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Abstract

Worldwide, Reproductive Health problems are among the top leading causes of morbidity and mortality
among women of reproductive age. In the Gaza Strip, programs that offer Reproductive Health services
exist in most health service organizations; however, not all of these programs provide comprehensive
services. Among the programs that provide comprehensive Reproductive Health services are the two
Women Health Centers in Jabalia and Al-Bureij refugee Camps. The two Centers also provide legal,
psychosocial, and physiotherapy services. The study aimed to evaluate the Reproductive Health services
in the two women health Centers in order to improve the quality and effectiveness of the provided

services.

This study is a mixed methods; it involves both quantitative and qualitative data. The quantitative were
collected from beneficiaries of Reproductive Health clinics within the two Centers. In total, 375
randomly selected women participated in the quantitative study, with 89.3% response rate. The
qualitative data were collected through nine in-depth interviews with senior managers and providers,
and six focus group discussions with beneficiaries of two Centers' service, with participation of 38
women. The researcher insured reliability, validity and trustworthiness of the study tools. Different
descriptive and inferential statistical tests were used to analysis the quantitative data while Open

Coding Thematic analysis was used to analyze the qualitative data.

The quantitative study revealed that the participants were women aged between 16 and 65 years with
average of 11.86 years of schooling. The majority of participants (96.8%) were married. Only 16% of
the participants were employed and about 52% of them have monthly income of less than 1,000 ILS per
month. Both quantitative and qualitative studies revealed that women's health status and their well-
being have been improved as a result of utilizing the two center services. The vast majority of the
participants (98.7%) have received the services they were supposed to, and these services met their
health needs as indicated by 95.2% of participants. From beneficiaries' perspectives, the overall mean
percentage of accessibility, affordability, and availability of selected services was 81.18%. And for
providers’ respect of privacy, confidentiality and dignity, the mean percentage was 87.68. It was
83.4% for the infrastructure and equipment, while it was 85.30% for skilled and competency of the
health providers. General satisfaction of women related to the provided Reproductive Health services
was 87.8%, congruently; the qualitative findings have shown high level of satisfaction with the
provided legal, psychosocial, and physical therapy services. The study has showed that there is a limited
financial sustainability of services as the two Centers are funded by external donors. To conclude,
offering integrated reproductive services was very efficient and effective way of providing services; more
efforts are needed to increase the utilization of postnatal care service and utilization of services by youth

and single women.
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Chapter 1

Introduction
1.1 Background

Reproductive Health (RH) is of special importance due to its overall impacts on societal
development. RH is a reflection of health during childhood, adolescence and adulthood. It
sets the stage for health beyond the reproductive years for both women and men (United
Nations Population Information Network, 2013).Currently, half of the world's 2.6 billion
women are of reproductive age, 15-49 years of age, thus, without proper RH services, they

are highly vulnerable to RH problems (Worku and Gebresilassie, 2008).

Worldwide, RH problems are among the top leading causes of morbidity and mortality
among women of reproductive age. According to the World Health Organization (WHO),
in 2013 some of 289,000 women died in perinatal period. Almost all of these deaths
occurred in low-resource settings, and most deaths could have been prevented (WHO,
2014). A study conducted by United Nations Population Fund (UNFPA) showed that
impoverished women, especially those living in developing countries, suffer from
consequences of unintended pregnancies, maternal death and disability, STDs, and other

problems related to their reproductive system and sexual behavior (UNFPA, 2013).

Maternal mortality is a prevalent problem in developing countries whereas 99% of
maternal mortality cases occur in developing countries (WHO, 2009). Also, there is
a wide range of differences between countries with regard to Maternal Mortality
Rate (MMR). For instance, MMR ranges from 1 per 100,000 live births in Ireland to
2,100 per 100,000 live births in Sierra Leone. Such differences reveal major political,

economic, and social differences across different countries (WHO, 2009). The
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Ministry of Health (MoH) indicated that in the Gaza Strip (GS), the MMR during
2013 was 21.5 per 100,000 (MoH, 2014). According to Morse and colleagues
(2011), MMR is an indicator that commonly used to assess the quality of health
services provided, the overall level of health, and the socio-economic
development of a particular population. Additionally, it is used to identify

situations of inequality across and between countries (Morse et al., 2011).

In the GS, programs that offer RH services exist in most health service organizations;
however, these programs do not provide comprehensive services. Most of these programs
offer fragmented services, based on the organizations’ interest. For instance, the objectives
and design of most available family planning programs are largely driven by a
demographic imperative, without taking into consideration important issues such as overall

women’s health and STDs treatment and prevention.

In the GS, there are two RH programs implemented at Woman's Health Centers (WHCs)
serving women in Jabalia and Al-Bureij refugee Camps (Annex 11). The overall objectives
of RH services provided at these WHCs are to improve the health status, the psychological
and social well-being of the refugee women and adolescents of the GS. The two WHCs
offer services which focus on reproductive age. The two WHCs focus on three areas;
access to reproductive and sexual health services and products, counseling and
empowerment support, and service quality and technical capacity building. The two WHCs
are run and operate under the responsibility of two Palestinian Non-governmental
Organizations (NGOs): the Red Crescent Society (RCS) and the Culture and Free Thought
Association (CFTA). In this study, the researcher will evaluate these two programs in
terms of input, process, and outcomes. Also, the researcher will assess the programs
contribution to improving the status of women’s health of the WHCs' beneficiaries.

2



1.2 Importance of the study

RH is an important component of public health that is necessary and needed for social,
economic and human development. The highest attainable level of health is not only a
fundamental human right, but it is also necessary to achieve social and economic
development (United Nations Population Information Network, 2013).

The two WHCs in Jabalia and Al-BureijCamps offer a wide range of RH services (see
Annex 11). Because of the importance of these services and consequently these Centers; it

is important to evaluate the provided services.

This study is very important; it contributes to provide data, evaluation to improve the
provided services in the two WHCs. It is an evaluative research study based on a model

and contributes to the knowledge.

There are other studies related to the evaluation of WHCs services, but this study may be

addressed in more holistic manner, the provided services.

Few studies have conducted to evaluate the provision of RH services, the effectiveness, or
the impact of the program on women health status and well-being in the two WHCs.
However, some studies were conducted to assess separate components of the provided
services. In 2009, a study was conducted to assess the quality of RH services from clients'
perspective in Jabalia WHC (Shaqura, 2009). Also, two studies were conducted in both

WHCs; one of them was conducted to assess the adolescence counseling services in 2006.

1.3 Justification of the study

A high quality and comprehensive RH services are essential to improve health outcomes
among women and their children. According to WHO, most of maternal mortality and

morbidity cases that are attributed to pregnancy and childbirth related complications can be
3



avoided with improving women's access to quality care from a skilled birth attendant
before, during and after pregnancy and childbirth (WHO, 2014).Currently, in the GS, many
women face challenges to access care facilities that promote health, offer good quality care
services, and provide much needed psychological counseling and support. To assess the
quality and effectiveness of services, there is a need to conduct systematic evaluation for
these services. Several studies were conducted in the GS to evaluate health care services,
including RH services, most of these studies focused on the MoH and United Nations

Relief and Works Agency for Palestine Refugees (UNRWA) health programs.

To the researcher's best knowledge; few studies were conducted to evaluate RH services in
the NGOs and private sector, as mentioned earlier. This study will assess the effectiveness
of RH services in the two WHCs. Findings of this evaluation study could be used in
strategic planning and allocation of resources. Furthermore, this study will add to the body
of knowledge in the field of healthcare services utilization and evaluation, particularly

within NGO settings in the GS.

1.4. Aim of the study

The overall aim of this study is to evaluate the RH services in the two WHCs in Jabalia and
Al-Bureij refugee Camps in order to improve the quality and effectiveness of the provided

services.

1.5 Research Objectives

More specially, the study aims to:
1. Assess the effectiveness; the degree in which the program achieved its objectives

and outcomes.



7.

Appraise the beneficiaries' perspectives regarding the RH services they receive and

its responsiveness to their needs.

Assess the accessibility, affordability and availability of the provided services,
infrastructure and equipment of the clinics, skills and competency of the health
providers. Furthermore, appraise the beneficiaries' perspectives regarding the

communication, providers' respect of privacy, confidentiality and dignity.

Identify areas of strengths and weaknesses of the two programs.
Examine the beneficiaries’ satisfaction with the RH services in the two WHCs.
Assess the effect of the programs on women's health.

Suggest recommendations according to the study findings.

1.6 Research questions

1.

2.

Did the two programs achieve their objectives and outcomes?

How do the beneficiaries perceive the RH services they receive? And to what
extent these services are responsive to their needs?

What about the accessibility, affordability and availability of the provided services,
infrastructure and equipment of the clinics, skills and competency of the health
providers.

What about the communication between health providers and the beneficiaries.
And to what extent the providers maintain and respect the privacy, confidentiality

and dignity, according to the beneficiaries' perception .

What are the main factors that encourage women to utilize RH services?

What are the obstacles that may hinder women from utilizing WHCs services?

Do guide lines and protocols exist in the two WHCs?

5



8. Are the beneficiaries satisfied with the provided services?
9. What is the effect of these services on women's health status and well-being?

1.7 Context of the study

1.7.1 Demographic context

Palestine is located south-west Asia, on the south east coast of the Mediterranean Sea, to
the west of Jordan and to the south of Lebanon. The total area of occupied Palestine is
27,009 square kilometers, the West Bank and GS amounts to 6,209 square kilometers and
represent 22.95% of occupied Palestine as follows: West Bank 5,844 kilometers, and
represents 21.6% of the total area of the land of historic Palestine. The Gaza Strip, an area

of 365 square kilometers, and represents 1.35% (Palestinian News and Info Agency, 2011).

According to the Palestinian Central Bureau of Statistics (PCBS), the estimated population
of Palestinians at the end of 2014 in the world was 12.10 million Palestinians, distributed
according to place of residence by 4.62 million in the GS, West Bank, and Jerusalem.
Distribution of population shows that the highest number of population is in Hebron with
15.0% of the total population, followed by GS with 13.3% of the total population (PCBS,
2013).The estimated population of the GS is 1.7 million, it constitutes 38.8% of the total

population (PCBS, 2014).

The population of Palestine is considered a young population, as at the end of 2014, the
percentage of individuals who are less than 15 years was 39.6% of the total population.
The fertility rate in the GS is higher than in the West Bank and other surrounding
countries. The total fertility rate is 3.7 births per woman in the West Bank and it is 4.5
births per woman in the GS (PCBS, 2014). The high fertility rate explains the high growth

rate as it is 3.41% in the GS (PCBS, 2014).



The Gaza Strip is a small piece of land located in the southern area of Palestine (Annex 1)
and is divided into five governorates: North Gaza, Gaza City, Mid Zone, Khan Younis, and
Rafah. The population of the GS includes about one million of refugees who live in eight
recognized camps. Jabalia is the largest of the GS's eight refugee camps, located north of
Gaza City and covers an area of only 1.4 square kilometers. After the Arab-Israeli war in
1948, some of 35,000 refugees settled in this camp. In 2014, the total population of Jabalia
camp was about 110,000 refugees (UNRWA, 2015). Regarding Al-Bureij camp, it is a
comparatively small refugee camp located in the middle of the GS. Al-Bureij camp was
built in the 1950s to host approximately 13,000 refugees. In 2014, the total population of
Al-Bureij camp was slightly more than 34,000 refugees (UNRWA, 2015).The demand for
health care services in the two camps is high mainly due to high population density, the

high poverty rates, and harsh living conditions.

1.7.2 Socio-economic context

The current political situation, the frequent Israeli wars, and the siege imposed on the GS
have severely damaged the Palestinian economy. According to the PCBS, about 13% of
the households in the GS and West Bank in 2011 suffered from deep poverty according to
consumption patterns (7.8% in the West Bank, and 21.1% in the GS). High population
density, limited land and sea access, continuing isolation, and strict internal and external
security controls have degraded economic conditions in the GS. The unemployment rate in
the GS continues to be at unprecedented levels, particularly among young people, it
increased from 28.7% to 31.0% (PCBS, 2013). As mentioned earlier, the population of the
GS has experienced a decline in living conditions due to the closures and blockade; the bad
situation became worse after the last Israeli war on the GS in summer of 2014 that the level
of destruction in the latest war far exceeded that which occurred in the two previous wars.
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This terrible war affected the 1.7million as some of 490,000 became internally displaced in
need for immediate need of food, water and health services. The frequent wars also
affected the mental well-being of all Gaza's residents, particularly children and women

(UNRWA, 2014).

1.7.3 Palestinian health care context

The political, social and economic situation in Palestine, particularly in the GS is
challenging. The health providers, including the MoH are still struggling to provide high
quality health services and to meet the high demand for health services. In the GS, the
main health providers are the MoH, UNRWA, NGOs and private sector.

Ministry of Health (MoH)

The Ministry of Health provides primary, secondary and tertiary services. It provides free
of charge services for mother and child. The Ministry of Health runs 54 primary health
care centers in the GS (MoH, 2013). Out of the 54 centers, 26 clinics provide mother and
child health (MCH) services (MoH, 2014). The MCH services include free of charge
antenatal care, postnatal care for pregnant women. It also provides women with postnatal

care services and family planning services (MoH, 2014).

United Nations Relief and Work Agency (UNRWA)

The United Nations Relief and Work Agency has been the main provider of
comprehensive primary health care services for Palestinian refugees for the past 60 years.
It promotes a comprehensive approach to health care from preconception to old age, with a
strong focus on primary health care and prevention. UNRWA provides its services through
21 primary health clinics in the GS. In the GS, 82% of its refugees have access to

UNRWA’s services (WHO, 2010).



Non-governmental organizations and private sector (NGOSs)

The Non-governmental organizations manage 197 primary health care centers, including
57 in the GS. RH services constitute a major portion of health services offered in most of

NGOs centers (MoH, 2013).

1.7.4 Red Crescent Society for Gaza Strip (RCS)

The Red Crescent Society for GS is an independent NGO concerned with democracy,
development and relief work. It provides health, cultural, educational and humanitarian
services to all needy citizens in the GS. The society was licensed in 1969 and permitted
operating in the first of January 1972 (RCS, 2014).

The Red Crescent Society vision is to improve health, educational, cultural and human
conditions of GS population and its mission is " to provide qualitative developmental
services in fields of health, culture, education, and relief according to the societal needs
mainly for those marginalized and low-income people; to participate in enhancing the role
of the NGOs to positively influence the process of substantial and comprehensive
development of the Palestinian society” (RCS, 2014:5).The society has three centres which
are Dr.Haider Abdul Shafi Centre, Abasan Medical Centre, and Woman's Health Centre in
Jabalia Camp (RCS, 2014).

WHC in Jabalia Camp has been established in 1999 in Cooperation with the UNFPA and
the Italian Association for Women in Development, Associazioneitalianadonne per to
sviluppo (AIDOS), to meet women's need through providing Health Care, physical
activities, psychological and legal counseling and community education via a unique center

in the area (WHCJ, 2012). For more details, please see (Annex 11).



Objectives of WHC in Jabalia

The main objectives of WHC in Jabalia are: (1) improving women and men reproductive
health, (2) reducing the incidence and complications of reproductive health diseases, (3)
combating violence against women, (4) improving the physical health of women through
physical activity and fitness, and (6) enhancing the women's culture and awareness

regarding their roles and enable the women to be decision-makers (WHCJ, 2012).

1.7.5 Culture and Free Thought Association (CFTA)

The Culture and Free Thought Association established in 1991, it is an independent and
secular knowledge-based organization playing a leading role in developing a Palestinian
civil society.

According to CFTA strategic plan 2012-2014, CFTA aspires to be a leading contribute to a
civil society organization working towards a society in which all Palestinian citizens enjoy
freedom, equality, and human rights. While its mission is to develop a civil society that is
based on promoting the rights of children, youth and women in the Middle and Southern
Governorates of the Gaza Strip through community mobilization, child development,
empowerment, youth engagement and advocacy initiatives. CFTA runs and financing, the
WHC in Al-Bureij camp and other five centres in Khan Younis (CFTA, 2012).

Al-Bureij WHC is established in 1995 by two partner organizations, CFTA and AIDOS.
The two WHCs provide women comprehensive RH services. In addition to RH services
which include antenatal care, postnatal care, family planning, outreach program, treatment
and preventive care. It provides women with other services such as, physical therapy
services, psychosocial assistance, legal counselling and community education in the north

and middle governorate of Gaza, with technical support from AIDOS, and financial
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support from the UNFPA, the European Union and others (CFTA, 2012). For more details,
please see (Annex 11).

Objectives of WHC in Al-Bureij

The overall objective of the Al-Bureij WHC is to contribute to the improved RH,
psychological and social well being of refugee women and adolescents of the Al-Bureij
and middle area in the GS. By offering comprehensive quality services which focus on
sexual health care, legal aid services, prevention of GBV and the protection of victimized
women. In other words, the interventions of the Al-Bureij WHC program seek to:1)
improve the health status of women and adolescents in Al-Bureij camp through greater
outreach and enhanced range and quality of services and 2) investigate a positive change in
attitudes and behaviours in relation to RH issues and choices amongst the beneficiaries

(CFTA, 2012).

Outputs and results which both two WHCs work to achieve include, (1) better access to a
comprehensive range of RH services for women and adolescents, (2) more victims and
those at risk of gender-based and domestic violence receiving prevention and protection
support, (3) greater awareness and better decision-making among the WHCs' service-users
and communities towards reproductive and sexual health issue (CFTA, 2012).

1.7.6 Situation of women's health in the Gaza Strip

During its health annual report (March, 2015), the MoH in Gaza mentioned that the rate of
women of child bearing age (15-49 year) was 23.8 out of total population. And the total
fertility rate was 4 (MoH, 2015).

In the GS, the registered pregnant women attended MoH antenatal care centers was 18,187

and 39,546 woman in UNRWA clinics (MoH, 2015).
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The percentage of high-risk pregnancy among new pregnant women in GS was 24.1 out of
the total of new pregnant women (MoH, 2015).

In MoH centers, the average number of pregnancy visits was 7 visits. While it was 6.4
visits in UNRWA centers during 2014 (MoH, 2015).

Regarding the family planning, MoH reported that the common contraceptive method
among new beneficiaries from its clinics (38 centers) in GS was the Intrauterine Device
(IUD) that represented 36.9% while the tablets were represented 33.2% out of the total
methods (MoH, 2015).

The MoH also mentioned that 25.6% of reported anemia was among pregnant women and
31.2% was among high-risk pregnant women (MoH, 2015b). The percentage of reported
children under six months who received exclusively breastfeeding was 28.6 (MoH, 2015b).
The MMR in the GS was 30.6/100,000 (MoH, 2015b).12.0 % of them were following up
their pregnancy in private sector clinics, 35.0% in MoH centers and 53.0 were following
up their pregnancy in UNRWA centers (MoH, 2015).

Sixteen pregnant women, out of (478) women, were passed away during the last war on
Gaza in 2014 (MoH, 2015).

Finally, in the GS, the life expectancy among females during 2014 was 74.7 years (MoH,
2015b).

1.8 Operational definitions

Evaluation

Within the context of this study, the researcher is defining the evaluation as a process of
collecting relevant information to determine the quality and effectiveness of the RH

services in the two WHCs in Jabalia and Al-Bureij refugee Camps.
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Quiality of health care services

The definition which works with this study is that quality of health services mean, " The
degree to which health services for individuals and populations increase the likelihood of
desired health outcomes and are consistent with current professional knowledge"

(Institute of Medicine, 2013).

Client's satisfaction

Client satisfaction is the level of satisfaction that clients experience having used a service.
It therefore reflects the gap between the expected service and the experience of the service,

from the client’s point of view (Assefa et al., 2011).
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Chapter 2

Literature review
2.1 Conceptual framework

The conceptual framework is the map that guides the design and the implementation of any
research study. It is also a tool to summarize the study variables and it guides the research
process through making research findings meaningful and applicable. The conceptual
framework of the study was designed by the researcher based on the Donabedian Model,

which is considered as a dominant paradigm for assessing the quality of care.

According to Donabedian Model, information about quality of care can be drawn from
three dimensions: 1) structure (input) reflects the physical and organizational attributes
where health care occurs. 2) process focuses on care delivered to clients, and 3) outcome,
which reflects the effects of health services on the status of clients (Donabedian,
2005).This model is applied in the evaluation of health services and accreditation of health
care providers and organizations. This model, structure (input)-process-outcomes, is
universally accepted and used widely in the literature particularly in developing quality

standards (Ibn EI Haj et al., 2007).

The following (Figure 2.1) is showing the domains that were assessed in this study.
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Structure (inputs )———>  Processes Outcomes

Infrastructure and equipment RH services provision Clients' satisfaction

of the two WHCs
Antenatal care Service utilization rate

Policies and guidelines
Postnatal care Women's health status

Skills and competency of the
staff Family planning service

Socio-demographic factors of Gynecology service
the clients

Communication

Accessibility Respect " privacy,
Affordability confidentiality and dignity"
Availability

Figure (2.1): Diagram of conceptual frame work for the study-Self developed

The diagram above reflects the domains that affect the RH service provision and therefore
clients' satisfaction, service utilization rate and women's health status. According to

Donabedian Model, those domains could be categorized into three main groups;

1. Domains reflecting the structure (inputs): infrastructure and equipment of the two
WHCs, policies and guidelines, socio-demographic factors of the clients,
accessibility, affordability, availability, in addition to skills and competency of the
staff.

2. Domains reflecting the process, RH services provision (antenatal care, postnatal
care, family planning service, gynecology service). In addition to the
communication (the interaction between providers and clients) and respect

(privacy, confidentiality and dignity).
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3. Domains reflecting the outcomes (clients' satisfaction, service utilization rate and

women health status).

2.2 Literature review

2.2.1 Evaluation

Literature review shows that the evaluation utilizes many of the same methodologies used
in traditional social research, but because the evaluation takes place within a political and
organizational context, it requires group skills, management ability, political dexterity,
sensitivity to multiple stakeholders and other skills that social research generally, does not

depend on as much (Trochim, 2006.)

There are many definitions for the evaluation but the most frequently given definition is:
"Evaluation is the systematic assessment of the worth or merit of some object” (Scriven,
1998; Trochim, 2006). Another definition sees evaluation as the systematic collection and
analysis of the data needed to make decisions ( Zinovieff, 2008). Also, one can define
evaluation as: "Evaluation is the systematic acquisition and assessment of information to

provide useful feedback about some object (Trochim, 2006.)

It is obvious that there is a similarity between the previous three definitions, but the latter
definition emphasizes acquiring and assessing information rather than assessing worth or
merit because all evaluation work depends on collecting data, making judgments about the
validity of the information and of inferences we derive from it, whether or not an

assessment of worth or merit results (Trochim, 2006).

