtaining medical treatment for diarrhea followed by urban children. This could be due to the fact that UNRWA health centers are easyly accessible to mothers living in camps to consult physicians and treat their sick children.

Variations based on education shows that women with elementary education sought medical treatment for their children more than other women. And the most used medication was pills and syrup at 40.9%.

Table 8: Percentage of Children Under Five Who Had Diarrhea in the Two Weeks Preceding the Survey and Received Certain Medical Treatment by Background Characteristics 2000

	Background characteristics
	Medical treatment
	Children with diarrhea

	
	Pills/vaccines
	Vein injection
	Muscular injection
	Others
	

	Child age (in months)
	
	
	
	
	

	Less than 6
	26.0
	8.0
	8.0
	2.0
	50

	6-11
	46.1
	6.7
	9.0
	1.1
	89

	12-23
	37.6
	4.5
	3.8
	1.5
	133

	24-35
	42.2
	9.4
	9.4
	1.6
	64

	36+
	32.7
	2.9
	4.1
	2.9
	54

	Sex
	
	
	
	
	

	Males
	41.0
	4.6
	5.5
	0.9
	217

	Females
	34.1
	7.5
	7.5
	2.3
	173

	Birth order
	
	
	
	
	

	1st
	36.3
	3.3
	6.6
	2.2
	91

	2nd or 3rd
	31.3
	4.8
	4.8
	0.7
	147

	4th or 5th
	43.2
	5.7
	10.2
	2.3
	88

	6th or more 
	48.4
	12.5
	4.7
	1.6
	64

	Region
	
	
	
	
	

	West Bank
	34.2
	5.7
	5.7
	1.5
	263

	Gaza Strip
	45.7
	6.3
	7.9
	1.6
	127

	Type of locality
	
	
	
	
	

	Urban
	41.3
	6.6
	7.3
	1.7
	167

	Rural
	25.4
	2.1
	2.2
	0.7
	149

	Refugee camp
	43.9
	12.7
	9.7
	1.3
	74

	Refugee status
	
	
	
	
	

	Refugee
	37.5
	5.7
	5.7
	1.5
	263

	Non-refugee
	38.3
	6.3
	7.9
	1.6
	127

	Educational attainment
	
	
	
	
	

	Less than Elementary
	40.7
	8.1
	4.7
	1.6
	136

	Preparatory
	37.0
	6.2
	10.3
	1.4
	146

	Secondary and above
	36.1
	2.8
	3.7
	1.9
	108

	Palestinian Territory 
	37.9
	5.9
	6.4
	1.5
	390


5.1.3 Not Seeking Diarrhea Medical Treatment

Table (9) shows that 38.9% of children under five who had diarrhea did not receive medical consultation since their cases were not serious. On the other hand, 55.7% of children with diarrhea received home remedies, where mother asserted that they worked. Additionally, the highest percentage of diarrhea cases, which ended up without medical consultation, was among those aged 24-35 months at 64.9% followed by those aged 6-11 months at 60.6%.   

Gender based variations show that male children had less serious cases of diarrhea than female children. However, both received home remedies at 56.9% for males and 54.3% for females.  Variations with respect to birth order did not register major differences but the highest percentage of receiving home remedies was for the first child at 67.4%. 

The main reason for not seeking medical consultation for diarrhea in the West Bank and Gaza Strip was due to having effective home remedies; both regions recorded the following percentages in this regard: 57.4% for the West Bank and 54.9% for Gaza Strip.

Mothers living in the refugee camps of the West Bank sought less medical consultation because the cases of diarrhea their children had were not serious. The figures based on this reality were as follows: 57.1% for refugee camps and 33.3% for the urban areas of Gaza Strip. Even so, the main reason for not seeking medical advice for diarrhea remains successful home remedies.

Table (9) shows that most refugee and non-refugee mothers did not seek medical advice because they treated their children at home. Variations based on mothers’ education show that most cases of home remedies were among children whose mothers’ education was less than elementary; these rates start to go down as the level of education increases. 

