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Abstract 

Background: 

Primary hypothyroidism is one of the most critical endocrine disorders that affects human beings 

at birth. It is a leading cause of mental and physical growth retardation disorders. 

Justification: 

This study will be carried out to assess the management process of PH that involves the availability 

of services to early diagnose cases of PH and the provision of prescribed medication. 

Purpose and objectives: 

This study aims to evaluate the services provided to children with primary hypothyroidism at 

governmental clinics in the Gaza Strip. To assess the services, and quality of life among children 

diagnosed with PH, to identify areas of weaknesses and strengths, of the provided services, to 

assess the perspectives of caregivers, and to suggest recommendations to improve the quality of 

services. 

 

Methods:  

The design of this study is a mixed method that entailed triangulation of quantitative and 

qualitative data collection methods. The quantitative study utilized three instruments: the first tool 

is structured questionnaires to collect the quantitative data from caregivers of children diagnosed 

with primary hypothyroidism; the second tool is the Quality-of-life Questionnaire, and the third 

tool was the Strengths and Difficulties Questionnaire. In total, the quantitative data collected from 

212 caregivers. The qualitative study utilized two instruments, the first is the in-depth interviews 

and the second tool is the abstraction sheet that was developed to collect data from medical 

records. The qualitative data included in-depth interviews with 10 key informants. The Statistical 

Package for Social Sciences version 25 for quantitative data analysis was used to analyze the 

quantitative data and the open coding thematic method was used to analyze the qualitative data. 

Results: 

The study revealed that the mean age of children diagnosed with primary hypothyroidism was 6.47 

years and that 60.4% of them were females. Almost one-third of children had delayed in diagnosis, 

at age two month and more. Near two-thirds (65.3%) of children aged when the diagnosis was one 

month and less according to what was documented in medical files. 

The majority (88.1%) of children with primary hypothyroidism received medications from the 

governmental primary health care centers, mainly from the Al Remal clinic, and 14.9% reported 

that they received medications from UNRWA clinics. Unexpectedly, only 2.5% received systematic 

psychological support. For service utilization, 81.9% of participants caregivers reported that there 

are shortages in laboratory tests and 89.9% reported that there are shortages in certain 

medications in government clinics.  

The caregivers of children diagnosed with primary hypothyroidism reported that the main 

challenges and barriers to services utilization are the lack of appointments system (71.8%); the 

lack of specialized services (51.5%); the lack of medications (48.5%); and financial barriers 

(95.3%). Additionally, the results of the study have shown that there are gaps in service provision, 

including shortages of many specialists, such as pediatrician, family medicine physicians, nurses, 

psychologists, and nutritionists. The findings of the qualitative data revealed existing of protocols 
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for primary hypothyroidism management, however, those protocols are not up to data and not 

comprehensive. The infrastructure of the child health department within Al-Remal clinic is 

appropriate; the waiting time at this department is appropriate, and the physical building of the 

place is comfortable and suitable for children. The mean time generally taken to receive services 

from entry to exit of the Al Remal clinic was 12.40 minutes. 

The medical file documentation completeness average was 60.62%. The user-provider interaction 

means percentage score is 76.3%, and the satisfaction means percentage score for provided 

services is 73.94%. However, the strengths and difficulties questionnaire revealed that 90.3% of 

children were rated as having peer problems, and 58.7% had emotional problems. Using the 

KIDSCREEN questionnaire, the findings revealed that the total mean of children well-being score 

is 62.11%. Participants with a good income had controlled primary hypothyroidism, and the 

differences between them were statistically significant. 

Conclusion and recommendations. 

To improve the quality of services provided to children with hypothyroidism, it is important to 

update the national protocols for primary hypothyroidism, ensure timely availability of laboratory 

tests, and medications. It is also important to improve the health information system with the 

primary health care centers to properly document and follow up the services received. Finally, it is 

highly important to reactivate the early child development services for children with primary 

hypothyroidism, and to broaden the scale of provided services to include systematic psychological 

support and nutritional support.  
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1 Chapter One 

Introduction 

 Background  

Primary Hypothyroidism (PH) is one of the most critical endocrine disorders that affects 

human beings at birth. It is a leading cause of mental and physical growth retardation 

disorders, if undiscovered early and untreated properly (Segni, 2017). Thyroid hormone 

plays a crucial role in the function and development of the different body organs, along 

with its role in the metabolic process. The deficiency or absence of Thyroid Hormone leads 

to irreversible physical and mental problems. Therefore, prompt treatment of 

hypothyroidism is necessary to maintain normal physical and neurological development 

(Tokuda et al., 2014). Luckily, early detection and proper treatment of PH prevent the 

short-term and long-term consequences of PH (Leung & Leung, 2019).  

The definition of biochemical deficit in PH is a lack of Thyroxine (T4) and increase 

Thyroid Stimulating Hormone (TSH) hormones, which can be caused by either a lack of 

thyroid hormone synthesis or a malfunction in its receptor (Croker et al., 2021). The 

disorder may be manifested from birth when symptoms appear, it may only appear so as a 

result of one of a variety of congenital abnormalities such as phenylketonuria without 

presenting hypothyroidism in which the manifestations of the deficiency are delayed. PH is 

sometimes difficult to identify in newborns since the signs and symptoms are usually not 

sufficiently developed (Agrawal et al., 2015). PH has an impact on the cardiovascular, 

digestive, neurological, and reproductive systems, as well as the endocrine and metabolic 

systems (Yamakawa et al., 2021), resulting in an increased economic burden characterized 

by both direct and indirect costs (Hepp et al., 2021), as well as a psychosocial burden that 

affects the lives of children and their families (Brown et al., 2015).  

A screening program for newborns is available and applies to early identify children who 

have a congenital abnormality. Even though the effectiveness of  screening programs is 

very high, the health providers must be aware of the signs and symptoms of PH and must 

be capable of providing proper  PH management (Mehran et al., 2017). Delays in diagnosis 

and treatment beyond the first three months of life are likely to result in irreversible 

neurophysiologic abnormalities, according to a retrospective study of patients with PH 

(LaFranchi, 2011). Prospective studies show that screening programs for newborns, early 
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diagnosis, and treatment of infants within the first week of life result in normal or near-

normal intellectual performance and growth by the age of 5-12 years (Rahmani et al., 

2016).  

Many countries have reported a significant increase in the incidence of PH, mainly due to 

the implementation of the screening program immediately after live birth (Mehran et al., 

2017). Globally, the incidence of PH ranges from 1 in 3,000 live births to 1 in 4,000 live 

births (Kollati et al., 2017). The incidence rate of PH is higher among female infants 

compared to male infants, with a ratio of almost 2 to 1 (Weiner, Oberfield & Vuguin, 2020). 

In the Arab countries, the incidence rates vary from country to another, for instance, in 

Saudi Arabia, the rate is 1 per 1,931 live births compared to 1 per 2,967 live births in 

Bahrain, and 1 per 1,823 live births in Lebanon (Saoud, Al-Fahoum & Kabalan, 2019). 

Additionally, in Egypt, the rate is 1 per 3,587 live births, compared to 1 per 2,133 live 

births in Palestine (Saoud, Al-Fahoum, Kabalan et al., 2019). 

 Statement of problem 

Globally, there are more than 30,000 infants with PH who are undiagnosed or who have 

not received proper prompt treatment, which puts infants at risk for mental retardation 

(Courbage, Abu Hamad & Zagha, 2016). In general, screening for PH is typically 

conducted within the first week of life (Jones et al., 2018). Consistent with international 

standards, in the Gaza Strip, the screening program for PH is part of the Ministry of Health 

(MoH) interventions to detect metabolic diseases among early neonates. According to 

MoH records, there are 313 cases of PH, of which 202 are for children aged 12 years or 

less. After years of implementing the screening program for PH and providing health 

services to children diagnosed with PH, there is limited availability of information about 

PH management in the Gaza Strip. To the Researcher's best knowledge, no studies have 

been conducted to evaluate the management of PH in the Gaza Strip. Thus, the status of 

caring for PH among children and how related services are being managed is not fully 

clear. This study will fill the gap by focusing on the existing services provided for children 

diagnosed with PH and evaluating them from the time of diagnosis. The study will 

critically examine the availability of competent healthcare workers to deal with PH; the 

availability of guidelines; the affordability of appropriate treatment; the long-term follow-

up process, and the referral pathways across different providers as needed. Finally, the 

study will fill the gap related to the availability of data among health care providers. 
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 Aim of the study  

This study aims to assess the PH management of paediatrics patients in order to provide 

service providers and policymakers with evidence-based information and 

recommendations that may, if implemented, contribute to the improvement in the quality 

of provided services to paediatrics clients with PH and, thus, optimize the physical 

development and the neurocognitive outcomes for a patient that has been diagnosed with 

PH. 

 Specific objectives 

The study has the following objectives: 

• To assess the services for PH among children diagnosed with PH. 

• To assess the quality of life among children diagnosed with PH 

• To identify areas of weaknesses and strengths, of the provided services to children 

diagnosed with PH.  

• To assess the perspectives of caregivers of children and service providers concerning 

the provided services to children diagnosed with PH. 

 Justification  

Early detection and proper management of PH among children can effectively prevent 

mental problems and physical growth retardation. This study will be carried out to assess 

the management process of PH that involves the availability of services to early diagnose 

cases of PH and the provision of prescribed medication. The process will include but is not 

limited to the availability of competent staff and guidelines, the staff's compliance with the 

guidelines, and the clients’ adherence to treatment. The study will provide policymakers 

with the evidence needed to improve the quality of services provided and to support them 

in developing future programs concerning the delivery of services to children with PH. 

In this study, the Researcher conducted a review of the available services, protocols, and 

policies for managing children with PH in the Gaza Strip in order to identify strong and 

weak points. This benefits the healthcare system by raising awareness of any weaknesses 

in PH management services and policies. In addition, improving the quality of life for 
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children diagnosed with PH. The findings of this study will be used to advise and guide 

policymakers and healthcare providers in developing strategies and improving the quality 

of care given, thereby improving the quality of life for children with PH and lowering 

morbidity and mortality rates. Moreover, this study will be useful to the service providers, 

mainly working in Primary Health Care Centres (PHCs) as it will increase their knowledge 

of the current status of the service provision for PH paediatric cases and identify the main 

areas that need improvement. Finally, this study was of particular interest to the Researcher 

himself, as he is a service provider working in the PHC centre. 

 Context of the study 

1.6.1 Geographical and demographical context 

According to the Palestinian Centre Bureau of Statistics (PCBS), the Gaza Strip area is 365 

km2, with a coastline of 40 km (PCBS, 2020). In the year 2021, the overall Palestinian 

population in the West Bank and Gaza was estimated to be at 5.3 million, distributed as 3.2 

million in the West Bank and 2.1 million live in the Gaza Strip (PCBS, 2021a). In 2021, 

the percentage of people aged 0-14 years was 38% of the overall population (36% in the 

West Bank and 41% in the Gaza Strip). On the other hand, the percentage of the 

Palestinian population aged 65 and more was 3% of the overall population (4% in the West 

Bank and 3% in the Gaza Strip) (PCBS, 2021a), with one of the highest population density, 

with 5,835 persons per km2 (PCBS, 2019a). 

The Gaza Strip (GS) is divided into five governorates, which are Rafah, Khanuins, Deir 

Al-Balah, Gaza, and Gaza North Governorates. The Crude Birth Rate (CBR) is 33.4 births 

per 1,000 population, while the Crude Death Rate (CDR) is 3.7 deaths per 1,000 

population (PCBS, 2020). Individuals' life expectancy has increased to 74.1 years in 2020, 

(73 years for males and 75.3 years for females). However, the West Bank and Gaza Strip 

have a different life expectancy at birth. In the West Bank, it was (74.4 years for males and 

75.6 years for females). In the Gaza Strip, life expectancy was 73.7 years (72.6 years for 

males and 74.8 years for females) (PCBS, 2021b). Improvements in healthcare and a 

progressive decline in infant and child mortality rates are among the reasons for this 

increase in life expectancy at birth (PCBS, 2021b). 

The distribution of the population by age group shows that 47% of the population is under 

the age of 17, and 24.3% of the population is aged between 18 to 29, and 23.5% of the 
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population is aged between 30 to 60. Finally, a total of 5.2% of the population is aged over 

60 years (PCBS, 2020). The Palestinian population is one of the highest fertility rates in 

the region, may be because of the influence of religion and culture that encourage fertility, 

some people believe if they have many children there will protect the family against any 

treble and many children provide social support and security (Courbage, Abu Hamad & 

Zagha, 2016). 

1.6.2 Socio-economic context  

The social and economic structure is affected by important variables in the Gaza Strip, the 

blockade has been ongoing since 2007 by the Israel Occupation, along with the internal 

division. The occupation and the blockade have negatively impacted the economic and 

social condition of the Gaza Strip, and lead to several changes in society structure (Al-

ajaleh, 2020). The GS has the highest unemployment rate in Palestine. The unemployment 

rate in the GS is 52% (43.5 % for males vs. 74.5 % for females, while the unemployment 

rate among youth aged (19-29) years is 69% (65.3% for males vs. 92.2% for females), the 

youth graduates are the most subcategory suffering from unemployment with a rate 78% in 

Gaza Strip (PCBS, 2019b).  

1.6.3 Health care system 

There are four main providers providing health care services in Palestine, MoH, United 

Nations Relief and Works Agency for Palestine Refugees in the Near East (UNRWA), 

NGOs (Non-Governmental Organizations), and private for-profit providers. MoH provides 

a wide range of primary, secondary, and tertiary services. UNRWA provides primary 

health care services only for refugees and purchases secondary care service for refugees, as 

well. NGOs and the private sector provide primary, secondary, and tertiary services 

(Glance, 2018). The health sector in the GS is confronted with three disease burdens 

(communicable diseases, non-communicable diseases, and injury burdens), as well as 

deteriorating political, security, and economic conditions. All of these factors combine to 

produce multiple challenges affecting service delivery, health outcomes, and delaying 

efficient planning and health sector management (Abdulkadri et al., 2021). The health care 

system in the GS suffers from a severe deficiency of essential resources. This leads to the 

referral of patients outdoor the GS. The main causes of this deficiency are the inadequate 

budget allocated for this purpose and the current blockade on the GS, which is obligatory 

on the GS according to the health authority in the GS (Reinicke & Donald, 2016).  
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MoH and UNRWA implement the PH screening program. The screening program’s 

purpose is early detection of neonates with PH, which allows for early treatment or 

intervention can be offered. Neonatal screening gives policymakers information about an 

increased risk or condition that helps them to make a decision. The PH screening program 

aims to reduce mortality and morbidity through early detection and diagnosis (Hemmati, 

Moghtaderi & Hasanshahi, 2019). According to neonatal screening at PHCs in the Gaza 

Strip for PH, any child with an elevated level of TSH is potentially considered as PH and 

referred to the Child Health Department in Al Remal Clinic for further investigation.  

1.6.4 Ministry of health facilities 

In the GS, the MoH operates 51 primary health care centers and 14 hospitals. MoH 

facilities supply 2,616 beds and intensive care units of 156 beds (out of a total of 2,943 

beds in the GS). Bed capacity was 76% (MOH, 2021). The MoH oversees all aspects of the 

health-care system, including financing, coordination, accreditation, regulation, and service 

delivery (WHO, 2020b). Regarding the shortage of some specialties, treatments, drugs, 

equipment, and infrastructure inside the public system, a considerable proportion of 

patients are referred to not-for-profit or commercial providers for tertiary care. Access to 

referral medical centers in Jerusalem, the West Bank, Israel, or Egypt is only available 

with the approval of Israeli authorities, which is a lengthy process that might cause delays 

and refusal of care (WHO, 2020a) 

 Operational definition  

1.7.1 Primary Hypothyroidism  

Within the context of this study, PH among children will be defined as cases that are 

medically diagnosed as PH and aged less than 12 years old.  
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2 Chapter Two 

Conceptual framework & Literature review 

 Conceptual framework 

The below conceptual framework was developed by the Researcher based on the 

Donabedian’s model (1988) that focuses on the quality of care. The framework links input, 

process, output, and outcome (Rublee, 1989). Variables included are based on available 

literature and the expertise of the Researcher. The included variables will address and 

answer the study objectives and questions. 

 

Figure (2.1): Conceptual framework of the study 
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2.1.1 Inputs/structures 

Input includes the main requirement to review the performance of Health Care System 

(HCS) for PH management by focusing on (Workforce, Physical space facility, 

Information system, Screening program, Material & Equipment, Essential medicines and 

Protocol & Slandered). 

2.1.1.1 Workforce 

The health workforce is all individuals involved in activities with the primary goal of 

improving health (WHO, 2006). The Researcher looked at the availability of an adequate 

number of health care providers, their distribution, their capabilities. A sufficient number 

of highly qualified workers is necessary for efficient processes and high-quality results. 

2.1.1.2 Physical space of facilities 

The Researcher determined the availability, accessibility, affordability, and distribution of 

facilities. If there is a suitable place for the provision of services, and whether there is 

enough room for the delivery of services. Facilities should have areas for applying for 

screening programs, waiting, diagnosis, Early Chid Development (ECD) room, 

counselling, activities, and medication dispensing. The Researcher also evaluated the 

furniture, cleanliness, and if privacy and confidentiality are respected and maintained, as 

well as whether the environment is appropriate for children. 

2.1.1.3 Information system  

The Researcher assessed the availability of a database, the infrastructure (hardware or 

software), the validity, reliability, and timeliness of the information produced, the 

capability of information analysis, dissemination, and use, and the availability of data on 

the number of children that received services from the child health department, their 

specific needs, and their geographic locations. 

2.1.1.4 Screening program 

The Researcher assessed that the screening program is available all the time and accurate 

for the diagnosis of PH. The time of sampling, the methods of sending samples to the 

central laboratory, the mechanism for reporting positive results of the examination, the 

system for referring children to the Child Health Department, and the Staff trained, and 

qualified to apply the screening. 
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2.1.1.5 Material & Equipment 

The Researcher explored the availability of diagnostic equipment and materials or solvents 

that are used to perform a diagnostic test to confirm PH, and whether its materials are 

accepted, have quality, safety, efficacy, and are cost-effective. 

2.1.1.6 Essential medicines 

Essential medications have the power to prolong life, ease suffering, and enhance health. 

But they must be accessible, reasonably priced, of high quality, and utilized correctly in 

order to do this (Simmons, 2021). The Researcher evaluated whether there are standardized 

protocols for drugs, whether insurance covers the costs of essential medicines to reduce 

out-of-pocket expenses, particularly for the poor, and whether the selection of medicines is 

appropriate based on patients' and the population's actual needs. The Researcher 

specifically evaluated the availability, affordability, and accessibility of essential 

medicines, particularly levothyroxine for children diagnosed with PH. Access to necessary 

medications is associated with successful outcomes. 

2.1.1.7 Protocol/ Standers  

All steps in the service delivery process should be supported by and based on evidence and 

be compliant with regional, and international standards. The Researcher evaluated if there 

are available national or international protocols or guidelines, also if they are available and 

access by the staff, as well as their applicability and efficacy. 

2.1.2 Process  

Process refers to the actual action that applies in health care to achieve an outcome, and 

how the process of treatment is delivered. The process includes documentation, 

communication, waiting & appointment time, user & provider interaction, and follow-up. 

All of these variables will be assessed in this study.  

2.1.2.1 Documentation 

Documentation is important to continue mentoring and follow-up of the health services 

that are delivered. The Researcher also assessed the availability of documentation; it is a 

continuing process, if documented and written clearly; also, check if clinical 

documentation is kept secure, and if there are electronic medical files. 
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2.1.2.2 Communication & User provider interaction 

It is the manner in which patients and providers communicate, and the Researcher 

evaluated whether there is a positive relationship between the health care provider and the 

child's caregiver, if providers introduce themselves to the caregiver, if the plan of treatment 

and follow-up are shared between providers and caregivers, whether children and their 

caregivers are respected by health care providers, whether staff members are committed to 

treatments, whether the necessary information is properly transferred to caregivers through 

awareness of how their children live with their disease and how to take medications, and 

whether children dignity, privacy, and confidentiality are respected and secured. 

2.1.2.3 Waiting & appointment time 

The Researcher evaluated the appointment system to assure attendance and compliance 

with the planned appointment to assure all children diagnosed with PH are delivered 

services. Waiting times for child health services can be monitored during diagnosis, 

children follow-up, and medication dispensing from the pharmacy. Timely compliance for 

children diagnosed with PH is crucial to prevent or decrease complications of PH and 

improve outcomes.   

2.1.2.4 Follow-up 

Follow-up is necessary to review the results of provision of services. Regular physical 

examination, laboratory investigation, and taking medication can be considered a follow-

up. Follow-up is a crucial component of service delivery between providers and caregivers 

to ensure continuous monitoring of children, ensure no deterioration in children's 

situations, and enhance outcomes. 

2.1.3 Output & Outcome 

Output and outcome are influenced by inputs and processes. Outcome refers to the impact 

of service delivered on children diagnosed with PH and satisfaction among caregivers of 

children. Output includes the number of patients who accessed or received PH services, 

sessions, and activities. In addition, the outcome includes the caregiver's satisfaction, 

quality of care, and quality of life for children. 
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Output 

1. Number of patients accessed or received PH services 

The number of children diagnosed with PH who accessed or received services at the child 

health department in Al Remal clinic reflects the capacity of the system. 

2. Sessions 

The Researcher checked the number of sessions provided to the children diagnosed with 

PH, they included diagnostic, treatment, psychological, follow-up, and ECD sessions. 

3. Activates 

The Researcher assessed the frequency of children diagnosed with PH visiting the Al 

Remal clinic, how many children arrive daily at the clinic, and how many children 

physicians see in a day. 

Outcome 

1. Patient satisfaction 

The Researcher evaluated the satisfaction of caregivers of children diagnosed with PH for 

services delivery, quality of this service, diagnosis, pathways, waiting times, user-provider 

interactions, staff interactions, the responsiveness of the service and quality of care, child's 

health status, follow-up, medication dispensing, and patient involvement, which give 

feedback about services to expected how the care has been done. 

2. Quality of care 

The Researcher looked into how much children's care helped them achieve their intended 

health outcomes. The accessibility and availability of the services provided were evaluated. 

Processes and inputs have an impact on the quality of care. 

3. Quality of life 

The Researcher evaluated how caregivers' perceptions of their children's health, how they 

felt about life, and their social interactions affected how the services affected their 
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children's quality of life by using Strengths and Difficulties Questionnaire (SDQ), and 

KIDSCREEN. 

2.1.4 Influencing factors 

2.1.4.1 Patients' characteristics 

Other factors that might have an influence on the service include demographic 

characteristics of children diagnosed with PH and caregivers, sex, age, genetic history, and 

any disease that is related to a medical or health problem for children or mothers of 

children. 

2.1.4.2 Socioeconomic status 

These are the factors related to the economic condition of the family, such as mother age, 

education level for mother and father, income, poverty, and parent occupations. 
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 Literature Review 

2.2.1 Overview of thyroid gland  

Thyroid gland produces thyroid hormones, then the hormones enter the bloodstream, 

which circulates them to the body organs and tissues. These hormones are called 

Thyroxine (T4) and Triiodothyronine (T3). The brain also produces another hormone that 

stimulates the thyroid gland, which is called Thyroid Stimulating Hormone (Diaz & 

Lipman Diaz, 2015). When the elevated levels of TSH hormone are produced in the brain 

after birth, it is a serious indicator of the thyroid gland's problem in producing hormones 

(Beynon, & Pinneri, 2016). The Thyroid Hormone is needed for normal growth and 

development during the intrauterine life to after three years of age (Fan et al., 2020). The 

main functions of the thyroid hormone are to prompt, develop the brain, produce heat that 

keeps the body warm, and ensure that the heart, muscles, and other organs function well 

(Bekhit & Yousef, 2013).  

2.2.2 Primary Hypothyroidism (PH) 

PH in young children, especially neonates, is an actually urgent condition because it is a 

curable thyroid hormone shortage. It can be easily discovered after birth by newborn 

screening. It can also be simply, affordably, effectively, and inexpensively treated, and if 

identified and treated early, can be completely managed so that there are few mental or 

physical problems. It causes severe mental retardation, causes growth deficits, and 

clinically, manifestation occurs too late for treatment to completely eliminate the mental 

and growth retardation that results in unnecessary health, economic, and social burdens for 

the family and society (LaFranchi, 2021). There is strong clinical and financial support for 

a countrywide screening program due to the devastating consequences of undiagnosed 

thyroid insufficiency in the age range. PH is an uncommon anomaly that affects one in 

every 3,000 to 4,000 live newborns that are examined, with a 2:1 female to male ratio and 

a greater than 5:1 ratio between whites and blacks (Uthayaseelan et al., 2022). 

2.2.3 Epidemiology of PH  

Worldwide, the frequency of PH has gradually increased as new-borns screening programs 

have spread due to improved case detection techniques and greater disease awareness 

among experienced populations. The frequency of PH is ranging from 1 in 3,000 live births 

to 1 in 4,000 live births worldwide, and it can even exceed 1 to 900 in certain places with 
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iodine deficiency (Hettiarachchi et al., 2009). Different populations have varying levels of 

ethnic disparities in PH prevalence. For instance, the incidence among Japanese people is 

about 1 to 7,600, but it is roughly three times greater in Israel. Additionally, different 

populations have reported different prevalence rates (Mehran et al., 2017). 

In the USA, for instance, the frequency of PH appears to be around half that of Caucasians 

among African-Americans, while the prevalence is roughly 40% higher in Hispanics and 

may be even greater in Native Americans. Studies in the United Kingdom and South 

Africa discovered that PH seems to be many times more common in Asian youngsters, 

while a more recent study in India reported a frequency of about 1 to 2,630 among 

residents of that country. According to studies, females have a higher prevalence of PH 

(around 2:1). Recent studies have revealed that this discrepancy may be largely explained 

by gender-related changes in thyroid ectopy, which may account for a significant portion 

of this variance (Hettiarachchi et al., 2009). 

East Asia, since 1999, when the International Atomic Energy Agency (IAEA) started its 

regional technical cooperation project for a screening network for neonatal 

hypothyroidism, the IAEA has been actively involved in the regional development of PH 

screening. According to reports, the frequency of PH ranges from 1 in 1,000 live births to 1 

in 7,336 live births in East Asia. Reports restricted to regions with low iodine levels, 

however, indicate incidences as high as 1 to 600. As a result, the estimated 40,000 kids 

who are born with PH each year in the area present a serious public health issue 

(Hettiarachchi et al., 2009). 

2.2.4 Definition of PH 

PH is a serious disease and is one of the most preventable common causes of mental 

retardation among children. PH is defined as the absence or decrease of Thyroid Hormone 

level in the bloodstream due to congenital problem in the thyroid gland either abnormal 

development of the gland called (Dysgenesis) or decrease secretion of thyroid Hormone 

called (Hormonogenesis) (Mondal, Mukhopadhyay & Ghosh, 2017). PH is caused by 

insufficiency in the production of or absence of thyroid hormones due to pathological 

causes or surgical removal of the thyroid gland (Baumgartner-Parzer, 2019). The cause of 

PH could be due to pathological cases related to cases to Hypothalamus and the Pituitary 

gland eventually led to a decrease in the production of TSH, and it appears directly after 
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birth. but if the causes appear after six months of birth, that is called acquired 

hypothyroidism, not PH (Imam & Shamim, 2016).  

2.2.5 Affect thyroid hormone in growth and development 

The main role of the thyroid hormone is to promote normal growth and development of 

children. It also has effects on oxygen consumption and metabolism (Mondal, 

Mukhopadhyay & Ghosh, 2017). Any disturbance in the production of the thyroid gland 

leads to either hypothyroidism or hyperthyroidism. Hypothyroidism among children leads 

to growth retardation. While hyperthyroidism leads to abnormal growth that involves 

excessive skeletal growth, which is manifested in an increase in children’s height. In 

addition, the main role of the thyroid hormone is to maintain brain development during 

pregnancy and after birth. while any disfunction of the Thyroid gland undiscovered early 

and apply a plan for management and follow-up will be lead to mental retardation (Cohen, 

2016).  

2.2.6 Type of PH 

PH can be divided into three main categories. 

