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Abstract  

 
This study was conducted to assess the quality of care provider at UNRWA Balata 

Health Center in Nablus City in the West Bank regarding anemia treatment and 

prevention, growth monitoring and development, and health education. These services 

were chosen because they address conditions of high prevalence, are associated with 

poor long-term outcomes with significant functional impact, and have demonstrated 

efficacy in the clinical intervention. 

 

The researcher collected the data herself using a service quality checklist with the 

responses 'Yes" ,"No" ,"Do not know", "Not applicable", which designed by the 

Primary Health Care Management Advancement Programme (PHCMAP) . The 

researcher investigated whether the primary health services provided to children 

between six months –three years from Balata UNRWA health center are with high 

quality. The aim of this study is to inform the policy makers about the strengths and 

weaknesses of the quality of primary health care services which can serves as a starting 

point to improve the quality of care. More over, the study aims to contribute to the 

further development of an analytical frame work for the measurement of perceived 

quality of care at UNRWA health centers. 

 

 Drawing attention to the difficult task of measuring quality, the researcher distinguishes 

between structural and process quality. Observations were conducted among 171 

encounter interaction between the nurse in the MCH and the mother who accompanied 

the child for preventive services. Through observation of encounter case-management 

with mother nurse interaction, and the exit interviews with mother of each child, the 

researcher aimed to collecting information on indicators relating to quality of 

assessment, classification and treatment of the anemic child, counseling and 

communication with the mother and health systems support. 

Since the population served is relatively of homogenous socio-demographic 

characteristics it had only limited impact on the quality of care in all sub-scales and the 

total scores, the study was able to detect some significant impact of mothers' age, 

educational status, and place of residence but these were relatively small. 
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A significant performance gap was found in the effectiveness of care of child health 

services, especially in the area of hemoglobin checking and follow up, and in the 

counseling of mothers regarding diet, administration of medication (iron) prescription, 

and giving scheduled visits for follow up for anemia treatment reported that the task of 

evaluation of child health services delivered by UNRWA primary health facility in the 

study area has documented that the quality of care was inadequate, evaluation of 

primary health care services reported poor health worker  performance. 

 

The findings on anemia case management deserve special attention. Only 74.1 % of the 

observed children were examined for Hb. at age 6 months -12 months, and of the 

examined about 66.1%were anemic, and about 74.5% of the anemic were given iron 

supplement, but not followed up . Analysis documented inadequate case-management 

for anemia 28.6% of confirmed cases left the facility without treatment and 71.4% of 

those who were treated for anemia were under treated and not followed up. Also about 

25.7% of the children were not checked for Hb. at proper time according to UNRWA 

instruction.  

Success in reducing anemia will require not only rapid and appropriate treatment with 

effective iron supplementation and proper follow up and implementation of technical 

instruction, but also high levels of coverage with effective preventive interventions such  

as mother education about diet iron rich, and proper administration of iron prescribed 

.The study suggests that quality can lead to rapid improvements in the correct treatment 

of presumed anemia in health facilities. 

    

The inter-personal skills are an important quality aspect which in certain settings had 

been found to be mutually reinforcing the technical quality components. Improving the 

attitudes of health personnel towards patients seems a promising way to enhance 

perceived quality of care. Results show that about 24.6% of the mothers did not receive 

any kind of information or guidelines about infant feeding.  

 

 Health care outcome is strongly correlated with the type of interaction that occurs 

during a client visit, the process of primary care can be best conceptualized as a process 
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of teaching, and that analysis of nursing action should focus on those activities that 

could be considered as teaching functions.  
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This study is an assessment of the quality of primary health care through one of its 

elements ―the Child Health Care‖. The requirements for such care are carefully 

considered before considering the assessment in more details. 

The information resulting from the quality assessment can be used by local managers, 

the board of directors, and regional   directors.  It can also be used by health workers 

themselves and the communities. This use can be done in a variety of ways.  For 

example, it might be used to identify problems so that plans can be made for training, 

supervision, or technical assistance.  

 

The wider environment has a role in affecting families and through them children. At 

the same time both the immediate community and the larger society have a 

responsibility towards children and their families. Children need advocacy for a variety 

of reasons especially for vulnerability and dependency. More and above, all children are 

now increasingly recognized as the seed corn of development, they are the human 

capital of tomorrow." Societies who neglect children are behaving as if there will be no 

tomorrow" (Ebrahim, 1982). 

 

Children have unique health and developmental needs that can make them vulnerable to 

adverse effects of poor quality health care, which in turn has implications for their life 

courses. "Many health conditions that manifest in adulthood have their origins in 

childhood. Likewise, health behaviors begun in childhood often persist into adulthood. 

Hence, it makes little sense to subordinate the quality of children’s health care to that of 

adults, when the health of adults depends in part on the quality of health care that they 

received as children "(Forrest, 1997). Therefore, if children are to achieve their full 

potential in growth and development, then some of the basic biological and physical 

requirement in the context of pre-natal and post-natal development, as well as during 

infancy and late childhood should be adequately addressed. 

 

Assessing and improving the quality of health care was, until recently, a low priority, 

both for policy markers in developing countries, and for technical agencies. The reasons 

for this long neglect of quality of care include; (i) a perceived priority of extending 

coverage at the expense of quality; (ii) the view that quality is difficult to assess in the 

absence of reliable documentation and health information systems; and (iii) the 



 21 

perception that improving quality is equivalent to increasing inputs, thus costly and not 

affordable for many countries (Reerink, 1996).  

  

The situation of Palestinian children and their living conditions are difficult and lack 

many basic rights and services. The United Nations for Relief and Work Agency for 

Palestinian Refugees in the Near East (UNRWA) has been one of the lead agencies   

responsible for the Palestinian assisted programs for more than 50 years of insecurity. 

 

"In the West Bank and Gaza (WBGS)  an estimated3.8million Palestinians live in that 

form of geographic patchwork, where the population still live under Israeli military 

control. Some 41 % (over 1.4 million) are registered as refugees and are entitled to 

basic services from UNRWA (UNRWA, 2001). 

 

Infant and under-five mortality raters are of the most critical indicators on the child 

wellbeing in a country. In recent years, improved access to health care services, near-

universal immunization coverage, decreasing malnutrition rates, and a high literacy 

level have all contributed to declining infant and under- five mortality rates. At the same 

time, the high population growth rates brought about by high fertility rate (Total 

Fertility Rate of 3.87) together with the continuously deteriorating economic status and 

rising number of people living under the poverty line all pose a challenge that requires 

substantial investments for maintaining current level of social service delivery at the 

bare minimum (Palestinian National Health Authority, & UNICEF 2001). 

 

The assessment of quality must rest on a conceptual and operational definition of what 

the ―quality of health care means". Many problems are present at this level, for the 

quality of care is remarkably a difficult concept to define. 

Perhaps one of the good known definitions on medical care quality is that offered by 

Lee and Jones, where they state that ―Good medical care is the kind of medicine 

practiced and taught by the recognized leaders of the medical profession at a given time 

or period of social, cultural, and professional development in a community or 

population group "(Lee and Jones, 1933). 

 

Other definitions illustrate the violations of the thinking over the past sixty years. 
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Standards of quality of care should be based on the degree to which care is available, 

acceptable, comprehensive, continuous, and documented, as well as on the extent to 

which adequate therapy is based on an accurate diagnosis and not on symptomatology 

(Esselstyn, 1958). 

 

Meanwhile, some definitions stress the outcomes dimension of quality. For example, 

Institute of Medicine (1990) defines quality of care as "the degree to which health 

services for individuals and population increase the likelihood of desired outcomes and 

are consistent with current professional knowledge" (Institute of Medicine1990pp313).  

 

The above stated definitions of the quality of care indicate that it is extremely difficult 

to arrive at a consensus as to what constitutes good quality care because of the implied 

values inherent in multidimensionality. This partly explains the existence of the many 

definitions and the several approaches to its measurement. 

However, services provided in a health care institution should have certain 

characteristics beyond the issues of affordability and availability. It should involve 

elements and characteristics of quality. Elements of acceptability by the consumer are 

actually the most important. If the consumer (the patient) does not accept the services 

provided, he/she will neither seek them nor approve of them even though   these 

services are available, accessible and affordable. Therefore, the quality of services 

rendered is crucial to health care. Quality, however, should be from the perspective of 

the consumer, because quality care is acceptable service by the consumer of that care. It 

is a call for efficiency and cost savings. It is not necessarily luxurious items or services. 

It is, however, a product or a service that is acceptable, accessible, efficient, effective 

and safe that is continuously evaluated and upgraded (Al-Assaf, 2001). 

 

UNRWA's cost effective investment in health contributed to the attainment of marked 

improvement in the health status of Palestinian women and children over the last five 

decades. In order to improve access to and quality of primary health care services 

efforts spend through upgrading the standard of care and facilities, and enhancing the 

skills and capabilities of staff at the service delivery level, further rationalization of the 

referral criteria by avoiding unnecessary referral of patients who could be managed at 

primary level. So we must clarify the requirements for such care, before considering it 

in more detail through the assessment (UNRWA, 2000). 
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This study is intended to assess the quality of primary health care provided to children 

at primary health centers (Balata health Center BHC) regarding anemia prevention and 

treatment. This study of quality assessment for primary health care is intended to 

summarize, in relatively brief form, the principal aspects of the large subject of 

"Quality".  

 

1.1 Quality and primary health care  

  

Quality of health services has been an object of research and controversy for many 

years. It has been considered by some to be intangible. Others consider it measurable in 

certain aspects and elusive in others (Al-Assaf, 2001). 

In any event, the large amount of literature that has accumulated on health care quality 

has been oriented almost entirely to the problems of clinical medicine. Relatively little 

work has been done on the evaluation of public health programs in general and primary 

health care in particular. The drive for primary health care has been to provide a 

network of basic health services that are both available and accessible to everyone 

(WHO, 1998). 

 

"Primary health care refers to the kind of care provided at the first point of contact with 

the health care system. Thus it has more to do with the community in which people live 

than with high- technology hospitals "(WHO,1998 pp24). It means ensuring certain 

basic elements-nutrition, water and sanitation, maternal and child care, immunization, 

health education, prevention and treatment of common local diseases, and provision of 

essential drugs. Wherever this much is provided, it will certainly make more people 

healthier than will expensive medical treatment that benefits only a few"(WHO,1998). 

 

The International Conference on Primary Health Care (PHC) that convened in Alma-

Ata in September 1978, expressed the need for urgent action by all governments, all 

health and development workers, and the world community to protect and promote the 

health of all the people of the world, by releasing the following Declaration;  

 

The Conference strongly reaffirms that health, which is a state of complete physical, 

mental and social well-being, and not merely the absence of disease or infirmity, is a 

fundamental human right and that the attainment of the highest possible level of health 
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is a most important world-wide social goal whose realization requires the action of 

many other social and economic sectors in addition to the health sector (Green, 1992). 

 

The new concern for quality of PHC in the late 1980s brought several factors together to 

put quality of care on the agenda: first, the recognition that the quality of many health 

services was, indeed, low. Second, studies that the low utilization of both community 

health workers and first line health services was, to a large extent, due to consumers’ 

perceptions of low quality of care. Third, the crucial motivation to address the problem 

of quality came from a change in the financing of health care. "Austerity policies under 

the banner of “structural adjustment” forced governments in the 1980s to cut subsidies 

to the health sector" (Sauerborn, 1989).  

 

"The fact that primary health care includes the provision of many services that some 

might consider commonplace, heightens the importance of assessing and assuring its 

quality"(Roemer, 1988). The very simplicity of many primary health care activities 

means that they are subject to faulty performance, and various safeguards must be 

established to ensure their proper provision. Thus, primary health care quality 

encompasses a range of attributes that contribute to define the conditions for 

implementing any policies and plans oriented towards attainment of health for all 

(Roemer and Montoya-Aguilar, 1988). 

 

 Primary health care is essential health care based on practical, scientifically sound and 

socially acceptable methods and technology made universally available and accessible 

to individuals and families in the community through their full participation and at a 

cost that the community and country can afford to maintain at every stage of their 

development in the spirit of self-reliance and self-determination. It forms an integral 

part both of the country's health system, of which it is the central function and main 

focus, and of the overall social and economic development of the society. It is the first 

level of contact of individuals, the family and community with the national health 

system bringing health care as close as possible to where people live and work, and 

constitutes the first element of a continuing health care process (WHO, 1998).  

 

1.2 Defining Quality of Health Care for Children  
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When conceptualizing quality of health care for children, one must not think of children 

as simply ―little adults.‖ Health and health care are different for children than for adults 

in numerous ways, with implications for quality measurement (Jameson and Wehr, 

1993). 

1. Children have different demographics than adults, which may accentuate 

socioeconomic, racial, and ethnic disparities in health care. "Proportionally more 

children than adults are poor and of minority race and ethnicity, which puts them at a 

disadvantage in obtaining health care and achieving good health" (Starfield, 1997).   

 2. Children undergo rapid and continuous developmental change." Although all 

children have inherent developmental vulnerabilities, some children face greater 

vulnerability from adverse social conditions" (Halfon and Hochstein, 1997). Many 

health promotion and preventive services are recommended for children to foster 

healthy development and to identify developmental vulnerabilities and risks warranting 

early intervention. 

3. Children have different disease patterns and manifestations than adults. Children 

typically experience many short or recurrent illnesses, but most are generally healthy. 

Whereas many adults are affected by a relatively small number of chronic conditions, a 

minority of children are affected by a relatively large number of rare diseases that are 

―usually related to birth or congenitally acquired conditions, rather than the 

degenerative conditions that affect adults‖ (Halfon and Hochstein, 1997).   

 4. Children are dependent on their parents or other caregivers to foster a safe and 

healthy home environment and to obtain health care and adhere to treatment regimens. 

"In many ways, the child’s family can be considered the “patient” in child health care 

encounters "(Szilagyi and Schor, 1998). This dynamic creates challenges for including 

children appropriately in communication with health professionals and addressing 

parents’ health problems that may affect children (Gidwani , 2003)  

5. Children often rely on different sources of coverage and systems of care than adults. 

Proportionally more children than working-age adults are insured by public programs 

such as MOH Health Insurance Program for under 3y ,UNRWA, or NGOs,     that are 

often not well coordinated. "Children also may receive care in facilities or be treated 

with equipment that is not ideally suited or appropriate for children, potentially 

compromising the quality of their care" (Palmer and Miller, 2001). 

 

1.3 Health services: Access and Quality  
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International Conventions on Children recognize a child’s right to ―facilities for the 

treatment of illness and the rehabilitation of health‖, and recognizes primary health care 

as a framework for combating disease and malnutrition (UNICEF 1999).   

Data from the WBGS on the proximity of health facilities show that 60% of families are 

less than one kilometer away from a health facility, but that the geographic distribution 

of health facilities is very uneven. A 1993 study estimated that there were 277 villages, 

comprising 14% of the population that did not have health clinics, and a further 196 

localities, where 9% of the rural population lived, that did not have any kind of health 

care services(UNICEF1999).   

 

Since 1993, the worsening budgetary situation of the UWRWA has eroded its ability to 

maintain the quality of its health services for registered refugees in its five fields of 

operations. UNRWA states that" staffing is failing to keep pace with the increase in 

demand for health care, citing, for example, daily patient visits per doctor, which have 

now reached an untenable 100 agency-wide and 109 visits per doctor in Gaza field 

"(UNRWA, 2001).  

Reduced allocations for medical supplies, maintenance of premises, travel, and training 

are also resulting in increased equipment and drugs shortages and a reduced overall 

quality of care. 

 

1.4 Background and Significance of the study  

 

Age distribution of the population has important implications for the health status of the 

population, due to the different health needs, the different patterns of health care 

utilization and the different health status among the various age groups. 

 

The Palestinian population pyramid of 2001 shows that the under five year's old still 

constituting the largest proportion with percentage of 18.3% of population (MOH, 

2002). 

 

According to UNRWAs 2000 report, the total number of refugees is estimated at 

1,428,891 where 58.6% of them are residents in Gaza and 41.4 % are residents in the 

West Bank. Most refugees still live in overcrowded camps with sub-standard dwelling 
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and sanitation conditions, which have a negative impact on the health status (MOH, 

2000).  

According to an UNRWA study in 2000 the total fertility rate was estimated at 3.5, 

and the annual population growth rate was 3.5 %, of the registered refugee 

population.  

 

Children below 15 years of age represent 35% of the registered Palestine refugee 

population. Approximately one third of those children are under three years of age. 

Because they are in a state of rapid growth and development, those children have 

special needs and require access to high standards of integrated maternal and child 

health care (UNRWA, 2002). 

 

Infant Mortality Rate (IMR) and Child Mortality Rate (CMR) are important health 

indicators since they reflect the health and nutritional status of children as well as the 

level of health care provided to them. They are direct measures of the children well 

being in any society (UNRWA, 1998). 

Efforts continued to be exerted in order to improve access to and quality of 

primary health care services through upgrading the standard of care and facilities, and 

enhancing the skills and capabilities of staff at the service delivery level, further 

rationalization of the referral criteria by avoiding unnecessary referral of patients who 

could be managed at primary health care level (UNRWA, 2000). 

 

Since its establishment UNRWA has implemented several cost-effective preventive measures to 

reduce mortality among infants and young children who were given the top priority in the 

agency's health programmes and interventions. These included immunization, growth 

monitoring, promotion of breast feeding, and oral rehydration for diarrheal diseases, and high 

quality of ante-natal and post natal care, family planning services, food supplementation for the 

malnourished and iron supplementation for the anemic. Protein-energy malnutrition among 

children had been eliminated. However, micronutrient deficiencies, which affect the physical and 

mental development of children, are still high (UNRWA, 2002). 

  Iron deficiency anemia is a problem of public health significance, given its impact on physical 

and psychological development, behavior and work performance .It is the most common form of 

malnutrition in the world. It is most prevalent in children (6-24 months) and women of 
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reproductive age, but is often found in older children and adolescents, especially girls, and may 

be found in adult male and elderly (UNRWA, 2000). 

 

Growth monitoring is widely accepted and strongly supported by health professionals, 

and is a standard component of community pediatric services throughout the world. We 

sought to evaluate research evidence of its impact. In this review, we define growth 

monitoring as the regular recording of a child's weight, coupled with some specified 

remedial actions if the weight is abnormal in some way.   

 

Growth monitoring consists of routine measurements to detect abnormal growth, 

combined with some action when this is detected. As primary care workers worldwide 

invest time in this activity, we sought evidence of its benefits and harms. The review 

objectives are to evaluate the effects of routine growth monitoring on: 

 1. The child, in relation to preventing death, illness or malnutrition; and referrals for 

medical care, medical specialist assessment or professional social support follow-up.  

2. The mother, in relation to nutritional knowledge, anxiety or reassurance about the 

child's health, and satisfaction with services. 

"Given the level of investment in growth monitoring worldwide, it is surprising there is 

so little research evaluating its potential benefits and harms" (Panpanich R, and Garner 

P.,2000). 

 

Nutrition surveys conducted among the Palestine refugees in 1961, 1978 and 1984 revealed that 

more than 50 % of preschool children and women in reproductive age suffer from iron deficiency 

anemia (UNRWA, 2000).  

In 1990, a nutrition survey was conducted by the WHO Collaborating Center at Centers 

for Disease Control and Prevention (CDC), Atlanta in four fields of UNRWAs area of 

operation, namely Jordan, the Syrian Arab Republic (SAR), Gaza Strip and the West 

Bank. The survey revealed that the prevalence of iron deficiency anemia among 

pregnant women ranged between 31.3 % in the first trimester and    58.9 % in the third 

trimester Agency-wide. While the prevalence among children 6-36 months of age 

ranged between 57.7 % in the West Bank and 75.3 % in SAR. A new intervention 

strategy for iron supplementation was introduced in 1991, which was amended in 1995 

placing special emphasis on treatment (UNRWA, 2000). 
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This suggests that in spite of interventions that the agency had, so far, undertaken, iron-

deficiency anemia still represents a major public health problem. 

 

Reduction of iron-deficiency anemia is a significant activity in UNRWA's child health 

care programme. A number of health surveys have been carried out in the Agency's area 

of operation with most of these studies reflecting the low hemoglobin level among 

children. However, these studies did not measure the unexpected variation in the 

socioeconomic conditions, accessibility to/and quality of health care provided. 

  

A value analysis framework is then proposed in order to make the point that paying 

attention to quality assurance control is more about optimizing the fit between available 

resources and ideal outcomes; rather than always being about additional resources 

(Yassin, 2001). 

 Growing demand for health care, rising costs, constrained resources, and evidence of 

variations in clinical practice have increased interest in measuring and improving the 

quality of health care in many countries of the world (Roland, Holden & Campbell, 

1999) 

 

There has been a move away from assessing costs and activity to assessing quality with 

an emphasis on both efficient uses of resources and on the effectiveness of health care. 

The researcher suggests that using value analysis to support quality management is a 

promising approach in the drive to further decrease anemia rate among children through 

exchange and sharing of knowledge between those located at the two ends of the care 

giving continuum- providers and recipients of care, particularly at a time of budgetary 

restrictions. 

 

Mothers-the prime caretakers- must be empowered through equipping them with the 

needed knowledge base so as to deal with, in fact, a wide variety of the under-fives 

health problems. This empowerment value based approach including its tangible and 

intangible dimensions is assumed to counterbalance the wastage in resources reiterated 

in quality improvement attempts seen in various organization.  

 

1.5 Overall Objective  

 



 30 

To assess the quality of selected aspects of health care services offered to six monthes-3 

years children at the UNRWA health center at Balata Camp.  

     

1.6  Specific Objectives  

  

1. To assess the availability of selected areas of primary health services offered to 

the 6m-3 years children at UNRWA Balata health center. 

2. To assess accessibility of selected areas of primary health services offered to the 

6m-3 years children at UNRWA Balata health center. 

3. To examine selected quality indicators of existing primary health services 

offered to the 6m-3 years children at UNRWA Balata health center. 

4. To assess the knowledge and practices of mothers concerning issues under 

study. 

5. To examine the adherence of the care providers to growth monitoring 

procedures as stated in relevant protocol and literature.  



 31 

 

Chapter Two 

 

An Overview of the Refugee Health Care in Palestinian

2.1Overview  

Since the early days of Israeli Military Occupation in the West Bank and Gaza, the 

Israeli Military Occupation have continuously attempted to takeover the existing 

Palestinian health care structures and to make them increasingly dependent on the 

Israeli health care system. In the early years of occupation, little development has taken 

place as most the efforts of the Palestinian structures, which were not taken over by the 

Israeli Military Authorities were directed towards maintaining their existence and 

providing needed health care services under numerous restrictions imposed by the 

Israeli Military Authorities. The Israeli restrictions took many forms, ranging from 

delay in licensing of projects to the point where such activities as health education 

became activities requiring permission from the military occupation authorities. 

 

A number of indigenous health care organizations, predominantly charitable societies, 

were able to obtain permits to operate in the Occupied Territories, but their operations 

were mainly focused on curative health services with little emphasis on preventive 

health activities and primary health care services which rendered further development of 

this sector virtually impossible. 

 

Basically, the current Palestinian health sector reveals a number of aspects and 

circumstances that are unique to it. Developments and initiatives in the health sector 

were not determined on the grounds of a plan based on people’s actual needs, but rather 

on that of political considerations on the part of the Israeli authorities, and often on 

unnecessary destructive competition amongst the various Palestinian professionals, 

structures and organizations which led to an improper development of the infrastructure 

of health sector. 
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2.2UNRWA Historical Background   

 

The United Nations Relief and works agency for Palestine Refugees in the Near 

East (UNRWA) began operation in May 1950. Its task was to provide emergency 

assistance to the hundreds of thousands of Palestinians displaced by the 1948 Arab- 

Israeli conflict. Today, UNRWA continues to provide essential education, health, 

relief and social services to 3.8 million Palestinian refugees living in Jordan, 

Lebanon, the Syrian Arab republic, the West Bank and Gaza Strip. 

The Agency's services to the refugees, which constitute an essential investment in 

their human resources, include the following broad categories: elementary and 

preparatory education; vocational and technical training; comprehensive primary 

health care, including disease control and family health; assistance towards 

hospitalization; environmental health services in refugee camps; relief assistance to 

vulnerable households; and social services for women, youth and persons with 

disabilities. 

UNRWA remained committed to the goal of contributing to the process of 

rehabilitation and building a sustainable health care system in Palestine within the 

means available to it and within any framework that is considered appropriate. 

However, the prevailing circumstances and the restrictions imposed on movement 

of area staff between Gaza and the West Bank continued to have adverse effects on 

promoting coordination in health not only within UNRWA but also between 

UNRWA and other health care providers (UNRWA, 2000). 

2.3 Refugee Health Today  

One-third, or over 1.3 million registered Palestine refugees still live in camps where 

living conditions are characterized by high population densities, high unemployment, 

and inadequate basic infrastructure, with open sewers, limited supplies of clean water 

and unsatisfactory drainage systems which make flooding commonplace in the often 

harsh winters. In addition, the years of conflict and hostilities, and the feeling of an 

insecure future all affects the health of the refugees. Non-communicable diseases such 

as diabetes, hypertension, cardiovascular diseases and cancer are all on the increase. 

Birth rates are among the highest in the world and intervals between births are short, 

thus affecting women's health. Diarrhea and intestinal parasites, particularly affecting 

children, are highly prevalent due to poor environmental conditions in the camps. While 
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refugees also have varying degrees of access to public sector health services provided, 

UNRWA remains the main provider of basic health care and the refugee community 

share in the cost of hospital services and medical investigations. The refugees also 

contribute through their voluntary participation in health-related projects (UNRWA, 

2004).  

  

The situation in the occupied Palestinian territory has caused a significant deterioration 

of the refugees' health: various studies document the increasing prevalence of acute and 

chronic malnutrition as well as iron deficiency anemia and low birth weight. The 

workload at UNRWA general clinics continued to be high, with an average of over 100 

consultations per doctor per day Agency-wide, reaching a peak of 129 in the Gaza Strip. 

 

2.4 The mission of the (UNRWA) health department  

  

UNRWA is responsible for PHC services provision for refugees. An acceptable level of 

health for all the people of the world by the year 2000 can be attained through a fuller 

and better use of the world's resources, a considerable part of which is now spent on 

armaments and military conflicts. A genuine policy of independence, peace, détente and 

disarmament could and should release additional resources that could well be devoted to 

peaceful aims and in particular to the acceleration of social and economic development 

of which primary health care, as an essential part, should be allotted its proper share ( 

UNRWA2000) . 

 "The mission of the Agency (UNRWA) health programme is to protect, preserve and 

promote the health status of the registered refugees and meet their basic health needs 

consistent with the basic principles and concepts of the WHO " ( UNRWA2000) . 

 

 2.5 The objectives of the (UNRWA) medical care program are  

 

1*To reduce morbidity, mortality and disability from acute and chronic diseases and 

provide continuity care to patients with special health needs. 

2*To increase the efficiency and cost-effectiveness of services at primary health care 

level by providing necessary support services for diagnosis ,as well as, by monitoring 

the progress attained in management of morbidity conditions. 
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3*To ensure access of refugee patients to essential hospital services within the financial 

means available to the UNRWA in order to prevent disability or premature death from 

life-threatening conditions. 

UNRWA's overall health policy is;    

a. to make essential health services accessible and free of charge to the refugee 

population through UNRWA primary health care facilities with special emphasis on at 

risk groups. 

b. to provide secondary medical care , especially emergency and life-threatening 

treatment at governmental or non-governmental health facilities. 

c. to provide essential sanitation services in camps. 

  The overall strategic approach of the health programmes will continue:  

1. To focus on preserving the sustainable investment that has been achieved in primary 

health care. 

2. Improve the quality of health services provided to the Palestinian refugees within the 

financial means available to UNRWA. 

3. Stream-line health policies and services standards with those of the Palestinian 

National Authority. 

 

2.6 The UNRWA health department challenges  

 

1. The work load at UNRWA health centers continues to be high (aver. 112 

consultations per Medical Officer per day). This reduces doctor-outpatient contact time, 

and adversely affect the quality of care provided to patients. It continues to be a main 

obstacle towards implementing an effective appointment system in UNRWA clinics 

(pre-set date and time for the patient to see his doctor). 

2. The approved budget continues to be disproportional to the need of providing 

adequate assistance towards essential services, at least, at the current levels. 

3.  The inadequate budget has resulted in significant stock ruptures that has adversely 

affected the implementation of the approved intervention strategies and has 

compromised programmes achievements. 

4.  The limited provision of medical technology that is readily available to the public 

sector services renders UNRWA unable to introduce programmes and facilities for 

surveillance of morbidity and life-threatening conditions that are associated with high 

and premature mortality such as cancer, congenital anomalies e.g.haemoglobinopathies , 
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cardiovascular diseases….etc. Likewise, UNRWA remained unable to provide long-

term life sustaining treatment for refugee patients, especially for those who need 

complicated treatment such as haemodialysis, immune suppressive therapy, 

chemotherapy and radiotherapy ( UNRWA,2000). 

 

UNRWA health programme emphasis on interventions in primary health cane in 

protecting and promoting the health status of the Palestine refugees. 

 

The registered Palestine refugees in the agency area of operations were distributed as 

follows: 1610000 in Jordan 388000 in Lebanon, 388000 in Syria Arab Republic 838000 

in Gaza Strip and 591000 in the West Bank (UNRWA, 2000). 

Approximately one third of the registered refugee population live in 58 camps and the 

rest live in cities, towns and villages in the five fields of UNRWA’s area of operations. 

 

According to on UNRWA study in 2000 the total fertility rate was estimated at 3.5, and 

the annual growth rate was 3.5 per cent, of the registered refugee population.  

Approximately 35% of the registered refugees are below 15 yrs of age. Women of 

reproductive age (15-49y) and adult population (40y) and above each represent 

approximately one fourth of the total registered population. 

The health center provides comprehensive health care comprising preventive and 

curative medical care services, supplementary feeding to vulnerable groups and 

environmental sanitation services in camps. 

 

The primary health care center provides medical care services with fully equipped 

laboratory, radiological unit, ultrasound machine and dental clinic. In addition, mobile 

team to provide preventive health services to school children.  

UNRWA provides assistance towards hospitalization through contractual agreements 

with governmental or non-governmental hospitals or through reimbursement of patients 

of the costs incurred by refugees on their treatment in local hospitals. 

 

 

 

 

 



 36 

2.7  UNRWA Health Programme Management  

  

Technical supervision of the UNRWA health programme is provided by WHO, which 

also supplies the services of senior management staff and short-term consultants, 

technical literature and publications (UNRWA, 2002). 

1. The Director of health is seconded from the WHO.  The Department of 

Health Headquarters is in Amman and comprises Head of Health 

Information System and three Chiefs of Division who are directly 

responsible to the director for the planning, development, technical 

supervision and evaluation of the agency’s health programme.  

2. The department of health in each field is headed by the Chief Field 

Health Programme, who is assisted by his deputy, Field Disease Control 

Officer, Field Family Health Officer, Field Nursing Officer, Field 

Sanitary Engineer , Field Pharmacist, Laboratory Superintendent and 

Senior Dental Surgeon (see figure2.1 ) .  

3. Technical direction of the various components of the health programme 

is provided through a set of technical instruction series, manuals and 

management protocols which are periodically revised and updated 

consistent with the basis principles and concepts of WHO as well as with 

the approved agency policies. 
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 2.8 Primary Health Care (PHC)  

 

 Since 1948, UNRWA has been responsible for the provision of health services for 

Palestinian refugees. Primary health-care services were delivered to Palestine refugees 

in the West Bank through the Agency's network of 34 primary health facilities, 

providing the full range of preventive and curative medical-care services, of which 17 

were inside refugee camps, these centers provide services for 1428891 people, about 

28000 refugee per center in (About 49,300 refugee per center in Gaza and 17400 

refugee per center in West Bank) (UNRWA, 2004). 

