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Total 1000 100 

# of rooms in house Frequency Percent% 
2 and less 2 4.8 

3 284 24.8 
4 313 31.3 
5 204 20.4 

6 and more 180 18 
Missing system 8 0.8 

Total 1000 100 
Cover of the floor Frequency Percent% 

Carpets 751 75.1 
Moqutte 141 14.1 
No thing 101 10.1 

Missing system 7 0.7 
Total 1000 100 

• 3.8%of the study sample was living in a camp, 55 % were living in a city & 41 % were 
living in a village. 
• 46.1% of the study sample live in university dormitories, 51.1 % did not. 
• 60.2% of the study lives in relatively new houses (less than 20 years). 32.8% live in houses 
20-50years old, &3.6% live in old houses (>50 years old). 
• 1.9% of the study sample had their houses near factories, 17.2% near fields, 16% in 
crowded population & 62.9% in quiet living place. 
• 14.6%of the study sample had wooded trees around their houses, 42.4% had fruitful trees, 
19.8 %had roses &20.1 % had other kinds. 
• 53.4%of the study sample lived in stone building, 3.1% in Asbestos building & 41 %in 
block building. 
• 19.4%of the study sample use electricity for heating, 11.9% used kerosene, 19.8 % used 
gas, 20.8% used coal, 3% used central heating, 1.3% used conditioner & 0.8 % used space 
heaters. 
• 67.1%of the study sample use fan for cooling, 5.8 % used conditioner & 26.5 % used 
windows. 
• 11.3%of the study sample have cats in their home, 1.6 % have dog, 9 % have birds, 10.8 % 
have chickens, 5.2% have goats, 12.8% have pigeons, 2.3% have other kinds of animals 
&around 45.1% have no animals at home. 
• 22.4%of the study sample have cats around the house, 5.8 % have dog, 4.1 % have horses, 
12.6 % have chickens, 22.8% have goats and cows, 2.5 % have other kinds of animals & 
16.5%have no animal around their houses. 
• 38.2%of the study sample use cotton pillow, 27.4 % use spring, 48 % use feather, 24.3 % 
use wool, & 4.2 % use other types of pillows.  
• 5.6%of the study sample had family member of three and less, and the majority (69.4%) 
had a large family of 7and more members. 
•   4.8%of the study sample have2 and less rooms, 24.8 %have 3 rooms, 31.3 % have 4 rooms, 
20.4 % have 5 rooms & 18 % having 6 rooms. 
• 75.1% of the study sample use carpets for covering the floor, 14.1% of the study sample 
use moquette, and 10.1% of the study sample use nothing to cover their floor. 
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3.1.4 Health Profile 

3.1.4.1. Triggers of asthma and allergy (only those who have asthma and 

allergy symptoms answered these questions) 
Table (9) Triggers that worsen or cause symptoms of the study sample. 

Triggers Types Of Allergy Frequency Percent % 

Grass, trees 
Rhinitis 209 20.9 
Asthma 17 1.7 

Skin allergy 60 6.0 

House dust 
Rhinitis 467 46.7 
Asthma 69 6.9 

Skin allergy 17 1.7 

Animals 
Rhinitis 95 9.5 
Asthma 34 3.4 

Skin allergy 107 10.7 

Respiratory 
infections 

Rhinitis 497 49.7 
Asthma 106 10.6 

Skin allergy 3 0.3 

Exercise 
Rhinitis 68 6.8 
Asthma 109 10.9 

Skin allergy 13 1.3 

Night time 
Rhinitis 119 11.9 
Asthma 36 3.6 

Skin allergy 32 3.2 

Strong odors 
Rhinitis 406 40.6 
Asthma 75 7.5 

Skin allergy 37 3.7 

Cosmetics 
Rhinitis 201 20.1 
Asthma 51 5.1 

Skin allergy 22 2.2 

Emotional upset 
Rhinitis 145 14.5 
Asthma 69 6.9 

Skin allergy 60 6.0 

Smoke 
Rhinitis 338 33.8 
Asthma 152 15.2 

Skin allergy 12 1.2 

Tire burning , 
war gases 

Rhinitis 491 49.1 
Asthma 117 11.7 

Skin allergy 17 1.7 

Cold air 
Rhinitis 148 14.8 
Asthma 63 6.3 
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Skin allergy 8 0.8 

Weather 
changes 

Rhinitis 342 34.2 
Asthma 123 12.3 

Skin allergy 35 3.5 

Drugs 
Rhinitis 99 9.9 
Asthma 25 2.5 

Skin allergy 61 6.1 

Foods, food 
additives 

Rhinitis 39 3.9 
Asthma 27 2.7 

Skin allergy 83 8.3 

Latex 
Rhinitis 40 4.0 
Asthma 14 1.4 

Skin allergy 158 15.8 

Menstrual cycle, 
pregnancy 

Rhinitis 11 1.1 
Asthma 6 0.6 

Skin allergy 46 4.6 

Morning time 
Rhinitis 116 11.6 
Asthma 40 4.0 

Skin allergy 7 0.7 

Auto exhaust 
Rhinitis 339 33.9 
Asthma 122 12.2 

Skin allergy 16 1.6 

Insect. Mold 
Rhinitis 183 18.3 
Asthma 39 3.9 

Skin allergy 172 17.2 
*these percentages of triggers for those who have symptoms of the total study 
sample, the rest of percentage don’t have symptoms.* 
Table 9shows results for the triggers that worsen or cause symptoms of population samples as 
follows: 
•  The triggers that have large effect on health of population sample for rhinitis were 
respiratory infections (49.7%), tire burning and war gases 49.1%, house dust 46.7%, strong 
odors 40.6%, auto exhaust 33.9%, smoke 33.8%, weather changes 34.2%, grass and trees 
20.9%, and cosmetics 20.1%. Other triggers that have lesser effect on Rhinitis are: insect and 
mold 18.3%, cold air 14.8%, emotional upset 14.5%, night times 11.9 %, morning time 11.6%, 
drugs9.9%, animals 9.5%, exercise 6.8%, latex 4% foods 3.9%, menstrual cycle and pregnancy 
1.1%. 
• The triggers that have large effect on health of population sample for asthma were smoke 
15.2 %, weather changes 12.3%, auto exhaust 12.2%, tire burning and war gases 11.7%, 
exercise 10.9%, respiratory infection 10.6 %. Triggers with less effect on asthma were: strong 
odors 7.5 %, house dust 6.9%, emotional upset 6.9 %, cold air 6.3 %, cosmetics 5.1%, morning 
time 4%, insect and mold 3.9%, night time 3.6 %, animals 3.4%, foods and food additives 
2.7%, drugs 2.5%, grass and trees 1.7 %, latex 1.4%, menstrual cycle and pregnancy 0.6 %. 
• The triggers that have large effect on health of population sample for skin allergy were 
insect and mold (17.2%), latex 15.8%, animals 10.7%, foods and food additives 8.3%, drugs 
6.1%, emotional upset 6.0 %, menstrual cycle and pregnancy 4.6%, strong odors 3.7 %, 
weather changes 3.5%, night time 3.2 %, cosmetics 2.2%, triggers with less effect were:  house 
dust, tire burning and war gases 1.7%, exercise 1.3%, auto exhaust 1.6%, smoke 1.2 %, cold air 
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0.8 %, morning time 0.7%, grass and trees 0.6%, respiratory infection 0.3 %. 

 Percentage of asthma and allergy  
Table (10) Percentage of Asthma, wheezing, rhinitis, skin allergy, latex allergy, 
food allergy, drug allergy, insect sting allergy. 

Types of Allergy Frequency Percent % 
Asthma 41 4.1 

Ever wheezing 58 5.8 
Allergic Rhinitis 381 38.1 

Skin allergy 316 31.6 
Latex rubber allergy         33 3.3 

Food allergy 110 11.0 
Drug allergy 84 8.4 

Insect sting allergy 311 31.1 
• 4.1% of study sample stated that they have asthma, 5.8 % had ever wheezing, 38.1% had 
allergic rhinitis, 31.6% had skin allergy, 3.3% had latex rubber allergy, 11.0% had food allergy, 
8.4 % had drug allergy and 31.1 % had insect sting allergy. 

3.1.4.3. Prevalence rate of asthma and allergy 

Prevalence rate of asthma and allergy types were calculated as follows 

(R.beaglehole): 

P = Number of people with the disease or condition at a specific time (×10) n 

Number of people in the population at risk at the specified time 

The number of An–Najah University students in the year 2004 was 12500 

students (Mr. Rafi daraghmeh). 

Table (11) Prevalence rate for asthma and allergy 

Prevalence rate Frequency Types of Allergy 
0.33 41 Asthma 
0.46 58 Ever wheezing 
3.1  381 Allergic Rhinitis 
2.5  316 Skin allergy 
0.26 33 Latex rubber allergy  
0.88 110 Food allergy 
0.67 84 Drug allergy 
2.5 311 Insect sting allergy 
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• Prevalence rate for asthma and allergy among An–Najah University students were 0.33 % 
for asthma , 0.46% for ever wheezing , 3.1% for allergic rhinitis, 2.5 % Skin allergy, 0.26 % for 
latex rubber allergy, 0.88 % food allergy, 0.67 % drug allergy and 2.5% insect sting allergy. 

Table (12) Distribution of allergic diseases according to the study sample gender 

Table 12 shows the distribution of allergic diseases among both sexes for the study sample, the 
results indicate male predominance for those who have asthma; 6 % for male & 2.4% for 
female, similar results were seen for those who have skin allergy; with the percentage of 
35.7%, 27.5% respectively. The results show slightly higher shift for the males among those 
who have allergic rhinitis. 

Total Asthma 
No Yes Gender 

448 421 27 Count Male 100.0% 94.0% 6.0% % 
510 498 12 Count Female 100.0% 97.6% 2.4% % 
958 919 39 Count Total 100.0% 95.9% 4.1% % 

Total Allergic Rhinitis 
No Yes Gender 

448 272 176 Count Male 100.0% 60.7% 39.3% % 
511 319 192 Count Female 100.0% 62.4% 37.6% % 
959 591 368 Count Total 100.0% 61.6% 38.4% % 

Total Skin Allergy 
No Yes Gender 

448 288 160 Count Male 100.0% 64.3% 35.7% % 
510 370 140 Count Female 100.0% 72.5% 27.5% % 
958 658 300 Count 

Total 100.0% 68.7% 31.3% % 
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Table (13) Distribution of allergic diseases according to the study sample Residence  

Table 13 shows the distribution of allergic diseases for the study sample according to their 
residence. The results show that: 4.9% of village residents and 3.4% of city residents had 
asthma; however, there were not any cases from the refugee camps. 
• Regarding allergic rhinitis, 44.7% of camp residents claimed that they have AR, 39.1% of 
village residents and 36.3% of city residents had AR. 
• The highest percentage of skin allergy was among camp residents. About 60 % of camp 
residents, 36.4 % of village residents, and 22.4% of city residents of the study sample claimed 
that they have skin allergy. 

