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Abstract: Childhood is a unique period of rapid growth and development that requires a health 
system that promotes healthy development of the child. Preschoolers receive care in nursery schools 
while parents are unavailable due to work or other causes.  The care must be affordable, reliable, and 
accessible. Health services for children exhibit numerous deficiencies in quality of care. The 
deficiencies are in all major domains of pediatric care, and preventive services. This study was 
carried out to monitor the quality of health care for preschoolers in private nursery schools. The study 
was conducted in 8 private nursery schools at Mansoura City by using a systematic random sample. 
The sample included 607 children, 8 nurses, 48 teachers, and 8 physicians. The data was collected 
by using two tools.  The first tool was used to assess preschoolers’ health problems and care 
provided via medical records.  The second tool was used to assess teachers’ and nurses’ knowledge 
about preschoolers' health problems and management.  An educational program was conducted for 
nurses and teachers concerning preschoolers’ quality health care. The study revealed that there are 
significant differences in prevalence of preschoolers health problems in relation to educational 
program. There were significant differences in both nurses’ and teachers’ knowledge about care of 
preschoolers after the educational program.  All physicians had only a diagnostic role and were not 
available all of the time. This study recommended that making a significant progress will require not 
only sustained attention by those concerned about improving child's health and healthcare, but also 
specific activities to build a broad base of support among the public and key healthcare decision 
markers. 

 

INTRODUCTION 

     The early years represent the most 

critical period of growth and development 

in child's health(1). In Dakahlia, Egypt 

(2001), about 12% of the population were 

children under 5 years of age(2). Under five 

years mortality is considered to be   one  of 

the key measures of child health(3). United  

 

Nation Development   program    reported 

that less than five years mortality rate in 

Egypt is still higher than its level in other 

middle income countries(4).  Preschool age 

children are in a relatively healthy period of 

ife, their most common health problems 

include acute infectious diseases, 
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emotional disorders, dental caries, sensory 

defects, and iron deficiency anemia. They 

are more active, so they are exposed to 

accidents which form an important cause of 

death and disability among them(5). 

     Nursery school health services include 

all nursery school activities and procedures 

designed to deal with the present health 

status of preschool age children such as 

appraisal of child health, health counseling, 

prevention and control of communicable 

diseases, emergency care, care of 

handicapped children, in addition to 

treatment and referral to the health units or 

hospital.(6,7) 

     In the nursery, school child care is also 

an arrangement by which adults from 

outside the family help and those children 

are sensitive to changes in access to 

health care services and quality of care 

provided(8). 

    The high quality child care is a 

community concern and community 

responsibility, preschool aged children the 

90 s will make up to 20% of the working 

population in the 21st century(9). 

     The first event focusing on children's 

health care since 1997, quality of care was 

not a prominent theme nationally, and 

quality held in May 1997(10). In June 1997, 

article on the future of child health services 

research, the need to measure and 

improve quality of children was not a since 

then key developments in children's health 

care quality include federal effort(11). A 

famous statement attributed to Florance 

Nightingle aptly captures the performance 

quality measurement relationship "the 

ultimate goal is to manage quality but you 

cannot manage it until you have a way to a 

measure it, and you cannot measure it until 

you can monitor it(12). Today, quality of care 

is the degree to which health services for 

individuals and population increase the 

likelihood  of desired health outcomes and 

care   consistent   with  current professional  

knowledge(13). 

    Quality of care can be monitored through 
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 the first "structure" which refers to health 

system characteristics that affect the 

system's ability to meet the health care 

needs of individual patients or a 

community. Structure indicators describe 

the type and amount of resources used by 

a health system or organization to deliver a 

program and services which  

are related to the number of staff, clients, 

beds, supplies, and  

buildings along with the quantity of 

money(14,15). 

     The second "process" which denotes 

what is actually done in giving and 

receiving care, i.e., practitioners activities 

in making a diagnosis, recommending or 

implementing treatment, or other 

interaction with patient and the third, 

"outcome" measures attempt to describe 

the effects of care on the health status of 

patients and population and it is a state of 

health or events that follow care and that 

may be affected by health care(16). 

       In  Egypt, the   health   sector   reforms 

often focus on changes in financing or 

institutional instruction, but neglects a key 

component which is the staff in the health 

team(17). 

