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Abstract

e Background: Malnutrition is a serious public health problem that affects millions of
children worldwide, especially in low- and middle-income countries. According to the
latest estimates by the UNICEF/WHO/WB Joint Child Malnutrition Estimates group, in
2020, 149 million children under 5 years of age were stunted,45 million were wasted,
and 38.9 million were overweight or obese. Malnutrition can have devastating
consequences for children's survival, growth, development and well-being, and can
increase their risk of morbidity and mortality from infectious and chronic diseases.
Malnutrition among children under five years old is particularly prevalent and severe in
conflict-affected and displaced populations, where food insecurity, poor sanitation,
limited health care services and high exposure to violence and stress can exacerbate the
situation3. Yemen is one of the countries that faces a humanitarian crisis as a result of
the ongoing armed conflict that started in 2014. The conflict has caused widespread
displacement, destruction of infrastructure, disruption of basic services and collapse of
the economy Objective: the main objective of this study was to measure the prevalence
rate of malnutrition among children under five years old who are living within the
internal displaced families in Sanaa city.. Methodology : the study adopted a cross-
sectional design to assess the prevalence and determinants of malnutrition among
children under five years old who are living within the internal displaced families in
Sanaa city. The study population consisted of children who were registered as internally
displaced persons. .Results: The current study revealed that the prevalence of
malnutrition among under five children, was 40% (12.2% with SAM and 27.7% with
MAM). Moreover, 35.3% of the children are at risk for malnutrition and need
preventive measures. Only a quarter of the children are well nourished and have
adequate growth and development. Conclusion: The prevalence of malnutrition among
children under five years of age within the displaced families in Sana'a was 40%, and
this rate is considered very high and requires interventions to improve the situation of

children in t hose areas.
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Introduction

Malnutrition is an important problem in all health care settings. Malnutrition can be
defined as a disorder of nutritional status resulting from reduced nutrient intake or
impaired metabolism hypertension, Good nutrition is essential for the growth and

development that occurs during an infant’s first year of life [1].

Infant's under nutrition is a significant health problem in developing countries and
one of the major causes of disability, morbidity and mortality, it is ranked as the top cause
of global burden of disease and underlying 53% of deaths in children under five years.
Worldwide, almost 7 million children die each year before they reach their fifth
birthday[2].

In Yemen, it has been clearly stated that malnutrition is a major public health
concern and an underline cause of high mortality and is ranked as the most important

factor among preventable factors affecting infants' healthy life [3]

According to Yemen family health survey (YFHS) an estimated 53.1% of under five
children suffered from stunting and 30% were severely stunted. 12.4% were suffering from
wasting and 3% were severely wasted. 45.6% were suffering from underweight and 15.2%
were severely underweight [4] . The first years after birth are the base for quality
improvement of life time . Therefore, follow-up and surveillance of children are vital for
the health of society. Growth parameters are important tools for assessing growth of

infants and young children [5].

The World Health Organization (WHO) estimates that malnutrition accounts for
S4percent of child mortality worldwide[, about 1 million children[3], Another estimate
also, by WHO states that childhood underweight is the cause for about 35% of all deaths of

children under the age of five years worldwide [6]

Malnutrition has several forms, including the transformation of people to skin and
bones. It also blunts children growth and intellect, thus reflecting negatively on their
productivity and income in the future. Acute malnutrition is increasing every day and
pockets of hunger start to kill people in Tihama area ( Al-Hodeidah governorate and the

western parts of Taiz and Hajja governorates), that is still awaiting relief [7]




Classification of Malnutrition

Malnutrition in children can take the form of stunting, wasting, or underweight .
Children whose weight-for-age indicator is more than two or three standard deviations
below the median for the international reference population (ages 0-59 months) are
considered moderately or severely underweight . Children whose height/length-for-age
indicator is more than two or three standard deviations below the median for the
international reference population (ages 0-59 months) are considered moderately or

severely stunted [8]

Children whose weight-for-height/length indicator is more than two or three standard
deviations below the median for the international reference population (ages 059 months)

are considered moderately or severely wasted [9].
Children’s nutritional status in Yemen

Children’s nutritional status in Yemen Children’s nutritional status has been widely
used to assess the adequacy of their diet and growth during infancy, as it reflects overall
child health and, thus, the overall health of an entire population. The situation of Yemeni
children is serious; according to the 2012 2013—NSPMS final report, nearly half of the
children below five years old were stunted (42.5%), and 12.6% were severely stunted.
Wasting affected 9.7%, with 1% of children aged 6 59—months being severe cases.
Furthermore« 32.4% of children were too thin for their age [10].

Child malnutrition,

death, and disability —

/ \ OL{:OME
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Figure 1.  UNICEF conceptual framework for causes of malnutrition in society[11]
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Figure 2. illustrates the severity of child malnutrition in Yemen to the four levels according to WHO

classification [12]

Figure 2 illustrates the severity of child malnutrition in Yemen by comparing these
statistics to the four levels of the WHO classification for assessing the severity of

undernutrition: low, moderate, high and very high malnutrition.
Diseases associated with malnutrition:

The most common diseases associated with acute malnutrition are respiratory
infections. Pneumonia is common in malnourished children and leads to fatal
complications. Pneumonia and diarrheal diseases account for approximately 27% of the

mortality of children under five in Yemen [13].

Globally, malnutrition is responsible for nearly half (45%) of all deaths of children
under the age of five. Together with poor diet, malnutrition is the number one driver of the
global burden of disease. According to WHO, 5.9 million children worldwide died under
the age of five in 2015, although the deaths were due to preventable and curable conditions

if the children had access to simple, a fordable interventions [14].




Children Stunting:

stunting is now identified as a major global health priority and the focus of several
high-profile initiatives like Scaling Up Nutrition, the Zero Hunger Challenge and the
Nutrition for Growth Summit. Stunting is also at the heart of the six global nutrition targets
for 2025 that the World Health Assembly adopted in 2012 (WHO 2012), and it has been
proposed as a leading indicator for the post-2015 development agenda[15].

Increased international attention is the result of greater awareness of the significance
of stunting as a major public health problem. First, it affects large numbers of children
globally. Second, it has severe short-term and long-term health and functional
consequences, including poor cognition and educational performance, low adult wages and
lost productivity. Third, there is consensus regarding its definition and a robust standard to
define normal human growth that is applicable everywhere. Fourth, there is agreement on a
critical window — from conception through the first 2 years of life — within which linear
growth is most sensitive to environmentally modifiable factors related to feeding,
infections and psychosocial care. Fifth, it is a cross-cutting problem calling for a
multisectoral response. Action to reduce stunting requires improvements in food and
nutrition security, education, WASH (water, sanitation and hygiene interventions), health,

poverty reduction and the status of women [16].