Donabedian mentioned that the evaluation of health services is usually based on the

collection data about the structure, process, outcome (Donabedian, 2005).
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2.2.2 Types of evaluations

There are many different types of evaluations depending on the purpose of the evaluation
and the object that will be evaluated, but the most important basic distinction in evaluation
types according to the literature review is between formative and summative evaluation
(Trochim, 2006). Formative evaluation improves the object being evaluated; it helps form
it by examining the delivery of the program, the quality of its implementation, and the
assessment of the organizational context, personnel, procedures, inputs, and so on. While
summative evaluation examines the effects or outcomes of some object; it summarizes it
by describing what happens subsequent to delivery of the program; assessing whether the
object have caused the outcome; and estimating the relative costs associated with the

object (Trochim, 2006).

2.2.3 Monitoring and evaluating the quality of RH programs

As 200 million women become pregnant every year, at least 30 million will develop life-
threatening complications requiring emergency treatment (Kwast, 1998). It is a basic
human right that pregnancy should be safe for all women as complications are mostly
avoidable. This requires RH programs which are responsive to women's and their families'
needs and expectations on the one hand and enhancement of community participation, high
quality services, and both provider collaboration and satisfaction on the other. The Facility
of Sexual and Reproductive Healthcare (2013) suggests all services should continually

monitor and evaluate their selves in order to maintain and improve performance.

Monitoring and evaluation of these facets need to be an integral part of any safe
motherhood program, not only to assess progress, but also to use this information for

subsequent planning and implementation cycles of national programs. Lessons learned
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from years' of implementation of Safe Motherhood programs indicate that process and
outcome indicators are more feasible for short-term evaluation purposes than impact

indicators, such as maternal mortality reduction (Kwast, 1998).

The MMR is difficult to use for monitoring short-term progress in safe motherhood
programs. The WHO and UNFPA have proposed alternative process indicators to monitor
the availability, the utilization, and the quality of RH services. There is little experience in
the large-scale use of these indicators as part of routine health information systems in

developing countries (WHO, 2006).

In this study, as mentioned earlier, the approach that the researcher used is structure
(input), process, outcomes, which reflects Donabedian Model. Avedis Donabedian, a
physician and health services researcher at the university of Michigan, developed the
original model in 1966 (Donabedian, 2005). While there are other qualities of care
frameworks, including the WHO-Recommended Quality of Care Framework and the
Bamako Initiative, the Donabedian Model remains to be the dominant paradigm for

assessing the quality of health care (Donabeian, 2005).

The following paragraphs will explain what are the determinants that shape this model

(structure (inputs), process, outcomes).

1. Structure (inputs)

According to Donabedian's theory, structural characteristics are expected to affect both
process and outcomes of the work. The structure of the resources in health care
facilities and organizations is the foundation upon which quality health care services

are provided (Steinwachs and Hughes, 2008).
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a. Infrastructure and equipment of the two WHCs

Donabedian highlighted the main role of characteristics of health resources with regards to
facilitating or hindering the use of services by the potential users (Donabedian, 1973).
A study conducted by International Finance Corporation (IFC) mentioned that
clients everywhere, including in developing countries, have the right to receive services
with high quality in a safe environment (IFC, 2010).
The environment of care is made up of three basic components, building, equipment, and
people. Effective management of the physical environment aims to achieve the following
goals: (1) reducing and controls environmental hazards and risks, (2) preventing accidents
and injuries, (3) maintaining safe situations, and minimizing environmental stresses for
patients, staff and others coming to the facility, and (4) maintaining the sensitivity of the
environment to patient's needs such as: comfort, social interaction, and positive distraction
(Levin and Joseph, 2009). The good state of infrastructure of health facilities and
equipment is essential for effective health care.

b. Polices and guidelines
O’Donnell and Vogenberg (2012) mentioned that policies exist to serve the needs of all
members of an organization and to help the organization comply with different regulatory
and accreditation demands. They also added that descriptions of procedures and guidelines
are usually created by a service provider within the practice setting as tools to assist
individuals accomplish their work within the organization and to facilitate decision-

making, and ensuring appropriate consistency.

The International Finance Corporation reported that quality standards assist the staff in
looking at the different processes that affect the quality of care (IFC, 2010). According to
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the standards that developed by Faculty of Sexual and Reproductive Health Care (FSRH)
in UK, RH services provision should be evidence-based, which will include the use of
national and local guidelines and policies. And all services should continually monitor,
evaluate and improve performance. Hence, organizations need to ensure that they have a
well-defined and well-implemented set of policies and procedures in place (FSRH, 2013).
Good implemented policies and guidelines ensure: good practice, help to establish a
professional and effective organization, provide consistency among staff and the
beneficiaries, prevent any ambiguity about how particular situation should be handled in
the service, promote harmony among staff, and it insures more efficient and effective

delivery of services (IFC, 2010).

c. Skills and competency of the staff

Staff has an important role for implementation "work process™ and outcomes. According to
IFC (2010), each member of the staff has a role in providing quality care for the patient.
Skills and competency, in addition to the communication are important factors that affect
the effectiveness of the services and the outcomes (FSRH, 2013).

All staff members working in RH services field, should receive appropriate training and

must maintain their skills (FSRH, 2013).

d. Socio-demographic factors of the clients

The literature reflects that socio-demographic factors have an influence on women
utilization to health care services. A study was conducted by Dagne (2010) showed that the
utilization of the services varied by characteristics of the participants. Utilization of
maternal health services was very low among rural women in comparison with women

living in urban areas. Study revealed also that educational status of the mother, household
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wealth and place of residence, were found to be strong indicators of utilization in the study

participants (Dagne, 2010)

Alrubaiee and Alkaa'ida (2011) found that social and demographic characteristics such as:
age, educational level, marital status, and sex, nationality and hospital sector, affected the
score of patient perception of health care quality, patient's satisfaction and patient's
trust.Doku and his colleagues (2012) reported that there was high antenatal care utilization
among women, but it was noticed that significant variables exist across the socio-
demographic spectrum. Other researchers, Chubike and Constance (2013), insured this
information, and reported that if the population was well informed and maternal health care
was available, some demographic variables such as maternal age, and the number of living
children affect the utilization of maternal health care services. Moreover, the study which
conducted by Abeje and colleagues (2014) in Northwest Ethiopia indicated that among the
socio-demographic variables, age, marital status, occupation and educational status of
mothers were statistically associated with institutional delivery service use (Abeje et al.,
2014). Consistently, Dibaba and Collogues found that household socio-economic status
and women's employment are factors associated with the use of antenatal care services.
Also, they found that women's pregnancy intention affects antenatal care utilization.
Additionally, the researchers found that maternal education is significantly associated with
use of antenatal care services (Dibaba et al., 2013). Furthermore, study conducted in the
United States by Escarce and Kapur (2006) found that the low average income was a
barrier to receiving timely and appropriate healthcare; even if the patients were have health
insurance coverage. Also, in Al Bahrain, Mukhaimer (2010) found that perceived women's

health status and well-being were affected by age and socio-economic status.
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e. Accessibility, affordability and availability of RH services
Accessibility, affordability and availability are important factors; they affect achieving the
outcomes. The term access is often used to describe factors or characteristics influencing
the use of services. Within health care, access is always defined as access to service,
provider or an institution. It is defined as the degree to which people are able to obtain
appropriate care from the health care system in a timely manner (Escarce and Kapur,
2006). Consistently, Levesque and Colleagues (2013) defined access as the opportunity or

ease with consumers or communities to use appropriate services according to their needs .

Access to health services is central in the performance of health care systems around the
world. Measurement of the accessibility and utilization of health services is essential in any
evaluation, and there should be easy and quick non-discriminatory access to RH services.
In their report (2003), WHO and UNFPA reported that the access consists of at least five
components of service provision: availability, affordability, acceptability, appropriateness
and quality. Those components are applicable to the key elements of RH care (WHO,

2005).

Measuring access to health services is not straightforward as may be thought. Many
indicators to measure access focus on physical characteristics such as the distance or travel
time of health facilities and health care providers and often measured through geographical
and health information systems. But the physical barriers are not the only barriers that may
hinder the utilization of health services. There are other aspects that may hinder the
utilization for the services, and should be measured to evaluate the accessibility.
Affordability and cultural acceptability of the provided services, the availability of
information and the client satisfaction must be considered. Also, quality of services and
appropriateness of the provided services are important (WHO, 2005a).Additionally,
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Dibaba and Colleagues (2013) found that accessibility, affordability and quality of health
services are important factors in utilization of antenatal care services. On the same line,
(Andaleeb, 1988; Shook, 2005; Mukhaimer, 2010; Ganle et al., 2014;Dibaba, 2013) found

that the transportation is a barrier affects the utilization of health services.

Reviewing available literature in regard with waiting time and time spent with health
provider showed that those factors affect utilization of health services. The researchers
(Basaleem, 2012; Nwaeze et al., 2013; Ghafari et al., 2014; Ganle et al., 2014) found that
the long waiting time is main barrier affected health services utilization; while Tavrow
(2010) found that short waiting time encourage people to utilize health services.
Additionally, Nwaeze and Colleagues (2013) reported that the views of the clients’ about
waiting time may be related to the hospital’s location.

Concerning the time spent with health provider, Both and Colleagues (2006) found that the
time spent with health provider affected the utilization to antenatal care in Tanzania.
However, WHO (2002) recommended 30-40 minutes for the first visit, and 20 minutes for
the sequent visits to carry out all the activities related to antenatal care.

2. Reproductive Health services provision

The World Health Organization (2013) defined the reproductive health services provision
as the way in which inputs such as financial resources, qualified staff, equipment and drugs
are combined to allow the delivery of health interventions. The organizations should focus
on improving the structure and processes within it to create an environment that meets the

needs of the staff and patients (IFC, 2010).

Health providers should provide clients with appropriate and high quality services in a safe
environment. Health service providers should not only seek to "do the right thing", but

should do it well and right every time (IFC, 2010).
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FSRH (2013) and IFC (2010) reported that organizations must take into consideration
some factors related to the clients such as, insuring good communication, clear patient
information, information sharing, clients' involvement, continuity of service provision, and
respect (confidentiality, clients' privacy and dignity).

Communication

Effective communication between health providers and clients improves the delivery of
health services and contributes to improving health outcomes. Communication is one of
Department of Health, Social Services and Public Safety (DHSSPS) standards "All health
and social care staff communicate in a way which is sensitive to the needs and preferences
of patients and clients” (DHSSPS, 2008:12). Ha and Longnecker (2010) mentioned that
communication is a central component in the delivery process of health care, and good
communication leads to good relationship between health provider and clients. This
facilitates the exchange of information and involves patient in decision making. They
mentioned also that good interpersonal between patient and health provider is an indicator

for specialist competence from client's perception (Ha and Longnecker, 2010).

Arona(2003), Bredart and Collogues (2005) and Platt and Keating (2007), indicated that
good patient-doctor communication helps and facilitates comprehension of medical
information and result in better understanding for client needs, perceptions and
expectations. Furthermore, several studies were conducted by (Henrdon and Pollick, 2002;
Arona, 2003; Tongue et al., 2005; Kindler et al., 2005; Harmon et al., 2006) assess the
impact of doctor- patient communication on health outcomes; findings of these studies
found that patients who report good communication with their doctor are more likely to be

satisfied with their care.
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Respect (Privacy, confidentiality and dignity)

Privacy and confidentiality are important factors that affect clients' perception on the
services provided. According to DHSSPS, clients have a right to experience respectful and
professional care in supportive environment, where their privacy and dignity maintained.
These principles should be supported by health organizations and professional staff to
provide a quality service, and they should take clients' experience into consideration across
all policy and strategy documents (DHSSPS, 2008). Maintaining clients' privacy and
confidentiality is not only right for every patient, but also it enhances clients trust and
increases their utilization. Clients who exposed to violations in privacy and confidentiality
are more likely to drop out of services. Hence, all clients should be made aware that their
right to confidentiality will be respected and maintained (FSRH, 2013). Snyder (2012)
mentioned that at the beginning of and throughout the patient—physician relationship, the
physician must respect the dignity of all persons and respect their uniqueness regardless of
financial arrangements; the health care setting; or patient characteristics, such as decision-
making capacity, behavior, or social status. Moreover, the physician must work to
understand the patient's health problems, concerns, goals, and expectations. The physician
also must be professionally competent, act responsibly, seek consultation when necessary,
treat the patient with respect, and involve the patient in decision related to the care. WHO
recommends that health providers, provide a private space for examinations, treatment, and
counseling, and respect client confidentiality by not telling others what client revealed

during the session or even whether the client received services (WHO, 2000b).

The literature illustrates how the lack of privacy and confidentiality affected the utilization
to healthcare services. Results of qualitative study conducted in Ghana indicated that the
lack of the privacy was one of the barriers that affected the accessibility and utilization of
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maternal and newborn healthcare services (Ganleet al., 2014). In some situations, lack of
privacy can violate women and make it more difficult for them to participate actively in
selecting a family planning method. In a few places, using contraceptives can be a difficult
and risky decision that can lead to violence, or divorce. In such situations, women need

assurance of absolute confidentiality (Creel et al., 2002).

Satisfaction

Client satisfaction is a significant indicator of quality of care and quality services affect
client satisfaction. To improve the quality of the provided services, health provider needs
to recognize what factors influence client satisfaction (Johansson et al., 2002).
Additionally, literature showed that health care quality can improve patient satisfaction and
patient trust in healthcare provider (Alrubaiee and Alkaa'ida, 2011). Also, it showed that
there is a link between patient's satisfaction and waiting time (Anderson et al., (2007;

Awadallaet al., 2009; Assefaet al., 2011; Nwaezeet al., 2013).

Reviewing of available literature reflected that most important influence on patient
satisfaction was service providers’ friendliness, competence, amount of time spent with the
client, amount of information provided, and physical facility conditions. Other factors
affect client's satisfaction include, service availability, continuity, confidence, efficiency,

and outcomes (Ware et al., 1978).

Patient satisfaction enhances hospital or healthcare center image, which in turn translated
into increasing access to the services (Andaleeb, 1988). Furthermore, the researchers
highlighted the communication as other dimension affects client satisfaction (Andaleeb,
1988; Cleveret al., 2008). Andaleeb indicated also that staff behavior and degree of staff

sensitivity to the patient's personal experience as important, the hospital or healthcare
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center costs, and physical facilities; including cleanliness, modern equipment, and hospital

are important factors that affect the patient satisfaction (Andaleeb, 1988).

2.2.4 Reproductive Health

Dibaba and colleagues in 2013 mentioned that the term of RH is mostly focused on one
aspect of women's lives which is motherhood. Complications associated with different
maternal issues are indeed major contributors to poor RH among millions of women
worldwide. Thus, reproductive health care is important for better maternal, perinatal, and
infant health outcomes. Inadequate and poor quality care including antenatal care, skilled
attendance at birth and postnatal care, may lead to high maternal and neonatal mortality
rates. Antenatal care is recognized as a key maternal service to improve health outcomes
for women and children. Delay in using antenatal health services may result in missed
opportunities to diagnose pregnancy induced hypertension, gestational diabetes, or

sexually transmitted infections (Dibabaet al., 2013).

One of the United Nations Millennium Development Goals (MDGS) is to achieve universal
access to RH by the end of 2015. This goal aimed also to reduce maternal mortality,
improving maternal health, and reducing child mortality (United Nations General

Assembly, 2005).

The reproductive health problems still the leading cause of ill-health and death for women
of child bearing age worldwide. According to the WHO, reproductive and sexual ill-health
accounts for 20% of the global burden of ill-health for women. Timely access to health
facilities and services for women has been a priority for WHO for many years (WHO,
2009). Also, achieving the maternal health development goals remains an unfinished

agenda for the UNFPA, which committed to achieving universal access to sexual and
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reproductive health (SRH) and the protection of reproductive rights. From UNFPA point of
view, every pregnancy should be wanted and every child should be safe. Consequently,
these efforts will lead and improve the health and well-being of women and children,

reduce poverty and contribute to sustainable development (UNFPA, 2014a).

Quality of reproductive health care

Providing high-quality health care based a client-centered approach is a basic human right.
It has been emerged as a critical element of family planning and reproductive health
programs, and affirmed at 1994 International Conference on Population and Development
(ICPD). Providing high-quality services with reasonable cost increase the utilization to RH
services and reduce the number of unintended pregnancies. It is also increase the use of

family planning (Creel et al., 2002).

In previous study, the researchers mentioned that to improve quality of care for clients,
providers should understand clients' cultural values, their previous experiences, and their
perception in regard with the role of the healthcare system. They mentioned also that
enhancing quality of care requires identifying providers' motivations and addressing their
needs. And providing them with administrative support and help for better understands and
addresses clients' concepts of quality. Identifying and addressing the needs of both clients
and providers are needed. More research and ongoing evaluation, and improved
infrastructure and facilities, affect client outcomes (Creel et al., 2002). Consistently,
Alrubaiee and Alkaa'ida (2011) found that there is a significant association between

healthcare quality and patient's satisfaction.

Assessing a quality in RH services means measuring the gap between services' quality as

perceived by the providers and as preserved by women. Thus, quality services must give
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special attention to women's experiences, expectations, and level of their satisfaction with
the service to complement the views of the providers in regard with the care (Al-Qutobet

al., 1998).

Reproductive Health rights

Worku and Gebresilassie (2008) mentioned that three rights in particular were identified in
the ICPD, which held in 1994, couples and individuals have: 1) the right to decide freely
and responsibly the number and spacing of children and to have the information and means
to do so. 2) the right to attain the highest standards of SRH, and 3) the right to make

decisions free of discrimination, pressure or violence.

A quick look at the development of RH

Before 1978 Alma-Ata conference: underlined the importance of basic health services

in clinics and health centers.

» Primary health care declaration 1978: underlined the importance of MCH services,
focusing on family planning services.

= Save motherhood initiative in 1978: underlined the importance of maternal health and
reducing of maternal mortality.

= Reproductive health, ICPD in 1994: underlined the importance of quality of services,

availability and accessibility, social injustice and emphasis on individuals’ women's

needs and rights (Worku and Gebresilassie, 2008).

2.2.5 Components of reproductive health

The reproductive health care is defined as the constellation of methods, techniques and
services that contribute to RH and well-being through preventing and solving RH

problems. It also includes sexual health, the purpose of which is the enhancement of life
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and personal relations, and not merely counseling and care related to reproduction and

STDs (ICPD, 1994).

The reproductive health services in the context of primary health care include: family-
planning counseling, information, education, communication and services; education and
services for prenatal care, safe delivery, and post-natal care. Additionally, RH services
cover, infant care and offering treatment of infertility, treatment of reproductive tract
infections, STDs, education and counseling on SRH (UNFPA, 2013). Components of RH
include also: active discouragement of harmful practices, such as female genital mutilation
and violence related to sexuality and reproduction in addition to functional and accessible

referral (Worku and Gebresilassie, 2008).

2.2.6 The importance of providing comprehensive integrated RH services

Comprehensive RH package is widely regarded as essential for meeting the need of
women. The 1994 ICPD highlighted the importance of provision comprehensive SRH
services to be delivered through integrated systems. More than 180 governments
committed themselves to providing a comprehensive set of RH services for women, men,
and adolescents in a best way and in a line with the declaration of Alma-Ata. This means
that woman should receive care for a range of problems during one visit to a health facility.
The commitment has been guided by a desire to improve equity in access to health care
and to achieve gender equality and reproductive rights. Integration aims to improve the
service in relation to efficiency, and quality. It reduces the costs of services and ensuring
sustainability (Garner and Briggs, 2006). Providing a wider range of services, which can be
offered through integration, may reduce the differences in access and utilization of health
services between geographical and socio-economic groups, and leads to more quality. And

this leads to increased satisfaction to the beneficiaries (WHO, 1996).
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According to UNFPA (2008), the availability of SRH services should be complemented by
comprehensive information and counseling to empower couples and individuals to be able
to take decisions and choices related to their RH issues. It is important to insure that they
receive the information and social support they need. This mechanism could lead to social

and behavior changes (UNFPA, 2008)

2.2.7 The importance of going beyond health to other services such as psychosocial

and legal services

At the Fourth World Conference on women, which held in Beijing (1995), governments
recognized that entrenched patterns of social and cultural discrimination as a major
contributors to sexual and reproductive ill health, in addition to the lack of information and
services. So, SRH effort should coordinated with the interventions that address the patterns
of social discrimination, gender inequalities and exclusion that hinder women, men, and

adolescents getting their rights related to SRH services (UNFPA, 2008).

Physical and psychological abuse is linked to a number of medical health affects including
RH, such as sexually transmitted infections, chronic pelvic pain. "Six percent of all
pregnant women are battered and pregnancy complications, including low weight gain,
anemia, infections, first and second trimester bleeding, are significantly higher for abused
women, as are maternal rates of depression, suicide attempts, and substance abuse "

(Centers for Disease Control and Prevention, 1994).

Worldwide, one in every three women has been beaten, coerced into sex, or abused mostly
by someone she knows, including her husband or another male family member. And one

woman in four has been abused during pregnancy (UNFPA, 2008).
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According to Family Violence Prevention Fund (FVPF), women who are abused are less
likely to engage in important preventive health care behaviors such as regular
mammography (FVPF, 2004). Results of WHO Violence and Health Study (2005),
revealed that the extent of physical or sexual violence, or both, by intimate partner reported
over a lifetime, ranging from 15% in Japan city, to 71% in Ethiopia province, with
prevalence estimates in most countries ranging from 30% to 60% (WHO, 2005b).
Literature review indicated also that gender inequality and discrimination are behind why
many women and adolescents girls are still unable to exercise one of the most crucial

human rights for their quality of life: their reproductive rights (UNFPA, 2008).