     School   health  nurse  facilitates 

positive student responses to normal 

development, promotes health  and safety, 

intervenes with actual potential health 

problems, provides case management 

services, and activity collaborates with 

other's to build student and family capacity 

for adaptation, self-management, self 

advocacy, and learning(18). 

     The health sector in Egypt still suffers 

from a number of problems. These 

problems include deterioration in the 

quality of services provided and quality 

assurance, in addition to nursing problems 

and shortage of land. Finally, the health 

insurance in Egypt faces fatal distortions. 

These problems suggest that health reform 

in Egypt requires coherent policies not 

separate ones, besides it will be necessary 

to establish standard for services provision. 
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These standards should include the 

accreditation requirements for private 

health units including the facility, staff 

qualifications, equipment and supplies, as 

well as record keeping and reporting, 

recording requirements. Meeting these 

requirement would be a prerequisite to 

participating in health sectors(19). 

     Improving quality and restoring the 

public confidence in health care needs an 

individual commitment to make the care 

one delivers tomorrow better than the care 

given today, and should learn about 

improving methods either by reading or 

attending workshops(20). 

     Assessing and monitoring quality 

require attention to both the process and 

the outcomes of care in order for a process 

indicator to be valid, it must have been 

previously demonstrated to produce a 

better outcome(21). 

Aims of the study: 

• Assess the prevalence of preschool 

aged  children health  complaining from 

selected nursery schools. 

• Assess the actual health services 

inside studied nursery schools. 

• Assess and enhance the studied 

nursery school nurses and teachers 

knowledge about preschool aged 

children's health complaints and its 

management via educational program. 

MATERIAL AND METHODS 

Setting: 

     This study was carried out in 8 private 

nursery schools equally from East and 

West Mansoura Educational Departments. 

It started from September 2005 to May 

2006. 

Subjects: 

    Two classes were selected randomly 

from each selected private nursery school 

and those samples were taken as 

following: 

• All preschool aged children from the 

selected classes (N=607) were 

included in this study. Their age, sex, 

grade,  type  of complaints,  and    their 
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management. 

• All teachers who worked in the 

selected classes were included in this 

study (N=48). 

• All nurses and physicians who worked 

in those private nursery schools were 

included in this study (N=8) in each 

one of them. 

Tools of the study: The following tools 

were used to collect the data in this study: 

First. Nursery school records and 

observation which included 2 parts: 

1. Medical record: All preschool aged 

children who visited the school health 

clinics from selected classes were 

assessed for prevalence of health 

complaints among them and actual care 

provided by nurses & physicians, it lasted 

from (20/9 to 30/12/2005). 

2. School health clinics were observed to 

assess nursery preparation from actual 

non-human resources inside studied 

nursery schools and Socio-demographic 

characteristics of physicians from nursery 

school record such as age, sex, years of 

experience, qualification, and observation 

of actual physician role, attendance, and 

physician pupils ratio. 

Second. Knowledge questionnaire 

format: after assessment of actual 

preschool aged children health complaints 

and   school   health clinics preparation,  

the researchers assessed the following: 

1- Teachers knowledge about preschool 

aged children health complaints such as 

definition, causes, signs and symptoms, 

management, and complication plus their 

socio-demographic characteristics such as 

age, years of experience, qualification, 

training on first aids, and teacher/pupils 

ratio (n = 48). 

2- School nurses knowledge about actual 

preschool aged children health complaints 

as mentioned above for teachers plus 

socio-demographic characteristics of nurse 

as age, years of experience, qualification, 

training  courses, actual   role,  and  school 

nurse/pupils ratio (n = 8). 
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N.B. After assessment of health complaints 

among preschool aged children and 

knowledge of teachers and nurses about it, 

an educational program was performed for 

nurses and teachers and implemented in 

the Mid-year holiday. All selected nursery 

schools gathered in one setting from 

selected schools in two days. The days 

start from 9 am to 2 pm in two sessions for 

two days. Teaching methods were lectures, 

power point, presentation for clinical 

pictures about some preschool aged child 

health complaints and handout for 

participants about actual health problems 

of preschool aged children and its 

management. At the end of the program, 

the researchers reassess child health 

complaints and teachers and nurses 

knowledge about management of it 

(post test) from 21/1 to 25/4 (pre- and 

post-test) 

Methods: 

    Official   permission  was  obtained from 

Undersecretary  of  Ministry  of  Health and   

Education in Dakahlia Governorate to carry 

out this study on 8 private nursery schools  

(4) from East of Mansoura, El-Hoda 

Walnour, Faker El-Deen Khalied, El-Tafl 

Elsaeed, and El-Radwan Eleslamia and 

(4) from West, Elshaima, El-safa 

Walmarwa, Omelmoomenen, and El-

Rahma nursery schools. 