Table 9: Percentage Distribution of Children Under Five Who Had Diarrhea in the Two Weeks Preceding the Survey and did not Receive Medical Consultation by Reason and Background Characteristics 2000


	Background characteristics
	Reasons for not seeking medical consultation
	Children with diarrhea

	
	Diarrhea not serious
	Home remedy
	Others
	Total
	

	Child age (in months)
	
	
	
	
	

	Less than 6
	42.3
	46.2
	11.5
	100
	26

	6-11
	39.4
	60.6
	0.0
	100
	33

	12-23
	39.2
	52.7
	8.1
	100
	74

	24-35
	29.7
	64.9
	5.4
	100
	37

	36+
	45.5
	54.5
	0.0
	100
	33

	Sex
	
	
	
	
	

	Males
	37.6
	56.9
	5.5
	100
	109

	Females
	40.2
	54.3
	5.3
	100
	94

	Birth order
	
	
	
	
	

	1st
	30.4
	67.4
	2.2
	100
	46

	2nd or 3rd
	42.4
	50.6
	7.1
	100
	85

	4th or 5th
	38.1
	57.1
	4.8
	100
	42

	6th or more 
	43.3
	50.0
	6.7
	100
	30

	Region
	
	
	
	
	

	West Bank
	42.3
	54.9
	2.8
	100
	142

	Gaza Strip
	31.1
	57.4
	11.5
	100
	61

	Type of locality
	
	
	
	
	

	Urban
	36.2
	55.9
	7.9
	100
	79

	Rural
	42.9
	56.4
	0.8
	100
	91

	Refugee camp
	39.1
	50.4
	10.5
	100
	33

	Refugee status
	
	
	
	
	

	Refugee
	35.6
	56.3
	8.0
	100
	87

	Non-refugee
	41.4
	55.2
	3.4
	100
	116

	Educational attainment
	
	
	
	
	

	Less than Elementary
	44.3
	51.3
	4.4
	100
	72

	Preparatory
	29.6
	64.2
	6.2
	100
	81

	Secondary and above
	46.0
	48.0
	6.0
	100
	50

	Palestinian Territory 
	38.9
	55.7
	5.4
	100
	203


5.2 Respiratory Infections
Respiratory system diseases are among the dangerous disease children are vulnerable to; they are also among the most prominent causes of death among infants, deaths can be prevented if children enjoy healthy environment, and it can be avoided if disease is diagnosed and treated at its early stages.

According to Health Survey 1996, 24.7% of children under five had respiratory infections whereas the Health Survey 2000 registered a lower percentage of 8.5%.  As Table (10) shows that the highest percentage of having respiratory infections whether accompanied by cough or cough and rapid breathing was among children aged 6-11 months, which registered 16.9%, and the lowest was among children aged 48-59 months at 5.7%.

On the other hand, male children had a higher percentage of respiratory infections than female children at 18.4% for cough and 10.4% for cough and rapid breathing (serious respiratory infection) compared to 13.9% and 6.6% for female children respectively (data cover cases occurred during the two preceding the Survey). 

According to data based on regional variations, table (10) shows that Gazan children had more cases of respiratory infections than the West Bank children at 9.2% and 8.1% respectively.  In the West Bank, the highest percentage of the disease was among children living in refugee camps at 10.5% compared with 8.4% and 7.3% for urban and rural areas respectively.  The same applies for Gaza Strip where 11.4% of the cases were in refugee camps and 8.7% were in urban areas. These variations could be due to the high population density at refugee camps compared with urban and rural areas. Also, crowdness and smoking contribute largely to respiratory infections.

Variations based on mothers’ education of and refugee status were insignificant; however, refugee children cases of respiratory infections were higher than those of non-refugee children.