2.2.8 The barriers of service utilization

Literature review reflected some barriers to utilization of RH services, Olayinkaet al.,
(2014) study, found that the barriers to utilization of maternal health care services that
reproductive women in Amassoma community, Bayelsa State faced were, lack of
knowledge about the existing services, previous bad obstetric history, attitude of health
care provider, availability, accessibility and husband's acceptance of the maternal
healthcare services (Olayinkaet al., 2014). While Abebe and Awoke (2014) found that the
barriers to utilization youth RH services were, RH services working hours, which were
inconvenient, participants' fear of being seen by parents or people, in addition to that
services providers were judgmental and unfriendly. (Abebe and Awoke, 2014; Ganleet al.,
2014) reported that the long waiting time is a main barrier affected health service
utilization. Furthermore, unfriendly healthcare providers, cultural insensitivity, poor care
quality, lack of privacy at healthcare facilities, were important health system barriers that

affected access and utilization of services in Ghana (Ganleet al., 2014).
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Also, Ghafari and Colleagues (2014) studied the main barriers of utilization of health
services among post-secondary school Malaysian urban youths between the ages of 18 and
24 who are students in government and private colleges and universities; the researchers
found that the barriers to utilization of health services were unsuitable service schedule,
inconvenient office hours, long waiting time, work or study commitments, transportation
problems, lack of information and awareness, and lack of friendly health services. Other
factors are financial constraints, negative attitude of health care providers, and long
distance needed to travel health service points. Finally, other barriers identified by these
youths were limited referral services, lack of privacy, uncomfortable waiting place/area,
fear of family knowing their health problems and lack of clear guiding signs on directions
to services locations. While Malarcher (2010) highlighted other barriers related to social
aspects and mentioned how it affects the utilization to SRH services. As mentioned
previously, globally, women living in law- and middle - income countries experience
higher levels of morbidity and mortality related to SRH than women living in wealthier
countries (WHO, 2009). A woman living in sub- Saharan Africa is 15 times more likely to
die from an unsafe abortion than a woman living Latin America, and 75 times than a
woman living in developed country. Early detection and treatment have significantly
improved a woman's chance of surviving cervical cancer, and this also has a relation with
the income status of the country and related to inequity in health status (Malarcher, 2010).
There is other social barrier affected the utilization of health services such as family
obligations. In her study, Mukhaimer (2010) mentioned this factor as a main barrier
affected Bahrani women to obtaining healthcare services. Women did not give a priority to

their health status.
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Review of some literature also indicates that women from the poorest households are less
likely to use preventive and curative SRH services than women from the wealthiest
households, including the use of modern contraceptive, antenatal care, skilled attendance at

birth, and treatment of infection (Gwatkins, 2007).

There were other barriers related to SRH providers, according to Tavrow (2010), clients
are more interested in obtaining the method or procedure they desire, being treated
considerately and given encouragement, having their questions answered, and not waiting

too long or paying much.

The other barriers related to service providers' including the attitudes and practices of some
providers, such as delineating medical and administrative barriers that providers' biases,
judgmental attitudes, misinforming and their refusal to offer services on certain time affect
clients' utilization to the SRH services. Shelton and Collogues (1992) mentioned that there
are 6 types of "medical barriers"” that can lead providers to deny family planning services:
The six types are: out dated contraceptive methods, eligibility restriction, process

obstacles, limits on who can provide services, provider bias, and regulation.
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Chapter 3

Methodology
Introduction

This chapter explores the methodologies utilized in this study and provides a full
description of the quantitative survey and the qualitative data collection methods and tools.
This mixed methods study involved primary quantitative and qualitative data collection. In
this study, the combination of quantitative survey with qualitative data collection aimed at
exploring the relevancy, outcomes, sustainability, accessibility, affordability, and the
impact of the provided services within the two WHCs. This chapter highlights the data
collection methods, sample size, data collection tools, reliability and validity of the study

instruments, and ethical considerations of the study.
3.1 Study design

This study is a mixed methods; it involves both quantitative and qualitative data. In mixed
methods studies, researchers triangulate quantitative and qualitative data rather than
keeping them separate. Triangulated data have greater depth and breadth than either the
qualitative research or the household survey alone. Additionally, triangulation of data
collection and analysis help in maximizing the strengths and minimizing weaknesses of the
collected data (Creswell and Plano Clark, 2011). The design of the quantitative data is
cross sectional survey; the survey aimed to develop an in-depth assessment of health
services including RH services. Quantitative data were collected from beneficiaries of the
health clinics within the two WHCs, while the qualitative data were collected from service

providers and from beneficiaries of RH centers' services.
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The qualitative data aimed to examine the sustainability, accessibility, affordability, and
the effect of the provided services from providers’ and beneficiaries’ perspectives. It also
aimed to develop an in-depth assessment of RH services within the two WHCs. The use of
in-depth interviews provides an opportunity to clarify ambiguous responses and to deeply
explore respondents’ perspectives on different issues at the same time (Kairuzet al., 2007).
While, focus groups discussion generates rich deep information, particularly when the
participants represent small groups of interest. Focus groups discussion is also used to
collect sensitive data as the group coherence and dynamics motivate participants to express
their opinion and feelings (Milena et al., 2008).

3.2 Study Population

Concerning gquantitative data, the researcher collected the data from beneficiaries of the
health clinic services, 240 cases from Al-Bureij WHC and 180 cases from Jabalia WHC.
With regard to the qualitative data, data were collected from two-groups of participants:
The first group consists of service providers, four specialists, specifically two midwifes,
two gynecologists, two social workers, and two psychologists. In addition to one senior
manager from each Center. The second group consists of beneficiaries of the RH services
within the two WHCs, 38 women from the two WHCs.

3.3 Study settings

This study, both quantitative and qualitative, was carried out at the two WHCs in Jabalia
and Al-Bureij camps.

3.4 Study Period

The study started in September 2013. The School of Public Health has approved the study
proposal and sent administrative letters to the General Directors of RCS and CFTA in
February 2014. Data collection tools have been developed, validated, revised, and finalized

in March 2014.
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The pilot studies were conducted in March 2014 while the data collection started in March
2014 and completed in May 2014. Quantitative data entry was conducted along the data
collection and completed in June 2014. Transcription and coding of qualitative data were
conducted alongside the data collection process and completed by June 2014. Data
analyses, both quantitative and qualitative, were completed in November 2014. The study
final report was completed in June 2015.

3.5 Eligibility criteria

3.5.1 Inclusion criteria: quantitative part
= Women who have been utilizing health services, including RH services for more than
six months.

Inclusion criteria: qualitative part

= The specialists and key informants, in the two WHCs in Jabalia and Al-Bureij camps,
who worked for at least one year.
= Women who utilized RH services of the WHCs for at least 6months.

3.5.2 Exclusion criteria: quantitative part

= Women who did not utilize health services or have been utilizing health services for
less than six months during the time of data collection.
= Urgent cases.

Exclusion criteria: qualitative part

»= New employees who have been working in the WHCs for less than a year, at the time
of data collection.
= Women who did not utilize, or have been utilizing the WHC services for less than six

months during the time of data collection.
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3.6 Sampling

Sample size calculation and sampling process: quantitative part

The researcher calculated the sample size according to the number of women who utilized
health services in the first 6 months of 2013, from January to June. According to the
records of the two WHCs, the total number of women who have utilized health services
from January to June 2013 was 4,000 women, distributed as 1,500 in Jabalia and 2,500

women in Al-Bureij.

Epi-info program was used to calculate the study sample size; the required sample size was
estimated to be 400 women at 95% confidence level. The researcher increased the sample
size to be 420, to cover the possibility of none respondents. To have a proportionate
representative sample, the researcher allocated more weight to Al-Bureij center with 240
cases compared to 180 cases from Jabalia WHC (Annex 5). With regard to sampling
process, simple random sample technique was used to select participants from beneficiaries
of health clinics. The researcher and researcher assistants selected cases randomly from
women who utilized health services. The simple random sample yielded unbiased

representative sample.

Sample size and sampling process: qualitative part

With regard to the in-depth interviews, the researcher purposefully selected four specialists
and a senior manager from each center. In addition to the two senior managers, in total, tin
specialists were interviewed, specifically two midwifes, two gynecologists, two social
workers, and two psychologists. All participants of in-depth interviews were purposefully
selected based on their level of knowledge, availability, years of experience, and areas of

expertise.
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With regard to focus groups with women, the researcher conducted three focus groups in
each center. In total, six focus groups were assembled. Two focus groups were conducted
with beneficiaries of physical therapy services, pre-post natal- and four focus groups were

conducted with beneficiaries of all the WHCs services.

All participants of focus groups discussions were purposefully selected according to the
type of utilized services. Each focus group was assembled from different beneficiaries; all
participants have in common the type of service utilized, but are different in age, type of

experiences, and expectations. On average, each focus group assembled of six participants.

3.7 Instruments of the study: quantitative part

Semi-structured questionnaire (Annex 6) was developed by the researcher to collect
data from beneficiaries of health services within the two WHCs. The questionnaire was

designed to comprehensively cover the following areas:

1. Demographic background

2. RH issues, including pregnancy, perinatal history, family planning, and gynecology
health issues.

3. Accessibility, affordability and availability of services

4. Responsiveness of medical team to clients health needs and non-health needs

5. Satisfaction with the provided services

6. Motivations and barriers affect health services utilization

Instruments of the study: qualitative part

1. In-depth interviews with health providers, the researcher developed standardized question
guides (Annexes 8 and 9). The question guides have covered different areas such as
strengths and weakness of the current programs, accessibility, appropriateness of
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WHCs services, and the quality of WHCs services. Additionally, the question guides
covered the availability of policies and guidelines, effect of WHCs services on
women's health and well-being, and areas of potential improvement.

2. Focus groups with the beneficiaries, the researcher developed standardized question guides
(Annex 7) that have covered different areas such as accessibility, affordability,
satisfaction, and the effect of the provided services on women's health and well-being.

It also included determinants and barriers to utilization of services.

3.8 Scientific rigor: quantitative part

3.8.1 Reliability

Test-retest was conducted in the first stage of piloting. To help in collecting data, the
researcher hired two research assistants. The researcher assistants were trained by the
researcher to ensure collecting reliable data. The researcher has trained the two assistants
on how to ask questions, how to randomly select cases, and how to fill in the
questionnaires. The researcher used to check and reviewed all the questionnaires that were
completed by the research assistant day by day. In addition, the researcher re-entered 5%

of the data.

The researcher used Cronbach's alpha to measure the internal consistency of the
categorized questions. The categorized questions (domains) were tested twice; the first one
was done during the pilot stage with 21 participants and the reliability score with
Cronbach’s Alpha, which was .794, reflected good reliability. The second one was
conducted after collecting the study sample; the result ensured high degree of reliability
with a .954 Cronbach's alpha. The Table (3.1) shows the breakdown of Cronbach's alpha

by domains.
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Table (3.1): The breakdown of Cronbach’s alpha by domains

Domain No. of questions Chronbach's Alpha
Accessibility 10 .829
Centre's equipment 15 770
Skills and professional 7 875
Communication 12 905
General satisfaction 12 910
Total scale reliability 0.954

3.8.2 Validity
Face validity

The questionnaire was structured in an organized way to allow easy smooth data collection
and data entry. During the validation process, the questionnaire lay out was reviewed and

formatted several times until a final version looked elegant.

Content validity

The questionnaire was evaluated by thirteen experts, including statisticians, researchers,
and professionals working in the two WHCs, academics, and experts in different relevant
fields. The evaluation aimed to assess the relevance of each domain, the importance of
each particular item, and to check if the contents of the questionnaire seem appropriate to
its intended purpose and overall aim. The researcher considered all the experts’ feedback
and comments; thus, the revised final version of the questionnaire incorporated all the

experts’ feedback. A pilot study was conducted before the actual data collection started.
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Also, the researcher modified questionnaire according to feedback from the pilot study.
Finally, as mentioned earlier, the two research assistants were trained well by the

researcher to ensure the standardization of the data collection.

Scientific rigor: qualitative part

Trustworthiness

To assess reliability and validity of qualitative data, Guba and Lincoln (1981) substituted
reliability and validity with the parallel concept of “trustworthiness”, containing four
aspects: credibility, transferability, dependability, and conformability. To ensure

trustworthiness of the qualitative data, the researcher implemented the following actions:

1. The researcher ensured methodological coherences of the study through ensuring
congruence between the research questions, objectives, and methods of data
collection.

2. The researcher used variety of qualitative research techniques including in-depth-
interviews and focus groups. The researcher recorded the interviews and focus
group discussions and produced transcripts of the data.

3. Multiple methods of data collection and data analysis enhance the credibility of the
research. The researcher applied triangulation research to control bias and to
establish valid propositions and relationship.

4. The researcher has developed multiple data collection tools, which were reviewed
and revised by experts. The researcher has developed different standardized
guiding questions that were used to collect data through in-depth interviews and

focus group discussions.
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5. The researcher selected an appropriate sample, consisting of participants who best
represent or have knowledge of the study topic.

6. The researcher collected and analyzed qualitative data concurrently. This enabled
the researcher to link between what is known and what is needed to be known.

7. To ensure the integrity in data analysis, the researcher has used independent coding
of the qualitative data, consistently recorded the observation, and used consensus
discussions.

3.9 Ethical and administrative consideration

An official letter of approval to conduct the study has been obtained from Helsinki
Committee in GS (Annex 2). Two official letters from the two organizations were obtained
(Annex3, Annex 4). To guarantee participants’ rights of privacy and confidentiality, a
covering letter indicating that the participation is optional was provided and confidentiality
was promised and maintained. All the study participants were asked for their approval to
participate in the study. Respect for truth and academic honesty was also maintained
during analysis, interpretation and writing up. Data analysis has been done at aggregate
level without revealing any of participants’ identities or any personal data.

3.10 Pilot study

With an aim of exploring the appropriateness and reliability of the questionnaire, the
researcher has conducted a pilot study on a sample of 21 beneficiaries (10 from Jabalia and
11 from Al-Bureij). Minor modifications were done including rephrasing many questions,
changing the order of some questions, adding new questions, and removing other irrelevant
questions. The 21-piloted cases were included within the study sample, as no major

modifications were made.
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3.11 Data collection: quantitative part

The researcher and two research assistants collected the data. The two research assistants
were trained on how to ask questions, specifically questions that have the non-prompted
answers and the open ended questions. Along with receiving training on how to select
participants and how to enter the data, the two researcher assistants also have received full

information about the purpose, the objectives, and the methodology of the study.

The collection of quantitative data started on March 31, 2014 and ended on May 21 2014.
All participants were selected randomly through simple random technique. After receiving
full information about the study purposes and objectives, participants were informed that
their participation is optional and they have the right not to answer any questions. After
getting verbal approval, the researcher and the two research assistants conducted face-to-
face interviews to fill in the questionnaires. On average, each questionnaire required from

30 to 45 minutes to be completed and reviewed to make sure of no missing answers.

Data collection: qualitative part

1. In-depth interviews
The researcher conducted all the in-depth interviews and facilitated all the focus groups
discussion. The collection of qualitative data started on May 21, 2014 and ended on May
29, 2014. With regard to in-depth interviews, after receiving full information about the
study purposes and objectives, participants were informed that their participation is
optional and they have the right to refuse the participation in the study. On average, each
in-depth interview lasted from 75 to 90 minutes. The researcher has recorded the

interviews and took notes during the interview.
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2. Focus groups discussion

After getting verbal approval from the WHCs' managers, the researcher with
collaboration with the two WHCs' staff has identified cases to participate in the focus
groups. The identified cases were invited to participate in the focus groups. The
researcher assigned particular date and time for each group and asked participants to
come to the WHC at the signed time and date. The researcher invited 48 women to
participate in the six focus groups. In total, 38 women participated in the focus groups
discussions, with an average of six participants per focus group. All participants have
received full information about the study and were informed that their participation is
optional. The researcher also informed participants that they have the right to answer
the questions they want. On average, each focus group lasted about 90 minutes. The
researcher has recorded the discussion and a research assistant took notes during the
interview. All the recorder material, interviews and focus groups, were kept in a safe

place and only the researcher has access to it.

3.12 Response rate

Concerning the quantitative study, the general response rate was 89.3% (375 out of 420).

The response rate in Jabalia WHC was 90% (162 out of 180); while in Al-Bureij WHC was

88.8% (213 out of 240).

3.13 Data analysis

With regard to quantitative data, Statistical Package for Social Sciences (SPSS) version 20

was used for data analysis. The researcher has developed database for data entry. The data

analysis included data cleaning, data coding, data recording, and data computing. The

researcher conducted frequency distribution, cross tabulation, general scores, and mean
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percentages. To detect differences and assess the significant relationships among variables,
Chi-square test, spearman correlation test, and one way-ANOVA test were used at 95%

confidence interval.

With regard to qualitative data, the researcher used open coding thematic analysis method.
During the data collection, the researcher took field notes regarding the interviews and
focus groups discussions and summarized the main findings immediately after the
interviews and the focus group discussions. A research assistant was also taking notes
during the qualitative data collection. All in-depth interviews and focus groups were

recorded after getting verbal approval from participants.

Data analysis started by preparing verbatim transcription of the data, data coding,
identification of main themes, data analysis, and writing the main findings. In addition to

the main findings, the writing included interesting codes, similarities, and contradictions.
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Chapter (4)

Quantitative results

This chapter highlights the main quantitative findings of the study. It begins with a brief
description of the characteristics of study participants, and it then examines the relationship

between the variables of interest and other selected covariates.
4.1 Descriptive analysis
Socio-demographic Characteristics

The results of the study have shown obvious variations among the study participants. The
main variations are in the age, education level, marital status, working status, and monthly

income. The below table summarizes the main variations with regard to selected variables.
Women’s age

As shown in Table (4.1), the mean age of the study participants in general was 33.83 years
with (SD 2.28, range 49). Table (4.1) also revealed that 11.2% from the participants were
aged between 16 and 24 years, while 53.7% from them were aged between25 years and 35

years. And 35.1% were between 36 years and 65 years old.

The overall average of women’s years schooling was 11.86 years (SD 2.76, range 20),
about 40% of cases have completed less than 12 years of schooling and about 60% of the
cases have completed at least 12 years of schooling (Table, 4.1).

Concerning the marital status, the vast majority of cases were married (96.8%); while 3.2%
of cases were either divorced or widows, which means that the two WHCs give concern

not only to the married women, but also to the divorced and widows. It is very interesting
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to mention that none of cases were single women. With regard to employment status, at the

time of data collection, 84% of cases were not employed and only 16% were employed.

Table (4.1): Distribution of participants according to selected variables

Demographic data No. %
Women age groups
o 16 to24 years 42 11.2
e 25to 35years 202 53.9
e 36 to 65 years 131 34.9
Total 376 100

Mean = 33.83, SD =7.32, Range=49

Education level

e Less than 12 years of schooling 152 40.5
e 12 years of schooling 106 28.3
e More than 12 years of schooling 117 31.2
Total 375 100

Mean = 11.86, SD =2.76, Range=20

Marital status

e Married 363 96.8
e Divorced and widowed 12 3.2
Total 375 100
Employment status
e Unemployed 315 84.0
e Employed 60 16.0
Total 375 100
Total monthly family income
e <1000 ILS* 193 51.5
e 1001 to 2000 ILS 122 32.5
e >2000 ILS 60 16.0
Total 375 100
Median =1000, range 6,300
Family size
e <6 members 158 42.1
e 71010 members 190 50.7
e >11members 27 7.2
3
Total 75 100

Mean = 7.03 , SD= 2.59, Range= 19

*|LS stands for Israeli new shekel
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Concerning the total monthly family income, results of this study revealed that the median
of monthly income was 1000 ILS. About 52% of the cases have monthly income of less
than 1,000 ILS per month and only 16% of cases have monthly income of 2,000 ILS and

more (Table, 4.1).

As shown in Table (4.1), the average family size of the study sample was 7.03 members
with (SD 2.59, rangel19). The distribution of family size by groups revealed that (42.1%)

had < 6 members, while (50.7%) had 7 to 10 members. And (7.2%) had > 11 members.

4.2 Utilization of WHCs services and beneficiaries' perspective related the services

they received

As showed in a Table (4.2), about 80% of the participants have been utilizing WHC
services for more than 10 years and 20% of the participants have been utilizing WHC

services for 5 years or less.

Concerning the reasons of visit during the data collection, as showed in the Table (4.2),
about 37% of cases visited the two centers at the time of data collection to receive
treatment for gynecological health issues. A bout 25% of women visited the two centers to
receive antenatal care services, and 17.6% of women visited the two centers to receive
family planning services. Only 3.2% of study participants visited the two centers to receive
postnatal care services. The rest of women visited the two centers to utilize other services

such as conducting laboratory investigations.

The vast majority of study participants (98.7%) indicated that they have received the
services they were supposed to. As shown in Table (4.2), the services in the two centers
met the health needs of the women, as indicated by more than 95% of the study

participants.
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Table (4.2): General information related to the two WHCs (all participants)

ltemns Jabalia Center | Al-Buraij Center Total
No. | % No. | % No. | %
Date of first visit /year
e Before 2005 79 48.8 87 40.8 166 | 44.2
e From 2005 to 2010 50 30.9 86 40.4 136 | 36.3
e After year 2010 33 20.4 40 18.8 73 19.5
Total 162 100.0 213 100.0 375 | 100.0
Reasons of visit
* Treatmentof 66 | 407 | 73 | 343 | 130 | 371
Gynecological issues
e Antenatal care 28 17.3 67 315 95 25.3
e Family planning service 40 24.7 26 12.2 66 17.6
e Laboratory testing 19 11.7 23 10.8 42 11.1
e Medicine & nutrition
supplements 7 43 |13 6.1 20 5.4
e Postnatal care 2 1.2 10 4.7 12 3.2
e Others 0 0.0 1 0.5 1 0.3
Total 162 100.0 213 100.0 375 | 100.0
Received the needed services
e Yes 160 98.8 210 98.6 370 | 98.7
e No 2 1.2 3 1.4 5 1.3
Total 162 100.0 213 100.0 375 | 100.0
Received services met health needs
e Yes 150 92.6 207 97.2 357 | 95.2
e Tosome extent 12 7.4 6 2.8 18 4.8
Total 162 100.0 213 100.0 375 | 100.0
Perceived quality of services: higher than other centers
e Strongly agree 115 71.9 119 55.9 234 | 62.7
e Moderately agree 43 26.9 94 44.1 137 36.7
e Disagree 2 1.2 0 0.0 2 0.6
Total 160 100.0 213 100.0 373 | 100.0

Concerning the perceived quality of received services, the vast majority of women (99%)
reported higher level of satisfaction with the provided quality compared to other health

centers, as shown in Table (4.2).
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Table (4.3): Frequency distribution of waiting time and time spent with health

providers (all participants)

ltems Jabalia Center Al-Buraij Center Total
No. | % No. | % No. | %
Waiting time
° Up to 15 minutes 132 81.5 78 36.6 210 56.0
* From16to 30 27 16.7 92 432 | 110 | 317
minutes
e More than 30 minutes 3 1.9 43 20.2 46 12.3
Total 162 100.0 213 100.0 375 | 100.0

Jabalia: Mean = 13.66 minutes, SD = 11.38, Range=120
Al-Buraij: Mean = 26.41 minutes, SD =18.8, Range = 145
Total: Mean = 20.9 minutes, SD = 17.2, Range =150

Time spent with health provider
e Up to 15 minutes 123 | 759 133 | 624 256 | 68.3
e More than 15 minutes 39 | 241 80 37.6 119 | 317
Total 162 100.0 213 100.0 375 100.0

Jabalia : Mean = 14.31, SD=7.04, Range= 26
Al-Buraj : Mean = 16.80, SD=7.8, Range= 55
Total : Mean = 15.7, SD=7.6, Range= 56

The overall average of the study participants’ waiting time was 20.9 minutes (SD 17.2,
range 150). In Jabalia center, the overall average of women’s waiting time was 13.66
minutes with (SD 11.38, range 120).While, in Al-Buraij center, the overall average of
women’s waiting time was 26.41 minutes with (SD 18.81, range 145). As shown in Table
(4.3), of the total women, on one hand, about 88% of women waited up to 30 minutes to
receive the required services; on the other hand, about 12% of women waited more than 30
minutes to receive the required services. The waiting time in Al-Buraij Center was clearly

longer than in Jabalia Center.