Stunting results from a complex interaction of household, environmental,
socioeconomic and cultural influences that are described in the World Health Organization

(WHO) Conceptual Framework on Childhood. Stunting [16]
Childhood growth faltering: a broader definition of stunting:

Stunting is identified by assessing a child’s lengthor height (recumbent length for
children less than 2 years old and standing height for children age 2 years or older) and
interpreting the measurements by comparing them with an acceptable set of standard
values.There is international agreement that children are stunted if their length/height is
below-SDs from the WHO Child Growth Standards median for the same age and sex
(WHO 2008; de Onis et al. 2013). Similarly¢ children are considered severely stunted if
their length/height is below- SDs from the WHO Child Growth Standards median for the

same age and sex [17].




Challenges in measuring childhood stunting: methods and community norms
Families and health workers often fail to recognize childhood stunting in communities
where short stature is so common that it is considered normal. This is largely because
linear growth is not routinely measured as part of community health programmes in
addition to lack of awareness of stunting’s devastating health consequences. Assessment of
linear growth is essential for determining whether a child is growing adequately or has a
growth problem or tendency towards a growth problem that should be addressed. Fig.4
provides the example of two girls from the Maldives of identical height (86 cm). While one
of the girls, at 2 years and 2 months, is growing adequately the other, who is 4 years and 4

months old, is severely stunted (Fig.3) [18]

It was impossible to distinguish which girl was stunted merely by observing them
play and interact with each other. Awareness of their age difference triggered alarms, but
was only when their heights were measured and compared with the WHO standards that
the very severe stunted growth of one of the girls became evident. Measuring children’s
length (up to 24 months) or height (from 24 months onwards) should be standard practice
[19].

Figure 3.  Measuring recumbent length in A child below 2 years of age positioning of baby's feet and
health worker's hands (Photo taken in Louboutigué village in the Sila Region,
Chad. ©UNICEF/NYHQZ20112162/Patricia Esteve, 2011 ).
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Figure 4. measuring childhood stunting

Scope of the problem

According to the report in 2014, Malnutrition in Yemen (46.5%) under five
chronically malnourished (stunted), 16.3% wasted and 39% underweight . This proves that
child malnutrition rates in Yemen represent a chronic challenge to human and economic

development [7]

Acute malnutrition rates among children under the age of five are the highest ever
recorded in parts of Yemen, with more than half a million cases in southern districts,
according to the latest Integrated Food Security Phase Classification (IPC) Acute
Malnutrition analysis released today by the Food and Agriculture Organization of the
United Nations (FAO), the United Nations Children's Fund (UNICEF), the World Food
Programme (WFP) and partners [20]

The analysis — which is for 133 districts in southern parts of Yemen only - home to
1.4 million children under the age of five — reveals a near 10 per cent increase in cases of
acute malnutrition in 2020. The greatest increase is in cases of young children suffering

from severe acute malnutrition (SAM) with a 15.5 per cent rise during 2020. This leaves at




least 98,000 children under five at high risk of dying without urgent treatment for severe

acute malnutrition [20].

A dangerous combination of factors, driven by conflict and economic decline,
compound the situation for Yemen’s youngest children. In the worst-hit areas included in
the analysis around one in five children are acutely malnourished (These include Abyan
lowlands (23 per cent), Lahj lowlands (21 per cent), Taiz lowlands (22 per cent.) In
Hodeidah’s lowlands, more than one in four or 27 per centof children are acutely

malnourished [21].

At least a quarter of a million pregnant or breastfeeding women are also in need of
treatment for malnutrition. UN experts warn the actual number is likely higher as the

drivers of malnutrition in Yemen have worsened in 2020 [22].

Yemen has long battled with some of the highest malnutrition rates in the world.
Until now, humanitarian interventions to treat and prevent malnutrition, as well as provide
emergency food assistance, have prevented an even more severe deterioration. But in 2020,
these hard-won gains are being lost. Escalating conflict and economic decline, plus the
overwhelming impact of the COVID-19 pandemic, has pushed an already exhausted
population to the brink. In addition to this, many aid projects including emergency food
assistance and WASH services have been disrupted by funding shortfalls. Malnutrition

treatment programmes are also at risk if additional funds are not received soon [23].

These factors come on top of drivers that have historically made Yemen one of the
hardest places to be a child or mother: insufficient and poor-quality diet; high prevalence
of communicable diseases; elevated levels of food insecurity, limited access to nutrition
and health services, poor sanitation and hygiene; and the inability of many children to

access to important vaccines, such as measles and polio [21].

Because of the current war that the country suffering from, many internally displaced
persons (IDPs) left their won areas to other areas to safe their life. Some of IDPs returned
to their original areas, but many of them still displaced. Lack of stable and secure
accommodation and income leaves them more vulnerable to food insecurity. In Sanaa city
there are many of IDPs who are still living in the city some of them in camps and almost of
them living in simple temporary shelters. This study was designed to assess the prevalence

of malnutrition among under five of IDPs families in Sanaa city




Acute malnutrition can be treated and prevented with a package of key services but
for that, we need urgent action and support. A great sense of urgency should prevail in
making the necessary financial resources available and ensuring access to children and

women in dire need of assistance [24]

Yemen remains the world’s worst humanitarian crisis. Nearly 80 per cent of the population
— over 24 million people - require some form of humanitarian assistance and protection. By
mid-October, only US$1.43 billion of the US$3.2 billion needed in 2020 has been
received[25].

Objectives of Study:

General objective

To determine the prevalence rate and the risk factors of malnutrition among children under

five within the internal displaced families Sanaa city .

Specific objectives

1- To describe the socio-demographic status of the children under study
2- To measure the prevalence of malnutrition among children under study

3- To determine the risk factors of malnutrition
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Literature Review
The World Health Organization (WHO) defines malnutrition as a general term that refers
to a number of diseases, each with a specific cause related to one or more nutrients (for
example« protein, iodine or iron) and each characterized by a cellular imbalance between
the supply of nutrient and energy and the body's demand for them to ensure growth,
maintenance and specific functions. This may lead to both under nutrition and over
nutrition. The two main constituents of under nutrition are Protein Energy malnutrition
(PEM) and Micronutrient deficiency. In the context of this thesis, deficiency of nutrients in

children below five years of age will hereafter be referred to as childhood malnutrition[26].
Classifications of Malnutrition:

Malnutrition in children can take the form of stunting, wasting, or underweight. Children
whose weight-for-age indicator is more than two or three standard deviations below the
median for the international reference population (ages 0-59 months) are considered
moderately or severely underweight [27]. Children whose height/length-for-age indicator is
more than two or three standard deviations below the median for the international
reference population (ages 0-59 months) are considered moderately or severely stunted
[28]. Children whose weight-for-height/length indicator is more than two or three standard
deviations below the median for the international reference population (ages 059 months)

are considered moderately or severely wasted [9].