Table 10: Percentage of Children Under Five Who Had Respiratory Infections in the Two Weeks Preceding the Survey by Background Characteristics 2000

	Background characteristics 
	Cough
	Cough and rapid breathing
	Number of children

	Child age (in months)
	
	
	

	Less than 6
	16.4
	9.2
	682

	6-11
	23.5
	16.9
	604

	12-23
	20.6
	10.6
	1,174

	24-35
	15.6
	7.7
	1,241

	36-47
	13.4
	5.8
	1,225

	48-59
	11.9
	5.7
	1,243

	Sex
	
	
	

	Males
	18.4
	10.4
	3,178

	Females
	13.9
	6.6
	2,991

	Birth order
	
	
	

	1st
	17.4
	9.6
	1,124

	2nd or 3rd
	16.2
	8.1
	1,927

	4th or 5th
	16.9
	9.6
	1,564

	6th or more 
	14.8
	7.3
	1,540

	Region
	
	
	

	West Bank
	15.0
	8.1
	3,811

	Gaza Strip
	18.2
	9.2
	2,358

	Type of locality
	
	
	

	Urban
	16.9
	8.5
	2,916

	Rural
	12.0
	6.3
	2,078

	Refugee camp
	19.4
	10.9
	1,175

	Refugee status
	
	
	

	Refugee
	17.5
	8.9
	2,700

	Non-refugee
	15.2
	8.3
	3,469

	Educational attainment
	
	
	

	None 
	11.9
	6.0
	235

	Elementary 
	14.7
	7.9
	22.5

	Preparatory 
	17.4
	9.3
	21.7

	Secondary and above
	17.5
	8.8
	16.9

	Palestinian Territory 
	16.2
	8.5
	6,169


5.2.1 Seeking Medical Consultation
It is essential to seek medical consultation when children have respiratory infections. Table (11) shows that medical consultation was sought in most cases of the disease  (99.7%), which is nearly twice the figure of 1996 of 55.4%.

However, the highest percentage of medical consultation was obtained from private physicians at 25.2% followed by 18.8% for public health centers and 13.6% for UNRWA-run clinics. In Gaza Strip, most cases of the disease sought medical consultation at UNRWA clinics at 20.3% whereas in the West Bank, people mostly sought medical consultation for respiratory infections at private clinics at 35.1% compared with 12.1% in Gaza Strip.  The percentage of people receiving consultation from public health centers in Gaza Strip is higher than that of the West Bank.  This could be due to the fact that West Bank population enjoy better economic situation than of Gazans.  Also because the number of West Bank’s families who have private medical insurance is higher than that of Gaza Strip at 17.1% and 0.3% respectively (Health Survey 2000, Main Findings). 

Moreover, Table (11) shows that rural and urban areas dwellers sought medical consultation at private clinics whereas refugee camps dwellers went mostly to UNRWA clinics.  Variations based on refugee status, 27.5% of refugees received consultation from UNRWA clinics compared with 1.1% for non-refugees (who mostly sought consultation at private clinics).

Mothers’ education is a determining factor in choosing the source of medical consultation as 31.3% of educated women compared with 10.7% of uneducated mothers sought consultation at private clinics.

Table 11: Percentage of Children Under Five Who Had Respiratory Infections and obtained Medical Consultation in the Two Weeks Preceding the Survey by Source and Background Characteristics 2000

	Background characteristics
	Source of consultation
	Children with diarrhea

	
	Public hospital
	Maternal and childcare center
	Public health center
	UNRWA center
	Private hospital/clinic
	NGOs’ center
	 Pharmacy
	Private clinic
	Traditional remidies
	Friends, family, neighbors
	Others
	

	Child age (in months)
	
	
	
	
	
	
	
	
	
	
	
	

	Less than 6
	8.9
	6.3
	19.6
	13.4
	6.3
	4.5
	1.8
	27.7
	9.8
	3.6
	3.6
	112

	6-11
	12.0
	4.2
	19.0
	14.1
	11.3
	7.7
	2.8
	32.4
	1.4
	0.7
	4.2
	142

	12-23
	5.8
	4.1
	17.4
	15.3
	7.4
	4.1
	5.4
	29.8
	5.4
	2.9
	8.3
	242

	24-35
	6.7
	3.1
	21.2
	13.5
	9.3
	6.7
	4.7
	19.7
	6.7
	3.6
	8.3
	193

	36-47
	5.5
	2.4
	19.5
	11.6
	5.5
	6.1
	9.1
	21.3
	4.9
	3.7
	12.8
	164

	48-59
	5.4
	2.7
	16.2
	12.8
	10.1
	4.7
	8.1
	20.3
	12.8
	4.7
	6.1
	148

	Sex
	
	
	