Total Asthma 
No Yes Residence 

38 38 0 Count 
Camp 100.0% 100.0% 0% % 

549 522 27 Count 
Village 100.0% 95.1% 4.9% % 

410 396 14 Count 
City 100.0% 96.6% 3.4% % 

997 956 41 Count 
Total 100.0% 95.9% 4.1% % 

Total Allergic Rhinitis 
No Yes Residence 

38 21 17 Count 
Camp 100.0% 55.3% 44.7% % 

550 335 215 Count 
Village 100.0% 60.9% 39.1% % 

410 261 149 Count 
City 100.0% 63.7% 36.3% % 

998 617 381 Count 
Total 100.0% 61.8% 38.2% % 

Total Skin Allergy 
No Yes Residence 

38 15 23 Count 
Camp 100.0% 39.5% 60.5% % 

549 349 200 Count 
Village 100.0% 63.6% 36.4% % 

410 318 92 Count 
City 100.0% 77.6% 22.4% % 

997 682 315 Count 
Total 100.0% 68.4% 31.6% % 
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3.2. Peak Expiratory Flow Result  

Peak expiratory flow measurement were taken for study samples then 

prediction percent was calculated by using equations based on European or 

USA populations (Nunn and Gregg) and equations for normative lung 

function values for the Persian population (Golshan et al, 2003). 

3.2.1. Comparison between Persian percent prediction, Nunn, and 

Gregg percent prediction equations. 
Table (14) Male group comparison between Persian percent prediction, 
Nunn, and Gregg percent prediction equations. 

Parameter Types of prediction 
equation 

Percent Prediction 
categories 

Frequency Percent%

Male<21 Persian 

PP < 50 3 1.3 
PP (50 -79.9) 27 11.6 

PP ≥ 80 185 79.4 
Total 215 92.3 

Missing System 18 7.7 
Total 233 100.0 

Male<21 (Nunn And Gregg)

PP < 50 65 27.9 
PP (50 -79.9) 102 43.8 

PP ≥ 80 48 20.6 
Total 215 92.3 

Missing System 18 7.7 
Total 233 100.0 

Male≥21 Persian 

PP < 50 0 0 
PP (50 -79.9) 0 0 

PP ≥ 80 183 88.0 
Total 183 88.0 

Missing System 25 12.0 
Total 208 100 

Male≥21 (Nunn And Gregg)

PP < 50 51 24.5 
PP (50 -79.9) 81 38.9 

PP ≥ 80 51 24.5 
Total 183 88.0 

Missing System 25 12.0 
Total 208 100.0 

* Correlation is significant at p value = 0.01* 
PP < 50 (danger), PP 50 -79.9 (caution), PP ≥ 80 (normal lung function) 
• Persian percent predictions of PEF for males who are less than 21 years old were: 1.3% less 
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than 50 (danger), 11.6 % between 50 -79.9 (caution), 79.4 % were ≥ 80 (normal lung function). 
• While 88.0%, of male, who are more or equal to 21years old were normal and there were 
no danger or caution cases, when Persian equation was applied. 
• Nunn and Gregg percent prediction of PEF for males who are less than 21 years old were 
27.9% less than 50 (danger), 43.8 % between 50 -79.9 (caution), 20.6 % were ≥ 80 (normal 
lung function). 
•  Nunn and Gregg percent prediction of PEF for males who are more or equal to 21 years old 
were 24.5 % less than 50 (danger), 38.9 % between  50 -79.9 (caution ), 24.5 % were ≥ 80 
(normal lung function). 

Table (15) Female group comparison between Persian percent prediction, 
Nunn, and Gregg percent prediction equations. 

Parameter Types of Prediction 
Equations 

Percent Prediction
Categories 

Frequency Percent%

Female < 21 Persian 

PP < 50 1 0.3 
PP ( 50 -79.9) 46 15.2 

PP ≥ 80 217 71.6 
Total 264 87.1 

Missing system 39 12.9 
Total 303 100.0 

Female < 21 (Nunn And Gregg) 

PP < 50 78 25.7 
PP ( 50 -79.9) 168 55.4 

PP ≥ 80 18 5.9 
Total 264 87.1 

Missing system 39 12.9 
Total 303 100.0 

Female ≥21 Persian 

PP < 50 22 11.1 
PP ( 50 -79.9) 123 61.8 

PP ≥ 80 31 15.6 
Total 176 88.4 

Missing system 23 11.6 
Total 199 100.0 

Female ≥21 (Nunn And Gregg) 

PP < 50 46 23.1 
PP ( 50 -79.9) 118 59.3 

PP ≥ 80 12 6.0 
Total 176 88.4 

Missing system 23 11.6 
Total 199 100.0 

* Correlation is significant at p value = 0.01 
PP < 50 (danger), PP 50 -79.9 (caution), PP ≥ 80 (normal lung function) 
• Persian percent predictions of PEF for females who are less than 21years old were: 0.3% 
less than 50 (danger), 15.2%between 50 -79.9 (caution), 71.6% were ≥ 80 (normal lung 
function). 
• While 15.6% of females who are more or equal to 21 years old were normal and 61.8% 
between 50 -79.9 (caution), 11.1% less than 50 (danger). 
• Nunn and Gregg percent prediction of PEF for females who are less than 21 years old 
were: 25.7 % less than 50 (danger), 55.4% between 50 -79.9 (caution), 5.9 % were ≥ 80 
(normal lung function). 
• Nunn and Gregg percent prediction of PEF for females who are more or equal to 21 years 



 -60-
old were 23.1 % less than 50 (danger), 59.3% between 50 -79.9 (caution), 6.0 % were ≥ 80 
(normal lung function). 
• Note: missing value was relatively high in Q 9 & Q10 because nearly 100 subjects 
didn’t record their height which considered as important variables for prediction 
equations of PEF. 

3.3. Relationships Results 

To study the relationship between asthma, allergy and other variables such 

as (Gender, smoking, smoking at home, Living place, the tree and grass 

around the house, Kind of building that I live in, Kind of heating source, 

Kind of cooling source, Kind of animals in house, Kind of animal around 

the house, Kind of pillow used, # of family in my house, # of rooms in my 

house, sports Practice, Heart problems ,Diabetes, Weight loss, Deep 

sleeping, Chronic respiratory infections, Chronic abdominal pain, Nasal 

polyps, Anxiety, Thyroid disorder, Skin disorder, Sleep apnea, Chronic 

diarrhea, Migraines, Anemia and Glaucoma),we computed the Chi square 

between them , the results were as shown in the tables below. 

3.3.1. Allergic Rhinitis & social, environmental, health profile 

Table (16) Allergic rhinitis& social, environmental, health profile relationships 

Variables Name Chi Value P Value 
Gender  0.296 0.587 
Are you smoker 0.225 0.635 
Are their smoker in your house 1.06 0.303 
Living place 1.473 0.47 
The tree and grass around the house 0.957 0.81 
Kind of building that I live in it 3.4 0.18 
Kind of heating source 5.97 0.42 
Kind of cooling source 1.74 0.41 
Kind of animals in house 6.75 0.455 
Kind of animal around the house 5.07 0.53 
Kind of pillow I use 4.97 0.29 
# of family in my house 24.9 0.07 
# of rooms in my house 9.58 0.65 
Sports practice 4.65 0.3 
Heart problems 0.17 0.67 
Diabetes 0.022 0.881 
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Weight loss 7.2 0.007 
Deep sleeping 10.4 0.001 
Chronic respiratory infections 27.9 0.000 
Chronic abdominal pain 7.6 0.006 
Nasal polyps 25.7 0.000 
Anxiety 10.37 0.001 
Thyroid disorder 0.01 0.9 
Skin disorder 1.37 0.24 
Sleep apnea 5.1 0.023 
Chronic diarrhea 8.5 0.004 
Migraines 8.09 0.000 
Anemia 5.47 0.019 
Glaucoma 0.663 0.41 

• Their was statistically significant relationship (p value < 0.05) of allergic rhinitis and 
weight loss, deep sleeping, chronic respiratory infections, chronic abdominal pain, nasal 
polyps, anxiety, sleep apnea, chronic diarrhea, migraines, anemia . 
• Their was no statistically significant relationship (p value > 0.05) between allergic rhinitis 
and gender, smoking, smoker at home, living place, the tree and grass around the house, kind of 
building that I live in, kind of heating source, kind of cooling source, kind of animals in house, 
kind of animal around the house, kind of pillow I use, # of family in my house, # of rooms in 
my house, practice a sports, heart problems, diabetes, thyroid disorder, skin allergy, glaucoma. 

3.3.2. Asthma& social, environmental, health profile 

Table (17) Asthma & social, environmental, health profile relationships 
Variables Name Chi Value P Value 

Gender 8.2 0.004 
Are you smoker 5.6 0.018 
Are their smoker in your house 1.31 0.252 
Living place 3.04 0.219 
The tree and grace around the house 4 0.259 
Kind of building that I live in it 0.19 0.90 
Kind of heating source 3.85 0.69 
Kind of cooling source 2.55 0.27 
Kind of animals in house 6.57 0.47 
Kind of animal around the house 2.7 0.83 
Kind of bellow I use 0.783 0.94 
# of family in house 23.18 0.10 
# of rooms in house 2.3 0.99 
Practice a sports 0.18 0.66 
Heart problems 8.47 0.004 
Diabetes 0.13 0.71 
Weight losing 0.02 0.86 
Deep sleeping 1.3 0.24 
Chronic respiratory infections 16.6 0 
Chronic abdominal pain 0.14 0.707 
Nasal polyps 35 0.06 
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Anxiety 0.99 0.31 
Thyroid disorder 6.27 0.01 
Skin disorder 0.003 0.957 
Sleep apnea 0.13 0.71 
Angina 18.56 0 
Chronic diarrhea 5.6 0.017 
Migraines 1.66 0.19 
Anemia 0.05 0.81 
Glaucoma 6.28 0.012 

• Their was statistically significant relationship (p value < 0.05) of asthma and gender, 
smoking, heart problems, chronic respiratory infections, osteoporosis, thyroid disorder, angina, 
chronic diarrhea, glaucoma. 
• Their was no statistically significant relationship (p value > 0.05) of asthma & smoker in 
house, living place, the tree and grass around the house, kind of building that I live in, kind of 
heating source, kind of cooling source, kind of animals in house, kind of animal around the 
house, kind of pillow I use, # of family in my house, # of rooms in my house, practice a sports, 
allergy test, diabetes, weight loss, deep sleeping , chronic abdominal pain, nasal polyps, 
anxiety, skin allergy, sleep apnea, migraines, anemia. 

3.3.3. Skin allergy& social, environmental, health profile 

Table (18) Skin allergy & social, environmental and health profile relationships 
Variable Name Chi Value P Value 

Gender 4.68 0.03 
Are you smoker 0.232 0.63 
Are there smoker in your house 1.17 0.278 
Living place 18.7 0 
The tree and grass around the house 1.98 0.57 
Kind of building that I live in it 5.1 0.07 
Kind of heating source 6.7 0.34 
Kind of cooling source 0.35 0.838 
Kind of animals in house 9.93 0.192 
Kind of animal around the house 6.4 0.37 
Kind of pillow I use 6.5 0.164 
# Of family in house 37.9 0.002 
# Of rooms in house 3.2 0.993 
Practice a sport 2.9 0.086 
Allergy test 12.9 0 
Heart problems 9.57 0.002 
Diabetes 0.82 0.36 
Weight losing 3.9 .04 
Deep sleeping 10.45 0.001 
Chronic respiratory infections 3.8 0.05 
Chronic abdominal pain 11.13 0.001 
Nasal polyps 4 0.045 
Anxiety 20.4 0 
Thyroid disorder 8.8 0.003 
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Skin disorder 124.4 0 
Sleep apnea 7.9 0.005 
Angina 10.8 0.001 
Chronic diarrhea 9.7 0.002 
Migraines 24.8 0 
Anemia 0.67 0.41 
Glaucoma 4.8 0.028 

• Their was statistically significant relationship (p value < 0.05) of skin allergy and gender, 
living place, # of family in house, allergy test, heart problems, deep sleeping , chronic 
abdominal pain, nasal polyps, anxiety, osteoporosis, thyroid disorder, skin allergy, sleep apnea, 
chronic diarrhea, migraines, glaucoma, ulcer kidney stone and Chronic respiratory infections  
• Their was no statistically significant relationship (p value > 0.05) skin allergy and smoking, 
smoker in house, the tree and grass around the house, kind of building that I live in it, kind of 
heating source, kind of cooling source, kind of animals in house, kind of animal around the 
house, kind of pillow I use, # of rooms in house, practice a sport, diabetes and anemia. 
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3.3.4. BMI categorized & Persian percent prediction for male 
categorized 

To test the relation between both variables Pearson chi – square was 

computed, the results were shown in the tables below. 