Table 1. Classifications of Malnutrition [37]

Classification Definition Grading
Gomez Weight below % median | Mild (gradel) 75 % - 90 % WFA
WFA Moderate (grade2) 60 % - 74 % WFA
Severe (grade 3) <60 % WFA
Waterlow z-scores (SD) below | Mild 90% - 90% WFH
median WFH Moderate 70% - 80% WFH
Severe <70% WFH
WHO (wasting) z-scores (SD) below | Moderate -3% </= z-score
median WFH Severe <-2z-score < -3
WHO (stunting) z-scores (SD) below | Moderate -3% </= z-score
median HFA Severe <-2z-score < -3
Kanawati MUAC divided by | Mild <0.31
occipitofrontal head | Moderate <0.28
circumference Severe <0.25
Cole z-scores of BMI for age | Grade 1 <-1 z-core
Grade 2 <2 Z-core
Grade 3 <-3 Z-core
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Pathophysiology of Malnutrition:

According to Porter and Kaplan (2019), the initial metabolic response of malnutrition is
decreased metabolic rate. To supply energy, the body first breaks down adipose tissue.
Later, when these tissues are depleted, the body may use protein for energy, resulting in a
negative nitrogen balance. Visceral organs and muscle are broken down, and a decrease in
weight occurs. Loss of organ weight is greatest in the liver and intestines, intermediate in
the heart and kidneys, and least in the nervous system [29] . Children who are
malnourished are at far greater risk of contracting pneumonia, measles, diarrhea, malaria,

and HIV/AIDS, and of dying from these conditions [30].
Causes of Malnutrition :

According to the UNICEF conceptual framework for causes of malnutrition in society,
there are immediate, underlying, or intermediate, and basic, or root, causes of malnutrition
(Botswana Ministry of Health 2005:4). Malnutrition is multifaceted and requires multi-
sectoral, multidisciplinary and multi-level action to alleviate it. the basic causes of
malnutrition act at societal level. They include political, cultural, religious, economic and
social systems, including the status of women, which limit the utilization of potential

environmental, technological and human resources by women [31] .

The underlying causes of malnutrition act at household and family level. They include
inadequate or inappropriate dietary intake, inadequate disease knowledge, and
discriminatory attitudes, which limit household access to quality and quantity economic

and organizational resources [32].
The related studies :

In western Kenya 2020 study conducted by Edwin Gudu, et al about Factors associated
with malnutrition in children <5 years in western Kenya: a hospital-based unmatched case
control study and Several recommendations were made was : Proper pre-natal care, child
feeding practices and deworming programs should be enhanced. As such, we recommend
that close monitoring especially of children more likely to be malnourished should be
enhanced. this can be done by providing job aids to providers to help them talk to parents
about adherence to key recommended practices such as appropriate feeding, continuous
auditing of patient outcomes, and better use of data for improved decision-making should

be implemented at these facilities [33] .
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Another study done in Brazil , 2022 by Hermano A.L. Rocha et al entitled Undernutrition
and short duration of breastfeeding association with child development: a population-based
study , the result was overall, the authors found that undernutrition and breastfeeding are
associated with development outcomes among Brazilian children. As a result, integrated
nutritional programs may improve child development outcomes. The effect of the results
was independent of income, maternal education, and exposure to toxic stress, and the two
did not interact. The authors also highlight that the interventions targeting child nurturing
should not only focus on food supply but to stimulate sensory and motor stimulation
practices with children who are beneficiaries of income transfer programs.
Underweight was the factor with the strongest effect, with an adjusted odds ratio (AOR) of
4,14 (2,26-7,58), p < 0.001. Breastfeeding for up to two months compared to more than six
months (AOR 2,08 (1,38-3,12)) was also associated [34]

In study conducted in Hospital Mogadishu, Somalia, malnourished children suffer from
many symptoms; in this study, fever, cough, diarrhea and the child’s failure to gain weight
were the major history of current illnesses among the children with proportions of 71.6%,
63.8%, 44.8% and 38.3% respectively. Majority (70.0%) of the malnourished children
studied had no history of any known chronic disease. Only 7.6% and 7% of the total
children studied had history of congenital heart diseases and PTB, respectively with
previous hospital admissions of 43.5% of the total malnourished children. According to
who referred the child to the hospital, the study revealed that only 53.8% of the total
malnourished children admitted to SOS hospital were referred by known medical
practitioners of which 41.1%, 9.6% and 3.1% were referred by a doctor, nurse and dietitian
respectively. However, other people other than the nurse, doctor or dietitian referred the
remaining proportion of admissions, 46.2%. [35]

According to Falbo and Alves (2002), the average weight of newborns in their study was
2.80kg. The study took place in Brazil from 1999 to 2000 and found that among the
severely malnourished children, 88.9% were less than six months old and 42.4% had low

weights at birth.[36].

A study done by Ramakrishnan (2004) found that the prevalence of low birth weight
babies was 10% for Sub-Saharan Africa, but this is not very reliable, as two thirds of births
in Africa are never reported. In India, low birth weight is related to maternal nutritional
factors such as energy and protein intake during pregnancy and the weight of the mother

before she got pregnant [37] .
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In a study done in Limpopo, South Africa most children twelve to 24 months old that had a
birth weight of less than 2.5kg, were more likely to develop stunting. About 25% of the
stunted children weighed less than 2.5kg at birth [38].

In 2014 study done by Ramesh Bhat Yellanthoor, Vishal Kumar Bharath Shah about
Prevalence of Malnutrition Among Under-Five Year Old Children With Acute Lower
Respiratory Tract Infection Hospitalized at Udupi District Hospital the result found was :
Among 206 children with ALRI, 21.9% had pneumonia, 55.8% had severe pneumonia and
22.3% had very severe disease. About 85% of the children were younger than 3 years old.
Male to female ratio was 1.34:1. the prevalence of malnutrition was seen in 54.9% of the
children. MAC was below 13.5 cm in 59.4 %. Severe malnutrition was observed in 68.7%
of 3-5 years age group and 59.4% of 1-3 years age group. Severe malnutrition had shown
higher percentages among children with pneumonia and severe pneumonia. Severely
malnourished children had more ARI episodes in the preceding 6 months although it was
not statistically significant (OR 1.22; 95% CI 0.71-2.12; P = 0.47). In conclusion, most of
Acute lower respiratory infection (ALRI) cases occurred in children younger than 3 years
old. The prevalence of malnutrition was higher among children from low socioeconomic
urban area with ALRI. The high prevalence of severe malnutrition in 1-5 year-old children
with ALRI highlights the need for strengthening nutrition intervention programs under the

integrated child illness management programs for underprivileged urban children [39]