	
	
	
	
	
	
	
	
	

	Males
	7.2
	3.9
	20.2
	15.2
	7.9
	5.1
	5.7
	25.5
	5.0
	3.3
	7.0
	584

	Females
	7.0
	3.4
	16.8
	11.3
	8.9
	6.2
	5.3
	24.7
	8.9
	3.1
	8.4
	417

	Birth order
	
	
	
	
	
	
	
	
	
	
	
	

	1st
	6.6
	5.1
	14.8
	13.3
	10.2
	5.6
	5.6
	32.1
	4.1
	1.0
	5.6
	196

	2nd or 3rd
	8.9
	2.9
	16.6
	11.5
	8.6
	6.4
	5.4
	26.8
	7.3
	4.8
	6.7
	313

	4th or 5th
	6.8
	3.4
	17.4
	15.5
	7.6
	4.2
	8.3
	26.5
	6.1
	2.7
	8.3
	264

	6th or more 
	5.3
	3.9
	26.8
	14.5
	7.0
	6.1
	2.2
	15.4
	8.3
	3.5
	9.6
	228

	Region
	
	
	
	
	
	
	
	
	
	
	
	

	West Bank
	4.4
	5.1
	9.1
	8.6
	11.4
	6.6
	4.5
	35.0
	4.4
	3.7
	8.6
	572

	Gaza Strip
	10.7
	1.9
	31.7
	20.3
	4.2
	4.2
	6.8
	12.1
	9.6
	2.6
	6.3
	429

	Type of locality
	
	
	
	
	
	
	
	
	
	
	
	

	Urban
	8.6
	4.0
	21.0
	5.4
	10.8
	7.2
	6.4
	27.1
	6.9
	0.2
	3.6
	490

	Rural
	4.0
	5.8
	25.7
	18.6
	9.9
	3.6
	5.2
	19.5
	8.7
	0.0
	2.9
	279

	Refugee camp
	6.7
	1.0
	16.3
	40.0
	8.7
	5.3
	2.2
	13.3
	5.5
	0.0
	2.6
	232

	Refugee status
	
	
	
	
	
	
	
	
	
	
	
	

	Refugee
	8.7
	1.5
	16.5
	27.5
	6.4
	7.0
	7.2
	17.2
	7.8
	2.8
	5.5
	472

	Non-refugee
	5.7
	5.7
	20.8
	1.1
	10.0
	4.3
	4.0
	32.3
	5.5
	3.6
	9.5
	529

	Educational attainment
	
	
	
	
	
	
	
	
	
	
	
	

	None 
	0.0
	3.6
	21.4
	32.1
	17.9
	0.0
	0.0
	10.7
	0.0
	0.0
	14.3
	28

	Elementary 
	4.0
	3.7
	19.8
	14.8
	7.1
	5.6
	4.6
	21.3
	8.3
	0.3
	9.3
	324

	Preparatory 
	9.3
	3.8
	20.2
	12.3
	9.0
	5.7
	6.5
	24.8
	0.0
	0.0
	5.7
	367

	Secondary and above
	8.5
	3.6
	15.7
	12.1
	7.8
	6.0
	5.7
	31.3
	0.0
	0.0
	7.5
	281

	Palestinian Territory 
	7.1
	3.7
	18.8
	13.6
	8.3
	5.6
	5.5
	25.2
	6.6
	3.2
	7.6
	1,001


5.2.2 Reasons for Choosing Source of Medical Consultation
Table (12) shows that reasons for choosing certain medical centers for consultation vary according to the source of medical consultation.  For instance, 53.3% sought such consultation at public hospitals because the service was available.  21.1% chose the same source because it was accessible and 10% had health insurance to cover such service.  On the other hand, at 39.2%, the main reason for choosing private medical centers was due to service availability, followed by confidence in the medical teams which registered 32.4%

The main reasons for choosing public medical centers for medical consultation remain service availability, easy access, and having health insurance. Alternatively, confidence in the medical staff is one of the main reasons for seeking medical consultation at private medical centers.

