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Abstract

This paper employs a Benefit Incidence Analysis (BIA) framework of health care financing
in the occupied Palestinian territory to trace the distribution of public spending on health
care, and to provide some elements of response that would complement, and integrate with,
the findings from previous literature on the topic for the case of the occupied Palestinian
territory. With this aim in mind, the present paper attempts to address the following
objectives: (i) to assess the budget and financing structure of the different health care
providers in the occupied Palestinian territory, as related to various socioeconomic, locality,
and ailment groups of the population; (ii) to assess the health status of the Palestinian
population and its distribution over different: demographic, geographic and socio-economic
groups, using generic mortality and morbidity indicators; and (iii) to assess how benefits of
public spending are distributed across different groups of the population. The occupied
Palestinian territory is not a classical example of a developing country aiming to improve
equity in the health system and thus such evaluation will take into consideration the political
instability of the country and its influence on the financing of the health care system.
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1. Introduction

The question of equity in income distribution within a country is concerned with “how much
more resources are accounted for by rich people than poor people” (Stern et al., 2005). This is
commonly addressed by assessing both absolute and relative inequality, respectively referring
to: the “difference in” and “ratio of” the level of richness of different categories of the
population. Here, should everyone’s income (or share of GDP) within a country increase by
the same factor, the extent of absolute inequality increases while relative inequality remains
unchanged. Empirical evidence established by Stern and colleagues suggests a positive
relation between growth and societal inequalities (Stern et al., 2005). This is mainly because
changes in income due to economic growth occur mostly for the richer part of the population.
Consequently, although absolute poverty decreases with economic growth, absolute and
relative inequality are likely to rise.

The above has pushed some development economists to call for going beyond targeting
economic growth as an end per se—achieved by enabling technological advances and
industrialization—but instead, to consider growth as a means toward achieving inequality
reduction. For instance, Nobel Laureate Amartya Sen argues that growth should be utilized as
a means to achieve development, which he defines as “the process of expanding the real
freedoms that people enjoy” (Sen, 2000). This concept of freedom is achieved through a
combination of increasing GNP (economic growth), establishing a set of social and economic
arrangements, and promoting a framework of political and civil rights. Consequently,
countries aiming to improve their economic growth should do so along with focusing on a
wider development agenda, instead of assuming that the latter would be a necessary result of
the former.

In the area of health care, limiting inequities implies striving to reduce avoidable disparities
in physical and psychological wellbeing, which are repeatedly observed across individuals
with different levels of social privileges (Braveman, 2002). Today, it is well-recognized that
the financing mechanism of the health care system—a means by which money is mobilized
and allocated to fund the activities in the sector—can directly affect the distribution of the
burden and benefits of health care (Roberts et al., 2004). This is because money alone is a
necessary but not sufficient condition for better health, and that more money does not
necessarily produce more efficient and equitable heath outcomes (Hsiao, 2007).
Consequently, assessing how the health care system is financed remains an important step in
evaluating equity, and an essential step on the way of developing policies that can improve
fairness in health care delivery.

Accordingly, limited resources allocated by governments to the health sector should be
directed towards interventions that are expected to positively impact the health indicators of
the nation. Yet, if such allocation does not take equity into consideration, better indicators
can be more easily achieved by benefiting primarily the better off, culminating into escalating
inequalities in health outcomes (Gottret, 2006). This was illustrated in the series of Whitehall
studies conducted in Britain between 1967 and 1988. The first of these studies, which
included male civil servants only, found a steep inverse association between social class (as
assessed by employment grade) and mortality, for a wide range of diseases. The hypothesis
for the follow up study—the Whitehall II study—stated that differentials in mortality across
socioeconomic groups would be narrowed following the implementation of the “access to
health care for all” policy, embedded in the introduction of a national, tax-based system of
health care financing in the UK, operationalized through the establishment of the famous
National Health Services (NHS). Yet, results indicated that such system was unable to narrow
the gradient, and that mortality differentials continued to persist (Marmot et al. 1991).
Consequently, it became evident that improving access to health care is not a sufficient



endeavor, and something which would not necessarily reduce the prevalent gaps in health
outcomes between the rich and the poor, and that targeting the poor through more equitable
polices is required. These findings correspond to other evidence supporting the observation
that financing a health care system would not automatically result in an enhancement in the
effectiveness and efficiency by which health care services are provided, and hence would not
help the poor and the most vulnerable, unless the nation embarks on a system approach to
health care financing where equity is seen as an integral part of any development policy
(Hsiao, 2007).

