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DEFINITIONS OF THE STUDY CONGEPTS

YOUTH-FRIENDLY HEALTH SERVICES

Youth-friendly services includes policies and attributes that attract young people
to them, creating a safe and non-judgemental setting, and meeting young people’s
needs. These services include:

* have expertise in providing sexual and reproductive healthcare services to young
people,

* have staff who respect young people, honour their privacy and confidentiality, are
non-judgmental, and allow for adequate time to interact with young people,

* have convenient hours (including welcoming drop-ins), short wait times, an
accessible location, adequate space and privacy, and affordable fees,

e provide comfortable and enabling environment that are welcoming to both males
and females and to youth of all sexual orientations,

e offer youth-focused group discussions, peer counsellors, information, and
educational materials,

* provide integrated sexual and reproductive health services that allow young
people to meet their needs for HIV, other STDs, and pregnancy prevention in one
place,

* provide adolescents with information about and access to the full range of their
sexual and reproductive health needs, including contraception; STIs prevention,
testing, and treatment; and emerging biomedical strategies for HIV prevention,

* encourage young people to return and follow-up with medical referrals,
* solicit youth feedback on their needs and ways to improve services.

Youth population: The United Nations have different definitions based on age-group.
The definition young people include adolescents (10-19 years) and youth (15-24 years)
regardless of marital, social and economic status. In the Palestinian context, PCBS
identifies the age group of (15-29) years as youth.

Health: A state of complete physical, mental and social well-being and not merely the
absence of disease and infirmity (WHO 1948).



Sexual and Reproductive Health:
Reproductive health is a “a state of complete
physical, mental and social well-being,

and not merely the absence of disease or
infirmity, reproductive health addresses the
reproductive processes, functions and system
at all stages of life. Reproductive health,
therefore, implies that people are able to have
a responsible, satisfying and safe sex life and
that they have the capability to reproduce
and the freedom to decide if, when and how
often to do so. Implicit in this are the right

of men and women to be informed of and to
have access to safe, effective, affordable and
acceptable methods of fertility regulation

of their choice, and the right of access to
appropriate health care services that will
enable women to go safely through pregnancy
and childbirth and provide couples with the
best chance of having a healthy infant” (WHO,
2004).

Risk Behaviours: Youth Risk Behaviour
Surveillance System (YRBSS) was developed
in 1990 to monitor health behaviours that
contribute markedly to the leading causes
of death, disability, and social problems
among youth and older generations. These
behaviours, often established during
childhood and early adolescence include:
behaviours that contribute to unintentional
injuries and violence; Sexual behaviours

related to unintended pregnancy and sexually
transmitted infections, including HIV infection;
alcohol and other drug use and tobacco use;
Unhealthy dietary behaviours and inadequate
physical activity (Centre for Disease Control
and Prevention-CDC, 2018)

Sexually Transmitted Infections (STIs): Also
called sexually transmitted diseases (STDs),

an infectious disease that spreads from
person to person during sexual contact.
Sexually transmitted diseases, such as syphilis,
trichomonas’s, and HIV infection are caused
by bacteria, parasites, and viruses (Institutes
of Health, AIDS info, 2018)

Acquired Immunodeficiency Syndrome
(AIDS): A disease of the immune system due
to infection with HIV. HIV destroys the CD4

T lymphocytes (CD4 cells) of the immune
system, leaving the body vulnerable to life-
threatening infections and cancers. Acquired
immunodeficiency syndrome (AIDS) is the
most advanced stage of HIV infection. To be
diagnosed with AIDS, a person with HIV must
have an AIDS-defining condition or have a CD4
count less than 200 cells/mm3 (Institutes of
Health, AIDS info, 2018)



EXECUTIVE SUMMARY

Study Background

Adolescents and youth face many challenges as they navigate the complex path to adulthood.
Many of these are physical: height, weight and body shape, genital, hormonal and neurological
changes, occur during puberty. Coupled with rapid psychological development, increased desire
for autonomy and a more mature self-understanding, these changes may lead young people to
experience mental and emotional turmoil as they navigate the path of adolescence. While young
people are not a homogenous group and require individualized measures to meet their needs, it is
nonetheless true that many of the challenges they face are common across individuals and groups.

Adolescents and youth all around the world face similar tests and challenges. For young people
in Palestine, however, many particular issues stem from the unique political situation. The serious
constraints imposed by the occupation and the absence of a fully unified Palestinian central
administrative control over the West Bank and Gaza Strip have, for many years, impacted the
quality of health services all over the occupied Palestinian territory (oPt). Further, it has a serious
impact on the mental health of the population, as demonstrated repeatedly in research focused
on Palestine. This situation has been aggravated by the internal Palestinian political divide and
the financial crisis of the Palestinian National Authority, leading to increased barriers to accessing
health care facilities - a serious enduring and well-documented problem (WHO, Right to Health
Report 2018). In short, the need for Palestinian adolescents and youth to have health services
catering to their needs is well documented and immediate.

A growing number of countries are committed to developing health systems that provide special
care to meet the needs of adolescents and youth. In order to support such developments, the
United Nations Population Fund (UNFPA) has developed a strategy, titled “My Body, My Rights, My
World”, which situates young people at the very center of sustainable development, by proposing
a model through which young people can realize their rights, make informed and healthy choices
about their bodies, set their own boundaries, and come to understand their lives and their rights in
the larger context.

UNFPA in Palestine, in partnership with the Italian Agency for Development Cooperation, is
focusing on strengthening reproductive health and rights for Palestinian youth. This cooperation
has included the establishment of two YFHS centers, launched at the beginning of 2018 at Al-Azhar
University, and in October 2018 at Al-Quds University, in collaboration with Palestinian Medical
Relief Society. The purpose of this feasibility study is to assess opportunities to scale up, expand
and improve such services to ensure the provision of more youth-friendly health services in
preferred delivery points throughout oPt.



The Study Design

The study design was descriptive and
exploratory. It utilized both quantitative and
gualitative methods in a complementary
manner in order to enhance the coverage of
the collected data. As part of the quantitative
method, a survey was conducted which
included 325 male and female students
(15-29 years) with the aim of identifying
their needs and priorities for YFHS, and
preference of settings and approaches. The
gualitative data collection included seven in-
depth interviews with academic and service
professionals, four focus group discussions
(FGD) with service providers and eight FGDs
with young people who are beneficiaries of
the services provided in East Jerusalem, the
West Bank and Gaza. Prior to data collection,
ethical concerns were taken into account.
These included issues relating to consent and
confidentiality.

A descriptive analysis was subsequently done
for quantitative and qualitative data (see
chapter 4 - Analysis and Findings 4).

The main goal of the feasibility study is to
deliver evidence-based information that will
help to form a road map for the establishment
of successful and sustainable YFHS-centers
and to strengthen the capacity of all relevant
stakeholders to meet the needs of young
people. Five objectives were set and achieved
through quantitative and qualitative data
collection methods. Based on the study
findings, a set of recommendations are put

forward regarding best intervention approaches

and the most effective sustainable service
delivery to roll out and advocate for YFHS in
East Jerusalem, West Bank and Gaza.

Key findings of the study

The primary health issues affecting Palestinian
young people found in national surveys and
studies' (see chapter 2 - Literature review) are
summarized as:

* Low level of knowledge about
sexual and reproductive health
issues, particularly STIs and sexuality
education.

* Low level of engagement in sports and
physical activities.

* Moderate level of nutritional health
problems including overweight and
obesity.

* Increased drug use, alcohol drinking
and addiction to those substances.

* High level of smoking tobacco and
argilah.

* High levels of psychological distress
and social problems related to
unemployment, poverty and
uncertainty for the future.

* Low level of safety and security in
the oPt are limiting factors to access
extracurricular activities.

* High level of physical disabilities
particularly in Gaza

The socio-demographic profile

Of the 325 young people surveyed, 58% were
female, and 41% were male (the remaining
1% is unknown). They were all students at
Al-Quds University (21.5%), Hebron University
(23%), Arab American University-Jenin (AAU-
Jenin) (22.2%), and Al-Azhar in Gaza (31.1%).
Age and marriage characteristics are indicated
in Graph 1:

1 Some: Abdeen, et. al., 2012; Glick et. al., 2018; PCBS
2011;2013;2015;2017;2018; UNFPA 2015;2017.



Graph1
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Work status and household income; Out of
the total population 37% reported having
been in either part-time or full-time work;
16.6% were working at the time of the
survey, although less than 2% full time. The
participants’ household income in NIS ranged
from 400-8000/month. Some 29% of the
participants’ household income was less
than 2000 NIS and 19% ranged 2000-4000
NIS. The Palestinian Youth Survey (2015)

sets the poverty line of the reference family
(five members) at 2,470 NIS and the extreme
poverty line at 1,974 NIS. Compared with this
formula, the poverty rate among the study
participants’ households 19% and extreme
poverty rate 29% indicating are at a higher
rate than 29.5% for the general youth survey
(2015).

Graph 2
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Young people’s knowledge, attitudes and
practices towards health and well-being

The participants indicated a positive attitude
towards their own health, with over 86% of
respondents stating their felt either in ‘good’
or ‘excellent’” health.

The participants’ perception of the major
health issues that young people may face;
Responses to questions around health
revealed important gender differences and
priorities, which may provide evidence for
how best to focus health-related interventions
and information for young people. Overall,
male respondents emphasized risky
behaviours (understood as negative coping
mechanisms, such as substance abuse,
violence and unsafe sex) as a major challenge,
whereas female respondents were more
likely to point to psychological, sexual and
reproductive health-related, and nutrition/
obesity-related health issues. See Graph 2 for
more detail.

Participants' Perception of Health Issues Faced by Young

People

B Girls [ Boys

Mental Health Nutrition & Obesity SHR



Participants’ practice of sports; Around half of
the participants reported practicing sports. Male
respondents were more active, with around 13%
reporting more than thrice-weekly practice, against
just over 2% of female respondents. Just over a
third of respondents reported doing sports less
than three times a week, with around 22% of male
respondents and around 9% of females.

The participants’ dietary habits and nutritional
problems indicated that 50% eat three

meals a day. Some 15% eat a balanced diet,
21% report regularly eating junk food (fast
food) and 12% are on diet, according to

their own reporting. Just over half (55.4%)
reported that they do not have issues relating
to overweight, underweight, obesity and
anaemia. Overweight rated the highest among
all surveyed, with 18.5% (5.5% males vs. 13%
females) being overweight. Overall, nutrition-
related issues were more frequently reported
by female respondents.

Young peoples’ knowledge, attitude and
practices toward sexual and reproductive
health issues

The youth surveyed mentioned a few key SRH
issues as being of high importance to them: in
particular, these were puberty related issues
(54%, most of whom were female), including
menstrual pain, acne, mood changes, anxiety
and depression.

Participants’ knowledge of contraceptives and
FP methods; Over 86% of respondents were
aware of contraceptives, although only around
79% were able to name specific types of
contraceptives. See Graph 3 for a breakdown
of the contraceptive methods mentioned by
the respondents (respondents were asked

to mention all the methods they were aware
of). In relation to condomes, a little under half
of the respondents (48%) were aware that
condoms prevent STls as well as pregnancy.

Graph 3
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Some 52% of respondents stated that they
were aware of STIs transmission modes,
whereas some 43% didn’t know and 5% didn’t
answer the question. However, when asked
to explain how STIs spread, it was clear that
additional information and awareness-raising
may be required. As illustrated in Graph

4, some 20% of respondents stated that
sexual relationships may cause STls. Another
20% stated that the exchange of bodily

fluids is to blame. AlImost 5% responded
‘homosexuality”. Other answers included
‘cross-infection’, and ‘blood transfusion’.
While some respondents hence provided
accurate answers, these responses indicate
that access to accurate and scientific, non-
biased information will be of importance in
helping young people build their knowledge.
Other findings in this report — regarding
young people’s hesitations in accessing health
facilities for information, and on the main
sources of information they do use — provide
important insights as to how this information
can be disseminated.

Graph 4

Furthermore, 12% of participants reported
that they or any of their friends have, or have
had, an STI (5.5% Hepatitis B, 3.7% Candida,
3.4% gonorrhoea, 1.5% syphilis and 1.5% HIV).

Premarital sexual relationships and their
knowledge of STls and their transmission
mode; Some 14% of respondents answered
yes when asked whether they or any of
their friends had had premarital sexual
relationships.

Taken together, these results indicate that

if and when young people, and particularly
unmarried young people, engage in sexual
practices, they often lack the necessary
knowledge to protect themselves. Because
there may be specific socio-cultural barriers
preventing unmarried young people from
receiving information and services, unmarried
young people are at a particular risk of STls
and/or unplanned pregnancy. Such results
indicate a need to drastically improve the
delivery of information on SRH through
collaborative efforts of SRH service providers,
school and university systems by launching
projects and programs that aim to increase
knowledge.

Perceptions of Modes of STI Transmission

20%

20% 20%

15%
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Sexual Exchange of Homosexuality
Intercouse Bodily Fluids

Modes of Transmission

2 Although there is no link between homosexuali-
ty and STIs per se, this option was included in the
research because it is a common perception that

homosexuality is ‘to blame’ for STI transmission. This

option was hence included as a way of assessing
attitudes.

7%

Cross Infection
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Furthermore, when asked about their
primary sources of SRH information and
counselling, only 12% responded that they
would approach a health professional at

the university, and another 12% from a
health facility (outside the university). Just
under 38.8% responded that they sought
information “from the university’ as part of
their study’s specialties in nursing, midwifery,
medicine, and other health-related specialties,
27% from social media, and 15% from older
siblings. The findings of the key informant/
focus group interviews validated some of
these findings, in particular around social
media. The interviews also pointed to young
women, in particular, relying on advice from
female friends. Given that both social media
and friendly advice may be flawed, these
responses underscore the need to enhance
the availability of accurate, high-quality
information to be available at easily accessible
sources.

Social media may be put to good use in given
how commonly used it is. Around 60% of
respondents state that they use social media
with some regularity. The survey results also
show that respondents believe social media
can be a useful source of information to help
them “develop positive attitudes and maturity
toward sexual and reproductive issues” (34%),
“gain correct health information related to
reproductive system and sexual behaviour”
(29%), and “protect young people from unsafe
sex experiences” (15%). The challenge will

be to ensure accurate information  reliable
sources.

Young people attitudes and practices toward
risk-taking behaviours

Smoking was a habit among 28% of the
respondents. Some 16% started smoking
before the age of 19 (although less than 20%
of respondents answered this question). Just
under 1% of respondents reported smoking
hashish. Alcohol drinking was reported among
just under 7% of the respondents, with
relatively low levels of drinking reported — less
than 3% reported drinking up to 2-4 times per
month. lllegal drug use was reported by 3%
of the population sample. It should be noted
that this is significantly less than reported by
Glick, et, al. in a 2018 study which showed
10.5% of males and 4.3% of females reported
trying drugs.