 

UNRWA has been offering health services free of charge to all Palestinian Refugees 

and plays a distinguished role in the program of vaccination, in addition to curative 

services, antenatal & postnatal care and the specialized services. 

 

The main PHC services are:  

1. Curative and first aid services. 

 2. Specialized services including diabetic clinics, hypertension, cardiovascular, 

dermatology and ophthalmology services depending on the needs of their populations. 

 3. Preventive and MCH services including prenatal and post-natal care, well baby 

clinics and vaccinations.  

4. Epidemiological surveillance and infectious diseases management and control.  

5. Women’s health including family planning.  

6. Rehabilitation services. 

7. Laboratories with facilities to provide hematology, clinical chemistry and 

microbiology tests.  

8. Dental care services.  

9. Health education and promotion programs. 

10. An ambulatory surgery section for minor surgical procedures and emergency 

condition.  

11. Child delivery facilities (in the center or home). 

12. Water and food control and environmental monitoring. 

  

The ongoing humanitarian crisis since October 2000 has had adverse consequences on 

the health and nutritional status of the population and resulted in breakdowns in the 
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delivery and quality of services. There was increased demand for the Agency's general 

clinic services because many populations had to change the health-care provider owing 

to difficulties accessing their normal providers and because of difficult socio-economic 

conditions. There was a decline in the coverage of maternal health and immunization 

services, especially in localities which had been under prolonged closures and curfews. 

In addition to these services at the primary level, UNRWA continued to place special 

emphasis on health educational activities targeting School children and adolescents. The 

special programmes on prevention of tobacco use and HIV/AIDS, which were 

developed in previous years, continued to be implemented as multi-sectored activities 

with   full participation of teaching staff (UNRWA,2002). 

 

2.9 Secondary care  

UNRWA provides assistance towards the cost of secondary medical care, especially 

emergency and life-saving treatment, at public, non-governmental and private hospitals. 

However, with the rise in hospital costs in the 1990s, and a reduction in the Agency's 

budget, UNRWA has been forced to increase the percentage of cost sharing by the 

refugees themselves to between 12-40 per cent of treatment costs, as well as limit the 

number of referrals and discontinue reimbursements for certain treatments. 

Hospitalization costs for special hardship cases, the poorest of refugees, are fully 

covered by the Agency. However, the problem of hospitalization costs has become 

particularly acute in W.B where most of the refugees are unable to cover their share and 

so cannot get the treatment they need (UNRWA, 2002).  

In-patient care was provided through the Agency's hospital in Qalqilia and contractual 

arrangements with three NGO hospitals in East Jerusalem and five other hospitals in the 

West Bank. The Agency also reimbursed insurance premiums to cover cancer treatment 

costs for refugees holding Jerusalem identity cards. The level of co-payment by 

refugees stood at 25 per cent for secondary care and 30 per cent for specialized life-

saving care. However, owing to increased poverty, many refugees were unable to 

contribute towards the cost of their treatment. Owing to problems of mobility and 

access, three additional hospitals were contracted in Nablus, Jenin and Al-Bireh.   

UNRWA runs a small 43-bed hospital in Qalqilia in the West Bank with strong support 

from the local community. Founded in 1950, the hospital offers medical care, surgery, 

gynecology and obstetric services to refugee and needy non-refugees in the northern 
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West Bank. The hospital is being upgraded to include a 20-bed pediatric ward, 

radiology and physiotherapy units, and a nursing dormitory (UNRWA, 2004). 

 

 2.10 Environmental Health  

   

UNRWA provides essential environmental health services in refugee camps 

including sewage disposal, management of storm water runoff, provision of safe 

drinking water for domestic use, collection and disposal of refuse and control of 

insect and rodent infestation. However, many of the camps still suffer from poor 

environmental health conditions and much work still needs to be done in this area.  

 UNRWA carried out a series of feasibility studies, prepared detailed technical 

designs and made major contributions towards improving the poor infrastructure in 

refugee camps and adjacent municipalities under its Special Environmental Health 

Programme in Gaza (UNRWA, 2003).   

 

2.11 Health Finance- UNRWA Health expenditures  

The Agency's services are funded from its budget, where appropriate and possible, 

refugees contribute to service costs through co-payments, self-help schemes, 

participation fees and voluntary financial contributions. The Agency's regular budget 

allocation for the occupied Palestinian territory was $156.9 million in 2004, compared 

with $154 million in 2003 of which 12.7 millions of United States dollars invested in 

health (UNRWA, 2004).  

In a study by the World Bank (1997), the estimated per capita health expenditures in 

West Bank and Gaza was 122 US$ in 1996, which means 8.6 percent of the GDP. 

About one third of all health care expenditures are directed towards Ministry of Health 

facilities, while private providers, non- governmental organization and UNRWA 

making up the rest. Estimated that between 15% and 17% of all health care expenditure 

in Palestine are on drugs and vaccines. About 47% of the Ministry of Health budget and 

nearly half of all expenditures in UNRWA and non- governmental sector consist of 

wages and salaries and other forms of employee remuneration. Finally, excluding 

capital expenditures, about one third of all health expending appears to be directed for 

primary health care (MOH,1999). 
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According to WHO analyses of the finances of health-care systems worldwide (see 

table2.1 below), the annual per capita spending on health in low-income countries 

ranged from $2 to $50. Average expenditure by UNRWA on health in 2003 was 

estimated at $14.6 per refugee. Even if the most conservative estimate of the number of 

actual users of UNRWA health services were considered, in 2003 the per capita 

allocations on health activities was less than $20 (UNRWA,2004) . 

 

Table2.1 Finances of health-care systems worldwide 

Annual health 

spending in US $ 

 

Annual per capita 

income in US $ 
Country rank 

1,000 – 4,000 >8,000 High-income 

75 – 550 1,000 – 8,000 Middle-income 

2 – 50 

 
<1,000 Low-income 

12.8 per refugee 

17.3 per user 
 -UNRWA 

  

 The Agency's health services were cost-effective by regional and international 

standards; moreover, programme achievements place it closer to those of middle-

income countries, which, according to WHO, spend from $75 to $550 per capita. This 

large disparity between financial resource allocations and health outcomes can no 

longer be sustained if Agency income does not increase at rates commensurate with 

population growth, steady inflation, changes in the demographic and epidemiological 

profile of the refugee population (including increased life spans and a rising burden of 

non-communicable diseases) and changes in health needs and priorities. The 2004-2005 

results-based budget was prepared in accord with the United Nations System-wide 

format at a total of USD 126,817,000 representing a 6 percent increase in allocations for 

health over the 2002-2003 approved budget and17.8 per cent of the total Agency budget 

for the biennium. The budget allocations for health per registered refugee per annum 

varied significantly from one Field to another depending on local circumstances, dollar 

equivalent of staff salaries and access of refugees to the services of other care providers 

or otherwise. The highest per capita allocations per year were for Lebanon, namely 

USD 34.3 and the lowest for Jordan, namely USD 7.3. These allocations were 

established at USD 19.1 per refugee per year for Gaza, 19.2 for the West Bank and 14.3 

for Syria Field. The Agency-wide average16 allocations per registered refugee per year 
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under the regular 2004-2005 approved budget were USD 15.3 for the full range of 

medical care services, environmental health services in camps and food aid to 

vulnerable groups (UNRWA, 2004). 

2.12 Human Resources  

The number of available health staff (671) continued to fall below those required to 

meet increasing needs, and far below the standards maintained by the region authorities. 

In spite of intensive investment in staff training and development, the capacity of the 

staff continued to be stretched to the limit.Human resources in UNRWA are 97 

physicians, 316 nursing personnel, 72 nursing staff, 134 technicians, 25 dental 

professionals and 26 pharmacy professionals.(UNRWA,2004) 

 

2.13 Quality in the health care system in Palestine 

 

Quality of health care has been identified as an important area for improvement in the 

Palestinian health sector. The National Health Plane (NHP) was the first Palestinian 

policy document that recognized the need for quality improvement in health system. 

  Data available on the issue of quality of health care in Palestine is very limited. The 

issue of quality of health care was addresses as one of the ten guiding principles for 

activities in the health sector in Palestine in the Policy Statement of the Palestinian 

delegation.   

 

A situational analysis don by (Massoud 1996) to identify the core factors leading to 

poor quality of health care, indicated that the national expenditure on health care appear 

to be very high relative to GNP and compared with other country with similar national 

product .The interesting fact is that these countries appear to be investing a significantly 

lesser proportion of their national product in health than the Palestinian people are. In 

other words countries of similar economic status appear to be investing less in total 

amount and in proportion of national produce into health and to be obtaining 
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comparable health outcomes. "Directing and better utilization of existing recourses will 

yield more improvements in quality of health care" (Massoud, 1996). 

 

The fact that for the given inputs we are obtaining low outcome and that the degree of 

waste in the system of delivery of health care is large, are highly indicative of 

inefficiency in the system. Deficiency in inputs cannot be the cause of poor quality of 

the health care in Palestine, but it’s the ineffective resource allocation. "Inefficiency in 

the system of delivery seems to dominate the big picture of the issue of quality of health 

care in Palestine" (Massoud, 1996). 

 

The quality of health care problems in Palestine are pointed to process related issues. 

This poses two interesting questions: first, why is the Palestinian investment in health 

care such a large percentage of the national product? Second, why is the relatively 

larger than expected investment not yielding corresponding health outcomes? 

 

The proposed solution lies in a two pronged approach to improving quality: tackling the 

micro picture of inefficiency at the level of the provider organizations, and tackling the 

macro picture of reforming the health system on a national scale (Massoud, 1996). 

Thus, reform must be viewed as dynamic process continuously evolving with the 

evolution of the system and directed at effectiveness, efficiency and quality 

improvement. Efforts should be cared to identify causes of poor quality and/or barriers 

to improvement and that recommends actions that may be effective in overcoming 

them. Improving performance requires systematic approaches to evaluate and 

incorporate evidence into practice, more effective education for patients and 

practitioners, and more rigorous methods of assessment and accountability. 

 

1) Lack of priority for health care quality. A relative shortage of credible quality data   

may be explained by the common method of prioritizing of extending coverage at the 

expense of the quality issues. "An alternative approach would be to prioritize based on 

services that modify health states and behaviors that predispose individuals to future 

morbidity and mortality” (Forrest, 1997). 

 

2) Fragmentation of health care delivery and financing. The current array of health 

care services and programs for Palestinian has been characterized as a ―non-system‖ of 
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care that is often difficult for families to navigate. The availability of partially or totally 

subsidized services has several positive attributes but has not without effect on the 

demand for health services and the consequences of this on efficiency and quality. First, 

it drove the demand for services up with consumer sensitivity for the costs incurred. 

Second, it drove the efficiency and quality of the services down in the sectors 

concerned.  The services usually can only be obtained at predetermined points of service 

delivery. The patient either receives what ever services are available there irrespective 

of how content he is with the service or does not receive it these given system of health 

care delivery. In reality, this means two things: minimal choice provider for the patient 

and little incentive for the provider to satisfy his patient. In addition if for example a 

drug is not available and this is quit often an essential drug that the patient may be taken 

regularly. The mechanisms by which the systems of delivery of health care are financed 

are acting as disincentive for quality health care. 

 

 3)  Lack of awareness or agreement. Physicians may not follow guidelines for health 

care because few have been rigorously evaluated to establish their validity in improving 

outcomes. Even when a guideline is well supported by evidence, health professionals 

may not practice in accordance with the guideline because they lack knowledge of or 

are not in agreement with it (Cabana, 1999).   

 

4)  Insufficient time and reimbursement. Adequate time and reimbursement are 

necessary but not sufficient to ensure that comprehensive, patient-centered care will be 

delivered. Increasing visit length was associated with increased preventive service 

delivery in the context of one quality improvement intervention. 

 

 5) Insufficient professional skill or confidence. Physicians and other care providers 

may recognize their responsibility for improved performance but lack the necessary 

skill or confidence that they can apply a skill. "Passive continuing medical education is 

rarely effective in changing outcomes' (Davis, 1995).   

 

6) Insufficient systems and supports for improvement. The importance of system 

thinking is also familiar in the field of health promotion, where good practice is to work 

at coordinating different activities and agencies to produce a result which is grater than 

the sum of the parts underlying this principle is the philosophy that individuals or parts 

of the system are not to be blamed   or praised for success or failure. Results depend on 
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the parts working together, and quality methods help to insure that they do. Although 

some of the principles of the quality movement are familiar, many health promotion 

practitioners are not aware of the methods and frameworks for systematically improving 

quality. This is perhaps where quality ideas has the greatest value for heath promotion 

programs- to implement good practice and to give stuff simple methods to give real, 

practical improvement .Traditionally good practice is slow to be adapted or gets pushed 

to one side by practicalities and the business of every day work.  

 

"Small health plans, community hospitals, clinical practices, and solo practitioners may 

not have the operational capacity to implement changes in systems or practices 

"(Dickey and Kamerow, 1996 ). 

 

  7) Insufficient motivation for change. Health plans and practitioners may lack 

incentives to adopt innovations and to improve their performance—or worse, may face 

perverse incentives that discourage them from doing so. The lowering of efficiency and 

quality is enhanced also by the lack of competition for quality and efficiency in the 

public sector services. To make the picture worse, the health care professionals are 

neither rewarded nor really penalized for any shortages or poor quality of service. Their 

earnings are completely unrelated to the quantity or quality of services they provide. 

Within the same system health care provision competition is for all practical purposes 

non existent. 

 

8)  Evaluating and sustaining the gains. Quality improvement interventions must be 

evaluated to determine whether and when they are cost effective in achieving their aims 

for improving outcomes and patient experience. Many interventions are evaluated on a 

relatively short-term basis; a critical challenge is to ensure that these gains are sustained 

over time through ongoing monitoring and reinforcement. Some examples in the 

Capacity to Improve section illustrate that gains may be variable in different settings, so 

interventions should be evaluated across multiple institutions or practices whenever 

possible. Such an approach also can help ensure that the intervention design is 

replicable by other organizations. 

  

However, not quality improvement activities in themselves they are essential in put in to 

the quality process 
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 The quality health care unit at the Palestine council of health is currently engaged in 

designing the strategic plan for quality of health care in Palestine, which tackles both 

the internal efficiency at the level of the provider organizations and the systems reforms 

on the national scale. 
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Chapter Three 

Literature Review 

 

This chapter attempted to present an overview of the concepts of quality in health care. 

Obviously the field is too vast to be careered in this chapter, but should the reader be 

interested to know about the concept of quality in health care its principles and 

component. 

The purpose of this chapter is to review conceptual and pragmatic evolution of quality 

over the past years. With the explicit objective of lying the groundwork for the 

examination of what is applicable to the context of assessing primary health care in such 

a developing country, accordingly to the researcher will choose the appropriate unit of 

analyzing and measuring the quality health care provided in the three areas of research, 

growth monitoring, anemia prevention and treatment, and health education provided in 

these areas. 

 

3.1 Historical Development of Quality Assurance 

 

Quality assessment and quality control in health care date back to the mid-nineteenth 

century in England. During that period, there was an increased awareness of the sanitary 

problems associated with community dwellings and use of minors as laborers. Dr Edwin 

Chadwick, a public health activist and a pioneer, published a report in 1842 which 

vividly described the unacceptable sanitary conditions associated with urban and rural 

communities in Britain at that time. He attributed this problem to the lack or shortage of 

qualified public health professionals who could provide quality service to the 

community. He recommended the establishment of guidelines with regard to the 

availability and training of public health workers. Influenced probably by Chadwick’s 

report, in the United states, another public health physician, Dr Lemuel Shattuck, 

published a similar report but this one was on the sanitary conditions in the town of 

Massachusetts. He, too, recommended the improvement of the structural elements of 

public health sanitation and the establishment of ―sanitary police‖ to monitor the 

sanitary conditions in local communities. 
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In Britain, around 1854, Florence Nightingale served as the leading nurse during the 

European Crimean War ,Ms Nightingale was the first to notice the positive correlation 

between the introduction of adequate nursing care to wounded soldiers and the decrease 

in the mortality rate among them. This concept triggered her interest in studying the 

relationship between the quality of care and positive outcomes. She busied herself after 

the end of the war documenting this fact in several studies that looked at other 

components of quality. She started looking at the extent of services and resource 

utilization and their impact on quality outcomes, and was instrumental in writing up 

several quality criteria in nursing care. These criteria are considered to be the first 

nursing care standards in history. A period of testing these concepts was passed and a 

few other clinicians attempted to further study the correlation between care and 

outcome (Al-Assaf, 2001). 

   

During the early part of the twentieth century a British physician, Emory Grove, 

surveyed all hospitals with more than 200 beds regarding mortality as a postoperative 

complication. Even though Dr Grove collected some important data, he ran into 

problems when he attempted to compare one hospital with another using the same 

criteria. Still, he noted major variations in mortality between different diseases and , 

based on this survey, recommended the development of a standardized classification of 

diseases and establishment of a follow- up system for post-operative conditions over a 

long period of time to minimize complications and reduce mortality. 

  

Almost at the same time in the United States several physicians were conducting studies 

on the quality assessment of health care. In 1914, a surgeon, Emest Codman, of 

Massachusetts General Hospital, studied general surgeries and their follow- ups and was 

responsible for influencing the adoption of follow- up progress exams after one year of 

surgery. This prompted the American college of Surgeons to create, in 1918 the 

Hospital Standardization programme that provided the criteria and standards for 

accreditation, which were later adopted by the joint commission on Accreditation of 

Hospitals.  

Just prior to this an interest to develop structure criteria had been created. In 1910, 

Abraham Flexnor presented his famous report after his study of the education of 

physicians in the U.S. and was quick to point out the deficiencies in the medical 

education system. He further pointed out that the education of physicians was directly 
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related to the quality of care the patient received and that medical education needed 

substantial reforms. As was expected, this report the emphasis shifted from process 

elements to structure elements, i.e. the human and physical resources. Education, 

certifications and licensure became very important in qualifying a health care 

professional and an educational organization. Several professional associations were 

established to provide these services with state licensure and examining boards. 

 

Not much was done on health care quality during the 1920s and 1930s this could be 

attributed to the First World War and /or the economic depression that followed.  

The mid- 1930s saw the passage of the National Social Security Act of 1935 that 

afforded an increased access to health care services for the needy and may have had an 

indirect effect on the quality of health care services, as certain provisions were outlined 

in the act which related to the expected performance of providers. Access to health care 

dominated the trend in global events and several activities in different countries 

emphasized increasing the availability and affordability of health care services. Most of 

these events, however, were associated with improving the structure of health care 

resources, both physical and human (Al-Assaf, 1994). 

 

3.2 Conceptualization  

 

The assessment of quality must rest on a conceptual and operationalized definition of 

what the ―quality of health care means". Many problems are present at this level, for the 

quality of care is remarkably a difficult concept to define. Many definitions are 

available and much effort has already been spent on attacking and defending old 

definitions and on formulating new ones. More importantly, a definition almost always 

dictates the contents and the process of measuring care implicitly because, it includes 

norms and value judgments and advocates the criteria to be used in evaluating care. 

Therefore, the criteria selected to assess the quality of care implicitly define quality 

operationally because the measurement process measures the criteria that were selected 

a priori to define quality. 

 

Perhaps one of the good known definitions on medical care quality is that 

offered by Lee and Jones, where they state that ―Good medical care is the kind of 

medicine practiced and taught by the recognized leaders of the medical profession at a 
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given time or period of social, cultural, and professional development in a community 

or population group “Lee and Jones, 1933,” (De Geyndt, 1995). 

 

Other definitions illustrate the violations of the thinking over the past sixty years. 

―Standards of quality of care should be based on the degree to which care is available, 

acceptable, comprehensive, continuous, and documented, as well as on the extent to 

which adequate therapy is based on an accurate diagnosis and not on symptomatology" 

(Esselstyn, 1958). 

 

The Institute of Medicine state that quality of care" is the degree to which health 

services for individuals and population increase the likelihood of desired outcomes and 

are consistent with current professional knowledge" (Institute of Medicine, 1990) . 

 

The above stated definitions of the quality of care indicate that it is extremely difficult 

to arrive at a consensus as to what constitutes good quality care because of the implied 

values inherent in multidimensionality partly explains the existence of the many 

definitions and the several approaches to measure it. 

Mindel Sheps, seminal paper (1955) on hospital care created conceptual order that did 

not existed before. Sheps listed prerequisites for good quality care, defined the elements 

of satisfactory performance and examined the effects of care. His work stimulated and 

influenced efforts at conceptualizing quality of care for the next twenty years. 

Alternative approaches were formulated by Donabdiain (1966), Dror (1968) and De 

Geyndt (1970). These alternative formulations were neatly summarized by Donabdiain 

(1980) as shown in figure (3). The basic building block of the formulations in the table 

is the structure- process- outcome trilogy (Donabedien, 1980). 

 

  3.2.1 Bruce:  Bruce defines quality in terms of the way individuals and clients are 

treated by the system providing services. (Anrudh1992). Using this principle, Bruce 

(1990) has evolved a working definition of quality of services that incorporates six 

elements as follows:  

1- Choice of methods: Refers both to the number of contraceptive methods 

offered on are liable basis and their intrinsic variability. To what degree will 

these methods meet current or merging needs? For example are there 
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satisfactory choices for those men and women who wish to space births, 

those who wish to limit them, those who cannot tolerate hormonal 

contraceptives, and so forth. 

2-Information given to clients refers to the information imparted during service contact 

that enable clients to choose and employ (contraception) with satisfaction and technical 

competence. It includes information about range of methods available and their 

scientifically documented contraindications, advantages and disadvantages; screening 

out unsafe choices for the specific client and providing details on how to use the 

method selected, its possible impacts on sexual practice and its potential side effects, 

and about explicit information about what clients can expect from service providers 

regarding sustained advice , support, supply, and referral to other methods and related 

services, if needed.  

3-Technical competence involves, principally, factors such as the competence of the 

clinical technique of providers, the observance of protocols, and meticulous asepsis 

required to provide clinical methods such as intrauterine devices ( IUDs),implants, and 

sterilization.  

4-Interpersonal relations are the personal dimensions of service. Relations between 

providers and clients are strongly influenced by a program’s mission and ideology, 

management style, resource allocation (for example, patient flow in clinical settings), 

the ratio of workers to clients, and supervisory structure. 

5-Mechanisms to encourage continuity can involve well-informed users managing 

continuity on their own or formal mechanisms within the program. They can rely on 

community media or on specific follow-up mechanisms, such as forward appointments 

or home visits by workers. 

6-Appropriate constellation of services refers to situating family planning services so 

that they are convenient and acceptable to clients, responding to their natural health 

concepts and meeting pressing pre-existing health needs. Services can be appropriately 

delivered through a vertical infrastructure, or in the context of maternal and child health 

(MCH) initiatives, postpartum services, comprehensive reproductive health services, 

employee health programs, or others ( Bruce, 1990: 63-64). 

 

The analytical framework proposed by Bruce (1990), shown in Figure (3.1) below, links 

the elements of quality to program effort on the one hand and to its client-level output 

on the other. This framework is unusual as a tool for describing child health programs, 
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not simply because of its focus on the quality dimension but also because of its vantage 

point- the individual client’s perspective on service experience. This framework views 

the individual- level outcome as the consequence of service- giving. It assumes that 

individuals’ knowledge, satisfaction and behavior can be influenced by specific 

program inputs. Furthermore, it is based on the idea that   clients have a right to expect 

knowledge and satisfaction, and that fulfilling those expectations is the most valued aim 

of a conscientious manager and service provider (Anrudh, 1992). 

 

The framework emphasizes the role of the policymakers who are responsible for setting 

the scene so that the quality dimension as well as the quantity is planned for and 

assessed. It also emphasizes the role of the field managers who are crucial in making 

some improvements in care even in the absence of all the desirable logistics and 

resources. Apart from any other field use, this framework also calls for participatory 

reviews with staff. 
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Figure (3.1): The quality of the service experience: its origins and impacts. 

3.2.2. E. Deming: is statistician, who introduced new theories of management. Dr 

Deming was invited by Japan after World War II to help revitalize its dying 

manufacturing industry. Deming based his theories on the human element and 

emphasized that developing human resources was the best means to achieve and 

improve the quality of products and services. He stressed, however, that quality efforts 

were successful only if these were led by management .These efforts although believed 

on individual responsibility but these must be practiced and actively supported by top 

management (Al-Assaf 2001). Deming laid down 14 points for management:  

 

 

Improve Quality  Productivity    Cost      Prices    Market  

 

 

   Provide more jobs        Return Investments  

 

Figure (3.2):Deming chain Reaction. 
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1. Create constancy of purpose for improvement. Each organization must identify its 

mission and communicate it mission to all its employees for implementation.  

2. Adopt the new philosophy. Organizations should identify their customers and learn 

their needs and expectations. He stresses cooperation and coordination. 

3. Cease dependence on mass inspection. Emphasis should be on improving processes 

and establishing individual relations. 

4. Cease buying based on price tag alone. Emphasis should be on the lifecycle costs 

of the product or service. 

5. Constantly improve the system of production and service. The key word is 

continuous improvement and not for a period of time only. Deming, in this point, 

introduces the cycle of improvement plan- Do- Check- Act ( PDCA) where you plan 

(P), implement (Do), analyze and evaluate ( Check ) and act (A) for improvement. It 

is a continuous cycle. 

6. Institute training on the job. Deming stresses practical training and active interaction 

with the customer to avoid problems and improve processes. 

7 . Adopt and institute leadership. It is people- oriented where accessibility, support, 

active involvement and empowerment is practiced. Leaders are good listeners, 

promoters and encouragers of innovation and initiatives. 

8 . Drive out fear. Making the work environment fear- free of making mistakes, 

speaking out, taking risks, making decisions, enquiring, of learning, and offering 

suggestions. 

9 . Break down barriers between departments. Deming stresses here cross- functional 

teams, interdisciplinary groups and interdepartmental dialogue. This will allow for 

experience- sharing and efficient utilization of limited resources. 

10. Eliminate slogans, exhortations and targets for work force. Deming maintains that 

these will attempt to shift the responsibility for quality improvement from management 

to employees. It will give false hopes and unrealistic expectations. 

11 .Eliminate numerical quotas for the workforce and numerical goals for the 

management. These quotas generate result- oriented rather than performance- 

oriented behaviors. 

12 . Remove barriers that rob people of pride of workmanship. Eliminate the annual 

rating or merit system. According to Deming, almost 85% of errors are system (or 

management) errors and not employee errors. Also that if we only evaluate 
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individuals yearly we are losing the opportunity to improve their performance 

during that year. 

13. Institute a vigorous programme of education and self- improvement for everyone. 

There should be a strong commitment to invest in employees by offering them the 

opportunity to learn and develop professionally.  

14 . Put everyone to work to accomplish the transformation. Deming here stresses that 

management’s commitment is paramount to the success of the quality improvement 

efforts. This commitment must be genuine and active where the employee would 

sense and feel the support provided by management (Deming,1986). 

 

3.3.3. Dr. M. Juran is the other quality guru .He also helped the Japanese reestablish 

their economy through improving their products and services. Dr. Juran defines quality 

as fitness for use by the customer (Al-Assaf, 2001). He focuses on three major quality 

processes: 

 1. Quality control and quality sequence. 

2. Quality improvement and break through sequence. 

3. Quality planning and annual quality programme. 

Quality control attacks special causes (uncommon or sporadic causes); break through 

sequence attacks the chronic or common causes where it involves great efforts and 

innovative initiatives to solve system problems. The annual quality programme involves 

planning or improvement implementation and evaluation of these efforts at least on an 

annual basis. Dr. Juran also calls for continuous improvement and advocates project-by 

project improvement. At any point of time simultaneous and numerous processes and 

problems are being tackled by a process improvement team led by managers. Project 

selection should be based on a return- on- investment calculation (Juran, 1989).  

 

 3.3.4 .Crosby: The third quality expert is Philip B. Crosby, author of books like quality 

is free, quality without Tears, Leading, and commitment. Dr Crosby is the reviver of the 

Zero-defect concept (Al-Assaf, 2001).  Crosby calls for four absolutes of quality:  

1-The definition of quality is conformance to requirements. Setting those requirements, 

he believes, is the responsibility of management based on customers' real need. 

2-The system for causing quality is prevention. This process should be preceded by a 

system of detecting potential problem areas and identifying methods for preventing the 

occurrence of these problems. This concept obviously has a direct impact on cost-
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saving efforts where preventing problems from ever occurring or detecting their 

occurrence early may help in saving the organization the cost of resolving them. 

3-The performance standard is zero defect. Crosby believes that nonconformance is 

unacceptable, and that error is not inevitable. He also criticizes certain companies that 

would follow acceptable quality levels (AQL). He states that AQLs send the wrong 

message to workers and external customers that making errors was acceptable and that 

may mean that personal performance for everyone was AQL. 

4-The measurement of quality is the price of non- conformance. Again, this absolute is 

directly related to cost- - containment where non quality causes problems and problems 

cost money. Costs are then wasted to detect those problems ( appraisal costs ) in order 

to prevent those problems ( failure costs).(Crosby 1979). 

 

  3.3.5. Ishikawa developed the course- effect diagram or the fish- bone diagram. He is 

also the author of the total quality control concept. Ishikawa is a true proponent of 

management’s commitment to quality and individual responsibility. He believes that 

quality improvement efforts are the responsibility of all employees and not just of 

quality specialists. Other issues he advocates are similar to his colleagues, Deming and 

Juran (Al-Assaf ,1998). 

 

3.3.6. Donabedian In 1966, Dr Avedis Donabedian, a university professor and 

physician, introduced his famous three measures of quality structure, process, and 

outcome. He urged health care organizations to look at all the three measures when 

monitoring and assessing the quality of care. He further described structure as the input 

to the health care system to include both human and physical resources associated with 

the delivery of health care to the patient. Processes, as he described them, included all 

the procedures and activities required to deliver medical care by providers and support 

systems. Outcome, on the other hand, included results and outputs of the care process; 

for example, morbidity and mortality rates, and patient satisfaction. This model 

prompted different players in health care to use it but its misinterpretation led to the use 

of these measures separately and independently from each other (Al-Assaf,1994). 

 

  Therefore, quality calls for leadership, commitment, customer- focus, process 

based, participative management individual responsibility, empowerment of employees, 
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proactive problem identification and solution, continuous improvements, a system of 

employee recognition and interdisciplinary, and education and retraining. 
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Figure (3.3): Alternative formulation of approaches to quality assessment and 

program evaluation and their interrelationships (Source: De Geyndt 1970). 

 

Agreement Points of Various Theories: 

As shown in figure 3 above the following agreement points between various theories 

- All quality experts agreed & insisted on the following  

- All philosophies are applicable to kinds of organizations. 

- The importance of internal & external customer. 

- The importance of top management commitment. 

- The importance of fixed objective. 

- Doing the right things right from the onset. 

- Prevention & correction of defects is the responsibility of 

management. 

 

 

 

 

 

 

 



 58 

3.3.7The Institute of Medicine Conceptual Framework for Reporting Quality of 

Health Care: 

 

In a recent, widely noted report, Crossing the Quality Chasm, the Institute of Medicine 

outlined six aims for improvement of the health care system: effectiveness, safety, 

timeliness, patient centeredness, equity, and efficiency (IOM 2001). A subsequent 

report, Envisioning the National Health Care Quality Report (IOM 2001), adapted these 

aims as related components or domains constituting one dimension of a framework for 

publicly reporting on health care quality. To be consistent with this framework, the 

researcher gives brief description about it. She did not find representative data to report 

on all aspects of this framework for   adapting these aims or domains for organizing this 

study (see table 3.1).  