2.2.6.1 Thyroid Dysgenesis:  

That means abnormal growth, development, or formation of the thyroid gland. This type 

appears in most children that have PH. Regarding this type, the thyroid gland is either 

absent, in an abnormal position, or not formed  (Kollati  et al.,  2017).   

2.2.6.2 Thyroid Dyshormonogenesis: 

Abnormal in the production or release of thyroid hormone. In this type, the children have a 

normal thyroid gland, but it can’t produce T3, T4 hormones (Rather, Khan, Masoodi & 

Alai, 2014). 

2.2.6.3 Central Hypothyroidism: 

In this condition, the thyroid gland in position and shape is normal, but the problem in the 

pituitary gland can’t produce TSH, which leads to the thyroid gland not producing or 

releasing enough amounts of T3 and T4 that the body needs (Persani, Cangiano & Bonomi, 

2019).  
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2.2.7 Causes of PH 

The prevalence of sporadic occurrences is about 85%, and hereditary occurrences are about 

15%. A thyroid gland issue accounts for about 95% of cases of hypothyroidism. This 

disorder is known as primary hypothyroidism. Thyroid dysgenesis, which affects 1 in 

every 3,000 to 4,000 live births globally, is the most frequent sporadic cause. The pituitary 

gland is a source of secondary hypothyroidism. 1 every 60,000 to 140,000 neonates 

worldwide experience tertiary hypothyroidism, which is caused by abnormalities of the 

hypothalamus (Weiner et al., 2020b). Several factors may lead to PH: 

2.2.7.1 Anatomical defects (thyroid dysgenesis) 

Responsible for 75% of all occurrences. Thyroid agenesis (total absence of the thyroid 

gland in 22–42% of cases) or ectopic thyroid tissue are also possible (lingual or sublingual 

thyroid gland 35-42%) (Kırmızıbekmez et al., 2012). 

2.2.7.2 Metabolism of the thyroid hormones problems (Thyroid dyshormonogenesis) 

It is possible for mutations to occur in any of the known steps in the thyroid hormone 

biosynthesis pathway, making PH due to thyroid dyshormonogenesis a heterogeneous 

disease. Around (15 to 20%) of causes of PH are genetically based worldwide, and related 

to (TSH unresponsiveness, impaired ability to uptake iodine, peroxidase or organification). 

There is a chance that other children could be impacted because this is typically passed 

through autosomal recessive gene mutations (Grasberger & Refetoff, 2011). 

2.2.7.3 Hypothalamic or pituitary dysfunction 

About 5% of PH patients are caused by hypothalamic-pituitary abnormalities. Pituitary 

hypothyroidism typically interacts with other conditions that cause pituitary dysfunction, 

such as a deficiency in growth hormone (Shanholtz, 2013). 

2.2.7.4 Transient hypothyroidism 

IgG auto-antibodies can cross the placenta and inhibit thyroid function when a woman is 

pregnant, but this is enhanced after birth. This accounts for 10% of instances and is 

determined to be caused by either maternal medicines, such as carbimazole, or maternal 

antibodies caused by maternal thyroid dysfunction (Shanholtz, 2013). 
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2.2.8 Prognosis of PH 

The most severe consequence of untreated PH is profound mental impairment. 

Additionally, there is a serious reduction in bone maturation and linear development. 

Infants with PH who receive delayed therapy may develop neurologic disorders such as 

stiffness and abnormal gait patterns, slurred speech or mood changes, and autistic behavior 

(Agrawal et al., 2015). In a study, the intelligence quotient (IQ) of 65% of children with 

PH was less than 85. (Borderline intellectual functioning or lower), moreover, in 19%, it 

fell under 15 (profound mental retardation). Regarding estimates, infants with delayed 

diagnoses would need hospitalization (Saeidinejat et al., 2020). 

The most serious condition associated with untreated PH are mental retardation, growth 

retardation, and cardiac problems. Not receiving appropriate regular treatment for PH 

could lead to anemia, a low body temperature, verbal and visual abilities, and language 

difficulties. The most serious complication for the patient with PH is impairment in growth 

and bone maturation (Kishore & Khan, 2018). The purpose of treatment is to get the 

thyroid gland back to generating thyroid hormones normally and functioning normally 

(Madhusoodanan, 2019). 

2.2.9 Management of PH 

2.2.9.1 Early diagnosis of PH 

Early detection of patients suffer from PH by neonatal screening program plays a crucial 

role for early treatment and follow up. In addition, early diagnosis prevents neurological 

dysfunction, thus decreasing morbidity, mortality, disabilities, and prevent consequences 

of PH such as mental retardation (Rodríguez Sánchez et al., 2019c). After the positive 

result of the screening program, further investigation such as blood test done to confirm 

diagnosis. Also, other investigations like ultrasound for the thyroid gland to see the 

position and shape, in addition, to identify the type of PH according to thyroid absence or 

wrong place (ectopic), or stay in the normal position but the problem is something else 

(Saran et al., 2015). Since it is recommended to detect PH in the first month of life to 

prevent any deterioration in mental development, 22.7% of children with PH are 

considered late in terms of diagnosis time, which could cause irreversible damage to the 

brain (Rodríguez Sánchez et al., 2019b).  
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2.2.9.2 Criteria of diagnosis 

1. History 

Included the mother's history of goitrogen exposure, thyroid illness, thyroid insufficiency, 

and exposure to antithyroid medications. The common obstetric practice of using 

povidone-iodine to sterilize skin leads to transitory PH in the baby and iodine excess in the 

mother. Infants with PH may display a number of symptoms, such as an extended gestation 

period, a large birth weight, difficulties feeding, constipation, lethargy, persistent neonatal 

hyperbilirubinemia, umbilical hernia, big tongue, and horse crying (Nishiyama et al., 

2004). 

2. Physical examination 

Because so little maternal thyroxine (T4) penetrates the placenta, more than 95% of 

newborn children have no clinical symptoms of PH (Moog et al., 2017). A puffy face and a 

large, projecting tongue, constipation, increased sleep, decreased activity, lack of muscular 

tone, poor eating, choking episodes, and jaundice are possible symptoms. As the condition 

progresses, this appearance typically appears (Rastogi & LaFranchi, 2010). Physical 

examinations reveal the following symptoms: abnormally large fontanelles; a flat nose; 

broad hands with short fingers; decreased muscle tone; growth failure; hoarse crying; short 

arms and legs; poor feeding; prolonged neonatal jaundice; protuberant abdomen; umbilical 

hernia; decreased stool frequency; and others (Vaidya et al., 2011). 

3. Biochemical thyroid function tests 

Blood should be collected to assess triiodothyronine (T3), free T4, and thyroglobulin levels 

as well as to confirm measurements of TSH and T4 levels. Those with suspected thyroid 

dysfunction have their TSH, free T4, and total T3 levels measured. TSH is high in primary 

hypothyroidism, although secondary causes of hypothyroidism might cause it to be normal 

or low. T4 levels are also lowered, and T3 levels are raised. The normal TSH values 

are 0.5 to 5.0 mlu/dl, T4 8.0 to 21.8 mcg/dl,  and free T4 0.9 to 3.4 ng/dl  (Shui-Boon & 

Tar-Choon, 2019). 
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2.2.9.3 Treatment of PH  

Essential medications should be available all times in acceptable amounts, in suitable 

dosage forms, with confident quality and adequate information, and at a price, the 

individual and the community can afford without any financial burden (Mounika, 2017). 

Once confirm diagnosis as children have PH should be ongoing in management and follow 

up program. The greatest medication used in the PH is levothyroxine, which is the drug of 

choice. It should be begun in treatment without any delay to protect the brain from any 

damage or destruction caused by a deficiency of thyroid hormone. To get the extreme 

benefit from treatment must be started before the age of one month of the infant. On the 

other hand, the adjustment dose according to age is the most important (Etemad et al., 

2018).  

Also, when an incorrect dose of medication leads to adverse effects on brain development. 

The treatment includes replacing the amount of thyroid hormone that is missing to restore 

this hormone to the normal level. This medication description by a physician is based on 

medical history, age of the child, overall health, and extent of disease (Leung &Leung 

2019). According to Levothyroxine in PH, this medication is the best medication for 

treatment for PH, and is only available in tablet form. In addition, thyroid hormone is 

absorbable in the digestive system, then rapidly enters the bloodstream because there is no 

injection available for this medication. Also, early intervention may improve cardiac 

function that may be a complication of PH, the levothyroxine is significantly improved the 

weakness in the right and left ventricular (Zeni et al., 2019).   

2.2.10 Prevention of PH 

The WHO describes a control program as an integrated approach combining the highest 

quality of care with protection regarding community education, early diagnosis, and 

providing counseling. Or, by other means, the control program includes both treatment and 

prevention. It suggests that control and prevention activities can be focused on three levels, 

especially primary, secondary, and tertiary (Maki, 2021). 

2.2.10.1 Primary prevention 

The goal of this level of prevention is to avoid having a child born with PH. There are 

many ways to avoid environmental elements thought to contribute to diseases. These 

environmental influences include the diet of the mother, infections, other diseases, or 
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contact with mutagenic or poisonous substances. This method has been very effective in 

the initial prevention of various congenital abnormalities. The thyroid gland may be 

destroyed in the growing fetus if a pregnant woman receives radioactive iodine for thyroid 

cancer. After birth, newborns of mothers who used such medications should be closely 

monitored for hypothyroidism symptoms (Azizi et al., 2017). 

2.2.10.2 Secondary prevention  

An approach that includes early diagnosis of a genetic condition and early management to 

decrease its negative effects. Neonatal screening is crucial because it allows for the early 

detection of abnormalities in children, allowing for optimal nutrition, medical care, or 

surgical treatment. Where the diagnosed condition is frequent, easily observable, and 

treatable, it is certainly useful. Congenital hypothyroidism in infants can now be identified 

during the first three weeks of life because of properly implemented newborn screening 

programs. The consequences can be reduced or eliminated in most cases with immediate 

and appropriate treatment (Kelly et al., 2016). 

2.2.10.3 Tertiary prevention  

The final preventive measure targets the patient who has been given a disease diagnosis by 

using effective management, treatment, and rehabilitation programs to decrease the effects 

of diseases, so further deterioration can be avoided. According to Centers for Disease 

Control and Prevention (CDC), tertiary prevention strategies include the immediate 

intervention of thyroid hormone replacement to treat PH and the prevention of mental 

retardation (CDC, 2017). 

2.2.11 Previous studies of evaluation PH 

Successful management of PH patients depends on early diagnosis and monitoring of 

disease progress, standardization of screening national program, quality improvement, and 

management of treatment of patients with PH. All of these points are important for 

policymakers and decision-making to enhance the quality of service and prevent or reduce 

the consequences of complications if disease is undetected or treated early (Shahmoradi, 

2019). PH is one of the most critical thyroid dysfunctions. It affects people all over the 

world of every race, sex, age, level of life, and education (Wassner, 2017). The risk of PH 

increases during pregnancy, after delivery, and around menopause. The biggest risk factor 

is having a relative with thyroid disease due to the risk increasing with close relatives like 
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parents or grandparents having an autoimmune disease, having down syndrome, and with 

some medications such as Lithium, Amiodarone (Zdraveska et al., 2018). 

Several studies have shown subnormal cognitive and motor development during childhood 

for children who didn't discover or receive medication early. Also, the abnormal 

development in motor and cognitive functions continues into adulthood (Vander, 2013).  

Because of that, treatment plays a crucial role in normal neurocognitive and motor 

development for children with PH, especially in the first 3 years of life. In addition, the 

monitoring and follow-up continuously enhance the quality of care and quality of life for 

these children (Shahmoradi, 2019). On the other hand, the significant effect of therapeutic 

intervention by monitoring height, weight, and head circumference along with the age of 

treatment beginning less than 30 days from birth plays an important role in promoting 

height and weight growth as normal for a patient with PH (Etemad et al., 2018). 

2.2.12 Health Workforce  

A competent health workforce capable of performing the entire range of crucial public 

health responsibilities is necessary for achieving and maintaining progress towards global 

health goals like universal health coverage and health security. Only health care providers 

and professionals can run healthcare systems, and their accessibility, acceptability, and 

quality are key factors in expanding access to healthcare services and ensuring that 

everyone has the right to the best attainable standard of health. Also, it is insufficient to 

simply have health professionals available. So, only when they are fairly distributed 

throughout the population and easily accessible, when they have the necessary 

competence, when they are inspired and empowered to provide high-quality care that is 

appropriate and acceptable to the population's sociocultural expectations, and when the 

health system is sufficiently supporting them (WHO, 2016).  

By analysing policies pertaining to education and training, ongoing professional 

development, and regional distribution, the Organization for Economic Co-operation and 

Development (OECD) provides advice to nations on how to fulfil future demand for health 

professionals and how to control the supply of health workers. The OECD also evaluates 

changes in the range of services offered by healthcare professionals and the potential 

effects these changes may have on patient access, service quality, and delivery efficiency 

(OECD, 2016). 
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In some nations, the public sector's inability to absorb the supply of health professionals 

because of financial restrictions may also contribute to problems with universal access to 

health workers. As a result, several nations experience the paradoxical situation of both 

significant unmet medical demands and a shortage of health workers (Douglas, 2012). 

According to the WHO and OECD (2014), when discussing the workforce, many factors 

should be taken into account, such as the availability of sufficient numbers of health 

workers, the patient's ability to communicate with health care providers with the 

appropriate skills that refer to their respect, and the fact that their opinions are taken into 

account when decisions are related to their health. The organizational, economic, political, 

and cultural situations of countries allow high-quality care for populations within 

established norms. In addition, access to healthcare in rural areas is impacted by a lack of 

healthcare workers (Vahdat et al., 2014). 

2.2.13 Physical space facility 

Healthcare professionals have recently focused on the actual architectural design of 

hospitals and clinic facilities, such as their technology and equipment, and how that has an 

impact on patient safety. Fundamental adjustments to the way healthcare are delivered, as 

well as the culture and the built environment, are required to solve the problems of medical 

errors and serious safety concerns. These adjustments are made so that healthcare 

providers and the resources that support them are prepared to provide safe care (Reiling et 

al., 2008). According to (WHO, OECD, and WB, 2018), achieving a high standard of care 

that is accessible depends on the availability of facilities with the necessary equipment, and 

the density of both hospitals and clinics. Access to services is adversely affected by 

transportation costs. The primary obstacles that could cause patients to skip or be late for 

appointments with healthcare providers are mainly the location of service providers and the 

cost of transportation (Jeklin, 2017). 

2.2.14 Health information system 

Regarding Ohio University, information is life-saving. mainly in the medical condition. 

That is true for access to patient and population health data to allow medical teams, 

including administrators, physicians, nurses, pharmacists, lab technicians, and others, to 

make critical decisions regarding patient care that may have a life-changing impact (Ohio, 

2019). A health Information System (HIS) makes it simple to retrieve patient data, improve 

recordkeeping, and decrease mistakes and data loss (WHO, 2021). There are many 
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obstacles to the integration and use of health information systems. One is technical, 

reflected by insufficient preparation for implementation and use of HIS; the other one is 

organizational, reflected by a lack of resources for quick and easy network connectivity; 

and the last one is personal, represented by a lack of awareness among healthcare providers 

of the benefits of HIS. Also, some obstacles are legal and ethical, as demonstrated by a 

lack of resources for implementing and using HIS (Tummers et al., 2021). 

2.2.15 Screening program for PH  

 A screening program for PH to all new-borns is as a routine screening in most developed 

and developing countries. The main objective of the screening program is to detect any 

defect in the thyroid glands early enough to prevent physical and mental disability by early 

diagnosis and provision of proper drugs (Mehran et al, 2017). If the result of TSH level is 

high this indicates that a problem in the Thyroid gland that diagnosed as PH (Bekhit & 

Yousef, 2013). The confidence of the community, policymakers, and health professionals 

in an agenda for the screening of new-borns is dependent on a fast and accurate process. 

According to the method of the screening program in the Gaza Strip, MoH implements a 

program for PH screening since 1994. This screening is done for both Phenylketonuria 

PUK and TSH (Abed & Abu Shahla, 2004). The test is done for free of charge for all 

livebirths in both MoH and UNRWA clinics. The people allocated to gather the blood 

samples are doctors, nurses, and midwives, who play a crucial role in the screening system. 

In order for newborn screening to be effective, the sample must be collected within the first 

few days after birth, and the diagnosis must be finished in time to make a significant 

change in health outcomes for PH children. This means that the patient should start 

treatment one month after birth (Hemmati, Moghtaderi & Hasanshahi, 2019).  

2.2.15.1 Early Child Development (ECD) 

Early child development (ECD) means the period from birth to age six, and it involves all 

aspects of a child's growth throughout the first six years of life, including their physical, 

emotional, social, cognitive, and motor development. The brain begins to mature in all 

areas at this time, including the cognitive, socioemotional, and physical ones (Khatib et al., 

2020). For children between the ages of birth and six, ECD is an essential program. It 

concentrates on the growth of the physical, social, emotional, spiritual, moral, and 

cognitive components of development (Tadesse, 2016).  Children with PH should benefit 
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from the comprehensive ECD services to ensure that their growth and development is 

normal. 

2.2.16 Devices and other technologies  

Healthcare technology plays a more important role in patient diagnosis and treatment and 

has evolved into a necessary component of the services delivered. The volume and 

diversity of technological assets present in healthcare institutions reflect the difficulty of 

technology management, which should be efficient so that the equipment may always be 

used securely and appropriately (Iadanza et al., 2019). A medical device is any instrument, 

machine, material, solution, software system, or other similar item utilized for one or more 

of the following medical purposes: research, adjustment, protecting life, investigation, 

disinfection, and information provision through laboratory analysis of human body 

samples (WHO, 2019). In addition to an inadequate number of diagnostic devices, health 

systems face barriers to executing diagnostic mechanisms, including lack of specialists' 

services; lack of funding for further diagnostic procedures; shortages of laboratory 

material; restricted access to technology; and lack of organizational support (Huaynate et 

al., 2015). Children with PH are diagnosed through laboratory investigations and 

ultrasound imaging. Within the context of Gaza, ensuring availability of screening kits is 

highly important due to the current financial crisis that the MoH faces.   

2.2.16.1 Ultrasound device  

The cause of PH, whether carried on by dyshormonogenesis or dysgenesis, has been 

identified using thyroid ultrasound and thyroid scintigraphy. The thyroid gland could be 

missing, undersized, or in an incorrect location. In dysgenesis, the thyroid gland may be 

absent, reduced, or not in the right place. In dyshormonogenesis, the gland is typically 

normal or bigger in the absence of thyroid hormone. Making an accurate diagnosis of this 

issue is crucial because thyroid dyshormonogenesis may run in a family and affect 25% of 

the children. The outcomes of PH depend on beginning treatment as soon as possible after 

confirming the diagnosis. Ultrasound has a critical role in the early diagnosis of PH and 

any delay in ultrasound could identify the wrong treatment (Borges et al., 2017). 

2.2.17 Essential medicines 

Essential medicines play a crucial role in life-saving when they are accessible, acceptable, 

affordable, available, and appropriately used. When public and private health systems are 
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combined, roughly two-thirds of the world's population have good access to medications, 

leaving one-third without regular access. Despite this, the lack of access to important 

medicines continues to be one of the most serious public health issues in the world. The 

following are the main barriers to accessing necessary medications: medicine Funding, 

medical costs, and globalization (Wirtz et al., 2017). Essential medications can 

successfully treat the main causes of deaths and illnesses in low-income nations. The 

necessary essential medications are frequently unavailable, inaccessible, or incredibly 

expensive in many low-income nations (WHO, 2017). 

Affordable costs, sustainable funding, a stable health and supply system, and the 

appropriate selection and use of critical medications are the four components that make up 

equitable access to essential medicines. Equitable pricing and the minimization or 

elimination of regulations and taxes are examples of affordable costs. Increasing public 

support for important medications and decreasing patient out-of-pocket expenses, mainly 

for low-income people, are two main components of sustainable funding. Stable health and 

supply systems include regulatory authority, manpower, purchasing, availability of 

medication, and strengthening of the healthcare system. Appropriate selection and use of 

critical medications Because no healthcare system in the world provides access to all 

medications, it is crucial to define national treatment guidelines and national lists of 

necessary medications. Consumers should choose and use essential medications wisely 

(WHO, 2004). As PH clients require a lifelong medical care, ensuring availability of 

Levothyroxine and other drugs is critical to avoid complications resulting from thyroid 

dysfunction. 

2.2.17.1 Levothyroxine medication  

Levothyroxine is a thyroid medication that takes the place of a hormone the thyroid gland normally 

produces to control body energy and metabolism. Hypothyroidism (decreased thyroid hormone) is 

treated with levothyroxine. When the thyroid gland cannot make enough of this hormone on its 

own, this medication is given. Goiter, or an enlarged thyroid gland, which can result from 

hormonal imbalances, is another condition that levothyroxine is used to treat or prevent (Sinha, 

2022). 

Treatment for PH should begin as soon as the diagnosis is made, ideally before the child is 2 weeks 

old and right after blood is collected for confirmation of the diagnosis. After six weeks of life, there 

is a significant risk of delayed cognitive development if treatment is postponed. Levothyroxine 10 

to 15 mcg/kg/day as a beginning dose is prescribed for PH (Léger et al., 2014). The results reveal 
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that 100% of children with PH used thyroxine medication to prevent the risk of hypothyroidism. 

All children with PH use thyroxine medication in a dose that is appropriate for their age and 

thyroid gland functions (Barham et al., 2014). 

2.2.18 Standard & protocol for PH 

Availability of protocols has an impact on the quality of services provided and patient 

safety to prevent, reduce, and avoid any harm to the patients (Khalifa, 2019). The standards 

and protocol should be available for health care providers because they help to enhance the 

quality of service with PH children. However, their beneficial effects depend on successful 

implementation. According to the MoH, they have a protocol for the treatment of pediatric 

patients with PH (Jain et al., 2008). 

2.2.19 Documentation 

Clear and accurate medical records are crucial for good collaboration between patients and 

healthcare providers since they serve as an ongoing record of a patient's condition. 

Additionally, the complete satisfaction of a patient's estimated requirements is ensured 

through the keeping of good medical records. However, it is common to discover misread 

entries and incomplete data, and there are frequently disparities between entries made by 

healthcare professionals (Searo, 2007). 

Medical records are a key component of patient management, so it is crucial for health care 

practitioners, policymakers, and medical facilities to correctly keep the patient's records for 

two basic purposes. One is that it contributes to the proper patient evaluation and the 

development of management planning. Another one is that, in cases of medical 

malpractice, the legal system highly depends on medical records. In order to protect the 

interests of the treating health care practitioners and the patient. Medical records must 

always be properly created and maintained (Bali et al., 2011).  

In Makki's study showed only 40.7% of all pages in medical records contain the patient's 

name, 99.3% of medical files contain the patient's date of birth, and 68.3% contain the 

address on all pages, 18.6% of medical files were completely documented with a medical 

history of parents, 82.8% complete documented plan of treatment, 100% incomplete 

documentation of the side effect of medication, 97.2% of medical records didn’t document 

the mental status examinations, and finally 98.6% of medical records incomplete 



 

 

 

27 

 

documentation ultrasounds examination according to a study about ulcerative colitis that 

evaluated medical files in PHC in the Gaza Strip using a medical record checklist. 

2.2.20 Communication & User provider interaction 

The relationship between the patient and the health care provider is crucial to healthcare 

and behavior modification, which has increasingly established a priority on patient-

centered care. Health care providers should assess each service user's demands and 

determine the best way to meet them. Also, continuity is required to maintain the service 

user's goals and difficulties all across the services and to enhance improvements in health 

behavior (WHO, 2018). 

A beneficial strategy to adapt care for the patient in alignment with his or her individual 

needs and preferences and produce positive health care outcomes is shared decision-

making between healthcare workers and patients. Patients who receive knowledge, 

counseling, and support are able to control and manage their healthcare outcomes, which 

facilitates the greater integration of treatment and healthcare plans (Roodbeen et al., 2020).  

2.2.21 Waiting time & appointment time 

Long waiting times have an unfavourable relationship with perceptions of care quality and 

trust in healthcare providers. Without appropriate planning, the clinic will ultimately 

deteriorate into a disorganized, confusing mess. This increases tension for health care 

providers and clients alike (Calvin & Zhenzhen, 2017). 

2.2.22 Follow-up 

The follow-up and monitoring are essential and required at certain intervals to review 

outcomes. In addition, the follow-up to prevent or reduce severe consequences for the 

patient. Evaluation of treatment continually improves service delivery to the caregiver and 

patient. The situation of the patient in follow-up sessions will depend on the patient's 

response to the medication and whether the goals of treatment have been met (Rodríguez 

Sánchez et al., 2019c). 

Children with PH are more likely to have congenital problems (10% in PH compared to 

3% in the general population), the most common of which are cardiac problems, 

pulmonary insufficiency, atrial septal defect, and ventricular septal defect. Healthcare 

providers must take account of thyroid function tests at regular enough intervals to ensure 



 

 

 

28 

 

that thyroid hormone dosage is promptly adjusted in order to maintain goal levels of serum 

free T4 or total T4 and TSH. Laboratory examinations must be performed more frequently 

than clinical evaluations, which can be done less frequently. Assuring growth and 

neurodevelopmental outcomes that are as close to their treatment's primary purpose 

(Agrawal et al., 2015). In this study, for behavioral development that needs to be 

monitored in children with PH. showed that emotional and behavioral abnormalities were 

present in 29.8% of children (Chao et al., 2009). 

2.2.23 Patient satisfaction  

Patient satisfaction is a crucial determinant of the effectiveness of healthcare since it 

reveals how well the provider meets clients' expectations and is a major influence on 

patients' perceptions and behavioral intentions. In addition, a critical component in 

ensuring quality, which covers everything from medical to psychological perspective 

during the illness pathway, is patient and caregiver satisfaction (Xesfingi & Vozikis, 

2016). 

2.2.24 Quality of care 

Quality health care means the probability of desired health outcomes is increased to a 

certain extent by the health services provided to individuals and populations. It is essential 

for establishing universal health coverage and is founded on professional knowledge 

supported by evidence. It is necessary to give careful thought to the standard of treatment 

and health services as nations make commitments to achieve health for all. Numerous 

criteria can be used to describe quality health care, such as (effectiveness, safety, people-

centered, timely, equitable, integrated, and efficient). Effectiveness is the delivery of 

evidence-based healthcare programs for individuals in need. Safe means preventing harm 

to those who will get the care. People-centered care is care that takes into account each 

person's interests, needs, and values. Reduce waiting periods and occasionally damaging 

delays by being on time. Equitable care is care that does not differ in quality based on a 

person's gender, race, geography, or socioeconomic situation. Integrated care is care that 

provides the whole diversity of health services available throughout the life span. 

Efficiency is the process of optimizing the use of resources while minimizing waste (WHO 

& WB, 2020).  
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2.2.25 Quality of life 

The term Quality of Life (QoL) refers to a multidisciplinary term that covers areas 

regarding social, emotional, mental, and physical functioning. It emphasizes the 

relationship between health status and quality of life rather than simply focusing on 

population health, life expectancy, and mortality causes. Well-being, which evaluates a 

person's positive aspects of life, such as good feelings and satisfaction with life, is a 

concept connected to QoL (Gil-Lacruz et al., 2020). Using the Pediatric Quality of Life 

Inventory, a study was conducted in Egypt at the pediatric department of the hospital to 

assess the QOL among children with PH. The results showed that the overall mean 

percentage of QOL among children with PH was 65% (El-Gamasy & Abdelmageed, 

2017). Rochmah (2020) study, have shown that children with PH have a poor quality of 

life. In addition, this study, which included 78 patients, revealed that there are 

developmental disorders common in children with PH, including motor delay in 13 

(40.6%) children, difficulty solving problems in 11 (34.3%) children, communication 

impairment in 5 (15.6%) children, fine motor impairment in 2 (6.2%), and impairment in 

social skills (3.1%) (Razavi et al., 2019). 

2.2.26 Influencing factors 

2.2.26.1 Socioeconomic characteristics 

In Rezaeian's (2017) study, women who are 35 years of age or older have an increased risk 

of giving birth to children who have PH, primarily because of decreased iodine levels and 

other variables such as (missing or abnormally small thyroid gland, a genetic defect that 

affects producing thyroid hormone). The gender of children diagnosed with PH has shown 

that PH is more common among female children than male children, with a ratio of 2:1 

(Saoud et al., 2019). In addition, Rezaeian's (2017) study has revealed that being female is 

a significant risk factor for PH. 

