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 Preface 
 
The implementation of this survey came as completions of the efforts done by the Palestinian 
Central Bureau of Statistics (PCBS) in order to upswing the health status of the Palestinian 
people.  The survey was implemented in co-operation with the United States Agency for 
International Development  (USAID).  
 
This survey constitutes the initial stage for deeper research.  It relies on main sectors of the 
population, and includes a number of discussion and research groups.  The results of this survey 
were correspondent to the results of the previous health survey implemented by PCBS in the year 
1996.  
 
The PCBS hopes that this survey contains a valuable source for researchers interested in deep 
analysis of issues related to mother and child health.  In addition, the PCBS is also hoping that this 
study aid in developing the health sector in the Palestinian Territory through the developmental 
health programs and enhance the quality of the health services.  
 
 
 
 
 
 
 
 
 
 
July, 2000 Hasan Abu-Libdeh  Ph.D. 

President 
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 Executive Summary 
 
Background and Objective 

 
The US Agency for International Development (USAID) requested a national, in-depth, 
qualitative study of the health of women and infants in the Palestinian Territory, as part of its 
Maternal and Child Health Pilot Initiative. In response to this request, a study combining several 
qualitative research methods, namely in-depth and key informant interviewing, focus group 
discussion, and limited rapid ethnographic methods, was carried out between February and 
December 1999. A total of 358 Palestinians were interviewed or participated in informal focus 
group discussions, conducted in all significant geographic areas of the Palestinian Territory. 
 
Limitations to the Study  
 
There are two major limitations to the study. One relates to the quantity and scope of information 
requested. We could well have focused on only one of the topics requested, for example family 
planning or infant care and nutrition, even in a study employing in-depth interviews lasting 1.5 
hours as well as focus group discussions. Yet the research team's scope of work was to find out 
as much as possible about attitudes, knowledge, values, and behavior related to: marriage and 
procreation; birth spacing and family planning; pregnancy, childbirth and infant nutrition; health 
care at home and at health facilities, and some related areas such as the role of traditional birth 
attendants and traditional healers, and home-based health care. Given practical considerations 
such as how long an interviewee is willing to answer questions and how many topics can be 
introduced to a focus group discussion, there was not a great deal of time to discuss any one of 
the specific topics in as much depth as desirable.  This study should be regarded as a first effort-
indeed, that is how it was conceived.  It can point the way to further research that is no doubt still 
needed. 
 
The other weakness is that due to circumstances beyond anyone's control, the expatriate co-
investigator was not in the Palestinian Territory during Phase 2 interviews. Had he been present, 
there would have been more modifications of the interview schedule during that phase, which 
would have made it possible to go into more detail in some areas of investigation. 
 
Nevertheless, there is great corroboration and concordance between the qualitative study and 
recent sample surveys. 
 
 
Implications of  Major Findings 
 

There have been considerable health gains in maternal and infant health in recent years. Some 
areas of health concern prior to the study (e.g. the proportion of women attending prenatal care, 
the level of MCH health services and overall health status in rural villages; the percentage of 
births occurring in health facilities and/or attended by trained personnel), appeared to be not as 
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 problematic as assumed and not as problematic as was the case only 4-5 years ago, before 
recent improvements. These findings, fully supported by recent sample surveys of Palestinian 
health, mean that parties working in the health sector can focus resources more efficiently on 
remaining problem areas and populations. These include: 
 

• High fertility rates 
 

• Frequent pregnancies  
 

• Relatively short birth intervals 
 

• Over-reliance on one or two contraceptive methods 
 

• First contraceptive use not occurring early enough in parity 
 

• Relatively early marriage 
 

• Mothers not breastfeeding exclusively long enough 
 

• A small percentage of mothers who delay breastfeeding 1-3 days, or do not breastfeed 
 

• Many women not attending postnatal care, nor understanding the need for this 
 

• Women returning to household work duties too soon after delivery   
 

• "Cousin marriages" among a decreasing but still significant proportion of the population, 
leading to congenital health problems  

 
• Introduction of water-borne pathogens by some mothers giving sugar and unboiled water 

to babies 
 

• Fetal loss (miscarriage, stillbirths) 
 
Regarding the last, neither recent sample surveys nor the present qualitative study explored 
miscarriage, abortion, or stillborn deaths. Some women in focus groups mentioned their own 
miscarriages.  And statistics from hospitals such as Shifa (Gaza) and Naser, reported to the MOH 
in 1997 (MOH 1998:90-93) show fairly high numbers of cases of "missed abortion," "other 
abortion unspecified," "other pregnancies with abortive outcome," "other complications of 
pregnancy and delivery," and "single and multiple delivery by caesarean."  
 
If these statistics, especially from Shifa Hospital, are representative in any way, then there are 
problems of fetal wastage and perhaps overuse of caesarean operations (as suggested by Ismail 
and Shahin 1996:22) that ought to be explored further. These pregnancy outcomes might be 
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 related to young age of many women who give birth, to narrow birth spacing intervals, to health 
service utilization or quality of care in facilities, or to other factors. 
 
Another problem area not specifically investigated but nevertheless important for program 
planning and implementation relates to problems coordinating several major service delivery 
players in the health sector: the Palestinian Authority/Ministry of Health; the UN Relief and 
Works Agency, and the robust non-governmental organization sector, consisting of both national 
and international NGOs (cf. Giacaman et al 1995).  

 
 
Broader Conclusions and Recommendations  
  
Sustainability Focus  
 
One of the most important things USAID can do is to improve the sustainability of the recently 
improved health services that are currently funded by foreign donors, and that help account for the 
improved health status of women and infants (along with improvements in health-related beliefs 
and practices). This will require a gradual weaning of Palestinian health consumers from 
dependency on free or highly subsidized health services. This can be done through introduction or 
intensification of fee-for-service, CBD (community-based distribution), social marketing, and 
similar programs. The present study found evidence of willingness to pay for good or improved 
health services. 
 
More Focus on Poor Urban Areas 
 
At present, considering the three major Palestinian residential settings (city, camp and village), 
need for improvements in MCH may be greatest in poor, urban areas. Women in villages in fact 
higher have tetanus toxoid injection coverage and higher contraceptive user rates, and their 
children have better immunization coverage, than women in cities (PCBS 1997:144,94,170). 
Likewise, refugee women have higher rates of prenatal care attendance than urban women. The 
present study suggests that NGO efforts of training village health workers and related community-
level personnel account for at least some of the improvements in village health status, through 
preventive services including home visits. 
 
Assess Impact of Village/Community Health Workers  
 
As international donors well know, there is considerable controversy over cost effectiveness 
issues of VHW and CHW (community health worker) programs. USAID or other donors should 
support a study of both the impact to date and the cost-effectiveness of VHWs in Palestine, in 
order to decide how much support such programs deserve in the future. CHWs have recently 
been trained and sent to work in urban areas. On the face of it, this seems like a good idea, but it 
is time to evaluate the VHW/CHW effort using both qualitative and quantitative methods. 
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 Health Education Approaches 
 
Study findings suggest that both face-to-face health education and mass media education are 
effective approaches and are having positive impact. Most Palestinians have access to television. 
Between 7:00-8:00 pm seems to be the best time for reaching women via TV. Magazines, 
newspapers, and radio are other identified sources of health information, as are UNRWA, NGOs, 
and government health personnel. VHWs and other community-based health educators are 
transmitting messages and seem to be changing behavior. Other examples of interpersonal health 
education mentioned in the study were: doctors coming to schools and talking on health topics, and 
Imams speaking on health topics during the hour before Friday prayers. 
 
Family Planning 
 
Since women and their husbands defer to medical advice on choice of contraceptives, and since 
so few methods are currently used, it seems clear that there is a need to better educate health 
providers about the range of temporary methods currently available. Health providers need to 
promote methods other than the IUD to a far greater extent, and promote them earlier in parity. 
There also needs to be more education, directed both at the general public and at health care 
providers, about the dangers of spacing births by less than two years. It may be possible to 
educate both groups, but at least health workers, about the relationship between short birth 
intervals and fetal loss. 
 
More Focus on Men 
 
Study findings suggest that the wife is the easiest person in whom to change attitudes about family 
planning, child spacing, age of marriage, etc. Husbands, and men in general, are harder to 
influence, yet they are the group most in need of reproductive health education. Older woman in 
the role of mother-in-law also need to be targeted specially. Still, women interviewees and health 
workers have mostly emphasized the need to target men for reproductive health education. Yet 
this is not so easy, at least using face-to-face approaches, for at least two practical reasons: 1) 
men are not usually around in the daytime because they are working; and 2) VHWs are always 
women,1 and it is not culturally appropriate for women to talk to men about sex, contraception and 
reproductive behavior (discussing early marriage and birth spacing in general terms seem not to be 
a problem). It would also not be culturally feasible for a male VHW to visit women in their homes.  
 
How to reach men at the local level? For face-to-face education, male VHWs might visit men in 
the late afternoon or evening. They could be reached in the workplace. Women health educators 
might try different approaches to reach and educate and influence men. And some health workers 
interviewed suggested involving local Imams.  During the hour before Friday prayers, anyone can 
                                                                 
1 CARE International has trained a cadre of male community health workers; it may be that some other NGOs 
have begun to do the same. CARE's program should be evaluated with a special view toward assessing the 
impact of male health educators on the KAP of men whom they educate. 
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 ask the Imam to talk about a topic in the public interest. For example, a local Imam recently 
spoke for an hour about the dangers of looking at the sun during the solar eclipse of summer, 
1999.  Imams tend to be cooperative when asked to talk about early marriage, family planning, and 
any other health topics that are in the public interest. Any such face-to-face health education 
needs to be supported and reinforced by print and electronic media, aimed specifically at men. 
 
Quality of Care Issues 
 
Other than some complaints about quality of service in crowded government health facilities, not 
many problems arose in the present study, nor in the 1996 PCBS health survey. However,  
perceptions on the consumer or patient side may not reflect problems that may actually prevail on 
the provider side, as  anecdotal evidence and the recent quality of care assessment by the 
Population Council suggest. 
 
Since the great majority of births take place in health facilities, yet there is still a fairly high rate of 
negative birth outcomes (stillbirths seem to not be part of infant mortality statistics), perhaps these 
outcomes could be ameliorated by improvements in quality of obstetric services. These outcomes 
could also be improved by reducing the number of women who give birth during their early or 
middle teenage years, by increasing birth spacing intervals, and by reducing the frequency of 
cousin marriages. 
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Full Study Report 

 
1. Background and Introduction        

 
The US Agency for International Development (USAID) requested a national, in-depth, 
qualitative study of the health of women and infants in the Palestinian Territory, as part of its 
Maternal and Child Health Pilot Initiative. In response to this request, a study combining several 
qualitative research methods, namely in-depth and key informant interviewing, focus group 
discussion, and limited rapid ethnographic methods, was carried out between February and 
December 1999. A total of 358 Palestinians were interviewed or participated in informal focus 
group discussions, conducted in all significant geographic areas of the West Bank and Gaza Strip.  

 
Interview Schedule 
 
Qualitative research is open-ended. It does not rely on a questionnaire, in the sense of a 
structured, unmodifyable interview instrument with relatively fixed response categories. The 
present study used a flexible, open-ended, semi-structured interview schedule for in-depth 
interviewing. The instrument was modifiable, which is to say we were able to add questions--
indeed whole lines of inquiry--as we accumulated information and patterns begin to emerge.  We 
were also able to drop questions after we felt that a pattern had become sufficiently well-
established. The qualitative research process is inductive and creative in that it tests, discards and 
confirms hypotheses in a very preliminary way, as the interviewing proceeds. Survey research, by 
contrast, tends to confirm and measure the details of what may already be fairly well-known, 
allowing for anticipation and categorization of responses.  
 
The interview schedule for the present study consisted of some 50 questions, many of which 
contained more specific sub-questions or topics to explore. It was developed in accordance with a 
Scope of Work prepared by USAID/WBG, which contained numerous maternal and child health 
topics of interest to USAID's Maternal and Child Health Pilot Initiative. The draft interview 
schedule was submitted to USAID/WBG, USAID/Washington, CARE International and 
(informally) to Macro International for comments and suggestions. Any suggestions provided were 
incorporated in some way into the interview schedule. 
 
During phase one, the instrument was modified as patterns began to be established. It was not 
modified during phase 2, due to the exigencies of fieldwork rather than according to plan. 
 

 
 
 
 

Fieldwork 
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 Stage 1. The first author trained 2 key staff in the Health Statistics division of PCBS in 
qualitative research methods. He then supervised and participated in interviews and focus group 
discussions. In this phase, 61 Palestinians were interviewed or participated in small focus group 
discussions. Dr. Green wrote an Interim report based on these preliminary findings.  
 
The first phase was conducted under CARE International, and several CARE/Palestine staff 
were involved as interpreters, translators and local contacts for interviewees. Phase 1 Fieldwork 
took place primarily during July and August 1999, although earliest interviews began in Feb. 1999. 
 
Stage 2.    
 
Phase 2 was conducted under the sponsorship of Macro International. In this phase, 297 
Palestinians were interviewed, bringing the total interviewed to 358. Phase 2 Fieldwork took place 
during December 1999. Analysis and report writing occurred during January and part of February 
2000. 
 
A one-day training course in qualitative methods was conducted for interviewers (with previous 
experience in PCBS survey research) in the West Bank on Nov. 28th, 1999. A similar one-day 
training course was provided to interviewers in Gaza on Dec. 20th, 1999.  
  
A combined team of 12 interviewers completed 297 interviews (the aim was 300) during a 12 day 
period in the West Bank, and 11 days in Gaza. Since Palestinian travel between the West Bank 
and Gaza is severely restricted by Israeli authorities, different interviewers worked in the two 
areas (7 in West Bank, 4 in Gaza), and two separate trainings were necessary. 

 
Selection of Those Interviewed. 
 
Interviews were conducted with a range of informants and in a variety of settings in order to 
capture variation that might be expected to occur along lines of geography, gender, SES 
(socioeconomic status), West Bank or Gaza residence, refugee camp or non-refugee camp 
residence, degree of religious conservatism, and rural/urban residence. In short, every effort was 
made to interview Palestinians that represent the variety of opinion and behavior found nationally.   
 
Most (about 85%) interviewees were chosen because they represent the general public. The term 
here refers to those who represent the target audience in the anticipated USAID-supported 
maternal and child health project, namely women of reproductive age, men (husbands), and older 
women (as in mothers-in-law). Other Palestinians who represent relevant viewpoints were also 
interviewed. Such "key informants" might be regarded as special target audiences for a future 
project, and they include religious or political leaders, TBAs (dayas), traditional healers, and health 
workers of all levels (but particularly midwives, nurse midwives and village health workers.) 
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 Geographically, interviews were spread between West Bank and Gaza in proportions that reflect 
relative population size. Jerusalem is part of Middle West Bank in the following table showing the 
number and location of Phase 2 interviews. 
 
It should be noted that in phase 2 fieldwork, in which most interviews were conducted, there was 
a degree of random sampling: the PCBS sampling expert chose localities for interviews on the 
basis of random sampling of census tract enumeration areas. Once a locality was selected, 
interviewers then used purposive "sampling" or selection to ensure that informants of special 
interest (e.g. TBAs, local health workers) were among those included. 
 

Number and Location of Interviews* 

Locality 
Type 

West Bank  Gaza  Total 

City  62  63  125 

Village  59  0  59 

Camp  55  58  113 

Total  176  121  297 

(* Phase 1 interviews with 61 Palestinians are not included here, but they were in the same areas 
in similar proportions, except that southern West Bank was less represented. Total interviewed 
= 358). 
 
Note about Inclusion of Health Worker as Key Informants. 
 
The expatriate investigator has discovered from research in many parts of the world that there is 
very little, if anything, that VHWs (village health workers) and other community-level health 
workers do not know about the health-related beliefs, attitudes and behavior of the people they 
work with, especially if they come from the same community. This is true in any society. 
Therefore, an effective, quick, inexpensive and easy way to discover health related beliefs and 
behavior is to systematically interview local level health workers as key informants. There is even 
the advantage that health workers are more likely than the general public to speak frankly about 
beliefs and behaviors that are not approved or are in conflict with formal health education, or that 
are considered superstitious or backward. Thus, interviews with health workers can serve as 
validity checks on what mothers and others in the general public say about their own behavior--an 
important check not available in sample survey research. Moreover, it is often useful to know 
what health promoters promote, and what type of health services are provided, and by whom, 
when interpreting answers about health beliefs and practices. 
 

Finally, health workers know what is important epidemiologically and etiologically, therefore they 
can help interpret meaning and significance for the researcher. They might even volunteer 
important health information not specifically asked for by interviewers. 
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As public health researchers everywhere know, actual behavior may differ from self-described 
behavior. The latter may be idealized or sanitized to meet interviewer expectation and conform 
with prevailing norms. For example, studies have shown that surveyed Americans say they wash 
their hands before eating, but when the same people are observed, most do not. Therefore in the 
present study, it may be prudent to assume that some behaviors are not quite as positive (which 
we might define here as conforming to recent health education messages) as depicted. Patterns 
described by community-level health workers might be closer to the truth. Still, there was not great 
divergence between self-described and other-described behavior; it was more a matter of degree. 
 
One exception can be found in the section Health Facilities, where a health worker describes in 
rather strong language-and using credible-seeming examples-the reservations people may have 
about the quality of crowded government health facilities. Yet very few interviewees in the PCBS 
survey (PCBS 1997:113), and few in the present study, voiced complaints about such services.  
 
Note about Focus Group research  
 
The research team conducted several informal group discussions in order to benefit from some of 
the advantages of focus group dynamics, such as expressions of competing viewpoints and 
illustrations of values and norms in action and in appropriate sociocultural context. Decision-
making and relationship dynamics between daughters-in-law and mothers-in-law, and between 
husbands and wives were among the topics explored this way. 
 
One of the problems inherent in this method, particularly in more conservative, tradition-bound 
societies, is getting participants to speak frankly and freely. Focus group moderators are faced 
with the challenge of "breaking the ice" among participants who do not know one another and who 
may well fell awkward speaking in front of strangers about intimate topics. In the present study, 
this problem was overcome when pre-existing groups were used as focus groups, which was the 
case with most groups.  
 
Specifically, CARE International was working with women's income-generating groups. When 
one of these groups was experimentally used as a focus group, it was found that the women 
already felt very comfortable with each other and they were willing to speak frankly about their 
reproductive histories (including miscarriages and other fetal loss) because it seemed everyone 
already knew about such details of one another's lives. Added to this, the CARE project director 
who normally had weekly contacts with all income-generating groups, was already liked and 
respected by the women of the group. The expatriate investigator was able to team up with her 
and together serve as focus group moderators. The result was that there was virtually no problem 
getting participants to speak frankly and candidly. The quality of the findings was excellent and no 
time had to be devoted to breaking the ice and overcoming shyness. All this was in spite of the 
time lost providing translations for the expatriate investigator. 
 
Analysis of Findings 
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Unlike survey findings, which can be quickly analyzed (but not interpreted) by computer, 
qualitative findings must be slowly read through, and findings are expressed as extended 
comments and observations, not short yes/no or multiple choice responses. 
 
The expatriate investigator (Green) and the Phase two Palestinian co-investigator (Abu-Khalid) 
independently read through the findings and identified patterns and sub-patterns, and linked these 
when possible to factors such as age and education level. This was done independently of one 
another in order to minimize cultural bias or blinders. When comparisons were made, there were 
no divergent findings or interpretations between the two investigators. 
 
 
The Issue of Quantifying Health Patterns derived from Qualitative Research 
 
The purpose of the qualitative study was not to quantify patterns, since this is the purpose and 
strength of sample surveys.  Yet at least crude quantification is possible to achieve. For example, 
we can go through all the answers to a question about prenatal and postnatal care, and without 
counting responses, we can conclude from calculations that almost all respondents attend prenatal 
care, while perhaps just over half seem to attend postnatal care.  
 
In fact, we tested the degree of quantitative concordance between our study and the 1996 PCBS 
national health survey (and for one question, a 1999 study done in Gaza) by comparing findings on 
five questions that provided quantifyable answers: age of marriage, number of desired children, 
percentage of women who attend prenatal care, percentage of women who attend postnatal care, 
and preference or behavior regarding cousin marriage. We did this by calculating the mean 
averages of the answers given. Note that we asked questions about general patterns rather than 
what a particular respondent said about his/her behavior. That is, we asked a question like, "At 
what age do Palestinian women usually get married in this community?" rather than, "At what age 
were you (first) married?" This difference alone ought to produce differences in quantifyable 
responses. 
 
Yet as can be seen, findings are highly comparable between the qualitative study and the random 
sample national survey of PCBS (and the WAC 1999 survey in Gaza, for the last comparison). 
And when there are differences, these are expected and possible to explain.  
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Comparison between PCBS    Survey and Qualitative Study Findings 

  Qualitative Study 
(1999) 

PCBS Health Survey  
(1996) 

Age of marriage  17.1  18 

Number of children desired  5.08  5.5 

prenatal care attendance  98%  92.9% 

postnatal care attendance  58.5%  20% 

Prefer "cousin marriage" (Gaza 
only) 

 48%  
(refers to self-reported 
preference, not actual behavior) 
 

43%-57% From WAC 
1999, not PCBS) 

*Hundt et al (1997) found 95% of sampled women in Gaza reported attending prenatal care 
 
 
We see that in age of marriage and number of children desired, qualitative findings are virtually 
identical with, and within the statistical margin of error of  the PCBS random sample survey. 
Furthermore our figure for cousin marriage preference in Gaza is fully compatible with the WAC 
(1999) study in Gaza, which provides figures for self-reported behavior rather than preference. 
The 43% in the latter study was derived from examining court records showing marriage between 
cousins; the 57% was derived from self-reported behavior. Our figure is only slightly below the 
mean between the two WAC study figures. If anything, this lower figure is to be expected since 
there has been health education directed against cousin marriage, and our study was conducted 
somewhat later than the WAC study.  
 
In other comparison areas there are some differences, yet these are in fact differences that might 
be expected due to the impact of health education and improved health services. Reported 
prenatal care levels are somewhat higher (5 percentage points) between 1996-1999, and postnatal 
care attendance is significantly higher after three years, rising from 20% to 58.5%. In the past 3 
years there has been emphasis on persuading women to attend postnatal care, given the 
disappointing findings in the 1996 PCBS health survey. Moreover, we counted home visits for 
postnatal care in our study, and PCBS did not, and that alone could account for most of the 
difference between the two findings. 
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 We predict that the PCBS 2000 national health survey will find a postnatal care attendance level 
close to 60% (depending, of course, on how the question is asked, and whether or not home visits 
are counted). 
 
Considering that the qualitative study relied on a representative convenience (or purposive) sample 
(yet covering all major geographic areas) of key informants, rather than a scientifically derived 
random sample, it is of considerable methodological interest that the quantification of patterns is 
similar between the qualitative study and recent surveys. It shows once again that health KAPB 
(knowledge, attitudes, practices and beliefs) are quite highly patterned and that strict random 
sampling is not necessary in order to discover health patterns in a broad, general way. As health 
planners and program directors know, it does not matter whether 48% or 50% prefer or practice 
cousin marriage, or whether 93% or 98% attend prenatal care. The first becomes "about half", 
and the second becomes "almost all" for policy or program purposes.  
In spite of this interesting methodological point, we do not quantify patterns in this report except to 
note similarities with quantitative findings from PCBS and other sample surveys, or note that 
"most" interviewees, or "a minority" gave certain types of answers. It is important to note that 
none of the answer patterns in the qualitative study differed in general frequency from those found 
in recent sample surveys among Palestinians. This is a very positive finding that tends to validate 
the reliability and validity of both types of health KAPB research. 
 
Inclusion of Literature Review 
 
There are quite a few recent studies pertaining to Palestinian reproductive and perinatal health, 
defined broadly. Yet most are unpublished and many have not circulated far beyond the 
sponsoring organization or agency. Because most of this literature is unknown or at least not well-
known, and there seemed to be no publications or reports that summarized and synthesized 
existing findings (except Stephenson 1996),2 it seemed useful to provide such summaries in the 
present report. These summaries are usually provided just before presenting our findings derived 
from qualitative research, a comparative method little used in studies of Palestinian health. 
 
Since a strength of qualitative research is to put flesh on the bare bones of survey findings, so to 
speak, it is useful to first know what the bare bones are. Quantitative and qualitative research 
findings also complement one another. Having both in a single report provides the most complete 
picture, both for the general reader and specifically for those needing reliable and valid empirical 
information for program and policy development. 
 