Regarding seeking help for the identified
health risk behaviour problems mentioned
above; Around 36% of participants sought
help for one or more than one problem; 19%
for quitting smoking, 7% for stopping drug
abuse, 6% for testing/treatment of STIs,

and lastly 5% for help with alcohol abuse.
When asked where they went for help, some
21% reported that they sought the support
from a family member or friend, 10% from
psychological counsellors, 7% from a private
health clinic, 4% from a government health
clinic, 4% sought help from pharmacy and 3%
from social services. Some 4% of respondents
who needed help did not know where to turn.



Young people knowledge, attitude and practices toward youth-friendly health services
(YFHS)

The Participants’ sources of health information in general; As Graph 5 illustrates, a
significant majority of young people reported that an important source of health
information is the internet — a valuable finding when identifying avenues for creating
awareness.

Graph 5
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Participants’ satisfaction with quality for services they received; Information about the
degree to which young people seek services, and the degree to which they are satisfied
or dissatisfied, can be of great value to policymakers and service providers. Graph 6
below shows that the reasons for dissatisfaction with services relate to just a few key
factors: i) real or perceived unavailability or inaccessibility of services (around 20% of
dissatisfied clients); ii) dissatisfaction with health workers’ competence, attitude or
confidentiality (48%). Only a quarter of respondents stated that they do feel that existing
health services cater to the needs of young people.

Graph 6
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Reasons for not going to health centres to
receive health services; Many respondents
also reported that they did not access health
services, the reasons provided are indicative
of areas for improvement. The different
reasons can be put into sub-categories;
relating to the real or perceived lack in
availability and/or accessibility; hesitance to
visit a health facility due to the perception
that confidentiality is not guaranteed; and the
issues of stigma, shame and embarrassment.

From this information about why young
people do not seek health services or are
dissatisfied when they do, we can conclude
that better information about the availability
of health services, ensuring greater
confidentiality, and improving the youth-
friendliness and attitudes of health service
providers may be critical to enhancing young
people’s health-seeking behaviour.

Participants’ expectations of the services
provided by YFHS centres; When asked about
their expectations from a youth-friendly
health service (recipients could mention
several services), issues related to SRH and
gender-based violence were high on the list.
Around 54% stated they expected provision of
sexuality education and awareness and 29%
suggested that marriage and pre-marriage
counselling would be a critical service.

Some 27% mentioned violence counselling.
Furthermore, 27% provision of general
information about SRH, and 22% highlighted
provision of FP-services.

Some 34% suggested that they would expect
youth-friendly services to act like a “life
coach” for a healthy lifestyle (sports, nutrition,
active citizenship and well-being). Over 60%
of respondents expressed a preference for
youth-friendly services to be provided at
either private or government clinics. Another
19% highlighted youth centres, and 15%
mentioned universities. Interestingly, NGO
and UNRWA clinics were the least preferred
options, at 7% and 5.5% respectively.

A further important finding of the study was
that some 77% of young people expressed
that cost would be a barrier for them at least
some of the time. Only 13% of respondents
were unconcerned about the cost of services.




= Key findings from the qualitative data

- Interviews with academic and
service professionals

The service institutions (PMRS, HWC) and the
university representatives in West Bank and
Gaza emphasized their role in appraising the
young people’s health and development as
part of their service mission and goals and as
a result, their programmes and activities are
carried out accordingly. For instance, recently,
two universities launched YFHS centre

within their premises and one of the service
institutions (PMRS) is working continuously
with the model of YFHS and its protocol. In
general, the service institutions, health service
delivery points and the young centres at
academic institutions provide the following
services to varying degrees; health education
and awareness programs, treatment and
counselling for physical health problems, SRH,
and individual counselling and PSS.

Youth’s needs are significant and critical

to address, and should be considered as

a priority and taken seriously by decision-
makers at all levels. The academic and

service professionals summarized the health
issues and problems that young people face
as behavioural problems, violence, drug
dependency and addiction, smoking tobacco,
unemployment and the least to be worried
about physical health problems. From a wider
perspective, they emphasized the Israeli
occupation, lack of efficient institutions and
the societal norms regarding early marriage,
marriage among relatives, and violence are
factors contributing to psychological and social
problems among the young and adults too.

The academics identified several barriers

for young people to access health services
including condensed academic schedule,
students are not interested in non-academic
activities, cultural constraints on allowing SRH
issues to be discussed openly and limiting
females from participating in youth-related

and non-academic activities. In addition,
service insitutions representatives indicated;
lack of advocacy, lobbying and awareness-
raising activities including lack of social

media platforms for the available services
and information and most importantly,
health centers do not provide comprehensive
services that meet young needs and fulfill
their aspirations.

Professional stakeholders agreed that there

is no national health care system specialized
for youth in Palestine nor in the institutions
providing health services for these youth. The
youth health services for young people are
spread across sectors and integrated within
the larger health care system. The new school
curriculum addresses youth problems and
provides them with education and awareness
but is not sufficient, and there are initiatives
to promote the integration of SRH issues into
the school curriculum. There is no or poor
coordination between the different sectors

in Palestine and the institutions providing
youth programs. There is also insufficient
data and information about youth’s health
problems, available services and current
programmes for young people. The academic
and service providers support and insist on
the establishment of YFHS in any accessible
place for students and other young people in
the area; the academics want this center to
be located in each university and the service
providers wanted the center to be located
within their premises.

- Focus group discussion with health
service providers

The health providers identified YFHS centre
as a place that provides young people with
physical, psychological, social awareness and
intervention services. It should be tailored
to meet the needs of young people. Most

of the interviewed health care providers



were knowledgeable and use professional
resources (research, reports, by working with
young people, etc.) regarding young peoples’
health needs, problems and priorities. They
emphasized the importance and priority

of SRH awareness and education sessions,
concerns about risk behaviors and violence,
early marriage etc. Young people seek health
information mostly from the internet as their
first choice followed by friends as a second
choice. Some sought information from family
health centres and NGO centres. Government
centres are the least accessed by youth, who
reported not seeking information there in
order to avoid the “fear and shame”.

They further described their health care
centres as accessible to all, well-equipped
with the necessary equipment including
laboratories and drugs. The health care
providers are able to function professionally
and efficiently. They appraised the
coordination and collaboration with other
health institutions, especially regarding the
referral system. However, the barriers the
health care providers identified preventing
young people from accessing health services
are the lack of youth-sensitive services and
information, lack of dedicated space, cultural
constraints, shame and fear and financial cost.
Barriers where also identified in providing
awareness-rising activities regarding SRH, in
form of social constraints to discuss openly.

Although, the health service providers
reported that they have quite a good number
of young people visiting their centres and
mostly seeking services for SRH issues,
violence, early marriage and marriage
relationships. For SRH problems they reported
mostly on FP issues, sexual relationships and
problems, STls and infertility. They appraised
their consistent and regular awareness

and education programmes launched for
males and females in different sectors and
communities (both young people and parents)
on adolescence, early marriage, STls, violence,
antenatal, perinatal and postnatal care, breast
feeding, FP and marriage counselling. As

well, an important aspect of the work is the

development of young people’s leadership
skills, lobbying and advocacy skills as well as
encouraging peer to peer education on SRH
issues and social problems.

They supported the establishment of YFHS
and suggested to be accessible for young
people and preferred to be integrated within
their health facilities and staffed by experts in
young people’s health. Others preferred the
centres to be independent, in an accessible
location within the city centre, in the villages,
open in the mornings and afternoons,
equipped with experts in youth health, and
free of charge. All emphasized the financial
cost is a barrier for the establishment of YFHS.

- Focus group discussion with young
people

The participants’ knowledge of the concepts
of health and YFHS varied within and between
the groups, depending on their age and
experiences. The older age group showed
more interest and understanding of the
matters discussed more than the younger

age group. Further, the importance of YFHS
was highlighted in combination with quality
of health care. The differences regarding age
can be connected to the lack of education for
instance in form om CSE at an early age which
affects and creates a gap of knowledge crucial
in the transition phase to adulthood.

The participants’ responses were almost
similar in identifying their health information
sources; most of them considered the internet
and mass media as the primary source of
their information and some others considered
friends and family. Regarding the internet and
social media, it is considered the fastest and
easiest source of information. They further
elaborated; poor family dialogue on these
topics and the dependence of young people
on friends or social networks may lead to
gaining false information and behavioural
misconduct as well.

The young people discussed their needs
and priorities which covered, behavioural



problems and the underlying factors;
economic status and unemployability;
sociocultural norms in the society contributing
to stereotypes and social status including
early marriage and marriage witin families.
Further, the participants highlighted the
issue of the significant number of persons
living with disabilities, especially in Gaza as

a consequence form the violence from the
occupation and also the phenomenon of
social problems that can be seen through

the prevalence of child labour, peddlers and
beggers under the age of 18. SRH issues were
also addressed, although resistence occured
through feeling embarresed and ashamed.

Regarding access to health services and
information most of the participants sought
health services from governmental, UNRWA
and/or community health centres, however
emphasizing these centres not meeting
their needs and do not address youth issues.
They further described the health centres’
infrastructure as not appropriate for the
provision of youth-friendly health services and
do not ensure their privacy or their right to
confidentiality and respect.

Which is connected to the barriers in
accessibility. The vast majority of participants
agreed that there is a lack of youth health
service centres and the lack of space within
the available centres to meet the specific
needs of young people. They reported that
the health service providers in these centres
are not qualified to offer youth services

such as awareness and counselling on

sexual and reproductive health issues, and/
or on problems of nutrition for either being
underweight/overweight or obesity. They
added that some health service providers
are reserved toward the issue of sexual and
reproductive health and consider this issue as
imported from the ‘West’ and does not meet
the normes, traditions, values and religion of
the Palestinian culture.

Therefore they welcomed and supported the
establishment and enchancement of YFHS
centres offering comprehensive services and
information that are age and gender sensitive.

The youth also agreed that the centres should
be within the boundaries of their residential
areas. The youth suggested that these centres
be equipped with recreational facilities and
green spaces. Almost half of the young people
preferred the service provider to be of the
same sex of the beneficiary, while others do
not mind this matter



RECOMMENDATIONS

1. Recognize the need for dedicated policies

and services for adolescents and youth
as a priority area within the health and
education sectors

This report adds to the body of evidence,
which clearly shows that adolescents and
youth have specific health needs, and
that their ability to meet these needs

may be inhibited unless specific actions
are taken. The ultimate aim must be to
establish and institutionalize YFHS as

a recognized priority area within the
health and education sectors. These may
include actions at policy level, (such as the
development of dedicated policies and
strategies), at institutional level (such as
the establishment of a dedicated unit on
adolescent health within the Ministry of
Health (MoH), and/or the formalization of
working arrangements on adolescents and
youth between Ministries of Health and
Education). They must also include actions
at the level of services, where the findings
of the report can inform priority setting in
terms of the priorities required for health
centres to be youth-friendly in practice.

* To ensure sustainable scale-up and
continuity of services, develop formal
partnerships and frameworks with
the Ministry of Health, which has the
greatest impact on downstream health
services including YFHS, if possible
including a dedicated directorate
at the MoH; further, formalize
cooperation between MoH and the
MoE to ensure enhanced delivery of
evidence-based health education.
Improvements of school health
systems and the promotion of an
integrated youth health nurse system
within schools and universities may
also have the potential for significant
impact.

e Enhance coordination within the

sector among actors involved in

the delivery of health services for
adolescents and youth. The recently
formed Adolescent Health Coalition
may be a very effective vehicle for
improved coordination not only
around programming and service
delivery but also around advocacy.

2. Enhance the availability and accessibility

of health services for adolescent and
young people

The survey of young people tells a clear
story. Many young people are (or feel)
unable or unwilling to access health
services, either because they do not
exist, because they are unaware of them,
or because they do not trust them. It is
therefore essential that efforts are made
to enhance the availability and accessibility
of youth-friendly health services, and to
increase young people’s awareness of
what, where they are and how to seek
help.

* Scale-up existing efforts to provide
health services for adolescents and
youth, taking into account lessons
learned to date, as well as the findings
of the research.

* Consider developing quality
assessment tools including a set of
minimum quality criteria for YFHS,
including a focus on availability and
accessibility, the competence of health
service providers, satisfaction of users,
and criteria such as cost, opening
times, physical space and equipment/
materials. The criteria should be
developed and owned by the Ministry
of Health and supported by partners,
as a means of ensuring standardization
and institutionalization of quality.



* |nscaling up YFHS, take into account
young people’s views on their
preferred type of clinic, locations and
opening times.

* Ensure that services provided match
the priority needs of young people
as identified through the survey, and
that service providers are equipped
and willing to provide services which
are competent and non-judgmental.
Furthermore, take into account the
important gender differences in the
stated priorities and needs between
male and female respondents, and
tailor services accordingly.

* Inrecognition of the significant
number of respondents in the survey
who say they are not aware of the
existence of location of health services,
let alone YFHS, ensure greater
dissemination of information around
the availability, location and opening
times of service centres, as well as of
services available. Further, consider
organizing introduction visits, for
example of university students, where
students can meet the health workers
and receive an overview of which
services are available. In addition,
information online and on Facebook
and other social media may be scaled
up by YFHS.

3. Ensure that YFHS centres are staffed with

well-trained, competent service providers
with positive attitudes to young people.

A significant finding of the survey is

that young people do not have high
expectations of health providers. Their
experiences are fairly negative, with almost
half of dissatisfied respondents pointing to
dissatisfaction with health workers. Indeed
some 26% of young people who did not
seek health services state that they fear
judgement, a lack of confidentiality, or
other factors relating to health workers’
competence. Whether these perceptions
are real or perceived, they point to a

significant area of improvement. Specific
recommendations include:

* Ensure that staff working in YFHS are
provided with dedicated training on
youth health needs, which includes
specific components on confidentiality
and the need for judgement-free
attitudes. Include requirements for
such training in quality criteria for
assessing YFHS, along with questions
about client (both female and male)
satisfaction.

o Ensure that YFHS staff include both

women and men, in recognition of the
shame and embarrassment that young
people may feel in discussing sensitive
issues with a service provider of the
opposite sex.

*  Recognizing that confidentiality is a

major concern, and further recognizing
that SRH issues, in particular, may

be challenging for health workers to
discuss openly, ensure the availability
of reliable means of accessing
information such as written materials
and online resources and/or apps.
Such tools can ensure that young
people access correct information
without having to have face-to-face
conversations if they do not feel
comfortable doing so.

4. Redouble efforts to ensure that issues

of stigma, shame and embarrassment,
including that which is caused by
cultural conservatism, do not become
impediments to young people’s access to
information and services.