In 2016 a study conducted about Nutritional Status of Children Under 5 years of Age in
Three Tertiary Care Hospitals of Peshawar done by : Yasir Mehmood et al , The Results
was : Out of 380 children 247 were male and 133 were female. By using Gomez
classification, Malnutrition was observed in 224 children, among which 105(47%) showed
grade I, 58(26%) showed grade II, and 61(27%) were in grade III malnutrition. There were
98 cases of Kwashiorkor, 47 of Marasmus and no case observed for Marasmic-
Kwashiorkor. Out of 380 children 342 were breast fed and 38 were bottle fed. Calculating
the immunization status 53(14%) were non immunized, 106(28%) were partially
immunized and 221(58%) were fully immunized. About 294(77.4%) mothers were
illiterate . The occurrence of malnutrition was high (58.94%) in children under 5 year of
age, mainly due to improper feeding patterns. Associated factors were uneducated mothers
and inappropriate immunization. Health education about exclusive breast feeding, proper
weaning, routine immunization through EPI schedule and family planning to prevent large

family size should be promoted [40]
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In India 2018 , a research titled Risk Factors of Malnutrition in under 5 Year Children
Admitted at DHQ Teaching Hospital, Dera Ghazi Khan was conducted for researchers as
Ahmad, S., Rafique, T., Hussain, N., & Akbar, A., and the results were the following and
the conclusion There were 200 patients in total. Males were 115(57.5%) whereas females
were 85(42.5%). Mean age of the patients was 28.65+15.34 months, mean weight was
12.05+£2.57kg and mean for percentile of weight for age was 32.20+£27.05. When the
frequencies of various risk factors were evaluated it was found that delayed weaning (> 6

months later) was present in 77(38.5%) of the patients [41].

Another recently study conducted in Yemen 2021, entitled Alarmingly high malnutrition
in childhood and its associated factors: A study among children under 5 in Yemen, study
were selected for the evaluation of malnutrition. Independent variables include personal
and maternal characteristics, socioeconomic and behavioral factors, and illness conditions.
The study used the Chi-Squared test to test the significant association between independent
variables and logistic regression to estimate the odds of being malnourished. A total of
13,624 Yemeni children under 5 years of age were included in the study. The results show
the high malnutrition level — the
prevalence of stunting was 47%, wasting was 16%, and underweight was 39%. There is a
statistically significant associationbetween socioeconomic status, behavioral factors, and
child malnutrition. The odds of malnutrition decreased with the increase in the level of
mother’s education, economic status, and frequency of prenatal visits. The odds of
malnutrition were least for children whose mothers had highest level of education (OR=
0.64; 95%CI = 0.55-0.76), who belonged to highest wealth index (OR= 0.41; 95%CI
=0.36-0.47). Moreover, the likelihood of malnutrition was less among the children whose
mother had highest number of prenatal visits

during the pregnancy (OR= 0.67; 95%CI = 0.59-0.76) [42].

Also, other study as Naresh, S., & Maiya, G. R. (2021). conducted A cross-sectional study
to assess acute malnutrition among under-5 children in the field practise area of a teaching
hospital in Chennai. This study had shown To assess acute malnutrition among under 5
years children and determine associated factors responsible, in conclusion malnutrition is
being one of the common condition which also leads to various complications in children
in future. This study clearly ensures presence of acute malnutrition; wasting is present
among 10% wherein 2.7% were severely wasted using WHO standards. Thus, early

identification and intervention as soon as possible is important. Also, from this study,
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creating knowledge and awareness among people for proper immunization, exclusive
breast feeding and complementary feeding practice, maintaining proper hygiene to prevent
illnesses etc., are important as these are also associated factors which is leading to acute
malnutrition. Necessary measures should also be taken for the public, for the improvement

of socioeconomic status and nutrition status as it also contributes to malnutrition [43] .
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Methodology:

Study Design and Settings

A cross-sectional study design was used

Study area and Population

All under five children who are living within the internal displaced families in Sanaa city .
Sample size

The selected key indicator for sampling was the ‘(the prevalence of malnutrition among
under five years) One report of the UNICEF in 2020 showed that the prevalence of

malnutrition among under five years in Alhodidah governorate was 27%.
The sample size was calculated using the formula for estimating single proportion ¢
N = (Z2xPxQ)D2
Where ¢
N sample size required¢
Z. is the critical value for a given confidence interval¢(1.96)

P is expected proportion of the event to be studied (estimated based on findings of

previous studies). 27%
Q =1-P (proportion of the population represented with the sample):
D is margin of error or degree of accuracy desired.(0.05)
The percentage of the prevalence malnutrition is 27% (from previous study).
%95CI and 5% of margin of error = 1.96.
N =((1.96)2 x 0.27 x 0.73)/(0.05)2= 302«
From the above formula the minimum sample size needed is 302 under five children
Sampling technique

Because of the gab in the data of the internal displaced persons in Sanaa city, the snow ball

sampling technique was used to select the elements of the sample
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Inclusion criteria

All children under five who are living within internal displaced families that displaced

from any region of the country to Sana'a city
Exclusion Criteria

Those who refused to participate in this study
Data collection method

The questionnaire was designed in two main parts, the first containing the demographic
data of the participants, while the second part dealt with questions related to malnutrition

that reflect the objectives of the questionnaire.

Data analyses

The collected data was entered electronically and analyzed using the SPSS version 21
Ethical consideration

The purpose and importance of the study was explained to care taker and the interview was
taken place only with the families who give their agreement to participate. All the data kept

safe with researchers to be used only for the scientific research.
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Results:

Description of the sample under study

i.  Children under study
1. Children by age

The data of the age was not normally distributed as it is clear in the figure below,
the mean and the SD of the age were (2.19 and 1.5 respectively). The median of the

age was 2years and interquartile range was 2.5%.
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Figure 5.  description of the children age

2. The sample by gender
Regarding to the age of the children under study the result showed that females are
slightly more than males (51% vs 49% respectively).

CHILDREN UNDER STUDY BY SEX

155; 51% 148; 49% -

® Female

Figure 6. children under study by their gender




3. Anti-natal care

Figure (7) below shows the history of the antenatal care for the children women*s
during their pregnancy of the children under study and the result showed that most
of them 64% mentioned that they didn“t received anti-natal care and only 36% of
them who mentioned that they received anti-natal care

ANTI NATAL CARE

mYes

HNo

Figure 7. history of anti-natal care

4. Mode of delivery for the children under study

For the children under study the result of the study showed that almost of them
87% had normal delivery and only 13% of them delivered throw caesarian- section.

