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Abstract 

Background  Healthcare services in Palestine are provided by the Ministry of Health, the United Nations Relief 
and Works Agency, Non-Governmental Organizations and private sector. These providers have played a complemen-
tary role in improving health services and the overall health situation in Palestine over the past two decades. However, 
health disparities in Palestine remain numerous; several health reports and surveys have indicated significant dispari-
ties in health outcomes within the Palestinian community. The Palestinian political, social, and economic contexts 
contribute to increased risk of health inequities in various aspects. This study explored these disparities in the health-
care from the perspectives of key sectoral stakeholders.

Methods  The study adopted a qualitative design to explore the perspectives of key stakeholders regarding health 
disparities within the Palestinian healthcare system. Sixteen in-depth interviews with purposefully selected key 
informants were carried out. We conducted content analysis to extract emerging themes and subthemes.

Results  Three main themes and eleven subthemes were realized from participants’ perceptions. The major three 
themes are: areas of health disparities, contributing factors to health disparities, and policy recommendations 
to enhance health equity. Three subthemes were recognized as main areas of health disparities: (1) healthcare ser-
vices’ provision, (2) health coverage and (3) health outcomes. Three subthemes were recognized as main contributing 
factors that are: (1) political factors, (2) socioeconomic and cultural factors, and (3) health system factors. Five main 
subthemes were recognized as major policy recommendations suggested by participants to enhance health equity: 
(1) Integrating health equity into policy frameworks, (2) Strengthening MoH leadership and fostering collaborative 
partnerships to advance health equity, (3) Enhancing healthcare infrastructure and delivery approach (4) Reforming 
the health insurance system for better equity and efficiency and universal coverage, and (5) Fostering community 
awareness and advocacy for advancing health equity and the right to health for all Palestinians.

Conclusion  This study identified significant policy debates about health disparities and its contributing factors in Pal-
estine, arguing to drive evidence-based policy making and comprehensive reforms in the Palestinian health system 
to improve equity in healthcare access and coverage.
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Introduction
Addressing health inequities has been a longstanding 
global concern in the efforts to achieve social justice for 
all. The worldwide 2030 commitment of leaving no one 
behind has prioritized addressing disparities, including 
health disparities, as a key focus of national and global 
policy agendas.
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Health equity is considered a moral and ethical prin-
ciple; health inequities are considered unfair avoidable 
disparities [1]. Health equity is also conjugated with the 
human rights theme of health; “equity in health implies 
that ideally everyone could attain their full health poten-
tial and that no one should be disadvantaged from 
achieving this potential because of their social position 
or other socially determined circumstance” [2]. Achiev-
ing health equity involves reducing and ultimately elimi-
nating disparities in health and its determinants that 
adversely affect marginalized groups [3].

Health disparities in Palestine are numerous; several 
health reports and surveys have indicated disparities in 
health outcomes within Palestinian community [4]. These 
disparities were primarily associated with the Israeli 
occupation and its political implications, which are usu-
ally described as barriers to healthcare access [5–7]. 
The lack of adequate disaggregated data for many health 
indicators by geographical location limits the analysis of 
health inequities [8]. Moreover, the Palestinian political, 
social and economic contexts contribute to an increased 
risk of health inequities in various aspects.

Studying and tackling health disparities is a core issue 
to support national efforts towards achieving universal 
health coverage and sustainable development in health. 
It also contributes to prioritizing health equity on the 
national policy agenda. This study seeks to draw atten-
tion to the critical need for developing and implementing 
effective interventions aimed at identifying and address-
ing health disparities in Palestine.

The Palestinian context
The 5.48 million Palestinian population has unique 
demographic, social and political characteristics that 
significantly impact their health status. The Palestinian 
community is notably young, with 47.6% of the popu-
lation is under 19 years old and relatively high fertility 
rates. About 78% of the population lives in urban areas, 
14% in rural areas and 8% in overcrowded refugee camps. 
Very high population density is noticeable specially in 
Gaza Strip that reached up to 6,102 persons/ km2 in Gaza 
Strip in mid-2023 [9]. These discrepancies in living con-
ditions contribute to health disparities, affecting access to 
healthcare, sanitation, and healthy living environments.

Education is a crucial social determinant of health, 
influencing employment opportunities, health literacy, 
and access to health resources. The Palestinian com-
munity is characterized by high education rates for 
both males and females, but still women participation 
in labour force remains relatively low. While the illit-
eracy rate among adults reached 2.2% [9], women’s par-
ticipation in the labour force reached only 19% of the 
total number of women of working age in 2022 [9]. The 

unemployment rate among the youth graduates (19–29 
years) reached 48%, with a significant gender disparity 
(61% among females compared to 34% for males) [9].

The Palestinian political landscape marked by the 
ongoing Israeli occupation has imposed substantial 
restrictions on movement between Palestinian cities and 
villages, Israeli checkpoints and closure of Palestinian 
cities have further fragmented the Palestinian territo-
ries into small enclaves. These restrictions have created 
a significant socioeconomic disparity between the West 
Bank and the Gaza Strip, with poverty levels more heav-
ily concentrated in Gaza. The division of the West Bank 
under the Oslo Accords, into East Jerusalem and Areas 
A, B and C, each is governed by different security regula-
tions, has further complicated access to health care, edu-
cation, livelihoods, and economic opportunities [10]. In 
2022, Poverty affected 24.3% of Palestinians, with unem-
ployment rate at 24.7% across Palestine and 46.4% in 
Gaza Strip [10].

