Chapter Seven

Maternal Health

7.1 Introduction:

The global safe motherhood initiative that was launched in 1987 challenged governments and international agencies around the world to give more attention to the women’s health needs based on the life cycle approach. When we take women’s health perceptions into consideration, we find that the way biomedicine addresses the incidence of maternal mortality provides views on only very limited aspects of the problem. The medical perspective provides only a partial answer to the causes of the tragedy of maternal mortality, focusing on the meaning of a healthy delivery combined with the experiences of women who have delivered in hospitals. Women know this through experience and in accordance make their choices of where to deliver (Sholkamy 1996).

Women’s health needs are often neglected and research has rarely focused on women’s reproductive health; therefore, the information available is limited. Most of the new studies on reproductive and prenatal health remain unpublished.  In Palestine no data is currently available on reproductive morbidity.

In the Middle East many women face health risks as a result of early pregnancy, post-partum hemorrhage, hypertension, anemia, nutritional deficiencies and high fertility rates
.  
Table 7.1: Lifetime risk of maternal in the World by region, 2000

	Region
	Date

	Africa 
	1 in 15

	Asia 
	1 in 105

	Latin America and Caribbean 
	1 in 150

	Europe 
	1 in 1.895

	North America 
	1 in 3.750


Source: (Maternal Mortality in 2000:  Estimates Developed by WHO, UNICEF and  UNFPA; www.who.int/reproductive-health/publications/maternal_mortality_2000.html)

The common causes of maternal mortality and morbidity in the developing world are hemorrhage, sepsis, high blood pressure and obstructed labor. For every maternal death, 16 to 25 women suffer short or long-term illness such as anemia, infections, fistulas and uterine prolapse.
Figure 7.1: Causes of maternal death in the World, 2002
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Source: Raising Awareness for Reproductive Health in Complex Emergencies, 2002, p.45

A framework for reducing maternal and neonatal mortality and morbidity focuses on dealing with the four delays:

· Recognizing a complication

· Deciding to seek care

· Reaching an equipped health care facility

· Receiving appropriate treatment (quality of care)

Main strategies for preventing maternal and perinatal mortality include: 

1. Early recognition of complications with referral

2. Access to skilled attendants and emergency obstetric care

3. Prevention of high risk pregnancy through family planning

4. Management of delivery and abortion complications

5. Breastfeeding support 

6. Essential newborn care

This chapter will discuss maternal and child health based on standard childbirth objectives
.  The evidence linking maternal health programmes to the health of mothers remains mainly correlational and at the aggregate population level. Such evidence does not prove causality, as the observed relationship may be due to the presence of known or unknown confounding factors or to bias.

7.2 Maternal Health:
7.2.1 Antenatal Care:

Antenatal care is not a single well-defined intervention; rather it involves many components. The biological efficacy of only a few of these components has been demonstrated and no formal studies systematically relating the contribution of each component are available.

Antenatal care:

· Health assessment

· Detection and management of complications

· Maintenance of maternal nutrition

· Behavior change and communication

· Health promotion interventions:

· Tetanus toxoid (TT) vaccination

· Folic acid and ferrous sulfate supplements

The appropriate outcome measure is not well specified. Total maternal mortality is too broad and depends on too many other uncontrollable variables, including access to other health services.

The answer to the question: “Is antenatal care effective?” requires well-designed studies which show the separate contribution of each component.

7.2.2 Health assessment: 

Assessment of the impact of antenatal care programmes at the population level is too crude to answer the question as to whether interventions during pregnancy can improve maternal health. There are a number of reasons for this uncertainty: it’s very difficult, if not impossible, to examine the impact of antenatal care on the outcomes of pregnancy.  Antenatal care should be an integral part of continuous care that begins with the antenatal care and continues through delivery and the postpartum period.  Furthermore, quality of care and health promotion are the most important factors that influence the outcome of the pregnancy. 

Table 7.2: Women’s receipt of routine prenatal examinations by demographic characteristics, 2004

	Background Characteristics
	Routine Examinations
	Total number of Births

	
	Fetus Pulse
	Abdominal Exam\Uterine
	Ultra Sound
	Urine Analysis
	Blood Analysis
	Blood Pressure
	Length
	Weight
	

	Region

	Palestinian Territory
	97.0
	78.3
	90.2
	95.1
	96.4
	97.2
	71.9
	96.8 
	3,196

	West Bank
	96.2
	70.6
	93.1
	93.4
	94.9
	96.5
	67.4
	 96.3
	1,855

	Gaza Strip
	98.2
	88.9
	86.2
	97.4
	98.5
	98.2
	77.9
	97.5 
	1,341

	Type of Locality

	Urban
	96.7
	79.0
	91.6
	95.3
	96.4
	97.3
	73.4
	96.4 
	1,741

	Rural
	96.3
	73.2
	93.5
	93.1
	95.3
	96.5
	68.9
	 96.7
	905

	Camps
	98.9
	84.8
	80.5
	97.6
	98.5
	98.1
	71.8
	98.3 
	550

	Birth Order

	First
	97.1
	79.6
	89.3
	95.0
	96.1
	98.2
	75.8
	98.0 
	565

	Second or Third
	96.8
	76.7
	90.4
	94.7
	96.4
	97.3
	70.8
	96.9 
	1,034

	Fourth or Fifth
	96.1
	75.8
	89.6
	94.8
	96.4
	95.9
	68.2
	97.1 
	826

	Sixth and Over
	98.1
	82.4
	91.3
	96.3
	97.0
	97.6
	74.5
	95.6 
	771

	Educational Qualification

	None
	98.4
	74.3
	87.7
	94.7
	94.7
	93.0
	69.5
	95.2 
	247

	Elementary
	96.8
	79.4
	91.4
	94.6
	95.1
	95.3
	66.1
	93.6 
	630

	Preparatory
	96.2
	77.2
	89.4
	94.9
	96.5
	97.5
	74.2
	97.3 
	1,178

	Secondary and Above
	98.0
	79.7
	90.5
	95.7
	97.5
	98.8
	73.2
	98.5 
	1,141


The routine examinations mentioned in table 7.2, above, are part of the antenatal medical records and the national unified reproductive health guidelines and protocols (2000) adapted by the Ministry of Health. These examinations are usually conducted by doctors, nurses and midwifes.

Weight and height: 

Table 7.2 shows that (96.8%) of pregnant women in this Demographic Health survey 2004, (DHS) were weighed, yet only (71.9%) of them had their height measured in the Palestinian Territory. This percentage was lower in the West Bank (67.4%) than in Gaza Strip (77.9%). This table does not reflect the quality of care given to pregnant women, it only shows the number of procedures provided, as mentioned in the protocol. The fact that one third of the women their height not measured could be used as an indicator of the quality of health care. 

Blood pressure and urine analysis:

Blood pressure and urine analysis are very important indicators for predicting preeclampsia, which is a condition peculiar to pregnancy, manifested by hypertension, oedema and/or proteinuria (World Health Organization, 2000). In the Palestinian Territory, (97.2%) of women had their blood pressure measured during antenatal care. The urine analysis indicator mentioned in table 7.2 shows that (95.1%) of women surveyed had this test during pregnancy (93.4% in the West Bank and 97.4% in Gaza).  This does not indicate whether the test was performed to identify infection, or albumin and sugar in the urine.

The ultrasound examination:

The ultrasound examination for pregnant women is commonly used in the Palestinian Territory (90.2%), as shown in table 7.2; in fact it is overused by health professionals, given the fact that it is supposed to be used only once in each trimester, based on the MOH protocols and guidelines, in order to predict congenital abnormalities and intrauterine growth retardation. Instead, health professionals use it during every visit only to determine the fetal heartbeat. It is important to mention here that there is a difference in the ultrasound use between the West Bank, where (93.1%) of women surveyed reported having received ultrasound while in Gaza Strip, (86.2%) of women indicated that they had received this examination. This is because in Gaza Strip antenatal care is primarily provided by midwives in UNRWA clinics, and midwives do not provide ultrasound service – this service is performed only by doctors.  This is further reflected in the fact that the data from refugee camps, where UNRWA staff are the primary providers, show a lower level of ultrasound use (80.5%) than in urban (91.6%) and rural (93.5%) areas
.