With regard to time spent with the health provider, as shown in Table (4.3), the overall
average of time that women spent with the health provider was 15.7 minutes (SD 7.6,
range 56). In Jabalia Center, the overall average of time spent with the health provider was
14.31 (SD 7.04, Range 26) .While, in Al-Buraij Center, the overall average of time spent

with the health provider was 16.80 (SD 7.8, range 55).
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4.3 Pregnancy history and decisions on RH issues

Concerning the number of pregnancies that a woman had, the overall average of women’s
number of pregnancies was 5.4 pregnancies (SD 2.8, range 15). As shown in Table (4.4),
about 38% of cases had up to 4 pregnancies, and about 41.4% of the cases had from 5to 7
pregnancies, while 20.6% of the cases had more than seven pregnancies. With regard to the
number of children ever born to a woman, the overall average number of children ever
born to a woman was 4.7 children (SD 2.5, range 12). About 62.7% of cases had up to 5

children, and about 37.3% of the cases had more than 5 children as shown in Table (4.4).

Table (4.4): Frequency distribution of study participants by number of pregnancies

and number of children ever born to a woman

ltems Jabalia Center | Al-Bureij Center Total
No. | % No. | % No. | %
Number of pregnancies
e From 5 to 7 pregnancies 50 30.9 105 49.3 155 | 414
e Upto 4 pregnhancies 70 43.2 72 34.3 142 | 38.0
e More than 7 pregnancies 42 25.9 35 16.4 77 20.6
Total 162 | 100.0 | 212 | 1000 | 374 | 100.0

Mean = 5.4, SD=2.8, Range= 15

Number of children ever born to a woman

e Upto 5 children 102 63.0 133 62.4 235 | 62.7
e More than 5 children 60 37.0 80 37.6 140 | 37.3
Total 162 | 100.0 | 213 100.0 375 | 100.0

Mean = 4.7, SD=2.5, Range= 12

Decision making about RH issue such as contraceptive use

o Shared decision, menand | 13, | g15 | 200 | 939 | 332 | 885

women

e Sole decision, women only 16 9.9 9 4.2 25 6.7
e Sole decision, men only 12 7.4 3 1.4 15 4.0
e Others, like mothers-in-law 2 1.2 1 0.5 3 0.8
Total 162 | 100.0 | 213 100.0 | 375 | 100.0

Regarding decision-making about reproductive health issue, the majority of participants

indicated that it is a shared decision between men and women (88.5%). Additionally, 6.7%
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indicated that it is woman’s decision and only 4% of the participants stated that it is a

husband’s decision.

Current pregnancy (95 participants)

During the data collection, out of the 375 women, a total of 95 women were pregnant

(25.3%) and the rest, 279 women, were not pregnant (Figure, 4.1).

Distribution of participants according to the current
regnancy status
100 - preg y
74.7%
50 -
25.3%
. 1
Yes

Figure (4.1): Distribution of participants according to the current pregnancy status

As shown in Figure (4.1), during the data collection time, 14% of pregnant women were
pregnant in their first trimester, 46% were pregnant in second trimester, and 40% were

pregnant in the third trimester.

Distribution of currently pregnant participants by duration
of their pregnancies

50 -

30 -
14%

10 -

-10 -

weeks weeks

Figure (4.2): Distribution of currently pregnant participants by duration of their

pregnancies
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As shown in Figure (4.3), with regard to the time of utilizing antenatal care service, the

majority of pregnant women (87.3%) indicated that they have started to utilize antenatal

care services during the first trimester of their pregnancy, 12 weeks gestation or less, while

only 12.7% were following up their pregnancy after the first trimester, more than 12 weeks

of gestation.

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%

0%

Distribution of currently pregnant women by time of
antenatal care services utilization

87.30%

12.70%

|

12 weeks of gestation or less More than 12 weeks of gestation

Figure (4.3): Frequency distribution of currently pregnant women by time of

antenatal care services utilization

Current pregnancy and the last pregnancy in the past two years (161 participants)

During the data collection, a total of 161 women were pregnant either during the data

collection or were pregnant in the past 2 years. Of the total of 95 women were pregnant at

the time of data collection. The below sections explore utilization of antenatal care services

of all the cases that were pregnant during the data collection or in the past two years.
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Table (4.5): Frequency distribution of received antenatal care services by selected

components (161 participants, Jabalia 69 and Al-Bureij 92)

: Al-Bureij -
ltemns Jabalia Center Center Total

No. | % |No.| % |No.| %

Antenatal care components

Received health education about

. A T 59 85.5 91 98.9 150 | 93.2
folic acid, iron and vitamins

Received health education about

o . 62 89.9 87 946 | 149 | 925
nutrition during pregnancy

Received health education about

. 46 66.7 78 848 | 124 77
the exercises

Received health education about

) . 37 53.6 | 79 859 | 116 72
family planning

Received health education about

breast feeding 41 | 594 | 57 | 62 | 98 | 60.9

Received health education about

: 33 | 478 | 32 | 348 | 65 | 404
delivery

Visited by WHCs staff 27 39.1 | 37 40.2 64 39.8

Received health education about

30 435 27 29.3 57 35.4
neonatal care

Received health education about

. . 12 174 | 30 | 326 | 42 | 26.1
weaning practices

Knowledge about dangerous signs and symptoms during pregnancy

Vaginal bleeding 46 66.7 81 88 127 | 78.9
Abdominal pain 14 20.3 45 48.9 59 36.6
Edema 24 34.8 18 19.6 | 42 26.1
Absence of fetal movement 11 15.9 19 20.7 30 18.6

Others (Swelling, high blood
pressure, back pain, and difficulty 19 275 | 11.0 | 120 30 18.6
in breathing)

Fever 7 10.1 3 3.3 10 6.2

As shown in Table (4.5), as part of antenatal care services, a total of 64 cases (39.8%)
reported that the WHCs staff visited them at home. The majority of the participants
(93.2%) have received health education about the importance of adherence in

administering folic acid, iron, and vitamins. When it comes to health education on
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nutrition, the majority of the participants (92.5%) reported that they received education
about nutrition during the pregnancy. This education covered the importance and impact of
good nutrition on pregnant women. Additionally, as in the Table (4.5), more than two third
of study participants (77%) have received education about the importance of exercising
during pregnancy, and about 60% have received health education about importance of
breastfeeding. However, only 26.1% of the study participants have received health
education about weaning practices. With regard to delivery process and care of the
newborn, about 35% and 40% of the study participants received health education on
delivery process and care of newborn, respectively. Finally, 72% of the study participants
have received health education on family planning. This covered different areas such as
side effects, indications, and general instructions on how to use both natural and artificial

family planning methods.

Concerning the knowledge of dangerous signs and symptoms during pregnancy, pregnant
women were asked a non-prompted question about signs and symptoms of risk pregnancy.
It appears that women are fairly well informed about those symptoms as 78.9% from the
participants mentioned vaginal bleeding, 36.6% mentioned abdominal pain, 26.1%
mentioned edema, and 18.6% mentioned absence of fetus movement while 6.2% from the
participants mentioned fever as one of dangerous signs during pregnancy. It is noticed that
absence of fetal movement was mentioned by only 18.6% from the respondents, which
gives alarm that pregnant women in both two centers need more education on this issue.
Finally, 18.6% from the participants mentioned other signs and symptoms such as

swelling, high blood pressure, back pain, and difficulty in breathing.
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Table (4.6): Frequency distribution of the reported responses regarding the pre and

post natal following up visits (95 participants)

Jabalia Center | Al-Burel] Total
Items Center
No. | % | No.| % | No. | %
Number of antenatal visits
e Up to 3 visits 17 34.7 9 220 | 26 28.9
e Four visits and more 32 65.3 32 78.0 64 71.1
e Total 49 | 100.0 | 41 | 100.0 | 90 100.0
Mean = 5.8, SD=4.03, Range= 27
Did you visit and follow up in WHC
e No 32 64.0 13 31.7 | 45 49.5
e Yes 18 36.0 28 68.3 | 46 50.5
Total 50 | 100.0 | 41 | 100.0 [ 91 100.0
Time of woman's postnatal visit/days after deliver
e Up to 6 days 0 0.0 1 3.6 1 2.2
e Between7 to 40 days 9 50.0 11 39.3 | 20 43.5
o > 40 days 9 50.0 16 | 57.1 | 25 54.3
Total 18 | 100.0 | 28 | 100.0 | 46 100.0
Mean = 58.4, SD=51.0
1, Range= 266
Received postnatal home visits by WHC staff
e No 27 56.2 28 68.3 | 55 61.8
e Yes 21 43.8 13 317 | 34 38.2
Total 48 | 100.0 | 41 | 100.0 | 89 100.0
Time of WHC staff's postnatal visit/days after the delivery
e Upto 7 days 8 40.0 1 8.0 9 27.3
o Between 8 to 21 days 10 50.0 5 388 | 15 45.4
e More than 21 days 2 10.0 7 54 9 27.3
Total 20 | 100.0 | 13 | 100.0 | 33 100.0

As shown in the above Table, more than two thirds of the study participants had conducted
4 antenatal care visits or more during their past pregnancy. While, 28.9% of the study
participants had conducted 3 antenatal care visits during their past pregnancy. The overall
average of the number of antenatal care visits is 5.8 visits (SD= 4.03, Range= 27).It worth
mentioning that woman who could not pay the fees for antenatal care, is following up her
pregnancy in UNRWA clinic (free services) and conducts only one or two visits to WHC

clinic in order to insure that her pregnancy is going well.
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As shown in Table (4.6), about 50.5% from the participants reported that they visited the
WHCs for postnatal care, 45.7% from them visited WHCs during the first 40 days after
delivery, and 54.3% visited the WHCs after 40 days after delivery. The overall mean
number of days of postnatal care visit was 58.4 with (SD = 51.01, Range = 266). With
regard to post natal home visits, about 38.2% were visited by WHCs staff, 27.3% from
them were visited during the first 7 days after delivery, and 45.4% were visited by WHCs
staff during the period between 8 to 21 days. While 27.3% were visited by WHCs staff
after 21 days of delivery. The two WHCs provide post natal care during outreach programs
(home visits). The field workers team visits women after delivery and provide them with
the needed information related to breastfeeding, women's health after delivery and family
planning. At the same time, the two WHCs encourage women to visit the clinic after

delivery to make checkup and to use family planning method.

Postnatal care in the last pregnancy (91 participants)

Concerning postnatal care, about 91 women (50 from Jabalia and 41 from Al-Bureij),
responded to the questions related post natal care. As shown in Table (4.7), 33% of them
had exercises after delivery (post natal course). In regard with breast feeding, the majority
of the respondents were committed to breastfeeding (93.4%). About 66.3% of them were
committed to breastfeeding up to six months, while 33.7 % were committed to
breastfeeding for more than 6 months. However, 60.4% of the respondents received health
education about breastfeeding and family planning. The number of women who received
education related to breastfeeding and family planning was clearly higher in Al-Buraij

Center than in Jabalia Center (Table 4.7).

58



Table (4.7): Frequency distribution of the reported responses regarding selected

postnatal components (95 participants)

ltemns Jabalia Center Al-Bureij Center Total
No. | % No. | % No. | %

Received post natal exercise

e No 36 72.0 25 61.0 61.0 67.0

e Yes 14 28.0 16 39.0 30.0 33.0

Total 50 100.0 41 100.0 91 100.0
Currently breast-feeding

e No 3 6.0 3 7.3 6 6.6

e Yes 47 94.0 38 92.7 85 93.4

Total 50 100.0 41 100.0 91 100.0
Duration of exclusive breastfeeding

e Up to 6 months 32 64.0 27 69.2 59 66.3

* Morethan 6 18 | 360 | 12 | 308 |30 33.7

Months

Total 50 100 39 100 89 100
Receive health education about breastfeeding

e No 23 46.0 13 31.7 36 39.6

e Yes 27 54.0 28 68.3 55 60.4

Total 50 100.0 41 100.0 91 100.0
Receive health education about family planning

e No 30 60.0 6 14.6 36 39.6

e Yes 20 40.0 35 85.4 55 60.4

Total 50 100.0 41 100.0 91 100.0

4.4 Utilization of family planning services (all participants)

Concerning the use of family planning methods, during the data collection, about 58% of
the study participants were using family planning methods. Additionally, 36.6% of the
study participants used family planning methods in the past two years. The overall mean of

length of using family planning methods was 35.84 months (SD=30.80).
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Table (4.8): Frequency distribution of the reported responses regarding family

planning services (all married participants and not pregnant)

ltemns Jabalia Center Al-Bureij Center Total
No. | % No. | % No. | %
Currently using family planning methods
e No 58 39.5 54 44.3 112 41.6
e Yes 90 60.5 67 55.7 157 58.4
Total 148 100.0 121 100.0 | 269 100.0
Used family planning methods in the last two years (who were not use FP methods)
e NO 29 50.0 42 77.8 71 63.4
e Yes 29 50.0 12.0 22.2 41 36.6
Total 58 100.0 54.0 100.0 | 112 100.0
Who decide about using family planning method (currently FP users and during last
two years)
* Sole decision, 45 388 | 45 | 634 | 90 48.1
women only
* Sole decision, 14 121 4 56 | 18 9.6
men only
* Shared decision, 37 31.9 6 85 | 43 23.0
men and women
o Health provider 19 16.4 16 22.5 35 18.7
Total 116 100.0 71 100.0 | 187 100.0

Received education about the currently used methods (current and last two years FP

users)
e NO 33 28.4 10 14.1 43 23.0
e Yes 83 71.6 61 85.9 144 77.0
Total 116 100.0 | 71 | 100.0 | 187 100.0

In regard with the planning to have more children, about 72% of the participants were
planning to have more children, either sooner or later. While, 34% of women planned not

to have more children.

Regarding decision-making about reproductive health issue, the majority of participants
indicated that, it is a shared decision between men and women (88.5%). Additionally, 6.7%
indicated that it is woman’s decision and only 4% of participants stated that it is a

husband’s decision; statistics are not shown.

Concerning the decision of choosing family planning method, about 48.1%of the study

participants indicated that it was woman's decision, 23% indicated that it was a shared
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decision between men and women, and 9.6% indicated that it was a sole husband’s

decision. While 18.7% indicated that the decision was suggested by health provider.

As showed in Table (4.8), more than three-quarters of the participants (77%) received

education about currently family planning method and its use.

With regard to availability of family planning methods in the WHCs, the vast majority of
the participants (96.6%) reported that family planning methods were available in the

WHCs (Statistics are not shown).

As shown in Figure (4.4), Intrauterine Device (IUD) was the most commonly used
contraceptive method among the family planning users (64.9%), followed by pills (17.8%)
and male condom (11.4%). Other methods were used, including injectable hormones and
natural methods that represented (5.4%).The MoH reported that the common contraceptive
method among new beneficiaries from its clinics (38 centers) in GS during 2014 was the
Intrauterine Device (IUD) that represented 36.9% while the tablets were represented 33.2%

out of the total methods (MoH, 2015).

Distribution of current contraceptive users by type of
contraceptive method
70.0% 64.9%
60.0%
50.0%
40.0%
30.0%
17.80%
0,

20.0% 11.40%
10.0% 5.40%

0.0% .

IUD Pills Male condom Other methods

Figure (4.4): Frequently distribution of current contraceptive users by type of the

contraceptive method
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4.5 Utilization of gynecology service of the two WHCs (all participants)

As shown in Table (4.9), the majority of the participants (78.9%) had received treatment
for of gynecology issues or infertility problems in WHCs. The level of satisfaction was
very high as some of 290 cases out of 297 (97.6%) have reported that the treatment they

received was effective. The differences between the two Centers were not significant.

Table (4.9): Frequency distribution of the reported responses regarding the

utilization of gynecology service

ltems Jabalia Center | Al-Bureij Center Total
No. | % No. | % No. | %

Received treatment for gynecological issues and/or infertility problems

e No 24 14.8 55 25.8 79 | 211

e Yes 138 85.2 158 74.2 296 | 78.9

Total 162 | 100.0 | 213 100.0 | 375 | 100.0
Effectiveness of treatment

e No 3 2.2 4 2.5 7 2.4

e Yes 136 97.8 154 97.5 290 | 97.6

Total 139 | 100.0 | 158 100.0 | 297 | 100.0

Utilization of none health service of the two WHCs (all participants)

As shown in Table (4.10), the results revealed that only 27.7% of the study participants
have utilized social services of the two WHCs. This percentage reflects only the number of
women who utilized RH services in the clinics (pilot of the study) that the women who

need counseling or any none health services go directly to these departments.

Among cases that utilized social services in addition to RH services, interestingly, the
majority of them (95%) were satisfied with the provided services. In regard with the
psychological service, about 27.2% of the participants utilized psychological service of the
two WHCs. Among cases that utilized psychological services, the vast majority of them

(97%) were satisfied, while 3% of them were not.
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psychological, legal, and physiotherapy services

Table (4.10): Frequency distribution of the reported responses regarding the social,

Jabalia Center | Al-Bureij Center Total
ltems No. | % | No. | 9% |No. %

Utilized social service

e No 113 69.8 158 742 | 271 72.3

e Yes 49 30.2 55 258 | 104 27.7

Total 162 | 100.0 213 100.0 | 375 100.0
Satisfied with received social service (only cases who utilized social services)

e No 5 10.2 0 0 5 4.8

e To some extent 8 16.3 8 14.5 16 154

e Yes 36 73.5 47 85.5 83 79.8

Total 49 100 55 100 104 100.00
Utilized psychological service

e No 105 64.8 168 789 | 273 | 728

e Yes 57 35.2 45 211 | 102 | 27.2

Total 162 100.0 213 100.0 | 375 | 100.0
Satisfied with received psychological service

e No 3 5.3 0 0.0 3 3

e To some extent 6 10.5 3 6.7 9 8.8

e Yes 48 84.2 42 93.3 90 88.2

Total 57 100.0 45 100.0 | 102 | 100.0
Utilized legal service

e No 135 83.3 178 83.6 |313| 835

e Yes 27 16.7 35 16.4 62 16.5

Total 162 100.0 213 100.0 | 375 | 100.0
Satisfied with received legal service

e No 1 3.7 0 0.0 1 1.6

e Tosome extent 3 11.1 2 5.6 5 7.9

e Yes 23 85.2 34 94.4 57 90.5

Total 27 100.0 36 100.0 | 63 | 100.0
Utilized physiotherapy service

e No 78 48.1 105 493 | 183 | 4838

e Yes 84 51.9 108 50.7 | 192 | 51.2

Total 162 100.0 213 100.0 | 375 | 100.0
Satisfied with received gym/physiotherapy service

e No 2 2.4 1 0.9 3 1.6

e To some extent 3 3.6 5 4.7 8 4.2

e Yes 79 94.0 101 944 180 | 94.2

Total 84 100.0 107 100.0 | 191 | 100.0
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Concerning legal service, the results showed that 16.5% of the study participants have
utilized legal service of the two WHCs. Among cases that utilized legal service, the vast

majority of cases (98.4%) were satisfied with the provided services.

Along with the above services, the two WHCs provide women with other services such as
physiotherapy services; the results of the study revealed that 51.2% of the study
participants have utilized services from this department. As shown in Table (4.10), among
cases that utilized physiotherapy services, the vast majority of the study participants
(98.4%) were satisfied with the received service. It is worth mentioning that there were no
significant differences between the two centers with regard to rate of utilization and

satisfaction with the provided services.

Table (4.11): Availability of reproductive health services (all participants)

ltems Jabalia Center | Al-Bureij Center Total
No. | % No. | % No. | %

Want other RH services that not existing in the Center

e No 110 67.9 185 86.9 295 | 787

e Yes 52 32.1 28 13.1 80 21.3

Total 162 100.0 213 100.0 375 | 100.0
Other RH services wish to be in the Center

e Delivery department 33 63.5 17 58.6 50 61.7

e Child care 7 135 5 17.2 12 14.8

e Others 12 23 7 24.1 19 23.5

Total 52 100.0 29 100.0 81 | 100.0

Unavailability service during last six months?

e No 147 90.7 182 85.4 329 | 87.7

e Yes 15 9.3 31 14.6 46 12.3

Total 162 100.0 213 100.0 375 | 100.0

As shown in Table (4.11), more than two thirds of the study participants (78.7%) have
indicated that all RH services are available in the two WHCs. While 21.3% of the study

participants have reported that they wish if there are other services such as, delivery
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department (61.7%), child care department (14.8%), and other services (23.5%) such as:

library, department for infertility, and in vitro fertilization.

Concerning the unavailability of any RH services, the majority of the participants (87.7%)
have reported that all the services were available during the last six months. While 12.3%
reported that they sometimes returned back home without getting the service they need.
The first most reported reason for returning home (56.5%) was unavailable gynecologist,
the second reported reason (28.3%) was the lack of medicine, and too many cases in the
WHCs were the third reported reason (8.7%). Additionally, there were other reported

reasons (6.5%) such as: long waiting time and unaffordable of service.