The primary TSH screening program misses thyroxin-binding globulin (TBG) deficit and 

its more significant PH with delayed TSH rise (1 in 10,000 live births) due to immaturity 

of the hypothalamus-pituitary thyroid axis, as in preterm and very low birth weight infants, 

which are the causes of the delay in diagnosis of children with PH (Cherella & Wassner, 

2017). Any delay in diagnosis could result in permanent brain damage, as it is 

recommended to diagnose PH during the first month of birth to prevent any negative effect 

on mental development. (Rodríguez Sánchez et al., 2019b). Also, in Zeinab (2004), a study 

revealed that 15% of study participants have a positive family history. Co-morbid 

conditions include visual impairment, hearing loss, and neurological issues that affect 88% 

of children with PH.   
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3 Chapter Three 

Methodology 

 Introduction 

This Chapter outlines the research methodology that was used in this study. It includes the 

study design, study population, study setting, study period, eligibility criteria, statistical 

analysis, and study instruments that were used for data collection. In addition, the Chapter 

includes the validity and reliability of the study instruments, data analysis, and the pilot 

study.  Finally, this Chapter is concluded by ethical consideration and the limitation of this 

study. 

 Study Design 

The design of the study was a triangulated evaluation design that entailed collecting 

quantitative and qualitative data. The evaluation design reflects the existing facts at the 

same point in time as the data collection. This study involved a methodological 

triangulation mixed-method design which provided a combination of the quantitative part 

that includes an interview questionnaire with caregivers of patients, and the qualitative part 

that includes an in-depth interview with policymakers and staff working with PH children. 

The mixed-method in data collection increases the validity and credibility of the research 

result and the interpretation of this result through the collection and analysis of rich data 

(Bekhet & Zauszniewski, 2012).  

 Study population  

The study includes two populations: 

3.3.1 Quantitative study population: census 

The study population involves all caregivers of children aged 12 years and less who are 

registered and diagnosed as PH and who have been receiving services in the PHC centers. 

The number of children involved in the study is 212 patients. Thus, the caregivers of 

children of the 212 children are involved in this study.  

3.3.2 Qualitative study population 

Regarding qualitative part of this study, it included the policymakers and service providers 

who are involved in the PH management. In total, 10 staff are involved in the management 
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of PH. A purposive sample of the policy makers and service providers were selected based 

on their area of expertise. The selection criteria of participants depend on their roles and 

positions. The number of stakeholders involved in the study is 10, divided as follows: 6 

policymakers and 4 service providers. The qualitative part also involves audits of health 

records to assess the quality of documentation, assessing adherence to clinical practice 

guidelines, and evaluating consistency in reporting. 

 Study setting  

The study was conducted at the Child Health Department (CHD) in Al Remal health care 

center. This is the main clinic where services for PH in the Gaza Strip are provided. The 

CHD provides comprehensive health services that involves monitoring children’s growth 

and development, conducting laboratory tests, provision of medicine.  

 Study period  

This study was started in November 2020. The proposal for the research was submitted and 

defended in front of the School of Public Health (SPH) committee in February 2021. The 

Researcher began to develop the research tools after having the administrative university 

approve in April 2021 and after obtaining ethical approval from the Helsinki Committee in 

May 2021. The data collected was completed in January 2022 and the writing of the 

findings was completed and submitted in July 2022. Annex (1) describes the activities of 

the research and the duration of each stage.   

 Eligibility criteria 

3.6.1 Eligibility criteria-quantitative part: census study 

3.6.1.1 Inclusion criteria 

• All registered cases of children diagnosed with PH through the national neonatal 

screening program and receive services from the CHD at AL Remal PHC center.  

• Files were selected based on registered children diagnosed with PH aged 12 years 

or less, who received services from the Al Remal clinic. 

3.6.1.2 Exclusion criteria  

• Cases of PH older than 12 years old.  
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• Cases with secondary hypothyroidism   

• Damaged files. 

• File of children diagnosed with PH, who have not received any health care services. 

•  File of children diagnosed with PH, aged more than 12 years. 

3.6.2 Eligibility criteria- qualitative part 

3.6.2.1 Inclusion criteria 

• Healthcare providers working with PH children's management in the study place, 

such as physicians, lab technicians, pharmacists, and nurses. 

• Policymakers who are relevant to PH children's management, and selected them 

based on their positions. 

3.6.2.2 Exclusion criteria 

• Other health care providers who are not directly working with PH children's 

management include other physicians and nurses working in the clinic. 

 Sampling process 

3.7.1 Quantitative data: census study 

The study population consisted of all registered cases diagnosed with PH and aged 12 

years or less at the time of data collection. The number of children who utilized health 

services at Al Remal clinic was 212. The data were collected from the 202 children’s 

caregivers, with a response rate of 95%.  

3.7.2 Qualitative data 

A sample from policymakers and service providers was purposively selected. The 

purposively selected sample is a non-probability technique that aims to select people who 

are involved in PH management. In total, 10 interviews were conducted, six interviews 

with policymakers and four interviews with healthcare providers. Participants were 

purposefully selected based on their engagement in the management of PH. Additionally, 

the qualitative audit was done through reviewing 202 medical records. The findings were 

extracted through an abstraction sheet that was developed by the Researcher.  
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 Study instrument: quantitative part 

This quantitative study utilized three instruments: the first tool is structured questionnaires 

to collect the quantitative data; the second tool is the Quality of life (QoL) Questionnaire, 

and the third tool was the Strength and Difficulties Questionnaire (SDQ).  

3.8.1 Questionnaires to collect the quantitative data: 

This tool was used to collect data from the 202 caregivers of registered children diagnosed 

with PH. Most questions were close-ended questions. The questionnaire included: 

Part I: sociodemographic variables (age, gender, residency governorate, education level, 

income, working status, and reason of visit) (12 questions), family history, and medical 

information (14 questions). 

Part II: input domain includes wworkforce, Physical space facility, Information system, 

and essential medicines (9 questions). 

Part III: process domain includes waiting time & appointment time (11 questions), user -

provider interaction & communication (37 questions), follow-up (8 questions), 

participant’s perspectives about the availability & affordability of services (10 questions). 

Part IV: output & outcome domain includes satisfaction (28 questions), quality of care (3 

questions). 

3.8.2 Quality of life (QoL) Questionnaire: KIDSCREEN-52 and the SDQ  

The Researcher used the KIDSCREEN-52 (long version) international European health 

survey tool to measure health-related QoL of children with PH, which covered 10 

dimensions that included physical activities and health, feelings, general mood, about 

yourself, free time, family and home life, money matters, friends, school and learning, and 

bullying. The children under age 8 were used the SDQ questionnaire contains 25 items 

covering the following (domains: emotional, conducted, hyperactivity, peer, and finally 

prosocial). SDQ has 14 questions describing difficulties, 10 questions describing strengths, 

and one neutral question.  
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 Study instrument: qualitative part 

This qualitative study utilized two instruments, the first is the in-depth interviews guiding 

questions and the second tool is the abstraction sheet that was developed to collect data 

from medical records. 

3.9.1 In-depth interview guiding questions 

The interview guiding questions included questions covering different topics such as 

availability of information systems and reporting; standards and protocol; monitoring and 

evaluation; quality of care; competency of human resources working with PH children, 

availability of diagnostic equipment and material; challenges of management and follow-

up of PH children Annex (9). 

3.9.2 Abstraction sheet 

The Researcher has developed an abstraction sheet that was used to extract data from the 

patient’s records. The abstraction Annex (8) included the accuracy of documentation; 

clarity of documentation; and checking all services provided to children patients with PH. 

In addition, the Researcher has checked the physician's and nurse's records and also 

checked the laboratory result records, referral records, medication records, and ECD 

records. 

 Data collection 

3.10.1 Quantitative data  

The Researcher collected the quantitative data from caregivers of children diagnosed with 

PH. During the data collection, the Researcher respected and maintained the privacy and 

confidentiality of the information and the caregivers of children. The data were collected 

over almost six months, as in Annex (1). The Researcher also collected the data from 

medical records at the same time as collecting the quantitative data by using the abstraction 

sheet tool. Regarding to KIDSCREEN-52 This questionnaire is for children aged 8 to 12 

years, and the children have filled out this questionnaire. The Researcher has filled SDQ 

questionnaire with caregivers of children. 
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3.10.2 Qualitative data  

The Researcher collected data from 6 policymakers and 4 health care providers. The data 

were collected from policymakers after explaining the purpose of the interview and taking 

verbal consent approval to participate in the interviews and to record the interviews. The 

interviews began with factual questions for policymakers and healthcare providers. Notes 

were taken through the interview and using the audio recording to allow further capturing 

of information. The qualitative data collection was conducted after finishing the 

quantitative data collection and analysis. 

 Scientific rigor  

3.11.1 Quantitative approach (questionnaire)  

3.11.1.1 Validity 

Under this study, 8 experts have evaluated the instrument, and their feeback have been 

taken into consideration in Annex (6). Also, a pilot study was conducted before the actual 

data collection to examine caregivers of children with PH responses to the questionnaire 

and how they understood it.  

3.11.1.2 Reliability  

The Researcher attempted to increase reliability by assuring standardization of 

questionnaire filling. Data entry was done on the same day as the data collection. Also, 

ensure the data is collected correctly before being analyzed.  Table (1) shows the Cronbach 

Alpha for all the domaines incuded in the structured questionnaires used to collect the 

quantitative data from caregivers of children with PH. The reliability analysis shows high 

level of reliability of the tools, in which the lowest reported alpha is 0.79 which is 

relatively high. The overall reliability of the scale questions is 0.89. 
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Table (3.1) Cronbach alpha coefficient for these domains. 

Items No. of items Cronbach alpha 

User-provider interaction 32 0.804 

Participant’s perspectives about the 

availability and affordability services 

10 0.867 

Satisfaction 28 0.794 

Medical Record 33 0.902 

Total domains 103 0.893 

3.11.2 Qualitative approach (in-depth interview) 

Trustworthiness is a method by which Researchers can convince themselves and readers 

that their research results are worthy of attention. It consists of the following 

characteristics: confirmable, dependable, credible, and transferable (Nowell et al., 2017). 

The following was done to assure the trustworthiness of the qualitative part of this study. 

The first peer check was done through experts to revise the questions of the interviewer to 

assure that they cover all the required dimensions. Then a member's check was done to 

assure validity, accuracy, and transparency of the transcripts during the interviews. The 

researcher checked each research step with the supervisor. In addition, an audit trail was 

done to keep all records, a transcript for the policymakers' and healthcare providers' 

interviews, and to track the information by others. Also, in pilot form policymakers' and 

health care providers' interviews, the Researcher applied a pilot trial for policymakers and 

health care providers to assure the suitability of the questions and to measure the time 

needed for interviews. Finally, data entry was conducted at the same time as data 

collection. The Researcher analyzed policymakers' and health care providers' interviews 

directly to assure the quality and to help the Researcher memorize facial expressions, body 

language, and voice tones, enhancing the reliability of the results. 

 Ethical consideration  

Administrative approval was obtained from the School of Public Health at Al Quds 

University Annex (3). and Ethical approval was obtained from the Helsinki Committee 

Annex (4). Also, approval was obtained from the Director-General of MoH and the 
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Director of PHC in the Gaza Strip. To guarantee participants' rights, a cover letter 

indicating that the participation is voluntary and confidentiality was assured for all of them 

Annex (5). The caregivers who were selected from the clinics were asked for their consent 

to participate in the study. The policymakers and healthcare providers were asked for their 

approval to record in-depth interviews. 

 Statistical analysis  

3.13.1 Quantitative data analysis  

The Researcher used the Statistical Package for Social Sciences (SPSS) version 25 for data 

coding, entry, and analysis, followed by checking collected data for errors and missing 

data. Throughout data collection, the Researcher has checked the filled questionnaire and 

completed any absent information by recalling the caregiver.  A re-entry test was 

performed with 5% of the data. Data cleaning was performed to check illogical values. 

Then the processing of this data was established. Each item of the medical records of 

children with PH was assessed through frequency tables to show sample characteristics and 

plot differences between various patients’ characteristics variables. Moreover, cross-

tabulation for main findings and advanced statistical tests such as the Chi-square test to 

compare categorical variables and the T-test to compare the means between variables that 

have only two categories. One-way ANOVA test for comparing the means between 

variables having more than two categories. This was done when required to analyze 

questionnaire data. Analyzing descriptive statistics to analyze numerical data helped to 

describe or summarize data in a meaningful way and helped in the calculation of the 

central tendency of mean and mode. A P-value equal to or less than 0.05 was considered 

statistically significant, with a confidence interval (CI) of 95%. 

3.13.2 Qualitative data analysis 

Debriefing reports were done immediately after the interview. The open-coding thematic 

analysis method was used to analyze the transcripts of policymakers' and health care 

providers' interviews. The Researcher started by summarizing the main findings from the 

transcripts of health care providers' and policymakers' interviews. A deep reading of the 

data was extracted from the transcripts. The notes had been taken to recognize the 

important elements. The Researcher then started with the open coding thematic analysis 

method through the categorization of related ideas. Then comparisons and integration 

between the quantitative and qualitative findings were conducted to create rich data for 

discussion. 
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 pilot study  

To evaluate the suitability of the study instruments, a pilot study for 20 caregivers of 

children with PH was completed before starting data collection. The Researcher has 

adjusted the study instruments depending on the findings from the pilot study. There were 

no major adjustments that were introduced after the analysis of the pilot. In addition, the 

pilot study, pilot policymakers, and health care provider interviews were conducted to 

assure the suitability of the guiding questions and to assess the time needed for the 

interviews. The data collected throughout the pilot study were involved in the study sample 

as no major revisions were included. 

 limitation of the study  

The main limitations of the study are: 

• The study did not involve the children with PH who didn’t register in child health 

department at Al Remal clinic.  

• As the study did not involve assessing the management of PH within the non-

governmental PHC clinics and UNRWA, the findings of the study could not be 

generalized to the services provided by different NGOs and UNRWA.   
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4 Chapter Four 

Results and Discussion 

This Chapter illustrates the results of the analysis of quantitative and qualitative data, 

which were conducted to evaluate the management of primary hypothyroidism among 

children in the Gaza Strip. The Chapter includes a descriptive analysis that presents the 

socio-demographic characteristics, economic, and health-related characteristics of the 

study sample, as well as the answers to the questions of the study for children diagnosed 

with PH. It also includes inferential analysis that examines the relationship between 

selected variables and other selected covariates.  

 Descriptive statistic  

4.1.1 Socio-demographic characteristics of the study participants  

The study has a total of 202 participants. The study participants are the caregivers of 

children who were diagnosed with PH who filled out the questionnaire, with a 97% 

response rate. As shown in Figure (4.1), the majority of cases (83 cases, 41%) were from 

Gaza Governorate, followed by Khanyounis Governorate (35 cases, 17.3%). The 

remaining cases were from the other three governorates, with 33 cases, 16.3% from Deir 

Al-Balah and the same from Gaza North. Finally, the lowest number of cases was from 

Rafah, with 18 cases, 8.9%. 

 

Figure (4.1): Presence of children with PH regard to governorates 
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4.1.2 Personal data  

Table (4.1) shows that the mean age of the study participants was 6.47 years. The 

distribution of study participants by age group shows that 41.1% of children aged 5 years 

and less, 38.1% aged between 6 to 9 years, and 20.8% aged more than 9 to 12 years.  

In addition, as shown in Table (4.1), the mean maternal age at delivery of the concerned 

child of study participants was 25.3 years. The breakdown of the age group for study 

participants shows that 15.3% were aged 20 years and less, 41.6% aged between 21 to 25 

years, 24.3% aged between 26 to 29 years, and 18.8% aged 30 and more. This result is 

inconsistent with the Rezaeian (2017) study , which has revealed women aged 35 years and 

older have a high risk of having children with PH mainly due to decreased iodine levels 

and other factors such as having thyroid gland abnormalities  (Rezaeian et al., 2017). The 

results of this study might reflect the impact of iodine deficiency on birth outcomes. 

However, the case impact could not be establish without conducting studies that invlvoe 

assessing the iodine level among women who have children with and without PH. As 

shown in Figure (4.2), more than half (60.4%) of the children who were diagnosed with PH 

were female, and 39.6% of the children were male. This finding was consistent with the 

findings of Saoud's (2019) study that showed that PH is more common among female 

children than male children, with a ratio of 2:1 (Saoud et al., 2019).  In addition, the results 

of this study are also consistent with Rezaeian and Colleagues' (2017) study that revealed 

that being female is a significant risk factor for PH (Rezaeian et al., 2017). 

 

Figure (4.2): Presence of children with PH regard to gender 

Table (4.1), the employment status of fathers’ who have children with PH, shows that 

67.8% of them are working. With regard to mothers' working status, only 6.9% of mothers 
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were employed at the time of data collection. The findings of the study are consistent with 

the findings of PCBs as the unemployment rate in the Gaza Strip in 2021 was 39.6% for 

males and 60.4% for females (PCBS, 2021c). Concerning the educational level, 28.2% of 

mothers of children who were diagnosed with PH completed their elementary school 

education and 71.8% completed either high school or university education. The findings of 

the study are consistent with the findings of PCBs as in 2021 was 75.9% of females 

completed high school or university education (PCBS, 2021). 

With regard to family income, as shown in Table (4.1), the mean monthly income for 

caregivers of children who were diagnosed with PH was 744.4 New Israel Shekels (NIS), 

with (SD, 596.25). The breakdown of monthly income shows that 96% of caregivers live 

below the poverty line and 4% of caregivers live above the poverty line. The poverty line 

and the deep poverty line for a reference family consisting of 2 adults and 3 children were 

2,470 NIS and 1,974 NIS, respectively (PCBS, 2020). The results are inconsistent with the 

findings of PCBs (2020), which indicate that 53% of individuals in the GS live below the 

poverty line. NIS. The high poverty rates among families who have children with PH 

underline the importance of providing health services to their children free of charge. 

Table (4.1) Distribution of the study participants by selected sociodemographic factors 

Items No. % 

Age of Children 

5 years and less 83 41.1 

From 6 to 9 77 38.1 

More than 9 to 12 years 42 20.8 

Total 202 100.0 

Mean = 6.47, MD = 6.00, Std = 3.15 

Respondent 

Mother 121 59.9 

Father 81 40.1 

Total 202 100.0 

Gender of the child with PH 

Female 122 60.4 

Male 80 39.6 

Total 202 100.0 
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Table (4.1): Continued 

Mother age at delivery of the concerned child 

20 years and less 31 15.3 

From 21 to 25 years 84 41.6 

From 26 to 29 years 49 24.3 

30 years and more 38 18.8 

Total 202 100.0 

Mean = 25.32, MD = 25.00, Std = 5.04 

Mother complete of schooling 

Elementary school 57 28.2 

High school 97 48.0 

University 48 23.8 

Total 202 100.0 

Mother’s Employment Status 

Unemployed 188 93.1 

Employed (Teacher, Police) 9 4.5 

Self-employed (Hair Dresser) 5 2.4 

Total 202 100.0 

Father’s Employment Status 

Unemployed 65 32.2 

Employed  36 17.8 

Self-employed 101 50.0 

Total 202 100.0 

Monthly income of your family (Poverty Line 1974) 

Under Poverty Line 194 96.0 

Above Poverty Line 8 4.0 

Total 202 100.0 

Mean = 755.45, MD = 800.00, Std = 596.25 

 

Reason for your today’s visit 

To scheduled appointed- follow up 105 52.0 

To do laboratory tests 97 48.0 

Total 202 100.0 
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4.1.3 Reason for today’s visit 

The main reason for the visit during the data collection was mainly to monitor the child's 

growth and development and to refill the drug prescription, with (52%). Additionally, 48% 

of study participants visited the clinic to do the follow-up laboratory test. 

4.1.4  Family History  

4.1.4.1 Age of child diagnosed with PH 

Table (4.2) illustrates that the majority of children (65.3%) were diagnosed with PH at the 

age of less than 1 month, 11.8 were diagnosed when they aged 2 months and 16.8% were 

diagnosed when they aged from 3 to 5 months. Finally, 6.1% of children were diagnosed 

with PH at age 6 to 8 months. The main reasons for the delay in the diagnosis are infant 

hospitalization in the neonatal intensive care unit due to different health issues. This result 

was also supported qualitative data in which the key informants mentioned that the main 

reason of the delay in diagnosing PH is hospitalization.  The Head of the CHD stated, 

"Sometimes there is a delay in diagnosing children with PH as a result of being admitted 

to the neonatal intensive care unit, whether s/he suffers from a health problem or due to 

immaturity, and this leads to a delay in conducting the screening t, which may reach 4 to 6 

months. "  

The second reason for delayed diagnosis of children with PH due to primary TSH 

screening program which does not diagnose thyroxin-binding globulin (TBG) deficit 

(Cherella & Wassner, 2017). In total, 22.7% of children diagnosed with PH are considered 

late in terms of diagnosis time, which could lead to irreversible damage to the brain as the 

diagnosis of PH is recommended to be done in the first month of birth to avoid any 

deterioration of mental development (Rodriguez Sanchez et al., 2019).  

Regarding other family members diagnosed with PH, the findings of the study have shown 

that 10.9% of the study participants have a positive family history. Worldwide, between 15 

to 20% of the PH causes are due to genetic factors (Grasberger & Refetoff, 2011). The 

study result was consistent with the finding of the Zeinab (2004) study, which revealed that 

15% of study participants have a positive family history (Zeinab et al., 2004). 
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4.1.4.2 Presence of morbidities among Mothers of children with PH 

As shown in Table (4.2), about 16.8% of mothers of children with PH have morbidities. 

The main morbidities are diabetes mellitus, hypertension, asthma, thyroid problems, and 

others, as shown in Figure (4.3). 

 

Figure (4.3): Presence of morbidities among Mothers of children with PH 

4.1.4.3 Food rich in iodine 

As shown in Table (4.2), 67.7% of the mothers of the study participants didn’t take foods 

rich in iodine during their pregnancy. This finding is consistent with the findings of 

Wassner (2018) that revealed that the most common reason for PH is a deficit in taking 

food rich in iodine during pregnancy (Wassner, 2018). Regarding vitamin A and & iron 

supplements, the study findings show that about two-thirds (69.3%) of children with PH 

were taking vitamin A and iron supplements during the time of data collection. While more 

than one-third (30.7%) of children with PH didn’t take these supplements. Iron and vitamin 

D supplements are important micronutrients for children with thyroid gland problems, as 

the supplements activate the thyroid gland to function normally. According to Starchl and 

Colleagues (2021), it is common for children diagnosed with PH to suffer from vitamin D 

and iron deficiency. Hence, it is important for those children with PH to regularly take 

vitamin A&D and iron supplements. 
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4.1.4.4 Early Child Development (ECD)  

ECD is a vital program for children aged from birth to six years old. It focuses on aspects 

of development, including physical, social, emotional, spiritual, moral, and cognitive 

language development (Tadesse, 2016).  

The findings of the study have revealed that less than half (41.3%) of children diagnosed 

with PH were enrolled in the ECD program. When asked the nurse in the child health 

department about the effect of this ECD service on children diagnosed with PH, she stated, 

"This service stopped at the end of 2019 until now due to the COVID-19 pandemic." 

Another nurse said, "service stopped due to a shortage in manpower." Key informants 

confirmed the above. She said, "It had a significant impact on improving the health status 

of children who received service to control their PH, and also the caregivers became 

aware of what the stages of growth and development are and how their children can be 

monitored and followed up, but unfortunately now the department is suspended due to the 

Corona pandemic and the shortage of manpower." 

When asked about the children who are found to have problems in growth and 

development, how are they followed up? The head nurse said, "Children who are found to 

have a problem in growth and development are referred to the physician to do the 

necessary tests and examinations. If the problems are related to development, the child is 

transferred to the Early Childhood Care Department to make a full assessment of the 

child’s problems, identify the problem, and educate the caregivers with the required skills. 

Then re-evaluate again. If the delay is still and the child has not improved, he is referred to 

the competent authorities according to the degree of delay." 

When asked by key informants about whether there is a program for psychological support 

for these children, and how is it determined if the child needs psychological support? All of 

them said, "The Al Remal clinic does not have psychologists to deal with these children, 

but it is the personal efforts of the health staff to provide psychological support." 

4.1.4.5 Screening program to early identify cases of PH 

When asked about key informants, is this program available in all clinics, and are the staff 

trained on how to properly perform the screening to early identify PH cases? Said " 

availability of screening services in all UNRWA clinics and all level four government 

clinics, and the screening is done through obtaining a blood sample from a child’s foot". 

The findings of key informants’ interviews revealed that all nursing staff trained on how to 

take the sample in the correct way and how to enter it into the computerized program and 

send it to the central laboratory. The findings of the key informants interview also have 
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shown that health staff have good knowledge of PH screening, including the procedure of 

doing the screening, the timing, and follow up care for children diagnosed with PH. 

When asked by the key informants about the steps to be taken if the test result is positive. 

One key informant stated, "If the result is positive, a re-examination is done again to 

confirm it, and if the result is positive again, a file is opened for the child and he is 

diagnosed with PH, and after that, a follow-up is done based on the results of the tests and 

according to the system in place. The medical and nursing staff explain in detail the nature 

of the disease and the role of the caregivers in the treatment plan." 

Table (4.2) Distribution of the study participants according to medical history    

Items No. % 

Age of child when diagnosed with PH 

Less than 1 month 132 65.3 

2 months 24 11.8 

from 3- 5 months 34 16.8 

from 6-8 months 12 6.1 

Total 202 100.0 

Having family member diagnosed with PH 

No 180 89.1 

Yes 22 10.9 

Total 202 100.0 

Mother have chronic diseases (yes is it n = 34) 

No 168 83.2 

Yes 34 16.8 

Total 202 100.0 

History of taking any medication during pregnancy 

No 182 90.1 

Yes  20 9.9 

Total 202 100.0 

The family especially mother’s consume food rich in iodine 

No 155 76.7 

Yes 47 23.3 

Total 202 100.0 

Receiving supplements vitamin, A&D & Iron) 

No 62 30.7 

Yes 140 69.3 

Total 202 100.0 

The child registered at the Early Child Development (ECD) program  

No 117 59.7 

Yes 85 41.3 

Total 202 100.0 
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4.1.5 Medical information  

4.1.5.1 TSH & T4 level at diagnosis 

The normal level of TSH ranges from 0.5 to 5.0 mlU/dl & total T4 ranges from 5 to 12 

mcg/dl. Table (4.3) illustrates the mean TSH level for children diagnosed with PH was 

189.55 mlU/dl with (SD, 125.02). The result shows that all children have an abnormal 

level of TSH of more than 5.0mlU/dl. In addition, the mean T4 level during diagnosis was 

7.54 mcg/dl with (SD, 5.68). This finding significantly deviates from the normal level, but 

the breakdown of T4 level results showed 28.8% of children with PH had normal T4 levels 

and the majority (71.2 %) had abnormal levels. As expected, 80.2% of study participants 

were diagnosed by a general practitioner and only 19.3% were diagnosed by an 

pediatrician. Finally, all children diagnosed with PH use Thyroxine medication at a 

suitable dose, according to their age and the functions of the thyroid gland. This result is 

consistent with the Barham (2014) study that showed 100% used thyroxine medication for 

the threat of hypothyroidism (Barham et al., 2014).  

But even so, when asked by the Deputy Director General of PHC about whether laboratory 

tests are available all the time, and what is the alternative if they are unavailable, he said, 

"Laboratory tests are often available, but sometimes there is a shortage, but if they are 

unavailable, children are transferred to hospitals, and if they are not available in 

hospitals, they are transferred to private laboratories, but before stock runs out, 

international institutions and international cooperation are contacted to provide them 

urgently." The of key informants' interviews clearly revealed that most of the time the 

screening kits are available, however, sometimes the screening kits are not available due to 

the financial problems that the MoH face.  

