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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
guantitative 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
iii



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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Chapter One

Introduction

1.1 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

1



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).

1.2 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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1.3 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.

1.4  Specific objectives

The study has the following objectives:
e To assess the services for PH among children diagnosed with PH.
e To assess the quality of life among children diagnosed with PH

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

diagnosed with PH.

e To assess the perspectives of caregivers of children and service providers concerning
the provided services to children diagnosed with PH.

1.5 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



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.

1.6 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
km?, 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 km? (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
4



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)

1.7 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.



Chapter Two

Conceptual framework & Literature review

2.1 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.

Evaluation of Management of Primary Hypothyroidism Framework

[Donabedian Model]
Input Process Output/ Outcome
e Workforce s Documentation s Number of
) - patients accessed
* Physical space * Communication& and or received
facility User provider PH services
Information system interaction . :
Screening program YT
Devices agrfd ugrther - ¢ Waitingtime & - activities
technologies appointment time ‘
Essential medicines . .
Follow-up ® Patient
Protocol & standard satisfaction
* Quality of care
* Quality of life

Patient Characteristics and Socioeconomic factors

Figure (2.1): Conceptual framework of the study



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.



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.



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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2.2 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 etal., 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%) (Kirmizibekmez 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 PHis 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 (Rodriguez Sanchez 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 (Rodriguez Sanchez 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 (ladanza 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
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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 (Rodriguez
Sanchez 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
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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).

28



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. (Rodriguez Sanchez 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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Chapter Three
Methodology

3.1 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.

3.2 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).

3.3 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.

3.4 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.

3.5 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.
3.6 Eligibility criteria
3.6.1 Eligibility criteria-quantitative part: census study
3.6.1.1 Inclusion criteria
e 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.

o 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

e 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

e Healthcare providers working with PH children's management in the study place,
such as physicians, lab technicians, pharmacists, and nurses.
e Policymakers who are relevant to PH children's management, and selected them

based on their positions.

3.6.2.2 Exclusion criteria

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

management include other physicians and nurses working in the clinic.

3.7 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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3.8 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 1I: input domain includes wworkforce, Physical space facility, Information system,

and essential medicines (9 questions).

Part I11: 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 1V: 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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3.9 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.

3.10 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.

3.11 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 | 10 0.867

availability and affordability services

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.

3.12 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.

3.13 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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3.14 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.

3.15 limitation of the study

The main limitations of the study are:

e The study did not involve the children with PH who didn’t register in child health

department at Al Remal clinic.

e 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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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.

4.1 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%.

Distrbution of the study participants according by governorates

50.0%
41.1%
40.0%
30.0%
20.0% 17.3% 16.3% 16.3%
0.0% -
Gaza Rafah Khanyounis Deir Al-Balah  Gaza North

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 invivoe
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).

Distribution of study participants by gender

= Female = Male

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
From61to 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).

Distribuation of mothers according co-morbidities

30.0% - 26.50% 26.5%
25.0% 23.5%
20.0%
14.7%
15.0%
10.0% 8.8%
5.0% I 2.9%
00% ]
Diabetes  Hypertension ~ Thyroid Cardiac Asthma Renal or
disease Hepatic

disease

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
4.15.1 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/dI. 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.

4.15.2 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

| 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 23 114
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

than Al Remal clinic

Receive services regarding your child Primary Hypothyroidism from places other

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
medications

Hypothyroidism get his

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."
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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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Main challenges according to services
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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 115 95.8
money
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

examination and follow-up? minutes

How much time the physicians generally spend with your child during the

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

you wait for a long time to get the services?

If you dispense medications for the child patient with Primary Hypothyroidism, do

No 181 89.6
Yes 4 2.0
To some extent 17 8.4
Total 202 100.0

services that the child came to receive?

In the past months, have you ever been returned home without receiving the

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

Strongly Strongly Weighted

Paragraph Disagree Disagree | Natural | Agree Agree M;jm
The physician pays | No. 0 6 28 134 34
Et;ﬁglso;\ntg ;;eotions 9.4

0,

of patients and their % 0.0 3.0 139 66.3 168
caregivers
During visiting, you | No. 0 10 28 106 58
were allowed to say 81.0
everything that you | % 0.0 5.0 13.9 52.5 28.7
think is important
The physician No. 3 8 25 118 47 79.8
listens carefullyto 1, = |, o 40 | 124 | 587 | 234
everything you say
You feel that the No. 1 11 29 128 33 78.0
physician % | 05 54 | 144 | 634 | 163
understands you
The physician No. 0 1 35 155 11
makes sure that you
understand his % | 00 05 | 173 | 767 | 54 4
explanations and
instructions
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Table (4.6): Continued

disadvantages of the
treatment

The physician No. 0 1 18 132 51 83.0
understands the
needs of the patients % 0.0 0.5 8.9 65.3 25.2
The physician No. 0 4 15 137 46 82.2
responses to your
questions % 0.0 2.0 1.4 67.8 22.8
The physician No. 0 2 25 127 47 81.8
always willing to
help you. % 0.0 1.0 12.4 | 63.2 23.4
The physician never | No. 1 7 23 134 37 79.8
too busy to respond
to your questions % 0.5 3.5 114 | 66.3 18.3
The physician No. 3 8 19 145 27 78.4
respects patient’s
Does the physician | No. 4 4 14 142 38
inform you when to 80.4
comeforthenext o5 | 20 2.0 6.9 | 703 | 188
follow-up
The physician No. 0 2 14 127 59
listens to you 84.0
carefully during the | o | 1.0 6.9 | 629 | 29.2
consultation.
The physician No. 0 3 20 140 39
allows you to talk 81.2
without interrupting | o5 | 0,0 15 9.9 | 69.3 | 193
you.
The physician No. 0 9 27 109 57
examines the child 81.2
patient with Primary
thoroughly.
You feel you were No. 3 23 34 113 29
given all the 74.0
necessary % 15 11.4 16.8 | 55.9 | 14.4
information.
The physicians No. 5 38 33 79 44
explain the 72.0
advantages and

% 2.5 19.1 16.6 | 39.7 22.1
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Table (4.6): Continued

The physicians No. 7 25 26 91 53 75.6
involve you in the
In your opinion, the | No. 0 7 16 136 43 81.2
physician has a
reassuring attitude | %0 0.0 3.5 7.9 67.3 213
You think the No. 0 4 12 140 46
physician told the 82.6
truth about the % 0.0 2.0 59 | 69.3 | 22.8
child's condition
You have No. 2 18 27 104 51 78.2
confidence in the
Al Remal Clinic No. 0 6 16 140 40
nursing staff 81.2
Does the nurse deal | No. 2 4 16 148 32
with you 80.2
Nurses at the child No. 0 8 37 152 5
health department
have specific 75.2
expertise to deal % 0.0 4 18.3 75.2 2.5
with the child.
The nurse takes into | No. 5 17 40 125 15
account the patient’s 72.6
The nurse identifies | No. 18 87 47 34 16
you the next 54.4
appointment for % | 89 | 431 | 233 | 168 | 79 |
follow-up
The nurse call with No. 4 69 58 52 19
the pharmacist to

k about 61.2
ask abou % 2.0 34.2 28.7 | 25.7 9.4
medication
medication is not No. 3 72 61 51 15
available; the nurse
contacts the

. 60.2

pharmacistto try to | o, 15 35.6 302 | 252 | 74
provide this
medication
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Table (4.6): Continued

Pharmacists deal No. 2 5 39 130 26 77.2
with you
If you want to ask No. 1 13 44 91 53
pharmacist anything 78.0
about the
medications’ you % 0.5 6.4 21.8 45.0 26.2
find it easy to do so.
The pharmacists No. 2 10 34 119 37
inform you how to 77.8
take the child his
medication every % 1.0 5.0 16.8 58.9 18.3
visit
The pharmacists No. 3 71 61 52 15
notify the nurses if 60.4
the patient does not | o 1.5 351 | 302 | 257 | 74
receive medication
You receive No. 4 11 24 143 20
feedback about the 76.2
results of these % 2.0 5.4 11.9 | 708 | 9.9
laboratory tests
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
| do not have time-work issues-leave 0 0.0
There is no identified date for follow-up 77 67.0
| 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

5and 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

Strongly | Weighted

Disagree | Natural | Agree Agree Mean %

It is easy to No. 54 58 0 80 10

access the 53.4
clinic % 26.7 28.7 0.0 39.6 5.0

The No. 41 96 7 52 6
medications
your child
takes are % 20.3 475 35 25.7 3.0
always
available

48.8

The time you | No. 43 62 2 80 15
need to reach

the clinic is 56.2
reasonable, % 21.3 30.7 1.0 39.6 1.4

not lengthy

The follow- No. 43 94 5 49 11
up tests TSH
& T4 are 49.2

the time

Do caneasy | No. 9 11 12 150 20
to reach the

health care 76.0
provider by % 4.5 54 59 74.3 9.9

telephone

The No. 36 57 6 92 11
transportation
costs from
home to and 58.6
from the % 17.8 28.2 3.0 45.5 5.4
clinic is
affordable

Were you No. 17 25 6 146 8
asked to pay

for services 70.2
you received % 8.4 12.4 3.0 72.3 4.0

or medication
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Table (4.8): Continued

The services | No. 8 23 49 113 9
in this clinic
affordable to
most people | o4, 4.0 11.4 243 | 55.9 4.5
across the
Gaza Strip

69.2

The health No. 5 29 94 71 3
insurance
covers all

services that | oy, 2.5 14.4 465 | 35.1 1.5
the child

needs

63.8

The provided | No. 4 56 26 104 12
services met

your % 2.0 21.7 12.9 51.5 5.9
expectations

66.4

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

receiving is just
about perfect

Paragraph Strongly | . Strongly | Weighted
Disagree Disagree | Natural | Agree Agree Mean %