Table (19) BMI categorized & Persian percent prediction for male less than 
21 categorized 

BMI Categorized 

Persian Percent Prediction For Male Less Than 
21 Categorized 

Less than 50 
(Dangerous) 

(50-79.9) 
(Caution) 

80 and more 
(Normal) Total 

Normal ( < 25 ) 
% within BMI categorized 

5 
1.6% 

49 
15.3% 

266 
83.1% 

320 
100.0% 

Overweight (25-29.9) Count
% within BMI categorized 

0 
0 

4 
5.5% 

69 
94.5% 

73 
100.0% 

Obese (30 & over) Count 
% within BMI categorized 

0 
0 

1 
7.1% 

13 
92.9% 

14 
100.0% 

Total Count 
% within BMI categorized 

5 
1.6% 

53 
13.3% 

348 
85.5% 

407 
100.0% 

Pearson chi – square = 7.095, p value = 0.131 

Bars as shown below demonstrated this table 

BMI categorized

obese (30 & over)
over w t (25-29.9)

normal less than 25`

C
ou

nt

300

200

100

0

male persian perce

less than 50

dangerouse

50-79.9   (caution)

80 and more(normal)

 
Figure 1. BMI & Persian percent prediction for male less than 21 
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Table (20) BMI categorized & Persian percent prediction for male equal or 
more than 21 categorized 

BMI Categorized 

Persian Percent Prediction For Male Equal Or 
More Than 21 Categorized 

Less Than 50 
(Dangerous) 

(50-79.9) 
(Caution) 

80 and More 
(Normal) 

Total 

Normal < 25 
% Within BMI Categorized 

1 
0.3% 

1 
0.3% 

318 
99.4% 

320 
100.0% 

Overweight (25-29.9) Count 
% Within BMI Categorized 

0 
0 

0 
0 

73 
100.0% 

73 
100.0% 

Obese (30 & Over) Count 
% Within BMI Categorized 

0 
0 

0 
0 

14 
100.0% 

14 
100.0% 

Total Count 
%Within BMI Categorized

1 
0.2% 

1 
0.2% 

405 
99.5% 

407 
100.0% 

Pearson chi – square = 0.546, p value = 0.969 

Bars as shown below demonstrated this table 

BMIcategorized

obese (30 & over)
over w t (25-29.9)

normal less than 25`

C
ou

nt

400

300

200

100

0

male persian perce

less than 50

(dangerouse)

50-79.9(caution)

80 and more(normal)

Figure 2. BMI & Persian percent prediction for male equal or more than 

21  
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3.3.5. Sport practicing & Persian percent prediction for male 

categorized 

To test the relation between both variables Pearson chi–square was 

computed, the results were shown in the tables below. 

Table (21) Sport practicing & Persian percent prediction for male less than 
21 categorized 

Sport Practicing 

Persian percent prediction for male less 
than 21 categorized 

Total Less than 50 
(Dangerous) 

(50 -79.9) 
(Caution) 

80 and more 
(Normal) 

Yes Count 
% 

3 
1.1% 

35 
13.0% 

231 
85.9% 

269 
100.0% 

No 
 

Count 
% 

1 
0.8% 

16 
12.5% 

111 
86.7% 

128 
100.0% 

Total Count 
% 

4 
1.0% 

51 
12.8% 

342 
86.1% 

397 
100.0% 

Pearson chi – square = 0.121, p value = 0 .941 

Bars as shown below demonstrated this table 

sport practing

NoYes

C
ou

nt

300

200

100

0

male persian perce

less than 50(dangaru

se)

50-79.9(caution)

80 and more(normal)

Figure 3. Sport practicing & Persian percent prediction for male less 

than21  



 -67-

Table (22) Sport practicing & Persian percent prediction for male equal or 
more than 21 categorized 

Sport Practicing 
 

Persian percent prediction for male 
equal or more than 21 categorized 

Total Less than 50 
(Dangerous) 

80 and more 
(Normal) 

Yes 
 

Count 
% 

1 
0.4% 

268 
99.6% 

269 
100.0% 

No Count 
% 

0 
0 

128 
100.0% 

128 
100.0% 

Total Count 
% 

1 
o.3% 

396 
99.7% 

397 
100.0% 

Pearson chi – square = 0.472, p value = 0 .49 

Bars as shown below demonstrated this table  

sport practing

NoYes

C
ou

nt

300

200

100

0

male persian perce

less than 50

(dangarouse)

80 and more(normal)

Figure 4. Sport practicing & Persian percent prediction for male equal or 

more than 21 
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3.3.6. Smoking & Persian percent prediction for male categorized 

To test the relation between both variables Pearson chi – square was 

computed, the results were shown in the tables below. 

Table (23) Smoking & Persian percent prediction for male less than 21 
categorized 

Smoking 

Persian percent prediction for male less 
than 21 categorized 

Total less than 50 
(Dangerous) 

( 50 - 79.9 ) 
(Caution) 

80 and more 
(Normal) 

Yes Count 
% 

0 
0 

22 
15.8% 

117 
84.2% 

139 
100.0% 

No Count 
% 

5 
1.8% 

33 
12.0% 

238 
86.2% 

276 
100.0% 

Total Count 
% 

5 
1.2% 

55 
13.3% 

355 
85.5% 

415 
100.0% 

Pearson chi – square = 3.609, p value = 0.165 

Bars as shown below demonstrated this table 

smoking

NoYes

C
ou

nt

300

200

100

0

male persian percent

less than 50(dangaru

se)

50-79.9(caution)

80 and more(normal)

 

Figure 5. Smoking & Persian percent prediction for male less than 21 
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Table (24) Smoking & Persian percent prediction for male equal or more 
than 21 categorized 

Smoking 
 

Persian percent prediction for male 
equal or more than 21 categorized 

Total 
less than 50 
(Dangerous)

(50-79.9) 
(Caution) 

80and more 
(Normal) 

Yes Count 
% 

0 
0 

0 
0 

139 
100.0% 

139 
100.0% 

No Count 
% 

1 
0.4% 

1 
0.4% 

274 
99.3% 

276 
100.0% 

Total Count 
% 

1 
0.2% 

1 
0.2% 

413 
99.5% 

415 
100.0% 

Pearson chi – square = 1.012, p value = 0 .603 

Bars as shown below demonstrated this table 

smoking

NoYes

C
ou

nt

300

200

100

0

male persian percent

less than 50(dangaru

se)

50-79.9(caution)

80 and more(normal)

Figure 6. Smoking & Persian percent prediction for male equal or more 

than 21 
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3.3.7. Residence & Persian percent prediction for male categorized 

To test the relation between both variables Pearson chi – square was 

computed, the results were shown in the tables. 

Table (25) Residence & Persian percent prediction for male less than 21 
categorized  

Residence 

Persian percent prediction for male less 
than 21 categorized 

Total Less than 50 
(Dangerous) 

(50 - 79.9) 
(Caution) 

80 and more 
(Normal) 

Camp 
 

Count 
% 

0 
0 

5 
31.3% 

11 
68.8% 

16 
100.0% 

Village Count 
% 

5 
1.8% 

34 
12.5% 

233 
85.7% 

272 
100.0% 

City 
 

Count 
% 

0 
0 

15 
11.3% 

118 
88.7% 

133 
100.0% 

Total 
 

Count 
% 

5 
1.2% 

54 
12.8% 

362 
86.0% 

421 
100.0% 

Pearson chi – square = 7.916, p value = 0.095 

Bars as shown below demonstrated this table 

Residence

cityvillagecamp

C
ou

nt

300

200

100

0

male persian perce

less than 50

(dangarouse)

50-79.9(caution)

80 and more(normal)

Figure 7. Residence & Persian percent prediction for male less than 21 
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Table (26) Residence & Persian percent prediction for male equal or more 
than 21 categorized 

Residence 

Persian percent prediction for male equal or 
more than 21 categorized Total 

 Less than 50
(Dangerous)

(50-79.9) 
(Caution) 

80 and more 
(Normal) 

 Camp 
 

Count 
% 

0 
0 

0 
0 

16 
100.0% 

16 
100.0% 

 Village 
 

Count 
% 

1 
0.4% 

1 
0.4% 

270 
99.3% 

272 
100.0% 

 City 
 

Count 
% 

0 
0 

0 
0 

133 
100.0% 

133 
100.0% 

Total 
 

Count 
% 

1 
0.2% 

1 
0.2% 

419 
99.5% 

421 
100.0% 

Pearson chi – square = 1.101, p value = 0.894 

Bars as shown below demonstrated this table 

Residence

cityvillagecamp

C
ou

nt

300

200

100

0

male persian percent

less than 50(dangaru

se)

50-79.9(caution)

80 and more(normal)

Figure 8. Residence & Persian percent prediction for male equal and more 

than 21 
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3.3.8. Asthma & Persian percent prediction for male categorized 

To test the relation between both variables Pearson chi – square was 

computed , the results were shown in the tables below. 

Table (27) Asthma & Persian percent prediction for male less than 21 
categorized 

Asthma 

Persian percent prediction for male less than 
21 categorized 

Total Less than 50 
(Dangerous) 

(50 - 79.9) 
(Caution) 

80 and more 
(Normal) 

 
 

Yes 
 

Count 
% 

0 
0 

4 
16.0% 

21 
84.0% 

25 
100.0% 

 No 
 

Count 
% 

5 
1.3% 

51 
12.8% 

341 
85.9% 

397 
100.0% 

Total Count 
% 

5 
1.2% 

55 
13.0% 

362 
85.8% 

422 
100.0% 

Pearson chi – square = 0.504, p value = 0.777 

Bars as shown below demonstrated this table 

Asthma

NoYes

C
ou

nt

400

300

200

100

0

male persian percent

less than 50(dangaru

se)

50-79.9(caution)

80 and more(normal)

 

Figure 9. Asthma & Persian percent prediction for male less than 21 
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Table (28) Asthma & Persian percent prediction for male equal or more 
than 21 categorized 

Asthma 

Persian percent prediction for male equal or 
more than 21 categorized 

Total Less than 50 
(Dangerous) 

(50-79.9) 
(Caution) 

80and more 
(Normal) 

 Yes 
 

Count 
% 

0 
0 

0 
0 

25 
100.0% 

25 
100.0% 

 No Count 
% 

1 
0.3% 

1 
0.3% 

395 
99.5% 

397 
100.0% 

Total 
 

Count 
% 

1 
0.2% 

1 
0.2% 

420 
99.5% 

422 
100.0% 

Pearson chi – square = 0.127, p value = 0.939 

Bars as shown below demonstrated this table 

Asthma

NoYes

C
ou

nt

500

400

300

200

100

0

male persian percent

less than 50(dangaru

se)

50-79.9(caution)

80 and more(normal)

Figure 10. Asthma & Persian percent prediction for male equal or more 

than 21 
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3.3.8. BMI & Persian percent prediction for female categorized 

To test the relation between both variables Pearson chi–square was 

computed, the results were shown in the tables below. 

