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Abstract
Background and objectives
There is growing evidence globally that initiatives to engage men in sexual and reproductive health and
rights (SRHR) and child-rearing can have positive behavioural and health outcomes for their partners and
children. In Palestine, there is a dearth of research on men’s involvement in SRHR and child-rearing. This study
investigates knowledge, attitudes and practices (KAP) among Palestinian men and male youth on SRHR and
child-rearing in order to inform future policies and programming.

Methodology
This report draws on the findings of a mixed-methods study combining quantitative data collected between
March and May 2021, which included a clustered random sample of 476 households (a total of 952
adults, 476 men and 476 women), 270 male adolescents and 206 female adolescents. This quantitative
data is complemented by 18 key informant interviews (KIIs) and 41 focus group discussions (FGDs) with
adolescents, parents, service providers and community leaders. A total of 335 people participated in the
qualitative research.

Key findings
Our findings indicate that 66% of men, 46% of boys and 67% of girls (boys and girls aged 15-19 years) are
somewhat familiar with the term ‘SRHR’. Men who reported familiarity with SRHR conceptualized it around
aspects of women’s health such as antenatal care (ANC) (as reported by 62% of men and 58% of boys),
family planning (49% of men and 37% of boys) and natal care (41% of men and 45% of boys). Other aspects
of SRHR, particularly with regard to men’s health and rights, are less known, if at all. While men’s knowledge
of pregnancy signs is relatively high, awareness about danger signs during pregnancy was alarmingly low
(less than 2% of adult males were able to name three danger signs). Adolescents (especially boys) have
even less knowledge than adult men. When asked about SRHR, the first reaction of some boys was to say
‘Shame!’ Qualitative interviews indicate that boys get insufficient information from schools, with teachers
often skipping relevant topics; it is more common for adolescents to get unreliable and possibly inaccurate
information mostly from the virtual world or from their friends or from the streets. Parents and service
providers alike raised concerns about the lack of accurate information among adolescents, especially among
boys. Measured as a proxy indicator, the overall level of knowledge among men is low (47.6%), although it
is higher among refugees, residents of camps, nuclear families1, and highly educated families. Knowledge
levels are positively correlated with household (HH) income.
With regard to attitudes about SRHR and child-rearing, on the Gender-Equitable Men (GEM) Scale, men
scored 1.28 out of 2 (64%) while the mean score for boys was 1.23. More than half of men (55%) and boys
(56%) reported that a woman’s most important role is to take care of her home and cook. Some 38% of men
and 23% of boys agreed that there are times when a woman deserves to be beaten. Although they were
generally against it, some boys described violence against wives with a forgivable or lenient tone, saying ‘All
men beat their wives’. Three-quarters of men and women, 72% of boys and 69% of girls strongly agreed that
changing diapers and bathing and feeding children are solely a mother’s responsibility. While women and
girls held more gender-equitable attitudes than did men, adolescent boys held less-equitable attitudes than

1

A nuclear family, is a family group consisting of parents and their children only.
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all other categories. Categories that showed more familiarity with SRHR and child-rearing (as mentioned
earlier) also elicited higher scores on the GEM Scale.
The vast majority of participants (68% of men and 72% of women) totally agreed that men’s role in SRHR
and child-rearing in Gaza is limited. Only 17% of men indicated being involved in pre-conception services
and 32% of men participated ‘often’ in antenatal care, mostly (over 90%) accompanying their wives to the
clinic. The overall participation score was low (42%), less than the knowledge and attitudes overall scores,
highlighting that cultural norms strongly dictate what men actually do, regardless of their convictions. Some
categories of respondent (refugees, more highly educated and better-off individuals) reported higher levels
of participation in SRHR-related activities than others. During the discussions, most participants (including
service providers) referred to a slight positive change towards greater participation and service utilization
by young men and newly married couples living in nuclear families. However, both availability and uptake
of SRHR services for men and for adolescents remain largely suboptimal due to constraints on both the
demand and supply side.

Conclusions
Our findings underscore the multiple and intersecting factors that impede Palestinian men’s active
participation in SRHR and child-rearing activities, and point to the urgency of promoting men’s participation.
Multi-sectoral interventions should address the root causes of men’s low participation and aim to increase
access to age- and gender-tailored SRHR services and information, progressively inducing social change
towards more egalitarian norms and harnessing policy frameworks that promote men’s participation in
SRHR and child-rearing activities. Priority should be given to economically disadvantaged, extended families
and large-size families as well as less educated families, especially those in areas with strong conservative
traditions.
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1

Introduction

The United Nations Population Fund (UNFPA), United Nations Children’s Fund (UNICEF) and World Health
Organization (WHO) are implementing a three-year programme (2020–2023) on sexual, reproductive,
maternal, neonatal, child, and youth and adolescent health (SRMNCHAH) in Gaza, funded by Agence Française
de Développement (AFD). The programme aims to improve access to quality and sustainable sexual and
reproductive health and rights (SRHR), child health, nutrition and early childhood development (ECD) services
in Gaza. As part of the programme, UNFPA is commissioning a consultancy team to carry out a study on
knowledge, attitudes and practices (KAP) on SRHR and child-rearing among men and boys in order to inform
future policies and programming. The study builds on existing knowledge on the subject, and provides some
insights into many unanswered questions around men’s and boys’ perspectives on SRHR.
Global evidence indicates that initiatives to engage men in SRHR, including around maternal health and
gender-based violence (GBV), and in child-rearing, can have positive behavioural and health outcomes for their
partners and children, in addition to supporting the realization of human rights for all (Fayoyin, 2014; Davis
et al., 2016). This includes adopting appropriate parenting behaviours, promoting demand and utilization of
SRHR services, and providing greater support for women, children and young boys and girls (ibid.; Mohammed
et al., 2019). Evidence on the barriers to men’s engagement and ways to increase their participation will
help policy-makers and programme implementers to design effective interventions for men’s and boys’
involvement in SRHR and child-rearing. The findings of this study will also help to inform interventions aiming
to support adolescent girls’ and women’s voice and agency in decisions related to their own SRHR. This
document presents an overview of the key findings of this study; however, a more detailed version is available
on the UNFPA website (https://palestine.unfpa.org/en).

1.1 Political and social context
1.1.1 Conservative cultural norms are mediated by protracted conflict
The Gaza Strip (hereafter referred to as Gaza), a 45-kilometre-long narrow strip of land between Israel, Egypt
and the Mediterranean Sea, is home to around 2 million people, making it one of the world’s most densely
populated areas (Palestinian Central Bureau of Statistics (PCBS), 2018). Once a thriving centre of culture,
economy, education and tourism, over the past 70 years Gaza has witnessed a cycle of military incursions
by Israel and prolonged blockade and isolation since June 2006, which have affected all aspects of life. The
never-ending battle for statehood, exacerbated by the Israeli blockade and the struggle for subsistence, are
thus the main preoccupations of Gaza’s inhabitants, 66% of whom are refugees (ibid.). In Gaza, nearly 42%
of refugees live in one of eight overcrowded camps operated by the United Nations Relief and Works Agency
for Palestine Refugees in the Near East (UNRWA) (ibid.). Expropriation of land has further compromised
Palestinians’ abilities to withstand Israel’s deliberate de-development strategy. A combination of economic,
political, cultural, social and legal factors shape people’s perceptions and perspectives, often reinforcing
conservative social norms (Abu Hamad et al., 2017a; Jones and Abu Hamad, 2016).

1.1.2 High level of poverty and weak social protection system
Since 1948, the Palestinian people have experienced many clashes with Israel, including four recent Israeli
incursions into Gaza (2008/2009, 2012, 2014 and 2021). These hostilities have contributed to loss of life,
land, livelihoods and economic resources, driving further displacement, violence and vulnerabilities. Women
and children are often most affected, and health services have had to shift their focus to emergency and
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life-saving interventions rather than development-oriented ones. This has further weakened social networks,
increased vulnerabilities and psychosocial difficulties, and increased conservative social norms that constrain
adolescent girls and women in particular (Samuel et al., 2017). It has also led to high poverty levels (more
than 60% of Gazans are poor or extremely poor) and high unemployment rates (around 70% among youth and
women) (Jones and Abu Hamad, 2021). Since 2006, Gaza’s gross domestic product (GDP) has been halved
(World Bank, 2019), with the result that humanitarian assistance has become essential for approximately 80%
of Gaza’s population. Operated through the Ministry of Social Development (MoSD), the Palestinian National
Cash Transfer Program (PNCTP) helps the most impoverished Palestinians – about 75,000 households (HHs)
in Gaza – access nutritious food, basic education and healthcare; however, the programme falls far short
of being an effective social protection programme as it does not address the multi-faceted vulnerabilities
people face, especially those related to age and gender hierarchies, such as gender-based violence (Jones
and Abu Hamad, 2021; Samuel et al., 2017).

1.2 Overview of health services, including sexual and reproductive health
The four major healthcare providers in Gaza are the government, UNRWA, non-governmental organizations
(NGOs) and private (for-profit) operators. The Ministry of Health (MoH) is responsible for a significant portion
of healthcare delivery, including sexual and reproductive health (SRH), in addition to performing the role of
regulator and supervisor of the entire health system. In Gaza, the Ministry operates 14 hospitals and 58
primary health care (PHC) centres (MoH, 2020). Reproductive health services are available only in PHC
centres that provide vaccinations for children; for example, family planning services are only available at 15
governmental PHC centres (ibid.). UNRWA plays an important role in providing PHC services, including SRHR
services, through its 22 centres, and buys secondary and tertiary services for registered Palestinian refugees
(UNRWA, 2021). NGOs play a complementary role in supporting vulnerable groups, particularly people with
disabilities and youth, and providing women’s health services. The private sector is largely unregulated, and
tends to focus on curative services that generate high revenues, such as obstetrics and surgical interventions
(Abu Hamad et al., 2017b). The private sector follows direct, market-based, non-contractual interactions
between beneficiaries and providers; it lacks accountability and beneficiaries are often exploited financially
(Abu Hamad et al., 2019). Generally, there is a reasonable distribution of health personnel per population in
Gaza, with more than 22 doctors and 40 nurses per 10,000 people (UNFPA, 2016). However, specialty and
subspecialty areas – including in midwifery, neonatology, sexual health, and adolescent health – are greatly
under-represented (ibid.). Health services, including SRHR services, are also hyper-medicalized (Samuel et
al., 2017), with little attention to preventive services.

1.2.1 Key sexual and reproductive health indicators
Maternal mortality ratio
The officially reported figures on the maternal mortality ratio (MMR) indicate significant improvement, from
more than 55 per 100,000 live births in 1999 down to around 10.3 in 2017, then it increased again to 31 in
2019, down to 24.8 in 2020 (MoH, 2020). From January to mid-September 2021 (although the data has
not been officially published yet), 21 maternity deaths were recorded (including 13 cases with Covid-19),
compared to just 10 cases recorded for the same period in 2020, which suggests a pessimistic picture
for the full year 2021. Still, analysis of the MMR tells us that intensive multi-sectoral support is needed to
accelerate efforts to achieve the Sustainable Development Goal (SDG) target 3.1 of a two-thirds reduction by
2030. The analysis of maternal deaths indicates that most are preventable if women received more support
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at the household, community and health facility level, particularly in ensuring adequate birth spacing. More
importantly, near-miss rates give a better understanding of the determinants of maternal mortality and are
very useful for assessing the quality of obstetric care. Reported near-miss rates range between 7 to 10 per
1,000 deliveries (Abu Hamad et al., 2017b; Shnaina, 2014).

Antenatal, natal and postnatal care
The statistics on antenatal healthcare indicate high coverage (despite some quality gaps), with more than
95% of women reporting receiving four or more antenatal healthcare visits (PCBS, 2020; Abu Hamad et al.,
2017b). Quality gaps include lack of adequate preconception care, weak counselling, and inadequate access
to information (UNFPA, 2016; Abu Hamad et al., 2017b). Almost all Gazan women deliver at health facilities
in the presence of skilled birth attendants (usually a doctor and/or a nurse/midwife). However, problems
during delivery include weak counselling, inadequate access to information, lack of privacy, and sometimes
even gender-based violence on the part of service providers (Abu Hamad et al., 2017b). Approximately 22%
of births are by caesarean section (PCBS, 2020), a figure higher than the WHO recommended standard (less
than 15%). Postnatal care remains unsatisfactory, with many women not receiving timely, appropriate care
for themselves after delivery, as most of the attention goes to the new-born baby (UNFPA, 2016).

Fertility and sub-fertility
The total fertility rate (TFR) per woman is around 4 children – still high, despite a significant reduction in the
past two decades (UNFPA, 2016). Both the TFR and the structure of fertility give cause for concern, with a
concentration of births at young ages. In 2020, the PCBS reports that the adolescent fertility rate is 48 per
1,000. Influenced by cultural norms, mothers tend to have the number of children they prefer and to have
them all within a limited period of time. Infertility prevalence is around 8% and sub-fertile couples are not
usually served by public facilities, consigned instead to a combination of traditional healers and expensive,
poorly regulated infertility treatment at private centres (S Abu Hamad, 2021).
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2

Methods and design

This study used a mixed-methods approach involving a literature review, an empirical quantitative KAP survey
carried out in March/May 2021, and qualitative data collected during the same period.

2.1 Quantitative data
The quantitative findings of this study were drawn from a clustered random household (HH) survey with 476
HHs, proportionately distributed across the five governorates of Gaza. From each HH, we interviewed an adult
male, an adult female (952 adults in total) and an older adolescent (aged 15–19 years) (270 males and 206
females). The sample parameters were congruent with Gaza’s population (see Table 1).

Table 1: Distribution of study participants by characteristic variables
Variable

Number

%

Male adults

476

50

Female adults

476

50

Total adults

952

100

Male adolescents

270

56.7

Female adolescents

206

43.3

Total adolescent

476

100

20–30 years

72

15.1

31–40 years

147

30.9

41–50 years

164

34.5

51 years and over

93

19.5

Gender

Age (male adults)

Mean age 41 years; median 42 years, range from 22–70 years
Age (female adults)
20–30 years

109

22.9

31–40 years

165

34.7

41–50 years

161

33.8

51 years and over

41

8.6

Mean age 38.5 years; median 39, range from 20–60 years
Age (male adolescents)
15 years

41

15.2

16 years

62

23.0

17 years

78

28.9

18 years

55

20.4

19 years

34

12.6

Age (female adolescents)
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15 years

30

14.6

16 years

53

25.7

17 years

49

23.8

18 years

50

24.3

19 years

24

11.7

Nuclear

402

84.4

Extended

74

15.6

Refugee

322

67.8

Non-refugee

153

32.2

Rafah

59

12.4

Khanyounis

92

19.3

Deir Al-Balah

74

15.5

Gaza

173

36.3

North Gaza

78

16.4

Camp

162

34

Non-camp

313

66

Up to 6

115

24.2

6–10

275

57.8

More than 10

86

18.1

Mean

7.33

University education

136

28.4

Secondary

139

29.2

Preparatory

110

23.1

Elementary

68

14.2

Can read and write

20

4.2

Illiterate

3

0.6

University education

94

19.8

Secondary

131

27.5

Preparatory

181

38

Elementary

54

11.4

Can read and write

12

2.5

Family type

Refugee status

Governorates

Place of living

Family size

Education attainment for adult male

Education attainment for adult female
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Illiterate

4

0.8

500 Israeli Shekel (ILS) and less

138

29.2

501 ILS to 1,000 ILS

161

34

1,001 ILS to 2,000 ILS

123

26

More than 2,000 ILS

51

10.8

Mean 1091

Median 800

Yes

63

13.3

No

409

86.7

Monthly income

HH includes a person with a disability

2.1.1 Quantitative data collection and analysis
A four-day training course was held to orient the 12 female enumerators living in the targeted localities on
the quantitative data collection processes and tools. Tools were then piloted with 30 HHs, resulting in further
modifications (the tool was implemented in Arabic). The response rate was high (87.5%). Field supervisors
also conducted validation visits and call-backs (100 calls). The quantitative data was entered, cleaned and
analysed using Statistical Package for the Social Sciences (SPSS) 26 software. Descriptive statistics were
conducted first, followed by inferential analysis to examine the statistical differences among the variables.
P value was regarded as statistically significant when it falls below 0.05.

2.2 Qualitative data
2.2.1 Participants’ profile
The qualitative component involved 335 participants. This included 41 focus group discussions (FGDs) with
adults and adolescent boys and girls from diverse socio-economic backgrounds, 18 key informant interviews
(KIIs) (9 men and 9 women), and 31 service providers. There were seven FGDs involving 20 male and female
community leaders, and 34 FGDs with 266 community members (112 females, 154 males). The qualitative
research involved community members from all areas in Gaza, including access-restricted areas. Table 2
provides a detailed description of FGD participants’ profiles.

Table 2: Distribution of FGD participants (community members)
Variables

Number

%

Less than 20 years

59

22.6

20–39

157

60.2

40 and over

45

17.2

Mean 30

Median 28

Female

112

42.9

Male

149

57.1

Age

Gender

Marital status
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Married

150

57.5

Single

98

37.5

Other (divorced/separated/widowed)

13

5

Refugee

179

68.6

Non-refugee

82

31.4

South of Gaza

84

32.2

Central

83

31.8

North of Gaza

94

36

Camp

57

21.9

Access-restricted area

43

16.5

City

143

54.8

Village/town

18

6.9

Enrolled

51

19.5

Not enrolled

209

80.5

Less than secondary

65

25.3

Secondary

132

50.6

University

63

24.1

Working

52

19.9

Not working

209

80.1

Female-headed HH

37

14.2

Male-headed HH

224

85.8

Nuclear

181

69.3

Extended

80

30.7

Family income

Mean 855

Median 600

Family size

Mean 7.25

Median 7

Yes

67

25.7

No

194

74.3

Refugee status

Place of residency

Location

Current enrolment in education

Educational attainment

Current working status

Head of the family

Type of family

HH includes a person with a disability
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2.3 Data collection and analysis
A purposive sampling technique was used to recruit participants for FGDs and KIIs. To ensure scientific
rigor, a two-day training session was provided to seven qualitative researchers, followed by piloting and
refinement of the tools, in addition to standardizing the administration of the study tools, daily checking, and
members and peer checks. Meetings were conducted at NGO offices, in a convenient and safe environment.
The average duration of each FGD was 110 minutes, the average duration for KIIs was 52 minutes and the
average number of participants per FGD was around 8. Qualitative interviews were double-recorded, listened
to, and then detailed notes were taken, reviewed, carefully read several times (till immersion occurred) and
then thematically coded.

2.4 Ethical measures
The research team adhered to stringent ethical measures to protect participants as per international ethical
principles. We followed the Modified International Code of Ethics Principles (1975) known as the Declaration
of Helsinki. Permission was sought, and given, from Gaza’s Helsinki Committee (PHRC/HC/792/20). To
protect the rights of participants, each received a complete, standardized explanation of the purpose and
parameters of the research, and the research team sought informed consent for adults, and assent for young
people aged 17 years and under.