The child No. 21 51 22 104 4 61.8
disease is under % 10.4 25.2 109 | 515 2.0
control
The child's No. 18 58 19 91 16 62.8
health status 8.9 28.7 9.4 45.0 7.9
improves to %
better.
The treatment No. 24 74 2 62 40 62.0
plan is suitable 11.9 36.6 1.0 30.7 19.8
and adequate %
for your child.
The medication | No. 54 76 13 32 27 50.2
is available all | | 26.7 37.6 6.4 15.8 134

. %
the time
The child No. 27 52 49 60 13 58.0
usually has 13.4 25.9 24.4 29.9 6.5
difficulty get a o
referral for 0
diagnostic tests
You have easy | No. 3 25 39 125 10 71.2
access to the 1.5 12.4 19.3 61.9 5.0
specialists your | %
child need
Some of the No. 19 96 35 44 8 52.6
physician you 9.4 47.5 17.3 21.8 4.0
have seen lack
experience with | %
child medical
problems
The medical No. 7 39 61 81 14 65.6
care that the 35 19.3 30.2 40.1 6.9
child with
Primary
Hypothyroidism | %
has been
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Table (4.9): Continued

The physician No. 0 21 19 133 29 76.8
explains to you 0.0 10.4 9.4 65.8 144
the importance
of doing
medical
examinations to
follow up on
the child's
condition

%

Primary health | No. 0 5 5 129 63 84.8
center 0.0 2.5 2.5 63.9 31.2
environment is
comfortable

(cleanliness, %

space, quiet

and, so on).

The primary No. 1 2 8 125 66 85.0
health center is 0.5 1.0 4.0 61.9 32.7

equipped with
modern and up- | %

to-date

equipment.

The primary No. 0 2 4 119 77 86.8
health center 0.0 1.0 2.0 58.9 38.1

operating hours

. %
are convenient
for you.
Booking an No. 5 6 5 102 84 85.2
appointment is % 2.5 3.0 2.5 50.5 41.6
easy
Making an No. 8 19 13 95 67 79.2
appointment for % 4.0 94 6.4 47.0 33.2
follow up visits
Waiting time to | No. 0 1 6 120 75 86.6
receive services 0.0 0.5 3.0 59.4 37.1
is suitable for %
you
The waiting No. 0 0 0 117 85 88.4
area located in 0.0 0.0 0.0 57.9 42.1
the child health o
department is 0
clean
The Primary No. 2 0 9 112 79 86.4
health center 1.0 0.0 4.5 55.4 39.1
toilets are clean.

%
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Table (4.9): Continued

The time that
the health
providers spend
with the patient
Is enough

No.

15

120

62

%

0.5

2.0

7.4

59.4

30.7

83.6

When the child
undergoes a
medical
examination,
you are sure
that is the
examination is
comprehensive

No.

15

27

112

44

%

2.0

7.4

134

55.4

21.8

77.6

You are
satisfied with
the medical care
that the child is
receiving

No.

14

28

113

45

%

1.0

6.9

13.9

55.9

22.3

78.4

The physician is
very competent
and well trained

No.

15

124

54

%

0.0

4.5

7.4

61.4

26.7

82.0

The physician
will spend
enough time to
assess and
examine your
child

No.

148

41

%

0.5

3.0

3.0

73.3

20.3

82.0

The services
providers’
explanations
about Primary
Hypothyroidism
services.

No.

10

158

22

%

1.5

4.5

5.0

78.2

10.9

78.6

The services
providers’
respect patient’s
privacy

No.

11

24

138

23

%

3.0

5.4

11.9

68.3

114

76.0

Your service
providers use a
suitable manner
to teach you
about
improving the
child's health

No.

20

22

42

102

15

%

10.0

10.9

20.9

50.7

7.5

67.0
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Table (4.9): Continued

Covid-19 No. 3 14 28 126 31 76.6
pandemic 1.5 6.9 13.9 62.4 15.3
makes it
difficult to %
obtain medical
services

From your No. 3 20 70 85 24 70.6
perspective, 1.5 9.9 34.7 42.1 11.9
there is an
appropriate and
safe process of
care during
Covid-19
pandemic for
your child.

The health care | njo.
providers’

compliant with 15 3.0 49.5 37.6 8.4
infection
control and
prevention
when dealing %
with your child
during the
Covid-19
Pandemic

%

3 6 100 76 17 69.8

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 & 5 3.4
development)
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 86 42.6
available)
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.

71



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

Very

Excellent Good Fair Poor ;

Items Good V,‘\’Aeéggf,zd
No. % No. | % |No.| % |No.| % | No. | %

In general,

how would

your child 18 | 212 |15 (21230 (353| 4 |47 | 15 | 176 64.8

rate her/his

health?

Physical Activity

I Not At Slightly Moderately Very Extremely | Weighted

tems All Mean%
No. | % | No. % No. % No. | % | No. | %

Have you

ever felt fit 0 /00|13 |153 | 30 | 353 | 25 |29.4 | 17 | 20.0 70.8

and well?

Have you

ever been

physically

active (e.g., 0 |00 14 | 165 | 27 | 31.8 | 30 | 353 | 14 | 165 70.4

running,

climbing,

biking)?

Have you

ever been

able to run 2 |24\ 7 82 | 19 | 224 | 41 |48.2| 16 | 18.8 74.6

well
Never Seldom Quit often very Always | Weighted

Items Often Mean%
No. | % | No. % No. % No. | % | No. | %

Have you

ever felt full 2 |24 | 8 94 | 31 | 365 | 26 |306| 18 |21.2| 7180

of energy

Mean = 70.45, MD = 72.00, Std = 17.80
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Table (4.12): Continued

Feeling
ltems N?A\tlf‘t Slightly Moderately Very Extremely | Weighted
[0)
No.| % | No.| % | No.| % |No | % | No. | % | Mean”
Has your life 67.0
ever been 3 |35 20 | 235 | 19 | 224 | 30 | 353 | 13 | 153
enjoyable?
Have you 69.6
ever felt 2 |24|18 | 212 | 16 | 188 | 35 | 412 | 14 | 165
pleased that
you are alive?
Have you 69.0
everfelt |y 14716 | 188 | 18 | 212 | 32 | 37.6 | 15 | 176
satisfied with
your life?
Never Seldom Quit often Very Always Weighted
Items Often Mean%
No.| % [ No.| % | No.| % [No | % | No | % °
Have you 70.4
everbeenina| 0 [0.0]| 7 82 | 39 | 459 | 27 | 318 12 | 141
good mood?
Have you 71.2
ever felt 0 (00|11 | 129 | 27 | 318 | 35 |412| 12 | 141
cheerful?
;';‘;eyou had |y 147012 | 141 | 23 | 271 | 21 |247| 25 | 204 | 7?0
Mean = 69.88, MD = 73.33, Std = 18.72
General Mood
. Very
Never Seldom uit often Always i
Items Q Often Y V:Ae;gzid
No.| % |No.| % [No.| % [ No.| % [ No. | % °
Have you
ever felt that
you do 23 | 271 | 37 |435| 10 118 14 |165 | 1 1.2 44.2
everything
badly?
Have you 14 | 165 | 32 |376| 16 |188| 16 [188| 7 | 82 | 53.0
ever felt sad?
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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

10.6

9.4

48.8

Have you
ever felt that
everything in
your life
goes wrong?

30

35.3

25

29.4

9.4

15

17.6

8.2

46.8

Have you
ever felt fed
up?

28

32.9

30

35.3

9.4

13

15.3

7.1

45.6

Have you
ever felt
lonely?

32

37.6

26

30.6

10

11.8

11

12.9

7.1

44.2

Have you
ever felt
under
pressure?

24

28.2

25

29.4

17

20.0

11

12.9

9.4

49.2

Mean = 47.40, MD = 40.00, Std = 20.70

About Yourself

ltems

Never

Seldom

Quit often

Very
Often

Always

No.

%

No.

%

No.

%

No.

%

No.

%

Weighted
Mean%o

Have you
ever been
happy with
the way you
are?

2.4

8.2

42

49.4

28

32.9

7.1

66.8

Have you
ever been
happy with
your
clothes?

4.7

7.1

39

45.9

32

37.6

4.7

66.2

Have you
ever been
worried
about the
way you
look?

3.5

9.4

32

376

37

43.5

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?

1.2

24 | 28.2

37 | 43.5

15 | 17.6

73.4

Would you
ever like to
change
something
about your
body?

3.5

31 | 36.5

35| 41.2

12 | 141

71.6

Mean = 56.05, MD = 56.00, Std = 7.34

Free Time

Items

Never

Seldom

Quit often

Very Often

Always

No

%

No. %

No. %

No. %

No. %

Weighted
Mean%

Have you
ever had
enough
time for
yourself?

0.0

20 | 235

45 | 52.9

12 | 141

74.4

Have you
ever been
able to do
the things
that you
want to do
in your free
time?

0.0

9 |106

22 | 259

45 | 52.9

9 |10.6

72.8

Have you
ever had
enough
opportunity
to be
outside?

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 |12

9 10.6

30

35.3

28

32.9

17 200

72.0

Have you
ever been
able to
choose
what to do
in your
free time?

9 10.6

24

28.2

38

44.7

13 | 153

72.4

Mean = 72.99, MD = 72.00, Std = 15.00

Family and home life

ltems

Not At
All

Slightly

Moderately

Very

Extremely

No. | %

No. | %

No. %

No.

%

No. %

Weighted
Mean%o

Have your
parent(s)
understood
you?

26 | 30.6

32

37.6

25 | 294

78.8

Have you
ever felt
loved by
your
parent(s)?

21 | 247

31

36.5

29 | 34.1

80.0

ltems

Never

Seldom

Quit often

Very Often

Always

No. | %

No. | %

No. %

No.

%

No. %

Weighted
Mean%o

Have you
ever been

happy at
home?