Table (29) BMI & Persian percent prediction for female less than 21 categorized 

Body Mass Index 

Persian percent prediction for female less 
than 21 categorized 

Total Less than 50
(Dangerous)

(50-79.9) 
(Caution) 

80 and more 
(Normal) 

 

Normal 
less than 25 

Count 
% 

2 
0.5% 

73 
19.7% 

296 
79.8% 

371 
100.0% 

Over weight 
(25 - 29.9) 

Count 
% 

0 
0 

7 
13.2% 

46 
86.8% 

53 
100.0% 

Obese 
(30 & over) 

Count 
% 

0 
0 

0 
0 

5 
100.0% 

5 
100.0% 

Total 
 

Count 
% 

2 
0.5% 

80 
18.6% 

347 
80.9% 

429 
100.0% 

Pearson chi–square = 2.807, p value = 0.591 

Bars as shown below demonstrated this table 

BMI categorized

obese (30 & over)
over w t (25-29.9)

normal less than 25`

C
ou

nt

400

300

200

100

0

female persian perce

less than 50

dangerouse

( 50 -79.9 ) caution

80 & more normal

 

Figure 11. BMI & Persian percent prediction for female less than 21 
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Table (30) BMI & Persian percent prediction for female equal or more than 
21 categorized 

BMI categorized 

Persian percent prediction for female 
equal or more than 21 categorized Total Less than 50 

(Dangerous) 
(50-79.9) 
(Caution) 

80and more 
(Normal) 

 

Normal 
less than 25 

Count
% 

62 
16.7% 

256 
69.0% 

53 
14.3% 

371 
100.0% 

Over weight 
(25-29.9) 

Count
% 

5 
9.4% 

36 
67.9% 

12 
22.6% 

53 
100.0% 

Obese 
( 30 & over ) 

Count
% 

0 
0 

3 
60.0% 

2 
40.0% 

5 
100.0% 

Total 
 

Count
% 

67 
15.6% 

295 
68.8% 

67 
15.6% 

429 
100.0% 

Pearson chi – square = 6.426, p value = 0.170 

Bars as shown below demonstrated this table 

BMI categorized

obese (30 & over)
over w t (25-29.9)

normal less than 25`

C
ou

nt

300

200

100

0

female persian perce

less than 50

dangerouse

(50 - 78.9) caution

80 & more normal

 

Figure 12. BMI & Persian percent prediction for female equal or more than 

21 
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3.3.9. Sport practicing & Persian percent prediction for female 

categorized 

To test the relation between both variables Pearson chi – square was 

computed, the results were shown in the tables below. 

Table (31) Sports & Persian percent prediction for female less than 
21categorized 

Sport practicing 

Persian percent prediction for female less 
than 21 categorized Total Less than 50 

(Dangerous) 
(50-79.9) 
(Caution) 

80 and more 
(Normal) 

 
Yes Count 

% 
0 
0 

27 
15.2% 

151 
84.8% 

178 
100.0% 

No Count 
% 

2 
0.8% 

48 
20.0% 

190 
79.2% 

240 
100.0% 

Total Count 
% 

2 
0.5% 

75 
17.9% 

341 
81.6% 

418 
100.0% 

Pearson chi – square = 3.215, p value = 0.200 

Bars as shown below demonstrated this table 

sport practing

NoYes

C
ou

nt

200

100

0

female persian perc

less than 50

dangerouse

(50 - 79.9) caution

80 & more normal

 

Figure 13. Sport practicing & Persian percent prediction for female less 

than 21 
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Table (32) Sports & Persian percent prediction for female equal or more 
than 21 categorized 

Sport Practicing 

Persian percent prediction for female 
equal or more than 21 categorized Total 

 Less than 50 
(Dangerous) 

(50-79.9) 
(Caution) 

80 and more 
(Normal) 

 
Yes Count 

% 
24 

13.5% 
123 

69.1% 
31 

17.4% 
178 

100.0% 

No Count 
% 

38 
15.8% 

163 
67.9% 

39 
16.3% 

240 
100.0% 

Total Count 
% 

62 
14.8% 

286 
68.4% 

70 
16.7% 

418 
100.0% 

Pearson chi–square = 0.484, p value = 0.785 

Bars as shown below demonstrated this table 

sport practing

NoYes

C
ou

nt

200

100

0

female persian perc

less than 50

dangerouse

(50 - 79.9) caution

80 & more normal

 Figure 14. Sport practicing & Persian percent prediction for female equal 

or more than 21 
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3.3.10. Residence & Persian percent prediction for female categorized 

To test the relation between both variables Pearson chi – square was 

computed, the results were shown in the tables below 

Table (33) Residence & Persian percent prediction for female less than 21 
categorized 

Residence 

Persian percent prediction for female less 
than 21 categorized Total Less than 50 

(Dangerous) 
(50-79.9) 
(Caution) 

80 and more 
(Normal) 

 

Camp Count 
% 

0 
0 

2 
11.1% 

16 
88.9% 

18 
100.0% 

Village Count 
% 

2 
1.0% 

38 
18.9% 

161 
80.1% 

201 
100.0% 

City Count 
% 

0 
0 

41 
18.6% 

180 
81.4% 

221 
100.0% 

Total Count 
% 

2 
0.5% 

81 
18.4% 

357 
81.1% 

440 
100.0% 

Pearson chi – square = 3.091, p value = 0.543 

Bars as shown below demonstrated this table 

Residence

cityvillagecamp

C
ou

nt

200

100

0

female persian perce

   less than 50

   (50-79.9) 

    80 & more 

 
Figure 15. Residence & Persian percent prediction for female less than 21 
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Table (34) Residence & Persian percent prediction for female equal or 
more than 21 categorized 

Residence 

Persian percent prediction for female equal 
or more than 21 categorized Total 

 Less than 50 
(Dangerous) 

(50-79.9) 
(Caution) 

80 and more 
(Normal) 

 

Camp Count 
% 

2 
11.1% 

12 
66.7% 

4 
22.2% 

18 
100.0% 

Village Count 
% 

33 
16.4% 

135 
67.2% 

33 
16.4% 

201 
100.0% 

City Count 
% 

33 
14.9% 

153 
69.2% 

35 
15.8% 

221 
100.0% 

Total Count 
% 

68 
15.5% 

300 
68.2% 

72 
16.4% 

440 
100.0% 

Pearson chi – square = 0.867, p value = 0.929 

Bars as shown below demonstrated this table 

Residence

cityvillagecamp

C
ou

nt

200

100

0

female persian perce

   less than 50

(50 - 79.9)

    80 & more

Figure 16. Residence & Persian percent prediction for female equal or more 

than 21 
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3.3.11. Smoking & Persian percent prediction for female categorized 

To test the relation between both variables Pearson chi – square was 

computed, the results were shown in the tables below 

Table (35) Smoking& Persian percent prediction for female less than 21 
categorized 

Bars as shown below demonstrated this table 

Smoking

NoYes

C
ou

nt

400

300

200

100

0

female persian perce

  less than 50

   (50 - 79.9)

   80 & more

Figure 17. Smoking & Persian percent prediction for female less than 21 

Smoking 

Persian percent prediction for female less 
than 21 categorized Total 

Less than 50 
(Dangerous) 

(50-79.9) 
(Caution) 

80 and more 
(Normal) 

 
Yes Count 

% 
0 
0 

3 
33.3% 

6 
66.7% 

9 
100.0% 

No Count 
% 

2 
0.5% 

78 
18.3% 

346 
81.2% 

426 
100.0% 

Total Count 
% 

2 
0.5% 

81 
18.6% 

352 
80.9% 

435 
100.0% 

Pearson chi-square = 1.341, p value = 0.511
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Table (36) Smoking & Persian percent prediction for female equal or more 
than 21 categorized 

Smoking 

Persian percent prediction for female equal or 
more than 21 categorized Total Less than 50 

(Dangerous) 
(50-79 .9) 
(Caution) 

80 and more 
(Normal) 

 
Yes Count 

% 
2 

22.2% 
6 

66.7% 
1 

11.1% 
9 

100.0% 

No Count 
% 

66 
15.5% 

289 
67.8% 

71 
16.7% 

426 
100.0% 

Total Count 
% 

68 
15.6% 

295 
67.8% 

72 
16.6% 

435 
100.0% 

Pearson chi – square = 0.421, p value = 0.810 

Bars as shown below demonstrated this table 

smoking

NoYes

C
ou

nt

400

300

200

100

0

female persian perce

less than 50

(50 - 79.9)

80 & more

Figure 18. Smoking & Persian percent prediction for female equal or more 

than 21 
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3.3.11. Asthma & Persian percent prediction for female categorized 

To test the relation between both variables Pearson chi–square was 

computed, the results were shown in the tables below 

Table (37) Asthma & Persian percent prediction for female less than 21 
categorized 

Asthma 

Persian Percent Prediction For Female Less 
than 21 Categorized Total 

 Less than 50 
(Dangerous) 

(50-79.9) 
(Caution) 

80 and more 
(Normal) 

 

Yes 
 

Count 
% 

0 
0 

7 
63.6% 

4 
36.4% 

11 
100.0% 

No Count 
% 

2 
0.5% 

74 
17.3% 

352 
82.2% 

428 
100.0% 

Total Count 
% 

2 
0.5% 

81 
18.5% 

356 
81.1% 

439 
100.0% 

Pearson chi–square = 15.320, p value = 0 .000 

Bars as shown below demonstrated this table 

Asthma

NoYes

C
ou

nt

400

300

200

100

0

female persian perce

less than 50

(50 - 79.9)

80 & more

Figure 19. Asthma & Persian percent prediction for female less than 21 
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Table (38) Asthma & Persian percent prediction for female equal or more 
than 21 categorized 

Asthma 

Persian percent prediction for female equal or 
more than 21 categorized Total 

 Less than 50 
(Dangerous) 

(50 - 79.9) 
(Caution) 

80 and more 
(Normal) 

 Yes Count 
% 

7 
63.6%

3 
27.3%

1 
9.1% 

11 
100.0%

No Count 
% 

61 
14.3%

297 
69.4%

70 
16.4% 

428 
100.0%

Total Count 
% 

68 
15.5%

300 
68.3%

71 
16.2% 

439 
100.0%

Pearson chi–square = 20.019, p value = 0.000 

Bars as shown below demonstrated this table 

Asthma

NoYes

C
ou

nt

400

300

200

100

0

female persian perce

 less than 50

( 50 - 79.9 )

80 & more

Figure 20. Asthma & Persian percent prediction for female equal or more 

than 21 
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Discussion 

Palestine, as a country in transition shifting from traditional to a modern 

society, has several unique features; the population is young with 46% 

being aged < 15 years (Census result summery 2001), an increase in the 

fertility rate, socioeconomic changes, and rural – urban migration. other 

special important changes imposed on Palestinian society is the different 

political, social economical, and environmental changes associated with 

current AL Aqsa Intifada, people have been exposed to different kinds of 

war gasses, tire burning fumes , building destruction ,and so on. The aim 

of this study is to assess the prevalence of asthma and allergy among An 

Najah University students and their possible risk factors, and in addition to 

test the value of using PEF in our target population.  