4.6 Accessibility, affordability, and availability of reproductive health services

In this study, accessibility, affordability, and availability of selected reproductive health
services dimension included ten items (Table 4.12). As shown in Table (4.12), easy access
to WHCs has the highest mean percentage with 86%. Physical location of the two WHCs is
suitable as indicated by most women; as 83.8% of women expressed satisfaction with the
physical location of the two centers. With regard to the cost of transportation, most women
agreed that the cost of transportation is reasonable, as expressed by a high mean percentage
(84.2%). In contrary, fewer women have agreed that the fee of services is reasonable, with
a mean percentage of 77.6%. However, this mean percentage still reflects financial
affordability of the services as only 6.1% of the study cases indicated that the cost is not
affordable. Regarding the availability of health providers, most women expressed high
level satisfaction as reflected by the high mean percentage with 85.2%. Also, health
providers’ respects women’s time through high level of compliance with the centers

appointment system, this was reflected by a mean percentage of 84.6%.
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Table (4.12): Frequency distribution of the reported responses regarding the

accessibility, affordability, and availability of selected reproductive health services

Mean
Items ,\\IIZ H/C;) (Sj;csrggfelz Disagree | Uncertain | Agree Sgrgorr;gely M é an
%
Easy access of the No. 1 8 2 232 132 4.30
WHCs % 0.3 2.1 0.5 61.9 35.2 86.0
Physical location of No. 1 20 9 223 122 4.19
LS BEIEIE % 0.3 5.3 24 | 595 325 | 838
Cost of transportation No. 1 S 24 231 114 4.21
is reasonable % 0.3 1.3 6.4 61.6 30.4 84.2
Fee for service is No. 0 23 94 162 96 3.88
reasonable % 0.0 6.1 251 | 432 | 256 | 776
Health providers are No. 1 1 11 248 114 4.26
ilable in th
e e twe % 03 | 03 29 |661| 304 | 852
Health providers No. 1 1 23 236 114 4,23
h
o tment systern % 03 | 03 6.1 | 629 | 304 | 846
Waiting time is No. 0 5 12 253 105 4.22
suitable % 0.0 1.3 3.2 67.5 28.0 84.4
Working hours & days No. 2 8 22 238 105 4.16
are suitable % 0.5 2.1 5.9 63.5 28.0 83.2
Medicine is available No. 0 52 188 86 49 3.35
all the time % 0.0 13.9 50.1 22.9 13.1 67.0
Folic acid & vitamins No. 1 7 116 196 55 3.79
are available all the

time % 0.3 1.9 30.9 52.3 14.7 75.8

Jabalia Mean = 87.36, SD = 8.77

0 Al-Bureij Mean =76.48 , SD = 4.80

Total Mean % Total Mean = 81.18, SD = 8.68

Also, Table (4.12) showed that about two-thirds of women agreed that drugs are always
available at the two centers and that Folic acid & vitamins are also available all the time.
The mean percentages were 67% and 75.8%, respectively. Finally, most women agreed
that the waiting time is reasonable and that the centers’ working hours and days are

suitable. The mean percentages were 84.4% and 83.2%, respectively. The overall mean
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percentage of accessibility, affordability, and availability of selected reproductive health

services was 81.18 (SD= 8.68).

4.7 Infrastructure and equipment of the two WHCs

To assess the suitability of infrastructure and equipment of the two WHCs from study

participants’ perspectives, the researcher proposed ten items, as in Table (4.13).

With regard to WHCs physical buildings and space, as shown in Table (4.13), more than
two thirds of participants agreed that the physical space is suitable, with a mean percentage
of 71%. Among the assessed items, the researcher examined whether the clinic space is
suitable and whether the examination room has enough space; most participants expressed
satisfaction with the two items with a mean percentage of 74.4% and 81%, respectively.
Also, the researcher examined the availability of medical bed in the examination room and
the adequacy of the light, most study participant expressed higher level of satisfaction as

the mean percentages were 84% and 86%, respectively.

Regarding the availability of entertainment materials in the waiting area such as books and
TV, the mean percentage was 79.8%. Additional items that were assessed were availability
of electricity and availability of clean water for drinking. Most participants expressed high
level of satisfaction with the availability of clean water and electricity as reflected by high

mean percentages, 86.2% and 84.4%, respectively (Table, 4.13).

Finally, with regard to the cleanliness of the two centers and the cleanliness of the toilets,
the mean percentages were the highest among the other items, with 88.8% and 88.4%,
respectively. To sum, the overall mean percentage for infrastructure and equipment of the

two centers was 83.4% (Table, 4.13).

67



Table (4.13): Frequency distribution of the reported responses regarding the

infrastructure and equipment

WHC physical No. 6 78 28 230 33 3.55
buildings and space
il SVl i e % 16 20.8 75 613 | 88 | 710
services

No.
WHC clinic space is 5 52 28 248 42 3.72
suitable to the services

% 1.3 13.9 75 66.1 11.2 74.4

No.

L 2 20 8 271 74 4.05

Examination rooms
have enough space

% 0.5 5.3 2.1 72.3 19.7 81.0

: : No.

There is adequate light
in the examination 0 4 7 213 91 4.20
rooms

% 0.0 1.1 1.9 72.8 24.3 84.0
There are bed for No. 0 1 3 254 117 4.30
medical examination in
the examination rooms % 00 03 08 677 312 860
There is an _ No. 1 22 31 246 75 3.99
entertainment material
in the waiting room % 0.3 5.9 8.3 65.6 20.0 79.8
E|ectricity is always No. 0 1 8 238 128 4.31
available % 0.0 0.3 21 63.5 34.1 86.2
Clean water for No. 1 2 29 216 127 4.24
g\r,g‘lll‘;g?e's E % 0.3 0.5 7.7 576 | 339 | 848
Toilets are clean No. 0 0 11 197 167 4.42

% 0.0 0.0 2.9 52.5 445 88.4
The centers are always No. 0 3 3 237 132 4.43
clean % 0.0 0.0 0.5 55.5 44.0 88.6

Jabalia Mean = 85.89, SD=9.21
Al-Bureij Mean = 81.62, SD = 4.43
Total Mean %
Total Mean = 83.47, SD =7.23
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4.8 Skills and competency of the health providers

To assess providers’ skills and competency, the researcher included seven items as in

Table (4.14). Results showed that the highest mean percentages were for the two items

that directly related to provider's knowledge, information and skills to understand and to

deal with women health condition and concerns. The mean percentages were 87.4%, and

87.2%, respectively.

Table (4.14): Frequency distribution of the reported responses regarding skills and

competency of the health providers

Strongl Strongl Mean
Items Two WHCs disa rgez Disagree | Uncertain Agree 3 regey /
: = Mean%
Health provider makes No. 0 1 7 227 140 4.35
necessary procedures to
diagnose my health status % 0.0 0.3 1.9 60.5 37.3 87.0
Health provider prescribes No. 0 1 3 236 135 4.35
treatment and instruct me % 0.0 0.3 0.8 62.9 36.0 87.0
about my health
Health provider involves No. 2 4 6 242 121 4.27
you in your treatment
Health provider gives No. 0 3 2 246 124 4.31
another appointment if it
is needed % 0.0 0.8 0.5 65.6 33.1 86.2
In case of non-available No. 3 26 85 169 92 3.86
service, health provider
refers client to other % 0.8 6.9 22.7 45.1 24.5 77.2
medical centers
Health provider has No. 0 2 7 218 148 4.37
sufficient knowledge
&information to
0
understand your health & 0.0 0.5 1.9 58.1 395 874
condition
Health provider has No. 0 4 8 212 151 4.36
suff|C|ent.sk|IIs qualify him % 0.0 11 51 56.5 403 872
to deal with your cases
Jabalia Mean = 89.47, SD=10.42
Total Mean % Al-Bureij Mean = 82.13, SD=6.68
Total Mean = 85.30, SD=19.24
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With regard to the providers’ ability to prescribe treatment and educate women about the
prescribed drugs, most women have expressed high level of satisfaction as manifest by
high mean percentage (87%). Interestingly, women also expressed that providers involve
them in their treatment plan. The mean percentage of involving clients in the treatment
plan was 85.4%. Finally, most women expressed satisfaction with giving them another
appointment if there is a need to. This was evident by the high mean percentage (86.2%) as

shown in Table (4.14).

The lowest mean percentage was related to transferring the cases to other medical centers
in case of non- availability of the required service. The mean percentage was 77.2%. To
conclude, the overall mean percentage of skills and competency of the health providers

was 85.30 (SD= 9.24).

4.9 Communication

Communication dimension included seven items, as shown in Table (4.15). The mean
percentage of satisfaction with providers’ giving clients’ opportunity to express their health

issues was high; with a mean percentage of 89.6%.

As shown in Table (4.15), majority of study participants agreed that providers explain their
health issues in an easy clear way and that providers make sure that clients understood all
the given information. The mean percentages were 88.8% and 87.8%, respectively. With
regard to the interaction between clients and providers, most women agreed that health
providers ask questions in professional way and listen thoughtfully to their complaints. The

mean percentages were 89.4% and 87.4%, respectively.
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Table (4.15): Frequency distribution of the reported responses regarding

communication

Mean
Items e S'_[rongly Disagree Uncertain | Agree Sty /
WHCs disagree agree
Mean %

Health provider No. 5 65 90 145 70 3.56
introduces herself
before providing % 1.3 17.3 24.0 38.7 18.7 71.2
services
Health provider No. 0 5 7 230 133 431
gﬂfeosggf]:‘l’m;” N o 0.0 13 1.9 61.3 355 86.2
Health provider listens | No. 0 1 5 225 144 4.37
Emgratf:t"y towomen | o 0.0 0.3 13 60.0 38.4 87.4
Health provider asks No. 1 3 3 179 189 4.47
g;’gf;'szrsn'; way % 0.3 0.8 0.8 47.7 50.4 89.4
Health provider gives | No. 2 1 5 175 191 4.48
women opportunity to
explain their health 0.5 0.3 1.3 46.8 51.1 89.6
issue %
Health provider No. 0 1 2 203 169 4.44
fs’;ﬂljs":z ‘2’2:‘;2;‘3:3"“ % 0.0 0.3 0.5 541 | 451 88.8
Health provider makes | No. 0 2 5 213 155 4.39
sure that women
understood all % 0.0 0.5 1.3 56.8 41.3 87.8
information

Jabalia Mean = 89.74,SD=9.99
Total Mean % Al-Bureij Mean = 84.11,SD= 6.59

Total Mean = 86.55,SD= 8.68

The lowest mean percentage in the communication dimension was related to provider

introducing herself to the clients.

The mean percentage was 71.2%. However, most

women agreed that health providers welcome them in a professional way. This was

manifest by the high mean percentage (86.2%). The overall mean percentage for

communication dimension was 86.55 (SD= 8.68).

4.10 Providers’ respect of privacy, confidentiality and dignity

As shown in Table (4.16), the vast majority of the participants feel confident in dealing

with health providers; this was manifest with the mean percentage (89.8%). Consistently,
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the majority of the study participants indicated that the providers pay attention to their

complaints and concerns. This was evident from the high mean percentage (89.2%). Most

women indicated that providers treat cases equally without regard to any discriminatory

factors. This was apparent from the mean percentage which was 85.2%. Finally, most of

the study participants have indicated that providers respect their privacy during service

delivery and maintain the confidentiality of their information. The mean percentages of

maintaining privacy and confidentiality in the two WHCs ,from beneficiaries perception,

was 87.6% .

Table (4.16): Frequency distribution of the reported responses regarding providers’

respect of privacy, confidentiality and dignity

Mean
Two Strongly . Uncertali Strongly /
Iz WHCs disagree DIEEE n EJTEE agree Mean
%
Feeling confident in No. 1 1 1 181 191 4.49
dealing with service
providers % 0.3 0.3 0.3 48.3 50.9 89.8
Service provider gives No. 0 1 3 193 178 4.46
attention to what client
complaints and concerns % 0.0 0.3 0.8 51.5 475 89.2
R ) ) No. 0 1 25 197 152 4.33
Confidentiality of client's is
maintained
% 0.0 0.3 6.7 52.5 40.5 86.6
Health provider treats cases No. 2 1 25 216 131 4.26
equally % 0.5 0.3 6.7 57.6 34.9 85.2
Privacy during service No. 1 3 2 216 153 4.38
delivery is maintained % 0.3 0.8 05 | 576 | 408 | 876
Jabalia Mean =90.76, SD=10.16
Total Mean % Al-Bureij Mean = 85.36, SD=7.44
Total Mean = 87.68, SD =9.08
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4.11 Factors that encourage women to utilize services from WHCs

The researcher asked the study participants a non-prompted question about the factors that
may encourage other women to utilize services from the two WHCs, results showed that
the main factors, from participants perspectives, were the availability of female staff, as
expressed by 49.9 % of participants, physical accessibility of the two WHCs, as mentioned
by45.3% of participants, and respectful and caring staff which was expressed by 41.6% of

participants.

Table (4.17): Frequency distribution of the reported factors encouraging women to

utilize services from WHCs

ltems Jabalia Center A(I:'Enl:;?” Total
No. | % No. | % No. | %

Physical accessibility of the two centers-distance to home

e No 120 74.1 85 39.9 205 54.7

e Yes 42 25.9 128 60.1 170 | 45.3

Total 162 | 100.0 | 213 | 100.0 | 375 | 100.0
Skills and experience of staff

e No 123 75.9 106 | 49.8 229 61.1

e Yes 39 24.1 107 50.2 146 38.9

Total 162 | 100.0 | 213 | 100.0 | 375 | 100.0
Affordability of services, low cost

e No 114 70.4 126 59.2 240 64

o Yes 48 29.6 87 40.8 135 36

Total 162 | 100.0 | 213 | 100.0 | 375 | 100.0
Respectful and caring staff

e No 98 60.5 121 56.8 219 58.4

o Yes 64 39.5 92 43.2 156 | 41.6

Total 162 | 100.0 | 213 | 100.0 | 375 | 100.0
Availability of female staff

e No 97 59.9 91 42.7 188 50.1

e Yes 65 40.1 122 57.3 187 | 49.9

Total 162 | 100.0 | 213 | 100.0 | 375 | 100.0
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Other factors were the staff skills and experience in their areas of expertise which was
expressed by 38.9% of participants, and the financial affordability of the services which

was reported by 36% of participants.

4.12 Obstacles that may hinder women from utilizing WHCs services

The researcher asked the participants about the obstacles that may hinder other women
from utilizing services from the two WHCs (non- prompted question), the results showed
that the main factors, from participants point of view, were the fee of the services in the

two WHCs, this view was expressed by 59.3% of the study participants.

Table (4.18): Frequency distribution of the reported barriers of utilization of the two

WHCs services

ltems Jabalia Center Aé;l:;” Total
No. | % No. | % No. | %
Farness of the Center
e NO 114 75.0 73.0 35.1 187 51.9
e Yes 38 25.0 135 64.9 173 48.1
Total 152 | 100.0 | 208 | 100.0 | 360 | 100.0
Fee of the services
e No 83 55.0 63 30.3 146 40.7
e Yes 68 45.0 145 69.7 213 59.3
Total 151 | 100.0 | 208 | 100.0 | 359 | 100.0
Family obligations
e NoO 121 80.1 135 64.6 256 71.1
e Yes 30 19.9 74 35.4 104 28.9
Total 151 | 100.0 | 209 | 100.0 | 360 | 100.0

Physical inaccessibility of the two WHCs as the two centers might be far away from
woman’s home; this was expressed by 48.1% of study participants. Finally, social factors
and family obligations was also reported as a factor that may prevent other women from
utilizing the services of the two center, this factor was mentioned by 28.9% of study

participants.
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4.13 Women satisfaction with the provided services

The researcher assessed the satisfaction of the provided services through ten items, as

shown in Table (4.19).

The overall satisfaction of the provided reproductive health

services was high as expressed by the study participants. The mean percentage of overall

satisfaction with the provided reproductive health services was 87.7%.

Table (4.19): Frequency distribution of the reported responses regarding to

satisfaction

Absolutel To some Ver Mean
Items Two WHCs L 4 Unsatisfied Satisfied X y /
unsatisfied extant satisfied
Mean %
Are you satisfied with the No. 0 0 6 229 140 4.3
how the provider
e Ce IR A el % 0.0 0.0 16 61.1 373 87.2
Are you satisfied with the No. 0 1 5 222 147 4.37
'y‘;’l‘:" the provider dealt with % 03 0.0 13 59.2 39.2 87.4
Are you satisfied with No. 0 0 21 218 136 4.31
quality of the provided % 0.0 0.0 5.6 58.1 36.3 86.2
services
Are you satisfied with the No. 3 9 104 151 108 3.94
price of the provided % 0.8 2.4 27.7 40.3 28.8 78.8
services
Appropriateness No. 0 1 4 222 148 4.38
Satisfied with the service
received. % 0.0 0.3 1.1 59.2 395 87.6
Are you satisfied with the No. 0 1 11 236 126 4.30
effectiveness of the % 0.0 0.3 2.9 63.1 337 86.0
provided services
Are you satisfied with No. 0 7 33 234 101 4.14
available equipment at the % 0.0 1.9 8.8 62.4 26.9 82.8
center
Are you satisfied with the No. 0 0 4 145 226 4.59
cleanliness of the center % 0.0 0.0 1.1 38.7 60.3 91.8
General satisfaction with No. 0 0 13 204 158 4.39
provided RH services % 0.0 0.0 3.5 54.4 42.1 87.8
T Jabalia Mean = 90.43, SD=8.93
° Al-Bureij Mean = 82.80, SD= 6.00
Total Mean = 86.00, SD=8.34
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From women’s perspective, as shown in Table (4.19), the providers were responsive to
their need; the majority of the study participants have expressed satisfaction with how the
providers responded to their needs. The mean percentage of satisfaction with providers’
responsiveness to clients' needs was 87%. Mean percentage of satisfaction with the quality
of the provided services was 86.2% and with the effectiveness of the provided services was
86%. Additionally, the mean percentage of satisfaction with the appropriateness of the

provided services was also 86%.

More than two-third of women have expressed satisfaction with the available equipment at
the two centers, with mean percentage of 82.8%. Finally, the lowest mean percentage was

participants’ satisfaction with the service cost, as it was 78.8%.

With regard to non-health needs, from women viewpoint, the highest mean percentage
(91.8%) was reported for the satisfaction of the cleanliness of the two WHC centers.
Additionally, most women expressed high level of satisfaction with the way that the
provider treated them; as the mean percentage was 87.4%. This high percentage reflects good
relationship between women and the providers. The overall satisfaction of the provided
services was relatively high as perceived by the study participants. The overall mean

percentage of the satisfaction dimension was 86% (SD= 8.34).

4.14 Effect of WHCs services on women health and well-being

The researcher helped women to evaluate their health status by asking them a set of
questions; the results (Table 4.20) showed that the vast majority (99.2%) of the participants
valuated their current health status as either good or very good. Only 3 women perceived
their current health status as bad. Regarding women’s general health status in comparison

with the last year, about 41 % from the participants said that their current health status is as

76



the last year and about 38 % said that it is better than the last year. While 21.3% said that

their health status now is worse than the last year.

Table (4.20): Distribution of responses regarding women's health status

. Al-Bureij
ltems Jabalia Center Center

No. | % No. | % No. | %

Total

Current health status for women from their perspectives

e Bad 1 0.6 2 0.9 3 0.8

e Good 62 38.3 106 | 49.8 168 | 44.8

e Very good 99 61.1 105 49.3 204 54.4
Total 162 | 100.0 | 213 | 100.0 | 375 | 100.0
Current health status in comparison with the last year

o \Worse 14 8.6 66 31 80 21.3

e The same 39 24.1 115 54 154 | 41.1

o Better 109 | 67.3 32 15 141 | 376
Total 162 | 100.0 | 213 | 100.0 | 375 | 100.0
The provided services in the Center improved women's health status

e No 10 6.2 1 0.5 11 2.9

o Yes 152 | 938 | 212 | 995 | 364 | 97.1
Total 162 | 100.0 | 213 | 100.0 | 375 | 100.0

Patterns of health improvements

e Health improvement & 123 80.9 203 95.8 326 89.6
treatment

* Health &body 37 | 243 | 88 | 415 | 125 | 343
Improvement
* Well-being 37 | 243 | 63 | 2907 | 100 | 275
improvements

e Behavior improvements 6 3.9 55 25.9 61 16.8

e Other improvements 0 0.0 4 1.9 4 11

The vast majority of the participants (97.1%) reported that the provided services in the two
centers have improved their health status and only 2.9% of women indicated that the
provided services did not improve their health status. The main sources of improvement
from women perspective were the availability of medical treatment health education. Other

women indicated improvements in their well-being through adoption of healthy behavior.
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Responding to the hypothetical question if the two Centers were closed, what is the impact
will be on your health. The table below shows the responses that were mentioned by the

study participants.

Table (4.21): Effects of closing the two centers on women’s health

Jabalia Center Al-Buraj

Items Center Total

No. | % No. | % No. | %

Effects of closing the two WHCs on women's health

¢ No significant impact 45 27.8 9 4.2 54 14.4

e Health status will be
negatively impacted, mild 54 33.3 71 33.3 125 33.3

impact
e Health status will be
negatively impacted, 36 22.2 83 39 119 31.7

moderate and sever impact

e Women will face
difficulties in finding other | 27 16.7 50 23.5 77 20.6
providers

Total 162 | 100.0 | 213 | 100.0 | 375 | 100.0

As shown in Table (4.21), from women's perspective, about one-third of women indicated
that their health will be negatively affected; however, the impact will be mild. Of the total
participants, about 32% of women indicated that their health status will be getting worse as
their health will be moderately and severely affected. Some women indicated that the
closure of the two centers will have significant negative impact on their psychological
well-being. Finally, about 15% of women indicated that the closure of the two centers will
not have significant impact on their health as they will find other providers. In contrast,
more than 20% of the study participants reported that it will be difficult for them to find

other providers who can deliver the same services.
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Inferential analysis

As a reminder, the researcher has used SPSS version 20 to analyses the data. The below
sections show inferential statistics that were conducted. The researcher has run different

statistical tests, namely One-Way ANOVA, Person Correlation, and Chi-square test.

4.15 Differences in satisfaction with the provided services

As shown in Table (4.22), the researcher have examined the relationship between
satisfaction and other independent factors, namely age, level of education, and total family
income. As shown in Table (4.22), there was a statistically significant relationship between
women’s age and satisfaction with the provided services (F= 4.6, p= .01). Post hoc
comparisons using the Scheffe test was done to detect differences among age groups. The
post hoc test revealed that women aged between 25 and 35years have higher level of
satisfaction than women aged less than 25 years old or older than 35 years old, with (Mean

= 2.57, P =.02). Statistics are not shown.

Table (4.22): Differences in beneficiaries' satisfaction by selected variables

Variables Items No. Mean SD F Sig.
16 to 24 years 27 86.29 10.40
Age groups 25 to 35years 217 84.99 7.79 3984 | 0019
36-65 years 131 87.57 8.56
Total 375 85.98 8.34

Less than 12 years of 152 86.11 8.33

schooling
Women level of | 12 years of schoolin 106 86.42 8.19
education Mo):e than 12 years gf 0.404 | 0.668
. 117 85.44 8.53
schooling
Total 375 85.99 8.34
Total family
income Up to 1000 NIS 193 85.09 7.85 2.338 | 0.098
From 1001 -2000 NIS 122 86.90 8.85
More than 2000 NIS 60 87.03 8.63
Total 375 85.99 8.34

*Significant at 0.05
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The analysis of variance showed no statistically significant difference in the satisfaction
level and women’s level of education and total family income (F = 4, p = .66 for level

education and F = 2.3, p = .09 for total family income).