 

1) Effectiveness: ―providing services based on scientific knowledge to all who could 

benefit and refraining from providing services to those not likely to benefit (avoiding 

under use and overuse) ‖ (IOM, 2001). 

Given the focus on preventive and developmental services for children, most measures 

of effectiveness included report on under use of services, which defined (in the context 

of children’s health care quality) as the failure to provide a service that would have been 

likely to produce a desired outcome.   

 

2) Safety: ―avoiding injuries to patients from the care that is intended to help them.‖ 

Safety issues include wrong diagnoses, medication mistakes, and infections acquired in 

the hospital. Ensuring safety may require redesigning and improving faulty systems and 

processes of care, which may involve better staff training, communication, and 

coordination as well as standardization of equipment and procedures. 

  

3) Timeliness: ―reducing waits and sometimes harmful delays for both those who 

receive and those who give care‖ (IOM, 2001). 

The IOM Envisioning report expands the definition of timeliness to ―obtaining needed 

care and minimizing unnecessary delays in getting that care‖ and distinguishes three 

aspects of timeliness: 

(1) Access to routine primary and specialty care when needed; 
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(2) Timeliness in getting care for a specific problem once having accessed the system, 

including waiting time for an appointment and time from diagnosis to treatment. 

 (3) Timeliness for an episode of care, including waiting time in the doctor’s office and 

coordination of care among multiple providers (IOM, 2001). 

 4)  Patient-centeredness: ―providing care that is respectful of and responsive to 

individual patient preferences, needs, and values and ensuring that patient values guide 

all clinical decisions.‖ 

The IOM Envisioning report distinguishes two aspects of patient centeredness: 

1) Partnership in decision-making and  

2) Patient experience with care. This domain of quality is especially important because 

―what patients experience…as much as the technical quality of care, will determine how 

people use the health care system and how they benefit from it” (Gerteis et al., 1993). 

Partnership is perhaps even more important for children’s health care given the 

involvement of parents in the physician patient relationship and the need to rely on 

family values to guide decision-making. Given the intermediary role those parents and 

other family caregivers play in health care for children. 

5) Equity: ―providing care that does not vary in quality because of personal 

characteristics such as gender, ethnicity, geographic location, and socioeconomic 

status‖ (IOM ,2001). 

 

The IOM distinguishes equity at two different levels: 1) population level: ―differences 

in access to health care services by various subpopulations,‖ focusing especially on 

disparities between those with and without insurance; and 2) individual level: 

―differences in treatment received based on unrelated personal characteristics‖ (IOM, 

2001).    

 

Understanding the causes of disparities is important for determining changes that need 

to be made by the health care system or in wider social policies that influence health 

and health care. For example: socioeconomic factors such as income and education 

generally are stronger determinants of primary health care use than race or ethnicity 

alone (Fiscella, 2000), but racial and ethnic disparities remain in some studies even after 

controlling for socioeconomic factors (Flores , 1999). Moreover, disparities in access or 

treatment often remain among those who are equally insured, indicating that insurance 
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coverage and ability to pay are necessary but not sufficient conditions for equal care 

(Rosenbach, 1999). 

6) Efficiency: ―avoiding waste, in particular waste of equipment, supplies, ideas, and 

energy‖ (IOM, 2001). 

 

The IOM Envisioning report did not include this aim in its recommended framework for 

the National Healthcare Quality Report, on the grounds that it is a related but separate 

concept that demands additional research. For example, some research has found that 

improving the patient-centeredness of care has reduced costs (Tidikis and Strasen, 

1994). In other research, hospitals that scored higher on patient-centeredness tended to 

have better outcomes (rates of unexpected deaths and complications) but also had 

higher costs (Bechel, 2000). Research is needed to determine whether improved 

outcomes and patient-centered care can be achieved at equal or lower cost for children.   

Quality of care will be defined as more than the quality of service in terms of the 

correctness of the service procedure and appropriateness of the expertise of the service 

provider or even the quality of the outcome of service. It will include the quality of 

service and its outcome as it affects the quality of the patient’s life." The push for 

demonstrating the quality of care thus defined will be constant. It will be necessary to 

quantify quality and to resolve such issues as perceived versus real quality and 

provider- defined versus consumer defined quality (Friedman, 1991). 

 

TABLE (3.1) Components of Health Care Quality and Their Subcategories 

Safety Effectiveness Patient Centeredness Timeliness 

1. Diagnosis 

2. Treatment  

a. Medication 

b. Follow-up 

3. Health care 

environment 

1. Preventive care 

2. Acute, chronic, and 

end-of-life care 

3.Appropriateness of 

procedures 

1. Experience of care 

2. Effective partnership 

  

1.    Access to the system of 

care 

2. Timeliness in getting to 

care for a particular problem 

3. Timeliness within and 

across episodes of care 
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At a fundamental level, quality can be conceived of and measured in terms of structure, 

process, and outcomes (Donabedian, 1980). The Institute of Medicine has formulated a 

widely accepted definition of health care quality that integrates these concepts: ―Quality 

of health care is the degree to which health services for individuals and populations 

increase the likelihood of desired health outcomes and are consistent with current 

professional knowledge‖ (IOM, 1990). 

 

“Consistent with current professional knowledge” means following ―the best available 

scientific evidence concerning the processes of care that are likely to improve 

outcomes‖ (Palmer and Miller 2001). For children," lack of strong scientific evidence 

for the effectiveness of many health care services means that clinical quality measures 

must often rely on expert opinion" (Schuster, 1997). 

 

“Desired health outcomes” means that both societal values and individual preferences 

must be considered in the context of children’s dependency. The former implies a duty 

of protecting children from harm and providing life-saving treatment when needed. The 

latter implies the need for good communication, shared decision-making and cultural 

sensitivity in interpersonal interactions between the health professional and the parent 

and child, as appropriate to the child’s age and developmental maturity (Schuster and 

McGlynn ,1999). 

In conceptualizing patient care, one could consider safe care as the narrowest category. 

More comprehensive would be appropriate care, with quality care including safe and 

appropriate care with additional value added. These concepts do overlap in that 

appropriate care would include some aspects of safe care just as quality care includes 

safe and appropriate care and more. Figure (3.4) 

The Institute of Medicine defines quality as ―the degree to which health services for 

individuals and populations increase the likelihood of desired health care outcomes and 

are consistent with current professional knowledge.‖  Patient safety is defined by the 

Institute of Medicine as ―freedom from accidental injury.‖   Viewing these tow 

definitions, ―safety‖ is clearly the more basic level of care while quality represents some 

higher place on a continuum. Although safety is defined as the more basic level of care, 
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the differences between safe and quality care get lost. It seems apparent that one must 

have ―safe‖ care before addressing quality care (Patricia,   2004). 

 If one can successfully address the most basic level of care—safe care—then what 

next—quality? No. What should be addressed next is the ―appropriateness‖ of care 

received by the patient. A case can be made that appropriateness is the highest level of 

care we can address/identify at this stage in the health care industry's development. 

 

 

Figure (3.4) Source: Patricia 2004 Quality Management in Health Care 

 

3.3 Defining and measuring quality in health promotion 

The concept of consumer requirements encompasses both what people want and what 

professionals assess people to need. It is one definition of quality that is more suited to 

health promotion and is in line with good practice within the field. In the past, some 

health promotion programmes were only based on professionals' judgments about 

priorities and about what they thought that people and communities needed to do to 

prevent illness and improve their health. A more consumer-oriented approach pays 

attention to what people want from a health promotion programme, which may, in turn, 

make the programme more effective. 
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However, a health promotion service that both gave people what they wanted and what 

professions thought that they need could still be poor quality, according to one 

definition of quality. Another aspect of quality is whether the services make the best use 

of resources and how efficiently the service is provided. This brings in ideas which are 

central to the quality approach about avoiding waste, mistakes and delays. 

Putting these three aspects of quality together gives a definition of quality which may be 

appropriate for health promotion programmes. 

 

Consumer quality – Whether the programme gives individuals and the community what 

they say they want to help them prevent illness and improve health (as measured by 

people's satisfaction with health promotion and health education programmes). 

 

Professional quality – whether the programme meets individual and community for 

health needs for health promotion, as assessed by health promotion professionals; and 

whether the programe is designed and provided in a way which professionals believe 

will prevent illness and promote health (as measured by different professional 

assessments of the programme, and by outcome indicators and long-term measures). 

Measurement quality –whether the programme is planned, designed and provided or 

implemented in a way which makes the best use of resources, without waste or 

mistakes, and which meets higher-level requirements (as measured by the cost of poor 

quality, and in relation to policies and targets set by higher levels). 

The definition above seeks a balance between the consumer and professional 

dimensions to quality. Between the process and outcome dimensions, and also includes 

the managerial dimension by including cost consideration of quality related to these 

three dimensions also implies in equity in outcome, meeting the requirements of those 

who most need help to prevent illness and improve their health . 

 

3.4 The Conceptual Framework for Reporting Quality of Health Care  

 

Quality has been defined in a number of different ways .Definitions of quality include 

excellence, expectations or goals which have been met , zero defects  or fitness for use.   
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Health care defined as being composed of health care systems and actions taken within 

them designed to improve health or well-being. Donabedian (1966) first proposed a 

systems-based framework of structure, process and outcome. These have also been 

described as categories of care. Donabedian's model has been used previously as a basis 

for defining quality (Steffen, 1988). 

 

A wealth of literature reflects the progress made in developing tools to monitor and 

improve the quality of health care. In developing countries, however, interest in the 

issue has been surprisingly low until recently. 

 

Our focus in this research will be on the quality of primary health car services provided 

to children 6-36m of age, regarding anemia prevention and treatment, growth 

monitoring, and nutrition education. 

 

A framework is important as it both increases understanding of what such sets of 

indicators mean and also those aspects of care that should be covered and which are, 

and are not, actually being covered. It is necessary to distinguish between the structure 

of health care, actual care given (process) and the consequences of the interaction 

between individuals and a health care system (outcome). 

 

Whenever health care issues are discussed, three concepts keep coming up. 

These are: access, cost, and quality. Obviously, access involves physical, 

financial and mental or intellectual access to available care and health services. 

The issues of affordability and efficiency are also important. However, services 

provided in a health care institution should have certain characteristics beyond 

the issues of affordability and availability. It should involve elements and 

characteristics of quality. Therefore, the quality of services rendered is crucial to 

health care.  It is a call for efficiency and cost savings. It is not necessarily 

luxurious items or services. It is, however, a product or a service that is 

acceptable, accessible, efficient, effective and safe that is continuously evaluated 

and upgraded (Al-Assaf, 2001).  

 

 Quality is also measurable, according to the simple system theory and as it was applied 

to health care by Donabedian (1966), each health care system can be divided into three 



 65 

components: structure ( human and physical resources), processes ( the procedures and 

activities of care and services), and outcomes ( the results of care and services).   The 

quality of inputs (structure) can be measured; this includes the quality of personnel, 

supplies, equipment, and physical resources under structure, one might look at the 

quality of physicians in terms of their training, experience and education as one attribute 

of the total quality of the system of health care they work in. The quality process is also 

measurable, diagnostic, therapeutic and patient care procedures and protocols are all 

measurable and quantifiable, one may calculate the variance of current procedures 

performed as compared to a standard set of steps to the same procedure as another 

attribute of the total quality of that health care system. The same is true of system 

outcomes or results. They too are measurable. For example, hospital infection rates, 

morbidity and mortality rates as well as patient and employee satisfaction are all 

outcome measures and are all measurable variables. Therefore, the system components 

of inputs, processes and outcomes have certain quality characteristics that are 

measurable and are important in quantifying quality of a system.  

 

As stated in research the more cost effective unit of analysis and the most frequent unit 

of quality analysis is the practitioner performance in providing health care (DeGeyndt 

,1995). Care provided by providers consists of two elements:  

A). Technical performance as evidenced by the knowledge and judgment used in 

arriving at appropriate strategies of care and on skill in implementing those strategies. 

 B).The interpersonal relationship with a two- way exchange of information between 

the patient and the care giver as the vehicle to implement the technical care and make it 

successful. The performance of care providers is central to the medical staff committee 

approach, to the health accounting method, and to the clinical out comes management 

approach. 

 

A pathways to formal care are complex and multidimensional .They are dependent on 

factors which include the socio-demographic characteristics of the population, health 

need and factors such as lay support, frequent attendance and health beliefs.   

 

Two principal dimensions of quality of care for individual patients adopted by the UK 

National Performance Assessment Framework these are access and effectiveness. Do 

users get the care they need, and is the care effective when they get it? Within 
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effectiveness, we define two key components   effectiveness of clinical care and 

effectiveness of inter-personal care. These elements are discussed in terms of the 

structure of the health care system, processes of care, and outcomes resulting from care 

(Roland, 1999).  

 

Quite different types of information are needed for quality assessment in primary health 

care. It is seldom feasible to obtain the refined measurements that can be made in 

orderly conditions of PHC centers. The objectives to quality assessment and the 

methods used to measure it must be realistic.  

There is a need to clarify the level at which the concept of quality is being utilized in 

each particular case. Tow different levels in the conceptualization of quality of health 

care may be understood.  

1-General level: - one may speak of the quality of the health care system as a whole in 

this approach, the resources, the activities, the management, and the out come of health 

care are all implicated ― quality is the merit or excellence of system in all its aspects‖ ( 

Donabedian ,1966). 

2- Restricted level: - quality may be considered to be one of the features of the health 

care resources and activities. Do they comply with certain establish standards? A given 

set of resources include their category or type, their unit cost, and their quality. The 

attributes of a set of activities include: their type, quality, effectiveness in regard to the 

health problems addressed, coverage of the target population, and quality. In this 

perspective the out comes or effects of the system would depend on the attributes of the 

resources and activities, including their quality the quality of the resources and 

activities would themselves depend on the financing, resource development, planning, 

organization and management of the system. "The more restricted view of quality makes 

it possible to handle it as asset of variables, that can be easily defined, measured, 

assessed and improved” (Romer and Montoy-Aguilar,1988). 

The above illustration may clarify the meaning of ―structure, process and out come" 

when applied to health experience in a population.  

Donabdian triangle of quality is used in this study.  As the availability and quality of 

physical and human resources (structure) are relatively easy to measure, the health 

personnel mender services to the inhabitants must be taken into account in any appraisal 

of quality. Are they making use of appropriate technologies? Is essential equipment 

available? are other questions to be asked on quality of resources.  
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Structure refers to the organizational factors that define the health system under which 

care is provided (Donabedian,1980). The researcher identify two domains of structure: 

Physical characteristics and staff characteristics and table 3 shows the dimensions of 

each of these domains. Components of the dimension of resources include, for example, 

personnel, equipment and buildings. The ways in which those services are organized 

would include, for example, the existence of a booking system for appointments. These 

are both structural elements of the health care system. Structural features of health care 

provide the opportunity for individuals to receive care but do not guarantee it. On the 

whole structures, whilst being able to increase or decrease the likelihood of receiving 

high quality care, are indirect and contingent influences on care. However, structural 

features within a systems based model of care can have a direct impact on processes and 

outcomes, e.g. if necessary equipment or skills are not available to undertake an 

effective examination or if all appointments are booked-up prohibiting a patient 

accessing care. 

 

The measurement of process ―services‖ is more difficult to make, but it is more 

significant, as it tells us what happened to the people. Collection of the data depends on 

having reporting and recording systems, and it is necessary to ask if the various 

procedures are being done with proper care. Care full assessment of the services would 

require evaluation of the content – counseling.  

Process variables are more frequently used by practitioners of medicine who attach 

more importance to how well care is delivered, how correctly patients are diagnosed 

and if treatment is consistent with the clinical diagnostic evaluation.  

Processes of care involve interactions between users and the health care structure; what 

is done to or with users. Process is the actual delivery and receipt of care. "Two key 

processes of care have often been identified: technical interventions and inter-personal 

interactions between users and members of a healthcare system " (Donabedian, 1988). 

Technical care refers to the application of clinical medicine to a personal health problem 

and is based upon a theory of function which can be evaluated for efficacy and 

generally standardized. Care should be appropriate and necessary 

 

The process of care defined as the process of care in terms of clinical and interpersonal 

aspects of care. Interpersonal care describes the interaction of health care professionals 

and users or their careers. This includes the management of the social and psychological 
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interaction between client and practitioner (Donabedian1980). A number of skills 

underlie good interpersonal skills including: communication, the ability to build a 

relationship of trust, understanding and empathy with the patient and to show 

humanism, sensitivity and responsiveness .Mothers want explanation and discussion 

about their child symptoms of anemia, and to be involved in decisions about their 

management. Both clinical and inter-personal care processes involve the definition and 

communication of problems or needs, diagnoses, their management and co-ordination 

by the patient and professional concerned. The lack of quality indicators for acute minor 

illness has important implications for assessing the quality of general/family practice 

where they form the bulk of all presenting problems. Clinical and inter- personal aspects 

of care are relevant for each consultation and apply equally to chronic, acute or 

preventive care. In general, process measures are better indicators of quality of care if 

the purpose of measurement is to influence the behavior of the health care system: 

processes are common, under the control of health professionals, and may more rapidly 

be altered. 

 

Outcome measures were not used in the developing country studies. Improving out 

comes is a presumptive result of improving the process and is not documented mainly 

for lack of valid and reliable measuring tools and indicators, the expense involved and 

the tenuous cause- effect relationship between process and outcome  (WHO,1998). 

 

―Measuring the outcome of services is generally still more difficult to carry out and is 

less frequently done‖ (WHO, 1995).   Furthermore, how can one be sure that the health 

changes are attributable to the programme? They may be due to an improvement in the 

weather or in the overall economic situation; so that more food was available to every 

one perhaps a better water supply was made available, so that improved environmental 

conditions were mainly responsible. ―Taking account of such confounding variables 

usually requires numerous areas of observation, sophisticated statistical techniques and 

greater expenditure on research." (Romer and Montoy-Aguilar,1988). 

 

"Conclusions about the effect of a health service, under non- controlled conditions may 

sometimes be supported by circumstantial evidence" (WHO, 1978).  
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The effectiveness of structure and processes (both clinical and inter-personal) can be 

defined in terms of their capacity to result in two principal domains of outcome: health 

status and user evaluation, incorporating non-health as well as health related outcomes. 

There may be feedback loops with, for example, an individual's user evaluation 

(outcome) influencing their subsequent consulting behavior, or care negotiated in one 

consultation affecting sub- sequent decisions. 

 

Another dimension of out come can be determined through measurement of patient 

satisfaction with services; this may be inferred to reflect the quality of care that has been 

rendered.   

Our framework focuses upon care for individual users so outcome in (Fig.3.5) refers to 

health status and user evaluation, e.g. enablement and health related quality of life. 

These must also be related to patient expectations and to the needs of that individual 

patient. User evaluation may include assessment of outcome (symptom resolution) 

and/or processes of care (e.g. communication skills of the health professional). 

Although outcomes may be explicitly related to process for both health status and user 

evaluation, this is not always the case. This is because outcomes are often causal rather 

than logical consequences of processes and their activation is contingent upon a wide 

variety of factors. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 70 

Figure 3.5 Inputs, Processes, and Outputs/Outcomes Source: (Donabedian, 1980). 

 

              Inputs       Processes  Outputs/Outcomes 

 All dimensions of quality suggested previously, can be subsumed by and appropriately 

regarded, as elements of access and effectiveness. Quality of care may, in this way be 

reduced to two questions. First, can individuals get the care they need when they need 

it? Second, when they get the care, is it effective both in terms of clinical effectiveness 

and inter personal relationships? In this study we adopt this model by applying access 

and effectiveness to the systems based model of care (structure, process and outcome) 

described above. 

  

All components and dimensions of the health care system must be measured to 

determine quality; this will facilitates the concrete definition of each one and helps to 

clarify the cause- effect relationships within the system.   

The first part of our definition of quality of care emphasizes ``whether individuals can 

access health structures and processes of care which they need''. The most basic 

dimension of access to a health structure is geographic/physical access. This may relate 

to geographic barriers to getting to health care facilities such as rurality. Availability is 

the extent to which the health care system provides facilities (structures) and services 

(process) which meet the needs of individuals. Examples include access to a general 

practitioner, a specialist clinic, or a member of a health care team .The latter is 

increasingly important given the emergence of a far more diverse range of skills among 

health care providers as part of attempts to increase the cost effectiveness of care. 
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Organizational access is a sub-component of availability. If people are physically able 

to access a health facility, they may still face barriers to accessing care in terms; for 

example, of the length and availability of appointments, or whether the health 

professional can be adhere to their needs. In a system where the primary care 

practitioner acts as a gatekeeper, access to secondary care or other members of the 

primary health care team is determined by access to the primary care practitioner and by 

his or her referral behavior. 

 

Three of the four attributes of quality identified as being of particular relevance to 

primary care are sub-components of access. First contact, comprehensiveness- a range 

of services and care broad enough to meet all common needs as they occur - and 

provider continuity or longitudinally are all sub-components of the structural aspects of 

availability, rather than quality attributes in their own right. The view is that continuity 

of care is not a unique dimension of quality but a structural characteristic that may 

produce benefits though is not guaranteed to do so .For example, continuity of care 

from an infective professional with poor communication skills does not constitute high 

quality care, even though such a professional could nevertheless score well on access 

and patient evaluation dimensions. In this study, we do not include equity as a 

component of quality of care for individuals as equity requires an element of 

comparison of individuals within a population. Monetary costs of access at the 

individual level are only relevant to the payer. This may be the patient where services 

are not free at the point of delivery. So affordability is not a key component of access in 

our study where health care is provided free of charge. Financial barriers may also be 

important in other systems, either in terms of the material cost of attending an 

appointment (transport costs, and prescription charges); this is not applicable to our 

study as most of the clients are in camps.   

 

The second part of our definition of quality of care relates to whether, when accessed, 

the care received by an individual is effective. Effectiveness is the extent to which care 

delivers its intended outcome or results in a desired process, in response to need. The 

effectiveness of clinical care depends on the effective application of knowledge based 

care. Knowledge-based care refers to both evidence-based medicine and care which is 

regarded as legitimate (Donabedian, 1990). The latter relates to aspects of care that may 

be widely accepted without necessarily having scientific evidence of effectiveness. 
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Knowledge-based care incorporates the extent to which a treatment or service is 

consistent with patients' reasonable expectations and contemporary professional 

standards of care, reflecting both societal and professional norms.   

 

Once again, processes and outcomes are context specific for each individual person 

because quality of care for individual users requires that individual circumstances and 

the complexity of individual patients must be considered. Effective care, therefore, 

requires appreciation of the patient's personal experience of illness and must align the 

agendas of the professional and the patient. Care should be planned for and with 

individual patients through negotiation between care giver and patient and shared 

responsibility for care. Focusing on the effectiveness of patient centered processes 

reduces the risk of over emphasizing scientific/technical aspects of care at the expense 

of the experiences of the individual patient. The professional patient interactions, patient 

centeredness is increasingly regarded as a set of skills which can be taught and which 

are related to improved outcome .Patient-centeredness is concerned with the meaning of 

care for individuals rather than care which is generalsable to all. 

 

Co-ordination or integration of care for individual patients is also an important attribute 

of quality (i.e. effectiveness) of care, and is a further attribute of particular relevance to 

primary care (Starfeld, 1994). Co-ordination is a sub-component of both clinical 

effectiveness and the effectiveness of inter-personal skills. Co-ordination refers to the 

effectiveness with which health professionals' deal with those other organizations or 

other professionals within the same organization, which impact directly or indirectly 

upon the health or health related quality of life of the patient. 

 

The framework suggests that effectiveness, when related to individual patients, 

should refer to maximizing care and desired processes and outcomes based upon 

need. It consider efficacy to be a redundant component of quality of care 

because we are unable to conceptualize high quality care which involves 

delivering treatments which are efficacious (in ideal settings), but ineffective in 

routine healthcare settings. The framework also rejects acceptability as a basic 

component of quality or as an attribute of care: it is more appropriately regarded 

as an outcome or consequence of care: it is a component of users' evaluation. 
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The framework have defined care as systems based model composed of health 

structures and two processes of care (clinical and inter-personal) which result in 

consequent outcomes. 

 

However, whilst systems and processes increase or decrease the likelihood of 

individuals receiving the care they need, they do not guarantee quality care.  

 

Below (Table 3.2) we cite quality indicators for various elements of primary 

health care provided at a child health citing. These indicators should be taken into 

account while assess quality. 

Table 3.2 Quality Dimensions and relevant indicators as employed in the 

study guided by the adopted conceptual Framework. 

 

Category                                                    Indicators

I) Access

1) Structural Access    

1.1 physical infrastructures   

 Well lighted clinic 

 Well ventilated clinic 

 Clean water supply 

 Adequate space ( number of rooms)  

 Waiting room is available 

 Enough space in waiting room   

 Waiting room  is clean 

 Benches are available 

 Chairs are available 

 Refuse disposal bins are available 

 Desks are available 

 Infant couch is available 

 Operating telephone line 

 Signs to direct clients to appropriate place & information  

 Educational materials are put up for clients in the waiting 

room. 
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1.2 Equipments 

 Equipment for hemoglobin test are available 

 More than one stethoscope is available 

 Infant health cards 

 Home based cards 

 Infant registration Book 

 Health education materials related to anemia 

 Health education material related to nutrition education 

 Index of availability of essential oral treatments for anemia 

 Health facility has equipment and supplies to support anemia 

prevention services and growth monitoring 

 working weighing scales for children 

 Health facility has IMCI chart, booklet and mother’s nutrition 

and counseling card. 

1.3 Professional staff. 

 

 Doctor 

 Staff nurse 

 Lab Technician   

 Pharmacist 

 Door keeper  

2) Process Access (client-centered care) 

  Examine the new-born 

  Weight checked against growth chart 

  Record findings of history and physical examination health 

record 

   Document the etiology of the anemic condition 

   Hemoglobin checked at 6 months-1y.  

   Explain to mother the administration schedule for iron   

prescribed. 

II) Effectiveness

 1) Effectiveness of Clinical Care 

1.1 Evidence-based care.             

 If the child is malnourished(less than  2.5kg), was he refereed 

for growth monitoring clinic 

 Presence of Congenital abnormality recorded. 
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 Correctly calculate the (age) 

 Correctly read scale. 

 Locate the child's weight at correct weight 

 Tell mother the extent of weight normality of the child. 

 Ask about child anemia history. 

 Ask about previous treatment response 

 If baby was anemic (Hb. less than 11gr/dl), were Iron 

supplements prescribed. 

 If "yes"; Was Hb. repeated after one month. 

 Provide appropriate treatment according to condition. 

 Anemia correctly treated 

 Child not needing iron supplement leaves the facility without 

iron supplement  

 Child needing referral is referred 

 Discuss the relevance and purpose of the issue of anemia 

 Discuss potential complications of anemia. 

 Discuss potential danger signs 

 Explain the importance of introducing complementary foods 

during a two-month transitional period (i.e., months five and six). 

 Explain that children should be breastfed (not exclusively) for 

at least one year. 

 Explain to mother the administration schedule for nutrition

supplements. 

 Discuss the importance of proper iron supplementation. 

 Schedule a return/follow-up appointment after 1month of 

treatment to evaluate treatment response. 

 Tell mother whether child has gained, lost ,or stayed the same 

since last weighing 

1.2 Legitimate care 

 

 Ask if the child has had any health problems since last 

weighing (visit). 

 Explain which locally available foods constitute a balanced diet 

for children 

 Discuss specific recommended behavior changes 

 Care provider distributes related available educational material 

 Discuss when to go for services/follow up or seek help, if needed  

 Discourage dietary habits that restrict important foods/food 

groups for anemic children. 
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 Explain the importance of gaining weight for health (child 

growth and development) 

 

2) Interpersonal care 

 Establish good rapport with the care taker (mother). 

 Speak clearly and make eye contact. 

 Avoid use of technical/medical terminology 

 Care provider display willingness to compromise as needed. 

 Explain the purpose of growth monitoring 

 Make recommendations regarding child feeding and care 

 Explain how to feed children during illness. 

 Tell mother the extent of weight normality of the child. 

 Tell mother when to take child for next weighing 

 Explain the importance of gaining weight for health (child 

growth and development) 

 Use growth chart to explain to mother how her child is growing 

 Ask mother if she has any questions 

 Explain the purpose of growth monitoring 

 Provide nutrition counseling 

 Discuss problems  that are realistic and relevant to the care 

taker 

 Assess the mother comprehension of the instructions given 

 Ask the mother if she has any questions 

 Respond thoroughly to questions from the mother  

 Checked for other problems 

 Tell mother to increase her child total quality food and liquid 

intake during treatment 

 Tell mother to balance her child food intake 

 Discuss the importance of proper nutrition (rich in iron) 

 Discuss the importance of proper iron supplementation 

 Assess  the mother knowledge about anemia 

 Assess  the mother practices about anemia 

 Discuss   prevention of anemia 

 Caretaker advised to give extra fluids and continue feeding 

 Caretaker of child prescribed oral iron supplement knows how 

to give the treatment. 

 Caretaker advised when to return immediately 
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III) Outcome    

1) User Evaluation (experience) 

 Mother reported that she having been given guidelines about 

infant feeding. 

 Mother agrees that these given instruction where similar to her 

practices. 

  Mother accepts to change her practices and follow the new 

instruction. 

 Mother agrees that these given   guidelines were helpful to her. 

 Mother knows when she can get refills for the drug. 

  Mother knows when she can get to repeat the Hb level. 

 Mother knows when she should return for growth monitoring. 

  Mother knows the weight of her child 

  Mother knows what anemia means. 

 Mother knows what causes anemia. 

  Mother knows about types of anemia. 

 Mother knows what the signs and symptoms of anemia are. 

 Mother has an idea what Hemoglobin is. 

   Mother knows what Iron Deficiency Anemia means (IDA). 

 Mother knows what medicines are used to treat IDA. 

 Mother knows what makes the iron stores in the body to drop.  

  Mother knows why her child did not respond to the therapy. 

  Mother knows three kinds of foods that contains large amount 

of iron. 

 Mother knows the foods that interfere with iron intestinal 

absorption. 

 Mother knows about the amount (dose) of iron supplement 

given to her child. 

 Mother knows about drug administration frequency. 

 Mother knows about duration of drug administration 

 Mother thinks her child can be fully cured by sticking to iron 

supplementation only. 

2) Health Statues 

 If the child is malnourished(less than  2.5kg), was he refereed 

for growth monitoring clinic 

 Hb. checked at six months-1year. 

 If baby was anemic (Hb. less than 11gr/dl), and Iron 

supplements prescribed. 
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 If baby was anemic (Hb. less than 11gr/dl), and Iron 

supplements prescribed was Hb. repeated after one month 

 Normal Hb upon repetition. 

 Hb. remained below normal after giving the iron supplements. 

 Hb. remained below normal after giving the iron supplements; 

child was referred for further assessment 

 

3.5 Contextualization  

3.5.1 International studies: 

A survey was conducted among the U.S. children and adolescents (ages birth to 17 

years) in 2000 to assess parent perceptions of accessibility and timeliness of care. The 

findings show that (12%) of the children who had a doctor or clinic visit in the past year 

had problems receiving care that the doctor or parent thought was necessary ,(22%) 

children had problems getting a referral to a specialist in the past year when the doctor 

or parent thought the child needed to see a specialist,(36%) children who needed care 

right away for an illness or injury in the past year did not always get that care as soon as 

the parent wanted, (48%) children who had an appointment for routine care in the past 

year did not always receive an appointment as soon as the parent wanted ,and finally 

children and adolescents without insurance or covered only by public insurance were 

more likely than those with any private insurance to have a parent report gaps in access 

to and timeliness of care (AHRQ 2002).  