Various health indicators can be useful in assessing how effectively the health care system of
a country is performing in achieving its main goal of enhancing the health status of the
population. Yet, such average indicators might not reflect real disparities across the
population, measured through assessing the variation of these indicators across different
categories of the population. Identifying disparities and targeting them is likely to improve
the overall health status of the country in the long-run and consequently enhance genuine
development. This can be simply explained by the diminishing returns of health care where,
at the margin, the gains from spending more on those who have less (the poor) are greater
than the gains from spending more on those who have more (the rich) (Roberts et al., 2004).

Studies conducted in the occupied Palestinian territory (oPt) considered the redistributive and
progressivity effects of health care payments, and their decomposition into vertical,
horizontal and reranking effects (Abu-Zaineh, Mataria et al., 2008; Abu-Zaineh, et al., 2009
and Abu-Zaineh, Mataria et al., 2009). In addition, a recent publication examined the
catastrophic and impoverishment effects of health care (Mataria, Raad et al., 2009). The first
series of studies confirmed the “pro-rich” and regressive nature of the current structure of
health care financing in the oPt, with lower-income groups bearing higher shares of the health
care cost, as a proportion of their income, than do higher-income groups. On the other hand,
although the worse-off appeared to have a disproportionately greater need for all levels of
health care—primary, secondary and tertiary care—access to, and utilization of, all levels of
health care emerged to be significantly higher for the better-off (Abu-Zaineh, et al., 2009).
The last study of catastrophic and impoverishment effects signaled an alarming reduction in
the capacity of Palestinian households to tolerate the cost of health care, under the prevailing
conditions of political and economic instability of the oPt (Mataria, Raad et al. 2009). Such
assessment is of great importance for policy makers since protecting people from catastrophic
payment is an objective of the health care system.

However, in spite of the elaborate analysis in these papers, serious consideration was not
given to the role played by the providers, and their policies, in limiting, or aggravating,
prevalent inequalities. The present study employs a Benefit Incidence Analysis (BIA)
framework of health care financing in the oPt to trace the distribution of public spending on
health care (Yasbeck, 2008), and provide some elements of response that would complement,
and integrate with, the findings from previous literature on the topic for the case of the oPt.

Measuring the benefits of government and public spending, through a BIA exercise, surged
as a result of the interest in how government spending can alter the income distribution and
living standards of the poor. According to McNamara, shifts in public expenditures represent
one of the most effective techniques a government possesses to improve the conditions of the
poor. Consequently, it is important for policy makers to measure the benefits derived from
public spending, and from the provision of public services. Investigating the benefit incidence
by a measure of living standards can be useful in informing decisions of reallocating public
resources toward programs that benefit the poor (Selden and Wasylenko, 1992). This remains
important because public goods usually do not have any price, and hence, measuring the
benefits from their provision by cumulating information on prices is not a straightforward



process. One approach to measure such benefits involves using a BIA framework. This
analysis is based on the assumption that the cost of providing public services is a reasonable
approximation of how beneficial the public service is; i.e., how much it should be valued
(Demery, 1997). BIA describes the distribution of health care subsidies across individuals
ranked by a certain measure of living standards (O’Donnell Owen, 2008). The analysis is
conducted by combining information on the unit costs of providing those services with
information on the use of such services (Demery, 1997).

Results shall be used to formulate proper public policies to fulfill the main goal of enhancing
the health status of the population, while having equity as an integral dimension of such
venture. With this aim in mind, the present paper attempts to address the following
objectives:

1. To assess the budget and financing structure of the different health care providers in
the oPt, as related to various socioeconomic, locality, and ailment groups of the
population.

2. To assess the health status of the Palestinian population and its distribution over
different: demographic, geographic and socio-economic groups, using generic
mortality and morbidity indicators.

3. To assess how benefits of public spending are distributed across different groups of
the population.

The oPt is not a classical example of a developing country aiming to improve equity in the
health system and thus such evaluation will take into consideration the political instability of
the country and its influence on the financing of the health care system. The following
Section provides a general overview of the Palestinian health care system and its
organization. Section three follows with a description of the BIA framework, its steps and
requirement, and the data used to conduct it in the local context of the oPt. Section four
summarizes and discusses the study findings. The paper concludes with some
recommendations in the last Section.