Table (4.23): Relationship between beneficiaries' satisfaction and both waiting time

and time spent with health provider

Person Correlation Sig.
Variables N
R P-value
Tot_a_l of gatlsfactlon and 375 -0.119" 0.021*
waiting time
Total of satisfaction and time
spent with health provider 375 0.043 0.402

*Significant at 0.05

The above Table (4.23) showed that there was a negative mild relationship between
satisfaction of women and the waiting time in the two WHCs. This relationship was
statistically significant (R= -.11, p = 0.02). One can imply that less waiting time is
associated with higher level women’s satisfaction. While there was no relationship
between satisfaction of women and the time spent with health provider in the two WHCs

(R = .04, p = 0.40).
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Chapter (5)

Qualitative findings

This chapter presents results from six focus group discussions and nine in-depth
interviews. All focus groups were assembled of Palestinian women. In total, thirty eight
women participated in the focus groups; all of them have utilized RH services, legal
services, and physiotherapy services. Participants of in-depth interviews involved two
senior managers, four specialists from WHC in Jabalia and three specialists from WHC in

Al- Bureij.
The focus groups and in-depth interviews aimed to address the following study questions:

1. How do the beneficiaries perceive the RH services they receive? And to what
extent these services are responsive to their needs?

2. What about the accessibility, affordability and availability of the provided services,
infrastructure and equipment of the clinics, skills and competency of health
providers.

3. What about the communication between health providers and the beneficiaries.
And to what extent the providers maintain and respect the privacy, confidentiality

and dignity, according to the beneficiaries' perception?
4. What are the main factors that encourage women to utilize RH services?

5. What are the obstacles that may hinder women from utilizing WHCs services?
6. Do guide lines and protocols exist in the two WHCs?

7. What is the effect of these services on women's health status and well-being?
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The data presented in this chapter are based on the participants’ expressed opinions and
perceptions and the results are presented according to the main themes that emerged from
both the focus groups’ discussions and the in-depth interviews. This chapter begins with
descriptive demographic characteristic of participants; the rest of the chapter presents
analysis from the discussions with participants, both women and service providers who
participated in the focus groups and in-depth interviews. Quotations from participants are

included throughout this chapter; those quotations are presented in italics style.

5.1 Demographic information on participants

Thirty-eight women participated in the six focus group discussions. The average age of
participants in the focus groups was 44 years (range from 20 to 65 years) with average 12
years of schooling (range from 5 to 18 years). With regard to marital status, the groups
were composited of single, married, divorced, and widowed women. Some of nine health
providers participated in the in-depth interviews. Their professions are nursing, medical
doctors, social workers, and psychologists. All participants have been working for long

time period, at least couple of years.
5.2 Themes

5.2.1 Factors that encourage women to utilize services from WHCs

Along with the reproductive health services, the two WHCs provide a comprehensive
package of services that include psychosocial, legal, and physiotherapy services. From
women’s perspectives, generally, most participants of focus group discussions indicated
that the main motivating factors for utilizing WHCs services are: (1) providers’ respectful
and friendly treatment, (2) good quality care provided by providers, (3) receiving

information that is relevant to their needs, (4) accessibility of services, (5) the quality of
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interpersonal communication between clients and health-care providers, and (6) the high

level of responsiveness to non-health needs such as cleanness of the centers.

It is very interesting to note that women greatly valued the interpersonal communication
with their providers; one participant put it this way, “Warm welcoming remarks and
smiling faces encourage us to come here always”, (52 years old, RH user). Another
participant stated, “When we come here; we feel psychologically comfortable. Indeed,
specialists deal with us as if we are sisters or friends”, (39 years old, RH user). The above
motivating factors were expressed by most participants of the focus groups discussions.
Regardless the utilized services in the two Centers, there were no differences among

participants across the two Centers.

Other motivating factors include respecting clients’ privacy during counseling sessions,
examination, and procedures; and the competency of service providers. It is very
interesting to mention that participants of the focus groups discussions judged the technical
competencies of the providers by whether they meet their needs and solve their problems.
One woman stated, “The team is always available to hear us, they do their best to solve

our problems”, (55 years old, RH and legal services user).

From provider’s perspectives, in-depth interviews with service providers revealed that the
competency and experience of the centers' staff, the good reputation of the centers, the sole
availability of the female staff, and availability of different services at each Center are the
main factors that encourage women to utilize the services. Service providers of the two
Centers consistently mentioned the above motivating factors, and there were no differences
between the two Centers. A social worker stated, “In addition to our experience in women
issues and our commitment to work, the center has a good reputation. From my point view,

these are the main motivating factors”. One of the centers’ senior staff stated, "The sole
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availability of female staff, and their understanding to women issues are the main factors
that motivate women to come to our centres; we always look for solutions to solve
women’s problems”.Consistently, few participants of the focus groups discussions also
mentioned the sole availability of female staff as a motivating factor from their point of

view.

Finally, most of participants perceived offering integrated and comprehensive services as a
main motivating factor to utilizing services in both centers. It was not surprising that all
participants, focus groups and in-depth interviews, stated that offering comprehensive
services is one of the main motivating factors for utilizing services. One woman stated,
“We benefit from psychosocial and legal counseling services; there is also RH clinic and
physiotherapy department in the center”, (52 years old, RH user). The availability of legal
services within the centers encourages some participants to seek services. Unsurprisingly,
the participants of focus groups believed that the availability of legal services enhances
women’s autonomy and advocates their rights. One woman stated, “With the presence of a
lawyer here, we do not need to make big effort to get part of our rights”, (37 years old,
legal services user).This view was consistent with what service providers mentioned, a
social worker stated, “WHC provides a pregnant woman with antenatal care; if she needs
legal services, then | refer her to a lawyer. At the same time, a woman could receive
psychosocial support. Also, we provide comprehensive reproductive services that include

prenatal care, ultrasound examination, and treatment of gynecological problems”.

5.2.2 Obstacles that may hinder women from utilizing WHCs services

Most participants in the six groups mentioned that the main reasons that may hinder

women's utilizing services from the two WHCs are: (1) women's social responsibilities and
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busy schedules, (2) unaffordability of services, (3) work schedule of the two Centers, and

(4) inaccessibility of the two Centers to physically disabled women.

Among the above barriers, women's social responsibilities and busy schedules were
mentioned as the commonest barriers. The main barriers were expressed consistently by

the health providers.

Although most of the WHCs services are either provided free of charge or with nominal
fees, as expected, unaffordability was also mentioned as a substantial barrier that could
prevent poor women from utilizing the two Centers’ services. Unaffordability includes

women inability of paying the fee of services and transportation cost.

It is very important to mention that the two Centers have in place a financial exemption
mechanism. Health provider may refer any poor women to the Social Workers. The Social

Workers assess cases individually and then provide exemption, if there is a need.

Participants reported that employed / working women do not come to the two Centers
regularly. This view was expressed consistently by women in the six focus groups and
health providers. The main reason is the working hours of the two centers as the two
Centers work only one morning shift. Finally, limited accessibility of the two Centers to
physically disabled women was mentioned by some participants in the focus groups. The

two centers are not designed to be used by women with physically disabilities people.

Availability of other providers who deliver same services was also mentioned as a factor
that might discourage some women from utilizing RH services from the two Centers, in
particular the presence of UNRWA health care centers that provide all MCH services free

of charge for all refugee women.
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5.2.3 Skills and competency of the health providers

From in-depth interviews with health providers, it was evident that the management of the
two Centers support capacity buildings of employees through continuous training and in-
services training programs. In-depth interviews with participants revealed that the impact
of the previously conducted training programs was enormous as it improved the
performance of the team. One senior Manager put it this way,” In addition to the
specialized trainings, staff had also administrative and other technical trainings that

contributed to improving the work quality”.

5.2.4 Communication

With regard to communication between clients and healthcare providers, results of focus
groups and in-depth interviews with two senior managers reflected good relationship and
reciprocal respect between beneficiaries and the health providers. Most participants of
focus groups expressed high level of satisfaction with the communication and interaction
with the health providers; this was previously mentioned as one of the main motivating

factors that encourage women to utilize services.

It is worth mentioning that all participants of focus group discussions expressed a high
level of satisfaction with the received psychosocial, legal, and physiotherapy services.
Most of them evaluated their satisfaction related the received services to be between (95-
100%). They attributed their high satisfaction to the great benefit that gained from the

department. They were also very satisfied with the education that they received.

5.2.5 Quality of provided RH services

Providing high quality services as a goal was expressed by all interviewed staff. Health

care providers at the two Centers are constantly striving to improve quality and efficiency
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of the provided services. The above was expressed constantly by the participants of in-
depth interviews, regardless the nature of their professions. From managerial point view,
according to the two Senior Managers, there is a quality monitoring system in place. The
system involves documenting and reporting work achievements and progress according to
the pre-determined work objectives and outcomes. Furthermore, conducting evaluation
studies and assessment reports as requested by donors is a common behavior in the two
Centers. One senior Manager put it this way, “There is a following up committee in the
Center, and | have my own monitoring and evaluation sheet that | complete every three
months according to donor's request. Part of this monitoring and evaluation sheet is on

financial monitoring”.

5.2.6 Clients' involvement and providers’ responsiveness

To provide high-quality care, providers must understand and respect their clients' needs,
attitudes, and concerns. In-depth interviews with health providers revealed that clients’
needs and concerns are taking into account in every aspect of the provided services.
Furthermore, the two senior managers reported that they involve women in the conducting
needs assessment and in the decision-making process, in particular when it comes to new
services to the provided package. One senior Manager put it this way, “Women participate
in decision making. In the past years, participation of women in decision making was given
high priority and indeed it was very important to do so. The idea of establishment "Man
Intervention Unit", came for a women who said once,” the Center gives us awareneSS and
education, and provide us with good services: where is the other partner?” Her point was

taken into action as we established the Man Intervention Unit”.

With regard to responsiveness to women’s health needs, there was a consistent view

among participants of the focus groups and in-depth interviews that the WHC policies,
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programs, and interventions are responsive to women’s health needs. From providers’
point of view, the available services at the two Centers response to about 90% of women’s
needs. With regard to the other 10% of needs, the two Centers have referral system in place

as they refer cases for other organizations.

5.2.7 Current policies and guidelines

In-depth interviews with health providers revealed that there are existing protocols and
guidelines in the two Centers. More importantly, the guidelines are accessible to all the
staff and are under continuous revisions and modifications. Most of the interviewed staff
admitted that they have received training on how to use the protocols and have seen hard
copies of the protocols. During the data collection, the researcher saw copies of the

currently used protocols.

In regard with the internal polices, the two senior managers reported that their centers
committed to their internal policies. For example, RCA has its human resources policy and
financial and administrative guidelines. Also, CFTA has the same polices in place. In the

two Centers, there are hard copies of all policies and regulations.

Both two WHCs have procedures for staff safety and protection, one senior manager
stated: "All the workers in the two WHCs received training on infection prevention and
control; there is also a protocol on infection prevention and control”. Interestingly, the
interviewed staff indicated that there is a mechanism for medical waste disposal; this
mechanism protects the team and the environment from spreading hazardous medical

waste, including used needles and drug containers.
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5.2.8 Effect of WHCs services on women health and well-being

Despite all the surrounding variables such as deteriorated economic conditions, frequent
wars, and poverty, according to service providers, WHCs services have positively affected
women’s health and improved their overall well-being. Giving the complexity of
measuring this impact, the researcher asked women directly to describe how the provided
services affected their health status and well-being. Very interestingly, most participants
stated that the provided services have improved their physical health, improved their
psychological status, strengthen their personalities, improving the physical look and
fitness, and reducing their level of daily stress. Unexpectedly, women emphasized the
positive impact of the other non- health services. One participant stated, “l was suffering
from the problems of violence at home. The Social worker at the Center taught me how to
control myself and how to avoid these problems. This improved my psychological status,
now, I am calmer and know how to deal with the problems and how to control myself”. (50

years old, RH & psychosocial services user)

Also, WHCs services have increased women awareness of their rights and duties. A
participant stated, “My husband used to humiliate me, physical abusing me, kicking me out
of my house; nobody was able to help me. | was admitted to hospitals several times as |
am diabetic and hypertensive patient. | asked for help from the Lawyer at this Center; she
helped me to file a cause against my husband at the court. The court protected me from my

abusing husband”. (52 years old, RH and legal services user)

Additionally, participants of the focus groups underlined how the education programs at
the two centers have improved the level of their knowledge, changed their behavior, and
improved their well-being. One of participants women stated: “In previous, | was not able

to talk with other people, after awareness and education that received in WHC; | became
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able to express myself and my views”. (35 years old, RH and psychosocial services user)
Other woman stated: “When | feel stress, | do the relaxation exercise that we learnt here”.

(37 years old, RH and psychosocial services user)

Consistently, those effects of WHCs services on women's health and well-being were
mentioned by most of the service providers. In terms of health behaviors changes, service
providers mentioned that women's behaviors have been changed, they reported that women
now give more attention to their health. Among the provided services, the two Centers
offer preventive and early detecting services for breast cancer and sexuality transmitted
diseases. There is a good use of the above services; this view was expressed by several
health providers. Also, according to health providers, women’s awareness on anemia

prevention and treatment has increased.

Finally, in-depth interviews with psychosocial specialists and two senior managers
revealed that women's communication skills have been improved. Consistently,
participants of focus groups reported positive changes in their communication skills; in
particular with their family members. Additionally, women clearly expressed that they
learned how to deal with their children and how to build a strong relationship with them. A
participant woman put it this way: “My relationship with my 10 years daughter has
improved, my relationship with my teenage son has also greatly improved” (50 years old,
RH and psychosocial services user). The above views were expressed by women in the two

Centers; there were no differences among participants in the two WHCs.
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5.2.9 Financial sustainability of services

Result of the in-depth interviews with the key informants revealed that there is a limited
financial Sustainability of the services as the two Centers are funded by external donors. If
donations stop, the possibility that the two Centers will continue to provide services is very
limited. The generated income for the provided services is very minute; it covers part of
the running cost of the two Centers. This is the only source that can generate income. In-
depth interviews with senior managers revealed that the managerial team is aware of this
limited financial sustainability, but their awareness undermined the importance of reaching
financial sustainability. One senior manager put it this way, "In case we have funding
problems, we may decrease some services or work hours, but will not close Center. | am
confident that our staff will continue to work even with reduced salaries, but our

association has the ability to find funds from different resources."
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Chapter 6

Discussion

Since more than fifteen years ago, the two WHCs in Jabalia and Al-Bureij Camps provide
women with a bundle of RH services to improve women’s health status and the overall
well-being. The population in the GS is among the fastest growing population in the world.
Based on UNFPA demographic calculations, one hundred and sixty deliveries in the GS
are taking place every day (UNFPA, 2014b). The fertility rate in the GS is high (4.5 births
per woman), which explains the high growth rate as it is 3.41% (PCBS, 2014). Review of
the literature revealed that there is a complex link among population growth, fertility rate,
unemployment, and the poverty (Mallick and Ghani, 2005). Also, previous research studies
have showed that socio-demographic factors affect people’s utilization to health services
(Aiken et al., 2002; and Clarke et al., 2002; Mark et al., 2003; Escarce and Kapur, 2006;
Dagne, 2010; Dokuet al., 2012; Chubike and Constance, 2013; Dibabaet al., 2013; Abejeet

al., 2014).

This quantitative/qualitative mixed method study evaluated the two WHCs programs in
terms of input, process, and outcomes. Also, it assesses the programs contribution in
improving the status of women’s health of the WHCs' beneficiaries. The following
discussion summarizes and emerges the key findings from the quantitative and qualitative
studies. It also lays the groundwork for future applied research in the field of healthcare
services utilization and evaluation, particularly within NGOs settings in the GS. This
discussion concludes by identifying policy implications and recommendations for the two

WHCs to increase the utilization of RH services.
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Higher quality of the provided services increases women satisfaction

According to Donabedian's Model, physical infrastructure and equipment, skills and
professional of the staff, affect the quality of RH services and the satisfaction of women.
The findings of the quantitative study showed that the overall mean percentage for physical
infrastructure and equipment of the two WHCs was 83.47%. It showed also that the mean
percentage for the skills and professional of the staff was 85.30%.There were no
significant differences between the two WHCs related to the two dimensions. These
findings are consistent with another finding that the participated women expressed high
general satisfaction level (87.8%) with the WHCs RH services. This is consistent with the
Donabedian pioneering theory which, suggests that if the center has good infrastructure,
good equipment and staff with high knowledge and good experience; consequently, high-
quality services is expected to be provided. Also the findings are consistent with previous
study conducted by Levin and Joseph (2009) that found the good state of infrastructure of
health facilities and equipment is essential for effective health care and clients' satisfaction

with the provided services.

Consistently, quantitative findings revealed that the vast majority of the participants
(98.7%) have received the services they were supposed to, and the services in the two
WHCs met health needs of more than 95% women. Also, the majority of participants
(87.2%) was satisfied with the responsiveness (none - health needs), and (87.6%) was
satisfied with the health service they had received. This is consistent with previous studies
that suggest health providers should provide clients with appropriate and high quality

services in a safe environment (WHO, 2005; IFC, 2010).

Consequently, the vast majority of women (99%) reported higher level of satisfaction with

the provided quality compared with other health centers. This is unsurprising that the staff
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in both two WHCs receives supervision and appropriate trainings that maintain their skills,
in addition to their high experience gained by the working in RH field for many years at
the same Centers. Also, the findings of the quantitative study revealed that about 78.9%
from the participants received treatment for gynecological issues and infertility, vast
majority of them (97.6%) was satisfied and said that the treatment they had received was
effective. In addition, 71.1% from the respondents to questions related to the pregnancy
following up reported that the number of antenatal visits during their last pregnancy was
(four and more) visits. This finding is consistent with the recommendation of New WHO
antenatal care model (2002), and confirm the health providers' commitment with the
international standards. In regard with the rest percentage (28.9%) which represented the
number of antenatal visits (up to 3 antenatal visits), this percentage could be attributed to
the fact that poor woman follows up her pregnancy in UNRWA clinic, where the services
are free of charge, but she comes to WHC to do an ultrasound's image and determine how
her pregnancy is progressing. This issue was reported by participants in FGDs as
mentioned in qualitative chapter. This also provides evidence about the positive perception

of women related to quality of provided services in the two WHCs.

The findings above relating to healthcare quality and satisfaction of women in line with a
previous study conducted in Jordan by Alrubaiee and Alkaa'ida (2011) that found there is a

significant association between healthcare quality and patient's satisfaction.

All participants in FGDs and in-depth interviews reported that the WHCs policies,
programs, and interventions are responsive to women’s health needs. Consistently, the
participated women mentioned good quality care provided by providers as the second
factor motivates women to utilize WHCs services. Also, they mentioned the high level of
responsiveness to non-health needs such as clean of the two WHCs, as another important
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motivating factor. This is consistent with a previous study (Creel et al., 2002) that found

improved infrastructure and facilities, affected clients' outcomes.

Interestingly, providing high quality services as a goal was expressed by all interviewed
staff. As mentioned in chapter five, the participants stated that there is quality monitoring
system in place, and the management conducts evaluation studies and assessment reports
as requested by donors in the two WHCs. Additionally, there are existing protocols and
guidelines in the two WHCs, accessible to all staff and are under continuous revisions and
modifications. Also, the two WHCs committed to their internal policies, and both of them

have procedures for staff’s safety and protection.

The findings above are consistent with the previous studies reviewed in the chapter two
(Ibn EI Haj et al., 2007; Steinwachs and Hughes, 2008). Also these findings are consistent
with the study conducted by IFC (2010) that suggests health providers should provide
clients with appropriate and high quality services in a safe environment. It is consistent
also with another study conducted by FSRH (2013) that suggests all staff members
working in RH services field, should receive appropriate training and their skills should be
maintained. Also, it is consistent with previous study conducted in Ghana by (Ganleet al.,
2014) that found poor care quality as an important factor affected the utilization of health

services.

Providers' respectful and friendly treatment is one of the main factors that motivate

women to utilize WHCs services

The findings of the quantitative study revealed that 41.6% of the participants mentioned
this factor as an important one that affects women's utilization to RH services in the two

WHCs. Quantitative findings showed that the majority of participants (89.8%) in the two
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WHCs feel confident in dealing with health providers. And 89.2% reported that health
provider gives attention to client's talking. Additionally, 87.6% from the participants
indicated that their privacy during service delivery was maintained. This is consistent with
the quantitative finding relating to the communication dimension that the overall mean

percentage was 86.55%. And there were no significant differences between the two WHCs.

As expected, the qualitative analysis was consistent with the quantitative study: most
participants mentioned that providers' respectful and friendly treatment, in addition to
maintaining their privacy as the main factors that motivate women to utilize WHCs
services. The above findings are consistent with previous studies reviewed in chapter two
(DHSSPS, 2008; FSRH, 2013; Snyder, 2012; WHO, 2000b; Creel et al., 2002). All these
studies reported that the clients have a right to experience respectful and professional care
in supportive environment, where their privacy and dignity are maintained. Also, the
findings are on the same line with other studies in other countries (Olayinkaet al., 2013;
Abebe and Awoke, 2014; Ganleet al., 2014), which found that the attitude of health care
provider as a barrier affects health services utilization. Additionally, Ghafari and
Colleagues (2014) found that the lack of privacy and the lack of friendly health services as
main barriers affected utilization of health services among post-secondary school

Malaysian urban youths.

Good access to WHCs RH services

Access to health care defined as the degree to which people are able to obtain appropriate
care from the health care system in a timely manner (Escarce and Kapur,
2006).Accessibility and affordability of RH services are essential to positive health
outcomes, especially in developing countries, where long distances as well as poor

transportation conditions, can affect women's utilization. The quantitative findings showed
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that 45.3% from the participants mentioned the physical location, nearby by their houses,
as a main factor that motivates women to utilize the WHC's services. Meanwhile, 48.1%
from the participants mentioned Center's farness as a one barrier which may hinder some
women from getting RH services. This is consistent with the quantitative findings relating
to the accessibility dimension. Generally, findings showed good access to the two WHCs
services. But there were significant differences between the two WHCs; the overall mean
percentage of the accessibility dimension in Jabalia WHC was (87.36%) while it was in
Al-Bureij WHC (76.48%).Interestingly, the mean percentage of easy access to WHCs in
the two centers was the highest one (86.0%), in Jabalia (92.6%) and in Al-Bureij (80.8%).
In regard with the suitability of WHCs layout to women's residence place (distance), there
were also significant differences between the two centers. That the mean percentage in
Jabalia was (89.8%) while in Al-Bureij was (79.0%). These differences could be attributed
to the fact that many women come to the WHC in Al-Bureij from remote areas, such as
Johor El Deek and Wadi Gaza. While in Jabalia, there are other health's centers that
provide similar services, so women in Jabalia are not obliged to go to the health centers
which are far from their residence places. This was clearly mentioned by some women in
Jabalia when the researcher asked them about the results of WHC closure on their health,
that 27.8% from them stated (no significant impact) while only 4.2% from Al-Bureij WHC
mentioned this statement. Additionally, one senior manager mentioned that the existing of
many health centers in Jabalia provide good quality services; some of them are free of

charge, affect women's utilization to WHC health services.