Palestinian health system
The Palestinian health sector consists of four main 
health service providers: Palestinian Ministry of Health 
(PMoH), the United Nations Relief and Works Agency 
(UNRWA), Non-governmental organizations (NGOs) 
and private sector. These sectors played a complementary 
role in improving health services and the health situa-
tion in Palestine over the past decade. The public sector 
makes up the bulk of the health service delivery system 
in Palestine through a network of governmental pri-
mary health care centers and governmental hospitals in 
the different governorates. UNRWA is the second main 
provider of primary healthcare services in Palestine after 
PMoH, targeting Palestinian refugees who live in over-
crowded camps under poor living conditions and inad-
equate sanitation and hygiene services.

Four main schemes of health insurance are available in 
Palestine, that are the Governmental Health Insurance 
system, UNRWA health insurance scheme that covers 
Palestinian refugees, Military Services Health Insurance 
and Private health insurance. According to PCBS Census 
of 2017, 79% of population is covered by at least one type 
of health insurance scheme, and about 20% of the Pales-
tinian population are not covered by any type of health 
insurance [11].

The Governmental Health Insurance scheme is con-
sidered the main scheme in the Palestinian community 
as it has the highest coverage in terms of population and 
services. It was issued in the year 2004 and offers obliga-
tory enrolment for public sector employees and volun-
tary enrolment for any Palestinian citizen. The current 
governmental health insurance scheme is considered 
a very generous scheme as it offers high coverage for a 
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wide range of services, but also has been criticized for its 
poor equity and efficiency [12]; any sick person can join 
the insurance system and immediately access the same 
benefits as healthy individuals who have been contribut-
ing for the system for long years. From an efficiency per-
spective, the system revenues are considered very minor 
compared to total PMoH expenditure [12, 13].

The Palestinian humanitarian and health conditions 
are fragile; access to healthcare services in Palestine is 
negatively affected by several issues including Israeli 
occupation policies, financial obstacles, lack of special-
ized care and qualified specialized doctors. In addition 
to increasing rates of non-communicable diseases and 
increasing health demands [14]. The implementation of a 
complex permit regime, as well as the expansion of set-
tlements and the movement restrictions in Area C, con-
strain movement within and across the Palestinian cities 
and villages. More than two million Palestinians living in 
Gaza Strip have been suffering under complete blockade 
since 2007. The political division between the West Bank 
and Gaza further complicates coordination in the deliv-
ery of essential health services [10].

From another perspective, the various challenges facing 
the governmental health sector have negatively affected 
the quality of care provided by public services, result-
ing in long waiting times, overwhelmed staff due to high 
workload and lack of incentives, shortages in essential 
medicines and laboratory materials, old and poor infra-
structure in many public hospitals [15, 16].

Understanding health disparities and why they exist 
involves identifying factors that explain gaps in health-
care services or health outcomes between different 
community groups. Studying potential factors or deter-
minants that might explain the existence of health dispar-
ities would inform policies or interventions to reduce or 
eliminate these differences. This study aims to explore the 
perspectives of key stakeholders about the current health 
disparities within the Palestinian health system. Spe-
cifically, it seeks to understand their perception regard-
ing the key areas of inequity, and the underlying causes 
of these inequities. Additionally, the study examines 
stakeholders’ views on the findings of the 2019 Multiple 
Indicator Cluster Survey (MICS) related to the reported 
health inequities, and explores potential policy recom-
mendations and stakeholder responsibilities for mitigat-
ing these disparities.

Methods
Study design and participants
Qualitative descriptive design with in-depth interviews 
was used. Purposeful sampling approach was applied to 
select participants who can provide in-depth insights 
related to health disparities in Palestine. Participants 

were chosen from different backgrounds to capture a 
wider range of perspectives. Participants were chosen 
for their experience and good knowledge in the Palestin-
ian health sector, and with senior position that is related 
to the subject being studied. MoH participants include 
senior representatives from different relevant units or 
departments inside the ministry. Interviews were only 
conducted with participants who were willing, available, 
and consented to be interviewed.

Interviews were conducted until saturation was 
reached, verbatim transcripts and initial coding were 
written immediately after each interview to highlight 
the major insights of each participant. Once research-
ers realized that no new codes or insights were emerg-
ing, then saturation was likely reached. A total of sixteen 
interviewees participated in this study and presented dif-
ferent perspectives about health disparities in Palestine. 
Seven participants were from MoH senior staff, two from 
the World Health Organization country office (WHO), 
three from other representative UN agencies (UNRWA, 
UNICEF and UNFPA), one representative of the private 
health sector, and three representing the NGOs sector 
(Palestinian Medical Relief Society (PMRS) and Palestin-
ian Red Crescent Society (PRCS)). The sample included 6 
females and 10 males from different geographical locali-
ties in the West Bank and Gaza Strip (Table 1).

Study tool
Semi-structured in-depth interviews were conducted 
with the selected respondents. An interview guide is 
prepared including main questions, follow-up and prop-
ing questions. The guide included questions about the 
aspects or areas of healthcare disparities within the Pales-
tinian context, underlying contributing factors for these 
disparities, aspects of health inequities found in the most 
recent Multiple Indicators Cluster Survey conducted in 
2019 (MICS 2019), current and recommended policies to 
tackle health inequities, roles and responsibilities of dif-
ferent stakeholders. The interview guide was reviewed 

Table 1  Main characteristics of study participants

Characteristics Number

Sex Male 10

Female 6

Educational background Health background 12

non-health background 4

Organization PMoH 7

WHO 2

UN agencies 3

NGOs & private 4
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by three independent public health experts from World 
Health Organization, PMoH and academia [17]. The 
interview guide was also pretested through two prelimi-
nary interviews to confirm its credibility and consistency.

Ethical approval for this study was obtained from the 
Research Ethics Committee et  al.-Quds University. Par-
ticipation in these interviews was voluntary, partici-
pants were asked to sign a specially designed consent 
form before conducting the interview. Participants were 
reassured of the confidentiality and anonymity of their 
participation.

