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Terms and Abbreviations 

ARI
Acute Respiratory Infection

DPT
Diphtheria, Pertussis and Tetanus

IMR
Infant Mortality Rate

MCH
Maternal Child Health

MMR
Measles, Mumps and Rubella

MSR
Mortality Sex Ratio

PHC
Primary Health Care

RWB
Remaining West Bank (West  Bank excluding annexed Jerusalem)

SD
Standard Deviation

TFR
Total Fertility Rate

U5
Under the age of 5

Neonatal: 0-28 days

Post-neonatal: 1-11 months

Infant: 0-11 months


Highlights of Findings 

In general, the data indicates that except regarding disabilities, there have been improvements in bridging the gender gap in physical health. In the data analyzed, the following findings were made:

Mortality, Morbidity and Related Health Behaviors

 National infant and child mortality is 27.3 and 33.2 per 1000 live births respectively. Both rates are higher for males than females.

 When Jerusalem data is excluded, and infant mortality is broken down into neonatal and post-neonatal, females have a 20% higher post-neonatal mortality rate than males. This suggests that differential treatment and care contribute to the higher mortality of females.

 More male children than female children are perceived to have an above average birth weight. 

 Among infants 0-11 months of age, the breast-feeding rate is 63.8% for females and 73.1% for males. 

 A higher proportion of males than females continued to breastfeed during the second year of life. 

 There are gender differentials in treatment and care during a diarrhea episode to the disadvantage of females.

 Females have a higher proportion of acute and chronic malnutrition.

 Female children have a slightly higher immunization coverage rate than male children.

 The proportion of accidents due to poisoning is much higher among females than males, while the proportion of fractures and burns is higher among males.

 The percentage of long-term effect of the injury or accident is slightly higher among females than males.

 Across all age groups, females have lower rates of disability than males with a much larger difference in rates among those over 14 years of age than those under 15. It is speculated that discriminatory treatment and care contribute to the early death of disabled females. 

Reproductive Health and Related Behavior

 The maternal mortality ratio ranges from 60 to 140 per 100,000 live births. The highest maternal mortality ratio is among women aged 15-19 and 50-54.

 19.7% of women do not receive any prenatal care, and 80.3% do not receive any post-natal care.

 The majority of complications during pregnancy can be prevented  and/or treated by effective and timely prenatal care.

 Women’s knowledge of contraceptive methods is over 98%  but use is 45%.

 Social attitudes and beliefs opposing family planning are the main reason for not using contraceptives.

HEALTH 

Within Palestinian society, a preference for male children exists. This son preference may lead to discriminatory treatment and care between females and males that starts early in life and continues through adulthood. The purpose of this chapter is to explore whether or not this son preference translates itself into discriminatory care practices that adversely affect females, and lead to differentials in mortality, morbidity and health service utilization.

The chapter provides a preliminary descriptive overview of gender differentials in mortality, feeding practices, morbidity, selected reproductive health indicators and health service utilization using PCBS demographic and health survey data. These surveys are the first national surveys with external validity, meaning that the results could be generalized to the Palestinian population in the West Bank and Gaza. In addition, the surveys provide baseline data needed for planning and for monitoring future trends.

Health Services: 
Palestine has four main health providers. The public sector operated by the Ministry of Health, local and international non-governmental and charitable organizations, UNRWA and the private for-profit sector.

A network of approximately 443 PHC clinics and 25 hospitals provides services to Palestinians.
 Access to services is high. However, limited qualitative research indicates that the quality and range of services provided is inadequate concerning outreach and health education services. In addition, current services suffer from the absence of harmonized standard policies and protocols for diagnosis, treatment, referral and follow up of many common disease conditions.

45.5% of the Palestinian population are not covered by any health insurance.
 However, the public sector provides free primary and secondary health care services for all children under three. In addition, all pregnant women are eligible for free prenatal care and postnatal care for up to six weeks post-delivery. A fee is charged for hospital delivery.

The public sector provides insurance for 37.5% of the population, followed by UNRWA, which covers 13% of the population. Private insurance is not common and covers only 3%.
 Government and UNRWA insurance covers a higher proportion of the population in Gaza than in the West Bank. Data from PCBS health survey indicate that there are no gender differentials in the overall insurance coverage rates.