The findings of the quantitative study showed also that the suitability of working hours and
days was (89.6%) in Jabalia, and (78.4%) in Al-Bureij. As noticed, there are significant

differences between the two WHCs. These differences could be attributed to the difference
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in the distribution of working hours during the week in each Center. WHC in Jabalia
provides RH services during six hours for six days weekly, while Al-Bureij WHC provides
RH services during seven hours for five days weekly. The participatory observation in Al-
Bureij WHC confirmed this analysis; whereas one woman expressed her negative feeling
that she was receiving, during data collecting time, following up as a treatment for
infertility and she needs an appointment on special date while the Center is being closed.
This woman put it this way: "I need to come for following up on Thursday, but it is a
holiday, the week end”, (37 years old, RH user).This is highlighting the necessity of family
planning and gynecology clinics to be available at all days. Importance of the suitability of
working hours were mentioned in previous studies (Abebe and Awoke, 2014; Ghafari, et
al.,, 2014) that found working hours and unsuitable service schedule as barriers affected
health services utilization. Consistently, although the majority of the participated women
(87.7%) reported that there were no unavailable services during the last six months (at data
collection time) in the two WHCs, some women (12.3%) reported that sometimes they
returned back home without getting the service they need. The first most reported reason
(56.5%) was unavailable gynecologist, while the lack of medicine was the second reported
reason that mentioned by 28.3%. This could be attributed to the fact that when the
gynecologist goes on vacation for one day sometimes, no other gynecologist replaced her

during the vacation time.

The findings of qualitative analysis is consistent with the above findings, women in FGDs
in the two WHCs and the Social worker in Al-Bureij WHC suggested offering replacement
specialists as volunteers in the two WHCs to solve this problem, particularly the specialists

have other responsibilities out the Center such as outreach program and health education in
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other institutions, in addition to their trainings' program which is implemented mostly

outside the WHCs.

Concerning the finding of the quantitative study related to the suitability of working hours
and days, this was consistent with the findings of qualitative analysis; women in FGDs
mentioned the easy access to WHCs as one of the main factors that motivate women to
utilize WHCs services, but the same participants mentioned that the work schedule of the
two WHCs and being the two WHCs' inaccessible to physically disabled women, as main
barriers which may hinder most workers and disabled women from getting WHCs services.
The schedule of the two WHCs as one morning shift, do not work with working women
and the two WHCs are not designed to be used by disabled women. This was consistently
mentioned by the participants in FGDs and in-depth interviews. However, service
providers in the two WHCs are aware of this limitation. They provide disabled women
with the needed services during outreach programs. Interestingly, it is noticed during the
writing of this study that WHC in Jabalia is establishing new building for the Center with

more quality specifications, including accessibility for disabled people.

In regard with the lack of the medicine, it is worth mentioning that during the period of
quantitative data collection, April and the first of May 2014, the two WHCs were waiting
to the delivery of the drugs and supplements they need. Mostly there is a gap in time that
WHCs become out of some drugs and supplements during it. This could be attributed to
the complexity of the WHCs' financial system relating to purchases' procedures. More
attention from the policy makers and management of the two WHCs is needed in this

regard.

The findings of quantitative study revealed that (28.9%) from the participants mentioned

family obligations as a barrier which may hinder women from getting the RH services.
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Women and girls have the main responsibilities of the housework included childcare and
elderly care. Therefore, women are mostly busy; in addition to those who live in nuclear
family and could not leave their children alone. As expected, the participants in FGDs
consistently explored how the responsibilities of women particularly in morning hours
such as the time of preparing their children to go to schools and cooking, affect women's
utilization and suggested if the WHCs expanded their working hours to be for two shifts.
This is consistent with previous study in Al Bahrain; by Mukhaimer (2010) that found
family obligations a social barrier affected Bahraini women to obtaining health care

services.

Concerning the affordability of RH services, some of participated women (36%)
mentioned that the little cost of the services as a main factor that motivates women to
utilize RH services in the two WHCs. However, the mean percentage for reasonability of
service financial cost according to women's perception was the least one among the sub
domains of accessibility dimension (77.6%), in Jabalia it was (89.0%) and in Al-Bureij
(69%). These differences between the two WHCs could be attributed to the fact that
women, who come from far areas in Al-Bureij WHC, pay more for the transportation.
Consequently, the mean percentage of satisfaction for the participants relating to the

service cost in the two WHCs was 78.8%, in Jabalia (87.0%) and in Al-Bureij (72.6%).

These quantitative findings are consistent with the qualitative analysis, which indicated
that all participants mentioned unaffordability of WHCs services as one of the main
barriers that may hinder poor women from obtaining RH services. Despite the fact that
most of WHCs services are free of charge or with nominal fees, poor women could not be
able to pay for the fees of services and transportation cost. Additionally, the two WHCs
have in place a financial exemption mechanism, health provider may refer any poor
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women to the Social Workers who assess cases individually and then provide exemption; if
there is a need. But it seems that the social departments in the two WHCs could not be able
to cover all women's social needs specially those who suffering from extreme poverty.
This could be understandable from the quantitative findings which showed less level of
women's satisfaction in regard with social service (80.6%), while women's satisfaction

relating to other services in the two WHCs reached (94.2%).

The findings above are consistent with previous studies reviewed in chapter two; study
conducted by the WHO and UNFPA (2005) that mentioned the importance of the
affordability of health care services. Also, with other study conducted in the United States
by Escarce and Kapur (2006) that found the low average income of Hispanics people was a
barrier to receiving timely and appropriate health care; even if the patients have health
insurance coverage. Moreover, the findings are consistent with other studies (Andaleeb,
1988; Shook, 2005; Mukhaimer, 2010; Dibabaet al.,, 2013; Ganleet al., 2014)that found

the transportation cost was a barrier that affected the utilization of health services.

The waiting time and time spent with the healthcare provider are suitable

In the literature, waiting time and time spent with health provider are considered as
important factors that affect the utilization of health services (Tavrow, 2010; Ghafari, et
al., 2014). Quantitative findings revealed that the average waiting time in the two WHCs
was 20.9 minutes, in Jabalia WHC: woman waits about (13.66) minutes and spent about
(14.31) minutes with the provider. It is worth mentioning that the vast majority of the
participants (91.4%) perceived this waiting time as suitable. While in Al-Bureij WHC,
woman waits about (26.41) minutes and spent with the provider about(16.80) minutes.
About 79.2% from the participants perceived this waiting as suitable. As noticed, there are

significant differences between the two WHCs relating to waiting time. This could be
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attributed to two factors: 1) WHC in Al-Bureij receives more clients than WHC in Jabalia.
This was obvious when the researcher calculated the sample size according to the number
of women who utilized WHCs services in the first six months of 2013. The total number
was 4,000 women, distributed as 1,500 in Jabalia and 2,500 women in Al-Bureij. In
addition, 8.7% from the participants’ women in Al-Bureij WHC mentioned "too many
cases™ as one of the reasons that affected the availability of health service during the last
six months. 2) In spite of the previous fact, there is only one gynecologist and one nurse in
Al-Bureij WHC's clinic, while in Jabalia WHC's clinic; there is a midwife in addition to
the gynecologist and the nurse. It is worth mentioning that the range of waiting time was
150 minutes, it is due to the fact that women who come from far areas without

appointments are forced to wait longer time to receive the service.

However, the average waiting time in both two WHCs is suitable according to the
participants' perception; it is less than the average waiting time shown in previous local
studies such as a study by MRAM (2003) that found the average waiting time in PHC
clinics in the G.S. 34.5 minutes. And another study conducted by Anan and Abu Hamad
(2013) that found the average waiting time in PHC clinics in the GS (31.7) minutes. In
comparison with other countries, Basaleem (2012) found that the waiting time in Yemen
was between 15 to 30 minutes. While in Nigeria, Nwaeze (2013) found that the mean time

spent during each clinic visit was 3.8hours.

In regard with the time spent with the health provider, whereas the mean was 15.7 minutes
and the range was 56 minutes. An important issue could be noticed, that despite the
overload on the team who works in Al-Bureij, specialists spend more time with their
clients. With regard to the findings about the time spent with health providers, this was on
the same line with a previous similar study in Tanzania by Both and Colleagues (2006) that
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found the average time health workers spend with women during the first antenatal service
15 minutes. Furthermore, the WHO antenatal care model (WHO, 2002) recommended 30-
40 minutes for the first visit, and 20 minutes for sequent visits to carry out all antenatal
care's activities. To sum, the overall average of time spent with health provider in WHCs
(56 minutes) seems appropriate and consistent with the WHO recommendations. It is
worth mentioning that the quantitative findings provide evident that long waiting time
affects women satisfaction. Quantitative results confirmed a relationship between women
satisfaction and the waiting time. In this study, higher satisfaction is associated with less
waiting time. (r = -.119, p < .05). This finding is consistent with other previous studies
mentioned in chapter two (Andersonet al., 2007; Assefaet al., 2011; Nwaezeet al., 2013).
Also, it is consistent with a study conducted in Egypt (Awadallaet al., 2009) that found
long waiting time was the common cause of dissatisfaction among the clients of the rural
center. Furthermore, previous studies conducted by (Ware et al., 1978; Abebe and Awoke,
2014; Ganleet al., 2014) found that long waiting time was an important barrier that affected

access and utilization of services.

The integration of RH services motivate women to utilize WHCs services

It is worth mentioning that the findings of the quantitative study showed that the vast
majority of the participants who received social, psychological, legal, and physiotherapy
services, were satisfied (80.6%, 88.2%, 90,5%,94.2% respectively). Consistently, all
participants in qualitative study perceived offering integrated and comprehensive services
as a main motivating factor to utilizing services in both WHCs. This finding is in a line
with similar previous studies reviewed in chapter two (WHO, 1996; Garner and Briggs,
2006; UNFPA, 2008). Also, the Health Development Information Team (2006) considered
the integrated services as an approach for expanding access to the services.
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Women's health status and well-being have been improved

Interestingly, the findings of the quantitative study revealed that the vast majority of the
participants' women (99.2%) perceived that their current health status is good or very good.
More than one- third of participants (37.6%) perceived that their current health status is
better compared with the last year and 41.1% from them perceived that health status as the
last year. While 21.3% perceived that it is worse. This could be attributed to women's
socio-demographic factors. The vast majority of women (97.1%) reported that RH services
improved women's health. This is consistent with the finding of quantitative study, which
showed that vast majority of the participants (97.6%) reported that, the treatment they
received for gynecological issues and fertility in the WHCs was effective and improved
their health status. Concerning the women's well-being, more than 90% of the participated
women expressed good well-being, while relatively 7% expressed bad well-being. This is
consistent with the previous finding relating to women's health status that as mentioned
earlier, 21.3% perceived that their health status during data collection time was worse than
the last year. Logically this could affect their mental health and consequently affected their
well-being. Additionally, this could be attributed to other social factors as found in
previous studies conducted by WHO (2000) that found a strong relationship exists between
social position and physical and mental health outcomes. And another previous study
conducted in Al Bahrain by Mukhaimer (2010) that found women's physical functioning

activities are affected by age, socio-economic, and disease status.

Concerning the expected results of WHCs closure from women's perception, consistently
with the above findings, more than one- third of participants' women (33.3%) reported that
in case of WHC closure their health status will get worse, and 31.7% reported that the
WHC closure could resulted in large bad effects relating to their health and mental health.
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And 20.6% reported that they will suffer from troubles and difficulties to find another
place. While 14.4% reported that the WHC closure will not affect them significantly. This
is consistent with the previous findings. In regard with those who will not be affected by
the closure of WHCs, this could be due to the fact that those women, most of them from

Jabalia WHC, have an access to other health centers as mentioned earlier.

In the literature, people's health status is one of the most commonly cited factors found to
be positively correlated with the income. In this study, Chi-square test revealed that health
status of women is not associated with the total income. This finding is inconsistent with
previous studies by (WHO, 2009; Malarcher, 2010; Mukhaimer, 2010) that found
improved woman's health has a relationship with the income status. This could be
attributed to the fact that the cost of the services in the WHCs is minute. Furthermore, the
two WHCs provide women with free of charge psychosocial services, which promote their

health status and improve their overall well-being.

It is worth mentioning that the findings of quantitative study revealed that the vast majority
of reproductive decisions making were shared between the spouses (88.5%) or taken by
women alone (7.1%). Chi-square test showed that there is a significant relationship
between the factor relating to who decides regarding RH issues and the use of family
planning. This is consistent with the findings that empowering women is one of the social
factors, which increase women's ability to take decisions relating to family planning and
RH issues, and consequently improve their health. As expected, the qualitative analysis

was consistent with the quantitative study.

Consistently with the participated women perception, all health providers reported that

despite all the surrounding variables such as deteriorated economic conditions, frequent
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wars, and poverty, WHCs services have positively affected women's health and improved

their overall well-being.

The above findings on women's health status and well-being are consistent with previous
studies as discussed in chapter two. It is clearly notable that the services provided in the
two WHCs take into consideration RH rights and try to improve women's health and well-
being as one of their rights. This is consistent with previous studies (Worku and
Gebresilassie, 2008; UNFPA, 2008). Also, the above findings showed a link between the
health status of women and their well-being. This is consistent with previous studies

conducted by (Centers for Disease Control and Prevention, 1994; WHO, 2000).
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Chapter 7

Conclusion, study limitations and recommendations
7.1 Conclusion

This quantitative qualitative mixed method study aimed to evaluate the RH services of the
two WHCs in Jabalia and Al-Bureij refugee Camps in order to improve the quality and
effectiveness of the provided services. Building on Donabedian's Model, the researcher

assessed several domains and sub-domains in terms of input, process and outcomes.

As mentioned in the Chapter 5 and 6, the two WHCs have achieved relatively their
objectives and their outcomes as they planned. Also, findings of the study revealed high
level of relevancy and high level of effectiveness of the two WHCs activities. In addition,
the study reflected good access and good service utilization rate. The provided services
have been improved women's health status and the overall well-being. The findings of the
study showed also that the vast majority of the participants were satisfied with the provided
services and the higher quality of the provided services increased their satisfaction.
Furthermore, the study showed that the provided services in the two WHCs enhanced
women's culture and awareness regarding their roles and enabled them to be decision-
makers particularly in regard with RH and sexual health issue. Interestingly, women
expressed high level of satisfaction related to availability of female health providers. With
regard to communication with providers, the study showed that health providers respect
women's time through high level of compliance with the two WHCs' appointment system.
The clients also have experienced respectful and professional care in supportive
environment, where their privacy and dignity were maintained. This is unsurprising that

the study revealed high level of providers' knowledge, information, and skills which
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resulted in good interaction and communication between health providers and clients. The
study also revealed that health professionals at the two WHCs are highly qualified; and
they are frequently receiving in-service trainings on implementing the currently guidelines

and protocols in the two WHCs.

The study showed also that the two WHCs offered clients with appropriate and high
quality services and the provided services have met clients' health and none-health needs.
With regard to affordability, most women expressed high degree of financial affordability,
only few women considered financial affordability as a barrier that may hinder some

women from utilizing the services of the two WHCs.

About two thirds of the participants agreed that drugs and supplements were available all
the time, yet further improvements could be achieved and more concern should be given to

this issue by decision makers in the two WHCs.

In regard with waiting time, as mentioned above, most women agreed that waiting time
was reasonable and the two WHCs' working hours and days are suitable. Yet, more
concern should be given to this issue in Al-Bureij WHC. The number of health providers

does not work with the number of clients, which are received routinely.

Finally, it is worth mentioning that the findings of qualitative study revealed a weakness
point related to sustainability in the two WHCs. The study showed that there is a limited
financial sustainability of services as the two WHCs are funded by external donors, and
they may stop funding any time. The senior managers were aware of this issue and they

suggested secure salaries and insurance needs of the two WHCs at least three years.
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7.2 Study limitations

Despite the importance and the methodological strengths of this study, some potential

limitations should be mentioned:

e First, the sample of this study excluded women who did not utilize WHCs services,
thus, the views and opinions of women who do not utilize the two WHCs services are
not explored.

e Second, the study did not include men as participants. Thus, their views and opinions
were not included in this study.

7.3 Recommendations

7.3.1 The study recommendations

For more improvements and more quality relating to the provided services, efforts should
start at the policy level. This study suggests some policy areas that the two WHCs should

address:

Recommendations relating to WHC in Al-Bureij

1. Renovation of Al-Bureij WHC building is needed. Currently, the buildings are old

and do not have enough space.

2. To deal with shortages in human resources, there is a need to increase the number

of working staff by hiring a medical secretary and midwife in Al-Bureij WHC.
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Recommendations relating to the two WHCs in Jabalia and Al-Bureij camps

1. The constant availability of the essential drugs and supplements is important to
maintain implementing the treatment plan effectively. Thus, it is important that the

WHCs continue to secure funding to cover the cost essential drugs.

2. There is a need to focus on postnatal care service in the two WHCs. The team of
the two WHCs needs to develop proactive approach to motivate women to utilize
postnatal care services such as sending women text messages as reminders.

3. Offering integrated reproductive services was very efficient and effective way of
providing services; it is important that the two WHCs continue to offer the
integrated services and to make sure of the availability all medical staff, including
gynecologist.

4. There is need to expanded the work time in the two WHCs to offer physiotherapy
services in the evening time.

5. Increasing the adolescent and single women utilization of the two centers’ services
is important. It is recommended to establish special programs to deal these two
groups in order to provide them with pre- marriage counseling and other services.

6. Health education was a core activity in the two WHCs. It is recommended that the
staff of the two WHCs implement more health education activities outside the two

WHCs.
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7.3.2 The study recommendations for further research

1. There is a need to conduct additional research studies to assess the health care
providers' satisfaction in the two WHCs.

2. There is a need to conduct studies to assess the perspectives and opinions of people
who do not utilize services such as single women and men.

3. There is a need to conduct comparative studies to compare the effectiveness and
efficiency of these programs with other similar program.

4. There is a need to conduct further research studies to assess the long term impact of

the provided services on women health and women wellbeing.
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Annex 1: Gaza Strip map

= GAZA STRIP

Map: In and Out of Gaza, Wide Angle. PBC, 2007. Gaza E.R.
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Annex 2: Helsinki committee approval letter

el Gl S daulall ot

Palestinian Health Research Council

A g A Al cila glaal) aladiu) duube A (a alandilh ol U 3y 505

Developing the Palestinian health system through institutionalizing the use of infor ion in decision making

Helsinki Committee

For Ethical Approval
Date: 19\12\2013 Number: PHRC/HC/64 /13
Name: Maha S. El Akkad i) gy o tpd)
We would like to inform you that the s o s oo 8 2e il ol Tide €aids
committee had discussed the proposal of pSibrgs ol 1l 0% :
your study about: =

“Evaluation of Reproductive Health Services at Jabalia and Al-Bureij
Women's Health Centers”

The committee has decided to approve Qe ) Caad) A3iloa)l @y 8 38
the above mentioned research. e Al gl Ayl Eh S
Approval number PHRC/HC/64/13 in its adle oS3l zylly 28,14
meeting on 19/12/2013 o
Signature [ (
M er Member

“neiy

% aes®

“Mian ¢ 0
Hea

Genral Conditions:- Specific Conditions:-
1. Valid for 2 years from the date of approval.
2. Itis necessary to notify the committee of any change
in the approved study protocol.
3. The committee appreciates receiving a
copy of your final research when
completed.

The subject was approved following the World Medical Association Declaration of Helsinki-Ethical principles for medical research
involving human subjects, adopted by the 18th World Medical Association General Assembly, Helsinki, Finland, June 1964 and

amended by the 59th WMA General Assembly, Seoul, Korea, October 2008.

E-Mail:pal.phrc@gmail.com

Gaza - Palestine Obaadd o 336
God) (3 sida - palll g
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Annex 3: Official letter from Al Quds University and the Red Crescent Society for Gaza
Strip approval
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Women's Health Centers”

e b bVl BB Sl o adey Rvall HIY1 il Bvall 3 il By e Jpeasl) lazaS”
A oSGY @l Wl vt — 4 Ges Se or Litond Aol UL oo Al Bage gy lend)
e Ol e o Sallaiy dadh dnaldly @1 (s 520 04Sae Slaglalt 0l Tle

cocpl =) g Aol 35 15030

/ (‘/ ,.//u((/ ),;,,,///JZ/ i
/}/) . u//} &

()j{/ A o~ /éw//d/‘v/wpu L/_/JZ,V/
/,/PU'OL////L/)LquerLLJJQUJA‘//V//,v« r'/_/(«b

R “;:J/_«,ti:/:i LD Y LE st st

5 y clefax 02- 2799253 ™ML 02-2799234 LSk [ el g 53
| xa AR M fax 08-2644220 -2644210 08-2644220-2644210 LSl / 53¢ ¢ 58
{l’ O. box 51000 Jerusalem s wadll 51000 .. va

129



Annexes

Annex 4: Official letter from Al Quds University and the Culture and Free Thought
Association approval
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Annex 5: Distribution of the sample

Name of the center | Number of the beneficiaries Number of the participants
during the first 6 months of 2013

Jabalia WHC 1500 180

Al-Bureij WHC 2500 240

Annex 6: Clients' questionnaire
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Annex 7: The guide questions of the focus group discussion with the women

sluail] aea B3$5al) 4y 5l As ganal) At

Gladd a8 Canl) il 08 g L AladY) Aaall clodd andi Jsa Aralall Ciny (e
o bt s Aage L3S0 e gl wSiSHLie (ol Tl aSee Al 138 e (3 il 1 ¢3Sl
skl ddee

Oe 5oty sha) daa 350 Y smad) o el aain S Gl L L]
faaleaa

Sl Cilerd e 3B (e peaiaiy slodl) 3aai 38 Al Gl L2

Ladll e Lyl (gsiue .3

¢ ahall daa 35 G Lol U Glendll e @llia) (g5 Cpaiti 2 @
it gl ) deaal
felln) aie sl ale  felln) Gl aLe ®
daa o adinal) Canfl) galiyg A silally dae Laa )y dawiill 5 gl ol (a4
¢ oLl
& Ol oSpudinn da Hlabislely 30l cileadd Glalial paan 8 S5 b W5
s gl
¢ 3 g Al daial) Glerd ] Silal5E) L6

To o dilia) & e Ja

i

:daada

Aalad¥) Aaal) Ciloral BLaYL 585l de sanal) i ) cleardl de i ien Jlsudl 4
) Aaxa ¢ paphall lally Tall) i lal Aarally 55l e a5y sl il 35kl )
(gl

143



Annexes

Annex 8: The In-depth interviews guide questions with the WHCs' senior managers
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Annex 9: The in-depth interviews guide questions with the specialists
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Annex 10: Experts and professionals consulted

Data collection tools, the questionnaire and guide questions for FGDs and in-depth

interviews, were evaluated by thirteen experts as following:

= Dr. Yehia Abed, Al-Quds University

= Dr. Ali Abu-Zaid, Al-Azhar University

* Dr. Mazen Abugamar, World Vision Association.