Data collection
Eight interviews were arranged face-to-face, and another 
eight interviews were carried out virtually, all interviews 
were audio recorded. The average interview duration 
is about 45 min. The interviews were conducted by the 
first author during the months of September to October 
2023. To enhance participants’ comfort and ability to 
express themselves, the interviews were conducted in the 
language preferred by the participant (either English or 
Arabic).

Data analysis
Qualitative content analysis for each interview was con-
ducted manually to analyze data in accordance with the 
steps outlined by Graneheim and Lundman [18], It is a 
flexible data analysis method that deals with the manifest 
content of texts and the interpretation of the latent texts’ 
content. Themes raised from the analysis represent the 
latent meaning, while subthemes represent the manifest 
meaning in the same way as categories do according to 
Graneheim and Lundman’s analysis framework.

Verbatim transcripts were produced for each interview. 
The transcripts were reviewed several times to gain a 
comprehensive sense of the whole participants’ percep-
tions and thoughts, followed by deep analysis. The inter-
views were divided into meaning units of sentences, or 
paragraphs. These meaning units were then condensed 

into shorter statements, abstracted, and labeled with a 
code. Finally, through reflective and collaborative dis-
cussions among the authors, the codes were grouped 
into subthemes and themes. To enhance conformability 
and trustworthiness, and to decrease personal bias, the 
authors analyzed the transcripts individually and then 
discussed the analysis together until agreement was 
reached to ensure the proper selection of the meaning 
units, codes, subthemes, and themes.

 Findings: results
Three main themes and eleven subthemes were extracted 
and realized through content analysis as summarized in 
Table 2. The three themes are: areas of health disparities, 
factors contributing to health disparities, and policy rec-
ommendations to enhance health equity. While Table  3 
includes illustrative quotes for each subtheme (at the end 
of the article).

Theme one: areas of health disparities
All participants agreed that health disparities are noticed 
in the Palestinian health system in different areas and 
from different aspects. This theme highlights the spe-
cific domains where health disparities exist. Three sub-
themes are recognized as main areas of health disparities: 
disparities in healthcare services provision, disparities 
in healthcare coverage and disparities in healthcare 
outcomes.

Subtheme 1.1: healthcare services provision
This subtheme represents the domains of health dispari-
ties related to service provision as raised by participants. 
These include disparities in primary healthcare services 
availability and accessibility, disparities in hospital ser-
vices provision, distribution, and quality of care. Prefer-
ences for service expansion and hospital care provision in 
larger governorates and urban areas are seen compared 
to smaller governorates and rural areas. Disparities in 
the quality of care have also been raised from different 

Table 2  Summary of the main study finding’s themes and subthemes

Themes Theme 1: Areas of health disparities Theme 2: Contributing factors 
to health disparities

Theme 3: Policy recommendations to enhance health 
equity

Subthemes 1.1 Health services provision 2.1. Political factors 3.1. Integrating health equity into policy frameworks

1.2. Health coverage 2.2. Socioeconomic-cultural factors 3.2. Strengthening MoH leadership and fostering collabora-
tive partnerships to advance health equity

1.3. Health outcomes 2.3. Health system factors 3.3. Enhancing healthcare infrastructure and delivery 
approach

3.4. Reforming the health insurance system for better equity 
and efficiency and universal coverage

3.5. Fostering community awareness and advocacy 
for advancing health equity and the right to health for all
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dimensions, including staff availability and patient con-
tact time, workload, working hours, and waiting time.

“There are clear differences in the provision of 
healthcare services which also affect the quality of 
services. We clearly notice that the process of devel-
opment and expansion in infrastructure is concen-
trated in specific areas, for instance, much more in 
cities than in villages and remote areas. It is also 
concentrated in the main large governorates com-

pared to much less development in the smaller gov-
ernorates. There is also a disparity in the workload 
between different clinics and primary healthcare 
centers. In some centers, a doctor treats 100 patients 
every day, which prevents the doctor from giving 
each patient the care they deserve.” (Participant 4, 
Female).

Most participants talked about the discrepancies of 
service provision between the West Bank and the Gaza 

Table 3  Illustrative quotes for different subthemes

Theme/ subtheme Example on Illustrative Quotes

Theme 1: Areas of health disparities
1.1 Healthcare service provision “Based on the data we have; I think health disparities are most evident in the 

area of healthcare provision. The difference is striking when visiting com-
munities in Area C, you can see the difference in access to primary healthcare 
compared to those living in urban areas”. (Participant 13, male)

1.2. Health coverage “UNRWA insurance doesn’t cover everything, it has wide and free coverage for 
primary health care, but the coverage for hospitals includes large copayments 
compared to MOH insurance” (Participant 2, Male)

1.3. Health outcomes “The MICS results certainly indicate differences in health indicators or healthcare 
outcomes, both between the West Bank and Gaza, also among the different 
governorates. Another example is the maternal mortality ratio in Gaza Strip 
reached more than 60, while at the national level it is less than that and was 47” 
(Participant 13, Male)

Theme 2: Contributing factors to health disparities
2.1. Political factors “The major structural determinant for health disparities in Palestine is Israeli 

occupation; settlers and occupation causing systematic inequalities that mean 
that Palestinians have major barriers to those conditions or healthcare services 
that would grant them good health and wellbeing” (Participant 3, Male)

2.2. Socioeconomic and cultural factors “Health disparities are affected by health access behavior which differs between 
city and village. In rural areas, woman can’t go alone to the clinic, husband 
or mother-in-law should accompany the wife. Health access behavior is 
determined by cultural and social aspects, personal attitude, knowledge and 
practices, and attitudes of healthcare workers.” (Participant 7, Female)

2.3. Health system factors “lack of adequate governmental budget negatively affects the availability of 
adequate staffing, medications, lab materials and equipments, and thus affects 
the ability to provide services equally”. (Participant 5, Male)

Theme 3: Policy recommendations to enhance health equity
3.1. Integrating health equity into different policy frameworks “We need real actionable direct policies targeting the roots causes of inequity. 

