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Under-Five Malnutrition Among Palestine Refugee Children Living in Camps in Jordan:  

A Mixed-Methods Study 

Abstract 

Background 

The first part illustrates the historical dispossession of Palestine refugees and data scarcity for the 

nutritional status of their children. The second part demonstrates the study results of malnutrition 

among Palestine refugee children under-five years in Jordan. It also investigated the children's 

family's facilitators and structural barriers to food security. 

Methods 

In 2019, a household mixed-methods study was conducted in Jerash and Souf Palestine refugees' 

camps in Jordan. A random sample of 407 households, 20 in-depth interviews with the children's 

mothers, and two focus groups for UNRWA staff, were used. Demographic, socioeconomics, 

food insecurity scores, diet quality, and anthropometric data were recorded using REDCap, with 

written consents. Descriptive analysis, bivariate, and multivariate analysis was performed for the 

quantitative data and deductive thematic coding for qualitative data. Approved IRB by Harvard 

Medical School and UNRWA, were obtained. The World Health Organization software (WHO-

Anthro-Plus), was used to calculate the prevalence of stunting (Height-for-Age <-2SD) and 

overweight (Weight/Height-for-Age >+2SD). Written consents were obtained from the parents.  

Results 

Out of 405 household participants approached, 367 were eligible, children age was 

(2.74±1.15yrs), 182(49.6%) were female. No significant differences in the prevalence of stunting 

between Jerash and Souf camp were found (23.6% vs. 20%, respectively). However, overweight 

was significantly higher in Jerash compared to Souf (18% vs. 7%, respectively). Food insecurity 
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(scores>8) in both camps was 72.7% (276). Souf camp had less food insecurity, (OR 0.61 [0.35-

1.05], p=0.07), and the less number of months with an income, in the last six months, was 

significant with food insecurity (OR 0.60 [0.51-0.71], p<0.001). Three thematic groups emerged 

from qualitative data, including (a) strategies for obtaining food or food aid, (b) factors 

impacting children's nutritional status and diet quality, and (c) the central role of mothers as 

strategists and household managers. 

Conclusion  

We found a moderate-to-high prevalence of stunting and overweight levels among Palestine 

refugee children in both camps, high food insecurity levels related to income. We believe that 

these findings are associated with the lack of meaningful livelihood among Palestine refugees 

living in both camps. This study constitutes an initial step for future studies among Palestine 

Refugee children in other camps. 
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Part 1: Political Economy/Background 

Preface  

During my work as a health nutritionist in the United Nations for Work and Relief 

Agency of Palestine Refugee (UNRWA), I have questioned the child annual growth indicators 

results from UNRWA’s health centers, across the UNRWA’s five fields of operation (Jordan, 

Lebanon, Syria, WestBank and Gaza strip). The reason why is that these indicators are either 

equal or lower compared to the host countries’ child growth indicators. For example, in 2012, 

The United Nations Children’s Fund (UNICEF) household study in Jordan reported that the level 

of stunting for children <5 years of age (a child is significantly shorter than his/her peer of age <-

2SD), was 7.8% (6.7%-9.0%).1 In contrast, UNRWA’s 2015 annual report indicated that the 

prevalence of stunting among Palestine refugees attending its health centers in Jordan was 4% 

(there is no available data for the prevalence of stunting from 2012-2014).2 

Palestine refugees are the oldest refugee population with the long-lasting refugee status.3,4 

After fleeing their homes amid warfare in 1948, Palestinian refugees were forced to settle as a 

stateless population in permanent camps in Lebanon, Syria, Jordan, and the Palestine-occupied 

territories of Gaza and the West Bank.4,5  

Children living in a Palestine refugee camp, which is featured with weak infrastructure 

for outdoor activities, inadequate supplies of healthy food, substandard housing, and food 

insecurity,3,6 might place these children at increased risk for malnutrition and poor health; 

compared to their peer living in the host country.3,6,7 With this reality, there will be serious 

challenges of having a healthy adulthood life for the next generation of Palestine refugee 

children.  
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Road map of background paper  

Overall, this paper aims to illustrate the living conditions of Palestine refugees and how 

their history of dispossession and dispersion has affected the well-being and nutritional status of 

their children. It demonstrates the child health as a refugee and introduces the UN agency, called 

UNRWA, which has been protecting and serving Palestine refugees for more than 70 years now. 

Then, it will discuss childhood malnutrition in general and in Palestinian refugee children 

specifically, and food security affecting children’s families. This paper provides historical 

background on why the Palestine refugee became a refugee in the first place, explains what 

happened 70 years ago, and outlines the political perspectives of different historians. Finally, it 

will give a brief glimpse into the current living conditions of Palestine refugees in various sites to 

which Palestine refugees have been dispersed for the past 70 years.  

 

Child health as a refugee  

The period of under five years old is a critical age period for individuals to alter their 

long-term developmental trajectories. Hence, the United Nations Sustainable Development 

Goals11 called for a movement to integrate nutrition, health, and development components in the 

early childhood programs throughout the globe.12 This movement aims for the development of 

the children’s intellectual skills and well-being to enable them to become healthy and productive 

adults13. 

Different risk factors are associated with children having difficulties attaining their 

developmental potential.14,15,16 Such factors depend on the child’s nutritional status, his/her 

family’s socioeconomic status, and the type of political environment in which they live.14,16 

When the children experience biological and psychosocial adversity during their early childhood, 
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it may have an impairment effect on their learning abilities, in addition to their behavioral, 

physical, and mental well-being.15,17 

Being a refugee, “A person forced to flee their country because of violence or 

persecution”18 places the child at more risk for developmental delays, physical and behavioral 

health challenges,19 as they might be exposed to neglect, poor health, trauma, and lack of 

education.20 Refugee children are affected by both undernutrition and overnutrition,19 as it is less 

likely for refugee children to have access to appropriate health and social care, compared to non-

refugee children living in the host countries.21 

Under the mandate of the United Nations High Commissioner for Refugees (UNHCR), 

refugees should be “well-defined and protected by international laws and must not be expelled or 

returned to situations where their life and freedom are at risk.”18 

In 2018, 25.9 million refugees around the world, are living every day the terrifying reality 

of being a refugee. Of these, 20.4 million are under the mandate of UNHCR; whereas, 5.6 

million are registered as Palestinian refugees under UNRWA and live in 60 camps across the 

Middle East.18 Being a humanitarian aid agency, such as UNRWA, for over 70 years, implies 

that this generation of Palestine refugee who is receiving health services, till this date; will still 

have refugee status, until their “right to return” to Palestine that should be adopted according to 

the United Nation resolution-194,22 is fulfilled. 

Nevertheless, a person might wonder why two agencies are serving the refugee 

population, meaning what is unique about the Palestine refugee. What is the mandate of 

UNRWA? UNRWA provides protection, humanitarian assistance, and care for persons whom 

their regular place of residence was Palestine and forcibly displaced after the 1948 Israeli and 

Arab conflict.5,23 In 1950, when UNRWA was established, it was responding to around 750,000 

Palestinian refugees, but nowadays, UNRWA is providing services for more than 5.5 million 
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Palestinian refugees. According to UNRWA, the descendants of Palestine refugee males are 

registered as Palestine refugees, even after more than 70 years of conflict.23 Therefore, since 

1950, children from a Palestine refugee parent are born and raised in a refugee camp until this 

date. 

UNRWA mainly provides health, education, and social services for Palestine refugees .4 

UNRWA provides primary health services for all Palestine refugee and their children in 144 

health centers across their five filed of operation (Jordan, Westbank, Gaza strip, Lebanon, and 

Syria). It focuses on both the curative and preventive services, by using the life-cycle approach at 

every stage of Palestine refugees’ life, from pre-conception to elder. For Palestinian refugee 

children, UNRWA provides care across their lives by conducting several interventions; in order 

to meet their health needs when they are new-born, infants (under one year of age), children 

(from one to five years of age), and school-aged children.24 

Optimal growth and development of children is a fundamental human right and a clear 

objective of health- care systems,25 including UNRWA’s health care system. A child must have 

adequate nutrition in their early childhood; to ensure that they will have a healthy growth, a 

robust immune system, and neurological and cognitive development.26 Lack of food intake, food 

access, and poor diet make results in one form or more of child malnutrition. For example, 

undernutrition is caused by not getting enough energy, protein, and nutrients to sustain the 

child’s health. Whereas, or overnutrition is caused by having too much unhealthy food that 

results in child overweight/obesity and future health problems.27 Child malnutrition can have an 

impact on adulthood by affecting the individuals’ cognitive function and their ability to lead a 

productive adult life.28 

  Among populations affected by conflict and displacement such as refugees,25 

deterioration of nutritional status is common.6 Most UNRWA’s maternal and child health studies 
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are in inside the UNRWA’s health centers and focus on neonatal mortality and anemia among 

children and pregnant women,2, 8,9,10 with less focus on a household level of the prevalence of 

malnutrition among Palestine refugee children.l Therefore, more evidence and reviews should be 

conducted to evaluate the nutritional status among Palestine refugees’ children, who are not 

visiting the health centers frequently, in order to have a broad spectrum of children included in 

the actual prevalence rate.  

 

Child malnutrition 

Children under five years old living in low- and middle-income countries are at risk of 

not achieving their developmental potential, due to poverty and high prevalence of stunting, 

which lead to a deficit in adult livelihood.29 Childhood stunting ( which child short compared to 

their peers using Z-score of height-for-age <-2 SD) is an indicator of chronic malnutrition. It is 

associated with an increased disease burden, mortality and mortality, neurocognitive damages, 

diminished educational performance, obesity, and chronic diseases in adulthood.29, 30,31 Most 

importantly, stunting indicates that particular community suffers from social inequality.30 

In 2011, the highest prevalence of stunting rates between children under-five years was 

observed in Africa with 36% and followed by Asia, with a prevalence of 27%.32  

In Palestine, recent evidence indicates that chronic malnutrition among children has been 

increasing, suggesting that food security problems are affecting children’s health.33 

In the occupied Palestine territories, from 1996 to 2006, stunting raised from 6.7% to 

7.9% in West Bank and from 8.2% to 13.2% in the Gaza Strip.34 In 2007, the food security 

analysis among the population of West Bank and the Gaza Strip, conducted by the United 

Nations Standing Committee on Nutrition, found that 34% of the population is food insecure, 

whereas 20% was slightly food secure, and 12 % at the stage to become food insecure. 35 Using 
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the same data, they found a significant relationship between food insecurity and child stunting 

(<5 years of age) in Westbank and Gaza strip.36  

According to UNICEF-World Bank joint report, in 2012, the levels of stunting in some 

countries in the Middle East were; 16.5% in Lebanon, 27.6% in Syria Arab republican, 7.4% in 

the Occupied Palestine Territories and 7.8% in Jordan1. According to the World Food Program, 

in 2008, food insecurity was 8% for Jordanian living in impoverished areas, 20% of them were 

vulnerable to food insecurity. Whereas, in rural areas, food insecurity affected 11% of 

households vs. 5% in urban areas.37 

 

Child malnutrition among Palestine refugee children 

According to a UNICEF report in 2010, about the situation in Palestinian children living 

in the five host countries (Syria, Jordan, Lebanon, and Occupied Palestine Territory (West Bank 

and Gaza strip); the level of stunting among Palestine refugee children (<5 years), in the five 

countries, was reported from different resources with a wide range of years. 3 For example, in 

Lebanon and Syria, the level of stunting reported from the Multiple Indicator Cluster Survey 

(MICS), which was conducted in 2006, among Palestine refugee camps in both countries, 

showed a prevalence of 26.5% in Syria38 and 19.9% in Lebanon.39  

The level of stunting among Palestine refugee children in the Occupied Palestine 

Territories; was reported to be 6.4% based on the MICS in 2014.40 Whereas, the UNICEF report 

demonstrated that the stunting among Palestinian children (not Palestine refugee children) living 

in the Occupied Palestine Territories was 10%, with a significant difference between Westbank 

and (8%) Gaza strip (13%))3. The prevalence of stunting and overweight were both higher 

among Palestine refugee children in Lebanon compared to children living in the occupied 
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Palestinian territories (for stunting, 10.9% vs. 10.1%, p<0·0001; for overweight, 11.3% vs. 5.8%, 

p<0·0001).41 

However, in Jordan, the level of stunting was cited from Jordan’s living condition survey 

in 1996, with a level of 5% of moderate stunting and 3% for severe stunting among Palestine 

refugees living in Jordan.42 More studies should be given to the current nutritional status among 

Palestine refugee children in Jordan, as the latest one was in 1996.42  

As a refugee child, from refugee parents and grandparents, that have been living in the 

same camp for over 70 years, it is worth understanding the historical, political, and 

socioeconomic aspects of the community where children are structured to live-in.  

 

The story of Palestine and Palestine refugee 

Since 1946, the United Nations has been engaged to find a solution to the Palestinian 

problems after millions of Palestinians had to face wars, destruction, and loss of homeland.43 To 

date, no fair solution has been implemented to guarantee the dignity and rights of Palestinians 

and its refugees that have been waiting for the right to return since 1948.34,44 Historical trauma, 

ongoing dispossession, and dispersion of Palestinian people are imprinted on their collective 

consciousness.34  

The roots of Palestine’s problem started by the end World War (I), as the league Nations 

decided to make the land of Palestine under the mandate of Britain. 45,46, 47,48 This decision meant 

to be a transitory phase for Palestine to declare independence from the Ottoman Empire. 

