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Abstract

Universally, there is a growing interest in studying the Quality of Life (QOL); where, most
studies have shown that the quality of life has positive outcomes on both the individual and
societal levels. This study ascertains the status of quality of life of the Gaza children and
explores its correlates with their life style among children aged 10, 11 and 12 years.

Triangulated study design was used. For the quantitative part; 370 randomly selected (multi-
stage cluster sampling approach) school children consented to participate of the study with
95.2% response rate. In addition, four focus group discussions with student' mothers were
conducted. Quantitative data were collected first through face-to-face interviewed
questionnaire and preliminary findings derived from the analysis of the questionnaires had
informed the qualitative data collection. The researcher used the international scales for
lifestyle and Kidscreen-52 Instrument for QOL. Cronbach Alpha readings for these scales
were high (Cronbach's Alpha 0.937). The Statistical Package for SPSS software was used for
the quantitative data entry and analysis while open coding thematic technique was used to
analyze the qualitative data.

Findings revealed that 74.9% of children presented with normal weight for age, 2.2% of
children were underweight with higher prevalence amongst girls (2.4%) than boys (2.0%).
Furthermore, 23% were obese and overweight, boys showed higher obesity rates than in girls
29.5% and 15.3% respectively. The study findings revealed that a large percentage of Food
Consumption Score (FCS) for food groups (94.9%) of children have acceptable food
consumption and a very small percent (0.8%) of children have poor food consumption. It is
worth mentioning that, more than half of children (62.2%) were living active and very active
life, of the boys were (35.2%) higher than girls (27%). Differently, 36.8% of children were
sedentary and low active, where the boys equal girls at this point. Also, most children sleep
more than eight hours daily and practice appropriate personal hygiene habits. Main results
indicate that most of the children had a high level of QOL in all dimensions, where the QOL
among girls was higher than boys in most domains of QOL. Where the lowest domain of QOL
for both was autonomy had the lowest score (74%), and the parent relations and home life
which elicited the highest scores (93%). There was a significant association between high level
of QOL and food intake with some socio demographic-economic factors such as had the
monthly income more than 1500 NIS, children who always took pocket money and number of
family members that 6 members and less. Inferential statistics show that children who have
parents educated, parents employed, members of smaller families and take pocket money
respondents had elicited statistically significantly higher quality of life scores than their
counterparts (P value less than 0.05). Interestingly, ANOVA analysis shows that most of life
style patterns were statistically significantly with the overall of QOL (P value less than 0.05).
Where the children with undesirable lifestyles, such as skipping breakfast, longer television
viewing, and later bedtime, were more likely to have poor level of QOL. These correlations
were independent of sex, BMI and social background. Also there were no statistically
significant differences in the overall of QOL in relation to participants’ physical activity and
their BMI Z-score.

The study concluded that the QOL is a multi-faceted concept and interventions aiming to
enhance it, must be multi-sectoral. The study results can be used for the purposes of
addressing the children needs and help to solve their lifestyle problems such as promoting
healthy life style, positive behaviors, good food habits, conduct health education and
increasing physical activity need to be implemented. Further understanding of these
relationships will facilitate the development of interventions to help children with poor QOL.
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Chapter One

Introduction

1.1 Background

Research over the past decades has proven that childhood is a period when the lifestyle
patterns are initiated. ). As children grow up, the life style evolves in general. One of this
pattern is the physical activity, where the physical activity has immediate health benefits in
childhood and adolescence, and it can be considered the construction phase for adulthood,
thus resulting in the long-term health benefits (Macera, 2010). However, many children
and adolescents in developed countries have sedentary lifestyles such as inactive physical
activity, too much television viewing, video games, and increasing use computers (Kimm
et al, 2002; Salmon et al., 2005; Rey-Lopez et al., 2008; Clarke, 2015). Sedentary lifestyles
are recognized to be associated with children and adolescents’ obesity, diabetes, sleep
disorders, violent behaviors, and other problems (Singer et al, 2004; WHO, 2002).

Recent several studies have revealed that lifestyles are associated with physical and mental
health status, as well as the Quality of Life (QOL), where it is considered to be a
multifactorial structure that focuses on individuals’ personal evaluation of their physical
health, mental health, and social functioning (Sawyer et al, 2001; Velten et al, 2014), It
may be compatible with the World Health Organization (WHO) definition of health as
status of complete physical, mental, and social well-being, and not merely the absence of
disease and infirmity (WHO, 2006b; WHO, 2011a).

Lifestyle plays an important role on a person's health synchronized with technological
development that affects positive or negative on the daily lifestyle such as breakfast,
physical activity, smoking, watching television and using computer (WHO, 2008)

The dietary behaviors is another important factor of lifestyle, that influenced by many

factors in a complex interplay manner. At the beginning of their lives, parents and the
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family environment are playing a critical role in teaching children and developing their
food choices and eating habits and behaviors. When children start going to school, the
influence of teachers, friends and other people at school together with the media and
school environment becomes more important but still under parental control. Gradually,
children become more independent and able to start making their own food choice.
Especially, the peer group can greatly influence their food preferences and lifestyle
behavior at an advanced age - adolescence - (Verstraeten et al, 2016; Story et al., 2002).
The quality of life (QOL) has received well-deserved attention, where it is an important
outcome indicator of health and well-being. The QOL is a worthwhile goal where there is a
consensus that measurement of QOL has benefits to the individual level and has additional
benefits to the community. The QOL provides important information describing the health
status of different populations, and it determines the effectiveness of treatment, choose the
main concern for resources distribution, and help in policy developments, where the low
QOL may threaten and hinders the society development (Asada, 2005). Many studies have
consistently reported that adolescents do not get enough sleep and that their sleep patterns
are characterized by staying up late (Laberge et al, 2001; Matthews et al, 2014; Hershner
and Chervin, 2014). In general, the relationship between specific sleep problems and low
QOL is well documented (Rosen, 2002). Therefore, the health and QOL could be seen in a
dynamic way as drivers for development, not only as outcome of it (Eckersley, 2011).

Up to present, there is limited information about the associations between lifestyle factors
and QOL in children. The information about daily lifestyles and children’s QOL is useful,
where the QOL can be improved by changing the unhealthy lifestyle factors, such as diet,
exercise, sleep, and other aspects of children, specifically in school settings. It is
interesting issue and challenging to some extent to figure out the relationship between

some lifestyle patterns and QOL, where one of the major difficulties facing researchers



when trying to link lifestyle patterns to QOL is determine variables. For example,
socioeconomic status has a clear impact to QOL. Thus, it is hard to determine cause and
effect (Boixados et al, 2009), so the factors such as race, gender and socioeconomic status
will remain constant throughout the study period. Therefore, this study will be useful to the
decision-makers, planners and stakeholders who know that QOL is a multifactorial issue
(Boixados et al, 2009).

This study is an organized trail to understand the QOL concept from children’s

perspectives and the associations between children lifestyles and their QOL.

1.2 Research problem

The Palestinian community in the Gaza Strip was already victimized with a long-term
attack that affected all aspects. Where they have been subjected to three offensive
invasions during short lifespan, the children were drastically influenced. This was reflected
in their lifestyle and quality of life (Vostanis, 2014). Furthermore, all studies focused after
the war on the psychological state of children with neglecting other aspects such as their
life patterns and the quality of their life. Children are the masters of the future and them
vulnerable group; childhood is also the best time for children to gain right health behaviors
and practices (Emerson et al, 2015). Moreover, children can be useful change agents, as
they transfer what was learned at homes and school to their communities and to other
children. In future these children will be turned to be parents then they will be keen to
create right healthy patterns for their own children'.

In Gaza according to The Palestinian Central Bureau for Statistics - PCBS (2017), children
under 18 years forming 48% of Gaza‘s inhabitants and more than a quarter of the
population are school students. Thus, schools and homes could play an important role to
improve the lifestyle among children and therefore to improve their QOL, this could help

prevent any health problems in the later stages of life, so will benefit the entire society
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undoubtedly. Regrettably, a very little attention has been paid to children’ lifestyle and
their quality of life in the Gaza Strip so far, and this group has received inadequate
consideration in research.

Therefore, the study finding might help in determining the level of lifestyle among our
school children (boys and girls) and fill this gap of information may help policy makers to
identify the strengths and weaknesses areas and conducting suitable solution to develop the

lifestyle of children which may affect their quality of life; this is the core aim of this study.

1.3 Justification

Lifestyle defined as it is a way of life or style of living that reflects the attitudes and values
of a person or group (Abd El-Kader and Mohammad, 2013). A healthy lifestyle leaves you
fit, energetic and at reduced risk for disease, based on the choices you make about your
daily habits. Although there are many literature describing associations between healthy
eating, physical activity and QOL, the relationships need to be better characterized due to
their synergistic nature (Mclsaac et al, 2015a). There is robust evidence on the importance
of breakfast consumption (Hoyland et al., 2009), that child’s nutritional status may be
influenced by a diet that is lacking in overall food (nutrient insufficiency) or in important
micronutrients (nutrient deficiency) that help the brain and body function (Taras, 2005),
thereby having an impact on QOL. In other words, previous studies have found that the
benefits of breakfast consumption were observed most on measures such as memory,
errors on attention tasks and on-task behaviors (Mclsaac et al, 2015a). As well, there are
suggestions to support an association between energy expenditure through participation in
physical activities on improved cognitive health and function (Burkhalter and Hillman,
2011).

Today’s children are fundamental to the community because they are our future. They have

in their hands the change key for a successful future. Therefore, it is our duty attention to
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the health of our children. There is increasing interest in measuring QOL in children, but
this interest has developed without careful attention given numerous important issues.
Consequently, there is much diversity and confusion in this measurement area. Thus, the
purpose of this cross-sectional study is to examine the association between lifestyle
patterns with QOL among school children from different socio-economic levels in the
Gaza city.

The results that will be obtained from this study will give a clear picture about the pattern
of lifestyle and quality of life of students’ children in Gaza and bridge the gap of data

about this age group to conclude recommendation for relevant intervention.

1.4 Study objectives:

1.4.1 Aim

The overall objective of this study is to explore the association of lifestyle patterns with
quality of life among children from different socio-economic levels in the Gaza city. The
study is looking ultimately to provide decision makers with recommendations that might
help in promotion of wellbeing of children and their caregivers and to improve their life

styles.

1.4.2 Objectives

1. To identify the lifestyle pattern among children in Gaza city.

2. To appraise the status of quality of life among the children in Gaza city.

3. To ascertain the effect of life style patters on quality of life.

4. To recognize variations in quality of life in reference to socio-demographic factors.

5. To suggest possible recommendations that might enhance planning by policy makers to

improve the quality of life of children and their life style.



1.5 Research questions

1. What is the quality of life status and life style patterns of the surveyed population?

2. How satisfied people are about domains constituting the quality of life?

3. Which style will elicit high scores, and which ones will elicit low scores?

4. Which domains in the quality of life will elicit high scores, and which ones will elicit
low scores?

5. How do Gazans children differ from other countries in relation to quality of life status?
6. Are there differences in quality of life in reference to socio-demographic characteristics
age, gender, years of education, years of education of parents, employment status of
parents and other economic characteristics on quality of life status?

7. Among the life style variables under study, which ones are best predicting the quality of
life status, and by how much?

8. What are the feasible interventions that can be significant to promote the quality of life

of children and their life style?

1.6 Context of the study

This study is about the life style and QOL among schoolchildren in the Gaza strip, so the
geographical area and the socio economic, educational situation will affect it. However, it
is important to show some details about this context as follows:

1.6.1 Demographic context

Palestine lies on the western edge of the Asian Continent and the eastern extremity of the
Mediterranean Sea. It is bordered to the north by Lebanon and Syria, to the west by the
Mediterranean Sea, to the south by Egypt and the Gulf of Agaba, and to the east by Jordan,
whereas from the 26,323 km? land area of historical Palestine only West Bank and Gaza
Strip remained unoccupied with total area 6,257 km? (Palestinian Academic Society for the

Study of International Affairs - PASSIA, 2009). Gaza Strip represent a small piece of land
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lying on the coast of the Mediterranean Sea in the southern region of Palestine with its area
365 km? and constitutes 1.33% of total area of Palestinian territory land (PCBS, 2018a).
After the end of the First World War, historical Palestine was placed under the British
Mandate from 1948 to 1967 and the Gaza Strip was under the Egyptian Administration. In
June 1967, it was occupied by the Israeli army. Then according to Oslo agreement the
Israelis officially handled the Gaza Strip to the Palestinian Authority in 1994. In the year
2000, the Palestinians protested against the Israeli measures, and the second Intifada broke
out. The Israelis then fastened the siege and intensified their military operations against
Palestinians, where the political and socioeconomic situation started to deteriorate. In June
2007, the internal division occurred and Gazan people have begun to suffer from all kinds
of unrest (Ministry of Health - MOH, 2013)

Recent reports indicate that the Gaza Strip is among the most densely populated areas
worldly. According to PCBS (2017), the population density of 5,203 inhabitants per km?
and the total number of the Palestinian population residing in the Gaza Strip in mid-2016 is
around 1.88 million, concentrated mainly in 7 towns, 10 villages and 8 refugee camps and
Gaza Governorates are five: North of Gaza, Mid Zone, Khan Yonis, and Rafah. The
percentage of children aged 0-14 is more than 42.6% which increases the burden on the
health system and other systems (PCBS, 2017).

Such high population density, high growth rate, and young generation increase the burden
on the Palestinian healthcare system (Hamad and Pavanello, 2012). This in turn requires
careful planning from policy makers to invest this high percentage of young population to
develop a strong economy rather than leaving them for unplanned and unclear future with
possible increased unemployment and poverty levels and shortage in resources by

improved their lifestyle and QOL.



1.6.2 Socioeconomic characteristic

In recent years, the economic situation continued to deteriorate in the Gaza Strip after the
Palestinian legislative elections in 2006 and the Palestinian conflict, which lead to the gap
between the two sides in the Gaza Strip and the West Bank. Furthermore, the terrible
attack of Israeli military in December 2008, November 2012 and August 2014 in Gaza
Strip increase the burden of poverty due to the massive destruction of the public
infrastructure and utilities including water, sanitation, electricity, transportation networks,
educational institutions and homes (MOH, 2013).

Economic situation, poverty levels, education, peace, security, equity, women
empowerment and safe and healthy environment, all these factors interact together and
contribute to shaping the current health status in Palestine. However, the recent
deterioration in these entire factors in the current situation left 80 % of the population
relying on the international humanitarian aid (Palestinian Non-governmental Organizations
- PNGO, 2009; United Nations Relief and Works Agency for Palestine Refugees in the
Near East - UNRWA, 2016).

According to the PCBS in 2018b, poverty among individuals in the Gaza Strip was 38.8%
in 2011 while it jumped to 53.0% in 2017 with 37% increase, deep poverty percentages
also increased significantly in the Gaza Strip, as the deep poverty percentage was 21.1% in
2011 and became 33.8% in 2017 with an increase by around 60% (PCBS, 2018b). The
unemployment rate at the third quarter of 2017 was 46.6%, while among youth it stood at
64.9% and 71% among women (United Nations Office for the Coordination of
Humanitarian Affairs in the occupied Palestinian territory - OCHA, 2017a). People living
in poverty often go hungry and have limited access to safe drinking water, adequate
sanitation or healthcare services. They are more likely to live in dangerous environments

with low quality housing, in areas prone to natural disaster, dangerous traffic and/or higher



rates of conflict (Action on Disability and Development International, 2012). More than
half of the households in Gaza are either food insecure (44%) or vulnerable to food
insecurity (16%) (United Nation - UN, 2012) due primarily to a lack of economic means,

rather than a shortage of food in the local market.

1.6.3 Education System

In (2015-2016) according to Ministry of Education in Palestine, there are 2858; 714
schools in Gaza Strip and 2144 in West Bank where 2095 Government Schools, 349
UNRWA Schools and 412 private schools (PCBS, 2015a).

In Gaza Strip, there are 714 schools: 392 Government Schools, 267 UNRWA Schools and
55 private schools. The number of students in school is 523,880 (262,974 males and
260,906 females). Among these, there are 243,838 in Government Schools at rate of 46.54
%, 261,657 in UNRWA schools at rate of 49.95 % and 18,385 in private schools at rate of
3.51 %. In primary schools, there are 427,523 students at rate of 81.61 % (208,396
females, 219,127 males): 153,920 in Government Schools at rate of 36 %, 261,657 in
UNRWA schools at rate of 61.2 % and 11,946 in private schools at rate of 2.79 %. In
secondary schools, there are 96,357 students at rate of 18.39 % (52,510 females,
43,847males): 89,918 in Government Schools at rate of 93.32 %, 0 in UNRWA schools at
rate of 0 % and 6,439 in private schools at rate of 6.68 % (Ministry of High Education -

MEHE, 2016).

1.6.4 Health Status of School Children

The school is the next step after the family to teach children the skills and the development
of intelligence and acquire positive habits to achieve their goals in life later (Huitt, 2011,
Mondal, 2015). From the perspective of the Ministry of Education showed that there is a

very close and reciprocal relationship between general health and education. It has been



proven that the health of students have a significant effect on students' concentration and
their participation in classroom and other school activities which leads to positive changes
in their skills, academic achievement, lifestyle and QOL (MOHE, 2016). Kishore (2014)
observed that to learn effectively, children need good health. The deterioration of the
political, economic and social conditions resulting due to the blockade pressure and the
war in Gaza strip have led to a state of general frustration and appearance of some negative

practices especially on the children.

1.7 Operational definitions

The following operational definitions used in this study.

1.7.1 Lifestyle:

The lifestyle is the way of living of individuals, families, and societies which denote the
interests, opinions, behaviors, allocation of income and behavioral orientations and is
influenced by factors such as culture, family, reference groups, and social class (Wald et
al, 2014; Kontogianni, 2010 ).

1.7.2 Lifestyle Pattern:

According to different scholars, life style pattern can be defined as the way in which
people live to do their daily activities in their lives. Such as dietary habits, physical
activity, sleeping, hygiene and sedentary lifestyle (Kontogianni et al., 2010; Abd El-Kader
and Mohammad, 2013; Wald et al., 2014 and Stea and Torstveit, 2014).

1.7.3 Dietary Habits:

Dietary Habits are the habitual decisions of individuals or group of people regarding what
foods they eat. Proper dietary choices require the consumption of vitamins, minerals,

carbohydrates, proteins and fats (WHO, 2016a; CDC, 2012).
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1.7.4 Physical activity:
Physical Activity is defined as any bodily movement produced by skeletal muscles that

require energy expenditure (WHO, 2016b).

In this study, physical activity was classified according to the time spent and type of
physical activity. All times spent in each specific daily physical activity over 24 hours
were summed up to each other. The obtained number was multiplied by a specific factor
for each physical activity. The net result was added to 1.1 in order to give a specific score.

According to this score, the physical activity was classified into:

Sedentary: from level score 1.0 to 1.39,

Low active: from level score 1.4 to 1.59,

Active: from level score 1.6 to 1.89, and

Very active: from level score 1.9 and above (Rolfes, Pinna, and Whitney, 2006).

1.7.5 Sedentary Lifestyle:

A sedentary lifestyle is a type of lifestyle such as sitting, reading, watching TV, playing
video games, using the computer with little or no physical activity. This factor can
contribute to the many causes of death that could be prevented, where the wrong to follow
the lifestyle was linked to the negative consequences on health (Berg et al, 2016; Henson,

2013; Varo et al, 2003).
1.7.6 Body mass index (BMI):

A person’s weight in kilograms divided by the square of height in meters (BMI = wt. / ht?)

(CDC, 2015).
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1.7.7 Body mass index percentile (BMI percentile):
The BMI percentiles express a child’s because the weight and height change during growth
and development, as does their relation to body fatness, a child’s BMI must be interpreted
relative to other children of the same sex and age.
The level of BMI percentage:

e Underweight: Less than the 5" percentile.

e Normal or Healthy Weight: from 5" percentile to less than the 85" percentile.

e Overweight: from 85" to less than the 95" percentile.

e Obese: Equal to or greater than the 95" percentile (CDC, 2015).

1.7.8 Quiality of Life:
WHO defines Quality of Life as individual's perception of their position in life in the
context of the culture and value systems in which they live and in relation to their goals,
expectations, standards and concerns. It is a broad ranging concept affected in a complex
way by the person's physical health, psychological state, a level of independence, social
relationships, personal beliefs and their relationship to salient features of their
environment. (WHO, 2012).
The level of QOL.:
e High level QOL.: The status in which a person describes his/her life to be one close
his/ her ideal preferences. When operationalized, it reflects responses with points 4
and 5 in the used Likert scale from 1 to 5 (75-100%),
e Moderate (medium) level QOL: The status of at which, a person’s life reality is
around half the way into how his/her ideal preferences. The assumption is that the
moderate QOL level is expected from the responses lie around the mid of the used

Likert scale when operationalized (50-74%),
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e Low level QOL: The status at which a person describes his/her life to be far away
from his/her ideal preferences; the responses reported will be closer to the
minimum anchor of the evaluation scale when operationalized (below 49 %) as

concluded from WHO (1995) manual.

1.8 Study Layout

The study consists mainly from five chapters: introduction, conceptual framework and
literature review, methodology, results and discussion, conclusion and recommendation.
The first chapter presented general introduction to the study, where a brief background
regarding the subject of the study was provided. The researcher illustrated the problem
statement, justification for conducting the study, the general goal and specific objectives,
research questions, definition of terms and context of the study. The second chapter
included two parts; conceptual framework where the researcher provided a schematic
diagram of the conceptual framework of the study, and the second part presented the
literature review related to the study topic and variables. In depth detailed theoretical
inquiry including previous studies were presented to enrich the study. The third chapter
described methodology including study design, population, sample, instruments, pilot
study including validity and reliability of study instruments, ethical considerations and
statistical procedures. The fourth chapter presented the study results and discussion. The
researcher presented the results in form of figures and tables that make it easy for the
reader to understand and make comments. The results were discussed in relation to
available previous studies that directly related to the topic of this study and its objectives.
Finally, in the fifth chapter, the researcher presented conclusion, recommendations and
suggestions for further research that related to the study results and open a horizon for

other researchers to work on this conception and its effect on our work environment.
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Chapter Two

Conceptual framework and literature review

This chapter summarizes the arguments, studies, and claims pertaining to the lifestyle and
QOL of children as presented in the reviewed scholars, reports and local studies. This is
described after introducing the conceptual framework of this study which presents the
primary domains of lifestyle and QOL of children and potential correlates assumed among

them in this study.

2.1 Conceptual framework

A conceptual framework is an analytical tool used to guide their research studies. It
enables researchers to organize ideas and find links and relations between the existing
literature and their own research goals and objectives (Jabareen, 2009). The researcher
drew the conceptual framework based on the literature review and personal experience.
Figure (2.1) illustrated the variables that interact and affect the quality of life among
schoolchildren in Gaza city. All these factors interact in different degrees with each other,
consequently, affecting QOL either positively or negatively.

Most of the previous studies are concentrating mostly on the QOL among adolescents and
adult. In this study, the researcher tries to explore the relationship between the QOL and
the lifestyle among children. So, the study aimed to shed lights on the importance of this
relationship and the effect of the lifestyle and socio demographic factors on the QOL
among children. In the following, the researcher discussed the lifestyle and QOL

dimensions in more detailed description.
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Figure 2.1: Conceptual Framework - self constructed
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2.1.1 Socio demographic characteristics

Many studies showed a high positive relationship existing between the socio-economic and
demographic on the QOL of person (Pappa et al, 2009). On the other hand, these factors
affect on some lifestyle patterns such as dietary habit, sleeping and physical activity ... etc.
As shown in Figure (2.1), the researcher has included several socio demographic factors
such children's age, sex, educational level of parents, parents' employment status, family
structure (living with two parents, parents and grandparent (s), single parent), number of
siblings, etc. Children's family socioeconomic status (SES) was based mainly on paternal
employment status. Therefore, the researcher aimed to know the effect and the exploring

potential influence of the socio demographic factors on the lifestyle and QOL.

2.1.2 Lifestyle variables

Schools students experience transitional period from childhood to adolescent period that
could be characterized by changes in lifestyle patterns such as decreasing physical activity
and increasing sedentary behavior and changing in sleeping and dietary patterns (Crombie
etal., 2009).

Many studies have shown that the lifestyle among adolescent such as physical activity and
sedentary behaviors (For example; watching television, computer use, sitting for work,
chatting and studying), dietary habits are associated with the QOL (Chen et al, 2005;
Moksnes et al, 2013; Bolton et al, 2014).

The researcher in this study has investigated several students' lifestyle patterns such as:

(1) Dietary habits, including the frequency of eating breakfast , taking milk product at
breakfast, taking lunch, taking dinner and daily consumption of fruits and snack food

consumption;
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(2) Physical activity and sedentary behaviors, including preference for physical activity,
the frequency of physical activity, duration of television viewing, using computer and
video game playing , and method of transport to and back from school and exercise time
per week;

(3) Sleep habits: rising time, bedtime, sleep duration, etc.; and

(4) Hygiene practices.

These patterns have been shown to have a positive impact on QOL of adolescents. Now it
is worthy to be discussed and to identify the impact the lifestyle patterns on QOL of
children. Also, the researcher would like to examine if the socio demographic factors

effects on the lifestyle of children.

2.1.3 QOL dimensions

The QOL status is the dependent variable which has been made operational through
studying children perceptions and satisfaction about the quality of their lives. According to
the KIDSCREEN-52 instrument, the QOL measures ten domains, in the following the
researcher discussed the ten QOL dimensions in more detailed description.

Physical well-being: This explores the level of physical activity, energy, and fitness of the
children.

Psychological well-being: This examines the psychological well-being of the children,
including positive emotions and satisfaction with life.

Moods and emotions: This covers how much the children experiences depressive moods
and emotions, and stressful feelings.

Self-perception: This explores whether respondents perceive their bodily appearance
positively or negatively; body image is explored by questions concerning satisfaction with

looks as well as with clothes and other personal accessories.
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Autonomy: This looks at the respondent’s opportunities to create social and leisure time.
Parent relations and home life: This examines relationships with parents and the
atmosphere at home.

Social support and peers: This examines the nature of the respondent’s relationships with
other children.

School environment: This explores the perceptions of the children about their cognitive
capacity, learning and concentration, and their feelings at school.

Social acceptance/bullying: This covers the aspect of feeling rejected by peers in school.
Financial resources: This assesses respondents' perceptions of their financial resources.

In this study, the researcher aimed to determine the impact the lifestyle patterns on the
QOL among children and to what extent that demographic and economic variables affect
their lifestyle and QOL.

The dependent variable in this study is QOL among schoolchildren. While, the
independent variables compose of personal variable including demographic and
socioeconomic factors and the lifestyle variables (dietary habits, physical activity, sleeping
patterns and hygiene practices). These variables seem to affect the study concepts, but to

what extent? All of these queries were examined in this study

2.2 Literature review

2.2.1 Development periods in children and adolescents

WHO defines an adolescent as any person between ages 10 and 19. On the other hand,
WHO defines a child is a person 19 years or younger unless national law defines a person
to be an adult at an earlier age. However, in these guidelines when a person falls into the
10 to 19 age category they are referred to as an adolescent. Studies differ on the

classification of the class from 10 to 12 of the children or adolescents category. The
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consensus was that it was the beginning of adolescence period. WHO divided adolescent's
growth into three developmental stages based on physical, psychological and social
changes. These are early adolescence (10-<15 years), mid adolescence (15-<17 years) and
late adolescence (17-19 years). Adolescents make up roughly 20% of the total world
population where most of them live in the developing countries (WHO, 2005).
Adolescence is a period of rapid growth: up to 45% of skeletal growth takes place and 15
to 25% of adult height is achieved during adolescence. Adolescence is a unique
intervention point in the life cycle. The adolescent is considered the second most critical
period of physical growth in the life cycle after the first year, where, they growth spurt
begins at age 10-11 for females and 12-13 for males. During this period differences in
growth between the genders become apparent in the skeletal system, lean body mass, and
fat store. In females, fat cells increase and represent a large percentage of body weight, in
addition to changes in body image. In males, the lean body mass increases, muscle, and

bone, which represent a large percentage of body weight (Rolfes et al, 2006).

2.2.2 Understanding children’s lives

Children are a vulnerable group because of their immaturity and dependence, at the same
time; children are the most important natural resource. So, they must be at the very heart of
“development”. It is important also to recognize their potential and resilience. Their well-
being, capabilities, knowledge, and energy will determine the future of villages, cities, and
nations around the world. Additionally, a healthy child's vitality, inquisitiveness, and
readiness for new experiences can be unbounded (WHO, 2004; UNICEF, 2013).
Additionally, Children can maintain lifestyle habits throughout their lives if they are
established early. Where, the children from a young age start to formulate beliefs, ideas,

and attitudes about their health, lifestyle that effect on quality of their lives. So,

19



understanding their perception of health and health issues is of vital importance to
understanding how children and adolescents engage with their health and can result in both
short-term and long-term population health gains (Russell and Barker, 2005).