Parents and other caregivers—especially mothers act as intermediaries in health care for 

children, at least until the adolescent years. Parents’ perceptions of the accessibility and 

interpersonal quality of care may affect their care-seeking behavior, such as whether to 

use routine primary care or visit the emergency room  , and decisions related to 

selecting or changing physicians and health plans  . Greater accessibility of primary care 

is associated with better health outcomes (Forrest and Starfield ,1998). 

 

Research conducted in the United Stats indicates that primary care practitioners improve 

their ability to deliver preventive care when they adopt a systematic, organized 

approach—such as using information tools, improving office processes, and increasing 

teamwork among office staff. Yet, less than half of primary care physicians report using 
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such office systems. For example, only two of five pediatricians (38%) report assessing 

immunization performance and one of six (16%) report using systems to remind parents 

about upcoming or overdue immunizations techniques that are effective and 

recommended for improving immunization rates (Dietrich, 1997).  

 

A study to evaluated the impact of a year-long, community-wide collaborative effort to 

increase preventive care for young children in Durham, North Carolina,, found that all 

the major primary care group practices and clinics serving young children established 

multidisciplinary teams and received technical assistance to set objectives, monitor 

performance, and adopt or enhance quality-improvement systems 

directed at one or more levels: 

1. patients—educational materials and activation cards to prompt discussions with the 

doctor or nurse; 

2. practitioners—it reminders on patient charts and risk assessments to prompt 

screening when appropriate; and 

3. the practice—chart prescreening to identify needed services, flow sheets indicating 

recommended age-specific services, and tracking systems to identify patients in need of 

care. 

 

After the intervention, the combined rates of preventive care provided to patients of 

these practices increased significantly for three of four project goals compared to pre 

intervention rates: being up to date on immunizations (by 7 percentage points at age 12 

months and by 12 percentage points at age 24 months), screening for anemia (by 30 

percentage points), and screening (risk assessment or blood testing) for lead poisoning 

(by 36 percentage points). Rates of screening for tuberculosis, the fourth goal, increased 

at practices that focused on this objective but not in aggregate (Bordley, 2001). 

 

With assistance, primary care practitioners can establish and improve office systems to 

increase preventive care for children. "The degree of improvement achieved varied 

among practices depending on whether they targeted a particular service for 

improvement and based on their ability to successfully implement changes in office 

systems" (Bordley , 2001). 

Controlled studies may be useful to verify the effectiveness of this approach and 

compare the relative effectiveness of different tools. 
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An interview survey was conducted in 2000, among U.S. children and adolescents (ages 

birth to 17 years) without insurance find that those children  were much more likely 

than those with insurance to lack a regular source for care and to have unmet needs for 

health and dental care, as perceived by parents. Among the uninsured, more than (27%) 

did not have a regular source of health care, (16%) delayed care because of cost, (13%) 

did not get needed health care because of cost, and (19%) did not get needed dental care 

because of cost (Blackwell, 2003,pp203). 

 

The most important benefit of insurance is to facilitate having a regular source of care.   

Children without a usual source of care are more likely to have unmet needs for care

more hospitalizations, and higher costs of care, and they are less likely to keep doctor 

appointments and receive preventive care. "The extent to which children’s regular 

source of care is oriented toward primary care greatly determines the benefit that 

children derive from that care" (Starfield, 2000). 

 

Unmet needs may have long-term effects on health and developmental outcomes. More 

effort and funding are needed to expand health insurance coverage for children and 

adolescents. Formerly uninsured children who gain coverage are more likely to have a 

usual source of care, fewer unmet needs for care, increased use of preventive care, and 

improved health status (Lave, 1998). 

 

In a national survey in 2000, the majority (56% to 94%) of parents of young children 

(ages 4 to 35 months) agreed that their child’s doctor or health professional should ask 

about six topics related to family well-being, including parents’ health and emotional 

support, violence in the community, difficulty providing for the child’s needs, and 

substance abuse and tobacco use in the household. More than three-quarters (77%) of 

parents reported being asked whether a household member smoked tobacco. Less than 

half (10% to 44%) of parents reported that health professionals had discussed the other 

five topics with them. "Parent emotional support and economic concerns were the 

topics exhibiting the greatest divergence between parent endorsement and actual 

discussion" (Halfon, 1997pp303-338). 
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To help children achieve better outcomes, the American Academy of Pediatrics’ Task 

Force on the Family recommended that pediatricians ―strengthen parental partnerships 

in different family types, screen for family circumstances that put children at risk, and 

help create family-friendly practice environments‖ (Schor ,2003).  

While most physicians say that they involve families in decision-making around 

children, family-oriented pediatric care goes further by addressing family issues that 

may affect the health and well-being of children—such as by providing brief counseling 

or referring a parent for treatment or services when appropriate (Schor, 2003). 

 

Children’s health and development depends heavily on family well-being. Family stress 

or dysfunction from factors such as poverty, parental depression, and substance abuse in 

the home can disrupt parenting and put children at risk of developmental, behavioral, 

and emotional problems. On the other hand, parents who quit smoking not only avoid 

exposing their child to second-hand smoke but also reduce the likelihood that their child 

will take up smoking (Farkas et al., 1999). 

 

Parents have a substantial role in seeking and overseeing their child’s health care. 

Parents’ perceptions of interpersonal communication and time spent with health 

professionals are important indicators of patient and family centeredness and are closely 

tied to overall assessments of the quality of care (Gross , 1998). 

 

To assess parent perceptions of interpersonal quality of care, in 2000, among children 

and adolescents (ages birth to 17 years) who received health care in the past year in US, 

findings showed that about one of three parents (32% to 35%) reported that the child’s 

doctor or other health professional did not always communicate well (in terms of 

listening carefully, showing respect, and explaining things well). More than four of 10 

parents (44%) reported that the doctor or other health professional did not always spend 

enough time with the parent and child. Children and adolescents without insurance or 

covered only by public insurance were more likely than those with any private 

insurance to have a parent report gaps in timely access to and quality of care (AHRQ, 

2002). 

 

The quality of parents’ communication with their child’s health professional 

may affect parents’ receptivity to receiving advice, how they oversee their child’s 



 82 

compliance with treatment regimens, and satisfaction with and outcomes of care 

(Stewart, 1995). The amount of time that parents and pediatric patients have with 

clinicians may affect their ability to raise questions or address issues that fall outside the 

stated reason for a visit. 

Improvements are needed to better meet parent expectations. Interpersonal deficits in 

care may account for some of the perception of inadequate time spent with the patient 

and parent. Greater attention also needs to be paid to the child’s role in communications 

with health professionals. Interventions that might address these gaps include: education 

and incentives for health professionals and their staff to help improve patient-centered 

communication skills (Blumberg, 2003). 

Formal or informal patient feedback to help professionals assess needs for 

improvement. Culturally relevant questionnaires, written and audiovisual materials, and 

coaching in the waiting room to help proper parents and children for effective health 

care encounters. 

 

Interpreter services and teams of professionals that include at least one bilingual 

professional to overcome language barriers .Use of mid-level practitioners (physician 

assistants and nurse practitioners) to increase time spent with patients during intake and 

follow-up care ; and follow-up services such as telephone calls to determine how the 

child is doing post-care . 

 

To assess effect of family income on parent perceptions of accessibility and 

interpersonal quality of care for children with special health care needs in 2001, parents 

of children with special health care needs (ages birth to 17 years) with family income 

below the federal poverty level were three-and-one-half times more likely than those 

with higher family income (400 percent of poverty or higher) to report that their child 

had one or more unmet needs for health care (32% vs. 9%) and twice as likely to report 

a lack of family centeredness (50% vs. 25%) in the health care that their child did 

receive (Blumberg,  2003).  

 

 "Children living in poverty have worse health and greater disability than children in 

higher income families, even when they suffer from the same diseases "(Starfield, 1997). 

Families with low income are less likely to have health insurance and their children are 

less likely to get needed health care. Moreover, poverty is associated with other risk 
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factors such as poor living conditions and inadequate nutrition. Children with special 

health care needs are more likely than other children to have unmet needs for health 

care across all income levels (Starfield, 1997).   

Finding of an assessment of differences in receipt of recommended preventive health 

care visits by type of insurance, race, ethnicity, and family income in the US in 1999 

show that among children and adolescents (ages 3 to 17 years), those with public 

insurance, minorities, and those with family income below poverty were more likely 

than those with private or no insurance, whites, and those with family income above 

poverty (respectively) to receive preventive health care (well-child) visits at 

recommended ages in the past year.(32%) of those without insurance missed well-child 

visits, compared to (24%) with those with private insurance and (15%) with public 

insurance. (12%) black children and (21%)  Hispanic ethnicity or other race (22%) 

missed well-child visits, versus (26%) white children. (17%) in families with income 

below the poverty level, versus (24% to 26%) in families with income above poverty, 

missed preventive visits. 

 

Without regular preventive health care visits for children and adolescents, 

immunizations may be delayed, health and developmental problems may go undetected, 

parents will not receive advice on child safety and childrearing, and  will miss the 

opportunity for counseling to encourage healthy lifestyles and help prevent risky 

behaviors." Lack of preventive care is associated with more ER visits and avoidable 

hospitalizations among young children "(Hakim and Bye 2001). 

 

Quality of care was assessed as part of a comprehensive study of Ecuador’s primary 

health services comparing the services provided by the Ecuador’s Ministry of Health 

and by the rural social security health subsystems. Structure and process indicators were 

considered. Compensation received by staff members was hypothesized to be related to 

quality under the assumption that higher pay leads to the employment of better trained 

and / or more experienced personnel. This assumption was not verified in the study. The 

total cost among categories of resource inputs was used as an indicator to identify the 

proportion of total inputs for medical supplies, primarily drugs. The Ecuador’s Ministry 

of Health facilities were less well supplied with pharmaceuticals and the premise of 

relatively lower quality at Ecuador’s Ministry of Health facilities was supported. 

Another cost category was the percentage of total cost (Robertson and Zschock, 1991). 
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The quality of services was assessed as part of research on the effects of oral 

dehydration therapy and immunizations on child morbidity and mortality in 27 public 

and 21 private outpatient clinics of Metro Cebu in the Philippines. Structured 

observations of immunization sessions and clinic logistics highlighted functional 

problems that contributed to shortages of vaccines, sterilized needles and oral 

dehydration salts.  

Results show wide variation in the recorded quality of treatment of diarrhea was noted 

when clinical records were analyzed. Immunizations and diarrhea treatment were used 

as tracer indicators. The survey identified facilities whose performance deviated from 

others thereby providing information for correcting process defects (improving the cold 

chain, staff training needs) (Peters and Becker, 1991). 

 

One of the first large-scale comprehensive efforts to provide detailed information on 

how primary health care services were delivered in developing countries was carried out 

by the USAID- financed Primary Health Care Operations Research (PRICOR) project 

(1985-1992) whose studies spanned 12 countries. It is common to select specific 

interventions, tracer conditions, or diagnostic categories to examine the quality of the 

process in the provision of health care. It developed practice parameters for the effective 

delivery of seven child survival interventions: case management of acute respiratory 

infection, diarrhea, and malaria; immunization; growth monitoring and promotion; 

maternal health; and child spacing. Standards were also developed for seven support 

systems related to child survival services: training, supervision, information systems, 

logistics, community outreach, planning, and financing. The USID sponsored PRICOR 

project used a systems analysis approach to examine the process of primary care 

delivery Using a direct observation of over 6000 patient – provider encounters, this 

project uncovered severe deficiencies in the diagnosis , treatment, and counseling of 

patients as well as in the supervision of health workers for the following primary care 

activities: growth monitoring and promotion, immunization, case management for 

malaria, diarrhea and acute respiratory infections  ( Nicholas and Hatzell,1991). 

The performance of primary health care workers in providing curative outpatient 

services in nine health centers and 18 health points in Angola was assessed. Over 500 

consultations by health workers were observed by five physicians who evaluated the 

adequacy of history taking, examination, diagnosis, therapy and information supplied to 
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each patient. Only 12% of the consultations were judged to be adequately managed 

using minimally acceptable implicit standards. With this level of low quality of curative 

services the authors raise questions about the implementation of cost recovery 

mechanisms for such services, initial and refresher training programs and the 

supervision of primary level workers(Bjorck and Kanji, 1992). 

 

Another study carried out in 1984 in rural clinics in Ghana assessed the process of 

providing maternal and child care. The researchers compared actual (observed) 

performance level with expected levels for a number of diagnostic, therapeutic and 

counseling tasks. They found significant performance gaps, especially in the area of 

physical examination and in the counseling of patients/clients (Amonoo-Larston and 

Neumann, 1985). 

 

An analysis of maternal and child health services in a rural district of Burkina Faso 

reported that especially the task of screening for risk factors in both under fives’ clinics 

and antenatal clinics was carried out well below standard, the researchers also found 

that communication in both curative and preventive clinics was poor, e.g. only 5% of 

mothers who brought their children to under fives’ clinics received any kind of 

counseling during their visit (Sauerborn and Diesfeld, 1989). 

 

 Bjorck observed 539 primary care visits in Angola and found that, according to local 

standards of care, only 65 (12%) of the patients were adequately diagnosed and treated( 

Bjorck1992). The same weakness in the process of primary health care provision was 

reported by Garner and Donaldson for managerial tasks, such as cold chain support and 

maintenance in 76 rural health centers in Papua New Guinea (Garner and Donaldson 

1990). It is therefore no surprise that community satisfaction with primary health 

services is low, especially in the domain of interpersonal skills of health center staff, as 

reported from a qualitative study in Tanzania (Gilson and Heggenhougen, 1994). 

 

A study conducted in the Philippines reported that supervisors thought that 82% of 

health workers explored a history of vomiting in children with diarrhea, while 

simultaneous observation of patient-provider encounters revealed that only 11% did so 

in reality (PRICOR, 1989). 
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In Colombia, researchers conducted tests to see whether local health workers were more 

responsible and capable of counting respiratory rates in children with acute respiratory 

illness (ARI). Reports showed 30% accuracy before the Quality Assurance (QA) 

program was implemented versus 85% there after, In Costa Rica, the recording 

accuracy for documenting immunization was improved from 28% to 85%, and sterility 

of syringes was maintained in 85% of observations, compared with the previous figure 

of 22% (Reerink, 1996). 

 

Research to understand how can QA be best implemented and what are the effects on 

quality improvement in Zimbabwe? In his research, the investigator combined 

quantitative and qualitative methods to analyze the quality of the management and the 

delivery of immunization services in first – line health facilities in Zimbabwe. He 

identified weaknesses in the process of immunization, using a software package 

developed by WHO. The author then carried out focus group interviews with mothers 

and health care providers to understand the underling root causes for the deficiencies, 

and suggested improvements in the delivery of immunization (Razum, 1995). 

 

A study in a Jamaican hospital was conducted to shed more light on the assumed 

relationship between the process of care and health outcomes on diarrhea case 

management.  The researcher found a significant decline in diarrhea- related case 

fatality rates after quality improvements were implemented in the managements of 

inpatients with severe diarrhea (Walkar and Hayes, 1988).   

 

In 1998 assessment of utilization of child health services during the first 18 months of 

life  in Swedish preschool children based on information in health records. The aim of 

this study was to evaluate some aspects of care given within preventive Child Health 

Services (CHS) during the first 18 months of life. A national random sample performed 

on child health records of 172 Swedish preschool children born between 1982 and 1987 

was analyzed regarding services recorded as having been provided and used within and 

beyond the national programmed of health surveillance. Most families had made visits 

within the core programme of health surveillance to an optimal or at least sufficient 

extent. 
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First-time parents visited the CHS more frequently than did more experienced parents. 

Procedures within the programme, such as growth monitoring, hip examination and 

immunizations, were documented to have been optimally performed on a majority of 

the children. Conversely, screening for hearing impairment and assessment of 

developmental milestones were performed less frequently, as were health information 

and postnatal parental education. To improve the quality of care, national 

recommendations ought to be more specific regarding both the performance and the 

documentation of the service (Hagelin and Wikblad ,1998). 

 

In 1999 research to assess the nutritional status and dietary practices of 4-24-month-old 

(under-twos) children from a rural South African community was conducted. Results 

about under-twos children (n = 115), 4-24 months who attended growth monitoring 

posts in the area, show that 37.3% had low vitamin A status , 65.2% were anemic, 

43.2% had serum ferritin levels < 10 microg l(-1) (an indicator of low iron stores) and 

15.3% were stunted. Breastfeeding was initiated by 99% of mothers. At the time of the 

survey, 80% of infants in the 4-12-month-old category and 56.9% of children in the 12-

24-month-old category were being breastfed. Solid foods were introduced at 3.6 +/- 0.8 

months. Food intake reflected a high intake of carbohydrate-rich foods, and irregular 

intakes of fruit and vegetables, especially those rich in vitamin A. Foods of animal 

origin were not consumed regularly. Of these under-twos, 15.9% experienced an 

episode of diarrhea during 2 weeks prior to the survey. These under-twos had a poor 

vitamin A and iron status. Nutrition education, intervention programmes and feeding 

schemes should address micronutrient deficiencies, with the focus on the quality of the 

diet, rather than quantity (Faber and Benade, 1999). 

 

Data from two  of the primary Health Care field sites of The Aga Khan University, Essa 

Nagri and Azam Basti (squatter settlements), in Karachi for May 1989 were analyzed to 

determine the relationship between weight change and nutritional status. 21% of 2,838 

children had a decrease in weight from April to May 1989. The studied children in 

Grade I malnutrition (n = 274) contributed much more to this decrease than children 

with Grades II and III (54 and 5, respectively). By focusing attention only on those with 

Grades II and III malnutrition, the obvious ones, we have been missing the opportunity 

to prevent a deterioration of those in Grade I, though it is easier and less time 

consuming to reverse this trend in early stages of malnutrition. To ensure more quality-
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time for community health workers' focus on the at-risk population, three alternatives 

"high-risk" groups are proposed. Promotion of growth and weight change needs to be 

stressed more, instead of the nutritional status only in GMP programs (Thaver and Cara, 

1989). 

 

The Integrated Management of Childhood Illness (IMCI) is a strategy developed by the 

World Health Organization (WHO), the United Nations Children’s Fund (UNICEF) and 

other technical partners to address major child health problems in the developing world 

(Gove, 1997). 

 

A survey conducted in August 2000 in stratified random samples of government health 

facilities to compare the quality of case-management and health systems support in 

IMCI and comparison districts of under-fives in rural Tanzania. Through observation of 

case-management, exit interviews with caretakers, re-examination of each child and 

interviews with health care providers'   information collected on 29 indicators relating to 

assessment, classification and treatment of the child, counseling and communication 

with the mother and health systems support.  Three indices were also constructed. One 

index assessed the availability of eight essential oral treatments. The second index 

assessed the availability of the four vaccines in the Tanzania Expanded Programme on 

Immunization. The third index measured the availability of four pre-referral treatments 

for severely-ill children. 

 

The results indicated that children in IMCI districts received better care than children in 

comparison districts: their health problems were more thoroughly assessed, they were 

more likely to be diagnosed and treated correctly as determined through a gold-standard 

re-examination, and the caretakers of the children were more likely to receive 

appropriate counseling and reported higher levels of knowledge about how to care for 

their sick children. There were few differences between IMCI and comparison districts 

in the level of health system support for child health services at facility level (Joanna 

and Katarzyna, 2000). 
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3.5.2 Palestinian studies: 

 

Al-Adham implemented a study for assessing the perceived health care service quality 

at Palestinian hospitals; she found a positive strong relationship between organizational  

aspects and the various clauses of the standards. 

 

As the majority of working hospitals in her study area (Nablus City) did not have stand 

operational system that defines all types of processes in the profession, these hospitals   

lack performance measures and measurement systems which play an important role 

reflected on the quality of offered services. 

The study shows a strong lack of concern about quality which forms the key factors in 

hospital management. A direct relation ship between over all hospital delivery care 

processes and patient satisfaction, which is directly related to the attitudes and 

perception of employee as they, in turn related to the hospital and its management 

practices  

 

Direct impact of the employees attitudes on over all effectiveness of the hospital and 

patient satisfaction. As well as the hospital's culture and environment, as established by 

the management directly affects employee perception and patient satisfaction (Al-

Adham ,2004). 
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Chapter Four 

 

Methodology 

 

In this chapter the research process is described including research design, setting and 

target population, eligibility criteria, sampling, ethical considerations, instrument, pilot 

testing, method and technique, concept definitions and methods of data analysis. 

 

4.1.    Study Design  

  

This study is non experimental, descriptive correlation research where a convenient non 

random sampling method was used in order to make it easier to carry out the research 

and to minimize the amount of time, money and effort invested in data collection, such   

advantages of this design explains why it is preferred for use. 

 

4.2 Setting and target population  

 

Balata UNRWA Health Center in Nablus (BHC) in the West Bank represented the 

setting where the study population was targeted.   

The targeted study population consisted of a sample of refugee children 6-36 months of 

ages who attend UNRWA B.H.C for well baby clinic and follow up, through their 

mothers. The total population is estimated to be around (1705) child.  

 

4.3 Eligibility criteria  

 

Eligibility criteria for inclusion in this study were; 

a) Being born during the period from September 2000 to March 2003. 

b) Attending B.H.C for well-baby clinic for follow up during the data collection 

phase. 
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4.4 Sampling  

 

4.4.1 Sampling Frame: 

 

The sampling frame employed in this study was a listing of all children 6m-3 yrs old as 

documented in the registration book at BHC. 

 

4.4.2 Sample selection and sample size:  

 

 Children who attend BHC for well-baby clinic and aged 6-36 months were targeted in 

this study. Out of 1705 targeted children, only 171 children were included in the study 

(10 % of the target pop.).In descriptive studies 5% -20% sample size of the target 

population is representative (Al-Quds University, 1998)."Large samples are not 

advocated because large numbers are good in and of themselves. They are advocated in 

order to give the principle of randomization, or simply randomness, a chance to "work," 

to speak somewhat anthropomorphically."(Kerliner, 1973 pp128).  

 

 4.4.3 Sampling method: 

   

During the initial phase of this study, it was intended to go for a random sample 

selection method for genralizability reasons. However, it was found out that not all 

families of the registered refugee children live within the official boundaries of the 

camp but rather a considerable sum of them are residents of Nablus city or one of the 

surrounding villages. As such, accessibility of the targeted population turned out to be 

quite encumber some, particularly where various Israeli imposed mobility restriction 

including; closures, sieges and curfews became part of the Palestinian daily life. 

Therefore, it was decided to employ a convenient non random sampling method in 

selecting potential participants. 

 

"Convenience sampling : If a manager wants to gather information quickly, minimize 

the amount of time invested in data collection, and is not too concerned about statistical 

precision, then a convenience sample may be an attractive option".(Modul 6).  
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 A convenience sample is made up of units that are convenient to observe, usually 

because they are close by or scheduled to occur at a convenient time.  To choose a 

convenience sample the researcher selects a time and site for the assessment and makes 

as many observations as possible during the visit,   including scheduled MCH sessions, 

the health facilities, MCH sessions, and service providers are not chosen randomly, and 

therefore the MCH sessions observed may not be representative of all MCH sessions.  

Nevertheless, researcher knows the programmes well enough to spot extreme 

discrepancies and to interpret the results realistically. A quota sample involves deciding 

how many observations will be made and then observing those that occur first until the 

"quota" of observations is met. None of the convenience sampling techniques produce 

probability samples.  This means that it is not possible to determine the probability that 

the results obtained are correct. 

"Similar to other sampling methods, this method holds the potential disadvantage of 

bias and thus de-generalization of the result" (Talbot, 1995). 

 

4.5 Ethical considerations  

 

Ethical considerations was taken to make the mother of the participant child 

fully informed of the study, its purpose ,confidentiality assurance, right to withdraw 

from the study at any stage of participation. 

 

 4.6  Data collection instruments  

 

To assess the quality of primary health care provided to children 6-36 months 

age in the selected areas (growth monitoring, nutrition, anemia, and health education), 

at BHC the researcher utilized four different but complementary data collection 

instruments. These were; the encounter observation checklist, exit interview with the 

mothers, review of medical report of the investigated children, and the clinic 

observation checklist. 

The tool was structured in the form of a checklist with dichotomous 'Yes" ,"No" ,"Do 

not know", "Not applicable",   responses   that can be answered by observation of the 

interaction between health  workers and their clients, inspection of the  health facility, 

supplies  and equipment, review of health records, and interview with the mothers . 
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4.6.1 The encounter observation checklist: 

 

This is a service quality checklist designed by the Primary Health Care Management 

Advancement Programme (PHCMAP) to help PHC teams collect process data and 

analyze useful management information for quality assessment. 

The items that make up the checklist represent key tasks that should be carried out in 

providing quality care. It was developed and tested over a three- year period in 

consultation with experts in PHC service delivery and are consistent with WHO 

standards (see annex I   ). 

 

Through the checklist the researcher is going to record the observation of service 

delivery encounters between providers and clients. The checklists are made up largely 

of lists of tasks that providers are expected to carry out in clinical assessment, treatment, 

and health education. The items that make up the checklist represent key tasks that 

should be carried out in providing quality care. In addition to using service quality 

checklists to assess the clinical performance of providers, it is useful to assess provider 

performance from the patient or client perspective. 

 

Observing service providers during service delivery directly assesses how well they 

apply their knowledge, and how well the patient responds to clinical treatment and 

counseling.  It permits a supervisor, manager, or researcher to help the health worker to 

evaluate service quality, identify problems, and measure improvement in performance. 

While observation is a good way to determine whether service providers can do their 

assigned tasks, the observer has to be unobtrusive so as not to interfere with or distract 

the health provider and the mother.  There is also a possibility that people will behave 

differently when being observed.  This can usually be overcome with multiple 

observations.  After awhile, people tend to ignore the observer and behave normally. 

 

The encounter observation check list covers four major themes. The first is on growth 

monitoring/nutrition education addressing 6 growth monitoring and nutrition education 

issues. The second theme on anemia, is composed of another 6 components while the 

third concerned with use of appropriate techniques and the fourth on use of materials 

were tackled as one whole entity, each, with no subdivisions. 



 94 

Because the checklists include only explicit observable criteria, the resulting 

information will have a high level of reliability.  In all these situations, specificity is 

preferred because it leads to specific, focused action for improvement.  These checklists 

can be use to assess service provider own strengths and weaknesses, and to identify 

areas for improvement.  

 

4.6.2 The Exit Interview: 

 

A brief   exit   interview (see annex II ) with the mothers also includes a few key 

questions to the mothers to check their knowledge of important information to assess 

whether their needs and expectations are being met, and will enable managers to 

identify opportunities to improve the quality of care as it relates to patient satisfaction. 

Client satisfaction is important because it enhances the likelihood of compliance with 

the treatment regimen and follow-up visits. Also, it may be an important determinant of 

whether or not mothers seek future care for their family members. At the beginning of 

the interview the mothers were asked to express their opinions about the service in 

general not on the one specific consultation after which they were interviewed by the 

researcher.   

 The Exit interview with the mothers addressed two prime components; first growth 

monitoring and nutrition education, and second knowledge about anemia. 

 

 

4.6. 3-Record review: 

 

Service quality assessments can also be based on review of records, especially health 

records. The ―ideal reporting system may involve triangulation between administrative 

data, chart review, and voluntary self reports of critical incidents to maximize the 

ability to identify events‖ (Miller, 2003). 

 

While a record review has limited value for assessing the service delivery process, such 

important information as whether a treatment was given or whether a required 

laboratory test was done can often be collected from records. The data generated will be 

used as part of a service quality assessment.  
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The writer of this thesis reviewed the medical records for every child participant in the 

study in order to get information about his previous health condition, treatment regimen 

and follow up, together with the demographic data. 

The reviewed record comprised 5 parts coring around the followings; demographic data, 

medical history, child first postnatal visit, growth and development, and anemia 

screening, treatment and follow up (See annex III). 

 

4.6.4-The clinic observation checklist: 

 

The items that make up the checklist represent key items that should be available in 

providing quality care. It was developed in a form of five themes that is (physical 

infrastructure, MCH waiting room, MCH furniture, equipments and facilities, and 

human resources) (see annex IV   ). 

 

 

4.7 Pilot testing  

 

Before commencing the implementation phase of the assessment, the researcher 

reviewed the checklist and the technical instructions used at the UNRWA health 

department in order to adapt the tool to the local situation at BHC. Thereafter, pilot 

testing was done thus: 

1. Multiple revisions of the modified drafts of the checklist were completed under the 

guidance as instructed by the study supervisor. 

2. Two pediatricians were consulted as external experts for ensuring the medical 

validity of each question. Their suggestions, feedback and recommendations were all 

integrated into the tool 

3. As a final draft at this stage, the tool was reviewed by 8 colleagues; 5 doctors and 3 

staff nurses, some work at government facilities, others work at UNRWA or NGOs. 

Their comments and suggestions were studied and necessary corrections were made. 

4. Pilot testing of the tool was conducted at Camp Number 1 UNRWA Health Center 

and a sample of 12 children was taken.  Notes were recorded and modification done. 

5. The latest reviewed questionnaire was used in a pilot testing conducted at Camp No 1 

UNRWA health center as 2 practical nurses and one staff nurse reviewed the tools and 
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the researcher discuss with them their notes and also their comments and suggestions 

which were taken in consideration before finalizing the tool. 

 

4.8 Techniques and methods  

 

An official letter was sent by the study supervisor at Al- Quds University to the Chief 

Field Health Programme (CFHP) in the West Bank explaining about the study in order 

to get the permission for the researcher to conduct the study at UNRWA Balata Health 

Center in Nablus in the West Bank, and to obtain access to the needed records and 

information. Furthermore, the researcher talked to the CFHP and gave him more details 

about the study and its objectives and asked him to enhance the data collection process. 

Approval was attained and necessary arrangements were made to carry out the study at 

BHC- Nablus. On the same day, the researcher initiated the implementation phase by 

holding a brief meeting with the medical officer and nursing staff at the center telling 

them about the study, its purpose and nature and how it will be conducted, facility staffs 

were not given advance warning of the exact dates of visit. The researcher sat in the 

MCH room and observed the encounter nurse/mother interaction without interruption of 

the clinic schedule or of the encounter actions. 

 

 While the researcher was filling the checklist using child medical record number as a 

serial number for the tool, when the first child’s encounter case management was 

complete and observed, the exit interviews were conducted with the caretaker of each 

child for whom encounter case management was observed, then the researcher returned 

to the entrance of the MCH and accompanied the next child to be seen by the nurse. 

This was repeated until the required number of children was observed. All caretakers 

were assured of the complete confidentiality of their responses. By the end of the day 

the researcher reviewed the record of each child included in the sample studied. 

  

Data collection started in September 2003. The field work was carried out by the 

researcher here self, she was fairly successful in finding the target number of children: 

total number of observed children was 171within nine days starting 22/9/2003 and 

ending 1/10/2003.  

Part of the chosen sample included children between 6 and 36 months of age who were 

registered and interviewed in the study were not applicable for all items in the toll 
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because some babies were found to be weaned or not breastfeeding and there were 

children who had normal hemoglobin with no signs of anemia and further data was not 

collected from them. This, in addition, to reviewing the record sheets of the children at 

the end of the session, lessened the amount of time needed to achieve the research. 

However, Due to the fact that the researcher is actually an employee at the UNRWA for 

long time she is quite familiar with all procedures and protocols undertaken by the 

clinics. This made collecting and processing of the data much easier and faster taking 

less time than is usually expected.   