Table 12: Percentage Distribution of Children under Five Who Had Respiratory Infections and obtained Medical Consultation in the Two Weeks Preceding the Survey by Source and Reason 2000

	Source of consultation
	Reasons for choosing medical centers
	Total
	No. of children

	
	Services available
	Services accessibility
	Quality of healthcare
	Female service provider
	Health insurance available
	Low cost
	
	

	Public hospital
	53.3
	21.1
	10.0
	10.0
	3.3
	2.2
	100
	90

	Maternal and childcare center
	35.3
	26.5
	5.9
	25.0
	7.4
	7.4
	100
	68

	NGO’s clinic
	31.3
	12.5
	15.6
	34.4
	6.3
	6.3
	100
	32

	UNRWA health center
	31.4
	20.0
	1.4
	20.0
	25.7
	25.7
	100
	70

	Private hospital/clinic
	40.0
	18.9
	32.4
	8.1
	1.4
	1.4
	100
	74

	 Pharmacy
	39.2
	20.0
	20.0
	0.0
	13.3
	13.3
	100
	15

	Private clinic
	41.4
	22.4
	31.9
	2.6
	0.0
	0.0
	100
	116

	Total 
	40.0
	21.1
	17.8
	12.9
	6.7
	6.7
	100
	465


6. Immunization

Immunization is one of the most important preventive measures to protect children from life threatening childhood diseases.  Three sources are providing immunization to the Palestinian children: UNRWA medical centers, MoH medical centers, and Israeli medical centers (provide immunization only to children whose mothers carry Israeli or Jerusalem identity cards).  MoH and UNRWA provide all immunizations recommended by WHO and UNICEF.   MoH also introduced  measles vaccine in its programs for children aged 9 months in January 1996 and tuberculosis vaccine during the first month of childbirth in 1999.  

The immunization program of MoH and UNRWA include tuberculosis, DTP, polio, MMR, and hepatitis B.  However, Israeli Ministry of Health does not provide tuberculosis and measles immunization for Palestinian children living in east Jerusalem, instead, it provides immunization for influenza type B.

6.1 Tuberculosis Vaccine
Table (13) show that there is a decline in taking tuberculosis vaccine compared with taking other vaccines among children aged 12-23 months, which registered 69%, due to low percentage in the West Bank taking such vaccine at 51.2%.  This decline is partly due to the fact that Palestinian children living in east Jerusalem do not get immunized against tuberculosis, as it is not part of Israeli Ministry of Health’s program of immunization.  However, the percentage has been affected by the introduction of tuberculosis immunization by MoH in 1999 especially in the West Bank.

Refugee camps in the Palestinian Territory scored high results in respect of tuberculosis immunization; 87.1% for the West Bank and 99.2% for Gaza Strip (compared to urban and rural areas), which could be the result of the fact that UNRWA has been covering this medical service for a long time.

Rural areas of the West Bank have the lowest percentage of tuberculosis immunization coverage (44.8%); which is due to the fact that the highest percentage of home deliveries taking place were found in rural areas at (9.4%).  Lack of knowledge about the Vaccination could be another reason for such low score of rural areas.  Another reason for that was revealed by nurses working at public medical centers: They said that a bottle containing the vaccine would only be opened if a sufficient number of children to take the whole contents were available in order to avoid wasting the vaccine.  Children are sent to medical centers in cities when insufficient number is available causing delays in taking the vaccine or not taking it at all. 

Variations based on mother’s education (Table 13) show gradual rise in the percentage of immunization among mothers with higher education to total 71.7%. This is inconsistent with mothers with lower levels of education, who scored 67.4%.

6.2 DTP, Polio, and MMR Vaccines
Table (13) shows that immunization against DTP, Polio, and MMR, which is available at centers run by the three medical services providers (the government, and UNRWA) and even the Israeli Ministry of Health, registered good coverage. 

Palestinian Territory has witnessed a noticeable rise in the coverage of immunization against MMR, which rose from 64.1% in 1996 to 71.7% in 2000.  However, the coverage remains low especially in Gaza Strip at 69.6% compared to the West Bank’s figure of 73.0%. The percentage is also low among refugee children (68.1%) compared to 74.3% for the non-refugees.  Moreover, mother’s education plays a positive role in this regard where 77.7% of children whose mothers completed higher stages of education were immunized against MMR whereas children belonging to mothers of less education scored only 69.8%.  In comparison with the data of the Health Survey 1996, the percentage of immunization coverage rose from 65.5% in 1996 to 73.0% in 2000 in the West Bank and it rose from 61.2% in 1996 to 69.6% in 2000 in Gaza Strip.