The WHO has reported that ‘The health of young people is significant for the well-being of
this age group and also for future public health’ (WHO, 2011b). Furthermore, article 12 of
the United Nations Convention on the Rights of the Child (2009) states: ‘The child has a
right to express an opinion and to have that opinion taken into account, in any matter or
procedure affecting the child, in accordance with his or her age and maturity’ (UN, 2009).
The UN Convention on the Rights of the Child has affirmed respect for children as a global
ideal. Palestinian Child Law (7) of 2004 stressed on the most important achievements and
the efforts made to improve the quality of life of children, and identify the obstacles that
prevent children from fulfilling their potential and ensuring their right to survival, growth,
life and participation (PCBS, 2015b). As well as highlighting the need for research to
ensure that ‘Children’s lives will be better understood’ (Department of Health and
Children, 2000). Children and adolescents-centered situation analysis may be important in
identifying, assessing and responding the particular needs of children and adolescents in
particular situations to ensure timely and quality services for them (Russell and Barker,

2005; PCBS, 2015b).

2.2.3 School-based research

Based on the principles of the WHO Ottawa Charter of 1986, the school has been
identified as a setting for health and health promotion, the Health Promoting Schools
concept was first introduced. The aim of this concept is to achieve whole of school
implementation, thereby addressing all stakeholders and realizing health promotion as a

coordinated school-wide activity (WHO, 2018). Areas of intervention as suggested by
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Mclsaac et al. (2015a) are school policies, the physical and social environment, the formal
and informal curriculum (individual health skills, action competencies), community links
and health services (Mclsaac et al., 2015b).

Another principle of the WHO Ottawa Charter, the school has been identified as a positive
and appropriate setting in which to reach children and adolescents for their opinions,
attitudes, behaviors, knowledge and feelings about their perception of health. The WHO
identified that ‘a health-promoting school can be characterized as a school constantly
strengthening its capacity as a healthy setting for living, learning and working” (WHO,
2017). In Palestine, Public Health Policy for Palestinian Children for the year 2012
identified the school as an important setting for health promotion activities (MOEHE,
2012).

Schools are settings where the health of children and adolescents can be identified and
where specific health issues can be addressed (St. Leger, 2004). In terms of research, the
structure of the educational system provides a ready-made sampling frame in terms of age,
sex, educational level, geographical area and so on. The school is a setting where access
and obtained to whole school classes, then data can be rapidly obtained by means of self
administered questionnaires completed in the classroom; such procedures have obvious
advantages over home visits or mail questionnaires (Oppenheim, 2003). Participation rates
are high and costs per respondent are low. The school survey generates relevant contextual
information on students, classes and schools. It can also generate contextual information on
the students’ households and the communities in which they live. School-based research
provides direct comparison of groups and individuals in the classroom (Hopkins, 2003).
With a promise of confidentiality, excellent results can be obtained from large numbers of

school children with the use of pre-coded questionnaires and many other closed techniques
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(Oppenheim, 2003). Therefore, schools provide a setting that is primarily the most
accessible for reaching children and adolescents.

However, there are many disadvantages for school-based research such as; it does not
reach children who are not in school or absence of children due to illness. Other
disadvantages of carrying out school-based research include limitations imposed on
research schedules by the school timetable, school holidays and examinations.
Additionally, the children tend to write much slower than they can read, so this can takes
greater time. Several fieldworkers may be needed in each classroom to help with spelling,
to answer questions and to distribute and collect questionnaires (Oppenheim, 2003).
Hopkins (2003) identified some disadvantages to classroom questionnaires, including:
effectiveness depends very much on the reading ability and comprehension of the child;
children may be fearful of answering candidly; and children will try to produce the ‘right’
answers. Despite these limitations, the schools are deemed a feasible setting for obtaining
the data and knowledge to identify the perceptions of children and adolescents on their

health and well-being.

2.2.4 Lifestyle patterns
2.2.4.1 Dietary habits

» Eating behavior
Children can maintain healthy eating and lifestyle habits throughout their lives if they are
established early. Children’s eating behaviors are fundamental to their health. Where, the
healthy eating habits start at home by teaching the children about healthy eating habits that
it can help the children maintain a healthy weight and normal growth. Also, the eating
habits when the children are young will help them maintain a healthy lifestyle when they

are adults (Campbell and Crawford, 2001).
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Nowadays childhood and adolescents obesity is a global concern because dramatic
increase of its prevalence worldwide (WHO, 2003; Hruby and Hu, 2016). It is a risk factor
for different chronic diseases (CDC, 2017; NIDDK, 2015). Moreover, it is associated with
negative impact on mental, physical and social functions in children (WHO, 2005; Reilly
and Wilson, 2006). In Arab countries, it has reached to alarming figures with prevalence
rates ranging from 25% to 60% (Musaiger et al, 2011). Energy imbalance such as
excessive energy intake and physical inactivity is the most significant cause for obesity and
its related chronic diseases such as type 2 diabetes, metabolic syndrome, and high blood
pressure (Lobstein et al, 2004). Dramatically change of adolescence lifestyle behavior and
dietary habits during past three decades as result of modernization which characterized by
excessive intake of energy, fat and salt became common habits (Musaiger et al, 2011).

Eating a nutritious breakfast regularly is an important diver to a healthy lifestyle and health
status. Many studies have shown a significant relationship between skipping breakfast and
obesity among children (Taskar et al, 2010; Goon and Islam, 2014; Okada et al, 2018).
Breakfast skipping is also associated with an increased risk of obesity (Goon and Islam,
2014). Okada and colleagues (2018) explained that children whose mothers or fathers
skipped breakfast were more likely to skip breakfast and had significantly increased risk of
overweight or obesity. Parental attitudes effect on their children, where Brown and Ogden
(2004) explained that the children aged between 9 and 13 in southern England whose
parents indicated greater attempts to control their child’s diets reported higher intakes of
both healthy and unhealthy snack foods. In addition, parental control has a differential
impact depending upon whether this control is focused on the child’s diet or on other
aspects of their behavior. Taskar and colleagues (2010) explained that skipping breakfast
was significantly greater among adolescents (aged 14 to 18 years) 31.5% compared to

children (aged 9 to 13 years) 20%. Prevalence of obesity (body mass index >95th
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percentile) was higher in adolescents, and study in Lithuania showed that the prevalence of
overweight and obesity among 7-17 years old children and adolescents was more prevalent
in younger age. Meals frequency, breakfast skipping, paternal education and
unemployment as well as a family history of arterial hypertension were found to be
associated with children’s and adolescents' overweight/obesity (Smetanina et al., 2015).
Daradkeh and colleagues (2015) showed the prevalence of obesity and overweight was
significantly higher among males (25.6%) than in females (23.7%) among Qatar
adolescents aged 15 to 18 years (Daradkeh et al, 2015). The number of eating episodes was
inversely associated with the risk of obesity. Furthermore, it was reported that the risk of
obesity would increase, if the number of meals were three or fewer per day (Yunsheng et
al., 2003). Irregular main meal intake may be associated with poorer lifestyle factors and
decreased diet quality compared to regular main meal intake. (Sjoberg et al., 2003).

Al-Rethaiaa and colleagues (2010) reported that the most common eating habits developed
among Saudi students were eating with family, having two meals per day including
breakfast, together with frequent snacks and fried food consumption. EIl Qudah and
colleagues (2012) investigated the fast food consumption, eating patterns and physical
activity habits among Saudi Arabia college students; they found that about 15.7% of the
study participants skip their breakfast daily. Both males and females eat their meals
irregularly, as well as, more than half of the students stated that they consume fast foods;
the proportion of females consuming fast food was higher (64.9%) than the males (51.4%)
and the difference was statistically significant (El Qudah et al., 2012). As well as, Bin Zaal
and colleagues (2009) found a significant relationship between snacking in between
breakfast and lunch and obesity among girls, while, midnight snacking was significantly
associated with obesity among boys. The obesity risk was higher among girls who always

consumes midnight snacks.
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In addition, the frequency of eating fast food was significantly related to obesity among
girls (Bin Zaal et al., 2009). Al Muammar and colleagues (2014) found no significant
differences between BMI category and dietary pattern and lifestyle among female
adolescent students (age 12-15 years) at schools in Riyadh. Also, about half the students
(53.3%) were within normal weight, 28.6% were underweight, 12.4% overweight and
5.7% obese. The majority of the students did not have healthy dietary or exercise habits
(Al-Muammar et al, 2014).

A cross-sectional study was carried out to explore the double burden of under nutrition and
obesity in Palestinian schoolchildren in West Bank, the researcher reported that the
prevalence of stunting was 7% and underweight 3%. Around 12% of students were
overweight and 6% obese. The hunger index was negatively associated with height for age.
Factors associated with being underweight were male sex, the mother being unemployed,
and households not having enough food to eat for at least 2 days in the previous month.
Factors associated with obesity were older age and time spent watching television. When
overweight and obesity were combined in the analysis, they were inversely associated with
increasing number of days spent playing sports. (Massad et al., 2016). In Gaza Strip, Abu
Nada and colleagues (2013) investigated the zinc nutritional status among early
adolescents in the Gaza Strip; they found that the prevalence of high body mass index and
stunting was 29%, 7.6% respectively. The stunted males (8.8%) were more prevalent than
the females (6.4%). 49% of the females live in sedentary lifestyle, whereas 55% of the
males practiced active and very active leisure physical activity (Abu Nada et al, 2013).

On other aspect, the increase of non-communicable diseases at all ages has fostered the
general concern for sustaining population health worldwide. Unhealthy lifestyles and
dietary habits impacting physical and psycho-social health are well known risk factors for

developing life threatening diseases. Identifying the determinants of quality of life is an
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important task from a public health perspective. Consumer-reported outcome measures of
health-related quality of life (HRQOL) are becoming increasingly necessary and relevant
in the field of nutrition. However, quality of life questionnaires are seldom used in the
nutrition field (Guyatt et al, 2007). Cash and colleagues (2012) reported that the dietary
behaviors related of obesity and higher BMI are significantly associated with decreased
QOL and productivity to different degrees in women and men (Cash et al, 2012). Many
studies showed the QOL generally improved after participating in behavioral weight loss
interventions. The several different dietary approaches (low carbohydrate, low calorie, low
fat, combinations) were recommended to improve the QOL. However, findings revealed a
lack of evidence to definitively determine whether reported changes in QOL were a result

of weight loss or independent of it (Carson et al, 2014).

» Food groups consumption

Food pyramid (or diet pyramid) is an easy tool representing the optimal number of servings
to be eaten each day from each of the basic food groups. As a general rule, a nutritionally
balanced diet should include at least 3 of the 5 food groups at each meal and the snacks
should contain two groups. The USDA Food Guide Pyramid and the MyPyramid had six
food groups. However, the latest food guide, MyPlate, has five: (1) Grains for fiber and
energy, (2) Fruits for fiber and vitamins, (3) Vegetables for fiber, vitamins, and minerals,
(4) Dairy for calcium, vitamins, and protein, (5) Meat, fish, and beans for protein (Cataldo
et al., 2003; CNPP, 2017).

The Food Guide Pyramid was designed by USDA Food Guide Pyramid and the
MyPyramid. It is an easy tool to build healthy eating habits and lifestyles for kids, with
equal emphasis on diet and activity. Additionally, it considers the age, gender, weight,

height and the amount of physical activity of the child to come up with a personalized meal
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plan. The food guide pyramid presents the daily food guide in images. Parents can use the
images and activities to encourage their children to eat healthy foods and keep away junk
foods. Teachers can also use the food pyramid to introduce the idea of nutrition and
healthy eating in school (Cataldo et al., 2003; Smolin and Grosvenor, 2008; CNPP, 2017).
The food pyramid has a pyramid shape; the grains/ cereals at the base in pyramid, grains
are the foundation of healthy diet. Then fruits and vegetables share the next level of the
pyramid, followed by meat and milks with smaller section before the top. Finally, fats, oils,
and sweets at the top of the pyramid, namely that food should be in a very little amount in
the diet.

Literature shows inconsistencies about the mechanisms for the association between fruit
and vegetable intakes and body weight (Yao and Roberts, 2001). Bazzano and colleagues
(2002) found significant decreases in BMI as fruit and vegetable intake increases among
the participants. Fruits and vegetables with low calories and high water content, so that it
could increase satiety and decrease body weight (Bazzano et al., 2002). According to the
Food Guide Pyramid, it is recommended to consume grains food six to eleven servings
each day (Cleveland et al., 2000). Many studies have revealed an inverse dose-response
relationship between the BMI with the whole grain intake (Steffen et al., 2003). Diets rich
in whole grain are associated with a healthier dietary profile, including greater intakes of
fruits and vegetables, fiber, iron, zinc, calcium, folate, and vitamin E and lower intake of
saturated fatty acids, meat, cholesterol (McKeown et al., 2002; Liu et al., 2003 and Steffen
et al., 2003). Where, the grains are rich sources of dietary fibers, starch, vitamins, minerals,
complex carbohydrates, phytoestrogens, antioxidants and other substances which regulate
the body weight and reduce the insulin resistance and cardiovascular disease risk factors
(Anderson et al., 2000). The whole grains are characterized by high-fiber content, which

may protect against weight gain or promote weight loss (McKeown et al., 2002).
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High fiber diets decrease energy intake due to its bulk, low energy density and through
promoting earlier satiety which helps in losing weight (Koh-Banerjee et al., 2003).
Additionally, high fiber diets also slow starch digestion or absorption, this lower insulin
and glucose responses to induce the oxidation and lipolysis of fat rather than its storage
(Liu et al., 2003). Ying Lee and Lin (2005) reported that the frequency of physical
exercises was found to be positively associated with normal weight and that sedentary
behavior was negatively associated with normal weight and positively associated with
overweight among children of ages between 12 and 18. Also, the consumption of low fat
milk, other dairy products, fruits and legumes is negatively associated with the
probabilities of being at risk for overweight and overweight among school-age children. In
contrast, increasing consumption of soft drinks, fat and oils, and sodium appears to be the
major dietary factors that positively associated with childhood overweight (Ying Lee and
Lin, 2005).

Daradkeh and colleagues (2015) showed eating habits among the Qatar adolescents aged
15 to 18 years that frequency of foods intake (fruits, milk and energy drinks per week) was
significantly higher among males than females, while intake of (sweets, French fries and
cake/doughnuts) was higher among females than among males (Daradkeh et al, 2015). In
Palestine, a cross-sectional study was carried out to describe the food habits and physical
(in) activity patterns and to investigate the relationship with socio demographic factors
among Palestinian school-aged children. The researchers reported that adolescents in the
West Bank consume more fruit, meat, chicken, sweets and soft drinks, but less vegetables
than adolescents in Gaza (P<0.01). Girls reported more daily consumption of fruit,
vegetables, and sweets than boys (P<0.001), and less consumption of soft drinks, milk,

meat and chicken (P<0.01) (Al-Sabbah, 2007).
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2.2.4.2 Physical activity and sedentary behavior

Physical activity is an important lifestyle and defined as any bodily movement produced by
skeletal muscles that require energy expenditure (WHO, 2016b). Regular physical activity
in childhood and adolescence is important for promoting lifelong health and well-being
and preventing various health conditions (US, 2008a; Janssen and Leblanc, 2010). The
2008 US Physical Activity Guidelines for Americans recommend that children and
adolescents aged 6 to 17 years should have 60 minutes (1 hour) of moderate to vigorous-
intensity physical activity each day to ensure healthy development (Ulijaszek, 2007; Krebs
et al., 2007; US, 2008b). Also, WHO (2010) released recommendations for physical
activity levels for promoting and maintaining health among children. Where the WHO
recommends the children and youth aged 5-17 should accumulate at least 60 minutes or
more of physical activity each day and the amounts of physical activity greater than 60
minutes provide additional health benefits, also most of the daily physical activity should
be aerobic. Vigorous-intensity activities should be incorporated, including those that
strengthen muscle and bone, at least 3 times per week (Haskell et al., 2007; WHO, 2010).
Unfortunately, many children and adolescents do not meet the recommendations set forth
in the WHO recommends or physical activity guidelines for Americans (NPAP, 2016).
Physical activity is an important lifestyle related to well being of individuals. Regular
physical activity program in childhood and adolescence promote health and are associated
with substantially reduced risk of chronic diseases and also contribute to improving school
performance (Abudayya et al, 2007).

Regular moderate physical activity results in many health benefits for adults. For example,
it improves cardio-respiratory endurance, flexibility, and muscular strength and endurance.
Physical activity may also reduce obesity alleviate depression and anxiety and build bone

mass density. Specific forms of physical activity and exercise in which young people might
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participate include walking, bicycling, playing actively, participating in organized sports,
dancing and doing active household chores. Regular physical activity among children and
adolescents with chronic disease risk factors is important. It decreases blood pressure in
adolescents with borderline hypertension, increases physical fitness in obese children, and
decreases the degree of overweight among obese children. The international consensus
conference on physical activity guidelines for adolescents recommends that all adolescents
should be physically active daily, or nearly every day, as part of play, games, sports, work,
transportation, recreation, physical education, or planned exercise (Phongsavan, 2004;
WHO, 2010).

Recently, both developed and developing countries have had reported a significant
alarming increase in physical inactivity among young adults (Kohl et al., 2012). Our
modern lifestyle and all the conveniences made us sedentary. Sitting around in front of the
TV or the computer, riding in the car for even a short trip and using elevators instead of
stairs all contribute to our inactivity, where the physical inactivity is as dangerous to our
health (Clarke, 2015).

Rey-Lopez and colleagues (2008) have found a positive association between television
watching and obesity among children and adolescents. Watching TV seemed to be the
most sedentary behavior affecting overweight and obesity among them (Rey-Lopez et al.,
2008). Additionally, physical inactivity and poor diet are potential risk factors for chronic
diseases, especially cardiovascular disease. It is noteworthy that the physical activity
measurement is described by the combination of information on the type, frequency,
intensity, and duration of activity over a specified period (WHO, 2010). Many studies have
pointed out that sedentary behaviors, such as watching television, computer use, sitting for
work, chatting and study purposes, are highly associated with overweight and obesity (Hu,

2003; Must and Tybor, 2005; Miller, 2010; Owen et al., 2010).
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Additionally, the literature showed that higher levels of sedentary behaviors are associated
with decreased quality of life, increased risk of depression, and weaker cognitive
functioning (lannotti et al., 2009; Miller, 2010; Teychenne et al., 2010; Syvaoja et al.,
2014). In the most study showed the boys are more physically active than girls, Huang and
colleagues (2002) confirmed that male students are more likely to be engaged in aerobic
exercise with more days per week than female. Furthermore, students aged < 19 years
were more likely to practice aerobic exercise than students aged > 20 years, this means that
the level of physical activity may decrease by time (Huang et al., 2002). Al-Hazzaa and
colleagues (2013) pointed a very high proportion (84% for males and 91.2% for females)
of Saudi young adolescents spent more than 2 hours on screen time daily and almost half
of the males and three-quarters of the females did not meet daily physical activity
guidelines (Al-Hazzaa et al, 2013). Guthold and colleagues (2010) have described and
compared the levels of physical activity and sedentary behavior in schoolchildren from 34
countries across five WHO Regions. Where, the analysis included 72,845 schoolchildren
from 34 countries that participated in the Global School-based Student Health Survey
(GSHS). The study findings have revealed very few students engaged in sufficient physical
activity. Across all countries, 23.8% of boys and 15.4% of girls met recommendations,
with the lowest prevalence in Philippines and Zambia (both 8.8%) and the highest in India
(37.5%). The prevalence of walking or riding a bicycle to school ranged from 18.6% in
United Arab Emirates to 84.8% in China. In more than half of the countries, more than one
third of the students spent three or more hours per day on sedentary activities, excluding
the hours spent sitting at school and doing homework (Guthold et al, 2010).

In Palestine, the boys were more physically active than girls, with those in West Bank
more physically active than those in the Gaza strip (Husseini et al, 2009). In addition,

students in UNRWA schools in the Gaza strip practice ten minutes of physical activity
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daily before starting the educational day. Moreover, through the researcher worked in Gaza
schools, whether UNRWA, government and private schools, she found the students
obtained forty-five minutes weekly for physical activity through sports class whether it was
UNRWA, governmental or privet schools. However, some of the students especially girls
did not participate in this activity. In return, some active students especially males try to
practice around 15 minutes additional physical activity during the break time. Al-Sabbah
and colleagues (2007) reported that boys were physically more active than girls (P<0.01),
whereas girls reported doing more homework (P<0.001). Both boys and girls reported less
physical activity with increasing age (P<0.001) in West Bank and from the Gaza Strip (Al-

Sabbah, 2007).

2.2.4.3 Sleeping patterns

Sleep habits are another type of lifestyle that sleep is defined as a naturally recurring state
of mind and body, characterized by altered consciousness, relatively inhibited sensory
activity, inhibition of nearly all voluntary muscles, and reduced interactions with
surrounding (Bethesda, 2017).

Healthy sleep is increasingly recognized as an important determinant of children and
adolescents health. Where the healthy sleep requires adequate duration, appropriate timing,
good quality, regularity, and the absence of disturbances and disorders. Shalini Paruthi,
MD, Pediatric Consensus Panel moderator and the fellow of the American Academy of
Sleep Medicine, said in a statement (AASM), "Healthy sleep is not only dependent on
sleep duration, but also appropriate timing, regularity, and sleep quality”. Also, sleep
duration is a frequently investigated sleep measure in relation to health outcomes. Many
studies have shown that adequate sleep duration is associated with better attention,

behavior, cognitive functioning, emotional regulation, and physical health among children.
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While inadequate sleep may affect daytime cognitive functions, academic performance,
behavior, emotional regulation, weight and the risk of accidental falls (Ciccone, 2016).
Parents report sleep difficulties in 10-75% of children worldwide, ranging from transient
benign behavioral problems to more persistent and severe conditions such as the sleep

apnea syndromes (Petry et al, 2008; Mindell et al, 2011)

Now it is worth knowing, how much sleep is needed for optimal health in children?

The American Academy of Sleep Medicine (AASM) has released consensus
recommendations for the amount of sleep needed to maintain optimal health in children
and adolescents. Where, the AASM recommendations are: 1) Infants 4 to 12 months
should sleep 12 to 16 hours per 24 hours (including naps) on a regular basis to promote
optimal health. 2) Children 1 to 2 years of age should sleep 11 to 14 hours per 24 hours
(including naps) on a regular basis to promote optimal health. 3) Children 3 to 5 years of
age should sleep 10 to 13 hours per 24 hours (including naps) on a regular basis to promote
optimal health. 4) Children 6 to 12 years of age should sleep 9 to 12 hours per 24 hours on
a regular basis to promote optimal health. 5) Teenagers 13 to 18 years of age should sleep

8 to 10 hours per 24 hours on a regular basis to promote optimal health (Ciccone, 2016).

All lifestyles interact with each other and each pattern affects the other in a positive or
negative way. Several studies have explored the association between sleeping patterns and
other lifestyle patterns as dietary behavior or physical activity etc. Paruthi and colleagues
(2016) have examined the amount of sleep needed to promote optimal health in children
and adolescents and found it associated with better health outcomes including improved
attention, behavior, learning, memory, emotional regulation, quality of life, and mental and
physical health. Regularly sleeping fewer than the number of recommended hours is
associated with attention, behavior, and learning problems. Insufficient sleep also increases

the risk of accidents, injuries, hypertension, obesity, diabetes, and depression. Insufficient
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sleep in teenagers is associated with increased risk of self-harm, suicidal thoughts, and
suicide attempts (Paruthi et al, 2016). Additionally, the association of physical activity
with distinct aspects of sleep has been the subject of much research (Youngstedt, 2005).

People sleep significantly better and feel more alert during the day if they get at least 150
minutes of exercise a week, a new study concludes. A nationally representative sample of
more than 2,600 men and women, ages 18-85, found that 150 minutes of moderate to
vigorous activity a week, which is the national guideline, provided a 65 percent
improvement in sleep quality. People also said they felt less sleepy during the day,
compared to those with less physical activity. “Increasingly, the scientific evidence is
encouraging as regular physical activity may serve as a non-pharmaceutical alternative to
improve sleep”, said Brad Cardinal, a professor of exercise science at Oregon State
University and one of the study’s authors (Cardinal, 2011). Woods and Scott (2016)
reported a positive association between sleep quality duration and increased levels of used
the social media. Also, the poorer sleep quality was associated with higher anxiety and

depression (Woods and Scott, 2016).

Bawazeer and colleagues (2009) have examined the relationship between sleep pattern and
obesity among Saudi students, aged between 10 and 19 years. It was reported, that the
sleeping for seven hours or less was significantly associated with increasing the risk of
obesity among both boys and girls (Bawazeer et al., 2009). Many studies have proven that
the short sleep duration among children is associated with increased risk of obesity during
adolescence (Calamaro et al., 2010; Lumeng et al., 2007; Lytle et al., 2012; Snell et al.,
2007; Van Cauter, 2010). “Sleep is essential for a healthy life, and it is important to
promote healthy sleep habits in early childhood”, “It is especially important as children
reach adolescence to continue to ensure that teens are able to get sufficient sleep”. Shalini

Paruthi said in a statement. (Ciccone, 2016).
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2.2.4.4 Hygiene practices

» Hygiene
Hygiene is a term which essentially means cleaning the body or the direct environment of
people and the point of sanitation that may be well thought-out hygienic that depends on
the situations (SCA Group, 2016). The principle of adopted hygiene is to focuses on
recognizing the key routes by which pathogens are spread, and intervening at serious
points at the suitable time to decrease the hazards of transfer of contamination, as well as
distinguishing the value of sustaining exposure to our environment (IFH, 2012). According
to Erkal and Shahin (2011) stated that hygiene is a personal matter, as well as personal
hygiene is defined by Hassan (2012) as the basic concept of cleaning, training and it is the
first step to good health. Additionally it is reflect as one of the most essential part of our
daily lives at home and at workplace which helps us to keep ourselves and protect us with
worthy health. Moreover, hygiene is the practice of protecting oneself and one's
environments clean, mainly in order to prevent diseases or the spread of infections (IRC
and UNICEF, 2004). Hygiene has been studied from various perspectives, including that of
history. Where, Muslims throughout the world have very high standards of personal
hygiene, because Islam seats great highlighting on both physical and spiritual, hygiene and
cleansing (Stacey, 2009). Additionally, Fischman (2000) supported the idea by giving an
example that Islamic teaching emphasizes the use of a special wooden stick, called Siwak,
for cleaning the teeth and preventing bad breath.
A good number of the verses of Holy Quran and traditions of Prophet Mohammad deliver
best guideline for human beings in order to enjoy the maximum standard of personal
hygiene than other people of the world (Bhat and Qureshi, 2013).
WHO and UNICEF have identified hand washing with soap, before and after eating, after

defecation and before preparing food; safe disposal of faeces and use of latrines; safe
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weaning food preparation, water handling and storage as the key hygiene behaviors
(Shammi and Morshed, 2013). In addition, hand washing with soap and water has been
reflected a measure of personal hygiene (Patel, 2011).

A review of different definitions of hygiene introduced by researchers, experts, and studies
agrees that hygiene promotes wellbeing, protection, and health consequently the QOL of

individual.

» Hygiene and Health

Over the past century, hygiene improvements became a major role in reducing morbidity
and mortality at community and individual level. Such as healthy living conditions and
practices, clean water, and sewage facilities, particularly from infections that transmitted
by the feco-oral and direct contact routes (Aiello and Larson, 2002). The hygiene and
human health are closely associated to each other, where undertaking antibiotic resistance
is a global priority in health and hygiene is a means to reduce the silent epidemic
transmission of resistant tensions in the community (Huuhtanen and Laukkanen, 2006;
IFH, 2012).

Hygiene, including personal hygiene is of great importance for individuals and
communities, also it is the most important factor in health promotion and disease
prevention since the safety and well-being of any society is linked to the health status of its
individuals (Aiello and Larson, 2002). On other hand, individuals who do not look after
their personal hygiene i.e., dirty clothes, body odour and bad breath will suffer from
discrimination and this will principally lead to mental problems (Hassan, 2012).

Suitable supplies of safe drinking water and appropriate disposal of sewage within
communities, joined with personal hygiene practices, such as regular hand washing,

decrease the transmission of anti-hepatitis “A” virus (Franco et al., 2012). Also, more
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frequent showering and bathing has also been implicated as a major change in society over
the last half-century (Bloomfield et al., 2012). In the same context UNICEF report in 2009
declared that improvements in access to safe water and adequate sanitation, along with the
promotion of good hygiene practices (particularly hand washing with soap), can help
prevent and avoid childhood diarrhoea (UNICEF, 2009). In reality, diarrhoea is one of the
consequences of poor hygiene, given that diarrheal diseases are the second leading causes
of death in children aged less than 5 years worldwide (You et al., 2010). An estimated 2.5
million cases of diarrhoea occur annually in these children, with Asia and southern Africa
accounting for more than half of them (Boschi-Pinto, et al., 2008). The World Health
Organization (2001) estimates that diarrhea and respiratory infections are the main
responsible for two-thirds of child deaths. Moreover, diarrheal diseases are endemic in
countries where the water and sanitation infrastructure is poor (Cairncross and Valdmanis,
2006). As well, an estimated 88 % of diarrheal deaths worldwide are referring to unsafe

water, insufficient sanitation and poor hygiene (UNICEF, 2009).

» Hand Washing and Health
WHO (2009) defined hand washing as any action of hygienic hand antisepsis in order to
reduce transient microbial flora, whereas generally performed either by hand rubbing with
an alcohol-based formulation or hand washing with plain or antimicrobial soap and water.
Hand washing is considered to be the main control for disease spread during food
preparation and as one of the most effective ways to diminish the risk of diarrhea and it can
help to inhibit diarrheal organisms’ attainment of the environment and prevent the
consequent uncleanness of food and water (Ejemot et al., 2009; LSHTM et al., 2012). For

this reason, detailed consideration must be given to hand hygiene (EU; ASEAN, 2005).