Quantitative and qualitative research findings also serve as methodological (especially validity) 
checks on one another. As will be seen, recent survey findings provide highly consistent and 

                                                                 
2 This UNICEF literature review report, while informative in some areas, reaches conclusions that do not 
reflect the current or even the earlier perinatal health situation (e.g., the comment that the "vast majority" of 
women "rarely use contraceptives" (Stephenson 1996:7). In fact, at that year of writing, 53% of ever-married 
women had used a modern contraceptive method.  
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 comparable statistics, and findings from the qualitative study are also fully in accord with survey 
findings. There are no major conflicting findings among the major surveys cited (or found in the 
literature review, for that matter) and between these and the qualitative study. This speaks well 
for the methods used in both surveys and the present study. 
 
For the reader not interested in summaries of survey findings, these sections are clearly marked 
and can be skipped. 
 
Literature Review: National and Household Demographics, and Public Services 
 
According to the census conducted by the Palestinian Central Bureau of Statistics in 1997 (PCBS 
1998), the population of the so-called Palestinian Territory including East Jerusalem is 2,895,683 
(1,470,506 males and 1,425,177 females). The West Bank population is 1,873,476 (951,693 males 
and 921,783 females), and the Gaza population is 1,022,207 (518,813 males and 503,394 females). 
Those classified as refugees amounted to 1,074,718 (413,147 in the West Bank, 651,571 in Gaza 
Strip). 
 
Adult literacy rates in 1996 were male (91.5%) and female (77%) (MOH 1998:16). 
 
47.3% of the Palestinian population is below the age 15 and the percentage of females in 
reproductive age (15-49) to the total population in the Palestinian Territory is 21.3%. Total fertility 
rate (TFR) in the Palestinian Territory is 6.1; 5.6 in the West Bank and 6.9 in Gaza. 
 
The average Palestinian household size is 6.4 (6.1 in the West Bank, 6.9 in Gaza). An earlier, 
1992 national survey found an average of 7.5 persons per household (compared to 3.4 among 
Israeli Jews and 5.6 among Israeli non-Jews) (Heiberg and Ovensen 1993:46). In West Bank and 
Gaza, Christian households were smaller than Muslim households, reflecting lower fertility among 
Christians (Heiberg and Ovensen 1993:47). 
 
According to the FAFO (Norwegian) national sample survey of Palestinians, people in Gaza have 
the least wealth while those in East Jerusalem have the most, with those in the West Bank in 
between but closer to Jerusalem levels (Heiberg and Ovensen 1993:159). Rural-urban wealth 
differences are not as great as those found in developing countries. UNRWA refugees in camps 
are poorer than other Palestinians, but non-camp refugees, especially in West Bank, are much the 
same as non-refugees in wealth levels (Heiberg and Ovensen 1993:160-62).  
 
The PCBS census (PCBS 1997) provides findings related to public services (piped water, 
electricity and sewage system) that are relevant to health status. Statistics on private households 
by availability of piped water and type of piped water show that 83.3% are connected to public 
networks, 12.1% to a private system, 4.1% have no piped water and 0.1% did not answer. 
Regarding electricity, 94.6% were connected to public networks, 2.4% had a private generator, 
and 2.9 had no electricity (0.1% not stated). Regarding sewage systems, 33.7% were connected 
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 to public sewage systems, 63.7% had a cesspool, and 2.4% had no sewage system (0.2% not 
stated). 
 
According to the same census (PCBS 1998), the distribution of households by availability of 
durable goods to the household were: private car ownership (20.4%), refrigerator ownership 
(80.4), solar boiler ownership (61.2), central heating (1.5), home library (13.9), cooking stove 
(96.9), washing machine (73.2), T.V. (84.6), video (13.3), computer (4.0) and phone line (19.5). 
These may serve as wealth or SES indicators as well. Comparable durable good or SES indicators 
were found in another study by CARE International (CARE 1996). Although this study was 
conducted only in one district in north West Bank (generally said to be wealthier than the southern  
West Bank), the inventory found: having own electricity (c.90%), radio ownership (85%), TV 
ownership (c.90%), owning video recorder (12%), having telephone in house (6%), having 
refrigerator in house (78%), owning a vehicle in household (28%), and having municipal water 
supply in household (21%). 
 
West Bank statistics on radio and television ownership from 1992 show that most people owned 
both even then (82% radio, 54% TV).3 
 
Literature Review: Marriage and Procreation   
 
According to the last national demographic survey (PCBS 1997), the median age of marriage for 
women is 18. A sample survey in West Bank found a median age of 19 (Ismail and Shahin 1996: 
7-8). 
 
Returning to the PCBS (1997) survey, 47% of women have a birth interval of less than 2 years. 
Contraceptive prevalence is about 32% for modern methods. The IUD accounts for 58% of all 
contraceptive use. Most contraception is among women who had 4 or more living children. (Other 
studies have yielded similar findings). Since contraception is not normally used until later parity, 
there is a need to educate youth about contraception before they marry, and/or to focus on young 
couples. Various reports suggest that family planning education emphasize spacing rather than 
limiting overall family size, since this is far more culturally acceptable. 
 
A random sample survey in Gaza (WAC 1999) shows that for Gaza as a whole, 42% of 
marriages were age 17 or under, i.e., below age 18. About half (50.4%) of a sample of marriages 
were arranged and not a women's personal choice. Age of marriage rises steadily with level of 
education of both males and females, but this is not related to whether or not marriage is arranged 
(WAC 1999:21). One anomalous finding from this survey is that 90.1% of women "indicated that 
they felt no external pressure to have children" (WAC 1999:21), at odds with present qualitative 
findings that describe pressure from many sources. It seems that "external pressure" in the survey 

                                                                 
3 Source: http:://www.odci.gov/cia/publications/factboook/we.html, from USAID/WBG document dated 
11/24/98. 
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 instrument was not understood; this serves as a good example of how survey findings can be 
misleading. 
 

Qualitative Study Findings: Marriage and Procreation 
 
Age of Marriage 
 
All Palestinian women are expected to marry and reproduce. Marriage is said to be "inevitable". 
Some girls still marry when they are in their early teens-at 12 or 13 in extreme cases-but most 
nowadays marry at 18. According to the latest PCBS survey, the median age of female marriage 
is 18 for both West Bank and Gaza (it has risen to 25 in Israel, "compared to 22 a generation ago," 
according to ICBS). Other recent surveys found slightly higher median ages. For example, WAC 
(1999:18) shows that mean age of first marriage in Khan Younis (Gaza) is 19.32 for females and 
25.09 for males. It is a bit lower for refugee camp women (17.4) in the same area. Gaza-wide, 
42% of marriages were age 17 or under, i.e., below 18 (WAC 1999).  Ismail and Shahin (1996) 
also found a median female marriage age of 19. In any case, the recent trend has been toward 
later marriage. Four years ago, UNICEF (Stephenson 1996:13) noted a "slight trend toward later 
marriage because of aspirations for higher educational attainment." 
 
Early marriage is regarded by most respondents as a thing of the past, or a practice of poor, 
uneducated, unsophisticated and/or rural people. With modernization ("civilization" in the words of 
some, or even "the spread of science"), greater education (including reproductive health education 
on the value of deferred marriage), and "awareness" from television, radio and other outside 
contacts, young women have come to expect more opportunities for education and more choice in 
age of marriage and choice of partner. Adolescent women would prefer to defer marriage until 
they have had more education. Norms and expectations are changing, as the following quotations 
show: 
 

"In these days, awareness has increased. T.V. sets spread girls’ awareness and consequently 
they refuse early marriage". (refugee woman, age 57, Gaza)  

 
"He who does not have enough money to educate his daughters will consider their early 
marriage to avoid his responsibility toward them." (housewife, age 23, Gaza) 

 
"People will laugh at those families whose daughters marry at 16." (educated woman from 
Taybeh village, West Bank)  

 
The religion of the majority, Islam, might be seen as a counterbalance, to some extent, to the 
combined forces of modernization, education, mass media, etc.  
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 Islam is said to encourage marriage, and the Prophet enjoined believers to go forth and 
propagate.4  
 
Poorer parents want to get their daughters married (especially to wealthier men) for several 
reasons, the main one being that economic support becomes the responsibility of the new husband, 
and the father or breadwinner in the bride's family becomes relieved of some economic burden.  
 
The practice of mahr (bridewealth) was set forth in the Quran; it provides the bride with a 
measure of independence and power. Its value is set by the father of the groom, or one of his 
close male relatives (brother, father). Mahr has been called "a proxy indicator for socioeconomic 
status" (WAC 1999:31), meaning its value varies according to ability to pay. Mahr used to cost 
about 4000-5000 NIS, according to our findings, as well as some gifts of gold to the new bride.  It 
was said to take 3 or 4 years to earn the money necessary for bridewealth. With poverty, 
unemployment and modernization, bridewealth has become cheaper and therefore easier to pay 
during the Intifada. This was cited as another reason working in favor of early marriage.  
 
In West Bank villages, marriage tends to occur at an earlier age than the median of 18. There is a 
saying that "Man is the umbrella for a woman," meaning that a woman needs a man for 
protection. Some people believe that a chance to get married occurs only once in a lifetime, and so 
a girl is pressured to seize it.  
 
Another reason given for parents to marry off their daughters at an early age is their wish to "see 
their grandsons" (sometimes "grandchildren") in their lifetime, and the sooner the better. 
 
Younger Palestinian girls and women recognize disadvantages of early marriage, such as a girl 
missing educational opportunity, and having to bear children before she is emotionally and 
physiologically mature. Regarding the former, a woman in a focus group in Gaza commented, with 
others agreeing: 
 

"If money is available it's better for a girl to delay marriage and finish her education, because 
education is like a weapon that gives a woman power."  

 
Some women commented that it is male attitudes on age of marriage that need changing, not those 
of women. The present study provides evidence that this is already happening. 
 
One of the problems associated with early marriage is that very young mothers tend to be very 
dependent on their mothers-in-law, including for helping with one or more babies (which arrive 
very soon after marriage. See below).  
 
 
 

                                                                 
4 Yet see below, Is there a Religious Dimension to High Fertility?  for an overall assessment. 
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A few informants suggested that the pattern of men commuting to Israel for jobs tends to make 
them favor early marriage for their daughters. The general political situation was said to be a 
factor by some informants. Nowadays people have fear and anxiety over the general chaos and 
violence, especially in Gaza and the Hebron area. People are suspicious of each other and parents 
are afraid that their sons will become activists and thus targets for the Israeli military. Therefore 
they feel that early marriage for boys as well as girls will calm them down because they will have 
to become more responsible and cautious once they are married and have babies to care for.  
 
One high-school educated Gaza housewife commented that "Early marriage prevents girls from 
becoming juvenile delinquents." 
 
Some in Gaza mentioned the fear, anxiety, and mutual suspicion related to the general chaos and 
violence due to the occupation of Gaza, and cited marriage, family and procreation as shelter from 
the storm, so to speak (see discussion below, Is there a Political Dimension to High 
Fertility?).  
 
The Ideal Age for Marriage  
 
The best age for marriage identified by most respondents clustered around 19-22, sometimes 
older. At this age a woman is said to be mature and best able to bear and properly raise children. 
She has also had a chance for further education. In a comment that emerged from a Gaza focus 
group, by age 20 "she has a wise mind and good conscience," meaning that a woman by that age 
understands the responsibilities of marriage and childbearing. Yet the range of responses was 
between 15-25, as the following quotes exemplify. 
 

"The best marriage age is 25 years. At this age, the girl is mature and aware of all matters. At 
this age, she has continued her education and had an opportunity to live her pre-marriage life. 
Also, her reproductive system is developed enough for pregnancy and delivery. At this age, 
she can deal with her husband and his family as well as those around her in a better way." 
(Midwife, age 30, Amari Refugee Camp)  

 
"The best marriage age is 15 years. At this age, the girl is mature and aware of all 
matters...the woman who exceeds 20 years of age will not get married." (female from 
Alyamun, age 16, elementary school education) 

 
"The best age is 16 years, so she doesn't get old and stay with her family, and also (so she 
can) get a future and be protected and respected." (75 year old non-literate male, Gaza 
refugee camp). 

 
The elderly, uneducated informant just quoted represents the old values and viewpoint. He also 
thought women ought to have 10 children "to help the parents and to enlarge the 
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family for protection and status in society," again a more old-fashioned viewpoint. Yet even he 
observed that marriage age has risen in recent years.  
 
In sum, there remain some strong pressures for a woman to marry at an earlier age, especially if 
the family is poor, rural, less educated and there is no opportunity for secondary or post-secondary 
education for the girl. Yet attitudes and behavior are changing due to multiple factors, and the 
trend is toward marriage at a higher age for women. At present, there is a knowledge/behavior 
gap between the age when women marry and when they would like to marry. Many women, and 
some men interviewed, agree that the best age for marriage is 20 or slightly higher. Yet the 
median age, when last surveyed nationally, was 18.  
 
The present study provides evidence from both male and female respondents that nowadays, 
decisions about whom to marry are rarely imposed on women. A woman's ability to make such 
decisions for herself are increasingly respected. 
 
Pressure to Produce Children Quickly .   
 
Once a couple is married, there is usually high pressure from the husband and his family 
(especially the bride's mother-in-law) for the new bride to produce a baby quickly, within 10 to 12 
months. Other relatives, friends, and the broader community also expect to see the first baby 
without delay. Neighbors might compare the new wife to other wives who quickly conceived: 
"Why not you?", they ask. In fact, a woman is often taken to a doctor if she doesn't produce right 
away, to see what is wrong with her. Her husband thinks of taking a second wife if he doesn't see 
a baby quickly, and he may do so. Infertility seems to be a reason for continued polygamy among 
Palestinians. Women occasionally cited fear of finding themselves in a polygamous marriage as a 
reason to produce their first child without delay.  
 
If a wife proves to be infertile, interviewees said that her husband would quickly take another wife 
(although he would not leave the first wife). The norm seems to be to have children at any price. 
Families want boys in order to carry on the family name, so the wife who produces daughters is 
under particular pressure to keep trying for sons. But pronatalism in some areas or among some 
families is so strong that even if a woman has three sons in a row, there is still pressure to produce 
more babies. 
 
There are other negative sanctions for a woman who does not quickly bear children. In fact, Even 
the girl's own family adds to this pressure. They see the baby of their daughter as insurance for 
stability in the marriage. Children strengthen the ties between the families of the husband and 
wife, and the sooner this begins, the better. Both the husband and wife feel family and social 
pressures to prove their productivity. Infertility or sterility are grounds for divorce, something both 
families involved want to avoid. It should come as no surprise that there is considerable concern 
over, and fear of, infertility (see below,  
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The Role and Status of Traditional Healers . 
 
"Tradition" and "culture" were sometimes cited as reasons explaining why a woman is expected to 
bear the first baby quickly, but interviewees were often able to articulate more specific reasons. 
One Nablus man said women themselves want to "have children in the house for entertainment," 
and so do not delay childbirth. 
 
Many women said they would prefer to have "a grace period" before bearing the first child, in the 
words of several respondents. Some younger, more modern, educated women prefer to use 
contraception nowadays and wait before bearing a first child, but there remain strong pressures 
against this. Still, some more educated husbands agree with their wives on this matter, allowing 
them to use contraceptives. Better educated, working women may nowadays delay childbirth for 
the first year or the second of marriage. Reasons for this delay, provided by male as well as 
female informants, were that the newlyweds need to have some time to get to know one another, 
to become closer, before including a child in the family. 
 
The Ideal Number of Children   
 
The majority of respondents, most of whom were women, said between 4 and 6 is the best 
number of children to have, about the same as the 1996 PCBS health survey finding that most 
"couples want to have an average of 5-6 children" (PCBS 1997:21). Younger and better-educated 
women tended to say 4 or slightly fewer was the best number. Some from this group mentioned 
that they had more children because of pressure from husband, husband's family, or the broader 
community. Some representative responses: 
 

"Four children, in order to be able to raise and educate them in a proper way." (refugee 
housewife, age 24, Gaza) 

 
"Four children, because of economic factors and hardships in life. And in order to provide 
quality children--and a quality society." (Woman with 12 children, age 62, refugee camp in 
central West Bank) 

 
"Six children, in order to support them financially and to educate them and take care of them." 
(woman, retired teacher, 51 years old, 5 children, in village near Jerusalem) 

 
Some who gave lower numbers mentioned the need for financial resources to cover the costs of 
raising and educating children properly. Those who gave answers in the 2-4 range sometimes 
specified that at least 2 boys need to be produced. If a woman only produces girls, no matter how 
many, she is still under pressure to produce boys, in conformity with to patrilineal and patriarchal 
values and practices of  Palestinians. 
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 However, a substantial number gave answers such as "at least 8 children" and "between 10 and 
12" (and more than a few had had that many or more children themselves). Some men 
interviewed, but by no means all, gave a desired number of children higher than 4: 
 

"Eight children in order to have reproduction in accordance with the sayings of the Prophet, 
and to have male rather than female children." (male, medical laboratories technician, age 32) 

 
"...God the Omniscient alone determines this. The Prophet said, 'propagate to boast of you 
before the nations at Doomsday'. Also (He said) to propagate as many children as possible." 
(Imam, age 90, Ayda Refugee Camp)  

 
Those who gave more pronatalist answers sometimes mentioned that having many children meant 
having or gaining "power," social status, security and family support. Support meant not only for 
parents in their old age. One informant explained to the foreign researcher that Palestinians don't 
turn to the government for assistance, not necessarily because they don't trust the government. 
They didn't really have a government until recently, and they didn't want to go to Israeli authorities 
to solve problems before that. Families took care of themselves. In the informant's words, "It's 
like, me and my family against the world."  
 
A number of older respondents used the Arabic word izweh, which implies status, protection, and 
help, when discussing the value of children. 
 
Some informants mentioned that "the Prophet encourages" large families. Some interviewed in 
villages, e.g., near Jenin, commented that they want large families in order to have children to help 
with the farm work, a common view expressed among agricultural people in most parts of the 
world.  
 

"(Pressure comes from) the mother–in–law for purposes related to enhancing family power 
and support. Also, the husband would like to have as many children as possible in order to 
boast among people." (woman nurse, age 25, Ali Al–Muhtaseb Hospital)  

 
In sum, there seems to be some unmet need for family planning information and services since for 
the most part, the desired or ideal number of children is slightly lower than the number of children 
women actually have (6.9 in Gaza, 5.6 in West Bank, as of 1997). Yet the ideal and actual (TFR) 
numbers are not far apart. The number of children expressed by most respondents is still high, 
therefore a change in values and attitudes seems a necessary condition for significant fall in 
fertility rates, apart from any impact of economic factors and possible government policies, 
interventions or incentives. 
 
The ideal number of children expressed by Palestinian interviewees has not changed much in the 
last decade. For example, An UNRWA family planning KAP survey in the West Bank (UNRWA 
1993, quoted in Barghouthi, Fragiacomo and Qutteina 1999:124) showed that "an average of 9.6 
children would be born to a married woman during her lifetime. This is in sharp contrast to the 
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 respondents' desired family size of 5.5 children." Since then, West Bank fertility has fallen 
considerably, but ideal family size has not. 
 
Is there a Political Dimension to High Fertility? 
 
As Courbage (1997:223) has observed, "Palestinian fertility has remained high despite relatively 
high female literacy rates and other factors usually associated with onset of the demographic 
transition." In fact, until recently, Palestinian fertility had fallen everywhere except the Palestinian 
Territory themselves. That is, fertility rates declined from previously very high levels among 
Palestinians living in Israel, Jordan, Egypt, and elsewhere, but not in West Bank or Gaza. Then 
fertility rates began to fall in the West Bank. 
 
A 1995 UNICEF study, citing Giacaman (1994), comments that Palestinian "political ideology and 
cultural norms encourage women to bear many children..." (Stephenson 1996:20). An article by an 
anonymous author in "Planned Parenthood Challenges" (1994:(1):28-30) claims that "the political 
situation and the 1987 start of the Intifada...made delivery of even existing (family planning) 
services more difficult and helped create a pronatalist atmosphere which was fuelled by religious 
opposition to family planning." This article mentions that "...the FPA is also actively seeking the 
involvement of religious leaders in discussions about the incorporation of FP in refugee health 
programs."  
 
Heiberg and Ovensen (1993:62) show that the pattern of annual births reported by the Israeli 
Central Bureau of Statistics (ICBS) between 1968-1991 show little if any decline in the Palestinian 
birth rate during the 1970s or early 1980s. In fact, ICBS figures show a rising birth rate since the 
outbreak of Intifada. Meanwhile, Palestinian birth rates elsewhere have fallen. 
 
Batya Elul (1996), in a paper entitled "High and unabating fertility in the Israeli occupied territories: 
unraveling the puzzle," believes that Israeli policies have had an impact on Palestinian fertility by 
provoking heightened nationalism. She cites Fargues (1994), who shows that during two other 
times in Palestine history of the past 50 years, Palestinian fertility rose at the same time as 
heightened political conflict and nationalism (the Great Revolt of the 1930s, and the time of the 
emergence of the PLO). However, she says it is difficult or impossible to measure this in surveys, 
or indeed any approach that relies on the individual as the unit of analysis (Elul 1996:30). She 
suggests that focus groups and anthropological approaches would be more fruitful methods for 
teasing out political (or religious) factors.  
 
Courbage (1997) also suggests that Palestinian fertility tends to rise in response to "political 
tension." 
 
Some informants and respondents in the present qualitative study mentioned political factors 
affecting fertility, in both individual interviews and in focus group discussions, although such 
factors were sometimes mentioned only after prompting. For example, after hearing various 
reasons to have many children, interviewers would ask, "are there any reasons related to politics 
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 or the political situation?"). A number of comments had to do with losing children during the 
Intifada, and the need to replace them, "in order to         compensate for the martyrs." This refers 
especially to sons.  
 

"In a war, it's better to have more children in order to compensate for the ones that have been 
lost." (housewife, age 41, illiterate, Gaza) 

 
Others said it is necessary to be strong in the face of Israeli aggression and occupation. One 
housewife in Gaza was blunt and apparently needed no prompting: people in Gaza have many 
children in order "to liberate Jerusalem." (This same woman said that women should rest 4 years 
between pregnancies "so the wife can look after herself, her baby and her house. After 4 years 
the last child is ready for kindergarten.") 
 
Still others spoke of war-like conditions and mentioned the need to build a strong state capable of 
defending itself against its enemies. In fact, the PLO and the PA have promoted the practice of 
having many children in the past, in order to be numerically strong and not let Israel sweep 
Palestinian people away from their ancestral lands. Now the official policy in Palestinian MOH is 
to reduce fertility, but outside the MOH and Ministry of Education and certain agencies that may 
feel directly the pressure of rising population, others in the Palestinian Authority may still express 
the earlier pronatalist view.  
 
Still other interviewees mentioned closure of borders and loss of jobs, as well as losing members 
of the family to injury and prison during the Intifada--all as serving to make people want to have 
more children.  
 
It should be mentioned that such comments tend to come from Gaza or the Hebron area, 
occasionally from the Nablus area. These three areas, perhaps not by coincidence, have the 
highest percentages of live births among areas of Palestine (MOH 1998:14).  
 
"The Crude Birth Rate in Palestine was 34.4 per thousand in 1997. This shows a sharp reduction 
in crude birth rate during the years 1995-1997. The sharp increase in birth rate during the years 
1987-1994 is due to the political instability in the area and the previous absence of relevant 
intervention policies...Gaza City province had the highest crude birth rate (40.4 per thousand and 
Ramallah province had the lowest...26.8 per thousand. (MOH, 1998:14) 
 
In sum, there is a political dimension to continuing high fertility in Gaza and some areas of the 
West Bank. As long as Palestinians feel oppressed by Israeli occupation, part of the patriotic 
response is to have many children.  It is impossible to quantify this factor underlying high fertility 
(exactly how much of the 6.9 TFR in Gaza is due to political factors?), but it certainly would seem 
that even if there is a trend toward lower fertility, there will need to be a political settlement 
satisfactory to Palestinians to achieve a TFR anything like 3.0.  
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 Is there a Religious Dimension to High Fertility? 
 