We need a clear policy with specific goals and specific interventions, in order 
to achieve the goal of improving quality of health services and equity for all 
Palestinians (participant 1, Male)

3.2. Enhancing healthcare infrastructure and delivery approach Family health approach will contribute to improve access to primary health 
care services and ensure its provision for all equally and efficiently (Participant 
5, Male)

3.3. Strengthening MoH leadership and collaborative partnerships 
to advance health equity

MOH is the most capable for leading the health sector for better equity, MOH 
is the main responsible actor for the health situation in the country, so it is 
responsible for process of health development, through establishing plans and 
strategies to promote equity in cooperation with partners that are UNRWA, 
private and NGOs sectors (Participant 11, Male)

3.4. Reforming the health insurance system for better equity and effi-
ciency and universal coverage

The issue of health insurance needs to be reviewed and evaluated by specialists. 
We need health insurance to be fairer in several aspects, in terms of coverage 
and payment of premiums and copayments. We need comprehensive health 
insurance system that considers transparency and oversight. (Participant 16, 
Male)

3.5. Fostering community awareness and advocacy for the right to health 
for all Palestinian

We should promote advocacy for health equity in cooperation with the interna-
tional community, focusing on vulnerable groups and the right to health for all 
people. (Participant 10, Female)
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Strip from different aspects. They raised the differences 
in the provision of medications and treatments explain-
ing that Gaza Strip is facing inadequate provision of 
some expensive medications or treatments, and lack of 
some services like radiology services.

"The governmental sector in Gaza Strip faces chronic 
shortages of essential drug and supplies with a deficit 
reaching 40–50% consistently. We have to be realistic and 
admit that the Ministry of Health’s warehouses are not 
stocked in the same way in all localities. People in major 
cities tend to have better services compared to those in 
peripheral areas." (Participant 12, Male).

Subtheme 1.2: health outcomes
This subtheme represents the disparities in health indica-
tors and health status among different community groups 
or different Palestinian geographical areas. The main area 
of health outcomes emphasized by participants was the 
disparities in indicators related to reproductive health 
and child health indicators as seen in (MICS 2019) which 
revealed noticeable discrepancies in many health indica-
tors between different geographical localities and differ-
ent income quantiles, disparities were highly noticeable 
in indicators related to adolescents’ fertility rates, infant 
mortality rates, antenatal care and post-natal care. Most 
of interviewees emphasized that such disparities are 
mostly related to cultural and socioeconomic factors.

“The MICS results certainly indicate differences in 
health indicators, both at the level of the West Bank 
and Gaza, also at the governorates level in the West 

Bank. We need to consider subgroup analysis for 
different health indicators, for example the mater-
nal mortality in Gaza Strip reached more than 60, 
while at the national level it is less than that and 
was 47. There are many health problems that are 
found in rural or remote areas, area C, and areas 
that have inadequate service provision.” (Participant 
13, Male).

Subtheme 1.3: health coverage
This subtheme presents discrepancies and issues related 
to health insurance as raised by the interviewees, includ-
ing disparities between the governmental health insur-
ance scheme and UNRWA health insurance scheme, 
disparities between public insurance and private insur-
ance, and disparities within the subcategories of the gov-
ernmental insurance scheme itself.

"UNRWA clinics are proverbial… but they only serve 
the refugees. UNRWA insurance doesn’t cover every-
thing…it provides extensive and free coverage for pri-
mary healthcare with high quality services. UNRWA 
hospital coverage requires significant copayments.” 
(Participant 13, Male).

Participants also raised the differences in health cov-
erage among various groups covered by governmental 
health insurance such as public sector employees, low-
income families, the unemployed, and workers. They 
highlighted the disparities in referral coverage, premi-
ums and copayments between these different subgroups 

Fig. 1  Summary of the main study finding’s themes and subthemes
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within the governmental health insurance system. “There 
are disparities within the governmental insurance system 
related to referral coverage based on subtype of insurance. 
The percentage of coverage varies and ranges between 
70–100% depending on type of services and type of insur-
ance” (Participant 2, Male).

Theme two: factors contributing to healthcare disparities
This theme presents the main underlying factors that 
contribute to health inequities within the Palestinian 
health context. Three subthemes are identified as main 
causing or contributing factors that are: Political related 
factors, socioeconomic and cultural related factors, and 
health system related factors.

Subtheme 2.1: political factors
All participants asserted that political situation result-
ing from the ongoing Israeli occupation has a major and 
direct negative impact on healthcare accessibility in dif-
ferent dimensions, Israeli occupation restrictions on 
patients’ movements through checkpoints and closures 
cause unequal access to health services, Israeli occupa-
tion policies of dividing Palestinian territories into three 
areas with different movement restriction for each area, 
Israeli occupation has the full authority in what is known 
as Area “C” of the West Bank including any develop-
mental plans or building any new health facility or even 
expanding the existing ones need Israeli permission. 
Israeli occupation is controlling and devastating every 
Palestinian attempt for development.

