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mODUCTION
v
bﬁz gtudy attempts to contribute to the improvement and development of the
Palestinian health care system by studying the work of a broad sample of clinics,
with a special focus on human resources working in primary health care. It comes
s s time when Palestinians are gradually taking charge of some of their own affairs,
fssluding the health sector. At this time, much attention is being placed on
fimsediate needs arising from system distortions and dependence inflicted by years
of military rule. So far, reformation plans have focused on providing resources to
sastore the physical infrastructure without paying sufficient attention to structural
that afflict the medical/health care system itself. Such structural problems
affect aspects of the system including policy formulation and planning, financial
resource availability, supervision and management, and networking or coordination
between different parts of the system. The problems manifest themselves in the
absence of standards and protocols, and in insufficient or inappropriate traming of
Immman resources, particularly those working in the primary health care sector.

Previous work on the development of health systems in countries emerging from
conflict has documented the risks associated with strategies focusing on
infrastructural development without considering long-term development objectives.
It has been shown that such strategies can exacerbate a more fundamental structural
crisis, leading to even more serious crises'.

' See, for instance, Macrae J. and A. Zwi, A Healthy Peace? Rehabilitation and
Development of the Health Sector in “Post-Conflict Situations" (a draft framework prepared
for a comparative research project), Health Policy Unit, London School of Hygiene and
Tropical Medicine, London, January 1994; Macrae, J., A. Zwi, and V. Forsythe, Post-Conflict
Rehabilitation: Preliminary Issues for Consideration by the Health Sector, Health Policy Unit,
I@m School of Hygiene and Tropical Medicine, London, 1995; Macrae, J., A. Zwi, and H.
Birungi, A Healthy Peace? Rehabilitation and Development of the Health Sector in a "Post'-
CagﬂfctSituation: The Case of Uganda, Health Policy Unit, London School of Hygiene and
Troglcal. Medicine, London, 1995. See also, Alubo, S.0., "*Debt Crisis, Health and Health
Services in Africa," Social Science and Medicine, Vol. 31(6) (1990), pp.639-48; McDermott,

K., “*Community Health and Reform in Hong Kong," Social Science and Medicine, Vol. 23(2)
(1986), pp.191-9.
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This study and the recommendations emerging from it intend to address two
specific problem areas: the training needs of human resources working in primary
health care and the development of sound management, coordination, and
supervision mechanisms and processes that can identify, intercept, and monitor
crisis points in the system on an ongoing basis.

THE MAKINGS OF THE CURRENT HEALTH SYSTEM

A Historical Perspective: Modern medicine takes root in the country

As in other developing countries?, Western scientific medicine took root in its
institutional form in Palestine in the early twentieth century with the advent of
British colonialism and with the incorporation of Palestine into the world economic
system®. Since then the indigenous medical system* has undergone a variety of
modifications as a result of changes in economic and social relations accompanying
British rule. The increasing use of money, markets, and exchange, forced an
evolution in the response of the population to health and disease; health and medical
care underwent a gradual process of commoditization. As was noted in North
Yemen®, social and economic transformations over approximately 50 years
manifested themselves in attitudinal change. Attitudes shifted away from the
health-promoting behavior that formed one of the foundations of indigenous
thinking about medicine to an attitude based primarily, but not entirely, on the
purchase of a cure.

The principles underlying health care practices in the two systems were and
continue to be different from each other. Within the modern biomedical
framework, health is conceived as a biological phenomenon divorced from political,

2 See, for example, Paul, J., "Medicine and Imperialism," in Monthly Review, New York,
1978, pp. 271-81; and Macdonald, J., Primary Health Care, Medicine in its Place, (London:
Earthscan Publications, 1993).

Owen, R. (ed.), Studies in the Economic and Social History of Palestine in the Nineteenth
and Twentieth Century, (London: Macmillan, 1982), p. 2.

* The indigenous medical system has its roots in Arab medicine, as is the case with most
indigenous medical systems in the Middle East, For further information see Morsey, S.,
“Towards a Political Economy of Health: A Critical Note on the Medical Anthropology of the
Middle East," Social Science and Medicine, Vol 15B (1981), pp.159-63.

*Pridham, B R.(ed.), Economy, Society and Culture in Contemporary Yemen (Kent: Croom
Helm, 1985), p.170.
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economic, social, and cultural realities. The solutions of health problems are
defined in terms of activities and procedures taking place within the clinic. The
assumptions and approach to health care found in the indigenous medical system,
however, are strikingly similar to those of the modern primary health care
conception in terms of the holistic orientation. For example, both acknowledge
social, economic, and psychological/mental factors as important components of the
making of health and disease, and focus attention on the concept of health
promotion®,

Gradually, modern medicine with its biomedical orientation began to take over the
indigenous system. Ironically, by the time the World Health Organization began
to identify the principles and practice of primary health care as key components in
addressing the health problems of developing societies biomedical medicine had
invaded not only medical practice but also the consciousness of the population.
These changes led to the contemporary problem wherein a highly biomedical
conception of health and health services is imbued not only in the consciousness of
health professionals, but also in the concrete demands of the population.