2.5 Study limitations
The limitations of this study are those that are common in cross-sectional surveys, in that it assesses the
situation at a given time, though perspectives and behaviours could be influenced by time, circumstances and
so on. Additionally, the data collected was solely reliant on self-reported responses, which may lack accuracy
as participants are sometimes unwilling to be candid when describing their experiences, attitudes or feelings,
especially around culturally sensitive issues such as SRHR. Because participants completed the survey at
the level of the household, it is possible that their responses were influenced by the setting. Moreover, the
Covid-19 pandemic constituted a major barrier to the research team engaging more directly with participants,
and to using more participatory interactive qualitative methods.
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3

Main findings

3.1 Knowledge and awareness about sexual and reproductive health and rights,
and child-rearing
3.1.1 General knowledge about sexual and reproductive health among adults
Surveyed participants reported a fair degree of familiarity with the term ‘SRHR’ (66% of men, 80% of women,
46% of boys and 67% of girls). Adults were more likely to be familiar with the term than adolescents, and
females more likely than males. Among males who reported being familiar with the term, some aspects
were more frequently cited than others, including antenatal care (reported by 62% of men and 58% of boys),
family planning (49% of men and 37% of boys) and natal care (41% of men and 45% of boys); non-maternity
related aspects such as sexually transmitted infections (STIs) and adolescent health were less common.
Table 3 and Figure 1 show that participants had overlooked important aspects such as preconception care
and counselling, care during menopause, counselling services on SRHR, adolescent health, STIs and genderbased violence; these areas were less frequently reported.

Figure 1: Knowing what is meant by ‘SRHR’
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Table 3: Participants’ knowledge about SRHR
Variable

Male
Number

Female

P value

%

Number

%

65.7

377

79.2

Adults
Knowing what is meant by ‘SRHR’

313

0.001

Components of SRHR as reported by those who reported knowing the term ‘SRHR’
Antenatal care

194

61.9

207

54.9

Family planning

153

48.8

228

60.4

Natal care

129

41.2

186

49.3

Postnatal care

90

28.7

173

45.8

Preconception care

81

25.8

123

32.6

Menopause care

38

12.1

53

14

Information, advice and services on SRH

24

7.6

24

6.3

Adolescent/youth health

18

5.7

15

3.9

Fertility services

14

4.4

9

2.3

Pre-marital medical examination

10

3.2

2

0.5

Early detection of cancers among women

7

2.2

12

3.2

STIs

5

1.6

4

0.1

Gender-based violence

4

1.2

4

0.1

Care post-abortion

2

0.6

5

1.3

185

38.9

171

35.9

Knowing male-specific SRHR

0.335

Components of SRHR specific for men as reported by those who reported knowing SRHR for men
Infertility

83

44.8

80

46.7

Sexual dysfunction

73

39.4

95

55.5

Need for contraception

70

37.8

52

30.4

Information and counselling

46

24.8

38

22.2

Prevention and treatment of STIs

21

11.3

9

5.2

Male reproductive health-related cancers

8

4.3

4

2.3

Knowing when women/girls suffer from a
change in mood and psychosocial issues
due to a change in hormones

337

70.8

428

89.9

0.001

Knowing situations at which women/girls experience mood and psychosocial challenges among (N=337 among
males and 428 among females)
During the menstrual period – bleeding
stage

296

87.8

358

83.6

A few days before monthly menstrual cycle

111

32.9

160

37.4

When she is pregnant

136

40.3

186

43.5

Postpartum phase

57

16.9

93

21.7

During hormonal treatment

3

0.9

4

0.9
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At the menopause

8

2.3

23

5.3

45.6

137

66.5

Adolescents
Knowing what is meant by ‘SRHR’ in general

123

0.001

Components of SRHR as reported by respondent who knows the term ‘SRHR’
Antenatal care

71

57.7

80

58.4

Natal care

55

44.7

73

53.3

Family planning

45

36.6

58

42.3

Preconception care

36

29.2

53

38.7

Postnatal care and child care

34

27.6

58

42.3

Adolescent/youth health

13

10.6

14

10.2

Care during menopause

12

9.7

14

10.2

Fertility services

6

4.8

3

2.2

Relationships between a man and a woman
and the ability to have children

6

4.8

3

2.1

Pre-marital medical examination

5

4.0

4

2.9

Child care

5

4.0

1

0.7

Fertility management

4

3.2

1

0.7

Women’s health

4

3.2

2

1.4

Prevention and management of STIs

2

1.6

4

2.9

Care after abortion

2

1.6

7

5.1

Gender-based violence

2

1.6

7

5.1

Early detection of cancer among women
(breast cancer)

0

0

7

5.1

Knowing male-specific SRHR

54

20.0

35

17.0

0.404

Knowing what is included in male-specific SRHR, among those who reported knowing in the previous question
Sexual dysfunction

27

50.0

16

45.7

Infertility

22

40.7

21

60.0

Need for contraception

16

29.6

12

34.3

Information and counselling

13

24.0

12

34.3

Man’s ability to have children

9

16.6

2

5.7

Relationships between a man and a woman

4

7.4

1

2.8

STIs

2

3.7

1

2.8

Male reproductive-related cancer

1

1.8

0

0.0

Child care

0

0.0

1

2.8

Summary Report | 15

3.1.2 Knowledge about male-specific SRHR
When asked about their familiarity with male-specific SRHR, relatively few respondents were familiar with
what this term entails (39% of men, 20% of boys, 36% of women and 17% of girls). It could be argued these
findings suggest that while men are, to a fair extent, aware of the term ‘SRHR’, they primarily consider it as
‘women’s not men’s concern’; therefore, they are less oriented towards male-specific SRHR issues. However,
even those who are familiar with male-specific SRHR issues have limited knowledge, mainly concentrated
around infertility (45% of men, 47% of women, 41% of boys and 60% of girls), sexual dysfunction (39% of men,
56% of women, 50% of boys and 46% of girls), and the need for contraception (38% of men, 30% of women,
30% of boys and 34% of girls). Despite its importance, prevention of STIs was rarely cited (only by 11% of
men, 5% of women, 4% of boys and 3% of girls) (as illustrated in Table 3). Because SRHR is perceived as
an issue concerning women, familiarity with male-specific SRHR was far less than familiarity with SRHR in
general. Findings in this study about familiarity with STIs suggest much lower levels than what was reported
by university students in Palestine (Sayej, 2018).
Findings from qualitative interviews are consistent with the quantitative findings; despite reporting
familiarity with the term ‘SRHR’, many FGD participants were confused about what the term entails. This
was also the case for almost all categories of participants including health providers, except those who
engaged directly in mother-to-child health services, the structure that incorporates SRHR services. The most
common perceptions of SRHR revolved around concepts such as childbearing and delivery, or the physical
aspects of the marital relationship. Some participants avoided pronouncing the terms ‘intercourse’ or ‘sexual
relationships’, and referred to them instead as ‘The relationship between a husband and a wife’. Echoing the
responses of male participants in Qa’a Qreen area in Khanyounis, when they first heard about SRHR, the things
that first came to mind were related to ‘The health of the mother and the children’ while others referred to
‘Having an intimate relationship with one’s wife, not against her will, that also depends on his mood, it could be
frequent or not’. Other participants seemed more confused about the term. In Jabalia camp, a 32-year-old man
(despite sharing interesting examples later during the discussion) said, ‘SRHR, I don’t really understand what
it means’ while others were guessing, saying ‘If you mean having spaces between children, or maybe having
children in the first place, anyway, if you mean that, then I would say I like having many children’. Sometimes
probing was needed, after which some men referred to postnatal care, fertility care, informing adolescents
about puberty, and family planning, which was most commonly reported during the early stages of the FGDs.
Furthermore, STIs were not spontaneously mentioned by any male participants, including community leaders.

3.1.3 Knowledge about SRHR among adolescents
As already mentioned, relatively few adolescent boys indicated familiarity with SRHR issues. These findings
are nuanced by the inputs of key informants, service providers and some parents who were concerned about
the low levels of and/or inaccurate information among males, particularly among adolescents and younger
children. The latter findings are in line with another study conducted with university students (Sayej, 2018),
which indicates that only 33.5% of respondents had heard about SRHR issues. For many boys, reproductive
health is perceived as relating to women only and how to have a healthy child, in a suitable place/service for
delivery, while sexual health is seen as concerning both men and women. Sexual health also includes personal
hygiene, taking care of reproductive organs, and maintaining purgation (Tahara).2 Male participants used the
term ‘marriage’ and how to get married to refer to intimate male–female relationships, and then, after probing,
they added ‘childbearing’ and ‘giving birth’, and having healthy babies. It is illuminating that when asked about
2

Washing the body in a certain manner to keep it clean and suitable for prayers and following intercourse or masturbation or
menstruation; Tahara is a must before performing prayer.
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sexual health in particular, the first reaction of some boys was to say ‘Shame ’عيب. A few boys expressed
misconceptions, such as referring to sexual health as when a woman sleeps with several men, which leads
to mixing of genealogy among families (Ansab) and serious diseases. A 16-year-old boy from Daraj in Gaza
stated that ‘Sexual health refers to a situation when a woman gets with and sleeps with more than one person,
this leads to mixing sex and serious diseases.’ Also, some boys in the south of Gaza confused SRHR with a
healthy lifestyle, such as doing sports. Generally, boys did not mention any clear component of SRHR but,
when asked about STIs, one respondent in Al Daraj said ‘Yes, such as AIDS.’ Another boy referred to AIDS,
saying ‘It is transmitted through sperm.’ The findings suggest that girls have greater knowledge around SRHR
and child-rearing issues; however, most of their information links directly to maternal and child health, which
is similar to other groups and to the survey participants as well.

3.1.4 Knowledge about danger signs during pregnancy
Our survey indicates that knowledge among men about early signs of pregnancy is relatively high – 82% cited
nausea and 79% mentioned vomiting. By contrast, knowledge of danger signs during pregnancy is alarmingly
low among both men and women (see Figure 2). For instance, while half of men (51%) knew that bleeding
during pregnancy is a danger sign, only 3% recognized convulsions and shortness of breath as danger signs,
and less than 2% were able to name three danger signs or more. Moreover, only 3% of women were able to
correctly name three or more danger signs during pregnancy. The latter finding is also consistent with other
studies that report alarmingly low levels of knowledge about danger signs during pregnancy (UNFPA, 2016).

Figure 2: Knowing danger signs during pregnancy
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3.1.5 Knowledge about family planning methods
Figure 3: Knowledge about family planning methods

While 58% of women stated that they received health information about family planning from any healthcare
provider, only 17% of men reported the same. This implies that women are more likely (2.4 times) to receive
family planning information than men, indicating poor targeting of the latter in family planning awareness
programmes. Among those men who had heard about any family planning method (96% of respondents),
91% mentioned an intrauterine device (50% among boys), 90% had heard about contraceptive pills (82% of
boys), and 67% mentioned the male condom (14% among boys). Even for male-related methods such as
withdrawal, standard days and condoms, men’s knowledge is significantly lower than women’s. The overall
mean percentage of knowledge about the 16 family planning methods listed was as follows; among men 19%;
women 26%; boys 7%; and girls 16%. As Figure 3 shows, knowledge about family planning methods among
adolescents was particularly low; neither adolescent boys nor girls were familiar with six methods or more,
while 53% of boys and 23% of girls did not know of any method. These findings are congruent with those
of previous studies that have flagged inadequate knowledge at the community level about family planning
methods (UNFPA, 2016; Abu Hamad et al., 2017b).

3.1.6 Knowledge about sexually transmitted infections
Discussing STIs is regarded as taboo in the Palestinian context (Abu Hamad et al., 2017b). However, 74%
of adults (male and female) and 45% of boys and 50% of girls had heard about STIs, especially the human
immunodeficiency virus (HIV) (more than 91%). Other STIs were less frequently mentioned. Relatively few
male respondents mentioned other STIs, such as human papillomavirus (HPV) (14%), gonorrhoea (12%) and
syphilis (12%). Generally, women had less knowledge about STIs than men, and other than HIV, adolescents’
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knowledge about STIs is almost zero. Around 4% of men and 9% of women reported experiencing or being
treated for STIs in the past 12 months. Of all adults surveyed, 19% of men and 16% of women believed that
it is a woman’s responsibility to prevent STIs. Only 15% of men and 31% of women reported ever attending
any information session about STIs, indicating that this area is not given adequate priority by health services
in Gaza. This was also confirmed by some healthcare providers, including key informants, who claimed that
STIs and gender-based violence are neglected topics. Service providers also highlighted uncertainty due
to ambiguous or absent guidelines for the management of STIs. They also referred to men’s disinterest in
seeking treatment for STIs, even after they have been called by health providers to attend for treatment. This
was confirmed by women during FGDs, explaining that some men refuse to adhere to treatment or deny
taking any responsibility for it. As one FGD participant said, ‘When there is infection, some men say to their
wives “go and see [treat] yourself”’, while another woman said ‘They throw the condom away and turn upset
on us, they don’t like it.’ The latter refers to men’s reluctance to use a condom in general, not specifically if
they or their partner has an STI.

3.1.7 Knowledge of the legal age of marriage
Our quantitative survey asked participants about the minimum legal age for marriage. Adults’ responses (both
male and female) consistently indicated that the median age is 18 years. It is possible that these responses
are based more on their expectations rather than knowledge of the real legal age, which until now stands at
around 15–16 years for girls and 16–17 years for boys (judges can issue marriage certificate at a younger
age in exceptional cases) (Abu Hamad et al., 2021a). Findings confirm that only 8.5% of adult respondents
knew the minimum legal age for marriage for girls and 12% knew the legal age for boys (see Figure 4).
This reflects inadequate knowledge about issues around SRHR. Interestingly, adolescent boys reported the
mean legal age for girls at 17.3 years, with girls reporting it as 16.9, which is closer to the actual legal age of
marriage for girls in Gaza.

Figure 4: Reported mean and median minimum legal age for marriage
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Interestingly, as Figure 5 shows, when asked about their preferred minimum legal age for marriage for
girls, boys and girls suggested a mean age of more than 19 years for girls (boys’ mean suggested age was
22.2 years and girls’ mean suggested age 19.9). For boys, girls suggested a mean age of 22.7 years and
boys suggested 22.4 years. Moreover, when asked about the age at which they may consider marrying, boys
reported a mean age of 24.7 years and girls reported 21.4 years. Similarly, girls and boys who participated
in the FGDs considered somewhere around 21 to 24 years to be a suitable age for a girl’s marriage, while
between 23 and 27 was the interval for suitable (not necessarily desired) age for males to marry. As one
participant said, ‘Not before 24 or 25, it would not be even possible.’ Generally, while girls’ and boys’ preferences
about the suitable age for marriage were close, girls generally referred to a younger suitable age than boys.
The median age of marriage among all study participants was 18 years for females and 23 for males,
indicating that half of the married women in the study sample were married as children. Considering the age
range of adult participants, the findings of this study are close to PCBS reports (PCBS, 2020).

Figure 5: Adolescents’ preferences around age at marriage

3.1.8 Sources of information around some aspects of SRHR, including puberty
Our qualitative findings highlight substantial variations in sources of information about puberty, across the
generations. Young adults and male adolescents rely more on online sources and exchange of information
with peers, while older men and women and adolescent girls receive information from more traditional
sources such as schools, parents (mainly mothers), and personal experiences. Similar to their inputs in the
FGDs, for male adults, their main sources of information about puberty (when they were young) were friends
(33%), followed by schools (29%), previous experiences (23%), online sources (21%) and health workers (14%).
Adolescent girls were more informed, by their mothers, while fathers played a limited role in informing their
sons about puberty. Figure 6 shows, the main sources of information about puberty for boys were schools/
counsellors (80%), followed by friends (29%), parents (fathers 19%, mothers 16%) and the internet (13%). For
girls, the most frequently cited sources of information about puberty were schools (87%), mothers (79%),
friends (14%) and books (11%). It seems that sources of information for boys are largely outside the family,
while for girls, sources are largely nested within the family due to conservative gender norms and taboos
around discussing puberty and sexuality.
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Figure 6: Main sources of information about puberty (as reported by adolescent boys and
girls)

3.1.9 Awareness around menstruation
In Gaza, menstruation is not openly discussed; therefore, most girls only approach their mothers or older
sisters when they reach menarche (first occurrence of menstruation) (Abu Hamad et al., 2017a). Also,
there is a dearth of research around menstruation in the Palestinian context, especially around the roles of
men and boys during menses. When asked to describe the needs of women and girls during menstruation,
generally, women’s responses imply a greater understanding than men (see Figure 7). The most commonly
reported need was hygiene supplies and sanitary pads (at more than 90% among both men and women).
Understanding of other physiological and psychological issues such as changes in sleep, changes in
psychological status and the need for painkillers was reported by just 30% of men. Less than 2 in 10 men
reported the need to have good nutrition and fluid (16%), and to have more privacy (5%).
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Figure 7: Familiarity with girls’/women’s needs during menstruation

3.1.10 Menstrual hygiene management
Almost all women and girls reported using disposable pads to manage their menstruation. Very few reported
having heard about reusable menstrual hygiene products (4% of women and 6% of girls), and very few said
they would be willing to use reusable pads (6% of women and 5% of girls) or menstrual cups (4% of women
and 4% of girls), even if they had more information about these methods. The vast majority of men (92%)
indicated that they know when a female member of the household is having a period.
The mean age at menarche for the girls surveyed was 13.5 years and the median was 14 years; almost
two-thirds (62%) reported experiencing some sort of anxiety at menarche, possibly because they were not
prepared or adequately informed (see Figure 8). A previous study of females aged 15–29 years found that
nearly 54% had not received appropriate information about menstruation before menarche (Alshawish, 2019).

Figure 8: Adolescents’ opinions about their need for information about menstruation/puberty
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More than half of boys (59%) and girls (58%) felt that boys should receive information about menstruation
and how it affects girls, and the same was true in relation to girls receiving some information about pubertyrelated changes for boys (53% of boys and 63% of girls) (see Figure 8). Our qualitative findings highlight
particular hardships for girls living in camps and those that belong to large families, with this group reporting
more frequent mood changes and pressures. As one 16- years girl from the Deir Al-Balah said about
menstruation, ‘It is full of awful days and bad moods…’

3.1.11 A proxy indicator for measuring overall knowledge about SRHR and child-rearing
To assess the overall level of knowledge about SRHR and child-rearing, a proxy indicator was computed
based on 14 knowledge-related questions (see Table 4). The mean percentage of overall knowledge elicited
by men stands at 47.6%, while women elicited a higher score (53.9%) and the differences between men’s
and women’s knowledge are statistically significant. Men are 13% less knowledgeable about SRHR and childrearing than women.

Table 4: Proxy indicator measuring overall knowledge about SRHR and child-rearing
Variable

Male

Female

P value

Number

%

Number

%

Knowing what SRHR means in general

313

65.7

377

79.2

Knowing that SRHR includes postnatal care and child care

90

28.7

173

45.8

Knowing that SRHR includes family planning

153

48.8

228

60.4

Knowing that SRHR includes adolescents/youth health

18

5.7

15

3.9

Knowing what SRHR means for men in particular

185

38.9

171

35.9

Knowing that SRHR for men includes need for contraception

70

37.8

52

30.4

Knowing the minimum legal age of marriage for girls

140

29.4

126

27.2

Knowing that women during menstruation have
psychosocial needs

163

34.2

188

39.5

0.001

Knowing that absence of bleeding/menstruation is an early
sign of pregnancy

244

51.2

309

64.9

0.001

Knowing that bleeding is a danger sign during pregnancy

243

51.1

268

56.3

knowing how to get his/her child to smile

444

94.1

455

95.6

0.297

Knowing any methods to delay, space or avoid getting
pregnant

455

95.6

475

99.8

0.001

Knowing that male condom is a male method for
contraception

304

66.8

408

85.9

0.001

Familiar with STIs

351

73.7

350

73.5

Total mean and mean percentage for knowledge

6.66

47.6

7.55

53.9

0.000

0.335

0.001

Among men, findings showed that some men have greater levels of knowledge – for instance, refugees
compared to non-refugees (49% vs 45%), residents of Khanyounis governorate compared to other
governorates (57% for Khanyounis, 49% for Rafah and Dier Al-Balah, 44% for Gaza, and 43% for North Gaza),
more educated men (56%) compared to less educated men (40%), and men who earn a higher monthly
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income (52% of men with income above ILS 2,000; 45% of men with monthly income less than ILS 500) (see
Figure 9).