Pilot study: 

    A pilot study was carried out on 5 

teachers from the selected nursery schools 

and excluded from the study to ascertain 

the relevance of questions and to detect 

any problem or defect on the clarity and 

sequence of the sheet, the questionnaire 

sheet was reconstructed and become 

ready to use. 

Scoring system: 

Scoring system was used for: 

1) Knowledge assessment: each item 

took one score and all of those items 

had total score which was judged as 

the following, poor<50%, satisfactory 

score 50% to 60% and good 
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score>60% according to (Hassaneen 

2000).(22) 

Actual non-human resources in studied 

nursery school health clinic in comparing 

with ideal non-human resources as in total 

inventory for equipment and supplies in a 

school health clinic by Anderson (1998)(23) 

and emergency medication according to 

the school health insurance book in Egypt 

(1993).(24) The score of non-human 

resources in nursery school health clinics 

were divided into (physical setup = 16, 

equipment = 28, supply for first aid = 12, 

and emergency medications = 30). The 

total non-human resources score was (86) 

and it was categorized as the following: 

• Score < 50%  was considered poor 

standard. 

• Score 50 - < 60% considered fair 

standard. 

• Score 60 - < 75% considered good 

standard. 

• Score 75% and above considered 

very good standard. 

Statistical analysis: 

• The first part in statistical analysis was 

descriptive in the form of frequency 

and proportions.  

• The second part was analysed by 

using chi-square for comparing 

statistical differences between two 

groups or more P was significant if 

<0.05, confidence interval (95%). 

      The statistical analysis of data was 

done by using SPSS program Statistical 

Packing of Social Sciences version 10 and 

Epi-info program on Windows 98. 

RESULTS 

     Table (1) shows that all preschool aged 

children (100%) age range between 4-6 

years and also (56.3%) of them were 

females, more than half of their fathers and 

mothers attained higher level of education 

(52.7% and 54.1%), respectively, 

concerning the preschool aged child family 

income of less than half of them (46%) had 

slight enough income. 

     Table (2)  indicates  that more than one- 
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third of preschool aged children (33.3%) 

had health complaints (pre-educational 

program), while the rest had not (66.7%) 

and (post-educational program) was 

(26.4%) while the rest (73.6%) . 

     Table (3) shows respiratory complaints 

among preschool aged children 

participated (15.7%) in forms of common 

cold was the major health complaints 

among preschool aged children followed by 

gastrointestinal complaints (7.1%) in the 

forms of abdominal pain, followed by skin 

complaint (3.8%) in the forms of skin 

allergy, (2.5%), skin infection (1.3%), then 

general health complaints, which 

participate (3.1%) in the forms of 

toothache, eye infection (1.5%) in addition 

to injuries (3%). Statistically no significant 

differences were found in preschool aged 

children    health    complaints    throughout 

educational program. 

    Table (4) reveals  that  nearly two-thirds 

of studied nurses (62.5%) their age  ranges 

from 25 - 40 years and the rest (37.5%) are 

above (40) years. As regards nurses 

qualification, all of them had secondary 

school diploma in nursing, and the majority 

of them (87.5%) their years of experience 

was less than 15 years and did not receive 

any training course. All studied nurses had 

administrative, referral, and curative roles 

and above half of them (62.5%) had 1/<400 

nurses/pupils ratio and the rest (37.5%) 

had 1/> 4000. 

      Table (5) indicates that nearly two-

thirds (60%) of nurses had poor level of 

knowledge about preschool aged children 

health complaints and its management in 

pre-educational program and improved to 

be good level after the implemented 

program and statistically there were 

significant differences observed in the 

nurses level of their knowledge about pre-

school aged children health complaints 

through  stages  of  educational program 

P< 0.001. 

    Table (6) illustrates that nearly two- 

thirds (62%) of nursery school physicians 
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had their age less than 50 years, 

concerning years of experience about half 

of them (50%) had 15–20 years of 

experience and had diploma in pediatrics, 

while all of them had only a diagnostic role 

and are not available all time at school 

health clinic. 