2. The Palestinian Health Care System

Economic growth in the oPt greatly reflects the political unrest in the area through its
fluctuation and un-sustained rates. The GDP of the oPt has only slightly decreased post Oslo,
but increased again between 1997 and 2000. This increase was not sustained due to Israeli
measures that followed the explosion of the second Palestinian Intifada in September of
2000; since then the GDP has substantially decreased and continued to decrease (Fischer et
al., 2001). A big proportion of the oPt’s economy is dependent on aid from the donor’s
community, which has also been unstable and dependant on the political environment.
Donors financing ranged between 13-16% of the economy’s GNI between 1994 and 1997,
after which it slightly decreased to around 12%. During the Intifada period (following
September of 2000), aid increased (13.4% at the end of 2000) (Ajluni, 2003). Yet, again this
increase was not sustained and decreased in 2006. This political unrest along with the
unstable international funding affected the wellbeing of the Palestinian population, but had its
greatest effect on the poor. In 1998, 20.3% of Palestinians lived under the poverty line (PCBS
1998). Recent data estimated that this number increased to 58% of Palestinians living below
the income poverty line in 2007, with about half of them, 30%, living in extreme poverty—
defined as households of two adults and four children living on 1,000 New Israeli Shekel
(US$250.6) or less per month (UNDP 2007).

Health service provision in the oPt varied across the years, with the changing political
situation. Until 1994 health services were provided through the Israeli health care system, and



managed by the Israeli Civil Administration under the direction of the Israeli Ministry of
Defense. The Oslo Accords—a series of negotiations between Israel and the Palestinian
Liberation Organization—resulted in the signing of the declaration of principles on interim
self-government arrangements in 1994. The result was to hand on the provision of different
systems including the health care system to the Palestinian authority (Giacaman, Khatib et al.
2009). Since then health services in the oPt have been provided by different agencies,
including: the Ministry of Health (MoH), United Nations Relief and Works Agency for
Palestinian Refugees (UNRWA), non-governmental non-profit organizations (NGOs), and
the private sector.

Recent data collected by the Palestinian Central Bureau of Statistics (PCBS) in 2005
indicated that there are 4,281 health institutions in the oPt, where the private sector possesses
the majority of these (75.6%), followed by the MoH which had 14.4%; while 7.9% of the
institutions belong to NGOs and 2.1% belong to UNRWA. Using direct and indirect
approaches to estimating total health expenditures in the oPt, results suggested that a
conservative estimate of health care expenditures as a percentage of GDP totaled up to 5.3-
6.4% of the oPt’s GDP. The MoH is the major health care provider, where 42.3% of total
health care expenditures are assumed by the Ministry of Health. This is followed with out-of-
pocket expenditures, which constitute 24.5% of the total. The NGO expenditures constituted
21.4% of total health expenditures, while UNRWA came last with 11.8% of the total (PCBS
2005).

Analysis of a household health expenditure survey conducted in 2004 by PCBS was used to
measure the redistributive effect (RE) of health care financing on income distribution. Results
of the aggregate approach indicate a negative redistributive effect of out-of-pocket spending,
with a statistically significant increase in the Gini coefficient in the post-payment period; i.e.,
the financing structure is a pro-rich one. The redistributive effect of government and private
insurance appeared to be positive, that is potentially pro-poor; however, the change in the
Gini coefficient between the pre and post-payment periods was not statistically significant.
Moreover, there was a negative redistributive effect of the total health care payments, that is
health care payments in the oPt remain “pro-rich.” Income level was divided into deciles (in a
disaggregate approach) for further assessment of the impact on income distribution. Here, the
redistributive effect of out-of-pocket payments continued to be “pro-rich” for all income
deciles; however, the redistributive effect of the government health insurance appeared to be
“pro-poor”, and now significant after the 6™ decile. The authors conclude that “innovative
financing mechanisms” should be identified to limit the existing regressivity in the system
(Abu-Zaineh, Mataria et al. 2008).