Figure 9: Differences in men’s mean percentage of overall knowledge scores on SRHR and
child-rearing, by characteristics variables

Differences in levels of knowledge about SRHR and child-rearing are most likely attributed to socio-cultural
and economic variations among respondents. For example, educated and better-off participants enjoy better
access to SRHR information, resources and services, so have greater opportunities than their less educated
and poorer counterparts. Also, variations across governorates could be attributed to the demographic
structure of different areas, whereby governorates with higher concentrations of refugees (especially in
the southern areas) and refugees in general have higher levels of knowledge about SRHR and child rearing
(this is possibly the legacy of UNRWA standardized primary health care services that were launched three
decades earlier than governmental services). UNRWA services are, to a greater extent, more accessible, and
also more gender- and age-sensitive than governmental services. Also, the presence of NGOs focusing on
gender and women’s health in the south and in Deir Al-Balah governorate could contribute to men’s greater
knowledge about SRHR and child-rearing in these areas. Demographic characteristics of refugees include
a greater tendency to join university education (especially for girls), better utilization of family planning, and
smaller size families (PCBS, 2020; Jones and Abu Hamad, 2016). On the other hand, non-refugee families
tend to wed their daughters early and to have larger families (Abu Hamad et al., 2021a). For farmers (who
are mostly non-refugees), having a large family is a necessity.
To sum up, our findings confirm that familiarity with SRHR in general, and specifically in relation to men,
is limited among males in Gaza, and particularly among young adults. Indeed, among men and women, both
our qualitative and quantitative analysis conclude a knowledge difference by age group; women in their 30s
and men in their 40s are most informed about SRHR-related issues, and especially male-specific issues.
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3.2 Attitudes and decision-making related to sexual and reproductive health and
rights
3.2.1 Son preference and number of children
Of all adults surveyed, 19% indicated that within their own families, husbands alone decide on the number
of children. As for their views on which members of the family – in the larger community in Gaza – normally
decide how many children to have, 44% of male respondents indicated that the husband decides, while only
8% of men and women respondents reported that the wife usually decides. The preferable mean number of
daughters reported by men was 1.95, by female respondents it was 2, and 1.9 by adolescents (see Figure
10). Among boys, all categories of respondent demonstrated preference for more sons than daughters (2.2
by men, boys and girls, and 2.17 by women). Variations within and across the two genders, for both adults
and adolescents, are statistically significant for son preference. Indeed, the study found that around a third of
men and almost 40% of women knew a female friend or relative who had been humiliated by their husband
after giving birth to a girl in the past year. In the qualitative discussions, men were also regarded as unilateral
decision-makers but younger, unmarried participants (especially girls) referred to a slight generational change
and a desire to navigate a mutual decision-making process in their future families. Influenced by their difficult
daily reality, some women perceive having many children as some sort of security, as one 60 years old, male
community leader from Gaza City explained, ‘In many cases, women themselves want to have more children
to make sure her husband doesn’t leave her and for other reasons related to women’s psychological status.’

Figure 10: Participants’ preferred number of children

3.2.2 Marriage decisions
As Figure 11 shows, 63% of female adult respondents reported being ready for marriage when it happened,
and the rest (37%) would have preferred to have waited; the corresponding figure for men was 88% and 12%
respectively. The vast majority of marriages in Gaza are arranged by the couple’s families (77%), although
11% of men and 13% of women reported that they were subjected to family pressure to marry (which may
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take the shape of negotiations in some cases). Our findings are congruent with other studies, which show
that only a small proportion of girls have a substantial say in decisions about their marriage (Abu Hamad et
al., 2021a; 2021b; El-Feki et al., 2017).

Figure 11: Marriage experiences

Influenced by cultural norms, 62% of men and 67% of women agreed that a woman should decide when to
marry, free of any pressure or influences (Figure 12). Interestingly, adolescents reported more progressive
attitudes in this regard (86% of boys and 88% of girls agreed that a woman should freely decide when to
marry). Largely underpinned by cultural norms, men’s and women’s perspectives were similar, although age
makes a difference. Qualitative discussions highlighted that cultural rather than religious values dominate in
Gaza when it comes to freedom to make decisions around marriage, as religious principles (as cited in the
Qur’an) imply that the bride should explicitly and fully agree upon marriage and that it should entail ‘tranquillity’,
‘affection’ and ‘mercy’, not solely sexual intercourse.

Figure 12: Perceptions about men’s and women’s freedom to decide when to marry
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3.2.3 Gender-based violence
With regard to gender-based violence, which is widespread in Gaza (Abu Hamad, 2021; Abu Hamad et
al., 2021b), A quarter of women reported being pressured by their parents to accept maltreatment from
their husband or in-laws. More men (22%) than women (18%) think that parents should approve a brother
disciplining his sister, even if she is of the same age or even older than him.

Figure 13: Gender-based violence related practices

3.2.4 Availability and accessibility of SRHR services and information
Just over one-third of men (37%) and just under one-third of women (31%) believe that unmarried girls do not
need to attend sessions on SRHR. This leaves them far behind when it comes to accessing SRHR services
and information. As one unmarried girl reported, ‘I feel broken, they mock us. Because of that, I no longer care
about myself and my health. They don’t stop talking badly, my father too is difficult.’ A key informant (a 28-yearold teacher from Khanyounis) questioned why unmarried girls need access to SRHR services, saying ‘They
decided not to marry, this is their decision no doubt, but what is the need for them to seek SRHR services then?
It is [not marrying] as if they say we don’t need these services.’ Due to conservative traditions and concerns
around protecting ‘family honour’, which is strongly linked to girls’ virginity, some 44% of men, 56% of boys
and 53% of women and girls reported that in their community – regardless of their own personal convictions
– performing an invasive medical examination on an unmarried girl is considered completely unacceptable
(see Figure 14).
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Figure 14: Percentage of participants who agreed that never married girls/women who need
invasive gynaecological services should be denied access

Our survey underscores that only half of male respondents think that husbands usually consider the emerging
needs of their wives when they reach menopausal age; similarly, nearly half of adult respondents (men
and women) either agreed or somewhat agreed that the menopause is the ‘end of female SRH life’. This is
reflected in the finding that just over one-third (35%) of men reported that the husband thinks of a second
marriage when his wife reaches the menopause. Challenges facing women during menopause are further
complicated by the absence of services, as half of adult respondents (men and women) reported lack of
services for women during menopause. Interviews with service providers confirmed that almost all health
clinics close women’s files after one year of no menstruation, regardless of who the provider is, indicating a
perception that SRHR services are only applicable to women of childbearing age. Should menopausal or postmenopausal women require a service, the only facilities available to them are those for non-communicable
diseases (NCDs) or outpatient clinics. This reality reflects not just the scarcity of well-resourced services
but, more importantly, the mind-set behind service provision, which values women’s reproductive role more
than a rights-based approach to health, which values women as human beings. This highlights the need
to emphasize that SRHR services should reflect needs over the entire life course of both men and women,
rooted in a right to health concept.

3.2.5 Time use
Our findings confirm that time use in Gaza is also gendered. Figure 15 shows that in a typical day, men
reported spending 1.3 hours doing domestic-related work (including shopping for the household), while
women reported spending around 4 hours daily doing chores, including cooking, laundry and cleaning –
tasks that are rarely done by men (boys reported 1.4 hours, girls 1.9 hours). Men spent more time surfing
social media and communicating with others (2 hours) and watching TV (1.9) than women (1.4). Similarly,
girls spent more time on childcare than boys (1.1 hours a day for girls and 0.7 hours a day for boys). Boys
spent more time surfing social media (3 hours a day) than girls (1.9 hours). Our discussions concluded
that prevailing patterns of time use are highly impacted by how people are raised (cultural factor), and are
linked to perceived typical gendered roles in the community. In line with the survey findings, the interviews
show that men are selective about which tasks they accept and which they do not, and that their attitudes
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are strongly underpinned by cultural norms and traditions. As a man from Jabalia, in a FGD commented,
‘She [referring to his wife] is responsible for her son.’ Some male participants in FGDs, echoing views among
the larger community in Gaza, described men who are willing to participate in child-rearing as ‘controlled by
their wives’. Men’s involvement in child-rearing is thus regarded as a question of status and prestige, as the
following quote from a mother of children with disabilities, explaining how her husband reacts when she
asks for his help, illustrates: ‘My prestige doesn’t allow me to do [those tasks]. Do you want me to be a nanny
for your children?!’

Figure 15: Time use as reported by participants

3.2.6 Gender-Equitable Men Scale
Our survey included a module entitled the Gender-Equitable Men (GEM) Scale – a three-point international
scale (from 0–2) designed to measure attitudes and perspectives on support for equitable versus inequitable
gender norms. Table 5 shows surveyed adults’ responses on the GEM Scale, which was also applied to
adolescents who participated in the study (available at UNFPA/Palestine website https://palestine.unfpa.org/en).

Table 5: Adults’ responses on the GEM Scale
Statement

Strongly agree

Somewhat agree

Do not agree

Number

%

Number

%

Number

%

A woman’s most important role
is to take care of her home and
cook

M

263

55.2

52

10.9

161

33.8

F

215

45.2

76

15.9

185

38.8

There are times when a woman
deserves to be beaten

M

66

13.8

114

23.9

296

62.2

F

22

4.6

61

12.8

393

82.6

Changing diapers, giving kids a
bath and feeding children are a
mother’s responsibility

M

351

73.7

83

17.4

42

8.8

F

356

74.8

72

15.1

48

10.1
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It is a woman’s responsibility to
avoid getting pregnant

M

122

25.6

66

13.9

288

60.5

F

155

32.6

72

15.1

249

52.3

A man should have the final
word about decisions in his
home

M

293

61.5

78

16.4

105

22.1

F

208

43.7

83

17.4

185

38.9

A woman should tolerate
violence in order to keep her
family together

M

298

62.6

64

13.4

114

24.0

F

269

56.5

64

13.5

143

30.0

A man and a woman should
decide together what type of
contraceptive to use

M

446

93.7

13

2.7

17

3.6

F

453

95.3

5

1.1

17

3.6

To be a man, you need to be
tough

M

36

7.6

49

10.3

391

82.1

F

11

2.3

24

5.0

441

92.7

The participation of the father
is important in raising children

M

465

97.7

8

1.7

3

0.6

F

463

97.3

12

2.5

1

0.2

It’s important for men to have
friends to talk about problems

M

130

27.3

59

12.4

287

60.3

F

115

24.2

45

9.4

316

66.4

Couple should decide together
if they want to have children

M

464

97.5

4

0.8

8

1.7

F

474

99.8

1

0.2

0

0.0

Overall mean (out of 2)

M

1.28

F

1.37

M

64%

F

69%

Overall mean percentage
(out of 100%)

NB: White rows for males, shaded rows for females.
Table 5, which shows the statements included in the GEM Scale, demonstrates that more than half of men
(55%) and boys (56%) reported that a woman’s most important role is to take care of her home and cook.
Some 38% of men and 23% of boys agreed or somewhat agreed that there are times when a woman deserves
to be beaten. This assumption is partially explained by what people are used to seeing in their homes; as ElFeki and colleagues (2017) report, some 25% of respondents have seen their mothers being beaten by their
fathers or another male family member. Similarly, 76% of men, 70% of women, 73% of boys and 53% of girls
strongly agreed or somewhat agreed that a woman should tolerate domestic violence in order to keep her
family together. In response to the statement, ‘To be a man, you need to be tough,’ 18% of men, 7% of women,
16% of boys and 5% of girls either agreed or strongly agreed.
Three-quarters of men and women, 72% of boys and 69% of girls strongly agreed that changing diapers
and bathing and feeding children are solely a mother’s responsibility. Nearly 40% of men, 48% of women,
57% of boys and 54% of girls agreed (strongly or somewhat) that it is a woman’s responsibility to avoid falling
pregnant. More than three-quarters (78%) of men, 61% of women, 77% of boys and 62% of girls reported that
a man should have the final word when it comes to decisions within the family (Table 5). These responses
provide more evidence that gender-inequitable attitudes remain common in Palestine, as noted by El-Feki
and colleagues (2017), whose study of masculinity and behaviours found that around 80% of men and 60%
of women agreed that a woman’s most important role is to take care of the home.
The vast majority of participants of all categories (more than 96%) strongly agreed or somewhat agreed
that both the man and the woman should decide together about which type of contraceptive to use, that a
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father’s participation is important in raising children, and that couples should decide together if they want
to have children or not. In general, more gender-equitable attitudes were cited by men and women when it
came to child-rearing, rejecting tough practices as evidence of power, and in participatory decisions between
couples – regardless of whether they practice that in reality or not. On the other hand, most participants
(more than 70% of men) still hold gender-inequitable attitudes on women’s role in the community and within
the household, believing that men should have the final word on family issues.
Figure 16 shows that in total, on the GEM Scale, men scored 1.28 (64%), which is close to 8% less than
women, who scored 1.38 out of 2 (69%). Similarly, girls elicited higher scores than boys and the differences
are statistically significant. Also, adult males elicited higher scores than adolescent males! The lower score
among adolescents could be attributed to the effects of cultural norms, which they learn while growing up.
It could also be linked to false and untrusted information they receive at the onset of puberty.
An important driver of adolescents’ overall perceptions and attitudes about SRHR and child-rearing could
be their insecurity and uncertainty about the extent of control they have over their lives, their ability to respond
to their assumed roles and, ultimately, to satisfy their sexual and reproductive health needs. Key informants
pointed out that community members, especially groups who have lived most of their lives under the siege
and blockade, tend to hold more conservative attitudes as their protection needs are considerable. Findings
confirm that as some of these insecurities become less salient, and as the influence of norms partially fades
(as indicated by the difference between people who live in extended families versus those in nuclear families),
more gender-equitable attitudes are evident. For instance, for married adults, it seems the experiences they
went through have somewhat promoted more gender-equitable attitudes. Being a refugee, living in a nuclear
family, being educated, being better off, and belonging to a small size family were associated with higher
scores, indicating more gender-equitable attitudes than their counterparts from other groups. Observed
differences in attitudes are also consistent with differences in knowledge about SRHR, and the reasons for
difference in attitudes are similar to those reported for differences in knowledge.
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Figure 16: Mean percentage of GEM Scale scores for men (adults) by characteristics variables

3.3 Men’s participation in SRHR and child-rearing
3.3.1 Men’s participation in SRHR
The vast majority of participants agreed that men’s participation in SRHR-related activities is limited (68% of
men and 72% of women), whereas only 12% of men and 10% of women disagreed (see Figure 17). Likewise,
FGD participants provided rough estimates of the proportion of men who actively participate in SRHR and
child-rearing, at around 20%–30% in the best-case scenario. This is also true for service utilization, even when
services are home-based (such as postpartum visits, usually by midwives, to high-risk cases). With regard to
participation in childcare, almost two-thirds of men (63%) and 71% of women agreed or somewhat agreed
that men are not actively engaged in child-rearing; more men (36%) disagreed with this statement than
women (29%). Our survey indicates that in general, the proportion of men who reported being engaged with
or supportive of SRHR activities was higher than the proportion of women. These differences of opinion over
men’s levels of participation in SRHR and child-rearing were even clearer during the FGDs, which suggested
that men overestimate their engagement or women do not feel that men are really engaged or supportive
of SRHR.
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Figure 17: Perceptions about men’s participation in SRHR and child-rearing

Not only are men not adequately engaged in SRHR, but many men restrict their wife’s access to those
services, the survey indicating that 60% of men restrict women’s access to SRHR services. A recent study
(UNFPA, 2021) found that about 55% of women cannot decide on their own whether to seek healthcare
services, to use family planning, or to refuse an intimate relationship at a given time. The same source
indicates that about 75% of women have experienced some sort of restrictions seeking healthcare (ibid.).
Our discussions with service providers and women themselves underscored the restrictions imposed on
young women when it comes to attending health education sessions, and deciding to use and/or to remove
or stop using a contraceptive. A nurse from a UNRWA clinic clarified that in some situations, when allowed to
present to services, young women are accompanied by their mother-in-law, who attempts to guarantee that
the husband’s decisions are respected. Another provider said, ‘Mothers-in-law are key in family planning, they
come with women and talk on their behalf. I realized that once and when the mother-in-law asked me to insert
an intrauterine device (IUD) for her daughter in-law, I asked her to leave the room during the procedure. The
lady told me then that she doesn’t want it, and I had to lie, saying that there was a problem, the IUD insertion
was not possible, so I sent them back at that time.’
It is possible that restrictions are also associated with domestic violence. Although it was not frequently
mentioned during the FGDs, some service providers shared that some men, regardless of their education level,
did hurt their wives and prevented them accessing healthcare. One healthcare provider described seeing a
woman, seven months’ pregnant, and being shocked by the signs of beating and bleeding from some parts
of her body:
She came to us and was wounded; we dressed her wounds quickly and called the ambulance to get her to the
hospital since she was in a bad state and was seven months’ pregnant. Her husband followed her to the clinic
and forced her to get off the ambulance, he kicked her and took her in a private car… By law and by norms,
he has the right to stop her and prevent her from going to the hospital! Of course, we reported the incident to
the protection department, who followed up with her through home visits. We learned later that her husband
is a school headmaster!! That is why I don’t think violence or domination is closely linked to education level.
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3.3.2 Men’s participation in child-rearing
Our analysis suggests that there is a disconnect between what men say and what they do. Although most
men (90%) reported that adult males should do a good share of childcare, their actual practices are somewhat
different. This indicates that cultural norms still strongly determine what men actually do, regardless of their
personal convictions. Some key informants attributed the large gap between attitudes and practices partly to
the influence of culture, whereby there may be sanctions for going against the norm, and partly to the modest
level of information communicated to men about their role in child-rearing and how to fulfil it.

Table 6: Adults’ participation in activities related to child-rearing
Variable

Male
Number

Female

P value

%

Number

%

Taking part in routine health check-up – well baby session
Yes, always

78

16.4

403

84.7

To some extent

172

36.1

66

13.9

Not really

226

47.5

7

1.4

0.001

Taking part in routine health check-up – sick child services
Yes, always

144

30.3

309

64.9

To some extent

249

52.3

147

30.9

Not really

83

17.4

20

4.2

Yes

444

94.1

455

95.6

Not sure

23

4.8

14

2.9

No

5

1.1

7

1.5

0.001

Knowing how to get a child to smile
0.297

Contribution to taking care of children under 3 years, including feeding and taking care of his/her hygiene
Yes, always

128

26.9

394

82.8

Yes, sometimes

187

39.3

31

6.5

No

161

33.8

51

10.7

0.001

Use physical methods such as hitting or beating children under 14 years as a disciplinary measure
Often

22

4.6

42

8.8

Sometimes

198

41.6

246

51.7

Seldom/none

256

53.8

188

39.5

0.001

Use psychological methods such as yelling or scolding children under 14 years as a disciplinary measure
Often

160

33.6

263

55.3

Sometimes

227

47.8

172

36.1

Seldom/none

89

18.6

41

8.6

34 | Summary Report

0.001

Use non-violent methods such as incentives, encouragement and motivation (positive disciplinary measures)
with your children
Often

371

77.9

386

81.3

Sometimes

81

17

75

15.8

Seldom/none

24

5.1

14

2.9

Number of times respondents carry out positive
parenting practices per week

Mean

Median

Mean

Median

Read book, story, looked at pictures for the
child(ren)

1.38

0

2.5

2

Acknowledge his/her positive behaviours or provide
incentives when disciplining him/her

4.49

5

4.8

7

Tell stories or sing for child/ren

2.3

1

3.6

3

Take them outside the house for a walk or playing

2.1

1

1.3

1

Play with the children inside the house

4.4

5

3.9

3

Average total number of times per week childrearing practices were performed

14.8

15

16.3

17

0.206

Perspectives about child care

0.006

Table 6 highlights some aspects of men’s participation in child-rearing practices. For instance, only 27%
reported contributing to taking care of younger children (including feeding and taking care of his/her hygiene),
and only 16% indicated that they take part in routine check-ups for their children, which are perceived more
as female tasks. Interestingly, there were no observable differences between the two genders in appropriate
(making a child smile) or even inappropriate (leaving the child alone with young siblings) practices that are
not strongly gendered within cultural traditions. Overall, mothers performed (weekly) more positive childrearing practices (mean 16.3) than fathers (mean 14.8), and the differences between the two categories are
statistically significant. Again, men’s participation in child-rearing is gendered, as they participate more in
playing with children (4.4 times per week) and taking the children outside the house (2.1 per week). Some
men consider mothers as more patient and caring by nature, and therefore feel that even with the best of
efforts, they will fall short of the standard set by women. Meanwhile, our qualitative findings indicate that both
men and women see a greater role for men in disciplining children and securing financial resources for them.