4.1.5.2 Latest TSH & T4 result 

As shown in Table (4.3), the mean TSH level of children diagnosed with PH was 8.57 

mlU/dl with (SD, 15.52). Of the total number of children, 63.8% have normal levels, while 

36.2% have abnormally high levels.  Regarding the latest T4 results, the mean T4 level was 

4.07 mcg/dl with (SD, 3.84). The breakdown of these results showed two-thirds (75.3%) of 

children diagnosed with PH had a normal level of T4, but also one-third (24.7%) had an 

abnormally low level. These results may be due to the knowledge deficit of caregivers,  
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not having children take their medicine regularly, and not following up thoroughly with the 

service providers. 

4.1.5.3 Chronic diseases among children with PH 

As shown in Table (4.3), 92.6% of children diagnosed with PH didn’t have other chronic 

diseases, while 7.4 % of study participants had chronic diseases such as epilepsy, ear 

problems, and eye problems. This finding is inconsistent with Leger's (2015) study that 

revealed that 88% of children with PH also suffer from other co-morbidities such as visual 

impairment, hearing impairment, and other neurologic problems (Léger, 2015). 

Table (4.3) Distribution of the study participants about medical information  

Items Number % 

TSH level at diagnosis 

Normal 0 0 
Abnormal 202 100 

Total 202 100.0 

Mean = 189.55, Median 170.0, Std = 125.02 

Latest TSH result 

Normal 127 63.8 

Abnormal (above normal level) 72 36.2 

Total 199 100.0 
Mean = 8.57, Median 3.40, Std = 15.52 

T4 level at diagnosis with PH 
Normal  55 28.8 

Abnormal (under normal level) 147 71.2 

Total 202 100.0 

Mean = 7.54, Median 6.80, Std = 5.68 

Latest T4 result 

Normal 143 75.3 

Abnormal (under normal level) 47 24.7 

Total 190 100.0 

Mean = 4.07, Median 2.80, Std = 3.84 

having other associated chronic diseases  

No 187 92.6 
Yes 15 7.4 

Total 202 100.0 

Who has diagnosed the child with Primary Hypothyroidism? 

General physician 162 80.2 
pediatrician 39 19.3 
I do not remember 1 0.5 

Total 202 100.0 

What was the first treatment given to the child? 

Thyroxine 202 100.0 
Total 202 100.0 
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4.1.6 Health care services  

Table (4.4) shows that 86.1% of study participants acknowledged the availability of 

pediatrician to provide services to PH clients, while 83.7% acknowledged the availability 

of specialized nurses. With regard to the services received at Al Remal clinic for children 

diagnosed with PH, 93.6% of the study participants arrived to do laboratory tests, 83.7% to 

dispense medications, and 52.5% of them did counseling and follow-up. The availability of 

services at Al Remal clinic increases the burden of children and their caregivers in terms of 

transportation costs, especially for caregivers living outside the Gaza governorate, and the 

time they need to access the services. It is also important to include professional 

psychological support in the services provided to children diagnosed with PH, in which 

only 2.5% of study participants confirmed that they had received psychological support 

services from healthcare providers. 

4.1.6.1 Receiving services from other service providers, in addition to the MoH 

services 

As shown in Table (4.4), 86.1% of study participants received services such as follow-up, 

lab analysis, and drug dispensing from the Al Remal clinic. At the same time, a total of 

13.9% of the study participants receive services from other service providers when services 

are not available at Al Remal clinic, mainly the ultrasound services. Other reasons for 

receiving services from other service providers are lack of medication, and difficulty in 

reaching Al- Remal clinics, particularly for clients living in areas Rafah, and Khanyounis 

Governorates due to financial barriers to accessing Al-Remal clinic, namely the 

transportation cost to reach Al-Remal clinics. 

4.1.6.2 Essential medicines 

The availability of essential medicines for children with PH is substatinal to save their 

lives. Thus, essential medicine should be accessible, available, affordable, of high quality, 

and used properly (Ki-moon, 2015). Table (4.4) illustrates that 88.1% of study participants 

reported that they received Levothyroxine medications from PHC, mainly from the Al 

Remal clinic, and 14.9% reported that they received medications from UNRWA clinics. 

Additionally, 58.9% of the study participants caregivers reported period of lack of 

medications in the Al Remal clinic, thus, they buy the the Levothyroxine from private  

pharmacies. A total of 23.8% of study participants caregivers reported that medication is 
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available all the time, 49.5% reported that medication is not available all the time, and 

26.7% reported a lack of medication all the time. 

The findings of the qualitative data are consistent with the quantitative data in which key 

informants confirmed that medicine is not available all the time. One key informant stated 

"Medicine are not available all the time and they are not free. Caregivers pay a small fee 

of one shekel if children are less than five years old and three shekels if they are more than 

three years old. Caregivers of children buy the medicine out of their pocket in case 

medicine is not available."  

But, Deputy Director General of PHC said, "Medicines are rarely cut off, but if they are 

not available, they are purchased from private pharmacies, and now the Ministry has 

introduced the subsidized drug initiative at a low price, and this is an alternative if they 

are not available."  

As shown in Table (4.4) 86.1% of study participants didn’t receive medications from other 

health care providers, while 13.9% do so. The majority of caregivers of children with PH 

are refugees and thus can access UNRWA clinics' services free of charge. A total of 91.7% 

of the study participants received services from other health care providers when 

medications is not available, mainly from UNRWA. However, the available dosages at 

UNRWA clinics are either 100mcg or 200mcg, and most of the time, the dosage needed is 

about 50mcg. So, caregivers faced some difficulty in dividing the tablets to maintain the 

right the dosage. Regarding the last time to receive health care services from Al Remal 

clinic, Table (4.4) shows that the mean was 5.18 months (SD, 6.069). 

Table (4.4) Distribution of the study participants about Input 

Items No. % 

Knowledge about availability of pediatrician at Al Remal clinic  

No 5 2.5 

Yes 174 86.1 

I don’t know dedicated staff for the child 23 11.4 

Total 202 100.0 

Knowledge about availability of dedicated Thyroid Disease Nurse Al Remal clinic? 

No 5 2.5 

Yes 169 83.7 

I don’t know dedicated staff for the child 28 13.9 

Total 202 100.0 
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Table (44.4): Continued 

Receive services regarding your child Primary Hypothyroidism from places other 

than Al Remal clinic 

No 174 86.1 

Yes 28 13.9 

Total 202 100.0 

If yes, from where do you receive these services? 

European Hospital 1 3.7 

privet doctor 27 96.3 

Total 28 100.0 

The services that children with PH receive from Al Remal clinic 

Counseling and Follow-up 106 52.5 

Lab Test 189 93.6 

Medication Dispensing 169 83.7 

Psychological support 5 2.5 

Nutritional counseling  1 0.5 

From where do the children patient with Primary Hypothyroidism get his 

medications 

Hospital 5 2.5 

Primary health care            178 88.1 

UNRWA 25 12.4 

Buy from pharmacy           119 58.9 

Other 0 0.0 

Availability of drugs all the time  

Yes 48 23.8 

Not all the time 100 49.5 

No medication available 54 26.7 

Total 202 100.0 

Is the child receiving medications from another service provider? 

No 174 86.1 

Yes 28 13.9 

Total 202 100.0 

If yes which service providers? Specify 

Private Doctor 2 8.3 

UNRWA 22 91.7 

Total 24 100.0 

The last time to receive services by months 

One month and less 59 29.4 

From 2 to 4 Months 68 33.8 

From 5 to 9 Months 36 17.9 

10 months and more 38 18.9 

Total 201 100.0 

Mean = 5.18, Median = 2.00, Std = 6.069 
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4.1.7 Availability of e-health records  

One of the main issues that face the Palestinian health system in the Gaza Strip is the 

absences of a unified computerized e-health system. A key informant when asked about the 

availability of e-health records, the Deputy Director General of PHC said, "The files are 

still saved on papers, but there is a plan to fully computerize the child's file, including the 

files of children with PH." The same view was expressed with all the key informants.  

4.1.8 Availability of guideline/ protocols for PH treatment 

A key informant when asked about guidelines or protocols for children that have been 

diagnosed with PH, the Deputy Director General of PHC said, "There is a protocol in the 

MoH and we always look at the new evidence. The protocol is up to date taking into 

account recent evidence. It is a national protocol and has been adapted based on 

international protocols and guidelines." Interestingly, few key informants expressed 

dissatisfaction with protocol as the current protocol includes only diagnostic criteria and a 

referral pathway Thus, the need to update the existing protocol for treatment of PH is 

highly and urgently needed. The main gaps of the current protocol are (1) limited 

information about treatment options, (2) absence of guidelines when it comes to laboratory 

findings, and (3) absence of clear follow up for children with PH.   

Finally, not all the staff of the Department of Child Health are aware of the existence of the 

protocol. One nurse stated "There are no policies or protocols, they are all personal 

judgments." 

Regarding the availability of a protocol for screening program, key informants said, "There 

is no written protocol, but the Department of Child Health follows the instructions received 

from the World Health Organization regarding this category of children " nurse said, "I 

don't know if there is a protocol for screening." 

4.1.9 Waiting time & contact time    

As shown in Table (4.5), the mean waiting time to receive the services for children with 

PH was 4.63 minutes, with (SD, 3.94). The breakdown of the waiting time for study 

participants shows that 49.5% waited less than five minutes, 31.2% waited five minutes, 

and 19.3% waited more than five minutes. The mean time that physicians spent with 

children during the follow-up visit was 12.40 minutes, with (SD, 4.89). The breakdown of 
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the time spent with physicians by study participants shows that 56.4% spent 10 minutes 

and less, 30.7% spent from 11 to 15 minutes, and 12.9% spent more than 15 minutes. 

Also, as shown in Table (4.5), 93.6% of study participants’ caregivers reported that they 

didn’t wait a long time before meeting their treating physicians. Also, 92.1% of study 

participants’ caregivers reported that they didn’t wait a long time to collect a blood sample 

for lab tests. In addition, 89.6% of study participants’ caregivers mentioned that they didn’t 

wait a long time to dispense medications. In conclusion, most caregivers of children who 

are diagnosed with PH report that the waiting time is suitable for them in all aspects, 

including waiting time with to meet their treating physicians, nurses, pharmacists, and 

laboratories. 

4.1.10 Accessibility 

4.1.10.1 Physical accessibility & workforce   

As shown in Table (4.5), around two-thirds (59.4%) of study participants reported that it 

was not easy to reach the Al Remal clinic.  The main difficulties are the high transportation 

costs, as stated by 95.8% of study participants caregivers. As Jeklin's (2017) study shows, 

the transportation cost negatively impacts the access to services provided. In general, long-

distance to reach service providers and transportation costs, are the main challenges that 

could delay or miss appointments for health care providers' services (Jeklin, 2017).  

When asked key informants about whether there is a future plan to provide services to 

children with PH in other PHCs in other geographical areas. Deputy Director General of 

PHC said, "Since the number of cases is small, providing the service in one center, 

according to our experience, is better at the present time. In order to provide the service in 

more than one PH center, we need qualified physicians and nurses, so there is a future 

plan to train physicians and nurses to provide a high-quality health service to children 

with PH." 

Another key informant, director of the Department of Maternal and Child Health said, "All 

clinics must provide services for this category of children, but unfortunately all clinics 

refer cases to the Child Health Department in Al-Rimal clinic. Therefore, it is necessary to 

emphasize that the clinics that have family medicine deals with this category of children. 

This also makes the caregivers aware that the service is not only present in the Al Remal 

clinic, is will be available in all clinics." 



 

 

 

54 

 

4.1.10.2 Challenges for children with PH services 

The main challenges for children diagnosed with PH to receive services in the Al Remal 

clinic as shown in Figure (4.4), are the lack of specialized services such as ultrasound, the 

lack of appointments, and the limited availability of medication all the time. 

First, the lack of specialized services such as ultrasound:  When asked key informants 

about the reason for the lack of an ultrasound device in Al Remal clinic and what the 

alternative was, the Deputy Director General of PHC said, "It is not available because the 

problem is not in having the ultrasound device, but in having a trained and specialized 

staff in radiology. The alternative option is to transfer cases to hospitals to conduct the 

ultrasound, and this is done without any obstacles. The MoH does not have plan to provide 

ultrasound services within Al-Rimal clinic." The above views were expressed by all key 

informants.  

Second, when it comes to appointment system, around two-thirds of study participants’ 

caregivers didn’t have an exact time for their next appointment. Most of the time, service 

providers do not book appointments for follow-up visits. The lack of a well-functioning 

appointment system increases the chances of missing appointments and not following up 

regularly. 

Third, the limited availability of medication all the time. When asked the key informants 

about the main challenges that affect the continuity of services, they said that "lack of 

availability of medicine at the time." 
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Figure (4.4): Main barriers regard to services at Al Remal Clinic 

Table (4.5) Distribution of the study participants according to respondent about waiting time 

& appointment time in Al Remal Clinic 

Items No. % 

Easy to reach Al Remal Clinic 

No 120 59.4 

Yes 82 40.6 
Total 202 100.0 

If no, why: 

We come on foot and it take a long time 5 4.2 
We come by public transportation and it is cost 
money 

115 95.8 

Total 120 100.0 

How long do you wait for your child to be served from the Al Remal Clinic staff? 
............Minutes 

Less than 5 100 49.5 
5 minutes 63 31.2 

More than 5 39 19.3 
Total 202 100.0 

Mean = 4.63, Median = 5.00, Std = 3.94 

If the child had a follow-up session in Al Remal Clinic, was there a long waiting list 
before his turn? 

No 189 93.6 
Yes 3 1.5 
To some extent 10 5.0 

Total 202 100.0 
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Table (4.5): Continued 

How much time the physicians generally spend with your child during the 
examination and follow-up? minutes 

10 and less 114 56.4 
From 11 to 15 62 30.7 
More than 15 26 12.9 

Total 202 100.0 

Mean = 12.40, Median = 10.00, Std = 4.89 

If you dispense medications for the child patient with Primary Hypothyroidism, do 
you wait for a long time to get the services? 

No 181 89.6 

Yes 4 2.0 
To some extent 17 8.4 

Total 202 100.0 

In the past months, have you ever been returned home without receiving the 
services that the child came to receive? 

No 129 63.9 
Yes 73 36.1 
Total 202 100.0 

If yes, indicate why 

 Absent of physician 1 1.4 

Hormone’s examination not available 7 9.9 
Ultrasound not available 22 31.0 
medication not available 41 57.7 

Total 71 100.0 
 

4.1.11 User-provider interaction & physician - patient communication 

This domain contains 32 items, including the interaction between providers, physicians, 

nurses, and pharmacists. The Doctor-Patient Communication (DPC) scale tool was adapted 

and used to assess the interaction between physicians and clients (Sustersic et al., 2018). 

As shown in Table (4.6), the majority of study participants, caregivers of children who 

were diagnosed with PH, reported an average mean of satisfaction with the interaction with 

the health providers, with a total mean of 76.3% (SD, 5.91). 

As shown in Table (4.6), the majority of study participants agreed and strongly agreed that 

physicians listen to them carefully during the follow-up visits, with a mean of 84%. Also, 

the second higher mean was the physicians' understanding of the needs of the patients, with 

a mean of 83%. On the other hand, the lowest mean of the caregiver-physician interaction 

domain was the physician explaining the advantages and disadvantages of treatment, with 

a mean of 72%. 
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In addition, Table (4.6) shows that most of the study participants agreed and strongly 

agreed that the nursing staff was knowledgeable, with a mean of 81.2%. On the other hand, 

the lowest mean of caregiver-nurse interaction domain was related to booking the next 

appointment, in which nurses do not book a precise date for the next appointment for 

follow-up, with a mean of 54.4%. From the interaction with caregivers, it turned out that 

most caregivers agree on the next appointment with the treating physician, and in case 

there is a need for any change in the appointment, caregivers contact their treating 

physician directly, either by a phone call or come to the clinic. 

Table (4.6) shows that most of the study participants either agreed or strongly agreed that if 

caregivers want to ask pharmacists anything about the medications, it is easy to do so, with 

a mean of 78%. On contrary, the lowest mean of caregiver-pharmacist interaction was the 

pharmacists' notifying the nurses if the patient does not receive medication, with a mean of 

60%. 

Table (4.6) Distribution of the study participants according to respondent about provider 

interaction & physician - Patient communication 

 

Paragraph  

 
Strongly 

Disagree 
Disagree Natural Agree 

Strongly 

Agree 

Weighted 

Mean 

% 

The physician pays 

attention to the 

beliefs and emotions 

of patients and their 

caregivers 

No. 0 6 28 134 34 

79.4 

 % 0.0 3.0 13.9 66.3 16.8 

During visiting, you 

were allowed to say 

everything that you 

think is important 

No. 0 10 28 106 58 

81.0 

 % 0.0 5.0 13.9 52.5 28.7 

The physician 

listens carefully to 

everything you say 

No. 3 8 25 118 47 
79.8 

 % 1.5 4.0 12.4 58.7 23.4 

You feel that the 

physician 

understands you 

No. 1 11 29 128 33 
78.0 

 % 0.5 5.4 14.4 63.4 16.3 

The physician 

makes sure that you 

understand his 

explanations and 

instructions 

No. 0 1 35 155 11 

77.4 
% 0.0 0.5 17.3 76.7 5.4 
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Table (4.6): Continued 

The physician 

understands the 

needs of the patients 

No. 0 1 18 132 51 83.0 

 % 0.0 0.5 8.9 65.3 25.2 

The physician 

responses to your 

questions 

No. 0 4 15 137 46 82.2 

 % 0.0 2.0 7.4 67.8 22.8 

The physician 

always willing to 

help you. 

No. 0 2 25 127 47 81.8 

 % 0.0 1.0 12.4 63.2 23.4 

The physician never 

too busy to respond 

to your questions 

No. 1 7 23 134 37 79.8 

 % 0.5 3.5 11.4 66.3 18.3 

The physician 

respects patient’s 

appointments 

No. 3 8 19 145 27 78.4 

 % 1.5 4.0 9.4 71.8 13.4 

Does the physician 

inform you when to 

come for the next 

follow-up 

No. 4 4 14 142 38 
80.4 

 % 2.0 2.0 6.9 70.3 18.8 

The physician 

listens to you 

carefully during the 

consultation. 

No. 0 2 14 127 59 
84.0 

 % 0.0 1.0 6.9 62.9 29.2 

The physician 

allows you to talk 

without interrupting 

you. 

No. 0 3 20 140 39 
81.2 

 % 0.0 1.5 9.9 69.3 19.3 

The physician 

examines the child 

patient with Primary 

Hypothyroidism 

thoroughly. 

No. 0 9 27 109 57 

81.2 

 % 0.0 4.5 13.4 54.0 28.2 

You feel you were 

given all the 

necessary 

information. 

No. 3 23 34 113 29 
74.0 

 % 1.5 11.4 16.8 55.9 14.4 

The physicians 

explain the 

advantages and 

disadvantages of the 

treatment 

No. 5 38 33 79 44 

72.0 

 % 2.5 19.1 16.6 39.7 22.1 
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Table (4.6): Continued 

The physicians 

involve you in the 

decision-making. 

No. 7 25 26 91 53 75.6 

 % 3.5 12.4 12.9 45.0 26.2 

In your opinion, the 

physician has a 

reassuring attitude 

No. 0 7 16 136 43 81.2 

 % 0.0 3.5 7.9 67.3 21.3 

You think the 

physician told the 

truth about the 

child's condition 

No. 0 4 12 140 46 
82.6 

 % 0.0 2.0 5.9 69.3 22.8 

You have 

confidence in the 

physician 

No. 2 18 27 104 51 78.2 

 % 1.0 8.9 13.4 51.5 25.2 

Al Remal Clinic 

nursing staff 

knowledgeable 

No. 0 6 16 140 40 

81.2 
% 0.0 3.0 7.9 69.3 19.8 

Does the nurse deal 

with you 

respectfully 

No. 2 4 16 148 32 

80.2 
% 1.0 2.0 7.9 73.3 15.8 

Nurses at the child 

health department 

have specific 

expertise to deal 

with the child. 

No. 0 8 37 152 5 

75.2 
% 0.0 4 18.3 75.2 2.5 

The nurse takes into 

account the patient’s 

interest 
 

No. 5 17 40 125 15 

72.6 
% 2.5 8.4 19.8 61.9 7.4 

The nurse identifies 

you the next 

appointment for 

follow-up 

No. 18 87 47 34 16 

54.4 
% 8.9 43.1 23.3 16.8 7.9 

The nurse call with 

the pharmacist to 

ask about 

medication 

No. 4 69 58 52 19 

61.2 
% 2.0 34.2 28.7 25.7 9.4 

medication is not 

available; the nurse 

contacts the 

pharmacist to try to 

provide this 

medication 

No. 3 72 61 51 15 

60.2 
% 1.5 35.6 30.2 25.2 7.4 
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Table (4.6): Continued 

Pharmacists deal 

with you 

respectfully 

No. 2 5 39 130 26 77.2 

 % 1.0 2.5 19.3 64.4 12.9 

If you want to ask 

pharmacist anything 

about the 

medications, you 

find it easy to do so. 

No. 1 13 44 91 53 

78.0 

 % 0.5 6.4 21.8 45.0 26.2 

The pharmacists 

inform you how to 

take the child his 

medication every 

visit 

No. 2 10 34 119 37 

77.8 

 % 1.0 5.0 16.8 58.9 18.3 

The pharmacists 

notify the nurses if 

the patient does not 

receive medication 

No. 3 71 61 52 15 
60.4 

 % 1.5 35.1 30.2 25.7 7.4 

You receive 

feedback about the 

results of these 

laboratory tests 

No. 4 11 24 143 20 
76.2 

 % 2.0 5.4 11.9 70.8 9.9 

Weighted mean = 76.33%, MD = 76.88, Std = 5.91 

 

4.1.12 Follow up 

Table (4.7) illustrates that around half of the study participants (49%) reported that the 

follow-up for their children was inadequate, and 56.9% reported that they didn’t have a 

regular visit for follow-up. As the caregivers mentioned, the main reasons for not 

committing to appointment time for follow up are the transportation costs and not booking 

an appointment. 

Table (4.7) shows that 90.6% of study participants didn’t conduct diagnostic tests, namely 

ultrasound last year. Just 19 caregivers out of all of the study participants reported having 

conducted a diagnostic test for their children with a mean of 7.11 months (SD, 4.40). On 

the other hand, 59.9% of study participants’ caregivers reported having done the test and 

only 57.9% received feedback on the laboratory tests. Unexpectedly, 60% of children with 

PH did not conduct the annual test.  
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Table (4.7) Distribution of the study participants according to respondent about Follow-up 

Items No. % 

Follow-up visits are adequate 

No 99 49.0 

Yes 87 43.1 

To some extent 16 7.9 

Total 202 100.0 

Have regular visits with physicians for your child 

No 115 56.9 

Yes 87 43.1 

Total 202 100.0 

If no Why?  

I cannot afford transportation cost 99 86.1 

 My movement is uneasy 13 11.3 

 I do not have time-work issues-leave 0 0.0 

 There is no identified date for follow-up 77 67.0 

 I do not trust my provider 2 1.7 

 The providers are not qualified enough to deal with  2 1.7 

  Total   202 100.0 

Have you been approached by provider because the child did not follow up 

regularly? 

No 161 79.7 

Yes 41 20.3 

Total 202 100.0 

Child patient with PH done the diagnostic test (Ultra Sound) last year? 

No 183 90.6 

Yes 19 9.4 

Total 202 100.0 

If yes, when it was? Before ...........Months 

5 Months and less 7 36.8 

From 6 to 9 months 5 26.4 

10 months and more 7 36.8 

Total 19 100.0 

Mean = 7.11, MD = 6.00, Std = 4.40 

Received feedback about that diagnostic test? 

No 185 91.6 

Yes 17 8.4 

Total 202 100.0 

Child patient with PH done annual laboratory analysis last year? 

No 81 40.1 

Yes 121 59.9 

Total 202 100.0 

If yes, when it was? Before ...........Months 
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Table (4.7): Continued 

5 and less 61 51.3 

6 and more 58 48.7 

Total 119 100.0 

Mean = 5.25, MD = 5.00, Std = 3.21 

Received feedback about the results of annual laboratory analysis? 

No 85 42.1 

Yes 117 57.9 

Total 202 100.0 

If No Why? 

I have not been notified of the results 60 70.6 

The child is less than a year old 51 60.0 

Missing appointments           3 3.5 

I did an external examination 3 3.5 

Health care providers contact you to inform you of the test result and adjust the 

dose? 

No 59 29.2 

Yes 143 70.8 

Total 202 100.0 

4.1.13 Perspective regarding availability & affordability of services 

This domain includes 10 items about the availability and affordability of services. As 

shown in Table (4.8), more than half of the study participants were not satisfied with the 

availability and affordability of services, with a mean of 61.15%, with (SD, 15.05). 

Findings in Table (4.8) show that most of the study participants agreed and strongly agreed 

that the caregivers can reach easily to health care providers by telephone with a mean of 

76.0%. On the other hand, about half of the study participants strongly disagreed or 

disagreed that medication should be available all the time, with a mean of 48.8%. In 

addition, around half of the study participants strongly disagreed and disagreed that the 

follow-up tests TSH, T4, are available all the time, with a mean of 49.2%.  

In conclusion, around half of the study participants are not satisfied with the availability 

and affordability of services, mainly medication and laboratory tests. 
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Table (4.8) Distribution of the study participants according to respondent about perspectives 

about the availability & affordability of service 

Paragraph   Strongly 

Disagree 
Disagree Natural Agree 

Strongly 

Agree 

Weighted 

Mean % 

It is easy to 

access the 

clinic 

No. 54 58 0 80 10 

53.4 
% 26.7 28.7 0.0 39.6 5.0 

The 

medications 

your child 

takes are 

always 

available 

No. 41 96 7 52 6 

48.8 
% 20.3 47.5 3.5 25.7 3.0 

The time you 

need to reach 

the clinic is 

reasonable, 

not lengthy 

No. 43 62 2 80 15 

56.2 
% 21.3 30.7 1.0 39.6 7.4 

The follow-

up tests TSH 

& T4 are 

available all 

the time 

No. 43 94 5 49 11 

49.2 
% 21.3 46.5 2.5 24.3 5.4 

Do can easy 

to reach the 

health care 

provider by 

telephone 

No. 9 11 12 150 20 

76.0 
% 4.5 5.4 5.9 74.3 9.9 

The 

transportation 

costs from 

home to and 

from the 

clinic is 

affordable 

No. 36 57 6 92 11 

58.6 
% 17.8 28.2 3.0 45.5 5.4 

Were you 

asked to pay 

for services 

you received 

or medication 

No. 17 25 6 146 8 

70.2 
% 8.4 12.4 3.0 72.3 4.0 
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Table (4.8): Continued 

The services 

in this clinic 

affordable to 

most people 

across the 

Gaza Strip 

No. 8 23 49 113 9 

69.2 
% 4.0 11.4 24.3 55.9 4.5 

The health 

insurance 

covers all 

services that 

the child 

needs 

No. 5 29 94 71 3 

63.8 
% 2.5 14.4 46.5 35.1 1.5 

The provided 

services met 

your 

expectations 

No. 4 56 26 104 12 

66.4 
% 2.0 27.7 12.9 51.5 5.9 

Mean = 61.15, MD = 58.00, Std = 15.05 

 

4.1.14 Satisfaction 

As shown in Table (4.9) nearly two-thirds of the study participants’ caregivers were 

satisfied with the services received, with a total mean of 73.94% (SD, 6.98). 

In the satisfaction domains, the majority of study participants’ caregivers agreed and 

strongly agreed that the waiting area of the CHD department is clean, with a mean of 

88.4%. Also, most of them agreed and strongly agreed that the primary health center 

operating hours are convenient for caregivers, with a mean of 86.8%. In addition, the 

majority of study participants’ caregivers agreed and strongly agreed that the waiting time 

to receive services is suitable for caregivers, with a mean of 86.6%. Also, most of them 

agreed and strongly agreed that primary health center toilets are clean, with a mean of 

86.4%. 

On the other hand, as shown in Table (4.9), half of the study participants strongly 

disagreed and disagreed that the medication is available all the time, with a mean of 50.2%. 