37



Hand hygiene, when done properly, is the single most effective way to prevent the
transmission of infection, where the major infection foundations may include raw food,
pets, soiled nappies, dirty surfaces and reservoir sites such as toilets, sneezing, coughing
and transfer of nasal secretions to the hands. Consequently, this practice should become the
first priority to be presented to the community (IFH, 2002; HUC, 2007; Usfar et al, 2010).
It is principally important in schools, where many things are shared between students such
as: desks, books, pencils, food, and even microbes. Without correct hand cleaning, a single
infection can quickly spread among students, teachers, family, and friends (Columbus
public health, 2009). According to Bloomfield and colleagues (2007) explain the hand
washing intervention studies offer data supporting the causal link between hand
uncleanness and infectious disease spread, defining the significance of hand hygiene
relative to other hygiene practices, such as surface and cleaning cloth hygiene (Bloomfield
et al., 2007). Additionally, the Tansey (2010) said the child caregivers should talk with and
regularly remind children of when to wash their hands, including before and after meals,
after going to the toilet, after playing outside with sands and after painting, and other
activities. Moreover, due to shortage of time, limited access to hand hygiene facilities and
lack of promotion or education, some students do ineffectively wash their hands on a
regular base (Tansey, 2010). This may put them at risk for diseases and sicknesses such as
colds or the flu which can be spread easily to other students and school workers (HUC,
2007). So, for many years hand washing with soap and water been reflected as a measure

of personal hygiene (Rama et al., 2011).
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2.2.5 Quality of life (QOL)

Since the early 1970s, the QOL concept has increased attention in research or clinical
practice. Where, the QOL has been of dominant importance for evaluating the quality and
the outcomes of health. Despite its value, there is still no consensus on the definition or
proper measurement of QOL. Some articulate that there is more misunderstanding on what
quality of life means compared it with any other concept in social, medical, and
psychological research because it multi-axes (Dijkers, 2005; Veenhoven, 2006), in
addition to the lack of a single tool to measure QOL (Almarshad, 2015).

Newly, social researchers evaluated the quality of life by assessing socioeconomic status,
housing, education, and neighbourhoods. A standard definition of quality of life has not
been agreed because the quality of life is a vague concept and a multidimensional term
(Bowling, 2001).

QOL is the general well-being of individuals and societies, outlining negative and positive
features of life. It observes life satisfaction, including everything from physical health,
family, education, employment, wealth, religious beliefs, finance and the environment
(Barcaccia et al, 2013). Additionally, the WHO defines the QOL as "an individual's
perception of their position in life in the context of the culture and value systems in which
they live, and in relation to their goals, expectations, standards and concerns. It is a broad-
ranging concept affected in a complex way by the person's physical health, psychological
state, level of independence, social relationships, and their relationships to salient features
of their environment” (Forward, 2003; WHO, 2012).

There are two aspects of this definition; the first one, the QOL is a subjective concept that
refers to positive and negative aspects of life, the second, the QOL appears to be a
comprehensive and multidimensional concept. Thus, all the health professionals should

give special attention to not only the influence of the physical health status of the patients
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or any person, but also to their patients® satisfaction with their physical, psychological, and
social functioning that equal QOL (De Vries, 2001; De Vries and Drent, 2006).

The most appropriate definition of QOL is satisfaction with life. It reflects the degree to
which a person completely evaluates the overall subjective and objective components of
his or her life. Furthermore, QOL refers to the level of enjoyment and satisfaction with the
life led so far. Other definitions of QOL have been to emphasizing components of
happiness and satisfaction with life (Al-Attiyah and Nasser, 2016). Quality of Life
Research Unit (2015) defended the quality of life as the degree to which a person enjoys
the important possibilities of his or her life.

As we mentioned the QOL is a broad, complex and multidimensional concept, which
includes an assessment of the ability of the individual to meet their needs and how they
react to the limitations they face. It is therefore, subjective, individualized and difficult to
measure but its assessment is crucial to a holistic understanding the life of the individual.
QOL has been developed as a worldwide concept that is affected by several factors.
Besides, it is considered that individuals are the only ones who can dependably estimate
their own QOL (Post, 2014). The situation of individuals, religion, and culture influences it
(Patel, 2006).

Synopsis of hadith, QOL is affected by the environmental, socio-economic and health
conditions in which an individual finds himself. The dimensions of QOL include

psychological health, physical health, social relationships, and environment.

2.2.5.1 Health-related quality of life (HRQOL)
Health is a complex concept with many components, although health is assessed through
classical health indicators derived from the biomedical model. The Global Strategy for

Achieving the Sustainable Development called for greater emphasis on prevention and
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promotion to children’s health and well-being (UNICEF, 2015). The WHO defines the
health: ‘Health is a state of complete physical, mental and social well-being and not merely
the absence of disease or infirmity’ (WHO, 2011a). This definition carries an important
expansion in the health perspective, which is not only understood by physical indicators,
but also includes how a person feels, psychologically and physically, and how to manages
with other persons and adapt with everyday life (WHO, 2012; Jadad and O'Grady, 2008;
Taylor and Marandi, 2008).

In recent years, HRQOL is increasingly gaining importance in the health field and is
becoming a central research theme. Although experts continue to disagree on the definition
of quality of life, there seems to be a consensus that definition of HRQOL, where it is a
broad multidimensional construct and is relevant on many levels to almost all levels of
human function, also it considers the level of physical, psychological, and social
functioning, and that it includes abilities, relationships, perceptions, life satisfaction, and
well-being (Barcaccia et al, 2013). Researchers are not concerned in quality of life in its
wide sense in health research, thus, the HRQOL has been introduced into epidemiology to
provide a descriptor of perceived health in the population as a basis for planning,
monitoring and evaluating health-related interventions. The measurement of health-related
quality of life is a subjective assessment of one's own -welfare- a perception to the degree
of satisfaction with an ability to perform and control different facets of one's life
(Molassiotis et al., 2001).

Research has shown that including HRQOL in child and adolescent health surveys is
feasible. Hence, many projects and questionnaires have developed to examine the physical,
emotional and social aspects associated with individuals' health. These multidimensional
instruments measure the impact of health problems on general health status, and allow for

a common metric to compare between different diseases. It should be noted that the
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HRQOL can be assessed using either a generic or a disease -specific questionnaire, the
WHOQOL and Medical Outcomes Study short form health surveys, SF-36 are an example
of a generic HRQOL questionnaire and KIDSCREEN project to the measurement of child
and adolescent HRQOL. These questionnaires are designed to measure the most important

aspects of HRQOL.

2.2.5.2 Health-related quality of life in children and adolescents

Over recent years, while the quality of life research in adults has progressed, the quality of
life in children has not been extensively researched. In addition, the literature was apparent
that studies related to the quality of life research of children only pertain to 13% of the
studies related to adults. Also, the assessment instruments from the literature and their
application in studies are very rare. It is worth mentioning that the development of quality
of life research in children has occurred in three phases, starting to emerge in the late
1980s and continued to evolve even to the mid-1990s, final phase recently began about
1995 and still going on. The first phase was concerned with how to assess quality of life in
children as a theoretical concept; the second phase consists of constructing and developing
quality of life measures for children; and the third phase concerns the application of these
measures in clinical and epidemiological studies (Pennacchini et al, 2011).

For research reflecting children's views about well-being (QOL) is a developing area.
There is increasing number of general questionnaires that assess HRQOL in children and
adolescents. However, a number of difficulties have been observed, particularly doubts
about whether children are able to express opinions, attitudes and feelings about their
HRQOL (Giannakopoulos et al, 2009). However, newly the research has proved that
children are able to reliably report their well-being if the questionnaire is appropriate for

the child's age and knowledge level. An understanding of the HRQOL concept or

42



assessment of health and well-being aspects is determined by age, maturity and cognitive
development (Ravens-Sieberer, 2014). Another impediment in children, the children may
have difficulty reading and writing. One shortcoming of the theoretical discussion and
construction of questionnaires is that children are rarely asked to express their point of
view. It is therefore interesting to focus increasingly on the child's point of view in
constructing questionnaires equal to or more important than expert opinions or the results

of literature reviews.

2.2.5.3 Measuring health-related quality of life in children and adolescents

The history of research on health indicators shows that generic self-reported HRQOL
instruments, while still in a developmental stage, have become a prime focus in the health
field (Rajmil et al, 2004). Instruments to assess HRQOL have been developed mainly in
the adult area, but only a few instruments exist in the children’s area (Solans et al, 2008). It
is notable that when analyzing the results of public health surveys that include HRQOL
measures for children and adolescents, important determinants to take into account include
children’s perceptions of health on the physical, cultural and social environment
(Keenaghan and Kilroe, 2008; Rueden, 2006); on social stressors (Giannakopoulos,2009);
on health behaviors (Ravens-Sieberer et al, 2001); and on psycho-social processes, such as
adaptation and social support (Ravens-Sieberer, 2014; Santos, 2016).

Consequently, in this study the QOL domain is adopted and modified from KIDSCREEN
52 instrument, this instrument is a European-wide effort, covering 13 countries and it a
self-report measure suitable for administration in a range of settings. The KIDSCREEN 52
instrument developed, tested and implemented the HRQOL instrument to assess the well-
being and subjective health of healthy children and those who suffer from chronic

conditions, aged between 8 and 18 years. The project approaches children’s HRQOL from
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a holistic perspective. HRQOL is understood as a multidimensional construct covering
physical, emotional, mental, social, cultural and behavioral components of well-being and
function as perceived by the child or adolescent (Keenaghan and Kilroe, 2008).
Additionally, KIDSCREEN 52 instrument is of a generic nature, applicable in different
national and cultural contexts, complies with quality standards in instrument development
and is practical, short and easy to use. The instrument results in a profile describing health-
related quality of life. It was designed with the aim of contributing to a better
understanding of perceived health in children and adolescents in Europe and thus to
contribute to planning, implementing and evaluating innovations in the healthcare field.
The instrument is available in English, German (Austrian, German and Swiss versions),
Dutch, French, Spanish, Italian, Polish, Czech, Hungarian, Greek and Swedish. It can be
used in representative surveys with children to obtain reference data (Keenaghan and
Kilroe, 2008). As a result, children and adolescents at risk in terms of their personal health

can be identified and appropriate responses designed.

In this study, the KIDSCREEN-52 instrument was used to ask Gaza children about their
quality of life. The instrument measures ten HRQOL dimensions, which address the

following main areas:

Dimension 1: Physical well-being (5 items)

This dimension explores the level of physical activity of the child or adolescent in terms of
their energy and fitness. The level of physical activity is examined with reference to their
ability to get around the home and school, and to play or do physically demanding
activities (e.g. sports) since any impairment will affect physical activity. The dimension

also looks at the capacity of the child or adolescent to engage in lively or energetic play. In
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addition, the extent to which a child or adolescent feels unwell and complains of poor

health is examined (Keenaghan and Kilroe, 2008).

Dimension 2: Psychological well-being (6 items)

This dimension examines the psychological well-being of the child or adolescent,
including positive emotions and satisfaction with life. It specifically reveals the positive
perceptions and emotions experienced by the individual. The questions look at how much a
child or adolescent experiences positive feelings, such as happiness, joy and cheerfulness.
They also reflect the person’s view of their satisfaction with life so far (Keenaghan and

Kilroe, 2008).

Dimension 3: Moods and Emotions (7 items)

This dimension covers how much the child or adolescent experiences depressive moods
and emotions, and stressful feelings. It specifically reveals feelings such as loneliness,
sadness, sufficiency/insufficiency and resignation. Furthermore, this dimension takes into
account how distressing these feelings are perceived to be. This dimension shows a high

score in HRQOL if these negative feelings are rare (Keenaghan and Kilroe, 2008).

Dimension 4: Self-perception (5 items)

This dimension explores the child or adolescent’s perception of self. It includes whether
the appearance of the body is viewed positively or negatively. Body image is explored by
questions concerning satisfaction with looks as well as with clothes and other personal
accessories. The dimension examines how secure and satisfied children or adolescents feel
about themselves, as well as their appearance. Results are meant to reflect the value
individuals assign to themselves and the perception of how positively others value them

(Keenaghan and Kilroe, 2008).
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Dimension 5: Autonomy (5 items)

This dimension looks at the opportunity given to a child or adolescent to create his or her
own social and leisure time. It examines the person’s level of autonomy, seen as an
important developmental issue for creating an individual identity. This refers to the child or
adolescent’s freedom of choice, self-sufficiency and independence. In particular, the extent
to which they feel able to shape their own lives, as well as being able to make decisions
about day-to-day activities, will be considered. The dimension also examines if the child or
adolescent feels sufficiently provided with opportunities to participate in social activities,

particularly in leisure activities and pastimes (Keenaghan and Kilroe, 2008).

Dimension 6: Parent Relations and Home Life (6 items)

This dimension examines the relationship of the child or adolescent with their parents and
the atmosphere in the home. It explores the quality of the interaction between the
child/adolescent and the parents/carers, as well as the feelings of the child/adolescent
towards the parents/carers. Particular importance is attached to whether the
child/adolescent feels loved and supported by the family, whether the atmosphere at home
is comfortable or otherwise, and whether the child/adolescent feels fairly treated

(Keenaghan and Kilroe, 2008).

Dimension 7: Social Support and Peers (6 items)

This dimension examines the nature of the child or adolescent’s relationships with other
children or adolescents and considers the social relations with friends and peers. The
dimension explores the quality of the interaction between the child/adolescent and peers, as
well as their perceived support. The questions examine the extent to which the
child/adolescent feels accepted and supported by friends and their ability to form and

maintain friendships. Also explored is the extent to which the person experiences positive
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group feelings and how much he or she feels part of a group and respected by peers and

friends (Keenaghan and Kilroe, 2008).

Dimension 8: School Environment (6 items)

This dimension explores the perception of the child or adolescent about their cognitive
capacity, learning and concentration, and their feelings about school. It includes their
satisfaction with their ability and performance at school. General feelings about school
(e.g. whether school is an enjoyable place to be) are also considered. In addition, the
dimension explores the child or adolescent’s view of their relationship with their teachers.
For example, questions include whether they get along well with their teachers and
whether the teachers are perceived as being interested in them as individuals (Keenaghan

and Kilroe, 2008).

Dimension 9: Social Acceptance/Bullying (3 items)

This dimension covers the aspect of feeling rejected by peers in school. It explores both the
feeling of being rejected by others as well as the feeling of anxiety towards peers. ‘We say
a student is being bullied when another student or a group of students say or do nasty and
unpleasant things to him or her. It is also bullying when a student is teased repeatedly in a
way he or she does not like. But it is not bullying when two students of about the same
strength quarrel or fight. This dimension shows a high score in QOL if these negative

feelings are rare (Keenaghan and Kilroe, 2008).

Dimension 10: Financial Resources (3 items)

This dimension deals with money matters and assesses the perceived quality by the child or
adolescent of their financial resources. It explores whether the child/adolescent feels that

they have enough financial resources to allow them to live a lifestyle that is comparable to
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other children or adolescents and to provide them with the opportunity to do things

together with their peers (Keenaghan and Kilroe, 2008).

2.2.5.4 Benefits of QOL measurement for children

Through which it is assessing children’s opinions, attitudes and feelings about their
perceived health for healthy children and those who suffer from chronic conditions,
increase understanding of children’s subjective health, monitor health status over time,
assess public health interventions, and identify children and young people at risk. In
addition, the QOL measurement can help to monitor on a routine basis the subjective
health and well-being of children, to screen for possible impairments in well-being and
function in children and to identify social and behavioural determinants of health, such as
socioeconomic factors, health behaviours and acute and chronic health conditions.
Tracking quality of life in children can identify subgroups with poor physical or mental

health.

2.2.6 The relationship between demographic and socioeconomic factors and lifestyle

pattern and QOL

Three main parameters have been most often used to define SES, i.e. occupation, education
and income. These characteristics cover different aspects of the socio-economic structure
of people. The majority of the studies directly relate SES with health outcomes or dietary
habits. For example, a lower SES is positively associated with a lower consumption of both
fruit and vegetables (direct relationship with SES) (Vlismas et al, 2009). It is generally
accepted that socio-economic status (SES) influences dietary habits as well as human
health.

In a study by Larrea and Kawachi (2005), the association between economic inequality and

child malnutrition in Ecuador was examined. The researchers found both maternal
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education and housing conditions affect child nutrition, where the results showed that
maternal education, basic housing conditions, access to health services, ethnicity, fertility,
maternal age and diet composition was independently associated with stunting. However,
after controlling for relevant covariates, economic inequality at the provincial scale had a
statistically significant deleterious effect on stunting (Larrea and Kawachi, 2005). Poverty
is major variable that positively associates with overweight among school-age children
(Ying Lee and Lin, 2005).

Syahrul and colleagues (2016) found factors such as mother's level of education, having an
underweight father, and playing outdoors on weekends for more than two hrs were
significantly associated with underweight children. By contrast, mothers with high levels
of education, overweight parents, sleeping for less than 9 hrs, and playing outdoors on
weekends for less than 1 hr were significantly associated with overweight children. In
general, children's gender, education level of their mothers, BMI of their parents, and
children's lifestyle, particularly the time they spend playing outdoors and for sleep, are
associated with their nutritional status (Syahrul et al, 2016).

Al-Sabbah and colleagues (2007) reported that the consumption of fruit and milk was
positively associated with both parents' education, while consumption of meat, chicken and
soft drinks was positively associated with mother's education only. Having breakfast on
school days was positively associated with the father's education. Physical activity and
television viewing were associated with the mother's education (P<0.01). The parents' level
of education had no effect on vegetable consumption and dieting status during description
the Palestinian health behaviour in West Bank and from the Gaza Strip (Al-Sabbah, 2007).
Additionally, individual hygiene manners can be affected by many elements, including
beliefs, values, habits, socio-economic and cultural factors, level of knowledge, personal

preferences, family characteristics, and physical and social characteristics of the work and
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living environments (Erkal and Shahin, 2011). The relationship of the social disadvantage
with worse health outcomes is well recognized and there is a strong connection between
socio economic status of persons and their health (Bloomfield et al., 2012; Rathnayaka and
Wang, 2012). Most socioeconomic factors are not easily measured and regularly act as
‘confounders’ in epidemiological studies, that is, a factor that misrepresents two other
factors being studied, such as a type of contact and apparent effect, for example poor
hygiene and safety against allergy, because it is mixed up with the actual exposure effect
(e.g. 56 poverty and poor diet linked with living in insanitary conditions) (Bloomfield et
al., 2012). In improving hygiene promotion programmes, it is significant to take account of
local economic, cultural and political conditions, so it is important to plan for programmes
which reach all socioeconomic groups in developing countries, including those in great
poverty, and connect in a manner that achieves hygiene behaviour change which is most
applicable to their certain socio-economic situation (IFH, 2009).

The concern about Palestinian children’s health stems from the fact that they have suffered
difficulties in recent decades. In fact, they are still suffering difficult living conditions due
to the Israeli occupation. But, as part of the efforts aiming at improving the socioeconomic
conditions of Palestinian children, the PNA has sought, since it took control, to prepare a
national strategic program for child’s health. The Convention on the Rights of the Child
was used as the general framework for children’s services.

Many researcher studying QOL take the gender of the study sample subjects as a very
important factor affecting QOL. For example, in the study of Wahaidi and colleagues
(2018) who conducted the study in Gaza to assess associations of nutritional and
psychological risk factors and quality of life (QOL) among adolescent by KIDSCREEN-52
questionnaires among 378 students reported that the girls had worse QOL compared to

boys. Also, Chen and colleagues (2005) conducted a study to assessment of lifestyle
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factors and quality of life in Japanese children with 7794 children reported that not
significantly association between sex and the quality of life of children. Additionally, in
the study of Keenaghan and Kilroe (2008) where they applied quality of life tool
KIDSCREEN on children and adolescents in Ireland with 1,265 children, aged 8-17 years.
The results suggest that the highest HRQOL mean score was indicated for social
acceptance/bullying (86.69 and 84.35 respectively). Females had the lowest score for self-
perception (62.51), followed closely by school environment (62.60), while males had by
far the lowest score for school environment (59.73). It is noteworthy the females had the
lowest score for almost domains. Bielderman and colleagues (2015) indicated an indirect
effect of SES on the quality of life by social functioning, depressive symptoms, physical

function, and self-efficacy among older adults in community (Bielderman, 2015).

2.2.7 The relationship between lifestyle pattern and QOL

The literature indicates that during the transition from childhood to early adolescence,

considerable changes in lifestyles occurred and effect on the QOL directly or indirectly.

For children, Chen and colleagues (2005) found that the predominant factors for poor QOL
were irregular eating habits, inactive lifestyle (including low frequency of physical activity
and long television watching), and late bedtime during the school nights. On other hand,
they found the desirable lifestyles are associated with good QOL after controlling for the
effects of sex, age, BMI, social backgrounds, and other confounding factors. (Chen et al,
2005). Recent studies show that obese children and adolescents have poor QOL when
compared with healthy peers (Schwimmer et al. 2003). Slingerland (2014) showed the
fostering active lifestyles in childhood and adolescence may help to establish enduring
positive health habits, since physical activity at school is an important component of

overall exercise behavior (Slingerland, 2014). Previous studies of adult populations show
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that healthy eating habits and active lifestyles are positively associated with QOL (Maeda
et al. 2002). Previous studies have supported a relationship between positive health
practice such as, good nutrition, much exercise and much health promotion activities, etc.,
and mental health variables such as, depression, anger, and loneliness, in children and
adolescents (Mahon, 2004), where the mental health variables is one domain of QOL. A
cross-sectional study was carried out to explore the association between the lifestyle and
health promotion show that eating breakfast was related to some measures of the SF-36,
including the emotional role and mental health that is effect on their well-being (Kimura et
al, 2000). Chen and colleagues (2005) results are similar to those findings in adults; where
in children the behavior of skipping breakfast may not only correlate with an insufficient

energy supply but also with unhealthy psychosocial health, eventually with poor QOL.

Also, the children who participated in low-frequency physical activity had poor QOL
when compared with their active peers (Chen et al, 2005). The negative effects of
excessive television viewing have been well researched and documented. Heavy television
viewing by children may indicate the presence of problems such as depression, anxiety,
and violent behaviors and poor influences on children’s perceptions of society (Huesmann,
2007). Several investigations have demonstrated that late bedtime and short sleep time
during term time are correlated with excessive daytime sleepiness, poor mood liability,
behavioral difficulties, depression, anxiety and deterioration in healthy sleep among
children and adolescents (Arakawa et al, 2001). In Chen and colleagues study, show that
adolescents with a late bedtime after 11 p.m. experienced lower overall health and general
quality of life when compared to their early bedtime peers. Where many adult insomniacs
report that their problems began in adolescence (Chen et al, 2005). WHO (2005) reported
that the oral health affects general health by causing considerable pain and suffering that

effect on cost, speech, quality of life and well-being for people. Oral health also has an
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effect on other chronic diseases (Petersen, 2003). Because of the failure to tackle social and
material determinants and incorporate oral health into general health promotion, millions
suffer poor quality of life. Chronic diseases such as obesity, diabetes and caries are
increasing in developing countries, with the implication that quality of life related to oral
health, as well as general quality of life, may deteriorate. So, by integrating oral health into
strategies for promoting general health planners can greatly enhance both general health
and QOL (WHO, 2005). Schwimmer and colleagues (2003) showed that most lifestyle
factors were significantly associated with QOL measurement, as well as some confounding

factors (Schwimmer et al, 2003).

After reviewing the literature, the researcher becomes persuaded by the importance of the
healthy lifestyle for children. It is a bridge to improve the good QOL for them. The
researcher now is raring to examine this relationship between the lifestyle and QOL among

children in Gaza city.
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Chapter Three

Methodology
This chapter provides a detailed description of all aspects of the study methodology. It
begins by explaining the design of the study, the method of data collection and analysis,
sampling technique, study population and study setting. Then, it describes to ensure the
validity and reliability of the study instrument. Finally, the ethical consideration and the

limitation of the study are included.

3.1 Study design

The design of this study is a mixed-methods one, in which data has been triangulated
(quantitative and qualitative). This study is a descriptive analytical cross-sectional one.
This design was used to describe and assess the lifestyle and QOL among Gaza
schoolchildren. Where, cross sectional design reflects the existing facts at the same point
of data collection time. It consumes less time than other longitudinal studies (Naoum,
2012). It is anticipated that the quantitative part captures quantifiable perceptions and the
qualitative part attempts to reveal the reality behind these perceptions through deeper

understanding of the life of children through participants’ mothers of children in the study.

3.2 Study settings
This study was conducted at Governmental, UNRWA, and Private basic schools (4", 5%
and 6" grade students) in West and East area of Gaza City (Annex 1). For more

representativeness and accuracy, the schools were selected randomly.

3.3 Study population
The study includes two groups of population who were represented the quantitative and

qualitative parts.
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» Quantitative part: School students where the MOEHE divides the schools in Gaza
City into two areas; East Gaza and West Gaza based on the annual report of the
MOEHE (2016-2017) containing 142,275 students; where distributed 48,929 students
at governmental schools, 88,033 students at UNRWA schools and 5,313 students at
privet schools as shown in Annex (2) (MOEHE, 2016).

» Qualitative part: Four focus groups discussion; two with children' mothers in East

Gaza and the others with children' mothers in West Gaza.

3.4 Eligibility criteria

3.4.1 Inclusion criteria:

- School students (Boys and Girls) from 4" 5" and 6" grade who enrolled in the
governmental, UNRWA and private elementary schools in Gaza city.

- Students aged from 10 to 12 years old.

- Students whom their parents signed the consent form and agreed upon participating their
children in the study.

- Students who agreed verbally to participate in the study.

3.4.2 Exclusion criteria:

- Students who are less than a 4™ grade.

- Students who are in preparatory and secondary school.

- Any student younger than 10 years or older than 12 years old.

- Students who are on sick leave during the study and collection of information.
- Students with different types of disability.

- Students whom their parents rejected to sign the consent form.
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3.5 Study Period

The study was started after having a letter of approval from the university and obtaining
the ethical approval from Helsinki committee to conduct the research. The study was
performed in the year 2018; it was starts in February 2016 and completed in Jun 2018. The
researcher developed the tools and consulted a group of 10 experts at the arbitration stage
before the finalization of the tool, all of them have responded. The arbitration stage lasted
for three weeks including refining of tools in the light of reviewers and the academic
supervisor’s feedback. In February 2017 (actual work began to collect data due to delay of
the researcher), a peer was asked to propose Arabic version translation of the tool.

In March 2017, the tool was ready to go for data collection and the researcher trained two
data collectors and carried out the required training prior to piloting and fieldwork. Piloting
took place between 2" and 7" of March 2017. Actual data collection started on 28 March
through 6 May 2017. The researcher and data collectors identified daily work hours to start
at 08:00 am through 04:00 pm in order to increase the likelihood of distributing the
questionnaires as many participants as possible. Data entry of quantitative data was done in
May 2017. After finishing quantitative part, qualitative data collection started in May
2017. The researcher stayed about one week in collection of the qualitative data. Four
FGDs were done. The analysis of quantitative and qualitative data was done in November
2017. The researcher extracted findings, created descriptive tables and performed
inferential statistical analysis. The drafted report “thesis” has been frequently enriched and

edited by the research supervisor. The final draft for defence was handed on 30 Jun, 2018.
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3.6 Sample size and sampling process

3.6.1 Sample size
» Quantitative part
In order to calculate the required sample, the Epi Info program was used and the result
indicates that the representative sample should be at least 368 students (Annex 3). The
researcher used the following parameters for sample calculation:

e Maximum acceptable percentage points of error (confidence interval 5%)

e Confidence level 95%

e Total eligible population 142,275 according to the MOEHE (2016).
The sample size was 368 students« and it was increased up to 400 in order to compensate
for the non-respondents. A proportional sampling have been done according to the type of
schools and total numbers of the students as follow; 127 students were selected from
governmental schools, 227 students from UNRWA schools and 14 students from privet

schools divided among two areas (East and West Gaza) as shown in Annex (2).

» Qualitative part

The qualitative sample consisted of 41 mothers who agreed to participate in the focus
groups. Four focus groups discussions were carried out. The idea of including this sample
is to deep understand the perspectives about lifestyle and QOL of children. The qualitative
component was carried out after the quantitative one in order to explore issues that emerge

from the quantitative study.

3.6.2 Sampling process
For the quantitative part; the researcher utilized multi stage of proportional stratified

cluster random sampling technique to determine the targeted schools and students in each
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governorate. Then, the study population in these schools was separated into different strata
(Governmental, UNRWA and private schools, Girls and boys).

The sample is conveniently depending on the number of students in each school, and its
size was selected considering the total number of governmental, UNRWA and private
schools in each area. Accordingly, out of the 392 governmental, 267 UNRWA and 55
private schools, 6, 12 and 3 schools were included in this study respectively (Annex, 4).
Accordingly, 123 students (boys and girls) were collected from 6 governmental schools,
202 students from 12 UNRWA schools and similarly, 45 students from 3 private schools.
All students were selected systematically from the students' name list in each school, with
total study respondents 370 (200 boys, 170 girls); 136 students from the east Gaza and 234
students from the west Gaza.