On the other hand, empirical evidence indicate that income inequality is relatively high in the
oPt, with a Gini coefficient of 0.45 in the West Bank and 0.41 in Gaza Strip (Abu-Zaineh,
Mataria et al. 2008). In Jordan, for example, the Gini coefficient of income distribution is
0.38, similarly in Israel it is 0.39 (World Bank, 2006). In terms of the distribution of gross
income in the oPt, the richest percentile of the population is found to receive around one-third
of the total, while the poorest percentile receives only 2%. Specific to health care, residents of
the West Bank spend 18.5% of their income on health care, while residents of the Gaza Strip
spend 14.5% of their income (Abu-Zaineh, Mataria et al. 2008). When the Palestinian
Authority took over its responsibilities to manage the Palestinian health care system, the
Ministry of Health was highly understaffed and undercapitalized. Such problems, which still
persist today, jeopardize the quality of health care provided. Yet, such problems along with
the centralized system can also increase the risk of inequity of health care provision.

Results from the catastrophic and impoverishment analyses conducted for the oPt found that,
in 1998, 1.16% of Palestinian households reported catastrophic levels of health care payments



(defined as spending more than 40% of their nonfood expenditures on health care). The
proportion of households with catastrophic payments slightly decreased in the following
years, yet by 2007 this proportion doubled in comparison with 1998, where it reached 2.1%
of households. This increase is partly due to the current structure of the governmental health
insurance scheme (GHI)—the main insurance scheme in the oPt. This insurance scheme has a
very low premium, and its wide coverage did not accompany major improvement in the
capacity of the services provided, resulting in further deterioration of the quality as well as
the availability of services. This deterioration led patients to seek care in the private sector
regardless of the higher expenditure burden and thus increasing the likelihood of catastrophic
payments. The increase in catastrophic payments is also attributed to the changing political
situation in the oPt.

Moreover, restrictions on movement imposed by the Israeli army make it difficult for
providers and personnel to deliver the care needed thus impeding improvements in the health
care system (Department for International Development 2006). The most recent study that
assessed access to health care was conducted in 2003, where results indicated that 88.9% of
those in need of health care actually received it. Moreover, 4.0% of the sampled population
indicated that they needed more than 1 hour to reach a healthcare facility, compared to only
0.4% in 2000; 1.e., prior to the commencement of the Intifada, again indicating the effects of
the unstable political situation on access to health care. In terms of cost, 33.3% of those
seeking health care did not receive any due to high costs (PCBS 2004). The political unrest
also led to increased unemployment, adding on to the proportion of individuals living under
poverty (Mataria, Khatib et al., 2009).

Hence, risk factors to the Palestinian health care system that are likely to result in higher
inequity can be summed into: 1. The Current Financing System, 2. The Political Situation.
Even though equity concerns should be addressed in all health systems, the combination of
these conditions in the case of the Palestinian health care system should make equity a
priority for policy makers involved with the health care system and its financing.

3.Benefit Incidence Analysis
The literature provides 4 steps for benefit incidence analysis:

1. The analysis starts by ranking the recipients of the public health service by a certain
measure of living standard (Yasbeck, 2008). In the oPt, income is not a very accurate
measure of standard of living and tends to be underestimated; therefore, for the
purpose of the present study, an asset index is developed and used to allow for
ranking individual recipients of public health service by their standard of living.

2. The second step involves linking the individuals to the amount of public health
services they utilize. This is measured repeatedly for the different types of services
considered by the analysis (Yasbeck, 2008). For the purpose of the present study the
following services are considered:

= Number of visits to primary healthcare centers (PHC)

= Number of outpatient visits

= Number of inpatient visits

3. Calculation of the total amount of public health subsidies provided by the government

is the third step in the analysis. This is calculated by multiplying the net per unit cost
of providing the health care service by the number of units of publicly provided care
used by each individual less the amount the individual may have paid for the health
care service; i.e., any user fees (Yasbeck, 2008). Formally,



The service-specific public subsidy received by an individual:
Ski= qkickj — fii, where (O’Donnell Owen 2008)

gki= quantity of service k utilized by individual i.
ci= unit cost of providing service k in the region j where individual i resides.

fki = amount paid for service k by individual i.

The total public subsidy received by an individual:
Si= 2 ax(qickj — fii), where(O’Donnell Owen 2008)

>=sum of k services

a,= scaling factors that standardize utilization recall periods across k services.
qki= quantity of service k utilized by individual i.

ck= unit cost of providing service k in the region j where individual i resides.
fki = amount paid for service k by individual i.

Unit cost should be disaggregated to geographic region, then to facility, and finally to
type of service. At this level, unit cost is calculated by dividing total recurrent
expenditure by total units utilized. User fees are available from the household
expenditure survey used for this analysis.