Unsurprisingly, it is clear from the research
that issues relating to stigma, reputation,
and embarrassment are important
impediments to ensuring that adolescents
and youth receive and make use of high-
quality information, counselling, and
services. To tackle these issues, a dual
approach is proposed; first, to work around



the stigma by providing young people with
other, more confidential/private avenues
for accessing correct information; and
second, tackling the stigma head-on by
seeking to speak more openly about SRH
issues and needs.

*  Given that a significant majority
of adolescents and youth say their
preferred method of accessing
information is the internet, ensure that
high-quality information is accessible
to young people through trusted
channels.

*  Promote existing and new online
tools and mobile phone applications
(including the “Mustashari” app which
is under development) to ensure
young people can access reliable
information confidentially.

*  Ensure YFHS are well stocked with
reading material which can be taken
home and read in private, including
entertaining materials such as comic
book formats.

* Inorder to challenge the stigma
around SRH issues, seek to promote
dialogue about SRH in local and
national media, on radio talk shows
and on television.

e At the institutional level, work
with the Ministry of Education to
promote the effective delivery of
Comprehensive Sexuality Education
in schools, both by ensuring a holistic
curriculum, and by supporting
teachers to deliver the most sensitive
sessions comfortably. Currently, a
group of technical professionals are
updating the teachers and counsellors’
guidance book on adolescent health,
coordinated by Juzoor for Health &
Social Development. This book will
include youth-friendly material and
exercises to do in classrooms. Such
work may be most effective when
accompanied with community/parent

outreach to ensure understanding and
buy-in of the material taught.

Establish, and scale-up, peer-to-peer
education as a means of providing SRH
information and outreach. This may be
especially effective for young women,
as they most frequently stated that
they seek the advice of their friends
and peers.

Community outreach at all levels is
needed to tackle the existing stigma
and misconceptions connected

to a number of topics such as FP,
SRH, and STlIs etc. With the aim to
increase the accessibility, availability
and acceptability of services and
information.
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Chapter |

Introduction



The Middle East and North Africa (MENA) region, including the
Occupied Palestinian Territory (oPt) is a ‘youth bulge’. Due to an
extremely high fertility rate in both the West Bank and Gaza, the youth
population is expected to grow to alarming rates. The Palestinian
population is young (69% are below the age of 29) and growing fast.
The percentage of youth in the 15-29 age group comprises 29.2% % of
the total population, distributed by 36% in the 15-19 age group and
64% of the 20-29 age group. (UNFPA, 2016; 2017).

Since the 1994 International Conference on Population Development
(ICPD), countries have been encouraged to adopt programmes that
safeguard the youth’s privacy, including confidentiality, respect

and informed consent (ICPD, 1995). The services tailored to these
expectations are defined as youth-friendly services (YFS) and are
designed to improve care for the youth. These services include
counseling, FP, Voluntary Counseling and Testing (VCT) and treatment
of sexually transmitted infections (STIs). These services should be
accessible, acceptable and appropriate for the youth. They should

be rendered in the right place with reasonable prices, sometimes
free of charge, when necessary, and delivered in the right style to be
acceptable, effective, safe and affordable (WHO, 2008).

UNFPA’s strategy on adolescents and youth, “My body, My life, My
World” (2019) strives, for instance, to ensure access to integrated
sexual and reproductive health services and information and to
address the determinants of health and wellbeing. Youth sexual and
reproductive health and rights need to be promoted and respected in a
world to enable them to make informed choices over their own bodies
while enjoying a healthy life and successful transition into adulthood
(UNFPA, 2019).

Youth-friendly health services represent a strategic approach to
improving young peoples’ health. As a step towards achievement, two
YFHS centres were launched, at Al-Quds and Al-Azhar universities.
The effort is a collaboration with AICS through financial contribution
and implementing partner PMRS. Furthermore, for scaling-up and
replication of this experience, UNFPA sought to conduct this feasibility
study to investigate the provision of more youth-friendly health
services in the occupied Palestinian Territories (oPt).



1.1 Study background and significance

Worldwide, young people are making their
voices heard nationally and globally. They

are calling upon their governments to fulfill
their commitments, particularly to respect
and protect human rights. They are helping to
create the intergovernmental agreements that
guide the work of UN organisations including
UNFPA’s. They are demanding investment in,
for example, their education, health, asset
building and are insisting on their active
participation in decisions determining their
own and their nations’ futures. This means
that no sector or organisation can do what

is needed to support young people on its
own. Only by working together across sectors
and in collaboration with young leaders, can
the constraints on young people’s progress

be removed, and key obstacles effectively
tackled, paving the pathway to adulthood with
opportunity and support (UNFPA Strategy on
Adolescents and Youth, 2013)

With many economies unable to generate
sufficient jobs, and poverty forcing
adolescents to leave school prematurely,
young people must be given the option of
accessing vocational and job training, as well
as to assets, such as credit, if they are to
generate livelihoods. Laws and regulations
must also be enforced so that underage
children are not trapped in the labor market
that those at the age of work receive
appropriate treatment.

Simultaneously, adolescents and youth must
receive comprehensive sexuality education to
develop the knowledge and skills they need
to protect their health throughout their lives.
Such education can be provided by schools

or by non-school programmes but ideally
should be combined with training on skills and
opportunities for physical activity that is vital
to good health.

Part of UNFPA’s 5" country programme cycle
(2015-2017) supported the Palestinian MoH
in launching a pilot Youth Friendly Health

Services (YFHS) model in Dura/Hebron District.
The YFHS model centre applied a national
protocol for services and employed four
relevant staff: nurse, doctor, social worker, and
receptionist trained on the operationalization
of the mentioned protocol. The centre had

an average of 100 visits in one month from
youth (aged 10 to 29) and an average of

300 adolescents and youth benefited from

the services through outreach interventions
implemented by the centre’s staff in the
schools and community centres. Furthermore,
255 cases were referred to specialized services
outside of the centre.

The objectives of the YFHS centres are as
follows:

* Promote a healthy lifestyle and optimal
health behaviours among adolescents
and youth through structured health
promotion interventions and counselling.

* Interact with adolescents and youth at
times of concern or crisis, when they are
looking for a way out of their problems.

* Establish links to other specialized services,
such as counselling and recreational
services, which can support young people.

* Prevent and mitigate factors leading to
health problems that can affect the health
and wellbeing of youth and/or result in
chronic illness or disability.

* Detect cases that might lead to ill health or
cause adolescents’ concern.

¢ Refer cases that require higher level
of treatment to appropriate service
providers, including gender-based violence
services.

* Create connections with families and
influential community members (i.e.
religious leader, village council leader) as
core group of support and success of the
centre.

* Networking with other major stakeholders
(Ministry of Education, Ministry of social



Development etc.) for partnerships,
referral and other purposes.

The progress reports of the MoH/Dura YFHS
model centre for two consecutive years (2015
and 2016) indicated a success in demand from
young people and community members with a
service delivery for 5,600 young beneficiaries.
Therefore, UNFPA is conducting the present
feasibility study on YFHS for replication and
scaling up in certain service delivery points by
offering practical recommendations to achieve
worthy outcomes. The service delivery

points include health centres, youth centres,
universities and safe places for young people.
The objective is to offer services that meet
their needs and identify improvement needed
for YFHS in East Jerusalem, West Bank and
Gaza.

Furthermore, a recent discussion held on
November 8, 2018 among UNFPA, the
national YFHS steering committee members’
representatives of academic and service
institutions, requested/identified the need
to have an insight into what services are
available and the quality of services offered. It
was agreed that these services are sporadic,
uncoordinated and insufficiently equipped to
respond adequately to the needs of young
people.

1.2 The study goal and
objectives

The goal of this feasibility study is to deliver
evidence-based information that will form
a road map for a successful and sustainable
YFHS delivery points and to strengthen
capacities of all relevant stakeholders to
meet young peoples’ needs. Based on the
study findings, a set of recommendations
are proposed, with the aim of improving
interventions and service delivery
implementation, and advocating for and
sustaining YFHS in East Jerusalem, West Bank
and Gaza. To meet the aim, the following
specific objectives were set:

Specific objectives:

1. Identify key issues and needs of
young people (15-29 years) in East
Jerusalem, West Bank and Gaza for
the so-called “youth-friendly health
services” and their preference of
setting and approach.

1. Identify the best delivery points/
places to provide and sustain YFHS in
Palestine, including the humanitarian
settings in Gaza.

2.  Examine the feasibility of establishing
a YFHS centre within the targeted
locations (service providers,
management focal points) and analyze
their readiness to offer such services
taking into consideration services’
approaches, uptake, relevance,
content and modality of operation.

3. ldentify the perceptions of the
stakeholders (service providers,
management focal points in the Dura
pilot model centre and PFPPA Center in
Hebron) and evaluate the experiences
of the beneficiaries who accessed the
YFHS.



Formulate recommendations for
consideration by stakeholders on
actions to improve the health and
wellbeing of young people and
interventions to strengthen YFHS
model services by institutionalization
within these points.






Chapter I

Literature Review



The literature review helps to guide the study and to provide the
foundation for developing detailed recommendations for optimizing
the health and wellbeing of young people. The state of Palestinian
young people, their perceptions of health, health problems, risky
behaviours and their needs is summarized and presented. As well, a
review of international models and programmes for young people
and the mapping of existing programmes and services are presented
in order to identify best practices for the prevention and treatment
of health problems and development of healthy productive young

people.

2.1 The status of young
people within the
Palestinian context

Young people face a number of challenges
related to their health. Rapid physical
changes occur during puberty, such as height,
weight and body shape, genital, hormonal
and neurological changes. In addition,
psychological development, such as a desire
for autonomy and a more mature self-
understanding, contribute to the potential

for turmoil during adolescence. Young people
are not a homogeneous group; the challenges
and opportunities affecting their lives are
broadly similar but also vary largely depending
on their specific and unique contextual
circumstances (United Nations, 2007).

The health situation in the oPt remains
affected by the occupation since the 1967 war,
which continues to permeate every aspect of
its current existence and development. The
territory has been split into the West Bank,
East Jerusalem, and the Gaza Strip, each

with its own governing body, legal system,

and unique development and human rights
context. The West Bank has been divided into
three distinct land areas according to their
control and authority; Area A (under complete
Palestinian civil and security control), Area

B (under Palestinian civil and Israeli military
control), and Area C (under complete Israeli
military and civil control). Area C comprises
approximately 60% of the West Bank (UNFPA,
2017).

Palestinians living in East Jerusalem are
particularly vulnerable to a conflicted sense
of identity, heightened and frequent levels
of violence, unclear legal framework, and
destructive coping mechanisms, such as
high levels of drug abuse (UNFPA, 2017).
Furthermore, the Gaza Strip has entered
an extreme situation of developmental
deterioration termed as ‘de-development
because of the siege imposed by Israel for
over 10 years (Efrat, 2015).



The long-lasting siege and the serious
constraints imposed by the occupation, as well
as the absence of a fully unified Palestinian
central administrative control over the West
Bank and Gaza Strip impact the physical and
mental health of the population and the
development of quality health services all
over oPt (WHO situation analysis reports,
2016). This situation has been aggravated by
the internal Palestinian political divide, the
financial crisis of the PNA and the barriers
to access health care facilities are a serious
enduring and well-documented problem
(WHO situation reports, 2015).

During adolescence and youth-hood,
individuals begin the transformation from
childhood to adulthood, having to formulate
their identities, beliefs, and behavior.

Gender identity is extremely relevant when
formulating oneself, in terms of personal
understanding of what is ‘normal’, permissible,
acceptable, desirable, etc. Palestinian

young people and adolescents’ growth

and development have been very much
influenced by two major factors: externally
by the forces of occupation and exposure

to high rates of violence and discrimination;
and internally, by Palestinian fragmentation,
loss of identity, and a patriarchal society.
These factors are extremely damaging factors
during the formative years of life. The gender
dynamics created by a patriarchal society
affect other key developmental areas, such as
economic growth, civic engagement, health,
and sexual education. Patriarchy affects men
and women, boys and girls, in different ways,
creating specific models for masculinity and
femininity that pervade all other areas of life.
In Palestine, gender inequality has created

an oppressive environment with limited
opportunities for women. Both horizontal and
vertical segregation can be seen in key areas,
specifically women’s economic and political
participation (UNFPA, 2017)

UNFPA estimated in the publication “Palestine
2030” (2016) that the population will continue
to grow and duplicate in numbers considering

the young age structure and the high fertility
rate due to a large number of women in
reproductive ages in combination with
socio-cultural norms regarding childbearing
and the encouragement of getting several
children. Although a rapidly increasing youth
population can cause extreme stress on

an already underdeveloped infrastructure
(education, health, social services, urban
infrastructure, housing, and access to
economic opportunity), it can also contribute
to demographic dividend. Young people need
opportunities and access to quality education
and economic opportunity, participation in
public life, access to quality youth-friendly
healthcare, and to be informed and choose
well among these opportunities that can lead
to positive growth for Palestine as a whole
(World Bank, 2007; UNFPA, 2016;2017).3

Youth population; the United Nations defines
various groups of young people: ‘adolescents
(10 — 19 years old) and youth (15-24 years
old). The PCBS (2018) identified the age
group of 15-29 years of age as the youth

in the Palestinian society. The Palestinian
society is a ‘young society’ where the young
comprise around 30% of the total population
distributed according to 36% in the 15-19 age
group and 64% in the 20-29 age group, with
more than half of them living in Area C close
to the apartheid wall and the settlements
(PCBS, 2018).

3 . Arecent UNFPA study Palestine 2030 has demonstrated
that Palestinian youth can present a demographic threat or
a great opportunity for the future. Learning that the youth
population will be more than double by 2050, and increase
by a million by 2030 is a daunting prospect. However, if
youth were to receive quality access to education and
economic opportunity; participate in public life, in the
formal and informal political spheres; access to quality
youth-friendly healthcare, including sexual and reproduc-
tive health; and felt themselves to be productive, valuable
members of society, their potential could lead to positive
growth for Palestine as a whole.



Marriage and households; the average size
of Palestinian households was 5.2 people

in 2015, 5.0 in the West Bank and 5.7 in the
Gaza Strip (Palestinian Youth Survey, 2015).
According to the data from the Population,
Housing and Establishments Census (2017),
there was an increase in households headed
by young people (15-29 years). The rate
stands at 14.9% compared to 9.2% in 2007,
indicating an increase in the social and
economic challenges that young people in this
country face.

According to the PCBSs’ youth survey (2015)
on marriage findings, 28% of youth (15-

29 years) are married compared to 3.9%
engaged and 0.6% widowed, divorced or
separated. The percentage of married youth
reached 25.6% in the West Bank, compared
to 31.6% in the Gaza Strip. The percentage

of married males reached 15.6% compared

to 40.8% females for the same age group.