      As regards physician/pupils ratio, about 

two-thirds (62.5%) of them had 1/<400 and 

the rest (37.5%) had 1/>4000.  

     Table (7) reveals that about half of 

nursery school teachers age was 25–30 

years and less than half of them (45.8%) 

had kindergarten specialty while the rest 

(54.2%) had no specialty in kindergarten. 

      As regards their years of experience 

(45.8%) of them had less than one year, 

while nearly one-fifth of them (20.8%) had 

four or more years of experience. 

Concerning the teachers who attended to 

first aid training course in pediatrics, this 

table revealed only (4.2%) of them 

attended it,  As regards  the  teacher/pupils  

 

ratio, above half of them had 2/45, while 

one fourth of them had 2/70, and the rest 

(12.5%) had 2/35. 

      Table (8) as regards pre-educational 

program the level of teachers knowledge 

about health complaints of preschool aged 

children, in qualified  teacher, it fells 

between poor and satisfactory while in 

unqualified teachers it fells in poor level but 

post–educational program both of them 

fells in between good and satisfactory 

level. The differences between two stages 

are statistically significant P < 0.001. 

       Table (9) shows the distribution of non-

human resources in studied nursery 

schools by school nurse room according to 

score of economy.  

       The table revealed that only three 

nursery schools (El-Hoda Walnour, El-

Radwan El-Eslamia, and Faker El-Deen 

Khaled) their score for non-human 

resources were fair (50% to > 60%) while 

the rest of them had poor. 
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Table (1): Distribution of studied preschool aged children according to their 

age, sex, and socio-demographic characteristics. 

Items No.= 607 % 

Age, years:   
4 – 6 607 100.0 

Sex:   
Males  265 43.7 
Females  342 56.3 

Father  education:   
Post-graduates  114 18.8 
High-education  320 52.7 
Above middle education  69 11.3 
Middle education  74 12.2 
Below middle education  18 3.0 
Primary education  12 2.0 

Mother education:   
Post-graduates  128 21.0 
High-education  328 54.1 
Above middle education  74 12.2 
Middle education  77 12.7 

Family income:   
Enough  159 26.2 
Slightly enough  279 46 
Not enough  169 27.9 

 

 

Table (2): Distribution of health complaints among preschool aged children in 

private nursery schools in relation to educational program. 

Educational program 
 
 
Preschoolers 
health complaints  

Pre-educational 
program 

post-educational 
program Chi-

square 
test 

No.=607 % No.=607 % 

Preschooler with 
health complaints 

202 33.3 160 26.4 

2 = 6.62 
 

P= 0.01 * 

Preschoolers without 
health complaints  

405 66.7 447 73.6 

Total 607 100 607 100 

N.B: * = highly significant differences 
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Table (3): Prevalence of health complaints among preschool aged children 
according to their body systems in relation to educational program. 

 

                               Stages  
 
Preschoolers 
health complaints  

Pre-educational 
program 

post-educational 
program Chi-square 

test 
No.=607 % No.=607 % 

Respiratory complaints      2 = 8.3 
 

P= 0.04* 
• Common cold 95 15.7 69 11.4 

• Bronchial asthma  4 0.7 2 0.3 

Subtotal 99 16.3 71 11.7  

Gastrointestinal complaints       

• Abdominal pain 43 7.1 32 5.3 5.03 
P= 0.08 

Subtotal 43 7.1 32 5.3  

Skin complaints       

• Skin allergy  15 2.5 9 1.5 2 = 5.5 

• Skin infection  8 1.3 11 1.8 P= 0.13 

Subtotal 23 3.8 20 3.3  

Emergency injuries  18 3.0 19 3.1 
2= 1.21 
P= 0.5 

Subtotal 18 3 19 3.1  

General complaints       

• Tooth ache  10 1.6 10 1.6 2= 0.08 

• Eye infection  9 1.5 8 1.2 P= 9.5 

Subtotal 19 3.1 18 2.8 2= 1.64 

Total  202 33.3 160 26.4 P= 0.802 

          * significant  

 

Table (4): Distribution of the nursery school nurses by their personal and 
work characteristics. 
 