 

 4.9 Research Questions 

 

- What is the quality of primary health care services being provided to children 6m-

3yrs at UNRWA B.H.C? 

- What is the level of readiness in Balata H.C to provide PHC services in terms of 

availability? 

- How does the perception of providers reflect on the quality of PHC delivery 

system? 

- To what extent are mother's knowledge about child growth and related matters? 

- How important do mothers' knowledge affect child growth? 

  

4.10 Assumptions of the Research Process   

 

The following assumptions were expected. 

- It is easy to reach the health center and the worker  

- It is easy to reach and review the technical guidelines and health records at 

the clinic in relation to primary health care provided. 

- The tool yielded reliable measures.  

- Health workers provided honest responses  

- This study will give the UNRWA health department an idea about the real situation 

of the quality of primary care provided at Balata H.C in anemia prevention, Growth 

monitoring, nutrition and health education that will enable effective modification of 

the policies and strategies related to these services.  
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4.11 Limitations of the Research Process    

 

The following limitations were expected:-  

1) - Un ability to randomize the study in order to generalized the results. 

2) -literature of similar studies on the West Bank and Gaza Strip was limited. 

 

4.12 Method of Statistical Analysis 

  

The data were analyzed using the Statistical Package for the Social Sciences 

(SPSS). 

 

 Analysis of differences in ratios percentage was based on the statistical 

distribution of the ratios of YES and NO responses to the quality indicators. 

Analysis was performed using overall chi square test analysis controlling for differences 

in socio-demographic variables was conducted for differences among health outcome 

and the quality indicators and gender. 

 

Using Minitab, chi square test analysis controlling for differences in the actual 

observed and the expected performance level of the quality indicators. 
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Chapter Five 

 

Findings and data analysis 

 

Introduction  

 

This chapter presents 3 levels of analysis undertaken in this study. 

 

First: Descriptive statistics: using frequencies and percentages of responses to each statement 

which were calculated for weighing each dimension of quality assessed and its attributes, in 

addition to descriptive of socio- demographic characteristics of the children, and the 

descriptive of the study setting and its readiness to carry out the tasks of such care under 

study.

 

Second: Correlation analysis: where cross-tabulation and chi-square were calculated for 

finding out about the significance of established relationships of dimensions. All items under 

all themes and attributes were cross-tabulated by all by-ground categories to highlight the 

weaknesses of the quality of the service and provide recommendations to correct them. 

 

Third: Factor Analysis: A large number of variables examined for interrelationships, adding 

more items to the measurement scale would increase its explanatory power but also decrease 

its practicality. So, it combined into a smaller number of correlated variables to reduce the 

volume of data" the purpose of factor analysis is to summarize the information contained in 

the data set and present it in a more manageable form with minimal loss of information" 

(Talbot,1995). 

 

Factor analysis to breakdown the items into homogenous subscales, resulting in an item 

grouping which is coherent with quality dimensions as proposed by Donabedian, 1980. 

Consequently this grouping has been used for the definition of 3 subscales.  

 

The first subscale: Process access consists of 6 items related to the practices and conduct of 

the health personnel clinical examination. 
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The second subscale: Effectiveness divided into 2 sub-components ; a) effectiveness of 

clinical care, either evidence based or legitimate care and it contain 29 items related to the 

practices of the health personnel in patient follow up and the health care delivery ,prescription 

and diagnosis and care outcomes;).b) Inter-personal effectiveness involves 29 items related to 

the reception of the mothers, respect, communication, and honesty of the staff, counseling and 

education given to the mother. 

 

The third subscale: Outcome is divided into 1) user evaluation and 2) health outcome. 

30items checked to assess the issue related to the views of the mothers of the care given and to 

assess effect on the child health status as it provides evidence that the perceived quality of 

care of health care services has a strong impact on child health and mothers knowledge and 

practice pattern.  

These factors make a distinction between observed quality of care and perceived quality of 

care. It focuses on structural and process measures relate to professionally defined standard of 

care, and refers to whether health care services adheres to these standards. 

  

5.1 First Level of Analysis: Descriptive statistics using frequencies and percentages 

 

5.1.1 Demographic characteristics of the sample:  

 

No children presented for curative care on the day of the visit for data collection in the 

facility included in the study. As seen in table 5.1 below about half of the children 

observed were under 1 year , ( 6m-12m )of age  40.9%;(n= 70) and more than one-

thirds were under 2 years (12m-24 )of age 43.3%;(n= 74) and about 15.8%;(n= 

27)were(24-36m)of age. 
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Table 5.1   Children distribution by age in full months

Child age in full months Frequency Percent % 

Six-12m 70 40.9 

13-24 m 74 43.3 

25-36 m 27 15.8 

Total 171 100 

 

Approximately half of the children observed were girls 56.1 %;( n= 96), and 41.9 %,( 

n= 75) were males Table 5.2, and all the children accompanied by their mother to the 

health facility 100% (171/171). 

 

Table 5.2 Children distribution by sex.

Gender Frequency Percent % 

Male 41.9 

Female 96 56.1 

Total 171 100 

  

Results also showed that 93.0 %,( n=159) of the children observed were register 

between the age of 0-31 days. Around 79.5%, (n=136) of the participant were born with 

normal birth weight 2.5-4kg, and about 87.7 %,( n= 150) of them were born normal 

vaginal delivery, and of about 96.5 %,( n= 165) of the total were full term babies, and 

97.1%, (n=166) of the total babies were single birthed. See Table 5.3 below. 
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   Table 5.3 Children distribution by selected indicators 

Variable Level Frequency Percent % 

Age at        

registration 

0-31 days 159 93.0 

 32-60 days 9 5.3 

 60 days 3 1.8 

Weight at 

birth 

Less than 2.5 k.g 22 12.9 

2.5-4 k.g 136 79.5 

More than 4 k.g 13 7.6 

Type of 

delivery 

Normal vaginal 

delivery 

150 87.7 

Caesarian section 21 12.3 

Gestational age 

Premature 6 3.5 

Term 165 96.5 

Number of 

fetuses 

Single 166 97.1 

Twins 3 1.8 

Triples 1 0.6 

More than 3 1 0.6 

 

5.1.2 Demographic characteristics of the mothers of the children observed: 

 

As seen in Table 5.4 and 5.56 below, 54.4%, (n= 94) of the mothers age 25-34 years old and 

29.8 %,( n= 51) aged 16-24 years old and 15.8%, (n= 27) aged more than 35 years. Of these 

mothers 24.6%, (n=42) were married at age less than 16 years and 69.6%, (n=119) married at 

age 16-24 years old. 
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Table 5.4 Children distribution by mother’s age 

Mother’s current age Frequency Percent % 

16-24 years 51 29.8 

34-25 years 93 54.4 

More 35 27 15.8 

Total 171 100 

 

Table 5.5 Children distribution by mother’s marital age 

Mother’s marital age Frequency Percent % 

Younger than 16 years 42 24.6 

16-24 years 119 69.6 

25-34 years 8 4.7 

35-40 years 2 1.2 

Total 171 100 

  

5.1.3 Parents Education:

 

Mothers' education

Of the total participant mothers around 39.2%, (n= 67) were with secondary education and 

33.35 %,( n= 57) were with preparatory education while mothers with elementary education 

composed 15.2 %,( n= 26) and illiterates composed 3.5 %,( n=6). Mothers with higher 

education composed 8.8 %,( n=15).As seen in Table 5.6 
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Table 5.6 Children distribution by mother’s level of education  

Mother’s level of education Frequency Percent % 

Illiterate 6 3.5 

Elementary 26 15.2 

Preparatory 57 33.3 

Secondary 67 39.2 

Higher education 15 8.8 

Total 171 100 

 

Fathers' education 

 

While the data in Table 5.7 revealed that 19.3%, (n= 33) of the participants fathers were 

highly educated, 33.5%, (n= 57) were secondary educated and 34.5%, (n=59) were with 

preparatory education and 9.4%, (n=16) were with elementary education. Illiterate fathers 

composed 3.5%, (n= 6).  

 

Table 5.7 Children distribution by father’s level of education

Father’s level of education Frequency Percent % 

Illiterate 6 3.5 

Elementary 16 9.4 

Preparatory 59 34.5 

Secondary 57 33.5 

Higher education 33 19.3 

Total 171 100 

 

The data revealed in Table 5.8 that around 48.0%, (n= 82) of the participant mothers 

of the observed children have 2 to 4 children and 21.1%, (n=36) have only one baby 

while 31.0 %,( n= 53) have more than 4children. 
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Table 5.8 Families distribution by number of children

Number of children Frequency Percent % 

One baby 36 21.1 

2-4 children  82 48.0 

5-6 children 33 19.3 

More than 6 children 20 11.7 

Total 171 100 

 

 

 

5.1.4 Health System Support, Structural Access, Physical Infrastructure: 

 

The clinic assessment observation check list Table 5.9 show that the clinic physical 

infrastructure offers satisfactory conditions as the clinic well lightened well ventilated 

with clean water supply and enough rooms. The MCH waiting rooms are small to 

satisfy for the large number of attendees to the clinic. The furniture available is new and 

in a satisfactory condition. Availability of essential equipment and materials for both 

anemia prevention and treatment and growth monitoring was satisfactory in the clinic 

during the data collection and 3 months prior to the study. The health facility has the 

complete set of materials; it has the required child booklet and nutrition and counseling 

cards. 

 

 

 

 

 

 

 

 

 

 

 

 



 106 

 

Table 5.9 The clinic observation check List 

S.N Item category % of Availability 
% of  Condition: 

satisfactory 

A- Physical Infrastructure  

1- Accessibility for clients  100 100 

2- Well ventilated clinic 100 100 

3- Well lighting clinic 100 100 

4- Enough space ( number of rooms) 100 100 

5- Water supply availability  100 100 

 B- MCH Waiting room 

6- Waiting room availability 100 50 

7- Enough space in waiting room   50 50 

8- Waiting room  is clean  100 100 

9- Good lighting 100 100 

10- Well ventilated 100 100 

11- Are there benches 100 50 

12- Are there chairs  100 50 

13- Refuse disposal bins  100 100 

C-MCH Furniture  

14- Are there desks 100 100 

15- Are there chairs  100 100 

16- Refuse disposal bins  100 100 

17- Infant couch 100 100 

18- Telephone  100 100 

19- Refrigerator  100 100 

C- Equipment and facilities 

20- Signs to direct clients to appropriate place & information  100 100 

21- Educational materials for clients in the waiting room. 100 100 

22- Equipment for hemoglobin test.  100 100 

23- Infant weight scale. 100 100 

24- More than one stethoscope  100 100 

25- Infant cards 100 100 

26 Home based cards 100 100 

27- Infant registration book 100 100 

28- Iron supplementation  100 100 

29- Health education material related to anemia  100 100 

30- Health education material related to nutrition education 100 100 

D- Human Resources  

31- Doctor  100 50 

32- Staff nurse  100 100 

33- Practical nurse 100 100 

34- Lab Technician   100 100 

35- Pharmacist  100 100 
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    Door keeper  100 100 

 

5.1.5   Quality Indicators Performed During Encounter Interaction:  

 

A twenty two items were tested to check the mother knowledge about anemia; all of 

them were positively stated. An investigation of this subscale also was done by cross-

tabulation of the data to see their frequency as shown in Table 5.10 below.  Calculating 

the positive responses, the total percentages of all attributes who responded positively to 

the items of all attributes under this dimension show that only were16.3% of the 

mothers know when they can get refills for the drug for their children, and 17.5% of the 

mothers have an idea what hemoglobin is. Question M37was negatively stated, to check 

about mothers who think that their child can be fully cured by sticking to iron 

supplementation only. Negative response for this item was counted as favorable 

responses and 31.3% responded positively to the item. 

Mothers' knowledge assessment about anemia in all items show low level of knowledge 

in almost all information related to the issue. Mothers' response to questions found that 

only 15.2% of them know what anemia means, 20.4% know what causes anemia, and 

31.5% have an idea what the signs and symptoms of anemia are. On the other hand 

35.0% of the mothers know that there is more than one type of anemia, 12.2% know 

what iron deficiency anemia means, about treatment of anemia41.5% of the mother 

know what medicines are used for treatment. Also 10.5% of the mothers of anemic 

children know how often to administer the drug, 16.9% of them know how much to give 

their child (dose) of iron supplement, and15.4% of them know for how long to 

administer the drug, 17.5% know when they can get to repeat the Hb level for their 

children, 7.0% of the mothers of anemic children have an idea about why their children 

did not respond to the therapy. Result found out that 7.6% of the mothers have an idea 

about what makes the iron stores in the body to drop, and 63.7% of the mothers know 

three kinds of foods that contains large amount of iron, 31.5% of them know three kinds 

of foods that interfere with iron intestinal absorption. 
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Table 5.10 Mother knowledge about anemia 

 

No. 
Statement & Level of Agreement 

Yes NO N/A,D/N Missing 

No. % No. % No. % No. % 

M18 Do you know what anemia means? 26 15.2 140 81.8 0 0 5 2.9 

M19 Do you know what causes anemia? 35 20.4 136 79.5 0 0 0 0 

M20 
Do you know what the signs and symptoms of 

anemia are? 
54 31.5 117 68.4 0 0 0 0 

M21 Is there one type of anemia or more? 60 35.0 111 64.9 0 0 0 0 

M22 Have you an idea what Hemoglobin is? 30 17.5 141 82.4 0 0 0 0 

M23 
Do you know what Iron Deficiency Anemia means 

(IDA)? 
21 12.2 148 86.5 0 0 2 1.1 

M24 Has any of your children had ID anemia? 53 31 50 29.2 66 38.5 2 1.1 

M25 Has any of your children been treated for IDA? 50 29.2 12 7.0 107 62.5 2 1.1 

M26 
Do you know what medicines are used to treat 

IDA? 
71 41.5 98 57.3 0 0 2 1.1 

M27 
Do you know what makes the iron stores in the 

body to drop? 
13 7.6 151 88.3 4 2.3 3 1.7 

M28 Did your child suffer of ID anemia before? 68 39.7 44 25.7 56 32.7 3 1.7 

M29 Did you use medications for anemia to treat him? 59 34.5 14 8.1 95 55.5 3 1.7 

M30 Did he respond well to the therapy? 29 16.9 19 11.1 120 70.1 3 1.7 

M31 
If no; why do you think he did not respond to the 

therapy? 
12 7.0 48 28.0 111 64.9 0 0 

M32 
Do you know three kinds of foods that contains 

large amount of iron? 
109 63.7 59 34.5 0 0 3 1.7 

M33 
Do you know the foods that interfere with iron 

intestinal absorption? 
54 31.5 117 68.4 0 0 0 0 

M34 
How much do you give your child (dose) of iron 

supplement? 
29 16.9 31 18.1 111 64.9 0 0 

M35 How often to administer the drug?  18 10.5 42 24.5 111 64.9 0 0 

M36   Fore how long to administer the drug? 23 15.4 37 21.6 111 64.9 0 0 

M37 
Do you think your child can be fully cured by 

sticking to iron supplementation only? 
54 31.5 44 25.7 73 42.6 0 0 

M39 Do you know when you can get refills for the drug? 28 16.3 22 12.8 119 69.5 2 1.1 

M40 
Do you know when you can get to repeat the Hb 

level 
30 17.5 22 12.8 117 68.4 2 1.1 
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Four items were tested to check the mothers' perception about the encounter interaction 

through asking about her experience with the nurse as shown in Table5.11below. All 

items were positively stated and positive response was considered favorable. About 

74.2% of the mothers agree that they have been given guidelines about infant feeding by 

the nurse through their preventive visits to the MCH.Only7.0% of those mothers who 

get instructions deferent than their practices agree that they accept to change their 

practices and follow the new instruction given by the nurse, and73.0% of those mothers 

accept that these guidelines given to them by the nurse were helpful. 

 

Table 5.11 Mothers experience with the care giver 

 

No. 
Statement & Level of Agreement 

Yes NO N/A/DN Missing 

No. % No. % No. % No. % 

M14 
Have you been given guidelines about 

infant feeding? 
127 74.2 42 24.6 0 0 0 0 

M15 

If "yes" where these instruction similar to 

your practices? 
75 43.8 52 30.4 44 25.7 0 0 

M16 

If no will you accept to change your 

practices and follow the new instruction? 12 7.0 40 23.4 117 68.4 2 1.1 

M17 Where these guidelines helpful to you? 125 73.0 4 2.3 39 22.8 3 1.7 

 

As illustrated in Table 5.12 below six items were tested to check the nurse performance 

and quality of care during age calculation and weighing  all of them were positively 

stated; these were questions number H1-H6. Negative responses for these items were 

counted as unfavorable responses. Percentage of 97.1%-99.4% was measured as 

positive response correctly record weight and age, and correctly calculates the age, and 

correctly read scale except for the item if the nurse set scale to zero which showed 

46.2%. This shows a good quality performance in this attribute. 
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Table 5.12 Age calculation and weighing 

 

No. 
Statement & Level of Agreement 

Yes NO N/A Missing 

No. % No. % No. % No. % 

H1 Base calculation on birth certificate 12 7.0 149 87.1 10 5.9 0 0 

H4 Set scale to 0 79 46.2 92 53.8 0 0 0 0 

H7 Correctly record weight 167 97.6 1 0.5 0 0 3 1.7 

H3 Correctly record the age 170 99.4 1 0.6 0 0 0 0 

H2 Correctly calculate the (age)?   166 97.1 4 2.4 1 0.6 0 0 

H6 Correctly read scale?      170 99.4 1 0.6 0 0 0 0 

 

As illustrated in Table 5.13 below three items were tested to check the nurses' practices 

about growth monitoring all of them were positively stated; these were questions 

number H11-H13. Positive responses for these items were counted as favorable 

responses. Percentage of22.3 % was measured as positive response regarding the use of 

growth chart to explain to the mother how her child is growing. About 46.2% of the 

mothers informed about the extent of weight normality of their children. These levels of 

performance were shows an unacceptable according to UNRWA standards. 

 

Table 5.13 Growth monitoring 

No. 
 

Statement & Level of Agreement 

Yes NO N/A Missing 

No. % No. % No. % No. % 

H11 Locate the child's weight at correct weight 134 78.0 34 19.8 3 1.7 0 0 

H12 
Tell mother the extent of weight normality   

of the child? 
79 46.2 92 53.8 0 0 0 0 

H13 
Use growth chart to explain to mother how 

her child is growing 
38 22.3 129 75.3 1 0.6 3 1.7 

 

As illustrated in Table 5.14 below ten items were tested to show quality of growth 

monitoring and nutrition education for malnourished children and for children who have 

not gained weight since the last session. All of them were positively stated; these were 

questions number H14-H23.  Negative response for these items was counted as 

unfavorable responses. Percentage of18.1 % of the mothers' of malnourished children 
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and children who have not gained weight since the last session were asked by the nurse  

if their child has had any health problems since last weighing. 11.6%of breast feeding 

mothers were given any consultation about good breast feeding practices, and 9.3%of 

them were consulted about the importance of good weaning practices. Also results 

found that only 25.7% of the mothers' were given any information about which locally 

available foods constitute a balanced diet for children, and 16.9 of them were given any 

explanation about how to feed children during illness,31.5% of them were given any 

explanation about the purpose of growth monitoring, and 25.7% were given any 

explanation about the importance of gaining weight for health .This shows an 

unacceptable level of quality of care and education for the mothers to encourage them to 

follow-up the visits for growth monitoring and development of their children. 

 

Table 5.14 Growth monitoring and nutrition education for malnourished children 

and for children who have not gained weight since the last session 

 

No. 
Statement & Level of Agreement 

Yes No N/A,D/N Missing 

No. % No. % No. % No. % 

H14 
Ask if the child has had any health problems 

since last weighing (visit)?   
31 18.1 30 17.5 108 63.1 2 1.1 

H16 
Explain importance of good breast feeding 

practices? 
20 11.6 91 53.2 58 33.9 2 1.1 

H17 Explain importance of good weaning practices 16 9.3 97 56.7 56 32.7 2 1.1 

H18 
Explain which locally available foods 

constitute a balanced diet for children 
44 25.7 107 62.5 17 9.9 3 1.7 

H19 
Explain how to feed children during illness 29 16.9 41 23.9 96 56.1 5 2.9 

H20 
Tell mother when to take child for next 

weighing 
136 79.5 29 16.9 5 2.9 1 0.6 

H21 Ask mother if she has any questions 29 16.9 140 81.8 0 0 2 1.1 

H22 
Explain the importance of gaining weight for 

health (child growth and development 
44 25.7 124 72.5 1 0.6 2 1.1 

H23 Explain the purpose of growth monitoring 54 31.5 114 66.6 1 .6 2 1.1 

 

 

As illustrated in Table 5.15 below five Items were tested to show the quality of growth 

monitoring and nutrition education for weaning children. All of them were positively 
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stated; these were questions number H25-H29.Positive response for these items were 

counted as favorable responses. Percentage of 4.6% of breast feeding mothers were 

counseled about for how long they will breast feed their children, and 7.6 % of them 

were given any explanation about the importance of introducing complementary foods 

during a two-month transitional period .Only 4.6%-7.6% of breast feeding mothers were 

counseled about the duration of exclusive breast feeding and was measured as positive 

response if the nurse gives any counseling about weaning or the administration schedule 

for nutrition supplements. This shows an unacceptable level of quality of health 

information regarding breast feeding and weaning practices during the mothers' visits to 

the MCH. 

 

Table 5.15 Weaning education for the mothers 

 

No. 
Statement & Level of Agreement 

Yes NO N/A,D/N Missing 

No. % No. % No. % No. % 

H25 For how long she will breast feed 8 4.6 69 40.3 87 50.8 7 4.0 

H26 

Explain the importance of 

introducing complementary foods 

during a two-month transitional 

period (i.e., months five and six)?  

13 7.6 71 41.5 84 49.1 3 1.7 

H27 

Explain that children should be 

breastfed (not exclusively) for at 

least one year? 

13 7.6 78 45.6 80 46.7 0 0 

H28 

Explain that children should be 

breastfed preferably for up to 2 

years of age or beyond. 

8 4.6 80 46.7 80 46.7 3 0.7 

H29 

Explain to mother the 

administration schedule for 

nutrition supplements 

10 5.8 80 46.7 78 46.4 3 0.7 

 

As illustrated in Table 5.16 below four items were tested to show quality of taking 

anemia medical history for the children. All of them were positively stated; these were 

questions number H -H 6. Positive responses for these items were counted as a 

favorable response. Percentages of 15.2% of the mothers were asked about their 

children anemia history, only 1.1% of them were asked about their family anemia 

history. Only 19.2% of the mothers of anemic children were asked about their children 
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previous treatment response and 14.0% of the mothers of anemic children where asked 

about their child current response to the treatment. This shows an unacceptable level of 

quality regarding taking anemia medical history and follow up for the child. 

 

 

Table 5.16 Anemia medical history and examination 

No. Statement & Level of Agreement 
Yes NO N/A,D/N Missing 

No. % No. % No. % No. % 

H30 Ask about chief complaints 8 4.6 124 72.5 36 21.0 3 1.7 

H31 Ask about child anemia history 26 15.2 109 63.7 30 17.5 6 3.5 

H32 Ask about family anemia history 2 1.1 156 91.2 10 5.8 3 1.7 

H33 Ask about previous treatment response 33 19.2 96 56.1 39 22.8 3 1.7 

H34 Check color of conjunctiva 27 15.7 75 43.8 66 38.5 3 1.7 

H35 Ask about   current treatment response 24 14.0 73 42.6 71 41.5 3 1.7 

H36 Request Hb level 63 36.8 89 52.0 13 7.6 6 3.5 

 

Questions number H37-H46 to assess the quality of performing these actions related to 

anemia diagnosis, treatment, and nutrition education, assessment as illustrated in Table 

5.17 below. Positive response for these items was counted as a favorable response. 

Percentage of 5.2% was counted as positive response if the nurse told the mother to 

increase her child total quality food and liquid intake during treatment.  Only14.6% of 

the anemic children was provided by appropriate treatment according to condition, and 

14.0%-26.9% of their mothers were given any kind of nutrition counseling related to 

anemia. Regarding to anemia treatment12.8% of the anemic children mothers were 

provided by information about the importance of proper iron supplementation, 

and14.0% of them were given any explain about the administration schedule for iron 

prescribed. Of the anemic children15.2% were given a   schedule return/follow-up 

appointment after 1month -2months of treatment to evaluate treatment response. This 

shows an unacceptable level of quality regarding anemia diagnosis treatment, and 

nutrition education as stated by UNRWA technical instruction. 
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Table 5.17 Anemia diagnosis treatment, nutrition education 

 

No. 
Statement & Level of Agreement 

Yes NO N/A,D/N Missing 

No. % No. % No. % No. % 

H37 
Document the etiology of the anemic condition 

8 4.6 70 40.9 90 52.6 3 1.7 

H38 
Provide appropriate treatment according to 

condition? 
25 14.6 43 25.1 103 60.2 0 0 

H39 Provide nutrition counseling 46 26.9 114 66.6 5 2.9 6 3.5 

H40 

Tell mother to increase her child total quality 

food and liquid intake during treatment 
9 5.2 93 54.3 66 38.5 3 1.7 

H41 Tell mother to balance her child food intake 31 18.1 130 76.0 7 4.0 3 1.7 

H42 
Explain to mother the administration schedule 

for iron   prescribed? 
24 14.0 66 38.5 78 45.6 3 1.7 

H43 
Discuss the importance of proper nutrition (rich 

in iron)? 
58 33.9 107 62.5 3 1.7 3 1.7 

H44 
Discuss the importance of proper iron 

supplementation 
22 12.8 68 39.7 75 43.8 6 3.5 

H45 

Schedule a return/follow-up appointment after 

1month -2months of treatment to evaluate 

treatment response 

26 15.2 67 39.1 72 42.1 6 3.5 

H46 
Provide a referral to a specialist if the anemia is 

due to causes other than (IDA 
3 1.7 23 13.4 139 81.2 6 3.5 

 

As illustrated in Table 5.18below, twelve items were tested to assess the quality of 

communication between the nurses and the mothers according to the mother educational 

background. All of them were positively stated; these were questions number H48-H64.  

Positive responses for these items were counted as a favorable response. Percentage 

of2.9 %of the mothers of anemic children were given any counseling about potential 

danger signs of anemia by the nurse, and 5.2% of the mothers were given any guidelines 

about anemia prevention. The nurse assess20.4% of the mothers about their practices 

about anemia, also she give about 25.1% counseling with the mothers for specific 

recommended behavior changes and the benefits of the proposed behavior change 

related to anemia. About 36.8% of the mothers were discouraged about dietary habits 

that restrict important foods/food groups for anemic children; and35.6% of them were 

encouraged about those cultural practices that promote consumption of important foods 
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for anemic children. This shows an unacceptable level of quality regarding counseling 

and educating mothers about anemia. 

 

Table 5.18 Determine educational background and assessing mother knowledge 

 

No. 
Statement & Level of Agreement 

Yes NO N/A,D/N Missing 

No. % No. % No. % No. % 

H48 Assess  the mother knowledge about anemia 37 21.6 120 70.1 5 2.9 9 5.2 

H49 Assess  the mother practices about anemia 35 20.4 122 71.3 5 2.9 9 5.3 

H51 
Discuss the relevance and purpose of the issue of 

anemia 
36 21.0 123 71.9 6 3.5 6 3.5 

H52 Remain focused on the issue of concern 35 20.4 126 73.6 3 1.7 7 4.0 

H53 Discuss potential complications 24 14.0 140 81.8 0 0 7 4.0 

H55  Discuss potential danger signs 5 2.9 159 92.9 0 0 7 4.0 

H59 Discuss   prevention of anemia 9 5.2 155 90.6 0 0 7 4.0 

H60 Discuss specific recommended behavior changes 43 25.1 118 69.0 0 0 10 5.8 

H61 
Discuss benefits of the proposed behavior 

change 
55 32.1 109 63.7 0 0 7 4.0 

H62 
Discourage dietary habits that restrict important 

foods/food groups for anemic children 
63 36.8 101 59.0 0 0 7 4.0 

H63 

Encourage those cultural practices that promote 

consumption of important foods for anemic 

children 

61 35.6 103 60.2 0 0 7 4.0 

H64 
Discuss when to go for services/follow up or  

seek help, if needed 
16 9.3 108 63.1 41 23.9 6 3.5 

 

As illustrated in Table 5.19below eight items were tested to assess the quality and use of 

appropriate techniques of communication between the nurses and the mothers according 

to the mother educational background during the visit to the clinic. It is clear here that 

the nurses avoid use of technical/medical terminology in about89.4% during the 

communication with the mothers, and she establishes good rapport with 49.7% of them. 

The nurses discuss problems   that are realistic and relevant to44.4% of the mothers, and 

assess 15.7% of the mothers' comprehension of the instruction given and the nurse 

respond thoroughly to22.8% of the mothers questions. 
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Table 5.19 Use of appropriate techniques 

 

No. 
Statement & Level of Agreement 

Yes NO N/A Missing 

No. % No. % No. % No. % 

H65 Establish good rapport with the care taker 85 49.7 79 46.1 0 0 7 4.0 

H66 Avoid use of technical/medical terminology 153 89.4 11 6.4 0 0 7 4.0 

H67 Speak clearly and make eye contact 46 26.9 118 69.0 0 0 7 4.0 

H68 Display willingness to compromise as needed 33 19.2 133 77.7 0 0 5 2.9 

H69 
Discuss problems   that are realistic and relevant 

to the care taker 
76 44.4 88 51.4 0 0 7 4.0 

H70 
Assess the mother comprehension of the 

instruction given 
27 15.7 137 80.1 0 0 7 4.0 

H71 Ask the mother if she has any questions 24 14.0 140 81.8 0 0 7 4.0 

H72 
Respond thoroughly to questions from the 

mother 
39 22.8 123 71.9 2 1.1 7 4.0 

 

As shown in table 5.20 below the nurses didn't distribute related available educational 

materials or use educational materials that were appropriate for attendee, if necessary in 

a satisfactory condition. 

Table 5.20 Use of materials 

 

No. 
Statement & Level of Agreement 

Yes NO N/A Missing 

No. % No. % No. % No. % 

H73 
Use materials appropriate for  attendee, if 

necessary 
56 32.7 108 63.1 0 0 7 4.0 

H74 
Distribute related available educational 

materials? 3 1.7 161 94.1 0 0 7 4.0 
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5.2 Second Level of Analysis: Correlation analysis   

5.2.1 Process Access:       

 

Process access (client centered care) was assessed as a subcomponent of the major 

category of quality which is access. As seen in the first level of the analysis of the study 

the structural access was satisfactory in its three dimensions (physical infrastructures, 

equipments, and professional staff).  

   

The process access assessment contains 6 selected indicators related to procedures and 

actions which had to be carried out in order to enhance quality of care in PHC in the 

selected areas, these including (examination of the new-born, checking weight against 

growth chart, record findings of history and physical examination on the health record, 

document the etiology of the anemic condition, checking hemoglobin at 6 months-1y, 

and explain to mother the administration schedule for iron   prescribed).  

 

Chi square test used to detect any statistical differences between the quality indicators in 

the process access assessment. Cross tabulation between selected indicators and gender 

show that there was no evidence of differences in process access by sex of the child. 