Post-1948

In 1948, the West Bank became part of the Hashemite Kingdom of Jordan while the
Gaza Strip fell under Egyptian administration. Modern medical services, as
provided through Jordanian and Egyptian infrastructures, appear to have reached
refugees and rural areas in the 1950's. These services were restricted to
rudimentary biomedical care’. By 1967, prior to Isracli occupation, the Palestinian
health care system was composed of a network of regional hospitals and clinics that
provided rudimentary services. It seems that these services often failed to reach
those who needed them most. On the eve of Isracli occupation, three sponsors
provided health care in each area: the Jordanian or Egyptian government, the United
Nations Relief and Works Agency (UNRWA) (for refugees only), and the private
sector. The private sector at this time included minimal services provided by
charitable societies and ordinary private practice.

See Morsey, S., op. cit.

"Based on information gathered by the authors through interviews conducted with health
professionals who worked in the systemn in the 1950's and 1960's.
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. oritv of the people sought and received health care from th@ goypmments.
’”{‘]l:i:sm:i?g was a?fec?ed most neggtivcly by the onset of ;grgell mlhtalry r:ixle.
Health budgets were slashed. Hospitals and otht.er‘health fac111t1§s were close ho(;

rived of critical personnel. In 1967, the phy5101an-.to-populatlon ratio reac el
the low of 8 per 10,000 in the West Bank and Gaza Strip. In t'he same year ISI;ael ]
physician-to-population ratio was 28 per 10,000 and Jordan's 22 per 10,000°.

By the middle of the 1980's, serious inequalities in the distribution of gpvemmental
health services became apparent. The government system neglected primary health
care and health in the rural areas where.the majority 'of people lived. Mor;:
importantly, it became gvident that the mihtary authority's age{)dfi for th; first lth
yéars of occupation-a policy aimed at breaking doym thg existing basic hc;al
infrastructure and developing dependency on Israeli services-had succeeded”. It
should be noted that infrastructural breakdown and the consequent dep;r}dence on
Israeli structures in all aspects of life were hallmarks characterizing rrphtzry rule.
In this sense the deterioration in the health services was not an exception .

In the middle and late 1980's, a new Israeli policy evolved that cn'cc_>urage.d the
creation of health services especially for the Arabs. From th(; Palestinian point of
view, these new measures served to reinforce fears concerning the rgle of health
care provision in the political sphere. People began to recognize that the;
dependency of the West Bank and Gaza on Isrgel presupposed the dependence o
the health services sector as well. Fears "that it is appropriate to develop a second-
rate health sector for Palestinian Arabs in order to exclude them from the first-rate
services which are reserved for Israelis” and awareness th.at' "thi.s even lets Fhe
Israelis win the reputation of having developed health conditions in the occupied
territories” were also reinforced.

® Katbeh, S., The Status of Health Services in the West Bank (Jerusalem: Jordan Medical
Council, 1979) (in Arabic).

® Giacaman, R., "Disturbing Distortions: Health Conditions in the West Bank", Revue
d'Etudes Palestiniennes, No. 12 (Summer 1984), pp. 23-36 (in French).

1® See, for example, Arari, N. (ed.), Occupation: Israel over Palestine (London: Zed Press,
1984) a;ld Benvenisti, M., The West Bank and Gaza Data Base Project, Pilot Study Report,
(Jerusalem: Jerusalem Post, 1982).
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Palestinian Responses to Israeli Military Rule: The rise of Palestinian
primary health care

Palestinians working in health services turned towards the non-governmental sector
as the only space within which to mount a response to the events taking place in the
public sector. The understanding and development of resistance through the
improvement of health conditions and services fell within the context of a wider
trend in the occupied territories. This trend aimed to preserve whatever could be
preserved and to build independent Palestinian institutions capable of supporting
current needs while providing the infrastructure for the future Palestinian state.

Over the years, the response of Palestinian health care professionals to Israeli
mulitary rule moved through three prototypic responses. Arising in the early years
of occupation, the first called for the adjustment to Israeli administration and
hegemony, and advocated the acceptance of the new status quo. The second
appeared in the 1970's and promoted the idea of developing medical and health
facilities independent from the military authorities but within the boundaries of
military rule and regulations. This response advocated mostly urban-based curative

“medical care. The third emerged in the late 1970's from the collective experience
of resistance and reflected the increasing desire to disengage from destructive
policies and regulations. Here the emphasis was on defying military rules and
regulations and on reaching people in rural and disadvantaged ares with basic health
services.