However, the result of this mandate’s historical evolution did not emerge Palestine to be an 

independent nation as promised.49  

After World War I, the British government had made promises for both the Arabs and the 

leaders of Zionist Jews, about the future of Palestine. Zionism, is a revival movement that 
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emerged during the late 19th century in central and eastern Europe, start promoting the creation 

of a Jewish nation-state in the country of Palestine 43,44 as a remedy to centuries of persecution 

and pogroms of Jews in Europe and Russia.34 By the early twentieth century, Zionist leaders 

have associated this national revival with the colonization of Palestine.43,44,48 Throughout the 

twentieth century to this date, the Zionism movements have served as an “ideology of territorial 

identity” and an “existential necessity” for Jewish security.50 Their solution was the creation of a 

Jewish state in Palestine, whereas the Palestinian Arabs were the overwhelming majority of the 

population.44,50,51 The results of the Zionist movements have started to show during the period of 

the British Mandate over Palestine; the Zionist Organization has worked with the British 

government to secure the establishment of the Jewish national home in Palestine.43,44,47,52 

 

Declaration of Belfour 

In 1917, the British Foreign Secretary Lord Balfour issued the Balfour Declaration, a 

promise to establish a “national home for the Jewish” in Palestine.53,54 Back then, 90% of the 

population of Palestine was the local Christian and Muslim,47,55 who have vehemently opposed 

this declaration.48 This declaration supported the Zionism presence and the British mandate for 

Palestine—which years after it became Israel and Palestine territories.55 This declaration had 

different implications; one of these is the disposition of Palestine and settle non-Palestinians in 

Palestine. It intentionally ignored the interests of the indigenous people of Palestine (who 

inhabited their land from their forefathers for almost the two preceding millennia) and 

deliberately violated their rights.43  

About this declaration, one British authority wrote, “The most significant and 

incontrovertible fact is, however, that by itself the declaration was legally impotent. For Great 

Britain had no sovereign rights over Palestine, it had no proprietary interest; it had no authority 
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to dispose of the land. The declaration was merely a statement of British intentions and no 

more.”56  

Edward Said, a Palestinian-American philosopher and a founder of the academic field of 

postcolonial studies; had best described the injustice of this declaration in his book Question of 

Palestine, stating that “(a) by a European power, (b) about a non-European territory, (c) in a flat 

disregard of both the presence and the wishes of the native majority resident in that territory, and 

(d) it took the form of a promise about this same territory to another foreign group.”52 

After a quarter-century of mandatory rule, Palestine went through a radically transformed 

in its demographic terms. The immigration of Jews from Europe has increased to Palestine.43 By 

1922, 100,000 Jewish immigrants had entered Palestine, compared to 750,000 Palestinians 

estimated population back then.57 The land purchase and registration were suspended to the 

Palestinians, whereas the Jewish National Fund land purchases have increased.58 In 1939, the 

number of immigrants increased to 232,000, where the Palestinian population was approximately 

1,045,000.59. It was also accompanied by an increase in land holdings for Jewish immigrants, 

from almost 1.5 million dunums out of 26 million dunums detained at the start of the British 

mandate.60 By 1946, it had increased to 1,625,000 dunums (250%)61 with massive displacement 

of Palestinian Arabs by Jewish settlement.43,44 Despite this fact, the area of Jewish settlement 

was only 6.2%.62 Meaning that the Palestinian population still had the vast majority presented in 

Palestine.  

Due to British discriminations and oppression against Palestinians, and land shifting to 

Jews, tensions between Arabs and Jews evolved.43 Following World War II and the Holocaust, in 

November 1947, the United Nations approved the partition of mandated Palestine by the British 

into Jewish and Arab states figure (1). This partition plan has allocated 55% of the land to the 

Jewish state, although they owned only 7% of the land and made around 33% of the population 
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as new immigrants. In contrast, the Palestinian Arab state had 42% of its land. The city of 

Jerusalem was under international administration. 64 

 
Figure 1: UN partition plan for Palestine in 1947 and occupation by Israeli forces in 1949* 

After the UN partition, the British disengaged in the Palestine problem violence has 

broken out, and Palestinians were forcibly exiled, long before the Arab states involved in armed 

conflict.49 The Zionist movement had controlled the area. In the course of the first three months 

after the partition, 869 had died, and 1909 were injured.65 Soon after, tensions have escalated 

from conflicts to a larger scale of war between Arab states and Zionist.43,44 Zionist forces have 

taken over and expanded their forces. On May 14, 1948, the establishment of Israel was 

announced, comprising 78% of historical Palestine. The remaining area of West Bank, including 

                                                           
 

* Source: UNGA, the Question of Palestine, Origins and Evolution of the Palestine Problem: 1917-1947 (Part I), Palestine 

Partition Commission Plan “C” – Map. Cited from: https://imeu.org/map/united-nations-partition-plan-resolution-181  

https://imeu.org/map/united-nations-partition-plan-resolution-181
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East Jerusalem, annexed to the Hashemite regime of Jordan; and Gaza strip (south of Palestine) 

was under the control of Egypt.66 

The war took place from 1948- 1949; by 1949, the Israeli forces had taken control of 

large portions of Palestine, figure (1). At least 750,000 Palestinians had lost their land, homes, 

and personal belongings; they had been made refugees,64,65 an event that is still mourned as “Al-

Nakba” (“catastrophe” in English).67,68,69 Al-Nakba resulted in 400 Palestinian towns being 

systematically destroyed or taken Israeli forces.68,69 One example of massacres that Israeli flight 

was the Deir Yassin village, where around 100 Palestinian (men, women, and children) were 

murdered.66,67 Today the refugee population and their descendants have become around 5.5 

million.22,23 In modern times, if this would happen, it will be clearly stated as “ethnic cleansing” 

of the Palestinian, but for many, the solution is to reword to “transfer.”44,50,51 

In 1967, there was six days war between the Arabs states (Egypt, Jordan, and Syria) and 

Israel, known as the 1967 war, where Israel occupied the rest of Westbank and Gaza strip, along 

with East city of Jerusalem and Golden height in Syria, figure (2). It is believed that Israel's 

victory was due to power dynamics, as Israel was well-prepared with stronger military poor, 

compared to the poor military leadership and strategy of the Arab states. 52,66  
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Figure 2: Palestine loss of land from 1946 to 2000† 

In his book The Ethnic Cleansing of Palestine, Israeli historian Ilan Pappe debunked the 

myth that Palestinian left their house on their own during the war, with archival evidence of the 

deliberately demolished Palestinian villages, massacred civilians and displaced population.44  

He argues that the history of the Zionists ethnic cleansing of Palestinians had a profound impact 

on the past, present, and future of Israel/Palestine relations, and the dispossession of Palestinians 

is still alive and active to this very day. Pappe explains: “After the Holocaust, it has become 

almost impossible to conceal large-scale crimes against humanity. Our modern communication 

[…] no longer allows human-made catastrophes to remain hidden from the public eye or to be 

denied. Moreover, yet, one such crime has been erased almost totally from the global public 

memory: the dispossession of the Palestinians in 1948 by Israel.”44 

Moreover, that the 1948 Naqbah, is embodied in the collective memory of the 

Palestinian, and forgotten from the global memory. Stating: “There is no denying that the ethnic 

                                                           
 

† Source photo from the Institution of Middle East Understanding: “Maps showing Palestinian loss of land from 

1946-2000, which have been censored from McGraw-Hill Education's political science textbook, ‘Global Politics: 

Engaging a Complex World. ”Cited from: https://imeu.org/article/background-on-mcgraw-hill-censorship-of-

palestinian-loss-of-land-map 

https://imeu.org/article/background-on-mcgraw-hill-censorship-of-palestinian-loss-of-land-map
https://imeu.org/article/background-on-mcgraw-hill-censorship-of-palestinian-loss-of-land-map
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cleansing of 1948 has been eradicated almost totally from the collective global memory and 

erased from the world’s conscience.”  

The United Nations has been involved from the early beginnings of the Arab-Israeli 

conflict to this date.43 Under General Assembly resolution 194 (III), dilacerating that “those 

Palestine refugees who so desired must be allowed to return home and that compensation should 

be paid for the property of those refugees who decided not to go back.”22 For more than seven 

decades, the Palestine refugee had remained to be refugees, a refugee status that is transmitted 

from one generation to the next. In 1974, the UN General Assembly adopted another resolution 

3236 (XXIX) about the question of Palestine; endorsing the rights to return of Palestine refugee 

to Palestine; stating: “The inalienable rights of the Palestinian people, namely the right to self-

determination, the right to sovereignty and the right to return to their homes and property from 

which they had been displaced or uprooted.”5 

 

Palestine refugee current status  

The young generation, especially children, are being affected by the dispossession, 

discrimination, and violation of human rights in the occupied Palestine territories (the West 

Bank, Gaza Strip, and East Jerusalem), by the state of Israel.34 The livelihood of the Palestinian 

people and Palestine refugees living in the occupied Palestine Territories (oPT) are affected by 

the social and economic policies, such as the separation wall,34,69 (illegal) Israeli settlements;70 

checkpoints; restriction for access to health, that is applied by the Israeli.34,69,71 As a result, this 

structural violence can have a crucial impact on the child-health, nutritional status, and increase 

morbidity, especially in the Gaza Strip where they are facing health crises.71,3 

Around 40% of the Palestine refugee population are children who live in oPT, Jordan, 

Lebanon, and Syria.72 The current living condition differ in the host country where the Palestine 
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Refugee camps are; however, they mostly live in a dense and crowded living condition, with 

poor infrastructure, water, electricity, and sanitation, which contribute to the poor livelihood and 

good health among this population. For example, in Lebanon, the Palestine refugees are facing 

political and socioeconomic disadvantages, caused by the intentional marginalization and 

discriminatory laws from the Lebanese government, forcing restrictions on the employment 

status, higher education, and owning property.3,72 

Syria and Jordan host over 400,000 and 2.0 million refugees, respectively. Palestine 

refugees in both countries enjoy full social rights given by the countries. For example, in Syria, 

they are given the rights of citizens; and in Jordan, they granted Jordanian citizenship−except for 

ex-Gazan living in Jerash camp 2,23 —also called Gaza Camp, as most of the residents are ex-

Gazan who became refugees after the 1967 Arab-Israeli war.  

The long-lasting status of living in a refugee camp is not a choice that Palestine refugee 

has the power to change. The historian Noam Chomsky, an American philosopher and historian, 

has written a book called on Palestine. The focus was on solidarity with the Palestinian, 

describing the new activists’ wave after the assault of Israel on the Gaza Strip; that left thousands 

of Palestinian dead under the eye of the whole world.73 

 In his book “On Palestine,” he stated that “the tale of Palestine from the beginning until today is 

a simple story of colonialism and dispossession, yet the world treats it as a multifaceted and 

complex story—hard to understand and even harder to solve.” 73 

Regarding Palestine refugees, he described how even during the peace process of Oslo, 

the fate of Palestine refugees was ignored, and the right to return become like a dream. Stating:  

“It concerns the question of how to live an ordinary life, under the shadow of the ‘right of return’ 

slogan. How does one navigate between perceiving the right as sacred with the knowledge it is 

not around the corner?” 73 
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For Palestine refugees living in Jordan for over 70 years, there has been considerable 

improvement in the living condition and the socioeconomic status in their camps. However, the 

living conditions in the camps have shown that there is still a substantial amount of diversity, 

disparities between the Palestinian refugee population and the host population. Comparing the 

refugees living inside or outside the refugee camp, the poverty rate inside-camp refugees at both 

(living on 1.25 USD/day for abject poor or 2 USD/day for poor) are around three times higher 

than refugees living outside the camp. Camps that are located in the rural areas of Jordan are 

characterized to have a high poverty rate compared to both urban camps and even out-side 

camps—indicating that inequity among impoverished camps is higher compared to other camps. 

Jerash camp in northern Jordan has scored the worse on most of the socioeconomic indicators. 

As only 6% of the resident in Jerash camp has Jordanian citizenship, 94% of them lack the 

privilege of the social, economic, and political rights of having a Jordan citizenship. As a result, 

they are lack access to civil rights, of which most importantly lacking access to the labor market, 

education, and health.74  

Inequality between specific populations has heritages adverse effects on early individual 

experiences. Growth stunting, micronutrient deficiency (iodine deficiency, iron deficiency, and 

anemia) are risk factors for millions of children not to meet their developmental potential.15,16 

A recent study found that Palestine refugee children are significantly shorter compared to at rest 

of the children’s population living in Jordan. It has been linked to the wealth disparities between 

Palestine refugee families living in Jordan, the host population.75 

To describe the health status of a particular population, in addition to the conventional 

indicators (in this study, it would be the prevalence of malnutrition), there should also be 

subjective measures, which are the people's experience and perception of their health and life 

quality. The people’s voice.  



 

16 

 

Therefore, conducting this mixed-methods study in two UNRWA camps in Jordan 

offered the first facility-level examination of the silent crisis of malnutrition among Palestinian 

refugee children. Through a household survey, this study collected anthropometric data and 

identify factors associated with over- or undernutrition and diet quality, such as socioeconomic 

status, illnesses, and access to health services. Additionally, it examines the structural barriers of 

Palestine refugee families face when accessing food for their families. 

 Therefore, experience from the present study would be useful, not only in the Palestinian 

refugee communities but could provide helpful scientific and programmatic insights into the 

process of gathering unbiased and reliable data on malnutrition among refugee children more 

generally, to aid in the translation of evidence-based public health interventions.  