6.3 Measles Vaccine
Immunization against measles registered a gradual rise, which is consistent with respect to birth order; for instance, the first child had 89.3% coverage of measles immunization whereas the sixth child and more registered 94.2% coverage. Regional-based-results show more coverage of measles vaccine in Gaza Strip than the West Bank at 94.0% and 88.4% respectively, which is the result of the Israeli Ministry of Health’s immunization program concerning Palestinian children living in east Jerusalem that does not cover measles.

The highest percentage coverage of this vaccine was found in the urban areas of Gaza Strip at 97.4% compared to 86.5% of the urban West Bank areas. This is again due to Israel’s immunization program.

Refugee camps in both regions registered the lowest percentage of measles vaccine coverage in comparison with urban and rural areas despite the UNRWA coverage. The reason forthis low percentage remains a mystery that requires deep invistigation, which is beyond the scope of this study.

There are no major variations in measles vaccine coverage based on gender or refugee status, according to Table (13).  However, less educated women scored higher than more educated women in this regard; 95.3% and 88.9% respectively.

6.4 Hepatitis B Vaccine
Hepatitis B vaccine covered more children in the West Bank than Gaza Strip at 79% and 69.8% respectively.  The variation (of 9.2%) was obvious in the data based on type of locality where the rural West Bank registered the highest percentage (85.2%) in taking the third dose of the vaccine whereas the lowest percentage in this coverage belonged to the refugee camps of Gaza Strip (62.0%).

According to data, the vaccine percentage of coverage in areas where MoH provides medical services is higher than areas covered by the UNRWA, which could be due to the different policies of both sources concerning hepatitis B vaccination. The varying policy is clearly seen in variations based on refugee status where data shows that 81.8% of non-refugees were covered by the vaccine compared with 66.7% for the refugees.

Variations concerning gender, birth order, and mother’s education were insignificant factors with regard to vaccine coverage, however, educated mothers scored higher than uneducated ones since the first are more aware of the importance of immunization.

Table 13: Percentage of Children Aged 12-23 Months Who Received Certain Vaccinations and Whose Immunization Cards Were Checked according to Immunization Record or Mother’s Statement and Background Characteristics 2000

	Background characteristics
	Children whose immunization cards were checked
	% of children whose immunization records were checked
	No. of children

	
	Tuberculosis
	DTP
	Polio
	Measles 
	Hepatitis B
	MMR
	
	

	
	
	1
	2
	3
	1
	2
	3
	
	1
	2
	3
	
	
	

	Sex
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Males
	68.7
	96.1
	95.6
	93.0
	98.3
	97.8
	94.4
	90.6
	95.9
	79.6
	74.4
	72.2
	96.8
	587

	Females
	69.3
	96.6
	96.4
	94.5
	98.3
	98.1
	94.9
	90.5
	96.8
	82.3
	76.5
	71.2
	98.3
	587

	Birth order
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	1st 
	65.7
	96.1
	96.6
	93.6
	99.1
	99.1
	94.0
	89.3
	95.7
	84.1
	81.5
	76.4
	99.6
	233

	2nd or 3rd
	72.5
	96.3
	96.0
	93.7
	98.6
	98.3
	94.8
	87.7
	96.3
	81.1
	74.2
	71.1
	97.4
	349

	4th or 5th
	66.8
	96.9
	96.3
	94.9
	98.0
	97.6
	95.3
	91.9
	95.9
	80.7
	74.9
	74.6
	97.6
	295

	6th or more 
	70.2
	96.6
	95.9
	93.6
	98.3
	97.6
	94.9
	94.2
	98.0
	79.0
	73.2
	66.4
	96.6
	295

	Region 
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	West Bank
	51.2
	95.5
	95.0
	93.7
	98.2
	97.9
	94.1
	88.4
	96.6
	82.0
	79.0
	73.0
	97.2
	727