Also, nearly half of them strongly disagree and disagree about some of the physicians’ lack 

of experience with child health problems, with a mean of 52.6%. 
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Table (4.9) Distribution of the study participants according to respondent about Satisfaction 

Paragraph   Strongly 

Disagree 
Disagree Natural Agree 

Strongly 

Agree 

Weighted 

Mean % 

The child 

disease is under 

control 

No. 21 51 22 104 4 61.8 

 
% 

10.4 25.2 10.9 51.5 2.0 

The child's 

health status 

improves to 

better. 

No. 18 58 19 91 16 62.8 

 

% 

8.9 28.7 9.4 45.0 7.9 

The treatment 

plan is suitable 

and adequate 

for your child. 

No. 24 74 2 62 40 62.0 

 

% 

11.9 36.6 1.0 30.7 19.8 

The medication 

is available all 

the time 

No. 54 76 13 32 27 50.2 

 
% 

26.7 37.6 6.4 15.8 13.4 

The child 

usually has 

difficulty get a 

referral for 

diagnostic tests 

No. 27 52 49 60 13 58.0 

 

% 

13.4 25.9 24.4 29.9 6.5 

You have easy 

access to the 

specialists your 

child need 

No. 3 25 39 125 10 71.2 

 

% 

1.5 12.4 19.3 61.9 5.0 

Some of the 

physician you 

have seen lack 

experience with 

child medical 

problems 

No. 19 96 35 44 8 52.6 

 

% 

9.4 47.5 17.3 21.8 4.0 

The medical 

care that the 

child with 

Primary 

Hypothyroidism 

has been 

receiving is just 

about perfect 

No. 7 39 61 81 14 65.6 

 

% 

3.5 19.3 30.2 40.1 6.9 
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Table (4.9): Continued 

The physician 

explains to you 

the importance 

of doing 

medical 

examinations to 

follow up on 

the child's 

condition 

No. 0 21 19 133 29 76.8 

 

% 

0.0 10.4 9.4 65.8 14.4 

Primary health 

center 

environment is 

comfortable 

(cleanliness, 

space, quiet 

and, so on). 

No. 0 5 5 129 63 84.8 

 

% 

0.0 2.5 2.5 63.9 31.2 

The primary 

health center is 

equipped with 

modern and up-

to-date 

equipment. 

No. 1 2 8 125 66 85.0 

 

% 

0.5 1.0 4.0 61.9 32.7 

The primary 

health center 

operating hours 

are convenient 

for you. 

No. 0 2 4 119 77 86.8 

 

% 

0.0 1.0 2.0 58.9 38.1 

Booking an 

appointment is 

easy 

No. 5 6 5 102 84 85.2 

 
% 

2.5 3.0 2.5 50.5 41.6 

Making an 

appointment for 

follow up visits 

No. 8 19 13 95 67 79.2 

 
% 

4.0 9.4 6.4 47.0 33.2 

Waiting time to 

receive services 

is suitable for 

you 

No. 0 1 6 120 75 86.6 

 

% 
0.0 0.5 3.0 59.4 37.1 

The waiting 

area located in 

the child health 

department is 

clean 

No. 0 0 0 117 85 88.4 

 

% 

0.0 0.0 0.0 57.9 42.1 

The Primary 

health center 

toilets are clean. 

 

 

 

No. 2 0 9 112 79 86.4 

 

% 

1.0 0.0 4.5 55.4 39.1 
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Table (4.9): Continued 

The time that 

the health 

providers spend 

with the patient 

is enough 

No. 1 4 15 120 62 83.6 

 

% 

0.5 2.0 7.4 59.4 30.7 

When the child 

undergoes a 

medical 

examination, 

you are sure 

that is the 

examination is 

comprehensive 

No. 4 15 27 112 44 77.6 

 

% 

2.0 7.4 13.4 55.4 21.8 

You are 

satisfied with 

the medical care 

that the child is 

receiving 

No. 2 14 28 113 45 78.4 

 

% 

1.0 6.9 13.9 55.9 22.3 

The physician is 

very competent 

and well trained 

No. 0 9 15 124 54 82.0 

 
% 

0.0 4.5 7.4 61.4 26.7 

The physician 

will spend 

enough time to 

assess and 

examine your 

child 

No. 1 6 6 148 41 82.0 

 

% 

0.5 3.0 3.0 73.3 20.3 

The services 

providers’ 

explanations 

about Primary 

Hypothyroidism 

services. 

No. 3 9 10 158 22 78.6 

 

% 

1.5 4.5 5.0 78.2 10.9 

The services 

providers’ 

respect patient’s 

privacy 

No. 6 11 24 138 23 76.0 

 

% 
3.0 5.4 11.9 68.3 11.4 

Your service 

providers use a 

suitable manner 

to teach you 

about 

improving the 

child's health 

No. 20 22 42 102 15 67.0 

 

% 

10.0 10.9 20.9 50.7 7.5 
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Table (4.9): Continued 

Covid-19 

pandemic 

makes it 

difficult to 

obtain medical 

services 

No. 3 14 28 126 31 76.6 

 

% 

1.5 6.9 13.9 62.4 15.3 

From your 

perspective, 

there is an 

appropriate and 

safe process of 

care during 

Covid-19 

pandemic for 

your child. 

No. 3 20 70 85 24 70.6 

 

% 

1.5 9.9 34.7 42.1 11.9 

The health care 

providers’ 

compliant with 

infection 

control and 

prevention 

when dealing 

with your child 

during the 

Covid-19 

Pandemic 

No. 
3 6 100 76 17 69.8 

 

% 

1.5 3.0 49.5 37.6 8.4 

Mean = 73.94, MD = 75.00, Std = 6.98 

 

4.1.15 Quality of care 

As reported in Table (4.10), 89.9% of study participants reported the drugs were not 

available all the time. The second point shows that 81.9% of them reported that laboratory 

tests were not available all the time. On the other hand, just 26.2% of study participants 

were satisfied with the availability of services. According to the accessibility of services as 

indicated in Table (4.10), 62.9% of study participants answered that they had difficulties 

with accessibility to the services. The majority of study participants have a problem with 

financial accessibility with 95.3%, and geographical accessibility with 82.7%. 

Furthermore, 57.4% of study participants reported that the services that they received met 

their expectations, but 42.6% of them reported that they did not meet their expectations. 
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In conclusion, around two-thirds of study participants were not satisfied with the 

availability of services; they faced difficulties in accessibility to the services. Overall, most 

of the study participants were unsatisfied with services that affected the quality of care. 

Table (4.10) Distribution of the study participants according to respondent about Quality of 

care 

 

 

 

Items No. % 

Are the health services needed for your child always available at the Clinic 

No 149 73.8 

Yes 53 26.2 

Total 202 100.0 

If no, list the unavailable services:  

Certain drugs 134 89.9 

Laboratory tests 122 81.9 

Diagnostic Tests 73 49.0 

Specialized services like examine (growth & 

development) 

5 3.4 

Are you facing any problems with accessibility of services? 

No 75 37.1 

Yes 127 62.9 

Total 202 100.0 

If yes, why?  

Physical access 9 7.1 

Financial Access 121 95.3 

Information Access 3 2.4 

Social Access 6 4.7 

Geographical Access 105 82.7 

Have the PH health services that your child has received meet your expectation? 

No (Hormone’s examination & medication not 

available) 

86 42.6 

Yes 116 57.4 

Total 202 100.0 
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4.1.16 Health-related quality of life using SDQ tool  

SDQ is used for early detection and early management of behavioral and emotional 

problems in children below the age of 8. It's used to primarily evaluate the mental health 

development and well-being of children (Mieloo et al., 2012). The caregivers of the study 

participants have filled out this questionnaire. 

Table (4.11) illustrates that 90.3% of children have a significant problem in the peer 

domain (abnormal), and 8.4% were on the borderline, but just 1.3% of children have no 

significant problem in peer relationships. Also, the finding revealed that 58.7% of children 

have a high risk of having a significant problem in the emotional domain. A total of 45% 

of children have a high risk of a significant problem in the conducted domain. A total of 

12.3% of children with PH have a high risk of having a significant problem in the 

hyperactivity domain. Finally, 59.4% of children with PH have a significant actual 

problem in their total difficulties score: emotional, conduct, hyperactivity, and peer; A total 

of 25.8% of children with PH were on the borderline; and just 14.8% of children with PH 

have no significant problem in their total difficulties score. The results of this study were 

inconsistent with Razavi's study (2019), which revealed that there are developmental 

disorders common among children with PH, including motor delay in 40.6 % of children, 

difficulty solving problems in 34.3 % of children, communication impairment in 15.6 % of 

children, fine motor impairment in 6.2 %, and impairment in social skills in 3.1 % of 

children (Razavi, 2019). 

This study indicated that PH has a significant negative impact on the emotional and 

behavioral aspects of children who were diagnosed with PH. The above findings underline 

the importance of providing psychological support services for children diagnosed with 

PH. The finding of this study were inconsistent with Chao and Colleagues' studies (2009), 

that revealed 29.8% of children with PH have emotional and behavioral problems (Chao et 

al., 2009).  
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Table (4.11) Distribution of the study participants according to their responses to SDQ 

questionnaire 

Domains Normal Borderline Abnormal 

No. % No. % No. % 

Emotional 33 21.3 31 20.0 91 58.7 

Conducted 53 34.2 31 20.0 71 45.8 

Hyperactivity 110 71.0 26 16.8 19 12.3 

Peer 2 1.3 13 8.4 140 90.3 

Total 23 14.8 40 25.8 92 59.4 

Prosocial 140 90.0 13 8.4 2 1.3 

4.1.17 Health-related quality of life by using KIDSCREEN.tool 

The KIDSCREEN instruments assess children’s and adolescents’ subjective health and 

well-being (health-related quality of life). They were developed as self-report measures 

applicable for healthy and chronically ill children and adolescents aged from 8 to 18 years.  

The Quality of life (QOL) describes the level of physical, emotional, and psychological 

well-being experienced by an individual. To assess the quality of life, the long version of 

the KIDSCREEN scale was used to evaluate the well-being of children who were 

diagnosed with PH. 

Table (4.12) shows that 51.8% of children with PH are very often or always full of energy 

and the ability to be physically active, and about 55.2% of them are satisfied with their 

lives. With regard to the general mood, although nearly half of the study participants didn’t 

enjoy their life, 27% of them felt sad in the last week, and 17.7% of children felt 

everything was bad and they did not want to do anything. 

Regarding the about yourself domain, it shows that 40% of children were happy with the 

way they looked, and 49.4% of them were worried about the way they looked. Regarding 

free time, it shows that 67.3% of children have enough time for themselves, and 63.5% of 

them are able to do the things that they want to do in their free time. In terms of family and 

home life, 67% of the children reported their parents understood them, and 70.6% of them 

felt loved by their parents. The money matter domain shows that 38.8% of children 

reported that they never and seldom have had enough money to do the same things as their 

friends, and 45.9% of them reported not having enough money to do things with their 

friends. 
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On the other hand, 47% of children reported that they spent time with their friends 

regardless of their financial situation. The school and learning domain show that 32.9% of 

children reported that were very and extremely happy at school, 36.5% of them were 

satisfied with their teachers, 35.3% of them enjoyed going to school, and 35.7% of them 

were able to pay attention of their teachers. The bullying domain shows that 83.5% of 

children reported that they never and seldom felt afraid of other girls and boys. To 

conclude, most children are happy with their family and home life with (78.4%) of all 

domains, and the lowest reported mean was in the bullying domains, with (27.8%). 

Table (4.12) Distribution of the study participants according to their respondent about 

KIDSCREEN instrument 

Items 
Excellent 

Very 

Good 
Good Fair Poor Weighted 

Mean% 
No. % No. % No. % No. % No. % 

In general, 

how would 

your child 

rate her/his 

health? 

18 21.2 15 21.2 30 35.3 4 4.7 15 17.6 64.8 

Physical Activity 

Items 
Not At 

All 
Slightly Moderately Very Extremely Weighted 

Mean% 
No. % No. % No. % No. % No. % 

Have you 
ever felt fit 
and well? 

0 0.0 13 15.3 30 35.3 25 29.4 17 20.0 70.8 

Have you 
ever been 
physically 
active (e.g., 
running, 
climbing, 
biking)? 

0 0.0 14 16.5 27 31.8 30 35.3 14 16.5 70.4 

Have you 
ever been 
able to run 
well 

2 2.4 7 8.2 19 22.4 41 48.2 16 18.8 74.6 

Items 
Never Seldom Quit often 

Very 
Often 

Always Weighted 
Mean% 

No. % No. % No. % No. % No. % 
Have you 
ever felt full 
of energy 

2 2.4 8 9.4 31 36.5 26 30.6 18 21.2 71.80 

Mean = 70.45, MD = 72.00, Std = 17.80 
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Table (4.12): Continued 

Feeling 

Items 

Not At 

All 
Slightly Moderately Very Extremely Weighted 

Mean% 
No. % No. % No. % No. % No. % 

Has your life 

ever been 

enjoyable?  

3 3.5 20 23.5 19 22.4 30 35.3 13 15.3 

67.0 

Have you 

ever felt 

pleased that 

you are alive?  

2 2.4 18 21.2 16 18.8 35 41.2 14 16.5 

69.6 

Have you 

ever felt 

satisfied with 

your life?  

4 4.7 16 18.8 18 21.2 32 37.6 15 17.6 

69.0 

 

Items 
Never Seldom Quit often 

Very 

Often 
Always Weighted 

Mean% 
No. % No. % No. % No. % No. % 

Have you 

ever been in a 

good mood?  

0 0.0 7 8.2 39 45.9 27 31.8 12 14.1 

70.4 

Have you 

ever felt 

cheerful?  

0 0.0 11 12.9 27 31.8 35 41.2 12 14.1 

71.2 

Have you had 

fun? 
4 4.7 12 14.1 23 27.1 21 24.7 25 29.4 

72.0 

Mean = 69.88, MD = 73.33, Std = 18.72 

General Mood 

Items 
Never Seldom Quit often 

Very 

Often 
Always Weighted 

Mean% 
No. % No. % No. % No. % No. % 

Have you 

ever felt that 

you do 

everything 

badly?  

23 27.1 37 43.5 10 11.8 14 16.5 1 1.2 44.2 

Have you 

ever felt sad?  
14 16.5 32 37.6 16 18.8 16 18.8 7 8.2 53.0 
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Table (4.12): Continued 

Have you 

ever felt so 

bad that you 

didn’t want 

to do 

anything?  

23 27.1 27 31.8 18 21.2 9 10.6 8 9.4 48.8 

Have you 

ever felt that 

everything in 

your life 

goes wrong?  

30 35.3 25 29.4 8 9.4 15 17.6 7 8.2 46.8 

Have you 

ever felt fed 

up?  

28 32.9 30 35.3 8 9.4 13 15.3 6 7.1 45.6 

Have you 

ever felt 

lonely?  

32 37.6 26 30.6 10 11.8 11 12.9 6 7.1 44.2 

Have you 

ever felt 

under 

pressure?  

24 28.2 25 29.4 17 20.0 11 12.9 8 9.4 49.2 

Mean = 47.40, MD = 40.00, Std = 20.70 

About Yourself 

Items 
Never Seldom Quit often 

Very 

Often 
Always Weighted 

Mean% 
No. % No. % No. % No. % No. % 

Have you 

ever been 

happy with 

the way you 

are?  

2 2.4 7 8.2 42 49.4 28 32.9 6 7.1 66.8 

Have you 

ever been 

happy with 

your 

clothes?  

4 4.7 6 7.1 39 45.9 32 37.6 4 4.7 66.2 

Have you 

ever been 

worried 

about the 

way you 

look?  

3 3.5 8 9.4 32 376 37 43.5 5 5.9 67.8 
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Table (4.12): Continued 

Have you 

ever felt 

jealous of 

the way 

other girls 

and boys 

look?  

1 1.2 8 9.4 24 28.2 37 43.5 15 17.6 73.4 

Would you 

ever like to 

change 

something 

about your 

body?  

3 3.5 4 4.7 31 36.5 35 41.2 12 14.1 71.6 

Mean = 56.05, MD = 56.00, Std = 7.34 

Free Time 

Items 
Never Seldom Quit often Very Often Always Weighted 

Mean% No % No. % No. % No. % No. % 

Have you 

ever had 

enough 

time for 

yourself?  

0 0.0 8 9.4 20 23.5 45 52.9 12 14.1 

74.4 

Have you 

ever been 

able to do 

the things 

that you 

want to do 

in your free 

time?  

0 0.0 9 10.6 22 25.9 45 52.9 9 10.6 

72.8 

Have you 

ever had 

enough 

opportunity 

to be 

outside?  

1 1.2 9 10.6 24 28.2 34 40.0 17 20.0 

73.4 
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Table (4.12): Continued 

Have you 

ever had 

enough 

time to 

meet 

friends?  

1 1.2 9 10.6 30 35.3 28 32.9 17 20.0 

72.0 

Have you 

ever been 

able to 

choose 

what to do 

in your 

free time?  

1 1.2 9 10.6 24 28.2 38 44.7 13 15.3 

72.4 

Mean = 72.99, MD = 72.00, Std = 15.00 

Family and home life 

Items 

Not At 

All 
Slightly Moderately  Very Extremely Weighted 

Mean% 
No. % No. % No. % No. % No. % 

Have your 

parent(s) 

understood 

you?  

0 0.0 2 2.4 26 30.6 32 37.6 25 29.4 78.8 

Have you 

ever felt 

loved by 

your 

parent(s)? 

0 0.0 4 4.7 21 24.7 31 36.5 29 34.1 80.0 

 

Items 

Never Seldom Quit often Very Often Always 
Weighted 

Mean% No. % No. % No. % No. % No. % 

Have you 

ever been 

happy at 

home?  

1 1.2 5 5.9 26 30.6 30 35.3 23 27.1 76.2 

Have your 

parent(s) 

ever had 

enough 

time for 

you?  

2 2.4 5 5.9 25 29.4 26 30.6 27 31.8 76.8 
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Table (4.12): Continued 

Have your 

parent(s) 

ever 

treated you 

fairly? 

2 2.4 7 8.2 11 12.9 39 45.9 26 30.6 78.8 

Have you 

ever been 

able to talk 

to your 

parent(s) 

when you 

wanted to?  

2 2.4 7 8.2 16 18.8 24 28.2 36 42.4 80.0 

Mean = 78.43, MD = 83.33, Std = 16.31 

Money Matters 

Items 
Never Seldom Quit often 

Very 
Often 

Always 
Weighted 
Mean% 

No. % No. % No. % No. % No. %  

Have you 

ever had 

enough 

money to do 

the same 

things as 

your friends 

4 4.7 29 34.1 34 40.0 12 14.1 6 7.1 57.0 

Have you 

had enough 

money for 

your 

expenses? 

4 4.7 29 34.1 32 37.6 16 18.8 4 4.7 57.0 

Do you have 

enough 

money to do 

things with 

your 

friends? 

9 10.6 30 35.3 33 38.8 10 11.8 3 3.5 52.4 

Mean = 55.45, MD = 53.33, Std = 17.97 
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Table (4.12): Continued 

Friends 

Items 
Never Seldom Quit often 

Very 

Often 
Always Weighted 

Mean% 
No. % No. % No. % No. % No. % 

Have you 

ever spent 

time with 

your friends?  

1 1.2 8 9.4 36 42.4 33 38.8 7 8.2 68.8 

Have you 

ever done 

things with 

other girls 

and boys?  

2 2.4 9 10.6 35 41.2 31 36.5 8 9.4 68.0 

Have you 

ever had fun 

with your 

friends?  

2 2.4 9 10.6 26 30.6 32 37.6 16 18.8 72.0 

Have you 

ever and 

your friends 

helped each 

other?  

2 2.4 8 9.4 23 27.1 32 37.6 20 23.5 74.2 

Have you 

ever been 

able to talk 

about 

everything 

with your 

friends?  

4 4.7 15 17.6 17 20.0 35 41.2 14 16.5 69.4 

Have you 

ever been 

able to rely 

on your 

friends?  

7 8.2 11 12.9 33 38.8 25 29.4 9 10.6 64.2 

Mean = 69.41, MD = 70.00, Std = 16.41 
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Table (4.12): Continued 

School and Learning 

Items 
Not At 

All 
Slightly Moderately  Very Extremely 

Weighted 

Mean% 

 No % No. % No. % No. % No. %  

Have you 

ever been 

happy at 

school? 

15 17.6 20 23.5 22 25.9 20 23.5 8 9.4 56.8 

Have you 

ever got 

on well at 

school?  

14 16.5 19 22.4 21 24.7 23 27.1 8 9.4 58.2 

Have you 

ever been 

satisfied 

with your 

teachers?  

18 21.2 15 17.6 21 24.7 22 25.9 9 10.6 57.4 

 

Items 

Never Seldom Quit often 
Very 

Often 
Always Weighted 

Mean% 
No % No. % No. % No. % No. % 

Have you 

been ever 

able to 

pay 

attention?  

16 19.0 19 22.6 19 22.6 22 26.2 8 9.5 57.0 

Have you 

ever 

enjoyed 

going to 

school?  

16 18.8 19 22.4 20 23.5 18 21.2 12 14.1 57.8 

Have you 

ever got 

along well 

with your 

teachers?  

22 25.9 12 14.1 19 22.4 16 18.8 16 18.8 58.2 

Mean = 47.37, MD = 47.92, Std = 29.30 
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Table (4.12): Continued 

Figure (4.5) shows the overall children’s well-being. After combining them, the total mean 

of well-being score for the children with PH in our sample was 62.1% with (SD, 8.3).  

 

Figure (4.5): Quality of life and well-being among children with PH 
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Bullying 

 

Items 

Never Seldom Quit often 
Very 

Often 
Always Weighted 

Mean% 
No. % No. % No. % No. % No. % 

Have you 

ever been 

afraid of 

other girls 

and boys?  

56 65.9 15 17.6 10 1.8 2 2.4 2 2.4 31.6 

Have other 

girls and 

boys ever 

made fun of 

you?  

66 77.6 15 17.6 1 1.2 1 1.2 2 2.4 26.6 

Have other 

girls and 

boys bullied 

you?  

70 82.4 11 12.9 0 0.0 2 2.4 2 2.4 25.4 

Mean = 27.84, MD = 20.00, Std = 14.44 

Total mean= 62.1, MD= 60.8, Std= 8.3 
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The result of this study was congruent with a study that was done in Egypt at the pediatric 

department at the hospital to evaluate the quality of life (QOL) among children with PH in 

Egypt, which illustrated that the total mean percentage of the QOL among children with 

PH was 65% using the Pediatric Quality of Life Inventory (El-Gamasy & Abdelmageed, 

2017). The findings of this study were inconsistent with the findings of several studies that 

have revealed that the quality of life among children with PH was low (Dassie-Leite et al., 

2018; Nur, 2020; (Rochmah et al., 2020). 

4.1.18 Findings from the medical records review 

The medical record contains complete information about the patient, and all files (202) of 

children who were diagnosed with PH in the Al Remal clinic were reviewed.  

As shown in Table (4.13), 99 % of medical records contain the patient's name on all the 

pages. Contrary to Makki's (2021) study about ulcerative colitis that used a medical record 

checklist to evaluate medical files in PHC in the Gaza Strip, only 40.7% of all pages in 

medical records contain the patient's name (Makki, 2021). In terms of date of birth, it 

shows that 99% of medical files contain the date of birth on all pages, followed by 98.5% 

for gender documentation, followed by 93.1% for patient identification, and then 88.6% for 

telephone number documentation. Makki's (2021) study found that 99.3% of medical files 

contain the date of birth. Regarding the children's age documentation, only 12.4% of 

medical files contain the age of children on all pages, and 15.3% contain the address on all 

of the pages. This finding is lower than what Makki (2021) found, as 68.3% of medical 

files contain the address on all pages (Makki, 2021).  

Table (4.13) The Medical File contain the demographic characteristics of patients 

Domains No Incomplete Yes 

No. % No. % No. % 

Name 0 0.0 2 1.0 200 99.0 

ID number 14 6.9 0 0.0 188 93.1 

Age 177 87.6 0 0.0 25 12.4 

Date of Birth 2 1.0 0 0.0 200 99.0 

Gender 3 1.5 0 0.0 199 98.5 

Address 11 5.4 160 79.2 31 15.3 

Telephone Number 19 9.4 4 2.0 179 88.6 

Mean = 78.15, MD = 78.57, Std = 10.70 
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As shown in Table (4.14), the highest average of complete documentation in all entries in 

the medical record was dated, as it was documented in 91.6% of the medical records 

reviewed. That means a total of 70.8% of the records have the main purpose of the 

patient’s visit clearly documented. Per UNRWA and MoH guidelines, referral forms 

should be used to refer cases to T4 and TSH analysis. Unfortunately, only 12.4% of all 

medical records have this form.  

Table (4.14) The Medical File contain the Medical related data  

Domains No Incomplete Yes 

No. % No. % No. % 

The main purpose of the 

patient’s visit is clearly 

documented 

7 3.5 52 25.7 143 70.8 

Appropriated 

professional diagnoses 

are recorded 

4 2.0 16 7.9 182 90.1 

Plan of diagnosis: 

Diagnostic tests 

laboratory & physical 

examination are listed 

for each visit 

10 5.0 70 34.8 121 60.2 

All entries in the 

Medical Record contain 

the author’s 

identification 

34 16.8 61 30.2 107 53.0 

All entries in the 

Medical Record are 

dated 

7 3.5 10 5.0 185 91.6 

Is the record an 

Electronic Medical 

Record (EMR)? 

202 100.0 0 0.0 0 0.0 

Relevant Government 

PHCs or UNRWA 

referral summaries are 

included with medical 

record 

173 85.6 4 2.0 25 12.4 

If consultation or 

diagnostic test is 

requested, there is a 

note or report from the 

consultant in the record 

51 25.2 10 5.0 141 69.8 

Mean = 63.46, MD = 68.75, Std = 15.86 
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Table (4.15) shows that the highest average of complete documentation in medical 

examination and follow-up was 66.3% of medical records. The lowest average was 30.2% 

of medical records for children with PH who have other significant illnesses. This result 

was inconsistent with the Makki study that reported that 10.3% of medical files were 

completely documented as a previous illness of children. 41.6% of medical records 

complete documented the physical and mental assessment for growth and development is 

applied at each visit. Followed by 32.2% for medical history of parents and/or siblings. 

While Makki's study showed that 18.6% of medical files were completely documented 

with the medical history of parents  (Makki, 2021). 

Table (4.15) The Medical File contain the history and physical examination 

Domains No Incomplete Yes 

No. % No. % No. % 

Family history- 

including the medical 

history of parents and/or 

sibling 

61 30.2 76 37.6 65 32.2 

Does the physical & 

mental assessment for 

growth and 

development is applied 

at each visit 

44 21.8 74 36.6 84 41.6 

Medical- surgical 

history including 

surgical, injuries, 

operations and acute or 

chronic 

diseases/illnesses 

103 51.0 33 16.3 66 32.7 

Significant illnesses and 

medical condition are 

indicated on the special 

list 

116 57.4 25 12.4 61 30.2 

Medical examination 

and follow up done as a 

protocol from 0- 6 

months / every 6 weeks, 

from 6months- 3 years/ 

every 3 months & more 

than 3 months / every 6 

months follow up 

51 25.2 17 8.4 134 66.3 

Mean = 51.73, MD = 50.00, Std = 27.62 
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As shown in Table (4.16) the highest average of complete documentation of the treatment 

plan of action was 74.8% of medical records. This result was consistent with Makki's 

(2021) study that reported an 82.8% complete documented plan of treatment. At least 

average of 10.9% of medical records revealed that allergies and adverse reactions are 

prominently noted in the records. 72.3% completely documented the medication prescribed 

at each visit. Followed by 68.8% for medication record/list including dosages and dates for 

initial and refilling the prescription, and 34.2% for discussion of medication side effects 

and symptoms with a caregiver. This finding was inconsistent with Makki's study, which 

showed 100% incomplete documentation of the side effects of medication.  