26 | 30.6

30

35.3

23 | 27.1

76.2

Have your
parent(s)
ever had
enough
time for
you?

25 | 294

26

30.6

27 | 31.8

76.8
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Table (4.12): Continued

Have your
parent(s)
ever
treated you
fairly?

2.4

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?

2.4

8.2

16

18.8

24 | 28.2

36

42.4

80.0

Mean = 78.43, MD = 83.33, Std = 16.31

Money Matters

ltems

Never

Seldom

Quit often

Very
Often

Always

Weighted
Mean%o

No.

%

No.

%

No.

%

No. | %

No.

%

Have you
ever had
enough
money to do
the same
things as
your friends

4.7

29

34.1

34

40.0

12 | 141

7.1

57.0

Have you
had enough
money for
your
expenses?

4.7

29

34.1

32

37.6

16 | 18.8

4.7

57.0

Do you have
enough
money to do
things with
your
friends?

10.6

30

35.3

33

38.8

10 | 11.8

3.5

52.4

Mean = 55.45, MD = 53.33, Std = 17.97
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Table (4.12): Continued

Friends

Very
Often Always | \weighted

Mean%

Never Seldom Quit often
Items

No. | % | No. % No. % No. % No. %

Have you
ever spent
time with
your friends?

1112 | 8 | 94 |36 |424|33 |388| 7 | 82 68.8

Have you
ever done
things with 2 | 24| 9 |106| 35412 |31 |365| 8 | 94 68.0
other girls
and boys?

Have you
ever had fun
with your
friends?

2 |24 | 9 |106| 26 |306| 32 |376| 16 | 18.8 72.0

Have you
ever and
your friends | 2 | 24 | 8 | 94 | 23 | 271 |32 |376| 20 | 235 74.2
helped each
other?

Have you
ever been
able to talk
about 4 | 47 |15 |176 | 17 | 20.0| 35 (412 | 14 | 165 69.4
everything
with your
friends?

Have you
ever been
able to rely 7 18211129 |33 (388|25|294| 9 |10.6 64.2
on your
friends?

Mean = 69.41, MD = 70.00, Std = 16.41
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Table (4.12): Continued

School and Learning

ltems

Not At

All

Slightly

Moderately

Very

Extremely

Weighted
Mean%o

No

%

No. %

No. %

No. | %

No. %

Have you
ever been

happy at
school?

15

17.6

20 | 235

22 | 259

20 | 235

56.8

Have you
ever got
on well at
school?

14

16.5

19 | 224

21 | 24.7

23 | 27.1

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

ltems

Never

Seldom

Quit often

Very
Often

Always

No

%

No. %

No. %

No. | %

No. %

Weighted
Mean%

Have you
been ever
able to
pay
attention?

16

19.0

19 | 226

19 | 226

22 | 26.2

57.0

Have you
ever
enjoyed
going to
school?

16

18.8

19 | 224

20 | 235

18 | 21.2

12 | 141

57.8

Have you
ever got
along well
with your
teachers?

22

25.9

12 | 141

19 | 224

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

Bullying

ltems

Never

Very

Seldom Often

Quit often

Always

No.

% No. | % No. % No. | %

No. | %

Weighted
Mean%

Have you
ever been
afraid of

other girls
and boys?

56

659|115 176 | 10 | 1.8 | 2 | 24

31.6

Have other
girls and
boys ever
made fun of
you?

66

77615 176 | 1 12 | 1 |12

26.6

Have other
girls and
boys bullied
you?

70

824111 1129 0 | 00 | 2 | 24

25.4

Mean = 27.84, MD = 20.00, Std = 14.44

Total mean=62.1, MD= 60.8, Std= 8.3

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).

Distribution of the study participants according to their respondent
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90.0%
80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%

0.0%

ac
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about KIDSCREEN

73.0% 78.4%

69.4%

56.0%

55.5%

47.4%

& home matters
life

mood time

57.4%

62.1%

I 27.8% I

Family Money Friends School Bullying Kid

screen
total

Figure (4.5): Quality of life and well-being among children with PH
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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 (ElI-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 7 3.5 52 25.7 143 70.8
documented
Appropriated
professional diagnoses 4 2.0 16 7.9 182 90.1

are recorded

Plan of diagnosis:
Diagnostic tests
laboratory & physical 10 5.0 70 34.8 121 60.2
examination are listed
for each visit

All entries in the
Medical Record contain
the author’s
identification

All entries in the
Medical Record are 7 3.5 10 5.0 185 91.6
dated

Is the record an
Electronic Medical 202 100.0 0 0.0 0 0.0
Record (EMR)?
Relevant Government
PHCs or UNRWA
referral summaries are 173 85.6 4 2.0 25 12.4
included with medical
record

If consultation or
diagnostic test is
requested, there is a 51 25.2 10 5.0 141 69.8
note or report from the
consultant in the record

34 16.8 61 30.2 107 53.0

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

Does the physical &
mental assessment for
growth and 44 21.8 74 36.6 84 41.6
development is applied
at each visit

Medical- surgical
history including
surgical, injuries,
operations and acute or
chronic
diseases/illnesses
Significant illnesses and
medical condition are
indicated on the special
list

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

61 30.2 76 37.6 65 32.2

103 51.0 33 16.3 66 32.7

116 S57.4 25 12.4 61 30.2

o1 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 18 8.9 38 18.8 146 72.3
visit

A medication record/list

includes dosages and
dates for initial and 17 8.4 46 228 139 68.8

refill prescription

Discussion of
medication side effects
and symptoms with 86 42.6 47 23.3 69 34.2
caregiver and
documented

The plan of action and
treatment is consistent 32 15.8 19 9.4 151 74.8
with the diagnosis

Allergies and adverse
reactions are
prominently noted in
the record. Prominently
noted in the front of the
chart or inside the front 177 87.6 3 15 22 10.9
cover of the chart or on
a designated problem
list or medication page
or at the time of each
office visit

Mean = 59.75, MD = 60.00, Std = 21.70

84



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 121 59.9 0 0.0 81 40.1
diagnosis or every 6
months from age 1 year
to 6 years
g)oes th% UItras:ounﬂ
one to determine the
place of the Thyroid 156 77.2 2 1.0 44 21.8
gland mentioned

Do the Anthropometric

measurements are 27 13.4 66 32.8 108 53.7
applied at each visit

Does the lab

investigation result such 13 6.4 112 55.4 77 38.1

as (T4, TSH) mentioned
Does the follow up
Levothyroxine level in 96 47.5 28 13.9 78 38.6
the blood

Does the nursing note
record complete at each 129 63.9 45 22.3 28 13.9
visit

Does the medication for
these cases available all 35 17.3 52 25.7 115 56.9
the time
Doesthe lab
Investigation equipment

is available all the time | 2 119 | 106 | 525 2 35.6
for these cases

Mean =50.03, MD = 50.0, Std = 23.42
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4.2 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 Mean T .
Hypothyroidism No. % Std 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
P Uncontrolled 72 59.28 | 14.62
Satisfaction Control 127 74.92 | 6.53 2.417 | 0.017*
Uncontrolled 72 7251 |7.12
Control 101 4582 | 1154 0.746 | 0.457
SDQ Score Uncontrolled 51 |4441 |972

* 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

Mean T .
Gender No. % Std Test Sig.
Male 77 76.62 | 6.08 0.553 | 0.581
Interaction
Female 120 76.15 5.81
Male 80 64.60 | 14.78 2.679 | 0.008*
Perspective
Female 122 58.89 14.85
Male 80 74.18 | 7.05 0.394 | 0.694
Satisfaction
Female 122 73.78 6.95
Male 60 4550 | 11.87 0.058 | 0.954
SDQ Score
Female 95 4539 | 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. (I}//(I)ean Std F Test | Sig.
Rafah 18 76.35 |5.48 1.289 | 0.276
Khanyounis 33 75.72 |6.16
Deir Al-Balah 33 76.25 | 6.54
Interaction Gaza 81 7728 | 554
Gaza North 32 74.63 | 5.97
Governorate
Total 197 76.33 |5.91
Rafah 18 54,78 | 15.87 | 12.063 | 0.000*
Khanyounis 35 5417 | 13.78
Deir Al-Balah 33 58.42 | 14.44
Perspective Gaza 83 68.96 | 12.84
Gaza North 33 55.09 |13.30
Governorate
Total 202 61.15 | 15.05
Rafah 18 7274 | 7.52 2.848 | 0.025*
Khanyounis 35 7159 | 7.68
Satisfaction Deir Al-Balah 33 73.66 |6.40
Gaza 83 75.75 | 6.54
Gaza North 33 7281 |6.77
Governorate

* 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

Mean Mann
ConPtrHolof No. | Rank SI:QJz::]Iif Whitney | Sig.
% Test
Control 127 | 106.30 | 13500.50
*
Control of PH Uncontrolled |72 | 76.15 | 639950 | < '~V | 0038

* Significant at 95% ClI

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 Mean T .
ychronic No. % Std Test Sig.
diseases
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
Yes 11 53.18 13.23 | 2.477 | 0.014*
SDQ Score 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 Mean T .
domains Gender No. % Std Test Sig.

Physical Activity Male 30 67.33 |16.04 1.194 | 0.236
Female 55 7215 |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 -
Female 55 76.36 | 14.47 2.933 | 0.004

Family home life Male 30 73.89 |18.01 *
Female 55 80.91 |14.91 1.926 | 0.058

Money matters Male 30 54.89 | 16.95
Female 55 55.76 | 18.65 0.2121 0.833

Friends Male 30 64.78 | 16.09 *
Female 55 7194 |16.17 1.955 1 0.054

School Male 30 48.89 | 23.40 *
Female 55 62.06 | 22.79 2:523 | 0.014

Bullying Male 30 29.11 |19.14
Female 55 2715 | 11.25 0.595 0.553

KIDSCREEN score Male 30 59.08 | 7.61 -
Female 55 63.77 |8.31 2.562 | 0.012

* Significant at 95% ClI
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 Mean T .
domains Gender No. % Std Test Sig.