Items No.= 8 % 

Age, years   
25 –  5 62.5 
40 +  3 37.5 

Qualification    
Secondary nursing school diploma   8 100.0 

Experience, years    
5 –  7 87.5 
15 –20 1 12.5 

Training courses received    
Yes  1 12.5 
No 7 87.5 
Topic (first aid) 1 12.5 

Roles of school nurses    
Administrative, referral, and curative roles  8 1000 

School nurse/pupils ratio   
1 / < 400 5 62.5 
1 / > 4000 3 37.5 
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Table (5): Percentage distribution of studied nurses level of knowledge 
related to health complaints among preschool aged children via educational 
program (pre and post). 
  

                                     Stages
   
Preschoolers 
health complaints  

Pre-educational 
program 

post-educational 
program Chi-square 

test 
No.=8 % No.=8 % 

Respiratory complaints      

2 = 10 
 

P= 0.006** 

• Good  - 0.0 5 62.5 

• Satisfactory  3 37.5 3 37.5 

• Poor  5 62.5 0 0.0 

Gastrointestinal complaints       

• Good  1 12.5 5 62.5 2 = 9.83 

• Satisfactory  2 25.0 3 37.5 P= 0.007** 

• Poor  5 62.5 0 0.0  

Emergency injuries       

• Good  1 12.5 7 87.5 2 = 9.83 

• Satisfactory  2 25.0 1 12.5  

• Poor  5 62.5 0 0.0 P= 0.007** 

Skin complaints       

• Good  0 0.0 6 75.0 2=12 

• Satisfactory  2 25.0 2 25.0 P= 0.002** 

• Poor  6 75.0 0 0.0  

General complaints       

• Good  0 0.0 5 62.5 2= 12.44 

• Satisfactory  0 0.0 2 25.0 P= 0.001** 

• Poor  8 100.0 1 12.5  

 

Table (6): Distribution of the studied private nursery school physicians by 
their personal and work characteristics. 
 

Items No.= 8 % 

Age, years   
40 –  5 62.5 
50 +  3 37.5 

Experience, years    
15 –  4 50.0 
20 –  3 37.5 
35 +  1 12.5 

Qualification    
General practitioner  3 37.5 
Diploma in pediatrics  4 50.5 
Doctorate in pediatrics  1 12.5 

Actual physician roles    
Diagnostic  8 100.0 
Not follow up role  8 100.0 

Availability all time    
None 8 100.0 

Physician/pupils ratio    
1/< 400 5 62.5 
1/> 400 3 37.5 
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Table (7): Distribution of private nursery schools teachers by their personal and work 
characteristics. 
 

Items No.= 48 % 

Age / years   
20 –  20 41.7 
25 –  24 50.0 
30 +  4 8.3 

Qualification    
Graduated from kindergarten  22 45.8 
Higher education  12 25.0 
Above middle education  6 12.5 
Middle education  8 16.7 

Experience, years    
> 1 22 45.8 
1 –  2 4.1 
2 –  10 20.8 
3 –  4 8.3 
4 +  10 20.8 

Attendance courses about first aids   
Yes   2 4.2 
No 46 95.8 

Teacher/Pupils ratio    
2 / 70 12 25.0 
2 / 45 30 62.5 
2 / 35 6 12.5 

 

 
Table (8): Distribution of teachers' level of knowledge according to their qualification 
about health complaints of preschool aged children via educational program. 
 

         Stage and teacher 
       Qualification 
 
 Child complaints  

Pre-educational program post-educational program 
Chi-

square 
test 

Qualified Not qualified Qualified Not qualified 

No.=22 % No.=26 % No.=22 % No.=26 % 

Respiratory complaints          

2 = 70 
P=0.0001* 

• Good  0 0.0 0 0.0 22 100.0 26 100.0 

• Satisfactory  2 9.1 0 0.0 0 0.0 0 0.0 

• Poor  20 90.9 26 100.0 0.0 0.0 0 0.0 

Gastrointestinal complaints           

• Good  0 0.0 0 0.0 22 100.0 22 84.6 2 = 83.9 
• Satisfactory  4 18.2 0 0.0 0 0.0 4 15.4 P=0.0001* 
• Poor  18 81.8 26 100.0 0 0.0 0 0.0  

Skin complaints           

• Good  0 0.0 0 0.0 20 90.9 16 61.5 2 = 62.4 
• Satisfactory  12 54.6 0 0.0 2 9.1 6 23.1  
• Poor  10 45.4 26 100.0 0 0.0 4 15.4 P= 0.001* 