The uterine height: 

Abdominal examination of the uterus should be done in the first and return visits to determine the uterine height, which helps in approximating the number of weeks completed in the pregnancy (gestational age). This examination was given to a low percentage of women (78.3% in the Palestinian Territory) when compared to ultrasound and fetus pulse examinations. It was also less used in the West Bank (70.6%) than in Gaza Strip (88.9%), as shown in Figure 7.2.

Figure 7. 2: Percentage of Woman who received selected routine examinations 

by region, 2004
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Birth order does not seem to have been a factor in access to routine examinations selected for investigation in this study. This household survey revealed that significant proportions of women received these routine examinations, but the data does not measure their awareness of the reasons for conducting/receiving these examinations, which is the early detection of eclampsia. 

7.2.3 Antenatal care coverage and source of antenatal care:

Based on the data collected in 2004, the percentage of mothers who received antenatal care was (96.5%) but that does not reflect the number of visits, the quality of care, or the mothers’ satisfaction; at the same time the coverage was higher among those surveyed in 2004 than in 2000 household survey (95.6%) or the 1996 survey (94.6%)
. 

There was a directly proportional relationship between education level and the receipt of antenatal care. Those women who did not receive antenatal care were more likely to be less educated compared to women who did receive antenatal care.  Among the non-educated women, (48.4%) said that they did not access antenatal care because they had not had any problems (see table 7.3), suggesting that these women are not aware of the importance of the preventive objectives of antenatal care.  There is also a significant difference between the percentage of women who did not access antenatal care because they had no problems during pregnancy in the West Bank (16.7%) compared to similar women in Gaza Strip (64.1%), despite the fact that the services in general have been more accessible there than in the West Bank.

In addition, access to antenatal care decreased with parity, with fewer women accessing antenatal care for their 4th pregnancy or more.

Table 7.3: Percentage Distribution of Births (Last Two) in Three Years Preceding Survey Whose Mothers Did Not Receive Antenatal Care, by Reason and Selected Background Characteristics, 2004

	Background Characteristics
	Reason For Not Receiving Antenatal Care
	Number

of Births Whose Mothers did not Receive ANC
	Total Number of Births

	
	Previous Experience
	Had No Complaints
	Other
	
	

	Region

	Palestinian Territory
	66.6
	23.0
	10.4
	111
	3,196

	West Bank
	72.8
	16.7
	10.5
	73
	1,855

	Gaza Strip
	25.6
	64.1
	10.3
	38
	1,341

	  Type of Locality

	Urban
	64.8
	25.3
	9.9
	65
	1,741

	Rural
	68.5
	21.6
	9.9
	37
	905

	Camps 
	71.4
	14.3
	14.3
	9
	550

	Birth Order
	
	
	
	
	

	First
	81.6
	13.2
	5.2
	5
	565

	Second and Third
	68.3
	20.2
	11.5
	33
	1,034

	Fourth and Fifth
	74.4
	20.9
	4.7
	25
	826

	Sixth and Over
	44.8
	37.3
	17.9
	48
	771

	 Mother's Education 

	None 
	32.3
	48.4
	19.3
	26
	247

	Elementary 
	57.6
	25.8
	16.6
	34
	630

	Preparatory 
	75.5
	20.4
	4.1
	30
	1,178

	Secondary and Above
	81.3
	12.1
	6.6
	12
	1,141


In Palestine there are four health sectors providing maternal care (see figures 7.3 and 7.4) -- the MOH, UNRWA, the NGOs and the private doctors -- so the mothers can use more than one provider. Regarding the places where most mothers received antenatal care, it varied between the West Bank and Gaza Strip. In the Gaza Strip, as shown in Figure 7.3, most of the population are refugees, which contributes to the high proportion (60.7%) of mothers who reported using the UNRWA centers. The second most frequently used services among women there were the MOH services (23.5%), and the private physician clinics which were used by (13.0%) of women. This could be due to the poor socio-economic status characterizing Gaza Strip - more qualitative studies should be conducted to help explain these findings.

As shown in Figure 7.4, in the West Bank the physicians’ clinics were the most frequently mentioned source of antenatal care (used by 50.3% of women surveyed), the second most frequently used (23.5%) were the government primary care facilities (if we consider the governmental health centers and the MCH governmental centers as a single category for the purposes of this survey), and the NGOs centers (4.1%) were the least commonly used.

Figure 7.3: Place of antenatal care, Gaza Strip, 2004
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Figure 7. 4: Place of antenatal care, West Bank, 2004
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In Palestine, people often seek routine care in hospital settings, rather than in the more appropriate primary health care centers; however, this study data, as shown in figures 7.3 and 7.4 above, indicate that both in the West Bank and in the Gaza Strip the health centers in general are used for antenatal care more than the hospitals.  More investigations should be done to examine why women prefer the health centers rather than the hospitals for antenatal care in order to identify factors that can be used to promote similarly appropriate care-seeking behavior for other routine or curative services.

7.2.4 Detection and Management of Complications:

The main causes of maternal mortality and morbidity worldwide are vaginal bleeding, sepsis, pregnancy-induced hypertension, eclampsia, and pre-eclampsia.  In the Palestinian Territory, a total of (60.8%) of the women surveyed said that they had experienced health problems during their last pregnancies (in the three years prior to the survey interview). The reported incidence was particularly high in the West Bank (65.1%) compared to Gaza Strip (54.8%) (see table 7.4). The reported incidence of complications of pregnancy also increased with parity – the more children a mother had had, the more likely it was that she had experienced complications. Urinary tract and reproductive tract infections combined were the most common complications of pregnancy. with (39.3%) of women surveyed reporting having experienced these. 

Table 7.4: Percentage of Births (Last Two) in Three Years Preceding Survey Whose Mothers Had Certain Health Problems, by Health Problem and Selected Background Characteristics, 2004

	Background Characteristics
	Health Problems

	
	Urinary Tract Infection
	Vaginal Bleeding
	Hyper-tension
	Signs Of Premature Delivery
	Gesta-tional Diabetes
	Eclampsia

	Region 
	
	
	
	
	
	 

	Palestinian Territory
	25.2
	9.7
	9.4
	7.9
	2.3
	3.7

	West Bank
	30.2
	12.7
	9.0
	9.0
	2.5
	4.9

	Gaza Strip
	18.3
	5.5
	10.0
	6.5
	1.9
	2.0

	Type of Locality 
	
	
	
	
	
	 

	Urban
	25.1
	9.3
	8.2
	7.7
	2.2
	3.4

	Rural
	28.8
	11.2
	9.5
	8.6
	2.7
	4.2

	Camps
	19.7
	8.6
	13.3
	7.7
	1.8
	3.6

	Birth Order
	
	
	
	
	
	

	First
	26.2
	8.1
	6.5
	7.8
	1.9
	4.1

	Second or Third
	25.2
	10.0
	8.2
	7.6
	2.1
	3.5

	Fourth or Fifth
	24.9
	10.5
	9.3
	9.1
	2.1
	3.8

	Sixth and Over
	24.8
	9.5
	13.2
	7.3
	3.0
	3.5

	Mother’s Education
	
	
	
	
	
	 