Table (4.16) The Medical File contain the Medication 

Domains No Incomplete Yes 

No. % No. % No. % 

Medications are 
documented for each 
visit 

18 8.9 38 18.8 146 72.3 

A medication record/list 
includes dosages and 
dates for initial and 
refill prescription 

17 8.4 46 22.8 139 68.8 

Discussion of 
medication side effects 
and symptoms with 
caregiver and 
documented 

86 42.6 47 23.3 69 34.2 

The plan of action and 
treatment is consistent 
with the diagnosis 

32 15.8 19 9.4 151 74.8 

Allergies and adverse 
reactions are 
prominently noted in 
the record. Prominently 
noted in the front of the 
chart or inside the front 
cover of the chart or on 
a designated problem 
list or medication page 
or at the time of each 
office visit 

177 87.6 3 1.5 22 10.9 

Mean = 59.75, MD = 60.00, Std = 21.70 
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As mentioned in Table (4.17) shows the highest average of complete documentation for the 

availability of medication all the time was 56.9% of medical records. The least average 

was 13.9% of medical records for nursing notes completed at each visit. Anthropometric 

measurements were documented in 53.7% of records. Regarding early child development, 

it shows that 40.1% was completely documented. This result was inconsistent with Makki's 

study showed that 97.2% of medical records didn’t document the mental status 

examinations. 38.6% of medical records complete documented follow-up Levothyroxine 

level in the blood, followed by 38.1% for lab investigation results, followed by 35.6% for 

lab investigation equipment was available all the time, and finally, 21.8% of medical 

records completely documented an ultrasound examination. This finding was inconsistent 

with Makki's study, which shows that 98.6% of medical records have incomplete 

documentation ultrasound examination (Makki, 2021). 

Table (4.17) Primary Hypothyroidism related characteristics 

Domains No Incomplete Yes 
No. % No. % No. % 

Does the Early Child 
Development (ECD) do 
every 3 months at first 
year of conformed 
diagnosis or every 6 
months from age 1 year 
to 6 years 

121 59.9 0 0.0 81 40.1 

Does the Ultrasound 
done to determine the 
place of the Thyroid 
gland mentioned 

156 77.2 2 1.0 44 21.8 

Do the Anthropometric 
measurements are 
applied at each visit 

27 13.4 66 32.8 108 53.7 

Does the lab 
investigation result such 
as (T4, TSH) mentioned 

13 6.4 112 55.4 77 38.1 

Does the follow up 
Levothyroxine level in 
the blood 

96 47.5 28 13.9 78 38.6 

Does the nursing note 
record complete at each 
visit 

129 63.9 45 22.3 28 13.9 

Does the medication for 
these cases available all 
the time 

35 17.3 52 25.7 115 56.9 

Does the lab 
investigation equipment 
is available all the time 
for these cases 

24 11.9 106 52.5 72 35.6 

Mean = 50.03, MD = 50.0, Std = 23.42 
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 Inferential statistics 

4.2.1 Differences in user provider-interaction, perspective, satisfaction and control 

of PH 

Table (4.18), illustrates the differences among study participants between the control and 

the uncontrol TSH level after received medication of PH with regard to user-provider 

interaction, perspective, satisfaction, and SDQ score. By using an independent sample t-

test to explore whether there were statistically significant differences. The result showed 

that there were statistically significant differences between interaction, satisfaction, and 

control of PH. The differences were for control of PH with a mean (77.4) in interaction 

(T=2.126, P value= 0.035), and (74.92) in satisfaction (T=2.417, P value= 0.017). Contrary 

to perspective and SDQ score, the results showed there were no statistically significant 

differences between study participants. 

Table (4.18) Differences between domains and control of Hypothyroidism 

 

control 

Hypothyroidism 
No. 

Mean 

% 
Std 

T 

Test 
Sig. 

Interaction 
Control 123 77.04 5.36 2.126 

 

0.035* 

 Uncontrolled 71 75.18 6.71 

Perspective  
Control 127 62.41 15.25 1.413 

 

0.159 

 Uncontrolled 72 59.28 14.62 

Satisfaction 
Control 127 74.92 6.53 2.417 

 

0.017* 

 Uncontrolled 72 72.51 7.12 

SDQ Score 
Control 101 45.82 11.54 0.746 

 

0.457 

 Uncontrolled 51 44.41 9.72 

* Significant at 95% CI 

4.2.2 Differences in user provider-interaction, perspective, satisfaction and gender 

Table (4.19) shows the differences between males and females with regard to user-provider 

interaction, perspective, satisfaction, and SDQ score. An independent sample t-test was 

conducted and its result revealed that the male’s group had a higher mean (64.60) than the 

female’s group (58.89) and there were statistically significant differences between 

perspective and gender (T= 2.679, P value= 0.008). Regarding user-provider interaction, 

satisfaction, and SDQ score, the result has shown there were no statistically significant 

differences between study participants. 
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Table (4.19) Differences between domains and Gender 

 
Gender No. 

Mean 

% 
Std 

T 

Test 
Sig. 

Interaction 
Male 77 76.62 6.08 0.553 

 

0.581 

 Female 120 76.15 5.81 

Perspective  
Male 80 64.60 14.78 2.679 

 

0.008* 

 Female 122 58.89 14.85 

Satisfaction 
Male 80 74.18 7.05 0.394 

 

0.694 

 Female 122 73.78 6.95 

SDQ Score 
Male 60 45.50 11.87 0.058 

 

0.954 

 Female 95 45.39 10.37 

* Significant at 95% CI 

4.2.3 Differences in user provider-interaction, perspective, satisfaction and 

Governorates 

Table (4.20) is used to identify the existence of differences between governorates with 

regard to user-provider interaction, perspective, satisfaction, and SDQ score by using a 

one-way ANOVA test. The result showed that there were statistically significant 

differences between perspective, satisfaction, and governorates. Regarding the perspective 

aspect, it showed that Gaza Governorate has the highest mean score, with (68.96) and 

Khanyounis has the lowest mean score, with (54.17), there were statistically significant 

differences between perspective and governorates (F= 12.063, P value= 0.000). In 

addition, regarding the satisfaction aspect, it showed that Gaza Governorate has the highest 

mean, with (75.75) and Khanyounis has the lowest mean score, with (71.59), there were 

statistically significant differences between satisfaction and governorates (F= 2.848, P 

value= 0.025). By using the post hoc (LSD) test with perspective Annex (10), the mean 

difference between Gaza was (68.96), Rafeh (14.18), Khanyounis (14.79), Deir Al-Balah 

(10.53), and Gaza North Governorate (13.87). Also, by using the post hoc (LSD) test for 

satisfaction Annex (10), the mean difference between Gaza was (75.75), Khanyounis 

(4.15), and Gaza North Governorate (2.93). On the other hand, regarding user-provider 

interaction, the result showed there was no statistically significant difference between 

study participants. 
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Table (4.20) Differences between domains and Governorates 

 
Governorates No. 

Mean 

% 
Std  F Test Sig. 

Interaction 

Rafah 18 76.35 5.48 1.289 

 

0.276 

 Khanyounis 33 75.72 6.16 

Deir Al-Balah 33 76.25 6.54 

Gaza 81 77.28 5.54 

Gaza North 

Governorate 

32 74.63 5.97 

Total 197 76.33 5.91 

Perspective 

Rafah 18 54.78 15.87 12.063 

 

0.000* 

 Khanyounis 35 54.17 13.78 

Deir Al-Balah 33 58.42 14.44 

Gaza 83 68.96 12.84 

Gaza North 

Governorate 

33 55.09 13.30 

Total 202 61.15 15.05 

Satisfaction 

Rafah 18 72.74 7.52 2.848 

 

0.025* 

 Khanyounis 35 71.59 7.68 

Deir Al-Balah 33 73.66 6.40 

Gaza 83 75.75 6.54 

Gaza North 

Governorate 

33 72.81 6.77 

* Significant at 95% CI 

4.2.4 Differences between control of PH and income 

As reported in Table (4.21), to explore if there were differences between control PH with 

income, a non-parametric Mann Whitney test was used, and the result showed that there 

was a statistically significant difference between control PH and income with a mean of 

(106.30) for study participants (U= 3771.5, P value= 0.038). The Researcher concludes 

that the participants were in control because they were from a family with a good income, 

who could provide medication, and investigations for their children, and attend the 

appointment time for follow-up easily. 
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Table (4.21) Differences between control of PH and Income 

 
Control of 

PH 
No. 

Mean 

Rank 

% 

Sum of 

Rank 

Mann 

Whitney 

Test 

Sig. 

Control of PH 
Control 127 106.30 13500.50 

3771.50 0.038* 
Uncontrolled 72 76.15 6399.50 

* Significant at 95% CI 

4.2.5 Differences between domains and whether the children have any associated 

chronic diseases  

Table (4.24) examines differences between whether children with PH have any associated 

chronic diseases and user-provider interaction, perspective, satisfaction, and SDQ score. 

An independent sample t-test was conducted, and its result showed that there was a 

statistically significant difference between children who have chronic diseases and SDQ 

scores (T=2.477, P value= 0.014), the mean difference of participants who have chronic 

diseases is 53.18. On the other hand, according to user-provider interaction, perspective, 

and satisfaction, the result showed there were no statistically significant differences 

between study participants. 

Table (4.22) Differences between domains and whether the children have any associated 

chronic diseases 

 children have 

any associated 

chronic 

diseases 

No. 
Mean 

% 
Std 

T 

Test 
Sig. 

Interaction 
Yes 15 78.21 4.97 1.282 

 

0.201 

 No 182 76.18 5.96 

Perspective  
Yes 15 58.67 17.92 0.663 

 

0.508 

 No 187 61.35 14.84 

Satisfaction 
Yes 15 73.48 10.72 0.266 

 

0.790 

 No 187 73.98 6.63 

SDQ Score 
Yes 11 53.18 13.23 2.477 

 

0.014* 

 No 144 44.84 10.57 

* Significant at 95% CI 
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4.2.6 Differences between KIDSCREEN domains and gender 

Table (4.25) shows the differences between males and females study participants with 

regard to the KIDSCREEN domains, an independent t-test was used. The finding illustrates 

that there were statistically significant differences between some domains such as (free 

time, family home life, friend, school, and KIDSCREEN score) and gender.  

Regarding the free time, it showed females have a higher mean (76.36) than males (66.80). 

There were statistically significant differences (T=2.933, P value= 0.004). Also, regarding 

the family home life, the result revealed females have a higher mean (80.91) than males 

(73.89). Another domain in the KIDSCREEN is friends, the finding showed females have a 

higher mean (71.94) than males (64.78) also, there were statistically significant differences 

(T=1.955, P value= 0.054). The school domain in the KIDSCREEN, also illustrates that 

females have a higher mean (62.06) than males (48.84) and there were also statistically 

significant differences (T=2.523, P value= 0.014). The overall mean of the KIDSCREEN 

domains shows that females have a higher mean (63.77) than males (49.08) and there were 

also statistically significant differences (T=2.562, P value= 0.012). The Researcher 

concluded these results can happen because the female's participants were more successful 

in building a relationship with their family and their friends than male’s participants, and 

female’s participants have more free time than males due to most of the time they are 

staying at home, which explains why females are more successful in school than males. in 

addition, females like school and hours of studying more than males. The results of other 

domains in the KIDSCREEN such as physical activity, feelings, good mood, yourself, 

money matter, and bullying illustrate that there were no statistically significant differences 

between the gender of study participants and KIDSCREEN domains. 
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Table (4.23) Differences between KIDSCREEN domains and Gender 

KIDSCREEN 

domains 
Gender No. 

Mean 

% 
Std 

T 

Test 
Sig. 

Physical Activity 

 

Male 30 67.33 16.04 1.194 

 

0.236 

 Female 55 72.15 18.62 

Feelings 

 

Male 30 67.89 16.29 0.723 

 

0.472 

 Female 55 70.97 19.98 

General Mood 

 

Male 30 48.86 22.80 0.479 

 

0.633 

 Female 55 46.60 19.64 

Yourself 

 

Male 30 54.93 5.35 1.033 

 

0.304 

 Female 55 56.65 8.21 

Free Time 

 

Male 30 66.80 14.18 
2.933 0.004* 

Female 55 76.36 14.47 

Family home life 

 

Male 30 73.89 18.01 
1.926 0.058* 

Female 55 80.91 14.91 

Money matters 

 

Male 30 54.89 16.95 
0.212 0.833 

Female 55 55.76 18.65 

Friends 

 

Male 30 64.78 16.09 
1.955 0.054* 

Female 55 71.94 16.17 

School 

 

Male 30 48.89 23.40 
2.523 0.014* 

Female 55 62.06 22.79 

Bullying 

 

Male 30 29.11 19.14 
0.595 0.553 

Female 55 27.15 11.25 

KIDSCREEN score 

 

Male 30 59.08 7.61 
2.562 0.012* 

Female 55 63.77 8.31 
* Significant at 95% CI 

4.2.7 Differences between KIDSCREEN domains and Type of School 

An independent sample t-test was conducted to explore if there were statistically 

significant differences between KIDSCREEN domains and the type of schooling for study 

participants. As shown in Table (4.26), there were statistically significant differences 

between some KIDSCREEN domains such as physical activity, feelings, friends, and the 

type of school. The results of the physical activity domain showed that the children 

studying at governmental schools had a higher mean (74.38) than the children studying at 

UNRWA schools (65.58), and there were statistically significant differences (T=2.35, P 

value= 0.022). The finding of the feeling domain illustrates that the children studying at 

governmental schools have a higher mean (74.74) than the children studying at UNRWA 

schools (64.21), and there were statistically significant differences (T=2.596, P value= 

0.011). Finally, the result of the friends’ domain also showed that the children studying at 

governmental school have a higher mean (73.40) than the children studying at UNRWA 
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schools (64.47). There were statistically significant differences (T=2.577, P value= 0.012). 

Based on these results, the Researcher summarized the relationship between children and 

teachers at governmental schools is more powerful than the relationship in UNRWA 

schools. On the other side, the results of other domains in KIDSCREEN such as good 

mood, yourself, free time, family home life, money matter, school, and bullying revealed 

there were no statistically significant differences between the type of school of study 

participants and KIDSCREEN domains. 

Table (4.24) Differences between KIDSCREEN domains and Type of School  

KIDSCREEN 

domains 
Gender No. 

Mean 

% 
Std 

T 

Test 
Sig. 

Physical Activity 

 

Government 47 74.38 17.35 2.325 

 

0.022* 

 UNRWA 38 65.58 17.36 

Feelings 

 

Government 47 74.47 17.04 2.596 

 

0.011* 

 UNRWA 38 64.21 19.35 

General Mood 

 

Government 47 43.59 21.01 1.916 

 

0.059 

 UNRWA 38 52.11 19.58 

Yourself 

 

Government 47 54.89 7.01 1.627 

 

0.108 

 UNRWA 38 57.47 7.58 

Free Time 

 

Government 47 74.04 14.82 0.718 

 

0.475 

 UNRWA 38 71.68 15.32 

Family home life 

 

Government 47 80.71 16.06 1.44 

 

0.154 

 UNRWA 38 75.61 16.41 

Money matters 

 

Government 47 57.87 16.97 1.389 

 

0.169 

 UNRWA 38 52.46 18.93 

Friends 

 

Government 47 73.40 15.73 2.577 

 

0.012* 

 UNRWA 38 64.47 16.08 

School 

 

Government 47 59.86 23.21 1.058 

 

0.293 

 UNRWA 38 54.39 24.32 

Bullying 

 

Government 47 26.10 13.47 1.242 

 

0.218 

 UNRWA 38 30.00 15.48 

KIDSCREEN Score 

 

Government 47 63.54 8.03 1.783 

 

0.078 

 UNRWA 38 60.34 8.46 

* Significant at 95% CI 
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4.2.8 Differences between KIDSCREEN domains and education attainment level  

Table (4.27) identifies the existence of differences between KIDSCREEN domains and 

education attainment levels, a one-way ANOVA test was used, and the finding revealed 

that there were statistically significant differences between most KIDSCREEN domains 

such as physical activity, feeling, good mood, free time, family home life, money matters, 

friend, school, and overall KIDSCREEN score and education attainment level. By using 

the Post hoc (LSD) test with education attainment level with overall KIDSCREEN 

domains Annex (11), it showed there were statistically significant differences in high 

education attainment level for physical activity, feeling, free time, family home life, money 

matters, friend, school, and overall KIDSCREEN score, except general mood domain with 

a mean of 63.6%, there were statistically significant differences in low education 

attainment level (F= 20.377, P value= 0.000). The Researcher summarized these results 

was normal because most of the time the children are active and have good feelings, 

friends, and support from their family which leads to getting high education attainment 

level. On contrary, the children who didn’t have any friends or support from their family 

were inactive. On the other hand, the results of other domains in KIDSCREEN such as 

(yourself, and bullying) showed there were no statistically significant differences between 

education attainment levels and overall KIDSCREEN domains among study participants. 

Table (4.25) Differences between KIDSCREEN domains and education attainment level  

KIDSCREEN 

domains 

education 

attainment 

level 

No. 
Mean 

% 
Std F Test Sig. 

Physical Activity 

 

Low 27 56.74 18.37 

32.395 

 

0.000* 

 

Moderate 31 68.77 11.33 

High 27 86.07 9.31 

Total 85 70.45 17.80 

Feelings 

 

Low 27 56.05 17.10 

30.680 

 

0.000* 

 

Moderate 31 67.63 13.39 

High 27 86.30 12.17 

Total 85 69.88 18.72 

General Mood 

 

Low 27 63.60 22.59 

20.377 

 

0.000* 

 

Moderate 31 44.70 15.92 

High 27 34.29 11.07 

Total 85 47.40 20.70 
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Table (4.25): Continued 

Yourself 

 

Low 27 57.78 6.96 

1.770 

 

0.177 

 

Moderate 31 56.26 6.61 

High 27 54.07 8.26 

Total 85 56.05 7.34 

Free Time 

 

Low 27 60.89 13.69 

31.900 

 

0.000* 

 

Moderate 31 72.52 8.75 

High 27 85.63 11.54 

Total 85 72.99 15.00 

Family home life 

 

Low 27 65.31 16.85 

28.444 

 

0.000* 

 

Moderate 31 78.60 11.73 

High 27 91.36 8.07 

Total 85 78.43 16.32 

Money matters 

 

Low 27 47.65 12.22 

7.381 

 

0.001* 

 

Moderate 31 53.98 17.07 

High 27 64.94 19.97 

Total 85 55.45 17.97 

Friends 

 

Low 27 59.38 15.02 

14.465 

 

0.000* 

 

Moderate 31 68.71 12.70 

High 27 80.25 15.22 

Total 85 69.41 16.41 

School 

 

Low 27 33.46 14.51 

65.166 

 

0.000* 

 

Moderate 31 58.82 14.31 

High 27 79.75 15.98 

Total 85 57.41 23.73 

Bullying 

 

Low 27 29.63 15.62 

2.361 

 

0.101 

 

Moderate 31 30.54 17.62 

High 27 22.96 5.94 

Total 85 27.84 14.44 

KIDSCREEN Score 

 

Low 27 54.60 6.24 

56.181 

 

0.000* 

 

Moderate 31 61.48 4.97 

High 27 70.36 5.22 

Total 85 62.11 8.33 

 

* Significant at 95% CI 
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4.2.9 Differences between KIDSCREEN domains and father education level 

As in Table (4.28 there were statistically significant differences between KIDSCREEN 

domains and father education level, a one-way ANOVA test was conducted, and the 

finding showed that there were statistically significant differences between most 

KIDSCREEN domains such as physical activity, feeling, good mood, family home life, 

money matters, friend, and overall KIDSCREEN score and father education level. By 

using the Post hoc (LSD) test with father education level and overall KIDSCREEN 

domains Annex (12), it revealed there were statistically significant differences. It showed 

that most of the KIDSCREEN domains physical activity, feeling, family home life, money 

matters, friend, and overall KIDSCREEN score whose fathers have university education 

level have the highest mean category of education levels. Also, among the fathers who 

have a primary education level, showed there were statistically significant differences. The 

results showed that the general mood in KIDSCREEN domain has the highest mean 

compared to another education level (F= 3.137, P value= 0.019). The Researcher 

concluded from the results that fathers with high education level are interested in knowing 

more information about their children's disease, and they will be serious about an 

appointment time for follow-up and observation of any deterioration in their children.  

Table (4.26) Differences between KIDSCREEN domains and father education level 

KIDSCREEN 

domains 

father education 

level 
No. 

Mean 

% 
Std 

F 

Test 
Sig. 

Physical Activity 

 

Primary School 6 64.67 11.15 5.461 

 

0.001* 

 preparatory School 25 60.16 18.99 

Secondary School 38 72.74 15.53 

University 3 86.67 14.05 

Post Graduate 13 82.46 13.91 

Total 85 70.45 17.80 

Feelings 

 

Primary School 6 58.89 13.28 2.458 

 

0.052* 

 preparatory School 25 64.27 22.33 

Secondary School 38 71.05 16.26 

University 3 82.22 16.44 

Post Graduate 13 79.49 15.92 

Total 85 69.88 18.72 
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Table (4.26): Continued 

General Mood 

 

Primary School 6 60.48 23.52 3.137 

 

0.019* 

 preparatory School 25 55.09 21.56 

Secondary School 38 45.19 19.75 

University 3 37.14 10.30 

Post Graduate 13 35.38 14.59 

Total 85 47.40 20.70 

Yourself 

 

Primary School 6 59.33 8.55 0.797 

 

0.53 

 preparatory School 25 56.48 6.96 

Secondary School 38 56.21 7.02 

University 3 56.00 10.58 

Post Graduate 13 53.23 8.06 

Total 85 56.05 7.34 

Free Time 

 

Primary School 6 76.67 13.49 2.091 

 

0.09 

 preparatory School 25 66.56 18.18 

Secondary School 38 74.11 12.40 

University 3 82.67 10.07 

Post Graduate 13 78.15 14.11 

Total 85 72.99 15.00 

Family home life 

 

Primary School 6 78.33 10.90 3.351 

 

0.014* 

 preparatory School 25 71.60 19.05 

Secondary School 38 78.25 14.68 

University 3 93.33 6.67 

Post Graduate 13 88.72 12.21 

Total 85 78.43 16.32 

Money matters 

 

Primary School 6 36.67 11.74 3.333 

 

0.014* 

 preparatory School 25 51.73 17.14 

Secondary School 38 57.19 17.09 

University 3 68.89 15.40 

Post Graduate 13 63.08 18.78 

Total 85 55.45 17.97 

Friends 

 

Primary School 6 53.33 9.89 3.372 

 

0.013* 

 preparatory School 25 65.20 16.08 

Secondary School 38 71.23 15.85 

University 3 81.11 16.78 

Post Graduate 13 76.92 15.30 

Total 85 69.41 16.41 
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Table (4.26): Continued 

School 

 

Primary School 6 63.33 20.00 2.271 

 

0.069 

 preparatory School 25 49.60 23.06 

Secondary School 38 55.96 23.69 

University 3 76.67 3.33 

Post Graduate 13 69.49 24.03 

Total 85 57.41 23.73 

Bullying 

 

Primary School 6 40.00 21.50 1.411 

 

0.238 

 preparatory School 25 26.93 9.71 

Secondary School 38 27.89 16.97 

University 3 20.00 0.00 

Post Graduate 13 25.64 9.75 

Total 85 27.84 14.44 

KIDSCREEN 

Score 

 

Primary School 6 61.15 4.65 3.249 

 

0.016* 

 preparatory School 25 58.49 9.71 

Secondary School 38 62.42 7.40 

University 3 70.26 4.59 

Post Graduate 13 66.75 6.92 

Total 85 62.11 8.33 

* Significant at 95% CI 

4.2.10 Differences between KIDSCREEN domains and Mother education level  

As in Table (4.29), a One-way ANOVA test was conducted to explore if there were 

statistically significant differences between KIDSCREEN domains and mother education 

level, and its result revealed that there were a statistically significant differences between 

most KIDSCREEN domains such as physical activity, feeling, general mood, family home 

life, money matters, friend, and overall KIDSCREEN score and mother education level. 

The results of the Post hoc (LSD) test with mother education level and overall 

KIDSCREEN domains Annex (13), showed that there were statistically significant 

differences in most of the KIDSCREEN domains physical activity, feeling, good mood, 

family home life, money matters, friend, and overall KIDSCREEN score whose mothers 

have a postgraduate level of education have highest mean compere to all category of 

education levels. Meanwhile, the results were different in the general mode domain, there 

was a statistically significant difference, but this was for mothers who have preparatory 
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school level. The mean is 60.48% which the highest compared to other categories of 

education levels (F= 3.137, P value= 0.019). From the result, the Researcher concludes that 

mothers with postgraduate education level are interested in knowing more information 

about their children's disease, and they will be interested in an appointment time for 

follow-up and observation of any deterioration of their children. On the contrary, the 

results of the KIDSCREEN domains yourself, free time, school, and bullying revealed that 

there were no statistically significant differences between the mother's education level and 

overall KIDSCREEN domains among study participants. 

Table (4.27) Differences between KIDSCREEN domains and mother education level 

KIDSCREEN 

domains 

father education 

level 
No. 

Mean 

% 
Std 

F 

Test 
Sig. 

Physical Activity 

 

Preparatory School 6 64.67 11.15 5.461 

 

0.001* 

 Secondary School 25 60.16 18.99 

University  38 72.74 15.53 

Post Graduate 13 82.46 13.91 

Total 85 70.45 17.80 

Feelings 

 

Preparatory School 6 58.89 13.28 2.458 

 

0.052* 

 Secondary School 25 64.27 22.33 

University  38 71.05 16.26 

Post Graduate 13 79.49 15.92 

Total 85 69.88 18.72 

General Mood 

 

Preparatory School 6 60.48 23.52 3.137 

 

0.019* 

 Secondary School 25 55.09 21.56 

University  38 45.19 19.75 

Post Graduate 13 35.38 14.59 

Total 85 47.40 20.70 

Yourself 

 

Preparatory School 6 59.33 8.55 0.797 

 

0.53 

 Secondary School 25 56.48 6.96 

University  38 56.21 7.02 

Post Graduate 13 53.23 8.06 

Total 85 56.05 7.34 

Free Time 

 

Preparatory School 6 76.67 13.49 2.091 

 

0.09 

 Secondary School 25 66.56 18.18 

University  38 74.11 12.40 

Post Graduate 13 78.15 14.11 

Total 85 72.99 15.00 

Family home life 

 

Preparatory School 6 78.33 10.90 3.351 

 

0.014* 

 Secondary School 25 71.60 19.05 

University  38 78.25 14.68 

Post Graduate 13 88.72 12.21 

Total 85 78.43 16.32 
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Table (4.27): Continued 

Money matters 

 

Preparatory School 6 36.67 11.74 3.333 

 

0.014* 

 Secondary School 25 51.73 17.14 

University  38 57.19 17.09 

Post Graduate 13 63.08 18.78 

Total 85 55.45 17.97 

Friends 

 

Preparatory School 6 53.33 9.89 3.372 

 

0.013* 

 Secondary School 25 65.20 16.08 

University  38 71.23 15.85 

Post Graduate 13 76.92 15.30 

Total 85 69.41 16.41 

School 

 

Preparatory School 6 63.33 20.00 2.271 

 

0.069 

 Secondary School 25 49.60 23.06 

University  38 55.96 23.69 

Post Graduate 13 69.49 24.03 

Total 85 57.41 23.73 

Bullying 

 

Preparatory School 6 40.00 21.50 1.411 

 

0.238 

 Secondary School 25 26.93 9.71 

University  38 27.89 16.97 

Post Graduate 13 25.64 9.75 

Total 85 27.84 14.44 

KIDSCREEN 

Score 

 

Preparatory School 6 61.15 4.65 3.249 

 

0.016* 

 Secondary School 25 58.49 9.71 

University  38 62.42 7.40 

Post Graduate 13 66.75 6.92 

Total 85 62.11 8.33 
 

* Significant at 95% CI 

4.2.11 Correlation between age and KIDSCREEN Score 

Table (4.30) illustrates the differences between age and KIDSCREEN domains. to explore 

whether there were statistically significant differences, the Researcher used the person 

correlation test. The result showed that there were statistically significant differences 

between age and most of the KIDSCREEN domains such as feeling, yourself, money 

matters, friends, and bullying, but the results were different in KIDSCREEN domains 

physical activity, general mood, free time, family home life, school, and overall 

KIDSCREEN score, it shows there were no statistically significant differences between 

age and overall KIDSCREEN domains among study participants. 
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Table (4.28) correlation between age and KIDSCREEN Score 

KIDSCREEN Pearson Correlation Sig. (2-tailed) 

Physical Activity 0.162 0.139 

Feelings 0.249 0.021* 

General Mood 0.119 0.276 

Yourself 0.243 0.025* 

Free Time 0 0.998 

Family home life 0.02 0.857 

Money matters 0.328 0.002* 

Friends 0.296 0.006* 

School 0.047 0.666 

Bullying 0.342 0.001* 

KIDSCREEN total 0.091 0.406 

* Significant at 95% CI 
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5 Chapter Five 

Conclusion and Recommendation 

 Conclusion 

This study was conducted to evaluate PH management in the PHC at the GS. The design of 

the study is triangulated cross-sectional study, as it entitles both quantitative and 

qualitative data.  