In contrast, early marriage among females
(20-24 years) less than 18 years was 10.8% in
2017 compared to 18.1% in the 2007 census
and compared to 30.5% in 1997 census for
the same age group. This gradual decrease in
early marriage among Palestinian females can
be attributed to extensive and comprehensive
efforts made by governmental institutions and
NGOs.

Education; the results of the Population,
Housing and Establishments Census (2017)
shows that 35.3% of individuals (15-29 years)
were enrolled in education, 80.7% in the age
group (15-17 years), 42.4% (18-22 years), and
7.1% (23-29 years). While the percentage of
enrolment among young males was 31.1%
compared to 39.7% for young females. In
1997, enrolment among youth reached 28%,
and increased significantly to 44.4% in 2007
(PCBS, 2018). According to the Labor Force
Survey 2018, 37% of youth aged between
18-29 were enrolled in education, 45% (18-22)
and 7% (23-29). 17% of youth between 18-29
had a bachelor’s degree or higher in 2018,
compared to 12% in 2007 (PCBS, 2019a). The
dropout rate among youth was 34% in 2016
and was higher among males (PCBS, 2017).

The rate of illiteracy among individuals (15-29
years) decreased from 1.1% (1.1% in the West
Bank and 1.2% in Gaza) in 2007 to about 0.7%
among youth in 2019 (PCBS, 2019a).

Labour and employment; young people’s
participation rate in the labour force increased
t041.1% in 2017 (63.0% among males and
18.9% among females) compared to 33.8%

in 2007; this increase was similar in the West
Bank and Gaza during the same period. In
2018, 52% of 18-29-year-olds participated in
the labor force, continuously dominated by
males. On the other hand, the unemployment
rate increased from 30.5% (2007) to 41%
(2017) (PCBS, 2018) and 45% (among 18-

29 year) in 2019 (PCBS, 2019a). Comparing
West Bank and Gaza, the unemployment

rate in the West Bank increased from 25.6%

in 2007 to0 27.2% in 2017, and it increased
significantly in the Gaza Strip (from 39.8%

to 61.2%) during the same period for the
same age group. Addressing the reasons for
unemployment, 76.4% of youth reported that
the unavailability of jobs was the main reason,
while 9.6% of them reported that their job did
not match their qualifications and experience
(PCBS, 2018).

For the working youth, 23% worked in the
services sector in 2017 (16.8% males and
65.2% females) compared to 28.4% in the
trade, restaurants and hotels sector (30.6%
males and 13.2% females), and 19.6% in the
construction sector (22.2% males and 1.4%
females). Additionally, 15.1% of the employed
youth work in industry (15.8% males and
10.7% females). Young women dominate the
services sector, while the trade, restaurants
and hotels sector is the most accommodating
for male youth employment. Less than

1% of Palestinian youth work in decision-
making positions as legislators and senior
management employees (PCBS, 2018).

Financial status and poverty rate; more
than one-fourth of Palestinian youth were
considered poor in 2017. Based on PCBS
national definition of poverty, the term
comprises “absolute poverty” and “relative
poverty”, with features based on balancing



the basic needs of a household of five
members including two adults and three
children”. The household poverty line stands
at (2,470 NIS per month) while extreme
poverty line reached (1,974 NIS per month).
The poverty rate among individuals according
to the monthly consumption patterns reached
29.2% in 2017 (13.9% in the West Bank and
53.0% in the Gaza Strip). The poverty rate
among individuals (15-29 years) according to
the monthly consumption patterns attained
29.5% (13.5% in the West Bank and 56.0% in
the Gaza Strip). It was found that 16.8% of the
Palestinians live in extreme poverty (5.8% in
the West Bank and 33.8% in Gaza Strip), while
the percentage of extreme poverty among the
individuals (15-29 years) was 17.1% (6.1% in
the West Bank and 35.4% in the Gaza Strip).

These living circumstances led more than one-
third (37%) of young people in the Gaza Strip
to think of emigration compared t015% in

the West Bank, (29% males and 18% females)
desire emigrating abroad (PCBS, 2018).

Regarding the priorities of Palestinian

youth (15-29 years) and their wellbeing in
West Bank and the Gaza Strip, 79.4% of
them consider ending the occupation and
building the Palestinian state the top priority,
followed by 7.3% that called for improving
the living standards. The same survey
indicates that young people have key areas
of emerging concern including mental health,
sexual health, alcohol and other drugs use,
nutritional problems and physical inactivity
(PCBS, 2015).

A qualitative study on YFHS needs in Gaza
(2015) indicates that the major health issues

4 Poverty definition in this section is taken from PCBS,
on International Youth Day, 122/8/018) http://www.
pcbs.gov.ps/post.aspx?lang=en&ItemID=3215 last
paragraph

of young males are related to the emerging
use of drugs and addictions, particularly
tramadol, followed by sexual health issues,
stress, isolation and uncertainty about their
future. The female groups reported that the
major health issues they face, related to the
menstrual cycle problems (pain, acne, mood
changes, etc.), as well as reproductive and
sexual issues and nutritional problems either
obesity or being underweight.

Mental health; chronic exposure to violence
over a 50-years period of Israeli occupation
has left Palestine with the highest rate of
mental health disorders in the Middle East.
Around 78% of Palestinians reported having
experienced military raids on their homes.
The prevalence of young people, genetic
homogeneity and the environmental stressors
of conflict over multiple generations are

all contributing factors to mental health
disorders (Hoyle, 2017). The Joint Health
Sector Assessment Report (2014) using

WHO estimates found that up to 20% suffer
from psychological trauma that would need
interventions while the youth survey indicates
that 27.4% of Palestinians have some kind of
mental health problems. A WHO unpublished
report (2009) indicated that one-third of
people visiting Palestinian MoH Primary
Health Care centres in the Gaza Strip and the
West Bank have suffered from mental health
problems; a prevalence that is higher than in
more stable countries

Nutritional problems; can still arise or worsen
during adolescence. These problems include
problems of overeating and/or consistently
making poor food choices, resulting in obesity.
Conversely, other adolescents develop
problems with unhealthy and extremely
restrictive dieting that does not meet the
minimum nutritional requirements necessary
for healthy growth and development.

Abdeen et. al, (2012) analyzed a cross-
sectional survey for randomly selected 3617
adults aged 18-64 years to provide baseline
data on the prevalence and distribution of
overweight and obesity and their associations
in Palestine. The results indicated the



prevalence of overweight was 35.5% among
women and 40.3% in men and obesity was
31.5% in women and 17.5% in men. Adults
aged 45-54 years old were significantly more
likely to be obese (29.2% in men and 50.2%
in women) or overweight (48.1% in men

and 37.2% in women) than the younger
group. The researchers conclude that
obesity and overweight are enormous public
health problems in Palestine. It is therefore
important to carry out population-based
research at the national level to investigate
the social and cultural factors associated with
high prevalence of overweight and obesity
among Palestinian adults.

Physical activities and sports represent a
minimal routine for Palestinian young people.
In fact, only 24.6% (almost a quarter of youth)
reported they exercised daily for at least half
an hour (19.6% in the West Bank and 32.6%
in the Gaza Strip). Gender variance was high
with 32.0% of males exercising compared

to 17.0% of females (PCBS Youth Survey,
2015). Furthermore, findings from the WHO
assessment report (2016) showed that 6.3% of
youth (15-29 years) reported being members
of sports clubs and centres (5.7% in the West
Bank compared to 7.4% in Gaza Strip).

Disability/difficulty; The same PCBS Census
Report (2017) indicated that disability among
young people (15-29 years) has increased
from 2.8% in 2007 to 3.1% representing
40,542 individuals (18,300 in the West Bank
(2.5%) and 22,242 in Gaza Strip (4.0%)). When
distributed according to gender, it was among
young males 4.2% compared to 2.1% among
young females in 2017. Among those living
with a disability, 29.4% (32.1% in the West
Bank compared to 27.2% in the Gaza Strip) are
not enrolled in education. According to Gaza
Emergency Response Action Report (March
2015), in the Gaza Strip, there are more than
6000 people with disabilities and/or injuries,
who are particularly vulnerable and require
rehabilitation. Mobility disability/difficulty

is the most prevalent among the youth and
affects 1.3% of Palestinian youth (15-29 years),
followed by sight disability/difficulty with a

percentage of 1.2% for the same age group.

Health literacy; the ability of an individual to
understand health concepts is an important
factor in how well an individual is able to fully
participate in society. Studies have shown
that people with low health literacy not only
have less knowledge of illness management
but have less input into their own health

care decision-making, in addition to lower
adherence to medication, and poorer health
outcomes (Nutbeam, 2008). Low levels of
health literacy are associated with lower
educational attainment, lower annual income,
poorer health status and fewer doctor
consultations (Adames, et al., 2009)

Palestinian youth use social media to obtain
information: 69.7% of youth (74.8% in the
West Bank compared to 61.7% in the Gaza
Strip) used a computer and used the internet,
while 23.3% had a computer but did not use
the internet. 74.6% of male youth and 64.5%
of female youth used the internet to obtain
information, including about health-related
issues. Moreover, 84.8% of Palestinian youth
owned a mobile phone noting that these
results are for general use and not specific to
health information.

In the Gaza study (2015) Palestinian young
people were asked, “Where would you most
likely go for advice and support?” They
reported friends first, then the internet and
lastly the family. Young males refer first to
pharmacies to receive health service and refer
less to health providers. In general, their last
choice was the parents especially when the
health problems related to addiction and/or
sexual health issues. The young people in this
same study emphasized privacy matters as
reasons to avoid going to clinics or hospitals
because people know each other and youth
fear the stigma if they use these services.
Therefore, they prefer using the internet
rather than seeking help from friends, family
or professionals. Many other studies indicated
that young people are increasingly using the
internet as a primary source for health advice
and support.



The Australian Institute of Health and Welfare
(2010) identified that risk factors for young
people’s health include personal factors such as
genetics, behavioural factors such as smoking
or physical inactivity, and environmental factors
such as socioeconomic status. Specific risk
factors that contribute to a young people’s level
of vulnerability and hence the likelihood of
poor health and wellbeing include experience
of abuse, neglect, conflict or violence within
the family, use of alcohol and other drugs and
unsafe sexual practices and association with
risk-taking peer group

There is little systematic information about
health risk behaviours among youth in Middle
Eastern countries, leaving public health
authorities unprepared to deal with emerging
public health threats at a time of major social
change. According to PCBS Youth Survey
(2015), young persons (15-29 years) reported
that the major health issues they faced were
diseases induced by improper behaviour

like smoking, and mental health problems at
50.0% and 27.4% respectively. There were no
variances related to health issues between the
West Bank and Gaza Strip or between males
and females. For smoking, data shows that
23.5% of youth smoked, 29.5% in the West
Bank and 14.0% in the Gaza Strip with a high
gender variance, 40.9% of males compared to
5.4% of females.

Regarding risk behaviours among Palestinian
youth, Glick, et. al. (2018) conducted a
representative survey among 2500 Palestinian
youth aged 15-24 years in the West Bank and
East Jerusalem, permitting reliable comparison
across sex and rural-urban divisions. The study
found that, among youth aged 20-24 years,
22.4% of males and 11.6% of females reported
having tried alcohol; 10.5% of males and 4.3%
of females reported having tried drugs. The
rates for experiencing sexual intercourse were
low, being for unmarried males, 9.5% (20-24
years), 5-6% (18-19 years) and for females 6.9%
(20-24 years) and 4.1% (18-19 years). Tobacco

use is high, even among younger youth where
45.4% of males and 21.2% of females aged
15-19 reported smoking. The results concluded
that risk behaviours are higher among males,
older youth and in urban areas and refugee
camps.

Sexual and reproductive health and rights
(SRHR) is a universal right included in the
Universal Declaration of Human Rights

(UDHR) and other international human rights
declarations, conventions and agreements.
SRHR is included in other essential human
rights such as the right to life, health, education
information, right to privacy, consent to
marriage, free from sexual and gender-based
violence, etc. It is globally recognized that
realizing the rights of women and girls through
gender equality and empowerment is central to
sustainable development (UNFPA, 2016a; Shaw,
2009).

Access to sexual and reproductive health
(SRH) was more emphasized and viewed

as a fundamental basic human right since
the 1994 International Conference on
Population and Development. Yet across the
world, adolescents’ access to their sexual
and reproductive health rights (SRHRs)

is not respected (ICPD Taskforce, 2013).
Consequently, adolescents, especially females,
suffer disproportionately from poor SRH
outcomes since social norms and taboos
greatly hinder the provision of services to
promote their SRHRs.

The conservative traditional Palestinian-Arab
culture prevents the open discussion of SRHRs.
Furthermore, this culture guides policies, and
the legal framework governing the provision

of services in oPt. As a result, the promotion
and protection of young people’s sexual

and reproductive health rights have been
neglected even though adolescents constitute
approximately one-quarter of the population in
Palestine (PCBS, 2013).



Juzoor’s Women Health Surveillance Report
(2010) reported that, despite a large

number of Primary Health Centres that
provide reproductive services, the data
available on the barriers faced by women
when accessing general health, including
reproductive services, come from a research
study conducted by the Palestinian Women
Development Centre (PWDC) in 2010. Results
showed that insufficient resources prevent
women from accessing healthcare in the West
Bank and Gaza Strip; 48% of them do not have
access to money; 25% referred to the lack of a
female health professional. Additionally,15%
explained that the distance to the health
facility was an impediment, and 15%
complained about the lack of transportation
while 10% lacked knowledge about where to

go.

2.2 International and
National Models of YFHS

A scan of national and international models
of services and programmes to improve
young people’s health was undertaken,
including those focused on prevention and
early intervention. The literature review also
identified service models that have been
implemented within the Palestinian health
services.

Many health initiatives for young people

have not been subject to proper evaluation;
therefore evidence relating to the best models
of youth-friendly health provision is limited.
However, data from several systematic
reviews can be used to identify and describe
the contexts for delivery of preferred youth-
friendly health services (Tylee, et, al., 2007
and Anderson, et, al., 2010).

Evidence suggests that young people avoid
using services that are not youth-specific,
primarily because they are not perceived to
be respectful or confidential (Jacobson, 2006).
Youth-friendly health services are those that
can attract young people, meet their needs
and succeed in retaining them in continued
care. To achieve these characteristics,
however, services must have specially trained
staff, be accessible and preserve privacy and
confidentiality.

In their work within reproductive health
services in Zimbabwe, Erulkar and colleagues
(2005) reported that adolescents rated
confidentiality, short waiting time, low cost
and friendly staff as the most important
characteristics of a health service. Their
findings suggest that, even in the most
resource-poor settings, clinical services

are in a position to improve their level of
youth friendliness. Furthermore, the ACT
Healthy Young People Feasibility Study (2011)



reported that young people valued services
that were helpful, welcoming, understanding,
had knowledgeable staff, nonjudgmental and
maintained privacy and confidentiality.