Is religion also a factor in high fertility? Fertility among Christian Palestinians is much lower than 
that of Muslims (TFR of 2.59 versus 6.16 in 1996, according to PCBS). Yet Christians tend to be 
better educated and wealthier, factors that tend to be associated with reduced fertility.  
 
It has already been observed by respondents that Islam and the Prophet enjoin believers to go 
forth and propagate, as Christians also believe they should do, and that some Muslims, such as the 
Imam quoted above, believe that number of children a woman has is determined by God alone. 
This raises the question of the position of Islamic clerics, and Muslims in general, on 
contraceptives. 
 
A UNRWA nurse informant from Arab Jerusalem explained that when she started with family 
planning some five years earlier, she and her colleagues had a difficult time. Muslim and Catholic 
leaders opposed contraception. UNRWA held workshops and for these religious leaders during 
which UNRWA staff tried every argument to change the leaders' attitudes. "Somehow abortion 
always got into these discussions." The informant would argue that if a fetus is shown to be 
abnormal, the mother shouldn't continue the pregnancy. This made the religious leaders "go crazy". 
They would argue that God created this baby, therefore He must want it to live. 
 
But times have changed in the past five years, the nurse explained. Recently husbands have come 
to ask about contraception. Most of them are educated husbands who already have some children. 
However, parents in their first pregnancy are still very hard to convince of the value of 
contraception. They say "It's our first. We want more. If we use family planning, we won't have 
another baby." Many still think of contraception as a final resort to end fertility permanently, this 
informant said. 
 
Overall, interviewers in the qualitative study found little evidence of current opposition to 
contraceptives by Islamic clerics. Health workers interviewed reported that Imams tend to be 
cooperative when asked to talk about problems associated with early marriage, family planning, 
and whatever health topics are in the public interest during the hour before Friday prayers. An 
interview with a cleric (a mufti) appeared in a local paper during fieldwork. The mufti agreed that 
Islam favors having many children, but he said child spacing is important, contraceptives are 
valuable, and matters about child spacing and the ultimate number of children should be a couples' 
joint decision and no one else's.  
As discussed below, 88% of repondents in a 1996 national survey thought that religion has no 
objection to family planning (meaning use of contraceptives), while only 12% thought it does 
(PCBS 1997:20). 
 
Several female respondents commented that Islam encourages women's education and virtually all 
people interviewed made the point that further education is a good reason for women to marry 
later, if not to delay or space their births. 
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Cousin Marriage   
 
A traditional preference for cousin marriage (marriage between first cousins on the father's side) 
is declining in preference and practice.  Traditionally, a man is said to have "rights" over a female 
cousin in his extended family (A'aila mumtada), should he want her as a wife. A perceived 
advantage of cousin marriage is that the custom keeps inheritance (land, goods, wealth) within the 
extended family.5 Commonly expressed rationales were to "keep the wealth within the family," the 
husband and wife tend to know each other well before marriage, and simply, "this is our custom."  
 
A recent survey in Gaza (WAC 1999) showed that "57.2% of women were found to have married 
relatives." This study also examined court marriage records (a flawed process, authors admitted) 
and found a somewhat lower figure of Gaza marriages between relatives, 43%. While there was 
no aim to quantify findings in the present qualitative study, 43%-57% seems a bit higher than 
responses from people in the West Bank suggest. Most respondents said the custom is declining 
because people have been told that congenital health problems result from inbreeding.6 (see 
Mahjneh et al 1992 for evidence of genetic problems from inbreeding among Palestinians). 
Interviews have shown that divorce or a bad marriage between cousins can cause friction and 
strife within extended families, a perceived disadvantage.  
 
Some representative comments of respondents: 
 

"I do not prefer marriage among relatives, especially among immediate relatives. It is not good 
due to the hereditary problems it may cause and in order to avoid the social problems that 
might be caused by marriage among relatives." (woman, age 35, Al–Diheisheh Refugee 
Camp)  

 
"(I do not like cousin marriage)...for fear of potential social problems, hereditary diseases, 
malformations, handicaps, …etc. Dealing with outsiders might be easier than with relatives." 
(midwife, age 25) 

 
"Getting married to relative has good aspects. They already know each other and the other 
family. They don't have to get acquainted." Woman, retired teacher, age 51, village near 
Jerusalem. 

 
"It is good to keep the family united and it keeps the wealth in the family for the children." 
Man, age 75, non-literate, Gaza refugee camp. 

                                                                 
5 Earlier literature mentioned the importance of the extended patrilineage  (Hamula) among Palestinians, 
contributing to continued high fertility (Friedlander et al 1979, quoted in Elul 1996). 

6 A campaign against cousin marriage is currently underway in Saudi Arabia, according to the International 
Herald Tribune (1/17/00). 
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Cousin marriages may still be preferred in Gaza.  
 
Regarding the congenital effects of endogamy, the leading cause of death during the first year of 
life, as noted elsewhere, is "congenital anomalies" (18.6%) (MOH 1998:82). One informant in the 
present study is a director of a CBR (community-based rehabilitation) program in the West Bank. 
She had recently done door-to-door surveys of West Bank villages, looking for physical and 
mental disabilities, hoping to shed light on their origin and prevention as well as prevalence. She 
and her colleagues were surprised to learn that the majority of disabilities in villages were not 
related to genetic inbreeding, but rather to poor health practices such as letting ear infections go 
too long before treatment, or allowing fever temperatures remain high too long before seeking 
medical care. Many disabilities were therefore not due (as much as thought) to genetic inbreeding, 
but were preventable through improved health education for villagers. 
 
B. Birth Spacing and Family Planning 
 
Quite a lot of data related to family planning are available from the published and unpublished 
literature. It is useful to summarize relevant findings here, before presentation of our qualitative 
findings. 
 
Literature Review: Family Planning 
Knowledge of any modern contraceptives method is extremely high, 99.6%, among Palestinian 
women. Most Palestinian women (in 95% range), approve of family planning, and this has been 
true at least as far back as 1993. Ever-use of any method is 57% in West Bank and 43% in Gaza. 
Current use levels among currently married women is lower (33.6% and 24.5% respectively): 
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Percent Distribution of Ever-Married Women who have ever used a Contraceptive 

Method, by method, Age and Residence 

Residence & Age IUD       PILL Other modern 
method 

Any 
Method 

West Bank 
Current Age 
<30 
30-49 
Total 
 
Gaza Strip 
Current Age 
<30 
30-49 
Total 
 
Palestinian Territory 
Current Age 
<30 
30-49 

 
 
        30.7              17.2  
        50.9              39.3  
        41.9              29.5 
 
 
 
        23.0               10.8 
        37.0               19.4 
        30.3               15.3 
 
 
 
        28.1              15.0 
        46.6              33.1 

 
 
          42.9 
          68.6 
          57.2 
 
 
 
          32.2 
          52.9 
          43.0 
 
 
 
          39.3 
          63.8 

 
 
     62.3 
     79.3 
     71.7 
 
 
 
     43.0 
     61.9 
     53.0 
 
 
 
    55.8 
    73.9 

Total         38.2              24.9           52.6     65.7 

(source: PCBS 1997:141) 
 
Perhaps contrary to expectation, contraceptive use is highest (59.3%) in villages, and lowest 
(50.8%) in camps. As expected, contraceptive use rises steadily with level of education, but only 
slightly (PCBS 1997:144).  
 
Findings about knowledge of contraceptives showed that IUD and pills are recognized by 99% of 
respondants, breastfeeding by 93%, condoms by 68%, injections by 65%, vaginal methods by 54%, 
and "safe period" by 74%.  The percentage of currently used methods by those currently married 
were IUD (47.6%), withdrawal (12.8%), pills (8.4%), "safe period" (11.3%), breastfeeding 
(7.3%), legation (6.2%), condoms (3.3%), injections (1.3%,), vaginal methods (1.1%) and other 
methods (0.7%) (PCBS 1997).  
The IUD is significantly more popular than the pill, and these two account for most methods ever-
used (PCBS 1997:141).  
 
The intention for first-time use for the purpose of child spacing was 76%.  Currently married 
women currently using any method was 45.3% (West Bank 50.7%; 33.9% for Gaza). The 
preference among non-users who intended to use contraceptives was IUD (61.2%), oral 
contraceptive (13.2%), other modern method (7.3%) traditional methods (18.3%).  
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Current Contraceptive Use Levels among Currently Married Women 

Region Any method Any modern method Pill IUD 

West Bank 50.7 33.6 4.3 24.1 

Gaza 33.9 24.5 2.7 16.2 

Overall 45.2 30.7 3.8 21.5 

Source: PCBS 1998 (from 1996 Survey) 
 
 
Among age group 30-49, first contraceptive use (ever-use) tends to have begun only after the 4th 
child (38.1%) in this group first used a contraceptive only after 5 or more children. However, 
among the under-30 group, first contraceptive use may begin after 1 or 2 children (67.2% report 
first use after first 2 children). Thus, the trend is toward lower-parity contraceptive adoption 
(PCBS 1997:147). 
 
The main reason for contraceptive use for age group 30-49 was "child spacing", but a third of 
respondents (32.5%) mentioned "to stop child bearing" as the reason. This latter reason was cited 
by only 9.5% in the younger age group, as expected (PCBS 1997:150) As might be expected, 
stated contraceptive use for "child spacing" rises steadily with level of education (PCBS 
1997:150). Less educated women are less understanding of the child spacing purpose of 
contraception. 
 
The main stated problem with any modern contraceptive overall is the category "health problems", 
cited by 94.1%. Among the main reasons for non-use are menopause (44%), "husband" 18%, 
oppose FP 13%, side effects 11%, and religious reasons 7%. The last reason is almost twice as 
likely to be given in villages as in cities (9.8% v. 5.0%). "Husband" (his opposition, presumably) is 
given as reason by 21.8% in Gaza versus 14.5% in West Bank. 
 
The percentage of currently married using modern methods by source of methods was found to be 
private doctors (44.6%), MCH centers (13.0%), family planning centers (11.3%), private hospitals 
(8.6%), pharmacies (7.1%), government hospitals (6.7%), private health centers (6.3%), and 
government health centers (2.4%) (PCBS 1997:154). 
 
On benefits of family planning, the highest percentage said "it saves money" (59%), followed by 
"it's better for mother's health" (24%). 98% of women surveyed wanted to have spacing between 
births. The average interval of birth spacing perceived by women was 2.5 years. Reasons for 
having many children included "family strength" (38%); they simply like having many children 
(22%); it prevents husbands remarriage to a second wife (10%), they want children to provide 
care for their families (4%); and children are a  
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source of income (3%).  88% thought that religion does not object to family planning (meaning use 
of contraceptives), while 12% thought it does (PCBS 1997:20). 
 
Other recent family planning surveys (Ismail and Shahin 1996, Dakkak 1996) as well as a study 
using "intercept" or "exit interview" methods (Kaileh 1996), produced similar findings.7 For 
example, the survey conducted by Ismail and Shahin (1996: 7-8,18) showed that: the average age 
of marriage was 19; wives are usually 5 years younger than husbands and they have finished 9 
years of schooling. Women would like to have 5 or 6 children and would prefer average spacing 
of 30 months between. About 70% of married, non-pregnant women wished to postpone or stop 
childbearing; 39% of this group was using an effective contraceptive method. Only 17% of 
women were advised about family planning services and methods after their last delivery. On 
perceptions of "family planning," 31% of women thought it means having births whenever they 
wish; 28% said it meant limiting the number of births, others perceived family planning as having 
more time between deliveries; still others saw it as enabling mothers to raise and educate their 
children given limited income; and lastly, women perceived FP as the ability of mothers to rest 
physically and rebuild their health.   
Regarding this last question, Dakkak (1996) found much the same thing. Only 4% of respondents 
in that survey thought that family planning means "to rest between pregnancies;" 75% thought it 
means "to have children when we/they want them", 7% "to stop reproduction" 8% "spacing 
between pregnancies." The remaining responses were 3% or less: "planning the number of 
children;" and limiting children for "better socioeconomic and educational opportunities for 
children."  
 
Findings from Qualitative Study:  
 
Birth Spacing   
 
A mother usually believes that a 2-3 year interval would be best for her health and that of her 
baby, in fact men usually believe this as well. Most interviewees understood that a woman needs a 
period to recover from her last pregnancy and childbirth and to regain her strength. Health 
workers and others interviewed maintained that Palestinian women have understood traditionally  
the value of birth spacing by at least 2 years; such awareness is not recent nor due only to health 
education efforts. Even a 90 year old Imam interviewed commented that "God says two years" for 
birth spacing. 
 

                                                                 
7 Certain key statistical findings, e.g., the type of contraceptive method preferred, and the relationship 
between parity and contraceptive use, do not differ much from population-based surveys using random 
samples. This serves to validate the use of intercept methodologies, except when there is logical or empirical 
reason to suspect bias from interviewing only those mothers who come to health facilities. 
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 Quite a high proportion of women, and some men, said that mothers should rest even longer, for 
3-5 years, between pregnancies. Such spacing is also understood to allow the mother to properly 
care for her last child, including an adequate period of breastfeeding. Other reasons to space 
births mentioned by 2-3 or more years include: it allows time for the husband to make money to be 
able to meet the costs of having another child; it    provides a "psychological rest" for the mother; 
it preserves a woman's beauty; it restores"family vitality;" and it provides time for the wife to care 
for her husband ("the husband needs care too"). 
 
A representative comment: 
 

There should be a 3–4 year rest period between a child and the next one...(It) is essential for 
the mother's health and in order for the womb to return to its normal state. It is also important 
in order to enable the mother to raise the (last) child and offer him sufficient breast–feeding." 
(Midwife, age 30, Al–Amari Refugee Camp)  

 
But attitudes and practice may differ. In practice, the husband and his family often pressure the 
wife to have successive babies quickly, with less than 2 years between births, especially, it seems, 
in Gaza. (Recall that 47% of Palestinian women had a birth interval of less than 2 years in 1996). 
A number of female respondents admitted that in spite of knowing what is best, they themselves 
were not able to rest for as much as 2 years due, in the words of one, "to ignorance and lack of 
awareness of the importance of the rest." 
 
In one Gaza focus group consisting of 6 women refugees, participants all agreed that the best 
period for resting is 2 years. Yet none were given a "grace period" of this length, nor were any 
aware of negative health consequences to conceiving again in less than 2 years. These women, all 
poor, receive health care at UNRWA clinics. They mentioned that UNRWA provides 1 kg. of 
flour, sugar, beans, and rice, both when a woman is pregnant and after she has delivered, easing 
(however slightly) the economic burden. 
 
As discussed below (Implications), there seem to be fewer health consequences of closely 
spaced births in Palestine than those usually found in developing countries. It therefore becomes 
less convincing to use health reasons and (familiar, believable) examples in educating Palestinians 
about the dangers of close birth spacing. One MCH/FP nurse in East Jerusalem commented, "We 
have to teach mothers using the approach of economics: the cost of school fees, food and clothing, 
and how spacing will help them achieve a better life, more income, better health."  
 
Some representative comments of respondents: 
 

"The ideal rest period is 5 years. But pressure comes from outside, from the husband's family, 
neighbors, and mother-in-law, to reduce this period of resting. They say, 'You should bring 
more children!" "What are you waiting for? Go ahead!.' (woman from Betrima village, near 
Ramallah) 
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 "Women in Gaza don't depend on rest between pregnancies. If mothers become pregnant after 
40 days, it doesn't matter." (man from Gaza) 

  
"Nowadays it's acceptable for all mothers to rest for 2 years. She can use contraceptives. This is 
due to the increase of awareness among the new generation because of education and mass 
media, besides the economic burden. If you have more children, this will increase your monthly 
expenditures." (man from village in northern West Bank, age 40 with diploma after secondary 
school)  
"Two years. God says two years." (Imam, age 90)  

 
"A woman has no rest between pregnancies except for her breastfeeding period. Any rest 
period is curtailed by the husband and his family. Women want more rest but they can't get it." 
(comment by women during focus group discussion in at Heker El Jame, Gaza.) 
 
"It has been a long and difficult process of health education, but births are starting to be spaced a 
little longer." Village health worker, Al Mughair, West Bank) 

 
 
Decision to have the next Baby    
 
Traditionally, or normatively, the decision about when to have next baby is or was made primarily 
by the husband, with his mother often influencing the decision. The husband's father may also 
influence this decision. There is a trend "among the new, more educated generation" to leave this 
decision with the husband and wife alone. In fact, most respondents (men and women) said it is 
the couple who makes reproductive decisions, and no one else influences these. Moreover, a 
number of women said that they themselves had most of the decision-making power.  
 
The 1996 West Bank health survey (Ismail and Shahin 1996:21) likewise found (and listed as an 
issue of "policy implication"), "In contrast to widely held opinion that women rarely decide the size 
of the family, this survey showed that two-thirds of women indicated sharing this decision with 
their husbands and rarely delegate this matter to relatives beyond the couple." Another recent 
survey in Jenin district (CARE-UNFPA 1997) likewise found that husbands and wives together 
nowadays jointly decide about using contraceptives. 
 
Other interviewees in the present study, even when they cited "husband and wife alone" or 
"husband and wife together," sometimes added comments to the effect that the husband has more, 
or far more, power in the decision making than his wife. And sometimes the influence of the 
mother-in-law was said to still be operating at some level, if not openly.  
 
During an interview with a group of older village health workers in Gaza, one of the authors 
observed that Palestinian women, when they are young mothers, are subjected to great tyranny 
under their mothers-in-law. Yet some 20 years later, they themselves become tyrants toward their 
daughters-in-law. The VHWs chuckled and agreed that, "since we had to suffer when we were 
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 young, we make our daughters-in-laws suffer when we are older." (See below, "Case Study. 
Illustration of Secretive Use of Contraceptives," for more on role of mother-in-law). 
 
However, some respondents emphasized that the wife nowadays has quite a large amount of the 
decision-making power, even most of it. This seems to be the trend among better educated 
Palestinians. 
 
One better educated male villager near Ramallah commented that sometimes it's the wife rather 
than her husband who wants to cut short the rest period and begin another child, "...because she 
believes if she produces more children, her relationship will be stronger with her husband. Also the 
emotion of the mother is stronger than the husband's in liking to have more children."8    
(Note that this first reason is still husband-centered.) 
 
Some comments illustrating the range of responses and underlying attitudes: 
 

"(The couple) start to think about another child after weaning the last child." (Male, 
elementary education, from Beit Qad, northern West Bank, age 65) 

 
"...the woman is the sole decision maker in this respect. Although the husband takes part in 
taking this decision in certain cases, the decision of the wife is the final in most cases." 
(housewife, Al Shati’a Refugee Camp, age 23)  

 
"...the wife has the authority to take the decision...In the (past), things were (believed to be) 
according to God’s will, out of her belief that her reproduction is contingent on God’s will and 
that she had no role in this affair." (housewife, age 42)  

 
Meaning of "Family Planning"   
 
The term family planning has positive connotation among Palestinians. Our findings parallel those 
noted in the literature review above: the term may mean child spacing, or use of contraceptives, or 
trying to have control over the total number of children a woman has. Some said the term implies 
having a lower total number of children. 
 
Health workers interviewed in the present study seem to emphasize that family planning means 
good or adequate birth spacing, and that this is desirable for economic reasons, and for maternal 
and child health and survival reasons. One East Jerusalem nurse commented, "We tell them it's 
not cessation, it's spacing. It's not birth control." A nurse midwife from Betrima village, West 
Bank, observed, "Some people believe family planning means stopping childbearing (forever). 
Those who believe this say they will not use it because religion is against it." 
 
                                                                 
8 There is a Palestinian proverb to the effect that its the women, more than the men, who want to have more 
children. 
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 From earlier surveys that asked this question (Ismail and Shahin 1996, Dakkak 1996), we see that 
family planning, as relating to mothers' need to rest physically and rebuild their health, was 
infrequently cited, or cited last. In 1996 at least, it seems that the message of family planning 
education, viz. "mothers need to rest physically and rebuild their health," had not been delivered 
and/or understood adequately. Yet this message seems to have gotten though better in the last 3-4 
years; a great many women cited definitions that included this idea.  
 
Some representative comments: 
 

"Family planning means happy life. (It means) producing more children when we are ready 
physically, psychologically and economically." (Man from Gaza) 

 
"Family planning means that the woman should have enough time after the delivery of each 
child to recuperate after delivery of the child." (Man, age 62)  

 
"It means having fewer children, less children." (Jerusalem woman) 

 
"Family planning" means to be able to determine the number of children (a woman) should 
have in her life. She can calculate her (number of) reproductive years and then divide this 
number by the number of children she wants. So if she wants 4 children, she'll wait 5 years 
between each birth." (University-educated woman, Taybeh village, West Bank) 

 
"It means having fewer children than in the past. This is through child spacing." (male from 
Faqouaa, West Bank, age 40) 
"(It means) stop reproduction for a certain period until the economic status and the mother 
health improve." (housewife, Al  Shati’a Refugee Camp, age 57) 

 
"(It means having) up to or less than four children... Reproduction after some rest, without 
stopping it." (refugee housewife, age 24) 

 
"Family planning (means) less number of births leading to better education and provision of the 
(the best) conditions for the children. Greater spacing between one child and the next." 
(woman, age 38, from Al–Eizareyeh)   

 
Contraceptive Methods     
 
Our findings conform to survey findings about most popular methods: the IUD was found to be the 
most popular method, followed by oral contraceptives (OCs). (Surveys show that the IUD tends 
to be favored over OCs, on the order of between 3 to 1 and 6 to 1). Much smaller numbers of 
women use the injection or foaming tablets, or their husbands use condoms (the last was rarely 
mentioned). A village health worker reported that condoms are not available in all areas, such as 
her own village. 
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 A number of health workers and interviewees from the general public observed that the IUD is 
the best and most popular method because it has the fewest side effects, it is the most reliable, 
and it does not affect sexual relations. 
 
Some women use natural family planning methods, i.e., breastfeeding, withdrawal and safe period 
("counting the days"). The latter two "...are not favored by men because they require restraint or 
withdrawal," in the words of a male health worker at a maternity hospital in Al-Bireh, West Bank. 
Condoms are likewise not popular with men due to diminished sexual pleasure. One man said 
condoms are "unhealthy." It is noteworthy that a few respondents included condoms among 
"natural methods." There was a mention of "temporary separation," which probably refers to the 
40-day postpartum restriction against sexual intercourse. All respondents acknowledged this 
restriction, therefore a question about its existence was dropped at an earlier stage of the study. 
 

"There are natural contraceptive (methods)...which are not secure all the time. The monthly 
period should be regular in order for this (safe period) method to succeed. Ejaculation outside 
the vagina is a successful contraceptive." (midwife, age 30, Al–Amari Refugee Camp)  

 
A number of respondents said the IUD (or "spiral") is the best type of contraceptive because it is 
"comfortable," "safe" and "it lasts for a long period." The term safe was used by respondents to 
denote both reliability (i.e. it prevents pregnancy) and lack of physical harm. OCs were sometimes 
described as unsafe in the sense that women forget to take them and then become pregnant, and 
unsafe because they can cause sterility and other physical side-effects. 
 

"The spiral is the best type of contraceptives because it is the safest. The tablet is the least 
frequently used type of contraceptive. It could cause impotency. Sometimes, irregular use 
may cause pregnancy. It's unsafe." (woman, age 20) 

 
"The least frequently used type of contraceptives is the condom, because it is rejected by the 
husband since it does not provide enough satisfaction." (Male nurse, Hebron, age 28)  

 
Health workers sometimes commented that they did not really know whether condoms, when they 
are requested, are used for STD/HIV prevention or family planning. 
 
Health workers including village health workers say they screen women for high blood pressure or 
varicose veins. Those with either condition are advised to use the IUD or condom rather than 
hormonals. 
 
 
 
 
 
Perceived Side Effects, Reasons not to Use Contraceptives. 
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 Some people believe that injections and OCs cause permanent infertility. A number of health 
workers and general respondents commented that this is the least popular method. Some believe 
OCs cause obesity,  nervousness, headaches, swelling, decrease in breastmilk (or "drying the milk 
glands in the women's breast"), irregularity of menstruation, congenital abnormalities, cancer, harm 
to women's eyes and back, or even permanent infertility. (This represents a composite list of fears 
compiled from many responses; no one respondent mentioned all of these. Usually one or two 
perceived side effects were mentioned by a single respondent.)  Another problem with OCs is that 
a woman may forget to take her pills and so get pregnant. One health worker observed that some 
women may be ambivalent or unsure about wanting to avoid pregnancy, and it's easy to simply 
stop using the pills. Stopping this method doesn't require a health facility visit. 
 