“Israeli occupation is the main concern and the root 
causing factor in healthcare access inequity. Occu-
pation controls everything. It prevents development 
and expansion of services in Jerusalem and area C, 
destroys new clinics in area C. Occupation is consid-
ered the major obstacle for implementing our devel-
opmental plans. Israeli occupation is the main root 
cause for outcomes disparities, due to its policies of 
closure, and checkpoints.” (Participant 5, Male)

Another point raised by many participants is the link 
between vulnerability or vulnerable groups and Israeli 
occupation. High rates of poverty and unemployment 
attributed to the Israeli occupation have contributed to 
increased vulnerability within the Palestinian commu-
nity. Participants confirmed that disparities in health-
care accessibility are highly noticeable among vulnerable 
areas highly affected by Israeli soldiers’ or settlers’ viola-
tions such as certain localities in Jerusalem and Hebron 
governorates.

“Mapping vulnerabilities and vulnerable areas 
reveals links between health outcomes and vulner-
ability caused by aggressive occupation policies in 
areas like H2 in Hebron, seam zone, area C. The 
situation in East Jerusalem suburbs is complex due 
to poor living conditions and complicated special 
political situation.” (Participant 3, Male)

Subtheme 2.2: health system factors
This subtheme highlights several internal factors and 
limitations within the Palestinian health system that con-
tribute directly or indirectly to health disparities. The 
main issue raised by most participants is the shortages in 
human resources and financial resources, that is highly 
affecting the provision of adequate services equally in dif-
ferent locations. The current governmental financial cri-
sis has further contributed to resources deficiency.

“The main causing factors for disparities are inad-
equate human resources and inadequate budget for 
running costs. Lack of adequate budget negatively 
affects the availability of human resources, equip-
ment, lab materials, to provide health services”.(Par-
ticipant 5, Male)

Participants also raised the issue of inadequate poli-
cies and interventions to minimize health inequalities, 
improper and unequal implementation of policies and 
regulations, like the implementation of universal free 
coverage for children under six years old as stated in the 
Palestinian Law.

"Although the the National Palestinian Basic Law 
has stated free coverage for children under six years 
old, implementation varries between WB and GS. 
There is no clear implementation approch, leading 
to disparities in policy and regulation implementa-
tion between WB and GS, including health coverage 
for children. Also, disparities between MOH and 
UNRWA creates differences in obtaining service. It 
is unclear who is responsible for implementing these 
policies, and some policies are poorly implemented 
due to the lack of resources (example nutritional 
supplementation)".(Participant 4, Female)

Participants also asserted that lack of health research 
and disaggregated data in many healthcare indicators 
negatively affects the monitoring of inequalities within 
the Palestinian health system.

"There is no measuring or monitoring of inequities 
among the Palestinian population including differ-
ent vulnerable groups. We don’t have adequate evi-
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dence or research that would guide you to who are 
the marginalized groups and what would be the 
right tools to address them”. (Participant 6, Female)

Subtheme 2.3: socioeconomic‑cultural factors
This subtheme presents several issues related to the Pal-
estinian culture and values that affect healthcare accessi-
bility including gender-related values, women liberty, and 
tribal rule in some areas. Cultural differences between 
urban and rural communities have direct impact on 
healthcare accessibility disparities. The prominent con-
servative cultural believes in the Palestinian community 
about women free movement are highly affecting women 
access to healthcare services.

”Health disparities are affected by health access 
behavior which differs between city and village. In 
rural areas, woman can’t go alone to the clinic, hus-
band or mother-in-law should accompany the wife. 
Health access behavior is determined by cultural 
and social aspects, personal attitude, knowledge and 
practices, social and economic status, and attitudes 
of healthcare workers. Further analysis of these bar-
riers is needed”. (Participant 9, Female)

Participants also raised different social factors and 
argued its impact on healthcare disparities including, 
level of education, poverty and income, place of resi-
dency, disability status. awareness and health knowledge.

“Health awareness plays a major role in health 
equity; community awareness affects their health 
access and thus determines health outcomes or sta-
tus. We in Palestine believe that we should visit the 
doctor only when getting sick or feel pain, but we lack 
awareness for preventive care and routine checkup. 
Rural and Bedouin communities are busy in their 
land work; they are usually less educated and lower 
level of awareness”. (Participant 5, Male)

Theme three: policy recommendations to enhance 
healthcare equity
This theme presents a set of policy recommendations 
raised by participants to minimize or target health dis-
parities and promote better health equity in Palestine. 
Participants proposed five main subthemes as policy rec-
ommendations to promote healthcare equity in Palestine 
that are: Integrating health equity into different policy 
frameworks, Strengthening MoH leadership and collabo-
rative partnerships to advance health equity, Enhancing 
healthcare infrastructure and delivery approach, Reform-
ing the health insurance system for better equity and effi-
ciency and universal coverage, and Fostering community 

awareness and advocacy for advancing health equity and 
the right to health for all Palestinian.

Subtheme 3.1: integrating health equity into different policy 
frameworks
Participants agreed that healthcare equity should be 
prioritized and integrated within all policies and policy 
making processes. Precise policies that target health-
care equity are needed through targeting the underly-
ing contributing factors and social determinants of 
health, enhanced monitoring for the Palestinian health 
system performance and health disparities through bet-
ter disaggregated data, strengthening strategic planning 
process that is based on deep situation analysis and evi-
dence-based policy making, strengthening plans imple-
mentation process and promote equity in resource 
allocation. All participants asserted that health equity 
should be targeted within national policies in a more 
specific and effective manner,

“We need real actionable direct policies targeting 
the roots and causes of inequity. Without a clear 
policy with a specific goal and specific interven-
tions, we will not achieve the goal of improving 
quality of health services and equity for all Pales-
tinians”. (Participant 1, Male)

Some participants confirmed the need for realis-
tic and thorough analysis for health disparities, with a 
focus on implementing of plans that specifically target 
the inequality and monitoring relevant indicators.