The main barriers to access health services for children diagnosed with PH are the 

geographical and financial barriers; delays in diagnoses; limited availability of early child 

development service; shortages in the workforce and training health care providers to deal 

with children with PH; absence of diagnostic equipment such as ultrasound; shortages in 

essential medicines; shortages of lab tests; absence of national updated protocols for early 

identification and PH and proper management. 

There are shortages of many specialists such as pediatrician, family medicine physicians, 

and psychologists. There is also a shortage of nurses working in the child health 

department and a lack of PHCs providing services for children diagnosed with PH except 

at Al Remal clinic, which adversely affects the management process.  

Delays in diagnosis of PH is another challenge facing children diagnosed with PH. Nearly 

one-third of children suffer from a delay in diagnosis, mainly due to hospitalization There 

is sometimes a shortage of kits needed to conduct TSH tests. This delay in management 

effects the growth and development of children and increases the chance of mental 

retardation. The information system for PH children, including the registry, medical files, 

and follow-up, has many gaps. Medical files are still paper format, even though, there are a 

few services that are computerized such as laboratories services. 

Access to essential medicine results reflected that less than one-third of the participants 

caregivers expressed that the medications is available all the time The limited availability 

of medications and lab tests is found to be the most frequent cause of a return without 

having the needed health care service. Around half of the study participants’ caregivers are 

not satisfied with the availability and affordability of services, mainly medication and 

laboratory tests. 
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The mean waiting time was short in Al Remal PHC center, and the study participants’ 

caregivers were satisfied with it. The contact time between children diagnosed with PH and 

their physician is suitable and accepted for study participants’ caregivers. For the user-

provider interaction domain, the average mean is found to be high and there are no 

statistically significant differences were found in it between males and females. 

Qualitative results were consistent with quantitative findings in general. Key informants’ 

interviews underlined the importance of updating the current protocol, scaling up the 

provision of services to the South of Gaza to reduce the access barriers, and to develop 

follow up guidelines, along with screening protocols.  

 Recommendations 

1. Health education during antenatal care should underline and focus on the importance 

of consuming food-rich iodine or iodine supplements in order to reduce the risk of 

having a child due to iodine deficiency during pregnancy. 

2. To ensure early identification and diagnosis of PH, it is highly recommended that the 

MoH change its protocol of TSH screening to be conducted during the first week of 

life for all newborn, including newborn admitted to hospitals.  

3. Provision of multidisciplinary support for children diagnosed with PH according to 

the associated disease is a complication, especially the psychosocial support. 

4. The MoH and UNRWA should ensure availability of all PH medicine, and it is also 

necessary to make available PH medicine in the right doses either 50 mcg or 100 

mcg, according to children’s needs to avoid drug errors.  

5. It is recommended that the MoH scale up the provision of health services for children 

with PH to at least another clinic in the Sothern of Gaza Strip to overcome the access 

barriers and the financial barriers due to the high transportation costs to reach Gaza 

governorate.  

6. Availability of TSH tests services is a must. Thus, the MoH and UNRWA should 

ensure the availability of TSH testing all the time.  

7. The lack of updated protocols and standards indicates a significant gap in the 

provision of appropriate and standardized services to children diagnosed with PH, 

hence appropriate protocols for the Palestinian context should be developed to fulfill 

the needs of health care providers and children. 

8. The MoH and UNRWA should continue to provide ECD services for all children, 

including children with PH.  
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 Recommendations for further research 

1. To conduct mixed methods studies to assess the current psychological support 

provided to children with PH. 

2. To conduct cohort studies to examine the impact of iodine deficiency on pregnancy 

outcomes. 

3. To conduct similar studies to evaluate the management of services provided to 

patients diagnosed with PH aged 12 and more. 
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7 Annexes 

Annex (1) study activities timetable 

year  2020 2021 2022 

Activity  Duratio

n  
1

1 

1

2 

0

1 

0

2 

0

3 

0

4 

0

5 

0

6 

0

7 

0

8 

0

9 

1

0 

1

1 

1

2 

0

1 

0

7 

Proposal 

writing  
2 

months 
                

Proposal 

Discussion 

and 

approval  

1 month 

                

Developme

nt 

instruments 
1 month 

                

Experts 

check for 

validity of 

instruments 

1 month 

                

Pilot study 1 month                 

Modificati

on 
1 month 

                

Data 

collection  
6 

months 
                

Data entry 6 

months 
                

Data 

Analysis 
6 

months 
                

Writing 

report  
5 

months 
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Annex (2) Estimated Budget 

No Item Unit Expected 

USD 

Comments 

1 Study Tools MP3 recorder  100  

2 Transportation  3 months  740 Patients 216 x 2.5 

USD 

Data collectors 2 

X100 

3 Training workshop  For data 

collectors  

50 Refreshments  

4 SIM card & balance  To call study 

sample 

50  

5 Data Collectors 216 x 5 USD for 

questionnaires  

1080 

 

 

 

6 Photocopying for 

Research papers 

10copy x 15 USD 200  

7 Dissemination of 

results  

-Workshops 

- Publication 

Refreshments   

200 

300 

 

8 Data entry and 

analysis 

 500  

 Total  3220 USD Expected to be less 

or more  
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Annex (3) Academic approval from the School of Public Health 
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Annex (4): Helsinki Committee research approval   
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Annex (5) Administrative approval from HR department in the MoH 
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Annex (6) List of experts 

Expert name Place of work 

Prof. Yehia Abed Al-Quds University 

Dr Bassam Abu Hamad Al-Quds University 

Dr. Noha Al Shareef Al-Quds University 

Dr Adnan Alwahidi Ard El Insan Palestinian Association 

Dr Jamel Al Bahnsawey Rantissi Hospital 

Dr Hanaa Kishko Al Remal clinic  

Dr Maha Abu Jahel Al Remal clinic 

Jehad Akasha Health Research Department  
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Annex (7): Caregiver’s questionnaire- English 

 

 

 

 

 

 

Evaluation of Management of Primary Hypothyroidism among Children 

in the Gaza Strip 

 

Dear participant: 

 I am Haytham Mansour, a student at the master degree of Health Policy and Management/ 

Quality and Patient safety track at Al Quds University, conducting a research study about 

Evaluation of Management of Primary Hypothyroidism (PH) among Children in the Gaza 

Strip. Caregivers of children patients with PH will be selected in this study and your 

participation has no direct or indirect negative implications on you or your family. This 

study is as fulfillment requirement for the master degree of public health. 

The aim of the study is to assess the PH management of pediatric patients in order to 

provide service providers and policymakers with evidence-based information and 

recommendations to the improvement in the quality of provided services to pediatric 

clients with PH. The study is looking ultimately to provide health care providers with 

recommendations that might help in prevention or decreasing the occurrence complication 

of PH. The questionnaire gives you the opportunity to tell us about status of services are 

provided to children patients with PH in the Gaza strip and your perspective about it. 

Approximately 212 children will participate in this study and the researcher will include 

the entire registered cases diagnosed with PH and aged 12 years or less. If you agree to 

participate, you will be asked to fill an interviewed questionnaire. This will take 

approximately 25 minutes of your valuable time. Although your participation in this study 

is highly appreciated, it is voluntary. You are free not to answer any questions. 

The Researcher: Haytham Mansour 
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Serial Number……………. Date of Birth………… 

Part I 

Section 1: Demographic & Socioeconomic data 

File 

number………………… 

Patient ID 

………………… 

Age of the child ………………. Years  

1 Respondent             Mother                        Father                                                        Others 

specify……….  

2 Gender of the child with PH                      Male                                                          Female  

3  Residency Governorate                             Rafah                                                    Khanyounis 

                                                                   Deir Al-Balah                                             Gaza 

                                                                   Gaza North Governorates 

4 Current Mother's age 

………………... 

 

5 

 

Mother age at delivery of the concerned child 

………... 

 

6 Mother complete years of schooling…………. 

7 What is Mother's Employment 

Status?  

 

 Unemployed                

Employed    

Self-employed              

Waged employee  

8 What is Father's Employment Status?  

 

 Unemployed                Employed    

Self-employed              Waged employee  

 

 

9 If employed, what is mother 

current occupation? ………… 

If employed, what is father current occupation? 

…………………………. 

10 What is the monthly income of your 

family (from all sources)   

…………. ILS 

11 Monthly family expenditure on the 

child health with Primary 

Hypothyroidism (cost of drug, special 

food, transportation cost to clinic, 

supplement, etc.) 

 

................. ILS 

12 What is the reason for your today’s visit?           To scheduled appointed- follow up                

To do laboratory tests    

                                                                             To take medication from Pharmacy           

Others ……………………….? 
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Section 2: Family history  

1 At which age your child was diagnosed with Primary Hypothyroidism? ………………… 

2 

 

Other family member diagnosed with 

Primary Hypothyroidism?  

        Yes             No                                                                             

If yes, whom? 

     Father           Mother           Brother          Sister 

     Other, specify ………… 

3 If yes, What is the age at time of diagnosis of other family members with Primary 

Hypothyroidism? ………… months 

4 Does the mother have chronic diseases?       

            Yes             No                                                                             

If yes, you which disease (can choose more than 

one option)  

                         Diabetes                     Hypertension           

                           Thyroid                      Cancer    

                           Cardiac disease           Asthma 

                           Renal or Hepatic disease    

                           Other specify…………………...          

5 Did the mother take any medication                 

during pregnancy?    

           Yes             No 

          

If yes, what it is …………………... 

 

6 Does the family especially mother’s take food rich in iodine?                  Yes             No 

7 Does the child take supplements such as (vitame A+D & Iron)?     Yes            No 

8 Does the child registered at the Early Child Development (ECD) program & committed with 

it?                                                                                       Yes             No 

Section 3: Medical information about the child patient with Primary Hypothyroidism  

1 TSH level at diagnosis……. Latest 

TSH result…… 

2 Free T4 level at diagnosis……… Latest T4 

result……… 

3 Has the TSH& PKU test been done 

at the first visit to the MCHC or 

PHCC after birth? 

 Yes            No                                                                                                                                                                                

If yes when 

       At the first week                    At the second week 

       At the third week or more                             

4 Does the child with Primary 

Hypothyroidism have any associated 

chronic diseases?           

 Yes            No                                                                                                                                                                                

If yes,  

Mention the chronic disease or other diseases of the 

child have?................. 
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5 Who has diagnosed the child with Primary Hypothyroidism? 

       General physician             pediatrician             Other                 I do not remember 

6 What was the first treatment given to the child?.................... 

Part II: Input  

Section 4 

1 In Al Remal clinic where the child gets his health care services, is there at least one 

pediatrician  ? 

        Yes                           No                    I don’t know dedicated staff for the child 

2 In Al Remal clinic where the child gets his health care services, is there a dedicated Thyroid 

Disease Nurse?  

        Yes                           No                    I don’t know dedicated staff for the child 

3 Your main source of information about the child, s disease is from? 

         Internet        Other, please specify………..…                  Physician's                    

         Nurse                  Family member           Friend 

4 Do you receive services regarding your child Primary Hypothyroidism from places other than 

Al Remal clinic? 

         Yes                          No        If yes, from where do you receive these 

services?............................ 

5 What services does the child receive from Al Remal clinic? (can choose more than one option) 

         Counseling              Follow-up          lab tests           Medication dispensing      

Psychological support  

          Nutritional counseling        Health education about Primary Hypothyroidism         

Others ………   

6 From where does the child patient with Primary Hypothyroidism get his medications? (Could 

be more than one option)    

      Hospital           Primary health care           UNRWA           Buy from pharmacy          

Others specify……………  

7  If the child takes his medications from Al Remal clinic, do you find it available every time?  

       Yes                 Not all the time                   No medication available 

8 Is the child receiving medications from another 

service provider? 

       No                    Yes                                    

Sometimes 

If yes which service providers? 

Specify………………. 

9 When was the last time to receive services? Before …………………………… months  

Part III: Process 

Section 5: Waiting time & appointment time in Al Remal Clinic 



 

 

 

127 

 

1 Was it easy to reach Al Remal 

Clinic?                               

       Yes                  No 

If no, why:  

    We come on foot and it take a long time 

     We come by public transportation and it is cost 

money   

     Others reasons, specify………….   

2 How long do you wait for your child to be served from the Al Remal Clinic staff? 

............Minutes 

3 Are there any governmental health centers, UNRWA or, NGOs that provide health care 

services for children with Primary Hypothyroidism?  

         Yes                       No                                 I don’t know 

4 If the child had a follow-up session in Al Remal Clinic, was there a long waiting list before his 

turn? 

         Yes                      To some extent               No 

5 In the case of an Al Remal Clinic visit for a follow-up, do you wait for a long time to see the 

physician? 

          Yes                     To some extent                 No 

6 If the child has performed lab tests in Al Remal Clinic, have you to wait for a long time to get 

the services? 

          Yes                     To some extent                 No 

7 How much time the physicians generally spend with your child during the examination and 

follow-up? ……………….. minutes   

8 Average waiting time in the clinic before seeing the physician? ……………….. minutes   

9 If you dispense medications for the child patient with Primary Hypothyroidism, do you wait 

for a long time to get the services?  

         Yes                       To some extent               No 

10 What are the main challenges/barriers you face with regard to services that the child receives 

from this Clinic? (You can select more than one option) 

         Limited availability of medication                                                                                     

         Lack of specialized services                          Poor staff communication         Long 

waiting time    

         Short contact time with the provider             Infrequent appointments           Infrequent 

lab. Analysis    

         Other ......... 

11 In the past months, have you ever been 

returned home without receiving the 

services that the child came to receive?   

           Yes             No 

If yes, indicate why …………………… 
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Section 6: User -provider interaction & physician - Patient communication 

For each of the below statement, please select one of the five options 1=Strongly disagree, 

2=Disagree, 3=Natural, 4=Agree, 5=strongly agree 

User -provider interaction Strongly 

disagree 

Disagree Natural Agree strongly 

agree 

1 The physician is polite and deals with 

patients and their caregivers in a 

friendly way. 

     

2 The physician pays attention to the 

beliefs and emotions of patients and 

their caregivers.  

     

3 During visiting, you were allowed to 

say everything that you think is 

important. 

     

4 The physician listens carefully to 

everything you say. 

     

5 Physician often don’t listen to what you 

have to say. 

     

6 If you have some questions of a medical 

nature, you can contact a physician 

without problems? 

     

7 You feel that the physician understands 

you? 

     

8 The physician makes sure that you 

understand his explanations and 

instructions. 

     

9 The physician takes into account the 

patient’s interest.  

     

10 The physician understands the needs of 

the patients.    

     

11 The physician responses to your 

questions.   

     

12 The physician always willing to help 

you. 

     

13 The physician never too busy to respond 

to your questions. 

     

14 In many times the physician uses a 

language difficult for you to understand 

without adequate explanation. 

     

15 The physician respects patient’s 

appointments. 
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16 Does the physician inform you when to 

come for the next follow-up? 

     

17 Al Remal Clinic nursing staff 

knowledgeable. 

     

18 Does the nurse deal with you 

respectfully?  

     

19 Nurses at the child health department 

have specific expertise to deal with the 

child have Primary Hypothyroidism. 

     

20 The nurse takes into account the 

patient’s interest.  

     

21 The nurse identifies you the next 

appointment for follow-up 

     

22 Pharmacists deal with you respectfully.      

23 If you want to ask pharmacist anything 

about the medications, you find it easy 

to do so. 

     

24 The pharmacists inform you how to take 

the child his medication every visit. 

     

25 The physician listens to you carefully 

during the consultation. 

     

26 The physician allows you to talk 

without interrupting you. 

     

27 The physician examines the child 

patient with Primary Hypothyroidism 

thoroughly. 

     

28 You feel you were given all the 

necessary information. 

     

29 The physicians explain the advantages 

and disadvantages of the treatment.   

     

30 The physicians involve you in the 

decision-making. 

     

31 In your opinion, the physician has a 

reassuring attitude. 

     

32 You think the physician told the truth 

about the child's condition. 

     

33 You have confidence in the physician.      

34 The nurse call with the pharmacist to 

ask about medication. 
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35 If a medication is not available, the 

nurse contacts the pharmacist to try to 

provide this medication. 

     

36 The pharmacists notify the nurses if the 

patient does not receive medication. 

     

37 You receive a feedback about the results 

of these laboratory tests. 

     

 

Section 7: Follow up 

1 Do you think that your follow-up visits are adequate? 

         No                    Yes                                            To some extent                          

2 Do you have regular visits with physicians 

for your child's follow-up?                        

           Yes                 No 

 

If no, why? (You can select more than one) 

 I cannot afford transportation cost 

 My movement is uneasy 

 I do not have time—work issues-leave 

 There is no identified date for follow-

up 

 I do not trust my provider 

 The providers are not qualified 

enough to deal with  

  child patient with Primary 

Hypothyroidism case   

 Others, specify………. 

3 Have you been approached by provider because the child did not follow up regularly?  

                                                     Yes                 No 

4 Has the child patient with PH done the 

diagnostic test ( Ultra Sound) last year?        

        Yes                 No  

If yes, when it was? Before ...........Months 

5 Have you received a feedback about that diagnostic test?        

                                                     Yes                   No 

6 Has the child patient with PH done annual 

laboratory analysis last year?                      

       Yes                   No 

If yes, when it was? Before ...........Months 

7 Have you received a feedback about the 

results of annual laboratory analysis?          

        Yes                    No 

If No, why…      I have not been notified of the 

results 

 The child is less than a year old 

Missing appointments          I did an external 

examination 
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8 Does the health care providers contact you to inform you of the test result and adjust the dose?  

         Yes                 No                    

 

Section 8: Participant’s perspectives about the availability & affordability of services. 

For each of the below statement, please select one of the five options 1=Strongly disagree 2= 

Disagree 3=Natural 4=Agree 5=Strongly agree 

Participant’s perspectives about the 

availability and affordability services. 

Strongly 

disagree 

Disagree Natural Agree strongly 

agree 

1 It is easy to access the clinic?      

2 The medications your child takes are 

always available? 

     

3 The time you need to reach the clinic is 

reasonable, not lengthy.   

     

4 The follow-up tests TSH & T4 are 

available all the time? 

     

5 Do can easy to reach the health care 

provider by telephone? 

     

6 The transportation costs from home to 

and from the clinic is affordable? 

     

7 Were you asked to pay for services you 

received or medication? 

     

8 The services in this clinic affordable to 

most people across the Gaza Strip. 

     

9 The health insurance covers all services 

that the child needs? 

     

10 The provided services met your 

expectations? 

     

 

 

 

 

Part IV: Output/Outcome 

Section 9: Satisfaction 

For each of the below statement, please select one of the five options 1=Strongly disagree 2= 

Disagree 3=Natural 4=Agree 5=Strongly agree 
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Satisfaction Strongly 

disagree 

Disagree Natural Agree strongly 

agree 

1 The child disease is under control.      

2 The child's health status improves to 

better. 

     

3 The treatment plan is suitable and 

adequate for your child. 

     

4 The medication is available all the time.       

5 The child usually has difficulty get a 

referral for diagnostic tests. 

     

6 You have easy access to the specialists 

your child need. 

 

     

7 Some of the physician you have seen 

lack experience with child medical 

problems.  

     

8 The medical care that the child with 

Primary Hypothyroidism has been 

receiving is just about perfect. 

     

9 The physician explains to you the 

importance of doing medical 

examinations to follow up on the child's 

condition. 

     

10 Primary health center environment is 

comfortable (cleanliness, space, quiet 

and, so on). 

     

11 The primary health center is equipped 

with modern and up-to-date equipment. 

     

12 The primary health center operating 

hours are convenient for you. 

     

13 Booking an appointment is easy.      

14 Making an appointment for follow up 

visits. 

     

15 Waiting time to receive services is 

suitable for you. 

     

16 The waiting area located in the child 

health department is clean 

     

17 The Primary health center toilets are 

clean. 
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18 The time that the health providers spend 

with the patient is enough. 

     

19 When the child undergoes a medical 

examination, you are sure that is the 

examination is comprehensive.  

     

20 You are satisfied with the medical care 

that the child is receiving. 

     

21 The physician is very competent and 

well trained. 

     

22 The physician will spend enough time 

to assess and examine your child. 

     

23 The services providers’ explanations 

about Primary Hypothyroidism services. 

     

24 The services providers’ respect patient’s 

privacy. 

     

25 Your service providers use a suitable 

manner to teach you about improving 

the child's health. 

     

26 Covid-19 pandemic makes it difficult to 

obtain medical services. 

     

27  From your perspective, there is an 

appropriate and safe process of care 

during Covid-19 pandemic for your 

child. 

     

28 The health care providers’ compliant 

with infection control and prevention 

when dealing with your child during the 

Covid-19 Pandemic. 

     

Section 10: Quality of care 

1 Are the health services needed for 

your child always available at the 

Clinic? 

         Yes                    No                     

If no, list the unavailable services: (you can select more 

than one) 

       Certain drugs                Laboratory tests  

    Diagnostic tests  

Specialized services      Other reasons 

specify………….                 
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2 Are you facing any problems with 

accessibility of services? 

           Yes                       No 

If yes, why? (You can select more than one) 

     Physical access 

     Financial access         

     Information access 

     Social access 

      Geographical access 

3 Have the PH health services that your 

child has received meet your 

expectation?                       

           Yes                   No      

If no, why, please specify………………... 

 

Thank you for participation 
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Annex (8) Record checklist 

Primary Hypothyroidism Children medical records evaluation checklist:  

File NO: Serial Number:                                                                      

Member ID: Age: 

Provider Name: 

Date of Birth: Gender 

The Medical Records 

For each of the below statement, the options are 0= No, 1= Incomplete, 2= Yes  

A. Demographic characteristics: 

1. Each page within the Medical Record contains the patient's name 

   

0 1 2 

 

2. Each page within the Medical Record contains the patient's ID number 

   

0 1 2 

 

3. Each page within the Medical Record contains the patient's age 

   

0 1 2 

 

4. Each page within the Medical Record contains the patient's DOB 

   

0 1 2 

 

5. Each page within the Medical Record contains the patient's gender 

   

0 1 2 
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6. Each page within the Medical Record contains the patient's address 

   

0 1 2 

 

7. Each page within the Medical Record contains the patient's home telephone 

number 

   

0 1 2 
 

 

B. Medical record characteristics  

8. The main purpose of the patient’s visit is clearly documented 

   

0 1 2 

 

9. Appropriated professional diagnoses are recorded 

   

0 1 2 

 

10. Plan of diagnosis: Diagnostic tests laboratory & physical examination are listed for 

each visit 

   

0 1 2 

 

11. All entries in the Medical Record contain the author’s identification 

    Author identification may be a handwritten signature, an initials-stamped signature, or 

an electronic identifier 

   

0 1 2 
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12. All entries in the Medical Record are dated 

   

0 1 2 

 

13. Is the record an Electronic Medical Record (EMR)? 

   

0 1 2 

 

14. relevant Government PHCs or UNRWA referral summaries are included with 

medical record 

   

0 1 2 

 

15. If consultation or diagnostic test is requested, there is a note or report from the 

consultant in the record 

   

0 1 2 
 

 

C. The history and physical examination  

16. Family history- including the medical history of parents and/or sibling (s) 

   

0 1 2 

 

17. Does the physical & mental assessment for growth and development is applied at each 

visit?  

   

0 1 2 

 

 

 

18. Medical- surgical history including surgical, injuries, operations and acute or 
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chronic diseases/illnesses 

   

0 1 2 

 

19. Significant illnesses and medical condition are indicated on the special list  

   

0 1 2 

20. Medical examination and follow up done as a protocol from 0- 6 months / every 6 

weeks, from 6months- 3 years/ every 3 months & more than 3 months / every 6 

months follow up. 

   

0 1 2 

 

 

D. Medication record: 

21. Medications are documented for each visit 

   

0 1 2 

22. A medication record/list includes dosages and dates for initial and refill 

prescription 

   

0 1 2 

23. Discussion of medication side effects and symptoms with caregiver and 

documented 

   

0 1 2 

 

 

24. The plan of action and treatment is consistent with the diagnosis 

   

0 1 2 
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25. Allergies and adverse reactions are prominently noted in the record. Prominently 

noted in the front of the chart or inside the front cover of the chart or on a 

designated problem list or medication page or at the time of each office visit 

   

0 1 2 
 

 

E. Primary Hypothyroidism related characteristics  

 

26. Does the Early Child Development (ECD) do every 3 months at first year of 

conformed diagnosis or every 6 months from age 1 year to 6 years?  

   

0 1 2 

27. Does the Ultrasound done to determine the place of the Thyroid gland mentioned? 

   

0 1 2 

28. Do the Anthropometric measurements are applied at each visit? 

   

0 1 2 

29. Does the lab investigation result such as (T4, TSH) mentioned? 

   

0 1 2 

30. Does the follow up Levothyroxine level in the blood? 

   

0 1 2 

31. Does the nursing note record complete at each visit? 

   

0 1 2 
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32. Does the medication for these cases available all the time? 

   

0 1 2 

33. Does the lab investigation equipment 

is available all the time for these cases? 

 

 

 

   

0 1 2 
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Annex (9) Key informant's interview 

In-depth interview questionnaire with key informants 

1. Since Al-Rimal Clinic is the only primary care center that provides special services for 

children with hypothyroidism, which leads to some families suffer from the possibility of 

receiving the service due to the geographical distance and economic conditions. 

• Is there a future plan to provide these services in other centers within the primary 

care centers according to geographical distribution and when? 

• What are the solutions offered to solve the problem of the possibility of receiving 

services due to the geographical distance? 

• Are laboratory tests available all the time, and what is the alternative if they are not 

available? 

• Are medicines available all the time, are they free, and what is the alternative if 

they are not available? 

2. Many children's caregivers suffer from the lack of ultrasound device to diagnose 

children with hypothyroidism. 

• What is the reason for the unavailability of this device, and what is the alternative? 

• Are children referral to other government institutions to make this test, or is it done 

at their personal expense? 

• Is there a future plan to provide this device inside the center? 

3. All government and UNRWA clinics have screening program to discover diseases that 

affect newborns. 

• Is this program available in all clinics, and are the staff trained on how to properly 

perform the screening? 

• When are the investigation samples tested in the laboratory, and how are the 

parents informed of the test result if it is positive? 

• What are the steps to be taken if the test result is positive? 

• Is there a policy or protocol in the clinic that explains the method of screening of 

diseases, and is it updated? 
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4. Are there policies or protocols for dealing with children with hypothyroidism that 

service providers are committed to, and are service providers trained on them, and are they 

updated periodically? 

5. The Al Remal clinic has been providing early child development (ECD) services for 

several years. 

• How did these services affect the children's physical and psychological health? 

• Is there a program for psychological support for these children, and how is it 

determined if the child needs psychological support? 

• Children who are discovered to have problems in growth and development, how are 

they followed up? 

6. What kind of training do service providers receive, whether inside or outside 

government institutions? 

7. How is patient information stored (paper or electronic), is there an integrated 

computerized system that is being used, and is there privacy and confidentiality in this 

information? please clarify 

8. From your point of view, what are the services that are required but not available, and 

what are the obstacles that may affect the continuity of service provision for this group of 

children? 

9. What are your suggestions for developing and improving the services provided to 

children with hypothyroidism? 

 

Do you have any additions.......? Thank you for your cooperation 

 

Note: Questions are directed according to the service provider being interviewed, whether 

(doctor - nurse - laboratory specialist - pharmacist) 
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Annex (10) Scheffe test for differences between domains and Governorates 

Multiple Comparisons 

LSD   

Dependent Variable 

(I) Residency 

Governorate 

(J) Residency 

Governorate 

Mean 

Difference (I-

J) Sig. 