MODE OF DELIVERY

H vaginally

m Caesarian section

Figure 8. mode of delivery



S. Place of the delivery

Regarding to the place of the birth the result showed that more than half of the
children under study 54% were delivered in the hospital.

PLACE OF DELIVERY

M hospital mhouse

140; 46%

163; 54%

Figure 9.  place of delivery

6. Gestational age

Almost of the children under study 94% had full term gestational age and only 5%
had pre term delivery.

Gestational age at birth

300 285
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Figure 10. gestational age at birth
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7. Wight of the child at birth

Regarding to the wright of the child at the birth almost of the care takers (78.8%)
mentioned that thy don’t know and 6.3% of them mentioned that their children
delivered with low birth weight, while 5.3% mentioned that their children delivered
with normal weight (more than 2500 gm)

wight at birth

> 3000 grams ||

2500-3000gm

<2500 grams

| 87.8
Doesn't know 266

o

50 100 150 200 250 300

m % | frequancy

Figure 11. wight at birth

8. Interval between the last birth and the currant baby birth

Regarding to the interval between the last birth and the currant baby birth the result
showed that, more than 30% of the children had interval between 1- 2 years
followed by those who had interval more than 3 years26%. Those who had interval
between 2- 3 years were 21%, while 6.6% had interval less than one year. In the
other hand 15.5% of the children mothers had the first birth.
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Interval from the last birth and the currant baby birth

<1year “ 20
first birth 15.5 47
2-3 years 211 64
>3 years 26.1 79
1-2 years 30.7

93

o

10 20 30 40 50 60 70 80 90 100

M Percent M Frequency

Figure 12. Interval between the last birth and the currant baby birth

9. Breast feeding history

Considering on the breast feeding the result showed that most of the children 68%
had exclusive breast feeding, while 9% of the children had history of formula
feeding only and 18% had mixed feeding.

BREAST FEEDING HISTORY (FREQUANCY AND PRECENT

M Exclusive breast feeding M Formula feedingonly ® Mixed m® Others

Figure 13. Breast feeding history
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10. Duration of breast feeding in general

Depending on the duration of the breast feeding the result showed that, more than
one third of the children under study had breast feeding for only 12 months and
14.5% had breast feeding for only less than 6 months. Only 20% of the children
had breast feeding for nearly 2 years.

duration of breast feeding

No breast feeding

fi

12-18m 9.6

>24 months

11.6
35
<6 months |y 14
1824 m R — 1

6-12 months

106

o

20 40 60 80 100 120

M precentage M frequancy

Figure 14. duration of the breast feeding

11. Children’s care takers

Regarding to the children’s care takers the result showed that almost of the children
under study 90% showed that the mother is the care taker, while only 4%
mentioned father is the mean care taker and 2% mentioned grandmother as the
mean care taker.

CARETAKER

E mother M father M grandmother other

Figure 15. caretaker




il

Parents of the children under study

. Parents age

The results showed that the mean and the SD of the age among the fathers were
(33.2 and 7 respectively) while the mean and the SD of the age among the mothers
were (27.6 and 6.2 respectively)

. Parents education level

Regarding to the education level of the parents the result showed that, more than
45% of the fathers are illiterate while most of mothers 65.7% are illiterate. Those
who have primary school among fathers and mothers were (23% and 21.5%
respectively), while those who secondary school among fathers and mothers were
(20% and 11.6% respectively).

Parents education level

65.7
80
60
Illiterate
40 - primary school
20 secondary school
0 university and above

father mother
education education

Figure 16. parents' education level
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fii. Socio-economic characteristics
1. Origin places of the families

Regarding to the family origin places from which they displaced the result showed
that, more than half of the families 51.2% are from Alhodidah governorate and
around 20% from Taiz governorate. About 11% from Ibb governorate and 7% from

Hajjah governorate. The remaining were from the following governorates (Thamar

5%, Rymah 1.3% and Aljwof 1%)

The orgin places of the families

Al jwof
Sanaa

Rymah

Thamar
Hajjah
Ibb

Taiz
Hodidah

0 20 40 60 80 100 120 140 160 180

B Percent M Frequency

Figure 17. The orgin places of the families

2. family income

Regarding to the family income the result showed that around of 44% of the
families their income is less than 50,000 Yemeni reals and 51.5% of the families
have monthly income between 50-100 thousand. those who have monthly income

more than 100 thousand were only 5%.

Table 2. the family income

Frequency Percent
less than 50000YR 133 43.9
between 50- 100 thousands 156 51.5
100-150 thousands 12 4.0
150-200 thousands 2 T
Total 303 100.0
(=)



3. Type of the shelter

The result showed that more than half of the families under study 52% are living in
one store room (shops) and more than 25% of the families living in camps, while
only 22% of the families living in rental houses.

Table 3. Type of the shelter

Type of current shelter Frequency Percent
camp tent 78 25.7
shop 158 52.1
house 67 221
Total 303 100.0

iv.  History of the diseases among children under five
Regarding to the history of some disease among the children under study the result
showed diarrhea was the most common disease, more than half of children 55.8%
have history of diarrhea frequently, while 41.9% of the children have history of
pneumonia frequently.

The history of measles was with only 9.6% of the children and the heart problems
was very rare less than 1%.

Depending on the history of the worm infection the result showed that more half of
the children have no history of worm infections, while only 27% of the children
have history of worm infections.

Table 4. history of some disease among the children under study

Disease Frequency Percent
Diarrhea Yes 169 55.8
No 134 44.2
. Total 303 100.0
pneumonia Yes 127 41.9
No 176 58.1
Total 303 100.0
Measles Yes 29 9.6
No 274 90.4
Total 303 100.0
Heart problem Yes 2 7
No 301 99.3
Total 303 100.0
worm infection Yes 82 27 1
No 167 55.1
don’t know 54 17.8
Total 303 100.0
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v. Prevalence of malnutrition

Depending on the MUAC measurement the result showed that, around 40% of the
children are malnourished (12.2% SAM and 27.7% MAM), while 35.3% of the
children are at risk for malnutrition. In the other hand only 25% of children are well

nourished.