The World Health Organisation ‘gold standard’
of care for young people friendly services
(2002) must be effective, safe, affordable and
able to meet individual needs, those to which
young people return and those that young
people would recommend to their friends.

The WHO Adolescent Friendly Health Services:
An Agenda for Change (2002), the UN World
Youth Report (2007), and the WHO Making
Health Services Adolescent Friendly (2012)
identified and described that the framework
for youth-friendly health services to include;

1. An equitable point of delivery is one with
equal access to health services for all
youth, not only for a specific group.

e Policies and procedures are in place
that do not restrict the provision of
health services on any terms and solve
issues that might hinder the equitable
provision and experience of care.

e Health-care providers and support staff
treat all their patients with equal care
and respect, regardless of their status.

2. An accessible point of delivery is one in
which youth services are affordable and
provided at times and in places that are
accessible to all young people.

e Policies and procedures are in place that
ensure health services are either free or
affordable to all young people.

e Point of delivery has convenient working
hours and convenient location.

* Young people are well informed of the
range of health services available and
how to obtain them.

e Community members are aware of the
importance of youth access to health
services and support their provision.

e Qutreach workers, selected community
members and young people themselves

are involved in reaching out with
health services to young people in the
community.

3. An acceptable point of delivery is one
in which health services are provided in
ways that meet the expectations of young
people.
e Policies and procedures are in place that
guarantee client confidentiality

e Health-care providers:

v" Provide adequate information and
support to enable each young person
to make free and informed choices
that are relevant to his or her
individual needs

v'are motivated to work with young
people, are non-judgmental,
considerate, and easy to relate to

v are able to devote adequate time
and act in the best interests of their
clients

* Support staff to be motivated to
work with young people and is non-
judgmental, considerate, and easy to
relate to.

e The point of service delivery:

v Ensures privacy (including discrete
entrance)

v Ensures consultations occur in a
short waiting time, with or without
an appointment, and (where
necessary) swift referral

v Lacks stigma

v' Has an appealing and clean
environment

v Has an environment that ensures
physical safety

v' Provides information with a variety
of methods

* Young people are actively involved in
the assessment and provision of health
services



4. The appropriateness of health services for
young people is best achieved if the health
services provided are appropriate at their
various stages of life.

e The health services needed are provided
either at the point of delivery or through
referral linkages.

e Health-care providers deal adequately
with presenting issue yet strive to go
beyond it, to address other issues that
affect health and development of young
people.

5. The effectiveness of health services for
young people is best achieved if the right
health services are provided in the right
way and make a positive contribution to
young people’s health
* Health-care providers have required

competencies

e Health-service provision is guided
by technically sound protocols and
guidelines

e Points of service delivery have necessary
equipment, supplies, and basic services
to deliver health service

6. Gender equitable: Services are safe,
affordable and accessible for young
women and young men, within a context
that promotes the rights of women and
girls to make decisions and determine
their life outcomes.

The argument for a service system that
provides multiple entry points for young
people to any service is strong. In short,
accessing health services may not be a direct
process for an individual young person; rather,
they become aware of or are provided with
information about broader health services
indirectly (Anderson, J. and C. Lowen, 2010).
Such entry points may include the internet,
recreational programmes ran in youth
centres, or a telephone counselling service
such as a helpline (Kang, M., 2005).

Many health initiatives for young people

have not been appropriately evaluated, and
therefore evidence relating to the best models
of youth-friendly health provision is limited.
However, data from several systematic reviews
can be used to identify and describe the
contexts for delivery of preferred and effective
youth-friendly health services (Anderson, J.
and C. Lowen, 2010; Tylee, A., et al., 2007).

Tylee, A et al (2007) categorized the delivery
of preferred youth-friendly health services
models into six groups:

1. The centre specializing in adolescents
and youth health is set in a hospital. The
centre is providing in-patient services in
combination with the alternative for drop-
in service to young people. Additionally,
the centre also serves as a type of
secondary or tertiary referral centre for
health facilities close-by and provides
professional training and a research
agenda (WHO, 2002; The Lancet, 2004)

2. Community-based health facility which
caters to young people within the context
of health-service provision to all segments
of the population. The model includes
stand-alone units (generally run by
NGOs, private individuals or institutions),
and also units integrated in a district
or municipal health system (run by the



government) (Kang, M, Bernard, D., et al.,
2005; Johnson, RL, et al., 2003; Toomet,
K., Part, K., and Haldre, KA.,2004).

3. School or college-based health services
and centres which offers offers preventive
and curative health service in or close
to the school or college premises (WHO,
2002; Brindis, CD., et al., 2003).

4. Community-based centre, which is a
health facility that provides other types
services as well. These centres provide
health information and also recreation
services and help with literacy or
numeracy skills. They often have links
with nearby health facilities where young
people are referred to (WHO, 2002; Kang,
M, Bernard, D., et al., 2005; LaVake, S.,
2003).

5. Pharmacies and shops selling health
products, including condoms and
postictal contraception, However,
they do not provide health services,
for example treatment of sexually
transmitted infections. Social marketing
programmes exist in many countries
which use methods through marketing
for promotion of usage of condoms and
improving availability (Neukom, J., and
Ashford, L., 2003).

6. Outreach information and service
provision through the efforts in several
countries countries to take the health
information including services and
products to the marginalised young
people (Kang, M., et al., 2005; Burns, A.
et al., 2004). The places this interaction
and contact may take place isfocused
on where young people are present e.g.
street corners, shopping malls, or bars) in
combination with workplaces and schools
(Wyn, J., 2000).

Furthermore, on the effectiveness of

YFHS services, the International Planned
Parenthood Federation (IPPF) guide “Provide:
Strengthening Youth Friendly Services” (2008)
pointed out whether services are provided

in a clinical setting, a youth-oriented site, in

schools or in the community, there are certain
essential youth-friendly characteristics for the
services;

e Providers should be trained to work
competently, sensitively and respectfully
with adolescents and young people on
their sexual and reproductive health
needs.

e Services must be confidential, non-
judgmental and private.

e Clinic opening hours should be
convenient for adolescents and young
people: such times. include late
afternoons (after school), evenings and
weekends.

e Services should be accessible to
all adolescents and young people
irrespective of their age, marital status,
sexual orientation or ability to pay.

o An effective referral system should be in
place.

e QOpportunities should be made available
for adolescents and young people to be
involved in designing, implementing and
evaluating the program.

e Services should seek to involve and gain
the support of those important in the
lives of young people and in the local
community, such as partners, parents/
guardians and schools.

The IPPF’s International Medical Advisory
Panel (2005) considers that sexual and
reproductive rights are fundamental human
rights and freedomes, included in several
international agreements and treaties.

Such rights must be enshrined in national
legislations, constitutions and implemented
on the ground. IPPF emphasizes youth friendly
services requirements to be as follows:

e Are able to effectively attract
adolescents, responsively meet their
needs, and succeed in retaining these
young clients for continuing care.



e Should offer a wide range of sexual and
reproductive health services relevant
to adolescents’ needs. While it is not
always possible, attempts should be
made to identify and provide the most
needed sexual and reproductive health
services, including sexually transmitted
infection/HIV services, at the same
clinic.

e Should include sexual and reproductive
health counselling, contraceptive
counselling and provision (including
emergency contraception), sexually
transmitted infection and HIV
prevention, counselling and testing,
treatment and care, prenatal and post-
partum care, sexual abuse counselling,
relationship counselling, and safe
abortion and abortion-related services
(IPPF, 2005).

The IPPF most common models recommended
YFHS are; the clinic-based model, youth
centre model, and school-based model. Each
of the models can adapt the approaches and
elements of YFHS that include; community
support, youth participation, youth-friendly
policies and procedures, youth-friendly staff
and friendly environment. However, in all
cases each model must put in place a strong
and effective referral system for services not
available at the facility.

2.3 Barriers to the delivery
of Youth-Friendly Health
Services

A range of barriers hinders adolescents and
youth’s use of health services; such barriers
are either related to young people or to
service provision. Barriers to young people’s
access to appropriate health care include a
lack of knowledge on the part of the young
person, legal or cultural restrictions, physical
or logistical restrictions, poor quality of clinical
services, unwelcoming services, high cost of
services, cultural barriers and gender barriers
(WHO, 2002)

Geary, el., al. (2014) in rural South Africa
examined healthcare workers’ perceived
barriers to the provision of youth-friendly
health services. The barriers to provision
reported by nurses were lack of youth-friendly
training among staff and lack of a dedicated
space for young people. For example, four

of the eight existing facilities did not appear
to uphold the right of young people aged

12 years and older to access healthcare
independently. Breaches in young people’s
confidentiality to parents were also reported.

In a study conducted to explore the
congruence between the views of service
providers and young people regarding
access to primary health care, Bernard
and colleagues (Bernard, D., et al., 2004)
highlighted the differing perspectives of
the two groups. Young people prioritized
confidentiality, embarrassment and lack of
knowledge about services, while service
providers prioritized structural or systemic
issues such as the need for appointments,
designated opening hours and cost.

The ACT study in Australia (2011) reported
that young people were concerned about
confidentiality, embarrassment, lack of
awareness about services and lack of
service access. Structural factors (such as



cost, transport and opening hours) are also
significant barriers to help-seeking where
these barriers apply to young people across all
socioeconomic gradients.

The Gaza study (2015) about the needs of
YFHS summarized the barriers for young
people to access the health services being
related to cultural and social barriers;

feeling of shame and fear from parents,
confidentiality concerns and place reputation
were the females’ concerns. Shame, cost and
place reputation were the males’ concerns.

2.4 YFHS and programmes

existing in oPt

Although youth concerns are already on the
PNA (Palestinian National Authority) agenda
(the Palestinian National Policy Agenda),

it is important to add greater nuance and
understanding to ensure that the young
people are being targeted and supported
(UNESCO, 2016;UNFPA, 2017). The range of
existing young people services in oPt was
identified including those proposed or under
construction/development.

The National Youth Conference: “Youth at a
Crossroads” held in May 2018 was organized
by Juzoor Association and UNFPA and was
attended by high-level representatives,

both from governmental and international
sectors as well as young people. During the
conference, the importance of integrating
SRH programmes for adolescents in schools
was highlighted. It also emphasized the
importance of continuing the dialogue
between leaders in the education and
health sectors in order to implement
comprehensive programmes that would
allow education systems to include curricular
and non-curricular activities, which aim to
introduce reproductive and sexual health for
adolescents.

Through the MoH, the PNA provides health
services to Palestinians under its jurisdiction

in accordance with the Constitution and

the Public Health Law. Additionally, the

PNA government insurance plan is the
principal insurance provider in the PNA

run territories. Since the ascendancy of the
Hamas government in Gaza, the PNA’s MOH
no longer serves a governmental function

in Gaza healthcare, having been replaced

by Hamas. The majority of funding for MoH
services emanates from foreign aid and taxes.
Public sector spending represents about 32%
of health care expenditure in the Palestinian
territories.

The only pilot governmental YFHS was
established by UNFPA’s 5th country
porgramme cycle (2015-2017), which was
supported by the Palestinian MoH in close
partnership with the Ministry of Education
and Higher Education (MoEHE) and relevant
national partners within the public health
and primary health care services system.

The selection of the MoH to establish

these services was important in order to
institutionalize and include YFHS in the
national health system. Before the MoH
adopted this concept, UNFPA initiated a

long policy dialogue that was part of the 4th
porgramme cycle. All these efforts led to the
development of a national protocol in 2015 for
YFHS model centre. The model was based on
the identified package of services in the 2012
assessment that sought to respond to youth-
defined needs and key priorities. Moreover,
UNFPA organized a study tour to Morocco for
MoH staff in order to fully comprehend and
grasp the idea of a successful model for youth-
friendly health services.

As the development of the protocol was fully
funded, a pilot centre was launched in the
Dura Health Directorate where the centre
was equipped with the comprehensive
package and relevant staff (nurse, doctor,
social worker, and receptionist). The model’s
progress reports for two executive years, 2015
and 2016, indicated success in demand from
young people and community members with
service delivery for 5,600 young beneficiaries.
Unfortunately, this centre was closed due to
the end of UNFPA funding after two years of



its services and MoH authorities reiterated
that financial constraints were the main
reason for closure.

So far, little effort has gone into enabling
primary care practitioners to deliver services
that are sensitive to young people’s needs,
and experience is lacking in ways of reaching
the adolescents most at risk (Glick, et. al.
2018). The potential of school health services,
where available, to contribute effectively to
health and development outcomes of school-
aged children is underexplored.

NGOs in many countries take part in providing
health services that are intended to respond
to the needs of adolescents. These initiatives
are often small in scale, limited in duration
and uncertain in quality while governments
provide youth-friendly services, much more
needs to be done to make them widely
accessible by young people regardless of their
socioeconomic circumstances (Anderson, J.
and C. Lowen, 2010).

Palestinian Non-Governmental Organisations
(NGOs) bankrolled by private benefactors
encompasses a sizable portion of the

health care economy in the PNA. A World
Bank survey found that 11.7% of Palestinians
used NGOs most frequently for their health
needs. 13.3% of households in the West
Bank relied on NGOs compared to 8.1% of
households in Gaza. The World Bank report
explained that fewer NGOs operated in

Gaza than in the West Bank and that Gaza
residents were more likely to be classified as
refugees and therefore had access to services
provided by UNRWA. Palestinians are most
likely to visit NGOs when they require mental
health counselling, physical therapy and
rehabilitation, and medical training and they
are least likely to use NGOs for emergency
care, routine check-ups, and maternity and
paediatric needs.

NGOs having youth health
programmes

Palestinian Medical Relief Society (PMRS)

Founded in 1979 is a non-governmental
health and development organisation and
its ultimate goal is to ensure quality health
for all based on the principles of primary
health care (PHC). Since the founding of
PMRS in 1979, children and youth have
always comprised an essential focus and
concern within PMRS primary health care
programs.

Based on a comprehensive approach
towards health, combining physical, mental
and spiritual components, the entry point
to achieving high levels of health must be
by way of the family, schools, institutions
and the society at large. PMRS is dedicated
to empowering young people and enabling
them to take on an active role in shaping
public health awareness and culture.

This goal is sought by PMRS through the
operation of a number of community-based
youth centres located throughout the oPt.

Youth centres have provided the platform
to carry out various types of activities,
including:

1. Helping young people achieve self-
realization by employing their strengths
in the process of health, social change
and development. The promotion of
positive concepts, values and principles
is envisaged to encourage healthy
behaviours and habfor its that can lead
to the nurturing of active involvement
in building the desired future both the
individual and the society at large.

2. Providing an environment that encourages
young people to acquire necessary
knowledge and life skills in a way that
fosters the integration of emotional and
logical intelligence

3. Empowering young people with different



cognitive disciplines and general rules that
regulate social dynamics, with particular
emphasis on the Palestinian society,

to help them explore its dynamics and
structure.