3.3.3 Features of men’s participation in SRHR
Men’s engagement with SRHR is gendered by cultural traditions, as they are more engaged or supportive
during the service delivery process (75%), or when they experience sensitive personal issues such as sexual
dysfunction (73%) – pursuing all possible methods to resolve the problem and ready to ‘burn the earth’ to do
so (as stated by one man in an FGD) – or when it comes to fertility care (72%). One reason why men attach
such importance to sexual dysfunction is the cultural links between sexual potency and being powerful/a
decision-maker within the family. On the other hand, men attending SRHR services is highly stigmatized,
which is why mothers-in-law often accompany a married woman to healthcare and childcare facilities, as
their presence is regarded as culturally normal and acceptable. As noted earlier, their attendance can also
reassure the husband that services such as family planning do not contradict men’s decisions.
Despite experiencing multiple pregnancies (median of 6), 39% of women reported ever receiving
preconception care; only 17% of men indicated being involved in preconception care services. Only around
7% of respondents (men and women) reported that men have high levels of participation in preconception
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care counselling services, and another 26% indicated that men participate to some extent. When asked if they
had ever participated in antenatal care sessions, 33% of men said yes (often); however, as Figure 18 shows,
only 19% of women reported that their husbands often participate in antenatal care. This mostly involves
accompanying their wife to the clinic (99%); they are considerably less likely to participate in care sessions
(63%) or counselling (51%).

Figure 18: Men’s participation in SRHR

Our survey confirms that men’s contribution to the delivery of SRHR services is mainly manifested in
facilitating access to such services (as reported by 93% of men) and providing better food and hygiene
supplies. During the FGDs, a man from North Gaza described men’s role as ‘Like a concierge’, while another
participant added ‘A concierge who also pays’. In most cases, men are not allowed to attend deliveries
(childbirth) and have to wait outside the facility, despite wanting to attend along with their wives, as they
reported during our discussions. A 32-year-old man from Jabalia, who had previously experienced an
unfavourable event with his wife, indicated that he fought to attend with her on a subsequent occasion:
I entered with her by force, I fought them [medical team] who prevented me and expelled me, but I insisted
and told them I was not going to leave and would not allow more mistakes to happen. That is how, I was
there, she had an easier process and was very much assured while I was there. I was assured as well.
Other roles reported by men were providing psychological support (84%) and securing financial resources
(93%). Men’s responses indicate that only around 1 in 10 were involved in any postnatal care sessions at
home or at a health facility, echoing the view of a healthcare worker at one frontline service provider, who
stated that men welcome them for home visits and then leave the room or the entire house (although in
around 10%–15% of cases, the men stay during the visit).
When couples are unable to conceive and want to access fertility services, husbands provide financial
support (reported by 77% of men and 73% of women respondents) and facilitate timely access to healthcare
for their wife (reported by 74% of male respondents). As Figure 19 shows, 30% of women indicated that
husbands play a constraining role when couples are unable to conceive (‘mostly’ 17%, ‘sometimes’ 13%),
with 24% of men reporting the same. The pressure of securing the funds required for fertility care combined
with the anxiety around the pressing need to have children (since being infertile or impotent is often equated
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with ‘being useless’) were major sources of stress and violent situations between couples (this was reported
by men and women during FGDs). Women also reported receiving part of the blame about unsuccessful
procedures even when they are not responsible for any subfertility diagnosed. For example, women are
blamed when subfertility may be due to low sperm count, which has nothing to do with the woman’s
reproductive capabilities.

Figure 19: Husbands play a constraining role when couples are unable to conceive

3.3.4 Use of contraceptives
While 58% of women stated that they received health information about family planning (Figure 18), only
17% reported participating in such sessions. Contraceptive use by couples was reported by men as at 58%,
slightly less than reported by wives (64%), indicating that some men are either disengaged from the process
or perhaps unaware of their wife’s contraceptive use. Indeed, as Figure 20 clearly shows, some women (15%)
are prevented from using the family planning method they want to use. When asked who prevented them
using the method they wanted to, two-thirds (66%) of women stated that their husband was the one who
prevented it. It is worth pointing out that regardless of having written guidelines (or not), health facilities would
often support use of family planning if the woman had her husband’s approval. According to interviews with
service providers, when a husband does not agree that his wife can use family planning, health providers
face very stressful situations and uncertainty. As a female physician from the MoH noted, ‘I inserted an IUD
for one woman. The next day, she came to me crying, her body was full with blood stains, she had been beaten
by her husband. I could do nothing for her except cry for her.’ The use of family planning methods is further
elaborated in the next section.
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Figure 20: Couples were prohibited from using the family planning method they wanted to

Historical timeline analysis shows that use of family planning methods is slowly increasing, as contraceptive
prevalence rates for previous years were: 51% in 2000, 53% in 2010, 57% in 2014 and 59.4% in 2020 (PCBS,
2020); with 42.8% reportedly of couples using modern methods and 16.6% using traditional methods. The
annual rate of increase in contraception use (all methods) in the past 20 years in Gaza is 1.2%. It is worth
noting that younger adolescents are far less likely to use contraception than older women; only about 15%
of married women aged 15–19 years currently use contraception (ibid.). Family planning is usually initiated
late; first contraceptive use (ever use) tends to have begun only after a woman has had her fourth or fifth
child, and after having a ‘satisfactory’ number of children, particularly boys (UNFPA, 2016).

3.3.5. Decisions on the number of children
Despite 92% of men and 88% of women reporting making joint decisions about which family planning method
to use, 34% of men and 39% of women regarded family planning as the woman’s responsibility (she is the one
who uses or stops using a contraceptive regardless of whether she is the one who decides on which method
to use and when). Further explanation comes from men themselves who said in FGDs that they jointly agree
family planning and provided some examples; however, these examples pointed out that the discussions
between some couples tacitly assume dominance of male decision-making. Men also mentioned that they do
not tend to focus on which type of method their wife uses unless it causes health problems for her or annoys
him. A young husband from Jabalia said, ‘According to her comfort, she decides’, while another added, ‘When
there is a problem, I should go [to the clinic] with her, because it is me who decides, if the IUD does not work or
annoys me, I should go with her to the clinic to decide.’ In general, our findings conclude that men leave it to
women or the healthcare team to decide which contraception method is appropriate, because women are
the ones who use it, while men retain the decision about whether to accept it or not; indeed, they can veto
the timing, the method and whether to use family planning altogether (see Figures 20 and 21).

3.3.6. Men’s role in shaping women’s access to SRHR services
To better understand how much men are engaged in or being supportive to women’s SRHR, our survey
included a question on whether men impose pressure on women and restrict their access to SRHR services
(see Figure 21). Shockingly, not only do men not actively participate in SRHR, but they also restrict women’s
access to these services. Findings show that the majority of men (62%) and women (60%) agreed or
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somewhat agreed that men impose restrictions on women’s access to SRHR. Among, adolescents, the
proportions of boys (51%) and girls (57%) who agreed or somewhat agreed were slightly lower than for
adults, possibly because they are not yet married and have no direct experience of it. Reasons given by men
and women for men restricting women’s access to SRHR services were consistent in some aspects with the
reasons given by adolescents like being jealous (reported by around 50%), restrictive social norms (reported
by 28% of men, 24% of women, 18% of boys and 24% of girls) and perceptions about masculinity (reported by
26% of adult respondents and around one-fifth of adolescents). More women than men (31% vs 23%) reported
that men think women use SRHR visits to go outside the house even if they do not need the services. The
latter finding was also true of young people, with 24% of girls and 15% of boys reporting the same. Similarly,
34% of women reported that men believe women should be accompanied when they go outside the house.
Other reasons given by men (for restricting women’s access) include not appreciating/trusting services (20%).

Figure 21: Men impose pressure on women and restrict their access to SRHR services

3.3.7 Men’s experiences with service delivery
With regard to men’s experiences at service delivery sites, 17% of women and 18% of men reported knowing
a man who felt embarrassed, 10% of men and women reported knowing a man who had been maltreated or
mocked, and a similar proportion reported knowing a man who had been maltreated or embarrassed while
visiting SRHR services specifically during the past 12 months. Moreover, 13% of men and 15% of women
reported knowing a man who was turned away without receiving SRHR services that he attended in the past
12 months. Almost all participants in FGDs mentioned that it is not considered acceptable for men to attend
services, by the community and by service providers themselves. They also highlighted providers’ poor ability
to communicate with men, that men have concerns about the privacy and quality of services in UNRWA and
governmental clinics, and that the physical setting for services was often considered inappropriate. All that
and the inconvenience to female clients especially violation of their privacy when men present to service
delivery points are factors that reduce male participation in service utilization.
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Figure 22: Men’s experiences with service delivery sites

3.3.8 Men’s support to women and girls during menses
Despite 90% of men indicating that men should support women during menstruation, their actual practices
were somewhat different. The most frequently reported supportive practices by men towards women and
girls were providing pads and sanitary supplies (91%), respecting privacy (88%), acknowledging the woman’s
psychosocial needs (87%), allowing her to sleep or rest as she needs (87%), and giving priority in using toilets/
bathrooms (86%) during menstruation. Contrary to what adult males reported, adult females reported much
less support provided by the men in their household: less than 60% of women reported that men behave
supportively (see Figure 23). While 91% of men reported supporting their wife during menstruation, only
73% of women agreed that men do support them during that stressful time; indeed, 15% reported that their
husband is not supportive.
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Figure 23: Support provided by men during menstruation (as reported by adults)

Men’s overestimation of their support was clear among fathers who participated in FGDs, where they indicated
relatively higher levels of support than that reported by girls and women. Ironically, a 55-year-old man from
Jabalia camp stated, ‘I hate her [his wife] when she goes through the menses days.’ The nature of support
involved almost solely amounted to providing sanitary pads and painkillers, as well as allowing the wife or
daughter to rest more, usually demanding support for household chores from other daughters. A man from
the northern part of Gaza said, ‘If the father knows a girl has her period, he won’t ask her to do him something
so she can rest, or maybe he asks her sister to do things instead of her.’ The process of satisfying a girl’s needs
during menses is mediated by mothers, as one FGD participant explained, ‘We tell mom, she asks my father
or brother to go and get the things we need.’ In fact, girls do not dare tell their fathers about menstruation;
this does not necessarily mean that fathers are not supportive, just that adolescent girls often feel shyness
associated with menstruation, and expect support from other females in the family rather than males.
It is very rare that a brother learns about menses, and they seldom help at this time, instead asking their
sisters to do things such as preparing food or drinks. A 15-year-old participant from east Gaza said, ‘If my
brother happens to learn about that – menstruation days – I would hide myself and would never let him see
my face.’ During the discussions with boys, they were shy to talk about menstruation and were looking at
each other, as they consider it girls’ business only. One FGD participant (a 20-year-old man from Biet Hanoun)
wondered why such a question was being raised, saying ‘It is not of our business or interest.’ While the
Y-peer groups3 indicated that when they learn about menstruation days or otherwise, they will help. A male
participant, 19 years old in Gaza City said, ‘I don’t mind helping and taking my sister for a short walk during
menses, in order for her to feel better.’

3.3.9 A proxy indicator for practices around SRHR and child-rearing
Similar to the process of creating an overall knowledge score related to SRHR, to estimate the overall practices
around SRHR and child-rearing, we compiled selected practices (such as attending services, support to wives,
taking part in childcare) to give an overall score (see Table 7). The mean percentage of the overall score
for men stands at 42.9%, while women scored higher (51.9%) and differences between men and women
3

UNFPA established the Y-Peer network in Palestine in 2013, to promote a healthy life style among Palestinian youth through
peer-to-peer approach using alternative methods of education (such as theatre-based techniques, role games, simulations, social
media campaigns, etc.). In Gaza, the Y-Peer network has around 100 active peer educators in many areas surrounding SRHR,
life-skills, Gender-Based Violence, and HIV prevention.
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are statistically significant. Men score 20% lower than women for participation in SRHR and child-rearing
practices. Also, the men’s score for practices is the lowest among the three KAP components.

Table 7: Proxy indicator for measuring overall practices on SRHR and child-rearing
Variable

Male

Female

P value

Number

%

Number

%

Taking part in the routine health check-up – well baby session

78

16.4

403

84.7

0.001

Taking part in the treatment of little children – sick child services

144

30.3

309

64.9

0.001

Contributing to care of little children under 3 years, including
feeding milk and other food and taking care of his/her hygiene

128

26.9

394

82.8

0.001

Using non-violent discipling methods such as incentives,
encouragement and motivation (positive disciplinary measures)
with your children

371

77.9

386

81.3

0.206

Supporting wife during menstruation days

433

91.0

345

72.8

0.001

Ever received preconception counselling services

82

17.2

187

39.1

0.001

Husband ever been involved in antenatal care

155

32.5

91

19.2

0.001

Assisted/facilitated timely healthcare access during miscarriage
or abortion

197

78.5

193

72.3

0.060

Assisted/facilitated timely healthcare access when facing
difficulty conceiving

353

74.1

338

71.0

0.195

Assisted/facilitated timely healthcare access when wife giving
birth

442

93.0

431

90.5

0.370

Ever been involved in any postnatal care sessions at home or
health facility

47

12.3

50

10.5

0.488

Ever attended session/received information from healthcare or
social workers on family planning counselling service

83

17.4

278

58.4

0.001

Ever attended session/received information from healthcare or
social workers on STIs prevention counselling service

72

15.1

146

30.6

0.001

Currently using any contraceptive method

278

58.4

306

64.3

0.104

Overall mean and mean percentage for practices

6.01

42.9

7.27

51.9

0.001
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Figure 24: Differences in mean percentage of overall practice scores on SRHR and childrearing, among men, by characteristic variables

NB: Blue bars pertain to men; the red bar pertains to women.
Findings indicate that some groups of men – those who are educated (46.3% for highest educated versus
39.5% for least educated), better off (46.8% versus 41%) and living in the southern part of Gaza (Rafah
50% and Gaza, the least, 41%) – are more likely to participate in SRHR and child-rearing. Justifications
provided in the sections on ‘knowledge’ (section 3.1) and ‘attitudes’ (section 3.2) are also valid in explaining the
observed variations among the different categories. Education and income differences were also frequently
highlighted during FGDs and key informant interviews; many participants referred to higher aspirations of
financially advantaged and educated parents for their children, which is why they tend to space them and
have fewer children overall. Also, key informants referred to a greater role for women in these families and
more awareness in general.
Also, as Figure 25 shows, correlations between the KAP dimensions are relatively fair and positive, meaning
that as one-dimension increases, the other rises as well, and vice versa. However, positive attitudes do not
necessarily mean more participation – which partly explains why some participants who holding positive
gender-equitable attitudes do not translate these into practice. This situation reconfirms the powerful impact
of cultural norms on people’s behaviours when it comes to SRHR and child-rearing activities, regardless of
their personal convictions. Consequently, the call for interventions that are age- and gender-sensitive remains
strongly valid.
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Figure 25: Correlations between knowledge, attitudes and practices on SRHR and child-rearing
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3.3.10 Reasons for men’s limited participation in SRHR and child-rearing
Men and women, and boys and girls hold similar perceptions about the possible factors that prevent men
from actively participating in SRHR activities. The key reasons given were feeling shy and embarrassed (59%
of men, 51% of women, 55% of boys and 54% of girls), followed by gendered perceptions that STIs are more
of a female issue (68% of women, 51% of men, 36% of boys and 48% of girls). Lack of awareness of the
importance of male participation was also cited by 42% of adults (both men and women) and by 40% of boys
and 46% of girls. Other reasons for limited participation are given in Figure 26. Reasons for not participating
in child-rearing were very similar (see the full study report available on the UNFPA website).

Figure 26: Reasons for men’s limited participation in SRHR activities
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Our FGDs sought further understanding of the barriers to men’s greater engagement in SRHR activities.
We find that a combination of caveats on the supply side – including lack of services tailored to men’s needs,
inadequate counselling, inadequate training, and unwelcoming attitudes at service provisioning facilities
towards men – along with cultural norms that hinder men’s acceptability of services, are the two main
obstacles that impede greater participation by men in SRHR activities. Financial hardships also prevent some
men from seeking services, since most men approach private physicians to assure their privacy concerns
and to receive quality services. Although not generalizable, some men reported reasons indicating that they
are focusing on their own issues (such as sexual dysfunction or varicoceles), they only tend to seek SRHR
services if there is an issue with either their sexual potency or infertility. The latter applies only to married
men, unmarried men and women, boys and girls almost receive zero SRHR services. On the other hand, some
women as well as some service providers attributed men’s lower uptake of services such as STIs and family
planning to women’s (culturally desirable) submissiveness, and men’s reliance on women to solve any issues
as long as it does not affect the man directly.
As for men’s limited role in child-rearing, most participants linked that to cultural preferences and
perceptions of manhood. Therefore, prevailing inequitable gender norms remain one of the biggest challenges
facing initiatives that aim to increase men’s involvement in SRHR and child-rearing. A man in north Gaza
described a husband who helped with domestic chores while his wife was sitting relaxing as ‘A man who
deserves to be burnt.’ Male community leaders described one FGD participant who usually contributes to childrearing within his family almost equally to his wife, as an ‘exceptional case’ or ‘one in a million’. These norms
are sustained by the outdated legal system and by the reliance on tribal mechanisms for solving problems
related to marital life and family issues, which always tend to compromise women’s rights in favour of men’s.

