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Factors that Affect the Nutritional Status of Children
Aged 9-18 Months in East Jerusalem
By
Manal Jamil Ahmad Salah
Supervisor
Dr. Obaida Qameihya and Dr. Asma Imam

Abstract

In an attempt to assess the factors that might affect the children’s
nutritional status in East Jerusalem, a descriptive, cross- sectional study
was conducted in 5 clinics: United Nation Refugees and Work Agency
(UNRWA) the clinics of Zaweyeh and Shufat, Makassed Islamic
Charitable Society, Palestinian Red Crescent Society and Spafford Children

Center.

Mothers of 300 males and females ages (9-18) months, who attended
the clinics were interviewed. Also anthropometric measurements were
used to assess the nutritional status of children, while face-to-face interview
were conducted with the mothers to assess attitudes and practices. Data
was collected by a team of 12 field workers between the period of July to

August 2003.

Major results showed that 41.4% of the assessed children were
anemic, 8.5% were wasted and 14.2% were stunted. It was also found that
anemia was significantly higher among females (42.3%) than males
(41.2%). Moreover, 9.6% of the assessed children were of low-weight for

their age.

Briefly, findings of this study showed that malnutrition (Anemia, low-
weight, stunting, wasting) was considered a serious health problem in the

early age. So stressing on health education program, within the community,
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and developing surveillance system in order to assess the hemoglobin
status of children are recommended with more focus on nutrition

educational sessions mainly for mothers.



Chapter I

Introduction



1.1 Statement of the problem

By reviewing several studies on nutritional status among Palestinian
children, it has been recognized that many children have been suffering
from different nutritional problems, such as, low-weight, malnutrition,

anemia, gastrointestinal problem, especially diarrhea (Al- Saifi, 1994).

In the year 2002, the United States Agency of International
Development (USAID) funded a study that aimed at nutritional assessment.
The study indicated that acute and chronic malnutrition rate of Palestinian
less than five years of age have reached disastrous levels with 13.2%
suffering from emergency level of chronic malnutrition (stunted growth)
and 20% suffering from moderate and/ or severe anemia. The factors
affecting the dangerous rise in malnutrition are directly related to Israeli
imposed road blocks, closures and curfews and the dismal economic
situation in the occupied Palestinian territories (American Near East
Refugee Aid [ANERA], 2002). Most of the studies conducted on West
Bank and Gaza children and none was conducted on East Jerusalem
children. However, it is expected that children in East Jerusalem are not
better off. This is the motivation behind conducting the study in East

Jerusalem.
1.2 Purpose of the study

The main purpose of this study is to assess the nutritional status of
Palestinian children aged (9-18 months) in East Jerusalem by measuring
their weight, height and hemoglobin (HB) level. Another Purpose is to
explain the relationship between demographic, socioeconomic factors,

mothers’ attitudes, practices and malnutrition.



1.3 Aims of the study
This study aims at the followings:

1. To investigate the factors affecting the nutritional status of children

aged (9-18 month’s) in East Jerusalem.

2. To explore the relationship between personal demographic variables
such as mother education, sex of the child, age of the mother, number of
the family members, weaning age, child rank, and place of residence and

malnutrition .

3. To explore the relationship between socio-economic factors,

mothers’ attitudes, beliefs, and malnutrition.
1.4 Research questions

1- What are the factors that affect the nutritional status of children in

East Jerusalem?

2- Is there a relationship between demographic variables and
malnutrition?
3- Is there a relationship between the socio-economic factors and

malnutrition in East Jerusalem?

4-  Is there a relationship between mother’s attitudes, practices and

malnutrition in East Jerusalem?

5-  What is the percentage of children aged (9-18 months) who have low

weight for their age?
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6-  What is the percentage of children aged (9-18 months) who have low
height for their age?

7-  What is the percentage of children aged (9-18 months) who have low

level of hemoglobin?

8-  What is the percentage of children aged (9-18 months) who have
low-weight for height.

1.5 Study limitation

The following were the study limitation

1. Political instability which has an effect on the data collection
process.
2. Having more than one data collector which may have affected the

data collection.