	Gaza Strip
	95.5
	97.8
	97.5
	94.0
	98.4
	98.0
	95.5
	94.0
	96.0
	79.2
	69.8
	69.6
	98.0
	447

	Type of locality
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Urban
	72.2
	95.9
	95.9
	93.5
	98.2
	98.1
	94.4
	94.1
	97.3
	80.2
	73.7
	73.1
	96.5
	567

	Rural
	55.6
	96.0
	94.7
	94.0
	97.9
	96.9
	95.1
	96.3
	95.9
	81.3
	83.1
	73.0
	98.7
	385

	Refugee camp
	93.2
	98.1
	97.8
	94.4
	99.1
	98.3
	95.7
	91.3
	91.5
	76.6
	70.2
	66.8
	98.7
	222

	Refugee status
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Refugee
	88.8
	95.5
	95.1
	91.9
	98.4
	97.8
	94.5
	90.2
	94.3
	76.4
	66.7
	68.1
	98.4
	492

	Non-refugee
	54.7
	96.9
	96.6
	95.2
	98.2
	98.1
	94.7
	90.8
	97.8
	84.2
	81.8
	74.3
	96.9
	682

	Educational attainment
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	None
	67.4
	90.7
	93.0
	83.7
	95.3
	97.7
	88.4
	95.3
	97.7
	67.4
	67.4
	69.8
	95.3
	43

	Elementary
	66.5
	95.4
	95.2
	93.4
	98.0
	97.5
	94.7
	90.9
	95.2
	78.7
	78.7
	67.8
	97.0
	394

	Preparatory
	69.3
	97.8
	96.8
	95.3
	98.3
	97.8
	95.3
	91.1
	95.5
	82.2
	82.2
	70.8
	97.3
	404

	Secondary and above
	71.7
	96.4
	96.4
	93.7
	99.1
	98.8
	94.6
	88.9
	98.5
	84.0
	84.0
	77.7
	98.8
	332

	Total 
	69.0
	96.3
	96.0
	93.8
	98.3
	98.0
	94.6
	90.5
	96.3
	80.9
	80.9
	71.7
	97.5
	1174


7. Conclusions
The data of the Health Survey 2000 reflect a drop in the infant and child mortality rates especially among the neonatals and post neonatals. Though this drop is good in comparison with developing countries, it is still high when compared to developed countries. 

The results of the survey indicate that there is a slight rise in the mortality rates of male infants as compared with female infants.  This slight rise is related to the high neonatal mortality rate, it is noticed that infant mortality rate rise as birth order increases. However, there is no apparent relationship between birth order and child mortality rates.

Mother’s age has an impact on the neonatal mortality rate.  Also, infant mortality rate increases among those born to women aged 40 years and above as well as women under the age of 20.

Birth interval has a direct impact on infant mortality rate, whether among the neonatals or post neonatals, which increases as birth interval decreases. 

Infant mortality rates in Gaza Strip showed an increase compared with West Bank.  Also this increase was accompanied by a rise in the neonatal and post neonal mortality rates.  Variations according to type of locality show that infant mortality rate in refugee camps are higher than the other localities.  Urban areas registered the lowest rates in this regard.  Mother’s education played a major role in infant mortality rate, which dropped as mother’s educational level rose.

Palestinian children’s nutritional status is good in relation to other developing countries, according to Health Survey 2000.  Stunting is more prevalent among under five children than wasting or underweight.  Slight variations have been noticed in respect of gender, as more female children were stunted and underweight than male children.  Stunting also increases with the birth order; for instance, the first child registered lower percentages of stunting than sixth children or more.  There are no major regional variations in this regard, however, Gazan children were more stunted than West Bank’s children, who registered higher percentages in respect of wasting and underweight than Gaza Strip.

 Mother’s education has a clear-cut impact on being stunted or underweight, which shows that the increase in mother’s education leads to a decrease in a child being stunted or underweight.