Section8_Total Rafah Khanyounis .60635 .878 

Deir Al-Balah -3.64646 .362 

Gaza -14.18608 .000 

Gaza North Governorates -.31313 .938 

Khanyounis Rafah -.60635 .878 

Deir Al-Balah -4.25281 .200 

Gaza -14.79243 .000 

Gaza North Governorates -.91948 .781 

Deir Al-Balah Rafah 3.64646 .362 

Khanyounis 4.25281 .200 

Gaza -10.53961 .000 

Gaza North Governorates 3.33333 .322 

Gaza Rafah 14.18608 .000 

Khanyounis 14.79243 .000 

Deir Al-Balah 10.53961 .000 

Gaza North Governorates 13.87295 .000 

Gaza North Governorates Rafah .31313 .938 

Khanyounis .91948 .781 

Deir Al-Balah -3.33333 .322 

Gaza -13.87295 .000 

Section9_total Rafah Khanyounis 1.14626 .565 

Deir Al-Balah -.91991 .647 

Gaza -3.01061 .093 

Gaza North Governorates -.07576 .970 

Khanyounis Rafah -1.14626 .565 
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Deir Al-Balah -2.06617 .216 

Gaza -4.15687 .003 

Gaza North Governorates -1.22202 .463 

Deir Al-Balah Rafah .91991 .647 

Khanyounis 2.06617 .216 

Gaza -2.09070 .140 

Gaza North Governorates .84416 .617 

Gaza Rafah 3.01061 .093 

Khanyounis 4.15687 .003 

Deir Al-Balah 2.09070 .140 

Gaza North Governorates 2.93486 .039 

Gaza North Governorates Rafah .07576 .970 

Khanyounis 1.22202 .463 

Deir Al-Balah -.84416 .617 

Gaza -2.93486 .039 
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Annex (11) Scheffe test for differences between KIDSCREEN domains and education 

attainment level  

Multiple Comparisons 

LSD   

Dependent Variable 

(I) Educational attainment 

level 

(J) Educational attainment 

level 

Mean 

Difference (I-J) Sig. 

Physical_Activity Low Moderate -12.03345* .001 

High -29.33333* .000 

Moderate Low 12.03345* .001 

High -17.29988* .000 

High Low 29.33333* .000 

Moderate 17.29988* .000 

Feelings Low Moderate -11.58503* .003 

High -30.24691* .000 

Moderate Low 11.58503* .003 

High -18.66189* .000 

High Low 30.24691* .000 

Moderate 18.66189* .000 

General_Mood Low Moderate 18.89742* .000 

High 29.31217* .000 

Moderate Low -18.89742* .000 

High 10.41475* .023 

High Low -29.31217* .000 

Moderate -10.41475* .023 

Youself Low Moderate 1.51971 .430 

High 3.70370 .065 

Moderate Low -1.51971 .430 

High 2.18399 .257 

High Low -3.70370 .065 

Moderate -2.18399 .257 

Free_Time Low Moderate -11.62724* .000 

High -24.74074* .000 

Moderate Low 11.62724* .000 

High -13.11350* .000 

High Low 24.74074* .000 

Moderate 13.11350* .000 

Family_home_life Low Moderate -13.29351* .000 

High -26.04938* .000 

Moderate Low 13.29351* .000 

High -12.75587* .000 

High Low 26.04938* .000 
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Moderate 12.75587* .000 

Money_matters Low Moderate -6.32417 .155 

High -17.28395* .000 

Moderate Low 6.32417 .155 

High -10.95978* .015 

High Low 17.28395* .000 

Moderate 10.95978* .015 

Friends Low Moderate -9.32696* .015 

High -20.86420* .000 

Moderate Low 9.32696* .015 

High -11.53724* .003 

High Low 20.86420* .000 

Moderate 11.53724* .003 

School Low Moderate -25.36041* .000 

High -46.29630* .000 

Moderate Low 25.36041* .000 

High -20.93588* .000 

High Low 46.29630* .000 

Moderate 20.93588* .000 

Bullying Low Moderate -.90800 .809 

High 6.66667 .089 

Moderate Low .90800 .809 

High 7.57467* .046 

High Low -6.66667 .089 

Moderate -7.57467* .046 

KidScreen_total Low Moderate -6.87529* .000 

High -15.75499* .000 

Moderate Low 6.87529* .000 

High -8.87970* .000 

High Low 15.75499* .000 

Moderate 8.87970* .000 

*. The mean difference is significant at the 0.05 level. 
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Annex (12) Scheffe test for differences between KIDSCREEN domains and father 

education level 

Multiple Comparisons 

LSD   

Dependent Variable (I) Father education level (J) Father education level 

Mean 

Difference (I-J) Sig. 

Physical_Activity Primary School preparatory School 4.50667 .542 

Secondary School -8.07018 .259 

University -22.00000 .058 

Post Graduate -17.79487* .029 

preparatory School Primary School -4.50667 .542 

Secondary School -12.57684* .003 

University -26.50667* .009 

Post Graduate -22.30154* .000 

Secondary School Primary School 8.07018 .259 

preparatory School 12.57684* .003 

University -13.92982 .155 

Post Graduate -9.72470 .065 

University Primary School 22.00000 .058 

preparatory School 26.50667* .009 

Secondary School 13.92982 .155 

Post Graduate 4.20513 .686 

Post Graduate Primary School 17.79487* .029 

preparatory School 22.30154* .000 

Secondary School 9.72470 .065 

University -4.20513 .686 

Feelings Primary School preparatory School -5.37778 .515 

Secondary School -12.16374 .130 

University -23.33333 .072 

Post Graduate -20.59829* .024 

preparatory School Primary School 5.37778 .515 

Secondary School -6.78596 .149 

University -17.95556 .108 

Post Graduate -15.22051* .016 

Secondary School Primary School 12.16374 .130 

preparatory School 6.78596 .149 

University -11.16959 .307 

Post Graduate -8.43455 .151 

University Primary School 23.33333 .072 

preparatory School 17.95556 .108 

Secondary School 11.16959 .307 
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Post Graduate 2.73504 .814 

Post Graduate Primary School 20.59829* .024 

preparatory School 15.22051* .016 

Secondary School 8.43455 .151 

University -2.73504 .814 

General_Mood Primary School preparatory School 5.39048 .549 

Secondary School 15.28822 .081 

University 23.33333 .098 

Post Graduate 25.09158* .012 

preparatory School Primary School -5.39048 .549 

Secondary School 9.89774 .055 

University 17.94286 .140 

Post Graduate 19.70110* .005 

Secondary School Primary School -15.28822 .081 

preparatory School -9.89774 .055 

University 8.04511 .498 

Post Graduate 9.80335 .126 

University Primary School -23.33333 .098 

preparatory School -17.94286 .140 

Secondary School -8.04511 .498 

Post Graduate 1.75824 .890 

Post Graduate Primary School -25.09158* .012 

preparatory School -19.70110* .005 

Secondary School -9.80335 .126 

University -1.75824 .890 

Youself Primary School preparatory School 2.85333 .397 

Secondary School 3.12281 .338 

University 3.33333 .525 

Post Graduate 6.10256 .098 

preparatory School Primary School -2.85333 .397 

Secondary School .26947 .888 

University .48000 .915 

Post Graduate 3.24923 .201 

Secondary School Primary School -3.12281 .338 

preparatory School -.26947 .888 

University .21053 .962 

Post Graduate 2.97976 .212 

University Primary School -3.33333 .525 

preparatory School -.48000 .915 

Secondary School -.21053 .962 

Post Graduate 2.76923 .560 
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Post Graduate Primary School -6.10256 .098 

preparatory School -3.24923 .201 

Secondary School -2.97976 .212 

University -2.76923 .560 

Free_Time Primary School preparatory School 10.10667 .133 

Secondary School 2.56140 .691 

University -6.00000 .564 

Post Graduate -1.48718 .837 

preparatory School Primary School -10.10667 .133 

Secondary School -7.54526* .049 

University -16.10667 .075 

Post Graduate -11.59385* .023 

Secondary School Primary School -2.56140 .691 

preparatory School 7.54526* .049 

University -8.56140 .332 

Post Graduate -4.04858 .392 

University Primary School 6.00000 .564 

preparatory School 16.10667 .075 

Secondary School 8.56140 .332 

Post Graduate 4.51282 .631 

Post Graduate Primary School 1.48718 .837 

preparatory School 11.59385* .023 

Secondary School 4.04858 .392 

University -4.51282 .631 

Family_home_life Primary School preparatory School 6.73333 .341 

Secondary School .08772 .990 

University -15.00000 .174 

Post Graduate -10.38462 .178 

preparatory School Primary School -6.73333 .341 

Secondary School -6.64561 .099 

University -21.73333* .024 

Post Graduate -17.11795* .002 

Secondary School Primary School -.08772 .990 

preparatory School 6.64561 .099 

University -15.08772 .108 

Post Graduate -10.47233* .038 

University Primary School 15.00000 .174 

preparatory School 21.73333* .024 

Secondary School 15.08772 .108 

Post Graduate 4.61538 .643 

Post Graduate Primary School 10.38462 .178 
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preparatory School 17.11795* .002 

Secondary School 10.47233* .038 

University -4.61538 .643 

Money_matters Primary School preparatory School -15.06667 .055 

Secondary School -20.52632* .008 

University -32.22222* .009 

Post Graduate -26.41026* .002 

preparatory School Primary School 15.06667 .055 

Secondary School -5.45965 .217 

University -17.15556 .104 

Post Graduate -11.34359 .055 

Secondary School Primary School 20.52632* .008 

preparatory School 5.45965 .217 

University -11.69591 .256 

Post Graduate -5.88394 .286 

University Primary School 32.22222* .009 

preparatory School 17.15556 .104 

Secondary School 11.69591 .256 

Post Graduate 5.81197 .596 

Post Graduate Primary School 26.41026* .002 

preparatory School 11.34359 .055 

Secondary School 5.88394 .286 

University -5.81197 .596 

Friends Primary School preparatory School -11.86667 .097 

Secondary School -17.89474* .011 

University -27.77778* .014 

Post Graduate -23.58974* .003 

preparatory School Primary School 11.86667 .097 

Secondary School -6.02807 .136 

University -15.91111 .098 

Post Graduate -11.72308* .030 

Secondary School Primary School 17.89474* .011 

preparatory School 6.02807 .136 

University -9.88304 .293 

Post Graduate -5.69501 .258 

University Primary School 27.77778* .014 

preparatory School 15.91111 .098 

Secondary School 9.88304 .293 

Post Graduate 4.18803 .675 

Post Graduate Primary School 23.58974* .003 

preparatory School 11.72308* .030 
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Secondary School 5.69501 .258 

University -4.18803 .675 

School Primary School preparatory School 13.73333 .194 

Secondary School 7.36842 .469 

University -13.33333 .416 

Post Graduate -6.15385 .590 

preparatory School Primary School -13.73333 .194 

Secondary School -6.36491 .287 

University -27.06667 .058 

Post Graduate -19.88718* .014 

Secondary School Primary School -7.36842 .469 

preparatory School 6.36491 .287 

University -20.70175 .138 

Post Graduate -13.52227 .072 

University Primary School 13.33333 .416 

preparatory School 27.06667 .058 

Secondary School 20.70175 .138 

Post Graduate 7.17949 .628 

Post Graduate Primary School 6.15385 .590 

preparatory School 19.88718* .014 

Secondary School 13.52227 .072 

University -7.17949 .628 

Bullying Primary School preparatory School 13.06667* .048 

Secondary School 12.10526 .058 

University 20.00000 .051 

Post Graduate 14.35897* .045 

preparatory School Primary School -13.06667* .048 

Secondary School -.96140 .795 

University 6.93333 .430 

Post Graduate 1.29231 .792 

Secondary School Primary School -12.10526 .058 

preparatory School .96140 .795 

University 7.89474 .360 

Post Graduate 2.25371 .625 

University Primary School -20.00000 .051 

preparatory School -6.93333 .430 

Secondary School -7.89474 .360 

Post Graduate -5.64103 .540 

Post Graduate Primary School -14.35897* .045 

preparatory School -1.29231 .792 

Secondary School -2.25371 .625 
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University 5.64103 .540 

KidScreen_total Primary School preparatory School 2.66154 .462 

Secondary School -1.26518 .717 

University -9.10256 .108 

Post Graduate -5.59172 .156 

preparatory School Primary School -2.66154 .462 

Secondary School -3.92672 .058 

University -11.76410* .017 

Post Graduate -8.25325* .003 

Secondary School Primary School 1.26518 .717 

preparatory School 3.92672 .058 

University -7.83738 .103 

Post Graduate -4.32653 .093 

University Primary School 9.10256 .108 

preparatory School 11.76410* .017 

Secondary School 7.83738 .103 

Post Graduate 3.51085 .491 

Post Graduate Primary School 5.59172 .156 

preparatory School 8.25325* .003 

Secondary School 4.32653 .093 

University -3.51085 .491 

*. The mean difference is significant at the 0.05 level. 
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Annex (13) Scheffe test for differences between KIDSCREEN domains and Mother 

education level 

Multiple Comparisons 

LSD 

Dependent Variable (I) Mother education level (J) Mother education level 
Mean Difference 

(I-J) 
Sig. 

Physical_Activity preparatory School Secondary School -1.28620 .761 

University -18.07407 .089 

Post Graduate -14.55892* .021 

Secondary School preparatory School 1.28620 .761 

University -16.78788 .107 

Post Graduate -13.27273* .025 

University preparatory School 18.07407 .089 

Secondary School 16.78788 .107 

Post Graduate 3.51515 .755 

Post Graduate preparatory School 14.55892* .021 

Secondary School 13.27273* .025 

University -3.51515 .755 

Feelings preparatory School Secondary School 2.09035 .643 

University -17.53086 .121 

Post Graduate -9.34905 .159 

Secondary School preparatory School -2.09035 .643 

University -19.62121 .078 

Post Graduate -11.43939 .069 

University preparatory School 17.53086 .121 

Secondary School 19.62121 .078 

Post Graduate 8.18182 .497 

Post Graduate preparatory School 9.34905 .159 

Secondary School 11.43939 .069 

University -8.18182 .497 

General_Mood preparatory School Secondary School -1.28187 .798 

University 15.44974 .218 

Post Graduate 11.64021 .116 

Secondary School preparatory School 1.28187 .798 

University 16.73160 .174 

Post Graduate 12.92208 .065 

University preparatory School -15.44974 .218 

Secondary School -16.73160 .174 

Post Graduate -3.80952 .776 

Post Graduate preparatory School -11.64021 .116 

Secondary School -12.92208 .065 
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University 3.80952 .776 

Youself preparatory School Secondary School -2.84512 .115 

University -4.14815 .353 

Post Graduate .70034 .789 

Secondary School preparatory School 2.84512 .115 

University -1.30303 .766 

Post Graduate 3.54545 .153 

University preparatory School 4.14815 .353 

Secondary School 1.30303 .766 

Post Graduate 4.84848 .311 

Post Graduate preparatory School -.70034 .789 

Secondary School -3.54545 .153 

University -4.84848 .311 

Free_Time preparatory School Secondary School -4.11111 .257 

University -11.11111 .219 

Post Graduate -12.20202* .023 

Secondary School preparatory School 4.11111 .257 

University -7.00000 .428 

Post Graduate -8.09091 .107 

University preparatory School 11.11111 .219 

Secondary School 7.00000 .428 

Post Graduate -1.09091 .910 

Post Graduate preparatory School 12.20202* .023 

Secondary School 8.09091 .107 

University 1.09091 .910 

Family_home_life preparatory School Secondary School .15993 .967 

University -20.37037* .036 

Post Graduate -11.58249* .043 

Secondary School preparatory School -.15993 .967 

University -20.53030* .032 

Post Graduate -11.74242* .030 

University preparatory School 20.37037* .036 

Secondary School 20.53030* .032 

Post Graduate 8.78788 .393 

Post Graduate preparatory School 11.58249* .043 

Secondary School 11.74242* .030 

University -8.78788 .393 

Money_matters preparatory School Secondary School -4.47811 .291 

University -27.40741* .011 

Post Graduate -13.87205* .027 

Secondary School preparatory School 4.47811 .291 



 

 

 

155 

 

University -22.92929* .029 

Post Graduate -9.39394 .110 

University preparatory School 27.40741* .011 

Secondary School 22.92929* .029 

Post Graduate 13.53535 .232 

Post Graduate preparatory School 13.87205* .027 

Secondary School 9.39394 .110 

University -13.53535 .232 

Friends preparatory School Secondary School -3.36420 .398 

University -18.64198 .062 

Post Graduate -9.34905 .110 

Secondary School preparatory School 3.36420 .398 

University -15.27778 .118 

Post Graduate -5.98485 .276 

University preparatory School 18.64198 .062 

Secondary School 15.27778 .118 

Post Graduate 9.29293 .381 

Post Graduate preparatory School 9.34905 .110 

Secondary School 5.98485 .276 

University -9.29293 .381 

School preparatory School Secondary School -1.16442 .835 

University -34.32099* .015 

Post Graduate -16.54321* .046 

Secondary School preparatory School 1.16442 .835 

University -33.15657* .017 

Post Graduate -15.37879* .049 

University preparatory School 34.32099* .015 

Secondary School 33.15657* .017 

Post Graduate 17.77778 .234 

Post Graduate preparatory School 16.54321* .046 

Secondary School 15.37879* .049 

University -17.77778 .234 

Bullying preparatory School Secondary School -6.21773 .080 

University .24691 .978 

Post Graduate .44893 .930 

Secondary School preparatory School 6.21773 .080 

University 6.46465 .452 

Post Graduate 6.66667 .172 

University preparatory School -.24691 .978 

Secondary School -6.46465 .452 

Post Graduate .20202 .983 
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Post Graduate preparatory School -.44893 .930 

Secondary School -6.66667 .172 

University -.20202 .983 

KidScreen_total preparatory School Secondary School -1.84505 .343 

University -13.17664* .008 

Post Graduate -7.11603* .014 

Secondary School preparatory School 1.84505 .343 

University -11.33159* .019 

Post Graduate -5.27098 .051 

University preparatory School 13.17664* .008 

Secondary School 11.33159* .019 

Post Graduate 6.06061 .243 

Post Graduate preparatory School 7.11603* .014 

Secondary School 5.27098 .051 

University -6.06061 .243 

*. The mean difference is significant at the 0.05 level. 
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Abstract in Arabic 

 لدى الأطفال في قطاع غزة  ىقصور الغدة الدرقية الأول علاجتقييم عنوان الدراسة: 

 إعداد: هيثم محمود فؤاد منصور

 إشراف: د. ختام أبو حمد

 الدراسة  ملخص

 نظرة عامة:

 كثدداصةرددااةالغصة اددقاصة رددةلاصتاددلغقصة ندد صعرددالصةدة.ددل ص  ددقصة ددل اق صيعددقصورددلغصة اددققصة قغولددأصة   دد ص  ددقص
ص هلصسبلصغئل. ص رااةالغصة  ةلصة عقل ص ة ج.قي 

 مبررات الدراسة:

عدددلةااصة ادددق لغصصعضدددة  صة نددد  صص دددقصصوردددلغصة ادددققصة قغولدددأص  دددقصة   دددل عدددجصاءددداةاصهدددة صة قغةسدددأص نقادددلجص ةللدددأصصصصصص
ص  ة نحل الصة ةابايأص غااهلص علاااصة ا يأصة ةلصلاأص غصورلغصة اقق لنشالصصة ةبكاص حل

 أهداف الدراسة:

عهدددقذصهدددة صة قغةسدددأصا دددمصعقادددلجصة ادددق لغصة ةقق دددأص ا  دددل صة ةردددللا صاقردددلغصة ادددققصة قغولدددأصة   ددد صاددد صة  لدددلاةغصصصصص
ة ادق لغصة ردحلأصة ةقق دأص ءدلاقصة حلدلقص دقاصة   دل صة ةردللا صاقردلغصعقادلجص ة ند صعضدة  صصصة حكل لأصا صوالعصغدةق

ة اققصة قغولأ،ص عحقيقصةقلطصة ضعفص ة قلقصا صة اق لغصة ةقق دأ،ص عقادلجص ءهدلغصةأداص هدل  صة   دل صة ةردللا صاقردلغص
صة اققصة قغولأ،ص ةوناةحصعلصللغص نح.ا صءلاقصة اق لغصة ةقق أص هج 

 منهجية الدراسة:

عرددةلجصهددة صة قغةسددأصهددلص سددللتص اددنليصةسددنلةعصعثلادداص ددامصءةددلصة بللةددلغصة  ةلددأص ة  ل لددأ صةسددناق  صة قغةسددأصصصصصصص
ة  ةلددأصثددقوص ا ةغدصة اةقصة   ددمصهدد صةسددنبللةلغص  أةددأص جةددلصة بللةددلغصة  ةلددأص دد ص قددق  صة ا ليددأص ا  ددل صة ةرددللا ص

 ة اةقصة ثل ثدأصهد صةسدنبلل صةقدلطصة قدلقص ة ردعل لغ صصة حللق،نبلل صءلاقصاقرلغصة اققصة قغولأصة     صة اةقصة ثلةلأصه صةس
ة   ددمصهدد صص اةعددا ، دد ص قددق  صة ا ليددأ صةسددناق  صة قغةسددأصة  ل لددأصص202عددجصءةددلصة بللةددلغصة  ةلددأص دد صصة ةجةددلع،ادد ص

.ددجقغصة ابلددأ صعضدددة  صة ةقددللقغصة ةنعةقددأص ة اةقصة ثلةلددأصهددد ص غوددأصة نجايددقصة ندد صعدددجصعالياهددلص جةددلصة بللةددلغص ددد صة 
 اباي صغئل.اا  صعجصةسدناقةعصة حة دأصةد ردلئلأص لعلدلعصة ءنةل لدأصةدصدقةغصصص10ة بللةلغصة  ل لأص قللقغص نعةقأص لصص

 نحلاددلصة بللةدددلغصة  ةلددأص نحلادددلصة بللةددلغصة  ةلدددأص ةسددناق  صة اايقدددأصة ةلرددل لأص لنا ادددةصة ة نددلحص نحلادددلصة بللةدددلغصص25
صة  ل لأ 
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 ج الدراسة:نتائأهم 

٪ص4 60سدد أص   صص47 6صللدد صة   دد صة قغولددأصة اددققصاقرددلغصة ةرددللا صة   ددل ص ةدداكشدد  صة قغةسددأص  ص نلسدديصصصصصصص
 دلص صة نشالص،صوقصعجصعشالرهجص لمص ةاصشدهاي ص  ص كثدا  هجصاةلو صيعلة ص لصيقاتص  صثلاصة   ل ص  صعأتاصا ص

 ة ابلأ  .لص لصعجصعلثلقهصا صة ةل لغصصشهاص  ص ولص ةاعجصعشالرهجص لمص٪(صة   ل ص3 65ثلث ص)صصيقات

٪(ص ا يدأص د ص اةكدةصة ا ليدأصة ردحلأصة   لدأص1 88علقمصغل بلأصة   ل صة ةرللا صاقرلغصة اققصة قغولدأصة   د ص)
 ردلصص نلودل،٪ص ةهدجصعلقدلةص ا يدأص د ص لدلاةغصة  ةدا ة ص  شدكلصغاداص9 14  الاصصة ا ل ، تلصأص  ص للاقصصصة حكل لأ،

٪ص  ص قق  صة ا ليأصة ةشلغكا صللءدلاصةقدصصاد ص9 81 الاصصة اق أ،  .  صال  .بأص سناقةعصة ق جصصة ٪صاقيص لمصص5 2
ص٪ص الا ةصللءلاصةقصصا صاعضصة ا يأصا صة  للاةغصة حكل لأ 9 89 ة  حلصلغصة ةابايأص

اص قدددق لصة ا ليدددأص ا  دددل صة دددةي صعدددجصعشدددالصصاصدددللنهجصاقردددلغصة ادددققصة قغولدددأصة   ددد ص  صة نحدددقيلغص ة علةئددد ص ادددل
ةقدددصصة ادددق لغصة ةنارردددأصص(؛٪8 71ة ائل.دددلأص  دددلعصة سدددن لاقص ددد صة ادددق لغصعنةثدددلصاددد ص دددقعص ءدددلاصةأدددلعص لةلة ادددقص)

 ظهداغصةندلئاصة قغةسدأص  صه دل صصذ د،،ا دمصص٪( صالدردلاأ3 95٪(؛ص ة علةئد صة ةل لدأص)5 48٪(؛صةقصصة ا يأص)5 51)
   بددددلاص ددددلصة سدددداقصص   دددل  ثددددلص  بددددلاصصة ةنارردددا ،اةددددلصادددد صذ ددد،صةقددددصصة عقيددددقص دددد صصة اق دددأ،اجدددلةغصادددد صعقددددقيجص

 تباةاصة ناةيأ صكش  صةنلئاصة بللةلغصة  ل لأص  ص ءلاصلا علكل غصداةغقصورلغصة اققصصص ترلئاا صة .اا  صصص ة ةةارلغ
  ل.د صشدل لأ صة ب لدأصة نحنلدأص ق.دجصصدحأصة ا دلصرددة صصغاداص حقثدأادن صهدة صة با علكدل غصصذ د،،لص  دصة   د ،ة قغولدأص

 ا  دل  صكدل ص نلسديصصأ   لسدبصأ ايحدص  اقدأصة ةنأدلغ صص  لسدل، للاقصة ا ل ص  لسدبأ ص ود صة ةنأدلغصاد صهدةةصة ق.دجص
ص اولقأص40 12صة ا ل ص للاقص  صة اا صصا مصة قتل ص  صة اق لغص نلق ص لعصاشكلصة ة.ناامصصة لو 

 .دبأصة ةوليدأصل دلص دة اصة اق دأصص علةصدلصة هدل  ع ل دلصكدل صصص٪ 62 60لل ص عق صةكنةل ص ثلئ صة ةلفصة ابد صص
السدناقةعصةسدنبلل صصذ د،،٪ ص  دلص94 73صهد ة  .دبأصة ةوليدأصصة هدل  ص د صة ادق لغصة ةقق دأصكلةد  غرلصصصص٪،3 76ه صص

صة وداة ،٪(ص  صة   ل صعجصعر ل هجص لمص ةهجصيعدلةل ص د ص شدلكلص3 90أص  ص)  رح صة قغةسصص ة رعل لغ،ةقلطصة قلقصص
  ندددلئاص  صة ةعدددق صةدءةدددل  صكشددد  صةص،KIDSCREEN صالسدددناقةعصةسدددنبلل صة .دددلأص٪(صيعدددلةل ص ددد ص شدددلكل7 58   ص)

صة   د ،ة دقتلصة جادقصودقصسدلاا ةص لدمصوردلغصة ادققصة قغولدأصصيص٪ صكل صة ةشلغكل صذ ص11 62ص قغءأصغالهلأصة   ل صهل
ص  كلة صة  ا مصلا هجصذةغصا  أصا رلئلأ

 الخلاصة والتوصيات:

  صة ةهجصعحقياصة با علكل غصة ل  لأصصة قغولأ، نح.ا صءلاقصة اق لغصة ةقق أص ا  ل صة ةرللا صاقرلغصة اققص
لصص حلصددلغصة ةابايددأ رددةل صعددلةااصة صة سلسدد ، قرددلغصة اددققصة قغولددأص  ة ا يددأصادد صة لودد صة ة لسددل ص دد صة ةهددجص يضدد 

اشددكلصصددحل  صص عح.ددا صةأددلعصة ةعلل ددلغصة رددحلأص ددلص اةكددةصة ا ليددأصة رددحلأصة   لددأص نلثادد ص  نلاعددأصة اددق لغصة ةنلقددل
صة   دد ،قغولددأص دد صة ةهددجص لاليددأصا ددلاقصع شددليصتددق لغصع ةلددأصة ا ل ددأصة ةبكدداقص ا  ددل صة ةرددللا صاقرددلغصة اددققصة ص تاددا ة،

ص علسللصةالمصة اق لغصة ةقق أص نشةلصة ق جصة   . صة ة هج ص ة ق جصة اةةئ  

 

 

 