3.4 Comprehensive sexuality education
3.4.1 Parents concerns around comprehensive sexuality education
In general, almost half of our adult respondents agreed or somewhat agreed that comprehensive sexuality
education (CSE) is a taboo subject, and that parents will not want to go against prevailing norms, with women
agreeing more so than men (58%). Nearly three-quarters (73%) of men and 80% of women reported concerns
about whether CSE content is age appropriate. Concerns about appropriateness of the content for gender
were reported by 73% of male respondents and 75% of female respondents. Although less than half of men
and women think that boys and girls have appropriate information about SRH, many are still sceptical about
CSE for their children due to the cultural stigma around sexuality (see Table 8). This is true even when parents
are assured about the content of CSE and the competencies of providers. For instance, less than half of
parents would like their child to learn CSE at a young age (49% of men are supportive and 46% of women are
supportive). In line with that finding, only 28% of men and 13% of women are willing to discuss SRHR topics
with male adolescents within their families. The proportion of those who are willing to openly discuss these
issues with a female adolescent is similar – only 11% of males and 28% of females.
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Table 8: Adults’ perspectives on comprehensive sexuality education
Variables

Male

Female

P value

Agree

Somewhat
Agree

Don’t
agree

Agree

Somewhat
Agree

Don’t
agree

192

49

235

230

45

201

40.3

10.3

49.4

48.3

9.4

42.3

N

268

78

130

323

59

94

%

56.3

16.4

27.3

67.9

12.4

19.7

Having concerns
about genderappropriateness of
the contents

N

265

82

129

276

83

117

%

55.7

17.2

27.1

58.0

17.4

24.6

Early exposure to
CSE is risky

N

286

76

112

326

56

94

%

60.3

16.0

23.7

68.5

11.7

19.8

Girls should not be
taught CSE but it is
possible for boys

N

60

28

383

36

22

418

%

12.7

5.9

81.4

7.5

4.6

87.9

It will be okay if
CSE presented in
appropriate way that
respects religion and
cultural values

N

439

10

25

445

5

23

%

92.6

2.1

5.3

94.1

1.0

4.9

Parents may doubt
the competencies/
motives of CSE
educators

N

154

99

221

154

72

249

%

32.5

20.8

46.7

32.5

15.1

52.4

N

177

83

214

220

66

189

%

37.3

17.5

45.2

46.3

13.9

39.8

CSE is a social taboo, N
parents won’t want to
%
go against prevailing
norms
Having concerns
about ageappropriateness of
the contents

Parents don’t really
think that CSE is
needed at a young
age

0.044

0.001

0.665

0.027
0.016

0.409

0.052

0.017

3.4.2 Most requested SRHR topics
Interestingly, as Figure 27 shows, when adolescents were asked to nominate SRHR-related topics they would
like to learn more about, they cited prevention of unwanted pregnancies and STIs (72% of boys and 78%
of girls), prevention of and protection from gender-based violence (72% of boys and 84% of girls), genderrelated issues and relationships between males and females (60% of boys and 67% of girls), and puberty
and its associated changes, in addition to self-care (54% of boys and 63% of girls). For all these topics, girls
reported a higher level of interest to learn more about them than boys. A nurse from UNRWA best described
how young people are not adequately informed about their SRHR needs, and how this topic is regarded as
a ‘fireball’, with service providers trying to avoid being burnt by it. She said:
Well, the boy is trapped in the middle of three parties. We as health teams don’t talk to them about SRH,
including hygiene and puberty. We assume that teachers will do. We know, however, that teachers feel
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embarrassed to do so and don’t talk about even 1% of what they should cover. Teachers say “let that topic
be for the parents to address their children with”, but parents don’t do it either.
However, our findings resonate with the conclusions of a recent study that highlights boys’ interest in
information about puberty, the human body, the reproductive system, safe sex, sexual identity and STIs
(Sarras, 2020). The same study shows that young females requested more information about building
relationships and relating to each other, as well as gender-related topics, domestic violence, harassment,
family planning, and the reproductive health needs of people with disabilities.

Figure 27: Topics adolescents would like to learn more about in relation to SRHR

3.4.3 Parents’ views of comprehensive sexuality education
Our qualitative findings were somewhat different from the survey results, probably because of the interactions
among group members and the exchange of views within a group setting; for example, it is common for
participants in FGDs to recalibrate their positions somewhat in order not to contradict the inputs of others
in ways that may be considered socially undesirable. A lot of men – including the significant number who
reported being exposed to this topic in a group setting for the first time in their life – acknowledged the
need for adolescents to have access to appropriate information; many parents said that this generation
‘knows everything’ but were deeply concerned about the accuracy and appropriateness of the information
adolescents have access to. Despite some concerns, they were in agreement that adolescents should be
exposed to age- and gender-sensitive SRHR information that considers cultural and religious boundaries.
Some participants deemed family sources as the right channels for this. Therefore, educating parents to
convey accurate messages to their children would be accepted.
Many FGD participants and key informants called for a greater role for schools and healthcare providers.
Adolescents and young males (except for the most conservative groups), who were not happy at all about
the quality and quantity of information at schools, reported a need for clearer and more in-depth information
at schools and healthcare facilities, but doubted that service providers would be willing to do this. Girls, on
the other hand, took a different view of SRHR sessions at schools. Many girls expressed interest in learning
about issues relating to women’s SRHR only; meanwhile, some girls highlighted the importance of learning
about SRHR issues related to men as this would be helpful for them in their future marital life.
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Among community leaders, there was a sense of no objection to (rather than enthusiasm for) educating
adolescents about SRHR issues. This lack of objection was conditioned, in that educational programmes
should align with religious values, reject inappropriate wording or meanings, and serve what they described
as ‘good purposes’ such as teaching boys and girls about puberty changes, their limits, their self-awareness,
and prepare them for future roles. Community leaders suggested that this information should be provided
to young people at an older age than that proposed by parents and service providers.

3.4.4 Appropriate age for introducing SRHR information in schools
Our findings reflect different views on the appropriate age at which CSE would be acceptable in schools in
Gaza; among adult respondents (men and women), 16.3 years was the mean age for boys and 15.9 years
for girls (16 years was the median age for both boys and girls, according to their parents and adult family
members). As Figure 28 shows, adolescents themselves indicated a slightly younger age, with a mean of 15.6
years for boys and girls (according to boys) and 15.8 years (according to girls) (which would be grade 10).

Figure 28: Appropriate age (in years) for introducing CSE at schools

However, during discussions, both boys and girls mentioned that it is either necessary or at least acceptable
to start giving information on puberty for girls at 7th grade (age 12–13 years). Mothers, some fathers, and
the majority of service providers also agreed that at age 11, girls could start to receive – gradually – pubertyrelated information. Some men (>40 years old) and most community leaders suggested an older age at which
information on SRHR should be introduced in schools (14–16 years was considered the appropriate age for
girls, 16–18 years for boys). The most common responses were that information should be given from grade
8 for girls and from grade 10 for boys.
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3.4.5 Exposure to accurate SRHR-related information makes a difference
An important observation from our study is that youth who are exposed to accurate information hold more
gender-equitable attitudes and express greater willingness to participate in SRHR and child-rearing activities.
A male youth, 22 years old from Gaza City said, ‘No one talked to me about puberty until I discovered it myself,
now, being a Y-peer member, I have more information. I talked to my brother about everything he needs to know.’
In our study, survey respondents and FGD participants expressed more conservative (less gender-equitable)
attitudes than participants from similar age groups in the Sarras study (2020), which found that youth held
more gender-equitable attitudes towards SRHR aspects. For instance, the latter study showed that 92% of all
male and female respondents agreed that SRHR awareness contributes to a healthier and better future for all;
87% of males and females agreed that lack of SRHR information may lead to marital problems; and 95% of
males and females agreed that family planning is a joint responsibility rather than being the sole responsibility
of women. Reflecting on these comparisons, it appears that exposure to accurate information, and/or being
engaged in community activities promotes more gender-equitable attitudes. Younger adults and adolescents
held the least gender-equitable attitudes, which suggests the need for age-sensitive and tailored interventions
to increase their access to information and improve their attitudes towards SRHR and child-rearing.

3.5 Under the spotlight
3.5.1 End of childbearing years
The menopause comes with a range of typical symptoms, experienced by most women, including a number
of physiological changes that can become troublesome in daily life and affect a woman’s quality of life. Our
study finds that half of male respondents think that husbands usually consider the emerging needs of their
wives as they reach menopause, though only 39% of women reported the same, indicating that most men
do not have an adequate understanding of women’s needs during this critical life stage. Nearly 50% of men
and women either agreed or somewhat agreed that the menopause is the end of a woman’s SRH life. Around
one-third (35%) of men reported that a husband considers a second marriage when his wife reaches the
menopause; 16% of women reported the same. Nearly half of men (48%) and just over half of women (51%)
reported that there are no services available for women during menopause. Similar findings were reported
regarding availability of services for elderly men (50% of men and 47% of women). Our qualitative research
also found that at the service delivery level, after one year of a woman no longer menstruating, her file at
the mother’s health unit is closed; from that point on, she may only seek treatment at facilities for NCDs or
outpatient services. A nurse at UNRWA said, ‘When a woman is almost 50 or older, we close her file in our
clinic. The clinical guideline says if one year with no menstruation, we close the file. She can then go to an
outpatient clinic for other services such as NCDs.’ Another provider said, ‘This group is neglected. Some of them
come with complaints about dryness and painful intercourse. Those whose files are already closed, they are
left with no medications and sometimes with no health education, they are lost.’ This lack of service provision
for menopausal women reflects a system that values women’s childbearing role more than women’s right
to healthcare. There is an urgent need to adopt a life-cycle approach to meeting the SRHR needs of women
and men, girls and boys.
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3.5.2 SRHR and child-rearing – the experiences of people with disabilities
Women married to men with disabilities reported somewhat different experiences, in that they seem to have
more ability to decide about family planning. However, they receive no support at all when it comes to STIs,
fertility care, and maternal and child care in general. One such woman in north Gaza said, ‘We decide… I don’t
ask him [her husband] because it is only me who bears the entire responsibility’, while another FGD participant
who seemed to share the opinion held by most of the group said, ‘Family planning decisions are taken by
both of us, but we as women decide more, since we feel tired and overwhelmed. They accept our opinions, we
convince them.’
At the service provisioning level, women married to men with disabilities reported that although access is
similar to that for persons without disability, there is no proactive engagement or special treatment for those
with disabilities. Men with disabilities (according to their wives) attribute not participating in SRHR or childrearing activities to ‘their situation’, as they consider that no one will understand them or service providers
will not be able to answer any questions they may have. One woman married to a man with disabilities
said, ‘It will be embarrassing for them. Usually, a female doctor will be there, and that makes the situation
even worse.’ Men with disabilities do not feel welcome at service provision sites; they are sensitive to their
disability and sometimes they use it to push away seeking SRHR services or education. They often agree to
free women from household chores in order to avoid going outside and confront or encounter discrimination
by service providers. Some men with disabilities responded aggressively to their wives when it came to
seeking treatment for STIs. One wife said her husband used to say ‘You go see yourself, go take care of your
stuff yourself’. Another participant added, ‘Or he says “you go bring me the treatment”, and even if the doctor
asks for sperm analysis, we send it to the lab and do all necessary follow-up.’ Only a few participants indicated
that men with disabilities agree to go to the clinic when they have an STI and the doctor asks to see them.
It seems that cultural influences remain stronger than personal experiences, as even women with
remarkable achievements, these are not yet helping them to reconsider their potential and raise their selfesteem. For instance, one woman married to a man with a disability said. ‘We raised our kids good enough
so as to think they were raised by a great man.’ Compared to other married women of a similar age, women
married to men with disabilities (or who have children with disabilities) make more autonomous decisions
even if this comes at the cost of much more responsibility. Despite having more autonomy, these women
receive no specific SRHR support; they are more likely to use family planning and to space pregnancies, but
they shoulder those decisions alone. However, in contrast to the responses of women married to men with
disabilities, fathers of children with disabilities considered that they take a very good share of child-rearing
responsibility.

3.6 Respondents’ views on how to increase men’s participation in SRHR and
child-rearing
When asked about possible scenarios to increase male participation in SRHR and child-rearing, both men
and women agreed with the list of scenarios proffered by the research team. In general, men and women
held similar views about what might increase men’s participation (see Table 9). The most commonly cited
scenarios were: providing incentives (in the form of milk and diapers) for fathers who attend a certain number
of SRHR and child-rearing sessions (94% of men and 95% of women); introducing one-week paid community
work for all young men and women (aged 19–30 years) where they would do services related to SRHR and
child-rearing at PHC facilities and within the community (92%) (92% of men and 94% of women); and reducing
family contributions to consultation fees and the cost of medications at MoH facilities if men and youth
present for SRHR services (91% of men and 92% of women).
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Beside the instrumental incentives approach, in terms of awareness, around 87% of men and women
recommended adding SRHR within the school curricula for boys and girls at high schools, which would go
beyond what is currently provided. The vast majority of women suggested (92%) introducing mandatory
classes at university such as one week each year to receive information about SRHR and child-rearing, which
was also suggested by 86% of men. Around 83% of men and women suggested sending information to
fathers using social media outlets with SRHR and child-rearing content. Similarly, more than 81% of men and
women suggested initiating a mobile application (app) for SRHR and child-rearing information and frequently
questioned answers (FQA). One such app was launched recently by UNFPA and the Palestinian Medical
Relief Society (PMRS), although it is yet to be promoted (it is currently being tested with a limited number of
users); in this app, ‘how to talk about SRHR to my children’ was the most frequently visited topic. Moreover,
79% of men and 76% of women recommended launching an awareness campaign through mass media, TV
and radio about the importance of involving men in SRHR and child-rearing. To be successful, according to
key informants and female participants, these messages should be given over long periods, be presented
in a politically-appropriate approach, be continuous and concentrated, and supported by religious opinions.
Another important strategy suggested by participants (87% of women and 77% of men) was to incorporate
health education messages on SRHR and child-rearing into health education programmes at service delivery
points. The distribution of information kits such as booklets and flyers about men’s roles in SRHR and childrearing was suggested by 78% of men and women.
During FGDs, many participants referred to similar experiences in other countries such as Malaysia, which
introduced mandatory training courses for couples who are about to marry. As a school counsellor from
Rafah said, in response to a question about how men could be encouraged to be more engaged in SRHR and
child-rearing: ‘In Malaysia, an Islamic country, pre-marriage counselling is a mandatory condition for marriage.’
Another man from Beit Hanoun said, ‘I was in Malaysia, they organize courses for people before marriage and
explain all the details about marriage and the men-women relationship before the marriage contract is signed.’
An expert in ECD mentioned taking some examples from Iran, saying, ‘People here in Gaza are sensitive about
religion, we benefited from Iranian models that encourage men’s role in positive parenting, and that seems to
work well.’

Table 9: Possible scenarios to promote men’s participation in SRHR and child-rearing
Variable

Male
Number

Female

P value

%

Number

%

Adults’ perspectives
Provide incentives in the form of milk and diapers for new fathers
who attend a certain number of SRHR and child-rearing sessions

447

93.9

453

95.1

0.467

Launch one-week paid community work for all male and female
youth (19–30 years) where they do services related to SRHR
and child-rearing at PHC in governmental, UNRWA and NGO
healthcare facilities and at the community level

438

92

446

93.7

0.314

Reduce the family contribution to consultation fees and cost of
medication at MoH facilities if men and male youth present at
SRHR services

434

91.2

438

92

0.660

Add SRHR to school curricula for boys and girls at high schools
(going beyond what is currently provided)

418

87.8

412

86.5

0.504
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Introduce mandatory classes at university such as one week each
year to receive information about SRHR and child-rearing

407

85.5

436

91.6

0.003

Send materials using social media outlets with SRHR and child
content to fathers

399

83.8

394

82.7

0.664

Initiate a mobile app for SRHR and child-rearing information and
FQA

397

83.4

386

81.1

0.385

Combine the first vaccination visits of new-born babies with
30-minute SRHR and child-rearing counselling sessions for
fathers

384

80.6

396

83.2

0.345

Introduce mandatory classes for male and female youth
contemplating marriage as a condition for obtaining the marriage
certificate ‘similar to thalassemia test’

381

80

397

83.4

0.180

Launch awareness strategy on the importance of involving men
in SRHR and child-rearing using mass media, TV and radio  

378

79.4

364

76.4

0.274

Send text messages with SRHR and child-rearing content to
fathers’ mobile phones

375

78.8

369

77.5

0.594

Distribution of information kits such as booklets and flyers about
men’s role in SRHR and child-rearing

371

78

371

78

1.000

Incorporate health education messages related to SRHR and
child-rearing into health education programmes at service
delivery points

366

76.9

416

87.4

0.079

Approach young married men in their homes to communicate
SRHR and child-rearing information

364

76.5

385

80.9

0.097

Introduce one mandatory session on SRHR and child-rearing as a
condition for obtaining the birth registration certificate

359

75.4

392

82.3

0.009

Introduce one mandatory session on SRHR and child-rearing prior
to school registration at first primary grade (if first child) or the
last child registered before more than two years

355

74.5

369

77.5

0.314

Adolescents’ perspectives
Provide incentives in the form of milk and diapers for new fathers
who attend a certain number of SRHR and child-rearing sessions

257

95.2

176

85.4

0.615

Introduce mandatory classes for male and female youth
contemplating marriage as a condition for obtaining the marriage
certificate ‘similar to thalassemia test’

255

94.4

157

76.2

0.066

Reduce the family contribution to consultation fees and cost of
medication at MoH facilities if men and male youth present at
SRHR services

248

91.8

184

89.3

0.345

Launch one-week paid community work for all male and female
youth (19–30 years) where they do services related to SRHR
and child-rearing at PHC in governmental, UNRWA and NGO
healthcare facilities and at the community level

248

91.8

196

95.1

0.155

Introduce mandatory classes at university such as one week each
year to receive information about SRHR and child-rearing

236

87.4

166

80.6

0.032
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Incorporate health education messages related to SRHR and
child-rearing into health education programmes at service
delivery points

236

87.4

173

84.0

0.241

Add SRHR at school curricula for boys and girls at high schools
(beyond what is currently provided)

232

85.9

169

82.0

0.255

Combine the first vaccination visits of new-born babies with
30-minute SRHR and child-rearing counselling sessions for
fathers

224

82.9

175

84.9

0.479

Initiate a mobile application for SRHR and child-rearing
information and FQA

221

81.8

151

73.3

0.025

Introduce one mandatory session on SRHR and child-rearing as a
condition for obtaining the birth registration certificate

221

81.8

162

78.6

0.381

Approach young married men in their homes to communicate
SRHR and child-rearing information

218

80.7

177

85.9

0.136

Send materials using social media outlets with SRHR and childrearing content to fathers

218

80.7

162

78.6

0.643

Introduce one mandatory session on SRHR and child-rearing prior
to school registration at first primary grade (if first child) or the
last child registered before more than two years

218

80.7

168

81.5

0.822

Launch an awareness strategy on the importance of involving
men in SRHR and child-rearing using mass media, TV and radio  

208

77.0

156

75.7

0.739

Distribution of information kits such as booklets and flyers about
men’s role in SRHR and child-rearing

207

76.7

148

71.8

0.231

Send text messages with SRHR and child-rearing content to
fathers’ mobile phones

205

75.9

154

74.7

0.769
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4	Conclusions and recommendations for policy and
programming
Our findings highlight serious gaps in men’s and adolescent boys’ knowledge, attitudes and practices around
SRHR and child-rearing, raising a red flag about suboptimal levels of male engagement in both spheres. Most
of the barriers to men’s participation originated from cultural factors that are accentuated by oppression,
insecurity, financial hardships, and poor access to services and information. The nature and modalities
of service provision in schools and healthcare facilities largely exclude males, young and old, from SRHR
services, reducing the availability, acceptability and possibility of service utilization by men and boys, and
reducing male support for women to utilize services.
On a more positive note, an increasing number of men have been sensitized about the importance of
their participation in SRHR and child-rearing, and about the need to inform younger generations on these
issues, despite different views about how such information should be channelled. Both our survey results
and the qualitative research findings refer to more equitable attitudes among younger married adults (women
in their 30s and men in their 40s), who also have more information and have adopted more participatory
practices. Service providers also gave examples of an increasing trend of men’s participation in recent years.
Our findings did not quantify the current level of men’s participation due to unavailability of baseline data or
adequate tracking of service utilization by male clients. This report therefore underscores the essential need
for such information, at least at healthcare facilities.
Another important conclusion relates to the non-equitable attitudes held by young men and adolescent
boys around men’s and women’s roles in SRHR and child-rearing activities. Some key informants explained
such attitudes primarily as being due to lack of access to accurate information or misleading ideas around
SRHR. In addition, the alarming levels of reported uncertainty about the future and decision-making capacity
– which is largely impacted by lack of sufficient financial resources – could prevent young male participants
from adopting more gender-equitable positions towards men’s and women’s roles.
While it is clear that the contextual and cultural barriers that impede greater engagement of men and
young males in SRHR and child-rearing activities in Gaza are enormous and deeply rooted, this study provides
evidence about interventions that can support and sustain positive changes towards greater engagement
of men and adolescent boys in both spheres (see Table 10). Most of the evidence mirrors and/or builds on
the inputs of study participants and affirms international evidence and previous national studies (Chawla,
2017; Abu Hamad et al., 2021b). Some of the recommended interventions aim to achieve ‘quick wins’ – small
but durable wins that feed into and go alongside more fundamental/structural improvements and policy
actions to sustain and scale up male engagement in SRHR and child-rearing. In doing so, the authors of this
report stress the overlapping nature of these interventions and the need for multidisciplinary cooperation,
mainly between the MoH, UNRWA, Ministry of Education (MoE), MoSD, Ministry of Youth and Sports, human
rights and women’s organizations, youth organizations, other healthcare providers, relief and development
partners, the media, and religious leaders. Service providers should track and monitor male service users with
appropriate and proactive monitoring and evaluation (M&E) systems. Moreover, this study provides important
conclusions about the population groups that are least engaged in SRHR and child-rearing – including the
poorest families, those with low education levels, non-refugees, those belonging to a large extended family,
and those living in rural, conservative areas. These groups should be prioritized by future strategies to increase
men’s and boys’ engagement in SRHR and child-rearing.
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Table 10: Strategies to promote men’s participation in SRHR and child-rearing
Area of intervention

Quick wins/short-term actions

Longer-term actions
Overarching interventions

Advocate on and strive
to address the contextual
factors that hinder male
involvement (men and
boys) in SRHR and childrearing

• The ongoing political conflict and repeated outbreaks of intense fighting,
alongside economic and social challenges, reinforce deeply rooted conservative
norms, including inappropriate masculinities, increased gender-based violence
and social inequalities. Therefore, during crises, proactively target and support
the most affected groups.
• Advocate on the socioeconomic determinants of SRHR, including monitoring
the effects of the blockade and economic collapse on increasing vulnerabilities,
especially in relation to SRHR.
• Provide assistance to mitigate the impact of political turbulence, economic collapse, and increasingly conservative norms through effective social protection
programmes that go beyond the traditional relief model, such as the ‘cash-plus’
approach.