A. Mortality, Morbidity and Related Health Behaviors

Infant and Child Mortality

Data indicates that there has been a consistent decline in infant and child mortality over the past 20 years. Figure 3-1 illustrates this decline.

Figure 3-1:Infant and child mortality rates declined by more than 50% since 1976. 
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Source: PCBS, Demographic Survey, 1996

This consistent decrease was evident in both the West Bank and Gaza. However, the decrease in mortality rates for both infants and children under 5 mortality was higher in the West Bank than Gaza. During the five years preceding the survey (1990-95), a period of economic recession, IMR still dropped from 34 to 25 in the West Bank and from 34 to 32 in Gaza. This drop in the West Bank is difficult to explain and deserves further investigation especially since the drop was in both neonatal and post-neonatal mortality. 

Table 3-1:Infant and Child Mortality by Sex, 1996

Sex
Under Five

Mortality
Infant Mortality



Infant 

(0-11 months)
Neonatal

(0-28 days)
Post-Neonatal

(1-11 months)

Boys
36.7
30.3
19.1
11.2

Girls
29.3
24.0
13.2
10.7

Total
33.2
27.3
16.3
11.0

Source: PCBS, Demographic Survey, 1996, unpublished data; PCBS, Health Survey, 1996.
Table 3-1 indicates that the national infant and child mortality rates are higher for males than for females in all categories. The overall infant and child mortality rates are consistent with data from developed countries where male mortality is higher in every age group. In addition, a study of sex differentials in mortality in several Arab countries reported that mortality sex ratio (MSR) shows a drop for infants and children.

The much higher neonatal mortality rate for male infants contributed to the overall higher mortality of males compared to females; this is consistent with the fact that female newborns are biologically stronger than male newborns. However, when Jerusalem data is excluded and mortality is broken down into neonatal and post-neonatal, post-neonatal mortality is higher for females, in both the West Bank and Gaza.

Figure 3-2 illustrates the direct estimates of neonatal and post-neonatal mortality for five years preceding the survey by sex for Remaining West Bank (RWB) and Gaza.
Figure 3-2: Neonatal mortality is higher for boys 

but post-neonatal mortality is higher for girls.
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Source: PCBS, Demographic Survey, 1996.
Environmental and socio-economic factors are known to have a strong effect on post-neonatal mortality. For this reason it can be speculated that differential care and treatment contribute to the higher mortality of females in the post-neonatal period in the RWB and Gaza.

The data indicates that mortality rates are lowest among children of women with post-secondary education. This is consistent with worldwide research findings. The highest mortality rates are in Hebron, and lowest in Jerusalem, Tulkarem and Qalqilya. The demographic survey reports life expectancy at birth to be higher for females (73.5 years) than for males (70.0 years). In addition, the overall sex ratio (males per 100 females) is 105 (106 for the West Bank and 104 for Gaza). 

The sex ratio for the 0-4 age group is 107.3.
 Given that the mortality rate for children under five is higher for males than females, one would expect more females than males in this age group. The 0-4 male to female sex ratio cannot be explained by mortality, sample size, sampling errors, nor by inaccuracy in reporting of age, which leaves underreporting of females as the possible explanation. If living females are underreported, dead females are also likely to be underreported. This strongly suggests that female mortality is underreported.

The Ministry of Health administrative reports indicate that the major causes of infant and child mortality include prematurity, hypothermia, congenital anomalies, low birth weight, acute respiratory infections, diarrhea and accidents. 

Perceived Birth Weight

Table 3-2 provides the gender differentials in perceived birth weight controlling for age of mother.

Table 3-2: Perceived Birth Weight by Age of Mother and Sex of Infant 
Age Group of Mother
Sex of Infant
Birth Weight (%)
Total %



Below Average
Average (2.5-4kg)
Above Average


14-49
Boys
6.0
85.0
9.0
100


Girls
6.1
86.8
7.1
100


All
6.0
85.9
8.1
100

             Source: PCBS, Health Survey, 1996.

The data indicates that a higher proportion of male newborns is perceived to have an above average birth weight. This was true irrespective of age of mother. It is important to note that male newborns are normally larger in size than female newborns. The data illustrates that there were no gender differentials in the proportion of newborns with low birth weight. 