Physical Activity Government 47 7438 | 17.35 2.325 | 0.022*
UNRWA 38 65.58 | 17.36

Feelings Government 47 7447 | 17.04 2.596 | 0.011*
UNRWA 38 64.21 | 19.35

General Mood Government 47 4359 |21.01 1.916 | 0.059
UNRWA 38 52.11 | 19.58

Yourself Government 47 5489 | 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% ClI
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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

education
KIDSCREEN attainment No. Mean Std F Test | Sig.
domains %
level
Physical Activity Low 27 56.74 | 18.37
Moderate 31 68.77 | 11.33
High 27 86.07 |9.31 32.395 | 0.000*
Total 85 70.45 |17.80
Feelings Low 27 56.05 |17.10
Moderate 31 67.63 | 13.39
High 27 86.30 | 12.17 30.680 | 0.000*
Total 85 69.88 | 18.72
General Mood Low 27 63.60 | 22.59
Moderate 31 4470 | 15.92
High 27 34.29 | 11.07 20.377 | 0.000*
Total 85 47.40 | 20.70
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Table (4.25): Continued

Yourself Low 27 57.78 | 6.96
Moderate 31 56.26 | 6.61
High 27 54.07 | 8.26 1.770 |0.177
Total 85 56.05 |7.34

Free Time Low 27 60.89 | 13.69
Moderate 31 7252 | 8.75
High 27 85.63 | 11.54 31.900 | 0.000*
Total 85 72.99 | 15.00

Family home life Low 27 65.31 | 16.85
Moderate 31 78.60 | 11.73
High 27 91.36 |8.07 28.444 | 0.000*
Total 85 78.43 | 16.32

Money matters Low 27 47.65 |12.22
Moderate 31 53.98 | 17.07
High 27 64.94 | 19.97 7.381 | 0.001*
Total 85 55.45 | 17.97

Friends Low 27 59.38 | 15.02
Moderate 31 68.71 | 12.70
High 27 80.25 | 15.22 14.465 | 0.000*
Total 85 69.41 | 16.41

School Low 27 33.46 | 1451
Moderate 31 58.82 | 14.31
High 27 79.75 | 15.98 65.166 | 0.000*
Total 85 57.41 | 23.73

Bullying Low 27 29.63 | 15.62
Moderate 31 30.54 | 17.62
High 27 2296 |5.94 2.361 | 0.101
Total 85 27.84 | 14.44

KIDSCREEN Score Low 27 5460 |6.24
Moderate 31 61.48 | 4.97
High 27 70.36 |5.22 56.181 | 0.000*
Total 85 62.11 |8.33

* Significant at 95% ClI
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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 father education Mean F )
) No. Std Sig.
domains level % Test

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 8246 | 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 4519 | 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 7411 | 1240
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 5545 | 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 5741 | 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 Primary School 6 61.15 | 4.65 3.249 | 0.016*
Score 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% ClI
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 father education No Mean std F Sig
domains level ' % Test '
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 8246 |13.91
Total 85 7045 |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 7299 |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 7843 ]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 5545 |17.97
Friends Preparatory School | 6 53.33 19.89 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 Preparatory School | 6 61.15 | 4.65 3.249 | 0.016*
Score 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% ClI

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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Chapter Five

Conclusion and Recommendation

5.1 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.

5.2

1.

Recommendations

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.

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.

Provision of multidisciplinary support for children diagnosed with PH according to
the associated disease is a complication, especially the psychosocial support.

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.

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.

Availability of TSH tests services is a must. Thus, the MoH and UNRWA should
ensure the availability of TSH testing all the time.

. 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.

The MoH and UNRWA should continue to provide ECD services for all children,
including children with PH.
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5.3

Recommendations for further research

To conduct mixed methods studies to assess the current psychological support

provided to children with PH.
To conduct cohort studies to examine the impact of iodine deficiency on pregnancy

outcomes.

. To conduct similar studies to evaluate the management of services provided to

patients diagnosed with PH aged 12 and more.

103



References

Abdulkadri, A., Floyd, S., Mkrtchyan, I., Marajh, G., Gonzales, C., & Cunningham-Myrie,
C. (2021). Addressing the adverse impacts of non-communicable diseases on the
sustainable development of Caribbean countries. Studies and Perspectives Series-
ECLAC Subregional Headquarters for the Caribbean, 100((LC/TS.2021/4-
LC/CAR/TS.2021/2)). www.cepal.org/apps

Abu Shahla, A. N. K., Abed, Y., & Abu Shahla, N. K. (2004). Screening Programme for
Phenylketonuria in the Gaza Strip: Evaluation and Recommendations. Journal of
Tropical Pediatrics, 50(2), 101-105. https://doi.org/10.1093/tropej/50.2.101

Agrawal, P., Philip, R., Saran, S., Gutch, M., Razi, M., Agroiya, P., & Gupta, K. (2015).
Congenital hypothyroidism. Indian Journal of Endocrinology and Metabolism, 19(2),
221. https://doi.org/10.4103/2230-8210.131748

Al-gjaleh, M. S. (2020). The Socio-Economic Transformations in the Gaza Strip ( in the
period of 2007-2018 ). ROSA PAPERS, 2018(January), 1-9.

Azizi, F., Mehran, L., Hosseinpanah, F., Delshad, H., & Amouzegar, A. (2017). Primordial
and Primary Preventions of Thyroid Disease. International Journal of Endocrinology
and Metabolism, In Press(In Press). https://doi.org/10.5812/ijem.57871

Bali, A, Bali, D., lyer, N., & lyer, M. (2011). Management of Medical Records: Facts and
Figures for Surgeons. Journal of Maxillofacial and Oral Surgery, 10(3), 199-202.
https://doi.org/10.1007/s12663-011-0219-8

Barham, M. m, El-Sharif, N., & and Abu-rmeileh, A. (2014). Factors Associated With
Hypothyroidism Among Patients Attending Primary Health Care Clinics in Hebron
Governorate: a Case Control Study. 8-42-72.

Baumgartner-Parzer, S. (2019). Primére kongenitale Hypothyreose. Journal Fiir Klinische
Endokrinologie Und Stoffwechsel, 12(2), 70-72. https://doi.org/10.1007/s41969-019-
0068-5

Bekhet, A. K., & Zauszniewski, J. A. (2012). Methodological triangulation: An approach
to understanding data. Nurse Researcher, 20(2), 40-43.
https://doi.org/10.7748/nr2012.11.20.2.40.c9442

104



Bekhit, O. E. M., & Yousef, R. M. (2013). Permanent and Transient Congenital
Hypothyroidism in Fayoum, Egypt: A Descriptive Retrospective Study. PLoS ONE,
8(6), €68048. https://doi.org/10.1371/journal.pone.0068048

Beynon, M. E., & Pinneri, K. (2016). An Overview of the Thyroid Gland and Thyroid-
Related Deaths for the Forensic Pathologist. Academic Forensic Pathology, 6(2),
217-236. https://doi.org/10.23907/2016.024

Borges, M. de F., Sedassari, N. de A., Sedassari, A. de A., Souza, L. R. M. F. de, Ferreira,
B. P, Lara, B. H. J., & Palhares, H. M. C. (2017). Timing of thyroid ultrasonography
in the etiological investigation of congenital hypothyroidism. Archives of
Endocrinology and Metabolism, 61(5), 432-437. https://doi.org/10.1590/2359-
3997000000239

Brown, B. T., Graham, P. L., Bonello, R., & Pollard, H. (2015). A biopsychosocial
approach to primary hypothyroidism: treatment and harms data from a randomized
controlled trial. Chiropractic & Manual Therapies, 23(1), 24.
https://doi.org/10.1186/s12998-015-0068-5

Calvin, & Zhenzhen. (2017). Associations Between Waiting Times, Service Times, and
Patient Satisfaction in an Endocrinology Outpatient Department: A Time Study and
Questionnaire Survey. INQUIRY: The Journal of Health Care Organization,
Provision, and Financing, 54, 004695801773952.
https://doi.org/10.1177/0046958017739527

CDC. (2017). Picture of America: Our Health And Environment. Picture Of America, 1-9.

https://www.cdc.gov/pictureofamerica/pdfs/picture_of america_prevention.pdf

Chao, M.-C., Yang, P., Hsu, H.-Y., & Jong, Y.-J. (2009). Follow-Up Study of Behavioral
Development and Parenting Stress Profiles in Children with Congenital
Hypothyroidism. The Kaohsiung Journal of Medical Sciences, 25(11), 588-595.
https://doi.org/10.1016/S1607-551X(09)70561-3

Cherella, C. E., & Wassner, A. J. (2017). Congenital hypothyroidism: insights into
pathogenesis and treatment. International Journal of Pediatric Endocrinology,
2017(1), 11. https://doi.org/10.1186/s13633-017-0051-0

105



Cohen, L. E. (2016). Growth Hormone Deficiency. In L. E. Cohen (Ed.), Growth Hormone
Deficiency: Physiology and Clinical Management. Springer International Publishing.
https://doi.org/10.1007/978-3-319-28038-7

Courbage, Y., Abu Hamad, B., & Zagha, A. (2016). Palestine 2030 (Issue December).