	None 
	32.9
	11.3
	8.9
	4.7
	2.8
	2.8

	Elementary 
	24.8
	8.7
	11.4
	7.6
	2.5
	3.8

	Preparatory 
	24.4
	9.3
	8.0
	7.5
	1.3
	3.9

	Secondary and Above
	24.4
	10.5
	9.5
	9.2
	2.9
	3.4


Table (7.4 Cont.): Percentage of Births (Last Two) in Three Years Preceding Survey Whose Mothers Had Certain Health Problems, by Health Problem and Selected Background Characteristics, 2004

	Background Characteristics
	Health Problems
	% Who Suffer from Health Problem

	
	Reproductive Tract Infection
	Anemia
	Convulsions
	Edema
	Fever
	Headache
	

	Region 
	
	
	
	
	
	 
	

	Palestinian Territory
	14.1
	21.1
	5.2
	18.3
	9.1
	20.3
	60.8

	West Bank
	16.3
	19.8
	8.5
	21.1
	9.7
	19.5
	65.1

	Gaza Strip
	11.4
	22.7
	1.2
	14.5
	8.3
	21.3
	54.8

	Type of Locality 
	
	
	
	
	
	 
	

	Urban
	14.4
	21.0
	5.9
	18.1
	9.8
	19.2
	60.0

	Rural
	14.5
	19.8
	5.5
	20.8
	7.5
	19.7
	63.8

	Camps
	12.6
	23.5
	3.0
	14.9
	9.5
	24.8
	58.3

	Birth Order
	
	
	
	
	
	
	

	First
	14.0
	14.8
	4.5
	19.7
	9.0
	16.4
	57.6

	Second or Third
	14.2
	19.4
	5.6
	14.4
	8.0
	18.8
	59.6

	Fourth or Fifth
	13.9
	24.4
	5.4
	19.3
	9.4
	22.4
	62.8

	Sixth and Over
	14.2
	24.5
	5.2
	21.3
	10.1
	23.0
	61.6

	Mother’s Education
	
	
	
	
	
	
	

	None 
	11.6
	26.6
	1.9
	20.3
	12.9
	28.4
	61.0

	Elementary 
	12.9
	22.3
	5.5
	18.4
	12.1
	24.2
	63.2

	Preparatory 
	15.5
	21.4
	4.5
	18.4
	8.7
	19.5
	60.3

	Secondary and Above
	13.3
	18.6
	6.7
	17.3
	7.1
	16.9
	59.6


Urinary and Reproductive Tract Infection:

Both urinary and reproductive tract infections were more frequently reported by women in the West Bank (30.2% and 16.3% respectively) compared to women in Gaza Strip (18.3% and 11.4%, respectively), and women in rural communities (28.8%) reported urinary tract infections more often than women in urban (25.1%) and camp settings (19.7%).  In the camp settings, in particular, fewer women reported urinary tract infections, possibly because of the influence of female midwives who talk to their clients about infection when they provide antenatal care in the UNRWA clinics. Primagravida women reported more infections than multi-parous women, consistent with universal trends. In addition, women who reported having had no education also were more likely to have had infections, possibly related to their level of understanding and practice of good hygiene, while among women with any education, there was no significant difference in incidence of infection relative to the level of education received. (see table 7.4)  

Anemia and Vaginal Bleeding:

Anemia and vaginal bleeding are the second most common complications among women in Palestine, after infection.  It is well known that hemorrhage is the main cause of maternal mortality in developing countries.  More than twice the number of women in the West Bank (12.7%) compared to the Gaza Strip (5.5%) indicated having experienced vaginal bleeding during their pregnancy(s) in the three years prior to the survey. 

On the other hand, more women in Gaza Strip (22.7%) reported experiencing anemia compared to women in the West Bank (19.8%); West Bank and Gaza Strip prevalence of anemia combined was 21.1%. Further, more women in camps reported have experienced anemia compared to women in rural areas, and anemia was reported much less frequently among primagravida women (14.8%) compared to multi-parous women (19.4% and above). Anemia was more frequently reported among the uneducated women, again consistent with developing world data. (see table 7.4)

Hypertension:

Hypertension was the third most frequently reported complication of pregnancy among the women surveyed.  The difference in reported incidence between the West Bank and Gaza Strip is striking, with 8.5% of women in the West Bank reporting convulsions compared to just 1.2% in Gaza Strip, as shown in table 7.4.  Further, the reported incidence of eclampsia was 4.9% in the West Bank compared to 2.0% in the Gaza Strip, and edema of the face was also much higher in the West Bank (21.1% compared to Gaza Strip 14.5%.  It appears that hypertension-related complications may be more successfully managed in Gaza Strip, and therefore less frequently progress to convulsions, in keeping with one of the main objectives of antenatal care.  Further investigation is recommended.

7.2.5 Behavior change and communication:

As shown in table 7.5 below, a high percentage (55.1%) of women surveyed did not recall having received any health education; in particular, 68.6% of women from the Gaza Strip and 61.7% of women living in refugee camps reported that they did not receive health education. There is no significant difference in education for women relative to their parity, suggesting that health education for primagravida and/or multi-parous women is not structured. The method through which health education is provided to women is not clear. Further, the information available describes women’s recall of having received health education, but it does not specify the source of information – the health education could have occurred, for example, in school rather than through the health system.

Table 7.5: Percentage of Births (Last Two) at Hospitals in Three Years Preceding Survey Whose Mothers Received Health Education, by Subject and Selected Background Characteristics, 2004  

	Background Characteristics
	Subject of Health  Education
	Percentage Who Receive Education
	Percentage Who did not Receive Education

	
	Importance of Follow up
	Immunization
	Family Planning
	Nutrition of Mother
	Breast-feeding
	
	

	Region
	
	
	
	
	
	
	

	Palestinian Territory
	32.9
	44.4
	27.7
	33.0
	42.3
	44.9
	55.1

	West Bank
	39.2
	59.8
	31.2
	36.9
	47.6
	54.7
	45.3

	Gaza Strip
	24.2
	24.0
	22.4
	27.2
	34.5
	31.4
	68.6

	 Type of Locality
	
	
	
	
	
	
	

	Urban
	31.7
	42.6
	25.5
	31.5
	42.3
	44.7
	55.3

	Rural
	33.7
	53.1
	29.8
	34.0
	41.7
	49.6
	50.4

	Camps 
	35.6
	35.6
	30.6
	36.1
	43.0
	38.3
	61.7

	  Birth Order
	
	
	
	
	
	
	

	First
	31.6
	42.4
	23.2
	31.6
	41.6
	45.1
	54.9

	Second and Third
	35.6
	45.2
	28.2
	34.1
	44.2
	45.3
	54.7

	Fourth and Fifth
	30.3
	46.0
	26.9
	31.6
	41.0
	44.2
	55.8

	Sixth and Over
	33.3
	43.3
	31.4
	34.0
	41.5
	45.0
	55.0

	Mother's Education 
	
	
	
	
	
	

	None 
	29.6
	42.9
	25.5
	25.8
	37.0
	39.3
	60.7

	Elementary 
	30.0
	42.2
	26.3
	30.0
	41.1
	45.0
	55.0

	Preparatory 
	33.5
	46.3
	27.8
	33.3
	41.1
	45.0
	55.0

	Secondary and Above
	34.6
	43.5
	28.5
	35.0
	44.6
	45.4
	54.6


Figure 7.5 indicates that reported receipt of health education increases with level of education among the women surveyed: 60.7% of the non-educated women reported that they had never received health education, while 54.6 % of the most educated women indicated that they had not received health education – the trend of increased exposure to health education with increased general education was consistent for each of the specific health education topics included in the survey.

Many factors may contribute to this trend, including non-educated women’s lack of access to written information/materials, as well as lack of access to school-based health education.  In general, increased health education during antenatal care would be of benefit to all women, and would likely reduce the gap between non-educated and educated women.

These responses also suggest that health education is, in fact, of importance to women and that their lack of health education is of concern to them. Women were better exposed  to (or were more likely to recall) health education related to their babies’ health, e.g. breastfeeding and immunization, as compared to the more mother-oriented health issues such as family planning, follow-up care and nutrition.  