A small number of respondents expressed fear that IUDs cause bleeding, but most had only 
positive comments about this method.  
  
Apart from believed or perceived side effects, reasons for not using contraceptives include: 
husband's opposition (most often cited) opposition from others in the husband's family (the mother-
in-law is often cited specifically); or the woman herself might not want to use contraceptives--
usually because all of above want to have more children. Other reasons include: perceived conflict 
with religion, "inconvenience;" and the belief that "God will help economically if a second child is 
coming," or "God will provide" so it is unnecessary to use contraceptives. A women's husband or 
family might oppose contraception either because of their desire for more children, or because 
they believe contraceptives might harm the woman. 
 
Regarding the perception by a few respondents that Islam is against family planning, the position 
of Palestinian religious leaders has been stated in mosques and via mass media quite frequently of 
late, and the position is that (modern) contraception to ensure adequate child spacing, and to 
ensure the health of the mother, is fully supported by Islam. The great majority of people 
interviewed seem aware of this position. 
 

Case Study. Illustration of Secretive Use of Contraceptives  
 
A 17-year old woman born in Jordan was forced against her will into an arranged marriage in a 
West Bank village. She came to the local clinic and asked the doctor for oral contraceptives. In 
Jordan, the law states that a woman cannot use contraception unless she has the explicit, written 
consent of her husband. In Palestine, the law is more relaxed, and if a woman merely tells health 
workers that her husband concurs, they will give her contraception without seeking further proof. 
However, this 17-year-old wife admitted that her husband was against it. Yet she pleaded that she 
knew that the marriage would not work, in fact she wanted a divorce and therefore did not want  
to become pregnant. The wife's mother-in-law had other plans, and so she always followed her 
daughter-in-law to the clinic to make sure she didn't get contraceptives. 
 
This threw the local doctor into a dilemma. He didn't want to knowingly give contraception to a 
woman whose husband was known to oppose it, since this could backfire and make the whole 
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 community suspicious about what women do when they go to the clinic. Yet he sympathized with 
the young wife's situation. In the end, he let the local VHW (village health worker) know that he 
sympathized with the wife and he suggested that maybe a third party could be to the clinic 
sometime to get OCs for her. As of the time of interviewing, the VHW reported that the young 
wife had so far not managed to evade her mother-in-law in order to obtain contraceptives, even 
through third party.  
  
 
Choice of Contraceptive Method   
 
Do women choose their contraceptive method, and if so, what determines their decision? 
Respondents often answered this question by saying they usually defer to the doctor or health 
worker. The next most common response was that the woman chooses the methods herself, 
sometimes based on what she has heard from friends, neighbors, or relatives. Some respondents 
commented that Islam requires the husband and wife to decide together. A health worker 
observed, "The husband has to be part of the decision. He will divorce his wife if she uses a 
contraceptive without telling him." 
 
It was admitted that some women may use contraception without their husband's knowledge, and 
the case study above exemplifies this. Yet this seems to be the exception. Many respondents 
commented that husbands are part or the decision, although more in whether to use 
contraceptives, rather than in which method to use. 
 
A Jenin health worker explained: 
 

"Some (women) are open to medical advice when they come to a clinic or hospital, while 
others come asking for a specific method, or they come announcing which method they don't 
want because of some experience on the part of a friend or neighbor with that particular 
method...The husband influences this decision)."  

 
Another nurse outreach worker in a small town near Jenin clarified: 
 

"Most women come asking for the IUD. They usually learn about this method from other 
women informally. The second most favored contraceptive method is the OC. Some women 
get professional advice from health workers, and so this helps determine their choice."  

 
 
 
A representative respondent said: 
 

"The woman herself decides upon the method, but the specialized doctor in the clinic 
influences her selection of the method due to the fact that the doctor knows well the best 
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 contraceptive that minimizes the risks of infections and complications." (Refugee housewife, age 
23)  

 
The basis of choice, if it is the women's, relates to her or her husband's beliefs and perceptions 
about effectiveness and safety, about possible side effects, discussed above, or less frequently 
mentioned, about degree of satisfaction in sexual intercourse. 
 
Since women and their husbands defer to medical advice on choice of contraceptives, and since 
so few methods are currently used, it seems clear that there is a need to better educate health 
providers about the range of temporary methods available. Health providers need to promote 
methods other than the IUD to a far greater extent, and promote them earlier in parity.  
 
 
When Women use Contraceptives   
 
The 1997 PCBS health survey showed that among age group 30-49, first contraceptive use (ever-
use) tends to have begun only after the fourth child; 38.1% in this group first used a contraceptive 
only after 5 or more children (PCBS 1997:147). However, among the under-30 group, first 
contraceptive use may begin after 1 or 2 children (67.2% report first use after first 2 children). 
Thus, the trend is toward lower-parity contraceptive adoption.  
 
Our findings parallel the PCBS finding that many women first use contraceptives only after their 
fourth child. However, we also found that many women--especially younger, more educated--
would like to use contraception at an earlier stage of parity, and some in fact do this. Even if they 
have their first baby without delay, they may nowadays adopt contraceptive use after one or two 
children. Some such women might even resist the considerable pressure to have the first baby 
right away. 
 
Yet various interviewees, a nurse at an UNRWA clinic, and women in focus groups in Gaza still 
spoke of women who only adopt contraception after 7, 8, 9 children. Various respondents 
mentioned that contraceptive adoption depends on the sex of the existing children: if there are only 
or mostly girls, contraceptive adoption may be postponed until there are two boys. 
 
Health workers teach that contraception should begin right after the 40-day postpartum period. 
Some women come to facilities to seek contraceptives before 40 days if they have had experience 
in the past with their breastfeeding not working as natural contraception. Others who trust the 
contraceptive function of their breastfeeding might seek contraceptives after they breastfeed for 3 
or 4 months. 
 
Access to Contraceptives   
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 A national survey in 1992 found that "only a small share of health services provide family 
planning assistance" (Heiberg and Ovensen 1993:113-114). Access to at least contraceptives 
seems to have improved greatly since, as our review of PCBS and other survey findings show.  
 
Many interviewees in the present study mentioned that contraceptives were obtained free. Places 
mentioned include UNRWA clinics, foreign and Palestinian NGO clinics, MCH and family 
planning clinics, private and "specialized" doctors and clinics, and "governmental institutions."  
Many mentioned that contraceptive costs were affordable or even "symbolic." In fact, not a single 
respondent mentioned prices of contraceptives being other than "marginal" or minimal, except for 
one who commented that contraceptives "could be expensive if purchased from the pharmacy." 
 
In short, few if any problems were expressed concerning contraceptive access, availability or cost, 
at least for the two popular methods. Obstacles to achieving higher contraceptive use levels 
appear to be found more in pronatalist attitudes, including those of husbands and older family 
members. 
 
Village health workers (VHWs) are said to resupply oral contraceptives to women who have been 
examined and already had OCs prescribed, at least in some areas. This appears to be the only 
type of community based distribution of contraceptives. It seems that medicines, even aspirin or 
vitamins, are rarely available in smaller villages, at least in some parts of Palestine. People have to 
travel to the nearest town or city to get these.   
 
In conclusion of this section, there is a clear need to promote a range of temporary methods and to 
get accurate information as well as contraceptives to the broad population. Messages will need to 
be consistent and mutually reinforcing, and be sent though a wide variety of channels (see below, 
Health Education Approaches and Media Habits). 
 
C. PREGNANCY, CHILDBIRTH, PERINATAL CARE 
 
Literature Review: Infant Health 
 
The leading cause of death during the first year of life, as of 1997, is "congenital anomalies" 
(18.6%), followed by prematurity (14.2%) and respiratory conditions (9.5%). Diarrhea (classified 
under "gastroenteritis and dehydration") has dropped off as a cause of death in recent years, to 
3.3% of infant deaths (MOH 1998:82). 
 
According to the 1997 PCBS survey, most (94% overall) babies are weighed and measured in 
West Bank and Gaza, with little difference found by residence (city, camp, or village). 
 
A recent survey of children in Palestinian refugee camps in West Bank, Gaza, Syria, Jordan and 
Lebanon showed 67% to be anemic, with rates in Gaza, Syria and Lebanon among the higher 
rates. Factors associated with anemia included lack of breastfeeding, male sex, maternal illiteracy, 
stunting, and recent episodes of fever or diarrhea (Hassan et al 1997). 
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A study of children in Gaza found 15.1% to be underweight, there was wasting in 5.7%, and 
stunting in 14.2%. No significant differences were found between the sexes (Kumar 1995). 
Several other recent studies have also found no significant gender differences were found 
between babies and young children. 
 
For example Schoenbaum et al (1995) found no consistent gender differences in nutritional 
treatment of children and anthropometric outcome for infants of different socioeconomic status. 
An earlier study (Schoenbaum, 1993) based on research conducted between 1987-89,  showed a 
slight difference in malnutrition among infants in Gaza, in which girls were slightly disadvantaged. 
Breastfeeding did not vary by gender in 1987, although in 1989 boys were more likely than girls to 
be nursed after 12 months of age. "No gender variation was found in receiving meat to eat, but 
difference (not significant) was found in receiving vitamins and iron." This study found no gender 
differences in feeding patterns, but did yield the obvious finding that "poorer children were much 
more likely to be malnourished..."  
 
According to the last national health survey (PCBS 1997), anthropometric measures have been 
used to assess the nutritional status of Palestinian children under 5 years; 94.7% of surveyed 
children  have been measured for height and weight. The percentage of children under 5 years 
suffering stunting (height for age) in the Palestinian Territory was 7.2% (6.5% for males and 8% 
for females); for wasting (weight for height) 2.8%; (2.6% for males and 2.9% for females); and 
for underweight (weight for age) 4% (3.4% for males and 4.5% for females). For the three 
mentioned indices, rates were slightly higher in Gaza Strip.   
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 Percentage of Children Classified as Malnourished 
 

Region  Stunting  Wasting    Underweight 

West Bank  6.7  2.2  3.9 

Gaza  8.2  3.7  5.2 

Overall  7.2  2.7  4.4 

Source: PCBS 1998 (from 1996 Survey) 
 
PCBS asked a question about birth weight according to mother's perception or opinion: 6% of last 
two births were considered below normal (less than 2.5kg), 85.7% were normal (2.5-4 kg) and 
8.3% above normal (above 4 kg) (PCBS 1997). Findings of the same survey showed that the 
percentage of under 5 children who have had a diarrhea episode during the last two weeks 
preceding survey found to be 13.5%. The mean duration of diarrhea was 4 days.  
 
Immunization statistics from 1997 from the MOH show coverage at the 95-96% level (MOH 
1998). However, according to the earlier (1996) health survey (PCBS 1997), and requiring proof 
by seeing completed immunization cards, overall immunization coverage for all ages was 66.8%. 
There were also differences by age of child: coverage for babies under 6 months is fully 89.5%. 
This drops steadily as age of child increases, to 51.1% for children over 36 months. It appears that 
mothers begin conscientiously, but then may fail to keep up with immunizations as the child 
reaches age 3 or older. There is no difference at all in coverage by gender. Under-5 immunization 
coverage was highest in villages (70.9%) and lowest in camps (54.8%) (PCBS 1997:173). 
 
Findings from Qualitative Study: Infant Health    
 
Pregnancy is considered a natural process. In the past it was considered rather dangerous and 
serious, but nowadays major problems are not anticipated. Virtually all births now occur in health 
facilities, attended by trained health personnel. Those few births that occur at home (in West Bank 
only, it seems), are said to be attended by trained midwives nowadays (see The Status of 
Traditional Birth Attendants , below).  
 
Traditional or religious healers are consulted by some if a woman cannot conceive, in order to 
treat infertility; but they are consulted for little else pertaining to perinatal matters (see section on 
traditional healers, below). 
   
Women, and Palestinians generally, seem to have great respect for, and trust in, modern (i.e., 
biomedical, allopathic) medicine and practitioners. Almost all advice on matters pertaining to 
pregnancy, the perinatal period, and childbirth itself, comes from medical personnel rather than 
from traditional health practitioners, or from friends or neighbors. The availability and value of 
specialized nurses and (trained) midwives, as well as the proximity of clinics, was mentioned by 
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 many respondents with no need for prompting. Our findings are corroborated by, e.g., the recent 
family planning survey of Jenin district (CARE/UNFPA 1997) 
 
Virtually all respondents said that pregnant women turn to doctors (or other medical professionals) 
because they possess the relevant knowledge and experience, implying or stating that friends and 
neighbors do not posses relevant and valued knowledge and  experience. We see in this context 
and throughout the study that Palestinians seem to have great respect for education and those of 
professional status, especially doctors. 
 
Perceived Danger Signs in Pregnancy, and Response  
 
Locally recognized "danger signs" that a pregnancy might be difficult or dangerous include high 
blood pressure (or headache indicating high blood pressure), low blood pressure; swelling including 
swollen ankles; bleeding, convulsions and anemia, diabetes, "distension or tumor, which could be a 
sign of pregnancy poisoning" (this from a pharmacist assistant); varicose veins; "the status of the 
fetus in the abdomen;" lack of fetus movement inside the womb; vomiting or dizziness; "different 
pains coupled sometimes with high temperature and paleness;" "back and legs pains;" visual 
problems, convulsion, change in the color of the women's face; "albumin," and "sensitivity."  
 
Note that answers point to beliefs that appear medically sound, medically informed, and little-
influenced by "folk" beliefs or alternative ethnomedical theories. Very few informants, male or 
female, failed to describe at least some danger signs, perhaps proving again strong Palestinian 
concerns about their children's health and survival.  
 
People were asked what they usually do when they observe and danger signs in the pregnant 
mother. Interviewees and key informants were essentially unanimous in saying that she should be 
taken, and is taken, to the nearest health facility. Typical comments were: 
 
"If the situation dangerous, she should go to hospital right away." "She should consult a doctor, 
especially in cases of high fever."  
"She immediately goes to the clinic in order not to have any complications."  
"(She) goes to the nearest clinic and then to the doctor."  
"She immediately goes to the emergency section." 
 
A more detailed answer that refers to care-seeking personal history: 
 

"In case of serious syndromes, I immediately go to the doctor. Once I had bleeding and did not 
know what to do although I am educated and aware of many matters concerning this issue. In 
the end, I went to the doctor. Also, the woman should be fully aware of the blows or strikes 
the fetus may face, for fear of internal bleeding. People should not take such things lightly 
because they may cause meningitis if the body does not absorb the blood." woman, age 38, Al 
– Eizareyeh   
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 A rare answer:  
 

"I consult people around me such as friends and relatives." woman, age 20 (residence not 
available) 

 
Sometimes the urgency expressed about getting the woman to a medical facility without delay is 
because of concern with the woman, but it may also be because of concern for the fetus, as this 
response shows: 
 

"In case of serious syndromes, the woman must immediately go to the doctor in order to 
examine the fetus and assure its proper health." (male doctor, Al –Eizareyeh)  

 
In sum, it appears that women and their husbands do not fail to realize dangers signs during 
pregnancy; they do not hesitate to take the woman to a nearby health facility if such dangers signs 
are observed; health facilities are not far away, and there appear to be no serious barriers to 
service utilization relating to perceptions in treatment and quality, at least from the perceptions of 
consumers (see below, Health Facilities Utilization). The danger to the woman is, at least 
nowadays, appears to be a major consideration--not just the survival of the fetus. 
 
Diet During Pregnancy 
 
Pregnant women essentially follow their regular diet, although they often increase consumption of 
meat, fish, milk and dairy products, eggs and vegetables, a pattern also found in a recent Gaza 
health survey (Ard El Insan/Terre des Hommes 1998:29). There seem to be few traditional beliefs 
about special foods intended to nurture the mother or babies. There seem to be few if any 
indigenous beliefs about foods or drinks that make for ease of delivery. No special dietary 
prescriptions or proscriptions arose in interviews, other than a widely held conviction that pregnant 
women should avoid any medicines not prescribed by a doctor.  
 
Diets during pregnancy mentioned or recommended by respondents  appear to be beneficial and 
medically sound: milk and dairy products including yoghurt, eggs, vegetables including spinach, 
liver, lentils, Khabiza bread and fresh fruits. Fresh fruit juices and vegetable soups are also 
considered good. Respondents commented that pregnant mothers should eat more of these foods 
for the health of her fetus. One woman mentioned that eating khabiz (local bread) and salty foods 
are good because it makes the breastfeeding women take more liquids, "which is essential to 
increase mothers’ milk." 
 
Calcium, iron, and vitamin supplements were frequently mentioned as well, and sometimes honey. 
Low-income women mentioned that they get vitamins and iron tablets free from UNRWA clinics.  
Such women, including those in an income generating group of refugees in Gaza, explained that 
knowing and affording are different. What they'd like to eat when pregnant are milk, eggs, meat, 
fish, chicken, beans, cheese and yoghurt, but they cannot afford much of these. In the words of 
one woman, "It depends on how much money you have. If you have no money, you eat only 
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 beans." As mentioned elsewhere, UNRWA provides some free foodstuffs to pregnant and 
postpartum mothers, but not nearly enough for optimal maternal health. 
 
Respondents sometimes mentioned that Palestinian women--like women everywhere, develop 
cravings for unusual foods (or unseasonable, hard-to-get foods). The women's in-laws tend to 
indulge these cravings. They give her meats including a lot of organ meats such as kidneys and 
livers.  
 
It appears that liver and organ meats are recognized as good for mothers and babies, and 
respondents sometimes specified that these are high in iron. However, these foods are not 
necessarily given to pregnant women, rather to women who have given birth. It might be a 
worthwhile health education strategy to promote organ meats for pregnant women to avoid 
anemia, although these are relatively expensive.  
While it is known, or believed, that Palestinians in general are turning increasingly to western diets 
of high sugar, salt, fat, and "junk food," little if any evidence was found of unhealthy dietary beliefs 
or practices surrounding pregnancy.  
 
A representative comment: 
 

"She (the pregnant mother) requires an increased quantity of foods, mainly proteins, milk and 
fruits. This is good for the health of the mother and the child. The husband should play a major 
role in encouraging his wife to increase the quantity of food, for her health and the fetus's 
health. The pregnant women needs iron tablets to avoid anemia. Also...in the case of 
breastfeeding (she needs) to increase the quantity of food. Also meat, diary products and fruit 
are good postpartum." (Male, age 40 from Faqouaa, near Jenin) 

 
Consumables to be Avoided During Pregnancy   
 
Consumables to be avoided during pregnancy include fried foods, spicy foods and hot peppers, 
drinks with caffeine (coffee, tea and soft drinks were all mentioned), legumes (they "cause 
abdomen swellings and inflammations", and /or "onion, cauliflower and all things that may cause 
distension for the mother." 
  
A surprising proportion of respondents mentioned without prompting that all drugs and medicines 
should be avoided by pregnant women, unless specifically prescribed by a doctor. Some 
respondents specified what should be avoided (which proves some insight to commonly taken 
medications): sleeping pills, aspirin, Acamol (Paracetamol), anti-depressants, cough syrup, valium, 
even oral contraceptives (said by some to decrease or stop breastmilk). It would be interesting to 
compare the frequency of this (volunteered) comment with comparable findings from studies in 
Europe and America. It is our impression that Palestinians are unusually well educated on this 
point. 
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 A number of respondents were also emphatic in stressing that alcohol and smoking are prohibited 
during pregnancy and breastfeeding, suggesting that some more modern, secular women practice 
these when not pregnant. 
 

"She should not take any kind of medicine except through medical prescriptions because it 
may affect the fetus. Smoking is among the most dangerous risks, which also applies to 
drinking alcoholic drinks. She should watch the food she eats, especially those types that may 
cause distension or diarrhea." (woman, age 38)  

 
Some local health workers reported that mothers are supposed to avoid cinnamon tea during their 
last trimester of pregnancy, because it is supposed to cause abortion or miscarriage, that is, it is 
believed to have an emetic property. On the other hand, the newly-delivered mother is supposed to 
drink cinnamon tea after giving birth in order to "clean everything out" of her reproductive system. 
 
When asked about diet including whether or not any special drinks, teas, etc. are good for 
breastfeeding women, respondents often mentioned that women should increase their liquid intake. 
They said women should drink more milk, grape juice, soups, etc. Marmalade, halva, caraway 
sees, dates, rabbit and chicken meat were also occasionally mentioned as being good, as were 
milk, eggs, yoghurt, cheese, fruit juice. Halva (halvah) was said to increase breastmilk.  
 
Sometimes respondents said that breastfeeding women should increase the quantity of food, but 
only "essential", "nutritious" food. 
And again the warning: "(The woman) does not take medicine unless through medical 
prescriptions because it may affect breastfeeding."  
Mentioned as good for pregnant or breastfeeding mothers: anise, camomile, mint, thyme, 
fenugreek, merameyah. The mother should also drink milk herself.  
 
Some respondents said that a woman should not do exercises during pregnancy for fear of 
harming the fetus, but most said that light exercises such as walking are beneficial, perhaps 
especially after the sixth month. Some warned against lifting heavy things. Some specified that the 
pregnant mother should practice light exercises such as standing, sitting down, sleeping on her 
back, and raising her legs. This will help make delivery process easy. Raising legs was said to 
reduce swelling edema, "especially if she stands for a long time." 
 
Note on Use of Herbs 
 
The Palestine Ministry of Health seems not to discourage the use of medicinal herbs. They are 
regarded as basically beneficial.9 Herbs are either grown at home or obtained at pharmacies or 
markets. Most Palestinians including doctors drink herb teas, such as mint (nana) and chamomile 
                                                                 
9 One West Bank nurse interviewed said she discourages any infant tea drinking, advising mothers that it 
may prevent babies' absorption of iron. See "Is Breastfeeding Exclusive " section, below, for discussion of 
related issue of giving sugar and water to infants. 
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 (babonage). The impression that nothing about herbs is regarded as harmful emerged in 
discussion with respondents including health workers at all levels. Medicinal herbs in Palestine--at 
least those commonly used for babies--seem to be classifiable as common culinary herbs. This is 
very different from the situation in, e.g., sub-Saharan Africa, where doctors and MOHs often 
warn the public against the toxicity, overdose, etc., of local herbs, many of which are in fact 
dangerous. There seems to be no need for such a policy in Palestine. 
 
 
Childbirth    
 
Almost all births nowadays occur in health facilities. If a small percent in West Bank villages still 
occur at home, it is likely to be due to the choice of an older woman, who is not having her first 
child, and who will be attended by a trained midwife or TBA whose skills have been upgraded. To 
understand changes in MCH health status in recent years, it is important to note that many births 
occurred at home, attended by untrained dayas, in the recent past. Women in focus groups said 
that the government "does not allow home deliveries" in Gaza. Even an 80 year old nonliterate 
daya (TBA) made this unprompted observation about Gaza: 
 

"(Births now occur) in the hospital. It is safer, more equipped, and can take care of 
emergencies that the mother or the child might have. There are no deliveries at home these 
days. In the past most deliveries were at home." 

 
Other representative comments: 
 

"There are no deliveries at home in this area...this situation has changed because scientific 
advances made all people prefer to have delivery at hospitals or clinics rather than home 
delivery; the former is safer." (Housewife, age 57, no formal education, Al–Shati’a Refugee 
Camp.) 

 
"The hospital is better because it is equipped in a way that makes it ready to handle 
emergency cases that may face the woman and the child. Currently, no deliveries take place 
at home, which was prevailed in the past."  (Imam, age 90, Ayda Refugee Camp) 

 
"The hospital...is preferred because it is more secure in case of complications. No deliveries 
take place at home. Yes, there is a difference from what it was in the past due to the 
unavailability of doctors in the areas (then), as well as transportation difficulties." (16-year old 
mother, elementary education, Alyamun)   

 
"I used to deliver at home under the supervision of a well- known midwife in this area." (75-
year old mother-in-law, Al – Eizaryah) 

 
Other representative comments: 
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 "...the current generation prefers delivery at hospital." 
"the hospital...is better in terms of health care and availability of everything the woman needs in 
emergency cases."   
"the hospital is better in terms of optimal safety and cleanness." 
"The majority of deliveries take place in the hospital. 10 or 20 years ago, deliveries were taking 
take place at home under the supervision of the midwifes." 
" Pregnant women prefer to deliver at hospitals because of competition. If a neighbor delivers at 
hospital, she wants to also."  
 