Croker, E. E., McGrath, S. A., & Rowe, C. W. (2021). Thyroid disease: Using diagnostic
tools effectively. Australian Journal of General Practice, 50(1-2), 16-21.
https://doi.org/10.31128/AJGP-10-20-5693

Dassie-Leite, A. P., Behlau, M., Nesi-Franca, S., Lima, M. N., & de Lacerda, L. (2018).
Vocal Evaluation of Children with Congenital Hypothyroidism. Journal of Voice,
32(6), 770.e11-770.e19. https://doi.org/10.1016/j.jvoice.2017.08.006

Diaz, A., & Lipman Diaz, E. G. (2015). Hypothyroidism. Pediatrics in Review, 35(8),
336-349. https://doi.org/10.1542/pir.35-8-336

Douglas, B. (2012). Health Workforce. In New Zealand Medical Journal (Vol. 125, Issue
1355, pp. 87-89). https://doi.org/10.1017/9781108954846.011

El-Gamasy, M. A., & Abdelmageed, and M. M. (2017). Quality of life in pediatric
patients with atopic dermatitis. Jornal de Pediatria, 85(5), 415-420.
https://doi.org/10.2223/JPED.1924

Etemad, K., Khazaei, Z., Pordanjani, S. R., Shahsavand, M., Ajam, F., Riahi, S., Zare, Z.,
Iranpour, S., Darvishi, 1., & Sohrabivafa, M. (2018). Evaluation of the therapeutic
interventions effects on body growth pattern of infants with congenital
hypothyroidism. Biomedical Research and Therapy, 5(4), 2194-2207.
https://doi.org/10.15419/bmrat.v5i4.433

Fan, P., Luo, Z.-C., Tang, N., Wang, W., Liu, Z., Zhang, J., & Ouyang, F. (2020).
Advanced Maternal Age, Mode of Delivery, and Thyroid Hormone Levels in Chinese
Newborns. Frontiers in Endocrinology, 10(January).
https://doi.org/10.3389/fend0.2019.00913

Gil-Lacruz, M., Gil-Lacruz, A. I., & Gracia-Pérez, M. L. (2020). Health-related quality of
life in young people: the importance of education. Health and Quality of Life
Outcomes, 18(1), 187. https://doi.org/10.1186/s12955-020-01446-5

106



Glance, P. A. T. A. (2018). Health workforce snapshot. Eastern Mediterranean Health
Observatory., 9(20), e646.

Grasberger, H., & Refetoff, S. (2011). Genetic causes of congenital hypothyroidism due to
dyshormonogenesis. Current Opinion in Pediatrics, 23(4), 421-428.
https://doi.org/10.1097/MOP.0B013E32834726 A4

Hemmati, F., Moghtaderi, M., & Hasanshahi, P. (2019). Congenital Hypothyroidism in
Preterm Newborns: A Retrospective Study Arising from a Screening Program in Fars
Province, Southwestern Iran. Brief Communication Oman Medical Journal, 34(3),
262-265. https://doi.org/10.5001/0mj.2019.50

Hepp, Z., Lage, M. J., Espaillat, R., & Gossain, V. V. (2021). The direct and indirect
economic burden of hypothyroidism in the United States: a retrospective claims
database study. Journal of Medical Economics, 24(1), 440-446.
https://doi.org/10.1080/13696998.2021.1900202

Hettiarachchi, M., Liyanage, C., & Liyanarachchi, N. (2009). Screening newborns for
congenital hypothyroidism. Ceylon Medical Journal, 54(1), 29.
https://doi.org/10.4038/cmj.v54i1.475

Huaynate, C. F. A., Travezaiio, M. J. P., Correa, M., Malpartida, H. M., Oberhelman, R.,
Murphy, L. L., & Paz-Soldan, V. A. (2015). Diagnostics barriers and innovations in
rural areas: Insights from junior medical doctors on the frontlines of rural care in
Peru. BMC Health Services Research, 15(1), 454. https://doi.org/10.1186/s12913-
015-1114-7

ladanza, E., Gonnelli, V., Satta, F., & Gherardelli, M. (2019). Evidence-based medical
equipment management: a convenient implementation. Medical and Biological
Engineering and Computing, 57(10), 2215-2230. https://doi.org/10.1007/s11517-019-
02021-x

Imam, S. K., & Shamim, A. (2016). Thyroid Disorders. In S. K. Imam & S. I. Ahmad
(Eds.), Thyroid Disorders: Basic Science and Clinical Practice (Issue March).
Springer International Publishing. https://doi.org/10.1007/978-3-319-25871-3

Jain, V., Agarwal, R., Deorari, A. K., & Paul, V. K. (2008). Congenital hypothyroidism.
The Indian Journal of Pediatrics, 75(4), 363-367. https://doi.org/10.1007/s12098-
008-0040-7

107



Jeklin, A. (2017). Transportation barriers to care. July, 1-23.

Jones, D. E., Hart, K., Shapira, S. K., Murray, M., Atkinson-Dunn, R., & Rohrwasser, A.
(2018). Identification of Primary Congenital Hypothyroidism Based on Two Newborn
Screens — Utah, 2010-2016. MMWR. Morbidity and Mortality Weekly Report,
67(28), 782—785. https://doi.org/10.15585/mmwr.mm6728a4

Kelly, N., Makarem, D. C., & Wasserstein, M. P. (2016). Screening of Newborns for
Disorders with High Benefit-Risk Ratios Should Be Mandatory. Journal of Law,
Medicine & Ethics, 44(2), 231-240. https://doi.org/10.1177/1073110516654133

Khalifa, M. (2019). Improving Patient Safety by Reducing Falls in Hospitals among the
Elderly: A Review of Successful Strategies. Studies in Health Technology and
Informatics, 262, 340-343. https://doi.org/10.3233/SHT1190088

Khatib, M. N., Gaidhane, A., Ahmed, M., Saxena, D., & Syed, Z. Q. (2020). Early
Childhood Development Programs in Low Middle-Income Countries for Rearing
Healthy Children: A Systematic Review. JOURNAL OF CLINICAL AND
DIAGNOSTIC RESEARCH, January.
https://doi.org/10.7860/JCDR/2020/42134.13445

Ki-moon, B. (2015). Access to essential medicines , vaccines and health technologies.

November, 1-9. www.euro.who.int/sdgs ©

Kishore, K., & Khan, N. A. (2018). Complication and management of hypothyroidism -A
review. Indian Journal of Drugs, 4(2), 42-56. t:
https://www.researchgate.net/publication/306254369

Kirmizibekmez, H., Gliven, A., Yildiz, M., Cebeci, A. N., & Dursun, F. (2012).
Developmental Defects of the Thyroid Gland: Relationship with Advanced Maternal
Age. Journal of Clinical Research in Pediatric Endocrinology, 4(2), 72—75.
https://doi.org/10.4274/Jcrpe.560

Kollati, Y., Ambati, R. R., Reddy, P. N., Kumar, N. S. S., Patel, R. K., & Dirisala, V. R.
(2017). Congenital Hypothyroidism: Facts, Facets &amp; Therapy. Current
Pharmaceutical Design, 23(16).
https://doi.org/10.2174/1381612823666170206124255

108



LaFranchi, S. H. (2011). Approach to the Diagnosis and Treatment of Neonatal
Hypothyroidism. The Journal of Clinical Endocrinology & Metabolism, 96(10),
2959-2967. https://doi.org/10.1210/jc.2011-1175

LaFranchi, S. H. (2021). Thyroid Function in Preterm/Low Birth Weight Infants: Impact
on Diagnosis and Management of Thyroid Dysfunction. In Frontiers in
Endocrinology (Vol. 12). https://doi.org/10.3389/fend0.2021.666207

Léger, J. (2015). ENDOCRINOLOGY AND ADOLESCENCE: Congenital
hypothyroidism: a clinical update of long-term outcome in young adults. European
Journal of Endocrinology, 172(2), R67-R77. https://doi.org/10.1530/EJE-14-0777

Léger, J., Olivieri, A., Donaldson, M., Torresani, T., Krude, H., Van Vliet, G., Polak, M.,
& Butler, G. (2014). European society for paediatric endocrinology consensus
guidelines on screening, diagnosis, and management of congenital hypothyroidism. In
Journal of Clinical Endocrinology and Metabolism (Vol. 99, Issue 2, pp. 363-384).
https://doi.org/10.1210/jc.2013-1891

Leung, A. K. C., & Leung, A. A. C. (2019). Evaluation and management of the child with
hypothyroidism. World Journal of Pediatrics, 15(2), 124-134.
https://doi.org/10.1007/s12519-019-00230-w

Madhusoodanan, J. (2019). Complications of Hypothyroidism: Fertility, Weight and More.
https://www.healthline.com/health/hypothyroidism/complications

Maki, Y. (2021). Ikigai interventions for primary, secondary, and tertiary prevention of
dementia. Aging and Health Research, 1(3), 100026.
https://doi.org/10.1016/j.ahr.2021.100026

Makki, H. A. (2021). Evaluation of Ulcerative Colitis Management in the Gaza Strip.