4. The last step in BIA is to analyze the distribution of net government health spending
between the individuals grouped by the standard of living measure used.

Data

BIA requires micro-level data on living standards such as income, consumption, expenditure,
or a wealth index. This is usually acquired from a national household survey. The survey
should also distinguish between public and private consumption of health care. Further, it
should have a short recall period to minimize recall bias on information regarding health care
use (Yasbeck, 2008). The analysis also requires data at the national level that includes
expenditure incurred in delivering health care services. This type of data is usually collected
from National Health Accounts.

Household Health Expenditure Survey (2004) conducted by PCBS is used in the present
analysis. This survey was established as a first step into developing national health accounts
in the oPt, and focuses on household and individual expenditures on primary, secondary, and
tertiary health care, as well as, other information on socio-demographics. Some 4,016
households were interviewed in the West Bank and in the Gaza strip. The dataset fulfills the
requirements for BIA; the questions asked distinguish between public and private use of
health services, has a short recall period were out-patient information asks about visits in the
past month only and in-patient admission during the past year (PCBS 2004).

Data Preparation

The survey inquired about the presence of 17 items in each household: private car,
refrigerator, water solar heater, cloths washing machine, gas oven, dish washing machine,
central heating, vacuum machine, home library, TV, video, telephone line, Palestinian cell
phone, Israeli cell phone, computer satellite, and internet. The availability of these items was
used to establish an asset index, which later on helped dividing the different households
covered by the survey into five quintiles. Households with the largest number of items are
classified in the highest group, while those with the least number of items are categorized into
the lowest group.



Utilization of services is measured using the number of visits to three different types of
facilities: primary health care (PHC) facilities, outpatient facilities and inpatient facilities.
Utilization is compared across all four different health care providers in the oPt: Ministry of
Health (referred to as public), private, United Nations Relief and Works Agency (UNRWA)
and Nongovernmental organizations.

Since National Health Accounts are not completely developed in the oPt, it is not possible to
specify expenditures for each of the health care providers at each facility level. The analysis
below provides utilization of services for the different health care providers stratified by
standard of living; this analysis is repeated for each of the three facilities available. The
analysis is then repeated using locality type stratifications instead of standard of living.

4. Results and Discussion

In summary, 3,239 individuals of the total sample reported having a disease in the past two
weeks prior to the survey; of those, 2,212 reported having an acute disease, 457 reported
having a chronic disease, the rest reported an injury, dental problems and/or psychological
problems. Table 3 presents the distribution of reported acute versus chronic conditions across
the different wealth index groups. Overall, around 17% of the sample reported having a
chronic disease while the rest reported acute diseases. The burden of acute diseases appears
to be distributed equally among the different wealth index groups; chronic disease burden
also appears to be roughly equally distributed, yet it appears that the two extremes (the
highest and the lowest quintiles) reported a slightly higher prevalence of chronic diseases
compared to the second, third and fourth groups.

Table 4 presents the percentages of individuals who reported visiting each of the three
different health care facilities and their distribution among the five wealth index groups.
Overall, it appears that PHC have the highest number of visits, followed by inpatient visits.
The least number of visits was observed for outpatient facilities. The lowest group appears to
visit PHC slightly more compared to the other groups. Outpatient visits appear to be slightly
higher for the extremes; highest and lowest compared to the middle groups while no trend
was observed for inpatient visits.

Figures 1, 2, and 3 present the distribution of visits by wealth index group for each of the
health care providers. Figure 1 presents PHC visits, and shows that visits to private PHCs
increase with the increasing wealth index group, while visits to government, UNRWA and
NGO PHC decrease with increasing wealth index group.

Figure 2 presents data for outpatient visits, the lowest wealth index groups reported higher
visits to government outpatient facilities compared to the highest group, further, the lowest
wealth index groups reported lower visits to private outpatient facilities compared to the
highest group. Yet a trend for the overall wealth index group was not observed, also no trend
was observed for UNRWA and NGO health care providers.

Figure 3 presents data for inpatient visits, with similar results to those presented in Figure 2.

Figures 4, 5 and 6 present visits to the 3 different types of facilities stratified by locality type
(urban, rural and refugee camps). For PHC facilities, government PHC visits were similar
across the different localities, while private visits appear to be highest for rural localities. As
expected, UNRWA visits were highest in camp localities, followed by urban localities. NGO
visits were highest in rural localities and lowest in camp localities.