From the in-depth interview that I have conducted with the mothers, I found that camp 

residents got used to living in a refugee camp, and they just focus on surviving day-by-day, 

although they know that they are deprived of their livelihoods. They use faith and prayer to keep 

them healthy and patient. Their focus is a better future for their children, and that can only 

happen with good education 

 “I have ambitions for my children. I do not want them to live the life that their 

parents lived. Both of us do not have a degree. So, I wanted them to be educated 

and have a college degree. I do not allow for their father to put them down and tell 

them if you do not study, you eventually be a car washer like me. I refused that. 

So, I reinforce the love of studying. I wish I can provide them anything they want, 

But I cannot manage to do it, I wish I can.” mother in Jerash camp  

Mothers taught me the meaning of being healthy, the meaning of resilience, I have 

learned life lessons from the mothers that I have interviewed. They all have a brave face and do 

not share their struggle and suffering outside their circle. They continuously focus on their 

children's health, and they continuously try to find ways to feed her children, which shows their 

strength and power. I learned how mothers make do. 
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We hope that the sound outputs from this study will be used to cultivate more scientific 

data and evidence-based approaches to interventions. It is believed that such studies can improve 

advocacy efforts, fundraising strategies, and programs on nutritional child surveillance at 

UNRWA’s HQ-level.  
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Part 2: Publishable Paper 

Introduction 

Being a refugee, “a person forced to flee their country because of violence or 

persecution,”18 places affected children at risk for developmental difficulty, physical and 

behavioral health challenges,19 and heightened risk for neglect, poor health, trauma, and lack of 

education.20 Refugee children are affected by both undernutrition and overnutrition,19 and they 

are less likely to have access to appropriate health, nutrition, and social care, compared to non-

refugee children living in the host countries.21 Palestine refugees are the oldest refugee 

population in the world with the long-lasting refugee status. After fleeing their homes amid 

warfare in 1948, Palestinian refugees were forced to settle as a stateless population in permanent 

camps in Lebanon, Syria, Jordan, and the Palestine-occupied territories of Gaza and the West 

Bank. 44 Among populations affected by conflict and displacement such as 

refugees,25deterioration of nutritional status is common.6 

Childhood stunting (a child is significantly shorter than his/her peer of age, with a typical 

cut point being less than 2 standard deviations below a population growth reference standard) is 

an indicator of chronic malnutrition. It is associated with increased susceptibility to acute illness, 

neurocognitive delay, diminished educational performance, premature mortality, and risk for 

chronic noncommunicable diseases in adulthood.29, 30,31 Most importantly, stunting indicates that 

a community suffers from social inequality.30 

There is a lack of recent data on growth and development outcomes for Palestine refugee 

children living in the host countries.3 The latest nutritional survey among Palestine refugee 

children was conducted by the United Nations Children's Fund (UNICEF) in 2010, which 

reported the prevalence of stunting among Palestine refugee children under the age of five living 

inside refugee camps in Lebanon and Syria. 3 The report referred to the 2006 Multiple Indicator 
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Cluster Surveys (MICS), which were conducted in Lebanon and Syria, with a prevalence of 

stunting 26.5% in Syria38 and 19.9% in Lebanon.39 

In the Middle East, in 2018, the prevalence of stunting and overweight for children (<5 

years of age) were14.7 [8.9-23.2] and 11.2 [6.2-19.3], respectively.77 The latest prevalence of 

stunting reported among Palestine refugee children living in Jordan was 5% for moderate 

stunting and 3% for severe stunting, using data from the Jordan Population Family Health 

Survey (JPFHS) in 1998.3,42 More recent JPFHS 2012 data from Jordan reports an overall 

national prevalence of stunting among Jordanian children (<5 years of age) of 8%. However, this 

report does not stratify information by refugee status.76 A recent secondary data analysis using 

the 2012 JPFHS data, found that Palestine refugee children were significantly shorter compared 

to rest of the children’s population living in Jordan and explored the linkages between stunting 

and wealth disparities between Palestine refugee families living in the Jordan host population.75 

 Over 2.2 million Palestine refugees registered for UNRWA live inside Jordan, nearly 

370,000 of them live inside ten recognized Palestine refugees’ camps in Jordan, most of the 

camps are around the capital city of Amman, but few are in the north part of Jordan.78 Over the 

years, there has been considerable improvements in the living condition and the socioeconomic 

status for Palestine refugees living in Jordan. However, there are still great disparities between 

the Palestinian refugee population and the host population or refugees living outside the camps. 

In 2013, Palestine refugees living inside-camps had a significantly higher poverty rate and lower-

income compared to Palestine refugees living outside the camps. Palestine refugees living in 

Jerash camp were three times poor, living on less than USD 1.25, compared to other Palestine 

refugee camps. Moreover, 52.7% of camp residents live under the national poverty line, and 88% 

of them do not have health insurance. As they are not Jordanian citizens, camp residents have 

restricted access to the job market, employment, and educational opportunities. 74 



 

20 

 

Since 1950, the United Nation for Relief and Work Agency for Palestine refugee 

(UNRWA) provides health care for Palestine refugee children, by providing specific 

interventions that meet the health needs of the newborn, infants under one year of age, children 

from one to five years of age and school-aged children.2,8 UNRWA’s studies of maternal and 

child health have focused primarily on care delivery at health centers, describing the 

organization’s effort to reduce neonatal mortality and prevent anemia among pregnant women.2, 

9,10 There has been less focus on the household level and the overall prevalence of nutritional 

status among Palestine refugee children.1 As such, data on refugee children in the larger 

community—specifically those who do not come to UNRWA clinics routinely—is missing. A 

household-focused study would encompass a broader spectrum of children and allow for a more 

comprehensive understanding approach of nutritional status in this population. 

To describe the health status of a population, it is important to capture conventional 

indicators of nutrition status and also to explore the lived experience of families with children 

living in the camps in order to understand their perceptions on their health and quality of life as it 

relates to childhood nutrition. To this end, we conducted a mixed-methods household-based 

study to measure the prevalence of under- and over-nutrition among Palestine refugee children 

under-five years of age living in the Jerash and Souf Palestine refugee camps in Jordan, and to 

investigate the structural barriers that shape how residents of these camps can access food for 

their families. 
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Methods  

Setting:  

The study was conducted in two of the Palestine refugee camps in the north of Jordan, 

Jerash, and Souf. Both camps were established for the Palestine refugee and displaced population 

after the Arab-Israeli war in 1967. Jerash camp covers an area of 0.76 square kilometers, has 

over 29,000 registered Palestine refugees, originally coming from the Gaza strip. Souf camp (0.5 

square kilometers) has 19,000 registered Palestine refugees coming from Westbank and Gaza 

strip after the 1967 Arab-Israeli war.78 Figure (3) 

 
Figure 3: Maps of Jordan with Palestine refugee camps of Jerash and Souf‡ 

In 2013, the mean household size was 5.8 in Jerash camp and 5.3 in Souf camp. The 

poverty rate for both camp residents living under the Jordanian national poverty line was 52.7% 

(16.6% lived on 2USD) in Jerash, and 24.4% (2.5% lived on USD) in Souf camp. 94% of Jerash 

                                                           
 

‡ Tiltnes AA, Zhang H. Progress, challenges, diversity insights into the socio-economic conditions of Palestinian refugees in Jordan. FaFo Institute for Applied 

International Studies. 2013: 42. 



 

22 

 

camp residents are not Jordanian citizens, in contrary, 98% of Souf camp residents are Jordanian 

citizens.74 

 

Study design 

We conducted a cross-sectional study using a sequential explanatory mixed-methods 

approach,79 to the nutritional status of Palestinian refugee children (<5 years old) living in the 

Jerash and Souf camps from October to December of 2019. 

  

Study population  

Inclusion and exclusion criteria 

We used a random household sampling methodology. The household was eligible if the 

parent or child's Legally Authorized Representative were Palestinian refugees living inside the 

two selected Palestinian refugee camps, and if the household contained children under the age of 

5 years. Households were excluded if the parent or LAR was under 18 years of age or if the child 

had a physical disability that prevents them from participating in standard anthropometric 

surveys. 

This household survey was supplemented by Focus Group Discussions (FGD) with 

UNRWA staff who were front-line staff in the selected camps, including health workers, social 

workers, women program center staff, and camp administrative staff. We excluded staff who had 

less than two years of experience as UNRWA staff.  

 

Quantitative Sampling and data collection 

The sample size in each camp was calculated to estimate the point prevalence of stunting, 

using estimated stunting prevalence rate from UNRWA's 2018 clinic-based growth monitoring 
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data. A random sampling technique was used to select households in both camps. If a selected 

household did not meet inclusion criteria, it was skipped and substituted with the immediate 

next-door household until an eligible household was found. To create the sample, camp maps 

were created using the Q-Geographic Information System (QGIS) software by referencing hard 

copies of UNRWA camp maps. After creating shapefiles inside the QGIS software for the two 

camps, the location of the randomly selected households was generated by the QGIS program, 

which identified randomly generated vector points within the maps for the camps (appendix 1). 

Then the Global Positioning System (GPS) coordinates of the samples were uploaded to Google 

Map for the data collectors on their designated research tablets. Each data collector had a 

designated area on the map of the camp, with a set number of coordinates, and each data 

collector used their coordinates to collect the sample size that was assigned for her/him. Data 

collectors used the Research Electronic Data Capture software (REDCap)80 on their tablets. Data 

collectors were selected from among the UNRWA's women program center staff in both camps. 

They were trained for one week on the study methodology, including questionnaires, 

anthropometric measurements, consents, and use of the coordinates of the randomized samples. 

Each data collector was assigned to a specific area in the camp with close follow-up and 

coordination with the research team. The study was first piloted in the two camps before 

launching the study. Informed consent was electronically documented within REDCap for each 

parent/LAR.  

 

Quantitative Measures  

Two structured questionnaires were included. One was a household questionnaire, which 

included demographic, socioeconomic status, and food insecurity items (appendix 2). The second 

was a child-level questionnaire, which captured child demographics, anthropometric data, and a 
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previous-day recall diet (appendix 3). One child was randomly chosen from within each 

household.  

The data collectors were trained using UNICEF's manual for anthropometry.81 Nutrition 

indicators were defined according to the WHO Nutrition Landscape Information System for the 

country profile. These indicators were defined as follows: Underweight: weight-for-age z-score 

(WAZ) < –2 standard deviations (SD) of the WHO Child Growth Standards; Stunting: height-

for-age z-score (HAZ) < –2 SD; wasting: Body Mass Index (BMI)-for-age z-score (BAZ) < –2 

SD; Overweight: BAZ > +2 SD.82 

For food insecurity assessments, we used the Food and Agriculture Organization (FAO) 

questionnaire, an experience scale of 8 questions within a 30-day reference period. 83 We 

calculated the percentages of households that responded to all of the eight questions in the survey 

module, at three different levels of food insecurity: rarely (once or twice in the past four weeks), 

1 point; sometimes (three to ten times in the past four weeks), 2 points; and often (more than ten 

times in the past four weeks), 3 points. 84 For our global food insecurity outcome, participants 

with scores of greater than 8 points were considered food insecure, whereas participants 

answering  8 were considered food secure.  

For child dietary intake, we chose two of the WHO Infant and Young Child Feeding 

Practices indicators. The first was the Minimum Dietary Diversity, defined as the proportion of 

children who received foods from 4 or more food groups within 24 hours. The second was the 

Minimum Consumption of iron-rich foods, which is the proportion of children who receive at 

least one iron-rich food within 24 hours.85 
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Quantitative Data analysis 

We calculated frequencies and percentages for categorical variables as well as means and 

standard deviations for continuous variables. For non-parametric variables, we calculated the 

medians and ranges. We compared variables between two camps by using t-tests for continuous 

variables as well as chi-square tests and Fisher's exact test for categorical variables. Rank-sum 

tests were performed for non-parametric variables. We also compared variables across our three 

primary outcomes (stunting, overweight, and food insecurity) using logistic regression. 

We used logistic regression to examine the associations between stunting and overweight 

as outcomes, and their independent variables, including camp; child age; sex of the child; 

minimum food group diversity; maternal age; maternal education; household number; food 

insecurity; any chronic diseases in the family; and household income in the last six months. We 

used the same variables for linear regression to assess the association between these independent 

variables and HAZ and BAZ z-scores. We used logistic regression to examine the associations 

between the food insecurity outcome and independent variables, including camp, maternal age, 

maternal education, household number, any chronic diseases in the family, and household 

income in the last six months and grocery cost per week. For significant, specific initial 

multivariable models, we then used serial likelihood ratio tests and the Hosmer-Lemeshow 

goodness of fit test to determine the most parsimonious logistic regression model. Odds ratios, 

confidence intervals, and p-values were reported as appropriate.  

 

Sample size calculation 

The sample size was calculated to estimate the proportion of children with stunting, using 

95% confidence intervals and with a level of precision of 5%. Baseline prevalence estimates 

were taken from 2018 UNRWA clinic-based stunting prevalence data, which was 23% for Jerash 
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camp and 7% for Souf camp. Allowing for a refusal rate of 10%, gave a sample size of 407 

children (297 children for Jerash and 110 for Souf).  

 

Qualitative sampling and data collection 

For the qualitative part of the study, 20 in-depth interviews were conducted (12 in Jerash 

and 8 in Souf camp). Except for one grandmother, all participants were mothers of surveyed 

children, as mothers were the dominate caregivers in the quantitative data, 93% of the caregivers 

were mothers. We used purposeful sampling for interviews, selecting for a household with 

different levels of poverty and food insecurity. After finishing the quantitative survey, the data 

collectors identified and selected mothers, based on their responses to the quantitative 

questionnaires. They selected information-rich cases by choosing interviewees with diverse 

marital status, number of children, financial status, and the level of food insecurity. They asked 

the mother if she was willing to participate in the in-depth interviews with the first author, and 

then agreed on the time and date for the interview.  