Breast Feeding Practices

Table 3-3 provides the percent distribution of breast feeding practices by sex among children 0-11 months of age.

Table 3-3: Breast Feeding Practice Among Infants by Sex 
Age of Infant (Months)
Sex
Breast Feeding Practice (%)
Total (%)



Still Breast Feeding
Stopped Breast Feeding
Never Breast Fed
Other


0-11
Boys
73.1
20.5
3.5
2.9
100


Girls
63.8
16.4
2.2
17.6
100

           Source: PCBS, Health Survey, 1996.
Table 3-4: Breast Feeding Practice by Age and Sex of Child 
Age of Infant

(Months)
Sex
Breast Feeding Practice (%)
Total (%)



Still Breast Feeding
Stopped Breast Feeding
Never Breast Fed
Other


0-3
Boys
87.8
5.9
5.0
1.4
100


Girls
92.9
3.6
3.4
0
100

4-6
Boys
82.0
13.4
1.2
3.4
100


Girls
79.9
14.3
1.5
4.3
100

7-11
Boys
60.6
30.8
5.1
3.5
100


Girls
61.6
25.8
4.2
8.4
100

12-17
Boys
47.7
45.3
1.3
5.7
100


Girls
34.1
51.0
4.0
10.9
100

18-23
Boys
12.0
52.0
4.9
31.0
100


Girls
7.0
56.7
3.8
32.5
100


All
47.5
36.1
3.6
12.8
100

       Source:  PCBS, Health Survey, 1996.
Table 3-3 indicates that among children less than one year of age, a higher proportion of males are still breast feeding compared to females. A 1992 study on infant feeding practices showed a higher rate of decrease of breast-feeding for females compared to males.
 Differences exist between the West Bank and Gaza; in the West Bank the proportion of males still breast-feeding is higher than that of females, while the reverse is true in Gaza.

Table 3- 4 illustrates that among the 0-3 month old infants a higher proportion of females are still breast feeding and a higher proportion of male infants stopped breast feeding or were never breast fed. However, male children are more likely than female children to be breast-fed during the second year of age. 
Diarrhea Morbidity and Treatment

Diarrhea is a major cause of mortality and morbidity among children under five. In the PCBS study, which investigated incidence in the two weeks preceding the survey, the data indicated no gender differentials in the mean duration of episodes, but gender differentials existed in prevalence and in severity of episodes. Prevalence was higher among males in both the West Bank and Gaza. However, a higher proportion of females developed dehydration and had vomiting and blood in their stools. Table 3-5 and Figure 3-3 illustrates these differentials.

Timely referral to a health provider and administration of Oral Rehydration Therapy (ORT) are determinants of proper home management, which is key in prevention of dehydration. The higher proportion of dehydration among females might be due to the higher proportion of "vomiting" among females. However, it indicates that differentials do exist in home management of diarrhea between males and females. It is speculated that families might hesitate a little bit longer in seeking health care for females than males.

Table 3-5: Children Under Five Who Had a Recent Diarrhea 

Episode by Sex

Sex
With Diarrhea (%)

Boys
14.1

Girls
12.3

Total
13.2

                          Source:  PCBS, Health Survey, 1997.
Figure 3-3: Girls had more severe and more frequent diarrheal episodes. 
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Fever and blood in stools indicate severity of a diarrhea episode. General health and nutritional status of a child influence the severity and outcome of a diarrheal episode. 

Slightly higher proportions of females (42%) than males (40.7%) were treated with ORT. This might be due to the fact that the proportion of females who had dehydration was higher than males. However, data indicates that there were discriminatory feeding practices during a diarrhea episode between males and females to the disadvantage of females (Table 3-6). A higher proportion of females was  given

Table 3-6: Breast Feeding Practices During a Diarrhea Episode 

among Children Still Breast Feeding 


Breast Feeding Practices (%)

Sex
Stopped 
Decreased Amount
Increased  Amount
Same Amount

Boys
2.9
8.8
24.2
64.1

Girls
4.2
10.3
21.7
63.8

Total
3.5
9.6
23.0
63.9

Source: PCBS Health Survey, 1997.
less breast milk, or mothers stopped breast feeding them during a diarrhea episode. 