Emergency injuries           

• Good  0 0.0 0 0.0 22 100.0 16 61.5 2=70.62 
• Satisfactory  10 45.4 0 0.0 0 0.0 8 30.8 P=0.0001* 
• Poor  12 54.6 26 100.0 0 0.0 2 7.7  

General complaints           

• Good  0 0.0 0 0.0 20 90.9 14 53.8 2= 71.28 
• Satisfactory  2 9.1 0 0.0 2 9.1 10 38.5 P=0.0001* 
• Poor  20 90.9 26 100.0 0 0.0 2 7.7  
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DISCUSSION 

     The number of children at preschool 

aged is increasing in most countries 

throughout the world(25). World Health 

Organization pointed out that the marked 

increase in number of children at preschool 

aged is greatly associated with a more 

proportion increase in the demanding and 

using of a adequate health services.(26) 

      Children under 5 years old were more 

likely to have visited a health professional 

or been hospitalized, they are sensitive to 

change in access to health care services 

and quality of care provided(27,28), they are 

more exposed to variable health problems 

such as communicable diseases, 

deficiency diseases, psychological 

disturbances, aliments of special senses, 

and accident. 

      Catalono and Ory (1997)(29) 

emphasized that the assessment of health 

care quality does not reside either for 

structure, process, or outcome, but the link 

between the three. 

      As   regards  preschool child outcome 

in the present study   pre-educational 

program revealed that about (33.3%) of 

them had health complaints and the main 

complaint had upper respiratory tract 

infection (16.3%) and this result in 

agreement with Waller (2001)(30) who found 

that children attending day-care centers 

are at risk of infection in their upper 

respiratory systems and also Lauber 

(2005)(31) found  that (11%) of preschool 

aged children in the day care center 

suffered from upper respiratory tract 

infection in the form of sore throat, 

pharyngitis, tonsillitis, sinusitis, and acute 

otitis media. 

     In addition, Pelletier et al., (2004)(32) 

found that (33%) of diseased children 

under 5 years were related to 

environmental exposure, this result agrees 

with the present study where in the majority 

of children, their parents were busy due to 

their work, increase number of children in 

their classes,  decrease number of 
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teachers, nurses and physicians in relation 

to children numbers. 

      The second   preschool  aged children 

health complaints in the present study was 

abdominal pain as it constituted about 

(7.1%) and this result agrees with Rit and 

Ravinderk (2004)(33) who found that 

recurrent abdominal pain among preschool 

aged was  about (10–15%). 

      Peronic and Pia Centiri (2003)(34) found 

that common cold (16.8%) and skin 

dermatitis (12.3%) represented the major  

health complaints  among preschool aged 

children which predispose to asthma 

(20.3%). This result disagrees with the 

finding of the present study which showed 

that skin dermatitis (2.5%) and asthma 

(0.7%) represented the minor health 

complaints among preschool aged 

children. 

     American Academy of Pediatrics 

(2004)(35) mentioned that children and 

youth can be injured or become ill during 

the school day, and may require 

nonurgent, urgent, or emergency health 

care at school, also Kersting and Mielck 

(2002)(36) found  that more than forth (26%) 

of kindergartens had accidents. 

     Improvment of quality of services 

through appropriate allocation of the 

resources, compliance with standards of 

case management, counseling, preventive 

activities, and referral (MOHP, 1199)(37). 

      Individuals should be responsible for 

fairly judgment of the quality of health 

services communicating their evaluation to 

the providers in a manner conductive to the 

maintenance of quality (37). 

      Walker (2001)(38) found that raining and  

educating child care providers on 

preventing injuries and illnesses improve 

the safety and health of the child and this 

study disagrees with the present study in 

the parts related to prevention of injuries 

where pre-educational program child 

injures was (3%) while increased by (3.1%) 

after the implementation of educational 

program  for children care giver while 



Nafee & Awad                                                                                                            849 

 

agree in the other preschool children 

illness which decrease after the  

implementation of educational program  for 

children care giver. 

      World    Health    Organization 

(2006)(39) found that human recourses 

improvement is a key issue in reforming 

health sector, as they are candidates who 

apply this reform. Thus, improvement 

should be reflected in enhancing work 

conditions, education, and continuous 

training. 