With practice and experience this third response developed into a primary health
care movement rooted in the local non-governmental organizations (NGO's). This
movement moved away from the biomedical care model and reintroduced principles
of primary care into medical and health care practice. It is in this non-governmental
sector that much of the conceptual and practical developments in Palestinian
primary care provision took place'’.

" For a more comprehensive discussion on building a Palestinian infrastructure of resistance
in relation to health care provision see Barghouthi, M. and Giacaman, R.,"The Emergence of
an Infrastructure of Resistance', in Nassar, J. and Heacock, R. (eds.), Intifada, Palestine at The
Crossroads (New York: Praguer Press, 1990), pp.73-87.
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Current Health Services Structure

Today, health services continue to be provided by the ailing governmental sector
recently handed over to the Palestinian Authority, UNRWA (for refugees only), and
the non-governmental and private sectors. The latter sector is divided into several
sub-sectors. Charitable societies operate major hospitals and diagnostic centers, as
well as primary health care centers. Palestinian NGO's, in particular a number of
health committees, provide mostly primary care services and focus on rural and
disadvantaged areas and preventive health care. Finally, an active and chaotic
private medical and health care sector is also in place. It is impossible to estimate
its share of health services provision at this time.

Primary health care services in the West Bank and Gaza Strip comprise of
curative/preventive clinics, maternal and child health care centers, rudimentary
elements of a dental services program, and diagnostic aids including laboratories
and x-ray facilitics. As of 1992, there were 439 centers operating in the West Bank
and 75 operating in the Gaza Strip. Of those, approximately 60%'? were operated
by the Palestinian health care sector-popular committees and charitable societies.
Since 1992 a serious financial crisis, primarily affecting NGOs i the West Bank,
has led to the closure of approximately 150 health care centers. Closures continue
and this crisis threatens to destroy the Palestinian infrastructure of resistance that
was built during the years of occupation and that continues to be needed in the
mterim and longer term.

' Barghouthi, M. and Daibes, 1, Infrastructure and Health Services in the West Ba{nk:
Guidelines for Health Care Planning, (Ramallah, West Bank: Health Development Information
Project, 1993). Information on Gaza was obtained from the project's unpublished database.
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Health Human Resources

In 1993, it was estimated that there were about 1,550 practicing physicians in the
West Bank and Gaza Strip, with about 75% working in the West Bank and 25%
working in the Gaza Strip. Of those, 89% were male'*. The same study estimated
that there were 2,542 nurses, of those 44% were male. The majority of the male
nurses worked in the Gaza Strip. The study approximated 44 health management
personnel (probably working primarily in secondary and tertiary care institutions)
and 1528 paramedics and technicians, with 68% of the latter being males. Of a
total of 7,310 health human resources estimated to be working in the West Bank
and Gaza Strip in 1993, 21% were physicians, 35% nurses, and 21% paramedical
technicians -77% of the working human resources were estimated to work in these
three fields. Thus the medical and health professions continue to be dominated by
physicians, nurses and paramedics. It is also clear that a gender based division of
labor dominates the Palestinian health care system.

In the same study quoted above, substantial regional variations in estimated ratios
of physicians, nurses and technicians per 1,000 population were noted. The central
region (Jerusalem, Bethlehem, Ramallah and Nablus) fared better than peripheral
areas. Jerusalem had an estimated high of 1.22 physicians and 2.97 nurses per
1,000 in contrast to Jenin (in the northern West Bank) which had only 0.53
physicians and 0.52 nurses per 1,000'*. These results confirm that health human
resources are unevenly distributed in the West Bank with the central part absorbing
the bulk of resources and services to the disadvantage of the north and the south.

3 Abu Libdeh, H., The Human Resources Survey in Health: Interim Report No. 2-A,
Summary of Main Findings (Jerusalem: Planning and Research Center, 1993) pp.29-35.