For the qualitative part; out of 48 students' mothers who were purposively selected and
called to participate voluntary in the focus groups discussion, 41 mothers responded to the
researcher call and participated in four focus groups. Focus groups participants were
selected in a way that ensures they represent mother from different economic conditions

and cultural backgrounds.

» Response rate:

In quantitative part, after finishing data collection and get back the distributed
questionnaires, (370) questionnaires were recovered from (400) distributed questionnaires
and then the response rate is (92.5%). The rejection to participate in the study was from
two sides; rejected by the guardian to not share their children and the students themselves
refused to do the interview. For qualitative part, 41 mothers were present in the four

focus groups out of 48.
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3.7 Study instruments
This research used qualitative and quantitative research method and used a descriptive
analytical method, which studies the phenomenon as it is, describes it accurately and
clarifying its characteristics through collecting, analyzing and explaining data. The
researcher used two types of data sources. The first type is the secondary sources, which
are the previous studies and books that are related to the research subjects. The second type
is the primary sources which are the data that the researcher collected through the
questionnaire that analyzed by using SPSS for students for quantitative part and focus
groups for student's mothers for qualitative part.
3.7.1 Quantitative Instrument

e Interview questionnaire:
A face-to-face interview questionnaire was used in this study. After questionnaire was
developed by the researcher according to the study objectives (Annex 5, 6), it was
reviewed and approved by public health and research experts to increase the validity of the
content. The research questionnaire consists of three sections as follows:

e Section (1): The socio-demographic variables such as: age, gender, family income,

residency, parents education, parents employment status, family structure (living

with two parents, parents and grandparent(s), single parent) and family size.

e Section (2): Life style information, divided into four parts:

(1) Dietary habits such as breakfast skipping, meal patterns, snacking, eating fast
food, eating during watching TV, using social media and studying. (2) Physical
activity and sedentary behaviors, including preference for physical activity,
duration of television viewing, using computer and video game playing, method of
transport to and back from school and exercise time per week. (3) Sleep habits:

rising time, bedtime, sleep duration, etc. and (4) Hygiene practices.
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The life style was assessed by using more than one questionnaire. The researcher
constructed it and it was reviewed and modified by the experts to ensure the content
validity according to the study objectives and Gaza context. The questionnaires was
adopted from different references namely; the Global School-Based Student Health Survey
(GSHS) that was developed by the WHO and CDC in collaboration with UNICEF,

UNESCO, and UNAIDS.

The Food Consumption Score (FCS), a tool developed by World Food Programme
(WFP), is commonly used as a proxy indicator for access to food. It is a weighted score
based on dietary diversity, food frequency and the nutritional importance of food groups
consumed. FCS measures the frequency of usual eating food item during the last 7 days. A
seven day recall period is used to make the FCS as precise as possible and reduce recall
bias. Statistically, first part the responses were re-categorized into (1) three times or more

weekly, (2) less than 3 times weekly and (3) rarely/never (Rolfes et al, 2006).

The second part, Eight-food frequency scores were constructed based on the WFP. They
were constructed by the sum of recoded responses for the food items included in each
score. The scores included the following items: 1) Cereals and tubers: potatoes and sweet
potatoes, other tubers, rice, sorghum, pasta, bread and other cereals. 2) Pulses: Beans, Peas,
groundnuts and nuts. 3) Vegetables: salad and fresh and cooked vegetables. 4) Fruit: fruits
and fruit juice and salad. 5) Meat and fish: beef, turkey/chicken, liver, fish, hamburger,
shawerma/kebab, canned meat and eggs. 6) Milk and dairy products: yogurt, white cheese,
yellow cheese and lebneh. 7) Sugar: sugar and sugar products, honey. 8) Oil: Oils, fats and
butter. After the FCS was calculated, the typical thresholds are (1) 0-21 Poor (2) 21.5-35

Borderline (3) > 35 Acceptable food consumption.
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Physical activity pattern, the participants were asked how often did they practice a
specific leisure activity and how long did they practice in each time. The responses
categories were daily, weekly and minutes in each time. Different classifications were used
for physical activity. In this study, physical activity was classified according to the time
spent in each physical activity and type of physical activity. All times spent in each
specific daily physical activity in 24 hours were summarized to each other. The
summarized number was multiplied by a specific factor for each physical activity. The net
result was added to 1.1 to give a specific score. According to this score, the physical
activity was classified into (1) Sedentary (2) Low active (3) Active (4) Very active (Annex

9) (Rolfes et al, 2006).

e Section (3): The QOL for schoolchildren.
The QOL was assessed by using the third version of the KIDSCREEN-52 for children and
adolescents from 8 to 18 years that was developed within a European project “Screening
and Promotion for Health-related Quality of Life in Children and Adolescents - A
European Public Health Perspective”. The KIDSCREEN-52 questionnaire offers an
imaginative and innovative approach to measure the QOL domains when compared with
SF-36 or WHOQOL. These two measures have good tools for measured the QOL for
adults and they have confirmed the validity, but the KIDSCREEN-52 questionnaire have
some advantages for use in young children and adolescents. In general, the KIDSCREEN-
52 questionnaire has details and easy to understand for children. It instrument measures 10
dimensions: Physical- (5 items), Psychological Well-being (6 items), Moods and Emotions
(7 items), Self-Perception (5 items), Autonomy (5 items), Parent Relations and Home Life
(6 items), Social Support and Peers (6 items), School Environment (6 items), Social

Acceptance (Bullying) (3 items), Financial Resources (3 items).

61



The scores achieved using KIDSCREEN-52 represent an empirical assessment for children
of 10-12 year-olds’ QOL from their point of view. For the interpretation of the
KIDSCREEN scores, the content of the scales has to be considered, as show in Annex
(10). The basic information about the scales was given by their definitions, where a 5-point
Likert response scale was used in all dimensions. The children respond by indicating one
point on the scale. Across most dimensions, the highest scale (i.e. 5) receives the highest

score (representing, for example, ‘extremely’, ‘always’), indicating better quality of life.

3.7.2 Anthropometric measurement

Anthropometric measurements (weight, height) are an essential feature of children
nutritional status and its basic descriptive information for calculating BMI percentile. BMI
was calculated as body weight divided by squaring the height (m2). After BMI is
calculated for children, it is expressed as a percentile which can be obtained from a graph
or a percentile calculator. The researcher used the BMI percentile because the weight and
height for children changed during growth and development, as does their relation to body
fatness. A child’s BMI must be interpreted relative to other children of the same sex and
age. The researcher did these measurements and it took around 5 minutes to complete the
measurement for every participant.

The children were asked to take off their shoes, bags and any heavy clothes and stood
vertically looking at a point horizontally. Children weight was recorded to the nearest 0.1
kg using an electronic personal weighing scale (Seca). Children height was recorded to the
nearest 0.5 cm using a stand-meter height measurement tool (Seca). Accordingly, BMI %
was calculated by WHO anthropometric programme. Cut-off values that were used for
classification of the anthropometric indicators according to CDC (2015) was classified into

(1) Underweight: Low BMI for age < 5th percentile (2) Normal: Normal BMI for age 5th <
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BMI < 85th percentile (3) Overweight: High BMI for age 85th < BMI < 95th percentile (4)

Obesity: High BMI for age > 95th percentile.

3.7.3 Qualitative Instrument

For the qualitative data the researcher used open-ended (semi-structured) questions was
designed based on the initial findings of the quantitative data, see Annex (7). FGDs seek
participants' views and opinions about two themes, life style of children and their QOL.
FGDs seek mothers' views and opinions about what does the concept of QOL mean to
them and for their children? What kind of experiences their children passed through and
affected their QOL; whether their life style or socio demographic aspects? What are their
aspirations and needs to realize their QOL?. In addition, to triangulate the initial findings
concluded from the questionnaire analysis through digging to obtain multi-perspective

explanations from the FGD participants.

3.8 Ethical and administrative considerations

In this study, carefulness has been exercised to ensure that the rights of the participants are
protected. The proposal was submitted to Al Quds University-School of public health
research committee for discussion and academic approval. Additionally the Modified
International Code of Ethics Principles (1975), known as the Declaration of Helsinki,
which is adopted by the World Medical Assembly were followed and an official letter of
approval to conduct the research was obtained from the Helsinki Committee (Annex 12).
In accordance with the Principles of the Helsinki Ethical Declaration, every participant in
the study received a complete explanation of the research purposes, program,
confidentiality and sponsorship (Annex 13, 14). Every participant in the study knew that
participation in the research was optional. Verbal consent was obtained from the students

who participated in the study after the paper consent was obtained from the parents.
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Additionally, formal permission for taking notes and tape recording of the focus groups
discussions were obtained. Last but not least, to increase the responses’ credibility, the
researcher maintained adherence to the Ethical Code Principles, through providing and
maintaining anonymity and confidentiality. The researcher assumed that other ethical

rights were protected through respect for people and respect for truth.

3.9 Pilot study

For guantitative part: A pilot study was conducted before the actual data collection
started. It was implemented on 30 students were randomly selected and filled the
questionnaire with them from two schools one was girls and the other was boys school
from West Gaza to explore the appropriateness of the study instruments, the clarity of
meanings and scales and the time taken to fill the questionnaire and for expecting response
rate. A result of this stage, one question was eliminated and minor modifications were done
including rephrasing some questions. The result of the pilot study was not included in the
real study results.

For qualitative part: one FGD was conducted with seven students' mothers in West Gaza,
As a result, questions were rephrased and ordered differently. One of the conclusions, the

FGD took more than expected time.

3.10 Data collection

» Quantitative part

After the pilot study, the researcher and two field researchers conducted the data
collection. Prior the field work, the researcher conducted training to the two field
researchers about the aim of the study, its objectives and tools that will be used and
illustrated some questions that may be vague. In addition, they were given the needed

instructions related to ethics and approaches to dealing with the participants and filling the
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questionnaires. The researcher met the school’s principal for each school and provided
information about the purpose and objectives of the study.

The same information was given to the selected students in addition to the instructions
regarding the questionnaire's questions. Personal identification numbers were assigned to
each participant in order to maintain anonymity. The identification number was used to
confirm consent status and to link students to their respective schools. The objectives were
achieved by using face-to-face questionnaire which covered different themes. Furthermore,
anthropometric measurements including; weight and height were also made. Time
allocation for each questionnaire ranged between 20-25 minutes.

It is worth mentioning that the two data collectors were present with the researcher
alternately, where the researcher was present at all days of data collection. The

anthropometric measurements for all participants in the study were done by the researcher.

» Qualitative part

The second component of the data collection was conducted after the initial analysis of the
quantitative part. The researcher conducted four focus groups discussion in each area, the
first two in East Gaza and the others in West Gaza. Each FGD lasted for 120 minutes in
average, and had ten to twelve participants with various characteristics to ensure they
represent mothers of students from government schools, UNRWA schools, and privet
schools from different socio-economic conditions. During the FGD; the researcher
introduced the study objectives briefly and explained its purpose, then asked the first
question which made to explore the initial thoughts/perceptions about the lifestyle and
QOL among children. Notes were taken through FGD; additionally, they were recorded to

allow further capturing of information.
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3.11 Scientific rigor and trustworthiness

3.11.1 Quantitative part (questionnaire)

3.11.1.1 Validity

Validity can be explained as the ability to measure what you actually intended to measure
(Cozby, 2001; Kimberlin and Winterstein, 2008; Brains, 2011). In addition, where the
applied/utilized questionnaire were international and already tested, eight experts in public
health field evaluated all the components and the context of the instrument, in order to
ensure that it is highly valid and relevance and their comments were taken in consideration.
The questionnaire was properly formatted in order to ensure face validity, this including
appealing layout, logical sequences of questions and clarity of instructions such as
skipping and professional production. Also, a pilot study was conducted before the actual
data collection to examine students’ response to the questionnaire and how they understand
it.

3.11.1.2 Reliability

To ensure reliability, field researchers were trained and received detailed instructions to
ensure standardization and to reduce filling errors. Checking and verification the filled
questionnaires and data entry have been done at the end of each data collection day, so
error identification, correction and prevention were more feasible. Re-entry of 5% of the
data was done after finishing data entry to assure correct entry procedure and decrease
entry errors. Weight and height were taken by the researcher after standardizing the scale
following each student. Minutes were taken during FGD and also sound recording took
place in four FGDs.

The QOL domains of the questionnaire were tested twice through the statistical analysis
software Statistical Package for Social Sciences (SPSS) and indicated high reliability

(Chronbach’s Alpha coefficient was 0.817 at the pilot stage and 0.937 at the actual study).
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Reliability of the actually collected data of each domain and the total scale are presented

below.
Table (3.1): Reliability estimates for QOL domains
Dimension No. of items | Cronbach Alpha coefficient

Physical wellbeing 4 0.887
Psychological wellbeing 6 0.922
Mood and emotion 7 0.863
Self-perception 5 0.813
Autonomy 5 0.748
Parent relationship 6 0.856
Financial resources 3 0.952
Social support and peers scale 5 0.846
School environment and learning 6 0.855
Bullying 3 0.823

Total scale reliability 50 0.937

3.11.2 Qualitative part (Focus groups)

The following was done to assure the trustworthiness of the qualitative part of this study.
First, the questions of the FGD were consulted by the supervisor to ensure relevance and
convenience of the tool and cover all the required dimensions. Then the prolonged
engagement was done as the researcher tried to probe for answers and cover all the
interview dimensions properly. In addition, recording the interviews would enhance

tracking up facts and re-check the accuracy of the transcripts.

3.12 Data entry and analysis

Mixed methods were applied in order to provide a combination between quantitative (face-
to-face interviewed questionnaire) and qualitative paradigm (Focus groups). Then,
triangulation was adapted by combining both quantitative and qualitative approach. This
combination aimed at ensuring preciseness of findings, in order to obtain in-depth answers

that could help propose effective solutions.
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» Quantitative part
The researcher used Statistical Package of Social Science (SPSS) program version 22 for
data entry and analysis. Data analysis was done by the researcher with support from the
supervisor. Frequency tables that show sample characteristics and describe the lifestyle of
students and their QOL. Moreover, the researcher followed the following processes:

e The questionnaires were reviewed.

e The data entry was performed after over viewing of the questionnaires.

¢ Designing a data entry model by SPSS program version 22.

e The questionnaire was coded and entered into the computer.

e Re-entry test was performed on about 5% of the entered data.

e Data cleaning was performed by checking the frequencies of all variables to look

for illogical values, missing values, inconsistencies and to ensure that data are

entered correctly.

The central tendency measures were performed including descriptive frequencies, mean,
and standard deviation (SD). The advanced statistical analysis used to explore the potential
relationship among the study variables such as; an independent T-test and Chi- square were
used to compare the means of two groups are statistically different from each other as QOL
in relation to gender. One-way Analysis of Variance (ANOVA) test was conducted to
determine whether there are any significant differences between the means of two or more
independent groups such as the QOL in relation to governorates. Additionally, correlation
test was applied to associate the QOL with independent continuous variables such as age.

The statistical difference was considered as significant when the P value equals or less than

0.05, with confidence interval (Cl) of 95%.
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» Qualitative part

Qualitative findings stemmed from the open-ended questions in the focus group discussion
with students' mothers. Debriefing reports of the FGDs were done immediately after the
end of each focus group. Also, objective considerations of non-prompted intimations,
group dynamics, and non-verbal cues were noted and considered. Relevant qualitative data
and reflections on initial results were extracted. The researcher obtained the main findings
from the transcripts of the interviews. Then, categorization of related ideas and comparison
and integration between the quantitative and the qualitative findings was done to create

rich items for discussion.

3.13 Study Limitations

The study faced some limitations such as; the burden of the time where the questionnaire
was long and the interviews were done mostly for students at break time or empty classes.
Additionally, some UNRWA schools were subject to three periods of time rather than two
periods. In addition, some school principals in UNRWA schools refused to conduct the
interviews in their schools. Also, the data collectors exist only a few days with the
researcher, so the most work was completed by the researcher herself. The tools of the
study based on international tools. Finally, contextual limitations include the electricity

cuts and limited access to international publications.
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Chapter Four

Results and Discussion

Introduction

The results of this study were consolidated from the responses of the study children and
verified through in-depth discussions with purposefully selected mothers who participated
in four focus group discussions. The following sections provide an overview of
demographic, economic, life style and QOL of the study sample. As the reader moves on,
more analytical results show up to describe the subjective status of life style and QOL
among children and to figure out key variances and correlations between their
characteristics, life circumstances and potentials in relation to their QOL. The descriptive

tables illustrate the results complied from the total respondents (N=370).

4.1 Descriptive analysis

4.1.1 Socio-demographic characteristics

» Characteristics of the students:
The surveyed population consisted of 370 children distributed across the Gaza City; 63.2%
for the West Gaza and 36.8% for East Gaza (Table 4.1). Boys respondents represented

54.1% of the study' school children, as show in Figure 4.1.

® Boys

m Girls

Figure (4.1): Distribution of the study" school children by Gender
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Regarding study' school children age, the percentage almost equal 34%, 33% and 33% for
children age 10, 11 and 12 years respectively. As Table 4.1 indicates, around half of the
respondents were from UNRWA schools (54.6%) while 33.2% were from governmental
schools and 12.2% were from privet school. This could be attributed to the nature of the
elementary schools where the UNRWA schools provided the services only to 6th grade.
MOHEH Annual report 2016-2017 indicates that 61.2% of all elementary students in Gaza
are UNRWA students (MOHEH, 2016). About 34.3% of study' school children were
students in the 4" grade, followed by 32.4% of the study' school children who were
students in the 5™ grade, finally, 33.3% of the study' schoolchildren were students in the 6%
grade.

Table (4.1): Distribution of responses by demographic characteristics (N=370)

Demographic Data Frequency Percent%

10 126 34

Age 11 122 33

12 122 33

Places of East Gaza 136 36.8
residence West Gaza 234 63.2
UNRWA schools 202 54.6
Type of school Governmental schools 123 33.2
Private schools 45 12.2
4th grade 127 34.3
Class grade 5th grade 120 32.4
6th grade 123 33.2
. Yes 317 85.7
Da”nz’oﬁgflk“ Often 45 12.2
No 8 2.2
Yes, enough 189 52.2
Pocket money Yes, enough sometimes 66 18.2
Satisfaction Not enough sometimes 76 21.0
Not enough always 31 8.6

Daily pocket money (Mean=1.51 NIS, SD= 0.84)

*New Israeli Shekel

The majority (85.7%) of study' school children stated that they take pocket money and
52.2% of them were satisfied about their pocket money. The overall mean of participants

daily pocket money was 1.51, with (SD=0.84). The mothers through the qualitative part
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agreed with these results that daily expense for children is important when they go to
school but maybe in some days, the family goes through conditions beyond its control that

cause the family to be unable to give pocket money to the child.

= Not working

= Working part time

Figure (4.2): Distribution of study’ school children by student employment status

Figure 4.2 shows that the distribution of the study' school children according to student
employment status, 6.5% of the study' school children were working part-time from the
students' point of view. While, when asked them about the nature of their work, 5.42% of
them who work to help their parents and this work not compulsory but can be considered it
as assistance and this is confirmed by the mothers in FGDs, while 1.08% of working

children were forced to work due to poor conditions.

The revealed figure is somewhat less than what has been reported by the PCBS (2018)
statistics which indicate that around 1.7% of children were working in the total number of
children (paid/unpaid) in the age group 10-17 years in 2017. For children who were
working, the type their work was help their fathers in daily work in the building, market,
the shop, clean the shop, carpenter, selling, sell chicken. They work minimum one hour
and maximum 8 hours with mean of 3.48 hours. They work minimum one day and

maximum 7 days with mean of 3.33 days. There remuneration received by day earn
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maximum 20 NIS, with a mean of 3.88 NIS/Day. They used the wage as a pocket money,

save it to buy a bicycle, save it to buy clothes.

Most mothers through the qualitative part did not agree with the idea of working children
especially at this age of their lives, even if they were helping their parents. On the other
hand, few women supported this idea, but by helping their parents in little times, not at the

expense of their studies and also not compulsory then we can call it help not work .

One mother said, "I do not like that my child works but the circumstances forced him to
work because of his father's illness and his work is the source of income for the family".
“Poor are not noticed only because the walls of their houses are there, without good
cloths, food, and do not afford giving a pocket money to their children”, as mentioned by
other mother during the FGDs. Unemployment and poverty are the most prominent
challenges in any community. In Gaza, the unemployment rate was 43.9% and according
to recent statistics, 53% of Palestinians live below the poverty line in Gaza (PCBS, 2018).
The effects of poverty on children’s lives are numerous: their schooling often remains
incomplete because they leave school at a very early age, usually to work and provide for

the needs of their families, where the child labor rate was 1.7% among Gaza children.

» Characteristics of the students parents:
As illustrated in Table 4.2, regarding the guardian of the study' school children, the
guardian of most of the study' school children was their father (89%), and 0.5% their
guardian was the big sister, mother in low, grandfather or their uncle. While 10.5% of
them their guardian was their mothers; slightly higher than the PCBS reported figure 9.4%
as suggested in PCBS (2018). The majority of students (90.5%) were living in their own
family house; this figure is higher than to the PCBS figure of 83.2% in 2018, because the

sample was cover small area.
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Table (4.2): Distribution of responses' parents by demographic characteristics (N=370)

Demographic Data Frequency Percent%
. Mother 39 10.5
Guardian of the Father 329 89
Other 2 0.5
Home ownership Own 335 %05
Rented 35 9.5
6 members and less 166 44.9
Family size From 7 to 9 members 164 44.3
10 members and above 40 10.8
(Mean= 6.52 members, SD= 1.97)

Less than 12 years 84 22.7
Father education 12 years to 16 years 215 58.1
More than 16 years 71 19.2

(Mean= 14.03 years, SD=4.13)
Less than 12 years 79 21.3
Mother education 12 years to 16 years 256 69.2
More than 16 years 35 9.5

(Mean= 13.62 years, SD= 3.03)
Unemployed 35 9.5
Retired 8 2.2
Employed, handicraft 55 14.9
Employed, private work 28 7.6
Father work Employed, regular salary 190 51.4
Employed, irregularly salary 42 114
Employed, with Family 8 2.2
Don't Know 4 1.1
Unemployed 279 75.4
Employed, handicraft 7 1.9
Mother work Employed_, regular salary 68 18.4
Employed, irregularly salary 6 1.6
Employed, With Family 9 2.4
Don't Know 1 0.3
1800 NIS* and less 183 49.5
Monthly income From 1801 to 2100 NIS 42 114
From 2101 to 3999 NIS 84 22.7
> = 4000 NIS 61 16.4

(Mean=2207.70 NIS, SD= 1626.02)

*New Israeli Shekel

The average family size of the study sample was 6.5 members; slightly higher than the
PCBS reported figure 5.6 as suggested in (PCBS, 2018). In regards to the level of
education for the parent, as Palestinian people are generally educated, both parents in this
study showed high percentage of high education, where mothers surpassed fathers as 8.7%

and 77.3% respectively. As show in Table 4.2, about 87.8% of children’ fathers work and
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only 24.3% of the children’ mothers are working; slightly higher than the PCBS reported

figure 21.8% as suggested in PCBS (2018).

Gross monthly income about half of the surveyed children families hardly reached less
than 1800 NIS. The overall mean household income of the study participants was 2207.7
NIS, with (SD=1626.02). This part directly affects if the children have pocket money or
not as was confirmed through FGD with the students' mothers, as well as effects on others

parts.

4.1.2 BMI Z-score characteristics

Table (4.3): Distribution of study* school children by BMI Z-score

BMI Z-score
Gender Un_der Nor_mal Overweight Obese Total
weight weight

Bovs N 4 137 31 28 200
y % 2.0% 68.5% 15.5% 14.0% 100
Girls N 4 140 20 6 170
% 2.4% 82.4% 11.8% 3.5% 100

Total N 8 277 51 34 370
% 2.2% 74.9% 13.8% 9.2% 100

(Mean=0.21, SD=1.51)

Regarding the BMI Z-score, the overall mean of study' school children BMI Z-score was
0.21, with (SD=1.51). As shown in Table 4.3, 2.2% of study' school children were
underweight, and the percentage of girls was higher (2.4%) than boys (2.0%). For further
details, 13.8% of them were overweight, boys were higher than girls 15.5% and 11.8%
respectively. Within the same context, 9.2% were obese and the boys showed higher
obesity rates than girls as 14.0% and 3.5% respectively, reminding that the ones with
normal weight constituted (74.9%). This high body mass was consistently negatively
associated with physical activity, where the boys in this study have more sedentary and

low activity compared to girls.
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In the qualitative part with mothers in FGD, some of them mentioned that they have obese
girls and other of them have boys, in contrast, some of the mothers reported that they have
girls who were underweight and other of them have boys. One mother in FGD said,

“Unfortunately my daughter is obese and she is still young, while her sister is thin”.

Additionally, our finding found that the percentage of obesity and overweight (23%)
among study' school children are more than the percentage of underweight (2.2%). The
findings agreed with Massad et al (2016) in the West Bank, where, more school children
aged 5 to 16 years are obese and overweigh (18%) than underweight (3%). However, the
results disagree with NCD Risk Factor Collaboration (NCD-RisC) (2017) were they found
the mean BMI and prevalence of obesity increased worldwide in children and adolescents
aged 5-19 years from 1975 to 2016. Despite this rise, more children and adolescents
worldwide are moderately or severely underweight than obese. Where the global age-
standardized prevalence of obesity increased from 0-7% in 1975 to 5-6% in 2016 in girls,
and from 0-9% in 1975 to 7-8% in 2016 in boys; the prevalence of moderate and severe
underweight decreased from 9:2% in 1975 to 8:4% in 2016 in girls and from 14-8% in

1975 to 12:4% in 2016 in boys (NCD-RisC, 2017).

The present study was consistent with most local studies, in the Gaza strip, where the high
body mass was more prevalent among the boys than the girls aged 11- 15 years (Haug et
al, 2009; Dapi et al, 2009). Also, the findings were consistent with Hales et al, (2017)
where the prevalence of obesity among U.S. school children aged 6-11 years was 18.4% in
2015-2016. Where, the prevalence of obesity among boys (20.4%) was higher than among
girls (16.3%). By contrast, more girls are high body mass than boys 35% and 22.8%,
respectively. (AbuDayya et al, 2009; Kanoa et al, 2009; Abu Nada, 2010; Wahidi et al,
2016; Massad et al, 2016). Also, these results are inconsistent with the Palestinian

micronutrient survey, which reported that the prevalence of overweight and obesity of
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female adolescents in the Gaza Strip were 16% and 4.3% respectively. Overweight and
obesity amongst male adolescents were 11% and 6.1% respectively, while 76.2% of them

has normal body weight (Elmadfa et al., 2013).

This reflects a serious future problem could face the children and adolescents in Gaza strip
where may be susceptible to obesity and its complications like hypertension, type 2
diabetes, and heart diseases. However, the high body mass was more prevalent among the
boys than the girls in the Gaza city, where the boys have a trend to be more sedentary
lifestyle. This is may due to the customs and traditions in our society where the girls do all
the housework in return for boys spending their time in front of television, playing or

social media.

4.1.3 Life style characteristics

4.1.3.1 Dietary habits characteristics

Table (4.4) shows that the majority of study' schoolchildren (92.2%) received health
education about nutrition, where (51.6%) and (25.2%) of them received it from home and
school, respectively. Moreover, (23.2%) received it from other resources like media,
doctor, internet, hospital and mosque. The National Center for Education Statistics (NCES)
declared that (99%) of public schools conduct some type of nutrition education. Topics
taught in a most all of the schools are the relationship between diet and health, finding and
choosing healthy foods, nutrients and their food sources. Also, NCES affirmed that,
overall, schools focus on increasing students’ knowledge about what is meant by good
nutrition, with less emphasis on influencing students’ motivation, attitudes, and eating
behaviors. Moreover, it is found that, four of the five topics covered by more than 90 % of
all schools are related to knowledge. With the exception of finding and choosing healthy

foods, less than one-third of schools provide thorough coverage of topics related to
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motivation, attitudes, and eating behaviors. Not often are there teachers specific for
nutrition. Most of the time, the nutrition content is taught by the primary teacher
(Celebuski and Carpenter, 2009).

In the same contexts and according to the present study results, the qualitative questions
with the mothers of the study' school children; stated that that the most health education
that affects the children that they took through their family at the beginning then after they
go to the kindergartens and schools they receive information about healthy food and
unhealthy food. These results are compatible with what the children said in the quantitative
part. One of mother in one of the focus groups said, "There is a great interest in schools on
this side; even kindergartens increased their interest in providing information about

nutrition for children".

100.0%
90.0%
80.0%
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20.0% 12.5%
10.0% 4.3% -
0.0% [ ]
1 meal 2 meals 3 meals More than 3 meals

H No. of meals

Figure (4.3): Distribution of study" school children by number of meals taken per day
Concerning the daily number of meal taken by the study' school children, Figure 4.3
shows that around more than half (60%) of the total study' school children mentioned eating
meals three times a day. The lowest percentage (4.3%) was among study' school children

who eat one meal only per day. The mothers from the focus group discussion agreed with
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the study finding regarding daily number of meal taken, that they seek to provide the main
meals for their children at least three meals per day. One mother stated, "My child is eating
more than three meals because he does not eat a whole meal every time". Other mother
said, "The responsibility falls entirely on the family at this stage because the child cannot
distinguish what is in his interest”, "The children encourage to eat when they eat with the

family, consequently they get enough meals and time".