Women were said to rest in the place of delivery for 1-2 days. This place is almost always a 
health facility, except in a few areas of northern West Bank. If the woman has a caesarian 
delivery, she might stay for 3-7 days. The 1996 West Bank health survey (Ismail and Shahin 
1996:22) found a 10% rate of caesarian deliveries, and the authors suggest that the MOH might 
need to develop and enforce guidelines regarding its use. The present study also noticed that 
caesarians are mentioned quite often. Morbidity statistics from hospitals such as Shifa (Gaza) and 
Naser also show quite high numbers of caesarians (see below, Problem Areas that Still Need 
Exploration). 
  
Danger Signs Recognized In Newborns , and Response 
 
Respondents were asked questions designed to learn if they recognize any signs or symptoms that 
suggest a newborn baby is not well, or in danger. By far the commonest answer was bluish or 
yellowish skin color, or paleness of skin or face. The following are other responses (the typical 
respondent gave 2-3 examples, sometimes more): too much crying at birth; "the inability of the 
newly born to cry;" breathing difficulties or irregular breathing or panting; increase or decrease of 
heartbeats; lethargy, muscle weakness; yellow eyes, diarrhea, dehydration, fever, grippe, 
convulsions, swollen kidney or liver or head or abdomen; physical malformation or obvious 
handicap; muscles weakness; "laziness and lack of movement;" low temperature; vomiting (said to 
be evidence that the mother drank wrong liquids during pregnancy); unusual "movements of hands 
and legs"; and abnormal-looking eyes.  
 
One 24-year old housewife mentioned that "sleeping for long hours" after being born is a sign of 
good health. A Gaza man observed that pink skin color of baby and crying are good signs.  
 
A representative response: 
 

"The child would be in good health if the color of his eyes and face is normal as well as if his 
weight is in the normal range. The child would be in a bad health condition if the color of his 
face is yellow–-pale--and the lips blue (or) pale as well or if his weight is below the normal 
range." (Housewife, age 42)  
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 As with comments about danger signs in pregnancy, these answers again point to beliefs that 
appear medically sound, medically informed, and little-influenced by "folk" ethnomedical beliefs or 
alternative ethnomedical theories. 
 
People were asked what they usually do when they observe and danger signs in the infant. As 
with mothers showing danger signs, babies are brought to the nearest health facility. There 
seemed to be no significant barriers for most people here, whether geographic, financial, quality of 
service perceptions. 
 
Postpartum Rest and Return to Chores 
 
A recently delivered women normally rests at home for a few days after delivery, but there seems 
to be great variation as to the length. The range was 1 day (for a woman alone, with no one to 
help her) to 20 days. Quite a few respondents said a week, and another fairly large group said 20 
days. For the wife who has no sisters or other daughters to help her with routine household duties, 
the rest period is closer to 1-2 days, or perhaps even less. In any case, it seems that women work 
hard during at least the latter part of the 40-day postpartum period.  
 
Some mentioned that neighbors come to help the postpartum mother with her chores, for up to a 
week. 
 
Regarding bathing, mothers often bathe newborns soon after birth, although some health workers 
mentioned that they advise women to wait for three days before bathing the child. A health 
worker informant suggested that washing a baby directly after delivery may cause infection of the 
umbilicus. 
 
Regarding keeping the baby warm, some prevailing practices or financial or environmental 
constraints may result in inadequate clothing or an environment inadequately heated. 
 
In most Muslim countries and cultures, a postpartum rest period of 40 days is considered essential 
for the mother's rest and the protection of the infant (Coeytaux 1989). It is often celebrated as an 
important landmark for the survival of the infant. The woman is not allowed to resume sexual 
relations with her husband until after this 40-day period. 
 
Among Palestinians, the present study found no other significant religious or other restrictions 
other than that concerning sexual intercourse during the 40-day postpartum period.  
 
The newly delivered mother is often encouraged to drink herbal teas made from alhaba alsawda, 
cinnamon (canar), almond (allos), and walnuts (aljaws). These seem to be ritual teas for "raising 
the blood" of the mother. Such herbal teas for newly delivered mothers seem to be common in 
Muslim cultures during the 40-day postpartum period (Coeytaux 1989:5). The Palestinian mother is 
also given hot soups made from rice, meat, vegetables and green wheat specially prepared called 
friki, at least in northern West Bank. Friki may be eaten with a small dove, as well as fruits, olive 
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 oil and a sweet plant (Arabic name available). All these are considered good for breastfeeding, 
for supplying iron or preventing anemia, and for energy.  
 
One health worker said she believed anemia may be exacerbated by too much tea drinking (the 
tannins of which can prevent iron absorption), poor food preparation, too much food drying, as well 
as by local food washing practices. This informant said that women often make salads in the home 
too early before eating; she feels that iron is lost this way. 
 
Among the very few phrases that arose that might suggest folk-medical concepts, we encountered 
"increasing the blood" and "raising the blood." Both arose in connection with teas or diet or iron 
tablets, thought to be good for pregnant or postpartum mothers. Exactly what these phrases mean 
should be further researched, since they might prove useful in nutritional and other health 
education aimed at pregnant and postpartum women. Yet they both seem to refer to raising the 
hemoglobin level of the blood, or avoiding anemia. 
 
The Wrapping" or Swaddling custom.  
 
Traditionally, Palestinian babies are wrapped up tightly for a period of weeks or even months, 
after they are born. This custom, known as Kofalia or Lafa, was explained in several ways: (1) it 
keeps the baby warm in winter (babies in winter might be kept wrapped for 4-5 months, compared 
to 1-3 months in summer); (2) it prevents bones breaking or limbs being twisted, this danger mostly 
coming from relatives and neighbors who pick up and handle the baby and exclaim, "What a pretty 
baby!"; (3) it "tightens" and strengthens the baby's muscles and bones and limbs; (4) it prevents 
babies from putting things in their eyes or mouth; (5) it "keeps the baby physically fit and without 
abnormalities;" (6) "it helps the woman to carry the child on her back while doing some 
housework"; (7) it helps carry the baby in the best way; (8) babies cannot hurt themselves while 
asleep at night. 
 
Some babies are so wrapped up in the summer months that they are said to get heat rashes from 
the wrapping. One informant observed that babies seem shocked to see their own limbs moving 
when they are first unwrapped. "It's like a second birth." 
 
Swaddling is declining with urbanization and modernization. Some people compromise with 
tradition by only wrapping the baby's body and not its arms.   
 
It is not known to the research team exactly what the health consequences of swaddling are. Yet 
there seem to be some negative health consequences because UNRWA has developed health 
education advising against the practice. 
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 Literature Review: Breastfeeding 
 
According to PCBS (1997), almost all (96%) mothers breastfeed their babies, whether or not 
exclusively. This declines by 3-5 months to 88.8%, then by 6-8 months to 73.9%,  by 9-12 months 
to 60.2%, by 15-17 months to 38%, and by 18-20 months to 16.3%.  

 
Differentials in the Prevalence and Duration of Breastfeeding Among Children 

 
Region Percentage ever 

Breastfed 
Percentage weaned within 
1st 3 months  

Continued 
breastfeeding rate 

West Bank  95.5  8.8  56.9 

Gaza  97.0  4.9  60.1 

Overall  96  7.4  58.3 

Source: PCBS 1998 (from 1996 Survey) 
 
Breastfeeding continues for a mean average of 12 months (if women have elementary or no 
education), or 11 months (secondary education or above). 
 
The recent MCH survey in Gaza likewise found in its random sample of women that 96% said 
they had breastfed their last child. The average age of introducing artificial milk was about 2 
months (Ard El Insan/Terre des Hommes 1998:16-19). 
 
Returning to PCBS findings, longer breastfeeding is associated with higher education, except that 
those mothers with no education breastfeed longer than those with the lowest level of formal 
education (PCBS 1997:122). Mothers in camps are more likely to continue breastfeeding than 
those in cities or villages. 
 
Most (62%) mothers breastfeed within first 3 hours postpartum. Mothers in camps are somewhat 
more likely to follow this recommended practice. 
 
It is fairly common (43%) to give powdered milk to a child under 12 months old. In another PCBS 
table, there is a finding that 45% of children 6 months or under are given powdered milk (PCBS 
1997:134). By far the most common liquid other than breast milk given to children 6 months and 
children is "herbal drinks" (78.6%). Giving fruit juice and "home-made baby food" are also quite 
common for this early age group (47% and 44% respectively). 
 
The most common reasons for weaning babies at less than 6 months are "insufficient milk" and 
"the child refused the breast", followed by mother's illness (PCBS 1997:137).  Fully 28.2% of all 
mothers reported weaning the last two babies at the time they did, due to being pregnant again.  
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 The PCBS health survey (PCBS 1997) found that 24% of mothers initiate breastfeeding more 
than 6 hours postpartum, but "more than 6 hours" was the last response category, thus this survey 
does not provide evidence that some women delay breastfeeding up to 2-3 days or more (see 
qualitative findings below). However, the 1998 MCH survey in Gaza employed more discerning 
response categories and found that 5.6% of women reported breastfeeding initiation on the second 
day postpartum, and 3.4% began after 2 days, and 1.7% did not breastfeed at all (Ard El 
Insan/Terre des Hommes 1998:16). A study in neighboring Egypt (Hossain et al 1995) also found 
evidence of delayed breastfeeding. Cross-culturally, delayed breastfeeding decreases the 
likelihood of exclusive breastfeeding and is associated with a shorter duration of breastfeeding 
(McDivitt at al 1993). 
 
The MCH survey in Gaza (Ard El Insan/Terre des Hommes 1998) found that of the nearly 60% 
of a random sample of mothers who admitted they gave their last baby fluids other than milk 
before 4 months postpartum, 34% gave water and sugar; 40% gave herbal drinks (starting at a 
median age of 1.5 months); 11% gave water (starting at a median age of 2.1 months); and 30% 
gave juice.  
 
Qualitative Study: BreastFeeding   
 
According to our findings, the great majority of women breastfeed, and they begin this almost 
immediately after delivery. Many women said the mother usually waits 1-2 hours (sometimes 3-4 
hours) after delivery "in order for the mother to have some rest after delivery as well as to 
accumulate sufficient quantities of milk." There are also those who say they cannot produce milk, 
or enough milk. There are also said to be woman nowadays who don't breastfeed out of vanity 
(not wanting their breasts to sag), or because they think bottle feeding is "modern" (these 
comments usually from community level health workers).  
 
Breastfeeding is believed to be very good for the baby, and even for the mother, as this 
characteristic answer illustrates: 
 

"Women start after one or two hours after delivery and continue up to 10 months up to one 
year. In the past this period was higher than nowadays. Breastfeeding is very useful and good 
for the child and the mother. This will supply the child with a full diet, a healthy diet, and 
supply him with immunity, because the milk can't be polluted such as with prepared food. 
Mothers do not delay breastfeeding more than 2 hours. Rarely she delays by more than 6 
hours due to medical reasons, such as sour nipple or if she's under certain medical treatment, 
taking drugs. (Male, age 40, Faqouaa village, northern West Bank) 

 
A number of reasons were given why breastfeeding is good and should begin without delay. 
 

"Breastfeeding should begin immediately after delivery because it helps in returning the womb 
into its original position. Also, the child should be fed because he is born hungry." (Housewife, 
age 23, Al–Shati’a Refugee Camp, Third Preparatory Class education) 
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Others said breastfeeding diminishes the pain of delivery. Women with little education in a Gaza 
focus group discussion commented that breastfeeding is good because it keeps the baby warm 
internally ("the baby is filled with warmth when it's on the breast") and because baby gets to know 
its mother that way. They added that it's important to start this quickly so the baby learns how to 
breastfeed.  
 
Some health workers said that they emphasize that breastfeeding is free, while artificial feeding 
costs money. Several women in the general public made this point as well. 
 
The period for breastfeeding mentioned by most is about one year (MOH and NGO health 
education promotes a longer period). However, there was great variation found in reported 
duration of breastfeeding, ranging between 6 months and 3 years even among 5 women in a single 
focus group discussion. The mean durations of 11 or 12 months (depending on education level) 
reported by the PCBS health survey obscures this wide variation.  
 
Some employed women admitted that it was easier to bottle-feed their babies; they tend to report 
shorter breastfeeding periods, or irregular breastfeeding (e.g., breastfeeding only when not at 
work). A village health worker told interviewers that many women in her West Bank village 
nowadays bottle-feed because "They have taken on the modern ways." Also they can afford 
artificial feeding, and "they are vain and want to maintain their breast shape". This VHW and 
other health educators have tried to promote breastfeeding, but the experience has been that once 
a baby has tasted the "sweeter milk from a bottle", it will not be interested in breastfeeding.  
 
It should be noted that some West Bank villages have strong migratory links with communities in 
other countries, with villagers going back and forth to visit Palestinian emigrant relatives, to 
emigrate themselves, or to return home for good. The village just referred to had links with 
Argentina, and a number of villagers spoke some Spanish. Another village in the area had similar 
links with Brazil; some Portuguese words might be heard there. The VHW just quoted thought 
that "modern ways" of bottle feeding had been picked up through visits to Argentina, rather than 
through contact with Palestinian or Israeli cities. 
 
VHWs from other villages claimed that virtually all women breastfeed, and most do so with little 
or no delay. One explained, "Most women here breastfeed. It's much cheaper than artificial 
feeding. They breastfeed right away, in part because they know that the earliest milk, including the 
colostrum, is very good. There's not really a bottle problem around here." Once again, we see 
great variation in breastfeeding behavior. 
 
Interviewers occasionally heard that some women start breastfeeding only after 1, 2 or even 3 or 
more days because they believe "there is no breast milk until then", or the early milk is too "light," 
or "thin," or "impure."  Such answers tend to be from women with little or no education. 
Sometimes the reason was given that the woman is sick, or had a caesarian operation and had 
anaesthesia in her system, or was "broken with fatigue," or had pain in her breasts. Sometimes the 
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 baby was said to be the cause of long-delayed breastfeeding: "It could be due to the child 
suffering from health problems (such as) immaturity or breathing problems, or lip malformation." A 
midwife from Hohm mentioned some of the reasons just listed, then added that delayed 
breastfeeding might be due mothers' "superstition" that the first breastmilk is of poor quality: "That 
is why women may get rid of the first milk, due to impurity, to its impure color." (See next section 
on colostrum; a few interviewees thought this does not appear for 2-3 days or longer). 
 
Another health worker, a nurse, observed that: 
 

"(breastfeeding delay) could be due to believing certain superstitions stating that if any of the 
grandfathers is dumb or blind, then the dumbness or blindness will be transmitted to the child 
through breastfeeding. That is why the family may look for another breastfeeder to feed the 
baby before his real mother breastfeeds him."  

 
One woman said that she herself delayed breastfeeding by 24 hours to give herself a rest, a 
practice she said she learned in Israel, where she had her recent deliveries. She thought that a 
women's fatigue might affect the baby through breastmilk transmission. A second woman 
affirmed this pattern of one-day delay for recuperation, and observed that it is a pattern from 
former days. 
 
How common is a delay of 1-2 days? Recall the Gaza survey finding that 9% of randomly 
surveyed women fell into this category (Ard El Insan/Terre des Hommes 1998:16). Judging by the 
frequency of comments or admission about breastfeeding delay in our study, this seems about 
right, or slightly higher than what our findings point to. 
 
Far more often, women in our study felt that a rest and recuperation period of 1-2 hours was 
sufficient, and also useful in that it prepares and strengthens the mother for a long breastfeeding 
period. One respondent said a 2-hour delay "allows the child to breathe away from the mother's 
breast."  
 
Breastfeeding is mostly exclusive for the first four months, except that the new baby is usually 
given water with sugar or honey. It appears that honey may be given to the newborn, even 
without water. The purpose of this was sometimes said to be "to clean the baby" or "to lubricate 
his intestines." Newborns may also be given 3 or 4 herbs (including marami) as routine calming or 
preventive medicines. At least one of these herbs is supposed to be good for the stomach. No 
evidence arose in our study or literature review that these herbs are in any way injurious. Most 
respondents claimed that water given to newborns (with herbs, sugar or honey) is always boiled, 
but some health worker informants said this water may not always be boiled and so it may 
introduce "germs" or amoebas.               
 
The Colostrum    
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 The colostrum (labatha) is regarded as very good, both traditionally and nowadays. Some 
interviewees mentioned that they knew about colostrum because the knowledge was handed 
down from their mothers and grandfathers. It is said to "strengthen the baby" and help it avoid 
diseases. Virtually every interviewee, whether illiterate, 90 years old, a traditional healer, a daya, a 
fortune teller--knew that colostrum provides "protection" or immunity against disease for the baby, 
and if the answer was less specific, at least that it was very good.  
 
The only problematic finding in light of this universal approval is that some women delay 
breastfeeding by 2-3 days, and one of the several reasons given for this is that the first milk is 
considered "impure," or "too light" or thin. A few respondents expressed the belief that colostrum 
does not appear for the first 3-4 (even 7) days postpartum, and this was given as a reason to delay 
initiation of breastfeeding. 
 
One nurse reported that some villagers believe colostrum only appears 3 to 7 days postpartum. In 
fact, we found great variation in beliefs concerning how long colostrum is normally available, 
ranging from a few hours to 40 days. Most however thought it was available for the first 3 days 
after delivery. 
 
The following are representative comments that illustrate why colostrum is believed to be good. 
Note the comment that it is even good for the mother herself: 
 
"The colostrum is very beneficial because it safeguards the child from diseases, from a scientific 
point of view. It is very nutritional, and since it is granted from God, it must be very important and 
beneficial."  
"It contains the most beneficial elements for growth and development... " 
"It contains most of the elements essential for the child."  
"It safeguards the child from many diseases and the first drops of mothers’ milk are the most 
beneficial of all." 
"It contains the materials that give the child natural immunity against diseases. Also, this milk is 
clean and of a medium temperature."   
"It is good for the mother's recovery of her health." 
"It is good, it cleans the intestines and contains vitamins." 
"It strengthens the baby." 
"It protects the baby from any disease." 
 
 
Breastfeeding was said to have been longer in the past. It was said to be "up to 2 years;" "In the 
past it was 2 years, according to the Koran."). A reason given for longer breastfeeding in the past 
is that because there were no nutritional supplements or artificial milk alternatives then, or they 
were less available.  
 
Is Breastfeeding Exclusive?    
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 The MOH and its NGO partners promote exclusive breastfeeding for the first four months 
postpartum, a policy that has a basis in regional research on infant growth patterns (viz. Hijazi, 
Abulaban, and Waterlow 1989). As already noted, many or most mothers give newborns sugar or 
honey and water. Most interviewees including health workers said that water given to infants is 
always or usually or nowadays boiled. Yet a VHW in the West Bank village of Turmosaia 
reported that she sees amoeba infections in infants of between 2 and 4 weeks old (the visiting 
doctor confirmed this). She explained why local drinking water was not very good. First, there is 
no piped water in this village (due, we were told, to Israeli policies). Many people store water in 
tanks on their roofs, in fact in open tanks into which insects, dead birds and debris fall. This VHW 
thought the amoebas found in infants were caused by giving infants sugar and unboiled water.  
 
A few interviewees in various locations mentioned that doctors discourage giving infants sugar 
and water, which can be taken as indirect evidence that babies may be given unclean water.  
 
It seems that the practice of giving water with honey or sugar, or other supplements, is associated 
with the belief by some women that exclusive breastfeeding does not provide enough for a 
growing baby.  

"After a week (she supplements) because the mother’s milk does not suffice to meet the 
child’s necessities. I feed my child with other liquids such as anise, caraway or pasteurized 
(cow's) milk." (housewife, age 57, 9 children, Al–Shati’a Refugee Camp) 

 
Some begin to give herbs (e.g., yansun, fenugreek,) after 40 days perhaps to "clean the insides." 
We found no evidence of babies being given black tea, i.e., tea with caffein and tannins, but this 
might need to be further explored. Natural fruit and vegetable juices may also be introduced. 
Others introduce small amounts of food as well. For example, a woman in a focus group in Gaza 
said that after her baby was 40 days old, she gave it tiny amounts of various foods on her finger 
tip in order to help it "learn how to eat" and to "become accustomed to different tastes." She 
thought that her baby would spit out food if she waited until 4 months to introduce it. 
 
Another woman at the same focus group reported that she waited fully 8 months to give her 
firstborn anything other than her breastmilk. This, she said to the amusement of all, is because 
nobody told her anything different. When this baby reached 8 months, it began to seek out and 
"eat food regular on its own." 
 
It appears that the water in herbal teas is boiled, according to interviewees including health 
workers. One VHW specifically pointed out that herbal teas present no health problems because 
mothers always boil the water. However, it is possible that utensils washed with unclean water 
could be a source of pathogens. Still, we might conclude that while herbal teas do not ordinarily 
introduce pathogens to infants, the practice of giving sugar or honey with water to newborns and 
infants can present a gastrointestinal problem when the water is not boiled, which sometimes it is 
not. 
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 Those who breastfeed exclusively for 3-5 months (except perhaps for sugar, honey and water), 
begin to supplement breastfeeding with: yogurt, mashed rice, mashed potato, fruit juice and soft or 
mashed fruit (e.g. banana), boiled egg or egg yolk, baby formula, custard, cereals (Cerelac), 
pureed soups, and herbs such as chamomile, peppermint, cumin, mostly given for colic and 
abdominal cramps. A few women mentioned biscuits and small amounts of adult food as early 
weaning foods. 
 
A few respondents mentioned that there is more exclusive breastfeeding in their areas nowadays 
because health workers have recommended this. In earlier days, some pointed out, women did not 
know there are dangers associated with non-exclusive breastfeeding. Still, herbal teas and 
sugar/honey and water seem not to count as exceptions to exclusive breastfeeding, for these and 
most women. 
 
 
D. Health Facilities Utilization and Home Health Care  
 
Literature Review: Health Facilities Utilization   
 
In a major conclusion section of the excellent report by Giacaman et al 1995:33, some useful 
general observations are made:  
 

"The least developed clinics are governmental clinics, with the highest number of clinics with 
strictly curative services, minimal staffing, and the least variety of health human resources. 

 
Rural areas are the most disadvantaged in terms of the types and range of programs available. 
Towns are the second most disadvantaged. UNRWA clinics were found to have more 
extensive services than clinics of the other sectors. 

 
Regional differences are evident. Central West Bank and Gaza clinics appear to be better 
developed than clinics located in the north and the south of the West Bank. The north 
appearing to be the least advantaged region of all, especially the rural areas of the north." 

 
These generalizations seem to point to differences that are useful to keep in mind, except that, just 
five years later, rural health  services and health indicators have improved significantly, to the point 
that key health indicators are now better in villages than in urban areas (PCBS 1997; and see 
below, Changes in Health Care at the Village Level for summary of evidence). 
 
According to the 1996 PCBS health survey, (PCBS 1997:92), most (92.9%) pregnant women 
reported having attended antenatal care (94% urban, 90.2% village, 96.5% camp) during their last 
two births. The mean number of antenatal visits is six and about 50% of pregnant women start 
their antenatal visits after the third month of pregnancy. Most mothers, especially if younger, used 
a private "doctor clinic," followed by a health center/MCH.  
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 Since the rate of prenatal care is a subject of some debate and controversy, it should be 
mentioned that a PCBS press release in the series Selected Statistics dated 11/24/98 states an 
antenatal care figure of 80.5% for currently pregnant women. The Director of Health Statistics 
explained that this lower figure was found because some women in the sample of pregnant 
women were only in the first 1-3 months of pregnancy at the time of interviewing, and some (c. 
50%) women wait until after 3 months for their first prenatal visit. 
 
Stated reasons for not using prenatal services fails to tell us as much as we would like to know. 
Reasons include: "had no complaints" (54%), previous experience (was it bad?) (32%), cost too 
much (9%), service not available (<4%), service not satisfactory (1.3%) (PCBS 1997:113). Still, it 
would seem that neither cost, distance nor perceived quality of service are significant factors. 
There appears to be a need to discover and probe reasons such as perceptions of quality of 
service; felt need for service, gender of provider, etc.  
Hundt et al (1997), in a survey in Gaza that also included qualitative methods, found that 95% of 
women attended prenatal care. 
 