3. Nonresponse of some mothers to participate in the study
4. Using of convenient sample that may not represent the population.
5. Children’s weight and height taken from the records, some of which

did not have complete data.

6. The sample size was too small to obtain reliable and generalizable

results.
1.6 Assumptions

1. Mothers who attended the clinics are expected to be cooperative and

responsive to the requirements of the study.
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2. Personnel in the clinics were expected to be cooperative and
supportive in conducting this project through the provision of all facilities

and resources needed during the collection of data.

3. The involvement of the field workers and clinics personnel helped in

building a trust relationship with mothers.
1.7 Theoretical background

About 25% of the world population suffers from anemia. In addition
to the burden on the health system, it has a high economic cost, higher than
any other disease except tuberculosis (Massa’d, 2001). Anemia affects
learning in school and reduces adult productivity. Severe anemia in
pregnancy causes significant increase in maternal and fetal mortality in
addition to a risk of premature delivery. Although severe anemia can be
prevented at low cost, it is usually not viewed as a priority and is still
ignored by many policy makers. This is reflected in the rise in anemia
prevalence in many countries of the region during the past 15 years (World
Health Organization [WHO], 1999).

1.8 Definition of anemia

Anemia is defined as a state in which the level of hemoglobin, the
hematocrit, or the number of red blood cells (RBC) are below that which is
normal for the individual (WHO, 1992). HB, an iron compound
responsible for transporting oxygen throughout the body, is found in red
blood cells. When hemoglobin and/ or red blood cell level are low, tissues

do not receive an adequate supply of oxygen.
1.9 Types and causes of anemia

There are multiple and interacting causes of anemia which make it

difficult to identify the significance of each factor on its own (Massa’d
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2001). Anemia may result from blood loss (hermorrhage). Inadequate
production of normal red blood cells by the bone marrow can cause
(Nutritional deficiency, thalassemia) excessive destruction of red blood
cells can cause (haemolysis). Yet a precise diagnosis of the cause is crucial
for treating anemia as anemia is a sign of pathological process or a disease,
not a diagnosis by itself (Massa’d 2001).Following are several possible
causes of anemia: nutritional anemia, iron deficiency, anemia of chronic

disease, chronic parasitic infection, and congenital haemolytic diseases.

Nutritional anemia, the most common type of anemia worldwide,
results from decreased synthesis of RBC due to deficiency of one or more
nutrients, mainly iron, vitamin B, copper or pyrodixine, regardless of the

cause of such deficiency (WHO, 1992).

However, iron deficiency (ID) is the most common nutritional cause
of anemia in most parts of the world. It can be classified into three stages,
according to its severity. In the earliest stage, iron stores may be depleted.
The next stage involves decreased serum iron and increased iron-binding
capacity but without overt anemia. In the latest stage, hemoglobin synthesis
1s impaired with the development of frank anemia (Massa’d, 2001). When
anemia prevalence reaches 50%, the proportion of individual with iron-
deficiency is about double those with anemia. Hence, when anemia
prevalence is above 50%, one can assume that nearly all of the population

1s iron- deficient.

ID results from either loss of iron due to bleeding, or from insufficient
absorption of iron due to: decreased bioavailability of iron (the ultimate
absorption and utilization of iron), increased body requirements (growth,

pregnancy), chronic blood loss and infection.
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Anemia of chronic disease (ACD) is the second most common type of
anemia, following iron deficiency that mimics or coexists with other types
of anemia (Fitzsimons, 2001). Anemia occurs despite adequate iron stores,
and is associated with infection, inflammation and neoplasia (abnormal
new growth, benign or malignant). In case of bacterial infection, synthesis
of hemoglobin in the bone marrow is suppressed until the infection is

brought under control (WHO, 1992).