Individual interviews were conducted using a semi-structured interview guide that 

elicited information on coping mechanisms for food insecurity and the participant's perception of 

her child's diet regarding the quality and quantity of the child's diet (appendix 4). The first author 

conducted all interviews in Arabic in a private room at the participants’ homes. Interviews lasted 

an average of 45 minutes and were audio-recorded with permission.  

Two hour-long focus group discussions were carried out with UNRWA staff – one in 

Jerash and one in Souf. The focus groups were facilitated by the first author, and each had a total 

of 8-10 participants. Participants included social workers, health staff, and camp administration 

officer. Participants had a minimum of 2 years of experience working with UNRWA inside the 

camps, and most of them were Palestine refugees living inside the camp. Sessions were 
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conducted in Arabic in a private meeting room at the UNRWA camp facilities, and they followed 

an FGD guide that covered the following topics: problems affecting the child's good nutritional 

status, how people obtain their food, food security issues, employment and job security, market 

prices and evolution, and their perception of children's diets (appendix 5). 

 

Qualitative Data Analysis 

Interviews and FGDs were transcribed and translated into English by the first author 

(NA). NA then open coded a subset of transcripts to construct a preliminary codebook, which 

was piloted on five transcripts. A second author (PR) then reviewed these codes and transcripts, 

and together the authors agreed on the final codebook. The entire dataset was then coded by NA 

using the qualitative analysis software Dedoose, with spot-checking by PR for accuracy.86 Coded 

data were analyzed using an inductive thematic approach to identify key themes emerging from 

the dataset. A draft set of descriptive themes were identified and described and were then 

iteratively examined, and a final set of themes were agreed upon by the authors.  

 

Ethical considerations 

Institutional Review Board (IRB) approval was obtained from the Harvard Medical 

School IRB #(HMS-IRB19-0581) and the UNRWA research review board.  
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Results 

Figure 4 schematically outlines the results from the field sample. In total, 510 (350 for 

Jerash, and 150 for Souf) random coordinates were generated in QGIS software. Coordinates 

were systematically approached by data collectors. In total, 405 households were approached, 

and 378 agreed to participate, of which 12 were excluded for not meeting eligibility criteria. In 

total, 100 households from Souf and 267 households in Jerash, were included in the analysis 

(367 total households).  

Figure 4: Flow diagram of the study participants 

Quantitative results  

Summary of household and child demographics  

Summaries of sociodemographic characteristics for households, caregivers, and children 

are given in Tables 1 and 2. Out of the total household survey respondents, 97.3% were female, 
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and 92.9% were the biological mother of the surveyed child, with an average age of 31.6±7.67 

years. The median household size was 6 (IQR 3-14). The level of education for both male and 

female heads of the house was relatively high, 73% of men and 74% of women reporting an 

education level of at least middle school or high school. Participating households reported 

receiving an income a median of 5 (IQR 0-6) months in the last 6-month period. However, 57% 

reported that income was unsteady. The daily labor type of work had the highest percentage 

compared to other types of work, 128 (40.6%). Food insecurity questions with scores higher than 

8, were 276 (72.7%), (Table 1). For child surveys, female children represented 49.6% of the 

sample, with a mean age of 2.75 ±1.15 years (Table 2). 
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Household characteristics N (%) or Mean  SD or Median (IQR) p-value 

Total Jerash 

(n=267) 

Souf 

(n=100) 

Gender of the child-caregiver Female 355 (97.3%) 266 (97.8%) 100 

(96.1%) 

0.34 

Age of the child-caregiver Mean  SD 31.59 ±7.6 31.32 ± 7.6 32.30 ± 7.6 0.27 

Caregiver's relationship to child Mother 338 (93 %) 245 (92%) 93 (94%) 0.35 

Marital status Married 

 

332 (90.7%) 241 (88.6%) 

 

99 (94.3%) 

 

0.03 

Total household size Median (IQR) 

 

6 (3-14) 

 

6 (3-14) 

 

6 (3-11) <.001 

Level of education, male head of 

house 

Primary school (1-6th grade) or below 52 (14%) 47 (17.6%) 

 

5 (5%) 0.002 

Middle and high school (7grades-13 

grades) 

268 (73%) 193 (72.3%) 75 (75%) 0.6 

Above high school includes: (vocational, 

college, University) 

47 (13%) 27 (10%) 20 (20%) 0.01 

Level of education, female head 

of house 

 

 

Primary school (1-6th grade) or below 35 (9.5%) 33 (12.3%) 2 (2%) 0.003 

Middle and high school (7grades-13 

grades) 

272 (74%) 205 (76.7%) 67 (67%) 0.057 

Above high school includes: (vocational, 

college, University) 

60 (16%) 29 (11%) 31 (31%) <.00001 

Chronic illness in the family Yes >=1 121 (33%) 

 

 

92  (76%) 

 

 

29 (24%) 

 

 

0.32 

 

Got income in the last 6 months 

 

Number of months 5 (0-6 

months) 

 

4 (0-6) 6 (0-6) < 0.0001 

Income steady for the last 6 

months 

Yes 137 (43%) 

 

 

71 (31.6%) 

 

 

66 (69.5%) 

 

 

< 0.0001 

Head of the household employed Yes 

 

291 (79.3%) 

 

 

203 (76%) 

 

 

88 (88%) 

 

 

0.01 

Type of work All type of work  315 226 88 <.0001 

Daily laborer 128 (40.6%) 96 (42.5%) 32 (36%) 0.03 

Grocery cost per week 

[Jordanian Dinar (JD)]  

Median (IQR) 30 JD(5JD-

100JD) 

 

30 JD (5JD-

150JD) 

20 (4JD-

100JD) 

<0.001 

Raw food security scores Median (IQR) 12 (8-24) 12 (8-24) 9 (7-24) 0.01 

Low vs. high food security score 

(score>8) 

Score >8 

 

276 (72.7%) 

 

211 (79%) 56 (56%) 

 

<0.001 

 

Table 1: Descriptive household characteristics of the surveyed Palestine refugee households living in Jerash and Souf camps. 
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Table 2: Descriptive child characteristics of surveyed Palestine refugee children living in Jerash and Souf 
camps. 

Child characteristics N (%) or Mean  SD or Median (IQR) p-value 

Total Jerash 

(n=267) 

Souf (n=100) 

Gender Female 

 

182 (49.6%) 

 

143 (53%) 

 

43(43%) 

 

0.08 

Child Age 

 

Mean age in years ± SD 2.75± 1.15 2.65±1.16 3.01±1.1SD 0.006 

Z-score (HAZ) Means ± SD 

 

-0.9[CI: -

1.1_-0.72] 

-0.96[CI: -

1.1_-0.73] 

-0.76[CI: -

1.02_-0.49] 

0.34 

Z-score (WAZ) Means ± SD 

 

-0.12[CI: -

0.23_-

0.001] 

-0.09[CI: -

0.23_0.04] 

-0.18[CI: -

0.39_ -0.02] 

0.47 

Z-score (BAZ) Means ± SD 

 

0.66[CI:0.5_ 

0.83] 

0.76[ CI: 

0.56_  

0.96] 

0.42[CI:0.13_ 

0.7] 

 0.06 

Stunting (low height-for-age) 

< -2 HAZ 

N (%) 83 (22.62%) 63 

(23.6%) 

20 (20%)  0.46 

Wasting (low weight-for-height) 

< -2 BAZ 

N (%) 17 (4.6%) 11 

(4.12%) 

6 (6%) 0.44 

Underweight (low weight-for-age) 

< -2 WAZ 

N (%) 16 (4.36%) 11 (4.1%) 5 (5%)  0.71 

Overweight (high weight-for-

height) >+2 BAZ 

N&% 55 (15%) 51 (18%) 7 (7%) < 0.008 

Double burden (stunting and 

overweight 

N (%) 27 (7.36%) 23 (8.6%) 4 (4%)  0.09 

Continuous Breastfeeding until 1 yr Yes 

 

 223 (83%) 

 

73 (73%) 

 

 0.003 

Exclusive Breastfeeding until 6 

months 

Yes 

 

 174 (65%) 

 

66 (66%) 

 

 0.82 

First introduced food (weaning) Before 6months 

At 6months 

After 6 months 

 98 (37%) 

80 (30%) 

89 (33%) 

42 (42%) 

39 (39%) 

19 (19%) 

 0.05 

Mean food groups consumed/24 hrs  Mean ± SD 

 

4.42 ±1.5 4.27±1.5 4.84 ±1.4  <0.001 

Minimum dietary diversity (>4 food 

groups/24 hrs) 

N (%)>=4 

 

 193 

(72.2%) 

 

83 (83 %) 

 

 0.03 

Iron-rich food consumption/ 24 hrs  yes 

 

 104 (38 

%) 

 

68 (66%) 

 

<.00001 
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Comparison of sociodemographic results between Jerash and Souf  

In our data set here, the household size was significantly larger in Jerash than in Souf. On the 

other hand, the education level category of having a degree above high school was significantly higher in 

Souf, for both the male house head and female house head. However, for lower educational level category 

(having a primary school or lower), Jerash camp was significantly higher than Souf camp, for both house 

heads. The mean of children age was significantly higher in Souf compared to Jerash ( 3.01±1.1SD vs. 

2.65±1.16, p-value=0.006) 

There were also significant differences in economic indicators between the two camps (Table 1). 

Reports of both the number of months with income over the last 6-month period, and whether this income 

was steady, were both significantly higher in the Souf camp. We examined the proportion of individuals 

working as day laborers, a type of poorly paid and insecure work, as a marker for overall economic 

insecurity. In Jerash, the proportion of heads of households working as day laborers was significantly 

higher than in Souf (96 (42.5%) vs. 32 (36%), P-value = 0.03). Finally, the median amount of money 

spent on food each week was also significantly higher in Jerash (30 JD (5JD-150JD) vs. 20 (4JD-100JD), 

P-value<.0001).  

 

Child Nutritional Status in Jerash and Souf 

Next, we compared the prevalence of important child nutrition status indicators in both camps. 

The prevalence of wasting and underweight were low in both camps, with no statistically significant 

differences (Table 2). The prevalence of stunting, on the other hand, was much higher, at 23.6% in Jerash 

and 20% in Souf but, again, with no statistically significant difference between camps. Importantly, the 

prevalence of overweight was significantly higher in Jerash than in Souf (18% vs. 7%, p < 0.008). The 

double nutrition burden (children simultaneously stunted and overweight) was also significantly higher in 

Jerash than in Souf (8.6%, vs. 4%), although this was not statistically significant.  

We also examined the standard indicators of child diet quality. In particular, the mean 

number of food groups consumed in 24 hours was significantly lower in Jerash (4.27 ± 1.5 vs. 
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4.84 ± 1.4, p<0.001), and only 72% of children consumed at least four food groups per day, as 

opposed to 83% in Souf (P-value = 0.03). Finally, consumption of at least one iron-rich food per 

day was only 38% of children in Jerash as compared to 66% in Souf (p< 0.001).  

There was no significant difference between Jerash and Souf for the exclusive 

breastfeeding practices among interviewed mothers. However, mothers who had continued 

breastfeeding their children after one year of age were significantly higher in Jerash compared to 

Souf (223 (83%) vs. 73 (73%), respectively, P-value=.003). 

 

Household-level food insecurity 

Finally, we used items from the FAO food insecurity scale to examine perceptions of food 

insecurity in both camps (Figure 5). Each question on this scale measures one dimension of food 

insecurity, with responses for each item varying from "rarely" to "sometimes" to "most of the time." 

Overall, across both camps, a significant number of respondents experienced food insecurity. In 

particular, the proportion of respondents answering "most of the time" was highest for worrying about not 

having food (32.5%), limiting the diversity of consumed foods (18.8%), and not having access to healthy 

foods (15.4%).  

Finally, we classified respondents into those who responded "sometimes" or "most of the time" to 

any question vs. those who responded "rarely" to all questions (raw scores of less than and greater than 8) 

(Table 1). Using this classification, the proportion of food-insecure households was higher in Jerash 

(79%) compared to Souf (56%) (p< 0.001). 
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Figure 5: The percentage of responses for food insecurity questions among Palestine refugee parents in both camps§ 

 

Regression analysis  

We first conducted a bivariate analysis using logistic regression to examine the 

unadjusted associations for our primary indicators of interest, including the proportion of 

children stunted, proportion of children overweight, and proportion of household with food 

insecurity scores > 8. For stunting and overweight, we examined the following variables: camp 

(Jerash vs. Souf; child age; sex of the child; minimum food group diversity; maternal age; 

maternal education; household number; food insecurity; any chronic diseases in the family, and 

household income in the last six months. For household food insecurity (raw scores > 8), we 

examined the following variables: camp (Jerash vs. Souf); child age; sex of the child; maternal 

                                                           
 

§ The Food Insecurity Experience Scale: I7835EN/1/09.17 
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age; maternal education; household number; any chronic diseases in the family, and household 

income in the last six months.  

For stunting, we found no significant associations. However, for overweight, the odds of 

being overweight were significantly lower in Souf compared to Jerash [0.40 (0.19-0.84), p-value 

0.01], table (3). For the food insecurity outcome, residents living in the Souf camp had lower 

odds of being food insecure [0.36 (0.22-0.59), p<0.0001]. The number of months with a source 

of income in the last six months was associated with lower odds of food insecurity [0.58 (0.49-

0.68), P-value<0.0001, and the larger number of people living in the household was associated 

with higher odds of food insecurity [1.12 (1.01-1.24), P-value=0.03], Table(4).  