Figure 7.5:  Percentage distribution of mothers who gave births at hospitals in the three years preceding the survey by health education status of mother’s education, 2004
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7.2.6 Health promotion interventions during the antenatal period:

Tetanus Toxoid (TT) vaccination:

Protection against tetanus can begin before birth, continue in the newborn period, and be sustained through reinforcing doses given at later ages. The WHO recommendation for the prevention of tetanus is the administration of DTP at 6, 10, and 14 weeks of age.  Some countries provide a fourth dose of DTP at 18-24 months of age. Given the high death rate, and despite the fact that many countries have achieved increased coverage of women of child-bearing age with at least 2 doses of tetanus toxoid, neonatal tetanus is still a major global public health problem, with an estimated 500,000 cases still occurring every year.    

Neonatal tetanus continues to be seriously underreported, since populations at highest risk for neonatal tetanus tend to live in rural areas and have the poorest access to health care and birth registration. In view of the significant disease burden, the elimination of neonatal tetanus as a public health problem by the year 2005 (defined as a rate of neonatal tetanus below 1/1000 live births at district level) has been agreed to by all member states of WHO, UNICEF and UNFPA.
MOH Policy:

Table 7.6: Tetanus toxoid immunization schedule for women of childbearing age and pregnant women without previous exposure to TT, Td or DTP

	Dose
	When to give
	Expected duration of protection

	TT (or Td) 1
	at first contact or as early as possible during pregnancy 
	None

	TT (or Td) 2
	at least 4 weeks after TT 1
	1-3 years

	TT (or Td) 3
	at least 6 months after TT 2 or during subsequent pregnancy
	At least 5 years

	TT (or Td) 4
	at least 6 months after TT 3 or during subsequent pregnancy
	At least 10 years

	TT (or Td) 5
	at least 6 months after TT 4 or during subsequent pregnancy
	For all childbearing years, and possibly longer


The MOH vaccination schedule relative to tetanus toxoid (TT) is comprehensive and should provide complete protection through a series of 4 doses given at the home (or in postnatal care/child health facilities) during the first year of life and two additional doses given to girls in school.  Most women in Palestine are likely to be fully immunized as a result of vaccines received during childhood; however, the MOH Primary Health Care Department recognizes that uneducated women/school leavers and women in the Bedouin population are at risk for missing the final doses which are given in school, which would leave these women (and their newborns) without complete protection against tetanus. Therefore, to minimize the risks among these vulnerable groups, additional doses to be given to women during and after pregnancy have been added to the MOH protocol.  The vaccination for adult women is taken in three doses based on MOH protocol: during the first antenatal visit, one month after the first dose ,and one year after the first dose. A 3- dose course of TT will provide protection against maternal and neonatal tetanus for at least 5 years.

Table 7.7: Percentage of mothers who delivered in year preceding the survey and received tetanus toxoid by number of does and selected background characteristics, 2004

	Background

Characteristics
	Received Tetanus Toxoid During Last Pregnancy
	Received At Least 5 Doses During Life Time
	Received At Least 3 Doses The Last One  Within 10 Years
	Received At Least 2 Doses The Last One  Within 3 Years
	Number

of Women Who Gave Birth last Year

	Region 
	
	
	
	
	

	Palestinian Territory
	37.4
	1.9
	9.0
	25.7
	1,251

	West Bank
	43.6
	3.8
	13.5
	30.2
	705

	Gaza Strip
	33.3
	0.7
	6.0
	22.8
	546

	Type of Locality
	
	
	
	
	

	Urban
	39.0
	1.2
	10.6
	29.3
	683

	Rural
	39.6
	3.6
	8.3
	22.5
	344

	Camps
	31.6
	1.9
	6.3
	20.9
	224

	Mother's Education
	
	
	
	
	

	Non
	27.8
	2.8
	13.9
	25.0
	64

	Elementary
	40.7
	2.1
	12.2
	28.1
	250

	Preparatory
	41.1
	2.2
	10.3
	28.9
	449

	Secondary and Above
	33.3
	1.6
	5.1
	22.0
	467


· In table 7.7 the percentage of mothers who delivered in the year preceding the survey and received tetanus during their last pregnancy in the Palestinian Territory was (37.4%) in 2004 compared to (27.5%)  in the year 2000.

· In 2004, (43.6%) of mothers surveyed in the West Bank, and (33.3%) of mothers surveyed in the Gaza Strip reported having received tetanus toxoid vaccine during their last pregnancy, compared to (23.0%) in the West Bank and (35.7%) in Gaza Strip in the year 2000. (see figure 7.6) The immunization coverage levels in the West Bank nearly doubled. It’s important to note, however, that this information is based on women’s recall since there are no home-based records for women that document their immunization coverage.  As such there is no clear information that would explain the significant increase in TT coverage in the West Bank since the previous survey

Figure 7.6: Reported tetanus toxoid coverage among women in the West Bank compared to women in Gaza Strip, 2000, 2004
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· The data shows a correlation between increased education and increased vaccination coverage against tetanus, probably because of better awareness and increased use of antenatal care among more educated women. Among the non-educated women, 27.8% were immunized against tetanus compared to 33.3% of women with secondary education or above.  

· In the Palestinian Territory the percentage of mothers who received at least 2 doses, the last one within 3 years prior to the survey was 25.7%.  Among the mothers surveyed, only 9.0% had received at least 3 doses, the last one within 10 years, and only 1.9% of the total survey sample had received at least 5 doses during their life time. To protect the newborn, women with no record of previous TT immunization should receive at least two doses of tetanus toxoid vaccine at least four weeks apart, with the last dose at least 2 weeks before delivery.

· In the Palestinian Territory, it is difficult to be sure of, or confirm, actual TT immunization coverage among women due to the fact that women are not likely to remember exactly how many doses they have received since birth, and at this date there are no home immunization cards for women, which could be used to confirm women’s actual coverage levels, as well as population-based coverage.  
· The TT immunization schedule should include an initial dose given at the first contact with immunization services, a second dose at least 4 weeks after the first dose, and a third dose 6-12 months after the second dose. Protective antibody levels are attained in 80-90% of women after the second dose, and in 95-98% of women after the 3rd dose. This basic course will provide protection for at least 5 years. Fourth and fifth doses of TT given later will prolong the duration of immunity for 10 and 20 years, respectively.
Folic acid and ferrous sulfate supplements:
Among the women surveyed, the percentage of women taking iron tablets (75.7%) was significantly higher than the percentage of women taking folic acid (43.5%). Comparable findings were obtained in the year 2000, when the percentage of women reporting iron intake was 75.8% and the percentage reporting folic acid intake was 44.3%. This could possibly be attributed to:

1. Women being more aware of or more familiar with iron supplements than with folic acid or supplements combining iron and folic acid, which could lead to either lower intake of folic acid, or under-reporting of folic acid intake by women who do not realize that they are actually taking folic acid, either alone or in combination with iron

2. Lack of awareness of the importance of folic acid among providers

Women in Gaza Strip  were more likely to report that they had not received folic acid (55.0%) compared to women in the West Bank (29.0%); however, as mentioned above it is not clear whether the women in fact understand what folic acid is, and can differentiate between iron and folic acid.  Women are not always likely to know the content of the ‘vitamin’ or supplement tablets that they receive; therefore the survey respondents may not have been able to accurately report whether they were receiving iron, folic acid, or both in combination. Given the fact that the WHO recommendations suggest that women receive folic acid prior to pregnancy, and receive iron during pregnancy, we recommend that health policy in Palestine be made consistent with the recommendations, and that the next survey consider these parameters in investigating iron and folic acid intake. (WHO Focused Antenatal Care – see Annex1).