The significance of parasitic infections in causing anemia varies
within and across countries as the extent of parasitic infection in a
population is determined by socioeconomic conditions, hygiene and access

to health services (Massa’d, 2001).
1.10 Factors associated with anemia

Throughout the world, several studies were conducted to examine the
causes and factors associated with anemia. In Palestine, to our knowledge,
only a few studies attempted to investigate the underlying risk factors of
anemia. These studies examined the effects of age, sex, dietary patterns,
rural/ urban residence, number of pregnancies, number of children
currently alive, history of abortion, years of education, age at marriage and

age at first conception.(Massa’d, 2001).
1.10.1 Age

Mass’ad (2001) points out that in stages of rapid growth, as in infancy,
early childhood and adeolescence, there are increased needs for iron.
Therefore, the risk of developing anemia increases among these age

groups. She also explains that the infants’ diet doesn’t usually meet iron
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requirements unless fortified with iron. On the other hand Hassan, Sulivan,
Yip & Woodruff (1997) stated that exclusive breast feeding is protective
against iron deficiency for infants below 6 months of age after which iron
concentration in breast milk will not meet the infant’s iron demand. In
adolescents, the rapid skeletal muscle development and the increased blood
volume cause increased needs for iron in both males and females. Also,
adolescent females have additional needs due to menses; they must build

up their iron stores at this time, especially for future pregnancy.

Among pregnant females, it was observed that the prevalence of
anemia increases with maternal age. A study conducted in Israel on 627
pregnant mothers indicated that the prevalence of anemia increased from
16.5% among mothers 25 years old or less to 23.1% among women over 30
years (Edet, 1990). Likewise, in another study on pregnant women in a
rural area in Hebron, it was found that there was an increase in percentage
of anemia from young to middle to older age groups (Massa’d,2001). It
was added that the prevalence of anemia increased from 19.8% among
mothers 25 years old or less, to 26.2% among women 25- 34 years and to
26.8% over 35 years. Among the elderly, poor oral and dental health and
the decreased absorption of nutrients are among the contributing factors to
the development of anemia among both men and women. In a study of the
major health problems encountered by women over 50 years of age in
developing countries, point out that anemia was one of the major causes of
morbidity (Young, 1994). Yet, compared to women of childbearing age,
the prevalence of anemia among older women is expected to be lower due

to menopause and the consequent decrease in iron demand.
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In conclusion, as far as age is concerned, several factors contribute to
development of anemia: the increased needs during stages of rapid growth,
the depleted stores with increasing maternal age due to long years of
childbearing or lactating, or the reduced bioavailability of iron, among

infants and elderly.
1.10.2 Sex

Taking into account the greater physiological iron losses among
women of childbearing age, this category of women are at a higher risk of
developing anemia than men. For menstruating women, menstrual iron
losses (0.6 mg/day) are added to basal iron loses (0.8 mg/day), which
increase their requirement for iron to more than 50% than that of men (Yip,
1996). Although women of childbearing age have increased needs for iron
compared to men, for most women this increased need can be met by diet
alone. Therefore, over 90% of the cases of anemia among women of
childbearing age may be attributed to excessive blood loss (heavy
menstruation) or pregnancy (Farrell, 1998) while Rosner (1996) says that in
men it is probably due to gastrointestinal bleeding from a peptic ulcer
colonic neoplasm. He goes far to say that, compared to men, women of
childbearing years are at a higher risk of developing anemia due to
increased demands for iron during pregnancy and lactation and due to

increased physiological loss of iron through menses and childbirth.

In addition, being a woman has social implications other than
biological. Among them is the low socio-economic status that hinders her
mobility and decision-making ability, including her health seeking behavior

and the recognition of her reproductive role only.
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1.10.3 Dietary patterns

Among the factors that contribute to ID are inadequate iron intake and
reduced bioavailability of dietary iron (Massa’d, 2001). All food iron is

present in two forms:

- Haem iron: present only in meat and fish. It is readily absorbed from
the intestines and is not highly influenced by iron status of individual or by

the diet (Williams & Hercberg 1992).

- Inorganic or non-haem iron: present in vegetables, dairy products and in

meat (Duran, 1997). Its absorption is strongly influenced by:

1. The iron status of the individual (the most important determinant). In
case of depleted iron stores, more iron is absorbed, and vice versa

(Howson, 1998).

2. Solubility in the gastric juice and the retention of food in the stomach

(Howson, 1998).

3. The balance between enhancers and inhibitors in the meal, which

determines the bioavailability of iron. (Massa’d, 2001).