Table 3: Unadjusted associations between demographic characteristics and child nutrition outcomes. 

 

Characteristic  

Stunting 

(OR, [95% 

CI]) 

P-value Overweight (OR, 

[95% CI]) 

P-value 

Camp: Souf 0.78 (0.45-

1.36) 

0.39 0.40 (0.19-0.84) 0.017 

Food insecurity  > 8  1.42 (0.81-

2.51) 

0.22 1.27 (0.66-2.43) 0.45 

Female child 0.87 (0.5-

1.4) 

0.58 0.98 (0.56-1.71) 0.96 

Maternal education 

(higher than preparatory 

school) 

0.84 (0.51-

1.36) 

0.48 0.99 (0.95-1.0) 0.41 

Age of caregiver (yrs) 0.99 (.97-

1.02) 

0.90 0.99 (0.95-1.02) 0.48 

Age of child (yrs) 0.94 (.77-

1.1) 

0.55 1.03 (0.98-1.08) 0.21 

Number of individuals in 

household 

1.01 (0.91-

1.12) 

0.75 0.94 (0.83-1.07) 0.40 

Any individual with 

chronic illness in the 

household  

1.08 (0.77-

1.51) 

0.64 0.78 (0.49-1.21) 0.27 

Number of months with 

income in the last 6 

months 

1.03 (0.91-

1.15) 

0.61 1.01 (0.88-1.15) 0.76 

Child consumed > 4 

food groups in last 24 

hours 

1.21 (0.68-

2.1) 

0.49 1.23 (0.63-2.4) 0.53 
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Table 4: Unadjusted associations between demographic characteristics and household food insecurity. 

Characteristic (OR, [95% CI]) P-value  

Camp: Souf 0.36 (0.22-0.59) <0.0001 

Female child 0.98 (0.53-1.29) 0.37 

Maternal education (higher than 

preparatory school) 

0.80 (0.53-1.2) 0.37 

Age of caregiver (yrs) 1.0 (0.97-1.02) 0.94  

Age of the child (yrs)  1.07 (0.89-1.2) 0.45  

Number of individuals in a 

household 

1.12 (1.01-1.24) 0.03  

Any individual with chronic 

illness in the household  

1.43 (0.99-2.09) 0.056  

Number of months with income 

in the last 6 months 

0.58 (0.49-0.68) <0.0001 

 

We then used multivariable logistic regression analysis to construct adjusted models. For 

stunting and overweight, multivariable models were not significant. No significant associations 

were observed for stunting (similar to Table 3), and the association between camp and 

overweight remained unchanged (results are shown in Appendix 5). Multivariable linear 

regression against height-for-age and BMI-for-age Z-scores gave similar results (results not 

shown).  

For household food insecurity, a fully specified model using all variables in Table 3 was 

first constructed (Table 5, left column). In this model, living in the Souf camp was associated 

with less food insecurity, although the effect was less marked than in the bivariate analysis (OR 

0.61 [0.35-1.05], p=0.07); the impact of having income in the last 6 months was preserved (OR 

0.60 [0.51-0.71], p<0.001); and household size was no longer significant. We then used nested 

logistic regression with serial likelihood ratios to reduce the model and improve fit. Using these 

procedures, the most parsimonious model included only camp (Souf camp OR 0.60 [0.35-1.00], 

p=0.05) and income within the last 6 months (OR 0.60 [0.51-0.72], p < 0.001).  
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Table 5: Multivariate analysis of the demographic characteristics and their association with household food 

insecurity. 

Characteristic Fully specified model 

(OR [95% CI])  

Adjusted model 

(OR [95% CI]) 

Camp: Souf 0.61 [0.35-1.05] 0.60 [0.35-1.00] 

Maternal education (higher than 

preparatory school) 

1.07 [0.62-1.85] - 

Age of caregiver (yrs) 1.00[0.98-1.04] - 

Number of individuals in 

household 

1.04[0.91-1.19] - 

Any individual with chronic 

illness in the household  
1.65[0.91-2.98] - 

Number of months with income in 

the last 6 months 

0.60 [0.51-0.71]* 0.60 [0.51-0.72]* 

Pseudo R2 0.16 0.14 

Hosmer-Lemeshow goodness-of-

fit (p value) 

16.92 (0.03) 5.48 (0.36) 

 

Qualitative analysis  

Qualitative participants characteristics 

In total, 20 in-depth interviews were conducted, 12 in Jerash and 8 in Souf. With one except in 

Souf, all interviewees were the biological mother of the surveyed child. For one subject in Souf, it was the 

grandmother. One FGD with stakeholders in each camp (8 participants in Jerash, 10 in Souf) was 

conducted. The FGD was for 2 hours, and the mothers’ interview was for one hour. The data collectors 

approached 24 mothers to participate in the in-depth interviews —four refused to participate. 

 

Qualitative themes 

Interviews and focus groups centered on exploring facilitators and barriers to optimizing 

children's diets and coping with food insecurity. Three major over-arching thematic groups 

emerged from these data, including (a) strategies for obtaining food or food aid, (b) factors 

impacting children's nutritional status and diet quality, and (c) the central role of mothers as 

strategists and household managers. These findings highlight the methods and techniques that 

families—and mothers in particular—utilize to obtain food for their families while identifying a 
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set of specific and persistent obstacles that families face in ensuring a healthy and diverse diet for 

their children.  

A. Dynamics of food and food aid 

Formal channels of food aid 

An important theme frequently mentioned by both caregivers and FGD participants were 

the different operators working in the camps to address food insecurity and their mechanisms of 

support. These included: Jordan's Department of Palestine Affairs (DPA) that provide cash 

assistance every three months for families in need; the UNRWA relief and social services 

department that provides e-vouchers to the most impoverished families; and local non-

governmental organizations (LNGO), such as Teakeyiet Um Ali, which provides food rations of 

oil, sugar, beans, rice, and lentils. Another occasional resource mentioned was gifts or donations 

from the Jordanian Royal court. Moreover, many reported that there are families in both camps 

with no income at all who rely entirely on these formal food support mechanisms. 

 “As refugees, we get assistance from Palestinian department of affairs, and 

Teakeyiet Um Ali [local charity LNGO], in addition to my welfare monthly 

support from the government.” - Mother in Souf camp, interview 3 

 

“I can say 50% of the refugees live on formal support, with no steady income” 

Participant in Souf camp, man, FGD.  

 

“So, let us talk about the food resources and were they get their food items. First, 

different local NGOs help with food ration and clothing; also, UNRWA gives 

food assistance to some families. In Jerash camp, there are at least 700 hardship 

cases under UNRWA’s mandate for e-voucher [UNRWA’s food assistance]. 

Meaning 700 family, which is in total 3500 individuals that UNRWA help.” 

Participant in Jerash camp, man, FGD  

 

In the Souf camp, there were additional support mechanisms, in particular monthly 

welfare payments from the Jordanian Department of Social Development. Participants in the 

Jerash camp were also aware of these mechanisms but emphasized that they were not eligible for 
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this welfare support, as they are not Jordanian citizens. The welfare payment was highly desired 

because it involved significant additional cash transfer and went much farther toward covering 

basic family needs than other support mechanisms.  

“…But, the amount of food ration given, even by UNRWA is does not cover the 

basics needs for the families. This ration is not even comparable to the monthly 

welfare support, because the last one gives 180JD [250$] support for every 

family. So, the food ration is not sustainable for the food supply, and it does not 

cover their needs.” Participant in Souf camp, woman, FGD. 

 

Int: “Do you take any food rations or assistance or governmental welfare?” 

Mother: we do not take an assistance from government social affairs. We are 

Gazans [implying that they do not have a Jordanian citizenship]; therefore, we are 

not eligible for governmental assistance. But, we take from Teakeyiet Um Ali, it 

has been a year.” Mother in Jerash camp, interview 5 

 

 

Mothers in both camps reported that most food rations they received from these entities 

were primarily limited to dried food goods, including lentils and beans. Families in Jerash were 

more reliant on these items for their daily diet than families in Souf. 

Int: “What about lunch?” 

Mother: “Bean, lentils, hummus, legumes… whatever I have from Teakeyiet um 

Ali or get from the local market when I have money.” Mother in Jerash camp, 

interview 4 

. 

While both mothers and FGD participants valued the support received through these 

formal channels, they highlighted several problems. Notably, they expressed that these programs 

were ‘unfair’—with strict eligibility criteria, such as excluding families who have young, healthy 

men or who have a relative who owns a business. Families also noted favoritism in the 

distribution of resources by the LNGOs, in particular, that LNGO staff favored families or 

friends over others whose needs were greater.  

 “There is the issue of favoritism in the LNGO. Relatives and friend work in the 

LNGO favor the people they know more than the people that are real in-need.” 

Participant in Jerash camp, woman, FGD 

 



 

40 

 

“I tried to go to the DPA to be enrolled in their food ration, but they discounted by 

application, they said that my husband owns a bus and my house conditions are 

good.” Mother in Jerash camp, interview 12. 

 

Finally, there was a widespread feeling among stakeholders that the formal channels of 

support were insufficient to meet the nutritional needs of camp residents. For example, 

stakeholders described that UNRWA’s food support is not enough to supply all families in need, 

with long waiting lists and capacity only to cover those in the most abject poor.  

“Previously UNRWA’s relief department used to approve a certain percentage of 

increase for food ration. But nowadays, if we want to add a family, we have to 

remove another one, due to lack of funding […] also UNRWA shifted to e-

voucher, that is a set amount of cash paid on an annual basis, with no 

consideration food market inflaming, and the with long waiting list.” Participant 

in Souf camp, woman, FGD. 

 

Informal channels of food supply 

In addition to formal channels for receiving food aid, caregivers in both camps strongly 

emphasized the role of having a close social circle of support. Neighbors, family, and friends 

were all at times relied on, either by directly supporting with food or meals or by providing 

money to buy food. While participants highlighted the unity and harmony in the community that 

allowed these arrangements to exist, they also noted that tapping their families and other close 

contacts for help could place these family members at more long-term financial risk and incurred 

social debts. Participants who were least well off economically felt that they lacked these 

resources, and they could not obtain resources from their close circle due to scarcity of resources 

and income in the camp.  

 “Let me tell you something: people stick together…the other day one of my 

friends asked me for money, a tiny amount of money, I didn't have any, I had to 

ask my family for the amount and gave it to her.” Mother in Souf camp, interview 

2. 

 

 “When I don’t have any food, honestly, I call my aunt, my mother’s sister, her 

condition is not that great, but she cooks daily, I tell her I want to come over with 
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my children for lunch or dinner, she says come-on over. We go and eat; she 

doesn’t put a lot on a plate. It’s barely enough. Still, I often go to her place, what 

should I else do!” Mother in Jerash camp, interview 6.  

 

Mothers described the methods and techniques that they used to get food on the table, 

such as borrowing food to feed their families or borrowing money from their family and friends 

to either buy food, get medication, or pay their bills.  

“Next morning, I managed to borrow some money. I couldn’t on Saturday, but the 

next day I did borrow money and got bread and falafel we ate and drank tea.” 

Mother in Jerash camp, interview 7.  

 

“When she was sick [her child], I had to ask my father for some to get her the 

medicine she needs.” Mother in Jerash camp, interview 12.  

 

In Jerash, families more often had to make difficult choices to feed their families. 

Mothers reported selling personal items, such as their necklaces, cloth, or furniture, to get food 

for their families. In the most extreme situations, they even had to sell essential home items for 

food.  

 “I said to myself [referring to last winter], why sell them [heater and blankets]? 

I’ll need them. I can’t afford to buy a heater or a blanket, let me keep them. This 

year I sold them, last week the blanket and this week the heater. So, next week I 

have nothing to sell.” Mother in Jerash camp, interview 6. 

 

One final mechanism that was employed was to take groceries from local food sellers on a credit 

basis; this strategy was more commonly reported in the Jerash camp.  

 “I get groceries from the supermarket by loan, like yogurt, mortadella, and bread, 

to push the day.” Mother in Jerash camp, interview 10 

 

B. Barriers to the child’s proper nutrition 

High unemployment and poverty 

Both FGD participants and caregivers in both camps stressed how camp residents live in 

high poverty. Income was inadequate, and for some, meant that they could not afford basic life 

needs. Participants cited several times that lack of job security for the head of household—which 
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included unemployment or employment in a poorly-paying job—had a negative outcome on the 

child's nutritional status. It was not always the case that they can rely on these informal channels, 

which endorsed their reliance on formal channels.  

“My husband doesn't have a steady income, he works as daily labor, so I use the 

amount he gives me to get my groceries. Sometimes he would give 2jd, sometime 

10jd. It all depends on how much he makes per day.” Mother in Jerash camp, 

interview 12. 

 

"He works here and there and would do any job... It's the olives season now, so he 

is working on that, but when it is over, he will have no work again. When 

someone needs things moved or some construction, he would do that. He keeps 

looking for work, but there is not any here. All the work is in Amman, and we 

cannot afford that." Mother in Souf camp, interview 2. 

 

“Yes, this is how the camp’s families are surviving. It is either Teakeyiet Um Ali 

or Department of Palestinian Affairs […] camp residents do not have any other 

options. it is hard to borrow from others, where they are also in need, and you also 

have to give them the money or food you borrowed, which is a burden.” Mother 

in Jerash camp, interview 11. 

 

Moreover, some mothers requested an increase in job opportunities for women in the 

camp, by suggesting camp-based projects, to increase their income and help the family.  

Int: “Do you have any suggestions or ideas to improve the living circumstance for 

the whole camp?” 