Table 4.4 illustrates that around half (55.9%) of the study' school children have a breakfast
on daily basis and 35.7% of them have a breakfast irregularly. Of the total number of the
study' schoolchildren who always or sometimes have a breakfast, more than two-thirds
91.4% of the study' schoolchildren had their breakfast at home compared to 4.2% who had
it at school, and 4.4% of the study' schoolchildren had their breakfast sometime at home
and sometime at school. Most of the mothers during the qualitative part mentioned that
their children take breakfast at home before going to school but on holidays, there is no
control due to disturbance in their sleep and wake up style. On other hand, only few
mothers said that they already do not take breakfast themselves and similarly their sons and
daughters do the same. On the opposite side, some mothers declared that their children
prefer to skip breakfast at home and prefer to buy it from the school's canteen. One of the
mother mentioned, "l am keen to ensure they take breakfast to son before going to school
because skipping breakfast makes him not active in school”. Another one commented,
"Some time when my daughter gets up late, I prepare sandwiches for her to take it at

school".

When compared with others' findings, these results are lower than a local study on
adolescents aged 15-18 years skipping their breakfast. It reported that 60.8% of students is
skipping breakfast and 71.2 % of students were eating only 1-2 meals/day (Jalambo,

Hamad, & Abed, 2013).
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Table (4.4): Summary of dietary habits of the study* school children

Variable Frequency | Percent%
Health education Yes 341 92.2
about nutrition No 29 7.8
School 86 25.2
Home 176 51.6
If yes, where? Media 1 03
Other 78 22.9
Always 207 55.9
Having breakfast Sometimes 132 35.7
Never 31 8.4
1 Day 9 2.7
2 Days 9 2.7
Eat breakfast during 3 Days 35 10.3
the last 7 days 4 Days 35 10.3
5 Days 13 3.8
6 Days 31 9.1
7 Days 207 61.1
At home 310 91.4
Having breakfast at At school 14 4.2
At school & home 15 4.4
. Always 271 73.3
Tai\?\?h?lr:e o:i?ngme Sometimes 86 23.2
Never 13 3.5
Always 212 57.3
Eat between meals Sometimes 145 39.2
Never 13 3.5
. . Always 96 25.9
Bring your Sandwich Sometimes 142 384
Never 132 35.7
Drink carbonated soft Always 8 2.2
drinks/ beverages in Sometimes 47 12.7
school Never 315 85.1
Drink carbonated soft Always 19 5.1
drinks/ beverages in Sometimes 264 71.4
home Never 87 23.5
Always 139 37.6
Eat with your family Sometimes 228 61.6
Never 3 0.8
If yes, how often 7 or 6 days/week 139 37.9
aays7 5-2 days/week 199 54.2
' Less than 2 days 29 7.9
Take meals while Always 38 10.2
watching TV or Sometimes 139 37.6
playing Never 193 52.2
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In a study on women at reproductive age (Nour, 2013), the findings demonstrated that
48.1% of them have regular meal habits as three times daily, while only 5.2% used to eat
one meal only per day, and 47.2% confirmed that they usually skip breakfast. Out of those
women 58.9% attributed skipping breakfast to loss of appetite. Meanwhile, 12.2% owed
skipping breakfast to be on diet, whilst 28.9% attributed it to shortness of time. Thus, it
could be concluded that skipping breakfast is a common bad habit between mothers, and
not only amongst children.

Globally, (Murphy, 2007) emphasized that skipping breakfast is relatively common among
children in the U.S. and other industrialized nations and is associated with quantifiable

negative consequences for academic, cognitive, health, and mental health functioning.
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Figure (4.4): Distribution of study' schoolchildren by reason for skipping meal

Regarding the skipping the breakfast meals, about 8.4% of study' school children were
skipping breakfast all the times. The major cause of always or sometimes skipping was not
having enough time for breakfast as reported by 42.3% of the study' school children.

Within the same context, 24.5% of the study' schoolchildren have mentioned that having a
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breakfast is not a habit for them. Additionally, about 21.5% skip the meals due to not
having appetite and 6.7% of the study' school children indicated that they skip the
breakfast as they are cannot eat early in the morning. Also 3.7% of the study'
schoolchildren say that they have not taken it because there was lack food in their home
and 1.2% of them have not taken it because their mothers or stepmothers do not make
breakfast. Contrarily, the study results were inconsistent with the FGD where most of
mothers emphasized that skipping breakfast is relatively common among mothers before
the children. In addition the main reason to skip the breakfast is cannot eat early in the
morning.

Table 4.4 illustrates that about more half of the study' school children (73.3%) always
spend enough time during eating, in addition to 23.2% of them who sometimes spend
enough time during eating. In this study' qualitative part with mothers in FGD, all mothers
agreed with the previous results that children take enough time to eat unless there is a
reason to eat quickly such as go on a television or to go to play.

By asking the study' school children if they eat between meals, about half (57.3%) of the
study' schoolchildren indicated that they always eat between meals, while, 3.5% of them
never eat between meals, as shown in Table 4.4. The results of the FGD show that most
children eat between meals whether they eat healthy food such as fruits or vegetables or
unhealthy food such as chips and sweets. "Children need food at any time because they are
in a building phase and move a lot so they do not observe a specific time or number of
meals a day", said one mother.

Unfortunately, 64.3% of study' school children always and sometimes take sandwich to
school. The mothers in FGD agreed on the importance that the child should have
sandwiches with him/ her to eat it at school. Especially if the child goes to school in the

morning, where most of the time of these children do not have enough to take their
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breakfast before going to school. One of the mothers mentioned, "My son buys the
sandwich from school's canteen; where he does not agree for me to prepare it for him at
home”, "My daughter also refuses to take a sandwich to school because she is
embarrassed from her friends", a mother of the FGD echoed. While another mother of the
FGD said, "I give sandwiches to my son because sometimes he does not take money"”. In
the same context another mother added, "I make sandwiches for my child but he does not
eat it at school and returns it back with him", "Most children at this stage do not want to
take sandwiches with them, mainly boys". Additionally, a mother of children commented,
"My child tells me he does not want to take sandwiches from home but wants to buy it from
school's canteen™.

Regarding drink carbonated soft drinks / beverages, Table 4.4 shows that the majority of
children who participated in the study (85.1%) never drink carbonated soft drinks /
beverages at school compared to 23.5% of them who never had it at home. Followed by
12.7% who asserted that they sometimes drink carbonated soft drinks / beverages at school
while 71.4% of them sometimes drink it at home. Whereas, 2.2% of them always drink-
carbonated soft drinks / beverages at school, there were 5.1% who always drink it at home.
The results of the study' qualitative part as mentioned by participated mothers in the FGD
reported that healthy eating was not important for the children. In other words, children at
this stage are unable to distinguish between healthy and unhealthy food. Contrarily, a few
mothers reported that healthy food is important and interested for their children.
Nevertheless, all of them agreed on the full responsibility lies with the parents. They also
asserted that drinking soft drinks among children has become widespread. If the child does
not drink a soft drink at home, he or she will buy it from the school or any shop next to the
school; mothers in the FGD confirm this. Sometimes the mother prevents her child from

drinking but the father when he brings it home, the child drinks it and the mother does not
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control this situation. One mother commented, "I do not prevent the cola completely, my
child can drink it but rationally because anything forbidden is desirable”. "Cola or any
soft drink are prohibited inside home, but they may buy it outside”, one of the mothers

reported.

Regarding eat with family, as shown in Table 4.4, about 37.6% of the study'
schoolchildren always eat with their family, compared to 0.8% only of them never eat with
their family. The majority of study' school children (61.6%) sometimes eat with their
family. 37.9%, 54.2% from those who always and sometimes eat with their families, eat
with them from 7 or 6 days per week and 2-5 days per week, respectively. In addition,
7.9% of the study' schoolchildren eat with their family less than 2 days. The majority of
mothers in the qualitative part in the FGD supported the important eating meals with
family members, but there were circumstances that could make a child eat a meal alone or
with their brothers. The main reasons were the presence of the father or mother or both at
work during the mealtime for the child. One mother said, "On Friday, all family eat
together all meals”. One of the mothers speaks proudly, “I always eat all the meals with
my family members and do my efforts to share my husband in eating with my family

members”.

Regarding take meals while watching TV or playing, about half of the study'
schoolchildren (52.2%) indicated that they never eat food while watching TV or playing
and 37.6% of the study' school children have indicated that they sometime eat food while
watching TV or playing. While 10.2% of the study' schoolchildren indicated that they
always had food while watching TV or playing, as shown in Table 4.4. In the qualitative
part with mothers in the FGD, some of them agreed that the ideal thing is not to eat in front
of the television, but children want and like to eat in front of the television, so there must

be a system in the family not to put food in front of the television. Another mother
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commented, "My husband always eats food in front of the television and the children sit
with him". One of them added, "Children do not always sit in front of TV because of the

continuous cutting of electricity for most of the day".

4.1.3.1.1 Daily consumption of food groups

Annex 15 illustrates the percentage of daily consumption of food among study' school
children for; fruit, white tubers and root, oil and fats, legumes/ cereal, nuts, seeds, egg, red
meat, chicken, liver, kidney, fish, shawerma, fast food, chinese noodles and chilly food,
vegetables, milk a dairy products and cereals. It is worth mentioning that both boys and
girls almost the same in consumption of the food whether it is healthy food or unhealthy
food. Annex 15 illustrated that about 70% of the study' school children have drink milk
three times and more weekly, and around half (55.9%) of them have eat egg three times
and more weekly, both genders consumed egg frequently nearly equal. This result reflected
better percentage among children at Gaza; when compared this result with findings of
another local study (Abu Nada, 2010) which pointed out that 86.2%, but better than
(Wahaidi, 2016) 84% of drank milk, and less than the two studies 58% and 64% of ate egg.
Consumption of meat and its products were higher among the boys than the girls.
Moreover, the percentages of respondents consume fish products three times and more
weekly were 1.5% for boys and 0.6% for girls. While the percentage of the girls 45.9%
among respondents who eat fish rarely or never were more than the percentage of boys
(41%). Moreover, both genders consume chicken and liver frequently nearly equal.
Consumption of fruit three times and more weekly were higher among the boys (54%) than
the girls (51%). While, the percentages of respondents consume vegetable three times and
more weekly higher among the girls (70.6%) than the boys (52.5%). It is worth mentioning
that children eat unhealthy food with high frequency as fast and salty food such as chips

(73.5%), sweets (88.6%), chilly foods (56.8%) and Chinese noodles “Endomy” (84.4%).
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These results correspond to most of the elements of food order in the food pyramid where
the most consumption among children was the grains, the grains at that base in the food
pyramid and grains are the foundation of healthy diet. However, the fats, oils, and sweets
at the top of the pyramid, where it should be eaten in a very little amount, but in the study
results, the consumption of these foods among children was high. Referring to what
reported by the children mothers who participated in the focus groups discussion, most of
the mothers mentioned that there is variation in food intake between girls and boys,
especially the healthy food, but girls are better than boys in concerning with food intake.

Except few mothers said that their boys concern with food intake more than their girls.

This result contradicts with the results of the qualitative part in this study where, the result
between boys and girls were nearly the same. One of the mothers reported that, “Girls are
more concerned with their healthy food more than boys”, “The children are aware about
the importance of eating healthy food, but in practice they do not like most of healthy
food”, as reported by a mothers from the FGD. Additionally, the results of the qualitative
part of FGD agreed with and support our results and they appeared the same worry about

b

the Chinese noodles “Endomy” intake. Most the mothers said that their children are
addicted on the “Endomy”, while few of them mentioned that recently, there is decreasing
in this addiction even they still like it. Additionally, the Endomy has been sold in front of
school doors and there is no restriction for it. “My sons like the Endomy and the fast food, |
cannot control them”, one of the mothers reported. Also, the mothers sometimes forced to
do some types of food according to their children’ request especially the fried food. One of
the FGD members spoke insistently, “My daughter is insurgent and moody. She likes fried
food very much mainly fried potato and eggplant and she refuse to eat if I did not make it

even at breakfast”. Another one comments in different way and said, "The parents in all

cases are responsible for the food of their children if they were a fruit or vegetables the
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children will eat it". She added that, "Sometimes the poor economic conditions are control
the nature of food such as meat, fish and chicken to be on certain days of the

month especially fruits are associated with salary".

In general, the parents are responsible for planting healthy eating habits in their children,
because they are now children, but these children will grow up and become responsible for
their own families. "Mother is the main person who has more aware about and effects on

the life habits of their children™, mother reported.

A national study was conducted on Palestinian adolescents with regard to food habits and
physical activity. It showed noticeable differences between the West Bank and the Gaza
Strip, where adolescents of the Gaza Strip eat less fruits, sweets, soft drinks, meat and
chicken compared to West Bank. Researchers attributed those differences to the lower
socio-economic status in the Gaza Strip where more poverty, reduced accessibility and less
availability of several food kinds that are not locally grown or produced. In addition, the
study found that girls are more likely to report healthier food choices, with a higher

consumption of fruits and vegetables (Al Sabbah et al., 2007).

The Palestinian micronutrient survey carried out by UNICEF and Palestinian MOH
revealed that fruits and vegetables are consumed less often by adolescent boys and girls
than by the other age groups. It showed also that adolescent boys were higher than girls in
consumption of the foods of animal sources that might contribute to the higher prevalence
of anemia in female adolescents and youth. Fish consumption amongst people was higher
in the Gaza Strip than in the West Bank which is an attribute for geographical location.
Adolescents of both sexes consumed crisps and soft drinks rather regularly (Elmadfa, et al

2013).
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Table (4.5): Food Consumption Score

FCS Frequency Percent %
Poor food consumption 3 0.8
Borderline food consumption 16 4.3
Acceptable food consumption 351 94.9

Total 370 100%

In general, the Food Consumption Score (FCS) for food groups were presented in Table
4.5. As clearly appeared in the table above, a large percentage (94.9%) of study' school
children have acceptable food consumption and a very small percent (0.8%) of study'
school children have poor food consumption. This is logical where the most children have
eaten milk and pulses/starches as a base diet, as well introducing vegetables, meat, fats,
and other foods. A high score of FCS can be achieved through several different dietary
patterns; this means an increase in the dietary diversity and/or frequency of consumption of
one or more food groups particularly those groups with larger weights. Those with very
low scores tend to be heavily affected by an increase in food frequency only. In general,
once the base diet is achieved, an increase in diversity allows for an increased score.
Therefore, we recommend to pay attention to introduce new food groups in children diet to

have an increase score.

4.1.3.2 Physical activity and sedentary behaviors characteristics

By asking the study' school children how to go to school, Table (4.6) shows that more than
half of the study' school children (58.6%) go to school by foot. While, 34.9% of them take
transportation to go to school. The students who walk to school need in average 17.8
minutes to arrive to school. Regarding the using stairs at home, as shown in Table 4.6,
76.5% of the study' school children use stairs in their homes, among study' school children
who use stairs, 59% go up 3-5 floors. They use stairs for 4.2 times on average per day.

While, 36.4% of the study' schoolchildren go up less than three floors.
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Table (4.6): Summary of physical activity characteristics of study’ school children

Variables Frequency | Percent%
Walking 217 58.6
Go to School Transportation 129 34.9
Both 24 6.5
Needed minutes to arrive to (Mean= 17.8, SD=13.20)
school
. . Yes 283 76.5
Using stairs at home No 37 735
Less than 3 103 36.4
3-5 167 59.0
Number of floors 6.8 10 35
9 or more 3 1.1
Times use stairs per day (Mean= 4.20, SD=2.36)
0-2 hours 235 63.5
Daily hours of paling 3-6 hours 135 36.5
(Mean= 2.23, SD=2.36)
Moving from place to place 85 23.0
Studying while Sitting on the desk 188 50.8
Sitting in the bed 97 26.2
0-2 hours 278 75.1
Daily hours of studying 3-5 hours 92 24.9
(Mean=1.90, SD=1.06)
Family have rules about time Yes 207 55.9
you spend watching TV or
using computer No 163 44.1

The results also show that the study' schoolchildren spend time in playing for 2.23 hours
on average per a day. About 50.8% of the study' schoolchildren while sitting on the desk,
26.2% of them study while they are sitting on the bed and 23% of the study' schoolchildren
while moving from place to place. The study' school children for about 1.9 hours daily in
average. In addition, 55.9% of the study' school children mentioned that their families have
rules about time they spend in watching TV or using computer, as demonstrated in Table

4.6.
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Table (4.7): level of Physical activity among study* school children

Category Boys Girls Total
No. % No. % No. %
Sedentary 23 11.5 10 5.9 33 8.9
Physical Low active 47 23.5 60 35.3 107 28.9
activity Active 72 36 72 42.3 144 38.9
Very active 58 29 28 16.5 86 23.3
Total 200 100 170 100 370 100

As illustrated in Table 4.7, more than half of study' schoolchildren (62.2%) were live
active and very active life; boys were (56%) higher than girls (44%). While 28.9% of
study' schoolchildren were low active; boys with (56%) of them were higher than girls
(44%), and only 8.9% of study' schoolchildren were live sedentary life; boys were (69.6%)
higher than girls (30.4%). Based on the results from the Global School-based Student
Health Surveys (GSHS) 2010-2011 showed that the prevalence of physical inactivity
(75.8) among children aged 13-15 years in the Gaza Strip exercising for a total of at least
60 minutes per day over the past week of the data collection. This result is the highest
score of Lebanon (65.4) and UAE (72.5), At the same time less than a lot of Arab countries
such as Morocco (82.6), Qatar (85), Sudan (89), Syria (84.9), Egypt (90.6) and Jordan

(85.6) (Sharara et al, 2018).

During FGD, there was a large debate about that, where some of the mothers agreed that
there is a problem in practicing physical activity among children, while the other opposed
it. Most of mothers said that their children practice physical activity such as, running,
playing football or other any sport only at school. Also most the children go to school by
walking or by riding bicycles. Other mothers commented that boys concern with physical
activities more than girls where the boys play most the time in the street and the girls spend
most of their time at home and most of her time is spent studying. Few of mothers reported
that boys go to gymnasium but the girls playing Debka especially in holiday. On the other
side, the mothers mentioned that their children do not practice physical activity even at the
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school only if they give to their parents anything in the market. A mother from the FGD
echoed, “My son is obese, he eats a lot, does not like to play any sport, and he wants only
watch to TV or play with his mobile”. “I have a daughter, she likes to ride a horse and
playing Debka”, a mother said. Another mother said, “Boys concern with physical
activities more than girls, where the boys always play football in street or in the

playground with their peers”.

This study revealed that more than one third of the study' schoolchildren followed
sedentary and low activity lifestyle, while the prevalence of the sedentary and low activity
lifestyle was higher among girls. These results were consistent with results illustrated by
Abu nada (2010) and Al-Sabbah H. et al study (2007), where it found that the boys are
more active than the girls. Additionally, these results were more than the result mentioned
by AbuDayya A. et al. (2007). Fan and Cao (2017) indicate that increasing the low active
in general among chines children with a higher percentage of boys than girls (Fan and Cao,
2017). As well, Sharara et al, (2018) study results revealed that the prevalence of inactivity
among adults and children/adolescents is high across Arab countries, and is higher among
women. This is due to specific aspects of the cultural context of the region seem

particularly discouraging of physical activity.

Globally, 81% of adolescents aged 11-17 years were insufficiently physically active, that
adolescent girls were less active than adolescent boys, with 84% versus 78% and not
meeting WHO recommendations (WHO, 2015). Besides, only one in five children in EU
countries undertakes moderate-to-vigorous exercise regularly, where results from the
Health Behaviour in School-aged Children - HBSC (2016) indicated that among 11-year-
olds Italy (13 %), Denmark (15 %) and Greece (16 %) had the lowest prevalence of
children meeting recommended physical activity levels, while Finland (41 %), Ireland (38

%) and Bulgaria (36 %) had the highest prevalence (Inchley et al, 2016). According
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Verloigne and college (2012), showed children aged 10 to 12 years in Belgium, Greece,
Hungary, the Netherlands, Norway, Slovenia and Spain are spent more time sedentary,
where the girls spent significantly more time sedentary (500 minutes/day) than boys (474
minutes/day) (Verloigne et al, 2012). On other hand, Van Hecke and college (2016) show
that in most European countries, less than 50% of children and adolescents complied with
the recommended levels of physical activity, regardless of the measurement method. and
the boys and children were more active than girls and adolescents in general (Van Hecke et

al, 2016).

These finding can be justified by the chance for boys to practice physical activity outside
freely, while most girls are not allowed to go out and do the same by their families.
Females in general, do their physical activity inside their homes and mostly like domestic
cleaning and few minutes of physical exercise. This can be explained that the girls stay
longer time inside their houses than boys and spend most of their time in using computer,
watching TV and reading. On the other hand, the boys play football, rid bicycle, and
practice running exercise. In general, physical activity is not common among Palestinian
community in the Gaza strip. This may due to lack of public area for practicing physical
activity or bad economic situation affects negatively on practice physical activity, and this
restricted to some people mainly of high level economic status who have chance to go to
gymnasium or let their children to ride horses in horses club. Finally, the most important is
the lack of awareness of the community toward the importance and the benefits of physical

activity for their health status.
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4.1.3.3 Sleeping pattern characteristics

Table (4.8): Summary of sleeping pattern characteristics of study’ school children

Variables Frequency | Percent%

6:00-9:30 249 67.3

Go to bed at 10:00 and after 121 32.7
(Mean = 9.02, SD=1.23)

Before 8:00 am 306 82.7

. . 8:00- before 10 54 14.6

Wake up in the morning at 10 and after 10 57
(Mean = 6.42, SD=1.25)

Less than 9 hours 95 25.7

Number ﬁ{ hours of sleep at From 9 to 12 hours 275 743
night on average (Mean = 9.41, SD=1.26)

Not sleep 276 74.6

Number of hours of sleep at From 0.5 to 2 hours 92 24.9

daytime on average More than 2 hours 2 0.5
(Mean = 0.32, SD=0.62)
Sleep latency (Mean = 8.46, SD=11.34)

None 105 28.4

Nocturnal awakenings 1-3 times 257 69.5

4 times or more 8 2.1
(Mean = 1.12, SD=1.01)

. Always 39 10.5

Worried a:ighrl[ot sleep at Sometimes 194 55

Never 137 37.0

Have TV, computer or Yes 90 24.3

mobile at your bed room No 280 75.7

By asking the study' school children when do they usually go to bed, Table 4.8 shows that

more than half of the study' schoolchildren (67.3%) go to bed between 6:00 o'clock and

9:30 o'clock. While, 32.7% go to bed after 9:30 o'clock. The mean of the o'clock to go to

bed was 9.02, with SD=4.3. Also, the highest percent of the study' school children 82.7%

were get up in the morning before 8:00 o'clock. However, only 2.7% of the study' school

children get up in the morning after than 10 o'clock. The mean of the o'clock to get up was

6.42 o'clock, with SD=1.25. Approximately, 25.4% of the study' school children sleep less

than 9 hours daily in the night. In contrast, 74.3% of the study' school children sleep from

9 to12 hours daily. The mean number of sleeping hours at night per day was 9.41 hours,

with SD=1.26.
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The findings correspond to AASM, wherein this study most children sleep more than eight
hours daily. According to AASM, children from 6 to 12 years of age should sleep from 9
to 12 hours per 24 hours on a regular basis to promote optimal health. Additionally, 74.6%
of the study' school children do not sleep at the daytime, 24.9% of the participants do sleep
from half to two hours daily, and only, 0.5% of the study' school children sleep more than
2 hours daily. The mean number of sleeping hours at the daytime per day was 0.32 hour,

with SD=0.62.

Concerning the nocturnal awakenings, as shown in Table 4.8, 69.5% of the study' school
children get up between one to three times at night, 28.4% of the study' school children do
not get up at night, and finally, 2.1% of the study' school children get up more than four

times at night. The mean number of nocturnal awakenings was 1.12 times, with SD=1.01.

By asking the study' school children if they have or not TV, computer or mobile at their
bed room, where, Table 4.8 shows that more than half of the study' schoolchildren (75.7%)
have never TV, computer or mobile at their bed room. While, 24.3% of them have TV,
computer or mobile at their bedroom. Many studies show that the children with a TV in
their bedroom were significantly more likely to be overweight and reduces sleep quality
compared to those without a TV in their bedroom. After controlling for socio
demographics, physical activity, frequency of TV or movie watching and internet use
(Dennison et al, 2002; Adachi-Mejia et al, 2007; Brockmann et al, 2016; Heilmann et al,
2017). Our results in FGDs revealed the mothers showed positive attitudes toward media,
to the extent that they believed media exposure to be vital to children’s development and
most of them encouraged to provide TV or computer in children bedrooms and many
disagreed with recommendations from expert sources regarding age-appropriate screen

time.
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In addition, the mothers in FGD results confirmed and support our results that the children
go to sleep early due to they wake up early in the morning but in holidays there is no
control due to the disturbance in their sleep and wake up style. Also, children may wake up
at night to drink water or go to the bathroom but increased after the war or when children
hear that a war will happen. In addition, the mothers agreed that few children slept during
the day. One mother said, "My son wakes up more than once at night, especially after the
war". Another mother said, "My daughter is afraid to sleep alone and refuses to sleep in
her own bed". "My children go to bed early because they wake up early, but they may
delay in sleeping on the holiday days", mother reported. Another mother said, "Definitely

they have been changed after the war, they became more afraid of anything mainly girls".

4.1.3.4 Hygiene practices characteristics

The findings in Table 4.9 shows that most study' school children (88%) practice proper
hygiene practices. 98.7% of study' school children 'always' and 'very often' clean their hair,
and take care of it weekly. 98.1% of study' school children reported that they 'always' and
'very often’ bath with warm water and soap weekly, 98.4% ‘always', 'very often' and quiet
‘often’ wash their face after getting up from sleep, about 97% 'always' and 'very often' wash
their hands with water and soap after using the toilet. It is worth to mention that dental

hygiene practices got the lowest score.

Also during the FGD, all mothers in the qualitative study asserted on the importance of
teaching children hygiene practices because they need initially follow-up from parents to
become a habit in children afterward. In addition, the mother controls the practices of her
children at home more than school, where at schools there may be different practices for
the lack of parental control of a child or the child could be affected by his peers and imitate

his behavior.
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Table (4.9): Summary of Hygiene practices characteristics of study’ school children

Variable | Never Seldom Quite Very Always | Mean %
often often
Clean or brush your teeth when getting up bed.
N 118 28 72 38 114 0
% 31.8 7.6 19.5 10.3 30.8 3.01 60%
Clean or brush your teeth before going to bed.
N 155 30 75 27 83 0
% 41.9 8.1 20.3 7.3 22.4 260 S2%
Clean or brush your teeth after eating.
N 247 40 48 12 23 0
% 66.8 108 | 130 | 32 g2 | 7L | 3%
Use soap when washing your hands.
N - - 15 34 321 0
% X : 4.1 9.2 gog | 8 | 9%
Wash your hands with water and soap before eating.
N 14 7 27 36 286 0
% 3.8 1.9 7.3 9.7 77.3 4.55 9%
Wash your hands with water and soap after eating.
N - - 11 28 331 0
% i : 3.0 75 go5 | 86 | 9%
Wash your hands with water and soap after using the toilet.
N - - 11 24 335 0
% i : 3.0 6.5 o5 | 488 | 98%
Wash your hands with water and soap after playing.
N 38 11 54 70 197
0,
% 10.3 3.0 14.6 18.9 53.2 4.02 80%
Wash your hands with water and soap after touching animals.
N 46 10 57 61 196 0
% 12.4 2.7 15.4 16.5 53.0 3.95 79%
Wash your face after getting up from sleep.
N 3 3 5 16 343 0
% 0.8 0.8 14 43 027 | 487 | 9%
Clip and clean your fingernails.
N 1 1 36 69 263 0
% 0.3 0.3 9.7 186 | 711 | 460 | 92%
Bath with warm water and soap weekly.
N - - 7 35 328
0,
% . . 19 95 gg6 | +87 | 9%
Clean your hair and take care of it weekly.
N - - 5 17 348
0,
% - - 1.3 4.6 94.1 4.93 9%
Total SD=0.46 4.13 83%

The mothers reported on this aspect that they observe their children's practices in all time

at home but when they go out of the house like going to school they are unsure of their
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children's practices. Also during the FGD, all mothers in the qualitative study asserted on
the importance of teaching children hygiene practices because they need initially follow-up
from parents to become a habit in children afterward. In addition, the mother controls the
practices of her children at home more than school, where at schools there may be different
practices for the lack of parental control of a child or the child could be affected by his
peers and imitate his behavior. The mothers reported on this aspect that they observe their
children's practices in all time at home but when they go out of the house like going to

school they are unsure of their children's practices.

Also, the mothers explained that children respond positively in most cases for advices
related to their personal hygiene, even though a regular follow is highly recommended.
Another one comment in a different way and said, "Children do not need to follow up
where they practice what they learn at home if they are at home or outside the home". One

mother said, "Sometimes my son does not wash his hands due to rush to play”.

Most mothers agreed that the educated mothers have an essential role in promoting
hygienic practices for their children more than the no educated mothers. On another hand,
some of them reject this idea and one of them comments, “Our mothers in the past were
illiterate even though my mother used to inspect us and keep following on our personal
hygiene”. Few of mothers reported on the other side that the poor economic status is the
cause of the poor hygienic practices, not to lack of hygiene knowledge. "I have the
knowledge about proper hygiene practices but | cannot provide to bring all related

cleaning materials of hygienic", reported mother.