The enhancers of iron absorption are vitamin C and other organic
acids, fruits, mostly banana, melon, guava and papaya and several animal
tissues including meat, chicken and fish (Massa’d 2001). The inhibitory
food includes cereals, legumes, rice, egg yolk, leafy vegetables, nuts, cow’s
milk (due to calcium and casein content) and beverages such as tea, coffee

and cocoa.
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To conclude, haem iron which is present only in meat and fish is
readily absorbed irrespective of dietary factors, in contrast to non- haem
iron, which is present in vegetables, dairy products and in meat and
independent from dietary factors. Reduced intake of haem iron may by one
of the factors explaining the higher prevalence of anemia among the poor

and among rural area, compared to urban populations.
1.10.4 Early marriage and complications at first conception

Most studies of birth to teenagers (11-19 years) indicated an increased
risk of complications of pregnancy and poor neonatal outcomes.
According to Cunnungham (1993), these complications are preeclampsia

and low birth weight infants.

As to the medical aspect of adolescent pregnancy, there is debate
concerning the increase or decrease in the incidence of one or more of the
following pregnancy complications: Hypertension, anemia, uterine
dysfunction, low-birth weight infants, certain congenital malformations and

prenatal mortality (Cunningham, 1993).
1.10.5 Socio- economic status

Socio-economic status is one of the underlying risk factors for anemia
especially in developing countries (WHO, 1992). A low socio-economic
status has adverse effects on the food security, access to health care,
environmental sanitation and personal hygiene (WHO, 1999), all of which

are predisposing factors for the development of anemia.
1.11 Signs and symptoms of anemia

The early stage of anemia is often without symptoms. In mild anemia,
HB concentration is reduced and results in general weakness, tiredness,

dizziness and headaches. If uncorrected further drop of hemoglobin will
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lead to pallor of the skin, mucus membrane, nail beds, and tongue. If
untreated further drop in HB concentration will lead to severe anemia that
may lead to death due to heart failure, and infection due to low immunity or
shock (WHO, 1992).

1.12 Classification of anemia

According to World Health Organization 1986 anemia can be

classified as follows:-
1.12.1 Mild anemia

It corresponds to the level of hemoglobin of 10- 10.9 g/dl for
children, 10- 10.9 g/dl for pregnant women and 10-11.9 g/dl for not

pregnant women.
1.12.2 Moderate anemia

It corresponds to the level of hemoglobin concentration of 7- 9.9 g/dl

for children and pregnant and non-pregnant women.
1.12.3 Severe anemia

It corresponds to the level of hemoglobin concentration of less than 7

g/dl for children and women either pregnant or not.
1.13 Treatment of anemia:

The first step in treatment is to identify the underlying cause and then
treat anemia. If it is IDA, iron stores are replaced by dietary modifications
and iron supplement, when it result from a disease, such as peptic ulcer,
you will need to follow your doctor’s advice to get the condition under

control (Massa’d, 2001).
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1.14 Introduction to malnutrition

Malnutrition is frequently part of a vicious cycle that includes
poverty and disease. These factors are interlinked in such a way that each
contributes to the presence and permanence of the others. Socio-economic
and political changes that improve health and nutrition can break the cycle;
as can specific nutrition and health interventions. The WHO Global
Database on Child Growth and Malnutrition seeds to contribute to the
transformation of this cycle of poverty, malnutrition and disease into a

virtuous one of wealth, growth and health (WHO, 2003).

Malnutrition is a term that usually refers to a number of diseases,
each with a specific cause related to one or more nutrients (WHO, 2003).
For example, protein, iodine, vitamin A or iron. In the present context,
malnutrition is synonymous with protein-energy malnutrition which
signifies an imbalance between the supply of protein and energy and the
body’s demand for them to ensure optimal growth and function. This
imbalance includes both inadequate and excessive energy intake: the
former leading to malnutrition in the form of wasting, stunting and low-

weight, and the latter resulting in overweight and obesity.