Gender differentials also existed in the type of provider selected for treating the diarrhea episode. Table 3-7 provides the gender differentials for utilization of providers during a diarrhea episode.

Table 3-7: Children Under Five Who Had a Recent Diarrhea Episode by Source of Advice and by Sex (%)
Sex
Consulting Any Source
Hospital
Doctor
MCH
Health Center
Pharmacy

Boys
59.0
9.6
43.3
19.0
40.6
13.6

Girls
63.6
9.3
40.8
17.2
49.6
6.0

Total
61.1
9.4
42.1
18.1
44.9
10.0

Source: PCBS, Health Survey, 1997.

The proportion consulting any source was higher for females (63.6%) than for males (59%); however, doctors (in private clinics), hospitals, maternal child health centers (MCH)  and pharmacies were utilized more frequently for males than females. A qualitative study of primary health care (PHC) services reported that doctors’ clinics and hospitals are usually utilized when the child is considered very sick.
 Given the higher proportion of severity of symptoms among females, one would have expected greater use of these two providers for females than males. Private physicians were consulted more often when the child was less than six months of age. 

Acute Respiratory Infection Morbidity and Treatment

Acute Respiratory Infection (ARI) is the major cause of mortality and morbidity among children under five years of age. Risk factors for ARI are low birth weight, poor nutritional status, overcrowding and passive smoking. The PCBS health survey reported the prevalence of symptoms of ARI as a proxy indicator for the severity of the disease. However, it should be noted that the data collection period included summer months (June-September), when ARI has a lower prevalence.  Tables 3-8, 3-9  and  3-10 illustrate the gender differentials in prevalence of symptoms of ARI and related treatment and provider utilization practices.
Table 3-8: Children Under Five  With Recent ARI Symptoms by Sex 
Sex
ARI Symptoms (%) 


Fever
Difficulty (Fast) Breathing and Cough
Cough Only

Boys
65.0
42.4
23.9

Girls
61.1
41.6
25.2

Total
63.0
42.0
24.5

Source: PCBS, Health Survey, 1997.
Fever and difficulty in breathing indicate severity of ARI. A higher proportion of males than females suffered from fever and breathing difficulty. This may explain the higher proportion of treatment with antibiotics and antipyretics for males and higher proportion of consultation especially from private doctors and hospitals (Tables 3-9 and 3-10).

Table 3-9: Treatment Practices Among Children Under Five 

with Recent Symptoms of ARI

Sex
Children by Various Types of Treatment (%)


No Treatment
Antibiotic
Herbal Solution
Antipyretic
Cough Medicine
Other

Boys
10.2
52.2
51.0
66.4
48.2
7.8

Girls
10.8
48.1
50.4
60.8
48.1
4.1

Total
10.5
50.3
50.7
63.5
48.2
5.9

Source: PCBS, Health Survey, 1997.
Table 3-10: Provider Utilization among Children Under Five 

with Recent Symptoms of ARI by Sex 
Sex
Source of Consultation

1.1.1 
Any Source
Doctor
Hospital
MCH Center
Health Center
Pharmacy
Other

Boys
60.0
40.3
7.6
15.5
41.3
13.5
0.6

Girls
51.0
35.0
5.4
13.6
50.8
6.7
1.8

Total
55.4
37.8
6.6
14.6
45.8
10.3
1.1

Source: PCBS, Health Survey, 1997.
This pattern of provider utilization is similar to that for diarrhea. Utilization of physicians was highest for children under 6 months of age. Contrary to common belief, the proportion of delay (after more than two days) in seeking medical consultation was considerably higher for males (18%) than for females (11.1%). Children fewer than six months of age had the highest proportions of delayed medical consultation. Similar to the analysis of diarrhea data, no gender differentials were reported while controlling for age of child and symptoms.

Immunization 

The immunization program in the West Bank and Gaza Strip is considered a very well developed and established program. Coverage rates from both survey data and routine reporting have always been high. No statistically significant gender differentials have been reported in the past. 