7.3 Intrapartum/Delivery Care:

Pregnancy and birth are normal biological processes for 85% of women. Only 15% of women develop complications and among them, about 12% are referred to higher level care. The vast majority of the women transferred are not emergencies, only 2% of them are considered emergency transfers. For every maternal death, 16 to 25 women suffer short or long-term illness such as anemia, infections, fistulas or uterine prolapse. 

· Skilled attendance 

· Basic obstetric care (equipped health center)

· Comprehensive emergency obstetric care

· Transportation and referral

· Support for breastfeeding

· Obstetric complications

7.3.1 Comprehensive emergency obstetric care:

Obstetric complications
Women in Palestine experiencing delivery of their first children are shown to be less likely to have normal deliveries compared to both national and international averages, with more episiotomies, more vacuum deliveries, and more cesarean sections among primagravida women than among multi-parous women in Palestine. 

The universal rate of normal deliveries is 85%, while in the Palestinian Territory only 72.2% of deliveries are considered normal.  This significantly lower rate of normal deliveries should be investigated further; it may in fact be a reflection of inappropriate use or over-use of certain procedures including common use of episiotomies (10.4% in the West Bank and 14.9% in Gaza Strip ), and an unusually high rate of cesarean sections.  PCBS data indicates a cesarean section rate of 6.0% in 1996, 8.8% in 2000, and the rate increased again to 12.8% in 2004.  Cesarean sections are more frequently performed for more educated women (15.1% among women with secondary school education and above) and for multi-parous women having delivered 6 or more times 15.7%.  Vacuum and forceps, which require a high level of provider skill, are also still used commonly – no information is available about the actual level of skill among providers relying on these tools and invasive techniques, or the evidence indicating that these approaches were necessary.  

Table 7.8: Percentage Distribution of Births (Last Two) Born in Three Years Preceding Survey, by Mode of Delivery and Selected Background Characteristics, 2004

	Background Characteristics
	Nature of Delivery
	Number of Births

	
	Normal
	Caesarian Section
	vacuum
	Forceps
	Episeotomy
	

	Region
	
	
	
	
	
	

	Palestinian Territory
	72.2
	12.8
	2.1
	0.6
	12.3
	3,196

	West Bank
	73.4
	13.1
	2.0
	1.1
	10.4
	1,855

	Gaza Strip
	70.6
	12.2
	2.2
	0.1
	14.9
	1,341

	Type of Locality
	
	
	
	
	
	

	Urban
	71.7
	13.2
	1.8
	0.6
	12.7
	1,741

	Rural
	76.3
	11.9
	2.4
	0.8
	8.6
	905

	Camps 
	67.1
	12.7
	2.6
	0.4
	17.2
	550

	Birth Order
	
	
	
	
	
	

	First
	57.3
	13.0
	3.4
	0.4
	25.9
	565

	Second and Third
	71.8
	12.0
	2.0
	0.9
	13.3
	1,034

	Fourth and Fifth
	79.2
	10.6
	2.0
	0.6
	7.6
	826

	Sixth and Over
	76.2
	15.7
	1.4
	0.7
	6.0
	771

	Mother's Education 
	
	
	
	
	
	

	None 
	74.8
	12.8
	1.9
	-
	10.5
	247

	Elementary 
	72.9
	12.2
	2.4
	0.5
	12.0
	630

	Preparatory 
	73.5
	11.1
	2.2
	0.9
	12.3
	1,178

	Secondary and Above
	69.3
	15.1
	1.8
	0.6
	13.2
	1,141


Basic obstetric care (equipped health center):

Among the women surveyed, more than half (53.3%) delivered their most recent babies in governmental hospitals/health centers, and nearly one fourth (22.8%) delivered in private hospitals or health centers, while the remaining women were spread across a range of other hospitals, clinics and maternity homes. Mothers’ use of hospitals does not necessarily reflect a perception of any significant difference between government and private hospitals.  Maternity homes are a new source of delivery care, added since 2000.  

The data indicates that a significant number of women choose to deliver in clinics; however, we have none of the essential information regarding the skills and equipment available for both normal and complicated or emergency deliveries in these clinics.  

In the West Bank more women use private hospitals (34.9%) compared to women in Gaza Strip (6.8%) while in Gaza Strip more women use the government hospitals (64.1%) compared to women in the West Bank (44.8%). (see table 7.9)  In addition, in Gaza Strip it was more common to deliver in a physician’s clinic (10.6%) compared to the West Bank (2.6%).  Home deliveries on the other hand were more common in the West Bank (4.7%) compared to Gaza Strip (0.7%).  Relative to women living in refugee camps, these women were less likely to use the private hospital centers (13.7%) compared to urban (24.8%) and rural women (24.7%).  Among these women, rural women were also most likely to deliver at home (4.9%) and were less likely to deliver in a physician’s clinic (3.2%), whereas women from  the urban settings were more likely to use NGO Centers and physician’s clinics.  

Primagravida women were more likely to use private hospitals (25.4%) than were multi-parous women (18.4%).  At the same time, multi-parous women were more likely to use physician’s clinics (7.6%) or to deliver at home (4.9%) compared to primagravida women (4.2% and 1.6%, respectively).  Refugees, not surprisingly, used the UNRWA centers much more frequently (17.2%) compared to the urban (6.9%) and rural women (2.7%).  In the Gaza Strip, furthermore, the UNRWA facilities, which include maternity homes were much more commonly used (12.6%) compared to their use in the West Bank (3.7%). Note that in the West Bank there is only one UNRWA hospital, located in Qalqilia. 

Less educated women tended to go the governmental hospitals (63%) or to deliver at home (5.2%) more than women with any education (51.2% and 1.9% respectively).  The more educated women were more likely to use private hospitals (25.3%) compared to the women without education (13.8%).  

NGO facilities seem to play much less of a role in delivery services relative to other sectors’ facilities

The obstetric client load on the governmental hospitals has increased from (43.3%) in 2000 to (53.3%) in 2004, most probably because of universal availability of insurance, but the resources for these hospitals have not increased, resulting in an increased burden on human and other resources.  In addition, fewer women are using private hospitals now (22.8%) compared to in 2000 (27.8%), perhaps also due to the deteriorating economic situation limiting private expenditures, and the availability of insurance.  In the West Bank in 2000, up to 40.2% of women delivered in private hospitals compared to 34.9% in 2004.  Nationally, in 1996, 28.3% of women used private hospitals, and in 2000, 27.8% of women used private hospitals

Table 7.9: Percentage Distribution of Births (Last Two) in Three Years Preceding Survey, by Place of Delivery and Selected Background Characteristics, 2004  

	Background Characteristics
	Place of Delivery
	Number of Births

	
	Governmental Health hospital /center
	Private Hospital/center
	UNRWA Hospital/center
	NGOs Hospital/center
	Israeli Hospital
	Maternity home
	Physician Clinic
	At home
	Other
	

	Region
	
	
	
	
	
	
	
	
	
	

	Palestinian Territory
	53.3
	22.8
	7.5
	4.1
	1.4
	1.3
	6.0
	3.0
	0.6
	3,196

	West Bank
	44.8
	34.9
	3.7
	4.7
	2.5
	1.1
	2.6
	4.7
	1.0
	1,855

	Gaza Strip
	64.1
	6.8
	12.6
	3.4
	-
	1.6
	10.6
	0.7
	0.2
	1,341

	Type of Locality

	Urban
	49.8
	24.8
	6.9
	4.7
	2.1
	1.2
	7.6
	2.5
	0.4
	1,741

	Rural
	57.1
	24.7
	2.7
	3.1
	1.0
	2.0
	3.2
	4.9
	1.3
	905

	Camps 
	57.0
	13.7
	17.2
	3.8
	0.2
	0.5
	5.7
	1.6
	0.3
	550

	Birth Order
	
	
	