Malnutrition in children is the consequence of a range of factors that
are often related to poor food quality, insufficient food intake, and severe
and repeated infection diseases, or frequently same combinations of the
three. These conditions, in turn, are closely linked to the overall standard
of living and whether a population can meet its basic needs, such as access
to food, housing and health care. Growth assessment, thus, not only does it

serve as a means for evaluating the health and nutritional status of children
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but also provides an indirect measurement of the quality of life of an entire

population (WHO, 2003).
1.15 Definition of malnutrition

As mentioned earlier, the term is used to refer to a number of diseases,
each with a specific cause related to one or more nutrients (for example,
protein, iodine or calcium) and each is characterized by cellular imbalance
between the supply of nutrients and energy on the one hand (WHO, 2003),
and the body’s demand for them to ensure growth, maintenance, and

specific functions on the other.
1.16 Classification of malnutrition
1.16.1 Acute (severe) malnutrition

It is generally associated with failure to gain weight or loss of weight
(thinness or wasting). Two indicators can measure this issue low weight for
height or weight for age. Children whose weight for height or weight for
age below three standard deviation (-3 SD) from the median of the

reference population are considered to have acute malnutrition (WHO,

1986).
1.16.2 Chronic (moderate) malnutrition

Low height for age is considered as an indicator of chronic
malnutrition (shortness or stunting) which is frequently associated with
poor overall economic condition and/ or repeated exposure to adverse
conditions. Children whose height for age is below (-2 SD) from the
median of the reference population are considered to have chronic

malnutrition (WHO, 1986).
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1.17 Protein energy malnutrition

Protein-energy malnutrition (PEM) is by far the most lethal form of
malnutrition. Children are its most visible victims. Malnutrition, “the
silent emergency” is an accomplice in at least half of the 10.9 million child
deaths each year. These young lives are prematurely-and need lessly-lost
(WHO, 2003).

First recognized in the 20" century, PEM’s full impact has been
revealed only in recent decades. Infants and young children are most
susceptible to PEM’s characteristic growth impairment because of their
high energy and protein needs and their vulnerability to infection. Globally,
children who are poorly nourished suffer up to 160 days of illness each

year. Malnutrition magnifies the effect of every disease.
1.18 Marasmus

Marasmus is the other form of malnutrition in which the child was a
low-birth weight baby who remains chronically malnourished (WHO,
2003). As a result, fat and muscle tissues are depleted and the skin hangs
in loose folds with the bones clearly visible beneath. Hyper-alert and
ravenously hungry, the child’s severe wasting makes him look like a

wrinkled old man long before his time.
1.19 Definition of terms/ variables conceptually

1. Nutritional status: the state of health produced by the balance between

requirement intakes of nutrients (Al Saifi, 1994).

2. Feeding Practices: prevalence and duration of breastfeeding through use
of animal milk, timing and nature of weaning and the mode of transition to
adult diet (WHO, 1989).
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3. Attitudes: a way of thinking or believing or feeling toward specific
phenomenon (Al Saifi, 1994).

1. Weaning: gradual transition for exclusive breast feeding to the
consumption of a solid food (Al Saifi, 1994).

2. Education: educated parents were assigned according to their

completed years of formal education.

3. Infant: child from the time of birth through 12 months of life.

4. Anemia: an abnormal decrease in body’s total red blood cell mass
(WHO, 1986).
5. Diarrhea: any change in child’s stool, consistency, color and amount,

according to mother’s observation (WHO, 1992).

6. Malnutrition: a multiplicity of disorders, ranging from deficiencies
of specific micronutrients, such as vitamins and minerals to gross starvation
or (at the other extreme) obesity. This is largely limited to protein and
calorie malnutrition, which is manifested primarily by retardation of

physical growth in terms of height and weight (WHO, 1986).

7. Stunting (height for age): This index provides an indicator of linear
growth retardation (WHO, 1986).

8. Wasting (weight for height): This index measures body mass in
relation to body length (WHO, 1986).

1.20 Definition of terms/ variables operationally

1. Nutritional status: defined by using the following indicators, weight,
height and age as classified by (Waterlow, Buzina, Lane, Nichaman and

Tanner, 1977). Nutritional status of each child was determined by
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assessing child’s weight and height and comparing them with appropriate
vertical age line on national center of health statistics (NCHS) growth chart
that was modified by WHO in Washington in 1974.