The PCBS health survey reports high immunization coverage rates (above 95%) among children 12-23 months of age in both the West Bank and Gaza and for both genders for Polio and DPT. However, Measles, Mumps and Rubella (MMR) and Measles alone had lower coverage rates. The West Bank and Gaza had similar coverage rates for MMR (82.1%), but the coverage rate for Measles was 93.2% for Gaza and only 28.7% for the West Bank. The difference in Measles coverage rates between the West Bank and Gaza Strip suggests that the adopted policy of a unified immunization schedule is not yet fully implemented in the West Bank. Figure 3-4 provides the gender differentials among children 12-23 months of age in the West Bank and Gaza for Measles and MMR immunizations. Figure 3-4 illustrates that females had a higher coverage rate than males.
Figure 3-4: Girls aged 12-23 months have higher immunization coverage rates for Measles and MMR than same-age boys. 
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Source: PCBS, Health Survey, 1997.
Nutritional Status

Nutritional status is one of the indicators of gender differentials in care. The PCBS data indicates that chronic malnutrition is more prevalent than acute and gender differentials existed to the disadvantage of females. The PCBS results are consistent with the findings from an UNRWA 1990 refugee population study.

PCBS data indicates that among children under five the percentage of females who fall below two standard deviations (-2SD from the median of the NCHS/WHO reference population) for weight-for-age and length/height-for-age is 5.0 and 8.0 respectively compared to 3.8 and 6.5 for males. (Pocket studies in the past reported higher prevalence rates. However, these studies used a different reference standard for measuring malnutrition and had no external validity.
) Figures 3-5 and 3-6 illustrate the gender differentials in nutritional status.

Figure 3-5: Malnutrition, measured by weight-for-age among children U5, 

is higher for girls.
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Source: PCBS, Health Survey, 1997.

Figure 3-6: Malnutrition, measured by [image: image7.wmf]12.8
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Source: PCBS, Health Survey, 1997.

Accidents and Injury

Accidents and injuries are an important cause of morbidity and mortality among children under five. The PCBS health survey did not report on the prevalence of accidents and injuries by sex. However, data on period of occurrence, place of injury, type of injury and outcome were analyzed by sex.

Accidents occurred somewhat more frequently inside the house for females (70.2%), as compared to males (66%) who play outside the house more often than females. Fractures and burns occurred more frequently among males, while the proportion of children poisoned was much higher among females (Table 3-11). The percentage of long-term effect of injury was higher among females (13.9%) than males (12.3%). This may indicate delay in obtaining services or  greater seriousness of accident or injury.

Table 3-11: Type of Accident Among Children Under Five 
 by Sex

Sex
Type of Accident (%)


Poisoning
Fracture 
Burn
Wounds

Boys
5.0
27.7
24.5
42.8

Girls
20.0
15.4
20.9
43.7

Source: PCBS Health Survey, 1997
Disability

Table 3-12 shows that across all age groups, males had higher rates of disability than females. However the difference is much greater among those 15 years and over.

Table 3-12: Prevalence Rate of Disability by 

Age Groups and Sex

Age Group
Disability Rate (per 100,000)


Girls
Boys

0-14
1614.6
1753.5

15-29
1460.3
2439.6

30-49
1369.0
2192.8

50+
4025.0
4833.3

Total
1802.4
2302.1

                                          Source:  PCBS, Health Survey, 1997
The lower rates for females could be due to one or more of the following:

 a decrease in occurrence of disability

 increase in death rates from disability

 improved cure rate of disability cases

 shorter duration of disability, or

 selective migration (immigration of cases or emigration of healthy)

Analyzing the cause of disability among males and females indicate that a higher proportion of females suffered from disability due to congenital, genetic, birth related and other problems. However, a higher proportion of males suffered from disability caused by accidents, intifada-related injury, infectious diseases and other injuries. Females had a higher proportion of hearing disability and males a higher proportion of undefined other disabilities.

The causes rule out that the gender difference can be explained by a decrease in occurrence, improved cure rate or shorter duration of disability. Also, selective migration in the Palestinian context would reduce rate for males not females,  since males are more likely to migrate. The relative increase in intifada-related injury only partially explains the difference among the 15+ age groups.

The increase in the difference in disability rate among males and females 15+ years of age could possibly be caused by an increase in death rates among females; it strongly supports the speculation that discriminatory care and treatment of disabled females contribute to their early death. This finding is supported by data from studies conducted by the Regional Committees for Rehabilitation in the West Bank and Gaza which found a surprisingly high ratio of males to females among the disabled. These "missing" disabled females deserve further investigation since the available data consistently give grounds to the speculation that disabled females are discriminated against.