PREVELLANCE OF MALNUTRATION

ESAM EMAM mERisky for Malnutrition well nourished

107; 35%

Figure 18. Prevalence of malnutrition

Relationship between the socioeconomic factors and malnutrition

Table (5) represent the relationship between some socioeconomic factors and malnutrition,
the result showed that there was no relationship between the parents education and children
malnutrition (P value more than 0.05)

Regarding to the family income the result showed that the prevalence of malnutrition was
higher among the children of low income families than moderate income families and this

difference was statistically significant (P value is less than 0.05)

30

——
| —



Table 5. Relationship between the socioeconomic factors & malnutrition

Factors Sub factors Malnutrition P value
within sub
groups
Category name Frequency Yes%  No %
father lliterate 137 39.4% 60.6% 0.43
education primary school 97 45.4% 54.6%
secondary school 61 34.49 65.6%
university and above 8 25.0% 75.0%
Total 303 39.9%  60.1%
other literate 199 392%  60.8% 0.66
education primary school 65 38.5% 61.5%
secondary school - 48.6% 51.4%
university and above 4 25.0% 75.0%
family less than 100 thousand 289 41.2% 58.8% 0.048
i come more than 100 thousand 14 14.3% 85.7%

Relationship between some child’s related factors and malnutrition

Table (5) represent the relationship between some child’s related factors and malnutrition,
the result showed that there was no relationship between the ( gender, birth interval, ANC
and type of feeding) factors and developing of malnutrition (P value more than 0.05)
Regarding to the age of the children re result showed that the mean age among
malnourished children was 1.2 years, while the mean age among well-nourished children
was 2.8. there was difference in the means of the age between the two groups and this
difference was statistically significant (P value less than 0.001)

Also there was no relationship between some disease (diarrhea, pneumonia and measles)
and developing of malnutrition (P value more than 0.05)

In the other side there was relationship between the history of the worm infection and

malnutrition as the result of the chi-square test showed (P value less than 0.05)
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Table 6. Relationship between some child’s related factors and

malnutrition
Factors Sub factors Malnutrition within P value
sub groups
Category Frequency Yes % No %
name
Child gender Male 148 43.9% 56.1% 0.19
female 155 36.1% 63.9%
Age of the child The mean of the 1.2 2.8 0.000
age
Birth interval first birth 47 36.2% 63.8% 0.83
< 1year 20 40.0% 60.0%
1-2 years 93 36.6% 63.4%
2-3 years 64 42.2% 57.8%
> 3 years 79 44.3% 55.7%
ANC Yes 110 40.0% 60.0% 1.0
No 193 39.9% 60.1%
Breast feeding Exclusive 216 41.2% 58.8% 0.1
breast feeding
gr?lrymula feeding - 50.0% 50.0%
Mixed 59 30.5% 69.5%
Diseases diarrhea 169 41.4% 58.6% 05
pneumonia 127 42.5% 57.5% 0.4
measles 29 27.6% 72.4% 0.1
worm infection yes 82 29.3% 70.7% 0.01
no 167 44.9% 55.1%
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Discussion:

This chapter discusses in detail the major findings and the implications of them. The
results are put in the context of the previous and recent research in the form of comparing
our findings with other researchers finding (where applicable) and comparing the current
study findings based on the background variables. The main topics are sociodemographic
factors, history of some infections among children, history of ANC and breast feeding, and

prevalence of malnutrition.

Regarding to the demographic data of the children under study the current study
showed that, the mean and SD of the age were (2.19 and 1.5 respectively) and females are

slightly more than males.

This result is in line with other studies showed the mean of the age of the participants
was nearly the same mean age in the current study for example, study conducted in Sana'a-
Yemen, showed The mean age was 4.3+3 months (4+£2.96 month for boys and 4.63+3.08
month for girls) as well as the 190 (47.5%) were boys and 210 (52.5%) were girls..[1]

Regarding to the history of the antenatal care for the children women’s during their
pregnancy of the children under study the current study showed that most of the mothers
64% mentioned that they didn’t received anti-natal care and only 36% of them who

mentioned that they received anti-natal care[44].

Regarding the gestational age of the children under study, the current study showed
that almost 94% had full-term gestational age and only 5% had pre-term delivery. This
result is coherent with other studies showed shows the majority of children 97% were full
term and mode of delivery vaginal delivery was the common mode of delivery 83.1% and
next one caesarian section 16.9% .Most of mothers 52.6% delivered the index child at

home and next one place of delivery at hospital 47.4%][35]

In the other side the current study result is not in the line with other previous studies
did not establish whether children who had a low birth weight were born at pre-term or not
and whether they were born to undernourished mothers or not which might have led to a

child born small for gestation age[21]

Considering on the breast feeding the result showed that most of the children 68%
had exclusive breast feeding, while 9% of the children had history of formula feeding only

and 18% had mixed feeding. this result is coherent with other studies showed that a
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proportion slightly above average (62 %) of the total children had been breastfed while 38
% were not breast fed. This shows that a child being malnourished may be attributed to

low/lack of breast feeding [35]

In the other side the current study result is not in the line with other researchers who
showed a proportion slightly above average (56.8%) of the total children had been
breastfed while 43.2% were not breast fed. this shows that a child being malnourished may

be attributed to low/lack of breast feeding [39]

Another study showed that significantly higher casesl6 (61.5%) not exclusive
breastfeeding, and those children who received exclusive breastfeeding were higher among
normal status nutrition 20 (76.9 %). The findings imply that lack of breastfeeding is a risk
factor for under-nutrition in this study population. From the results, of the controls

continued to breastfeed past the 2 years recommended weaning age[45].

Kishoyian et al., (2017) also found that the study found that about 58.6% of children
were underweight and that only 31.6% practices exclusive breastfeeding for the first six
months. In this study, there was no significant different between males and females in

relation to malnutrition [46]

Depending on the duration of the breast feeding the result showed that, more than
one third of the children under study had breast feeding for only 12 months and 14.5% had
breast feeding for only less than 6 months. Only 20% of the children had breast feeding for

nearly 2 years.

This result is coherent with A recent Nepalese study reported that prolonged
breastfeeding (more than 12 months) lead to increased risk of stunting and severe stunting
among Nepalese children [47]. In the other side the current study result is not in the line
with other researchers who showed Children who were breastfed between 6 - 18 months
were more likely to be stunted and severely stunted than those breastfed for less than 12

months [48]

Regarding to the family income the result showed that around of 44% of the families
their income is less than 50,000 Yemeni reals and 51.5% of the families have monthly
income between 50-100 thousand. those who have monthly income more than 100

thousand were only 5%.
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This result is coherent with other studies showed that, Severe acute malnutrition
(SAM) affects a number of children below five years of age in low- and middle-income
countries. the disorder is associated with 1 million to 2 million preventable child deaths
each year [48]. In addition, around 45% of deaths among children under 5 years of age are
linked to undernutrition. these mostly occur in low- and middle-income countries. at the
same time, in these same countries, rates of childhood overweight and obesity are

rising[49]

Regarding to the history of some diseases among the children under study the result
of the current study showed that, diarrhea was the most common disease more than half of
children 55.8% have history of diarrhea frequently, while 41.9% of the children have
history of pneumonia frequently. Depending on the history of the worm infection the
result showed that more half of the children have no history of worm infections, while only

27% of the children have history of worm infections.