	
	
	
	
	
	
	

	First
	57.1
	25.4
	3.8
	4.9
	1.8
	1.1
	4.2
	1.6
	0.1
	565

	Second or Third
	51.4
	25.1
	7.0
	4.5
	2.0
	1.4
	5.4
	2.5
	0.7
	1,034

	Fourth or Fifth
	51.7
	22.5
	9.0
	4.1
	1.1
	1.1
	6.5
	3.0
	1.0
	826

	Sixth and Over
	53.9
	18.4
	9.2
	3.0
	0.8
	1.7
	7.6
	4.9
	0.5
	771

	Mother's Age 

	15-29
	53.9
	23.0
	7.8
	4.1
	1.5
	1.2
	5.6
	2.4
	0.5
	2,008

	30-49
	52.2
	22.4
	7.0
	4.2
	1.4
	1.6
	6.8
	3.8
	0.6
	1,188

	Mother's Education 

	None 
	63.0
	13.8
	8.1
	1.8
	-
	1.4
	5.2
	5.2
	1.5
	247

	Elementary 
	55.7
	21.2
	6.5
	2.6
	0.5
	1.8
	6.8
	3.9
	1.0
	630

	Preparatory 
	52.9
	22.4
	7.7
	5.1
	1.6
	1.0
	5.6
	2.9
	0.8
	1,178

	Secondary and Above
	51.2
	25.3
	7.6
	4.3
	2.1
	1.4
	6.1
	1.9
	0.1
	1,141


Table 7.10: Percentage Distribution of Births (Last Two) in Three Years Preceding Survey Occurring at Health Facility, by Place of Delivery and Main Reason For Choosing Place of Delivery, 2004

	The Main Reason For Choosing Place of Delivery
	Place of Delivery

	
	Physician Clinic
	Maternity

Home
	Israeli Hospital
	NGOs Hospital \Center
	UNRWA Hospital \

Center
	Private Hospital\

Center
	Governmental Health Hospital \Center

	Better Service
	60.1
	53.6
	58.1
	69.3
	65.0
	71.1
	36.8

	Difficult to Reach Another Place 
	12.4
	22.0
	7.0
	6.5
	4.1
	5.1
	5.1

	Premature Delivery 
	4.3
	9.8
	-
	2.4
	5.0
	2.8
	6.8

	Health Insurance/Less Cost
	-
	-
	25.6
	8.1
	15.4
	4.9
	39.2

	Private Physician
	20.0
	9.8
	-
	8.9
	1.4
	11.6
	4.8

	Pregnancy Complication
	-
	2.4
	-
	1.6
	2.7
	0.9
	2.8

	No Alternative
	3.2
	2.4
	9.3
	3.2
	6.4
	3.6
	4.5

	Total number of births
	193
	42
	40
	125
	217
	667
	1,635


Relative to the women’s reasons for choosing a specific facility or sector for their recent deliveries (see table 7.10), 71.1% of women chose private hospitals because they felt that they offered better services; in fact relatively few women (36.8%) felt that the governmental hospitals offered better services, while 53.6% of women felt that the maternity homes gave better services.  Relative to access issues, and difficulty in reaching facilities, 22.0% of women chose maternity homes because they could not reach other facilities. Women also accessed maternity homes for premature deliveries, suggesting that in fact the maternity homes were successful in helping to solve access problems.  Among women surveyed, 39.2% chose governmental hospitals because of the availability of insurance and lower costs; also, women using Israeli hospitals indicated that they chose those facilities for reasons of insurance, or because they had no choice.  Women who chose physician’s clinics (20.0%) or private hospitals (11.6%) tended to do so because of their relationships with their own physicians. Among women with complications, 20.6% of women in 2000 chose government hospitals compared to only 2.8% in 2004. Complications of pregnancy had no influence on women’s choice of private facilities. 

Skilled attendance:

The presence of a trained birth attendant is essential at every delivery; however, WHO estimates that only 55% of world total births are attended by trained personal (Fathalla WHO). Regarding the personnel who provided the antenatal care received, the overwhelming majority of women in the West Bank indicated that physicians had provided their antenatal care, and in Gaza Strip nurses and physicians were the primary providers of antenatal care.  It is important to note, however, that this data may reflect a lack of understanding among women of the actual roles and titles of reproductive health providers.  For example, although 60.7% of women in Gaza Strip received their antenatal care from UNRWA clinics, where the bulk of antenatal care is provided by midwives, only 1.0% of women in Gaza Strip indicated receiving their antenatal care from midwives.  
The physicians, nurses, and midwives are key providers for delivery services.  Physicians assisted 66.4% of mothers surveyed during their most recent delivery; they also provide a significant amount of antenatal care services (72.3%) (see table 7.11 and 7.12), but very limited postnatal care (7.3%), although specialized physicians in fact provided postnatal care to 19.5% of the women surveyed.  Doctors provided more antenatal care in the West Bank (87%) compared to Gaza Strip where doctors provided antenatal care to 52% of women surveyed.  Delivery services in Gaza Strip, on the other hand, were more frequently provided by physicians (81.1%) compared to the West Bank (54.6%).  There were no significant differences in postnatal care service providers’ contributions between Gaza Strip and the West Bank

For this report, nurses and midwives assisting at delivery are examined in combination because trained nurses as well as midwives provide delivery support and mothers are unlikely to differentiate between the two types of female providers The total number of midwives in Palestine is 436, with a ratio of 13 per 100,000 population.  Among the midwives, 260 are working in the West Bank, and 156 of these are employed in the governmental sector.(Wick and Mikki).  In the antenatal period, nurses and midwives provide 36.6% of care in the Palestinian Territory, and in Gaza Strip they provide 65.7% of the care, compared to 15.6% in the West Bank.  In Gaza Strip the nurses and midwives play a very minor role in postnatal care, serving only 7.6% of women surveyed compared to specialists who provided postnatal care to 13.9% of the women, suggesting that women are more likely to attend postnatal care if they need curative services for a problem that they recognize as a health concern.  Routine postpartum checkups are not common.  Specialists were more often accessed for postnatal care in the West Bank (23.7%) compared to Gaza Strip (13.9%).

Table 7.11: Percentage of Births (Last Two) in Three Years Preceding the Survey Whose Mothers Received Antenatal Care, by Personnel Providing Antenatal Care and Selected Background Characteristics, 2004

	Background Characteristics
	Personnel  Providing Antenatal Care
	Received Antenatal Care
	Number of Births Whose Mothers Received ANC

	
	Physician
	Nurse
	Midwife
	Daya
	Other
	
	

	Region
	
	
	
	
	
	
	

	Palestinian Territory
	72.3
	34.6
	2.0
	0.1
	0.3
	96.5
	3,083

	West Bank
	86.7
	12.8
	2.8
	0.1
	0.4
	96.1
	1,781

	Gaza Strip
	52.3
	64.7
	1.0
	-
	0.2
	97.2
	1,302

	Type of Locality
	 
	
	
	
	
	
	

	Urban
	72.9
	33.9
	1.6
	0.1
	0.4
	96.3
	1,676

	Rural
	82.0
	19.6
	1.8
	-
	0.3
	95.9
	867

	Camps
	54.2
	61.3
	4.2
	-
	0.2
	98.4
	540

	Birth Order
	
	
	
	
	
	
	

	First
	73.5
	35.0
	0.5
	0.4
	0.5
	99.1
	559

	Second and Third
	74.5
	30.3
	1.8
	-
	0.5
	96.8
	1,000

	Fourth and Fifth
	72.2
	35.2
	3.0
	-
	0.2
	97.0
	801

	Sixth and Over
	68.6
	39.2
	2.5
	-
	0.1
	93.8
	723

	Mother's Education
	 
	 
	 
	 
	
	
	