Unexpected Illness and Injury

Published data from the health survey does not provide prevalence rates for the occurrence of unexpected illness or injury. However, it provides a description of distribution of occurrence between injury and illness and the health care utilization related to the occurrence of the sudden illness or injury by sex, and age in both the West Bank and Gaza. The data provided illustrates that unexpected injuries occurred more often among males than females, with no regional differences between the West Bank and Gaza. 

In examining data on type of provider utilized and reasons for not seeking care, a higher proportion of males utilized hospitals and MCH centers than females. On the other hand, a higher proportion of females utilized health centers. There were no gender differentials in utilization of doctors and pharmacies. Higher utilization of hospitals by males may be due to the fact that a higher proportion of males suffered from injuries. (Table 3-13). 

No gender differentials were obvious for most reasons for not seeking care. (Table 3-14).The higher proportion of females who were too busy to seek care might be due to the general tendency of females to prioritize others over themselves.

Table 3-13: Utilization of Provider Among Persons who had a Sudden Illness 

or Injury by Sex

Sex
Provider Utilized


Pharmacy
Doctor
Hospital
MCH 
Health Center

Boys
3.3
40.5
16.4
9.1
30.7

Girls
3.2
40.1
11.8
7.9
37.0

 Source: PCBS Health Survey, 1997.
Table 3-14: Reason for Not Seeking Care Among Persons who Had a Sudden Illness 

or Injury by Sex
Sex
Reason for Not Seeking Care (%)


Busy
Treated Self
No need
Used Traditional Treatment
No Health Facility
Cost

Boys
4.9
24.5
50.4
11.1
1.7
7.4

Girls
6.1
21.5
51.8
11.1
1.7
7.8

Source: PCBS, Health Survey, 1997.

Smoking

Smoking behavior is considered a major factor contributing to gender differentials in mortality among adults worldwide. The United Nations population bulletin reports that the factor contributing the most to the widening of sex differentials in mortality in developed countries has been male cigarette smoking leading to elevated mortality from lung cancer and heart diseases.

Table 3-15 illustrates the smoking behavior of males and females reported in the health survey. The gender differential is strikingly large and it is speculated that prevalence rates for both are under-reported due to social desirability. In addition, the person interviewed may not be aware of the smoking behavior of young adult females and males in the household, due to the prevailing social value of disapproval of smoking among females, generally and for this age group particularly.

The regional differences for both males and females may be due to the generally more conservative social norms in Gaza compared to the West Bank. This is especially evident in the difference in rates of smoking among females in the West Bank and Gaza, (3.5 in the West Bank and 0.5 in Gaza).

Table 3-15: Smoking Behavior Among 

Persons 14 Years and Older

Sex
Person Who Smoke (%)


West Bank
Gaza
Total

Boys
42.0
35.0
40.0

Girls
3.6
0.5
2.7

                             Source: PCBS, Health Survey, 1997.

In the Palestinian context, no studies have been done on knowledge, attitudes, beliefs and practices on smoking. However, social convention governing the smoking behavior of males and females disapproves of females smoking in general, especially in public. In addition, it is considered disrespectful for young adult males to smoke in front of their elders. Thus, it is speculated that the reported prevalence of smoking is most likely influenced by social desirability bias. Analyzing the prevalence of smoking by age groups might clarify the picture. 

B.
Reproductive Health and Related Behavior

Maternal Mortality

Table 3-16 provides estimates of maternal mortality ratio. It indicates that mortality is highest among women at the beginning and end of childbearing years, 15-19 and 50-54 years and lowest among 25-29 year-old women.

            
A review of maternal deaths among the refugee population worldwide concluded that deaths most often resulted from routine complications of pregnancy that can normally be managed by a secondary care facility. The care received was described as “too little, too late”.
 Autopsy studies in Egypt (Ministry of Health, 1994) indicated that most maternal deaths were caused by mismanagement of complications of pregnancy and delivery. 

Research indicates that 20-30% of low risk pregnant women turned high risk during labor and delivery. One of the main determinants of the successful outcome of child birth is appropriate and timely referral and quick access to secondary and tertiary hospital services.