4.1. Social profile  

The researcher studied the social profile of the study sample through 

answers for related questions Q1-Q2 in the questionnaire (appendix 1) to 

have and idea about the social pattern of An Najah University students, 

which might be helpful in this study. 

4.1.1. Socio demographic profile  

In our study sample, we have a fair mix of males and females, most of the 

students were 20 years old or less , just 2.5% were older than 24. These 

results reflect the profile of under graduate students at An Najah 

University who are usually 18–20 years old. The percentages of the 

students in the sample from each college were representing the percentage 

of number of students in each college to the total students at the university. 

this table also shows that nearly half of the target population practice sport 
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while 42.8% didn’t, and this indicate poor physical activity among this 

young aged students, (See table 5). 

The majority of the students in the study sample had normal BMI (72.3%), 

13.2 % were over weight, and only 2.2 % were obese, this result shows 

that students at An Najah University in general don’t have weight problem, 

although there is convincing evidence that BMI has increased the last 10-

30 years in developed countries (Turn bull et al 2004). 

More than 90% of our samples were single & unemployed; this is an 

expected pattern for undergraduate students in Palestine and most of 

Arabic countries.  

Regarding smoking, 17.6% of students in the target population were 

smokers, and 55.4% of the students in the study sample were exposed to 

environmental tobacco smoke in their houses, (See table 7).Effort need to 

be done by the university & health authorities to educate students about 

smoking risk. 

When the target population were distributed according to their residence, 

the lowest percent of the student in the study sample were from refugee 

camps (3.8%), 46.1% of the target population were living in dormitories, 

which can be explained by political circumstances after AL Aqsa Intifada 

with closure & check points that makes transportation between Palestinian 

cities very difficult, (See table 8). 

In regards to houses conditions, the results show that 60.2 % of the student 

in the study sample lived in houses < 20 years of ages, similarly most of 

the houses of students in the study sample were laid out in quiet places, the 

highest percentage of the student were living in stone houses, while the 
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lowest percent (3.1%) were living in asbestos building. Although the 

percent of asbestos building is low, it indicates an important need for 

raising awareness among students about asbestos & its hazardous effects 

on the lungs. 

Regarding houses of study population, 41.8% of the students use gas for 

heating, 20.8% use coal, and 11.9% use kerosene. These results reflect the 

pattern of available sources for heating in Palestine. 

The highest percent of the students in the study sample did not have any 

kind of animals in their houses. While 12.8 % had pigeons, 11.3% had 

cats, and 9% had chicken. These results indicate that acquiring pets is not 

very popular in Palestine, (See table 8).  

Most of the target populations were using pillows made from cotton 

(38.2%), just 4.8% were using pillows made from feathers, and 24.3% 

were using pillows made from wool. Health education should be done for 

those who have asthma about minimizing dust by encasement mattress, 

box spring ad pillow by proof covers. 

The lowest percentage (5.6%) of the target population had small size 

family (3 and less), while the highest percentage (69.4%) had large size 

family (7 and more); these results indicate a high fertility rate in Palestine. 

The highest percent of the target population had 4 rooms in their houses, 

the lowest percent (4.8%) had 2 and less rooms .this reflects that majority 

of students at the university come from middle class, (see table 8). 

About the planting around the target population houses, 42.4 % of the 

students in the study sample mentioned that fruitful trees were planted 
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around their houses, while 14.6% had wooded trees, these results reflect 

Palestinian tradition of planting trees around their houses.  

4.2. Triggers that worsen or cause symptoms for population sample  

The triggers that have large effect on health of population sample for 

allergic rhinitis were respiratory infections, tire burning and war gases, 

house dust, strong odors, auto exhaust, smoke and weather changes 

(49.7%, 49 .1 %, 46.7%, 40.6 %, 33.9%, 33.8%, 34.2%), respectively. 

For asthma, the triggers were smoking, weather changes, auto exhausted, 

tire burning and war gases, exercise and respiratory infections (15.2%, 

12.3%, 12.2%, 11.7%, 10.9% 10.6 %) respectively. While the triggers that 

have large effect on our study sample for skin allergy were insect and 

mold, latex, animals and food (17.2%, 15.8%, 10.7 %, 8.3%), respectively. 

And the rest has fewer effects as triggers for symptoms of asthma and 

allergy, (see table 9). 

These results indicate that war gases and tire burning play an important 

role in worsening asthma and rhinitis symptoms that points the effect of 

political conflict and the use of war gases and tire burning on the health of 

our society. 

An important observation in this study is that triggers that worsen asthma 

symptoms were nearly the same, which worsen the rhinitis symptoms. 

Different international studies have confirmed that allergic rhinitis is 

implicated as a trigger for asthma attacks among adults and children, so 

controlling allergic rhinitis appear to help control the symptoms of asthma, 

(Nayak 2003).  

The effect of house conditions on asthma and allergy such as house dust 
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mite and home dampness in addition to indoor exposure to volatile organic 

compound were confirmed by other similar studies indicating that triggers 

at least maintain currently symptomatic asthma, allergic rhinitis, and atopic 

dermatitis, further more they increase susceptibility to common colds and 

possibly to other respiratory infections, (Kilpelainen et al 2001). 

The effect of trees on triggering asthma and allergy were supported by 

several studies. Gilardiet et al, 1994 carried a study in southern part of 

Switzerland analyzing the effect of tree, mold spore, weed pollens in 

causing an inflammatory reaction, which found these factors to induce 

classical allergy. 

Our study results show frequency smoking effect on asthma and allergic 

rhinitis. Several other studies pointed out that smoking produce adverse 

effect on airway of asthmatic individuals. (Thomson et al 2004), and 

exercise induces asthmatic reactions in about 17 million American, (J Resp 

Dis 2002). 

The frequency percentage of effect of auto exhaust on asthma and allergic 

rhinitis indicate the crowding of vehicular traffic in small closed districts, 

this traffic problem and its associated emissions has been one of the major 

contributory factors to cause sharp rise in the prevalence of allergic 

disease, (Peterson and Saxon 1996). 

Our results pointed to very strong effect of insect and molds in triggering 

skin allergy see table 9. Other studies pointed out that Sensitivity against 

mold spores was 2-9 %, (Gilardiet et al 1994) and stinging insects cause 

severe allergic reactions including generalized urticaria, angioedema, 

(Yunginger,1998). 
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4.3. The prevalence of asthma and allergy  

In our study, the prevalence of asthma diagnosis was 0.33%, and the 

prevalence of ever wheezing was 0.46%, the prevalence of allergic rhinitis, 

skin allergy, latex rubber allergy, food allergy, drug allergy and insect 

sting allergy were 3.1 % 2.5% 0.26% 0.88% 0.67% and 2.5% respectively. 

It is of notice that, while asthma prevalence is relatively low, allergic 

rhinitis and skin allergy are much higher. Similar findings were reported in 

some of the ISAAC studies in which higher prevalence rates for eczema 

were observed in countries with lower asthma prevalence rates, ISAAC 

1998. 

These results are consistent with findings of Janson et al which showed 

that atopy and bronchial responsiveness with high prevalence rate in 

English speaking countries and low prevalence rates in the Mediterranean 

region and eastern Europe, (Janson et al 2001). 

Our Results were very close to a study carried out in Duzce in Turkey. 

Their results showed that the prevalence of childhood asthma diagnosed by 

physicians was 6.4%, AR was 3.35%, and eczema was 2.8%, (Uyan et al 

2003). 

Furthermore, in Jordan, a neighboring country with very similar social, 

cultural& environmental conditions, where a high percentage of the 

population are of Palestinian origin, the reported wheezing prevalence was 

8.3%, but physician – diagnosed asthma was 4.1 %, (Abuekteish et al 

1996). The difference in the physician – diagnosed asthma between the 

two countries might be due to variations in health prevention strategies 

including health education, or differences in healthcare provisions and 

services. 
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Two important studies on asthma carried out in Ramallah city, in the 

middle area of the West Bank by (Hasan et al 2000) and (EL Sharif et al 

2002), found relatively low prevalence of asthma compared to 

international studies, although the prevalence rate in these two studies 

(3.8%, 9.4%) was higher than our results. This may reflect an 

underestimation of the diagnosis, or might be due to relatively small size 

of our study samples with respect to other two studies. 

However, in Israel, which shares the same outdoor environment, as 

Palestine the prevalence for asthma and allergy for Israeli Jews and Arabs 

were markedly higher than that of our results& other two Palestinian 

studies. The Israeli study showed prevalence rate of asthma 12%, AR 14%, 

food allergy 7%, insect bite sting 3%, drug allergy 6%, and skin allergy 

7%, the same study showed that allergic conditions were higher in the 

Israeli Arab population and those with low income and low education, 

(Shahar and Lorber 2001). 

Another study was carried out on the differences in the prevalence of 

asthma and current wheeze between Jews and Arabs, showed that the 

prevalence of asthma and current wheeze was significantly higher in 

Jewish children compared with Arab children, (Shohat et al, 1997). 

The observed difference in the prevalence of asthma and allergy between 

population in Palestine and population in Israel might give a clue to the 

pathogenesis of asthma and allergy, and this might be due to disparity in 

genetics due to population diversity (Kivity et al 2001), differences in 

lifestyle (Von et al 1994), including dietary factors (Hijazi et al 2000), or 

differences in the indoor environment and allergen exposure (Burr et al 

1994). 



 -92-

The highest prevalence rate in the middle east was seen in Tehran (23.5%) 

had rhinitis, and the total prevalence for asthma was 3.5 % in general 

population and 7.2% in AR subjects, the prevalence of cautanous allergy 

also was 35.8% in children with AR, (Ghazi et al 2003). 

4.4. Relationship  

4.4.1. The relationship between allergies and social, environmental, 

and health profile  

4.4.1.1. Allergic rhinitis and social, environmental and health profile 

relationship. 

Our results show statistically significant relationship between allergic 

rhinitis and weight loss, deep sleeping, chronic respiratory infections, 

chronic abdominal pain, nasal polyps, anxiety, sleep apnea, chronic 

diarrhea and migraines at p value < 0.05 (see table 16). 

Several studies have shown similar relationship results, (Salzano et al 

1992) and (Akcakayan et al 2000). 

The gender relationships with AR were not statistically significant (see 

table 12). A Sweden study also did not find difference between men and 

women in general population, (Druce et al 1998). However a study in 

Tehran, found a significant relationship was found between gender and 

AR, (Ghazi et al 2003). 

The relationship between AR and residence and other social and 

environmental profile were statistically not significant, (see table 13). 

The same relationship between allergic rhinitis and social and 

environmental factor have received little attention. A study carried out in 
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Tehran showed that environmental and social factors are important risk 

factors in the incidence of AR, (Ghazi et al 2003). Another study showed 

significant association between social and environmental factor with AR, 

(Kilpelainen et al 2001). 

AR triggers can be allergic or non allergic in nature, the allergic triggers 

are house dust mite, pollen, animals, such as dogs and cats, fungal spores 

and cockroach, particles, the non allergic triggers include smoke and 

pollution from cooking fuels, wood smoke, smog, viral respiratory tract 

infections and weather changes (Mackay& Durham 1998). All the above 

triggers are found in urban, camp and rural environmental albeit to 

different extents. Individual characteristics seem to play important role in 

development of AR. These results pointed out to the importance of 

investigating the influence of interaction between atopic heredity and 

outdoor and indoor on the disease. 

4.4.1.2. Relationship between asthma, social, environmental and health 

profile  

The results show statistically significant association between asthma and 

gender, smoking, heart problems, chronic respiratory infections, thyroid 

disorder, angina, chronic diarrhea and glaucoma at p value < 0.05, (see 

table 17). 