	Non
	62.4
	30.5
	0.5
	0.5
	-
	87.8
	187

	Elementary
	69.5
	34.6
	1.4
	0.2
	0.8
	94.6
	596

	Preparatory
	71.6
	34.9
	2.4
	-
	0.3
	97.5
	1,147

	Secondary and Above
	76.4
	35.4
	2.4
	-
	0.3
	98.9
	1,124


Table 7.12: Percentage Distribution of Births (Last Two) in Three Years Preceding Survey, by Personnel Assisting Delivery and Selected Background Characteristics, 2004

	Background Characteristics
	Personnel  Assisting at Delivery
	Number of Births 

	
	Physician
	Nurse
	Midwife
	Daya
	Relatives/  Friends
	Other
	

	Region
	
	
	
	
	
	
	

	Palestinian Territory
	66.4
	25.0
	6.9
	1.2
	0.3
	0.2
	3,196

	West Bank
	54.6
	31.3
	11.7
	1.7
	0.4
	0.3
	1,855

	Gaza Strip
	81.1
	17.2
	1.0
	0.4
	0.1
	0.2
	1,341

	Type of Locality
	
	
	
	
	
	
	

	Urban
	69.8
	23.0
	5.7
	1.2
	0.2
	0.1
	1,741

	Rural
	55.8
	30.5
	11.1
	1.7
	0.5
	0.4
	905

	Camps
	72.1
	22.7
	4.5
	0.6
	-
	0.1
	550

	Birth Order
	
	
	
	
	
	
	

	First
	75.0
	18.8
	5.4
	0.8
	-
	-
	565

	Second and Third
	65.4
	26.0
	7.3
	0.7
	0.4
	0.2
	1,034

	Fourth and Fifth
	60.0
	29.1
	9.0
	1.6
	0.3
	-
	826

	Sixth and Over
	68.0
	23.6
	5.5
	1.9
	0.3
	0.7
	771

	Mother's Age
	
	
	
	
	
	
	

	15-29
	65.6
	25.8
	6.8
	1.2
	0.3
	0.3
	2,008

	30-49
	67.3
	23.8
	7.2
	1.2
	0.2
	0.3
	1,188

	Mother's Education
	
	
	
	
	
	
	

	Non
	58.5
	33.8
	4.8
	1.9
	-
	1.0
	247

	Elementary
	66.0
	26.1
	5.5
	1.8
	0.2
	0.4
	630

	Preparatory
	64.7
	26.0
	7.7
	1.1
	0.4
	0.1
	1,178

	Secondary and Above
	70.3
	21.4
	7.3
	0.6
	0.3
	0.1
	1,141


7.4 Postpartum Care:
The postpartum period is defined as the first four to eight weeks after delivery. This is the time of vulnerability for new mothers and their newborns. It is also a crucial time for the initiation of positive habits for the future. Maternal mortality and morbidity is common during the postpartum period:

· 16% occur during labor;

· 60% occur in the postpartum period;

· 72% occur in the first week after childbirth;

· 40% are due to postpartum hemorrhage;

   Natal care:

· Danger signs and referral

· Postpartum home visit

· Promoting health of newborn

· Newborn care

· Support for breastfeeding

· Postpartum family planning

In the Palestinian Territory in the three years prior to the survey, 96.5% of women received antenatal care, with no significant difference relative to region.  Relative to postnatal care, a total of 65.9% of women surveyed did not receive postnatal care; with 70.4% in the Gaza Strip and 62.4% in the West Bank indicating that they did not receive postnatal care.  This is consistent with MOH data which also indicates that about 34% of postpartum women receive postnatal care in the West Bank and Gaza Strip.  In 2000, only 26.3% of women indicated that they did not receive postnatal care – as shown in the table below, access to postnatal care among Palestinian women has been improving since 1996. 

Figure 7.7: Percentage Distribution of Births (Last Two) Born in Three Years

 Preceding Survey, by Personnel Receipt of any Health Care six weeks acts delivery, 2004
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Table 7.13: Postnatal Coverage in the Palestinian Territory, 1996 to 2004

	Year
	Did receive postnatal care
	Did not receive

	1996
	19.7
	80.3

	2000
	26.3
	73.7

	2004
	34.1
	65.9


Regarding the duration of women’s hospital stays after delivery, a very high percentage (39.0%) of women indicated that they left the hospital within 24 hours post delivery. Comparable results (34.0%) were obtained in the year 2000.  The majority (77.9%) of mothers surveyed indicated that they left because there was no need to stay, suggesting that these women were not aware of the potential for or dangers of postpartum complications for themselves or their newborns.  Results from the year 2000 show that 87% of women left the hospital after delivery for the same reason.  Another 12.2% of the women surveyed indicated that they left the hospital within 24 hours at the hospital’s request, although this was far less likely to occur in UNRWA facilities (6.6%), which are more prevalent in Gaza, compared to government hospitals (12.0%), private hospitals (14.7%) or NGO run facilities (13.0%).  Women were less likely to leave within 24 hours if they delivered in a private hospital, despite the cost, possibly because either the women themselves were more comfortable, or because of a difference in the availability of or adherence to protocols in private facilities as compared to government facilities.

Table 7.14: Percentage Distribution of Births (Last Two) in Three Years Preceding Survey Occurring at Health Facilities, by Place of Delivery and Main Reason for Leaving Place of Delivery Before 24 Hours, 2004 

	Place of Delivery
	Main Reason for Leaving Place of Delivery
	Percentage Who Left
	Percentage Who did not Leave

	
	Other
	Hospital Request
	Not Necessary to Stay
	Service is not Satisfactory
	High Cost
	Family Conditions
	
	

	Governmental   Hospital\ Center
	1.4
	12.0
	78.7
	3.8
	0.3
	3.8
	43.6
	56.4

	Private Hospital\Center
	2.1
	14.7
	75.9
	-
	2.1
	5.2
	30.2
	69.8

	UNRWA Hospital\Center
	3.9
	6.6
	75.0
	-
	1.3
	13.2
	37.9
	62.1

	NGOs Hospital\ Center
	4.3
	13.0
	80.5
	-
	-
	2.2
	41.4
	58.6

	Total
	1.9
	12.2
	77.9
	2.6
	0.7
	4.7
	39.0
	61.0


Executive summary:

· Antenatal care should be an integral part of continuous care that begins with the antenatal care and continues through the intrapartum, delivery and the postpartum period. 

· Quality of care and health promotion are the most important factors that influence the outcome of the pregnancy

Antenatal Care

· In the Palestinian Territory, based on the data collected in 2004 in this household survey, 96.5% of mothers surveyed received antenatal care, 96.8% of pregnant women were weighed, yet only 71.9% of them had their height measured.

· Among the women surveyed, 97.2% had their blood pressure measured during the antenatal period, and 95.1% had urine analysis tests. 

· The ultrasound examination for pregnant women is commonly used in the Palestinian Territory (90.2%); in fact it is overused by health professionals, given the fact that it is supposed to be used only once in each trimester, based on the MOH protocols and guidelines,

· There is a difference in the ultrasound use between the West Bank, where 93.1% of women surveyed reported having received ultrasound, and Gaza Strip, where 86.2% of women indicated that they had received this examination.

· Abdominal examination of the uterus for the uterine height to predict the weeks of the pregnancy should be done in the first and return visits to determine the uterine height and compare it with the gestational age. This examination was given to a low percentage of women (78.3%) when compared to ultrasound and fetus pulse examinations. It was also less used in the West Bank (70.6%) than in Gaza Strip (88. 9%).

· There was a proportional relationship between the increase in education level and the receipt of antenatal care. Those women who did not receive antenatal care were more likely to be less educated compared to women who did receive antenatal care.  

· Access to antenatal care decreased with parity, with fewer women accessing antenatal care for their 4th pregnancy or more.