On the other aspect, mothers reported that the dental hygiene is the most missing daily
practice and thus mothers keep reminding their children to take care of brushing their teeth.

Other mother said, “It is important for me that my children wash their teeth even if the way
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is incorrect”. Additionally, most of the mothers confirmed that their daughters are more
practicing personal hygiene than the boys and they talk with them about this topic in open
approach while it is not the same for the boys, as some mothers said that their boys feel
embarrassed to talk with them freely. One mother reported, "Briefly the girls' proper

hygienic practice is a mirror for their mothers".

4.1.4 Quality of Life Domain

The following tables illustrate the findings of the subjective quality of life of children aged
10-12 years by KIDSCREEN scale; the scales have been transformed to a range of 0-100.
These results allow for the interpretation of children' perception of their health and well-

being during the past week were presented across 10 dimensions of health.

4.1.4.1 Children' perspectives about their quality of life

Table (4.10): Total score QOL by domains

Variable No. of Items SD % Mean
Physical wellbeing 4 0.59 90%
Psychological wellbeing 6 0.70 89%
Mood and emotion 7 0.81 82%
Self-perception 5 0.85 81%
Autonomy 5 0.71 74%
Parent relations 6 0.51 93%
Financial resources 3 0.99 83%
Social support 5 0.73 82%
School environment 6 0.71 84%
Bullying 3 1.05 81%
Total Kidscreen-52 domains 50 0.47 84%

Table 4.10 and Figure 4.5 show that the mean percentage score for the kidscreen-52
subscales ranged from 93% for parent relations and home life dimension to 38% for the

autonomy of children dimension.

98



The results showed that the lowest domain was autonomy with the mean percentage of
74%; with 73% boys and 75% girls and the best domain score was parent relations and
home life with a mean percentage of 93%; with 92% boys and 94% girls. Additionally, the
results revealed that the physical wellbeing domain was 90%; with 91% boys and 88%

girls which considered the second-best domain score.

Moreover, the results showed that the psychological wellbeing domain was 89%; with 88%
boys and 90% girls. While, the school environment domain was 84%; with 82% boys and
86% qirls and the financial resources domain was 83%; with 82% boys and 84% qgirls.
Additionally, the social support domain was 83%; with 81% boys and 84% girls, and the
mood and emotion domain was 82%; with 81% boys and 83% girls. Finally, the self-
perception domain was 81%; with 79% boys and 82% girls and the bullying domain was

81%; with 79% boys and 84% girls.

The total Kidscreen-52 finding showed the overall percentage score of 84%; with 83%
boys and 85% girls with SD = 0.74 which describe that most of the participant had a high
level of QOL whether they were boys or girls. Girls perceived their life better than boys as
indicated with 85% and 83% for girls and boys respectively. It agreed with Japanese study
where girls reported significantly more social support than boys and boys more physical

fitness than girls (Chen et al., 2005).
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Figure (4.5) Total score QOL by domains according to gender

Children ranked parent relations as their highest rated dimension; this only domain was

similar to the Ireland study. However, the lowest rated dimension in the present study was

autonomy, corresponding to the Ireland study was the school environment domain. The

other dimensions vary in order. Additionally, most of the adolescents in a cross sectional

survey at British Columbia and Canada 82.3% agreed or strongly agreed to being satisfied

with their QOL (Sawatzky et al., 2010).

Table (4.11): Summary of health characteristics of study’ schoolchildren

Variables \ Frequency \ Percent %
Do you have a long-term disability, illness or medical condition?
Yes 10 2.7
No 360 97.3
In general, how would you say about your health?
Excellent 222 60.0
Very good 109 29.5
Good 32 8.6
Poor 7 1.9
Total 370 100.0
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As shown in the Table 4.11, 90% of study' schoolchildren did not have a long-term
disability, illness or medical condition. Of the 2.7% who did, asthma was most study'
schoolchildren reported 1.4%, followed by eye problems 0.5%, heart disease 0.5% and
diabetes 0.3%.

Regarding a question was about asked how would his/her say about their health, 60% of
the study' schoolchildren felt that their health was excellent, while, 29.5% of the study'
schoolchildren felt that their health was very good. Followed by 8.6% of the study'
schoolchildren felt that their health was good and 1.9% of the study' schoolchildren felt
that their health was poor. In the qualitative part with mothers in FGD, the mothers said
that the most children are exposed at this age fractures, especially in boys. The result was
close to an Irish study on perceived general health, where 96% of all respondents felt their
health was ‘excellent’, ‘very good’ and ‘good’ (Keenaghan and Kilroe, 2008). This
similarity between children from a developing country such as Palestinian children
compared to a developed country adolescent is justified by the overwhelming global usage
of internet by adolescents over the entire planet.

4.1.4.2 Physical well-being

Table (4.12): Summary of physical wellbeing characteristics of study' schoolchildren

Variables | Never | Seldom Quite Very Always Mean %
often often
Have you felt fit and well?
N - 1 25 103 241
0
% . 0.3 6.8 278 | 651 4.58 92%
Have you been physically active (e.g. running, climbing and biking)?
N 2 3 55 127 183 0
% 0.5 0.8 14.9 34.3 49.5 4.31 86%
Have you been able to run well?
N - 1 39 119 211 0
% i 0.3 105 | 322 | 570 | 44 | 8%
Have you felt full of energy?
N 1 1 18 120 230 0
% 0.3 0.3 4.9 324 | 622 456 | 9%

(Mean= 4.48, SD= 0.59)
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Physical wellbeing dimension explores the level of physical activity of the children in
terms of their energy and fitness. The level of physical activity is examined with reference
to their ability to walk, and to play or do physically demanding activities (e.g. running,
climbing and biking).

As shown in the Table 4.12, 92.9% of study' school children stated that ‘very often’ or
‘always’ they have felt ‘fit and well within the last weeks prior to completing the
questionnaire. In response to the question about their ability to get around and walk or do
physically demanding activities, 83.8% reported that they have been ‘very often’ or
‘always’ physically active. Also, 79.2% indicated that they have ‘very often’ or ‘always’
physically active to run well. Addition, 83.8% stated that they have ‘very often’ or
‘always’ felt full of energy and 14.9% of them stated that the have quite often felt full of
energy. The mean percentage of physical wellbeing dimension was 90% with SD 0.59.
Referring to a comparative study between Portuguese and Spanish adolescents" quality of
life, the researchers reported that Portuguese girls only scored significantly lower than
boys in the Physical Wellbeing dimension. Moreover, a significant difference between
boys and girls on the quality of life dimensions in Spanish adolescents was found when
compared to Portuguese. Also, Spanish girls scored significantly lower results than
Spanish boys in the Physical Wellbeing dimension (Lima-Serrano, Lemos, and Nunes,
2013).

The result was close to an Irish study on perceived general health, where 81% of all
respondents felt their health was good, very good or excellent (Keenaghan and Kilroe,
2008). In the qualitative part with mothers in FGD, the mothers said the children in their

nature are active and spend most of their time playing unless they are sick.
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4.1.4.3 Psychological well-being

Psychological wellbeing dimension examines the positive emotions and satisfaction with
life of the children. It specifically reveals the positive perceptions and emotions
experienced by the individual. The questions look at to what extent children experiences
positive feelings, such as happiness, joy and cheerfulness.

Table (4.13): Summary of psychological wellbeing characteristics of study* schoolchildren

Variables | Never | Seldom Quite very Always Mean %
often often
Has your life been enjoyable?
N 5 1 35 95 234 0
% 1.4 0.3 9.5 25.7 63.3 4.49 90%
Have you felt pleased that you are alive?
N 8 - 45 90 227 0
% 2.1 - 12.2 24.3 61.4 4.43 89%
Have you felt satisfied with your life?
N 10 4 63 79 214 0
% 2.7 1.1 17.0 21.4 57.8 4.31 86%
Have you been in a good mood?
N 1 6 54 114 195 0
% 0.3 1.6 14.6 30.8 52.7 4.34 87%
Have you felt cheerful?
N 1 10 50 114 195 0
% 0.3 2.7 13.5 30.8 52.7 4.33 87%
Have you had fun?
N 1 3 30 44 292 0
% 0.3 0.8 81 | 119 | 789 | 404 | 9%

(Mean= 4.43, SD= 0.70)

Results depicted in Table 4.1) show the study' school children replies to the asked six
questions about their psychological well-being as experienced in the last weeks prior to
completing the questionnaire. The results across this dimension indicate that 89% of study'
school children felt that their life had been ‘very often’ or ‘always’ enjoyable. Overall,
85.7% of study' school children perceived that they have felt ‘very often’ or ‘always’
pleased, and 90.8% reported that they have ‘very often’ or ‘always’ had fun. At the other
extreme, only 1.9% mentioned that they have ‘never’ or ‘seldom’ been in a good mood,

3% stated that they have ‘never’ or ‘seldom’ felt cheerful, and only 3.8% revealed that they
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have ‘never’ or °‘seldom’ felt satisfied with their life. The mean percentage of
psychological wellbeing dimension was 89% with SD 0.70.

In an Irish study, 84% of all respondents felt that their lives have often or always been
enjoyable. 90% perceived that they are very often or extremely pleased to be alive and
87% often or always had fun. At the other extreme, 5% have never or seldom felt cheerful
and 9% have not at all or slightly felt satisfied with their life (Keenaghan and Kilroe,
2008), this result corresponds to the study finding in the same dimension.

In the qualitative part in the present study with mothers in FGD. It is worth mentioning,
mothers pointed out their frustration, but, they explicated optimism about the future
without defining solid reasons for this feeling. Generally, mothers agreed that children's
lives are happy because parents do everything to please their children. Another mother
said, "l am sure that my child is dissatisfied with his life because he goes to school and
then to work and back to the house at night". One of mother said, “It brings me lots of
proudness to be live in Palestine with my family, even when | compare between our lives
and lives of my family -My father and mother- in other countries, | dream to have what

they have, but I still so proud”.

4.1.4.4 Mood and emotion

Mood and emotion dimension covers how much the children experiences depressive
moods and emotions, and stressful feelings. It specifically reveals feelings such as
loneliness, sadness, sufficiency/insufficiency and resignation.

Respondents were asked seven questions relating to their mood as experienced in the last

weeks prior to completing the questionnaire.
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Table (4.14): Summary of mood and emotion characteristics of study* school children

Variables | Never | Seldom Quite Very Always Mean %
often often

Have you felt that you do everything badly?

N 210 45 87 21 7 .

% 56.8 | 12.2 235 | 57 | 18 416 | 83%
Have you felt sad?

N 124 65 138 32 11 ,

% 335 17.6 373 8.6 3.0 3.70 74%
Have you felt so bad that you did not want to do anything?

N 218 54 74 16 8 )

% 589 | 146 200 | 43 | 22 424 | 85%
Have you felt that everything in your life goes wrong?

N 244 51 58 11 6

0,

% 65.9 138 15.7 3.0 16 4.39 88%
Have you felt fed up?

N 111 55 136 55 13 ,

% 300 | 149 368 | 149 | 34 353 | 1%
Have you felt lonely?

N 230 48 49 28 15 .

% 622 | 130 132 | 76 41 422 | 8%
Have you felt under pressure?

N 238 53 48 17 14

0,
% 64.3 14.3 13.0 4.6 38 4.31 86%
(Mean= 4.08, SD= 0.81)

Table 4.14 shows that 79.7% of study' school children reported that they have ‘never’ or
‘seldom’ felt everything in their life goes wrong. About 78.6% of study' school children
stated that they have ‘never’ or ‘seldom’ felt under pressure. Addition, 69% of study'
school children perceived that they have ‘never’ or ‘seldom’ felt that they do everything
badly. About 73.5% reported that they have ‘never’ or ‘seldom’ felt so bad that they didn’t
want to do anything. At the other extreme, 11.6% of study' school children stated that they
have ‘very often’ or ‘always’ felt sad. Within the same context, 11.7% revealed that they
have ‘very often’ or ‘always’ felt lonely, 18.3% indicated that they have ‘very often’ or
‘always’ felt fed up. The mean percentage of psychological wellbeing dimension was 38%

with SD 0.81.
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According to report published by UNICEF, the psychosocial situation among adolescents
worsened during the past five years of conflict. Children and adolescents are suffering
from emotional problems such as headaches, sleeping disorders, violent acts, loss of
appetite (UNICEF, 2003). In a recent study by the Queen Elizabeth Medical Centre in
Western Australia, out of 400 children aged 9 - 12 years. Only 4% were found to be
clinically depressed, and 28% were assessed and classified as being vulnerable to future
depression. The depressed children believed that happiness is achieved through the
acquisition of fame, money and beauty. Happier children tended to believe that feeling
good comes from healthy attitudes and pursuing worthwhile goals (Tyrrell and Elliott,
2016).

To some extent, these results is near to that of the Irish study, which shows that 74% of
children reported that they have never or seldom felt that they do everything badly. 72%
stated that they have never or seldom felt sad and 80% perceived that they have never or
seldom felt so bad that they did not want to do anything. At the other extreme, 11%
revealed that they have very often or always felt under pressure, 10% indicated that they
have very often or always felt fed up, and 11% reported that they have very often or always
felt that they do everything badly (Keenaghan and Kilroe, 2008).

Contrarily, these results are inconsistent with the FGD. Where the mothers agreed that
children of this age would not be aware of such a meaning (under pressure, lonely and sad)
and when the child is punished he/she realizes that he/she made a mistake. By contrast,
some mothers said that because the poor economic conditions, parents preferred to provide
the basics for children without going out for a walk. One mother comments, "Children
these days say: | feel sad and worry likes an adult”. Also another mothers said, "Every

week | walk with my children and they do not feel bored".
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4.1.4.5 Self-perception

Self-perception dimension of the children includes whether the appearance of the body is
viewed positively or negatively. Body image is explored by questions concerning
satisfaction with looks as well as with clothes and other personal accessories. The
dimension examines how secure and satisfied children feel about themselves, as well as
their appearance.

Table (4.15): Summary of self-perception characteristics of study’ school children

Variables | Never Seldom Quite Very Always Mean %
often often
Have you been happy with the way you are?
N 5 3 33 92 237 0
% 14 0.8 89 | 249 | 641 449 | 90%
Have you been happy with your general appearance (clothes)?
N 3 5 33 94 235 0
% 0.8 1.4 8.9 25.4 63.5 449 0%
Have you been worried about the way you look?
N 159 57 92 40 22 0
% 43.0 154 24.9 10.8 5.9 3.79 76%
Have you felt jealous of the way other girls and boys look?
N 179 50 86 38 17 0
% 48.4 13.5 23.2 10.3 4.6 3.91 78%
Would you like to change something about your body?
N 137 35 84 86 28
0,
% 37.0 9.5 22.7 23.2 7.6 345 69%

(Mean= 4.03, SD= 0.85)

Respondents were asked to respond to five questions relating to their self-perception as
experienced in the 2 week prior to completing the questionnaire. Table 4.15 indicates that
89% of study' school children reported that they have ‘very often’ or ‘always’ been happy
with the way they are. 88.9% of study' school children stated that they have ‘very often’ or
‘always’ been happy with general appearance. About 58.4% perceived that they have
‘never’ or ‘seldom’ been worried about the way they look, whilst only 14.9% revealed that

they would ‘very often’ or ‘always’ like to change something about their body. As well
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61.9% indicated that they ‘never’ or ‘seldom’ felt jealous of the way other colleagues look.
The mean percentage of self-perception dimension was 63% with SD 0.60.

These results are near to the Irish study results in this domain indicating that 80% of
children reported that they have ‘very often’ or ‘always’ been happy with the way they are.
86% stated that they have ‘very often’ or ‘always’ been happy with their clothes. About
75% perceived that they have ‘never’ or ‘seldom’ been worried about the way they look,
while 13% revealed that they ‘very often” or ‘always’ have been worried. 81% indicated
that they would ‘never’ or ‘seldom’ like to change something about their body, while 13%
reported that they would like to change something about their body ‘very often’ or
‘always’. (Keenaghan and Kilroe, 2008).

The results of the qualitative part in the FGD support the previously mentioned result; they
agreed on the important of the economic situation plays an important role in this regard,

where the biggest role is for parents to provide for their children, especially among girls.

4.1.4.6 Autonomy

Autonomy dimension looks at the opportunity given to children to create his / her own
social and leisure time. It examines the person’s level of autonomy, seen as an important
developmental issue for creating an individual identity. This refers to the children freedom
of choice, self-sufficiency and independence. In particular, the extent to which they feel
able to shape their own lives, as well as being able to make decisions about day-to-day
activities, will be considered. The dimension also examines if the children feels sufficiently
provided with opportunities to participate in social activities, particularly in leisure

activities and pastimes.
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Table (4.16): Summary of autonomy characteristics of study’ school children

Variables | Never Seldom Quite Very Always Mean %
often often
Have you had enough time for yourself?
N 8 3 60 150 149
0
% 2.2 0.8 16.2 40.5 40.3 4.16 83%
Have you been able to do the things that you want to do in your free time?
N 10 11 51 162 136 0
% 27 3.0 138 | 438 | 368 409 | 82%
Have you had enough opportunity to be outside?
N 133 50 117 56 14 0
% 35.9 135 316 | 151 | 38 231 4r%
Have you had enough time to meet friends?
N 15 30 79 132 114 .
% 4.1 8.1 21.4 35.7 30.8 381 76%
Have you been able to choose what to do in your free time?
N 8 13 59 165 125
0
% 22 35 159 | 446 | 338 404 | BI%

(Mean=3.70, SD=0.71)

Respondents were asked five questions relating to their social and leisure time. Table 4.16
indicates that 80.8% of study' school children reported that they have ‘very often’ or
‘always’ had enough time for themselves. Only 18.9% stated that they have ‘very often’ or
‘always’ had enough opportunity to be outside. Addition, 66.5% perceived that they have
‘very often’ or ‘always’ had enough time to meet friends, while 5.7% indicated that they
have ‘never’ or ‘seldom’ been able to do the things that they want to do in their free time.
The mean percentage of autonomy dimension was 74% with SD 0.71.

In this domain, the Irish study indicates that 72% of all respondents reported that they have
‘very often’ or ‘always’ had enough time for themselves. 80% stated that they have ‘very
often” or ‘always’ had enough opportunity to be outside. 68% perceived that they have
‘very often’ or ‘always’ had enough time to meet friends, while 13% revealed that they
have ‘never’ or ‘seldom’ had such time. 11% indicated that they have ‘never’ or ‘seldom’
been able to do the things that they want to do in their free time (Keenaghan and Kilroe,

2008).
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There was a difference if the children had enough opportunity to be outside domain; where
in this study, the result pointed out 18.6% of children have ‘very often’ or ‘always’ had
enough opportunity to be outside. on the other hand 80% stated that they have ‘very often’
or ‘always’ had enough opportunity to be outside in Irish study.

The results of the qualitative part in the FGD support the previously mentioned result.
Most mothers supported children to do what they wanted in their free time. But few
mothers said they were setting out for their children the things to do in their free time. On

the other hand, mothers opposed the exit of children to walk, especially the exit of girls.

4.1.4.7 Parent relations and home life

Parent relations and home life dimension examines the relationship of the children with
their parents and the atmosphere in the home. It explores the quality of the interaction
between the child and the parents, as well as the feelings of the child towards the parents.
Particular importance is attached to whether the child feels loved and supported by the
family, whether the atmosphere at home is comfortable or otherwise, and whether the child
feels fairly treated.

Respondents were asked six questions relating to parent relations. Table 4.17 illustrated
that 89.7% of study' school children reported that their parents have ‘very often’ or
‘always’ understood them. 97.1% stated that they have felt ‘very often’ or ‘always’ loved
by their parents and 96.4% perceived that they have ‘very often’ or ‘always’ been happy at
home. 83.2% indicated that their parents have ‘very often’ or ‘always’ had enough time for
them and treated them fairly 94%. At the other end of the scale, 3% revealed that their
parents have ‘never’ or ‘seldom’ had enough time for them, while 1.9% perceived that
their parents have ‘never’ or ‘seldom’ treated them fairly. The mean percentage of parent

relations and home life dimension was 93% with SD 0.51.
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Table (4.17): Summary of parent relations and home life characteristics of study" children

Variables | Never Seldom Quite Very Always Mean %
often often
Have your parent(s) understood you?
N 1 - 37 24 308 0
% 0.3 - 10.0 6.5 83.2 4.12 4%
Have you felt loved by your parent(s)?
N 2 2 7 17 342 0
% 0.5 0.5 1.9 4.6 92.5 4.88 98%
Have you been happy at home?
N 1 1 11 27 330 o
% 0.3 0.3 3.0 72 | 892 | 48 | 9
Have your parent(s) had enough time for you?
N - 7 55 108 200 0
% - 1.9 14.9 29.1 54.1 4.35 87%
Have your parent(s) treated you fairly?
N 1 6 15 33 315 0
% 0.3 16 4.1 89 | 851 | T | %
Have you been able talk to your parent(s) when you wanted to?
N - 11 63 117 179 0
% : 3.0 170 | 316 | 484 | *2° | &%

(Mean= 4.64, SD= 0.51)

As noticed from the result of this domain, there is a good relationship between children and
their parents. In contrast, the results of our study were higher than the result of Irish study,
which indicates that 81% of children reported that their parents have ‘very’ or ‘extremely’
understood them. About 92% of them stated that they have felt ‘very’ or ‘extremely’ loved
by their parents and 86% perceived that they have ‘very often’ or ‘always’ been happy at
home. There were 76% of them indicated that their parents have ‘very often’ or ‘always’
had enough time for them and treated them fairly 83%. At the other end of the scale, 7%
revealed that their parents have ‘never’ or ‘seldom’ had enough time for them, while 7%
perceived that their parents have ‘never’ or ‘seldom’ treated them fairly. (Keenaghan and
Kilroe, 2008).

The results of the qualitative part of the present study in FGD support the previously
mentioned result. All mothers stressed that the home is the safest place for the child and

the parents always love their children.
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4.1.4.8 Financial resources

Financial resources dimension deals with money matters and assesses the perceived quality
by the child. It explores whether the child feels that they have enough financial resources
to allow them to live a lifestyle that is comparable to other children and to provide them
with the opportunity to do things together with their peers.

Table (4.18): Summary of financial resources characteristics of study* school children

Variables | Never Seldom Quite Very Always Mean %
often often
Have you had enough money to do the same things as your friends?
N 3 17 48 83 219 0
% 0.8 4.6 13.0 22.4 59.2 4.35 87%
Have you had enough money for your expenses?
N 8 22 78 84 178 .
% 2.2 5.9 21.1 22.7 48.1 4.09 82%
Do you have enough money to do things with your friends?
N 12 24 87 78 169 0
% 3.2 6.5 23.5 21.1 45.7 3.99 80%

(Mean=4.14, SD=0.99)

Respondents were asked three questions relating to their financial resources. Table 4.18
shows that, 81.6% of study' school children ‘very often’ or ‘always’ had enough money to
do the same things as their friends, and 70.8% of them ‘very often’ or ‘always’ had enough
money for their own expenses. Addition, 66.8% indicated that they do (‘very often’ or
‘always’) have enough money to do things with their friends. At the other end of the scale,
13% of study' school children revealed that they have ‘never’ or ‘seldom’ had enough
money to do the same things as their friends. 9.7% reported that they did not (‘never’ or
‘seldom’) have enough money to do things with their friends. The mean percentage of
financial resources dimension was 83% with SD 0.99.

These results were higher than the Irish study results showing that, overall, 70% of
children reported that they have ‘very often’ or ‘always’ had enough money to do the same
things as their friends. 65% stated that they have ‘very often’ or ‘always’ had enough

money for their expenses and 67% indicated that they do (‘very’ or ‘extremely’) have
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enough money to do things with their friends. At the other end of the scale, 16% of
children revealed that they have ‘never’ or ‘seldom’ had enough money to do the same
things as their friends. 14% reported that they did not (‘not at all’ or ‘slightly’) have
enough money to do things with their friends. (Keenaghan and Kilroe, 2008).

During the FGD, there was some debate about that but finally, they became convinced that
the problem is due to the economic factors, wherein a good economic situation the parents
can provide all things necessary for their children and the vice versa right. However, it is
worth mentioning that longstanding access restrictions imposed by Israel have undermined
the Gaza Strip economy resulting in high levels of unemployment, food insecurity and aid
dependence (OCHA, 2016). This justifies that children in Gaza used to live in a low
economic situation and suffered from insufficient amount of money to cover their daily life
needs; they then have to cope with the poor economic status of their family and trying to
show more sympathy with their families and to be satisfied despite the necessity and

poverty.

4.1.4.9 Social support and peers scale

Social support and peers dimension examines the nature of the children relationships with
other children and considers the social relations with friends and peers. The dimension
explores the quality of the interaction between the children and peers, as well as their
perceived support. The questions examine the extent to which the children feel accepted
and supported by friends and their ability to form and maintain friendships. In particular,
aspects concerning communication with others are considered. Also explored is the extent
to which the person experiences positive group feelings and how much he or she feels part

of a group and respected by peers and friends.
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Table (4.19): Summary of social support and peers characteristics of study" children

Variables | Never Seldom Quite Very Always | Mean %
often often
Have you spent time with your friends?
N 2 5 30 97 236 0
% 0.5 1.4 8.1 26.2 63.8 4.51 0%
Have you had fun with your friends?
N 2 3 28 93 244 0
% 05 0.8 76 | 251 | 659 | 0 | %
Have you and your friends helped each other?
N 2 5 41 90 232 0
% 0.5 1.4 11.1 24.3 62.7 441 89%
Have you been able to talk about everything with your friends?
N 21 39 130 92 88 0
% 5.7 10.5 35.1 24.9 23.8 351 70%
Have you been able to rely on your friends?
N 23 40 115 91 101 0
% 6.2 10.8 31.1 24.6 27.3 3.56 1%

(Mean=4.12, SD=0.73)

Respondents were asked five questions relating to their financial resources. Table 4.19
indicates that 90% of study' school children reported that they have ‘very often’ or
‘always’ spent time with their friends, and 91% indicated that they have ‘very often’ or
‘always’ had fun with their friends. Also, 87% reported that they and their friends have
‘very often’ or ‘always’ helped each other and 48.7% perceived that they have ‘very often’
or ‘always’ been able to talk about everything with their friends. Additionally, 51.9%
stated that they have ‘very often’ or ‘always’ been able to rely on their friends. At the other
extreme, 16.2% revealed that they have ‘never’ or ‘seldom’ been able to talk about
everything with their friends. The mean percentage of social support and peers dimension
was 82% with SD 0.73.

The Irish study indicates that 81% of children reported that they have ‘very often’ or
‘always’ spent time with their friends and 89% indicated that they have ‘very often’ or
‘always’ had fun with their friends. 75% reported that they and their friends have ‘very
often’ or ‘always’ helped each other and 59% perceived that they have ‘very often’ or

‘always’ been able to talk about everything with their friends. 75% stated that they have
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‘very often’ or ‘always’ been able to rely on their friends. At the other end of the scale,
17% revealed that they have ‘never’ or ‘seldom’ been able to talk about everything with
their friends. (Keenaghan and Kilroe, 2008).

The results of the qualitative part of the present study in the FGD support the previously
mentioned result. All mothers stressed that the children in this stage love their friends and
they are able to hold any things to their friends even sometimes they did not say it to their
parents; also, they help each other a lot.

4.1.4.10 School environment and learning

School environment and learning dimension explore the perception of the child about their
cognitive capacity, learning and concentration, and their feelings about school. It includes
their satisfaction with their ability and performance at school. General feelings about
school are also considered and view of their relationship with their teachers.

Table (4.20): Summary of school environment characteristics of study’ children

Variables | Never Seldom Quite Very Always Mean %
often often

Have you been happy at school?

N 7 3 52 94 214

0,

% 1.9 0.8 14.1 25.4 57.8 4.3 87%
Have you got on well at school?

N 2 5 46 99 218 0

% 0.5 1.4 12.4 26.8 58.9 4.42 88%
Have you been satisfied with your teachers?

N 3 6 76 110 175 0

% 0.8 1.6 20.6 29.7 47.3 4.21 84%
Have you been able to pay attention at school?

N 16 28 96 82 148 0

% 4.3 7.6 25.9 22.2 40.0 3.86 7%
Have you enjoyed going to school?

N 7 16 77 106 164

0,

% 1.9 4.3 20.8 28.6 44.3 4.09 82%
Have you got along well with your teachers?

N 5 1 65 129 170 0

% 1.4 0.3 17.5 34.9 45.9 4.24 85%

(Mean=4.20, SD=0.71)
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Respondents were asked six questions relating to their financial resources. Table 4.20
indicates that 83.2% of study' school children reported that they have been ‘very often’ or
‘always’ happy at school. Addition, 85.7% stated that they have got on ‘very often’ or
‘always’ well at school and 77% indicated that they have been ‘very’ or ‘extremely’
satisfied with their teachers. Also, 62.2% perceived that they have ‘very often’ or ‘always’
been able to pay attention. Additionally, 72.9% reported that they have ‘very often’ or
‘always’ enjoyed going to school and 80.8% stated that they have ‘very often’ or ‘always’
got along well with their teachers. At the other end of the scale, only 8.9% revealed that
they have ‘never’ or ‘seldom’ enjoyed and happy going to school and 2.4% indicated that
they have been ‘never’ or ‘seldom’ satisfied with their teachers. Also, 11.9% perceived that
they have ‘never’ or ‘seldom’ been able to pay attention. The mean percentage of school
environment dimension was 84% with SD 0.71.