Grandmother: “For example, if they open small business or project for women to 

work in, like doing pastries’, sewing, etc. This will help the community as a 

whole and will help the families who does not have salary for income.” 

Grandmother in Souf camp, interview 7.  

 

In the Jerash camp, participants also stressed the fact that lack of citizenship status for 

Jerash camp residents harmed both job security and livelihood. Lack of citizenship restricted 

access to specific kinds of jobs in the market, meaning they mostly could only work in manual 

labor or as day laborers. It also restricted civil rights for access to health and education. 

Frequently, caregivers expressed this condition of deprivation without means for a livelihood by 

using the Arabic word “Mahromeen,” which roughly means destitute in English. In particular, 

they felt equitable access to the job market for male family members was essential.  
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 Int: “What do you mean by the camp is unfair?” 

Mother: “Yes, in all aspects, it confined us in a place; we cannot be poor or rich. 

It is not a life; I do not know if I am happy or miserable or what exactly. We are 

"Mahromeen." If we were in another area, we would have work and not poor, 

Right? I do not need help form anyone. I want to work, and my husband wants 

work, we do not need anyone's aid.” Mother in Jerash camp, interview 6.  

 

 “Also, they must issue their temporary passport (2 years), to be able to apply for 

a working permit, which costs them around 150JD. So, the passport is a burden. 

Even for kids, families must issue this passport to enroll their children in schools 

and to get them access to the governmental health system. Families in the camp 

cannot afford the cost and burden of the passport. But without, they are 

paralyzed.” Participant in Jerash camp, woman, FGD.  

 

Participants in FGDs also added that the poor living conditions in the refugee camps, 

such as lack of housing ventilation; crowding; lack of outdoor child-friendly spaces, playgrounds 

or parks; and poor camp infrastructure, all harm child health.  

“The infrastructure, bad housing conditions that affect the child health, such as 

high humidity and bad ventilation inside the house and even between the houses. 

No bright sun or proper air circulation […]the houses condition affect the child 

health, ceiling are made from Zinco [type of metal for house ceiling], and leaking 

water during winter." Participant in Jerash camp, man, FGD 

 

Both caregivers and FDG participants also stressed that income strongly affects food 

supply for the family. Family income reflects on the amount and quality of food that families can 

buy and prepare. 

 “The household does not work, and if he works, it is not a steady income, 

because he is Gazan and does not have Jordanian social security number. He does 

not have the right to work in the government sector or the private sector; he can 

only do daily paid job [labor work]. Therefore, he cannot afford to feed his family 

especially the mother that needs to breastfeed her child, which eventually affect 

the child nutritional status” Participant in Jerash camp, man, FGD 

 

Int: "So it depends on how much money he gets?” 

Mother: yes, if he works for 5 JDs[7$], he buys groceries for 5 JDs. If he works 

for 10 JDs [14$], he will buy for 10 JDs. Like that, whatever he gets, he buys 

groceries as much". Mother in Souf camp, interview 4. 
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Children have a low quantity and quality of food. 

Caregivers expressed several reasons why they think that their children's diets were not 

adequate. Caregivers discussed the habits and food preferences of their children at length. 

However, for the majority of these respondents, this was not just to describe picky eating 

behaviors. Instead, mothers stressed that when a child was not eating, it was mostly related to the 

lack of availability of preferred food items or because the child got bored from having to eat the 

same foods every day. In addition to this focus on lack of diversity of available foods, in other 

cases, mothers reported additionally absolute food scarcity, due to not having the money 

necessary to buy foods and, especially, healthy foods like fruits or meats. Also, many have 

reported that the availability of foods for their children was not consistent and fluctuated based 

on changes in household income.  

Mother: “No, we did not have a main meal.” 

Int: “Why?”  

Mother: “It is because I do not have the money to get food items and cook a 

meal.” Mother in Jerash camp, interview 5. 

 

 Mother: “Sometimes, she eats well, and sometimes she does not eat well.” 

Int: “Depending on what?” 

Mother: “It depends on the amount of food we have at home if we have enough 

food she eats well if we do not have enough food, I manage to feed her anything.” 

Mother Souf camp, interview 6. 

Mother: “Lentil, we make it often, and he has it... Sometimes because it is the 

same thing over and over, then he refuses to have and does not eat it.” Mother in 

Souf camp, interview 4. 

 

Facing shortages, caregivers resorted to giving their children any form of food or drink 

that they could obtain. For some, this meant that eating low-quality meals—such as bread and 

tea—became primary foods, and these experiences became expected and normalized. These 

measures were also taken for the smallest infants. For example, some mothers reported that they 
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were malnourished and could not produce breastmilk. Being unable to afford to buy formula 

milk for their infant, they had to give them other alternatives such as herbal tea.  

Int: “If the kids got hungry, what would they eat?”  

Mother: “They would eat bread and tea.” 

Int: “Would they get full?” 

Mother: “Yes, but sometimes they refuse to eat and go to sleep on an empty 

stomach. This is how we live! We got used to it.” Mother in Jerash camp, 

interview 1 

 

"Their food should be better… my boy is ten months old, and I do not have milk 

at all, so I make him herbal tea sometimes, like yesterday I gave him tea. 

Anything to get him to be quiet and go to sleep." Mother in Jerash camp, 

interview 3  

When caregivers did buy foods, they often reported buying lower-quality items, which 

had lower prices and helped in stretching the money further. Mothers in both camps stressed that 

their children had low food diversity for several reasons, including the interaction between 

limited money and high food prices, as well as the lack of diversity in available food rations.  

“But the quality of the groceries we buy are not the best, we only can afford the 

moderate lower quality ones, as my husband does not find work every day and we 

have to make do with the lower quality and lower-priced groceries.” Mother in 

Souf camp, interview 1. 

Int: “What about the quality of his food, diversity food?” 

Mother: “I do not feel he has a diverse diet. He lacks diversity in his daily diet, as 

it lacks fruits and veggies because the family cannot afford fruits and vegetables.” 

Mother in Jerash camp, interview 5. 

 

Against this background, mothers worried that low food diversity—and especially lack of 

fruits, vegetables, and meats—would harm their child's health. They were concerned both about 

their children's growth and general health. Some mothers described how their children had less 

energy when they do not have enough food. Some explained that their children were anemic, and 

they explained that anemia is due to a lack of iron-rich foods in the diet. Mothers confirmed that 

they received nutritional education and iron supplementation from UNRWA's health centers 

inside the camps. However, they also stated that they could not afford to buy iron-rich foods for 
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their children. This was more reported from mother interviewed in Jerash camp, compared to 

Souf camp. 

Int: "What do you think of the food quality that your family eats?” 

Mother: “To be honest, I do not feel I feel my children well; they are Mahromeen. 

Many times, my child ask for orange when she sees it in the market. I tell her may 

God gives us money to get you what you wish.” Mother in Jerash camp, interview 

2. 

 

Int: “What do you think of the food quality that this child eats?” 

Mother: “Not very much. He should be eating more variety of food. We do not 

have enough money to buy him food, compared to his peers. The more variety, 

the healthier, for example, he should be eating spinach, meat, chicken, fish, 

burglar, fruits. We do not eat chicken much.” Mother in Jerash camp, interview 4 

 

 “The Doctor at the clinic [UNRWA's health center] prescribed the iron drops 

from him [her child], as his blood test was 8 [hemoglobin level] and told me that I 

should give my son lentils, beans and squeeze some lemon on it. However, I went 

back home, and I cooked rice with tomato, this is what I have.” Mother in Jerash 

camp, interview 11.   

 

C.  Mother as managers 

Mothers adjust family behaviors to food availability 

At the center of the household, mothers described how they were responsible for 

structuring family behaviors to match the household's current food situation. Mothers in both 

camps described how they prioritized given food to their children; this required managing the 

consumption of food for other family members. Examples included parents deciding to eat less 

or skip meals and prioritizing any amount of available money first to buy their children's favorite 

foods.  

Int: “What if the food is not enough for all? Did you ever experience that?”  

Mother: “Yes, I divide the food quantity equally for each child. Sometimes, I do 

not eat to spare the food for them. If I bring fruit, I do not eat from it. the same 

thing is for my husband.” Mother in Jerash camp, interview 2. 

 

Int: “What about you?” 

Mother: “I am always fine with bread and tomato. I chop some onion and tomato 

and eat it with bread. The most important thing is that she eats well. When I do 
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not have anything to cook for the main meal, I get a dish from my in-laws to feed 

my child.” Mother in Souf camp, interview 6. 

 

Also, mothers reported different strategies they used to help their young children cope. 

This included talking with them to help them understand the family's financial reality when they 

ask for specific meals or favorite food items. It also included–especially in the case of toddlers– 

tricking or distracting them with other activities or food items.  

 “Thank God, my kids eat anything. I have taught them to have whatever is 

available, and they do not fuss. We go through some days when we have nothing. 

They are willing to have a breakfast with bread and tea and thank God for it.” 

Mother in Jerash camp, interview 3. 

 

“If [my daughter] asks for anything, I explain to her that we will get it as soon as 

her dad gets money, and she understands. She is a good girl. If we go to the park 

and I do not have enough money to buy her something, I tell her I will buy it for 

you when we get money, and she understands.” Mother in Souf camp, interview 

1. 

 

“[My three-year-old daughter] loves apples, she always asks for apples, I get it for 

her when I can, but sometimes I have to trick her with other food items, like 

candy, but then she will ask again for an apple.” Mother in Jerash camp, interview 

7.  

 

Mothers “Make Do” 

  Mothers in both camps also highlighted their resourcefulness and creativity when faced 

with the day-to-day dilemmas of financial and food insecurity. For example, they highlighted 

that once they face a significant shortage of money or lack of food resources, they would prepare 

a meal from whatever household food supplies remained, even if those were very minimal. Many 

reported cooking most meals without meat products, saving meat products for Fridays [which is 

the weekend] when the whole family is gathered. 

 “I have 3 JD [USD 5]; it must cover the children's breakfast and their school 

allowance. I do not even think of doing lunch. I wait till their father come, And I 

fix some fried veggies or falafel for dinner, or from the Teakeyiet Um Ali. Our 

main meal is only on Friday, we get one chicken and cook it, sometimes there be 

leftovers for Saturday.” Mother in Jerash camp, interview 5. 
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For some mothers in the most extreme financial situations, this strategy was barely 

successful, with some meals consisting only of bread and herbs (e.g., zaatar [traditional culinary 

herbs], thyme). For these mothers, they had to take food acquisition and preparation on a day-by-

day basis; this was more reported in Jerash camp compared to Souf camp. 

Mother: “I exhausted all my resources; every penny I get is just for basic food, not 

good food.” 

Int: “What do you mean, ‘not good food’?” 

Mother: “Yesterday, I had 2JD [USD 3.5]. I got bread and zaatar for my children 

to eat for the day.” 

Int: “What about tomorrow and the day after?” 

Mother: “I do not know. I live it day-by-day.” Mother in Jerash camp, interview 

11. 

 

Another strategy used was bartering or small ad-hoc exchange economies. For example, 

mothers in both camps mentioned that sometimes they had to utilize their regular food rations or 

food assistance aid, exchanging these resources with neighbors or selling them for cash. In the 

Souf camp, selling food aid was more common, especially when the household faced a cash 

shortage for other non-food household essentials. In contrast, in Jerash, it was more common to 

exchange food rations between households, in order to increase food variety.  

“Some families food items because they take too many beans and legumes from 

different local NGOs, so they prefer to sell it and have cash instead.” Participant 

in Jerash camp, woman, FGD Jerash. 

 

Int: “So how does 30 JD [USD 42 from DPA every three months] cover food and 

water for you and the kids?”  

Mother: “It does not. I sell some grain that I get from Teakeyiet Um Ali [LNGO] 

and buy the items I need.” Mother in Souf camp, interview 5. 

 

Another common strategy used was to prepare meals using fillers to stretch foods for the 

whole family. Respondents especially mentioned adding more starchy food supplements such as 

bread, beans, potato, lentils to the main meal. Another strategy was to create small side dishes, 

such as fried vegetables (cauliflower, eggplants, etc.) or chopped tomato with onion, to be eaten 

with bread.  
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 “Lentils [soup] with bread. Majadrah [a dish of lentil and rice] with salad. 

Anything that is fulfilling and makes them full. If I buy a roasted chicken, 

everyone will eat one piece, and that is it, but when I do the meal, it is different 

because I add rice, potato, or some veggies that make them full. I cut some 

potatoes and tomato with onion, and let my children eat it with bread and tea.” 

Mother in Jerash camp, interview 4. 

 

Mother: “I manage by using anything I have at home for the main dish. If that is 

not enough, I make a side dish.” 

Int: “What do you mean? Give me examples?”  

Mother: “If I make a dish and feel it will not be enough, I might add fried 

cauliflower or something like that, which fills the stomach and with nutritional 

benefits as well.” Mother in Souf camp, interview 3 

 

Finally, mothers reported efforts to weather the inconsistent availability of money by 

stocking up on essential food items when they could see so that they were available for the future 

when food or money was not available. 

“In the days where he works very well, I stock groceries for my house. I bring 

potatoes, veggies, rice, lentils, beans, etc. I also bring meat, fish, and chicken and 

freeze them. So, I stock it for the bad days. So then, I can get something from the 

freezer and cook. This is our situation, and I must adapt to it. I stock according to 

my husband's income.” Mother in Souf camp, interview 12. 