“ Ibid, p.39
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“The same study also indicated that 64% of the health human resources in the West
’Bank and Gaza Strip worked in the non-governmental/private sector. The study did
pot indicate the distribution of these resources between NGOs and the private
"sector. A 1991 study listing of working physicians in the West Bank, however,
jndicated that 52% of the physicians worked in the Palestinian NGO sector, 22 %
in the private sector, 22% in the government system, and 4% with UNRWA®,
‘ distribution of health human resources by type of health facility demonstrates
?swond distribution problem favoring the hospital setting to the disadvantage of
‘ot health care. In a 1991 survey of 782 physicians's, 48% were employed in
Bivernmental or Palestinian hospitals, 22% in private practice, 21% in NGO-
imary health care services, 5% in the government public health system,
"and 4% in the UNRWA primary health care system'”. Only 30% of the physicians
were employed within the primary health care system during that year. Since 1991,
difficulties encountered by the Palestinian NGO primary care system has led and
tontinues to lead to the closure of clinics, thereby further reducing the level of

staffing within the primary health care sector.

In summary, previous research indicates an unequal distribution of human
resources, in favor of the center and of curative services, at the expense of the
periphery and of primary, preventive and promotive health.

" Giacaman, R, Health Conditions and Services in the West Bank and Gaza Strip (Geneva.:
UNCTAD/ECDC/SEU/3, 1994), p.84.

' This represented about 65% of the physicians listed in the survey as working in the West
Bank at that time.

“Ibid, p 84.
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STUDY OVERVIEW AND METHODOLOGY

Background

Upgrading health care delivery systems often requires a special focus on human
resources development and training'®. To appropriately train health human
resources, it is necessary to identify and select key service providers engaged in
particular areas of health care service delivery, to understand their function within
the overall health care team, to assess their tasks and duties, and to determine
further training needs'. Training needs analysis is an essential step in the
development of programs for upgrading and continuing education. Furthermore,
such studies need to take into consideration both the demands of practitioners and
national strategic long-term training objectives.

This study investigates the training needs and demands of physicians and nurses
working in the primary health care sector in the West Bank and Gaza Strip. The
primary health care sector was identified as a priority sector in health care delivery
and, consequently, as a focus for human resource development schemes®.
Upgrading and developing primary health care structures is generally well accepted

'8 See, for instance, Mosley, W.H., "Population Change, Health Planning and Human
Resource Development in the Health Sector,” World Health Statistical Quarterly, Vol.47 (1)
(1994), pp.26-30.

*® See, for example, Oyediran, M., "The Importance of Training and Supervision in Quality
of Care", Advances in Contraception, Vol 9 (2) (1993), pp. 175-180; Sheperd, J., " Analysis
of Training Needs of Qualified Nurse Practitioners", British Journal of Nursing, Vol. 1{(6) (
July 9-22, 1992) pp.310-3; and Weitzel, S. et al, " A Research and Training Needs Assessment
of Florida's Mental Health System”, Journal of Mental Health Administration, Vol.. 16(2)
(1989), pp.111-116.

 For a well-argued analysis of why primary health care is a priority in health care delivery,
especially in the developing world, see Macdonald, ., Primary Health Care, Medicine in Its
Place, (London: Earthscan Publications, 1993).
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a priority area in rebuilding health systems not only because it is cost effective,
ﬁu also because increased accessibility to effective primary care service and the
htionale behind it can reduce the incidence of some problems of secondary and

tertiary care.

“The study has chosen to focus only on the training of physicians and nurses because
;"Q‘fthe difficulty of traim'nghhealth human resources with different skill levels and
tasks within the same training scheme. Moreover, successful models for training
ather types of health human resources, such as community health and rehabilitation
‘iivorkcrs, have been developed by other local institutions. The involvement of
dditional institutions in examining and fulfilling training needs is unnecessary at
jdiis moment®. Physicians and nurses were identified as a priority group for
fraining because they often form the key personnel influencing the activities and
focus of primary health care services.

There is a general lack of training schemes specific to primary health care provision
within its holistic - non-vertical - context. At the same time, it was thought possible
and important that these two types of human resources be trained together. Despite
the differences in responsibilitics and tasks of physicians and nurses, they have
generally similar educational backgrounds and skill levels. Additionally, the joint
trammg scheme illustrates how primary health care ought to be practiced, as a team,
m contrast to the more classical approach of segmented and individualized care??.

Structure
The study was designed to include two parts. The first part comprised of the

adminiﬂratjon of a specifically designed questionnaire aimed at obtaining responses
from physicians and nurses to questions related to four arcas:

—

*In the West Bank and to a lesser extend Gaza Strip, community health and rehabilitation
Workers are currently important human resources engaged in the provision of primary health
and rehabilitation care. It is estimated that there are 250-300 such workers operating in the
country, some within the context of very successful schemes.

ZFor Ma information on the need to develop new and innovative approaches to medical

?ﬂd h@lth sciences training, and on the importance of training physicians and nurses together

Of primary health care, see Kantrowiz, 1. et al, Innovative Tracks at Established Institutions
Jor the Education of Health Personnel, (Geneva: The World Health Organization, 1987).