The Ireland study indicates that 62% of children reported that they have been ‘very’ or
‘extremely’ happy at school. 75% stated that they have got on ‘very’ or ‘extremely’ well at
school and 66% indicated that they have been ‘very’ or ‘extremely’ satisfied with their
teachers. 72% perceived that they have ‘very often’ or ‘always’ been able to pay attention.
53% reported that they have ‘very often’ or ‘always’ enjoyed going to school and 68%
stated that they have ‘very often’ or ‘always’ got along well with their teachers. At the
other end of the scale, 26% revealed that they have ‘never’ or ‘seldom’ enjoyed going to
school and 19% indicated that they have been ‘not at all’ or ‘slightly’ satisfied with their
teachers (Keenaghan the Kilroe, 2008).

The results of the qualitative part in the FGD support the previously mentioned result. All
mothers stressed that the children of this age loved the school but some factors that
promote this behavior, such as student love for the teacher, this is a very important factor

affect to the children may be the students refuses to go to school if the treatment of a
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particular teacher badly. Regarding for ability to pay attention at school, not all children
can attract attention some of them can attract attention by their intelligence and excellence

and the other them can attract attention by a problem.

4.1.4.11 Social Acceptance/ Bullying

Social Acceptance/ Bullying dimension covers the aspect of feeling rejected by peers in
school. It explores both the feeling of being rejected by others as well as the feeling of
anxiety towards peers. ‘We say a student is being bullied when another student or a group
of students say or do nasty and unpleasant things to him or her. It is also bullying when a
student is teased repeatedly in a way he or she does not like. But it is not bullying when
two students of about the same strength quarrel or fight’. This dimension shows a high
score in QOL if these negative feelings are rare.

Table (4.21): Summary of bullying characteristics of study’ school children

Variables | Never | Seldom Quite Very Always Mean %
often often
Have you been afraid of other students?
N 211 39 60 45 15
0,
% 57.0 10.5 16.2 12.2 4.1 4.04 81%
Have other students made fun of you?
N 193 42 75 48 12
0,
% 52.2 11.4 20.3 13.0 3.2 3.9 79%
Have other students bullied you?
N 225 49 55 27 14
0,
% 608 | 132 | 149 73 38 420 | 84%

(Mean= 4.07, SD= 1.05)

Respondents were asked three questions relating to their financial resources. Table (4.21)
indicates that 67.5% of study' school children reported that they have ‘never’ or ‘seldom’
been afraid of other students. Additionally, 63.6% stated that other students have ‘never’ or
‘seldom’ made fun of them and 74% perceived that other students have ‘never’ or ‘seldom’

bullied them. At the other end of the scale, 16.3% of study' school children revealed that
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other students have ‘very often’ or ‘always’ made fun of them. The mean percentage of

bullying dimension was 81% with SD 1.05.

The Ireland study indicates that 89% of children reported that they have ‘never’ or
‘seldom’ been afraid of other students. 80% stated that other students have ‘never’ or
‘seldom’ made fun of them and 85% perceived that other students have ‘never’ or ‘seldom’
bullied them. At the other end of the scale, 11% of children revealed that other students

have ‘very often” or ‘always’ made fun of them (Keenaghan and Kilroe, 2008).

The results of the qualitative part in the present study in the FGD support the previously
mentioned result. All mothers stressed that the fighting between school students is normal.
This reflects that bullying exists as a phenomenon among boys. Also, most mothers
asserted that school environment has effect on their children behavior, whether positively
or negatively. In addition, the mothers asserted that peers affect each other positively or
negatively. On the other hand, it is possible that the bullying, whether physical or verbal,
affects the child negatively, such as refusing to go to school because of fear of some
students this happened out said the school. But few mothers asserted that there is bullying

at school.
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4.2 Inferential analysis

This part discusses the relationship between the dependent and independent variables well
providing an explanation and opinion regarding the findings of this study. The statistical
tests such as t. test, ANOVA and Chi-square have been applied. The dependent variable for
the study was quality of life domains to explore the perception of children in Gaza city, the
independents variables were demographical data and lifestyle patterns. Results of certain
findings were grouped, presented based on its significant and compared with other studies’
findings. Moreover, explanation and interpretation of these findings are presented. The
researcher preferred to present the overall result of each scale with these characteristics in
order to be more clear and easy to compare it with other similar studies within and outside

the Gaza strip.

4.2.1 Differences in QOL in reference to demographic characteristics:

Table (4.22): Differences in overall QOL in relation to demographic characteristics

Independent Variables N Mean | SD | Factor | Value Sig.
East Gaza 136 4,14 | 051

Governorate West Gaza >34 | 423 | 045 t -1.90 | 0.058
Boys 136 | 143 | 0.50

Gender Girls 234 | 148 | 050 ' | 097 |03
10 126 | 4.16 | 0.50

Age 11 122 | 4.22 | 0.46 F 0.53 0.588
12 122 | 4.21 | 0.46

Nurr_lber of 6 members and less 166 4.26 0.45

family t 2.29* | 0.023

members From 7 and more 204 4.15 0.49

Father’s Less than 12 years 84 3.97 | 0.61

years of 12 years to 16 years 215 425 | 041 F 14.37* | 0.000

schooling More than 16 years 71 4,30 | 0.37

Mother’s Less than 12 years 79 3.61 | 0.38

years of 12 years to 16 years 256 3.73 | 0.28 F 14.86* | 0.001

schooling More than 16 years 35 | 3.82 | 0.31
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Family size has been regrouped into two groups; families consisting of 6 members or less
and families consisting of 7 members or more. The overall QOL was then tested in relation
to family size using t-test. Results from Table 4.22 show that there was a statistically
significant difference between the two groups (p = 0.02), where members of smaller
families reported higher levels of satisfaction about their lives (mean = 4.26) than members
of larger families (mean = 4.15). In addition to lower impact of economic hardships when
the family size is smaller, members of small families could feel more satisfied because the
breadwinners of smaller families may be less overwhelmed by family obligations and need
whether it is food or other obligations. In simple words, smaller families can be seen as

easier to manage from all sides.

The same findings listed in Table 4.22 illustrate that the level of education and overall
QOL are positively associated. Results show that parents (father and mother) who attained
more education reported higher QOL (mean = 4.30, 3.82 respectively). Parents with less
education (Less than 12 years) were seen to be the least satisfied group (mean = 3.97, 3.61
respectively). According to LSD test (Annex, 8), the statistical significant variances were
noticed between the least educated (Less than 12 years) and those who attained the
diploma, university or higher education after university. The study results in relation to
QOL and education relationship are consistent with the global findings (Helliwell and
Putnam, 2004; Diener, 2009) and with the local studies (Al Bayoumi, 2014; Hannoun,
2012; Elyyan, 2007). Furthermore, FGDs participants confirmed that the greater the
attained education gets the higher QOL. They attributed this to cultural preferences and
referred to the historical appreciation Palestinian people bears to education as a source for
security and assurance. In addition, education is the affordable means to secure a job at
least and traditionally it is seen as it gives a higher social status and a higher self-

satisfaction.
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In addition, Table 4.22 shows no statistically significant variance between boys and girls
(P value=0.333). Also, there was no statistically significant variance among age of children
(P value=0.588). A possible explanation of there no differences between age and their
QOL,; as people get older, they could probably feel more concerned about their future and
livelihood more than children. Traditionally, parents assume responsibilities about
children. Eventually, the first explanation which comes to mind of the higher satisfaction
of children could be attributed to being less concerned about the socioeconomic reality.
Also, they are relatively socially and financially dependent on parents in the family, and

they therefore feel more ease than parents.

4.2.2 Differences in QOL in reference to socio-economic aspects:

Table (4.23): Differences in overall QOL in relation to socio-economic characteristics

Independent Variables N | Mean | SD | F | Value | Sig.
1000 or less 121 | 3.96 | 0.55
Income by NIS 1001-1600 50 413 | 0.50 *
1601-3000 129 | 4.35 0.33 k| 220 0.000
> 3001 70 4.38 0.34
Employment Full employment 331 | 424 | 044 i 357% | 0001
father Un/under employment 39 3.87 | 0.62 ' '
Employment Full employment 90 434 | 0.37 t | 376% | 0000
mother Un/under employment 280 | 4.15 | 0.49
Yes 317 | 4.28 0.39
Pocket money often 45 3.79 | 063 | F |37.79* | 0.000
No 8 343 | 0.52
Yes, enough 197 | 428 | 042
Enough pocket Yes, enough sometimes | 66 | 4.23 | 0.39 E | 947 | 0.000
money Not enough sometimes 76 411 | 0.53 ' '
Not enough always 31 3.84 | 0.63

The study findings as listed in Table 4.23 indicate positive association between income
and satisfaction about the QOL. The family whose income was less than NIS 1000 were
less satisfied (mean = 3.96) and those with higher income were more satisfied (mean =
4.38). At a certain point though, the relationship showed a very limited ascending pattern.

For instance, when income reached (NIS 3000) and when it exceeded this amount, the
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mean moved by 0.03 only. ANOVA test indicated a statistically significant variance
between respondents in reference to their family income (P value = 0.000). The LSD test
(Annex, 8) indicates statistically significant variance between groups whose income is less
than NIS 1000 and the rest of the groups. As aforementioned, a substantial correlation was
concluded between the average per capita and average QOL indicating that wealthier
nations are happier. In that sense, income positively correlates to wellbeing (Diener, 2009).

Obviously, in our social context, economic factors are heavily connected to livelihood.

Similarly, the QOL of employed and unemployed showed statistically significant
differences according to t-test. Respondents were grouped in accordance to their
employment status into two groups. t-test indicates that parents whether father or mother
with regular employment showed higher satisfaction about the QOL at a statistically
significant variance (P-value, 0.000). Employed (mean = 4.24, 4.34 respectively) were
better off than irregular or underemployed (mean = 3.87, 4.15 respectively). This
significant relationship could be explained by the assumption that working father or
mothers may enjoy better economic situation and also, they might be more exposed or
oriented to appropriate healthy life style that reflected on the QOL. Beyond income,
employed were often reported during the FGDs as a reason to enjoy dynamic lives and
better social status. An interesting observation about employment status and poverty was
noticed during the FGDs. Some participants referred to a sort of reclassification of poor
and better off people after the closure and blockade of the Gaza strip. One of mother
participant in FGDs said “One decade ago, my husband was work in the Israeli market and
we used to send meat and fruits to our neighbors who are public employees because we
were considering them poor and cannot afford quality foods. Now, employed people are
the middle and even above middle and we are the poorest”. Consistently, some of the

FGDs participants described the good life as the one where the family feel secure because
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of having jobs. Beyond money, and as concluded from the FGDs, besides being important
by itself, secured financial life replaces or at least helps bridging the insecurity people feel
due to being uncovered and vulnerable due to security instability, modest social protection
policies and small help — if reachable - safety networks. As aforementioned, during FGDs,
some mothers reported valuing money over other dimensions where they mentioned the

money can bring them happiness for all family special their children.

Likewise, ANOVA test indicates that children who always take pocket money showed
higher satisfaction about the QOL at a statistically significant variance (P-value, 0.000).
Children who always take pocket money (mean = 4.28) were better off than children who
sometimes take pocket money (mean = 3.79) and both were better off than children who
never take pocket money (mean= 3.43). There are statistically significant differences
occurred between the three groups as depicted by the LSD test Annex 8. Poverty
influences QOL thought to reflect both economic hardships and associated psychological

despair (World Bank, 2011).

4.2.3 Differences in QOL in reference to health related aspects:

4.2.3.1 BMI Z-score correlation with overall QOL.:

The correlation test showed no correlation between BMI Z-score and overall QOL as
indicated from table (4.5) (r = -0.026). This is normal at this age. Where, the increase in
weight gain is not significantly affected by the quality of life of children at this stage.
These results inconsistent with Japanese study which shows that there were significant
associations between lifestyle factors and all domains of QOL measurement.

Also, it was noted that obese children and adolescents reported significantly lower health-
related QOL in physical, psychosocial, emotional, and social functioning (Chen et al.,

2005).
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4.2.3.2 Differences in the overall QOL in relation dietary behavior characteristics

Table (4.24): Differences in the overall QOL in relation dietary behavior

Independent Variables N Mean | SD | Factor | Value | Sig.

Health education ~_Yes 341 423 | 0.44 «

about nutrition No 29 3.82 0.69 t 3.18 0.003
Always 207 4.35 0.34

having breakfast ~ Sometimes 132 4.09 0.47 F 41.21* | 0.000
Never 31 3.66 0.70

Having breakfast At school 310 4.24 0.40

at At home 14 4,14 0.71 F 3.04* | 0.049
At school & home 15 4.49 0.30
1 meal 16 3.52 0.50

Number of meals 2 meals 86 4.02 0.61 N

have per day 3 meals 222 4.30 0.34 F 22:30% 1 0.000
More than 3 46 429 | 0.44

Tak h i Always 271 4.25 0.44

Jaie ZZ(E.L:]% time  —5 metimes 8 | 407 | 051 | F | 751* |0.001
Never 13 3.92 0.67
Always 212 4.26 0.41

Eat between meals Sometimes 145 4,13 0.51 F 4.11* | 0.017
Never 13 4,01 0.83

Drink carbonated  Always 8 4.05 0.65

soft drinks/ Sometimes 47 4.31 0.32 F 1.92 | 0.148

beverages Never 315 4.18 0.49
Always 139 4.34 0.42

Eat with family Sometimes 228 4.13 0.46 F 17.07* | 0.000
Never 3 3.18 1.30

Take meals while  Always 38 4.13 0.45

watching TV or Sometimes 139 4.16 0.45 F 1.31 | 0.272

playing Never 193 4.24 0.49

Similar to economic variables, the statistical analysis suggested that almost all life style
dimensions are associated with the QOL status. In this study, the finding of the study
referred to statistically significant variances in reported QOL and reported dietary behavior
as indicated in Table 4.24. Children who reported having health education were better than
those who did not (t = 3.18; p = 0.003). Similarly, there were substantial difference in
overall QOL and children who had breakfast or not in ANOVA test (p = 0.000). The LSD
test (Annex, 8) points out that the statistically significant difference occurred between the

three groups listed in Table 4.24 above. Where children who always had breakfast (mean =
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4.35) were better off than children who sometimes had breakfast (mean = 4.09) and both
were better off than children who never had breakfast (mean= 3.66).

Similarly, a statistically significant difference in QOL was attributed to the number of
meals children have per day. The LSD test (Annex, 8) shows that the statistically
significant difference occurred among all groups, but the children who have three meals or
more per day were better off than children who have one or two meals per day.

As Table 4.24 indicates, children who take enough time while eating and eating between
meals resulted in statistically significant variance in the overall QOL (p = 0.001, 0.017
respectively) as indicated by ANOVA test. Children who always take enough time while
eating and eating between meals (mean = 4.25, 4.05 respectively) reported better
satisfaction over children who sometimes take enough time while eating and eating
between meals (mean = 4.07, 4.13 respectively) who in turn reported higher satisfaction
than children who never take enough time while eating and eating between meals (mean =

3.92, 4.01 respectively).

The same findings listed in Table 4.24 illustrate that the children who eat with your family
and overall QOL are positively associated. Results show that children who always eat with
your family reported higher QOL (mean = 4.34). Children who never eat with your family
were seen to be the least satisfied group (mean = 3.18). The LSD test indicates that the
statistically significant differences occurred between the three groups. This is an acceptable
result, where if the parents are present with the children, especially on the food side that
will give the child support to eat the full meal and they will learn the correct eating habits.
Also, this affects the child psychologically and increases the bond between the family

members.
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Table (4.25): Differences in the overall QOL in relation food intake

Variable N Mean SD F Sig.
Poor 3 3.11 0.47
FCS Borderline 16 3.52 0.66 29.63* | 0.000
Acceptable 351 4.24 0.43

* P value < 0.05-is statistically significant

Table 4.25 illustrates that the QOL of children who acceptable, borderline and poor food
consumption showed statistically significant differences according to ANOVA test.
ANOVA test indicates that children who acceptable food consumption showed higher
satisfaction about the QOL at a statistically significant variance (P-value, 0.000). Children
who acceptable food consumption (mean = 4.24) were better off than children who
borderline food consumption (mean = 3.52) and both were better off than children who
poor food consumption (mean= 3.11). The LSD test indicates that the statistically
significant differences occurred between the three groups. This is confirmed by mothers in
the FGDs, where the children when eating meals in a full and balanced, this affects all
aspects of their lives, where food provides them with energy to study and do any physical
activity, and other aspects. In general, Chen et al (2005) showed that the predominant
factors for poor QOL were irregular eating habits, inactive lifestyle (including low
frequency of physical activity and long television watching), and late bedtime during the
school nights. In other words, our results show that desirable lifestyles are associated with

good QOL, independently of sex, BMI, social backgrounds, and somatic symptoms.

4.2.3.3 Differences in overall QOL in relation to physical activity level

It is worth to mention that despite children considered their lifestyle as healthier reported
higher QOL, data show no statistically significant variance due to physical activity as

derived from the ANOVA test (Table 4.26).
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Table (4.26): Differences in overall QOL in relation to physical activity level

Independent Variables N Mean | SD | Factor | Value | Sig.
Sedentary 33 4.11 0.47

Level of physical | Low active 107 4.19 0.44

activity Active 144 4.23 0.48 F 062 0601
Very active 86 4.19 0.49

These results were opposed to the Japanese study, where the children who participated in

inactive lifestyle (including low frequency of physical activity and long television

watching) had poor QOL when compared with their active children meaning there was

significant association between the physical activity and QOL (Chen et al, 2005).

4.2.3.4 Differences in overall QOL in relation to sleeping characteristics

Table (4.27): Differences in overall QOL in relation to sleeping characteristics

Independent Variables N | Mean | sD | F | Value Sig.
6:00-9:00 238 | 4.27 | 0.50 *

Go to bed at 10:00 and after 121 | 411 |o043| ' | 1#72" | 0.008

Wake up in the Before 8:00 am 306 | 419 | 0.46 i 1.02 0.309

morning at 8:00 am and after 64 425 | 041 ' '

Number of hours of Less than 9 hours 95 | 414 | 047 i 347% | 0.032

sleep at night From9to 12 hours | 275 | 4.22 | 0.43 ' '

Number of hours of Not sleep 276 | 4.14 | 0.47

sleep at daytime From 0.5t0 2 hours | 92 422 1046 | F 3.70* 0.026
More than 2 hours 2 343 | 0.72

Worried and not sleep  Always 39 3.85 | 0.64

at night Sometimes 194 421 |045| F | 13.36* | 0.000
Never 137 4.28 0.41

Have TV, computer or Yes 90 4.22 0.38

mobile at your bed No 280 | 419 | 050 t 0.52 0.603

room

In this study, the finding referred to statistically significant variances in reported QOL and

some of the sleeping patterns as indicated in Table 4.27. Substantial difference in QOL

was thought to be attributed to the not able to sleep at night due to worries about something

as fear of war in ANOVA test (p = 0.000). The LSD test (Annex 8) points out that the

statistically significant difference occurred between the three groups listed in Table 4.27.

Similarly, children who go to bed early were better than those who go to bed late (t

12.72; p = 0.003). Similarity, where children who sleep at daytime higher QOL (mean
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4.22) compared with children who not sleep (mean =4.14). LSD test shows that the
statistically significant variance occurred between the three groups. Additionally, children
who sleep more than 9 hour were better than those who sleep less (t = 3.47; p = 0.032). It
is worth to mention, data show no statistically significant variance due to if the children
have a computer in the bedroom.

4.2.3.5 Correlation between overall QOL and hygiene practices

Table (4.28): Correlation between overall QOL and hygiene practices

QQL R Sig.
Hygiene 0.206* 0.000
*sig. at 0.05 level.

Similar to nutrition and sleep variables, the statistical analysis suggested that almost all
health related dimensions are associated with the QOL. As we mentioned earlier in a
Japanese study, there were significant associations between lifestyle factors and all
domains of QOL measurement. Hygiene practices are one of the important factors
affecting health and one domain of lifestyle, so it affects the quality of life. These results
may support the mothers' opinions where the life style of children at this stage is under the
supervision of parents more than the behavior of children alone.

According to the whole result package, an argument that the socioeconomic effect on QOL
could pass through the health related pathway can evolve. This argument is further
supported with research results which suggest that social, economic and psychological
circumstances can lead to long term stress, where insecurity and anxiety have powerful
influence on health. The results at large are also consistent with the explanations of the
relationships between health and wellbeing by different scholars and experts (WHO, 2013; UK
Department of Health, 2014). The study suggests that the economic and social factors which
children and their mothers reported as more important to their QOL, while some life style

patterns were linked with the QOL correlates by them. In different wording, the
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relationship between QOL and life style or health is reciprocal, and therefore, health
should be seen in its social rather than medical context as demonstrated by the national

health strategy as well (MOH, 2014a).

» Summary

The findings of the study have revealed that above half (74.9%) of the study' school
children had normal BMI, where only 2.2% of the study' school children were considered
underweight. Additionally, the findings of the study have also revealed that 13.8% of the
study’s study' school were overweight while 9.2% were obese.

In addition, the majority of study' school children were get a daily pocket money and only
2.2% of them did not get a daily pocket money. Also, only 6.5% of study' school children
were working part-time as clear in quantitative part, however, the students' mothers in
FGD confirmed that the work of the children is a help for the parents and not work in its
true sense.

Interestingly, the findings of the study show that the majority of study' school children
received health education about nutrition. Also, the findings show that more half of study'
school children have a breakfast on daily basis or irregularly and have three meals per day.
Regarding food consumption score for food groups, the findings of this study have
revealed that a large percentage (94.9%) of study' school children have acceptable food
consumption, while 4.3% of them have borderline food consumption. However, only 0.8%
of them have poor food consumption. Regarding physical activity, the findings of the study
have revealed more than half of study' school children were live active and very active life
and only 8.9% of study' school children were live sedentary life. Regarding sleeping
patterns, the findings of this study have revealed the study' school children sleep more than
8 hours daily, but more than of the study' school children get up between one to three times

at night (nocturnal awakenings).
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The findings of this study have revealed some of the hygiene practices done by children.
however, all mothers in the qualitative part asserted on the importance of teaching children
hygiene practices because they need initially follow-up from parents to become a habit in
children afterward because the children usually do not do these practices on their own.
Additionally, the total Kidscreen-52 finding showed that most of the study' schoolchildren
had a medium level of QOL whether they were boys or girls. Also, the best domain score
was parent relations and home life among study' schoolchildren and the lowest domain was
autonomy.

In the present study, children with a frequent to take pocket money were more likely to
have high QOL compared with children who never take pocket money. Additionally,
children with a frequent to habit of take habit breakfast were more likely to have high QOL
compared with children who skipping breakfast. Moreover, children with a frequent to
habit of take three meals per days were more likely to have high QOL compared with
children who take one or two meals per day. Children with eating while television viewing
were more likely to have low QOL. Also, there are no relationships between the physical
activities and the overall of QOL. Children not able to sleep at night, due to worries about
something as fear of war were more likely to have low QOL. In summary, most the
lifestyle patterns and socio demographic factors of this study are effects on the overall of
QOL of children positively or negatively.

Overall, both descriptive and inferential analysis of the main findings in addition to the
discussions and comparisons made in this study are offering an ample room for
constructive conclusions and thoughts. Part of these conclusions and recommendations is

presented in the next chapter.
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Chapter Five

Conclusion and recommendations

5.1 Conclusion

Childhood is a period of rapid physical, social, cognitive and behavioral change. Optimal
lifestyle during childhood is essential for the maintenance of growth and good health.
Namely, improving the lifestyle is the key to achieving better quality of life. The study
built its conclusion and suggestions to be presented in this chapter on the findings and
results of assessing the study QOL of children and the relationship with their lifestyles.
The Kidscreen-52 ten domains tool and questionnaire of lifestyles was administered by the
researcher used to obtain quantitative results, which then have been validated and
explained with children' mothers in FGDs. Special focus was drawn towards assessing the
life style and the QOL of children. The used tools assessed children perception in ten
domains to reflect the range of life aspects thought to constitute or indicate the overall

QOL.

This study has proven that the lifestyle has broad effects on QOL of children in the most
field of their lives. It is noteworthy to report that there were no significant differences
between the responses of boys and girls in most aspects, whether in their lifestyle or QOL.
Based on the study results regarding anthropometric measurements, 74.5% of children
presented with normal weight for age, 4.5% of children were underweight with higher
prevalence amongst boys (2.4%) than girls (2.1%). Furthermore, 21% were obese and
overweight, girls showed higher obesity rates than in boys (12.1%) and (8.9%)

respectively.

The study findings revealed that the children consumed daily servings of vegetables,

fruits, milk and dairy products less than the recommended servings of each food group per
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day. Furthermore, the children consumed daily servings of carbohydrates and protein
within the recommended servings of each food group per day. On the other hand, they
consumed daily servings of sweets, fats and fast food more than the recommended servings
of each food group per day. During discussions in the focus groups, most of the mothers
mentioned that the parents are responsible for the lifestyle changes in their sons and
daughters in general and planting healthy eating habits in their children especially, because
they are now children, but these children will grow up and become responsible for their
own families. They mentioned also that although children know what is healthy food, its

contents and importance; but, yet they do not pay attention it always importantly.

It's worth to mention that, more than half of children (62.2%) were living active and very
active life, of the boys were (35.2%) higher than girls (27%). Differently, 36.8% of
children were sedentary and low active, where the boys equal girls at this point. Mothers'
perceptions about their children physical activity according to gender were consistent with
the results of the questionnaire with children, which revealed that boys practice physical

activities more than girls.

The findings regarding sleeping habits correspond with the children questionnaire and
focus groups and AASM, wherein this study most children sleep more than eight hours
daily. According to AASM, children from 6 to 12 years of age should sleep from 9 to 12
hours per 24 hours on a regular basis to promote optimal health. Regarding the hygiene
practices, the majority of children indicated high percent in most point of hygiene

practices.

Main results indicate that the overall QOL status of the study population (aged 10, 11 and
12 years) elicited the high level of life satisfaction. The findings of the study have shown

that the QOL among girls was higher than boys in most domains of QOL. The parent

132



relations elicited the highest domain and the physical wellbeing domain elicited the second
highest. In between, psychological wellbeing, mood and emotion, self-perception, financial
resources, social support, school environment and bullying domains elicited convergent
levels of satisfaction. It is noteworthy that autonomy was the domain with the least
satisfaction. Results suggest that children enjoy high satisfaction about their parent
relations and home life domain than many other countries. Due to that children at this stage
depend on their parents significantly. Generally speaking, the study population elicited
higher scores than many other countries in physical, psychological, moods and emotions,
parent relations and home life, social, and school environment domains when they were
compared to the average scores obtained from Ireland study (Keenaghan and Kilroe, 2008).
It is noteworthy that level of self-perception, autonomy, financial resources and bullying

domains were lower to other countries.

Other socio-demographic aspects such as family size, level of education, income,
employment states for parent and the pocket money of children were associated with over
all of QOL in different directions. Family size and years of education showed positive
correlation. Moreover, results suggest that children family' at the bottom of the economic
ladder are worse off. Wellbeing status of the poor and very poor reported to be much lower
than people who considered themselves as moderate are relatively better off, and rich

families were better for those perceived themselves as moderate families.

The QOL of children whose family income is less than NIS 1000 reported the least level of
QOL. Overall of QOL increased with income where respondents with income around NIS
1600 were a little bit better off and those with income ranged from NIS 1601 to 3000 were
much better and reported much higher satisfaction. When family income was higher than

NIS 3000, respondents reported a very slight increased satisfaction then the preceded
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group. Thus, strong argument around association between income and QOL is suggested.

Fully employed were better off than unemployed and underemployed people.

Dietary behavior is suggested to be one of the potential predictors of the QOL between the
life style patterns. It is thought to contribute to wellbeing the highest among other selected
variables in this study as indicated from ANOVA test. Children with better dietary
behavior (such as; have breakfast, have three meals per day, take enough time while eating,
eat between meals, eat with family) were better off compared to those who practiced poor
dietary behavior. Similarly, about the hygiene practices where the children who reported
bad practices more lower of QOL status when compared to those who reported good
hygiene practices. Moreover, the findings of the study showed that the physical activity
and the BMI Z-score were not associated with the overall of QOL. There are many recent
arguments about the reciprocal relationship between health and QOL. Greater consensus is
being built around the mutual pathways through which both QOL and health are

influencing each another.

Finally, the study concluded that there is a strong correlation between the overall of QOL
and the lifestyle for children. As per the study results, it could be considered as one of
unprecedented reference data to be available in the Gaza Strip. They can be used for the
purposes of addressing the children needs and help to solve their lifestyle problems, a
matter that would undoubtedly improve their quality of life. Also the qualitative results

asserted on the importance of enhancing the lifestyle for children to improving their QOL.
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5.2 Recommendation

5.2.1: General recommendations

1. Based on the study analysis, findings and conclusions, the researcher proposes the
following recommendations:

2. Although wellbeing is an integral part of the broader definition of health, so far, it has
not been given adequately considered in Gaza Strip. Policy makers need to exercise
proactive efforts to promote the conceptualization of health as a social rather than a
medical concept and to monitor the QOL level in Gaza Strip. As a society, we need to
develop our understanding of children’s lives whence their lifestyle and quality of life.