Our study confirms that there is a male predominance (see table 12), some 

studies in adults show that the atopy rate is 20 % higher in men than in 

women, (Leung et al 1997). 

Some studies explained that the higher prevalence of asthma in boys could 

be a result of their smaller airways relative to lung size compared with 
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girls, (Tepper et al 1986). 

Our results has demonstrated an association between smoking and asthma, 

several studies confirm that there has been well known association 

between tobacco smoking and COPD and suggestion for smoking to be an 

underestimated contributing factor to asthma development (Piipari et al 

2004), other studies demonstrated that smoking was associated with 

increased prevalence of asthma in females, (Toren et al and Chen et al 

1999). 

However in our study, the number of smoking female was too small to 

have a statistically significant association with asthma. 

Our finding of significant association between asthma and reported other 

medical disease was demonstrated by several other studies, (Djukanovic 

1992 and Ferrari et al 2000). 

The relationship between asthma and housing condition, environmental 

factor were not statistically significant (see table 17), however several 

other studies have shown a relationship between urbanization and asthma, 

in Scottland (Austin et al 1994), and in Saudi Arabia, asthma occurred 

more in children living in urban than those living in rural area (Ezeamuzei 

et al 2000), and in Palestine (Reuters medical news 2000). 

The percentage of asthma in our study is slightly higher in villages (4.9%) 

in villages, than in cities (3.4%) see table 13. 

A similar study (EL Sharif et al 2002), has the same conclusion in this 

regard and both studies might be explained by the fact that there are no big 

difference of life style between villages and cities. In both area people are 
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adopting semi – westernized "lifestyle. 

Similar Studies from developed countries (Australia, UK) have found that 

children living in rural areas have the same rates of asthma as those in 

urban areas. In fact, a reversal of the picture in developing countries was 

found. In the USA (California), asthma was reported to be higher in rural 

areas (27 %) than urban areas (22.7 %), (Shaw et al 1990). 

 A study carried out in Palestine by EL Shirif et al 2002 indicated that 

children living in refugee camps in Palestine might be at high risk of 

developing asthma and asthma symptoms, According to this study, camps 

may be compared to the deprived inner cities of European or North – 

American towns (Krieger et al 2000) where a strong association between 

poverty rates and presence of asthma in children has been shown (Andrew 

et al 2000). However, our study showed no registered cases of physician 

diagnosed asthma in refugee camps. 

This may be explained by small size of the student sample living in camps, 

another explanation that more frequent exposure to allergens is actually 

beneficial for early childhood, (Bour jaily, 2000). 

The relationship between asthma and housing condition, animal trees, and 

environmental tobacco smoke were not statistically significant. However, 

several studies demonstrate the effect of home dampness, pollen and trees, 

pets, social economic factors which contributed to the prevalence of 

asthma and asthma symptoms, (Rona RJ 2000). 

For example, a study showed that the prevalence of asthma and allergic 

disease was significantly lower in children whose homes were heated by 

coal or wood than in children living with a central heating system, 
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(Mutiuse et al, 1996). 

An individual develops symptoms of allergies depends on the combined 

influence of a number of factors that can be genetic, environmental, 

infectious, physical, and /or hormonal (chang 2004). 

Our results showed that the Prevalence of asthma does not appear to be 

related to the social or environmental factor but should be explained to 

associate with the increase of population susceptibility rather than change 

in exposure to allergens, (Kivity et al 2001). 

4.4.1.3. The relationship between skin allergy, social, and 

environmental health profile  

The relationship between skin allergy and gender, living place, the number 

of family members in house, heart problems, weight loss, deep sleeping, 

chronic abdominal pain, thyroid disorder, skin disorder, sleep apnea, 

chronic diarrhea, migraines, glaucoma, were statistically significant at p 

value < 0.05, see table 18. 

In our study, the percentage of skin allergy was higher among males than 

among females (see table 12). 

However, several studies in other parts of the world show a female 

predominance (Barian et al 1999). Several studies supporting our results 

showed that skin allergy might cause considerable physical and 

psychological disability including discomfort from itching, which may 

result in sleep loss, and secondary infection, as well as the psychological 

effects of a visible skin disease, (Sujc et al 1997, Greaves 2000, Snaches 

1998 & Siri Carpetner 1999). 
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In our study, the percentage of skin allergy was found to be higher in the 

camps and rural area than urban area and the results were 60.5%, 36.4%, 

22.4% respectively, (see table 13). 

Similar findings were shown in a study carried out where the percentage of 

skin allergy were found to be higher in the rural area than urban area but 

allergists, studying children living on small farms have 75% fewer 

allergies than children without exposure to the environment of the villages, 

(Bourjaily 2000). 

The refugee camps are characterized by poor housing conditions, 

dampness (which encourages the growth of moulds and house – dust 

mites), use of polluted fuels for home heating, and cooking without proper 

ventilation. In the past year, these conditions became even worse due to 

conditions imposed by Israeli occupation, which led to particularly 

strenuous circumstances for the refugee camp populations, studies show 

that home dampness at least maintains currently symptomatic asthma, 

allergic rhinitis and atopic dermatitis, (kelpelainen et al 2001). 

Our finding of strong association between skin allergy and number of 

family in house confirmed several finding by (Siri Carpetner 1999). 

The relationship between skin allergy and environmental factor in our 

study were not statistically significant (see table 18), although another 

study showed that the prevalence of asthma and allergic disease was 

significantly lower in children whose homes were heated by coal or wood 

than in children living with a central heating system, (Mutiuse et al 1996). 

The relationship between skin allergy and environmental factor in our 

study were not statistically significant. This variable didn’t receive enough 
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attention in similar studies around the world. 

4.4.2. PEF relationships 

Various factors influence the pulmonary function test, the most important 

ones being sex, age, race and height. Furthermore, individual factors such 

as environmental factors, socioeconomic status (Am Rev Respire Dis 

1991), physique factor which is conceivable an indicator of respiratory 

muscle strength, and affected by exercise nutritional habits, overall health 

status, not by lung function alone, (Liou et al 1996). 

4.4.2.1. Comparison between two based equations for PEF, Persian 

and Nunn and Gregg for the study sample  

PEF is the maximum flow achieved during an expiration delivered with 

maximal force starting from the level of maximal lung inflation. The value 

obtained may differ depending upon the physical properties of the 

instrument used to measure it (Eur respire j 1997). 

Tables 14 and 15 shows the average PEF scores for our study sample. 

These scores were calculated applying the Nunn and Gregg prediction 

equation and then applying the Persian equation. 

These tables show that PEF value of An – Najah University students are 

much closer to the Persian equations compared to the Nunn and Gregg 

prediction equation references based on European populations, (see tables 

14&15). This is quite true when it is applied to males and females whom 

are less than 21years old, or more and equal to 21 years old. 

The highest percentage of values for males in both groups (< 21 or ≥ 21) 

when applying Persian equations were at normal range, while the highest 
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percentage of the same group with Nunn and Gregg equations were at 

caution range. Moreover, the correlation was statistically significant at p 

value = 0.01 (see table 14). 

The highest percentage of values for females < 21 years old were at normal 

range applying Persian equation ,while the highest percentage of value for 

females for the same age group were at caution range when Nunn and 

Gregg equation were applied, see table 15. 

However the highest percentage value for females ≥ 21 years old with both 

based equations were at caution range , and the correlation was statistically 

significant at p value =0.01. 

Several studies have demonstrated ethnic differences in pulmonary 

functions (Yap et al 2001); prediction equations based on European 

population may not perform well on other population. A study carried out 

in Asfahan indicated that adult Persians have minimally lower pulmonary 

function value, while the values for children are close to USA whites 

(Golshan et al 2003). Applying European and Persian equations, our study 

indicates that Persian equations are more biologically and technically 

suitable for the interpretation of PEF measurement for Palestinian 

population. 

Another study conducted by (Fulambraker et al 2004) showed that 

spirometric value for Asian Indians living in the United State were lower 

when compared to the values for whites. These differences have been 

explained by several factors mostly related to characteristics of body size, 

shape, and physique factors, which is an indicator of respiratory muscle 

strength, a factor affected by exercise, nutrition, and overall health status 
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(Korotzer et al 2000). 

4.4.2.2 BMI & PEF Persian percent prediction for males & females  

Several previous studies demonstrated strong association between BMI & 

PEF (Krotzer et al 2000). 

Other studies show that weight loss reduces airways obstruction as well as 

PEF variability in obese patients with asthma, (Hakala et al 2000).Another 

study showed that has PEFR significantly related to height , age, surface 

area and weight , (Sagher et al  1999). 

Our results show that the relationship between BMI & PEF Persian percent  

prediction for both groups (males & females) were not statistically 

significant see table (19,20,29 and 30).And this might be explained by that 

most of our study sample have normal BMI and normal Persian percent 

prediction value of PEF. 

4.4.2.3. Sport practice& PEF Persian percent prediction for males & 

females  

Our results show that the relationship between sport practice& PEF Persian 

percent prediction for both groups (males & females) were not statistically 

significant see tables (21, 22, 31, and 32). The pattern of sports practice 

was different between males and females about 2/3 of males practice 

sports for only ≈ 40% of females practice sports. However these different 

didn’t affect the PEF value. According to Quanjer, physiological factors 

determine PEF in subjects whose lungs have not been affected by any 

pathological condition, (Quanjer et al 1997). 
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4.4.2.4. Smoking & PEF Persian percent prediction for males & 

females  

PEF is impaired by previous or current smoking, even when 

unaccompanied by hyper secretion of mucus or any other symptoms 

(Gregg and Nunn et al 1989). 

Our results show that the relationship between smoking & PEF Persian 

percent prediction for both groups (males & females) were not statistically 

significant, see tables (23, 24, 35, and 36). The percentage of smokers in 

this study was relatively small (17.6%), and the effect of cigarette on PEF 

may need a long time to be clear. Our result were confirmed by another 

studies showing that there were no significant differences in pulmonary 

function test results between the smokers and nonsmoker, (Kart et al 

2002). 

4.4.2.5. Residence & PEF Persian percent prediction for male & 

female  

Several other studies indicate that individual factors such as environmental 

factors, socioeconomic status influence the pulmonary function test, (Am 

Rev Respire Dis 1991). 

The most important environmental factors causing some deviation in 

pulmonary function test are environmental and industrial pollution. Living 

in towns and in industrial regions, being exposed to occupational, 

environmental or indoor pollution, having frequent respiratory illnesses, 

difficulties in reaching medical centers may all cause changes in 

pulmonary function test, (Am Rev Respire Dis 1991). Pulmonary function 

test parameters were found to be significantly low in the low-income 
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group, (Kart et al 2002). 

Our results show that the relationship between residence & PEF Persian 

percent prediction for both groups (males & females) were not statistically 

significant whether in camp, village, or city, see tables (25,26,33,34). This 

may be due to the nature of Palestine as a small country with no significant 

difference in life style between camp, village and city. 

4.4.2.6. Asthma & PEF Persian percent prediction for males & females  

Many reports have emphasized the importance of measuring peak 

expiratory flow (PEF) in general practice. It has been reported to be useful 

in establishing a diagnosis of asthma and has been widely adopted for 

monitoring patients with asthma, (WHO Workshop Report 1995). In the 

consulting room, PEF is used for diagnostic purposes to identify reversible 

airflow limitation and it is applied at home to assess peak flow variability. 