Health Work Committees (HWC)

Founded in 1985, HWC is a non-
governmental health and development
organisation. HWC’s development
programmes for the provision of health
services to all segments of the Palestinian
population, particularly the poor and

the marginalized. HWC’s development
programmes include Youth Development
Program; a community, cultural, and social
development porgramme that provide
services to Jerusalemite youth through
“Nidal Centre” in the old city of Jerusalem.
In addition, the Community Based
Rehabilitation Porgramme (CBR) provides
services to people with disabilities in
twenty locations in the southern West Bank
(Hebron and Bethlehem areas).

The Palestinian Family Planning and
Protection Associations (PFPPA)

Since its establishment in 1964, the
Palestinian Family Planning and Protection
Association (PFPPA) as a member
association of IPPF has worked ceaselessly
to promote reproductive and sexual
health and rights in the country. They
have done this by enlisting the support of
influential community leaders, religious
leaders, professionals, media agencies and
journalists, role models and community
volunteers to support their work and vision.

PFPPA enlisted youth volunteers as
change agents and peer educators in their
community. By training local community-
based organisation representatives, they
have also built the skills and knowledge
of community leaders to deliver positive
comprehensive sexuality education (CSE)

messages in their organisations and
increase awareness in their communities.

PFPPA established YFHS centre in Hebron
for the last 10 years implementing the

IPPF YFHS guidelines and targeting young
people (15-24) years where around 3500
youth have visited the centre for two times
or more in 2018. Many of these youth

are leaders and peer educators within
their communities as well as advocates

for RSHR, gender and life skills issues
(personal interview with YFHS coordinator).
This centre is considered a success story
that needs to be replicated in many other
service delivery points.
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This chapter will describe the research methods utilized, construction of the
study tools, sample selection, data collection and data analysis procedures,
study settings, accessibility, and ethical consideration and study limitations.

3.1 Study design

This descriptive exploratory study utilized
quantitative and qualitative methods for

data collection in a complementary manner
to comprehensively cover all research
components. The study aims to gain
information about young people’s health
problems and needs and their preference to
receive health information and services and
to examine the stakeholders’ readiness for the
feasibility of establishing YFHS centres within
the targeted locations. The target groups are
young people (15-29) years and professional
stakeholders’ representatives from Jerusalem,
West Bank and Gaza. The UNFPA programme
team and study researchers designed the
study, which received approval prior to its
initiation.

3.2 Development of the
research tools

A structured questionnaire (see Annex 2) was
developed for the quantitative data, and semi-
structured questionnaires (see Annexes 3A, B,
and C) for in-depth interviews and focus group
discussions with different groups as will be
outlined below.

3.2.1 Development of the questionnaire

The questionnaire was based on the study’s
objectives and concepts. The questionnaire
was adapted and modified from national
and international studies including the
Assessment of Youth Friendly Health
Services Needs in West Bank, (PCBS,
2011), the PCBS Youth Survey (2015) and
ACT Healthy Young People Feasibility

Study Final Report (November 2011). The
questionnaire examined the young people
perception, knowledge, and practices of
selected issues and based on five categories:
1) Socio-demographic characteristics of
young people; 2) Young people’s health
and well-being; 3) Sexual and reproductive
health issues (SRH); 4) Risk behaviours

and 5) Questions related to YFHS in terms
of accessibility to and availability of

health information and services and their
preferences as to location, time, gender
and costs (please refer to Annex 2 for the
guestionnaire and the informed consent
attached with each questionnaire).

3.2.2 The questionnaire’s validity and
reliability

The content’s validity was guaranteed when
experts in research and health including the
deans of the targeted universities and UNFPA
revised and approved the questionnaire. In
addition, in order to obtain opinions from

the youth themselves, members from Y-Peer
Educational Network were consolidated in the
development phase.



According to feedback from everyone
involved, the researcher made the changes
and modifications required where rewording,
adding or deleting some items as needed.
Pilot testing was conducted consisting of

22 questionnaires filled by representatives

of the target groups, questions, and notes
made were taken into consideration. Also, the
time required to complete the questionnaire
was measured, which ranged from 20 to 30
minutes.

The questionnaire was tested for Cronbach
coefficient alpha reliability through SPSS
analysis. The tool was developed in English
first, and then translated into Arabic to collect
the data and ensured reliability prior to its
distribution to target groups.

The qualitative data questions were also
based on modification and adaptation of
national and international tools including the
ACT Healthy Young People Feasibility Study
Final Report (2011), Youth Needs Assessment
for YFHS in Gaza (2015) and many other
studies. The qualitative collection included
two types of methodologies; 1) in-depth
interviews with a long list of open-ended
guestions regarding youth health needs

and suggested solutions from professional
stakeholders’ representatives of academic and
service institutions. 2) open-ended questions
aimed at obtaining detailed information
through FG discussion with young people
attending health and social service institutions
and 3) similar open-ended questions aimed

at obtaining detailed information through

FG discussion from service providers to
complement quantitative data responses.

3.3 The study settings

The following institutions were selected to
obtain data from stakeholders and young
people:

Azhar University — Gaza (AUG): a
Palestinian, public, non-profit and
independent higher education institution
established in 1991. The University
encompasses 12 faculties, with 16,000
undergraduate students and 700 graduate
students. Like most educational institutes
in Gaza, the university is segregated by
sex’.

Al-Quds University- East Jerusalem is

a Palestinian university with campuses

in Jerusalem, Abu Dis, and al-Bireh. It is a
public, non-profit and independent higher
education institution founded in 1984. The
University encompasses 12 faculties, with
13,000 undergraduate students and 2000
graduate students®.

Arab American University - Jenin (north
West Bank ) is a private Palestinian joint
venture university based in the cities of
Jenin and Ramallah. It was founded in
2000 in collaboration with California State
University, and Utah State University (USU)
in Logan. The University encompasses
nine faculties, with 9735 undergraduate
students and 375 graduate students’.

Hebron University - south West Bank

is a non-profit, public university in the

city of Hebron, West Bank founded. The
University encompasses nine faculties, with
10,611 undergraduate students and 379
graduate students®.

Sharek Youth Forum focuses on the
development of young people to become
engaged, employable, and active

citizens. Today, Sharek is a national and
internationally recognized platform for
youth-to-youth, youth —to-community, and
youth-to-children interaction; however,
they are not engaged in health services

Al-Azhar University, https://en.wikipedia.org/wiki/
Al-Azhar University

Al-Quds University, https://en.wikipedia.org/wiki/Al-
Quds_University

Arab American University, https://en.wikipedia.org/
wiki/Arab_American_University

Hebron University, https://en.wikipedia.org/wiki/He-
bron_University



other than sometimes offering health
awareness sessions sometimes®.

Palestinian Medical Relief Society and
Health Work Committees as service
institutions were targeted for their health
service providers and beneficiaries (please
refer to 2.4 in the literature review chapter
for more details about them).

For qualitative data, the study purposefully
selected professional stakeholders of selected
academic and service institutions for in-depth
interviews including four universities and
four NGOs. The university stakeholders were
the deans or heads of public health schools,
nursing schools and/or students’ affairs
represented by Hebron University and Arab
American University of Jenin in West Bank,
Al-Quds University in East Jerusalem and Al-
Azhar University in Gaza.

The selected Palestinian NGOs are large
organisation focusing on health and social
development in general and on young people.
They are: the Palestinian Medical Relief
Society (PMRS), Health Work Committees
(HWC), UNRWA, Sharek Youth Forum in West
Bank and Gaza. Selected service providers of
these institutions were targeted to have their
perception of the services they provide.

The study participants included between
100 university students selected from each
of the four universities mentioned above.
The selection was conducted by a purposive
convenient sampling approach®® by selecting
participants from each university campus
regardless of their field of study. Another

9 Sharek Youth Forum, http://www.sharek.ps/

10 Is a type of nonprobability or non-random sampling
where members of the target population that meet
certain practical criteria, such as easy accessibility,
geographical proximity, availability at a given time,
or the willingness to participate are included for the
purpose of the study. Dérnyei, Z. (2007). Research
methods in applied linguistic; New York: Oxford
University Press.

group of young people that sought health
services from the service institutions were
purposefully selected to gain their perceptions
of the services they received.

3.4 Accessibility and ethical
considerations

Gaining access to professional stakeholders was
sought on a voluntary basis. UNFPA facilitated
the accessibility to obtain information from
various target groups. A contact list was
provided by UNFPA supported by a letter of
endorsement for the identified academic and
service stakeholders. Access to university
students was granted from interviewed deans
at the universities, and access to young people
visiting the health service institutions was
granted from their leaders emphasizing ethical
considerations prior to collecting data from all
targeted groups.

The data collectors went directly to young
people/university students. They explained
the purpose of the study and requested their
participation in interviews. The university
students were given an informed consent
form with the questionnaire as another ethical
safeguard where anonymity and confidentially
are ensured. They were also informed that the
information obtained would be confidential
and used only for the purpose of the research.

3.5 Data collection
procedures

The quantitative data collection from
university students and as referred to
young people was obtained after training
of the data collectors and the statistician
on the questionnaires. There were five
data collectors; three in West Bank, one in



Jerusalem, and one in Gaza as well as one field
supervisor to double-check the data collection
processes. The principal researcher of the
study coordinated data collection activities
with the research team to have a consensus
on obtaining the data from respondents as
close as possible. To this end, they explained
the purpose of the data collection tools and
encouraged all participants to voice their
opinions and share in the study.

The qualitative data collection included

eight in-depth interviews with academic

and service professionals’ stakeholders,

four FG discussions with service providers
and eight FG discussions with young people
beneficiaries from these services in the four
targeted locations (four in West Bank and
four in Gaza). Some of the responses were
documented by using the same phrases of the
participants through the text.

3.6 Data analysis procedures

After the data collection was completed,

the complied data was assembled, cleaned,
and analyzed using the Statistical Package

for Social Science (SPSS version 20). 350
guestionnaires were collected from the
students at the four targeted universities, 25
were discarded due to incompletion. The data
results were compiled into tables and their
interpretation presented into narrative style in
the analysis and discussion chapters.

A thematic analysis approach was utilized
guided by the objectives and key questions
of this research study. All data collected
were assembled (the field notes, transcripts,
personal comments) and thoroughly read

until the investigator became intimately
familiar with them. This process facilitated
the identification of the themes by clustering
and coding the statements expressed by

the respondents under each question. This
process guided the researcher to describe
and discuss the results explicitly and to
develop recommendations. The findings
were consequently compared and confronted
with existing literature and other theoretical
perspectives of the proposed study.

3.1 Study limitations

* Data collection was not an easy task and
was more timeconsuming than expected.
Al-Azhar University expressed some
reservation on the questionnaire and did
not allow the data collector to go into the
campus for data collection. Therefore, the
data collector sat at the campus entrance
to collect data from the students which
may have impacted the provided answers
and anonymity.

* There were no responses from UNRWA
officials in West Bank although two
officials were approached and asked
for their contribution to the study. But
in Gaza, the data collector could reach
some young people who attend UNRWA
services and he was able to get an FG
discussion with eight young people.

* An-Najah University objected to the
study because they were conducting a
similar study and data collection from
students was in process at the time this
study was proposed. Therefore, the study
researcher made some alterations as the
administrative committee agreed to have
the data from AAUJ students, this change
delayed the data collection for this study.
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Introduction

This chapter presents the analysis and interpretation of the data results. For the
guantitative data, a total of 325 questionnaires were filled in by young participants.
Descriptive analysis obtained for frequencies and percentages for each item under
each subcategory of the questionnaire presented into tables for discussion of the
results in a clear and simple manner. For the qualitative data, thematic analysis of the
data obtained from; academic and service professional stakeholders, service providers
and young people receiving health services will be presented too. Both data analysis
and discussion guided the researcher to develop conclusions and recommendations.

4.1 Statistical analysis
and results from

questionnaire

To achieve the first objective of the study,
“identify key issues and needs of young
people (15-29 years) in East Jerusalem, West
Bank and Gaza for youth-friendly health
services and their preference of settings and
approaches. The questionnaire examined
five categories; 1) Socio-demographic
characteristics of young people; 2) Young
people’s health and well-being; 3) Sexual
and reproductive health issues (SRH); 4) Risk

behaviours; and 5) Questions related to YFHS.

The profile of the participants’ socio-
demographic variables was obtained for
their location, age, age at marriage and

age at giving birth to first child, family type,
marital status and spousal relationship, work
and education, and the average income of
households (NIS) per month.

Sample distribution and participants’ gender
(Table 1): A total of 325 young people from
four universities participated in the research,
out of which 57.5% (187) were females and
41.2% (131) males, and 2.2% did not indicate
their sex. 21.5% of the participants attended
Al-Quds University, 23% Hebron University,
22.2% AAU in Jenin, and 31.1% Al-Azhar in
Gaza.



Table 1: Place of residence and gender

Place of residence (09ber of
arriagesloymentTotal No. 325)

Participants’ gender

No. % No. %
East Jerusalem- Al-Quds 70 | 215 | Male 131 | 403
university
South West Bank- Hebron 75 23 | Female | 187 | 575
University
North West Bank -AAU in Jenin 72 22.2
Gaza - Al-Azhar University 101 31
Missing 7 2.1 Missing 7 2.2
Total 325 100 | Total 318 100

Participants’ age and their level of university education enrolment (Table 2):

The age of participants ranged from 15 to 29 years of age, with the majority

being 20 years old. 57.8% were between 20-24 years, 34.8% 15-19 years and 5%
between 25-29 years. This explains the large number of 92.6% that were enrolled
in undergraduate studies from a variety of faculties and 5.5% were enrolled in

graduate studies.

Table 2: Participants’ age and level of university education enrolment

Age of participants Level of University Education
No. % No. %
15-19 years 113 | 34.8 | Undergraduate Students 301 | 92.6
20-24 years 188 | 57.8 | Graduate students 18 5.5
25-29 years 16 4.9
Missing 8 2.5 | Missing 6 1.8
Total 325 | 100 | Total 319 | 100

Marital status and age at marriages (Table 3): A total of 79.2% (258) of the study
participants were single and 17.8% (58) married (12.6% - 41 females and 5.2% -17
males). Out of the 17.8% who were married, 2.5% were divorced, 0.6% separated.
For the age of marriage, 7.1% got married between the ages 15-19, of those 0.9%
(three people) were married under the age of 18 years, 8.6% between the ages 20-
24 years and 2.1% between 25-29 years. The youth marriage rate among university
students was low as well as the level of early marriage which may relate to the

fact of people getting married later in combination with the frequency of early

marriages is reducing.