3. In planning, policy-making and delivering services relating to child health, we should
be involving the children in it by research. Where we need to pay attention to our
research methods with children, and to match methods to settings in a way that
maximizes their voices.

4. A further prospective investigation of the effect of lifestyles on QOL among children
and adolescents would be needed.

5. Intervention programs contract to change lifestyles will be important to improve QOL
in school children. Such as, the fostering of active lifestyles in school settings may
help to establish enduring positive health habits, and physical activity at school is an
important component of overall exercise behavior.

6. Starting with children, a screening program for anthropometric measures to be
conducted aiming at achieving preventive early case detection such as obesity.

7. Children need to learn how to link knowledge (like healthy food and practice sport)
with good practices for the purpose of sustainability (through family and school).

8. Schools should play an integral part to reduce unhealthy lifestyle patterns by

conducting school-based prevention programs that encourage children to eat better, be
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more active, and achieve healthier weights. Where the schools are the best place to
access the large numbers of children

9. Schools in cooperation with School Health Departments should launch more activities
related to physical activity, dietary habits, sleeping patterns and hygiene practices
related activates using modern approaches such as role play and discussion group to
adopt right health concepts and practices in their daily life. Also, the students’ families
mainly mothers in order to communicate any arising issues or observations in terms of
their children’s lifestyle at school such as physical activity, dietary habits, and hygiene

practices.

5.2.3 Recommendation for further research

1. The study appraises the QOL of children in reference to ten internationally recognized
domains that constitute a framework for policy makers and stakeholders who are
concerned about the QOL concept. The study findings could constitute a baseline for
future interventions, monitoring and evaluation.

2. Parent relations and home life domain elicited high scores, and efforts to maintain
them as strong contributors to higher QOL are needed especially at the next stage,
Adolescence.

3. Conduct more research including both qualitative and quantitative methods to deeply
explore the associated factors with quality of life and lifestyle among larger samples
representing all schools students in the Gaza Strip to be more representative and to
generalize data.

4. Conduct more community-based studies on quality of life among preschoolers,
schoolchildren, and adolescents using standardized age ranges and standardized tools

for measuring the quality of life.

136



Conduct more studies to deeply explore the gender variation in determinants of
lifestyle and quality of life among children.

Conduct more studies to explore the temporal association between quality of life and
one style of lifestyle patterns such as the association between the quality of life and
physical activity.

Conduct studies to assess the economic costs each of lifestyle or quality of life.
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Annex

Annex (1): Gaza Strip map
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Annex (2): Study population and sampling description

No. Schools
Type East | West | Grade | Boys | Girls Total | Sample
Gaza | Gaza size
69 53 4 7845 | 8169 16014
Government 5 8118 8299 16417 127
schools 6 8257 | 8241 16498
Gaza Sub total 48,929
City 23 | 42 4 | 16413 | 14344 | 30757
UNRWA 5 15490 | 14465 | 29955 227
schools 6 13944 | 13377 | 27321
Sub total 88,033
Privet 6 10 4 1228 706 1934
schools 5 1128 651 1779
6 1014 586 1600 46
Sub total 5,313
Total 142,275 400
Annex (3): Sample Size
.
Oepiinfo
(o) [E=EEER ==

StatCalc - Sample Size and Power

For simple random sampling, leawe design effect and clusters equal to 1.

142275 I

Population size:

Population survey or descriptive study

Expected freguency:

Acceptable Margin of

Error:

Design effect:

Clusters:

B0% 157 157
60 o oo 259 259
595% 368 368
D %
57% 451 451
1.0 99% 634 634
99.9% 1032 1032
59.99% 1439 1439

159




Annex (4): Names of the schools

No.

Type of schools

Name of schools

01

02

03

04

05

06

07

08

09

10

11

12

UNRWA schools

Rimal Preparatory Girls

Gaza Elemantory Co-ed Girls "A"

Zaitoun Elem. Boys "B"

Bahrain Kingdom Prep. Boys

New Gaza Elem. Boys "D"

Zaitoun Elem. Co-ed "C"

Zaitoun Elem. Co-ed "B"

Gaza Elem. Co-ed "B"

Asam' ELem. Co-ed "C"

Mamounia Prep. Girls

Beach Elem. Boys "A"

Zaitoun Elem. Boys "C"

13

14

15

16

17

18

Governmental schools

Qahera Elem. Girls "A"

Shejaiya Elem. Girls "B"

Qahera Elem. Girls "B"

Al-Abass Ben Abed Al-Motaleb Girls "A"

Moeen Bessesso Elem. Boys "A"

Al-Agsa Elem. Boys "A"

19

20

21

Privet schools

Al-Wehda Privet for Language

Al-Maged Privet

Hudaa Privet school
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Annex (5): Parent Questionnaire (Arabic and English version)
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Deanship of Graduate Studies
Al-Quds University
School of Public Health

Serial No.

Parent Questionnaire

about
Life style Pattern and Quality of Life among school children
in Gaza City- Palestine

Salam,

I am Kholoud Khaled Al Sedawi, this questionnaire is part of a study conducted as a
requirement for the Mater Degree in Public Health at Al-Quds University. The aim of this
study is to investigate “Assess the association of lifestyle patterns with quality of life
among school children in Gaza city”, the findings and conclusions of this study may help

in improving the lifestyle of school children in Gaza.

I will interview children to fill out a questionnaire that discusses the most important forms
of lifestyle (such as daily habits of nutrition, physical activity, sleep, and hygiene) and
quality of life for children. Your child's participation in the study is voluntary and not
mandatory, and your son or daughter can choose not to answer some or all questions. He /
She can also withdraw from the study at any time without mentioning any reason, but we

will greatly appreciate their participation. Their answers are very important to us.

It is important to inform you that your son/daughter has been randomly selected and that
any information your child will provide will be kept strictly confidential and will be used
for scientific purposes only and will be discarded after completion of the study. The name

of the child will not be identified. We reaffirm that this is voluntary.

Note: There will be no implicit cost for you as a result of your child's participation, and the
information we receive will not affect your child's education, and the data will be treated in

strict confidence.
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Part of the consent and signature of the child's guardian:

I am the child's guardian -----------=--==-=---umnu-- | have read the consent form and hereby
acknowledge that I voluntarily agree to the participation of my child ------------=-=--=-oom--- .

Template information

1  Studentguardian | [J Mother 1 Father 111 e ——
2 | Mobile Number | --------m-mmmmmm oo
3 | Date of birth of the child ------------------=--~---- 4 | AQe -----m-mmmmmmm e
5  Areaof residence | [J East Gaza [J West Gaza
O Al-Sabra O Al-ShekhRedwaan
O Al-Daraj O Al-Naseer
O Al-Zaytoon O Tal ElI Hawa
O Al-Tofaah O Al-Remal
[0 Al-Shejaeaa
6 | Your home: J Own ] Rent
O With family O Other -----------------
7 | Number of family members living at home ----------=--=---emcmen--- Person
8 | Number of rooms in the home (not including bathroom and kitchen) --------------------
Room
9 | Student arrangement between brothers and sisters -------------------------o--—-
10 | Parents education Father Mother
level O Illiterate O Illiterate
O Primary school O Primary school
[ Preparatory school [ Preparatory school
O Secondary school O Secondary school
O Vocational level O Vocational level
O Diploma O Diploma
[0 Bachelor's degree [ Bachelor's degree
L1 Master [1 Master
O Ph.D. O Ph.D.
I 1 do not know O 1 do not know

11 ' Number of years of education of the father who finished it -------------------------
12 | Number of years of education of the mother who finished it -

13 | The current status Father Mother
of the parents 00 Unemployed O Unemployed
O Retired O Retired
0 Employee, with 0 Employee, with
14 | Average monthly income of the home from all sources -------------- -- NIS
15 | Does your child take pocket money?
16 O VYes, ------ NIS | O Sometimes 0 No
17 | If yes, do you think your child's pocket money is enough to meet his / her own needs.
O Yes, enough O Yes, enough but not at all times
[0 Not enough, at sometimes 0 Not enough at all
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Annex (6): Student Questionnaire (Arabic and English version)

Deanship of Graduate Studies
Al-Quds University
School of Public Health

Serial No.

Children Questionnaire

about
Life style Pattern and Quality of Life among school children
in Gaza City- Palestine

Salam student,

I am Kholoud Khaled Al Sedawi, this questionnaire is part of a study conducted as a
requirement for the Mater Degree in Public Health at Al-Quds University. The aim of this
study is to investigate “Assess the association of lifestyle patterns with quality of life
among school children in Gaza city”, the findings and conclusions of this study may help

in improving the lifestyle of schoolchildren in Gaza.

Please read and listen to every question carefully. What answer comes to your mind first?
Choose the box that fits your answer best and cross it, you may feel that some questions
are repeated; please try to answer them all. Filling this questionnaire takes about (20)

minutes of your valuable time.

Remember: This is not a test so there are no wrong answers and mention that your
participation in this study is voluntary and you can withdraw from the study at any time
without any reason. It is worth to inform you that we assure the confidentiality of all data
we collected, and these data will be used only for the research study and it will be
discarded after the study completion. No name will be mentioned in the study and the

students will be identified by codes.

Therefore, could you please kindly share and answer questions in this interview. Can we

start the interview?

] Yes 1 No
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Template information

School Name/

Place of school O West of Gaza O East of Gaza

Date

Children anthropometric measurement:

Could you please answer the following questions?

Section 1: The Socio-demographic determinants

1. | Birth date: D/ M/ - Y/ -

2. | Current class: 0 4" grade O 5" grade O 6" grade

3. | Gender: O Boy O Girl

4. | Student employment status: CIWorking part time [CJNot working

1.The nature of the work being done by:

2.The number of daily hours; -----------------
3.Number of working days per week: -----------
4.Remuneration received by / day: --------- NIS
5.Where used wage earned by:

Section 2: Life style information

Part 1: Determinants of dietary behaviour:

1. | Have you received any health education about nutrition?

L] Yes I No skip2

2. | If yes, Where?

O School O Home O Media (TV, Radio, internet) O Others, specify -------------
3. | How often do you have breakfast?

O Always skip 6 L] Sometimes L1 Never skip 4,5

4. | If yes, how many days did you eat breakfast during the past 7days? --------- days
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10.

11.

12

13.

14.

15.

Where do you have breakfast? 1At home 1At school

If no, what is the main reason you do not eat breakfast?

O I do not have time for breakfast O I cannot eat early in the morning
O There is lack of food in my home [ Loss of appetite
O Not a habit O Other reason

How many meals do you actually have per day?

O 1 meal O 2 meals O 3 meals O More than three
Do you take enough time while eating?

L] Always [J Sometimes [ Never
Do you eat between meals?

O Always O Sometimes 1 Never
How often did you bring your Sandwich to school?

O Always [0 Sometimes 1 Never
Do you drink carbonated soft drinks/ beverages in your school?

O Always [0 Sometimes 1 Never
Do you drink carbonated soft drinks/ beverages in your home?

O Always [0 Sometimes 1 Never

Do you eat with your family?
O Always O Sometimes 01 Never skip 13
If yes, how often days do you usually eat with your family?

[ 7 or 6 days/week [0 5-2 days/week [ less than 2 days

Do you take your meals while watching TV or playing (toys, mobile, Video games/ computer etc.)?

O Always [0 Sometimes 0 Never
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Item

16.

17.

18.

19.

20.

21.

22.

23.

24,

25.

26.

217.

28.

29.

30.

31.

32.

33.

34.

In a typical week, on how many days do you eat ------------

-------- do you eat on one of those days?

Fruit &Fresh fruit juice (apples, banana, orange, etc.)
Vegetables and leaves (cucumber, tomato, carrots, etc.)
White tubers and root (potato, sweet potato)

Milk and dairy products (cheese, yogurt, etc.)

Oil and fats

pulses, nuts and seeds (beans, chickpeas, etc)
Cereals (bread, pasta, wheat flour, bulgur)

Egg

Red meat or sausage products

White meat (chicken, etc.)

Organs (liver, kidney, etc.)

Sea food (fish, etc.)

Sweets (sugar, honey, jam, cakes, candy, etc)

Drink beverages

Eat grilled food such as Shawerma

Eat fast food such as Pizza, beefburger, and Kabab
Eat Chinese noodles (Endomy)

Eat salty foods such as Chips, vinegary, olives and salty
biscuits
Eat chilly, spices and condiments
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Part 2: Physical Activity & Sedentary behaviours:

1. | How do you actually go to school?
O Walking O Transportation (taxi, bus, bicycle) O Both

2. | If you go walking, how many minutes do you need to arrive to school every day on average?
—————————————— minutes

3. | Do you use stairs at home?

1 Yes ONo skip4,5
4. | If yes, how many floors? --------------
5. | How many times do you do this per a day on average? ------------ times
6. | How many hours do you play in a day on average? ------------ hours

7. | Do you study while?

O Moving from place to place O Sitting on the desk O Sitting in the bed

8. | How many hours do you study daily on average? ------------ hours

9. | Does your family have rules about how much time you spend watching TV or using computer?

[ Yes [0 No

During the past 7 days, how much time do you spend during a typical or usual day (either in or

outside the school) on average ......2

Item Min./week  Min./day
10. Walking
11.  Running

12.  Cycling (leisurely)

13.  Cycling (moderately)

14.  Volleyball

15  Football

16. Rope skipping

17.  Sitting and watching television

18.  Use social media (Facebook, twitter, what is up viber etc.)?
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19.

20.

21.

22.

Playing computer games or use computer for something that is not
school work (PlayStation, an iPad, a smartphone ....)

Use computer for homework school
Walking from house to car or bus

Taking out trash

Part 3: Sleep Habits determinants:

1. | When do you usually go to bed? ------------
2. | When do you wake up in the morning? ------------
3. | How many hours do you sleep at night on average? -------------- hours
4. | How many hours do you sleep at daytime on average? -------------- hours
5. | How long it takes you to actually fall asleep (sleep latency) on average? ? ------------ minutes
6. | How many times do you wake up during your sleep (nocturnal awakenings) on average? ?
------------ times
7. | How often have you been so worried about something that you could not sleep at night?
O Always [0 Sometimes 1 Never
8. | How often have you been nightmares that you could not sleep well at night?
O Always O Sometimes 1 Never
9. | Do you have TV, computer or mobile at your bedroom?
O Yes U No
Part 4. Hygiene practices:
How often did you usually...?
Item Always Xfierzr}: Sfl:lt: Seldom
1. Clean or brush your teeth when getting up bed.
2. Clean or brush your teeth before going to bed.
3. Clean or brush your teeth after eating.
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4. Use soap when washing your hands.
5. Wash your hands with water and soap before eating.
6. Wash your hands with water and soap after eating.

7. Wash your hands with water and soap after using the
toilet.

8. Wash your hands with water and soap after playing.

9. Wash your hands with water and soap after touching
animals.

10.  Wash your face after getting up from sleep.
11. Clip and clean your fingernails.
12.  Bath with warm water and soap weekly.

13.  Clean your hair and take care of it weekly.

Section 3: Quality of Life determinants:

1. Do you have a long-term disability, illness or medical condition?

[ Yes O No

Which one?

1. Physical wellbeing:
2. In general, how would you say your health is?
1 excellent 1 very good O good O fair

Thinking about the last week... Always

3. | Have you felt fit and well?

4.  Have you been physically active (e.g. running, climbing
and biking)?

5. | Have you been able to run well?

6. Have you felt full of energy?
2. Psychological wellbeing:

7. Has your life been enjoyable?
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Thinking about the last week... Always
8. Have you felt pleased that you are alive?

9. Have you felt satisfied with your life?

10.  Have you been in a good mood?

11.  Have you felt cheerful?

12. | Have you had fun?

3. Mood and emotion:

13.

14.

15.

16.

17.

18.

19.

Have you felt that you do everything badly?
Have you felt sad?

Have you felt so bad that you didn’t want to do
anything?

Have you felt that everything in your life goes wrong?
Have you felt fed up?
Have you felt lonely?

Have you felt under pressure?

4. Self- perception:

20.  Have you been happy with the way you are?

21.  Have you been happy with your general appearance
(clothes)?

22.  Have you been worried about the way you look?

23.  Have you felt jealous of the way other girls and boys
look?

24.  Would you like to change something about your
body?

5. Autonomy:

25. Have you had enough time for yourself?

26.  Have you been able to do the things that you want to

do in your free time?
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Thinking about the last week... Always

27.  Have you had enough opportunity to be outside?
28.  Have you had enough time to meet friends?

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

6. Parent relations and Home Life:

30. | Have your parent(s) understood you?

31.  Have you felt loved by your parent(s)?

32. | Have you been happy at home?

33.  Have your parent(s) had enough time for you?
34. | Have your parent(s) treated you fairly?

35.  Have you been able talk to your parent(s) when you
wanted to?

7. Financial resources:

36. | Have you had enough money to do the same things as
your friends?

37.  Have you had enough money for your expenses?

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

8. Social support and peers scale:

39. | Have you spent time with your friends?
40. | Have you had fun with your friends?
41.  Have you and your friends helped each other?

42. | Have you been able to talk about everything with your
friends?

43.  Have you been able to rely on your friends?
9. School Environment and Learning:

44.  Have you been happy at school?
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Thinking about the last week... Always
45. | Have you got on well at school?

46.  Have you been satisfied with your teachers?

47. | Have you been able to pay attention at school?

48.  Have you enjoyed going to school?

49. | Have you got along well with your teachers?

10. Bullying

50. | Have you been afraid of other students?

51.  Have other students made fun of you?

52. | Have other students bullied you?

Thank you for helping us!
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Annex (7): Open-ended (semi-structured) questions for focus groups (Arabic and
English version)

» FGD schedule- English

Introduction and explaining research purpose and the scenario of the interview.

In this FGD, we will talk about two aspects: the first concerns the lifestyle of children, and

the second relates to the quality of their lives.
* How do you see your child's lifestyle?

1- Dietary habits (Have your children received any health education about nutrition? How
often do your children have breakfast? Where? How many meals do your children actually
have per day? Do your children eat between meals? Do your children eat with their family?

Do your children take your meals while watching TV or playing?).

2- Physical Activity (How do your children actually go to school? Do your children use
stairs at home? How many hours do your children play in a day on average? How many
hours do your children study daily on average? How much time do your children spend

during walking or running?).

3- Sleep habits (How many hours do your children sleep at night on average? How many
hours do your children sleep at daytime on average? How many times do your children
wake up during your sleep (nocturnal awakenings)? How often have your children been so

worried about something that your children could not sleep at night?).

4- Hygiene practices (How often did your children usually brush their teeth when getting up bed
or before going to bed? Wash their hands with water and soap before eating, after eating, after

using the toilet, after playing, touching animals? clean your fingernails? Clean their hair?).

* With regard to the quality of life of the children

1- Have your children felt fit and well? Have your children been physically active (e.g. running,
climbing and biking)? Have your children been able to run well? Have your children felt full of

energy?

2- Has your children life been enjoyable? Have your children felt pleased that children are
alive? Have your children felt satisfied with your life? Have your children been in a good mood?

Have your children had fun?
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3- Have your children felt that you do everything badly? Have your children felt sad? Have your

children felt under pressure?

4- Have your children been able to do the things that children want to do in your free time? Have

your children had enough opportunity to be outside to meet friends?

5- Have children' parent(s) understood children? Have your children felt loved by children’
parent(s)? Have your children been happy at home? Have children' parent(s) had enough time for
children? Have children' parent(s) treated you fairly? Have your children been able talk to

children' parent(s) when children wanted to?

6- Have your children had enough money to do the same things as children’ friends? Have your
children had enough money for children’ expenses? Do your children have enough money to do

things with children’ friends?

7- Have your children been afraid of other students? Have other students made fun of your

children? Have other students bullied your children?
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» FGD schedule- Arabic
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Annex (8): LSD post-hoc and regression test results

LSD Post-Hoc: Father’s years of schooling

Father’s years of schooling | Father’s years of schooling | Mean Difference Sig.
Less than 12 years 12 years to 16 years -0.29* 0.000
More than 16 years -0.34* 0.000
LSD Post-Hoc: Family income
Family income Family income Mean Difference Sig.
1001-1600 -0.17* 0.018
1000 or less 1601-3000 -0.40* 0.000
> 3001 -0.42* 0.000
1601-3000 -0.22* 0.003
1001-1600 > 3001 -0.25* 0.002
LSD Post-Hoc: Pocket money
Pocket money Pocket money Mean Difference Sig.
Yes Often 0.48* 0.000
No 0.85* 0.000
Often No 0.37* 0.028
LSD Post-Hoc: Enough pocket money
Enough pocket money Enough pocket money Mean Difference Sig.
Not enough sometimes 0.17* 0.005
Yes, enough Not enough always 0.44* 0.000
Yes, enough sometimes 0.39* 0.000
LSD Post-Hoc: Have breakfast
Have breakfast Have breakfast Mean Difference Sig.
Always Sometimes 0.25* 0.000
Never 0.69* 0.000
LSD Post-Hoc: Number of meals
Number of meals Number of meals Mean Difference Sig.
2 meals -0.50* 0.000
1 meal 3 meals -0.78* 0.000
4 or more -0.77* 0.000
2 meals 3 meals -0.28* 0.000
4 or more -0.27* 0.001
LSD Post-Hoc: Take enough time while eating
Take enough time while Take enougr_l time while Mean Difference Sig.
eating eating
Always Sometimes 0.18* 0.002
Never 0.34* 0.012
LSD Post-Hoc: Eat between meals
Eat between meals Eat between meals Mean Difference Sig.
Always Sometimes 0.13* 0.014
LSD Post-Hoc: Eat with family
Eat with family Eat with family Mean Difference Sig.
Always Sometimes 0.21* 0.000
Never 1.16* 0.000
Sometimes Never 0.95* 0.000
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LSD post-hoc and regression test results

LSD Post-Hoc: FCS

FCS FCS Mean Difference Sig.
Acceptable Poor_ 1.13* 0.000
Borderline 0.72* 0.000
LSD Post-Hoc: Sleep hours at daytime
Sleep hours at daytime Sleep hours at daytime Mean Difference Sig.
Not sleep -0.79* 0.018
More than 2 hours From 0.5 to 2 hours -0.71* 0.035
LSD Post-Hoc: Worried and not sleep at night
Worried an_d not sleep at Worried an_d not sleep at Mean Difference Sig.
night night
Always Sometimes -0.35* 0.000
Never -0.43* 0.000
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Annex (9): Measuring of Physical Activity
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Annex (10): Interpretation of scores of the KIDSCREEN-52 dimensions scales

Dimension Low score High score
Physically exhausted, physicall
Physical Y Y ) ) P y Y Physically fit, active, healthy,
) unwell, feeling unfit, having low )
well-being energetic

energy

Psychological well-

being

No pleasure in life, dissatisfaction
with life

Happy, view life positively,
satisfied with life, pleased,
cheerful

Moods and emotions

Feels depressed, unhappy, feeling

in bad mood

Feeling good, feeling in good

mood

Self-perception

Negative body image, self-
rejection, unhappy/dissatisfied
with self, having low self-esteem,
feeling uncomfortable with

appearance

Self-confident, satisfied with self,
positive body image, happy with
self, having good self-esteem,

comfortable with appearance

Autonomy

Restricted, oppressed, dependent

Feeling free to decide,

independent, autonomous

Parent relations and

home life

Feeling alone, overlooked, not
appreciated, perceives parents

unavailable/unfair

Feeling secure, supported and
loved, feeling well understood/
well-cared, perceives parents

fair/available

Social support and

peers

Feeling excluded, not accepted by
peers, not supported by peers, not

relying on peers

Feeling accepted, supported and
included in peer group, relying on

peers

School environment

Disliking school and/or teachers,
negative feelings about school,

not doing well

Feeling happy at school and doing

well, enjoying school life

Social acceptance

Feeling tormented by peers,

bullied, feeling rejected by peers

Not feeling bullied, feeling

respected and accepted by peers

Financial resources

Feeling finances are restricting
lifestyle, feeling financially

disadvantaged

Feeling satisfied with financial
resources, feeling well-off,

enjoying financial resources
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Annex (11): List of experts

No. Name Position
1. | Dr. Yehia Abed Al- Quds university
2. | Dr. Bassam Abu Hamad Al- Quds university
3. | Dr. Khitam Abu Hamad Al- Quds university
4. | Dr. Adnan El Whaidi Ard El Insan
5. | Dr. Safaa Naseer UNDP
6. | Dr. Ashraf El Jede Islamic university
7. | Dr. Yousef El Gaesh Islamic university
8. | Dr. Sanaa Abu Dagaa Islamic university
9. | Dr. Jehad EIl Esee Nutrition expert
10. | Mrs. Maysoun Turban Ard El Insan
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Annex (12): Helsinki approval

Palestinian Health Research Council

DAY g B Adad) Cila glaall aladin Luala P G idandlil) ] AT 3 503

Developing the Palestinian health system through institutionalizing the use of infor ion in decision making

Helsinki Committee
For Ethical Approval

Date: 01/08/2016 Number: PHRC/HC/135/16

Name: KHOLOUD KH. AL SEDAWI S samall 351 o)
We would like to inform you that the o N e B
committee had discussed the proposal of el i e e I S
your study about: Jes

Lifestyle Pattern and Quality of Life amaong school children in Gaza City-

Palestine

The committee has decided to approve ale 58l Cuall o & gall i, 5 06
the above mentioned research. ) ’ ) : i
Approval number PHRC/HC/135/16 in its Adlle o)) sSAall gt 5 o3,
meeting on 01/08/2016

_ Signature

\

| Member Member

N

Genral Conditions:-
1. Valid for 2 years from the date of approval.
2. ltis necessary to notify the committee of any change

in the approved study protocol. ]
3. The committee appreciates receiving a

copy of your final research when

completed.

E-Mail:pal.phrc@gmail.com

Gaza - Palestine Onbadd - 53¢
Gl (35 - palll g L
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Annex (13): Governmental and Privet schools approval — West & East Gaza

State of Palestine
Ministry of Education & Higher Education
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" Lifestyle Pattern and Quality of Life among School Children in
Gaza city Palestine "
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WWW.facebook.com/dirwest Email: dirwest@mohe.ps
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Annex (14): UNRWA schools approval
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Annex (15): Summary of food intake frequency of the study’ schoolchildren

. Boys Girls Total

FFQ variables Freq. | % | Freq. % Freq. %
Milk and milk Ne\_/er/ rarely 25 12.5 21 12.4 46 12.4
oroducts < 3 times / week 36 18.0 29 17.1 65 17.6
>3 times/week | 139 | 69.5 | 120 70.6 259 70.0
Never/ rarely 17 8.5 31 18.2 48 13.0
Egg < 3 times / week 71 35. 44 25.9 115 31.1
>3 times /week | 112 | 56.0 95 55.9 207 55.9
Meat and meat Ne\_/er/ rarely 33 16.5 36 21.2 69 18.6
oroducts <3times/week | 120 | 60.0 | 105 61.8 225 60.8
> 3 times / week 47 23.5 29 17.1 76 20.5
Never/ rarely 13 6.5 18 10.6 31 8.4
Chicken < 3 times / week 152 | 76.0 | 119 70.0 271 73.2
>3 times / week 35 175 33 19.4 68 18.4
Never/ rarely 82 41.0 78 45.9 160 43.2
Fish <3times/week | 115 | 575 91 535 | 206 55.7
>3 times / week 3 15 1 0.6 4 11
Never/ rarely 91 45.5 86 50.6 177 47.8
Liver < 3 times / week 100 | 50.0 77 45.3 177 47.8
>3 times / week 9 4.5 7 4.1 16 4.3
Never/ rarely 25 12.5 50 29.4 75 20.3
Oil and fats < 3 times / week 81 40.5 36 21.2 117 31.6
> 3 times / week 94 47.0 84 49.4 178 48.1
Never/ rarely 19 9.5 16 9.4 35 9.5
Fruit < 3 times / week 73 36.5 67 39.4 140 37.8
>3 times / week 108 54.0 87 51.2 195 52.7
Never/ rarely 5 2.5 6 3.5 11 3.0
Vegetable < 3 times / week 90 45.0 44 25.9 134 36.2
>3 times / week 105 52.5 120 70.6 225 60.8
Never/ rarely 30 15.0 12 7.1 42 114
Sweets < 3 times / week 74 37.0 49 28.8 123 33.2
> 3 times / week 96 48.0 | 109 64.1 205 55.4
Never/ rarely 75 37.5 78 45.9 153 41.4
Nuts < 3 times / week 94 47.0 73 42.9 167 45.1
>3 times / week 31 155 19 11.2 50 135

Never/ rarely - - - - - -
Legumes < 3 times / week 3 1.5 - - 3 0.8
>3 times/week | 197 | 985 | 170 | 100.0 | 367 99.2
Fast & Salty Neyer/ rarely 46 23.0 52 30.6 98 26.5
food < 3 times / week 130 | 65.0 99 58.2 229 61.9
> 3 times / week 24 12.0 19 11.2 43 11.6
Chinese Never/ rarely 26 13.0 32 18.8 58 15.6
noodles < 3 times / week 130 | 65.0 99 58.2 229 61.9
“Endomy” >3 times / week 44 22.0 39 23 83 22.5
Never/ rarely 76 38.0 84 49.4 160 43.2
Chilly foods < 3 times / week 59 29.5 29 17.1 88 23.8
> 3 times / week 65 32.5 57 33.5 122 33.0
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