This result is coherent with WHO & UNICEF (2009) which has reported that the
children who are underweight are at an increased risk of mortality from infectious illnesses
such as diarrhea and pneumonia. Infections play a major etiological role in under nutrition
because they result in increased needs and high energy expenditure, lower appetite,
nutrient loss due to vomiting, diarrhea, poor digestion, malabsorption and the utilization of

nutrients and disruption of metabolic equilibrium [50]

In the other side the current study result is not in the line with other researchers who
showed Significantly more cases malnutrition were attacked infectious disease by malaria
(44%) and diarrhea (26%) than the controls which were 38.6% and 11.4% respectively.
These findings imply that Malaria and diarrhea are risk factors for under-nutrition in this
study population. The malaria parasite (plasmodium) breaks down red blood cells which
are responsible for the transportation of nutrients and oxygen throughout the body for

metabolism[51]

Regarding to the prevalence of malnutrition among under five the result of the
current study showed that, around 40% of the children are malnourished (12.2% SAM and
27.7% MAM), while 35.3% of the children are at risk for malnutrition. In the other hand

only 25% of children are well nourished.

This result is higher than other study conducted In Indonesia on 2017, as many as

3.8% of toddlers (0-23 month) have poor nutritional status and 14.0% of children under
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five years have malnutrition. Percentage of malnutrition at the group of children under five
year old (17.8%) was higher than the group of toddler (14.8%). West Sumatera is one of

province in Indonesia. Prevalence of malnutrition in Sumatera Barat is 17.5% [52].

In another study the prevalence of malnutrition in Padang city was 14.9 percent of
the children between 0-5 years. Survey done in 2017 that the high case of malnutrition in

Pauh subdistricts 20% an the low case of malnutrition in Lubuk kilangan Sub districts [53]

On the other hand, another study demonstrated that, of all the cases 36.5% (n=19)
were diagnosed with MAM, 46.2% (n=24) with SAM, 1.9% (n=1) with moderate PEM and
7.7% (n=4) each for PEM and Severe PEM. all the cases had presented with clinical signs

and symptoms of severe acute malnutrition [54]

The current study showed that, there was no relationship between the parents
education and children malnutrition (P value more than 0.05), while there was relation
between malnutrition and the family income as the prevalence of malnutrition was higher
among the children of low income families than moderate income families and this

difference was statistically significant (P value is less than 0.05)

This result in Consistent with the results from a study in Mabutsane and Bobirwa
(Botswana), whose purpose it was to assess child nutrition and the household economic
situation in the context of rising food prices. This study showed that the risk of
malnutrition in children was lower in children with a birth weight greater than 2,500 grams
and that breastfeeding exposure did not influence the risk of malnutrition as well as low
economic status can contribute significantly to the poor nutritional status of mothers by

restricting their Status, Infectious Disease, and breastfeeding [55].

In the other side the current study result is not in the line with another study in the
Philippines, Barrera showed that children of better educated mothers have higher height-
for-age scores especially significant for children in the weaning period (less than 2 years of
age). family income as a confounding factor was shown to not be statistically significant in

his study [56]

The result of this study showed that there was no relationship between the (gender,
birth interval, ANC and type of feeding) factors and developing of malnutrition (P value
more than 0.05). regarding to the age of the children, result showed that the mean age

among malnourished children was 1.2 years, while the mean age among well-nourished
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children was 2.8. there was difference in the means of the age between the two groups and
this difference was statistically significant (P value less than 0.001) this result is not in the
line with other researchers who showed No significant effect of age or gender was found

on the frequencies of various risk factors of malnutrition in the study population [41].

Also, there was no relationship between some disease (diarrhea, pneumonia and
measles) and developing of malnutrition (P value more than 0.05). In the other side there
was relationship between the history of the worm infections and malnutrition as the result

of the chi-square test showed (P value less than 0.05)

This result is coherent with other studies found that malnutrition among hospitalised
children was associated with ethnic minority, diarrheal diseases, respiratory infections, and

earthquake damage to house [57]
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Conclusion:

The current study revealed that malnutrition is a serious problem among under five
children, affecting of them . Moreover,
of the children are at risk for malnutrition and need preventive measures. Only

of the children are well nourished and have adequate growth and development.

As well as, the result of this study showed that there was significantly relationship

between the family income and women infection

Recommendation:

The study of malnutrition among children under five years old who were displaced
from Hodeida and other governorates to Sanaa revealed that the prevalence of malnutrition
was high and that the determinants of malnutrition were multifactorial and complex. Based
on the findings of the study, the following recommendations are proposed to improve the

nutritional status and health outcomes of the displaced children and their families5

Strengthen the coordination and collaboration among the humanitarian actors, the local

authorities and the host communities to ensure the delivery of adequate and timely

food, water, sanitation, health care and protection services to the displaced population.

- Implement evidence-based interventions to prevent and treat malnutrition among
children under five years old, such as community-based management of acute
malnutrition (CMAM), micronutrient supplementation, infant and young child feeding
(IYCF) counselling and support, and deworming.

. Enhance the monitoring and evaluation of the nutritional situation and the quality and
coverage of the interventions, using standardized indicators and tools, such as the
WHO Child Growth Standards and the UNICEF/WHO/World Bank Joint Child
Malnutrition Estimates'.

- Conduct further research to explore the underlying causes and consequences of
malnutrition among displaced children, such as food insecurity, poverty, violence,
psychosocial stress, infectious diseases and environmental factors.

- Advocate for a peaceful resolution of the conflict and a sustainable recovery of the

country, which are essential for ensuring the long-term well-being and development of

the children and their families.




Study limitation:

In this study, we encountered some limitations that need to be recognized and

addressed in future research. Some of the limitations are:

The cross-sectional design of the study did not allow the establishment of causal
relationships between the determinants and outcomes of malnutrition. A longitudinal or
experimental design would be more appropriate to examine the causal effects of

interventions and changes in nutritional status over time.

The study relied on self-reported data for some variables, such as dietary intake, feeding
practices, and healthcare utilization, which may be subject to recall bias, social bias, or
measurement error. Objective measures, such as a food diary, observation, or vital signs,

would be more accurate and reliable for assessing these variables.

It was difficult to reach the families, as there are no lists of the names of the
displaced families in the capital's secretariat and the needs of families for aid and its impact

on the movement of the team.
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Annexe

QUESTIONNAIRE

Q1: Current Residence Area : ...