Table 3-16: Maternal Mortality Ratio by Age Groups

Age Group
Maternal Deaths 

(per 100,000)

15-19
93

20-24
82

25-29
60

30-34
67

35-39
74

40-44
78

45-49
84

50-54
140

                             Source: PCBS Demographic Survey, 1995, unpublished data.
Prenatal Care

Provision of prenatal care is proven to be associated with improved outcome for the child to be born, but there is no strong evidence for its contribution to improved outcome to the women herself. Prenatal care is expected to detect, manage and refer high risk pregnancies and to provide women with counseling on self and child care during and after pregnancy such as nutrition, iron supplementation, infant feeding and birth spacing. PCBS health survey data indicated that 19.7% of currently pregnant women did not receive any prenatal care.

Figure 3-7: Four-fifths of Palestinian women receive prenatal care.
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Source: PCBS, Health Survey.

Age was not a factor in who received prenatal care. However, women with no education were more likely not to receive prenatal care, (Figure 3-8). They were also more likely to deliver at home. 
Figure 3-8: Women with no education are less likely to receive prenatal care. 
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Source: PCBS Health Survey, 1997.
38.8% of women who were in their third trimester did not receive any care, and these women were most likely to deliver without receiving any prenatal care. In addition, 23.1% of women who were in their second trimester did not receive any prenatal care. Among all age groups, 77-81% of women received prenatal care from an obstetrician. The majority of women choose specialized physicians to provide prenatal care services. 

Table 3-17 provides the percent distribution of complications in current pregnancy. 

Table 3-17: Complications Related to Pregnancy

Complication 

In Current Pregnancy
%

Swollen Ankles
23.7

Persistent Headache
38.9

High Blood Pressure
19.7

Bleeding
5.3

Convulsions
6.2

Infections
33.6

Other
7.7

                                   Source: PCBS, Health Survey, 1997.
No data is available on population prevalence of reproductive tract infections and sexually transmitted diseases and women generally have no control over the sexual behavior of their partners.

PCBS data on complications of pregnancy is the first national data with external validity on morbidity related to pregnancy and childbirth. It is important to conduct further analysis of data on complications of pregnancy and to explore variables associated with developing these pregnancy-related morbidities.

Place and Nature of Delivery

The majority (70.9%) of women deliver in hospitals. Figure 3-10 provides the distribution of place of delivery of the last two births in the five years preceding the survey in the West Bank and Gaza.
 

Figure 3-9: The most usual place of delivery is a hospital. [image: image11.wmf]70
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Ten percent of women had deliveries at home despite the higher risk to both mother and baby. Older women (40-49) had the highest proportion of home delivery. Specialized physicians and nurse midwives attended the home births of 58.9% of newborns in the West Bank and 34.2% of newborns in Gaza.

The reasons for delivering at home were cited at access for 3.2% and cost for 16.6% of the cases. Premature delivery, which is more likely to need medical attention, accounted for 21.9%. More than half of women delivering at home (56.1%) preferred  to do so. 

75.8% of women reported a normal delivery and only 6.1% delivered by Caesarian section. The proportion of normal deliveries was lowest (62%) among the 14-19 year old women and highest (78.4%) among the 40-49 year old women.

Post-natal Care

80.3% of women did not receive any post-natal care, 77% in the West Bank and 86% in Gaza. 18.8% reported receiving post-natal care from a physician (21.7% in the West Bank and 13.2% in Gaza), and 0.9% from a midwife or daya, traditional midwife. These findings are consistent with routine data from MCH clinics where postnatal care is virtually non-existent. Unless women experience post-partum difficulties they will not seek post-natal care.

Figure 3-11: Most women do not seek post-natal care. 
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Contraceptive Use

Among ever married women, the data indicates that women’s knowledge of contraceptive methods is high (over 98%) across all age groups. However, only 65.7% of these women ever used a contraceptive. Women 30-39 years of age used contraception more frequently than those below 30 years. In addition, better-educated women are more likely to have used contraceptives.

The majority (76%) of ever-users first use contraceptive methods to space children. Among these women, the educated and those under 30 years were more likely to use contraceptive methods for child spacing.

Among currently married women 45.2% are using some contraceptive method. The main method used is the Intrauterine Device (IUD) 21.5%. Reasons for the popularity of the IUD are its convenience and long-term effectiveness. Table 3-18 provides the percent distribution of currently married women who do not intend to use a contraceptive method by main reason for not using.