2. Feeding Practices: feeding practices was defined by determining the
child feeding behaviors under the influence of demographic, socio-

economic factors that might shape the feeding patterns.

3. Attitudes: asking the mothers about their believes and opinions about
different feeding practices, such as, bottle feeding, weaning and causes of

malnutrition.

4. Weaning: defined by determining the age of child, when the mother
is starting to give solid food with breast feeding of retraining from giving

the breast feeding to her child.

5. Anemia: defined as a case where the HB level is less than 11 mg%
and was classified to: mild Anemia: which corresponds to the level of
hemoglobin concentration for children of 10- 10.9 g/dl, moderate anemia 7-

9.9 g/dl and severe anemia which is less than 7 g/ dl (WHO,1986) .

6. Diarrhea: the child with diarrhea was recognized by asking the
mother if she goes to maternal and child health centers and if the child had

frequency diarrhea.

7. Malnutrition: in this study the term malnutrition was classified to
acute malnutrition which refers to children whose weight for height or
weight for age is below three standard deviations (-3 SD), chronic
malnutrition in which children whose height for age is below (-2 SD)

(WHO, 1986).
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8. Stunting (height for age): children whose height for age is below (-2
SD) from the median of the reference population are considered short for
their age, or stunted, children who are (-3 SD) from the reference

population are considered severly stunted (WHO, 1986).

0. Wasting (weight for height): children whose weight for height is
below (-2 SD) from the median of the reference population are too thin for
their height or wasted, while those whose measures are below (-3 SD) from

the median of the reference population are severely wasted.
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Chapter 11

Review of Literature
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Malnutrition was taken seriously in view of the fact that it doesn’t only
affect physical development, but mental and psychological development as
well. In developing countries, nutritional anemia still remains a major
health problem, particularly among children. It is estimated that prevalence
of anemia in developing countries was 51% among children and infants

under five years of age (Al- Saifi, 1994).

WHO (2003), point out that the majority of the population (800
million) from the developing countries suffer from malnutrition, mainly the
children under five years of age. This malnutrition is responsible directly or
indirectly for the death of a large number of children. Also, the report
points out that one third of children under five years of age suffer from
chronic malnutrition and half of Asia's children are malnourished.
Worldwide, there are indicators of malnutrition such as lower weight than
they should. Poverty, low status of women, high rates of low birth and
weight are some causes of malnutrition in Asia and in Africa. Other causes

can be inadequate caring practices as well as poor access to health care.

Malnutrition in its many forms persists in virtually all countries of the
world in spite of a general improvement in food supplies and health
conditions, and the increased availability of educational and social services.
The report adds to start that an estimated 174 million under-five children in
the developing world suffer from malnutrition which results in poor
physical and cognitive development. Half of the deaths among children has
to do with malnutrition. The loss in human potential translates into social

and economic costs that no country can afford.
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Moreover, over 800 million people still cannot meet basic needs for
energy and protein. More than two thousand million people lack essential
micronutrients, and hundreds of millions suffer from diseases caused by

unsafe food or by inbalanced food intake.

In 1990, reliable data on the prevalence of low-weight in young
children was insufficient in 53 developing countries. By 1995, 97 countries
had such data, and 95 countries also had data on stunting and wasting. The
report goes to point out that it is estimated that more than half of the young
children in South Asia suffer from protein-energy malnutrition. This is
about five times the prevalence in the Western hemisphere. It is at least
three times the prevalence in the Middle East and more than twice that of
East Asia Estimates for sub-Saharan Africa indicate that the prevalence is

approximately 30%.

The bitterness of malnutrition and the rapid rise in population caused
the actual increase in the number of malnourished children. At present,
more than two-thirds of the world’s malnourished children live in Asia.

Africa and Latin America come next.

At the end of January 1996, national plans of action for nutrition were
prepared for 98 countries and 41 countries had one action plan under
preparation to keep with their commitment made at the International

Conference on Nutrition in Rome in December 1992.

There were some conventional activities such as the protection and
promotion of breast-feeding, appropriate complementary feeding, nutrition
education for behavioral change, growth monitoring, and micronutrient

deficiency control, nutritional support of the sick child, maternal nutrition
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and health referral. Successful programmes, resulted from the fact that
communities are involved in identifying the problems and mobilizing action
and resources for solving them for it was found that a good technical

package is not sufficient.