Mehran, L., Khalili, D., Yarahmadi, S., Amouzegar, A., Mojarrad, M., Ajang, N., & Azizi,
F. (2017). Worldwide Recall Rate in Newborn Screening Programs for Congenital
Hypothyroidism. International Journal of Endocrinology and Metabolism, In Press(In
Press), 45-55. https://doi.org/10.5812/ijem.55451

Mieloo, C., Raat, H., van Oort, F., Bevaart, F., Vogel, I., Donker, M., & Jansen, W. (2012).
Validity and Reliability of the Strengths and Difficulties Questionnaire in 5-6 Year
Olds: Differences by Gender or by Parental Education? PLoS ONE, 7(5), e36805.
https://doi.org/10.1371/journal.pone.0036805

109



MOH. (2021). The Ministry of Health in Gaza succeeds in implementing the two
operational and strategic plans for 2021 despite the challenges — 4ihuwlsl/ ixall 5 )/ j 5,
https://www.moh.gov.ps/portal/the-ministry-of-health-in-gaza-succeeds-in-
implementing-the-two-operational-and-strategic-plans-for-2021-despite-the-
challenges/

Mondal, S., Mukhopadhyay, P., & Ghosh, S. (2017). Clinical approach to congenital
hypothyroidism. Thyroid Research and Practice, 14(2), 45.
https://doi.org/10.4103/trp.trp_5_17

Moog, N. K., Entringer, S., Heim, C., Wadhwa, P. D., Kathmann, N., & Buss, C. (2017).
Influence of maternal thyroid hormones during gestation on fetal brain development.
Neuroscience, 342, 68-100. https://doi.org/10.1016/j.neuroscience.2015.09.070

Mounika, D. V. V. (2017). A REVIEW ON ESSENTIAL MEDICINES AND RATIONAL
USAGE OF DRUGS. World Journal of Pharmaceutical Research, 12(May 2017),
407—420. https://doi.org/10.20959/wjpr20175-8331

Nishiyama, S., Mikeda, T., Okada, T., Nakamura, K., Kotani, T., & Hishinuma, A. (2004).
Transient hypothyroidism or persistent hyperthyrotropinemia in neonates born to
mothers with excessive iodine intake. Thyroid, 14(12), 1077-1083.
https://doi.org/10.1089/thy.2004.14.1077

Nowell, L. S., Norris, J. M., White, D. E., & Moules, N. J. (2017). Thematic Analysis.
International Journal of Qualitative Methods, 16(1), 160940691773384.
https://doi.org/10.1177/1609406917733847

OECD. (2016). Health Workforce - OECD. https://www.oecd.org/health/workforce.htm

OHIO. (2019). Health Information Systems: Importance & Examples | Ohio University.
https://onlinemasters.ohio.edu/blog/health-information-systems/

Palestinian Central Bureau of Statistics. (2020). Multidimensional Poverty Report, 2017.
http://www.pcbs.gov.ps

PCBS. (2019a). Palestinian Central Bureau of Statistics ( PCBS ). Report, 1-3.

PCBS. (2019Db). Palestinian Central Bureau of Statistics ( PCBS ) On the occasion of the
International Workers ° Day , president of Palestinian Central Bureau of Statistics "
PCBS " Ms . Ola Awad , presents the current status of the Palestinian labour force.
11-14.

110



PCBS. (2020). Palestinian Central Bureau of Statistics (PCBS) About 13.5 Million
Palestinians in the Historical Palestine and Diaspora.

PCBS. (2021a). PCBS | Dr. Awad, presents a brief on the status of Palestinian people at
The end of 2021. https://www.pchs.gov.ps/post.aspx?lang=en&ltemID=4150

PCBS. (2021b). PCBS | H.E. Dr. Awad, Highlights the Situation of the Palestinian Women
on the Eve of the International Women'’s Day, 08/03/2021.
https://www.pchs.gov.ps/post.aspx?lang=en&IltemID=3934

PCBS. (2021c). State of Palestine Palestinian Central Bureau of Statistics Labour Force

Survey. December 2020.

PCBS, 2021. (n.d.). Completion Rate by Level of Education, Region and Sex, 2009-2021.
Retrieved April 13, 2022, from
https://www.pcbs.gov.ps/Portals/ Rainbow/Documents/CompletionRate-2009-2021-
E.html

Persani, L., Cangiano, B., & Bonomi, M. (2019). The diagnosis and management of central
hypothyroidism in 2018. Endocrine Connections, 8(2), R44—R54.
https://doi.org/10.1530/EC-18-0515

Rahmani, K., Yarahmadi, S., Etemad, K., Koosha, A., Mehrabi, Y., Aghang, N., & Soori,
H. (2016). Congenital Hypothyroidism: Optimal Initial Dosage and Time of Initiation
of Treatment: A Systematic Review. International Journal of Endocrinology and
Metabolism, 14(3). https://doi.org/10.5812/ijem.36080

Rastogi, M. V., & LaFranchi, S. H. (2010). Congenital hypothyroidism. Orphanet Journal
of Rare Diseases, 5(1), 17. https://doi.org/10.1186/1750-1172-5-17

Rather, T. A., Khan, S. H., Masoodi, S., & Alai, M. S. (2014). Thyroid dyshormonogenesis
and associated non-thyroidal anomalies in a tertiary care hospital in India. Hormone
Research in Paediatrics, 81(5), 314-318. https://doi.org/10.1159/000357843

Razavi, Z., Dalili, S., Sabzehei, M. K., Yousefi, A., Nouri, S., Abedi, M., & Bazmamoun,
H. (2019). Developmental screening of children with congenital hypothyroidism
using ages and stages questionnaires test. Iranian Journal of Child Neurology, 13(2),
145-154. https://doi.org/10.22037/ijcn.v13i2.18475

111



Reiling, J., Hughes, R. G., & Murphy, M. R. (2008). The Impact of Facility Design on
Patient Safety. Patient Safety and Quality: An Evidence-Based Handbook for Nurses.
http://www.ncbi.nlm.nih.gov/pubmed/21328735

Reinicke, C., & Donald, J. (2016). Report of a field assessment of health conditions in the
occupied Palestinian territory. February, 1-29.

Rezaeian, S., Khazaei, S., Hooshmand, E., & Esmailnasab, N. (2017). Gender and risk of
congenital hypothyroidism: A systematic review and meta-analysis. In International
Journal of Pediatrics (Vol. 5, Issue 12, pp. 6703-6712).
https://doi.org/10.22038/ijp.2017.27473.2368

Rodriguez Sanchez, A., Chueca Guindulain, M. J., Alija Merillas, M., Ares Segura, S.,
Moreno Navarro, J. C., & Rodriguez Arnao, M. D. (2019a). Diagnosis and follow-up
of patients with congenital hypothyroidism detected by neonatal screening. Anales de
Pediatria, 90(4), 250.e1-250.€8. https://doi.org/10.1016/j.anpedi.2018.11.002

Rodriguez Sanchez, A., Chueca Guindulain, M. J., Alija Merillas, M., Ares Segura, S.,
Moreno Navarro, J. C., & Rodriguez Arnao, M. D. (2019b). Diagnosis and follow-up
of patients with congenital hypothyroidism detected by neonatal screening. Anales de
Pediatria (English Edition), 90(4), 250.e1-250.e8.
https://doi.org/10.1016/j.anpede.2018.11.011

Rodriguez Sanchez, A., Chueca Guindulain, M. J., Alija Merillas, M., Ares Segura, S.,
Moreno Navarro, J. C., & Rodriguez Arnao, M. D. (2019c). Diagnostico y
seguimiento de los pacientes con hipotiroidismo congénito diagnosticados por cribado
neonatal. Anales de Pediatria, 90(4), 250.e1-250.€8.
https://doi.org/10.1016/j.anpedi.2018.11.002

Roodbeen, R., Vreke, A., Boland, G., Rademakers, J., van den Muijsenbergh, M.,
Noordman, J., & van Dulmen, S. (2020). Communication and shared decision-making
with patients with limited health literacy; helpful strategies, barriers and suggestions
for improvement reported by hospital-based palliative care providers. PLOS ONE,
15(6), e0234926. https://doi.org/10.1371/journal.pone.0234926

112



Rublee, D. A. (1989). The Quality of Care: How Can It Be Assessed? JAMA: The Journal
of the American Medical Association, 261(8), 1151.
https://doi.org/10.1001/jama.1989.03420080065026

Saeidinejat, S., Belhouri, N. G., & Attarian, F. (2020). Assessment of intelligence quotient
score in children at the age of six with suspected congenital hypothyroidism: A
retrospective cohort study. Medical Journal of the Islamic Republic of Iran, 34(1), 1-
5. https://doi.org/10.34171/mjiri.34.117

Saoud, M., Al-Fahoum, S., & Kabalan, Y. (2019). Congenital hypothyroidism: a five-year
retrospective study at Children’s University Hospital, Damascus, Syria. Qatar
Medical Journal, 2019(1), 1-7. https://doi.org/10.5339/qm;j.2019.7

Saran, S., Gutch, M., Razi, M., Agroiya, P., Gupta, K., Agrawal, P., & Philip, R. (2015).
Congenital hypothyroidism. Indian Journal of Endocrinology and Metabolism, 19(2),
221. https://doi.org/10.4103/2230-8210.131748

Searo, W. (2007). Guidelines for Medical Record and Clinical Documentation. September,
1-16.

Segni, M. (2017). Disorders of the Thyroid Gland in Infancy, Childhood and Adolescence.
In Endotext. MDText.com, Inc. https://www.ncbi.nlm.nih.gov/books/NBK279032/

Shahmoradi, L. (2019). Instructional Design, Development and Evaluation of Congenital
Hypothyroidism Registry System. Webology, 16(2), 275-288.
https://doi.org/10.14704/WEB/V1612/a203

Shanholtz, H. J. (2013). Congenital Hypothyroidism. Journal of Pediatric Nursing, 28(2),
200-202. https://doi.org/10.1016/j.pedn.2013.01.006

Shui-Boon, & Tar-Choon. (2019). Laboratory Testing in Thyroid Conditions - Pitfalls and
Clinical Utility. Annals of Laboratory Medicine, 39(1), 3-14.
https://doi.org/10.3343/alm.2019.39.1.3

Simmons, B. (2021). Improving Access to Essential Medicines (Issue February).
https://www.who.int/westernpacific/activities/improving-access-to-essential-

medicines

113



Sinha, S. (2022). Levothyroxine: Uses, Dosage, Side Effects - Drugs.com.

https://www.drugs.com/levothyroxine.html

Sustersic, M., Gauchet, A., Kernou, A., Gibert, C., Foote, A., Vermorel, C., & Bosson, J.
L. (2018). A scale assessing doctor-patient communication in a context of acute
conditions based on a systematic review. PLoS ONE, 13(2), 1-16.
https://doi.org/10.1371/journal.pone.0192306

Tadesse, S. (2016). Early Childhood Development-Basic Concepts TRAINING FOR
EARLY CHILDHOOD CAREGIVERS AND TEACHERS. vii + 72.