The results shown in Table 5.21below indicate that children in the first visit undergo 

thorough assessment and were more likely to be classified correctly. Statement no.14 

Examination of the new-born, show 100% response rate in both male and female, as it's 

a must that any newborn registered at UNRWA health clinic must have a complete 

medical examination on registration, so no statistical calculation were found. Record of 

findings of medical history and physical examination on the health record was carried 

out among 43.3% of males and 56.1% of females with chi-square 1.289 and P value 

0.257. Weight checked against growth chart show response rate of 42.9% of males and 

56.5% of females with chi-square 0.754 and P value 0.385. This indicates that there is a 

good implementation of the technical instructions regarding growth monitoring follow 

up and newborn medical examination without differentiation between male and female 

which enabled the team to detect any abnormality of growth and development to 

enhance the follow up and interfere at the proper time. 
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In the item hemoglobin check at 6months to one year,(n=127)  who were checked for 

Hb% ( 35.6%of the males and 38.5% of the females )were checked  with chi-square 

6.521, and P value 0.038 which indicates that there is a statistical difference between 

male and female regarding Hb. testing. 

 

Table 5.21 Process Access (client-centered care) and sex of the child 

Process Access (client-centered care) The demographic Sex- variable Statistical test 

No. 
Statement & Level of 

Agreement 

Male Female 
Chi square P value 

No. % No. % 

1 

Examine the new-born     No statistics 

are computed 

because A14 

is a constant. 

 
Yes 75 43.8 96 56.2 

No 0 0 0 0 

N/A 0 0 0 0 

2 

Weight checked against growth 

chart 

    

0.754 0.385 Yes 72 42.9 95 56.5 

No 0 0 1 0.06 

N/A 0 0 0 0 

3 

Record findings of history and 

physical examination health 

record 

    

1.289 0.257 
Yes 74 43.3 96 56.1 

No 1 0.06 0 0 

N/A 0 0 0 0 

4 

Document the etiology of the 

anemic condition 

    

0.102 0.950 Yes 3 1.8 5 2.9 

No 30 17.9 40 23.9 

N/A 39 23.2 51 30.4 

5 

Hemoglobin checked at 6 

months-1y. 

    

6.521 0.038* Yes 61 35.6 66 38.5 

No 13 7.6 29 16.9 

          

6 

Explain to mother the 

administration schedule for iron   

prescribed 

    

1.659 0.436 
Yes 8  4.8 16 9.5 

No 27 16.1 39 23.2 

N/A 37 22.0 41 24.4 

* Significant at (α ≤ 0.05) 
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 The quality of process access of providing preventive child care in anemia prevention 

and treatment, growth monitoring, and health education was assessed using chi-square 

and p-value significant at (α ≤ 0.05). The actual (observed) performance level compared 

with expected levels for a number of diagnostic, therapeutic and counseling tasks was 

carried out. A significant performance gap was found in process access, effectiveness of 

care, and out come of child health services, especially in the area of hemoglobin 

checking and follow up, and in the counseling of mothers regarding diet, administration 

of medication (iron) prescript, and giving schedule visits for follow up for anemia 

treatment.  

 

The analysis of process access, of child health services using chi-square and p-value 

significant at (α ≤ 0.05) reported in  Table 5.22below showed that the task of screening 

for Hb. for 6m-12m (question A23) in children who visit the clinic for preventive 

services was carried out well below standard core according to UNRWA local standards 

of care, only 74.1%, (n=127) was checked for Hb. with chi-square (47.487) and p-value 

0.000001, where100% should have been .It was also found that communication in both 

curative and preventive services for anemia were poor. (Question H42) to assess if the 

nurse explained to the mother about the administration schedule for iron prescribed, 

point out chi-square51.429 and P value0.000001.Only14.5%(n=24) of the anemic 

children mothers were given explanation about the administration schedule for iron 

prescribed during  their visits . 

 

 

Table 5.22Process access observed performance level of care compared with 

expected levels

Item 
Frequency Chi-Square 

Value 
P-Value 

Yes No N/A 

A23 Hb. checked at six months-

1year. 
127 42 0 47.487 

 

0.000001* 

 H42 Explain to mother the 

administration schedule for iron   

prescribed. 

24 36 0 51.429 

 

0.000001* 

*Significant at (α ≤ 0.05) 
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5.2.2 Effectiveness Clinical Care: 

 

As shown in Table 5.23below, the quality of effectiveness of clinical care (evidence-

based care) and sex of the child was assessed, as statistical test chi-square and P value at 

significant level α ≤ 0.05 results show that there is a statistical relationship between the 

two variables. Although the difference between the two sexes was in favor of, it did not 

reach statistical significance. 

  

Table 5.23Effectiveness of clinical care of evidence based care and sex of the child 

1.1 Evidence-based care. The demographic Sex- variable Statistical test 

No

. 
Statement & Level of Agreement 

Male Female 
Chi square P value 

No. % No. % 

1 

 If the child is malnourished(less 

than  2.5kg), was he refereed for growth monitoring 

clinic 

    

1.288 0.257 
Yes 1 0.6 0 0 

No 0 0 0 0 

N/A 74 43.3 96 56.1 

2 

 Presence of Congenital 

abnormality recorded. 

    

1.859 0.395 Yes 1 0.6 3 1.8 

No 1 0.6 0 0 

N/A 71 42.7 93 54.4 

3 

 Correctly calculate the (age)     

4.024 0.134 
Yes 75 43.9 91 53.2 

No 0 0 4 2.4 

N/A 0 0 1 0.6 

4 

 Correctly read scale     

0.786 0.375 
Yes 75 43.9 95 55.5 

No 0 0 1 0.6 

N/A 0 0 0 0 

5 

 Locate the child's weight at 

correct weight 

    

0.786 0.375 Yes 75 43.9 95 55.5 

No 0 0 1 0.6 

N/A 0 0 0  

6 

 Tell mother the extent of weight 

normality of the child. 

    

0.671 0.413 
Yes 43 25.1 49 28.7 

No 32 18.7 47 27.5 
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N/A 
0 0 0 0 

7 

 Ask about child anemia history     

0.177 0.915 
Yes 16 9.6 10 6.0 

No 46 27.8 63 39.2 

N/A 9 5.4 21 12.7 

8 

 Ask about previous treatment 

response 

    

1.553 0.460 Yes 14 8.3 19 11.3 

No 38 22.6 58 34.5 

N/A 20 11.9 19 11.3 

 

9 

 If baby was anemic (Hb. less 

than 11gr/dl), were Iron 

supplements prescribed. 

    

0.524 0.769 
Yes 30 17.5 30 17.5 

No 10 5.8 14 8.2 

N/A 35 20.4 52 30.4 

10 

 If "yes"; Was Hb. repeated after 

one month 

    

3.326 0.190 
Yes 8 4.6 3 1.7 

No 20 11.6 29 16.9 

 

N/A 
47 27.4 61 35.6 

12 

 Anemia correctly treated      

  
Yes     

No     

N/A     

 

13 

 If baby was anemic (Hb. less 

than 11gr/dl), were Iron 

supplements prescribed. 

    

0.524 0.769 
Yes 30 17.5 30 17.5 

No 10 5.8 14 8.2 

N/A 35 20.4 52 30.4 

14 

 If "yes"; Was Hb. repeated after 

one month.  

    

2.943 0.230 Yes 8 4.6 3 1.7 

No 20 11.6 29 16.9 

N/A 47 27.4 61 35.6 

15 

 A (27) If "yes" was Hb. normal     

5.483 0.064 

Yes 5 2.9 0 0 

No 3 1.7 3 1.7 

 

N/A 
67 39.1 93 54.3 



 122 

16 

 A (28) If still anemic; was 

further Iron supplementation, 

given? 

    

0.546 0.761 
Yes 2 1.2 2 1.2 

No 2 1.2 1 0.6 

N/A 70 40.9 93 54.3 

17 

 A (29) If Yes, was Hb.  repeated 

after 2 months 

    

0.017 0.895 Yes 1 0.06 1 0.06 

No 1 0.06 1 0.06 

N/A 72 42.1 93 54.3 

18 

 A (30) If was repeated, were 

results normal (>11gr. /dl) 

    

0.017 0.895 Yes 1 0.06 0 0 

No 1 0.06 0 0 

N/A 73 42.6 95 55.5 

19 

Child needing referral is referred 

 

    

1.118 0.542 Yes 1 0.06 0 0 

No 0 0 0 0 

N/A 73 42.6 95 55.5 

20 

 Discuss the relevance and 

purpose of the issue of anemia 

    

1.520 0.468 Yes 16 9.7 20 12.1 

No 51 30.1 72 43.6 

N/A 4 2.4 2 1.2 

21 

 Discuss potential complications 

of anemia 

    

0.074 0.786 Yes 11 6.7 13 7.9 

No 60 36.6 80 48.8 

N/A 0 0 0 0 

22 

 Discuss potential danger signs     

0.586 0.444 
Yes 3 1.8 2 1.5 

No 68 41.5 91 55.5 

N/A 0 0 0 0 

23 

 Explain the importance of 

introducing complementary 

foods during a two-month 

transitional period (i.e., months 

five and six) 

    

5.339 0.069 

Yes 2 1.1 11 6.5 

No 29 17.2 42 25.0 

N/A 41 24.4 43 25.6 
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24 

 Explain that children should be 

breastfed (not exclusively) for at 

least one year. 

    

4.712 0.095 
Yes 2 1.1 11 6.5 

No 32 19.0 43 25.6 

N/A 38 22.6 42 25.0 

25 

 Explain to mother the 

administration schedule for 

nutrition supplements. 

    

2.320 0.313 
Yes 3 1.8 7 4.2 

No 31 18.4 49 29.2 

N/A 38 22.6 40 23.8 

26 

 Discuss the importance of proper 

iron supplementation. 

    

0.522 0.770 Yes 10 6.1 12 7.3 

No 27 16.4 41 24.8 

N/A 34 20.6 41 24.8 

27 

 Schedule a return/follow-up 

appointment after 1month of 

treatment to evaluate treatment 

response. 

    

1.010 0.604 

Yes 11 6.7 15 9.1 

No 26 15.6 41 24.8 

N/A 34 20.6 38 23.0 

28 

 Tell mother whether child has 

gained, lost ,or stayed the same 

since last weighing 

    

0.870 0.647 
Yes 57 33.3 77 45.0 

No 16 9.3 18 10.5 

N/A 2 1.1 1 0.6 

* Significant at (α ≤ 0.05) 
 

The analysis of effectiveness of evidence based care of child health services using chi-

square and p-value significant at (α ≤ 0.05) was carried out. The quality of the actual 

providing preventive (observed) performance level compared with expected levels for a 

number of diagnostic, therapeutic and counseling tasks was carried out  .A significant 

performance gap was found in quality of care provided to the children in anemia 

prevention and treatment, growth monitoring, and health education as seen in Table 

5.24 below, effectiveness of care of child health services, especially in the area of 

hemoglobin checking and follow up, and in the counseling of mothers regarding diet, 
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administration of medication (iron) prescript, and giving schedule visits for anemia 

treatment follow up.  

 

 Evaluation of child health services delivered by UNRWA primary health facility in 

the study area have documented that the quality of care was inadequate, evaluation of 

primary health care services in a number of diagnostic, therapeutic and counseling 

tasks reported poor health worker performance. 

Question (H12) with Chi-Square Value99.381 and P-Value 0.000001* show that 100% 

of children (6-36m) weight checked against growth chart, and 53.8 %( n=92) of their 

mothers were not informed about the extent weight normality of their children. 

 

  Analysis documented inadequate case-management for anemia in the study, 74.1% 

(n=127) of children were examined and 28.6% (n=24) of confirmed cases left the 

facility without treatment and 71.4% (n=60) of those who were treated for anemia were 

under treated and not followed up. Also about 25.7% (n=44) of the children were not 

checked for Hb. at proper time according to UNRWA instruction. 

 Question (A25) to show if the baby was anemic (Hb. less than 11gr/dl), iron 

supplements were prescribed.  Chi-Square Value 26.776 and P-Value 0.000001*,   point 

out that 71.4% of children (6-36m) with Hb. less than 11gr/dl were prescribed iron 

supplements.  

 

 Question (A26) to shows if the baby was anemic (Hb. less than 11gr/dl), and iron 

supplements were prescribed, whether Hb. was repeated after one month.  Chi-Square 

Value 82.817 and P-Value 0.000001*,  point out that 18.3% (n=11)of children(6-36m)  

who's Hb. was less than 11gr/dl and received iron supplements ,Hb. was repeated after 

one month.  

 

Question (H44) to point out if the nurse discussed the importance of proper iron 

supplementation to the child mother. Chi-Square Value   98.264and P-Value 0.000001*,   

point out that only 12.8% (n=22) mothers of children (6m-36m) who's Hb. was less than 

11gr/dl and  iron supplements prescribed, had discussion with the nurse about the 

importance of proper iron supplementation . 

 

Question (H45) to points out if the nurse scheduled a return/follow-up appointment after 

1month of treatment to evaluate treatment response for the baby who was anemic (Hb. 
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less than 11gr/dl), and iron supplements were prescribed. Chi-Square Value 47.442 and 

P-Value 0.000001*,   point out that only 15.2% (n=26) of (6m-36m)  children  who's 

Hb. was less than 11gr/dl and  iron supplements prescribed, had scheduled a 

return/follow-up appointment after 1month of treatment to evaluate treatment response. 

 

Table 5.24Effectiveness of evidence based care observed performance level of care 

compared with expected levels:

* Significant at (α ≤ 0.05) 

 

Item 
Frequency Chi-Square 

Value 
P-Value 

Yes No N/A 

H12 Tell the mother the extent of 

weight normality of the child. 
92 79 0 99.381 

 

 

0.000001* 

H31 Ask about child anemia 

history. 
26 101 44 167.673 

 

 

0.000001* 

H33 Ask about previous treatment 

response 

 

33 27 0 34.839 

 

 

0.000001* 

A25 If the baby was anemic (Hb. 

less than 11gr/dl), were Iron 

supplements prescribed. 

60 24 0 26.776 

 

 

 

0.000001* 

A26 If "yes"; Was Hb. repeated 

after one month. 
11 49 0 82.817 

 

 

0.000001* 

 A28 If still anemic; was further 

Iron supplementation, given? 
4 2 0 2.400 0.121 

A29 If Yes Hb.  was repeated 

after 2 months?      
2 2 0 2.667 0.102 

H44 Discuss the importance of 

proper iron supplementation. 
22 62 0 98.264 

 

0.000001* 

H45 Schedule a return/follow-up 

appointment after 1month of 

treatment to evaluate treatment 

response. 

 

 

 

26 

 

 

34 

 

 

0 

 

 

47.442 

 

 

0.000001* 
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Question (H31) to show if the nurse asked the mother about child anemia history  show 

the results of Chi-Square Value167.673 and P-Value 0.000001*, point out that 

15.2%(n=26) of children(6m-36m) mothers have been asked about child anemia history.   

Question (H33) to show if the nurse asked the mother about child previous anemia 

treatment response with Chi-Square Value 34.839 and P-Value 0.000001*,   point out 

that only 19.2% (n=33) of children mothers have been asked about child previous 

anemia treatment response.   

 

As shown in Table 5.25below, the quality of effectiveness of clinical care (Legitimate 

care) was assessed in as statistical test chi-square and P value at significant level α ≤ 

0.05 was done statistical relationship was found between the two variables. Although 

the difference between the tow sexes was in favor of, it did not reach statistical 

significance. 

 

Table 5.25 Effectiveness of clinical care of legitimate care and sex of the child 

1.2 Legitimate care The demographic Sex- variable Statistical test 

No. 
Statement & Level of 

Agreement 

Male Female 
Chi square P value 

No. % No. % 

1 

 Ask if the child has had any 

health problems since last 

weighing (visit) 

    

2.157 0.340 
Yes 12 7.1 19 11.2 

No 10 5.9 20 11.8 

N/A 51 30.2 57 33.7 

2 

 Explain which locally available 

foods constitute a balanced diet 

for children 

    

2.534 0.282 
Yes 16 9.5 28 16.6 

No 47 27.8 61 36.1 

N/A 10 5.9 7 4.1 

3 

 Discuss specific recommended 

behavior changes 

    

0.062 0.803 

Yes 18 11.2 25 15.5 

No 52 32.3 66 40.1 

 

 

N/A 

0 0 0 0 
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4 

 Care provider distributes 

related available educational 

material 

    

0.123 0.725 
Yes 1 0.7 2 1.4 

No 70 42.7 91 55.5 

N/A 0 0 0 0 

5 

 Discuss when to go for 

services/follow up or seek help, 

if needed 

    

0.529 0.768 
Yes 6 3.6 10 6.1 

No 46 28.0 62 37.8 

N/A 19 11.6 21 12.8 

6 

 Discourage dietary habits that 

restrict important foods/food 

groups for anemic children 

    

0.780 0.377 
Yes 30 18.3 33 20.1 

No 41 25.0 60 36.6 

N/A 0 0 0 0 

7 

 H22 Explain the importance of 

gaining weight for health (child 

growth and development) 

    

0.767 0.682 
Yes 19 11.2 25 14.8 

No 54 31.9 70 41.4 

N/A 0 0 0 0 

* Significant at (α ≤ 0.05) 

 

5.2.3 Effectiveness of interpersonal care: 

 

As shown in Table 5.26 below, the quality of effectiveness of interpersonal care was 

assessed in as statistical test chi-square and P value at significant level < 0.05 was done. 

No statistical relationship was found between the two variables. Although the difference 

between the two sexes was in favor of, it did not reach statistical significance. In the 

statement to check if the nurse made recommendations regarding child feeding and care, 

it indicates that there is a statistical difference between male and female with chi-square 

6.229  and P value0.044* 
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Table 5.26Effectiveness of interpersonal care and sex of the child: 

2) Interpersonal care The demographic Sex- variable Statistical test 

No. 
Statement & Level of 

Agreement 

Male Female 
Chi square P value 

No. % No. % 

1 

 Establish good rapport with the 

care taker (mother) 

    

1.136 0.287 Yes 8 4.9 77 46.9 

No 63 38.4 16 9.8 

N/A 0 0 0 0 

2 

 Speak clearly and make eye 

contact 

    

0.052 0.820 Yes 55 32.0 67 40.9 

No 20 12.2 26 15.9 

N/A 0 0 0 0 

3 

 Avoid use of technical/medical 

terminology 

    

3.028 0.082 Yes 69 42.1 84 51.2 

No 2 1.2 9 5.5 

N/A 0 0 0 0 

4 

 Care provider display 

willingness to compromise as 

needed 

    

0.256 0.613 
Yes 58 35.4 73 44.5 

No 13 7.9 20 12.2 

N/A 0 0 0 0 

5 

 Explain the purpose of growth 

monitoring 

    

1.480 0.477 Yes 26 15.4 28 17.1 

No 47 28.7 67 40.9 

N/A 0 0 1 0.6 

6 

 Make recommendations 

regarding child feeding and 

care. 

    

6.229 0.044* 
Yes 28 17.3 30 18.6 

No 47 29.1 53 32.9 

N/A 6 3.7  4 2.5 

7 

 Explain how to feed children 

during illness 

    

3.651 0.169 
Yes  6.00 19 11.4 

No 14 8.4 27 16.3 

 

N/A 
 28.3 49 29.5 
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8 

 Tell mother the extent of 

weight normality of the child 

    

0.671 0.413 Yes 43 25.1 49 28.7 

No 32 18.7 47 27.5 

N/A 0 0 0 0 

9 

 Tell mother when to take child 

for next weighing 

    

0.917 0.632 Yes 59 34.9 76 45.0 

No 11 6.5 18 10.7 

N/A 3 1.8 2 1.2 

10 

 Explain the importance of 

gaining weight for health (child 

growth and development) 

    

0.767 0.682 
Yes 19 11.2 25 14.8 

No 54 31.9 70 41.4 

N/A 0 0 1 0.6 

11 

 Use growth chart to explain to 

mother how her child is 

growing 

    

0.787 0.675 
Yes 15 8.8 23 13.5 

No 57 33.3 72 42.1 

N/A 0 0 1 0.6 

12 

 Ask mother if she has any 

questions 

    

2.047 0.153 Yes 16 9.5 13 7.7 

No 57 33.7 83 49.1 

N/A 0 0 0 0 

13 

 Explain the purpose of growth 

monitoring 

    

1.480 0.477 Yes 26 15.4 28 17.1 

No 47 28.7 67 40.9 

N/A 0 0 1 0.6 

14 

 Provide nutrition counseling     

3.587 0.166 
Yes 16 9.7 30 18.2 

No 55 33.3 59 35.8 

N/A 1 0.6 4 2.4 

15 

 Discuss problems  that are 

realistic and relevant to the 

care taker 

    

0.362 0.548 
Yes 40 24.4 48 29.3 

No 31 18.9 45 27.4 

N/A 0 0 0 0 
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16 

 Assess the mother 

comprehension of the 

instructions given 

    

0.017 0.895 
Yes 12 7.3 15 9.1 

No 59 36.0 78 47.6 

N/A 0 0 0 0 

17 

 Ask mother if she has any 

questions 

    

2.047 0.153 Yes 16 9.5 13 7.7 

No 57 33.7 83 49.1 

N/A 0 0 0 0 

18 

 Respond thoroughly to 

questions from the mother 

    

2.673 0.263 Yes 17 10.4 22 13.4 

No 52 31.7 71 43.3 

N/A 2 1.2 0 0 

19 

 Tell mother to increase her 

child total quality food and 

liquid intake during treatment 

    

0.823 0.662 
Yes 4 2.4 5 2.9 

No 37 22.0 56 33.3 

N/A 31 18.5 35 20.8 

20 

 Tell mother to balance her 

child food intake 

    

0.986 0.611 Yes 15 8.9 16 9.5 

No 55 32.7 75 44.6 

N/A 2 1.2 5 3.0 

 

 Discuss the importance of 

proper nutrition (rich in iron) 

    

0.213 0.899 Yes 24 14.3 34 20.2 

No 47 30.0 60 35.7 

N/A 1 0.6 2 1.2 

 

 Discuss the importance of 

proper iron supplementation 

    

0.522 0.770 Yes 10 6.1 12 7.3 

No 27 16.4 41 24.8 

N/A 24 14.5 41 24.8 

 

 Assess  the mother knowledge

about anemia 

    

1.869 0.393 Yes 14 8.6 23 14.2 

No 55 33.9 65 40.1 

N/A 1 0.6 4 2.5 
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 Assess  the mother practices 

about anemia 

    

1.419 0.492 Yes 14 8.6 21 12.9 

No 55 33.9 67 41.4 

N/A 1 0.6 4 2.5 

 

 Discuss   prevention of anemia     

0.583 0.445 
Yes 5 3.0 4 2.4 

No 66 40.2 89 54.3 

N/A 0 0 0 0 

26 

 Mother knows about the 

amount (dose) of iron 

supplement given to her child 

    

1.569 0.465 
Yes 16 9.4 14 8.3 

No 8 4.7 14 8.3 

N/A 52 30.8 67 39.6 

27 

 Mother knows about drug 

administration frequency 

    

3.873 0.423 Yes 14 8.2 14 8.3 

No 10 5.9 11 6.5 

N/A 50 29.6 70 41.4 

28 

 Mother knows about duration 

of drug administration 

    

6.733 0.151 Yes 14 8.3 15 8.8 

No 14 8.3 14 8.3 

N/A 46 27.2 66 39.0 

* Significant at (α ≤ 0.05) 

 

Health nurses should enhanced counseling and communication skills with the mothers. 

The analysis of effectiveness of interpersonal care of child health services using chi-

square and p-value significant at (α ≤ 0.05) was don .The analysis of effectiveness of 

interpersonal care of child health services quality of providing preventive child care in 

anemia prevention and treatment, growth monitoring, and health education was 

assessed.  The actual (observed) performance level compared with expected levels for a 

number of diagnostic, therapeutic and counseling tasks were carried out. A significant 

performance gaps were found as seen in Table 5.27 below, effectiveness of care of child 

health services, especially in the area of hemoglobin checking and follow up, and in the 

counseling of mothers regarding diet, administration of medication (iron) prescript, and 

giving scheduled visits for follow up for anemia treatment reported that especially the 

task of evaluations of child health services delivered by UNRWA primary health 
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facility in the study area were documented that the quality of care was inadequate, 

evaluation of primary health care services reported poor health worker  performance. 

Results showed that 33.9 %;( n=58) of the mothers of anemic children in the study 

population was advised about the importance of proper nutrition (rich in iron). Question 

(H43) to check if the nurse talked to the mother about the importance of proper nutrition 

(rich in iron)for her child showed the response rate of Chi-Square Value   158.341   and 

P-Value 0.000001*. 

 

 For the children who needed an oral iron supplement medications and were prescribed 

by the health worker, only 14.0% (n=24) of their mothers were advised on how to 

administer the treatment, compared with only 5.2 %,(n=9)  of mothers who were 

advised to give extra fluids and to continue feeding during the treatment. 

 

Question (H48) to point out if the nurse assessed the mother of the child knowledge 

about anemia, showed Chi-Square Value 203.518 P-Value 0.000001*. These showed 

that only 21.6 %,( n=37) of the mothers of the children were assessed about level of any 

information about anemia by the nurse. 

Question (H49) to point out if the nurse assessed the mother of the child practices about 

anemia, register Chi-Square Value 203.845 and P-Value 0.000001*. This showed that 

only 20.4%(n=35) of the mothers were assessed about their practices about anemia. 

 

Question (H22) to indicate if the nurse explained to the mothers about the importance of 

gaining weight for health to children who are loosed weight ,or not gaining weight since 

the last weaning , (child growth and development). Register Chi-Square Value 17.333 

and P-Value0.000001. Only 25.7 %( n=44) of the mothers were given counseling about 

the importance of gaining weight for improving the child health during the session. 

Question (H15) to pinpoint if the nurse made any recommendations to the mothers 

regarding child feeding and care, Chi-Square Value 168.760  P-Value0.000001.About 

33.9%(n=58)  of the mothers observed encounter had received any kind of counseling 

regarding child feeding and care.  

 

Question (H59) to show if the nurse discussed any preventive measures of anemia with 

the mothers, results show that, Chi-Square Value293.873 and P-Value0.000001*.Which 
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point out that only5.2% (n=9) of the observed mothers were given any information 

about preventive measures of anemia. 

 

Question (H21) to indicate if the nurse asked the mother if she had any questions show 

the result with Chi-Square Value 238.990  and P-Value0.000001*.Only 16.9%(n=29)  

of the mothers were asked if they had any question. 

 

Question (H72) to indicate if the nurses responded thoroughly to questions from the 

mothers show the result with Chi-Square Value 198.269 and P-Value0.000001. Only 

22.8% (n=39) of the mothers' questions were answered thoroughly by the nurse. 

Question (H70) to indicate if the nurse assessed the mother comprehension of the 

instructions given. Show that the result of Chi-Square Value 235.267 and P-Value 

0.000001. Only 15.7% (n=27) of the care taker comprehension of the instruction given, 

were assessed by the nurse during the mothers visit to the clinic for preventive services. 
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Table 5.27 Effectiveness of interpersonal care observed  performance 

level of care compared with expected levels:

Item 
Frequency Chi-Square 

Value 
P-Value 

Yes No N/A 

H43 Discuss the importance of 

proper nutrition (rich in iron) 
58 107 3 158.341 

 

 

0.000001* 

H48 Assess the mother 

knowledge about anemia 
37 120 5 203.518 

 

 

0.000001* 

 

 

 H22 Explain the importance of 

gaining weight for health (child 

growth and development) 

 

13 13 0 17.333 

 

 

 

0.000001* 

H49 Assess  the mother practices 

about anemia 

 

35 122 0 203.845 

 

 

0.000001* 

 H15 Make recommendations 

regarding child feeding and care 

 

58 113 0 168.760 

 

 

0.000001* 

 H21 Ask the mother if she has 

any questions 

 

29 140 0 238.990 

 

 

0.000001* 

H59 Discuss   prevention of 

anemia 

 

9 155 0 293.873 

 

 

0.000001* 

H69 Discuss problems  that are 

realistic and relevant to the care 

taker 

 

88 76 0 98.921 

 

 

0.000001* 

 H70 Assess the mother 

comprehension of the instruction 

given. 

27 137 0 235.267 

 

0.000001* 

H72 Respond thoroughly to 

questions from the mother. 
39 123 0 198.269 

 

0.000001* 

* Significant at (α ≤ 0.05) 
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5.2.4 Outcomes (User Evaluation): 

 

As shown in Table 5.28 below, the outcome of care was assessed as statistical test chi-

square and P value at significant level α ≤ 0.05 was used .No statistical relationship was 

found between the two variables. Although the difference between the two sexes was in 

favor of, it did not show statistical significance. In the statement to check if the mother 

thinks that her child can be fully cured by sticking to iron supplementation only, it 

indicates that there is a statistical difference between male and female with chi-square 

5.110   and P value0.024* 

 

 

Table 5.28 Outcome user evaluation (experience) and sex of the child 

1) User Evaluation (experience) The demographic Sex- variable Statistical test 

No. 
Statement & Level of 

Agreement 

Male Female 
Chi square P value 

No. % No. % 

1 

 Mother reported that she 

having been given guidelines 

about infant feeding. 

    

0.567 0.451 
Yes 57 33.3 70 40.9 

No 

N/A 

12 

6 

7.0 

3.5 

20 

6 

11.6 

3.5 

2 

 Mother agrees that these given 

instruction where similar to her 

practices. 

    

2.267 0.322 
Yes 52 30.4 23 13.4 

No 25 14.6 27 15.7 

N/A 14 8.2 30 17.5 

3 

 Mother accepts to change her 

practices and follow the new 

instruction 

    

4.121 0.127 
Yes 8 4.7 4 2.4 

No 13 7.6 27 15.9 

N/A 65 38.5 52 30.7 

4 

 agrees that these given   

guidelines were helpful to her 

    

0.061 0.970 Yes 55 32.7 70 41.7 

No 2 1.1 2 1.1 

N/A 17 10.1 22 13.1 
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5 

 Mother knows when she can 

get refills for the drug 

    

2.111 0.550 Yes 14 8.3 14 8.3 

No 12 7.1 10 5.9 

N/A 48 28.4 71 42.0 

6 

 Mother knows when she can 

get to repeat the Hb level 
    

2.136 0.545 Yes 16 9.5 14 8.3 

No 11 6.5 11 6.5 

N/A 47 27.8 70 41.4 

7 

 Mother knows when she 

should return for growth 

monitoring 

    

1.006 0.587 
Yes 70 41.4 87 51.5 

No 4 2.4 7 4.1 

N/A 0 0 1 0.6 

8 

 Mother knows the weight of 

her child 

    

0.813 0.666 
Yes 68 40.4 83 49.4 

No 5 2.9 8 4.8 

          N/A 
1 0.6 3 1.8 

9 

 Mother knows what anemia 

means 

    

0.172 0.679 
Yes 15 9.1 11 6.6 

No 58 34.9 82 49.3 

10 

 Mother knows what causes 

anemia 

    

1.708 0.191 
Yes 19 11.2 16 9.4 

No 

 

 

67 39.2 69 40.3 

11 

 Mother knows about types of 

anemia 
    

1.254 0.263 
Yes 38 22.2 22 12.8 

No 37 21.6 74 43.7 

12 

 Mother knows what the signs 

and symptoms of anemia are 

    

0.538 0.463 
Yes 24 14.0 30 17.5 

No 51 29.8 66 38.6 

13 

 Mother has an idea what 

Hemoglobin is 

    

0.281 0.596 
Yes 17 9.9 13 7.6 

No 58 33.9 83 48.5 
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14 

 Mother knows what Iron 

Deficiency Anemia means 

(IDA). 