WHO(2003) stresses the fact that more must be done to good nutrition
during pregnancy and lactation and innovative approaches to reach
adolescent girls were required, particularly in countries in which the

enrollment is secondary school was considerably low.

Another important cause of malnutrition was the concentration on
complementary feeding, protection attention and breast-feeding special
emphasis should be placed on the crucial period from birth to 18 month

when programmes of malnutrition are worked out.

For the purpose of optimal growth and function, overall malnutrition must
no longer be considered without reference to micronutrient status as the two

are inextricably linked.

Many of the countries, failing to achieve improvements in child
malnutrition, have been impeded because of emergency situation. To
prevent nutritional emergencies and to design safety nets for the most

vulnerable groups in case of emergency, more action plans are needed.

In Palestine, several researches were conducted on infant nutrition in the
West Bank and Gaza Strip. In her study, Abdelnour (1991), aimed at
assessing the nutritional status of the palestinian children aged five years.
The study also explored some of the factors affecting the status of

malnutrition of children.



23

The researcher points out that children having mild to sever malnutrition
constituted 35.9% of the sample. It was found that the malnutrition rate in
girls was higher than that among boys. One of the findings of the research
was that diarrheal episodes were common among malnourished children.
But children whose main food was breast milk had lower rate of diarrheal
episodes than those children fed on powdered milk. The study also showed
that children who were fed on breast milk had the lowest incidence of

anemia.

In another study conducted by Kumar (1995), the nutritional status of
children under five in Gaza Strip was assessed. The sample which was
according to WHO standards included 1500 children (705 males and 795
females) from the five representative areas of the Gaza Strip: cities,
villages, refugee camps, Bedouin and peri-urban communities. Results
indicated that malnutrition is an existing problem. Of the total sample,
15.1% were low-weight. Wasting was found in significant differences
between the two sexes. However, geographical differences showed that
South Gaza suffered from more malnutrition than other areas. Among other
things, the researcher concludes that there is an essential need for

continuous monitoring and surveillance of the children’s status.

Rizkallah (1991) studied the nutritional status of Al-Jalazon refugee camp
and explored the factors affecting the nutritional status of these children.
The following were the main findings. ‘(1) Thirty- two percent of the
children suffered from stunting, while eighteen percent suffered from
wasting. (2)The prevalence rate of anemia was 18.8%. (3) The prevalence
rate of anemia was higher among girls than among boys and was not

affected by the wealth of families. (4) The prevalence of wasting and
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stunting varied with the wealth of the families; children of poor families had
a prevalence of wasting (42.5%). (5) There was a significant correlation
between the prevalence of wasting and mother’s awareness of the
nutritional status of their children. The mothers of 71.2% of the wasted
children and of 84.1% of the stunted children were not aware of their

children’s health status.”

Schoenbaum, Talchinsky & Abed (1995) examined gender variation in
nutritional treatment and anthropometrics status of children in Gaza Strip.
The sample consisted of children aged 0-18 months from five clinics. The
analysis concentrated on gender differences in feeding patterns, prevalence
of malnutrition and anthropometric status. No consistent gender differences
were found although there were some differences were found in

anthropometric status for different socioeconomic categories.

In their study, Hassan, Sullivan, Yip & Woodruff (1997) described nutrition
among children under three years of age living in Palestinian refugee camps
in the West Bank, Gaza, Syria, Jordan and Lebanon. Over 67% of the
children wear anemic with higher rate in Gaza, Syria and Lebanon. They
found that factors associated with anemia included “lack of breast-feeding,
maternal illiteracy, recent or current episodes of fever or diarrhea and
stunting. The authors recommend promoting appropriate breast-feeding
and weaning practices, iron fortification of commonly used foods,
promotion of foods with high iron and vitamin C content, reduction of tea
consumption, and consideration of oral iron supplementation if dietary

improvements cannot be instituted”.
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Chapter 111

Frame of reference
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3.1 Conceptual framework

Food is believed to be an essential requirement for any functioning, the
process of growth and development (Al Saifi, 1994). This is espe