Tokuda, E., Itoh, T., Hasegawa, J., ljuin, T., Takeuchi, Y., Irino, Y., Fukumoto, M., &
Takenawa, T. (2014). Phosphatidylinositol 4-Phosphate in the Golgi Apparatus
Regulates Cell-Cell Adhesion and Invasive Cell Migration in Human Breast Cancer.
Cancer Research, 74(11), 3054-3066. https://doi.org/10.1158/0008-5472.CAN-13-
2441

Tummers, J., Tekinerdogan, B., Tobi, H., Catal, C., & Schalk, B. (2021). Obstacles and
features of health information systems: A systematic literature review. Computers in
Biology and Medicine, 137, 104785.
https://doi.org/10.1016/j.compbiomed.2021.104785

Uthayaseelan, K., Kadari, M., Subhan, M., Saji Parel, N., Krishna, P. V., Gupta, A., &
Uthayaseelan, K. (2022). Congenital Anomalies in Infant With Congenital
Hypothyroidism: A Review of Pathogenesis, Diagnostic Options, and Management
Protocols. Cureus, 14(5). https://doi.org/10.7759/cureus.24669

Vahdat, S., Hamzehgardeshi, L., Hessam, S., & Hamzehgardeshi, Z. (2014). Patient
Involvement in Health Care Decision Making: A Review. Iranian Red Crescent
Medical Journal, 16(1), 1-7. https://doi.org/10.5812/ircmj.12454

Vaidya, B., Chakera, & Pearce. (2011). Treatment for primary hypothyroidism: current
approaches and future possibilities. Drug Design, Development and Therapy, 6, 1.
https://doi.org/10.2147/DDDT.S512894

vander, L. (2013). Psychological consequences of congenital hypothyroidism: Cognitive,
motor and psychosocial functioning. In UvA-DARE (Digital Academic Repository)
(Issue 8).

114



Wassner, A. J. (2017). Pediatric Hypothyroidism: Diagnosis and Treatment. Pediatric
Drugs, 19(4), 291-301. https://doi.org/10.1007/s40272-017-0238-0

Wassner, A. J. (2018). CongenitalHypothyroidism. Clinics in Perinatology,
45(1), 1-18. https://doi.org/10.1016/j.clp.2017.10.004

Weiner, A., Oberfield, S., & Vuguin, P. (2020a). The Laboratory Features of Congenital
Hypothyroidism and Approach to Therapy. NeoReviews, 21(1), e37—e44.
https://doi.org/10.1542/ne0.21-1-e37

Weiner, A., Oberfield, S., & Vuguin, P. (2020b). The Laboratory Features of Congenital
Hypothyroidism and Approach to Therapy. NeoReviews, 21(1), e37—e44.
https://doi.org/10.1542/ne0.21-1-e37

WHO. (2004). Equitable access to essential medicines: a framework for collective action.
WHO Policy Perspectives on Medicines, March, 1-6.
http://apps.who.int/iris/handle/10665/68571

WHO. (2006). The World Health Report 2006: Working together for health [1]. Education
for Health: Change in Learning and Practice, 19(3), 385-387.
https://doi.org/10.1080/13576280600937911

WHO. (2016). Global strategy on human resources for health: Workforce 2030. Who, 64.
https://www.who.int/hrh/resources/global_strategy workforce2030_14 print.pdf?ua=1

WHO. (2017). The selection and use of essential medicines: report of the WHO Expert
Committee. In World Health Organization - Technical Report Series (Vol. 1006).
http://ovidsp.ovid.com/ovidweb.cgi?T=JS&PAGE=reference&D=emed10b&NEWS=
N&AN=2013399653

WHO. (2018). Continuity and coordination of care A practice brief to support
implementation of the WHO Framework on integrated people-centred health services.

WHO. (2019). Decommissioning Medical Devices.
https://apps.who.int/iris/bitstream/handle/10665/330095/9789241517041-eng.pdf

WHO. (2020a). Occupied Palestinian Territory. 713-716.
https://doi.org/10.18356/fd17b532-en

115



WHO. (2021). strengthen health information systems. https://doi.org/ISBN: 978-92-890-
5574-1 ©

WHO, a. (2020b). Health conditions in the occupied Palestinian territory, including east

Jerusalem , and in the occupied Syrian Golan Report. May, 1-9.

WHO, & WB. (2020). Quality of care. In Pediatric Emergency Care (Vol. 13, Issue 3, pp.
232-236). https://doi.org/10.1097/00006565-199706000-00017

Wirtz, V. J., Hogerzeil, H. V., Gray, A. L., Bigdeli, M., de Joncheere, C. P., Ewen, M. A,,
Gyansa-Lutterodt, M., Jing, S., Luiza, V. L., Mbindyo, R. M., Mdller, H.,
Moucheraud, C., Pécoul, B., Rago, L., Rashidian, A., Ross-Degnan, D., Stephens, P.
N., Teerawattananon, Y., ’t Hoen, E. F. M., ... Reich, M. R. (2017). Essential
medicines for universal health coverage. The Lancet, 389(10067), 403-476.
https://doi.org/10.1016/S0140-6736(16)31599-9

Xesfingi, S., & Vozikis, A. (2016). Patient satisfaction with the healthcare system:
Assessing the impact of socio-economic and healthcare provision factors. BMC
Health Services Research, 16(1), 1-7. https://doi.org/10.1186/s12913-016-1327-4

Yamakawa, H., Kato, T. S., Noh, J. Y., Yuasa, S., Kawamura, A., Fukuda, K., & Aizawa,
Y. (2021). Thyroid Hormone Plays an Important Role in Cardiac Function: From
Bench to Bedside. Frontiers in Physiology, 12(October), 1-14.
https://doi.org/10.3389/fphys.2021.606931

Zdraveska, N., Zdravkovska, M., Anastasovska, V., Sukarova-Angelovska, E., & Kocova,
M. (2018). Diagnostic re-evaluation of congenital hypothyroidism in Macedonia:
predictors for transient or permanent hypothyroidism. Endocrine Connections, 7(2),
278-285. https://doi.org/10.1530/EC-17-0332

Zeinab, Nadia, P., Rizkalla, H., & Tawfik, M. Y. (2004). Hypothyroidism Management
Program On Treated Cases , Their Families And Healthcare Providers In Ismailia
Prof . Randa Mohamed Kamal Abd Al-Raouf.

Zeni, D., Rissetti, G., Ongaratti, B., Pereira-Lima, J. F., Rech, C. G. S. L., & Oliveira, M.
C. (2019). Evaluation of Treatment of Central Hypothyroidism Versus Primary
Hypothyroidism in Relation to Levothyroxine Replacement Dose. Endocrine
Practice, 25(7), 663-668. https://doi.org/10.4158/EP-2018-0533

116



Annexes

Annex (1) study activities timetable

year 2020 2021 2022

Activity Duratio|1 |1 |0 |[O |O |O |O (O |O|O (O |2 |1 |2 (OO
n 1121112 |3 |4 |56 |7 |89]|01|1 |2 |17

Proposal 2

writing months

Proposal

Discussion 1 month

and

approval

Developme

nt 1 month

instruments

Experts

check for

validity of | L month

instruments

Pilot study | 1 month

Modificati 1 month

on

Data 6

collection months

Dataentry |6

months
Data 6
Analysis months
Writing 5
report months
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Annex (2) Estimated Budget

No Item Unit Expected Comments
uUsD
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 50 Refreshments
collectors
4 | SIM card & balance | To call study 50
sample
5 | Data Collectors 216 x 5 USD for 1080
guestionnaires
6 | Photocopying for 10copy x 15 USD 200
Research papers
7 | Dissemination of Refreshments
results 200
-Workshops 300
- Publication
8 | Dataentry and 500
analysis
Total 3220 USD | Expected to be less
or more
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Annex (4): Helsinki Committee research approval

‘_,_ma.ll;‘._n.,u g:l—_!hddnl-ﬂ-” U“"l?'“ .
Palestinian Health Research Council

A gl A i eyt phakiot A JUA (ot aall Yy

] "= —— —
et ane’ bowelplng the Palestindun health system iraugh Insthutlonalleng the wse of Information in declsion making

Helsinki Committee
Far Ethical Approval

Date: 1510212021 Number: PHRC/HC/B56/21

Name: Haytham Mahmoud Foaad 1|
Mansour

We would like to Inform you thal the ] S50 s et ol e .
committee had discussed the proposal of piebi Ole 8 i ol L LL’S

your sludy about:

Evaluation of Management of Primary Hypothyroidism among Children in the

Gaza Strip.
The commiltee has decided to approve Glle gl tagl e didlsall oy B B
the above mentioned research,
e () gSiall e ally o8

Approval number PHRC/HC/856/21 in lts
meeting on 15\02\2021

Signature
Member  — Member _

M- 7ﬂ§. FH_;'_—"L?

Genral Conditions:- o Sp-elﬂo_ggndltl ons:-
1. Valld for 2 years Irom the date of approval s .
2. Itis necessary lo notify the commitiee of any :hang’"

in the approved siudy protocol,

3. The commiltee appreciates recelving a
copy of your final research when
completad.

-Mail:pal.ph mail.