    

0.311 0.577 

Yes 9 5.2 12 7.0 

No 66 38.6 82 47.9 

15 

 Mother knows what medicines 

are used to treat IDA 

    

0.005 0.945 
Yes 32 18.7 39 22.8 

No 43 25.5 57 33.3 

16 

 Mother knows what makes the 

iron stores in the body to drop 

    

0.212 0.645 Yes 7 4.0 6 3.5 

No 

N/A 

63 

2 

36.8 

1.2 

88 

2 

51.4 

1.2 

17 

 Mother knows why her child 

did not respond to the therapy 

    

1.353 0.852 Yes 7 4.0 5 2.9 

No 10 5.8 38 22.2 

N/A 58 33.9 53 31.0 

18 

 Mother knows three kinds of 

foods that contains large 

amount of iron 

    

0.562 0.454 

Yes 48 28.0 61 35.7 

No 26 15.2 33 19.3 

19 

 Mother knows the foods that 

interfere with iron intestinal 

absorption 

    

0.206 0.650 

Yes 22 12.8 32 18.7 

No 53 31.0 64 37.4 

20 

 Mother knows about the 

amount (dose) of iron 

supplement given to her child 

    

1.569 0.465 
Yes 16 9.4 13 7.6 

No 7 4.0 24 14.0 

N/A 52 30.4 59 34.5 

21 

 Mother knows about drug 

administration frequency 

    

3.873 0.423 

Yes 8 4.6 10 5.9 

No 15 8.7 27 15.7 

 

 

N/A 

52 30.4 59 34.5 
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22 

 Mother knows about duration 

of drug administration 

    

6.733 0.151 Yes 9 5.3 14 8.3 

No 14 8.1 23 13.4 

N/A 52 30.4 59 34.5 

23 

 Mother thinks her child can be 

fully cured by sticking to iron 

supplementation only. 

    

5.110 0.024* 
Yes 26 12.2 28 16.3 

No 

N/A 

15 

34 

8.8 

19.9 

29 

39 

16.9 

22.8 

*Significant at (α ≤ 0.05) 

 

The analysis of outcomes (user evaluation) of care of child health services using chi-

square and p-value significant at (α ≤ 0.05) ,the actual (observed)  mother level of 

knowledge compared with expected levels for a number of diagnostic, therapeutic and 

counseling tasks was carried out. A significant performance gap were found as seen in 

Table 5.29below, it was found that mothers reported high levels of correct knowledge 

about how to care for their children, and reported low levels of correct knowledge about 

how to give iron supplementation to their children with anemia, and how to prevent 

complication. 

Question (M14) to check about mothers who were reported that they have been given 

guidelines about infant feeding. Results show that, Chi-Square Value 50.497 and P- 

Value0.000001.Results show that only74.2 %,( n=127) of the observed mothers 

reported that they had been given guidelines about infant feeding. 25.8 %,( n=44) of 

mothers who brought their children to the MCH clinic did not receive any kind of 

counseling during their visits. 

 

Question (M34) to show if the mother knows about the amount (dose) of iron 

supplement given to her child, results show that, Chi-Square Value 41.798 and P-

Value0.000001*.Which point out that only16.9 %,(n=29)  of the served mothers know 

about the correct amount (dose) of iron supplement should be given to their children . 

 Question (M35) to assess the level of the mother knowledge about the frequency of 

iron supplement administration should be given to her child. Results show that, Chi-

Square Value 45.517 and P-Value0.000001.Results showed that only10.5 %,( n=18) of 



 139 

the observed mothers know the correct frequency of iron supplement should be given to 

there children. 

 

Question (M36) to check about mothers' knowledge about the duration of iron 

administration to their child during the treatment course. Results show that, Chi-Square 

Value 43.636 and P-Value0.000001.Results show that only15.4 %(n=23)  of the 

observed mothers knows about the duration of iron supplement should be given to their 

children. 

 

Question (M37) to assess the mother who thinks that their children can be fully cured by 

sticking to iron supplementation only; results show Chi-Square Value 78.734 and P-

Value0.000001. This question is negatively stated; results show that 31.5 %,(n=54) of 

the mothers think that their children can be fully cured by sticking to iron 

supplementation only.  

 

Question (M39) to check if the mother of the anemic child knew when she can get 

refills for the iron prescribed for her child, results show Chi-Square Value 84.000 and 

P-Value0.000001. Results show that only 16.3 %,( n=28) of the mothers of anemic 

children knew when they could get refills for the iron prescribed for their children. 

Question (M40) to pin point if the mother of anemic child knows when she can get to 

repeat the Hb. level for here child. Results show Chi-Square Value 79.579 and P 

Value0.000001.Results show that only 17.5 %,( n=30) of the mothers of anemic 

children knew when they could get to repeat the Hb. level for their children 
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Table 5.29 Outcomes( User Evaluation) actual mother level  of knowledge 

compared with expected levels:

Item 
Frequency Chi-Square 

Value 
P-Value 

Yes No N/A 

M14 Mother reported that she 

has been given guidelines about 

infant feeding. 

 

 

127 

 

 

44 

 

 

0 

 

 

50.497 

 

 

0.000001* 

M34 Mother knows about the 

amount (dose) of iron 

supplement given to her child. 

 

 

29 

 

 

31 

 

 

0 

 

 

41.798 

 

 

0.000001* 

 M35 Mother knows about drug 

administration frequency. 

 

 

27 

 

 

33 

 

 

0 

 

 

45.517 

 

 

0.000001* 

 M36 Mother knows about 

duration of drug administration 

 

28 

 

32 

 

0 

 

43.636 

 

0.000001* 

M37 Mother thinks her child can 

be fully cured by sticking to iron 

supplementation only. 

 

 

64 

 

 

107 

 

 

0 

 

 

78.734 

 

 

0.000001* 

M39 Mother knows when she 

can get refills for the drug. 

 

 

28 

 

 

56 

 

 

0 

 

 

84.000 

 

 

0.000001* 

M40 Mother knows when she 

can get to repeat the Hb level. 

 

30 

 

54 

 

0 

 

79.579 

 

0.000001* 

*Significant at (α ≤ 0.05) 

 

5.2.5 Outcomes (Health Statues): 

 
 

Table 5.30 Outcomes (Health Statues) and sex of the child: 

2) Health Statues The demographic Sex- variable Statistical test 

No. 
Statement & Level of 

Agreement 

Male Female 
Chi square P value 

No % No. % 

1 

 If the child is 

malnourished(less than  

2.5kg), was he refereed for 

growth monitoring clinic 

    

1.306 0.251 

Yes 1 0.6 0 0 

No 1 0.6 1 0.6 
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N/A 73 42.9 94 55.3 

2 

 Hb. checked at six months-

1year 

    

2.712 0.100 Yes 61 35.6 66 38.5 

No 13 7.6 29 16.9 

N/A 0 0 0 0 

3 

 If baby was anemic (Hb. 

less than 11gr/dl), were Iron 

supplements prescribed. 

    

0.524 0.769 
Yes 30 17.5 30 17.5 

No 10 5.8 14 8.2 

N/A 35 20.4 52 30.4 

4 

 If baby was anemic (Hb. 

less than 11gr/dl), and Iron 

supplements prescribed was 

Hb. repeated after one 

month 

    

2.943 0.230 

Yes 8 4.6 3 1.7 

No 20 11.6 29 16.9 

 

N/A 
47 27.4 61 35.6 

5 

 Normal Hb upon repetition     

5.483 0.064 
Yes 5 2.9 0 0 

No 3 1.7 3 1.7 

            N/A 67 39.1 93 54.3 

6 

 Hb. remained below normal 

after giving the iron 

supplements 

    

5.483 0.064 
Yes 5 2.9 0 0 

No 3 1.7 3 1.7 

N/A 75 43.9 85 49.7 

7 

 Hb. remained below normal 

after giving the iron 

supplements; child was 

referred for further 

assessment 

    

1.118 0.542 

Yes 1 0.06 0 0 

No 0 0 0 0 

N/A 73 42.6 95 55.5 
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5.3 Third Level of Analysis: Factor Analysis 

 

As shown in Table5.31 the quality indicators were classified into 3 major dimensions 

which are; access, effectiveness and outcome. Each has items related to quality 

performance. Factor analysis was carried out in order to detect any statistical relations 

between the 3 dimensions.  

The first hypothesis was that there is no significant statistical relationship between 

process access, effectiveness and outcome, and to check the hypothesis, Repeated 

Meaursed Design and Wilks Lambda test was used. The result shown in table (5.31) 

below and it was found that there is a significant level registered the value 0.00001. 

 

Table 5.31 Wilks Lambda test between process access, effectiveness, and outcomes

Wilks Lambda Value 
Hypothesis Degrees of 

freedom 

Error Degrees 

of freedom 
F-value 

Significance 

     

 * Wilks Lambda test. Significant at (α ≤ 0.05) 

  This means that there is a significant statistical relationship between process access, 

effectiveness of and outcome of care given, and to detect for whom these differences 

refer Sidak Post Hoc Test was used Table 5.32 below and when cross tabulation carried 

out registered the value of 0.335 and 0.250. 

 

Table 5.32  Sidak Post Hoc Test between process access, effectiveness, and 

outcomes 

* Sidak Post Hoc Tes. Significant at (α ≤ 0.05)

 

 This shows that the process access for care has better results than effectiveness of that 

care and outcome, and this comes with the expectations that the protocols and technical 

instructions were implemented in a good manner. 

  

Domain Process Access Effectiveness Outcomes 

Process Access    

Effectiveness -0.335*   

Outcomes -0.250*   
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The second hypothesis was that there is no significant statistical relationship between 

effectiveness of clinical care and effectiveness of interpersonal care. Paired t test was 

used to check the hypothesis and cross tabulation was done at T-value 2.079 and degree 

of freedom 149 the significant level registered the value 0.039, the results shown in 

Table 5.33 below. 

 

 

Table 5.33 Paired t test between effectiveness of clinical care and effectiveness of 

interpersonal care

Effectiveness Mean Standard 

Deviation 

Degrees of 

freedom 

T- Value Significance 

Clinical   

149 2.079 
 

Interpersonal  

  * Paired t test .Significant at (α ≤ 0.05)  

 

The significant level show that there is statistical relationship between effectiveness of 

clinical care and effectiveness of interpersonal care, this can be explained as the clinical 

care compose the implementation of the regulations and technical instructions related to 

anemia prevention and treatment ,growth monitoring ,and health education. 

Effectiveness of clinical care measures the care giver practices and implementation of 

these instructions. 

 

The third hypothesis was that there is no significant statistical relationship between 

effectiveness of clinical care evidence-based care and effectiveness of clinical care 

legitimate care.  

Paired t test used to check the hypothesis and cross tabulation done at T-value  

and degree of freedom 1  the significant level registered the value 0.0  ,the results 

shown in  Table 5.34  below.

Table 5.34 Paired t test between effectiveness of evidence based care and 

effectiveness of legitimate care 

Clinical Mean Standard 

Deviation 

Degrees of 

freedom 

T- Value Significance 

Evidence   
157 3.429 
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Legitimate   

* Paired t test .Significant at (α ≤ 0.05)  

 

The evidence-based care is offered in more satisfactory level as these clinical skills are 

more implemented and followed up by the supervisors and senior staff. So it shows 

better range than legitimate clinical care. 

 

The forth hypothesis was that there is no significant statistical relationship between 

effectiveness of clinical care and user evaluation. At degree of freedom151, cross 

tabulation done at T-value 4.905 and the significant level registered the value 0.0001, 

the results shown in Table 5.35 below.

Table 5.35 Paired t test between effectiveness of clinical care and user evaluation

  

Mean Standard 

Deviation 

Degrees of 

freedom 

T- Value Significance 

Clinical care 
  

151 -4.905  
 

User Evaluation   

*Paired t test. Significant at (α ≤ 0.05). 

Results show that there is a significant statistical relationship between effectiveness of 

clinical care and user evaluation. The user evaluation shows better results than clinical 

care provided ,this can be explained by that the mother knowledge was not necessarily 

be one of the output of these given by the nurse . 

 

The fifth hypothesis was that there is no significant statistical relationship between 

effectiveness of clinical care and health status. At degree of freedom156, cross 

tabulation done at T-value and the significant level registered the value , the 

results shown in Table 5.3  below. 

 

 

Table 5.3  Paired t test between effectiveness of clinical care and health statues 
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Mean Standard 

Deviation 

Degrees of 

freedom 

T- Value Significance 

Clinical 

1.11  

156  0.849-  
 

Health Statues   

 * Paired t test. Significant at (α ≤ 0.05). 

 

     Results show that there is no significant statistical relationship between effectiveness 

of clinical care and health status. The clinical care provided has no effect on the health 

status of the child. 

 

  The sixth hypothesis was that there is no significant statistical relationship between 

interpersonal care and health status. Paired t test used to check the hypothesis and cross 

tabulation done at T-value 0.110 and degree of freedom 153, the significant level 

registered the value 0.913, the results shown in Table 5.37 below.

   

Table 5.  Paired t test. Effectiveness of Interpersonal care and Health Status

 

Mean Standard 

Deviation 

Degrees of 

freedom 

T- Value Significance 

Interpersonal   

153 0.110 
 

Health Status   

 * Paired t test. Significant at (α ≤ 0.05). 

 

 Results show that there is no significant statistical relationship between interpersonal 

care and health status. The interpersonal care has no effect on the health status. 

 

 The  seventh hypothesis was that there is no significant statistical relationship between 

effectiveness of interpersonal care and user evaluation .Paired t test used to check the 

hypothesis and cross tabulation done at T-value   and degree of freedom   

the significant level registered the value  ,the results shown in Table 5.3  

below. 
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Table 5.3  Paired t test between effectiveness of interpersonal care and user 

evaluation

 

Mean Standard 

Deviation 

Degrees of 

freedom 

T- Value Significance 

Interpersonal 

  

147 17.830-  
 

User Evaluation   

* Paired t test. Significant at (α ≤ 0.05) 

 

 The user knowledge and experience are not always due to the care given by the nurse, 

the mother own experience, education and attitudes affect her input and output about 

health related information. 

 

The eighth hypothesis was that there is no significant statistical relationship between 

process access of  care and user evaluation .Paired t test used to check the hypothesis 

and cross tabulation done at T-value  and degree of freedom   the significant 

level registered the value   ,the results shown in  Table 5.39 below. 

 

Table 5.39 Paired t test between process access of care and user evaluation

 

Mean Standard 

Deviation 

Degrees of 

freedom 

T- Value Significance 

Process Access 

 

138  6.987  
 

User Evaluation  

*Paired t test. Significant at (α ≤ 0.05). 

 

Results show that there is a significant statistical relationship between process access of 

care and user evaluation of these cares given. The process access of   care provided has 

a big effect on the mothers' information and evaluation about the care given to their 

children. 

 

The ninth hypothesis was that there is no significant statistical relationship between 

process access of  care and health status   .Paired t test used to check the hypothesis and 
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cross tabulation done at T-value   and degree of freedom  the significant 

level registered the value   ,the results shown in Table 5.40  below. 

 

 

 

 

 

 

Table 5.40 Paired t test between process access for care and health statues

 

Mean Standard 

Deviation 

Degrees of 

freedom 

T- Value Significance. 

Process Access 

  

143 34.292  
 

Health Statues 

1.13  

 * Paired t test. Significant at (α ≤ 0.05) 

 

Results show that there is a significant statistical relationship between process access of 

care and health status of the child. The process access of care provided has a major 

effect on the health status of the child. 

 

The tenth hypothesis was that there is no significant statistical relationship between 

user evaluation and health status .Paired t test used to check the hypothesis and cross 

tabulation done at T-value 21.657 and degree of freedom 161 the significant level 

registered the value 0.00 , the results shown in Table 5.41   below.

  

Table 5.4 Paired t test   between user evaluation and health status

Outcomes 

Mean Standard 

Deviation 

Degrees of 

freedom 

T- Value Significance 

User Evaluation   

161 21.657 
 

Health Status   

*Paired t test. Significant at (α ≤ 0.05). 
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The user knowledge and experience are not always due to the care given by the nurse, 

the mother own experience, education and attitudes affect her input and output about 

health related issues.  

The impact of the individual characteristics on the various scores are presented in the 

following statistical tests, the results show that health personal practices and conduct are 

perceived as poor by relatively educated mothers. 

 

The eleventh hypothesis was that there is no significant statistical relationship between 

the independent variable place of residence and the dependent variables process access,

effectiveness outcomes clinical, interpersonal, evidence, legitimate, user evaluation  

health statues. One Way ANOVA used to check the hypothesis, the results shown in 

Table 5.42 below. The results show that there is no significant statistical relationship 

between the independent variable place of residence and the dependent variables 

process access, effectiveness, outcomes clinical, evidence, legitimate, health statues 

and user evaluation. 

Table 5.42   Results of One Way ANOVA to test the dereferences according to 

place of residence 

  
Source of  

Variation 

Sum of Squares Degrees of 

freedom 

Mean of 

Squares 

F value Significa

nce 

1 Process Access 

B.G*    

0.530 
 

W.G** 

4.295 

  

Total    

Effectiveness

B.G    

  W.G    

Total    

1-2 
Clinical

B.G 

0.031 

  

  W.G    

Total    

1-1-2  
Evidence 

B.G   

0.045 

  W.G    

Total    

Legitimate B.G      
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 W.G    

Total    

 Interpersonal  

B.G    

0.946 0.391 
W.G    

Total    

3 Outcomes 

B.G 

0.0045 
  

0.029 
 W.G    

Total    

 User Evaluation 

B.G    

  W.G    

Total    

 Health Statues 

B.G    

  
W.G    

Total 

9.515 

  

*Significant at (α ≤ 0.05) 

*B.G: Between Groups. **W.G: Within Groups. 

 

The twelfth hypothesis was that there is no significant statistical relationship between 

the independent variable child age in full months and the dependent variables process 

access, effectiveness, outcomes clinical, interpersonal, evidence, legitimate, user 

evaluation  health statues. One Way ANOVA used to check the hypothesis, the results 

shown in Table 5.43 below. 

 

Table 5.43 Results of One Way ANOVA to test the dereferences according to child 

age in full months   

  
Source of  

Variation 

Sum of Squares Degrees of 

freedom 

Mean of 

Squares 

F value Significance 

1 Process Access 

B.G    

0.649 
 

W.G 

4.288 

  

Total    

Effectiveness

B.G    

  
W.G    
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Total    

1-2 
Clinical

B.G 

0.062 

  

0.607 
 W.G    

Total    

1-1-2  
Evidence 

B.G   

0.05198 

  W.G   

Total    

 
Legitimate 

B.G 0.183   

  W.G    

Total    

 Interpersonal  

B.G    

3.404 *0.036  
W.G    

Total    

3 Outcomes 

B.G 

0.04331 
  

0.267 
 W.G    

Total    

 User Evaluation 

B.G    

  W.G    

Total    

 Health Statues 

B.G    

  
W.G    

Total 

9.515 

  

*Significant at (α ≤ 0.05) 

The results show that there is no significant statistical relationship between the 

independent variable child age in full months and the dependent variables such as 

process access, effectiveness, outcomes clinical, evidence, legitimate, and user 

evaluation. However there was a significant statistical relation between the independent 

variable child age in full months and the dependent variables interpersonal and health 

statues. 
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To detect for whom  these differences refer L.S.D Test used as shown in Table 5.44     

below to detect for what age these differences in the inter personal care effectiveness 

refer . 

 

Table 5.44   L.S.D between interpersonal and child age in full months

Child age in full months
   

6-12 
 -0.047  

 

    

   

 * L.S.D Significant at (α ≤ 0.05) 

Results show that children aged 25m-36m have better results than those aged 6m -

24m.this my refer to the communication between care giver and the mothers ,the 

children usually registered soon after birth at UNRWA health center for follow up and 

to receive PHC. Mothers of children in this age group sometimes develop special 

relation with the care giver; this makes the mother ask about her child health needs and 

problems.   

Table 5.45 Scheffe test between health statues and child age in full months

Child age in full months 
   

6-12 
 0.16*  

 

    

    

* Scheffe test  Significant at (α ≤ 0.05) 

Scheffe test used to check for what age these differences in the health status refer. 

Scheffe test results shown in Table 5.45 above, and it indicates that children age 6m-

12m have better health status than those 13m-36m.This may suggest that mothers of this 

age group may be more careful about their children health, another explanation may be 

that the caregivers adhere more to implementing the technical instructions regarding 

growth monitoring, and checking Hb. level, when the child reach 6m of age. 
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Table 5.46 Results of One Way ANOVA to test the dereferences according to child 

age at registration 

  
Source of  

Variation 

Sum of Squares Degrees of 

freedom 

Mean of 

Squares 

F value Significance 

1 Process Access 

B.G    

0.099 
 

W.G 

4.321 

  

Total    

Effectiveness

B.G    

  W.G    

Total    

1-2 
Clinical

B.G 

0.121 

  

  W.G    

Total    

1-1-2  
Evidence 

B.G   

0.07368 

  W.G    

Total    

 
Legitimate 

B.G    

  
W.G    

Total 

14.494 

  

 Interpersonal  

B.G    

2.234 0.111 
W.G    

Total    

3 Outcomes 

B.G 

0.09743 
  

0.604 
 W.G    

Total    

 
User 

Evaluation 

B.G    

  W.G    

Total    

 Health Statues 

B.G    

  
W.G    

Total 

9.515 

  

 One Way ANOVA .Significant at (α ≤ 0.05) 
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The results show that there is no significant statistical relationship between the 

independent variable child age at registration and the dependent variables process 

access, effectiveness, outcomes clinical care, evidence based care, legitimate care, 

interpersonal care, user evaluation, and health status. 

Table 5.47 Results of One Way ANOVA to test the dereferences according to   

mothers' marital age

  
Source of  

Variation 

Sum of Squares Degrees of 

freedom 

Mean of 

Squares 

F value Significance 

1 Process Access 

B.G    

0.846 
 

W.G 

4.251 

  

Total    

Effectiveness

B.G    

  W.G    

Total    

1-2 
Clinical

B.G 

0.149 

  

  W.G    

Total    

1-1-2  
Evidence 

B.G   

0.117 

  W.G    

Total    

 Legitimate 

B.G    

  W.G    

Total    

 Interpersonal  

B.G    

0.890 0.448 
W.G    

Total    

3 Outcomes 

B.G 

0.484 
  

2.048 
 W.G    

Total    

 
User 

Evaluation 

B.G    

  W.G    

Total    
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 Health Statues 

B.G    

  
W.G    

Total 

9.515 

  

* One Way ANOVA.Significant at (α ≤ 0.05) 

  

The fourteenth hypothesis was that there is no significant statistical relationship 

between the independent variable, mothers' marital age and the dependent variables 

process access, effectiveness, outcomes clinical, interpersonal, evidence, legitimate, 

user evaluation  health statues. One Way ANOVA used to check the hypothesis, the 

results shown in Table 5.47 above. 

The results show that there is no significant statistical relationship between the 

independent variable mother marital age and the dependent variables such as process 

access, effectiveness, outcomes clinical care, and evidence based care, legitimate care, 

interpersonal care, and health statues. But there was a significant statistical relation in 

between the independent variable, mother marital age and the dependent variable user 

evaluation.   

To detect for whom these differences refer L.S.D Test used as shown in  Table 5.48  

below to detect for what age these differences in the mother marital age and user 

evaluation refer to. 

 

 

Table 5.48 L.S.D between user evaluation and mothers marital age

Mothers marital age 
Younger 16   ≤ 

Younger 16 
 -0.048  -0.2728*  

 

24 16    

    

≤     

L.S.D Significant at (α ≤ 0.05) 
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As shown in table above mothers married at age 24y-35y point out better results in 

evaluating the health care provided, this may be explained as these mothers are more 

aware of the instructions given ,they have more information about the health related 

issues .    

 

The fifteenth hypothesis was that there is no significant statistical relationship between 

the independent variable, mothers' current age and the dependent variables process 

access, effectiveness, outcomes clinical, interpersonal, evidence based care, legitimate 

care, user evaluation  and health status. One Way ANOVA used to check the 

hypothesis, the results shown in Table 5.49 below 

Table 5.49 Results of One Way ANOVA to test the dereferences according 

to mothers' current age

  
Source of  

Variation 

Sum of 

Squares 

Degrees of 

freedom 

Mean of 

Squares 

F value Significance 

1 Process Access 

B.G    

0.299 
 

W.G 

4.309 

  

Total    

Effectiveness

B.G    

  W.G    

Total    

1-2 
Clinical

B.G 

0.074 

  

  W.G    

Total    

1-1-2  
Evidence 

B.G   

0.05938 

  W.G    

Total    

 Legitimate 

B.G    

  W.G    

Total    

 Interpersonal  

B.G    

1.836 0.163 
W.G    

Total    
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3 Outcomes 

B.G 

0.384 
  

2.434 
 W.G    

Total    

 
User 

Evaluation 

B.G    

  W.G    

Total    

 Health Statues 

B.G    

  
W.G    

Total 

9.515 

  

* One Way ANOVA Significant at (α ≤ 0.05) 
  

The results show that there is no significant statistical relationship between the 

independent variable mother current age and the dependent variables process access,

effectiveness, outcomes clinical care, evidence based care, legitimate care, 

interpersonal care, health status and user evaluation. 

 

Table 5.50 Results of One Way ANOVA to test the dereferences according to 

mothers' level of education

  
Source of  

Variation 

Sum of 

Squares 

Degrees of 

freedom 

Mean of 

Squares 

F value Significance 

1 Process Access 

B.G    

1.410 
 

W.G 

4.160 

  

Total    

Effectiveness

B.G    

  W.G   

Total    

1-2 
Clinical

B.G 

0.041 

  

  W.G    

Total    

1-1-2  
Evidence 

B.G   

0.02796 

  W.G    

Total    

Legitimate B.G      
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 W.G    

Total    

Interpersonal  

B.G    

1.751 0.142 
W.G    

Total    

3 Outcomes 

B.G 

0.283 
  

0.878 
 W.G    

Total    

 
User 

Evaluation 

B.G    

  W.G    

Total    

 Health Statues 

B.G    

  
W.G    

Total 

9.515 

  

* One Way ANOVA Significant at (α ≤ 0.05) 

 

 

The sixteenth hypothesis was that there is no significant statistical relationship between 

the independent variable, mothers' level of education and the dependent variables 

process access, effectiveness, outcomes clinical care, interpersonal care, evidence 

based care, legitimate care, user evaluation  health status. One Way ANOVA used to 

check the hypothesis, the results shown Table 5.50 above. 

 

The results show that there is no significant statistical relationship between the 

independent variable mother level of education and the dependent variables process 

access, effectiveness, outcomes clinical care, evidence based care, legitimate care, 

interpersonal care, and user evaluation. But there was a significant statistical 

relationship between the independent variable, mother level of education and the 

dependent variable health status. 
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To detect for whom these differences refer to, L.S.D Test used as shown in   Table 5.51 

below to detect for what level of education these differences in the mother level of 

education   and   health statues refer to. 

 

Table 5.51 L.S.D between health statues mothers level of education

Mothers level of 

education 

Illiterate Elementary Preparatory Secondary 

Education 

Higher 

education 

Illiterate 
 0.1933  0.2798*  

  

Elementary      

Preparatory 
   -0.1181*  

 

Secondary 

Education 
     

Higher 

education -0.2333*  
   

*L.S.D Significant at (α ≤ 0.05) 

 

The results point out that the illiterate mothers' children were in good health status, this 

may be explained by the quantity of time the mother spends with her child may enable 

her to follow his treatment ,diet and follow up the instructions given by the care giver. 

Another explanation may be that those illiterate mothers have better access to good 

nutrition as their financial status may be better. 

 

 

 

Table 5.52 Results of One Way ANOVA to test the dereferences according to   

fathers' level of education

  
Source of  

Variation 

Sum of 

Squares 

Degrees of 

freedom 

Mean of 

Squares 

F value Significance 

1 
Process Access 

B.G    

0.641 
 

W.G 

4.249 

  

Total    

Effectiveness

B.G 0.085   

  
W.G    
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Total    

1-2 
Clinical

B.G 

0.124 

  

  
W.G    

Total    

1-1-2  
Evidence 

B.G   

0.02175 

  
W.G    

Total    

 Legitimate 

B.G    

  W.G    

Total    

 Interpersonal  

B.G    

1.744 0.143 
W.G    

Total    

3 Outcomes 

B.G 

0.152 
  

0.468 
 

W.G    

Total    

 User Evaluation 

B.G    

  W.G    

Total    

 Health Statues 

B.G    

  
W.G    

Total 

9.515 

  

* One Way ANOVA .Significant at (α ≤ 0.05) 

 

The seventeenth hypothesis was that there is no significant statistical relationship 

between the independent variable fathers level of education and the dependent variables 

process access, effectiveness, outcomes clinical care, interpersonal care, evidence 

based care, legitimate care, user evaluation and health statues. One Way ANOVA used 

to check the hypothesis, the results shown in Table 5.52above.  

 

The results show that there is no significant statistical relationship between the 

independent variable fathers level of education  and the dependent variables process 
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access, effectiveness, outcomes clinical care, evidence based care, legitimate care, 

interpersonal care, health status and user evaluation. 

 

The eighteenth hypothesis was that there is no significant statistical relationship 

between the independent variable , number of children and the dependent variables 

process access, effectiveness, outcomes clinical care, interpersonal care, evidence 

based care, legitimate care, user evaluation and health status. One Way ANOVA used to 

check the hypothesis, the results shown in Table 5.53below.  

The results show that there is no significant statistical relationship between the 

independent variable number of children and the dependent variables process access,

effectiveness, outcomes clinical care, evidence based care, legitimate care, 

interpersonal care, health status and user evaluation. 

 

 

 

 

 

 

 

 

 

 

 

 

Table 5.53 Results of One Way ANOVA to test the dereferences according to   

number of children 

  
Source of  

Variation 

Sum of 

Squares 

Degrees of 

freedom 

Mean of 

Squares 

F -value Significance 

1 Process Access 

B.G 0.130   

1.454 
 

W.G 

4.197 

  

Total    

Effectiveness

B.G    

  
W.G    
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Total    

1-2 
Clinical

B.G 

0.276 

  

  
W.G    

Total    

1-1-2  
Evidence 

B.G   

0.123 

  
W.G    

Total    

 Legitimate 

B.G    

  W.G    

Total    

 Interpersonal  

B.G    

1.818 0.146 
W.G    

Total    

3 Outcomes 

B.G 

0.409 
  

1.722 
 

W.G    

Total    

 
User 

Evaluation 

B.G    

  W.G    

Total    

 Health Statues 

B.G    

  
W.G    

Total 

9.515 

  

 * One Way ANOVA .Significant at (α ≤ 0.05) 

 

 

The nineteenth hypothesis was that there is no significant statistical relationship 

between the independent variable , child weight at birth  and the dependent variables 

process access, effectiveness, outcomes clinical care, interpersonal care, evidence 

based care, legitimate care, user evaluation and health status. One Way ANOVA used to 

check the hypothesis, the results shown in Table 5.54 below. 

. 

Table 5.54 Results of One Way ANOVA to test the dereferences according to child 

weight at birth 
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Source of  

Variation 

Sum of 

Squares 

Degrees of 

freedom 

Mean of 

Squares 

F- value Significance 

1 Process Access 

B.G 0.05797   

0.964 
 

W.G 

4.269 

  

Total    

Effectiveness

B.G   

  W.G    

Total    

1-2 
Clinical

B.G 

0.093 

  

  
W.G    

Total    

1-1-2  
Evidence 

B.G   

0.02014 

  
W.G    

Total    

 Legitimate 

B.G    

  W.G    

Total    

 Interpersonal  

B.G  

2 

 

1.349 0.263 W.G    

Total    

3 Outcomes 

B.G 

0.219 
  

1.373 
 

W.G    

Total    

 
User 

Evaluation 

B.G    

  W.G    

Total    

 Health Statues 

B.G    

  
W.G    

Total 

9.515 

  

*One Way ANOVA .Significant at (α ≤ 0.05) 

 

The results show that there is no significant statistical relationship between the 

independent variable child weight at birth and the dependent variables process access,
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effectiveness, outcomes clinical care, evidence based care, legitimate care, 

interpersonal care, health status and user evaluation. 