According to results, infants aged 6-11 months are the most susceptible to diarrhea in comparison with children in other age groups, as children at this age start consuming homemade foods.  Rates of coming down with diarrhea among male and female children were close, however, they were higher among male children than female children. Also, first children were more vulnerable to diarrhea than sixth or more children. The West Bank registered higher rates of children under five who had diarrhea than Gaza Strip. According to results, rural children were the most susceptible to diarrhea, which could be due to the fact that rural areas have less numbers of households connected to water and sewage networks. Mother’s education and refugee status were non-determining factors in relation with the prevalence of diarrhea among children.

Results show a drop in the percentage of people seeking medical consultation for their children who have diarrhea; nonetheless, approximately half of mothers whose children had diarrhea sought medical consultation.  Mothers of male children sought medical consultation concerning diarrhea more than mothers of female children, and  Gaza Strip mothers scored higher percentages of seeking medical consultation for diarrhea  than the West Bank. Gazan mothers sought medical consultation mostly at public health centers whereas West Bank’s mothers sought consultation at private clinics.  At refugee camps, medical consultation was sought at UNRWA medical centers and in rural and urban areas was sought at private clinics, which were the first choice of medical consultation. 

More than 50% of mothers who did not seek medical consultation justified that by providing homemade remedies for diarrhea, and other mothers justified that by saying that in their views the diarrhea was not serious.

Results concerning suffering from severe respiratory infections among under five children reveal that male children had more cases of the disease than female children.

 Also, Gazan children had the disease more than their West Bank’s counterparts.  Children living in refugee camps registered more cases of the disease than urban and rural areas, which could be due to the high population density of refugee camps.

The percentage of people seeking medical consultation is high, which shows that more people are aware of the seriousness of the disease and the need for treatment.  Private clinic is the first choice of people seeking medical consultation for the disease, public medical centers came second and UNRWA centers came third.  In Gaza Strip and refugee camps, most people seek consultation at UNRWA medical centers.  In the West Bank and rural and urban areas private clinic was the first choice for medical consultation.

The main reasons for choosing public medical centers for medical consultation were the availability of the required service, accessibility, and having a health insurance covering the cost of the service.  Trusting the medical team was the main reason for choosing private medical centers.

The data concerning immunization of the Health Survey 2000 indicate that there is a drop in immunization against tuberculosis among children aged 12-23 months in comparison with immunization against other diseases. The drop was apparent in the West Bank, which is due to the fact that MoH introduced the vaccine to its immunization program in 1999 and because the Israeli ministry of health does not include this vaccine in its program henceforth Palestinian children living in East Jerusalem do not receive it. Immunization against tuberculosis is high in refugee camps and low in rural areas. Immunization against MMR registered low percentage of coverage especially in Gaza Strip. DTP and polio vaccines cover more than 98% of children and measles vaccination was also good in comparison with 1996.  However, the coverage of the vaccine dropped in refugee camps in comparison with rural and urban areas. 

Results of the Health Survey 2000 show that West Bank’s children enjoyed better coverage of immunization against Hepatitis B than Gaza Strip children.  Also, the coverage was low at refugee camps. 

 Recommendations

1. There is a need to continue carrying out surveys that determine the levels, trends and risk factors of infant and child mortality rates.

2. There is a need to keep the process of monitoring other child health indicators.

3. Improving and supporting the quality of maternal and child healthcare services through:

· Improving prenatal healthcare services and care at childbirth,

· Paying more attention to the health services of the newborns,

4. Coordination and cooperation among concerned institutions to increase health education for mothers in order to increase the length of birth interval separating childbirths, reduceing early marriage and encourage mothers to get more education.

5. Public and UNRWA health institutions need to cooperate and work together to reduce mortality rates of infants and children in refugee camps.

6. Paying more attention to the type and quality of food given to children especially after weaning in order to reduce stunting and catching diseases.

7. Coordination and cooperation between health institutions and public institutions in order to monitor and develop the infrastructure such as water and sewage networks in order to curb prevalence of diseases especially among children.

8. Encouraging mothers to seek medical consultation in case of child illness. This could happen through special programs of health and media institutions.

9. Improve and develop the performance of medical teams at health institutions.

10. Continuty of coordination between MoH and UNRWA regarding immunization programs that need to be united in confronting childhood diseases.
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