      Bethell et al., (2003)(40) confirm that 

there is a need for ongoing effort to bridge 

the gab between guidelines and practices 

in the area of early childhood care, 

preventive, developmental services, and 

barriers to routinely incorporating 

developmental services into practices may 

include a lack of health care  provider 

knowledge, time, economic, incentives, or 

training, the above mentioned studies 

agree with the present study where care 

giver for preschool aged children as 

nurses, and teachers, their knowledge 

about preschool aged health complaints 

and its management need enhancement. 

       Bassil, et al., (2000)(41) mentioned that 

regular monitoring of health system 

performance is warranted  along with 

emphasis on health education program for 

caretakers and care givers of children with 

chronic diseases about improving quality of 

care and outcome. 

     Gunter and Matteson (2001)(42) 

mentioned that continuing education 

programs are designed to help staff to 

keep up to-date with new concepts and 

acquire greater depth of knowledge. Also 

programs are responsible for changing 

attitude and values, implementing concepts 

of change, both within the individual own 

practice and throughout the health care 

delivery system. 

     The study agrees with the present study 

where level of knowledge of care givers for 

preschool aged children about their health 

complaints and its management improved 
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from poor to good and satisfactory level in 

relation to pre- and post-health educational 

program. 

      Harriagan (2002)(43) emphasized that 

school health nurse promotes health by 

providing program to staff, families, health 

fairs for staff, parents of the child, and 

consultation with other school staff. This 

study disagrees with the present study 

where school health nurses had not a 

health educator role. In the United States, 

the Department of Human Health Services 

(2000)(44) recommended that at least one 

nurse for 750 students with variation 

depending on the country and student 

population, this result disagrees with the 

present study where the nurses/pupils ratio 

ranged between < 400 to> 400. 

       In Soviet Medicine (1999) the main 

task was formation of a populations healthy 

life style, which can be accomplished with 

the help of school education team. Another 

study done by Telljohann (1999)(45) who 

found that most teachers were self-taught 

with regard to health education as there is 

no formal training and relied primarily on 

traditional teacher centered instruction 

methods. In services training there is 

available for teachers. Also in Bahrain Al-

Nasier and Sherman (2004)(46) found that 

teacher's health knowledge was deficient 

and this may ultimately affect their ability 

either to deliver health education or to 

mange acute health problems in their 

schools. The two previous studies agree 

with the present study where 95.8% of 

nursery school teachers did not attend 

training course about child first aids and all 

of their knowledge about care of preschool 

aged child health problems had ranged 

between poor and satisfactory level. 

    Mark et al., (2002)(47) emphasized that 

current effort to improve health care will not 

succeed unless we undertake a major 

systemic effort  to overhaul how we deliver 

health care services, educate, and improve 

quality . 

      Rajmil  et al., (2005)(48) found that study 
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of the quality of health services and 

monitoring of the evaluation of these un-

equalities are important matters of concern 

and also in Egypt Saker and Heiba 

(2006)(17) found that health services 

improvement must not be restricted only to 

increase the coverage of health care but 

also include improving the quality of health 

services provided in addition to health 

system which suffers from shortage in 

coverage of emergency services as well as 

deterioration of quality of health services. 

The above mentioned study in agreement 

with present study where health services 

provided for preschool aged children were 

poor and deteriorated. 

CONCLUSION 

      Health and well being of our children 

should be a national priority. In the data of 

this study revealed that: 

1) Quality of health care for children was 

far less than optimal  

2) Human resources had no appropriate 

qualification    for    meeting   the   child 

health care needs. 

3) Increase number of children in relation 

to health care team number, no training 

program for improving knowledge of 

caregivers. 

4) Un-availability of physicians in all time 

inside nursery schools plus. 

5) Poor non-human resources in the 

majority of nursery. schools 

6) No health care plan and follow-up care 

for children with health complaints and 

also caregivers had no role in health 

teaching or health promotion. 

7) There was a slight improvement of 

children health status due to 

complicated process of quality health 

care inside nursery   schools. 

RECOMMENDATIONs 

      In view of the previous conclusions, the 

following recommendations are suggested: 

• The team work  in  the  nursery  school 

should be qualified to meet child 

needs. 

• Develop   of   quality    measures    and 
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implementing of quality improvement 

strategies for children's health care. 

• Build a broad base of support among 

the public and key health care decision 

makers to improve the quality of health 

care. 

• Preventive services on the basis of 

national standards, practice teams, 

attended a quality improvement 

workshop, learning collaborations are 

potentially effective methods for 

improving the quality of care that 

delivered by the health care providers. 
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