Table 3: Marital status and age at marriage

Marital status Age at marriage
No. % No. %

Single 258 79.2 | 15-19 years 23 7.1
Married 48 14.7 | 20-24 years 28 8.6
Divorced 8 2.5 25-29 years 7 2.1
Separated 2 0.6

Total married 58 17.8 | Total responded 58 17.8
Missing 10 3 Missing 267 82.1
Total 325 100 | Total 325 100

Spouse relationship and age of women at the birth of their first child (Table 4):
Out of the 17.8% (58 participants) in the married population, 11.1% got married
to a family member; 3.4% with a first cousin, 2.3% second cousin, and 5.4% to a
distant relative while 7.1% married a person that is not related to them. Although
the number was small, the data reflects that marriage within the family still exists.
Forty-one females had children! and their age at having the first child was as
follows: 2.7% were 19 years, 0.6% was lower than 18 years, 8.2% were between
the ages 20-24 and 1.5% were between 25-29 years of age.

Table 4: Spouse relationship and age of women when first child was born

Spouse relationship Age of women when first child was born
No. % No. %

First cousin 11 3.4 | 15-19 years 9 2.7
Second Cousin 7 2.3 | 20-24 years 27 8.2
Distant relative 17 5.4 |25-29 years 5 1.5
Unrelated 23 7.1
Total married 58 17.8 dl\(l;;i-v :fr ::Iomen a1 12.6
Missing 267 | 82.1 | Missing 284 87.4
Total 325 100 | Total 325 100

Family type and Number of household (HH) members (Table 5): Around 90% of the
participants’ households were ‘nuclear’ families, 4.6% were extended families and
5% responded to the others category which included one-person family, currently
living on the university campus and single-headed family. The household members
of participants’ families ranged from (1-18) with an average of six members per
family. Around 33.3% of the households had (6-10) members with the majority of
seven to eight members, 14.5% had (1-5) with the majority of five members, and
3.3% have (11-15) with a majority of 11 members.

11 The question was only addressed to females as written and questioned in Arabic language
“3ab Jg) sl aais dyes 05 (S”



Table 5: Types of families and Number of household members

Type of families Number of HH members
No. % No. %
Nuclear 47 14.5
families ek A 1-5
Extended 108 33.3
families 15 4.6 6-10
Others 16 5 11-15 11 3.3
16-18 1 0.3
No. of
responded for 167 51.4
HH
Missing 158 48.6
Total 325 100 Total 325 100

Work status and household income (Table 6): Out of the total population, 37.2%
(121 participants) reported working, including 1.8% (6 participants) had a full-time
job outside their university studies, noting that there are participants enrolled in
offered part-time master programs. About 14.8% (48 participants) had part-time
jobs and 20.6% (67 participants) were not working at the time of data collection.
Based on the results that are focused on university students, the population was
expected to have a more minimal rate of youth working. For the type of work they
do, 71 participants reported their work as; 5.8% work in an office or business, 5.5%
were self-employed and/or work in shops/supermarkets, 3.1% were professionals
and office workers, 4.6% labourers and 2.8% worked for others such as baker,
carpenter etc.

Only 59.3% (193 participants) answered the question on households’ income in NIS
per month that NIS ranged from 400 to 8000. Around 16% of households’ income
ranged from 400 to 1000, followed by 13% with a range of 1100-2000, 19.1% of
households had an income range from (2100-4000), 7.4% from 4100-6000, followed
by 4.6% with an income ranging from 6100-8000.

According to the national poverty concept, (based on the official definition of
poverty in 1997) poverty is “absolute and relative features based on balancing
the basic needs of the household of five members including two adults and three
children.” The poverty line of the reference family reached 2,470 NIS and the
extreme poverty line reached 1,974 NIS (The Palestinian Youth Survey, 2015). The
study finding indicates that the rate of poverty is higher than the general youth
survey in 2015 with less income than the defined poverty line.



Table 6: Work status, type of work, and range of HH income

Full time Self employed 400-1000
Part time Labourer 1100-2000
Currently Professionals

unemployed 2100- 4000

4100- 6000
6100-8000
Total responded

Work in office or
Others
Total for type of work
Students
Total

Total working

Total not working
Total

Missing
Total

4.1.2 Knowledge, attitude and practices toward health and well-being

Participants’ feelings about their health status and their level of knowledge about
health (Table 7): For the first question “How do you feel about your health status?”,
more than half (50.5%) of participants feelt good, 36% feelt excellent, 10.4% feelt
fair and 1.8% feelt bad indicating a healthy population as it is expected. The second
qguestion “How do you consider your level of health information?” Around half
(48.6%) of the participants consider their level of health information good, 23.6%
consider their level of health information excellent and 25.5% consider their level of
health information fair.

Table 7: Feelings about health status and knowledge about health

Excellent Excellent

Missing

Perception of the concept of health (Table 8): The majority of the participants
(83.7%) were able to identify the concept of health as “the optimal state of mental,
physical and social well-being and not only being free from diseases”. This showed
that they had knowledge on this matter 10.8% identified the concept of health as
“having no physical diseases”, 3.4% did not know and 0.3% considered another
category. The responses here complement the level of feeling healthy as indicated
in the previous question.




Table 8: Perception of the concept of health

3. | Perception of the concept of health No. %

Having no physical disease 35 10.8
The optimal state of mental, physical and social well-being and not

only being free from diseases 272 83.7
Other 3 0.9
Don’t know 11 3.4
Missing 4 1.2
Total 325 100

Participants’ perception of the major health issues that young people may face
(Table 9): The participants were asked to check more than one option if applicable
regarding faced health issues. Around 50% (14.8% males vs. 35% females)
perceived psychological/emotional problems as a major health issues that young
people may face. Furthermore, 34.2% (25.9% males vs. 8.3% females) highlighted
problems related to risky behaviours, while 20.3% (5.5% males vs. 14.8% females)
stressed on problems of nutrition and obesity, 17.2% (1.53% males vs. 15.7%
females) mentioned reproductive and sexual health problems. On another note,
11.4% (5.2% males vs. 6.2% females) checked chronic illnesses, 8% (3% males vs.
5% females) skin diseases, 1.8% (0.6% males vs. 1.2% females) of participants did
not know and 1.8% (1.2% males vs. 0.6% females) reiterated on the other category
such as smoking, drug use and mood swings.

The results indicate that females rated higher than males with marked differences
in psychological/emotional problems, SRH issues, problems of nutrition and obesity
while males rated much higher than females on issues related to risky behaviours.
The results of this study are very congruent with the youth survey (2015) results
regarding their perception of the major health issues that youth may face; mental
health, sexual health, alcohol and other drug use, nutritional problems and little
physical activity. This means, there is a need to have comprehensive coordinated
efforts to work on these problems in a preventive method and in parallel to
treatment and rehabilitation of these problems.

Table 9: Perception of the major health issues that young people may face

4. What is your perception of the major health Males Females
issues that young people may face? No. % No. %
Chronic diseases 17 5.2 20 6.2
Problems related to risky behaviours 84 25.9 27 8.3
Psychological/ Emotional problems 48 14.8 114 35
Skin diseases 10 3 16 5
Reproductive and sexual health problems 5 1.53 51 15.7
Problems of nutrition and obesity 18 5.5 48 14.8
Don’t know 2 0.6 4 1.2
Others 4 1.2 2 0.6




Participants’ practices and frequency of practicing sports (Table 10): As for

their level of engagement in sports and physical activity, 50.2% (163 participants)
reported that they practiced sports, while 48% (156 participants) do not. Of those
practicing sports, 45.5% (34.4% males vs. 11.1% females) responded to the question
regarding the frequency of their engagement in sports: 21.6% of males and 8.6%
of females practiced less than three times per week, while 12.8% of males and
2.4% of females practiced more than 3 times per week. The results indicate that
participants practice sports at a rate very congruent with the PCBS Youth Survey
(2015) that reported a quarter of youth exercised daily and the rate of exercising
females reached half of males. Promoting a healthy lifestyle for young people need
continuous efforts by encouraging youth to be more involved in sports either on

their own or through participation in the available youth sports clubs around their
place of residence.

Table 10: Frequency of sports practiced per week

5. Number of times sports activities practiced Males Females

per week No. % No. %
Less than 3 times 70 21.6 28 8.6
3 times or more 42 12.8 8 2.4
Total number practicing sports 112 34.4 36 11

Dietary habits (Table 11): Some 50% of the participants stated that they followed
healthy eating habits and ate three meals a day; 21.4% reported eating junk food,
14.5% eat a balanced diet, and 12.3% are on a diet to keep in shape.

Table 11: Dietary habits

5. | What nutrition and dietary habits do you generally follow? No. %
Eat three meals a day 158 49.7
Eat junk food 68 21.4
Eat balanced diet 46 14.5
I’'m on diet to keep shape 39 12.3
Others 14 4.4
Missing 7 2.2
Total 325 100

Nutritional health problems related to dietary habits (Table 12): A total of 55.4%
(180 participants) reported not having any health problems related to dietary habits
and nutrition, while 41.2% (16.5% of males and 24.7% females) reported to having
problems related to nutrition and dietary habits. The problems identified are: 18.5%
(5.5% males vs. 13% females) overweight, 7.4% (2.7% males vs. 4.6% females)
underweight, 5.2% (2.8% males vs. 2.4% females) anaemia, 2.8% (0.9% males vs.
1.9% females) obesity, 1.8% (0.6% males vs. 1.2% females) other problems, (2
reported bulimia and 2 reported glucose problems) and 5.5% didn’t know. These
results suggest that there is a need to promote among university students a healthy
lifestyle including physical activity and nutrition education.



‘Table 12: Nutritional health problems related to dietary habits

Underweight

Overweight
Obesity
Anaemia

Don’t know
Others
Total

Total all

4.1.3 Knowledge, attitude and practices toward sexual and reproductive
health issues

Health problems related to pubertal changes (Table 13): Some 54.2% of participants
reported yes to having health problems versus 45.8% not having health problems.
The participants were asked to check more than one option if applicable for their
health problems; 26.2% (85 females) reported problems of pain during menstrual
cycle related to pubertal changes, 25.5% reported acne, followed by 24% mood
changes. To a lesser extent 12.6% reported anxiety and 11.7% reported depression
where this is expected for females as normal physiological changes.

Table 13: Health problems related to pubertal changes

Pain during menstrual period

Depression
Acne

Anxiety
Mood changes

Having heard about SRH issues (Table 14): Only 33.5% (109 participants) had heard
about SRH issues, 41.8% said they have some information, and 20.6% reported not
having hears about SRH. Such responses indicate the gap in young people being
exposed to SRH topics and discussions, and meeting their need to receive SRH
health services and information.




Table 14: Participants that heard of SRH issues

2. | Have you heard/know about SRH health No. %
Yes 109 33.5
Some Information 136 41.8
No 67 20.6
Missing 13 4.0
Total 325 100

Participants’ knowledge for the definition of SHR (Table 15): The participants
were asked to choose to check more than one option if applicable to the definition
of SRH. About 41.8% chose “Is a state of well-being physically, psychologically

and socially in all matters relating to the reproductive system, its functions and
processes, not merely the absence of disease or infirmity.” Some 40.6% picked
“Means people’s ability to enjoy a satisfying and safe sexual life, and the ability to
have children, and the freedom to decide when and how often to do so”. Further,
28.3% reported the definition “Means the full right of men and women to enjoy
their reproductive and sexual health and participate in decision-making regarding
this matter”, 21.2% “All have the right to the highest attainable standard of sexual
health and the access to sexual and reproductive health services,” while 13.8% did
not know.

Table 15: Participants knowledge for the definition of SHR

3. | What do we mean by sexual and reproductive health? No. | %
Is a state of well-being physically, psychologically and socially in all matters
relating to the reproductive system, its functions and processes, not merely 136 | 41.8

absence of disease or infirmity

Means people’s ability to enjoy a satisfying and safe sexual life, and the
ability to have children, and the freedom to decide when and how often to 132 | 40.6

do so
Means the full right of men and women to enjoy their reproductive and sexu- 92 783
al health and participate in decision-making regarding this matter '
All have the right to the highest attainable standard of sexual health and ac-

. . 69 21.2
cess to sexual and reproductive health services
Do not know 45 13.8

Having heard about contraceptives (Table 16): Some 55.7% had heard about
contraceptives, 30.5% sometimes heard of them and 11.7% had not heard about
them. Such responses indicate that university students are aware of contraceptives
based on the majority answered “yes” and sometimes leaving small percentages
not knowing about them. These results indicate more information is needed on this
matter since it is very fundamental within family planning.

Table 16: Participants that heard of contraceptives



4. | Have you ever heard about contraceptives? No. %
Yes 181 55.7
Some information 99 30.5
No 38 11.7
Missing 7 2.2

Total 325 100

Participants’ knowledge about contraceptives and its methods (Table 17): When
asked, “Do you know what the types of contraception are?”, 78.6% said "yes” vs.
21.4% said “no”. The participants were asked to choose more than one option if
applicable on the methods of contraceptive used, 62.8% know about pills, 53%
know about condoms, 41% for natural methods, 34% for injectables, and 19.4%
for surgical intervention. Such responses indicate that young people have some
degree of information about FP methods, but that need to be further promoted
and accessible.

Table 17: Participants’ knowledge about contraceptives and its methods

5 | Contraceptive methods No. %
Hormonal methods (pills or oral contraception 204 62.8
Hormonal methods (injectables) 111 34.2
Mechanical methods (male and female condoms) 172 53
Surgical intervention 63 19.4
Natural methods 133 41
Emergency contraceptives 77 23.7

Participants’ knowledge about the usefulness of condoms (Table 18): A total of
47.7% answered “yes” to “Do you know that male condoms are used as a mean of
STls protection besides its birth control role?”, 24.6% have some information and
30% did not know. The result indicates that university students are to an extent
aware of male condoms use for protection from STls, yet more information is
needed on this matter.

Table 18: Participants knowledge of the usefulness of condoms

6 | Do you know that male condoms are used as a mean of No. %
STls protection besides its birth control role?
Yes 155 47.7
Some Information 80 24.6
No 81 24.9
Missing 9 2.8
Total 325 100

Premarital sexual relationships (Table 19): Some 14.2% (46 participants) answered



“yes” to the question “Do you know if any of your friends have or had premarital
sexual relationships”, and 81.8% reported that they did not know. The number of
participants reporting to about premarital sexual relationships plays an important role
in a conservative culture, as in Palestine, since access to services and information is
very limited and stigmatized for unmarried young people. Therefore there is an unmet
need, particularly for people who are sexually active before marriage®2.