PEF measurements might reliably replace forced expiratory volume in one 

second (FEV1) in general practice since the correlation of PEF values with 

FEV1 values has been found to be high, (Quanjer et al 1997). 

Our results show that the relationship between asthma & PEF Persian 

percent prediction for male groups were not statistically significant, see 

tables (27, 28), while the relationship between asthma & PEF Persian 

percent prediction for female groups were statistically significant, see 

tables (37, 38).The tables show that females have higher percentage of 

caution than males. 

These finding may be explained by several studies showing that; 

restrictions to PEF results must be applied, because PEF measurements are 

more effort dependent and may therefore underestimate the degree of 
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airway obstruction, (Cross et al 1991), and it may sometimes suffice to 

exclude the presence of airway obstruction at the time of measurement 

(Quanjer et al 1997). PEF testing to assess airway obstruction has the 

properties to be a good screening test but it was of less clinical value as a 

diagnostic test, (Thiadens et al 1999). 

4.5. Limitation  

•  PEF readings well affected by the subject's sex, ethnic origin, age, 

stature, pathophisiological and physical factors, which is highly 

dependent on the correct technique. Although the correct technique was 

explained to the study sample students, these variations couldn't be 

eliminated. 

• Study sample that elected to perform the test and fill the questionnaire 

were randomly selected and these young group were healthy in general. 

This reduced the power of our analyses to detect associations of PEF 

percent prediction value with various variables. 

• The self reporting questionnaire was not properly filled and some of 

questions were not answered leading to relatively high missing values 

in some questions, despite the fact that researcher was holding group 

sessions to explain to students all the questions in the questionnaire. 



 -104-

4.6. Conclusion 

Palestine, as a country in transition shifting from traditional to a modern 

society, has several unique features. Although the incidence of asthma is 

relatively small, there is an increase in the incidence of allergic diseases.  

This is the first study regarding the prevalence of asthma and allergy & 

their risk factors among young adult aged population in Palestine 

represented by An–Najah University students. 

The following are important results of this study: 

• The prevalence of asthma and allergy in Palestine was markedly lower 

than other countries, for instance it was lower than Israel, while the highest 

prevalence rate in the region was seen in Tehran. Our Result was close to 

another study carried out in Duzce in Turkey, which ranks Palestine the 

lowest prevalence rate of asthma and allergy. 

• Our results show statistically significant association between asthma 

and gender, smoking, chronic respiratory infections, with a male 

predominance. 

• Our results show no statistically significant relationship of asthma with 

social or environmental factors. 

• Our results show statistically significant relationship between allergic 

rhinitis and weight loss, deep sleep, chronic respiratory infections, nasal 

polyps, anxiety, sleep apnea, migraines but neither gender nor residence & 

environmental factors have statistically significant relationship with AR. 

• The relationship between skin allergy and gender, living place, number 

of family members in house, weight loss, deep sleeping, skin disorder, 
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sleep apnea, was statistically significant with male predominance, and the 

percentage of skin allergy was found to be higher in the refugee camps and 

rural area than urban area. 

• Young adult Palestinian have minimally lower PEF, and prediction 

equations based on European population may not perform well for them. 

Persian equations application for PEF value in young adult Palestinians are 

possibly more accurate. 
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4.7. Recommendations 

During this study, we tried to highlight the need to know more about 

allergic disease prevalence and its risk factors particularly among young 

age population, which is considered an important group of the Palestinian 

society.  

These are some recommendations and suggestions for further evaluation; 

we hope to consider them: 

1. Relatively poor asthma and allergy awareness among An – Najah 

University students, which highlight the need for public health courses to 

be given to the university students. 

2. Increase awareness about allergic disease, symptoms &complications in 

general population. 

3. The need to develop standard management protocol and clinical 

practice guidelines on management of allergic diseases, particularly 

primary health care. 

4. Action programs for health education to raise awareness about allergic 

disease, its prevention, control, complications and follow up. 

5. The need of standardization and initiation of epidemiological studies to 

assess the size of problem of asthma and allergic disease throughout the 

region (Middle East & Arab world). 

6. The need to increase the familiarity of physicians with diagnosis of 

asthma and allergic disease. 

7. Empowering people to share responsibility in managing and monitoring 
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their allergic problem, by organized educational programs for those 

affected and their families. 

8. Further studies regarding the influence of interaction between atopic 

heredity and environmental factors on the disease. 

9. The need of routinely check up of peak expiratory flow for early 

detection of respiratory symptoms and asthma to decrease the cases of 

hidden or uncontrolled asthma. 

10. The need to adopt our own formal of normal value of PEF. 
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بو و الحساسية بين طلبة جامعة النجاح الوطنيةمعدل انتشار الر  

 معلومات عامة

ذكر              أنثى:           الجنس  

) 24أكثر من )       ( 24-22.5)       (22- 20.5)       ( 20 -  17.5: ( الفئة العمرية  

: (            )الطول: (           )                      لوزنا  

__________________:  التخصص  __________     _____: لكليةا  

)نعم  ،  لا : ( تمارس الرياضة  

 1) معلومات شخصية:

)متزوج   -أعزب : ( الحالة الاجتماعية. 1  

)غير ذلك  -3عامل   -2موظف   -1: (المهنة. 2  

تصوير  -5رسم   -4عناية بالحدائق   -3طبخ   -2خياطة   -1: ( الأعمال التي تمارسها كثيرا. 3

)   غير ذلك  -6فوتوغرافي    

)نعم ، لا : ( أنت مدخن. 4  

    - 3) 10-5( -2)   5أقل من ( - 1: إذا كانت الإجابة السابقة بنعم، منذ كم سنة و أنت مدخن. 5

)         15اكثر من( - 4)  15 -  10(  

 -4)  30-20( -3)  20-10( -2)  10اقل من( -1كم هو متوسط عدد السجائر اليومية؟  . 6

)30اكثر من(  

)نعم ، لا : (هل تدخن النرجيلة.7  

)  مرات أسبوعيا3-2( -2)   يوميا( -1إذا كانت الإجابة السابقة بنعم ، كم مرة يحدث ذلك؟  .8

)مرات في الشهر2-3( -3  

)نعم ، لا ( هل امتنعت عن التدخين؟ . 9  
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 - 3)  7-3( -2)  3اقل من ( -1تدخين؟ إذا كانت الإجابة السابقة بنعم،منذ كم سنة توقفت عن ال.10

)10اكثر من ( -4)  7-10(  

)نعم ، لا ( هل هناك مدخنين داخل بيتك؟  . 11  

 2) بيئة السكن: (أضع دائرة أو اكثر حول الإجابة التي تتناسب مع البيئة التي أعيش فيها )

)مدينة -3قرية   -2مخيم   -1(أعيش في . أ  

)، لانعم (أعيش في سكن جامعي  . ب  

)50اكثر من( -3)  50- 20( -2)  20اقل من ( -1عمر بيتي الحالي هو  .ت  

)منطقة سكنية هادئة -4اكتظاظ سكاني   -3حقول   -2مصانع   -1(يقع بيتي في منطقة فيها  . ث  

 -3اشجار مثمرة    -2أشجار حرجية     - 1:  (من الأشجار و الأعشاب التي تحيط في بيتي. ج

)ذلك غير -4ورود      

)بناء من طوب -3بناء مسقوف باسبست   - 2بناء حجر   - 1(نوع البناء الذي أعيش فيه . ح  

الغاز   -3الكاز   - 2الكهرباء   -1( من أنواع التدفئة التي اعتمدها في بيتي ، تدفئة تعمل على  . خ

)جدران بيتي عازلة للحرارة  -7مكيف   -6تدفئة مركزية   -5احتراق الفحم    -4  

)نوافذ البيت  -3مكيف   -2مروحة   -1( من أنواع التبريد التي اعتمدها في بيتي .د  

ماعز      -5دجاج   -4عصافير   -3كلب  -2قطة   -1( من الحيوانات التي اقتنيها في بيتي  . ذ

) لا شيء  -8غير ذلك   -7حمام    -6  

قطيع  -4حصان   -3كلب   -2 قطة  - 1(من الحيوانات التي توجد في مكان قريب من بيتي . هـ

)لا شيء  -7غير ذلك   - 6دجاج   -5من  الأغنام  و البقر    

الريش  -3الإسفنج  - 2القطن   -1(من أنواع الوسائد التي استخدمها في غرفتي وسائد محشوة في . ز

)غير ذلك  - 5الصوف   - 4   

)لا شيء -3سجاد   -2موكيت   -1(يغطي بلاط منزلي شتاء . س  

_______________د أفراد الأسرة القاطنين في بيتي عد. ش  
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______________عدد الغرف في بيتي . ص  

3) أي هذه المثيرات تؤثر في صحتك و تجعلك عرضة لمضاعفات صحية ،ضع اشارة (×)في 

 العمود الذي يحمل الأعراض التي تنطبق على حالتك:  

أعراض الطفح  

لدي و الحكة 

 الجلدية

أعراض الربو 

لقصبات و ا

 الهوائية

أعراض في الأنف 

والجيوب و   

 العين و الأذن

 المثيرات

الحدائق العامة / الحقول) 1   

الحدائق المنزلية/  
شفط  -مسح -تنظيف(غبار المنزل ) 2   

)الغبار  رائحة زيت القلي –  
-طيور  -كلب  -قطة (الحيوانات ) 3   

)غير ذلك  

أمراض الجهاز التنفسي) 4     
ممارسة الرياضة) 5     
  أوقات الليل) 6   
مواد  -منظفات(الروائح القوية ) 7    

  )الدهان
ملطف  -عطور -مواد التجميل) 8   

)جو  
-قلق  -توتر (مثيرات نفسية ) 9   

)ضحك  
دخان السجائر والنرجيلة) 10     
هدم  -إحراق إطارات السيارات) 11   

إعطاب الشوارع أثناء   - المنازل

غاز مسيل   -ياحات الإسرائيليةالاجت

)الدموع  
استخدام التكييف) 12      
تقلبات الطقس ) 13     
استخدام الأدوية) 14     
فواكه  -منتجات الألبان(الأطعمة ) 15   

)المعلبات -بيض  -مجففة  
أطراف (بعض أنواع الأنسجة ) 16   
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 -ساعة اليد -ملابس السباحة-القميص

 قفازات مطاطية
الدورة الشهرية و الحمل) 17     
أوقات الصباح) 18     
لدخان المتصاعد من عوادم ) 19   

 السيارات
صبغة الشعر) 20     
حشرات ،عفن) 21     

  4) أقرا الأعراض الآتية ثم أضع إشارة (×) في العمود الأكثر توافقا مع حالتي الصحية:

 الأعراض حاد جدا حاد  متوسط خفيف غير موجود
سيلان من الأنف. 1       
عطاس.2       
احمرار، حكة في العين.3       
حكة في الأنف.4     
حكة في الحلق.5       
حكة في الأذن.6     
نزف من الأنف.7     
صعوبة في التذوق والشم .8     
صداع.9       
غزارة الدموع.10       
بلغم -+/قحة .  11     

ضيق في التنفس.12   
ضيق في التنفس يتبع ممارسة الرياضة.13     
تضخم في الحلق.14     
اختناق.15     
تنفس مصحوب بزفير.16     
ماء تحت الجلد.17     

جفاف الجلد.18     
تشقق الجلد.19     
حكة جلدية.20   
طفح جلدي.21     
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 5) أضع دائرة أو اكثر حول المشكلة الصحية التي عانيت أو لا زلت أعاني منها