· In the West Bank the physicians’ clinics were the most frequently mentioned source of antenatal care (used by 50.3 % of women surveyed), the second most frequently used (18.7%) were the government primary care facilities (if we consider the governmental health centers and the MCH governmental centers as a single category for the purposes of this survey), and the NGOs centers (3.2%) were the least commonly used.  

· In the Gaza Strip most of the population are refugees, which contributes to the high proportion (60.7%) of mothers who reported using the UNRWA centers. The second most frequently used services among women in Gaza strip were the MOH services (16.0%), and the private physician clinics which were used by (13.0%) of women. This could be due to the poor socio-economic status characterizing Gaza  Strip, more qualitative studies should be conducted to help explain these findings.    

· In the Palestinian Territory, a total of (60.8%) of the women surveyed said that they had experienced health problems during their last pregnancies. The reported incidence was particularly high in the West Bank (65.1%) compared to Gaza Strip (54.8%).  It should also be noted that complications of pregnancy increased with parity. 

· The most common complications of pregnancy are urinary and reproductive tract infections combined, with 39.3% of women surveyed reporting having experienced these. 

· The prevalence of anemia in the Palestinian Territory was (21.1%), and was higher in Gaza strip (22.7%) compared to the West Bank (19.8%). More women in camps reported have experienced anemia compared to women in rural areas.

·  Anemia was reported much less frequently among primagravida women (14.8%) compared to multi-parous women (19.4% and above). Anemia was also more frequently reported among the uneducated women, again consistent with developing world data. 
· Health promotion is important to women; lack of health education is of concern to them. Women were better exposed  to (or were more likely to recall) health education related to their babies’ health, e.g. breastfeeding and immunization, as compared to their recall of the more mother-oriented health issues such as family planning, follow-up care and nutrition.

· Most women in Palestine are likely to be fully immunized  for tetanus as a result of vaccines received during childhood; however, the MOH Primary Health Care Department recognizes that uneducated women/school leavers and women in the Bedouin population are at risk for missing the final doses which are given in school, which would leave these women (and their newborns) without complete protection against tetanus. Therefore, to minimize the risks among these vulnerable groups, additional doses should be given to women during and after pregnancy.  The vaccination for adult women is taken in three doses based on MOH protocol: during the first antenatal visit, one month after the first dose, and one year after the first dose. A 3- dose course of TT will provide protection against maternal and neonatal tetanus for at least 5 years. 

· In the Palestinian Territory, it is difficult to be sure of, or confirm, actual TT immunization coverage among women due to the fact that women are not likely to remember exactly how many doses they have received since birth, and there are no home immunization cards for women, which could be used to confirm women’s actual coverage levels, as well as population-based coverage.

· The percentage of women taking iron tablets (75.7%) was significantly higher than the percentage of women taking folic acid (43.5%). Women may be more aware of or more familiar with iron supplements than with folic acid or supplements combining iron and folic acid, which could lead to either lower intake of folic acid, or under-reporting of folic acid intake by women who do not realize that they are actually taking folic acid, either alone or in combination with iron’

Intrapartum Care:

· The universal rate of normal child births is 85%, while in the Palestinian Territory only 72. 2% of  child births are considered normal.  This significantly lower rate of normal deliveries should be investigated further; it may in fact be a reflection of inappropriate use or over-use of certain procedures including common use of episiotomies (10.4% in the West Bank and 14.9% in Gaza Strip), and an unusually high rate of instrumental delivery (vacuum, forceps) and cesarean sections.  

· Among the women surveyed, more than half (53.3%) gave birth in governmental hospitals/health centers, and nearly one fourth (22.8%) delivered in private hospitals or health centers, while the remaining women were spread across a range of other hospitals, clinics and maternity homes. 

· In the West Bank more women used private hospitals (34. 9%) for delivery compared to women in Gaza Strip  (6.8%) ,while in Gaza Strip more women used the government hospitals (64.1%) compared to women in the West Bank (44.8%). 

· The data indicates that a significant number of women choose to deliver in clinics; however, we have none of the essential information regarding the skills and equipment available for both normal and complicated or emergency deliveries in these clinics.  

·  In Gaza Strip women more commonly delivered in a physician’s clinic (10.6%) compared to the West Bank (2.6%).  Home deliveries on the other hand were more common in the West Bank (4.7%) compared to Gaza Strip (0.7%).  

· The obstetric client load on the governmental hospitals has increased from (43.3%) in 2000 to (53.3%) in 2004, most probably because of universal availability of insurance, but the resources for these hospitals have not increased, resulting in an increased burden on human and other resources.  In addition, fewer women are using private hospitals now (22.8%) compared to in 2000 (27.8%), perhaps also due to the deteriorating economic situation limiting private expenditures, and the availability of insurance.
· Physicians assisted 66.4% of the mothers surveyed during their most recent deliveries; they also provide a significant amount of antenatal care services (72.3%), but very limited postnatal care (7.3%), although specialized physicians in fact provided postnatal care to (19.5%) of the women surveyed.  Doctors provided more antenatal care in the West Bank (87%) compared to the Gaza Strip where doctors provided antenatal care to (52%) of women surveyed.  Delivery services in Gaza, on the other hand, were more frequently provided by physicians (81.1%) compared to the West Bank (54.6%).  There were no significant differences in postnatal care service providers’ contributions between Gaza and the West Bank

Post Partum Care:

· Relative to postnatal care, a total of (65.9%) of women surveyed did not receive postnatal care; with (70.4%) in Gaza and (62.4%) in the West Bank indicating that they did not receive postnatal care

· Regarding the duration of women’s hospital stays after delivery, a very high percentage (39.0%) of women indicated that they left the hospital within 24 hours post delivery. 

· Women were less likely to leave within 24 hours if they delivered in a private hospital, despite the cost, possibly because either the women themselves were more comfortable, or because of a difference in the availability of or adherence to protocols in private facilities as compared to government facilities.

Recommendations:

1. In order to prevent transmission of tetanus during childbirth, immunization services, especially for pregnant women, should be improved.  In addition, promoting clean delivery services and cord care practices, and strengthening disease reporting and case investigation systems would contribute to controlling this preventable disease.

2. In order to improve documentation of immunization coverage including women’s TT immunization status, a home-based record for women’s immunization coverage should be introduced, and the tetanus toxoid immunization protocol should be updated to take into account the immunizations received during childhood. These changes should be introduced into efforts to strengthen and improve the HMIS, and should be disseminated to private providers who offer antenatal care in their clinics.
3. Evidence-based protocols for normal childbirth, especially for primagravida women, should be promoted by:

· Investing more resources and training for midwives and nurses and their role in improving postnatal care since, as women, they are more able to make home visits

· Strengthening transportation and referral systems

4. Health policies toward postnatal care should be strengthened, promoting postnatal care in general, as well as home visits, to improve postnatal care coverage and reduce the incidence of maternal mortality and morbidity that primarily occurs during this period.  Linkages between immunization services and postnatal care services should also be developed in practical terms to further support women’s access to postnatal care.

5. In order to reach women in the post partum period, care should be based on home visits, since it is in the home environment that women and their newborns can best be supported, encouraged, and instructed.

6. Women’s understanding/knowledge of, and ability to detect problems during antenatal, natal and postnatal care is not clear; further investigation should be conducted, and the results used to further inform the most appropriate questions for future surveys of maternal health in the West Bank and Gaza Strip.

7. No information is available relative to referral services in the West Bank and Gaza Strip – this essential element of health service delivery should be included in future research.

8. Data on abortion and post abortion care is not currently available in the Palestinian Territory, therefore specific recommendations are not possible.  In general, however, any post abortion care services in the West Bank and the Gaza Strip should address the following key components:

· Clinical assessment

· Danger signs and referral

· Complications

· Family planning.

9. Future surveys should include questions assessing the availability, quality and utilization of post abortion care services.
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