Table 3-18: Currently Married Women who Do Not Intend to Use 

a Contraceptive Method by Main Reason for Not Using 

Reasons for Not Using

Contraceptive Methods
%

Menopause
43.6

Inconvenience
3.7

Cost
0.6

Lack of knowledge
2.1

Fear of side effects
10.8

Husband opposes
17.7

Woman herself opposes family planning
17.7

Religious reasons
7.3

Relative oppose
1.3

Total
100

Source: PCBS, Health Survey, 1997. 

Disapproval of family planning by relatives, husband and the woman herself for religious or other reasons contributes 38.9% to the reasons for not using contraceptive methods. Fear of side effects (10.8%) is next and cost (0.6%) is the least important cause. These results indicate that social attitudes and beliefs towards family planning are the major reasons for not using contraceptives and need to be changed. An effective information, education and communication program is needed to convince women of family planning benefits. 

C.
Conclusions and Recommendations

In general the data indicates that except for disability, there are improvements in bridging the gender gap in physical health. However, it was not possible to draw conclusions from most of the findings since the differences in proportions were often small, and statistical tests of significance were not conducted. In the data analyzed, the following findings were made:

Mortality, Morbidity and Related Health Behaviors

 National infant and child mortality is 27.3 and 33.2 per 1000 live births respectively. Both rates are higher for males than females.

 When Jerusalem data is excluded and infant mortality is broken down into neonatal and post-neonatal, females have a 20% higher post-neonatal mortality rate than males. This suggests that differential treatment and care contribute to the higher mortality of females.

 More male children than female children are perceived to have an above average birth weight. 

 Among infants 0-11 months of age, the breast-feeding rate is 63.8% for females and 73.1% for males. 

 A higher proportion of males than females continue to breast-feed during the second year of life. 

 There are gender differentials in treatment and care during a diarrhea episode to the disadvantage of females.

 Females have a higher proportion of acute and chronic malnutrition.

 Female children have a slightly higher immunization coverage rate than male children.

 The proportion of accidents due to poisoning is much higher among females than males, while the proportion of fractures and burns is higher among males.

 The percentage of long-term effect of the injury or accident is slightly higher among females than males.

 Across all age groups, females have lower rates of disability than males with a much larger difference in rates among those over 14 years of age than those under 15. Discriminatory treatment and care may contribute to the early death of girls with disabilities. 

Reproductive Health and Related Behavior

 The maternal mortality ratio ranges from 60 to 140 per 100,000 live births; the highest maternal mortality ratio is among women 15-19 and 50-54.

 19.7% of women do not receive any prenatal care, and 80.3% do not receive any post-natal care.

 The majority of complications during pregnancy can be prevented  and/or treated by effective and timely prenatal care.

 Women’s knowledge of contraceptive methods is over 98%,  but use is 45%.

 Social attitudes and beliefs opposing family planning are the main reason for not using contraceptives.

The main recommendations for further analysis and research are:

 Gender desegregated data should be systematically collected and analyzed to monitor gender disparities in both routinely collected health data (administrative reports) and in surveys conducted.

 The most important data analysis gap was the lack of information on the statistical significance of the difference in the proportions reported between males and females.

 The difference detected could be due to chance or actually reflects a real difference between males and females. The above is true not only for gender but also for other variables such as age and education. It is important to note that the sample size is large enough to conduct tests of significance.

 In addition, almost all of the analysis done was bivariate. The sample size lends itself to conducting multivariate analysis and investigating determinants or control for variables of interest.

 Tests of significance and multivariate analysis will be useful in providing a more accurate description of the situation and will assist health planners and administrators in prioritizing target groups and planning appropriate services.

 Further research is needed on gender differentials in rearing practices, psychosocial health and cognitive development of children. In addition, anthropological research is needed to gain a better understanding of gender relations and roles. Moreover, research on gender differentials in knowledge, attitudes, beliefs and practices (KABP) on a range of health problems is scarce. This further research will provide valuable information for planning programs to reduce gender disparities and raise the status of women. 

 Qualitative research to provide an in depth understanding of the social, economic and political determinants of fertility among the Palestinian population is needed.
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