In the West Bank, during the same year, Ismail and Shahin (1996) found that 92% received some 
antenatal care. Even as far back as 1992, most women were found to go for prenatal care:  
 

"When asked about their pre- and post-natal history in relation to the last child, 69% report 
having had pre-natal care, making 3 or more visits during the pregnancy, whereas 22% made 
1-2 visits and the rest made but a referral visit or had no care at all (9%)." (Heiberg and 
Ovensen 1993:115) 

 
This care in 1992 was provided by a gynecologist/obstetrician (64%), a certified midwife (38%), a 
general practitioner (15%), and a traditional birth attendant (1%). The authors observed, "This 
indicates the end of the era when traditional birth attendants figured prominently in local 
communities" (Heiberg and Ovensen 1993:115), a general conclusion supported by the present 
study.10 Heiberg and Ovensen also observe from their findings that "when services are 
accessible...women tend to use them."  
 
Returning to more recent PCBS statistics, only 33.5% of mothers received tetanus toxoid (TT) 
during recent pregnancy, with highest percentage in camps, followed by village, then city last 
(contrary to expectation). Compliance with TT increases with mother's level of education, as 
expected. Age of mother is apparently not an associated factor (PCBS 1997:94). Some 
interviewees indicated having received the TT injection but not knowing why they needed it. 
 
Only 20% of women attended postnatal care in 1996, during the 5 years preceding the survey. 
There was no significant difference between city, camp or village residence, or even age or 

                                                                 
10 Note this quote refers to prenatal care. It is not clear if prenatal consultation was part of the role of the 
Palestinian TBA. 
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 educational level of the mother, except, contrary to expectation, those with the most education 
were the least likely to attend (PCBS 1997:112). 
 
Of pregnant mothers who have health problems, most (39%) have persistent headaches, followed 
by infections (34%), swollen ankles (34%), blood pressure problems (20%), convulsions (6%), and 
bleeding (5%). 
 
Of pregnant mothers who take medicines/supplements, 50% take iron supplements (10% higher in 
West Bank than Gaza), and 42% take vitamins (5% higher in West Bank than Gaza). Usage of 
both rises proportional to level of education. The Ard El Insan/Terre des Hommes [1998] survey 
in Gaza found that 72.5% of mothers took iron supplements when pregnant.) 
 
Most recent births take place in government hospital (45%), followed by private hospital (23%), 
doctor's clinic (11%), at home (10%), MCH health center (8%), UNRWA hospital (3%) (PCBS 
1997:99).  Births at home rise to 15.6% in villages, and are associated with women being older and 
having less education. The MCH survey in Gaza found that when a random sample of women in 
Gaza were asked where their last child was born, 41% said hospital, 39% said clinic, 17% said 
private doctor, 1% said at home with midwife, and 0.8% said at home without trained midwife 
(Ard El Insan/Terre des Hommes 1998). Thus, these findings were comparable with those of 
PCBS, except that far fewer were born at home, with or without a trained midwife (2.2%) (Ard 
El Insan/Terre des Hommes 1998:15). 
 
Returning to PCBS findings, most recent births were assisted by a specialized doctor (54%), 
followed by a nurse/midwife (39%), other (6%), etc. Dayas were not specified, but may be among 
"others" or "friends/relatives." As might be expected, a specialized doctor is more likely to attend 
urban births. Women with the least education are most likely to be attended by "others" or 
"friends/relatives." 
 
Of the some 10% who gave birth at home, most (56%) did this out of preference, saying this was 
because "home is better" than a health facility. This reason was followed by premature delivery 
(22%), and health facility costs too much (17%). Distance of health facility was cited by only 3%. 
Even more urban mothers than rural mothers cited "home is better." 
 
Of recent births, 75.8% were classified as normal (West Bank & Gaza being the same); 9.5 
required episiotomy, 6% a Caesarian, 6% induction of labor, and 3% suction and forceps. Non-
normal births were associated with age under 20 (age category 14-19), but not with residence or 
education (PCBS 1997:106). 
 
Just under 20% of mothers went for some sort of post-natal care in the last 5 years, after birth of 
last 2 children, most to a doctor (18% of all mothers). Only 1% cited daya or midwife. 
 
89% do not have a (self-reported?) chronic health problem. About half in the PCBS health survey 
sample have health insurance.  
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Reasons for not using an MCH health service include not currently being pregnant or not having a 
young child. 
 
Among health facilities, 63% prefer UNRWA health services; 5.2% prefer NGOs; 3.8% prefer 
government services (where is private?); and 28.3% use more then one type of service.  
53% of respondents in Gaza had a (recent) health education visit in their home. Almost all say 
such visits were viewed as "important" or "very important" (WAC 1999). These were made 
presumably by VHWs or community health educators. 
 
 
Qualitative Study Findings: Health Facilities Utilization   
 
Home Remedies 
 
Before turning to health facility utilization, it is useful to look at which problems related to maternal 
and infant health are taken care of at home, as well as how they are taken care of, and by whom. 
 
Common infant ailments are usually treated at home. These include colic (which may be treated 
with cinnamon, chamomile), coughing, stomach ache, colds and flu, fever, chest pains, headache, 
grippe, mild or "light" diarrhea, dehydration, toothache, constipation, simple wounds and injuries. 
 
Common herbs or foods are used in treatment, such as chamomile, thyme, cumin, fenugreek, 
anise, alba, Merameyah, sheih, jadi, jadeh, yansun, Zeheif, water of zahl, hilba, Artemisia herba, 
zatel, sherbat (for "cleaning the stomach), Teucrium polium, honey, halva, salt, drops of lemon 
juice, tea, yogurt, banana, mashed potato (for abdominal problems), mashed apple, rose water. A 
pharmacist assistant mentioned that she uses parsley for the treatment of "urinary system 
inflammations" (various informants reported that pharmacies and markets sell common medicinal 
herbs and staff of these often recommend herbs for common, simple health problems).  
 
Rice water may be given for dehydration; also starch and lemon; water, sugar, lemon, and salt; 
sugar and water alone, apple and rice water, increased liquids. Breastfeeding was mentioned as 
helping a baby overcome nausea and vomiting. Cold or warm packs or warm baths may be used 
for fever. Hot oil packs might be pressed against the chest of those with colds or coughs. Castor 
oil and epsom salts may be used as emetics, i.e., to "clean the stomach."11 Massage with olive oil 
seems common. Over-the-counter medicines such as aspirin, Acamol (Paracetamol), and various 
ointments are also used. 
 

"There are health problems that could be cured without the involvement of the doctor, such as 
grippe (the child is given warm solutions such as chamomile and anise); light diarrhea (rice 

                                                                 
11 A PCBS health researcher and a medical informant thought this is not a common practice, especially with 
babies. Its more something for older children, age 5-7, that might be done once a year. 
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 water, boiled potato, yogurt), inflammations (olive oil ointment); and mild flu (warm liquids, which 
are better than medicine)." (midwife, age, 30, Al–Amari Refugee Camp)   

 
Many respondents mentioned without promting that if these home remedies do not work, the baby 
should be taken immediately to a doctor. A few said they take their baby to the doctor at the first 
sign of trouble without trying any home remedies. 
 
The question/topic about home remedies was not intended to be only about the baby. Yet the great 
majority of respondents answered the question this way, showing once again that the baby's health 
is of more concern than the mother's, even to the mother herself. Only very occasionally was 
there a comment about a remedy for mothers, e.g., chamomile is good for "breast aches." 
 
Health workers sometimes mentioned in this context that women go to traditional healers or 
"magicians" for treatment of infertility, using herbs, olive oil, vaginal suppositories, etc. Healers 
confirm this (see below, Note on Traditional Healers ). 
 
Health Facilities    
 
Few people interviewed complained about or even mentioned problems of access to health 
facilities. (Recall the survey finding that only 1.3% of women said "service not satisfactory" as a 
reason they did not use prenatal services in 1996 [PCBS 1997:113]). Palestinians in fact live 
within 5 km. of a health center (1997 World Bank finding), therefore physical access should not be 
problematic. A few villagers in the West Bank complained that there was no clinic or hospital in 
their particular village, but a facility was not more than 2-3 km. away. 
 
Interviewees were sometimes critical, but not outspokenly so, of health services, perhaps partly or 
sometimes out of politeness. It may be that a more candid and accurate depiction can be given by 
a community-level health worker, as discussed above under methodology. As one health worker 
phrased it,  
 
"Government health facilities offer sub-standard services. All the people are complaining. Private 
clinics are the best, although they are costly. UNWRA facilities are okay but they are only for 
refugees. An example: If you go to visit a doctor at a government health facility, his behavior is 
different than if you visit this same doctor at his private clinic. I assume this kind of behavior 
difference is due to the increased number of insured people at the government clinic, which leads 
to overcrowding. A doctor has more time in his private practice, and fewer patients. Also the 
routine or bureaucracy of the government clinic is complex and demanding. The people have to 
wait longer...they are told go here, go there, wait, etc." (nurse midwife, village of Betrima, West 
Bank).  
 
Government health facilities were judged to be anywhere from good, fairly good or "O.K", to poor 
in quality. There was strong general agreement that private doctors and clinics--especially 
specialists--are better than what the government offers. If people can afford private health 
service, they choose that option.  
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"Governmental health clinics need to improve. There one finds unavailability of beds and 
medicines, and the more expensive medicines are not available. Private sector facilities are 
excellent and offer services that give value for what's paid for." (woman, kindergarten teacher, 
Taybeh village, West Bank) 
 
Regarding relative costs, the Coordinator of the 1999 MOH Survey of TBAs told one of the 
authors (May 29, 1999) that whereas dayas (TBAs) charge between 50 and 100 NIS for a home 
delivery, government hospitals charge about 500 NIS (other informants said the cost was lower, as 
low as 200 NIS), and private doctors charge up to 1,000 NIS. A doctor who makes regular visits 
to a West Bank village estimated that 65-70% of people in this village have health insurance. In 
this central West Bank village (Al Mughair), about 45% have health insurance. The doctor 
commented that many people would prefer to pay a small amount of money on a regular basis in 
order to be secure in the knowledge that they have health services when they need them. He said 
that the uninsured are able to afford deliveries at government hospitals since the cost  is 
considerably lower than the cost at private clinics. 
 
A Gaza doctor interviewed said he prefers to work in health centers with specialized clinics for 
many reasons including: integrated supervision from more than one doctor; availability of 
laboratories to carry out medical tests; and availability of an X–ray center. 
 
As elsewhere in the world, the study showed that people believe one gets what one pays for. The 
exception to this near-universal rule is that UNRWA also provides care described by most 
interviewees as good or very good, and it is free of charge. Gaza women specifically mentioned 
UNRWA providing good prenatal care and delivery services.  
 
Poorer women tend to prefer UNRWA clinics because they are free. UNRWA distributes IUDs, 
iron supplements, calcium pills, vitamins, etc. without cost. UNRWA also gives 1 kg. of flour, 
sugar, beans, rice, etc. free to a woman, both when she is pregnant and after she has delivered (at 
least in Gaza). However, some women prefer government hospitals for deliveries, especially if it 
has a female doctor. UNRWA is said to use nurses for routine deliveries, and if there is a 
problem, they send women to the government hospital. Women in one focus group felt they might 
as well be there in the first place. 
 
It is worth pointing out that consumers currently have a choice of facilities, at least if they have 
money. As a Hebron nurse pointed out, "There are private physicians, governmental clinics, 
mother and child health care centers, and charitable societies." 
 
Women prefer a doctor to a nurse. The great preference is for a female doctor, but a male doctor 
is usually preferable to a female nurse. In other words, the degree of health qualification level is 
more important than the gender of the health professional. 
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 Mothers who can afford it tend to prefer going to private doctors and clinics, but some of these 
(in Gaza) have been accused of keeping the postpartum mother for too short a period.  
 

"I go to a private hospital, which is better in terms of better health care services. I stay in a 
special room in which I get enough care and attention. Also, I go to the hospital to take the 
pre-delivery injection. The hospital provides better mother and child care; that is why I prefer 
it. The majority (here) go to the public hospital due to cost – related reasons. No midwives 
work in the area. Currently, most of the deliveries take place in hospitals. In the past, a great 
percentage of the deliveries used to take place at home." (employed woman, age 38, Al–
Eizareyeh) 

 
Prenatal Care   
 
The great majority of women go for antenatal care, as national and regional surveys have also 
shown. Stephenson (1996:21), citing Pappagallo and Bull (1996), claims "...the majority of women 
register for prenatal care late in pregnancy (if at all) and their attendance at routine prenatal 
check-ups is irregular." However, the study cited was a retrospective survey (looking how far 
back?) of 1,267 antenatal records taken from health centers located in Syria, Jordan, and Lebanon 
as well as the Palestinian Territory, and so overall findings might not be expected to accurately 
characterize women in Palestine today. Surveys in 1996 show that 92% of Palestinian women 
attend prenatal care (PCBS 1997; Ismail and Shahin 1996) and this qualitative study findings 
suggest a somewhat higher overall attendance level.  
 
Our study also suggests that perhaps a majority of women attend once a month, and that they go 
to ensure the mother's health as well as that of the developing fetus. Even a 90-year-old Imam 
from Gaza reported that local women "go to the UNRWA clinic on a monthly basis throughout the 
pregnancy period in order to get iron tablets, have a comprehensive blood check and measure their 
blood pressure." Other interviewees said that the number of prenatal visits might only be 4-5 times 
during a pregnancy, or that it depends on how a mother feels about her health (a factor that is 
even more important in postnatal care attendance). 
 

"(Prenatal care) depends on her financial status. If good, she goes to the doctor. If bad, she 
goes to a free clinic. The number of visits depends on her health status." (woman, age 44, 
elementary school education, Nablus) 

 
A nurse living in Al–Diheisheh Refugee Camp, and working in Al–Amari Refugee Camp, 
reported that camp women "visit the UNRWA clinic as well as the specialized doctor throughout 
the pregnancy period in order to assure her proper health and pregnancy." Although occasionally 
we heard of a woman attending prenatal care only very late in pregnancy, we found very little 
evidence of women not attending antenatal care at all, a finding compatible with survey findings 
from 1996 and assuming a slight improvement in overall attendance since then.  
 
A male health worker at the maternity hospital in El-Bira, near Ramallah, observed: 
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Most women visit the private doctors each month for the health of the fetus, not for the health 
of the women. They generally go to find out the sex of the child. This is an incentive for them 
to go." 

 
Occasionally we found evidence of women in smaller, more isolated West Bank villages not 
attending prenatal care, but they appeared to be reached through community outreach efforts, by 
trained village health workers. Recall the Gaza survey finding from 1996 that 53% of women had 
recently had a home visit by some sort of health educator, and that this visit was considered 
"valuable."  One older male informant from a village near Ramallah said there were a few women 
who did not attend prenatal care due to "poverty" and "ignorance" on the part of their husbands, 
who lack money to pay for health services. "Some men prefer smoking cigarettes and playing 
cards to paying (for prenatal care)." He further observed that some husbands think it is "women's 
nature" to go through the difficulties of pregnancy alone, a traditionalist, fatalist view rarely 
encountered in the present study. 
 
One health worker commented that fear of miscarriage is a prime motivating factor that makes 
women come for prenatal care. This seems highly likely in light of all the evidence in the present 
study pointing to great love of children, and concern over producing and raising many healthy 
ones. Moreover, rates of miscarriage seem relatively high. 
 
A health worker who visits smaller West Bank villages told the study team that only a very few 
women "slip through the system" and don't have their anemia treated, if this is indicated in prenatal 
care. A few women reported being given iron tablets during prenatal care, but not actually taking 
them. Some said they experienced side effects with iron tablets, and had not been expecting these 
and "weren't told about them." Reported side effects included nausea and stomach pains. 
 
Some interviewees described the prenatal service they receive: they are tested for anemia, 
hypertension and diabetes. Some informants simply described having "blood tests" and "urine 
tests." They are given iron and calcium supplements. They are advised to minimize coffee and tea 
consumption and to eat food high in iron, and to "avoid trouble with their mothers-in-law" (in the 
words of one respondent).  
 
A few women go to private doctors to find out the sex of their fetus. 
 
Immunization with tetanus toxoid (TT), while it is officially an MOH responsibility, was said to be 
available at NGO clinics.   
 
Regarding health care in the last month of pregnancy, the majority of interviewed women  
said they consulted a private doctor or specialist nurse (MCH, midwife, ob/gyn) at least  
once in order to assure her proper health and the well-being of the fetus. Some women  
mentioned they go several times due to fear of bleeding or even poisoning. Women  
respondents mentioned receiving information concerning the expected timing of the  
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 delivery. An insignificant percentage of these women noted that they receive advice from  
their mothers, mothers–in–law, midwifes, or nurses on what to do at and around the time  
of delivery.  
 
Representative comments: 
 

"(I chose) the specialist nurse in the clinic in order to assure the proper health for me and my 
child. I chose the nurse because she follows up the mother’s health, not forgetting that the 
mother knows well what is right and what is wrong." (housewife, age 23, 2 children, Al – 
Shati’a Refugee Camp) 

 
"(A woman) goes to the doctor once a month in normal cases and several times in risky 
pregnancies to assure her proper health. (nurse, age 25, Delivery/Obstetrics Section, Ali Al–
Muhtaseb Hospital) 

 
"In the last month, she consults the specialized doctor twice a month in the normal cases in 
order to assure the well-being of the mother and fetus, and to get ready for delivery and for 
the forthcoming birth, including how to deal with (the baby) and prepare for the new life." 
(female nurse, age 35, Al–Amari Refugee Camp) 

 
A number of women from the general public specified that they went 2, 3 or 4 times for prenatal 
care during the last month of pregnancy. 
 
A non-representative comment: 
 

"If the time of the delivery passes, I consult a doctor experienced in delivery affairs...I do not 
need any medical consultation except in relation to late delivery." (housewife, age 24, second 
secondary class education, Al–Shati’a Refugee Camp) 

 
 
 
 
Postnatal Care     
 
PCBS findings from 1996 show that only about 20% of women attend postnatal care, a finding 
corroborated by the West Bank survey of the same year (Ismail and Shahin 1996:17). Our 
findings suggest some improvement since 1996, to the point that about half of women or more may 
now make use of this service or receive it during a home visit. For those who do not attend, the 
prevailing belief seems to be: If the mother is well, what need is there? Some women commented 
that if there was something wrong with them, they would go, or did go, in a recent pregnancy.  
 
Recall that child immunization rates are at about the 97% level. This means that mothers are 
having contact with service providers soon after giving birth. It would appear that this would be 
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 the opportunity to both raise the mother's awareness of the value of postpartum care, and an 
opportunity to provide it.             
 
A few interviewees said they got their postnatal advice from family and friends:  
 

"I don't go for postnatal care. I see no need. My delivery was normal. I am well. I am 
healthy." (Woman from Betrima village near Ramallah). (This same woman said she went 7 
times for prenatal care, but admitted she did not take the iron pills given to her). 

 
A man working in a maternity hospital in Al-Bireh, near Ramallah, observed that most postpartum 
women don't visit a doctor until she becomes pregnant again. 
          
However, a little over half of women said that they attended postnatal care, or generalizing about 
other women in the area, said that others do. Some pointed out that the service is not just for the 
purpose of immunizing the baby, but for the mother. A typical response of this sort: 
 

"Yes, (she attends) for the child, to take vaccination. And for the mother, to get advice on 
family planning and to learn how to take care of her child." (housewife, age 23, Al–Shati’a 
Refugee Camp) 

 
Some interviewees described the nature of postnatal service: they are tested for hypertension, 
anemia, and diabetes, as in prenatal care. They are given advice about the need for "timely 
vaccinations for the child," on infant nutrition and breastfeeding, on taking care of babies in 
general, on the need for "supplements for the mother," and on family planning. They are given iron 
and calcium supplements. They are advised about the need for periodically weighing the baby. 
Note that postnatal care for mother and for baby are often seen as one service. This may be 
because some degree of postnatal care for the mother is provided when she brings her baby for 
vaccinations, with little or no thought on the part of the mother that she herself needs services. 
 
Indeed, there may be more to a complete and accurate understanding of postnatal and related 
care, as discussed in the section to follow. 
 
Changes in Health Care at the Village Level 
 
This is the place to raise two cautions about interpreting statistical findings on the relatively low 
postnatal attendance rate. One is that women may receive postpartum advice and services when 
she brings her baby in for immunization--which most women have been found to do in the last 
PCBS survey--yet this might not be counted as postnatal care. The other caution is that poorer 
women and village women might not go to a health facility, but they might receive home visits by 
VHWs, health educators, or trained (i.e., upgraded) TBAs or dayas, and they might receive 
advice, nutritional supplements and the like in this way. In the words of the Coordinator of the 
Directorate of Women's Health at the MOH, Nablus: 
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 "After delivery, the daya visits the woman at her house for a few weeks, advising about high 
protein foods like milk, eggs, meat, bathing. She gives good nutritional advice. The daya is 
advised to refer the mother for care if any complication occurs." 

 
The dayas referred to would have been upgraded though training. Interviewers in the present 
qualitative study were also told by VHWs in remoter villages that they themselves made postnatal 
home visits, and we picked up evidence of this from interviewees from the general public. How 
common are such postnatal home visits? A sample survey in Gaza found that "33% of new 
mothers received a home visit by a daya during the postnatal period" (Hundt et al 1997, quoted in 
Barghouti, Fragiacomo and Qutteina 1999:118). There is the finding, already quoted, that 53% of 
women have had a recent health education visit in their home (WAC 1999). 
 
How many villages (or poor communities in camps and cities) may be benefiting from home visits? 
Answering this question was beyond the scope of the present study, but The Center for 
Development in Primary Health Care, for example, recently completed a 2-year training of 90 
women VHWs "working in different remote and disadvantaged villages of the West Bank" 
(CDPHC nd.). Another Palestinian umbrella NGO, UPMRC, also trains VHWs for two years. A 
1998 newsletter from UPMRC mentions 140 VHWs trained over the previous 14 years (UPMRC 
1998:8), although that number may now be 200 or so (Joyce Jubran, UPMRC, personal comm.)12  
 
Several international NGOs train and support VHWs and related personnel (community health 
educators). A 1995 document noted:  
 
"In the West Bank and to a lesser extent Gaza Strip, community health and rehabilitation workers 
are currently important human resources engaged in the provision of primary health and 
rehabilitation care. It is estimated that there are 250-300 such workers operating in the country, 
some within the context of very successful schemes" (Giacaman et al 1995).  
 
This refers to a period before recent training just mentioned. 
 
UPMRC reported that its VHWs made 11,000 home visits in 1993 (UPMRC 1994:22). 
 
The impact of VHWs and related health personnel might explain why nationally, women in villages 
have higher contraceptive prevalence rates than women in camps or towns (PCBS 1997:144); or 
why village women have higher tetanus toxoid injection coverage than city women (PCBS 
1997:94); or why under-age-5 immunization coverage was highest in villages (70.9%) and lowest 
in camps (54.8%) (PCBS 1997:170). Informants explained that it is relatively easy to mobilize 
whole populations of villagers through the likes of VHWs. For immunizations, e.g., the names of 
all women with young babies are called over a loudspeaker, perhaps by local leaders (muktars), 

                                                                 
12 This UPMRC newsletter contains useful information about the role, training, etc. of VHWs, as well as the 
erosion of traditional values and practices such as cousin marriage. 
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 and virtually all women appear with their babies for immunizations. This is harder to accomplish 
in the urban areas. 
 
Contrary to the foregoing evidence, a very rapid assessment of health care quality reported that 
"No antenatal outreach services were provided in the area of the West Bank or in Gaza. 
Postpartum outreach services were not yet established in Gaza and were symbolic in the West 
Bank" (Younis and Hassanein 1999:18). The report does not make clear how this conclusion was 
reached. The fieldwork for this report was extremely brief and the findings are at odds with the 
present study and with random sample health surveys of the past four years. On the other hand, 
perceptions on the consumer or patient side may not reflect problems that may actually prevail on 
the provider side.  
 
Returning to improvements in MCH/FP status in villages, there is a widespread perception among 
Palestinians and donors that "Rural areas are the most disadvantaged in terms of the types and 
range of programs available" (Giacaman et al 1995:33). This no doubt was the situation when 
these words were written and earlier, but there seem to have been major improvements in village 
health care in the past five years. There deserves to be a study of these changes and especially of 
the role of the VHW, the upgraded TBA, and any other community-based health worker. 
 