 

Discussion  

UNRWA’s mandate is to promote and protect the rights of Palestinian refugees. 4 

UNRWA’s studies of maternal and child health have focused primarily on care delivery at health 

centers.2, 9,10 Thus, a household-level data and the overall prevalence of nutritional status among 

Palestine refugee children, appear to be scattered and heterogeneous.1 To this end, we conducted 

a mixed-methods household-based study to measure the prevalence of under- and over-nutrition 

among Palestine refugee children under-five years of age living in the Jerash and Souf Palestine 

refugee camps in Jordan, and to investigate the structural barriers that shape how residents of 

these camps can access food for their families. 
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We found a moderate-to-high prevalence of stunting and overweight levels among 

Palestine refugee children living in Jerash and Souf refugee camps in Jordan, with a high 

percentage of food insecurity. We believe that these findings are related to the lack of 

meaningful livelihood among Palestine refugees living in both camps, and to the deprivation of 

Palestine refugee families from their essential civil and economic rights, which varies by camps. 

 About 75% of the participants in both camps had food insecurity scores above 8, with 

food insecurity being significantly higher for families with lower income. The food insecurity 

was significantly higher in Jerash camp compared to Souf camp. These findings are consistent 

with studies of food insecurity among Palestine refugees living in Lebanon –who also struggle 

with socially, politically, and economically disadvantaged and face employment restrictions.87 In 

contrast, food insecurity among Jordanian women was found to be 32%, 88 also, in 2007, the 

food insecurity among the population of West Bank and the Gaza Strip, was 34%. 35 We believe 

that Jerash camp had higher food insecurity due to their high poverty rate among residents in 

Jerash camp. As, in 2013, the Jerash camp resident had three-time poverty rate higher than other 

Palestine refugee camps in Jordan, with 52.7% of them living under the Jordanian national 

poverty line.74 

After 70 years of Palestine refugees living in Jordan, the Palestine refugees live in camps 

that continue to be plagued by poverty and ill health,89 indicated by over 22% stunting of 

children in the two of studied Palestine refugee camps, Jerash and Souf. This figure is almost 

three times higher than the latest reported prevalence of stunting, in 2012, among Jordanian 

children (not Palestine refugee children) living in Jordan.76 Furthermore, this figure is also higher 

than the prevalence of stunting among Syrian refugee children living in the Za’atri camp in 

Jordan, which was 16.7%. However, according to UNRWA’s annual health center records in 
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2018, the prevalence of stunting reported in Souf camp was around 7%, compared to 20% in our 

study, whereas for Jerash camp, it was similar to our findings.90  

Even though the two camps differed substantively with the level of income and food 

security (Jerash being more deprived and more food insecure than Souf), we did not find a 

significant difference in the prevalence of stunting. Palestine refugee camps in Jordan are 

featured with overcrowdings, no proper urban infrastructure, no playgrounds, or child-friendly 

space.95 In Jerash camp, for more than 50 years, residents had replaced the tents with more 

durable concrete shelters. However, poor housing conditions are still exiting, as many houses 

have roofs made of corrugated zinc and asbestos sheets, and the camp still has the rough 

infrastructure and environment settings.78 Therefore, for the studied camps, it would be more 

appropriate to use the prevalence of overweight —as a poor nutrition marker— than the 

prevalence of stunting.  

This apparent paradox of overweight and stunting has been well documented in the 

Middle East North Africa (MENA) region, as the double burden of malnutrition was high, with a 

prevalence of 24% and 10% for stunting and overweight, respectively.91 According to the global 

prevalence threshold of overweight for children under five,92 we found a high prevalence of 

overweight levels among Palestine refugee children in both camps (18% in Jerash and 7.5% in 

Souf). This was also seen in other impoverished and refugee population,41,93 for example, the 

prevalence of overweight among Syrian refugee children living in the Middle East, was (11.4%) 

in Egypt, (10.9%) in Lebanon, (7.8%) in Turkey, and (10.7%) in Jordan.93 Similar figure was 

seen among Palestine refugee children living in Lebanon, as in 2012, the prevalence of 

overweight was 11.3%.41  

According to UNRWA’s health center records of 2018, the prevalence of overweight 

among Palestine refugee children living in Jordan was 7.45%,94 which is lower than both studied 
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camps, where the prevalence of overweight was 15%. As such, data on refugee children in the 

broader community—specifically those who do not come to UNRWA clinics routinely—is 

missing. We believe that our study provides a first facility-level examination of a silent crisis of 

malnutrition among Palestine refugee children living in Jordan.  

We used qualitative analyses to explore these quantitative findings to understand the 

lived experience of caregivers in the camps. From these interviews, a clear inference that there is 

a lack of meaningful livelihood among Palestine refugees living in both camps emerged. While 

each camp had somewhat different demographics and challenges, interviews in both Jerash and 

Souf pointed to the general deprivation from essential civil and economic rights of Palestine 

refugee families. This is consonant with a recent study that found that Palestine refugee children 

living in Jordan inside the camps are significantly shorter as compared with non-Palestinian 

children in Jordan. That study linked the high rates of stunting with wealth disparities between 

Palestine refugee families living in Jordan, the host population.75 Although Palestinians living 

outside of camps in Jordan do not have political equality, some have gained economically. This 

is not true of Palestine refugee who has been living in refugee camps in Jordan for three 

generations.94 

Moreover, the significant difference in overweight between Jerash and Souf camps was 

understood, through qualitative interviews, to be related to a lack of free mobility of residents in 

the Jerash camp—where there was the limited ability for children to play outdoors. Also, 

unemployment and lack of secure income were significantly higher in Jerash camp, with many 

interviewees emphasizing the effect of deprivation from civil rights on the overall child health 

and nutritional status. This had made Jerash camp residents take food acquisition and preparation 

on a day-by-day basis, which lacks nutritious and healthy food items, as many reported using 

starchy vegetables, bread and tea, and low diversity in their children's daily diet. However, in the 



 

53 

 

quantitative data, the minimum food diversity was not significant between the two camps, which 

does not explain—quantitatively—the higher prevalence of overweight in Jerash camp compared 

to Souf camp. However, from our qualitative, we believe that the reported lack of food and low 

diversity in Jerash camp may explain such a difference between the camps.  

We found that mothers used a variety of coping mechanisms to manage food insecurity. 

They focus on finding ways to feed their children day-by-day or even meal-to-meal, trying to 

survive with the bare minimum. In both camps, the level of food insecurity affected the way how 

the mothers managed to feed her children, as they had to tap on their close circle or borrow 

money. after exhausting their resources, many take extra measures and "Make do" with using 

food items for filler, prioritizing their children, and choosing the cheaper lower quality of food. 

While there was an overlap of strategies and techniques they used, between the two camps, 

however, in Jerash camp, they could not always rely on these coping mechanisms, which endorse 

the reliance on food assistance and use bread as an essential food item in the house. Moreover, 

Jerash camp residents face discriminated laws with substantial social and economic 

marginalization, that puts their children in a place of being disadvantaged from having an 

adequate, healthy, and diverse diet. In both camps, women saw food insecurity as economically 

tied to job insecurity and the inability of families to pursue livelihoods that allowed for adequate 

care of their children.  

The lack of adequate nutrition was not a function of women, not knowing what to feed 

their children or needing nutritional education. Instead, women understood that their children's 

diet was both insufficient in quantity, of low quality, and lacked diversity. For example, they 

recognized that their child became anemic and had less energy due to a lack of proper nutrition. 

However, to their high poverty, they could not afford more food or more diverse food, frequently 

lacking fruits and vegetables or meat products, to nourish their children. However, mothers 
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consistently demonstrated how they try to utilize all the means and resources they have to 

prioritize their children's health and nutrition.  

A women's community-based program named Healthy Kitchens and Healthy Children, 

inside the Palestine refugee camps in Lebanon, found significant monetary support given to 

women, improved the food intake of their children. 95 UNRWA's microfinance program inside 

the Palestine refugee camps,96 and other programs in low-income countries,97 have put cash in 

women's hands, which results in improved families' food security and income.96,97 Given the 

findings of this study, jobs providing economic security will do more for women than education 

programs. 

Lacking economic means, food rations, such as those provided by UNRWA, were viewed 

by women to be a critical source of support, especially the Jerash camp. This confirms previous 

studies that have found that lacking real opportunity for three generations, Palestine refugee 

communities rely on social welfare programs.94 Without an economic and political stand, 

programs from UNRWA such as dry food rations for pregnant women, school feeding programs, 

and supplementation nutrition programs,98 and as well as the distribution of e-voucher or food 

ration for abject poor are critical for the survival of Palestine refugee children. However, until 

Palestine refugees receive their right to return,99 an international collective effort from different 

political, organizational, governmental, and international parties must work to expand economic 

livelihoods for Palestine refugees to provide for themselves and their children.   

 

Strengths  

This study is the first community-level examination of the nutritional status among 

Palestinian refugee children living in Jordan. It included the determinants and mediators of 

children's nutritional status and explored the facilitators and barriers of food insecurity from both 



 

55 

 

children's mother and camp stakeholders' perceptions. We used data collectors by using a mixed-

method approach. This study raised the voice of the mothers who are managing their child 

nutrition while being deprived of basic, social and economic rights, especially in Jerash camp. 

Having two camps with one significant difference—Jerash camp has no civil rights—help to 

show the association between child nutritional outcome and stoical inequity. 

 

Limitations 

In the original FAO food insecurity scale, a "NO" vs. "rarely, sometimes, mostly" is used, 

but data collectors did not ask the "NO" variant, meaning that food insecurity may be 

overestimated. We also did not collect the perspective of fathers, as all interviewer were mothers; 

this also might be due in part to the fact that interviews took place during the daytime when 

fathers are not in the house. This study was only conducted in just two camps in Jordan, which 

may not be representative of other camps. Also, it might not be representative of Palestine 

refugees living in other host countries.  

 

Conclusion and Recommendations 

We found a moderate-to-high prevalence of stunting and overweight levels among 

Palestine refugee children living in Jerash and Souf refugee camps in Jordan, with a high 

percentage of food insecurity. We believe there is a silent nutritional crisis among Palestine 

refugee children living in two studied camps in Jordan, which is due to their chronic and 

structural status of being a child from refugee parents, that are deprived of means of livelihood. 

Child overweight was higher in Jerash camp compare to Souf camp, which we believe is due to 

the poor features of Jerash camp.  
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We recommend further studies across UNRWA's refugee camps in other host countries, 

such as Syria, Lebanon, the Gaza Strip, and West Bank, as every host country has its unique 

living circumstances for Palestine refugees. In addition, to investigate the level of anemia among 

children under five living in Palestine refugee camps in Jordan. This study could provide helpful 

scientific and programmatic insights into the process of gathering unbiased and reliable data on 

malnutrition among refugee children living in Jordan, to aid in the translation of evidence-based 

public health interventions. It guides UNRWA to the design of future interventions in this area. 

Furthermore, this research helps to advocate for fundraising to interventional projects addressing 

child malnutrition.  
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Appendices 

Appendix 1 GIS maps for Jerash and Souf camps 

Jerash camp 

 

Souf camp  

 

Appendix 2 Household questionnaire for the children’s Parent/LAR 

Field Label Droplist or numbers or date  

1. Record ID   

2. Do you agree to participate in the 

study?  

 1, yes | 2, no 

3. Please sign here   

4. Camp name 1, Jerash | 2, Souf 

5. Date-interview   DD/MM/YYYY 



 

63 

 

6. Are you a Palestinian refugee, 

registered at UNRWA with refugee 

number? 

  

7. Are you a Palestinian refugee from 

Syria? 

  

8. Gender of the caregiver (mainly 

mother) 

1, male | 2, female 

9. Date of birth of caregiver (mainly 

mother) 

 DD/MM/YYYY 

10. Marital status for the caregiver (mainly 

mother) 

1, Married | 2, Married (a man with one wife) | 3, Married (a 

man more than one wife ) | 4, a widow | 5, divorced | 6, 

separate 

11. How many people live in the house 

(individuals normally resident and/or 

share expenses of the house 

 [  ] 

12. How many adult men  [  ] 

13. How many adult women  [  ] 

14. How many children above 5 years old 

and below 18 years 

 [  ] 

15. How many children below 5 years old  [  ] 

16. Educational level of the Household 

representative (father) 

1, Illiterate | 2, Some reading and writing | 3, primary school | 

4, secondary school | 5, high school | 6, vocational school | 7, 

college/university (not completed) | 8, University and above | 

9, other qualifications 

17. Education level of his/her spouse 

(mother)  

1, Illiterate | 2, Some reading and writing | 3, primary school | 

4, secondary school | 5, high school | 6, vocational school | 7, 

college/university (not completed) | 8, University and above | 

9, other qualifications 

18. How many children between the age of 

(> 6 years and < 18 years) they go to 

school? 

  [  ] 

19. Household has at least one chronic 

disease: i.e., stroke; heart diseases; 

cancer; mental health; diabetes type 1 

or type 2; Hypertension 

9, nobody | 1, father | 2, mother | 3, uncles | 4, aunts | 5, 

grandfather | 6, grandmother | 7, sibling | 8, other 

20. Number of persons has at least one 

physical disability/ difficulty, living in 

the same household 

  [  ] 

21. Type of Difficulty/ Disability 1, hearing | 2, seeing | 3, movement | 4, remembering/ 

concentration | 5, communication skills 

22. Over the last 6 months, how many 

months did your family get a source of 

income, if any? 

  [  ] 

23. Over the last 6 months, was this 

income steady (i.e., it was the same 

amount every month)? 

1, yes | 2, no 

24. Is the head household employed? 1, yes | 2, no 
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25. What is the occupation of the 

household representative? 