INTERN.
* x % UNIVERSITY * * %

Q2: Directorate:......eee. EMI[%ATES

Q3: street: ...
Q4: Current housing type:

1 Camp 1 Shop [1House [1Other
Q5: Region Of Origin ("displaced from it")

Q6: Governorate.

Q7: Directorate.:

*Personal data

Father's Data -

Q8: Father's NAQME: ...t sse s seaessessessesssssnsassesssassnnns
Q9: Father's Age : .....ceeeeeveerereeeeeennee

Q10: Father's Occupation : ........cceeeeeverrereeseesesesnnns

Q11: Educational level
L1 Illiterate O Primary Education

[J Secondary Education [J]  University or above

-Mother's data:

Q12: MOther's NAME: ......cocceveeieeieerireeer e sss s s e sesssssssassenes

Q13: Mother's Age: .....ccceeereererevereneseennennes
Q14: Mother's Occupation: .........ceceeeeeveeernesnseseseenne
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Q15: Educational level

L1 llliterate [J  Primary Education
[ Secondary Education [1 University or above

Q16: Family's income per month?

[] <50 Thousand R.Y [ 50-100 Thousand R.Y
[1 100-150 Thousand R.Y [] 150-200 Thousand RY
- Child data

Q18: Gender of the Child?
L[] Male [] female

Q19: Age of child : ......ccceeeevreenene.

Q20: place of residence ?

[] Rural ] Urban

Q21: How Caretaker of child?

[] Mother L] Father [] Grandmother [] Caregiver or other

Q24: Birth interval (from previous birth)?
L1 First birth [] <1vyear [1 1-2 year

] 2-3 year [l >3 year

Q25 :ANC service in this pregnancy (for under the study)?
] Yes [] No

Q26: The Baby is ( For Child under the study)?

0 Pre-term L] Full-term L] Post-term
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Q27: Mode of delivery?
[1 Vaginally [1 Caesarian section
Q28: Place of delivery?
L] Hospital [l House
Q29: Weight at birth in grams (For Child under the study)?
[] <2500 grams [1 2500 - 3000 grams
L1 > 3000 grams [l Doesn't know
Q30: What is type of Feeding (from the beginning of life):?
L] Exclusive breast feeding LI Formula feeding only
[] Mixed [J Others
Q31: If Exclusive breast feeding for any duration (weaning age)?
[ <6 months [J 6 months [ >6 months
Q32: Duration of breast feeding (in general)?
L1 No breast feeding [l <6 months [] 6-12 months
[ 12-18 months [J 18-24 months [1>24 months

Q33: In the past. The child has suffered from:?

Diarrhea I Yes [INo
Pneumonia LI Yes [INo
Measles L1 Yes [1No
Heart problem L] Yes [J No
[0 113 1=

Q34 : The child had worm infestation in past?

L1 Yes ] No
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Q35 : Measurement

1- Mid Upper Arm Circumference (MUAC): ...
Sever Acute Malnutrition (SAM)

[l <11.5cm
[1 11.5-12.5cm

[] 12.5-13.5cm

................ cm

Moderate Acute Malnutrition (MAM)

Risky for Malnutrition and should be follow up

[] more than normal

L[] more than normal

[] >13.5cm The child is well nourished
2- weight Kg
* Fit with age:
[] Normal [] less than normal
3- Length/Height.......ccccevvrveererrcnrrrencerrenns cm
*Fit with age:
[] Normal L] less than normal
4-stunting
L1 yes
* Fit with age:
[] Normal [] less than normal

[] more than normal

52

——
| —



i ad) padlal

P

o Aala ¢ allall eladl puan 8 JULY) e e S5 5 jked Al daia ASE 4330 ¢ g
JUlaY) 385 ¢ gus ) 5385 Ao sana e B oball ol il AY Gy Jaal ddas gidl g dcadaidl lald)
O (30 Jiba (g sale 149 (1S 2020 ple A o Jsall el 5 dpallal) daiall dadaia s Couni sl (p 48 il
O Sy Laad) 5l (555 8345 (e 0 53les Usale 38.9 5 ¢l 3l (0 Uisale 45 5 ca 3801 (g () silay dusalal)
Llay) Dha e w5 O CSas ¢ pealis aa sty JELY) el o dady Gl e Ll ol oS
IS Ausal ) o 53 JUlY) e 40830 6 gun ity A Jall 5 Apanall (ial e G L Ml 5 ) el
¢ g5 A3 Y alanil o of oSy am ¢ a3 5 &3 (e Gy el Sl 8 aad g pala
Oadll sl il 1) 5l 5 caiall ) o el g 53 samall Al Al Sl Ciledd y awall Ca gl
& gl all i 2014 ple (8 b ) el glosall g1 dagii dlad) dal asl i (A Olalill e
ALY g 5 Alu) laadd) Jadasi 5 dgaill Al ypexiy SUaill ausd 5 - 5 3
f ) iagd)

Csiian Al Al Al) i 90 QY G Al o e LI Jara (il ) Gl jall oda Chdaa
e A 4 Llals da 3l 1 Jals
‘Aagial

dsalad) G g 50 JlY s 433 ¢ pas iladsa s LS il adaile aranal o Al al) candie
Oftasdl JULY) (e Al )l aaine 5S5 plaiia Aide b Ll e U Sl e G sy ol
L g palails
i)

& £12.2) 740 &b dsddll G 50 JERY) G Al ¢ g lil of AW Dl csig
o g oY) Hladl () g jae JULYI e 7353 b ¢ b e s e (MAM &= %27.7 5 SAM
LOmlS ) gty gaig Baa At o g shoany Lt JULYI ayy Al i ) ) saling 5 4030
LAl

slaina & da Ul Ol G Asalall G ¢ 90 JELY) G 433 ¢ gan L) Jare oy calialdl b
bl yall shlie 8 JakY) gl ol e AN Callay 5 el Ladi o Jarall 138 sing 5 ¢« 740



alal Gl g Lal) aglalf 5 3

EMIR ATES A0 gal) 450 LaY) el
INTERIN NAL - -
* % x UNIVERSITY * * % iaal) ?JM‘J‘T‘H“L:\-‘S

g Jaa JUhil gy daidsill s ga dyshad Jolos g yliicisil Jaso
2023 lein 08 s goill Ldils dajLall yuull gal duslall

Osiald)

Cilhed) dena (o ) 5y e S e sae g
easl) Cpn daaa Dl guaall Jo glalu g
gl Jlaa g Ml Blaa Ao ale dansy
@hial) daa) daaa 515 aSall daaa A By

) Cpal dana g S

Cilyd) Cal

¢k daaa gara [2

2
1444

2023