Since findings pointing to improvements in village health indicators may come as a surprise to 
many, it is worth remembering that much of greatly improved health services in Palestine are 
foreign donor-funded, and therefore may not be sustainable. There are reports that NGOs are in 
fact cutting back on the number of health facilities (Barghouthi and Lennock 1997:18-19; 
Barghouthi and Dailbes 1993). (Although this may be referring to the Gulf War period when Saudi 
and Kuwaiti financial support to Palestine was curtailed.) 
 
Having discussed health status in villages, we should comment on refugee camps. Foreign donors 
and outside agencies might assume that refugees have lower health status and perhaps less 
access to health care than other Palestinians. This seems not to be the case. The PCBS health 
survey showed, e.g., that refugee women have the highest rate among Palestinians of receiving 
prenatal care, and other statistics show that refugees often lead in health service access. This was 
so even in 1992:  
 

"Refugee status does not seem to influence the rate of reported illness and injury. Nor do 
refugees in camps report significantly different rates of illness than others living in the same 
area, be it Gaza or the West Bank." (Heiberg and Ovensen 1993:107) Furthermore, "Refugees 
both inside and outside camps seem to consult health personnel and institutions as frequently 
as others do. The difference is that they utilize UNRWA services to a greater extent." 
(Heiberg and Ovensen 1993:113)  

 
However, UNRWA will not be operating indefinitely, therefore the sustainability of refugee health 
services remains an issue. 
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 What can be concluded is that at present, considering the three major Palestinian residential 
settings (city, camp and village), need for improvements in MCH may be greatest in poor, urban 
areas. 
 
 
Decisions about Family Health Costs   
 
Most respondents said husbands decide on what to pay for health expenditures. This may follow 
from the husband normally being the wage-earner. The second most common answer was that 
husbands and wives together make such decisions, a trend among younger, more educated 
Palestinians that was also found in the recent West Bank health survey (Ismail and Shahin 
1996:21). A third answer was that wives alone decide on health expenditure. As pointed out by 
some respondents, and seen above, the family's income level helps determine which type of health 
serves is sought. But financial sacrifice will be made in cases perceived as emergency or 
important. As a 40-year-old man from Faqouaa village (northern West Bank) put it, "The health of 
a human being is more important than money." Exceptional or serious health problems are 
considered a priority; people will find the money to address these, whether or not they can 
normally afford it. 
 
If a baby needs to be taken to a health facility, either the wife or husband will take the child, 
depending on who is available. 
 
 
The Role and Status of Traditional Birth Attendants  
 
There are said to be about 270 dayas (TBAs) in the West Bank. By mid-1999, all but about 20 
were said to have undergone upgrading of their skills in the form of 6 months of hospital training. 
We did not ascertain the exact number of dayas in the Gaza Strip, but virtually all seem to have 
been upgraded through MOH or UNRWA training. TBA upgrading training may have occurred in 
the mid-1980s (in the case of the West Bank), and it was not learned how much TBAs are 
supervised after initial training. A full research report on TBAs in West Bank should now be 
available through the MOH in Nablus. 
 
Some Palestinian women, especially older ones, prefer to have a daya attend their birth at home 
for reasons of privacy, dealing with a same sex practitioner, dealing with an experienced, 
respected practitioner known to the mother; avoiding the impersonal treatment of a hospital; 
avoiding the indignities of having to wait and be put off by bureaucrats at the hospital; as well as 
"culture and tradition." However, the great majority of deliveries in West Bank (90% in 1996) and 
Gaza (98% in 1998) are nowadays in health facilities.  
 
The few deliveries at home are attended by licensed midwives or upgraded dayas. Nowadays, the 
formally trained daya carries out pre- and post-natal care as well as attending deliveries. Prenatal 
care consists of monitoring blood pressure, checking the quality and size of the abdomen, etc. She 
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 knows the signs of a complicated pregnancy and is good at referring such cases to a health 
facility. During childbirth, the daya cuts the umbilical cord and conducts vaginal checks during and 
after delivery. Dayas are now supervised by the MOH to ensure a certain minimal quality of care. 
Along with this supervision and MOH training goes licensing of dayas. However, the MOH does 
not pay daya salaries, even though dayas requested these after they had been trained. For now at 
least, dayas are private practitioners and they charge for their services. This in fact might be 
better for sustainability of the service. 
 
A woman doctor from the MOH observed that one of the strengths of the daya (TBA) is that she 
is concerned with the mother's health. "Everyone else, including the mother herself, only thinks of 
the health of the fetus or the baby." Dayas, this informant said, encourages the newly delivered 
mother to eat plenty of nutritious foods for the purpose of "building up the mother's strength." And 
she did this even before the recent upgrading of TBAs through training. (A daya practices in the 
village of this doctor, so the doctor has observed her in practice and learned even more from 
having patients in common). 
 
 
The Role and Status of Traditional Healers   
 
Traditional healers are called sheikhs, arrafin, awllya Allah Asalehem, or (rarely) hakim. They are 
said to have religious power (at least "the good, respected ones") and are considered "closer to 
God" than ordinary people. They work with herbs and they also take prayers from the Quran 
(Koran). Some call themselves fortune tellers. In an example of faith healing practice, slips of 
paper with Koranic prayers may be dipped into a glass of water, and the water is given to drink. 
Others under treatment may wear little Koranic prayers in amulets or medallions around their 
neck or elsewhere on the body.  
 
These healers may treat mental illness, and sometimes (at least in Gaza) conditions in children 
(such as "crying too much in the night," or other conditions "that doctors can't cure."  
 
A 65-year-old TBA from Gaza explained that religious healers treat: 
 

"...children's diseases, especially by massaging, and when a child has paralysis from fear. Also 
abortions. Or to advise on abortions--to drink something, or run, or jump. All these treatments 
are done by help and power of the Holy Quran. Because of the advancement of science there 
are fewer people going to healers." 

 
"Arafin" seem to be more active in Gaza than in West Bank, but even there, they do not ordinarily 
provide treatment for pregnant mothers or babies. One exception might be that parents would go 
to a healer for special medicines to ensure that the baby will be a boy. Arafin also give herbs to 
treat childhood illnesses such as "stomach problems." People in Gaza might also go to an araf for 
fortune telling. 
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 A major health service provided by traditional practitioners is the diagnosis and treatment of 
infertility and, less often mentioned, impotence. This can be taken as further evidence of 
Palestinian pronatalism. Even those who may not ordinarily use such practitioners might consult 
one if doctors and clinics cannot overcome infertility or sterility. The treatment for this may be by 
rubbing the abdomen of the woman with olive oils, and giving herbs and perhaps amulets to the 
sufferer. Healers may also treat stomachaches and headaches in adults.  
 
One woman herbalist interviewed revealed that she usually charges 2 NIS to tell a fortune, and 10 
NIS for treatment.  
 
The traditional healers and dayas interviewed in the present study were all either nonliterate, or 
had minimal education. 
 
From interviewing traditional healers, TBAs and the general population, no evidence arose 
suggesting significant competition or conflicts between traditional specialists and modern health 
care providers. Healers and TBAs seemed to approve of pre- and post-natal care, modern 
contraceptives, birth spacing, breastfeeding, etc. about the same as other more conservative 
Palestinians. 
 
From interviewing the general public and a few healers, it seems that "demand" for their services 
has diminished with the expansion of modern health care, urbanization, higher education, and other 
modernizing influences. Their role seems to be decreasingly concerned with health matters 
(except for infertility) and increasingly with magico-religious diagnosis, divination and intervention. 
Indeed, the role of the traditional healer seems to be much on the wane, and their numbers are 
small and apparently diminishing. It is unlikely that they will disappear, because there is always a 
demand for divination, magico-religious cures, and treatment of chronic problems that resist 
modern biomedical treatment. Such healers are found in the United States and other more 
economically developed countries. 
 
Only about 1 out of 10 respondents reported that a traditional healer of any sort (not including 
TBAs) worked in their community, or in the general area. Some respondents mentioned that there 
used to be one, but not at present. This low frequency is unlikely to be due to shyness about 
reporting because when healers were mentioned, their full names (unasked for) were usually 
provided as well. Moreover, as mentioned, there seems to be little antagonism between the 
government including the Ministry of Health, and traditional healers, therefore respondents would 
not be inhibited about answering frankly. 
 
 
Media Habits   
 
The great majority of Palestinians have access to radio and television. Between 7:00-8:00 pm 
seems to the best time for reaching women via TV, if not radio. Magazines, newspapers, and 
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 radio are other stated sources of health information, as are UNRWA, NGOs, and government 
health personnel.  
 
Interviewees made a number of spontaneous comments pertaining to mass media, such as:  
 
"In the past – there were no T.V. and radio sets that help in educating the girls..." 
 
"In these days, awareness increased; T.V sets spread and girls’ awareness increased and 
consequently they refuse early marriage." 
 
"In the present, there is a sufficient expansion of awareness, science, culture, and health education 
that are promoted by schools, T.V. and health education. These factors have played a role in a 
high level of maturity and awareness among the Palestinian girls, which led to delaying marriage 
age." 
 
Women in a focus group in Gaza mentioned a TV show called "Whole Health," a religious 
program on Fridays that had recently discussed family planning; and a TV health program every 
Saturday and Tuesday were also mentioned. All women in this focus group had a TV in their 
home. A CARE officer who works with low-income women mentioned that TV ownership was a 
very high priority among these women, and that most people have them (one rather poor looking 
house interviewers visited that day  had both a TV and a video player). Even a remote West Bank 
village lacking electricity was found to have generators that run after sundown, allowing most 
people to watch TV. 
 
Health education from print media were also mentioned, e.g. an Arabic magazine called "Know 
Yourself. "  
 
Thus, all channels for health education (face-to-face, electronic, print) are being used and can be 
used in the future, and exposure to mass electronic media is at a high level.  
 
 

Analysis and Conclusions  
 
General Status of Maternal and Child Health Today 
 
Mustafa Barghouthi (1993) wrote an assessment of Palestinian health problems seven years ago, 
in which he indicted Israel for creating and perpetuating conditions that obstruct the development 
of health services.  He cited an infant mortality rate of over 50/1,000, evidence of child 
malnutrition, the rise of infectious diseases such as brucellosis, and the failure to eradicate 
epidemic diseases such as hepatitis, typhoid, and meningitis. 
 
With the exception of the eradication of diseases in Palestine that have not been eradicated 
elsewhere (e.g., the USA has 4 million cases of hepatitis C alone among varieties of hepatitis), 
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 there has in fact been significant progress in many health areas, from brucellosis13 to morbidity 
and mortality of women and infants (the focus of the present study). Indeed, recent health 
analysts agree that Palestine has undergone health transition in which "deaths caused by infectious 
diseases have decreased significantly, while deaths caused by chronic illnesses have risen..." 
(Abdeen 1997:20), an observation made earlier by Heiberg and Ovensen (1993:100).  
 
Perhaps leading this health transition has been progress in maternal and infant health status in 
recent years. The findings of the present study as well as those of recent sample surveys by 
PCBS and others all point to this conclusion. Why would MCH improve even more than other 
areas of health? Almost certainly because this has been an area--even the area--of health care 
emphasis by foreign donors, national NGOs, UNRWA, and government preventive health 
services. And secondly because of the very high value and priority Palestinians place on having 
and raising healthy babies. We encountered indirect evidence (from the results of a village based 
study) of people letting ear infections go untreated to the point of permanent hearing loss. 
Palestinians would be far less likely to risk a baby's health or survival. We found strong evidence 
that people bring their babies to health facilities when problems or danger are even suspected. 
 
It becomes important to examine the likely factors that have contributed to this improvement. In 
fact, improvement in child health has been sufficiently rapid that, as early as 1993, it provoked a 
flurry of letters published in the British Medical Journal from contributors who suggested factors 
that might explain it (cf., e.g., Shani and Tulchinsky 1993). 
 
 
Factors Contributing to Improved Health Status  
 
The following comes from the present study as well as a comprehensive review of recent studies 
in Palestine. Keep in mind that while the factors to follow seem to account for recent 
improvements in health status among women and infants, this is not at all to suggest that further 
improvements are not desirable. 
 
First, there is little problem of access to health care. Palestinians live within 5 km. of a health 
center (a 1997 World Bank finding), and they seem to have high reliance on, and respect for, 
(Western biomedical) professional health care and practitioners. Health care is available, free or 
at low cost, from the MOH, UN organizations such as UNRWA and UNICEF, various health 
NGOs supported by foreign donors, and local NGOs, notably the UPMRC. (UPMRC, the Union 
of Palestinian Medical Relief Committees, concentrates its efforts in poor, remote areas and with 
disadvantaged people, setting up clinics, outreach services, preventive education, and mobilization 
of communities. It began services in 1979). 
 

                                                                 
13 See comment in UPMRC 1998:5 on "the astounding results" of a health education campaign to reduce 
brucellosis. Annual cases in one epicenter village, Al Mughair, from over 250 cases in 1991 to one case in 
1997. 
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 There are virtually no untrained TBAs still in practice, and traditional healers play little role in 
routine health care, or in health care at all, strictly speaking.  
 
Almost all women now give birth in health facilities, all births are registered, and almost all babies 
are followed up--and sought out in the community if necessary--for immunizations. Almost all 
women attend prenatal. Women are tested for anemia during prenatal care, and then take iron 
folate to correct problems. Only a very few slip through the system and don't have their anemia 
treated. (Yet anemia rates still appear to be higher in women than would be expected from what 
is known of treatment and nutrition. Excessive tea drinking has been mentioned as a possible 
contributing factor). 
 
Most villages seem to have a village health worker (VHW). Both reproductive and perinatal 
health are areas of VHW emphasis. VHW programs fail in many countries due to lack of salaries 
or other compensation, inadequate training and supervision, confusion over curative versus 
preventive duties, lack of transportation, poor selection processes, and several other common 
problems (cf. Green 1996 for summary of these issues). Palestine does not seem to suffer from 
these common problems. Palestinian VHWs are locally selected, they are trained for fully two 
years, followed by guided practicums; they seem to be adequately supplied and supervised; and 
they divide their time between curative and preventive services. Palestine in fact provides the 
unusual example of a national VHW program that seems to function well, even if it is funded 
largely by foreign organizations and therefore is unsustainable. Their impact, as noted above, has 
been to raise health status in villages to the point that, in key MCH indicators, it is superior to that 
found in urban areas. 
 
There seems to be nearly full immunization coverage nowadays by systematically following up 
women who have given birth (1997 MOH immunization coverage statistics [MOH 1998:77] show 
coverage in the 95-96% level).  
 
Another factor explaining improved health status is probably the impact of Israeli health services 
before the establishment of the Palestinian Authority.  
 
A recent Palestinian study (Bresoli et al 1998) found little evidence of mother and infant 
malnutrition, and reported widespread availability of health services. In their conclusions, they 
note:  
 
"The findings were typical of an intermediately developed society, similar to neighbouring 
countries." (They also caution: "The multiplicity of health services available and their lack of 
coordination could make the application of a unitary health policy in the area difficult," a point also 
made by Giacaman et al 1995.) 
 
There seems to be nothing that can really be called an indigenous ethnomedical system, in the 
sense of a health belief/knowledge system that differs fundamentally from Western biomedicine 
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 and competes with it. Even hot/cold humoral theory, found in some neighboring countries, seems 
absent nowadays. Palestinians are relatively well-educated, perhaps especially in health areas. 
 
Indeed, still another factor has been health education in recent years that targets women and 
children issues. In some of health education media programs, 
 

"Senior health professionals are interviewed in response to current health issues and they have 
to respond to public questions. (Furthermore) Women's organizations and women's support 
groups have been increased and encouraged to empower and improve the status of women in 
Palestine." (MOH 1998:16) 

 
The avowed focus of at least one of the major Palestinian NGOs mentioned above, and 
responsible for training VHWs, UPMRC, is "the empowerment of Palestinian women," a goal with 
which the MOH either concurs or is in sympathy. 
 
Shani and Tulchinsky (1993) pointed to most of these factors seven years ago, in a review of 
factors that explained Gaza's decline in infant mortality, and added some others: infant growth 
monitoring services, iron and vitamin supplementation for children, improvements in safe drinking 
water and electricity in the homes, and the high-quality training of Palestinian doctors and nurses 
in Israeli teaching facilities since 1985. UNRWA deserves credit for improving MCH through its 
range of services to refugees. And as Sabbagh (1994) has pointed out, "Educational levels among 
Palestinian women in the West Bank and Gaza have risen markedly in the last few years."  
 
For completeness, it should be noted that an occasional report portrays a very different situation, 
perhaps because source material is older and now outdated, or perhaps in order to convince 
donors of the need for increased funding. For example, Stephenson (1996:28), basing her 
information on unnamed women’s groups, writes that health services for women, while they may 
appear  good, are  "either substandard,  unaffordable, inaccessible or nonexistent." This conclusion 
is at odds with the present in-depth study as well as all high standard sample surveys of late. 
 
There is also a recent--although very quick--assessment of the quality of health care in Palestine. 
This report (Younis and Hassanein 1999) can be criticized for being based on a very short length 
of fieldwork, and for drawing conclusions based on an extremely small and perhaps 
unrepresentative sample of health facilities and personnel. Nevertheless it found physicians 
"inadequate" in some technical areas such as prenatal care and diabetes in pregnancy, and in 
general health education skills. On the other hand, health workers (who in fact do more health 
education than physicians and handle other preventive services), were found to be "very active, 
well-oriented and with wonderful attitude toward the clients (Younis and Hassanein 1999:17). This 
assessment only interviewed 11 clients of health services. Recall that neither the present 
qualitative study nor the 1996 PCBS national health survey found more than scant evidence of 
significant client dissatisfaction with medical services in general, and MCH/FP/OB/GYN services 
specifically. 
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 In sum, by regional, middle east standards, health-related knowledge and practices of Palestinians 
are quite good, a conclusion shared by the World Bank (World Bank 1998). The exceptions are 
wanting and having too many children (especially in Gaza), having short birth intervals (although 
this is changing and the advantages of this are quite well understood), not breastfeeding 
exclusively long enough, and--in perhaps 8% of women--a practice of delaying breastfeeding for 
1-3 days after delivery. There are not many unhealthy or damaging health practices that need 
correction, compared to what is found in less-developed countries (which Palestine is not).  
 
To put overall findings in regional perspective, it is useful to compare Palestinian (WB/G) infant 
and maternal mortality rates (IMR and MMR) with those from other countries in the region. We 
see that Palestinian IMR and MMR are quite low by regional standards. If  East Jerusalem data 
were added, statistics would probably improve further. 
 

Note that the higher of the two IMR figures for Palestine are close to those of Syria and Jordan. 
Those who do not believe even the higher IMR for Palestine, 28, should ask themselves if 
Palestine would be expected to have an IMR higher then Syria's, given the review of factors just 
considered. 

 

Note also that however much IMR has decreased in recent years, Palestine compares regionally 
even more favorably in maternal mortality. It has the lowest rate by far of regional countries 
presented in the table. 

 

 

 
 

Palestinian MCH Statistics in Regional Context 
(Based on 1999 UNICEF statistics from its Website) 

Country Infant mortality Maternal mortality 
Egypt  64  170 
Jordan   21  150 
Lebanon   33  300 
Iraq    94  310 
Lebanon    33  300 
Libya    50  220 
Saudi Arabia    25  130 
Syria    28  180 
West Bank/Gaza*   PCBS fig.: 28 

MOH fig.: 13-20 
 PCBS fig.: 75 

MOH fig.: 37 (Gaza only) 

Israel** "Jewish"        4.7  (not available)  
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"non-Jewish" 8.7  

Yemen  78  1,400 

* West Bank and Gaza data combined. UNICEF data in accord with PCBS 
MOH figure based on reported cases (MOH 1998:48-49). 
** Israeli Central Bureau of Statistics, 2000 
 

Note on IMR and MMR data 
 

As can be seen, there are two official IMR figures for Palestine: a higher figure from PCBS, and 
a lower figure from the MOH. The lower figure is based on reported deaths, and the MOH thinks 
these is an underestimate due to under-reporting (MOH 1998:48). 
 

The PCBS figures are not based on reported cases. They are taken from PCBS' population-based 
demographic survey. PCBS uses a "sisterhood method" of indirect questioning for its MMR 
estimate. This consists of a series of questions, the first of which determines how many sisters a 
randomly selected female informant has had (whether or not living or dead at present). She is then 
asked whether any of these sisters died within 40-day postpartum, or indeed during the time she 
was pregnant. It would seem that a woman who died from an infectious disease during her first 
week of pregnancy might be included in this maternal mortality rate. The resulting figure from 
these questions is then calculated based on the denominator of 100,000 for MMR, and on 1,000 for 
IMR. 
 

According to official MOH statistics ("The Status of Health in Palestine: Annual Report 1997 
(September 1998)," the IMR for West Bank is 12.6, and for Gaza it is 20.1. The MMR for Gaza is 
37, and for some reason there is no MMR for West Bank (although the report opines that the 
figure is probably higher due to "inaccessible villages," lack of outreach services, high mountains 
and other conditions that are surely exaggerated when  
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 compared to other countries in the region).  In making a regional comparison we should ask: Are 
the figures from countries like Syria and Egypt official MOH figures based on reported deaths, or 
do these countries also take the trouble to conduct more sophisticated population based 
demographic surveys, like Palestine?  
 
How accurate is either the MOH IMR of between 13-20, or the PCBS rate of 28? A brief article 
published in the British Medical Journal (Shani & Tulchinsky 1993) refers to a UNICEF study in 
Palestine which indicated a decline in IMR from 76/1,000 to 40/1,000 by 1991. Likewise, a 1992 
Norwegian funded national Palestinian survey based on a sample of 2,500 households (Heiberg 
and Ovensen 1993) suggests that the IMR declined from 82 in 1976 to 48 by 1990. These authors 
note that official Israeli statistics show a decline in IMR in West Bank from 38.1 to 22.0 between 
1975 and 1990, and for Gaza Strip, a decline from 86.0 in 1970 to 26.1 in 1990. However, there is 
a suspicion that the official Israeli figures are too low, something of a whitewash of actual health 
conditions.  
 
Still, an IMR of somewhere between 13-28, but closer to 28, seems reasonable 10 years later, 
given the efforts of UNRWA, foreign NGOs, the PA, UPMRC, increases in women's education, 
the very high percentage of births occurring at health facilities, the upgrading of TBAs, even the 
impact of Israeli health services before the establishment of the Palestinian Authority during the 
intervening years.  A.G. Hill (1982) gives historical perspective for this "clearcut" and 
"extraordinarily rapid" decline in IMR among Palestinians, especially after 1960, even among those 
of low incomes living in camps. He credits UNRWA services for decline of IMR in refugee 
camps. Heiberg and Ovensen (1993:61) concluded seven years ago, "Childhood mortality in the 
occupied territories seems to have been declining rapidly in the last 15 years. The decline is not 
expected to continue as fast in the future since health-related improvements become harder to 
achieve after they have reached a certain level."  
 
Yet some (e.g. Barghouthi and Lennock 1997:7) do not believe that the IMR could have declined 
as much as the most recent statistics indicate, given the political and economic problems of 
Palestine. Therefore, some level of debate over the accuracy of Palestinian IMR is likely to 
continue. 
 
Problem Areas that Still Need Exploration 
 

  Neither recent sample surveys nor the present qualitative study explored miscarriage, abortion 
(spontaneous or induced), or stillborn deaths. Some women in focus groups mentioned their own 
miscarriages. Morbidity statistics from hospitals such as Shifa (Gaza) and Naser, reported to the 
MOH in 1997 (MOH 1998:90-93) show fairly high numbers of cases of "missed abortion," (241 
cases in Shifa, 79 cases in Naser); "other abortion unspecified," (1,043 cases in Shifa, 568 in 
Naser); "other pregnancies with abortive outcome," (107 cases in Shifa, 58 in Naser); "other 
complications of pregnancy and delivery," (2,263 cases in Shifa, 566 in Naser); "single and multiple 
delivery by caesarean," (1,708 cases in Shifa, 457 in Naser).  If these statistics are not atypical,  
then  there may be problems of  fetal wastage and perhaps overuse of caesarean operations (as 
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 suggested by Ismail and Shahin 1996:22) that ought to be explored further. These pregnancy 
outcomes might be related in part to age of mothers and narrow birth spacing, health service 
utilization or quality of care in facilities, general health and nutritional practices, and other 
behaviors included in the present study. 
 
An earlier (1993) study from one hospital, Makassed Islamic Hospital, found that neonatal sepsis 
affected 10.5% of all patients that year (Khammash et al 1994). This may reflect the period when 
TBAs were performing more home deliveries, and before they were upgraded through training. 
 