Gaza - Palestine cubald o 53
ol (3 5ka - palll £ L2

120



"~

Annex (5) Administrative approval from HR department in the MoH

e e @" g nervy- &

e o
25/05/2021: 5y, poiaall  dsliall we al, : it
693544 Lyl 3,

" -@ls,xj_,/q,.ung_,mwa.uls_,n.qi/u,-,u.ru_,“.
nrf&“f“'
Ssaals olia fiia Wl 2ags Jagi fp g pall

Sdeals dgacs plia ftiall age Jygui g2t eodtel g gyl Do seady

833 Gt gl sl 2aals _ ol LMy 335201 Lus — 24aal Sl Sluleadl yiasle peal gy gl
' LU TCEVI I
Evaluation of Management of Primary Hypothyroidism among"

"Children in the Gaza Strip

Sl saai pa g pilay el L) 02 Jie (543 e bl L bl ilall Lo 3L o Ls, Saldl eya
S g Lans )ylia wial Glaal Lol ol >0 50a  dasall Galya¥l 5ule wle oo siall 2yl ozl
JUkY) e el Zaiall Sloial) whtie 5515000 G e peaslly LAl Slaal i

ole o2 udll JULYT | gl o Llyl e izl ddlgall Je Jgimall s,y Galiazsyl Gl (Silgya g Jubs
Oasdy Jadll Galiae pa Ly Y L pene ualyill o taa Wl 0K 5 oy Lyl i 2, Lball szl
.Zé’_’.‘.un Jf.l.,;f (.5' SJ'_j_," Jaas WX SK] g“l‘“ w' \'_l';.i)(é’

onilly Latll iy fylinis,

/sl

el sadl sl s il e dlials gykel Lwlyull 1

0l o bl 6 sl llia o3k byl o ladl agall Jyps 2

&byl f-!-".)!' daag -
G pdtidl (s 5all uait! 2oLl § Y6 5ils aue

121



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:

| 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 |

Section 1: Demographic & Socioeconomic data

File Patient ID Age ofthechild ................... Years

111010010 ST PR

1 | Respondent [] Mother [0 Father [0 Others

specify..........

2 | Gender of the child with PH O Male [] Female

3 | Residency Governorate [0 Rafah [Thanyounis
[] Deir Al-Balah [J] 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 | 8 | What is Father's Employment Status?

Status?

J uUnemployed O
Employed

[ self-employed  []
Waged employee

[0 Unemployed [] Employed
] Self-employed [] Waged employee

9 | If employed, what is mother If employed, what is father current occupation?
current 0CCUPAtioN? .......ooee | veeiiiiiiii e,

10 | What is the monthly income of your | ............. ILS
family (from all sources)

11 | Monthly family expenditure onthe | ... ILS

child health with Primary
Hypothyroidism (cost of drug, special
food, transportation cost to clinic,
supplement, etc.)

12 | What is the reason for your today’s visit? ~ [] To scheduled appointed- follow up ]

To do laboratory tests

Others .......cvvvvvviiin.. ?

[] To take medication from Pharmacy []
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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 If yes, whom?
Primary Hypothyroidism?

[] Father [7] Mother []Brother [7] Sister
O vyes [0 No

[ 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? | If yes, you which disease (can choose more than
0 ves [ No one option)
[] Diabetes [] Hypertension
O Thyroid [] Cancer

[0 Cardiac disease [] Asthma
[J Renal or Hepatic disease

[ Other specify.....ccoeeevevnnrennnn

5 | Did the mother take any medication If yes, what itis ........................
during pregnancy?

O Yes [ No

6 | Does the family especially mother’s take food rich in iodine? [0 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? Cyes [ No

Section 3: Medical information about the child patient with Primary Hypothyroidism

1 | TSH level at diagnosis....... Latest 2 | Free T4 level at diagnosis......... Latest T4
TSH result...... result.........

3 | Has the TSH& PKU test been done | If yes when
at the first visit to the MCHC or

PHCC after birth? [ Atthe first week [0 At the second week
O ves O no [] Atthe third week or more
4 | Does the child with Primary If yes,

Hypothyroidism have any associated
chronic diseases?

O Yes O No

Mention the chronic disease or other diseases of the
child have?................
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5 | Who has diagnosed the child with Primary Hypothyroidism?
[1 General physician [ pediatrician [] Other I[P not remember
6 | What was the first treatment given to the child?....................
Part I1: Input
Section 4
1 | In Al Remal clinic where the child gets his health care services, is there at least one
pediatrician ?
O Yes [ No [ Idon’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?
[J 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.............. [J Physician's
[J Nurse [ Family member []Friend
4 | Do you receive services regarding your child Primary Hypothyroidism from places other than
Al Remal clinic?
[] Yes [0 No If yes, from where do you receive these
SEIVICES?...vviviie i,
5 | What services does the child receive from Al Remal clinic? (can choose more than one option)
[ Counseling [ Follow-up [] labtests [] Medication dispensing O
Psychological support
[0 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 [J UNRWA  []Buy from pharmacy O
Others specify...............
7 If the child takes his medications from Al Remal clinic, do you find it available every time?
[ Yes [J Not all the time ] No medication available
8 | Is the child receiving medications from another If yes which service providers?
service provider? Specify.....cocveniinnnn.
[0 No [0 Yes O
Sometimes
9 | When was the last time to receive services? Before .........cooooviiiiiiiiiinnn. months

Part I11: Process

Section 5: Waiting time & appointment time in Al Remal Clinic
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Was it easy to reach Al Remal If no, why:
Clinic?

[ Yes [ No

[] We come on foot and it take a long time

[ We come by public transportation and it is cost
money

[] Others reasons, specify.............

How long do you wait for your child to be served from the Al Remal Clinic staff?
............ Minutes

Are there any governmental health centers, UNRWA or, NGOs that provide health care
services for children with Primary Hypothyroidism?

[ Yes [0 No [0 Idon’tknow

If the child had a follow-up session in Al Remal Clinic, was there a long waiting list before his
turn?

[] Yes [] Tosomeextent [ No

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 [J To some extent [0 No

If the child has performed lab tests in Al Remal Clinic, have you to wait for a long time to get
the services?

O Yes [] To some extent ] No

How much time the physicians generally spend with your child during the examination and
follow-up? ................... minutes

Average waiting time in the clinic before seeing the physician? .................... minutes

If you dispense medications for the child patient with Primary Hypothyroidism, do you wait
for a long time to get the services?

[0 VYes [0 Tosome 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

[J Lack of specialized services [0 Poor staff communication [] Long
waiting time

(] Short contact time with the provider [] Infrequent appointments [ Infrequent
lab. Analysis

11

In the past months, have you ever been If yes, indicate why ........................
returned home without receiving the
services that the child came to receive?

0 Yes [dNo
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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 | Natural | Agree | strongly

disagree 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
guestions.

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

O To some extent

Do you have regular visits with physicians
for your child's follow-up?

] Yes O No

If no, why? (You can select more than one)
I 1 cannot afford transportation cost

] My movement is uneasy

] 1 do not have time—work issues-leave

[J There is no identified date for follow-
up
0 1 do not trust my provider

I 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 CINo
4 | Has the child patient with PH done the If yes, when it was? Before ........... Months
diagnostic test ( Ultra Sound) last year?
[] Yes [ No
5 | Have you received a feedback about that diagnostic test?
[ Yes I No
6 | Has the child patient with PH done annual | If yes, when it was? Before ........... Months
laboratory analysis last year?
[] Yes [T No
7 | Have you received a feedback about the If No, why... [] I have not been notified of the

results of annual laboratory analysis?

O Yes O No

results
[ The child is less than a year old

[] Missing appointments
examination

[] ! did an external
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8 | Does the health care providers contact you to inform you of the test result and adjust the dose?
O 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 Strongly | Disagree | Natural | Agree | strongly
availability and affordability services. disagree agree

1 | Itis 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 | Natural | Agree | strongly

disagree 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.

Sec

tion 10: Quality of care

Avre the health services needed for | If no, list the unavailable services: (you can select more
your child always available at the | than one)
Clinic?

[ Yes [ No

[ Certain drugs [] Laboratory tests
[] Diagnostic tests

[0 Specialized services [] Other reasons
specify.............
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Avre you facing any problems with If yes, why? (You can select more than one)
accessibility of services?

O] Physical access
O ves O No

] Financial access
1 Information access
[] Social access

[ Geographical access

Have the PH health services that your | If no, why, please specify.....................
child has received meet your
expectation?

[0 Yes [0 No

Thank you for participation
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Annex (8) Record checklist

Primary Hypothyroidism Children medical records evaluation checklist:

Serial Number: File NO:

Age: Member ID:

Provider Name:

Gender Date of Birth:

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

2. Each page within the Medical Record contains the patient's ID number

3. Each page within the Medical Record contains the patient's age

4. Each page within the Medical Record contains the patient's DOB

5. Each page within the Medical Record contains the patient's gender
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6. Each page within the Medical Record contains the patient's address

7. Each page within the Medical Record contains the patient's home telephone
number

B. Medical record characteristics

8. The main purpose of the patient’s visit is clearly documented

9. Appropriated professional diagnoses are recorded

10. Plan of diagnosis: Diagnostic tests laboratory & physical examination are listed for
each visit

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
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12. All entries in the Medical Record are dated

13. Is the record an Electronic Medical Record (EMR)?

14. relevant Government PHCs or UNRWA referral summaries are included with
medical record

15. If consultation or diagnostic test is requested, there is a note or report from the
consultant in the record

C. The history and physical examination

16. Family history- including the medical history of parents and/or sibling (s)

17. Does the physical & mental assessment for growth and development is applied at each
visit?

18. Medical- surgical history including surgical, injuries, operations and acute or
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chronic diseases/illnesses

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.

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

24. The plan of action and treatment is consistent with the diagnosis
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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

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?
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32. Does the medication for these cases available all the time?

33. Does the lab investigation equipment
is available all the time for these cases?
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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?

+ Isthere 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
Mean
(1) Residency (J) Residency Difference (I-
Dependent Variable [Governorate Governorate 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 Governorates3.33333 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 Governorates2.93486 .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
(1) Educational attainment (J) Educational attainment Mean
Dependent Variable level level 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
Mean
Dependent Variable | (1) Father education level | (J) Father education level | 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 (1) Mother education level | (J) Mother education level I(\I/ij):m Difference 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 411111 .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 201
University -27.40741" 011

Post Graduate -13.87205" .027

Secondary School preparatory School 447811 291
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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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