Governmental visits where highest in camps for inpatient facilities. Private visits (similar to
PHC facilities) were highest in rural localities. UNRWA visits were almost only present in
urban localities. Inpatient facilities provided by the government showed similar results to
outpatient facilities; where camps had the highest number of visits. Trends for private
providers were also similar, with visits in rural localities being the highest.



S.Conclusions
Results above indicate that differences in type of disease as well as type of facility do exist
between the different wealth indices. Acute diseases were roughly equally distributed among
the different wealth groups, whereas chronic diseases appear higher among the lowest and the
highest groups.

An overall look at differences in type of facility shows that the different wealth groups visit
PHC, outpatient and inpatient facilities in equal proportions, yet when stratifying by type of
health care provider differences do appear, in all three types of facilities visits to
governmental health care services decreases with the higher wealth index, whereas private
health care services increases with higher wealth index.
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Figure 1: Primary Health Care Visits during the 2 Weeks Preceding the Study, by
Wealth Index
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Figure 2: Outpatient Visits in the Month Preceding the Study, by Wealth Index
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Figure 3: Inpatient Visits in the Year Preceding the Study, by Wealth Index
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Figure 4: Primary Health Care Visits in the 2 Weeks Preceding the Study, by Locality
Type
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Figure 5: Outpatient Visits during the Month Preceding the Study, by Locality Type
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Figure 6: Inpatient Visits during the Past Year Preceding the Study, by Locality Type
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Table 1: Wealth Index

Frequency Percent of total
Lowest 5,006 19.90
ond 5,042 20.05
3¢ 4,807 19.11
4 5,253 20.89
Highest 5,043 20.05
Total 25,151 100.00

Table 2: Distribution of Visits by Facility

Frequency Percent
PHC - past 2 weeks 3092 12.29
Outpatient-past month 943 3.74
Inpatient — last year 1,922 7.63
Total sample 25,151 -

Table 3: Type of Disease Distribution by Wealth Index, N= 3,239

Acute disease Chronic disease
Highest 80.12 19.88
ond 84.50 15.50
31 85.01 14.99
4t 85.60 14.40
Lowest 79.54 20.46
Total 82.87 17.13

Table 4: Number of Visits to Each Facility by Wealth Index

PHC Qutpatient Inpatient
Highest 12.99 4.03 6.56
ond 12.70 3.26 7.60
31 12.73 3.72 8.03
4" 12.06 3.69 7.91
Lowest 13.90 4.08 8.11

Total (N) 3,238 943 1,921




Annex 1: Visits to Each Health Care Facility Stratified by Wealth Index
PHC Visits

Government UNRWA Private NGO
Highest 12.76 12.08 23.36 17.44
ond 19.35 21.19 19.57 21.71
31 16.97 21.82 18.85 20.54
4 23.03 17.80 18.46 20.54
Lowest 27.89 27.12 19.76 19.77
Total (N)

Outpatient Visits

Government UNRWA Private NGO
Highest 15.81 6.90 36.62 26.79
ond 17.74 37.93 13.38 21.43
3 19.19 10.34 17.61 17.86
4 23.06 24.14 11.97 16.07
Lowest 24.19 20.69 20.42 17.86
Total (N)
Inpatient Visits

Government UNRWA Private NGO
Highest 12.18 15.63 26.33 22.54
ond 19.30 18.75 21.71 21.97
31 22.40 21.88 13.88 12.14
4t 22.00 37.50 18.15 22.54
Lowest 24.12 6.25 19.93 20.81

Total (N)




Annex 2: Visits to Each Health Care Facility Stratified by Locality Type

PHC Visits
Government UNRWA Private NGO
Urban 48.70 38.98 44.11 40.31
Rural 39.20 12.92 49.15 9.68
Camp 12.10 48.09 6.74 10.85
Total (N) 926 472 1528 258
Outpatient Visits
Government UNRWA Private NGO
Urban 53.55 96.55 52.82 67.86
Rural 26.13 3.45 36.62 19.64
Camp 20.32 0.00 10.56 12.50
Total (N) 620 29 142 56
Inpatient
Government UNRWA Private NGO
Urban 49.39 75.00 52.13 55.49
Rural 30.74 25.00 35.82 28.32
Camp 19.87 0.00 12.06 16.18
Total (N) 1223 32 282 173
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