• Delivering improvements in male participation is
closely linked to other contextual issues such as
ending the occupation and its de-development
policies, political resolution of the Palestinian case,
economic growth, community empowerment, civil
peace, democracy, social justice, gender equity, decent employment opportunities, access to university
education, and women’s empowerment – which all
need to be constantly strived for by all actors.
• Ending the occupation and political resolution of the
Palestinian case.
• Supporting economic growth at household and community level.
• Addressing restrictive cultural norms by reforming
discriminatory laws, raising awareness and inducing
social change.
• Tackling other determinants for SRHR such as women’s empowerment, promoting access to university
education, civil peace, democracy and social justice.

Launch a national multisectoral strategy to
increase male involvement
in SRHR and child-rearing

• Advocate for the development of a multi-sectoral strategy for male involvement • Develop a multi-sectoral strategy for male involvein SRHR and child-rearing.
ment in SRHR and child-rearing and translate this
• Conduct stakeholder mapping and PESTELE analysis (political, economic, social,
strategy into practical programmes with assigned
technological, environmental, legal, ethical) to identify and liaise with interested
responsibilities and budget. It is essential to involve
and influential actors.
men and male youth in these efforts and promote
• Develop agreement on the process, scoping and vision for the intended strategy.
positive masculinities.
• Launch the development of the designated strategy as soon as possible.
• Track and monitor male service users with appropriate and proactive M&E systems.
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Induce change towards
more age- and genderequitable social norms
(age-tailored messages are
needed)

• Conduct mapping to identify target audiences/ beneficiaries and address them
through appropriate channels.
• Use different approaches to change norms, including social media, peer-to-peer
approaches, community mobilization programmes, awareness programmes
implemented in schools, by NGOs, media channels and religious organizations.
• Utilize the large number of social workers in social protection programmes like
the PNCTP, teachers, health workers and youth groups like Y-peer to influence
social norms, targeting poor and uneducated population groups.
• Involve mass media, community-based organizations (CBOs), NGOs, religious
institutions, schools and universities to influence social norms and address
inequalities.

• Social and cultural norms play a key role in driving
male involvement, so it is vital to work towards gradual and progressive social change that promotes
more egalitarian age and gender norms.
• Reform laws and policies to eliminate discrimination
and promote age and gender equity.
• Awareness efforts should pay greater attention
to people with disabilities, divorced women, older
unmarried women and women going through menopause.

Reforming the personal
status and family laws
and legal framework, and
activating social protection
systems

• Support a community-based non-provoking dialogue around GBV, gender equity,
legal age of marriage, social norms, and cultural preferences pertaining to SRHR
and child-rearing to advocate for changes in family and personal laws.
• Liaise with influential stakeholders including parliamentarians, human rights
activists, women’s organizations and religious leaders to change discriminatory
laws and policies.
• Raise awareness about the positive impact of adopting gender- and age-equitable policies and also the negative consequences of social inequalities.

• Reforming the personal status law must be a key
priority in tackling gender inequality as it shapes so
much of what men and women can (and can’t) do.
Efforts are also needed to tackle discriminatory laws
and norms, including educating parents and raising
community awareness.
• Ensure that social protection systems are development-oriented, effective and sensitive to address
people’s social and economic vulnerabilities, particularly the most disadvantaged groups, including
people with disabilities and elderly people, as they
are being left behind. They should not have to rely on
more children and sons to be their source of social
security.

Encourage programmes
to comply with evidencebased policies

• SRHR programmes should comply with policies and plans, including setting of
priorities, standards, codes of conduct, and a robust M&E system that allows for
reflection and learning.
• Develop standard policies/frameworks for SRHR services to enhance the quality
of services and promote better governance.
• Enhance licensing processes, supervisory functions and M&E according to the
developed standards.

• Stakeholders, including regulators, service providers
and donors, should advocate for adopting policy
research and evidence-based programming.
• Funds should be channelled based on clear SRHR
and child-rearing improvement strategies, based on
a clear framework with maximum of coordination
efforts in place.
• Invest in developing effective systems for monitoring, evaluation, accountability and learning (MEAL)
in the SRHR domain.

Information and services for adolescents and youth

56 | Summary Report

Ensure access to
appropriate information

• Health and education sectors should be more engaged in designing and imple• Invest in creating a more supportive culture within
menting age- and gender-appropriate packages of information to be delivered to
the household, in schools and the wider community
young people at schools, universities, health centres and community spaces.
to support boys and girls as they go through puberty,
• Establish counselling units at health facilities and counselling services at
particularly with issues around menstruation and
schools and universities.
sexual relationships.
• Liaise with health education and school health teams to focus more on SRHR
• Initiate a long-term programme at the MoH and MoE
and child-rearing as part of their routine work.
to inform adolescents about SRHR and child-rearing
• Scale up the roles and responsibilities of social workers within social protection
issues.
programmes and health facilities to go beyond focusing on economic issues
and engage more in addressing non-economic social inequalities.
• Train service providers, including health staff, school teachers and counsellors,
social workers and staff working at NGOs and CBOs, to deliver age- and gender-appropriate messages.
• Involve religious leaders, youth leaders, youth groups and media professionals.
• Make greater use of information and communication technology (ICT) and mass
media using adolescent-friendly approaches to reach and engage adolescents
and youth.
• Communicate the positive impact of accurate information.

Collective efforts for
community buy-in to
comprehensive sexuality
education

• MoE, in coordination with MoH and other relevant sectors, should build a conso- • Engaging religious leaders (after they are exposed to
lidated vision on CSE. It should be able to clarify the intentions and content of
appropriate training), clubs and NGOs will be necesthe CSE curriculum.
sary to support community dialogue around CSE.
• MoE should begin conversations among parents focusing on those who have
• Enhancing internal disciplinary policies at schools
more progressive positions on CSE to create a critical mass for change.
will help dismiss suppressive measures and rein• Information should be presented gradually, starting with physical and psycholoforce supportive interventions by counsellors, such
gical changes at the onset of puberty, through til marital life and family planning,
as greater privacy and more adolescent-friendly
as students are about to finish their schooling. This requires putting in sufficient
conversations with counsellors, and guidance/matime, and assigning and training staff and school counsellors.
nuals for counsellors and teachers to tackle SRHR
• There is a need to recruit and allocate resources for an optional class on CSE
issues with boys and girls in an appropriate manner.
within Palestinian universities.
• Perform routine evaluations around CSE among
students and their families and update interventions
accordingly.
• Universities should start to think about orienting final -year students who will graduate as teachers and
counsellors on CSE.
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Scale up school health
services

• Encourage school health teams to provide age- and gender-appropriate SRHR
• Reform the current package of school health serinformation.
vices, which is currently not sensitive enough to
• Train and involve teachers and counsellors in school health activities.
SRHR issues.
• Scale up school health screening (currently testes examination only) to incorpo- • Improve school infrastructure, to provide adolesrate a comprehensive SRHR health check-up, nutrition, and psychosocial support
cent- friendly spaces and services for boys and girls,
(PSS).
especially access to menstrual hygiene resources.
• Strengthen appropriate referrals for boys and girls who need specialized ser• Develop a protocol for school health services.
vices.
• Produce and disseminate brochures, pamphlets and other educational materials, including messages that can be posted using ICT and social media.
• Involve parents in awareness sessions and orient them about common health
issues affecting adolescents and how to manage them.

Augment support to
adolescent health services
and information

• Continue to support plans to establish an adolescent health department within
health services.
• Introduce adolescent counselling services at PHC centres.
• Train health providers to provide age- and gender-sensitive services for adolescents.
• Utilize the family medicine and family health team model to target the entire
family, including adolescents.
• Provide more information for adolescents on puberty experiences, menstrual
hygiene management, negative health aspects and consequences of frequent
masturbation, prevention and management of STIs, prevention and protection
from GBV, anti-harassment (including cyber harassment) or self-protection
guidance, promotion of other services such as pre-marital counselling, family
planning and preconception care, safe sexual relationships, basics of positive
parenting, and PSS during the transition to adulthood.

• Develop adolescent health services package that are
integrated within PHC services.
• Increase coordination among different actors to
frame the provision of adolescent health services.
• Redesign services to support non-maternity services,
and services for unmarried girls.
• Develop guidelines and protocols for adolescent
health.

Greater participation by men and boys in SRHR and child-rearing
Promote male accessibility
to SRHR services and
information
Redesign service provision
at healthcare facilities
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• Remove any unwelcoming signs or behaviours. There should be welcoming and
engaging messages for men to take up SRHR services on their own or with their
wives.
• Communicate the change in policies to encourage male participation to a wide
spectrum of audiences.
• Urgently adapt physical spaces to allow more privacy and a conducive environment for men to access SRHR services.
• Train service providers to show welcoming attitudes to men taking up SRHR
services.

• Redesign physical spaces at service delivery points
to facilitate men’s greater engagement and participation.
• Ensure that male staff are available at SRHR service
delivery points as much as possible.
• Ensure availability of commodities and supplies
needed to meet men’s SRHR needs.

Introduce and link ‘male
specific and age-tailored’
SRHR needs to existing
programmes

• Provide pre-marital screening, support treatment of sexual dysfunctions, and
• Acknowledge and respond to male SRHR needs as
introduce fertility care at least at the counselling stage.
a key factor and entry point to increase service utili• Invest in more male staff to be present in waiting areas or during home visits to
zation. Partial or full services are required at fertility
demonstrate small tasks for baby care and mother support.
care, providing pre-marital screening and treating
• During contact with men, counsel them on SRHR issues, including danger signs
dysfunction. Regulate private sector fertility care
during pregnancy and postpartum issues; inform men about the types of sup(both quality and safety of interventions). Agree a
port and needs of women/ consequences of unmet needs for women and men
formula to subsidize a number of interventions such
and children, or for women during pregnancy.
as covering the costs of fertility management for the
• Counsel men about the positive impact of their engagement with the health
poorest families.
status of the entire family.
• Spreading information on men’s SRHR needs not
• Engage positive role models to advertise and promote men’s participation in
only serves the best outcomes of SRHR care but
SRHR and child-rearing.
also builds client–provider relationships and en• Utilize community pharmacists as first-line contact with men to raise awareness
hances the overall client experience.
about SRHR topics.
• Offer SRHR orientation and training to recent graduates of health colleges and
those doing an internship.

Revisit technical
• Update technical instructions and guidelines to incorporate men’s involvement
• Stakeholders should develop a long-term strategy
instructions and guidelines
as an integral component of SRHR.
for male engagement in SRHR and child-rearing.
and enhance healthcare
• Train front-line staff and supervisors on updated guidelines, including on issues • Introduce guidelines and technical instructions in the
providers’ competencies on
related to family planning, GBV, STIs, sexual dysfunction, and men’s role in SRHR.
curricula of health colleges.
men’s engagement
• Develop supervisory tools like checklists to monitor staff adherence to proto• Alongside developing guidelines, introduce essential
cols.
services that are not currently provided for men’s
• Support service providers as they transition from an unwelcoming to a welcoSRHR needs such as counselling, infertility manageming strategy for men and boys to access services.
ment and management for sexual dysfunctions.
• Strengthen referral networks and the continuum of
care.
• Ensure complementarity and effective coordination
among different actors.
• Develop national indicators with clear targets and an
M&E system to track men’s engagement with SRHR
services.

Summary Report | 59

Greater investments in
raising awareness about
SRHR for males and
females

• Beside investment in CSE, it is critical to raise awareness about SRHR and
child-rearing strategically at different levels, as a basic human right, through a
wide range of formal and informal platforms.
• Men, boys, community leaders, religious leaders and staff working in the social
sector (including health, education and welfare services) should be proactively
targeted through a range of communication channels including mass media,
online platforms and social media.
• Because girls and boys have limited access to information and services at
health facilities, there should be more opportunities within schools, universities
and the wider community for adolescents to have access to appropriate information about their SRHR issues and rights, and parents and community leaders
should be involved in outreach efforts.
• Revise the content of educational materials to ensure that they promote men’s
participation and engagement in SRHR. Ensure that educational materials incorporate specific components about men’s participation.
• Build on progressive religious values that encourage positive masculinities,
caring and non-violent male behaviours.
• Better utilize outreach activities to disseminate awareness messages, including
through midwives carrying out postnatal care home visits, social workers employed by social protection programmes, and community animators from CBOs/
NGOs.

Introduce and promote
pre-marital counselling,
preconception care
counselling, and resource
centres (under acceptable
names/shapes)

• Design and advertise pre-marital counselling services, for couples planning to
• Gradual advocacy for a mandatory pre-marital traimarry.
ning course for male and female youth contempla• Enhance preconception care for male and female youth at universities, healthting marriage.
care facilities, through social media, in high schools, in preschools when parents • Outsource pre-marital sessions to youth groups
attend for registration of children, and in mosques.
(small entrepreneur groups) in the long term. They
• Share an invitation for services and/or training course the day of performing the
will be able to design age-appropriate messages to
thalassemia test (which is a requirement for the marriage certificate).
deliver to new couples or youth peers.
• To encourage participation in pre-marital training, a symbolic marriage/wedding • Continue to support and scale up mobile apps and
gift may be presented upon completion of the courses and/or when the particiother ICT ideas for pre-marital counselling and prepant invites another couple to attend upcoming courses.
conception care and counselling.
• Create an online module for those planning to marry (possibly via sending a link
to the mobile phone of groom/bride if their information is obtained through the
thalassemia test form) so that they can complete the module in their own time,
gaining a certificate after a short quiz. This can be linked to social media promotion to make the courses popular and fashionable among the youth community,
in ways that will not be considered in appropriate by older generations.
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• Develop a behavioural change and communication
strategy with clear and consistent messages to raise
awareness and disseminate information about the
benefits of male engagement in SRHR and child-rearing.
• Increase coordination among the different actors
involved in disseminating information on SRHR.
• Develop a monitoring plan to assess the impact of
the communication strategy in encouraging men’s
participation.

Adopt a life-cycle approach for provision of SRHR services
Support access to SRHR
• Technical guidelines should consider the SRHR needs of all groups, including
• Revisit policies to address safe and joyful sexuality
services for all people, men
currently overlooked categories (adolescents, menopausal women, older unmarfor elderly people, especially women at and after the
and women, boys and girls,
ried women, divorced women, sub-fertile couples and people with disabilities).
end of childbearing age, and men and women with
of all ages
• The practice of closing women’s personal health files when they cease
disabilities, to accommodate their needs (focus on
menstruation should be ended, and replaced by provision of age-appropriate
physical access and effective communication with
SRHR counselling and services.
providers).
• Proactively target neglected groups such as people
with disabilities, sub-fertile couples and unmarried
women.
Encourage more roles for men in child-rearing and promote positive parenting in general
Provide, scale up and
support positive parenting
practices among men to
encourage greater male
involvement in childrearing activities

• Reinforce positive parenting within existing ECD programmes targeting caregivers at PHC centres, preschools, schools, NGOs and community entities, and
scale up these programmes to target parents of older children and adolescents.
• Caregivers should receive training and awareness on child-rearing, and nonviolent discipline practices to make these practices socially acceptable.
• Train service providers (health staff, teachers and counsellors) to recognize,
report and manage exposure to violence.
• Break the vicious circle of violence practiced within the household, community
and institutions through awareness, efforts to change norms and provide safe
platforms for reporting child abuse.

• Develop policies for child protection (safeguarding
policies) and ensure their implementation.
• Promoting positive parenting practices should not
be the responsibility of ECD and preschool actors
only, it should extend to other service providers.
• Develop a national surveillance system to register
and report safeguarding cases.
• Strengthen referral services to support survivors of
violence and inappropriate disciplining practices.

Programmes should be
driven by policies, rather
than the other way around

• Programmes should adapt to and comply with policies and plans, which include
setting of priorities, codes of conduct, sound MEAL functions, and continuous
learning.

• Stakeholders (including regulators, service providers
and donors) should advocate for the adoption of
policy research and evidence-based programming.
Funds should be channelled based on clear SRHR
and child-rearing improvement strategies, with maximum coordination in place.
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Summary in Arabic

6

دراسة حول املعرفة والتوجهات واملامرسات املتعلقة بالصحة الجنسية واإلنجابية والحقوق املرتبطة بها بني الذكور يف
قطاع غزة
ينفذ صندوق األمم املتحدة للسكان يف فلسطني ومنظمة اليونيسف ومنظمة الصحة العاملية وبتمويل من الوكالة الفرنسية للتنمية
برنامج صحة األم واملواليد واألطفال والصحة الجنسية واإلنجابية وصحة اليافعني والشباب والذي يهدف إىل تحسني إمكانية حصول
السكان يف قطاع غزة عىل خدمات مستدامة وذات جودة عالية يف مجال الصحة الجنسية واإلنجابية والحقوق املتعلقة بها .وتأيت
هذه الدراسة القاعدية يف نطاق عمل الربنامج املمتد عرب ثالث سنوات.