"There is a need for a deeper understanding 
of health disparities, and how they are being 
addressed. You need to have a clear evidence-
based plan at the policy level to effectively reduce 
these disparities.” (Participant 6, Female)

Subtheme 3.2: strengthening MoH leadership and fostering 
collaborative partnerships to advance health equity
This subtheme is mainly related to the roles of the dif-
ferent actors. which should be well- coordinated and 
led by the MoH as the primary governmental authority. 
Participants emphasized the importance of leadership 
and political will in prioritizing health equity.

“There is a need to strengthen the Ministry of 
Health stewardship role in eliminating dispari-
ties including the monitoring role and encourag-
ing inter-sectoral collaboration between different 
service provider and all partners to work compre-
hensively in tackling inequalities.” (Participant 6, 
Female)
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Also, all participants emphasized the necessary coop-
erative and coordinated roles of all stakeholders to 
minimize health disparities. They explained about the 
cooperative roles in service provision, targeting vulner-
able groups, monitoring health system performance 
and disparities, participatory policymaking, advocacy 
and resources mobilization, community awareness 
and health education, targeting social determinants of 
health.

Subtheme 3.3: enhancing healthcare infrastructure 
and delivery approach
Participants also emphasized the need to enhance health-
care structure and delivery approach to achieve better 
equity and bridge gaps in service provision and resources 
allocation. They highlighted several successful and rec-
ommended approaches to expand access in marginalized 
communities including mobile clinics for Bedouin com-
munities, extending working hours in villages, strengthen-
ing primary healthcare provision through a family practice 
approach, expanding hospital services to localize services 
and achieving universal health coverage.

“Ministry of Health pays great attention to mobile 
clinics to reach all marginalized groups. We have 
accordingly expanded mobile clinics in cooperation 
with our partners. We are also working to provide 
ambulances and emergency centers in these remote 
areas. Family health approach will contribute to 
improve access to PHC services and ensure its provi-
sion for all. We are establishing our own services and 
working to guarantee the basic rights to health for all 
citizens."(Participant 9, Female)

Subtheme 3.4: reforming the health insurance system 
for better equity and efficiency and universal coverage
This subtheme emphasized the need to improve and 
reform the health insurance system to ensure equitable 
coverage and better efficiency. Participants raised several 
suggestions including comprehensive insurance system, 
compulsory health insurance, universal coverage of vul-
nerable groups, and specific coverage for women, children 
and victims of gender-based violence. Other recommenda-
tions included unified coverage for all groups, establishing 
national health insurance, updating the basket of services, 
and reviewing the premium and copayment systems. 
Regardless of the specific proposed suggestions, all par-
ticipants on the necessity to review and reform the current 
health insurance.

"Looking at the issue of health insurance; everyone 
calls for the necessity of reviewing health insurance... 
and working to establish a comprehensive health 
insurance to cover all people and achieve equity. Each 

citizen should be covered by health insurance". (Par-
ticipant 12, Male)

Subtheme 3.5: fostering community awareness and advocacy 
for advancing health equity and the right to health for all
This subtheme highlights the necessity of promoting 
community awareness and advocacy for health equity 
and right to health for all Palestinians. Many participants 
stressed the role of community participation in promot-
ing healthcare equity through social networking, and 
participatory role in decision making, social advocacy for 
vulnerable groups’ needs (Fig. 1).

“We need to enhance the role of community in health 
education and awareness. This can be achieved by 
involving local figures, such as women from the same 
village or religious leaders participate in the com-
munity awareness efforts”. (Participant 9, Female)

Participants stressed that advocacy for equal health 
rights should be strengthened and managed by vari-
ous actors including the government and the Ministry 
of Health, the non-governmental organizations, and the 
international organizations such as the World Health 
Organization and other United Nations organizations.

"We advocate for the “right to health” for every citi-
zen, a principle upheld by various conventions and 
international agreements. Our recommendation is 
keeping health issues separate from politics. We urge 
all partners to exert greater pressure on the occupa-
tion”. (Participant 8, Male)

Such complementary role between different actors has 
been assured by participants from different aspects. In 
addition to their role in advocacy and community aware-
ness, participants also recommended the necessity of 
complementary role in service provision, leading role for 
MoH in policymaking with the participatory approach 
for all stakeholders.

Discussion
In view of the paucity of published papers on perspec-
tives of key stakeholders regarding health disparities in 
Palestine, the current study extends current knowledge 
about health disparities in the Palestinian health sys-
tem. The different stakeholders’ perspectives revealed 
in this study are aligned with evidence seen in literature 
concerning the presence of health disparities in Pales-
tine in different aspects, that are mostly associated with 
the complex context of the Palestinian health system 
and barriers imposed by the Israeli occupation. Overall, 
the results show the inadequate awareness and concern 
of stakeholders on health equity, lack of proper policies 
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addressing health equity and social determinants of 
health in Palestine on the ground.

Disparities in healthcare provision and accessibility 
have been primarily viewed on many occasions as health 
access barriers caused mainly by Israeli occupation 
restrictions, especially among vulnerable communities. 
Disparities in health access between West Bank and Gaza 
Strip have been verified in WHO periodic reports for 
monitoring health access in Palestine. The WHO coun-
try office of Palestine monitors health access for Palestin-
ian patients and produces periodic reports indicating the 
number of patients referred for medical treatment in East 
Jerusalem hospitals or Israeli hospitals who routinely 
require Israeli permission. In 2021, 37% of permit appli-
cations from Gaza Strip patients were denied or delayed, 
compared to 10% of West Bank patients [19].

Disparities in health services provision have been also 
cited in the National Health Strategy 2021–2023, indicat-
ing the presence of noticeable differences in the number 
of hospital beds or PHC centers among different gover-
norates, in addition to noticeable differences in workload 
on the facility and governorate levels [20].