14, Agriculture and fishing | 1, work in plant | 2, work in 

Construction | 3, work in trade business; | 4, repair of motor 

vehicles and motorcycles | 5, work in Transportation or 

storage | 6, work in hospitality or food | 7, Professional, 

scientific or technical employee | 8, Administrative or clerk 

employee | 9, employee in Education sector | 10, Human 

health and social work employee | 11, own private business | 

12, UNRWA | 13, other INGO and LNGO 

26. Is the house owned or rented 1, owned | 2, rented | 3, other (temporary accommodation) 

27. Do you have the following equipment 

in your house? 

1, fridge | 2, freezer | 3, microwave | 4, Stove | 5, Oven 

28. How much do you spend on a food 

item (grocery) on a weekly basis? 

  [  ] 

29. Construction materials of the roof 1, Galvanized iron/aluminum | 2, Tile concrete/clay tile | 3, 

Half galvanized iron and half concrete | 4, Wood | 5, Others 

30. Construction materials of the outer 

walls? 

1, concrete/brick/stone/wood | 2, Half concrete/brick/stone 

and half wood | 3, Galvanized iron/aluminum 

31. State of repair of the building/house 1, Needs no repair/ | 2, needs minor repair | 3, Needs major 

repair | 4, Under renovation 

32. During the last month, was there a time 

when you were worried you would not 

have enough food to eat because of a 

lack of money or other resources? 

1, Rarely (once or twice in the past four weeks) | 2, 

Sometimes (three to ten times in the past four weeks) | 3, 

Often (more than ten times in the past four weeks) 

33. Still thinking about the last month, was 

there a time when you were unable to 

eat healthy and nutritious food because 

of a lack of money or other resources? 

1, Rarely (once or twice in the past four weeks) | 2, 

Sometimes (three to ten times in the past four weeks) | 3, 

Often (more than ten times in the past four weeks) 

34. Was there a time when you ate only a 

few kinds of foods because of a lack of 

money or other resources? 

1, Rarely (once or twice in the past four weeks) | 2, 

Sometimes (three to ten times in the past four weeks) | 3, 

Often (more than ten times in the past four weeks) 

35. Was there a time when you had to skip 

a meal because there was not enough 

money or other resources to get food? 

1, Rarely (once or twice in the past four weeks) | 2, 

Sometimes (three to ten times in the past four weeks) | 3, 

Often (more than ten times in the past four weeks) 

36. Still thinking about the last month, was 

there a time when you ate less than you 

thought you should because of a lack 

of money or other resources? 

1, Rarely (once or twice in the past four weeks) | 2, 

Sometimes (three to ten times in the past four weeks) | 3, 

Often (more than ten times in the past four weeks) 

37. Was there a time when your household 

ran out of food because of a lack of 

money or other resources? 

1, Rarely (once or twice in the past four weeks) | 2, 

Sometimes (three to ten times in the past four weeks) | 3, 

Often (more than ten times in the past four weeks) 

38. Was there a time when you were 

hungry but did not eat because there 

was not enough money or other 

resources for food? 

1, Rarely (once or twice in the past four weeks) | 2, 

Sometimes (three to ten times in the past four weeks) | 3, 

Often (more than ten times in the past four weeks) 

39. During the last month, was there a time 

when you went without eating for a 

whole day because of a lack of money 

or other resources? 

1, Rarely (once or twice in the past four weeks) | 2, 

Sometimes (three to ten times in the past four weeks) | 3, 

Often (more than ten times in the past four weeks) 
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Appendix 3 Child questionnaire  

Field Label Droplist or numbers or date  

1. Date of birth   DD/MM/YYYY 

2. Sex of child 1, male | 2, female 

3. Child weight in kg (above 2 years)  [  ] 

4. Mother's weight (child below 2 years)  [  ] 

5. Mother's weight with a child (child 

below 2 years) 

 [  ] 

6. Length /height of the child in 

centimeters 

 [  ] 

7. Does your child has any kind of 

morbidity  

1, yes | 2, no 

8. Type of morbidity  1, diabetes | 2, anemia | 3, any kind of physical/mental 

disability | 4, any kind of chronic disease (i.e., cancer, 

asthma) | 5, Malaria, | 6, respiratory tract infection | 7, 

diarrheal diseases | 8, Pneumonia 

9. Did the mother continued breastfeeding 

her child until the age of 1year (or 

current age if less than 1 year) 

1, yes | 2, no 

10. Did you exclusively breastfeed your 

child until the age of 6 months? 

1, yes | 2, no 

11. When did you introduce of solid, semi-

solid or soft foods? 

1, at 6months | 2, after 6 months | 3, before 6 months 

12. Did your child eat the following food 

items in the past week? 

1, grains (rice, wheat, corn, roots, oats) | 2, legumes, beans 

and nuts | 3, dairy products (milk, yogurt, cheese) | 4, meat 

products (red meat, fish, poultry, liver, organs) and eggs | 5, 

fruits | 6, vegetables 

13. 24-Hr recall of the child diet  

A. 1-bread, rice, noodles, pasta, burgel, 

frekah or other foods made from grains 

1, Yes | 2, No | 3, Don't know 

B. 2- potato, Pumpkin, carrots, squash, 

corn or sweet potatoes 

1, Yes | 2, No | 3, Don't know 

C. 3- dark green leafy vegetables 1, Yes | 2, No | 3, Don't know 

D. 4- mango, grapefruits, apricots, 

Nectarine, watermelon, cantaloupe 

1, Yes | 2, No | 3, Don't know 

E. 5- any other fruits or vegetables 1, Yes | 2, No | 3, Don't know 

F. 6- animal organs: Liver, kidney, heart, 

other 

1, Yes | 2, No | 3, Don't know 

G. 7- meat: such as beef, lamb, goat, 

chicken 

1, Yes | 2, No | 3, Don't know 

H. 8- eggs 1, Yes | 2, No | 3, Don't know 

I. 9- fresh fish, frozen fish, canned fish 1, Yes | 2, No | 3, Don't know 

J. 10- beans, peas, lentils, hummus, nuts, 

or seeds 

1, Yes | 2, No | 3, Don't know 
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K. 11- milk products: cheese, yogurt, or 

other 

1, Yes | 2, No | 3, Don't know 

L. 12- oil, fats, or butter, or foods 

made/cooked with any of these 

1, Yes | 2, No | 3, Don't know 

M. 13- sugary foods such as chocolates, 

sweets, candies, pastries, cakes, ice 

cream, or biscuits 

1, Yes | 2, No | 3, Don't know 

N. 14 condiments for flavor, such as 

chilies, spices, herbs 

1, Yes | 2, No | 3, Don't know 

O. 15- sugary drinks: canned juice, soda 1, Yes | 2, No | 3, Don't know 

P. 16- chips, salty snacks 1, Yes | 2, No | 3, Don't know 

Q. 17- tea or coffee 1, Yes | 2, No | 3, Don't know 

R. Did your child eat any solid, semi-

solid, or soft foods yesterday during 

the day or at night?  

1, if yes --then go back to food categories (1 to 17) and 

record foods eaten | 2, No | 3, Don't know 

S. Did your child drink anything from a 

bottle with a nipple yesterday during 

the day or night?  

1, Yes | 2, No | 3, Don't know 

 

Appendices 4 Semi-structured interview guide for the children’s Parent/LAR in-depth 

interviews 

 

A. Brief introduction/welcome 

Thank you for giving me some of your time today to discuss your child’s health and nutrition. My name 

is Nada Abu Kishk, and I am a Master’s student doing a study about the nutritional status of Palestinian 

Refugee children in the camp. This interview is only for this research study, and the information that you 

share with me will not be shared with anyone outside of our research team. If you feel that you need to 

stop the interview at any time for any reason, you are free to do so. I am interested in learning about your 

thoughts and experiences, so please feel free to share anything with me. This will help me learn a lot 

about my study. Do you have any questions for me before we begin? Great. 

 

 Introductory questions: 

1. Could you please describe to me what a typical day looks like for you? 

 

Main, topic-focused questions: 

2. Tell me how your family obtains food regularly? 

3. What are the types of food your family usually obtain?  

Follow up: Is this the kind of food that you want to obtain? 

 

Child-specific 

Now I would like to ask you some questions about your family, your children, and (name of child) in 

particular. Thinking about (name of child): 

(big picture question) 

1. Describe for me what does your child usually eats throughout the day. Please walk me through his/her 

daily eating routine from morning to bedtime? 

Probe for: What child eats; Where eat; Who prepares food (note: make sure these are covered)  
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(small details question) 

1. What do you think about the quantity of food that (name of child) eats? 

Probe: perception of child-eating practices, feeding practices, etc. 

2. What do you think about the quality of the foods that (name of child) eats? 

Probe: How do you assess the quality of food?/ How do you determine if a food is of good quality for 

your child? 

3. How would you know if your child did not have enough food? (Probe for an example of when that has 

happened.) 

4. How can you know that your child is well-fed? (Ask for an example.) 

5. What are your main concerns about your child’s food intake? 

 

For families who have a malnourished child: 

1. What worries you most about (child?) Probe for what can/cannot be done? 

2. How does your family perceive (child?) How about your neighbors/community? 

3. What hopes do you have for (child?)  

 

For families who have a non-malnourished child:  

1. How do you manage to keep your (child) well nourished? Probe for what helps. Probe for who helps. 

2. Thinking to the future, what thoughts do you have about (child’s) nutrition? 

3. What hopes do you have for (child?) 

 

Food security questions (open-ended) 

For families who are food insecure: 

1. What are the challenges your family faces in obtaining enough food? 

2. How do you cope with those challenges? 

3. In your view, does your family have enough to eat? Probe for how she makes that determination. If not, 

how does that affect your family (especially children)? 

4. How is food distributed across members of your family? 

 

For families who are food secure: 

1. How do you manage to keep food on the table? What helps your family be able to do that? 

2. How does having enough food affect your family? 

3. Do you have any concerns about keeping food on the table? 

4. Please describe any challenges that your family has in obtaining food. 

 

Closing questions 

1. What advice would you give if any mother had come to you with the same circumstances?  

2. Is there anything that I should know about your children's health and nutrition status? 

 

Appendix 5 Interview guide for the UNRWA’s focus group 

A. Brief introduction/welcome 

Thank you for giving me part of your time to attend the focus group. My name is Nada Abu Kishk, and I 

am a Master's student doing a study about the nutritional status of Palestine refugee children in 

UNRWA’s in Palestine refugee camps in Jordan. This focus group is only for the study purposes, and all 

the information given from you today, will not be shared with anyone outside the research team. If you 

feel that you need to stop anytime for any reason, please do so. Do you have any questions before we start 

our interview together? 

 

 Introductory questions: 

Please introduce yourself to the group and tell us what you do in the UNRWA/ LFO department. 
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Main, topic-focused questions: 

A. Perception about general issues of the camps settings 

  

General issues: 

1. What are the general issues and problems facing the camp (Jeresh and Souf)? 

2. What are the significant infrastructure challenges in the camp (Jeresh and Souf)? 

3. What are the most significant problems related to the mentioned camps that might affect children’s 

health? 

  

Food security:  

Now, I have questions about family access to food in the camps. 

1. How do families in the camps obtain food? (i.e., e-vouchers) 

(probe) How do families in the camp pay food? 

2. Can you tell me about the food quality in the camps? And What about food diversity? 

From your experience, do families have enough food on the table.          

1. Think about families that do have enough food, what helps them access that food? 

2. Think about families who do not have enough food. What are the obstacles they face in accessing food? 

4. How has food security for Palestine Refugees in the camps changed over time, and a follow- the question 

is that “why did the situation got better or got worse” “how do you explain that change”? 

  

B. Perception of the children’s diets  

5. Do you see children in the camps go hungry?  

6. Can you describe for me children’s diet? 

7. What types of foods are they eating? 

8. Why do you think children are eating this type of food? 

9. In your opinion, what are the effects of these diets on children’s health? 

10. Who determines what does the child eats? 

11. What can improve children’s diet in terms of quality, and how about the quantity? 

 

Appendix 6 Multivariate analysis for the outcome of child stunting and overweight 

Outcome Multivariate analysis 

 

Stunting 

Odds 

ratio 

95% CI P-value 

Camp 0.82 (0.45 1.51) 0.53 

minimum food group 

diversity 

1.39 0.76 2.57 0.29 

Food insecurity  high 

intensity 

1.65 (0.89 3.06) 0.11 

Child sex 0.85 (0.52 1.38) 0.50 

Maternal education 0.83 (0.49 1.39) 0.47 

Age of caregiver 1.00 (0.97 1.03) 0.93 

Child age 0.93 0.76 1.14 0.49 

Total number of 

households 

1.00 0.89 1.13 0.98 

Chronic disease 

among household 

1.11 0.76 1.60 0.59 

Get income in the last 

6 months 

1.09 0.95 1.24 0.22 

Overweight 
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Camp 0.33 0.15-0.77 0.01 

minimum food group 

diversity 

0.84 0.45-1.57 0.59 

Food insecurity  high 

intensity 

0.97 0.55-1.75 0.94 

Child sex 0.85 0.47-1.55 0.60 

Maternal education 0.98 0.95-1.02 0.38 

Age of caregiver 1.04 0.99-1.11 0.13 

Child age 0.98 0.91-1.07 0.73 

Total number of 

households 

0.65 0.35-1.23 0.19 

Chronic disease 

among household 

1.11 0.95-1.31 0.17 

Get income in the last 

6 months 

1.07 0.92-1.2  0.357 

 


	Thesis_Signature_AbuKishk_2020-05-01
	Mary C. Smith-Fawzi, ScD

	Thesis_Final_AbuKishk_2020-05-01