حكة جلدية) 4 طفح جلدي ) 3  الربو) 2  حساسية الأنف ) 1 

حساسية تجاه لسعات بعض ) 8

 الحشرات

حساسية تجاه الأنسجة ) 7

 المطاطية

حساسية تجاه بعض ) 6

 الأدوية

حساسية تجاه بعض ) 5

الأطعمة

 6) هل الأعراض السابقة التي تعانيها تختلف باختلاف الفصول الأربعة؟ ( نعم ، لا ) 

:أمام الفصول التي تعاني فيها من الأعراض السابقة) ×(إذا كانت الإجابة بنعم ، ضع إشارة   

 الشتاء

)شباط -كانون أول(  

 الخريف

)تشرين ثاني -أيلول(

  الصيف

  )آب –حزيران (

 الربيع

)أيار -آذار(  

 الأعراض

 
حساسية الأنف) 1   1
الربو) 2    
جلدية حكة) 3    
طفح جلدي) 4    

 7) اجب على هذا  السؤال إذا كنت تعاني أعراض الربو:

اقل من مرتين  -3اكثر من مرتين أسبوعيا       -2يومي      -1 :أنت تعاني الربو بشكل) أ 

متقطع - 4     أسبوعيا  

)نعم ، لا( توقظك أعراض الربو من نومك ليلا؟ ) ب

 -3)   في الأسبوع 3-2( - 2)    ليليا( -1  :بنعم ، فان ذلك يحدثإذا كانت الإجابة السابقة ) ج

)اكثر من خمس مرات في الشهر( -4)    خمس مرات في الشهر(  

أدون عدد المرات التي اضطرتني إلى دخول المستشفى بسبب أعراض الربو في الأشهر الاثنا ) د

________عشر الماضية 

  )    أقراص ،حقن(في الأشهر الاثناعشر الماضية  نزوعدد المرات التي تناولت فيها كورتي)هـ

اكثر ( - 4)    سبع مرات في الشهر( -3)    في الشهر 3-2( - 2)    في الأسبوع 2-3( -1

)من سبع مرات في الشهر  

من أيام الدوام الجامعي أو أيام العمل التي خسرتها بسبب أعراض الربو في الأشهر الاثنا     ) و  

مرات في ال     6-3( - 3)   مرتين في الشهر( -2)   مرة في الشهر( -1   :الماضية  عشر ا  

)اكثر من ست مرات في الشهر(     -4)   شهر 
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حسب ما ينطبق على حالتي الصحية في الوقت           )نعم ، لا ( أقرا المشاكل الصحية الآتية ثم أجيب بـ ) 8

  :الحالي

نعم لا المشاكل الصحية نعم لا  المشاكل الصحية
قرحة في المعدة. 11   مشاكل في القلب. 1   
مشاكل في الغدة الدرقية. 12   سكري. 2   
مشاكل في الجلد. 13   فقدان الوزن. 3   
نوم متقطع. 14   نوم عميق. 4   
ذبحة صدرية. 15   ارتفاع الكلسترول في الدم. 5   
حصوة في الكلية. 16   زمن في القصبات التهاب م. 6 

 الهوائية
إسهال مزمن. 17   آلام في البطن مزمنة . 7   
صداع نصفي. 18   زوائد لحمية في الأنف. 8   
فقر دم. 19   توتر نفسي. 9   
ماء زرقاء في . 20  

  glaucomaالعين

لين عظام. 10  

 9) أضع دائرة حول المشاكل الصحية التي قد واجهتني في الزمن الماضي:

التهابات متكررة في . 4

 القصبات الهوائية

مشاكل في الغدة . 3

 الدرقية 

طفح جلدي. 2 ربو. 1   

صداع نصفي. 8 جراحة في الجيوب. 7  السل. 6  التهابات متكررة . 5 

 في الأذن

استئصال زوائد لحمية . 12

 من الأنف

استئصال اللوزتين. 11 حكة جلدية. 10  التهابات متكررة . 9 

فيةفي الجيوب الأن  
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10) تاريخ العائلة الصحي:أضع دائرة أو اكثر حول المشكلة الصحية التي يعانيها أحد أفراد أسرتي بما في    

)  الأبوين ، الأعمام ، العمات ، الأخوال ، الخالات ،الخالات،الاخوة ، الأخوات(ذلك   

حساسية من بعض . 5

 الأطعمة

حساسية من . 4

 بعض الأدوية

حكة جلدية. 3 بوالر. 2  حساسية . 1 

 الأنف

ــة . 10 ــاب الرئ الته

  المزمن

أمراض في . 9

 المفاصل

صداع نصفي . 8 ماء زرقاء في . 7 

 العين

طفح جلدي. 6  

نقص في المناعة. 15 توتر نفسي. 14  مشاكل في . 13 

 الجيوب الأنفية

زوائد لحمية . 12

 في الأنف

تليف في . 11

 الرئة 

موت في مرحلة . 20

 الطفولة

ية من حساس. 19

لسعات بعض 

 الحشرات

مشاكل في . 18

 الغدة الدرقية

سكري. 17 ارتفاع . 16 

 ضغط الدم

_____________PEF   نتيجة فحص) 11

سمر غزال مسمار. محمد مسمار و د. د بإشراف  

وفاء ميناوي: إعداد الطالبة  
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Peak Flow Meters Group 

  

  
peak-flow meters group at  www.peakflow.com   

  



  

Peak Expiratory Flow Rate - Normal Values  
 

 

 

 

 

 

 

 

 

 

 
 
 
 
  
  
  
 

Adapted by Clement Clarke for use with Eu 1 3826/ Eu scale peak flow meters from 
Nunn AJ, Gregg I, Br Med J 1989:298;1068-70. at: www.peakflow.com  
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Age (year)   

Height 
Men 
190cm  (75 in)  
183cm  (72 in) 
175 cm (69 in) 
167 cm (66 in) 
160 cm (63 in) 

Height 
Women       
183cm  (72 in) 
175 cm (69 in) 
167 cm (66 in) 
160 cm (63 in) 
152 cm (60 in) 
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  جامعة النجاح الوطنية

  كلية الدراسات العليا
  

  

  

  

  

  

  

  

  

  

  الخطر المتعلقة بهامعدل انتشار أمراض الربو والحساسة وعوامل 

  بين طلبة جامعة النجاح الوطنية، نابلس، فلسطين
  
  
  
  
  
  
  
  

  إعداد

  وفاء علام ذيب ميناوي

  

  إشراف

  محمد مسمار. د

  سمر غزال مسمار. د
  
  
  
  
  
  
  
  
  

قدمت هذه الأطروحة استكمالا لمتطلبات درجة الماجستير في الصحة العامة بكلية الدراسات 

  .نية في نابلس، فلسطينالعليا في جامعة النجاح الوط
2005
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  معدل انتشار أمراض الربو والحساسية وعوامل الخطر المتعلقة بها

  بين طلبة جامعة النجاح الوطنية، نابلس، فلسطين

  إعداد

  وفاء علام ذيب ميناوي

  إشراف

  محمد مسمار. د

  سمر غزال مسمار. د

  ملخصال

رة في الولايات المتحدة و في ة من المشاكل الصحية الخطييالربو و الحساس أمراضتعتبر 

الدور  إلى بالإضافة، الأمراضبهذه  الإصاباتالدول الصناعية في العالم، نظرا لارتفاع نسبة 

قيامهم بنشاطاتهم المصابين و منعهم من  الأفرادالذي تلعبه أعراضها في الحد من فاعلية 

  .أخرى بأمراضاليومية، كذلك لارتباطها الوثيق 

 الأفرادو علاجها لتأهيل  الأمراضالتحكم بهذه  أهميةيط الضوء على مدى لقد تم حديثا تسل

المصابين بها عن طريق التثقيف الصحي و المشاركة المجتمعية و للحد من المشكلات الصحية 

  .المرتبطة بها

الربو و الحساسية و عوامل الخطر  أمراضهذه الدراسة من اجل معرفة عدد حالات  إنجازتم 

و . بين الشباب اليافعين في فلسطين ممثلين بطلبة جامعة النجاح الوطنية في نابلس  المتعلقة بها

دراسات سابقة خاصة بهذه الفئة العمرية  إيجادلم نتمكن من  لأنناقد تم اختيار هذه الفئة العمرية 

طالب و طالبة من جامعة النجاح بصورة عشوائية كعينة  ألفحيث تم اختيار  ،)18 – 27(

قياس  الطلبة ثممن قبل  استبانهقامت الباحثة بجمع البيانات على هيئة تعبئة نموذج  .دراسية

PEF نتائج قراءة الجهاز في معادلات يعتمدها  إدخالتم و  .الدراسةطالب في عينة  لكل

لحساب القراءة المرجعية الطبيعية لكل  إيرانيةتعتمدها دراسة  أخرىو  الأوروبيالمجتمع 

 الإحصائيثم تم تحليل كافة البيانات باستخدام البرنامج . جنس و العمرال الطول،شخص حسب 

SPSS.  

 لأمراضبعوامل الخطر  قفيما يتعلبعض النتائج لم تتوافق مع ما سبقها من دراسات  أنبالرغم 

  .حصلنا على العديد من النتائج الهامة لهذه الدراسة فإننا عالميا،الربو و الحساسية و المعروفة 
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  :الدراسةخلال هذه  إليهاالنتائج التي تم التوصل  أهم فيما يلي

ة بين طلبة جامعة النجاح الذين يالربو و الحساس بأمراض الإصابة معدل أنبينت الدراسة  •

بالصفير ، تنفس مصحوب %33.الربو  :كالتالي يمثلون الشباب اليافعين في فلسطين بلغت 

 الأنسجةحساسية تجاه  ، %2.5الجلد ، حساسية %3.1الأنف حساسية  ، %0.46دائم  لبشك

 الأدويةحساسية تجاه بعض  ،%0.88الأطعمة حساسية تجاه بعض  ، %0.26المطاطية 

و عندما قورنت نتائج هذه الدراسة بدراسات  %2.5، و حساسية تجاه لسعات الحشرات0.67%

و قريبة من  يلإسرائفي فلسطين اقل بكثير منها في  الإصابةنسبة  أن إلىالنتائج  أشارت أخرى

 .في تركيا  أجريت أخرىنتائج دراسة 

الإناث في الفئة الربو و الحساسة الجلدية عند الذكور أكبر منها عند  بأمراض الإصابةنسبة  •

 .العمرية المذكورة

نسبة مئوية  أعلى أما القرى،الربو كانت للطلبة الذين يقطنون في  لأمراضنسبة مئوية  أعلى •

 .المخيماتية فكانت لهؤلاء الذين يقطنون في الجلد و الحساس لأمراض

الربو مع  إمراض أو الأنفبين حساسية  إحصائية هامة بينت الدراسة انه لا توجد علاقة •

 .الأمراض هذه إحداثالعوامل البيئية التي قد تلعب دورا هاما في 

مرية الظروف المعيشية و السكنية السيئة في المخيمات تجعل ساكنيها من هذه الفئة الع •

 .الحساسية الجلدية لأمراضعرضة 

و ذلك  الأوروبيينالرئة للفلسطينيين اقل منها عند  كفاءةالقيمة المرجعية لنتائج فحص  •

عند استخدام فحص  الإيرانيةلذا يجب اعتماد المعادلات الواردة في الدراسة  ,عرقية لأسباب

PEF. 

و الربو و علاقتها بعوامل وراثية  ةيالحساس بأمراضو اشمل تتعلق  أوسعدراسات  إلىالحاجة 

  .بيئيةو 