Disparities in health coverage are verified by the fact 
that several health insurance schemes are used in Pales-
tine with different eligibility criteria and different benefit 
package. Health insurance schemes include the govern-
ment health insurance (GHI) scheme, the UNRWA health 
insurance scheme and the private health insurance. The 
GHI is managed and regulated under the responsibil-
ity of the PMoH where enrollment procedures, eligibil-
ity regulations, coverage and patients’ contribution rates 
are all determined through several subgrouping system 
that is related to enrollment type or supporting entity, 
subgroups include: voluntary enrolment for all citizens, 
obligatory enrolment for governmental employee, free 
enrollment for selected social subgroups such as hemo-
philia and thalassemia patients, labors subgroup through 
labors’ association, poor families covered through the 
Ministry of Social Development, and several other sub-
groups [12, 13].

The GHI covers its participants with all health services 
to fulfill their health needs ‘as possible’ through a com-
prehensive and inclusive benefits package of services. The 
UNRWA health insurance provides coverage for refugees 
only, without any premium prepayment for participa-
tion. UNRWA scheme provides free primary health care 
through the UNRWA healthcare centers and purchases 
secondary and tertiary care from other providers, but 
with high copayment rate reaching 30% of total referral 
cost [13].

Inequalities in health outcomes in Palestine have 
been linked to disparities in socioeconomic determi-
nants of health; however, the absence of data that is 
socially and geographically disaggregated is considered 
a significant challenge for deeper analysis [5]. The most 
available evidence for disaggregated data is the Multi-
ple Indicators Cluster Survey (MICS) carried out every 
five years; the 2019 MICS indicates noticeable dispari-
ties in reproductive health outcomes among different 
social groups, such discrepancies in relevant indicators 
are clearly linked with socioeconomic factors such as 
geographical location in rural areas, income quantile, 
mother age and education. Post-neonatal mortality rate 
in camps is found to be 7.0 compared to 3.4 in rural and 
2.2 in urban areas, the adolescents birth rate in Gaza 
Strip is 48 compared to 39 in West Bank, and it is also 
72 in the poorest quantile compared to 21 in the richest 
quantile [4]. The intersection between health disparities 
and social determinants of health has been widely dis-
cussed in literature [21–23]. The WHO Commission on 
Social Determinants of Health (CSDH) has developed 
a comprehensive framework to address growing health 
inequities through tackling its root causes of the Social 
Determinants of Health (SDH) [23].

Health has always been linked to politics worldwide, 
but in the Palestinian context politics is probably con-
sidered the major determinant for health, with strong 
recognition that political forces are controlling Pales-
tinians lives and health through the longstanding Israeli 
occupation and Zionist settler colonialism causing geo-
graphical and health fragmentations [24]. The impact 
of political and armed conflict on health disparities 
has been stated in literature from several aspects and 
through several examples from different conflict areas 
all over the world. Political or armed conflict has con-
tributed to the fragility of the health system in the 
affected areas through direct health infrastructure 
destruction, supply chain disruption, health delivery 
systems disturbances and fleeing health personnel, in 
addition to its circumstantial impact on the water and 
food supply and loss of shelters. Furthermore, those 
who have endured considerable loss as a result of the 
conflict are found to be more vulnerable to ill-health 
and ill-being [25, 26].

Exposure to longstanding armed or political conflict 
usually also leads to displacement and impoverishment, 
psychological trauma, malnutrition, increased rates of 
infectious diseases and illnesses. It is worth noting that 
the occupied Palestinian territory is living in chronic 
political and armed conflict since 1967. This conflict 
has resulted in several intensified fluctuations that have 
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caused disruptions and disparities in healthcare access, 
destroyed infrastructural through direct attacks on health 
facilities and personnel, geographical fragmentation and 
deteriorating socioeconomic conditions. The health sys-
tem is currently facing catastrophic crisis after October 
7th conflict in Gaza Strip, the majority of healthcare 
facilities are out of service and those hospitals that are 
still operating are only partially functional and lacking 
basic medicines and supplies to treat patients [27–29].

It is evident that politics and the ongoing Israeli occu-
pation have led to health and social disparities within 
the Palestinian community; the situation has become 
worse due to the geographical and political fragmenta-
tion between West Bank and Gaza Strip. Such fragmen-
tation and its impact on health disparities was clearly 
manifested during COVID-19 pandemic crisis, where the 
disparities in health resources and the division in health 
systems’ decisions and policy disparities were very clear. 
While early preventative lockdown measures were effec-
tively taken in the West Bank, the response was slow in 
Gaza Strip [30].

In the same aspect, the political situation and Israeli 
occupation are significantly affecting health access in 
Palestine; occupation-imposed transportation limita-
tions are consistently correlated with a decline in health 
outcomes and healthcare access [31]. Nasr et  al. study 
has analyzed healthcare disparities based on the PCBS 
data of the 2018 Social and Economic Living Conditions 
Survey (SEFSEC), the study found that clear disparities 
exist both in terms of health status and health access, and 
these disparities are mainly associated with geographic 
location and socioeconomic conditions that are further 
exacerbated in the Gaza Strip [32]. Nasr et al. study has 
also confirmed that poorer and less educated people fare 
worse both in terms of health access as well as in health 
status, in addition to the clear disparities between the 
West Bank and Gaza Strip in terms of health access and 
status indicators, and clear disparities in terms of health 
access between those living in area C compared to those 
living in non-area C in the West Bank [32].