خلفية وأهداف الدراسة
يف الوقت الذي تتنامى فيه املؤرشات واألدلة حول اآلثار اإليجابية ملشاركة الرجال يف أنشطة وخدمات الصحة الجنسية واإلنجابية
والحقوق املتعلقة بها وتربية األطفال عىل سلوك وصحة عائالتهم بشكل عام ،تبقى املعلومات املتوفرة حول املستوى الفعيل ملشاركة
الرجال من قطاع غزة يف تلك األنشطة شحيحة وغري كافية .لذلك ،تهدف هذه الدراسة لرصد وجهات النظر ومستوى املعرفة
واملامرسات والسلوكيات املتعلقة برتبية األطفال وبالصحة الجنسية واإلنجابية والحقوق املتعلقة بها بني الذكور  -خاصة الرجال – يف
قطاع غزة.
كام وتسعى الدراسة لفهم العوامل والظروف التي ساهمت وتساهم يف تشكيل املعرفة ووجهات نظر ومامرسات الرجال بهذا
الخصوص من أجل تقديم التوصيات املالمئة حول السياسات والربامج الهادفة لرفع مستوى املشاركة اإليجابية للرجال يف مجايل تربية
األطفال والصحة اإلنجابية والجنسية مبا يف ذلك الجانب الحقوقي.
باإلضافة إىل ذلك ،تقدم النتائج قاعدة بيانات أساسية لقياس أثر التدخالت والربامج التي ينفذها صندوق األمم املتحدة للسكان
ورشكاؤه عىل مستوى املعرفة والتوجهات واملشاركة لدى الرجال يف املستقبل.

منهجية الدراسة
اعتمدت الدراسة عىل املنهجية املختلطة حيث تم دمج أسلويب البحث النوعي والكمي .قام فريق البحث بجمع البيانات الكمية
من خالل إجراء مقابالت وجاهية مع عينة عنقودية عشوائية لتعبئة استامرة للبالغني من الرجال والنساء (أكرث من  19عام)،
باإلضافة إىل استامرة مخصصة لليافعني من الجنسني تراوحت أعامرهم ما بني ( 15إىل  )19عاماً .حيث بلغ عدد املستجيبني نحو
 1428شخصاً منهم  476رجالً 476 ،امرأةً 270 ،ذكرا ً يافعاً و 206أنثى يافعة ،تم اختيارهم من  476أرسة من مختلف
مناطق ومحافظات قطاع غزة .كذلك استنار فريق البحث بآراء عدد ( )18من الخرباء والعاملني يف مجال الصحة اإلنجابية ،التعليم،
تربية األطفال والطفولة املبكرة ،وكذلك صناع القرار وواضعي السياسات .كام أجرى الفريق  41حلقة نقاش مع مجموعات بؤرية
مركزة ضمت  317شخصاً منها  34مجموعة من الرجال ،والسيدات ،واليافعات ،و 7مجموعات من مقدمي الخدمات والقيادات
املجتمعية من السيدات والرجال.
ُجمعت البيانات النوعية والكمية بني شهري مارس ومايو  2021وتم تحليلها عرب الربنامج اإلحصايئ  SPSSللبيانات الكمية
وعرب تقنية التبويب املفتوح للبيانات النوعية ،وقد التزم فريق البحث بكافة املعايري األخالقية واملهنية خالل أنشطة الدراسة كافة.

أهم النتائج
املعرفة حول الصحة الجنسية واإلنجابية والحقوق املتعلقة بها وتربية األطفال
بحسب نتائج املسح ،أفاد حوايل ثلثي املستجيبني من الرجال ( )%66وما يقارب نصف اليافعني من الذكور ( )%46بأنهم عىل
دراية مبا يعنيه مصطلح الصحة الجنسية واإلنجابية والحقوق املتعلقة بها ،بينام كانت نسبة اإلناث ( %80من النساء و %67من
اليافعات) اللوايت أفدن مبعرفتهن بهذا املصطلح أعىل من الذكور عموما ،وكانت الفروقات بني الرجال والنساء ذات داللة إحصائية.
يرتكز مفهوم الصحة الجنسية واإلنجابية لدى نسبة مرتفعة من عينة الدراسة حول القضايا املتعلقة بصحة األم وخاصة فيام يتعلق
بالحمل والوالدة وصحة املواليد فقد متت تسمية رعاية ما قبل الحمل من قبل  %62من الرجال و %58من اليافعني الذين أفادوا
بأنهم عىل دراية مبفهوم الصحة الجنسية واإلنجابية .أما تنظيم األرسة والرعاية أثناء الوالدة فقد ذكرت من قبل  %49و %41من
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الرجال وبدرجة أقل من اليافعني الذكور بنسبة  %37و %45عىل الرتتيب .الرجال أنفسهم عربوا عن التباس يف املفهوم بالنسبة
لهم فقد أفادت أجابتهم خالل النقاشات البؤرية بأن الصحة اإلنجابية تتعلق بالعالقة بني الزوجني وتنظيم الحمل ورعاية الحامل كام
أوضح عدد من الرجال عدم معرفتهم من خالل تعليقاتهم حيث قال أحدهم من جباليا « أنا ال أعرف ،مل أسمع به بشكل جيد من
قَبل» وأضاف آخر « ال أعرف برصاحة ولكن إن كنتم تقصدون تنظيم األرسة ،ميكنني أن أقول أنا أُفضل إنجاب العديد من األبناء».
ويف منطقتي قاع القرين واملغراقة جنوب ووسط غزة ،قال املشاركون وهم آباء سواء لطفل أو ألكرث خالل حضورهم لجلسة النقاش
البؤرية الخاصة بالبحث بأن هذه هي املرة األوىل التي يستمعون فيها آلراء مختلفة حول مفهوم الصحة الجنسية واإلنجابية والحقوق
املتعلقة بها وعالقة ذلك بالرجال.

الصحة الجنسية واإلنجابية الخاصة بالرجال
الجدير بالذكر أن مفهوم الصحة الجنسية واإلنجابية الخاصة بالرجال بالنسبة لغالبية املستجيبني كان أكرث غموضاً من مفهوم الصحة
الجنسية واإلنجابية العام لكال الجنسني ،حيث عرب فقط  %39من الرجال و %36من النساء عن درايتهم بالصحة الجنسية
واإلنجابية الخاصة بالرجال .وقد متحورت إجابات املستجيبني حول قضايا الخصوبة والعقم ( %45رجال %47 ،نساء) ،الضعف
الجنيس ( %39رجال %56 ،نساء) ،والحاجة إىل خدمات تنظيم األرسة ( %38رجال %30 ،نساء) ،بينام كان املفهوم أكرث
غموضاً بالنسبة لليافعني حيث أن أقل من  %20من الذكور %17 ،من اإلناث أفادوا بأنهم عىل دراية بالصحة اإلنجابية الخاصة
بالرجال لقد كان رد فعلهم األول لدى الحديث عن هذه القضايا سواء للرجال أو النساء خالل املجموعات البؤرية بأنه «عيب»
حسب تعبريهم حيث إن هذا املوضوع خاص بالنساء.

معلومات شحيحة حول قضايا مهمة
غالبية الرجال وكذلك عدد كبري من النساء ليس لديهم إحاطة مناسبة بعدد من األمور الصحية رغم أهميتها سواء لهم أو للنساء يف
أرسهم ،فمثالً أقل من ثلث الرجال عىل دراية بالتغريات الهرمونية لدى النساء والتقلبات املزاجية/االحتياجات املعنوية املصاحبة لها
يف أوقات معينة ( %17من الرجال لديهم معلومات عن التغريات يف مرحلة ما بعد الوالدة %33 ،قبل الدورة الشهرية%40 ،
خالل الحمل ،وأقل من  %3لدى انقطاع الطمث) .وكان الوعي بخصوص عالمات الخطر خالل الحمل قليالً جدا ً حيث أن %13
فقط أو تقريباً رجل واحد من بني كل عرشة رجال يعرف عالمتني من عالمات الخطر خالل الحمل ،بينام بقية الرجال إما أنهم يعرفون
عالمة واحدة فقط ( )%46أو ال يعرفون أي عالمة من عالمات الخطر أثناء الحمل ( .)%39تجدر االشارة أن مستوى املعرفة
بني النساء مل يكن أعىل منه لدى الرجال بكثري ،مام يستدعي رضورة نرش املعلومات حول عالمات الخطر خالل الحمل بني جمهور
النساء والرجال .واألمر ذاته ينطبق عىل مستوى املعرفة باألمراض والعدوى املنقولة جنسياً فقد كانت –رغم انتشارها -من بني أقل
املوضوعات التي ذكرها املستجيبون (أقل من  )%11وبالكاد تم ذكرها من طرف املشاركني يف املجموعات البؤرية فيام عدا مقدمي
الخدمات الذين أشاروا بكثري من القلق إىل املستوى املنخفض من الوعي حولها وكذلك صعوبة عالجها نتيجة لعدم تعاون األزواج بهذا
الخصوص.

اليافعون أقل وصوالً للمعلومات املوثوقة
بعكس ما اعتقد بعض اآلباء واألمهات الذين قالوا خالل املجموعات البؤرية أن «هذا الجيل بعرف كل يشء» ،أكدت النتائج أن
املشاركني األصغر سناً هم األقل إحاطة باملعلومات حول الصحة الجنسية واإلنجابية ،وأن املعلومات املتوفرة لديهم ،خاصة الفتيان
والشباب أقل من  24عاماً إما سطحية وإما غري دقيقة بحسب املدرسني واألهايل وحتى عدد من الفتيان والفتيات أنفسهم .اعترب
 % 80من اليافعني أن املدرسة مصدر املعلومات األول لهم حول مرحلة البلوغ بحسب نتائج املسح وكانت املدراس ()%87
واألمهات ( )%79املصادر األكرث ذكرا ً من قبل الفتيات .يف الواقع يخربنا املسح عن مصادر املعلومات ولكنه ال يخربنا عن نوع
وحجم وطريقة الحصول عىل تلك املعلومات وهي حسب وجهة نظر الفتيان مجرد معلومات عامة وتتعلق بالجانب العضوي لجسم
األنسان بينام ال تتطرق للتغريات البيولوجية والنفسية األخرى وهذا ما يصفه أحد املشاركني يف النقاشات البؤرية بقوله « إن األساتذة
مل يتحدثوا مطلقًا ،وان تحدثوا فال يتجاوز من  %30من املنهج أو من املفرتض أن يتحدثوا عنه؛ كذلك أضاف مشارك آخر «مرات يف
حصص الدين بيحكو عن البلوغ خاصة عن أمور الطهارة والنظافة الشخصية» .وتم تأكيد ذلك من قبل مقدمي الخدمات يف املدارس
الذين أفادوا « أن هذا الجزء تم إلغاؤه من املنهج وأن املتبقي هو فصل واحد يف مادة العلوم فقط لكن أغلب األساتذة يقومون
برشحه باختصار أو يتجاوزوه خاصة أثناء التعليم عن بعد» وعزى أحد املرشدين ذلك لضيق الوقت من ناحية ،وعدم اهتامم الوزارة
باملوضوع من ناحية أخرى ،ولتجنب اللوم االجتامعي حيث قال «األساتذة بيقولوا للطالب روح خيل اهلك يرشحوا لك ،ألنه بدوش
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يفتح هيك مواضيع إذا فتحت ما بتتسكر وبدوش مشاكل» .وألسباب مشابهة يتعذر تعاون املدارس مع الجمعيات األهلية املعنية
بهذا املوضوع بحسب تعليق احدى العامالت يف تلك الجمعيات.
الجدير بالذكر أيضاً هو ضعف دور الرعاية الصحية يف مجال نرش املعلومات لليافعني (أقل من  )%5واملالحظ أيضاً أنه بينام
اعترب  %40من اآلباء بأنهم مصدرا ً أساسياً ألبنائهم للمعلومات حول البلوغ ،فإن أقل من  %20من اليافعني أنفسهم أفادوا بذلك
بفارق يتخطى  %50بني تقديرات األهل وأبناءهم .أفاد اليافعون بأن األصدقاء واملصادر الرقمية/اإللكرتونية تشكل مجتمعة ما
يفوق  %50من مصادر املعلومات لديهم .ورغم استخدام املشاركني لهذه املصادر إال أن عددا ً معتربا ً منهم بدا متحفظاً عىل دقة
املحتوى الذي تقدمه هذه املصادر ومالمئته للقيم األخالقية يف املجتمع .برز ذلك بشكل واضح خالل النقاشات مع الذكور وخالل
تحفظ األهايل والعاملني يف الرعاية الصحية عىل هذا املحتوى خاصة امل ُقدم عرب وسائل التواصل االجتامعي وكان تطبيق ’ تيك توك’
األكرث ذكرا ً خالل املجموعات البؤرية .من الالفت أيضاً االختالف بني وجهة نظر الباحثني خالل املسح عنه يف املجموعات البؤرية ،فقد
أفاد اليافعون مستخدمو وسائل التواصل االجتامعي كمصدر للمعلومات ( %26من اإلناث %21 ،من الذكور يستخدمون وسائل
التواصل االجتامعي كمصدر للمعلومات حول الصحة الجنسية واإلنجابية) بأنهم يثقون باملحتوى املطروح عىل هذه املنصات وكانت
الثقة أعىل لدى الفتيات ( )%75عنها لدى الذكور ( ،)%57رمبا يكون أحد التفسريات لذلك أن الفتيات أقل بحثاً يف املواقع التي
يتحفظ املشاركون عىل محتواها وهن كذلك مل يرشن إىل استخدام تلك املواقع بكرثة خالل النقاش يف املجموعات البؤرية.

التعليم الجنيس الشامل
عىل الرغم من ادراك ما يفوق  %40من األهايل أن اليافعني ليس لديهم معلومات مناسبة ،وعىل الرغم من تردد أو رفض ما ال
يقل عن ثلث اآلباء واألمهات الخوض يف حديث مع أبناءهم حول الصحة الجنسية واإلنجابية  ،إال أن اثنني من كل خمسة رجال
وواحدة من كل سيدتني الزالوا يعتقدون أن التعليم الجنيس الشامل يصنف كأحد املحرمات االجتامعية وأنهم ليسوا عىل استعداد
للخوض فيه رغم ورود العديد من األمثلة عىل لسان املشاركني يف املجموعات البؤرية التي تشري إىل تشجيع الدين اإلسالمي عىل
االنفتاح عىل مثل هذه املعلومات والخدمات التي تساهم يف تحسني العالقات األرسية .اعتربت نسبة كبرية من اآلباء واألمهات (أكرث
من  )%90أنه ال بأس بإدراج التعليم الجنيس الشامل يف املدارس رشيطة أن يراعي القيم الدينية واألخالقية وأن يكون ذلك يف سن
مناسب (عند بلوغ  16سنة تقريباً) وهذا ما عرب عنه املشاركون يف املجموعات البؤرية أيضاً وكانوا أقل تحفظاً حول طرح التعليم
الجنيس الشامل يف املدارس حيث قالت بعض األمهات «من األفضل أن يبدأ التعليم عن هذه األمور يف سن مبكرة خاصة للفتيات
مثالً  11عام ألنهن يحتجن ذلك قبل الذكور عىل أن يكون بالتدريج ومناسب ألعامرهن» .اليافعون أنفسهم تحفظوا عىل التعليم
الجنيس الشامل يف سن مبكرة (أكرث من ثلث املستجيبني ال يؤيدونه يف سن مبكرة) رغم أن لديهم رغبة يف الحصول عىل املعلومات
حول العدوى املنقولة جنسياً ،الحد من العنف املبني عىل النوع االجتامعي ،ومرحلة البلوغ .بينت النقاشات البؤرية بوضوح وجود
تردد لدى الذكور واإلناث حول أهمية معرفة التطورات الجسمية والنفسية والعاطفية خالل البلوغ لدى الجنس اآلخر وكان الذكور
أكرث انفتاحاً عىل رضورة اإلملام باملعرفة الكافية عن هذه املراحل من أجل عالقات مالمئة يف املستقبل (عند الزواج) رغم أن بعضاً
منهم أفاد بأن املعرفة عن بعض قضايا الفتيات ليست مهمة ،كقول أحد الشباب عند الحديث عن الدورة الشهرية ودعم الفتيات
خاللها «هذا بلزمش» وأضاف آخر «مش شغلنا بيعنيناش».

الثقافة السائدة تحدد نوع وحجم املعلومات
من خالل قراءة النتائج الكمية والنوعية ،الحظ معدو التقرير تأثري الثقافة املجتمعية السائدة عىل نوعية وحجم املعلومات التي
يحصل عليها األفراد سواء البالغني أو اليافعني ،فالفتيات مثالً لديهن معلومات أكرث عن قضايا الصحة اإلنجابية مقارنة بالذكور وتلعب
األمهات دورا ً كبريا ً يف ذلك ،بينام ال يعرفن ويرتددن يف الوصول للمعرفة عن قضايا البلوغ عند الذكور ،وكذلك تقوم املعلامت يف
املدارس بتجنب مناقشة املواضيع الخاصة بالذكور حتى وان كانت ضمن املناهج الدراسية .عىل الجانب اآلخر ،يعرف اليافعون
الذكور عن العالقات الحميمة ويشوب هذه املعرفة الكثري من عدم الدقة كونهم يتعرفون عليها من مصادر غري موثوقة كقولهم «من
الشارع» أو «صاحب متجوز وبيحيك» .أما مقدمي الخدمات الصحية فإنهم يتحاشون الخوض يف هذه القضايا رغم الحاجة امللحة
لها حسب رأيهم ورغم املستوى املرتفع من القلق حيال املعلومات املغلوطة لدى اليافعني وحتى لدى املتزوجني حديثاً .هذا التناقض
بحسب تعبري احدى املشاركات يف املجموعات البؤرية وهي من الفريق الصحي يف إحدى العيادات الصحية يفرس جزئياً ملاذا ُيتك
اليافعون تائهني حيث قالت «املدارس بدهمش يحكو بيقولو للولد روح خيل أهلك يرشحوا لك ،واألهل مش ممكن يحكوا باملوضوع،
واحنا يف الصحة بنعملش ايش ،وبيضلوا الوالد تائهني بني الكل».
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مؤرشات مختارة حول معرفة الرجال يف جوانب الصحة الجنسية واإلنجابية والحقوق املتعلقة بها
تظهر النتائج بعضاً من االختالف بني ما يعتقده املستجيبون حول مستوى معرفتهم العامة وبني معرفتهم الفعلية عند سؤالهم عن
بعض القضايا املحددة حيث قام الفريق باختيار عدد من املتغريات املعرفية األكرث داللة ( 14متغري) عن الصحة اإلنجابية وتربية
األطفال وبينت النتائج -رغم كونها خاضعة للتغيري بتغري املتغريات املختارة -أن متوسط نسبة املعرفة فيها هو  %47.6بني الرجال
مقابل ما أفادوا به بنسبة  %66عند السؤال عن املوضوع بشكل عام.
يشار أن تحليل النتائج بوجه عام أظهر عددا ً من الفروقات يف املعرفة بالنظر للعوامل الدميوغرافية وأغلب هذه الفروقات كانت
ذات داللة إحصائية ،فمثالً كانت النساء أكرث معرفة من الرجال ،وكذلك البالغني أكرث معرفة من اليافعني .يعرف الالجئني ومن
يقطنون املخيامت عن قضايا الصحة اإلنجابية أكرث من غريهم ،وينطبق األمر ذاته عىل األُرس األقل عددا ً ،األرس النووية ،واملنتمني لألرس
األعىل دخالً .كام كان األعىل يف املستوى التعليمي أكرث إحاطة باملعلومات الخاصة بالصحة الجنسية واإلنجابية.