Implications of Findings  
 
To put overall findings of the qualitative study and literature review in broader perspective, it 
seems useful to consider the various factors that account for newborn and maternal deaths in 
poorer countries. Tables summarizing these factors are taken from  
Promoting Quality Maternal and Newborn Care (Ross 1998). It is useful to consider these factors 
(e.g., access to medical services, role of traditional health beliefs, nutritional status, etc.) in light of 
facts and findings in Palestine. Palestine in fact measures up comparatively well on most of these 
factors, which explains why its health statistics--apart from TFR and birth intervals--are relatively 
good by regional and very good by developing country standards.  
 
The main purpose of this exercise is to guide USAID and its partners in focusing resources where 
they are needed most--in this case, indicated by maternal and child mortality factors noted with an 
asterisk (*). 
 
Reasons for newborn deaths (from Ross 1998):  
 
Combination of socio-cultural factors such as: 
 
Frequent pregnancies/high fertility rates/short birth intervals (*) 
Young pregnancies (*); 
Desire for small babies  
Gender discrimination beginning in infancy. 
 
 
Delay in problem recognition due to: 
 
Traditional beliefs  
Low knowledge of danger signs  
Maternal death  
High rates of unattended home births with/without untrained attendants  
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 Delay in deciding to seek care due to: 
 
Traditional beliefs  
Low knowledge of medical conditions/consequences  
 
Delay in reaching the health facility due to: 
 
Lack of resources to pay for services  
Inadequate communication and transportation systems  
Low knowledge of where to go and how to get there  
 
Delay in receiving quality treatment at the health facility due to: 
 
Lack of trained personnel to deal with low birth weight and  
  neonatal infections  
Lack of supervision and information system  
Lack of outreach and follow-up systems  
Lack of medicines and supplies to properly treat  
  complications  
 
Reasons for maternal mortality/morbidity (from Ross 1998):  
 
Combination of socio-cultural factors such as: 
 
Harmful practices, e.g., FGM (female genital mutilation)  
Poor nutrition and associated factors  
Low women's status/empowerment/decision-making  
Frequent pregnancies/high fertility rates/sort  
   birth intervals (*) 
Early marriage and adolescent pregnancies (*) 
Heavy workload  
Reliance on traditional medicine and healers  
Desire for small babies  
Emotional abuse/violence  
 
Unmet need for family planning services due to: 
 
Traditional beliefs/practices  
Lack of knowledge  
Inaccessible or poor quality services  
 
Delay in deciding to seek care due to: 
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 Low women's status/participation in decision-making (*) 
Lack of birth planning/preparedness  
High rates of unattended home births and untrained attendants  
Poor quality (perceived or actual) of health services  
 
Delay in reaching the health facility due to: 
 
Geographic distance  
Lack of resources to pay for services  
Inadequate communication/transportation systems  
Inadequate knowledge of where to seek care and  
  how to get to a facility  
 
Delay in receiving quality treatment at the health facility due to: 
 
Lack of medicine, supplies, blood and equipment to treat complications  
Cumbersome administrative processes  
Lack of competent, motivated personnel  
Lack of adequate supervision and management  
  information systems  
Lack of outreach and follow-up mechanisms  
 
 
The intent of this exercise is not to give the impression that health problems in Palestine are now 
minor, but rather to focus resources where they are most needed. Another intent is to give credit 
to the agencies and organizations (and community-level efforts) that seem to have accounted for 
such significant health gains in recent years. We should also keep in mind that the high level of 
foreign assistance currently received by Palestine is not sustainable in the longer term, therefore 
much remains to be done to ensure the present level of health services can be continued by 
Palestinians, using Palestinian resources. 
 
Another purpose of the present exercise is to identify areas that are amenable to change through 
the efforts of a USAID-funded MCH project.  The relatively low status of Palestinian women (by 
Western, not necessarily Arab, standards) is an example of a MCH factor that is not easily 
amenable to influence by short-term health project interventions (although the woman 
empowerment orientation and activates of NGOs like UPMRC through VHWs deserves careful 
evaluation, and probably credit as well). Frequent pregnancies/high fertility rates/short birth 
intervals are related factors that are more amenable to influence by project interventions. 
 
Dr. Mustafa Barghouthi (1993:6) wrote seven years ago: "True health development cannot be 
achieved without a political solution to the Palestinian problem..." As we have seen, there has in 
fact been considerable development in health status since those words were written. Yet his 
observation is on-target. Perhaps health status, with the exception of the priority problem areas 
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 outlined in the next section, has by now developed almost as far as it can develop without the 
environmental, economic, stress-reduction, and other improvements and benefits that would follow 
"a political solution to the Palestinian problem." 
 
Indeed, considering the political and economic factors mitigating against good health status, the 
wonder is that Palestinian maternal and infant health is as good as it appears to be. When Gaza 
Strip embarked on limited self-rule six or so years ago, an article in The Lancet noted: 
 

"Its people inherit a health-care system provided by four sectors--the Israeli government, 
the UN Relief and Works Agency, non-governmental organizations, and private facilities. 
They also inherit a legacy of health indices comparing unfavourably with those of Israel, 
huge numbers of refugees, a looming water crisis, civil unrest, and a health care 
expenditure bill (as a proportion of gross domestic product) that will be unsustainable." 
(Schnitzer and Roy 1994:1614)  

 
Implications for Focusing Future Project/Program Resources  
 
The problems with the most serious implications to maternal and infant health, and that are 
amenable to modification by health project interventions, were found to be: 
 

• High fertility rates 
 

• Frequent pregnancies  
 

• Relatively short birth intervals 
 

• Over-reliance on one or two contraceptive methods 
 

• First contraceptive use not occurring early enough in parity 
 

• Relatively early marriage 
 

• Mothers not breastfeeding exclusively long enough 
 

• A small percentage of mothers who delay breastfeeding 1-3 days, or do not breastfeed 
 

• Many women not attending postnatal care, nor understanding the need for this 
 

• Women returning to household work duties too soon after delivery   
 

• "Cousin marriages" among a decreasing but still significant proportion of the population, 
leading to congenital health problems 

 



[99] 

  
 
• Introduction of water-borne pathogens by some mothers giving sugar and unboiled    water to 

babies 
 
• Fetal loss (miscarriage, stillbirths) 
 
These are areas where USAID or other programs ought to focus MCH resources, since these are 
the areas of greatest current need. Since other areas of MCH appear to not be as problematic as 
was the case only a few years ago, this ought to be good news to donors and partners. One can 
have more impact within the time period of a project if problem areas are concentrated rather than 
universal, or scattered in all areas. 
 
Another problem area not specifically investigated but nevertheless important for program 
planning and implementation relates to problems coordinating several major service delivery 
players in the health sector: the Palestinian Authority/Ministry of Health; the UN Relief and 
Works Agency, and the robust non-governmental organization sector, both national and 
international (cf. Giacaman et al 1995.). Coordination between these players will be important 
when USAID and its implementing partners develop behavior change and communication (BCC) 
strategies. For example, health education messages will need to be consistent and mutually 
reinforcing and be sent though a wide variety of channels. Those from USAID partners cannot 
conflict with those from any other sector or program. 

  
Sustainability Focus  
 
One of the most important things USAID can do is to improve the sustainability of the recently 
improved health services that are currently funded by foreign donors, and that help account for the 
improved health status of women and infants (along with improvements in health-related beliefs 
and practices). This will require a gradual weaning of Palestinian health consumers from 
dependency on free or highly-subsidized health services. This can be done through introduction or 
intensification of fee-for-service, CBD (community-based distribution), social marketing, and 
similar programs. The present study found evidence of willingness to pay for good or improved 
health services. According to PCBS (1999:14), medical and health care accounts for 3.57% of 
average monthly per capita spending, or $4.25 per month. 
 
One interviewer discussed with West Bank health workers the idea of social marketing or 
commercial community based distribution of contraceptives, iron pills or vitamin A. Officially, the 
MOH is responsible for giving tetanus toxoid shots and providing iron folate. Yet the MOH 
contracts out much of its work to and through NGOs. Our study found that immunization with 
tetanus toxoid (TT) was widely available through NGO clinics and UNRWA facilities.   
 
There would seem to be a possibility of VHWs not only distributing, but supplementing their salary 
through the sale of, iron and vitamin A in their villages. Health workers near Jenin thought this is a 
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 good idea. Their only concern was the role of the MOH and that the price not be higher than 
what these pills would cost in a store. Even if iron pills are available free from the MOH, people 
might prefer to pay a small, subsidized price in order to have the pills locally available and to be 
able to avoid transportation and time costs. 
 
Interviews in Gaza and villages in West Bank suggest that women often do not recognize health 
problems associated with high fertility and close birth spacing. This may be because they don't see 
such or experience such problems very much, with the notable exception of fetal loss 
(miscarriages, stillbirths). The women interviewed in Gaza thus far almost all had higher numbers 
of children (not even including miscarriages) than the TFR for Gaza (6.9), and most were still in 
their fertile years. All seemed to be in quite good health, a view shared by local health workers.) 
Subsequent interviews in West Bank, including with physicians and community health workers on 
this hypothesis, led to similar conclusions. We can also conclude from infant mortality and 
morbidity statistics that infants are likewise shielded to some degree from the consequences of 
narrow birth spacing by adequate nutrition (of their mothers and themselves) and other health 
interventions. Mothers in poor areas of Ethiopia or Bangladesh who marry young and have 7 or 
more babies closely spaced would no doubt suffer more obvious and serious health consequences, 
as would their infants. 
 
This observation may be useful to keep in mind when developing health educational strategies 
aimed at teaching mothers about the consequences of inadequate birth spacing. One MCH/FP 
nurse in East Jerusalem commented, "We have to teach mothers using the approach of 
economics: the cost of school fees, food and clothing, and how spacing will help them achieve a 
better life, more income, better health."  
 
No doubt economic hardships of having 10-12 children are felt. But refugees and poor Palestinians 
have basic health needs taken care of by UNRWA and other foreign organizations. So, again, 
there is a degree of cushioning of the economic consequences of multiple children by charitable 
agencies and organizations. 
Those planing health education aimed at improved birth spacing should consider inclusion of 
discussion about links between narrow spacing and miscarriage and stillbirth. 
 
Health Education Approaches  
 
Study findings suggest that both face-to-face health education and mass media education are 
effective approaches and are having impact. Most Palestinians have access to television. 
Between 7:00-8:00 pm seems to the best time for reaching women via TV.  Magazines, 
newspapers, and radio are other identified sources of health information, as are UNRWA, NGOs, 
and government health personnel. VHWs and other community-based health educators are 
transmitting messages and promoting behaviors that seem to be changing behavior, as discussed 
above (Changes in Health Care at the Village Level). Other examples of interpersonal 
health education mentioned in the study were: doctors coming to schools and talking on health 
topics, and Imams speaking on health topics during the hour before Friday prayers.   
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Therefore all channels for health education (face-to-face, electronic, print) are being used and can 
be used in the future, and exposure to mass electronic media is at a high level. 
As noted above, among the very few phrases that arose that might suggest folk-medical concepts, 
we encountered "increasing the blood" and "raising the blood." Both arose in connection with teas 
or diet or iron tablets, thought to be good for pregnant or postpartum mothers. Both seem to refer 
to avoiding anemia, and both could be used in health education.  
 
More Focus on Men 
 
Study findings suggest that the wife is the easiest person in whom to change attitudes about family 
planning, child spacing, age of marriage, etc. Husbands--men in general--are harder to influence, 
yet they are most in need of reproductive health education. Older women in the role of mother-in-
law also need to be targeted specially. Still, women interviewees and health workers have mostly 
emphasized the need to target men for reproductive health education. Yet this is not so easy for at 
least two practical reasons: 1) men are not usually around in the daytime because they are 
working; and 2) VHWs are always women,14 and it is not culturally appropriate for women to talk 
to men about sex, contraception and reproductive behavior (discussing early marriage and birth 
spacing in general terms seem not to be a problem). It would also not be culturally feasible for a 
male VHW to visit women in their homes.  
 
How to reach men at the local level? For face-to-face education, male VHWs might visit men in 
the late afternoon or evening. They could be reached in the work place. Women health educators 
might try different approaches to reach and educate and influence men. And some health workers 
interviewed suggested involving local Imams. During the hour before Friday prayers, anyone can 
ask the Imam to talk about a topic in the public interest. For example, a local Imam recently spoke 
for an hour about the dangers of looking at the sun during the solar eclipse of summer, 1999. 
Imams tend to be cooperative when asked to talk about early marriage, family planning, and any 
other health topics that are in the public interest. Any such face-to-face health education needs to 
be supported and reinforced by print and electronic media, aimed specifically at men. 
 
There is still a need to conduct focus group discussions on men's media habits and preferences. 
 
Family Planning 
 
Since women and their husbands defer to medical advice on choice of contraceptives, and since 
so few methods are currently used, it seems clear that there is a need to better educate health 
providers about the range of temporary methods currently available. Health providers need to 
promote methods other than the IUD to a far greater extent, and promote them earlier in parity. 
There also needs to be more education, directed both at the general public and at health care 
providers, about the dangers of spacing births by less  
                                                                 
14 CARE International has trained a cadre of male community health workers; it may be that some other 
NGOs have begun to do the same. CARE's program should be evaluated with a special view toward 
assessing the impact of male health educators on the KAP of men whom they educate. 
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 than two years. It may be possible to educate both groups, but at least health workers, about the 
relationship between short birth intervals and fetal loss. 
 
Quality of Care Issues 
 
Other than some complaints about quality of service in crowded government health facilities, not 
many problems arose in the present study, nor in the 1996 PCBS health survey. However,  
perceptions on the consumer or patient side may not reflect problems that may actually prevail on 
the provider side, as  anecdotal evidence and the recent quality of care assessment by the 
Population Council suggest. 
 
Since the great majority of births take place in health facilities, yet there is still a fairly high rate of 
negative birth outcomes (stillbirths seem to not be part of infant mortality statistics), perhaps these 
outcomes could be ameliorated by improvements in quality of obstetric services. These outcomes 
could also be improved by reducing the number of women who give birth during their early or 
middle teenage years, by increasing birth spacing intervals, and by reducing the frequency of 
cousin marriages. 
 
 

******************************** 
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 Annex A: Note on the Samaritans (E. Green) 
 
The Samaritans appear to be one of the smallest distinct ethnic groups in the world. The main 
group lives in the West Bank, on a hilltop just outside of Nablus, or the Biblical city of Sechem, 
and they consist of about 450 people. There may be another 200 (?) Samaritans living some 
distance away in Holon, near Tel Aviv. Because they are such a small, endogamous group, they 
appear to have a lot of genetic deformities, according to informants in both Ramallah and Nablus. 
They are said to exhibit various physical deformities including speech and sight, plus a number of 
mental deficiencies. 
 
An unpublished manuscript by Swedish missionary doctor Thord Thordson ("The Samaritans", 
1995, avail. at Albright Inst., Jerusalem) reports that this once-widespread ethnic group is actually 
growing at present. Their population dwindled to 64 in 1927, following an earthquake and plague. 
He says Samaritans have the "highest inbreeding coefficient in the world," and comments that they 
have been the subject of genetic and demographic studies since the 1960s. He comments that 
Samaritan genetic defects are usually deafness and spasticity, never mental.  
 
Samaritans speak Arabic, yet pray in Hebrew and hold Saturday as the Sabbath. They recognize 
only the first five books of the Old Testament, and only two prophets, Moses and Joshua. They 
seem to live much like any other Palestinians. Some work for the Palestinian Authority; one sits on 
the Legislative Council. There is a Samaritan fieldworker working for PCBS in Ramallah, and 
another working in a similar position for the Ministry of Health in Nablus. They are allowed to 
take Saturdays off from work.  
 
According to a doctor in Nablus, Samaritans give birth in health facilities, not at home. They have 
no TBAs and they use contraceptives at about the same rate as other Palestinians. An older 
written source claims Samaritan marriages are arranged by families. 
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 Annex B: Open-ended Interview Schedule 
 
A. Marriage and Procreation 
 
A1. At what age do Palestinian women usually get married in this community? What is the best 
age, and why? Was this age higher or lower 25 years ago? [Why do women marry when they do? 
Are there economic, religious, political or other forces largely influencing this?]  
 
A2. How soon after she marries does a mother usually have her first baby? (If it is soon, or right 
away, probe all reasons why: where does pressure come from?)  
 
A3. How many children does a woman like to have (or does she usually have) during her lifetime, 
and why? (Are there other family members who want her to have more (or less) children? Why?) 
 
A4. Do women or their families prefer marriage between cousins? If so, which type of cousins 
and why? (be ready to explore inheritance rules or customs here). Is this cousin marriage good? 
[why/why not?] 
 
[During this topic section, explore whether there might be a political or religious dimension to 
procreation and in particular, to pronatalism. If so, what? Are people aware of any Palestinian 
Authority (PA) or other political leaders' views or advice on having certain numbers of children, 
and the reasons why? Is any such advice followed? Are people aware of any Koranic (biblical) or 
religious leaders' views or advice on having certain numbers of children, and the reasons why?]  
 
B. Birth Spacing and Family Planning 
 
B1. Is it good for the mother to rest for a period after she gives birth? If so, why? (probe why, 
also how long the period should be, and whether the mother is in fact able to rest for the ideal 
period or if she is pressured to become pregnant again sooner)   
 
B2 How is the decision made about when to have (the next) baby?  
[look for how much power the mother/women alone has in making decisions about birth intervals 
or when to have the next baby. Who else has how much and what kind of influence in this 
decision-making process?] 
 
B3. What does "family planning" mean? (probe: means having fewer babies...means having babies 
when you are ready for them... means having more time to rest between births, stopping 
permanently, etc.)  
 
B4. Why do some women NOT use family planning? (probe reasons) 
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 B5. If a woman uses contraceptives, who chooses (or influences the choice of) the particular 
method she uses? 
 
B6. What contraceptive methods do women like most (and least), and why? [Probe reasons for 
liking or disliking particular methods: they are easy, they have or don't have side effects; they 
make a woman fat or thin, they make a woman infertile, they make a woman sick, they cause 
infections, they cause bleeding, they cause irregular menstruation, etc.]   
 
B7. Are any natural contraceptive methods used (e.g. only having sex during "safe" times of the 
women's cycle)? Are there any traditional (non-medical, non-Western) methods?   
 
B8. When do women who use contraceptives usually begin to use contraceptives? (probe both the 
stage of parity and how soon to begin contraception after the last delivery) 
 
B9)  Where do most women (or men) get their contraceptives? [Probe for any community-based 
distribution in the area]. Are they free or is there a cost? Are they considered expensive? 
 
 
C. Pregnancy, Childbirth, Perinatal care  
 
C2. Does a pregnant woman usually turn to family members, friends or other people for help and 
advice during pregnancy? Which people, and why? 
 
C3. Are there any signs (recognized locally) that a pregnancy is going to be difficult or dangerous? 
if so, what signs? 
 
C4. Are there any signs (recognized locally) that a newborn baby is not well, or in any danger? if 
so, what signs? 
 
C6. When a woman is pregnant, are there any foods, medicines, herbs, vitamins, minerals, or 
exercises she should take/do to make her healthy...to make the baby healthy? (distinguish between 
mother and fetus here) What? Why are they good? [probe for iron supplementation. Is this 
recognized as needed, and if so, where does a woman get iron?] 
 
[Probe same question for a breastfeeding mother. Any difference here from a pregnant mother?] 
 
C7. When a woman is pregnant, are there any foods, medicine, herbs, vitamins, minerals, or 
exercises she should NOT take/do because of negative effects on her or her fetus/baby? 
(distinguish between mother and fetus here) What? Why are they bad?  
 
[Probe same question for a breastfeeding mother. Any difference here from a pregnant mother?] 
C13. During the period when a woman is breastfeeding, should she or does she eat more (or less) 
food? Why? 
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C14. Do all women breastfeed? When do women usually begin breast feeding? If so, for how long 
usually? (probe if this period has changed in recent times)  Why is breast feeding the length of 
time stated? [Probe if some women in the area delay breast feeding for 6 hours, for a day, for 2-3 
days. If so, why?] 
 
C15. Is the colostrum considered good or bad for the baby? (why is it good or bad?) 
 
C16. Is breastfeeding exclusive, that is, is breastmilk the only food or drink given to a baby of a 
certain age? (what age?). If other food or liquids are given, exactly what are these? When and 
why are they given? 
 
C17 (If interviewee is a mother) How long do/did you usually breast-feed your baby (or last baby) 
in a 24 hour period? (probe to see if this seems often enough to suggest baby is exclusively breast-
fed) 
 
C18. Does the baby need anything right after it is born? (what and why?) (probe things like 
bathing, feeding, and medicines, keeping the baby warm or cool, etc.) 
 
C19. Does the baby need anything during the first 40 days after it is born? (what and why?) 
(probe things like bathing, feeding, and medicines, keeping the baby warm or cool, etc.) 
 
C20. Is there someone who usually advises the mother who has just delivered about the health and 
other needs of her baby? About the mother's needs? If so, who, and what does she or he advise 
about? 
 
C22. Should a mother bring her baby to a doctor (or health practitioner or facility of any type) 
some days of weeks after birth? If so, when and exactly why? If not, why? 
 
C23. Does the mother who has given birth need any vitamins,  medicines, or injections 
(vaccination)? (What, when, and why?) Does the new baby need any vitamins,  medicines, or 
injections (vaccination)? (What, when, and why?). [Ask a question about the tetanus toxoid 
vaccine specifically, if this was not mentioned up to now]  
 
C24 Where do most women give birth in this area? What is the preference, and why? Any home 
deliveries? [If home deliveries, who attends the birth?]  [Explore if there is any difference in 
preference of home/hospital/private doctor/MCH clinic between women who already have some 
children and those who have no children, or only 1-2 children]. 
 
C25)* For deliveries at a health facility, how do women stay there after delivery before returning 
home? How long is it usually before a mother returns to her normal duties? 
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 D. Health Care at Home and at Health Facilities  
 
D1. What health problems are taken care of in the home (i.e., without reliance on outside health 
services, e.g., giving rice water to a baby with diarrhea)? 
 
D4. Who in the family makes decisions about how much money to spend on health care (or: health 
care for mothers and children)? 
 
E1. In the months before a woman gives birth, does she usually consult a doctor or go to a clinic? 
Why? Does she (also or instead) go to a sheik or Awllya Allah Asalehen (traditional herbalist, 
etc.) or a TBA? Why? 
 
E2. If you observe any danger signs in the baby or mother, what do you usually do?  (probe: What 
steps are taken? Are there medicines, herbs, helpful people in the household or in the 
neighborhood? Is mother or child taken to a health practitioner? To whom? Where?) 
 
E3. Do most women in this area usually go for antenatal care? Why do women go for antenatal 
care? Are there any incentives for a woman to go for antenatal care? [keep in mind non-monetary 
incentives.]  
 
E4.  Do most women in this area usually go for postnatal care? Why do women go for postnatal 
care? Are there any incentives for a woman to go for postnatal care? [keep in mind non-monetary 
incentives.]  
 
E5. (If interviewee is a woman) During your last pregnancy, did you make any visits to a health 
facility? If so, how many? What care and advice is given in antenatal care? [probe for 
vaccinations, iron or other dietary supplements] 
 
E7. (If yes to E5) What care and advice is given in postnatal care? 
 
E8a). What different health services are available locally? Which ones are preferred and why? 
How are they ranked in preference?  
 
[Probe private doctor's clinics, Health center/MCH, UNRWA center, private hospital, government 
hospital.] 
 
[Probe factors of distance to health facility, quality of service, costs involved (money, time, 
opportunity, etc.]  
 
[Probe: For familiar with private health services, is there a general feeling that one gets good 
service or value for what has to be paid?] 
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 E8b)  Are there any (other) things that prevent people from using: (1) government health 
services; (2) Health center/MCHs? What? Why? 
 
E9. Where do most women give birth in this community? (At health facility, at home...if the 
former, what type of health facility is preferred and why? (See if informant can comment on 
whether trends in practices or preferences have changed in the past 10-20 years). 
 
E11. In this community, are there any traditional healers or herbalists (Arafin, Sheiks, Awllya 
Allah Asalehem?) or TBAs? If so, what do people mostly consult them for? Does either the sheik 
or TBA help deal with the problem of infertility? If so, how? Are they said to be successful? 
 