Similar findings are found in different conflict-affected 
areas, where disparities in access to primary healthcare 
services were noticed during and after the conflict and 
linked to the conflict intensity and associated socioeco-
nomic impact [33–35]. One study comparing healthcare 
access in four different conflict-affected countries found 
that PHC access varied across subnational regions in the 
four studied countries; more prevalent financial than 
geographic barriers to care, the magnitude of both educa-
tional and wealth disparities in access to care was higher 
with geographic proximity to medium or high intensity 
conflict. It was noted that a higher magnitude of disparity 
was observed in neighborhoods surrounded by medium 

or high-intensity conflict compared to no or low intensity 
conflict, and higher magnitude of wealth rather than edu-
cational disparities was also likely to be observed in the 
four studied contexts [35].

Several research papers have indicated that diverse 
range of factors playing role in determining health out-
comes within the Palestinian community including 
socioeconomic, demographic, and cultural factors. Evi-
dence is taken from studies analyzing disparities in the 
status of women health, mental health, child health and 
nutrition [36–40]. Geographic and residential factors, 
together with socioeconomic status, are evident key fac-
tors to understanding differences between women’s self-
reported health status in Palestine [38]. Studies have also 
asserted that poor awareness of healthy diets, poverty, 
poor socioeconomic situations, urbanization, commu-
nity lifestyle, political situation and the blockade are the 
major determinants for disparities in the nutritional sta-
tus of Palestinian children [31, 40–42].

The relationship between health disparities and social 
determinants of health has been raised by policymakers 
in different settings and several similar studies. Henson 
and her colleagues explored the senior American health 
officer’s conceptualization about health disparities; the 
participants in their study confirmed that health dispari-
ties are rooted in social and economic determinants of 
health, and health equity achievement needs redistribu-
tions of opportunities or resources [43]. Another study 
aimed to understand of the development and imple-
mentation of health equity indicators in Iran through 
exploring the perspective of policy makers and executive 
officers. The study’s findings categorized the concept of 
health equity into two areas: equity in health outcomes 
and equity in healthcare system that is associated with 
fair distribution of services, access to and possibility of 
benefiting from health services [44].

Participants’ recommendations to promote health 
equity reflect their believes for the need for stronger poli-
cymaking process in the Palestinian health system. This 
includes different stages of the policymaking process 
that are situational analysis for health disparities, policy 
formulation aiming to prioritize and specifically target 
health equity, enhancing policy implementation through 
proper and adequate resources allocation, coordinated 
efforts and roles for all stakeholders, implementing com-
prehensive reform processes in service delivery approach 
and healthcare coverage, strengthening monitoring and 
evaluation processes. The call for health reform in the 
Palestinian health system is not new [45], Catastrophic 
out-of-pocket healthcare payment is considered high in 
Palestine and calls for health insurance reform have been 
stated on several occasions [12, 46–48].



Page 12 of 14Al Eker et al. International Journal for Equity in Health          (2025) 24:102 

Multidimensional and well-coordinated efforts are 
needed to tackle health disparities within the complicated 
Palestinian context. A comprehensive health system 
strengthening approach could be beneficial to mitigate 
vulnerabilities and promote health equity, through tar-
geting the different pillars of health system strengthening 
efficiently and effectively. Priority interventions should 
include good governance and policy reform in different 
aspects including health financing and health insurance, 
improving access to healthcare services through more 
efficient and effective healthcare delivery model, address-
ing social determinants of health, cross-sectoral and 
intersectoral coordination including effective community 
participation and health awareness.

Study limitations
The healthcare providers are broad and numerous, 
including the Ministry of Health (MoH), UNRWA, 
NGOs, and private organizations in both the West Bank 
and Gaza Strip. Therefore, we ensured that the perspec-
tives of stakeholders were captured by having a purposive 
sample that included participants from different back-
grounds to ensure diversity of perspectives.

While our study is among the few that explore the per-
spectives of policymakers and various health stakeholders 
regarding health disparities within the Palestinian health-
care system, we did not include intersectoral actors’ per-
spectives. Future research may focus on exploring these 
perspectives to gain more insights in this area.

Implications for future research
The findings of this study highlight several areas to be 
investigated in future research. Future research should 
focus on gathering data that is broken down by social, 
geographic, and demographic factors to better under-
stand the disparities and specific needs of different popu-
lation groups. In the same context, future research could 
deeply investigate the impact of different relevant factors 
on health equity including the impact of occupation and 
conflict on health equity, the impact of the current social 
policies and health policies on health equity. Also analyz-
ing the equity dimension in the different health system 
building blocks, identifying and evaluating successful 
health interventions and best practices to promote health 
equity.

Implications for policymaking process
The findings of this study argue policymakers to drive 
evidence-based policy making and comprehensive 
reforms in the Palestinian healthcare system to improve 
equity in healthcare access and coverage. The study 

highlights the need for equity-focused policies aimed 
at reducing health disparities, and the need for preven-
tive measures designed to address root causing factors 
including the social determinants of health.

The recommended policy interventions from the par-
ticipants illustrate the consensus for specific and effi-
cient policies targeting equitable coverage through health 
insurance reform, and equitable access through reform-
ing healthcare delivery structure. It also highlights the 
importance of multisectoral and stakeholders’ collabo-
ration, and community engagement in the development 
and implementation of health interventions.

Conclusion
Our study explored health disparities in Palestine from 
the perspectives of policymakers and key stakeholders 
across various health sectors. The study identified health 
inequities, areas of disparities and contributing factors 
providing a policy spotlight for improving health equity 
in Palestine.

Promoting evidence-based policymaking and fostering 
a shared responsibility among all stakeholders are essen-
tial for the success of health equity initiatives. Prioritizing 
health equity will lead to sustainable improvements in 
public health, economic and social gains, and improved 
health outcomes.
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