وجهات النظر والتوجهات إزاء الصحة الجنسية واإلنجابية والحقوق املتعلقة بها وتربية األطفال
تؤكد النتائج وجود عالقة ارتباطية بني املعلومات والتوجهات وكالهام يتشكل تحت تأثري الثقافة السائدة .قام فريق البحث بطرح
بعض األسئلة املتعلقة بوجهات النظر باستخدام مقياس دويل يعكس التوجهات الخاصة بالعدالة الجندرية للرجال ( )GEMباإلضافة
إىل أسئلة حول استغالل الوقت كام توضح الفقرات التالية.

مقياس العدالة الجندرية لدى الرجال
بينت النتائج أن النساء بوجه عام يحملن وجهات نظر أكرث ميالً ألدوار جندرية عادلة لكل من الرجال والنساء يف األنشطة املتعلقة
بالصحة الجنسية واإلنجابية وتربية األطفال .حصل الرجال عىل متوسط ( 1.28عىل مقياس من  )0-2أي بنسبة مئوية ()%64
بينام حصلت النساء عىل متوسط  1.38أي بنسبة مئوية ( ،)%68.5وفيام يتعلق ببعض القضايا اعترب ما يفوق نصف املستجيبني
من الرجال ( )%55أن الدور األهم للمرأة هو رعاية البيت وإعداد الطعام مقابل  46%من النساء أيدن ذلك .أكرث من ثلث
الرجال ( )%38وربع اليافعني الذكور ( )%23وحوايل  17%من النساء يرون بأنه هناك أوقات تستحق النساء فيها أن ت ُرضب.
يف املقابل ،سجل اليافعون من الذكور املتوسط األدىن عىل املقياس بواقع  1.23بنسبة مئوية ( ،)61.5بينام فاقت الفتيات جميع
الفئات األخرى مبتوسط  1.39أي بنسبة مئوية ( .)69.95وكان الفتيان بالعموم األكرث تحفظاً يف وجهات النظر واألقل ميالً ألدوار
جندرية عادلة فقد بلغت نسبة الفتيان الذين يرون الدور األهم عىل اإلطالق للمرأة هو رعاية البيت وإعداد الطعام  %56مقابل
 %41من الفتيات وافقن عىل ذلك ،وحوايل ثالثة أرباع عدد املبحوثني من جميع الفئات يعتربون أن رعاية الطفل مثل النظافة
والتغذية تقع عىل عاتق األم .بالرغم من ذلك ،فإنهم مل يؤيدوا ظاهرة مامرسة العنف واالعتداء البدين عىل النساء خالل املجموعات
البؤرية ولكنهم يف الوقت نفسه أظهروا الكثري من التساهل مع األمر كقول أحدهم بنربة متسامحة «كل الرجال برضبوا نسوانهم ،أنا
بأيدش هاد االيش» .يعتقد معظم املشاركني من جميع الفئات أن الكلمة األخرية حول القرارات الخاصة بتنظيم األرسة واستخدام
وسائل منع الحمل تكون للرجل بينام اعترب نصفهم أن تنفيذ القرار الذي أتخذه الرجل وتجنب الحمل هو مسئولية الزوجة .يشار أن
وجهات النظر كانت أكرث ميالً للعدالة الجندرية بني الجنسني عندما يتعلق األمر برتبية األطفال والتوافق عىل وسائل تنظيم األرسة.

استغالل الوقت
توضح إجابات املبحوثني حول استغاللهم للوقت لفروق واضحة بني الذكور واإلناث ،فاإلناث يف يوم معتاد ميضني قرابة األربع ساعات
يف األعامل املنزلية بينام مييض الرجال أقل من ساعة يف ذلك حالهم حال الذكور اليافعني ،أما الفتيات فيمضني ما يقارب الساعتني
يف أداء األعامل املنزلية .وهذه الفروقات تتشابه أيضاً مع الوقت املستنفذ لرعاية األطفال أو تقديم العناية ألفراد األرسة اآلخرين.
مام يوضح أثر العرف االجتامعي عىل التوجهات واملامرسات يف املجتمع .فبحسب قول أحد املخاتري خالل املجموعات البؤرية « أن
الزوجة نفسها هي من ترفض أن يساعدها زوجها يف املنزل» وأعزى ذلك لكون هذه الزوجة «بنت أصول» .وباملقابل وجد بعض
املشاركني يف شامل غزة أن «الرجل اليل بيشتغل يف البيت ومرته قاعدة وحطة رجل عىل رجل أنه رجل بده حرق» .لهذا ،فإن عددا ً
من املشاركني ورغم قناعتهم الشخصية بأهمية املشاركة وتقاسم األعباء ،إال أنهم ال يقومون بذلك خوفاً من االنتقاد أو متاشياً مع
السلوك السائد يف املجتمع كام عربوا عن ذلك خالل املجموعات البؤرية.
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املامرسات والسلوك اتجاه الصحة الجنسية واإلنجابية والحقوق املتعلقة بها وتربية األطفال
وافق غالبية املبحوثني عىل أن مشاركة الرجال يف الصحة الجنسية واإلنجابية محدودة وضعيفة حيث أن  %68من الرجال و%72
من النساء وافقوا عىل ذلك ،والنسبة كانت متقاربة جدا ً بخصوص املشاركة يف تربية األطفال حيث أن  %64من الرجال و%71
من النساء يرون أن مشاركة الرجال ضعيفة للغاية وهذا ما أيده املشاركون يف املجموعات البؤرية حيث أفادوا بأن مشاركة الرجال
ال تتجاوز  20إىل  30باملئة يف أفضل األحوال .وقد الحظ الباحثون أن بعض الرجال يبالغون يف تقدير مساهامتهم ومشاركتهم يف
األنشطة املتعلقة بالصحة الجنسية واإلنجابية وتربية األطفال حيث جاءت إجاباتهم عن تقديم املساندة وتلقي الخدمات دامئاً أعىل
من تقدير زوجاتهم للدور الذي يلعبوه.

مظاهر املشاركة يف استخدام خدمات الصحة الجنسية واإلنجابية
تتأثر مشاركة الرجال بوضوح باألدوار التي توافق عليها املجتمع وباتت تشكل جزءا ً من املوروث الثقايف والتقاليد السائدة ،فقد
أفاد الرجال أنهم يشاركون يف الذهاب مع زوجاتهم للخدمات عند الوالدة ( )%75رغم أن بعضهم أوضح أنه نادرا ً ما يتمكنوا
من الدخول ملكان تقديم الخدمة وأن دورهم مبثابة «الناطور» أو «الناطور الذي يدفع التكاليف» بحسب قولهم .الرجال أيضاً
حريصون عىل املشاركة عندما يتعلق األمر بالقضايا الحساسة التي تهمهم شخصياً مثل قضايا ضعف الخصوبة ( )%72والضعف
الجنيس ( )%73والذي بحسب قول الرجال املشاركني يف املجموعات البؤرية هم مستعدون لعمل أي يشء لحلها ،حتى أن أحدهم
قال وأيده الباقون «والله بحرق األرض يا زملة عشان هادا املوضوع» .ليس فقط الرجال بل غالبية املشاركني أشاروا بشكل مبارش
أو غري مبارش للعالقة بني القدرة الجنسية و/أو الخصوبة وبني «الرجولة» ودلل عىل ذلك أحد الرجال من رفح عندما دفعته والدة
زوجته للفحص املبكر لجهازه التناسيل عىل خالف رغبته حيث قال «قالت يل لتكون خربان وال مش نافع» .ألن زيارة خدمات
الصحة اإلنجابية يف املرافق الصحية العامة أمرا ً يعتربه املجتمع خاصاً بالنساء فقط حسب أقوال الرجال يف وسط غزة ،فإن معظم
الرجال يختارون – وان كانت االختيارات شبه قرسية لشح الخدمات للرجال وعدم الرتحيب بهم يف املرافق الصحية العامة –
الذهاب إىل العيادات الخاصة أو الصيدليات العامة حفاظاً عىل الخصوصية وتجنباً لالنتقاد سواء من النساء املستفيدات من الخدمات
يف املرافق العامة أو من املجتمع أكرث منه العتبارات خاصة لجودة الخدمات .الجدير بالذكر أن الرجال بخالف ما عربوا عنه خالل
املجموعات البؤرية ليسوا مستعدين لزيارة العيادات الخاصة وتلقي العالج بخصوص العدوى املنقولة جنسياً حيث تقوم النساء يف
أغلب األحوال بلعب دور الوسيط بينهم وبني الطاقم الصحي لتوصيل ومتابعة العالج وهذا ما اعتربه مقدمو الخدمات أحد التحديات
الواجب معالجتها من أجل مكافحة العدوى املنقولة جنسياً.

مظاهر املشاركة يف تربية األطفال
يؤيد حوايل  %90من الرجال أن لهم دورا ً هاماً يف تربية األبناء ويجب أن تكون لهم مساهمة فاعلة يف ذلك ،بينام وضح %27
منهم فقط أنه يساهم بشكل جيد يف العناية باألطفال مبا يف ذلك التغذية والنظافة الشخصية الخاصة باألطفال .فقط  %16من
الرجال يساهمون يف الفحص الصحي الدوري ألطفالهم (التطعيم وامليزان) .فيام يتعلق مبامرسة الرتبية اإليجابية من قبل الوالدين،
فإن النساء متارس مسلكيات إيجابية مع األطفال أكرث مام يفعله الرجال قليالً (متوسط  16.3مامرسة إيجابية أسبوعيا للنساء مقابل
 14.8للرجال) .وتأخذ مساهمة الرجال األشكال املقبولة مجتمعياً مثل اللعب مع األطفال ،قراءة القصص ،واصطحابهم للخارج
بينام تتوىل النساء أمور النظافة الشخصية والتغذية.

تنظيم األرسة وحصول النساء إىل الخدمات
بلغ االستخدام الفعيل للمبحوثني ألحد وسائل تنظيم األرسة وقت إجراء املسح  %58كام أفاد الرجال و %62كام أفادت النساء
وهذا يعكس أن بعض الرجال ال يعلمون أو ال يهتمون لذلك األمر أو كالهام .كام أشارت النتائج بأن  %88من النساء و%92
من الرجال يرون أن قرار استخدام وسائل تنظيم األرسة يجب أن يكون مشرتكاً بني الرجل واملرأة ورغم ذلك فإن ما يزيد عن ثلث
املبحوثني يحملُّون مسئولية تنفيذ هذه القرارات للنساء .يف الواقع رصحت الغالبية العظمى من الرجال والنساء وكذلك مقدمي
الخدمات أن الكلمة الفصل يف مسألة استخدام وسائل تنظيم األرسة هي للرجل وأنه بعد اتخاذ قرار استخدام وسائل تنظيم األرسة
وتوقيت استخدامها ،ال يتدخل يف نوع الوسيلة حيث تقررها املرأة أو مقدم/ة الخدمات ما مل يكن يف استخدام تلك الوسيلة مصدر
إزعاج للزوج أو رضر صحي عىل املرأة بحسب الرجال املشاركني يف املجموعات البؤرية .لذلك يلعب الرجال دورا ً أساسياً يف حصول
النساء عىل خدمات تنظيم األرسة والقرار بشأن جنس وعدد األطفال وتوقيت إنجابهم ،ويحد العرف املعمول به من إمكانية اتخاذ
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النساء لقرارات تنظيم األرسة حيث يحرص الفريق الصحي عىل التثبت من موافقة الزوج وإن مل يكن منصوصاً عىل ذلك يف تعليامت
العمل .وحسب نتائج املسح ،فإن حوايل  %60من الرجال والنساء يظنون أن الرجال يفرضون بعض القيود عىل حصول النساء
عىل خدمات الصحة الجنسية واإلنجابية وأن  %15من النساء املبحوثات قد ُمنعن بالفعل من الحصول عىل خدمات تنظيم األرسة
وكان الزوج هو الشخص الذي منعهن من ذلك كام أفاد ثلثا تلك النساء .وأشارت طبيبة يف عيادة تنظيم األرسة بإحدى مراكز الرعاية
األولية مبدينة غزة أنها خالل عملها تالحظ عددا ً (وقد أيد باقي مزودي الخدمات ذلك برغم عدم اتفاقهم أو رمبا اختالف تقديراتهم
حول حجم الظاهرة) من حاالت تعرض النساء للعنف نتيجة أو خالل طلبهن لخدمات الصحة اإلنجابية وتحدثت عن أحد الحوادث
حول سيدة حامل منعها زوجها من االنتقال للمشفى قائلة «جاءت وكل جسمها مغطى بالدماء وتنزف ،هي حامل بالشهر السابع،
واضح عىل جسدها آثار الرضب الشديد ،ضمدنا جروحها رسيعاً وطلبنا اإلسعاف لنقلها للمستشفى وبينام هي تصعد للسيارة ،جاء
زوجها وأجربها عىل النزول ،رضبها وركلها برجله وسط العيادة وأخذها يف سيارة خاصة وذهب» .ورغم اإلبالغ عن الواقعة لربنامج
الحامية ووجود إجراءات خاصة متبعة لذلك يف املؤسسات الصحية إال أن عددا ً من املشاركني أوضح أنه يحق له ذلك بالقانون _أي
منعها من الذهاب للمشفى – بحسب بعض املشاركني.

األكرث مشاركة من الرجال
خلصت النتائج عموماً إىل تواضع املشاركة الفعلية للرجال يف قضايا الصحة الجنسية واإلنجابية والجوانب الحقوقية ذات العالقة
وتربية األطفال ( %43تقريباً) ،وبني تحليل البيانات ترابطا وثيقا بني مستوى املعرفة و درجة تببني مفاهيم وتوجهات جندرية
عادلة واملشاركة الفاعلة يف نشاطات الصحة الجنسية واإلنجابية فقد كان الرجال يف األربعينات ( 30-40عام تقريباً) ،من يقطنون
املخيامت والالجئني ،والرجال من األُرس األقل عددا ً ،واألرس النووية ،واملنتمني لألرس األعىل دخالً واألعىل تعليامً والرجال من محافظتي
خانيونس ودير البلح هم األكرث مشاركة .من الالفت أيضاً ما ذكره مقدمي الخدمات وعدد كبري من املشاركني مالحظتهم لتغيري
تدريجي إيجايب يف كل من التوجهات والسلوكيات لدى املقبلني عىل الزواج (املخطوبني) وحديثي الزواج ومن لديهم عدد قليل
من األطفال نحو أدوار أكرث فاعلية ومشاركة أفضل يف نشاطات الصحة الجنسية واإلنجابية ورعاية األطفال .يذكر أيضاً أن التحليل
اإلحصايئ يشري إىل ارتباط ايجايب متوقع بني املعلومات ،االتجاهات ،والسلوك غري أن السلوك يف بعض األحيان ال يرتبط بشكل محكم
مع االتجاهات الشخصية وقد يكون ذلك ألن أثر الثقافة أقوى من االتجاهات الشخصية عىل سلوك بعض األفراد.

االستنتاجات والتوصيات
كام بينت النتائج أعاله ،أن مساهمة العادات والتقاليد واملوروث الثقايف يف تشكيل املعرفة والوعي والسلوك حول الصحة الجنسية
واإلنجابية والحقوق املرتبطة بها ورعاية األطفال أكرب ورمبا مختلف يف بعض األحيان عن القيم الدينية .وتلعب األطر القانونية ونظم
فض النزاعات االجتامعية (وضع حلول حسب العرف والعادات) دورا ً يف تشكيل هذه التوجهات واملعارف والسلوكيات الهادفة .وال
يقل دور خدمات الرعاية الصحية والتعليم أهمية يف نرش املعلومات وتشكيل وجهات نظر وتقديم الخدمات ذات العالقة لتعزيز
مشاركة الرجال يف نشاطات الصحة الجنسية واإلنجابية وتربية األطفال .رغم مالحظة بعض التحسن البطيء يف توجهات الرجال ويف
مستوى مشاركتهم يف أنشطة الصحة الجنسية واإلنجابية وتربية األطفال ،إال أن الثقافة املجتمعية السائدة ونظم تقديم الخدمات
خصوصاً يف قطاعي الرعاية الصحية والتعليم الزالت تشكل تحدياً أساسياً يحد من املشاركة اإليجابية للرجال.

أهم التوصيات
•	تظافر الجهود بني القطاعات الصحية املختلفة والتعليم واإلعالم واملنظامت غري الحكومية ودور العبادة خصوصاً املساجد
ورجال الدين من أجل تفنيد ودحض املوروث الثقايف املعيق ملشاركة الرجال واليافعني يف أنشطة الصحة الجنسية واإلنجابية
وتربية األطفال عىل أن يتم االسرتشاد بالقيم الدينية واملجتمعية التي تعزز ثقافة وتقاليد داعمة لتشارك األدوار واملساهامت
من طرف الرجال والنساء يف الصحة اإلنجابية وتربية األطفال.
•	متكني الرجال والذكور اليافعني من الحصول عىل معلومات صحيحة موثوقة وبطريقة متوامئة مع احتياجات الذكور واإلناث
خالل املراحل العمرية املختلفة وخاص ًة مرحلة املراهقة.
•	تحسني البنية الهيكلية للخدمات الصحية ويشمل ذلك تحسني البنية التحتية وموامئة أماكن تقديم الخدمات بحيث تكون
مالمئة أكرث للرجال دون أن تتعارض مع خصوصية النساء ومالمئة املرافق لهن ،توفري قدر مناسب من الخصوصية للرجال
والنساء أو للزوجني معاً ،توفر الخدمات الخاصة بصحة الرجال وتقديم العالج املناسب لهم خاصة قضايا الضعف الجنيس
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وعدم القدرة عىل اإلنجاب والعدوي املنقولة جنسياً ،وتدريب الطاقم الصحي بشكل مناسب عىل تقديم خدمات مالمئة
تراعي العمر والنوع االجتامعي.
•	رضورة تطوير الربوتكوالت الوقائية والعالجية بحيث تضمن توفري خدمات الصحة الجنسية واإلنجابية املناسبة للرجال
ولجميع الفئات األخرى عىل أن تويل اهتامماً خاصاً باملجموعات األكرث احتياجاً مثل ذوي اإلعاقة والسيدات غري املتزوجات،
ضحايا العنف ،ومن هم بحاجة لعالج ضعف الخصوبة ،وللنساء بعد انقطاع الطمث.
•	دعم جهود تدشني برنامج خاص بصحة املراهقني عىل أن يرتافق ذلك مع جهود مجتمعية لتوضيح أهمية التعليم الجنيس
الشامل لألهايل ولليافعني أنفسهم ،واستمرار وتوسيع خدمات الصحة املدرسية بحيث ال تكون مقترصة عىل الفحص العضوي
للطالب بل تقدم خدمات التوعية واإلرشاد حول الصحة الجنسية واإلنجابية والحقوق املتعلقة بها والدعم النفيس مبا يف ذلك
خدمات إحالة للحاالت التي تحتاج لذلك.
•	تقديم املعلومات الصحة الجنسية واإلنجابية بطريقة مالمئة ضمن منهج مدريس تفاعيل تلعب فيه الجمعيات األهلية دورا ً
مساندا ً حيثام أمكن .كام ميكن االستفادة من وسائل التواصل االجتامعي واملنصات الرقمية لنرش املعلومات الصحيحة حول
مفاهيم الصحة الجنسية واإلنجابية وتوضيح أهمية املشاركة فيها.
•	تدشني خدمات استشارات ما قبل الزواج وإقرار دورة تدريبية للمقبلني عىل الزواج ميكن أن تكون مرافقة لفحص الثالسيميا،
والرتويج لخدمات ما قبل الحمل ،وتنظيم األرسة وإدراجها ضمن الخدمات القامئة حالياً عىل أن تتم جميع هذه اإلجراءات
ضمن رؤية شاملة مدعومة بنظام ترويج جيد ونظام متابعة وتقييم فاعل.
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