* Dr. Nihaya El-Telbani, Al-Azhar University

= Dr. Amna Shurbasi, UNRWA, Health programme

= Mr. Jehad Okasha, Palestinian Ministry of Health

= Dr. Yousif El-Jeash, The Islamic University

» Dr. Sanaa Abu Dagga, The Islamic University

= Dr. Bassam Abu Hamad, School of Public Health

» Dr. Rafeeq El-Farra, Al-Azhar University

» Ms. Mariam Shagiura, Woman's Health Center- Jabalia
» Ms. Firyal Thabet, Woman's Health Center- Al-Bureij

* Ms. Majeda El Saqga, Culture and Free Thought Association
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Annex 11: The Project's describtion (in the two WHCs)

The WHC Al Bureij was inatiatited in 1995 and the WHC Jabalia started in 2000. The
WHCs provide comprehensive reproductive health (RH) program serving in Al Bureij and
Jabalia refugee camps. The WHCs are run and operated under full responsibility of two
Palestinian NGOs; The Culture and Free Thought Association (CFTA), running Al Bureij
Women’s Health Center. The staff in this center consists from: a director,administrative
assistance, accountant, cleaner, guider, social worker, psychologist, lawyer, in addition to
the health team which consists from: gynecologist, nurse, laboratory analyzes specialist,
field worker, and pharmacist. While the Red Crescent Society for Gaza Strip (RCS),
running the WHC of Jabalia. The staff in this center consists from, a director, secretary,
accountant, cleaner, guider, social worker, psychologist, lawyer, in addition to the health
team which consists from: the gynecologist, nurse, midwife, laboratory analyzes specialist,
field worker and pharmacist.

The leading partner for this proposed action was CFTA. The project is responding to a real
and present need on the ground, as identified by a rapid needs assessment study.

Objectives and the Purpose of the Action

Currently in the Gaza Strip - even beyond the proposed target areas of this action - many
women face challenges accessing quality care facilities that protect their health and
psychological well being. Consequently, the prevelance of chronic disease, breast cancer,
violence, nutrition and psychosocial problems is significant. The overall objective of the
action is therefore to contribute to the improved RH, psychological and social well being
of refugee women and adolescents of the Gaza Strip by offering comprehensive quality
services which focus on sexual health care, legal aid services, prevention of GBV and the
protection of victimized women. This project will work on addressing the challenges and
issues that hinder women’s wellbeing. This will be done by building on the existing work
of the two WHCs giving focus to the following three main areas: access to reproductive
and sexual health care services and products; counseling and empowerment support; and,
service quality and technical capacity building. More specifically, the interventions of this
project will seek to: 1) improve the health status of women and adolescents in Al Bureij
and Jabalia camps through greater outreach and enhanced range and quality of services and
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2) instigate a positive change in attitudes and behaviors in relation to RH issues and

choices amongst those communities.
Outputs and Expected Results

The inventions that made during the project required a series of complementary outputs
which will contribute to actual change. It is expected that over the lifetime of the project,
through the completion of these outputs, four significant results will have been achieved.

These results and their related outputs are as follows:

Result 1: Better access to a comprehensive range of RH services for women and

adolescents in and beyond the communities where WHCs operate

The provision of a comprehensive set of integrated RH services will therefore continue and
be expanded as a key output for the project. These include the following services at the 2
WHCs:

e laboratory testing

e family planning advice

e pharmaceutical services

e anti-natal and post natal services

e detection and primary care of gynaecological problems

e ultrasound examination

e detection of breast and cervical cancer

e individual and group support sessions for women undergoing breast cancer
treatment

e advice and treatment for menopausal women

e preventive programme on reproductive tract infections (including STDs through a
pap smear)

e dermatology clinical treatment

e nutrition supplements (vitamin supplements, folic acid and iron) and dissemination
of awareness information

o early detection of psychosocial problems

e physiotherapy, fitness, psycho-somatic related postural behaviours problems

e yoga and relaxation sessions
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The services will be provided on a daily basis at the Centres and will be presented as a
package to the women and their families. The internal networking at the center will help
facilitate the internal and external referrals from one section to the other as well to other
institutions operating in the area if needed.

The Centres’ activities will directly contribute to improving physical well-being and
reproductive health of women and adolescents in the targeted communities by reducing
maternal and neonatal mortality and morbidity rates as well as improving the nutritional
status of pregnant and lactating women. The Centres will also contribute towards improved
infant health and decreased child mortality. Additionally the WHC teams expect to see a
marked improvement in the psychological well-being of its service-users, in which

women’s self-esteem is enhanced.

Result 2: More victims and those at risk of gender-based and domestic violence

receiving prevention and protection support

The WHCs have proven to be a trusted and safe environment for women and adolescents
seeking support for GBV. The Centres will therefore continue their efforts in this field and
again, target more people at risk through their outreach, counselling and awareness
programmes. The work related to the GBV component of the project will empower both
the victim and the staff with the goal of preventing and reducing the incidence rate of GBV
including domestic violence, rape and incest. Moreover, clients will end the isolation they
have experienced as holders of this secret, lessen or ameliorate their guilt and self-blame,
and increase their understanding of the connections between their symptoms and GBV. All
foreseen interventions will assist survivors in feeling more in control of their lives, thus
empowering them. The WHCs will promote self-empowerment through supporting women
who have been exposed to violence and advocates to support others. They will be
encouraged to make use of social media tools, such as blogs and social network sites to
talk anonymously and freely on the issue. Those women wanting legal counseling and

advice will also be supported.

The counselling activities and psychological support sessions that will be offered by the
WHCs, will also stimulate the debate among local communities on the issue of GBV,
which still represents a sensitive subject associated to a general feeling of stigma. Specific

recreational and awareness raising activities for men on gender roles will be carried out, as
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well as training on gender mainstreaming within CBOs. The expected result of these

activities being reduced acceptability of GBV within the targeted communities,

The WHCs activity will therefore support the efforts exerted by local and international
organizations to bring about a debate and general discussion stimulating awareness and
motivating the local community to take actions accordingly. In this regard, through their
activities, the WHCs will become active players at the national level to support actions to
combat GBV.

Result 3: Greater awareness and better decision-making among the WHCs" service-

users and communities towards reproductive and sexual health issues

It is expected that Palestinian women, benefiting from the WHCs services and its
awareness programmes will improve their RH status. They will increase their knowledge
of all phases of women’s health from adolescence till after menopause, by adopting a more
aware attitude toward their health care as well as their reproductive choices. This
behavioural change, induced through the counselling and training activities organized at
the WHCs, will promote a better quality of life among Palestinian families as well as
improving the dialogue between Palestinian couples in terms of sharing influence vis-a-vis
their family decisions. Through the interventions of this project, the WHCs’ beneficiaries
are also expected to adopt a more conscious approach toward family planning, reduced
birth rate and increased birth spacing; this will not only improve their RH status, but also
lead to higher productivity of people, in particular women, and thus contribute to poverty
reduction. The action will also empower women in the exercise of their rights, and

subsequently in their decision-making capacities at family and community level.

The WHCs’ activities to increase adolescents’ awareness on reproductive health issues will
also induce local youth to exchange views related to their sexual behaviour in a way which
takes into account its health and psychological implications. Youth’s attitude vis-a-vis their
sexual life is generally characterized by a feeling of shyness often inducing them to
ridicule or deride its related and multifaceted aspects. Such behaviour, deriving from lack
of knowledge often exposes them to unprotected sexual practices. By attending
sensitization activities organized both at the WHCs as well as in other institutions, local
youth will have a chance to openly discuss about these issues and reflect on them. Group

sessions will certainly foster the propagation of this approach based on awareness and

150



Annexes

sensitizations, not only among the local youth directly involved in the WHCs’ activities but

also among their families, friends and peers, with whom they are in contact.

Men’s full involvement in the WHCs’ activities cannot be expected to be achieved in the
short term, however, the experience of other NGOs working in community advocacy
activities, shows that men more often than not, appreciate receiving information to improve
their lifestyle and their family conditions. Through the WHCs’ counselling, workshops and
outreach activities, the male community is expected to progressively contribute improving
health conditions in their family, support their wives throughout different stages of their
reproductive life, appreciate their involvement in the socio and economic activity and
enhance their dialogue with them. Related implications at the level of religion and tradition
will be taken into account to ensure that a full understanding and consideration of this

approach is achieved.

The WHCs’ beneficiaries will become also knowledgeable of opportunities available in the
Gaza Strip for income generation activities. The WHCs’ beneficiaries will be therefore
exposed to a variety of opportunities and prospects enabling them to face their own reality

and contribute improving their lifestyle and psychological well-being.

As part of this action, several publications will be produced over the two years. The
publications will be targeting the team as well as the target groups. Part of the publications
will be related to the prevention such as the publications related to breast cancer manual
checkups illustrations and HIV/AIDs. Other publications will focus on awareness raising in
regards to women’s rights, GBV and access to services. Other publications will be
promotional about the centres activities and might include multi-media, internet and radio
broadcasts productions. All publications of all kind will recognize the EC contribution to

the project clearly.

Result 4: WHCs become models of good practice in service delivery and information

management

In the absence of similar service providers within the Gaza Strip, the WHCs teams
recognize the importance of not only improving their quality, but also setting the standard
on this type of community level service provision. The WHCs attract women from allover

the Gaza Strip for the uneigniss of the services provided. The two centers gained trust and
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good reputation, therefore the quality of the services should be maintained and ensured.

Both centers will continue to meet the expectations and demand of women.

The capacity building component will be based on the findings of the previous evaluation
missions conducted and recommendations as well as a continuation of the several trainings
that already started but not finished yet for the team of the WHCs. The capacity building
component will include; advanced training of the staff, intiating a Medical Managment
Information System (MMIS) at the two centers, initiating and adapting some missing

systems and policies such as the environmental protection policy.

The WHCs’ staff will also have the opportunity to improve the quality of their services.
This will contribute to a general upgrading of the whole CFTA and RCS as institutions, as
well as increasing their networking power with respect to other regional and international
NGOs such as Medico International who is going to be the main facilitator for the
implementation of the capacity building component of this action. On the administrative
level, the CFTA and RCS will have increased their financial and technical reporting skills
as well as their abilities to liaise with international partners and international donors. CFTA
and RCS will also have improved their managerial skills and abilities to manage and
administrate, at local level, EU funds. Indeed, CFTA and RCS at the end of the action will
have upgraded their role at national level as two of the main providers of high quality
reproductive health and counselling services and will have expanded the scope and number

of their beneficiaries, hence serving a larger portion of the Palestinian population.

The new environmental and ecological policy which will be developed for the WHCs will
help the center be more environmental friendly and will introduce a whole new culture of

the camps and the health organizations in Gaza Strip.

Activities pertaining to Result 1: Improved access to a comprehensive range of RH

services

1.1 Women'’s health care and prevention services: including detection and primary care of
gynaecological problems; ultrasound examination; detection of breast and cervical cancer;
advice and treatment for menopausal women; testing during pregnancy. Special attention
will be given to a preventive programme on Reproductive Tract Infections (RTIs),
including STDs, iatrogenic infections (including post abortion and postpartum sepsis) and

endogenous infections. The programme includes the strengthening of primary prevention
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approaches based on Pap smear and vaginal swabs provision. The gynaecologists,
responsible for obstetrical and gynaecological care as well as ultrasound examination and
family planning services, will provide the clinical services assisted by the midwives and

the staff nurses.

1.2 Family planning services: Women and adolescents will be provided with information

and counselling regarding all possible contraceptive methods: natural methods, condom,
injections, pill and IUDs, in order to facilitate an optimal and responsible free choice.
Contraceptive will also be provided. Meetings and workshops on reproduction and family
planning will be organized for various target groups with special focus on adolescents. A
monitoring system will be established to identify any side effects and problems of
contraceptive use through regular controls in the Clinic and home visits in case of non-
compliance. The staff will mainstream gender in FP and gynaecological care. This
approach is based on the standpoint that FP is no longer a “women” issue, but rather a
family issue; it is therefore necessary to practically integrate this perspective into the
counselling service. The staff will provide FP and other related clinical services taking into
account the woman’s circumstances and needs within her environment; this will include
gender relations in the family, the needs of men in this regard and how to provide gender

sensitive care to clients.

1.3 Ante and postnatal care: Pre-natal counselling services, including ultrasound

examinations, will be offered to women. Pre-delivery courses will be offered to women in
the last quarter of pregnancy consisting of suitable physical exercises, relaxation and
breathing techniques and health education sessions regarding pregnancy, delivery, breast-
feeding, baby-care and family planning. Post-delivery counselling and services will be
offered for women who have recently given birth and who will receive information on
breast-feeding, family planning, baby care and conduct physical exercises. The Centres
will provide pregnant and lactating women and children with, multi vitamins for pregnant
women, Calcium, Iron, kin and hair protection and other needed supplements. The center
will also provide Antibiotics, Antimicrobials, Antifungal, Analgesia, Gastrointestinal
Drugs, Vaginal Drugs, and Hormonal Drugs. The physiotherapist, the midwife and the

psychologist will provide these services.
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Physiotherapy, ante-natal and post natal care services at the two WHCs
Notes: the fees are waivered if women can’t afford

1.4 Laboratory services: Both Centres are endowed with equipped laboratories and

laboratory technicians and will conduct medical laboratory tests to facilitate the diagnostic
work of the medical doctors. Two laboratory technicians will carry out the lab activities.
The laboratory will provide Serology tests, Chemistry tests, Routine tests, Hormonal tests.

1.5 Physical activities: In order to help women to gain self-confidence, the WHCs will

offer exercise and gymnastic classes combined with dietary lectures and physiotherapy
services. Physiotherapy services are provided in both WHCs. In each Center, the services
are provided by a physiotherapist, working on a full time basis at Al Bureij WHC and on a
part time basis at the Jabalia WHC. The Jabalia WHC is in need for new equipment.

Gymnastic classes are attended by women, adolescents and menopause women.

1.6 Psychological counselling: Psychological counselling for individuals and couples will

be provided by two female psychologists. The counselling will be provided to women of
all ages (from adolescence to menopause) suffering from psychological disorders,
depression and/or victims of domestic violence or sexual abuse. Group sessions will be
held divided by age and needs. Group therapy on most frequent and recurrent topics such
as depression, anxiety and violence will allow a better allocation of resources. Several
workshops related to a great variety of psychological topics will be held in the Centres, in
private houses and public places in the Camps. The psychologists will also work with
school-teachers in order to support them in dealing with cases of child abuse, children with

aggressive behavior, lack of concentration and anxiety.

The Jabalia WHC has established contacts with several schools in the camp and
implements regular awareness sessions with adolescent students and occasional meetings

with teachers on reproductive health issues.

In Al Bureij camp, every school has a development committee composed of teachers.
These committees regularly invite the Al Bureij counsellors to conduct workshops and to

participate in meetings with students.
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The project intends to strengthen the work with the school teachers through an in-depth
need assessment and the organization of regular training courses and awareness sessions on

how to deal with study problems and students, on reproductive health issues, gender, GBV.

The action will specifically deal with upgrading the skills of the psychologists on the
gender based violence component.

1.7 Social-counselling services: Social counselling will be provided by the social workers

to individuals, couples and groups and will include community education and a well-
organized referral system in collaboration with other organizations. The socio-economic
aspect represents a fundamental component of the project as it is related to poverty,
unemployment and social exclusion, which have a strong effect on women’s reproductive
health. The service does not provide financial assistance but offers social counselling and
advice, refers women to governmental and non-governmental institutions offering financial
or in kind support and facilitates women’s access to employment or training and credit
opportunities to start a small business. This service has empowered many women
increasing their self esteem and improving their social and economic situation through the
creation of projects for sewing, chicken and rabbits raising, flowers production, Palestinian
traditional knitting, art production and minimarket in coordination with other organizations

and traders.

1.8 Socio-Psychosocial counselling for men and male adolescents will be provided at

individual and group level by the male socio-psychological counsellors who will
complement the women’s counselling and will offer assistance in dealing with
psychological disorders and family violence. Couple counselling on social and
psychological problems will be provided in collaboration with the psychologists. The male
counsellors will reach men in their meeting places and will conduct the counselling
activities in the Center on the basis of men's knowledge and needs regarding reproductive
health. Men will also be advised regarding income generation activities, employment
opportunities and micro-credit. The men counsellors will also conduct workshops on
reproductive health, gender roles, gender-based violence, and men’s role in women’s
reproductive life. The workshops will be addressed to men and male adolescents and will
be carried out at the WHCs, in public places and at schools. The counsellors will
implement specific workshops on GBV addressed to adolescents as a way to prevent the

future occurrence of violence.
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Activities pertaining to Result 2: Better prevention and protection support on GBV

issues

A special programme will be implemented using the United Nations Population Fund
(UNFPA) guidelines “A practical approach to gender based violence: a program guide for
health care providers and managers”, which offer a step-by-step guidance on how RH
facilities can begin their own GBV activities. The manual foresees a step-by-step process
to integrate GBV services into the health facility’s organizational structure and allows for
the selection of activities that best suit its infrastructure, financial and referral resources
and capability.

The following activities will be implemented by the WHCs:

2.1 Awareness and mobilisation: Producing, distributing and displaying materials about

GBV with effective images/messages (including information about where to get help) at
the WHCs and off-site (schools, shops, meeting places, hairdressers), if feasible; film

screening

2.2 Support of GBV cases and referrals: GBV cases can be assisted by the WHCs, the staff

will conduct an in-depth assessment and on-site treatment for GBV survivors. The action
foresees the strengthening of the psychologists and health providers’ expertise on GBV, its
dynamics and health consequences as well as on the in-depth assessment and treatment of
GBV victims.

2.3 Legal counselling services: Legal counselling will be provided to the women of the

Camps by the part-time lawyers. This service provides advice and assistance regarding a
wide range of legal issues, including Islamic law, marital law and domestic violence.
Home visits and workshops have proved the best way to meet people in need. Therefore,
the lawyers will conduct a wide range of workshops related to women’s rights in order to
increase their participation through better knowledge, awareness and understanding of

gender issues.

The WHCs will screen all clients about GBV. If clients disclose they have experienced
GBV and the case is beyond the WHCs capacity, they are referred to specialized
institutions providing the necessary care and support such as the Gaza Mental Health

Program, legal assistance organizations. The screening activity will include the adaptation
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and finalization of the UNFPA screening form and specific training on its use. The WHCs
will also strengthen the referral system and network with specialized centers, thus

expanding its activities beyond the walls of their settings.

The guidelines also help prepare the facility by progressively guiding and sensitizing the
staff through the various practical steps. The focus of the training given by the
international experts will be on the delivery of a spectrum of appropriate services to GBV
victims, ranging from information and education activities to screening for all users, from
assessment to diagnose and treatment for victims. This innovative approach provides
crucial care and services to victims/survivors of violence within a supportive and
validating environment. In order to do so, before any GBV related activities is carried out,
health-care managers and providers will be sensitized on the connections between
reproductive and sexual health and GBV. The cultural myths and social barriers to
effectively tackle the issue will be actively discussed by the staff and explained so as to
share unspoken beliefs and overcome them. Helping staff to look at their own responses,
beliefs and biases is key to an effective programme and a supportive environment. For
these reasons, an active and participatory training methodology will be adopted as this
facilitates staff members’ personal involvement as well as experience and understanding of
such innovative services. This will include group sessions on gender issues and their
cultural implications, active elaboration and presentation to other participants and, more
importantly, role plays to experience providers’ role and its constraints while dealing with

GBYV and better understand victims’ needs.

The GBV component will be incorporated as a specialized and regular activity of the
WHCs.

The two WHCs are included in the country program of UNFPA and UNIFEM, which will
be also co-financing the project. Both UNIFEM and UNFPA have offices in Gaza in
charge for the monitoring and supervision of the activities in the field. The WHCs are in
regular contact with UNFPA offices in Jerusalem and Gaza. At operational level, the GBV
component will be implemented with the involvement of those WHCs staff concerned with
this component including the directors, the medical staff, the counselors (psychologists,
social workers, men counselors), the field workers. The staff of both WHCs have been
already trained on the approach and methodology of UNFPA GBV guidelines through a
first training conducted in Jordan in 2005 and through a mission conducted in September-
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October 2007 by two international psychologists experts within the EC co-financed project
“Preventing and reducing the occurrence of Gender Based Violence (GBV) in the Gaza
strip through an innovative methodology and an integrated approach”, implemented by the
Culture and Free Thought Association (CFTA), under the European Initiative for

Democracy and Human Rights (EIDHR), Micro-Projects Program 2005.

Activities pertaining to Result 3: Increased awareness on RH issues

3.1 Home visits: The methodology that characterises the WHCs services is their proactive

approach. Home visits will be carried out by the field workers, the nurses and the
counselors (social workers, psychologists, men counselors) on a regular basis, such as
post-natal visits, ante-natal visits, family planning monitoring visits, etc. Home visits will
be also organized within the single families on specific topics regarding all aspects of
reproductive health. The WHC staff will be dynamic and mobile across the target area, to
ensure the involvement of the female population and facilitate their participation, adapting
visit and meetings to the women’s needs and schedule.The resources needed by the
program include, in addition to human resources, transportation, hygiene Kkits, and

information materials such as health booklets, leaflets, posters, cards, files.

3.2 Community workshops: Community-based workshops on specific topics regarding

several aspects of reproductive health will be organized at the WHCs, throughout the
camps in co-operation with various organizations involved in the health/social sector and
in public meeting places such as schools, community-based organizations, training centres,

societies, clubs, homes, unions and committees (CFTA, 2012).
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