 

The twentieth hypothesis was that there is no significant statistical relationship between 

the independent variable, type of delivery and the dependent variables process access,

effectiveness, outcomes clinical care, interpersonal care, evidence based care, 

legitimate care, user evaluation and health status. One Way ANOVA used to check the 

hypothesis, the results shown in Table 5.55below. 

The results show that there is no significant statistical relationship between the 

independent variable type of delivery and the dependent variables process access,

effectiveness, outcomes clinical care, evidence based care, legitimate care, 

interpersonal care, health status and user evaluation 
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Table 5.55 Results of One Way ANOVA to test the dereferences according to child 

type of delivery

  
Source of  

Variation 

Sum of 

Squares 

Degrees of 

freedom 

Mean of 

Squares 

F- value Significance 

1 Process Access 

B.G 0.04597  

1.535 
 

W.G 

4.281 

  

Total    

Effectiveness

B.G    

  W.G    

Total    

1-2 
Clinical

B.G 

0.031 

  

  
W.G    

Total    

1-1-2  
Evidence 

B.G   

0.00212 

  
W.G    

Total    

 Legitimate 

B.G    

  W.G    

Total    

 Interpersonal  

B.G    

0.599 0.440 
W.G    

Total    

3 Outcomes 

B.G 

0.08389 
  

1.045 
 

W.G    

Total    

 
User 

Evaluation 

B.G    

  W.G    

Total    

 Health Statues 

B.G    

  
W.G    

Total 

9.515 

  

  * One Way ANOVA .Significant at (α ≤ 0.05) 
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The twenty first hypothesis was that there is no significant statistical relationship 

between the independent variable , gestational age and the dependent variables process 

access, effectiveness, outcomes clinical care, interpersonal care, evidence based care, 

legitimate care, user evaluation and health status. One Way ANOVA used to check the 

hypothesis, the results shown in Table 5.56 below.  

 

Table 5.56 Results of One Way ANOVA to test the dereferences according to child 

gestational age

  
Source of  

Variation 

Sum of 

Squares 

Degrees of 

freedom 

Mean of 

Squares 

F- value Significance 

1 Process Access 

B.G 0.009392   

0.311 
 

W.G 

4.318 

  

Total    

Effectiveness

B.G    

  W.G    

Total    

1-2 
Clinical

B.G 

0.004 

  

  
W.G    

Total    

1-1-2  
Evidence 

B.G   

0.01810 

  
W.G    

Total    

 Legitimate 

B.G    

  W.G    

Total    

 Interpersonal  

B.G    

0.217 0.642 
W.G    

Total    

3 Outcomes 

B.G 

0.000486  
  

0.011 
 

W.G    

Total    

 
User 

Evaluation 

B.G    

  W.G    

Total    
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 Health Statues 

B.G    

  
W.G    

Total 

9.515 

  

 * One Way ANOVA .Significant at (α ≤ 0.05) 

 

The results show that there is no significant statistical relationship between the 

independent variable gestational age and the dependent variables process access,

effectiveness, outcomes clinical care, evidence based care, legitimate care, 

interpersonal care, health status and user evaluation 

 

The twenty second hypothesis was that there is no significant statistical relationship 

between the independent variable ,  number of fetuses  and the dependent variables 

process access, effectiveness, outcomes clinical care, interpersonal care, evidence 

based care, legitimate care, user evaluation and health status. One Way ANOVA used to 

check the hypothesis, the results shown in   Table 5.57 below.  

 

Table 5.57 Results of One Way ANOVA to test the dereferences according to 

number of fetuses 

  
Source of  

Variation 

Sum of 

Squares 

Degrees of 

freedom 

Mean of 

Squares 

F- value Significance 

1 Process Access 

B.G 0.05766   

0.635 
 

W.G 

4.269 

  

Total    

Effectiveness

B.G    

  W.G    

Total    

1-2 
Clinical

B.G 

0.078 

  

  
W.G    

Total    

1-1-2  
Evidence 

B.G   

0.107 

 
W.G    

Total    
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 Legitimate 

B.G    

  W.G    

Total    

 Interpersonal  

B.G    

0.577 0.631 
W.G    

Total    

3 Outcomes 

B.G 

0.114 
  

0.457 
 

W.G    

Total    

 
User 

Evaluation 

B.G    

  W.G    

Total    

 Health Statues 

B.G    

  
W.G    

Total 

9.515 

  

 * One Way ANOVA .Significant at (α ≤ 0.05) 

 

The results show that there is no significant statistical relationship between the 

independent variable number of fetuses and the dependent variables process access,

effectiveness, outcomes clinical care, evidence based care, legitimate care, 

interpersonal care, health status and user evaluation. 
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Chapter Six 

 

Discussion and Conclusions  

  

6.1 Discussion of Results  

 

Quality indicators used in this study such as access, effectiveness and outcome point out 

that the clinic has satisfactory conditions. 

Assessment of the access quality showed high level of physical infrastructure with 

availability of essential equipment and materials for both anemia prevention and 

treatment and growth monitoring in the clinic. Also it was well staffed with doctor, 

nurse, lab. technician, pharmacist and door keeper during the data collection and three 

months prior to the study. The health facility has the complete set of materials; it has the 

required child booklet and nutrition and counseling cards. 

The process access which is a client centered care was considered a major category of 

quality assessment. Its six components(indicators) were assessed and showed that 

examination of the newborn and recording the findings on the health records were 
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satisfactory helped by the fact that all newborn registered with UNRWA Health Centers 

must have complete medical examination on registration.  

Weight checked against growth charts showed a rate of 100% which indicates a good 

implementation of UNRWA technical instructions. However, Hemoglobin checked in 

children between six and twelve months was well below UNRWA standard of care as 

was the explanation to the mothers about the administration instructions of the iron 

supplements prescribed to children who visited the clinic for preventive services. 

 

The quality of effectiveness of clinical care (evidence-based care) was assessed by 

both in the descriptive analysis as shown in table 5.17 and5.18, and co- relational 

analysis(section 5.2.1) as shown in table 5.23 and 5.2 . Quality of providing 

preventive child care in anemia prevention and treatment, growth monitoring, and 

health education was assessed .The actual (observed) performance level compared 

with expected levels for a number of diagnostic, therapeutic and counseling tasks were 

carried out. A significant performance gaps were found in effectiveness of care of 

child health services, especially in the area of hemoglobin checking and follow up, and 

in the counseling of mothers regarding diet, administration of medication (iron) 

prescription, and giving scheduled visits for follow up for anemia .Evaluation of child 

health services delivered by UNRWA primary health facility in the study area have 

documented that the quality of care was inadequate, with poor health worker 

performance. 

 

Analysis documented inadequate case-management for anemia in the study, 74.1% 

(n=127) of children were examined and 28.6% (n=24) of confirmed cases left the 

facility without treatment and 71.4% (n=60) of those who were treated for anemia were 

under treated and not followed up. Also about 25.7% (n=44) of the children were not 

checked for Hb. at proper time according to UNRWA instruction. 

 

The quality of effectiveness of clinical care (Legitimate care), was assessed by using 

both descriptive analysis as shown in tables 5.15 to 5.18, and co-relational analysis 

(section 5.2.2) as shown in Table 5.25  the quality of effectiveness of clinical care 

(Legitimate care) was assessed .Although the difference between the two sexes were in 

favor of, it did not reach statistical significance. 
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The nurse showed enhanced counseling and communication skills with the mothers, the 

analysis of effectiveness of interpersonal care of child health services using both 

descriptive analysis as shown in tables 5.15 to 5.18, and co- relational analysis 

(section5.2.3) .As shown in Table 5.27 and 5.28  the quality of effectiveness of 

interpersonal care, the actual (observed) performance level compared with expected 

levels for a number of diagnostic, therapeutic and counseling tasks was carried out. A 

significant performance gap was found as seen in Table 5.27, effectiveness of care of 

child health services, especially in the area of hemoglobin checking and follow up, and 

in the counseling of mothers regarding diet, administration of medication (iron) 

prescription, and giving scheduled visits for follow up for anemia treatment reported 

that the task of evaluation of child health services delivered by UNRWA primary health 

facility in the study area has documented that the quality of care was inadequate, 

evaluation of primary health care services reported poor health worker  performance. 

Results show that only 33.9%; (n=58) of the mothers of anemic children in the study 

population was advised about the importance of proper nutrition rich in iron.

For children who needed an oral iron supplements medication and who were prescribed, 

only 12.8%(n=22), of the mothers were advised on how to administer the treatment, and 

only 5.3 % of the mothers were advised to give extra fluids and continue feeding during 

the treatment. 

This shows that only 20.4 %,( n=35) of the children mothers were assessed about 

practices about anemia, and only 21.6 %,( n=37) of the children mothers were assessed 

about level of any information about anemia. Only25.7%, (n=44) of the mothers have 

been informed about the importance of gaining weight for the child health. Results 

points out that only5.2 %,( n=9) of the served mothers were given any information 

about preventive measures of anemia. Only 14.3% of the mothers were asked if they 

have any question.

 

Only 15.7 %,(n=27) of the mothers comprehension of the instructions given was 

assessed by the care giver during the mother visit to the clinic for preventive services. 

The outcome of care was assessed in using both descriptive analysis shown in tables 

5.15 -5.18, and co- relational analysis (section5.2.4).As shown in Table 5.28 although 
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the difference between the two sexes were in favor of, it did not reach statistical 

significance. The analysis of outcomes (user evaluation) of care of child health services  

as the actual (observed)  mother level  of knowledge compared with expected levels for 

a number of diagnostic, therapeutic and counseling tasks were carried out. A significant 

performance gap was found as seen in Table 5.29. It was found that care takers reported 

high levels of correct knowledge about how to care for their children, and reported low 

levels of correct knowledge about how to give iron supplementation to their children 

with anemia to prevent complications. 

 

Results on the other hand showed that only74.2%, (n=127) of the served mothers 

reported that they were given guidelines about infant feeding. 24.6 %,( n=42) of the 

mothers who brought their children to the MCH clinic did not receive any kind of 

counseling during their visits. Results pointed out that only16.9%,(n=29) of the mothers 

of anemic children in the study population know about the amount (dose) of iron 

supplementation showed be given to their children, and that only10.5%,(n=18) of the 

mothers of anemic children know about the correct frequency of iron supplementation 

showed be given to their children, and only15.4%,(n=23) of them know about the 

duration of iron supplementation should be given to their children. Results also show 

that only25.7 %( n=44) of the mothers think that their children cannot be fully cured by 

sticking to iron supplementation only. Results showed that only 16.3%(n=23)  of the 

mothers of the anemic children know when they can get to refills for the iron prescribed 

for their children, and only 17.5%(n=30)  of the mothers know when they can get to 

repeat the Hb. level for their children. 

A significant statistical relationship was found when factor analysis (section 5.3) carried 

out in order to detect the relationship between the 3 major dimensions of quality 

indicators which are; access, effectiveness and outcome (table 5.32). This shows that the 

process access for care has better results than effectiveness of that care and outcome, 

and this comes with the expectations that the protocols and technical instructions were 

implemented in a good manner.

 A statistical relationship between effectiveness of clinical care and effectiveness of 

interpersonal care were found (table 5.33), this can be explained as the clinical care 

compose the implementation of the regulations and technical instructions related to 
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anemia prevention and treatment, growth monitoring, and health education. 

Effectiveness of clinical care measures the care giver practices and implementation of 

these instructions. The nurses were more sticking on the implementation of the 

instruction given, and spend more time in these actions instead of interact with the 

mother and or dig more in the child record to check and followed up the treatment or the 

plans for treatment.

The evidence-based care is offered in more satisfactory level as these clinical skills are 

more implemented and followed up by the supervisors and senior staff. So it shows 

better range than legitimate clinical care (table 5.34). 

Results showed that there is a significant statistical relationship between effectiveness 

of clinical care and user evaluation (table 5.35). The user evaluation shows better results 

than clinical care provided ,this can be explained by that the mother knowledge was not 

necessarily be  one the outcomes of those given by the nurse . 

The knowledge and experience of the mothers are not always due to the health care 

instructions given by the nurse, the mother own experience, education and attitudes 

affect her input and output about health related information (table 5.39). The process 

access of care provided has a big effect on the mothers' information and evaluation 

about the care given to their children. So, the user evaluation shows big score than the 

interpersonal care, the clinical care and the process access. The process access for care 

provided has a major effect on the health status of the child. 

 

Since the population served is relatively of homogenous socio-demographic 

characteristics it had only limited impact on the quality of care in all sub-scales and the 

total scores, the study was able to detect some significant impact of mothers' age, 

educational status, and place of residence but these were relatively small. 

The impact of the individual characteristics on the various scores is presented and the 

results show that health personal practices and conduct are perceived as poorer by 

relatively educated mothers.

 

Analysis show that children age25m-36m have better results than those age 6m -24m, 

this may refer to the communication between the nurse and the mothers ,the children are 

usually registered as soon after birth at UNRWA health center for follow up and to 

receive PHC. Mothers of children in this age group some times develop special relation 
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with the nurse; this makes the mother ask about her child health needs and problems 

more often.   

Children age 6m-12m have better health status than those 13m-36m.This may suggest 

that mothers of this age group may be more careful about their children health, another 

explanation may be that the nurse are more adherent to implement the technical 

instructions regarding growth monitoring, and checking Hb. level, when the child reach 

6m of age.  

As shown in table 5.48 mothers marred at age 24y-35y show better results in evaluating 

the health care provided, this may be explained as these mothers are more aware of the 

instructions given, they have more information about the health related issues.    

 

The results point out that the illiterate mothers' children were in good health status 

(table 5.51), this may be explained by the quantity of time the illiterate mothers spend 

with their children which may enable them to follow their treatment, diet and follow up 

the instructions given by the nurse. Another explanation may that those illiterate have 

better access to good nutrition as their financial status may be better.  

 

6.2 Conclusion  

 This descriptive co- relational study investigated the quality of care given to children 

6m -36m   to assess and describe the quality of mother-nurse interaction that occurred 

during preventative and problem solving visits in three selected areas (anemia, growth 

monitoring, and health education) at Balata Primary Care Clinic .In an area in which 

issues concerning cost and quality of care are constantly raised, it is increasingly 

important that nurses should be able to define their unique contributions to quality of 

primary care. 

These services were chosen because they address conditions of high prevalence, are 

associated with poor long-term outcomes with significant functional impact, and have 

demonstrated efficacy in the clinical intervention. 

 

The process quality is a measure which accurately represents the provider’s ability to 

respond to a range of conditions which cause poor human growth in such a low income 

settings with difficult political situation. The researcher uses the tool that measures the 
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process quality of child healthcare, which offers an objective method of evaluating what 

occurs during the encounter between the mother and the nurse, and whether the nurse 

performance was according to the established standards of care, and technical 

instructions sited by the UNRWA.   

 

The majority of previous studies in this area have employed structural quality measures 

to evaluate health interventions, such as the presence of medical doctors, nurses, 

hospital beds, drug supply, and   midwives. The assumption in employing structural 

measures is that the availability of such tangible assets leads to high technical quality 

with no variation in provider practice. Yet the existence of a facility or clinician is not 

synonymous with high quality care. Research conducted in the U.S. and internationally 

has demonstrated not only enormous variation in provider practice but also that such 

variation can be linked to adverse health events (Ditrich, 1997).

Preventive visits should have higher levels of health promotion information, and health 

promotion goal-setting behaviors, and including an emphasis on early intervention, self-

care, and ongoing case management, and stress the importance of communication skills 

and holistic care.

 

The health outcomes are determined by the fitness of provider responses to individual 

child health status, and with the presenting needs of the child, and then positive 

outcomes are more likely to occur. Offering of active listening, comfort, reassurance is 

considered as an effective support for the mothers .Health information varies in type, 

quantity, and complexity. Information given should includes knowledge of the mother 

about the health examinations, health promotion activities, the nature of the health care 

problems, medications, and treatment options that are needed to help here in managing  

anemia. This information forms the cornerstone for mothers decision making and goal 

setting regarding their children treatment and follow up ,and assisting the mothers to 

make decisions regarding health practices through helping them to be aware of what 

they do and not to do to maintain their children health, and assisting mothers to see the 

relationship between their behaviors and specified health outcomes related to their 

children, and  helping them to see what can and can not be changed with regard to their 

child health states. 
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The researcher suggests that quality in the presence of some practical and affordable 

health system tools is feasible for implementation at high level of coverage in resource 

restricted agency, and is likely to lead to rapid gains in child survival, health and 

development if adequate coverage levels can be achieved and maintained. 

 

Cost and impact of quality can be used to strengthen the delivery of child health 

interventions and the implementation of the anemia prevention and treatment strategy.   

 

Quality can be improved by making changes to healthcare systems without necessarily 

increasing resources. Interestingly, improving the processes of healthcare not only 

creates better outcomes, but also reduces the cost of delivering healthcare: it eliminates 

waste, unnecessary work, and rework. 

 

 

 

6.3 Recommendations   

 

1) Supervisors should assess the nurses own strengths and weaknesses and identify 

specific skills that need improvement. 

2) The managers and supervisors at BHC should determine whether specified 

procedures are being carried out, how well they are being carried out, and which 

tasks need improvement. 

3) The managers and supervisors at BHC should determine the need to improve the 

nurses' skills and appreciate the benefits that will results. 

4) The health workers at BHC should realize the patients' rights to receive quality 

services. 

5) The manager of the program should clarify the primary objective of 

providing such health services and to assess the extent to which the 

provision of quality services will help in achieving the stated objective. 

6) Supervisors should explore continuity and support for continuous quality 

improvement through supervision visits.  

7) The managers and supervisors at BHC should realize that the provision of 

quality services will help to achieve the stated objectives of providing 

services. 
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8) Finally inspecting main activities or processes by the Supervisors is another way 

that management may attempt to identify and solve problems. 

 

6.4 Farther studies needs  

  Farther studies must be done to explain why health worker performance in this area 

of PHC was maintained at low levels with the presence of relatively strong health 

system support. 
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 I-Encounter Observation Check List  

Serial number----------- 

 

 
 Theme I. Growth monitoring/nutrition education     

 1.1 Age calculation  

 Did the service provider  

Yes No NA 

1  - Base calculation on birth certificate?    

 2- -Correctly calculate the (age)?      

 3- -Correctly record the age     

  1.2 Weighing 

Did the service provider 

Yes No NA 

4-  - Set scale to 0     

5-  -Place child correctly on scale    

6-  -Correctly read scale?      

7-  -Correctly record weight \    

 1.3 Locating the child's growth on chart

Did the service provider  

Yes No NA 

8-  - Locate the child's age at the correct age     
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9-  -Locate the child's weight at correct weight     

10-  -Connect to previous growth point     

 1.4 Growth monitoring and nutrition education

Did the service provider do the following   

Yes No NA 

11-  -Tell mother whether child has gained, lost ,or stayed the same since last 

weighing  

   

12-   - Tell mother the extent of weight normality   of the child     

13-  - Use growth chart to explain to mother how her child is growing     

 1.5-Malnourished  children 

 Did the service provider do the following for malnourished  children and 

for children who have not gained weight since the last session  

Yes No NA 

14-  -Ask if the child has had any health problems since last weighing (visit)

  

   

15-   -Make recommendations regarding child feeding and care     

16-  -Explain importance of good breast feeding practices?    

17-  -Explain importance of good weaning practices?    

18-  -Explain which locally available foods constitute a balanced diet for 

children? 

   

19-    -Explain how to feed children during illness     

20-  -Tell mother when to take child for next weighing     

21-  -Ask mother if she has any questions     

22-  - Explain the importance of gaining weight for health (child growth and 

development)  

   

23-  - Explain the purpose of growth monitoring     

24-  -Provide mothers with available health education materials     

 1.6 Weaning

Did the service provider tell the mother  

Yes No NA 

25- -For how long she will breast feed     

26-  - Explain the importance of introducing complementary foods during a 

two-month transitional period (i.e., months five and six  

   

27- -Explain that children should be breastfed (not exclusively) for at least 

one year? 

   

28- -Explain that children should be breastfed preferably for up to 2 years of 

age or beyond  

   

29-  Explain to mother the administration schedule for nutrition

supplements?  

   

 Theme II.  Anemia     

 2.1 Medical history

Did the service provider  

Yes No NA 
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30- -Ask about chief complaints?     

31- - Ask about child anemia history     

32- -Ask about family anemia history     

33- -Ask about previous treatment response?    

   2.2 Physical examination

Did the service provider  

Yes No NA 

34 Check color of conjunctiva     

35 -Ask about   current treatment response?     

 2.3 Laboratory test

Did the service provider   

Yes No NA 

36-  Request Hb level?     

 2.4 Diagnosis treatment, nutrition education

Did the service provider  

Yes No NA 

37- -Document the etiology of the anemic condition     

38- -Provide appropriate treatment according to condition     

39- -Provide nutrition counseling     

40- Tell mother to increase her child total quality food and liquid intake 

during treatment?  

 

   

41- Tell mother to balance her child food intake? 

 

   

42- Explain to mother the administration schedule for iron   prescribed? 

 

 

   

43- -Discuss the importance of proper nutrition (rich in iron)  ?  

 

   

44- -Discuss the importance of proper iron supplementation?     

45- -Schedule a return/follow-up appointment after 1month of treatment to 

evaluate treatment response  

   

46- -Provide a referral to a specialist if the anemia is due to causes other than 

(IDA) .  

   

  2.6 Determine educational background 

-Did the service provider  

Yes No NA 

47- -Assess care takers   level of education     

48- -Assess  the mother knowledge about anemia     

49- -Assess  the mother practices about anemia     
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50-    -Clearly define the purpose of the Provider-client encounter?    

 51- -Discuss the relevance and purpose of the issue of anemia     

52- -Remain focused on the issue of concern?     

53- -Discuss potential complications?    

54- -Discuss potential danger signs     

55- Explain socio-economic risk factors?    

56- -Explain behavioral risk factors?    

57- -Explain environmental risk factors?    

58- -Discuss progress of anemia?    

59- -Discuss   prevention of anemia      

60- -Discuss specific recommended behavior changes     

61- -Discuss benefits of the proposed behavior change     

62-  Discourage dietary habits that restrict important foods/food groups for 

anemic children? 

 

   

63- Encourage those cultural practices that promote consumption of 

important foods for anemic children? 

 

   

64-   -Discuss when to go for services/follow up or  

seek help, if needed  

   

 2.7Theme 3 Use of appropriate techniques

Did the service provider  

Yes No NA 

65-  - Establish good rapport with the care taker      

66-   -Avoid use of technical/medical terminology     

67-   -Speak clearly and make eye contact     

68-   -Display willingness to compromise as needed     

69- -Discuss problems   that are realistic and relevant to the care taker    

70- -Assess the mother comprehension of the instruction given ?    

71- -Ask the mother if she has any questions     

72-   -Respond thoroughly to questions from the mother     

 2.8 Theme 4 Use of materials  Yes No NA 

73-  - Use materials appropriate for illiterate attendee, if necessary    

74-  - Distribute related available educational materials     
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Questionnaire Used in Data Collection 

 

Exit interview with the mothers 

 

English Version 
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Serial number-------------- 

 II-Exit interview with the mothers

I Growth monitoring and nutrition knowledge: 

Mark "yes" if the respondent answers correctly: 

(Based on UNRWA protocol)

Yes No DK NA

1 Do you know how much does your child weigh? 

2 Since the last weighing; did your child : 

1-Gain weight? 

2- Loose weight? 

3- Stays the same? 

3 Do you know when will you return for growth monitoring?

4 Did you breastfeed your child? 

5 Was your child exclusively breastfed?

6 How long was your child breastfed (in full months)? 

1- Less than 3 months 

2- 3 to 6 months 
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3- More than 6 months to 1 year 

4- More than 1 year

7 Why was breastfeeding stopped? 

1- Because of pregnancy 

2- Because of maternal illness 

3- Because of infant illness 

4- Because of milk intolerance 

5- No apparent reason

8 Did you ever use artificial formulas? Yes No DK NA

9 Why was artificial formula introduced? 

1- Because of pregnancy 

2- Because of maternal illness 

3- Because of infant illness 

4- Because of milk intolerance 

5- Just as supplement.

10 At what age you start giving artificial formula?  

1- Less than 3 months 

2- 3 to 6 months 

3- More than 6 months to 1 year 

4- More than 1 year 

11  When were solid foods introduced? 

1- Less than 4 months 

2- 4-6 months 

3- More than 6 months

12 What kind of solid foods were first introduced to your child? 

1- Cereals 

2- Starch products 

3- Vegetables 
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4- Juices 

5- Ordinary food

13 26-At what age did the child start eating the following 

No. <4m 4m- 

6m 

6m-

12m 

>12m 

1- Fruits     

2-Vegetables     

  3-Cerelac/rice cereal     

4- Eggs       

5 Meat/chickn       

6- Hous holed food     

14  Have you been given guidelines about infant feeding? 

15 If "yes" where these instruction similar to your practices? 

16 If no will you accept to change your practices and follow the new instruction? 

17 Where these guidelines helpful to you? 

II If the child is anemic: Mark "yes" if the respondent answers correctly: Yes No DK NA

18 Do you know what anemia means?

19 Do you know what causes anemia?

20 Do you know what the signs and symptoms of anemia are? 

21 Is there one type of anemia or more?

22 Have you an idea what Hemoglobin is?

23 Do you know what Iron Deficiency Anemia means (IDA)?

24 Has any of your children had ID anemia?

25  Has any of your children been treated for IDA?

26 Do you know what medicines are used to treat IDA?

27 Do you know what makes the iron stores in the body to drop?  

28 Did your child suffer of ID anemia before?

29 Did you use medications for anemia to treat him? 

30 Did he respond well to the therapy?

31 If no; why do you think he did not respond to the therapy?

32 Do you know three kinds of foods that contains large amount of iron?

33  Do you know the foods that interfere with iron intestinal absorption?

34 How much do you give your child (dose) of iron supplement? 

35 How often to administer the drug? 

36 Fore how long to administer the drug? 

37  Do you think your child can be fully cured by sticking to iron supplementation only?

38 If no, what else is important for care? 

1-Sleeping well. 
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2- Giving him iron rich diet. 

3-Giving him diet rich with calcium. 

39 Do you know when you can get refills for the drug? 

40     Do you know when you can get to repeat the Hb level?     
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Researcher Scale 

 

 

Questionnaire Used in Data Collection 

 

Record review 

English Version 
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III-Record review                                    

 

Review of medical reports belonging to the questionnaires respondents 

 

Serial number:------------------------------------ 

 

Part 1    Demographic Data  

 

1-Six of the child  

1-Male 

2-Female 

 

2-Place of residence 

1-Camp 

2-Village 

3-City 

 

 3-Child age in full months. 

1-Six-12M 

2-13-24M 

3-25-36M 

 

4-Age at registration  

1-0-31 days 
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2-32-60 days 

3- 60 days 

 

5-Mother's marital age: 

1- Younger than 16 years

2- 16-24 years 

3- 25-34 years 

4- 35-40 years 

5- Above 40 years 

6-Mother's current age: 

1- Younger than 16 years

2- 16-24 years 

3- 25-34 years 

4- 35-40 years 

5- Above 40 years 

 

7-Mother's level of education 

1- Illiterate 

2- Elementary 

3- Preparatory 

4-Secondary education   

5-Higher education   

 

8-Father's level of education 

 1- Illiterate 

2- Elementary 

3- Preparatory 

4-Secondary education   

5-Higher education   

 

9-Number of children 

1-One baby 

2- 2-4 children 

3- 5-6 children 

4- More than 6 children 

 

Part 2 Medical History 

 

10-Weight at birth 

1- Less than 2.5 kg. 
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2- 2.5-4.0 kg 

3- More than 4 kg. 

11-Type of delivery 

1-Normal vaginal delivery 

2-Caesarian section 

3-Instrument assisted 

 

12-Gestational age 

1-Premature 

2-Term 

3-Post term 

13-Number of fetuses 

1-Single 

2-Twins 

3-Triplets 

4-More than 3 

 

 

Part 4 Growth and Development 

 

20-Child first teeth  at age:--------------------- 

21-Sitting at   age:---------------------------- 

22-Walking at age:--------------------------- 

Part 5 Anemia screening, treatment and follow up 

 

 23-Hemoglobin checked at 6 months 

1-Yes 

2-No 

3-ND 

24-If yes; the result was  

S.N 

   

 Theme 3 First Child Postnatal Visit: 

Did the service provider  

    

Yes No D K NA 

14-  - Examine the new-born      

15- Record findings of history and physical examination health record ?     

16-   If the child is malnourished(less than  2.5kg), was he refereed for 

growth monitoring clinic ? 

    

17-   Recommend locally available protein- rich foods?     

18-  Tell mother to register child for well-child clinic care?     

19-  Presence of Congenital abnormality
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                                 1) Hb. >11 gr./dl 

                                 2) Hb.10.9-10.0 gr. /dl 

                                 3) Hb. 9.9- 7.0 gr. /dl 

                                 4) Hb. below 7.0 gr. /dl 

 

S.N  Yes No Not Documented 

25- If baby was anemic (Hb. less than 11gr/dl), were Iron supplements 

prescribed? 

   

26- If "yes"; Was Hb. repeated after one month?      

27- If "yes" was Hb. normal?    

28- If still anemic; was further Iron supplementation, given?    

29- If Yes, was Hb.  repeated after 2 months?         

30- If was repeated, were results normal (>11gr. /dl)    

31- If Hb. was below normal, was the child referred for further 

assessment 
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Researcher Scale 

 

 

Questionnaire Used in Data Collection 

 

The Clinic Observation Check List 

 

English Version 
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IV-The Clinic Observation Check List  

For each of the following items. Please identify if an item listed is available. Then 

assess its condition  

 

Available=Yes  .Not available == No  

Condition: satisfactory=(Satis) Unsatisfactory =(Unsatis)  Not applicable=(NA)  

 

S.N Item category Availability Condition 

 A- Physical Infrastructure Yes No  Satis. Unsatis. NA 

1- Accessibility for clients        

2- Well ventilated clinic       

3- Well lighting clinic       

4- Enough space ( number of rooms)       

5- Water supply availability        

 B- MCH Waiting room Yes No  Satis Unsatis NA 

6- Waiting room availability       

7- Enough space in waiting room         

8- Waiting room  is clean        

9- Good lighting       

10- Well ventilated       

11- Are there Benches       

12- Are there chairs        

13- Refuse disposal bins        

 C-MCH Furniture Yes No  Satis. Unsatis. NA 

14- Are there Desks       

15- Are there chairs        

16- Refuse disposal bins        

17- Infant couch       

18- Telephone        

19- Refrigerator        

 C- Equipment and facilities Yes No  Satis. Unsatis. NA 

20- Signs to direct clients to appropriate place 

& information  

      

21- Educational materials for clients in the 

waiting room. 

      

22- Equipment for hemoglobin test.        

23- Infant weight scale.       

24- More than one stethoscope        

25- Infant cards       

26 Home based cards       

27- Infant registration Book       

28- Iron supplementation        

29- Health education material related to 

anemia  
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30- Health education material related to 

nutrition education  

      

 D- Human Resources Yes No  Satis. Unsatis. NA 

31- Doctor        

32- Staff nurse        

33- Practical nurse       

34- Lab Technician         

35- Pharmacist        

36- Door keeper        

 

 

 

 

 