Table 19: Premarital sexual relationships

7 | Do you know if any of your friends have or had premarital No. %
sexual relationships?
Yes 46 14.2
No 266 81.8
Missing 13 4.0
Total 325 100

Participants’ knowledge about STis transmission (Table 20): A total of 52% (169
participants) answered “yes” to the question “Do you know how STIs can be
transferred to others” and 42.8% said “no”. Further to this question, they were

asked “How STIs can be transferred”, 41% of the total population responded to

this part of the question and 59% did not respond. Of those that responded, 20%
indicated that STls are transferred through sexual relationships, 9.2% body fluids,
4.9% homosexuality®3, 3.7% cross infection and 3.1% for blood transfusion. These
results are alarming when 42.8% of youth do not know how STls can be transferred to
others and 14.2% of experienced premarital sexual relationships (based on the lack of
access to services and information about FP). This issue requires improving access to
awareness and service programs.

Table 20: Participants knowledge about STls transmission

8 | How STIs can be transferred No. %
Homosexuality 16 4.9
Sexual relationships 65 20.0

Transfusion of contaminated blood 10 3.1
Cross Infection 12 3.7
Body fluids 30 9.2
Total responses 133 40.9
Missing 192 59.1
Total 325 100

12 This question was integrated based on a detailed discussion held by the management committee
of the study to explore the issue of access to services and information, since it is an essential part of
SRHR. Regarding confidentiality issue, the questionnaire was anonymous and the question itself was
indirect “Do you know if any of your friends has or had premarital sexual relationships”.

13 Homosexuality is perceived by young people as one of the modes of STls transmission. It was includ-
ed as an option in order to map out the knowledge and perceptions among the participants.



Participants or their friends suffered or are still suffering from STis (Table 21):
Some 12% (39 participants) answered “yes” to the question “Have you or any of
your friends ever suffered or are still suffering from STIs?”, while 85.5% answered
“no”. Further to this question, they were asked “What type of STls you or your
friends have/had?”. Respondents were given the option to fill in more than one
option, 47 responses were obtained to which 5.5% indicated Hepatitis B, 3.7%
Candida, 3.4% gonorrhea, 1.5% syphilis and 1.5% HIV.

Table 21: Participants or their friends suffered or still suffering from STls

9 |The type of STIs No. %
Candida 12 3.7
Hepatitis B 18 5.5
Gonorrhea 6 1.8
HIV/AIDS 5 1.5
Syphilis 5 1.5
Others - -

Participants seeking awareness and counselling regarding SRH issues (Table 22):
The participants were asked to choose more than one option on this question if
applicable. There were 231 people who chose at least one option to the question
“Who did you seek awareness and counselling regarding sexual and reproductive
health matters from?” and 94 participants responded that they did not seek

help. For those that sought awareness and counselling, 33.8% did so from the
university, 28.6% from mothers, 27% from social media, followed by 15% from
older siblings, 12% from health professionals, 12.3% from a health facility, and

the lowest percentage 8.3% came from fathers. The fact that health facilities and
health providers received among the lower percentage among other sources used,
requires attention of stakeholders to take actions and find ways and methods to
reach young people and build up the trust in providing services and information of
high-quality and confidential.

Table 22: Participants seeking awareness and counselling regarding SRH issues

10. | Who did you seek awareness and counselling regarding No. %
sexual and reproductive health matters from?
Mother 93 28.6
Father 27 8.3
Older sibling 49 15.1
University 110 33.8
Health professionals 39 12.0
Health facility 40 12.3
Social media 88 27.1
Others 1 0.3
Did not seek 94 28.9




Participants’ use of social media and the times used to seek health and SRH
information (Table 23): About 48% of participants answered “yes” and 49.5%
answered “no” to the question “Do you use social media to have information
related to health in general and SRH in specific?”. Furthermore, they were asked
for the frequency of their social media use; 8% used social media from one to three
hours a day, 4% for less than five hours per week, 3.7% for five hours or more per
week and 31.1% sometimes they used social media. The study participants used
social media less than the Palestinian general youth population when compared
with 69.7% as indicated in PCBSs general youth survey (2017).

Table 23: Participants’ use of social media and frequency to access health and SRH
information

11. | Numbers of times No. %
1-3 hours and more daily 26 8.0
Less than 5 hours weekly 13 4.0
5 hours and more weekly 12 3.7
Used sometimes 101 31.1
Total 152 46.8
Missing 173 53.2
Total 325 100.0

Participants’ perception of SRH education and counselling benefits (Table 24):
The participants were asked to choose more than one option on this question “Do
you think that education and counselling about sexual and reproductive issues can
help individuals to...?,”. Some 33.8% chose “develop positive attitudes and maturity
toward sexual and reproductive issues”, 28.6% “gain correct health information
related to the reproductive system and sexual behaviour”, 15.1% “protect young
people from incorrect sex experiences” and 8.3% indicated to “be encouraged

to improve and sustain their sexual desires and motivation.”. This explains that
university students have a certain level of knowledge on SRH issues in comparison
to for example younger age groups. Further measures are needed and particularly
regarding promoting and disseminating knowledge and information to all young
people taking into consideration age and sex.

Table 24: Participants perception of SRH education and counselling benefits

12 | Did you seek awareness and counselling regarding sexual No %
. . (1)
and reproductive health matters to ...?
Gain correct health information related to reproductive
. 93 28.6
system and sexual behaviour
Be encouraged to improve and sustain their sexual desires
o 27 8.3
and motivation
Protect young people from incorrect sex experiences 49 15.1
Develop positive attitudes and maturity toward sexual and 110 338
reproductive issues '




Within this conservative traditional Palestinian-Arab culture that prevents and limits
open discussion of SRH, the university student participants, and their responses
indicated they had some knowledge on some issues of SRH in comparison to others.
Such clear results in the responses will allow key actors including policymakers

as well as funders and health care providers to launch comprehensive SRHR
programmes to promote and strengthen young people’s knowledge and practices
regarding these matters. This could be integrated either within their studies or
through extra-curriculum programmes or by facilitating the establishment of YFHS
within their education facilities

This section will analyze young people’s responses regarding risky behaviours,
such as smoking, drinking alcohol, illegal drugs use, violence, and seeking help
behaviours for these problems

Smoking among participants, age of initiation and type of smoking (Table 25):
Some 28% of the population (91 participants) were smoking, while 69.5% were not.
For the smoking group, only 17.2% responded to the question “At what age did

you start smoking?” of those; 6.1% started smoking between 13 and16 years, 9.9
between 17 and 19 years, and 1.2% started smoking at 20-21 years. As for the type
of smoking, although there are multi-choice responses given to participants; 16.6%
reported cigarettes and hookah each and 0.9% reported hashish.

Table 25: Smoking among participants, age of initiation and type of smoking

L Zznl?alt:ir:)grs Age at initiation smoking Wha;:)‘[lpsrzfc;:'e"king
No. % No. % No. %
Smokers 91 28.0 |13-16 years 20 6.1 | Cigarettes 54 | 16.6
Non- 226 | 69.5 32 198 Argilah/ | 5g, - fge
smokers 17- 19 years hookah
Missing 8 2.5 |20-21 years 4 1.2 | Hashish 3 0.9
Total 325 100 | Total responses 56 | 17.2

Alcohol drinking and frequency of drinking (Table 26): A limit of 6.8% (22
participants) responded “yes” to drinking alcohol and 89.8% do not drink. For the
drinking group, only 5.5% responded to the question “How often do you have a
drink containing alcohol?”. Of those; 2.5% drank 2-4 times a month, 1.8% once a
month or less, 0.9% 2-4 times a week, and one person drinks daily.

The risky behaviours among the study participants are much lower than Glick, et. al.
(2018) study results where 22.4% of males and 11.6% of females aged (20-24) years



reported trying alcohol and 10.5% of males and 4.3% of females reported trying
drugs. This explains that university students might be aware of the consequences
of risky behaviours as they smoked less and used less alcohol and drugs in
combination with socio-cultural norms and traditions existing in the Palestinian
society affecting the consumption.

Table 26: Drinking alcohol by participants and frequency of drinking

2. Alcohol drinking Frequency of alcohol drinking
No. % No. %
Drink 22 6.8 Once a month or less 6 1.8
Don’t drink 292 89.8 |2-4 times a month 8 2.5
Missing 11 3.4 2-4 times a week 3 0.9
Daily 1 0.3
Total dinking 18 5.5
Missing 307 94.5
Total 325 100 | Total 325 100

lllegal drug use and types of drugs (Table 27): Some 3.1% of participants used
illegal drugs and 92.3% have not. When asked about type of drugs, the drug users
did not mention any further information.

Table 27: lllegal drug use and types of drugs

1. lllegal drugs use

No. %
Users 10 3.1
Non-users 300 92.3
Missing 15 4.6
Total 325 100

Domestic violence within the home environment (Table 28): About 21.2% (69
participants) of the total that responded “yes” answered that they were abused
at home (16% females vs. 5.2% males). Of those being abused, 17.8% responded
to the question “Who is the abuser?”, 5% claimed that the abuser is the brother,
4.3% the father, 2.2% the mother, 1.8% the sister and 4.6% responded “others”,
which included husbands, in-laws, uncles or more than one person. For the type
of abuse, there were 96 responses: 10.2% reported that they were exposed

to physical violence, 15.7% to verbal/emotional and 2.5% to sexual abuse.
Participants’ reservation on answering this private question stems from their fear
of stigmatization or shame, and also lack in knowledge about the different forms of
violence.




Table 28: Domestic violence within the home environment

Abused
Not abused
Missing

Verbal/Emotional

Physical

Sexual
Others

Total

Exposure of participant’s households to violence from Israeli forces and/or settlers
(Table 28): Some 18.5% of the participants’ responded “yes” to if their households
had faced violence. Further, they were asked if any of the family members were
abused during the Israeli violation; it was found that; 6.8% fathers, 6.8% brothers,
3.1% mothers, 1.5% sisters and 5.2% of the study participants reported that they
had been exposed to this violation in person. Furthermore, 14.3% responded to the
question “Do you believe this situation played a part in the domestic violence you
experience or know of?. Of those, 2.2% believed that it did and answered “yes”,
4.3% were not sure, and 8% do not believe that Israeli violations have contributed
to the domestic violence they experience or know about.

Table 28: Exposure of households to violence from Israeli forces and/or settlers

E'xposed to Played
violence part

Not Mother Did not
exposed play part

Missing
. Total
The

Participant Missing

Seeking help for the identified health and social problems (Table 28): A total

of 36% (116 participants) have sought help for the mentioned health and social
problems.19% sought help for smoking, 18.5% for abuse, 7.4% for drug abuse, 5.5%
for STls, and lastly 4.9% for alcohol




Table 28: Seeking help for the identified health and social problems

Sought help

Didn’t seek Abuse
help

Missing Alcohol

Sources of help for the identified participants with health and social problems
(Table 29): The participants were given the choice to check more than one option if
applicable to the question “Where did you go for help?”. There were 228 responses;
20.9% (68 responses) sought help from families/friends, 9.8% (32 responses) from
psychological counsellors, 7.1% from private health clinics, 4% government health
clinics, 4.3% pharmacy, 3.7% did not know where to go and 3.4% sought help from
social services.

Table 29: Sources of help for the identified health and social problems

Private health clinic

Governmental health clinic

Social services

Psychological counsellor

Rehabilitation centre

Pharmacy

Family/friends

Other places

Did not know where to go

Did not go to any place or person




Participants’ health information source (Table 30); The participants were given
the choice to check more than one option to the question “Where do you get
your health information from?”. A total of 65% reported to obtaining their health
information from the internet, 40.3% from a family member (father, mother,
brother, sister), followed by 28.6% from health professionals (counsellor, doctor,
nurse), 27% from media (newspapers, radios, TV) and 27% for school/university.
The Gaza assessment study (2015) results show that the youth prioritized friends as

first choice, the internet second and the family as last.

Table 30: Participants’ health information source

1. Participants’ health information source Frequency | Percent
Internet 211 64.9
Health centres and clinics 93 28.6
Friends 102 314
Family (father, mother, brother, sister) 131 40.3
Magazines and books 65 20.0
Media (newspapers, radios, TV) 88 27.1
Counsellor, doctor, nurse 93 28.6
School/university 388 27.1
Others 1 0.3

Health services needed by the participants during the current year (Table 31): A
multiple answer question was posed regarding “Have you ever needed any of the
following health services during the current year?”. Of the responses, 51.1% did
not need any health services while 16.3% needed nutritional health services. This
information is congruent with the identified 18.5% that are overweight and 2.8%
obese as indicated in Table (12); 13.8% needed physical health services, 12.3%
needed skin health services, 11% psychological health services and 10.5% sexual

and reproductive health services.

Table 31: Health services needed by the participants during the current year

2. The needed health service Frequency Percent

Nutritional health services 53 16.3
Sexual and reproductive health services 34 10.5
Skin health services 40 12.3
Physical health services 45 13.8
Psychological health services 36 11.1
Did not need any health services 166 51.1
Others - -




Health services accessed by the participants during the current year (Table 32):

On the multiple answer question “Where did you go (place) for receiving the health
services when you needed?”, the largest response of 28.6% went to private health
clinics followed by 16.6% to governmental health clinics, 11.1% to hospitals, and
10.8% to parents/friends. The other responses were scattered among other services
options as indicated in the table below and 21.2% did not go to any place or person
to receive health service.

Table 32: Health services accessed by the participants during the current year

3. The place to which the participant went Frequency Percent
Private health clinic 93 28.6
Governmental health clinic 54 16.6
School/university services 11 3.4
Internet, books, magazines 31 9.5
School/university counsellor 21 6.5
UNRWA health clinic 17 5.2
NGOs health clinic 13 4.0
Hospital 36 11.1
Pharmacy 31 9.5
Parents/friends 35 10.8
Other places - -
Did not go to any place or person 69 21.2

Participants’ satisfaction with quality for services they received (Table 33): Around
28.3% (92 participants) were satisfied with the quality of the services they received,
36% (117 participants) were satisfied to some extent and 8.6% (28 participants)
were unsatisfied.

Table 33: Participants satisfaction with quality for services they received

4. Are you satisfied about the quality of services you received? | Frequency | Percent
Yes 92 28.3
To some extent 117 36.0
No 28 8.6
Missing 88 27.1
Total 325 100

Reasons for dissatisfaction with the quality of the received services (Table 34): The
participants were answered“Why you don’t feel satisfied or partially satisfied about
the quality of services you received?”. The responses were as such: 14.3% for the
unavailability of services, 13.5% for inefficient staff, complimented by 10.8% for lack
of interest and understanding of youth needs, 10.5% for high cost since the largest
number goes to private clinic (28.6% goes to private clinics as indicated (Table 32).
Further, 10.2% reported lack of needed information, 8.6% for unfriendly service



provider, 7.1% difficulty in accessing the service and 5.2% for lack of privacy and
confidentiality

Table (34): Reasons of dissatisfaction with the quality of the services received

5. :It\:hy do you feel n?t satisfied o!' partially satisfied about Frequency Percent
e quality of services you received?
Inefficient staff 44 13.5
Difficulty in accessing the service 23 7.1
Lack of interest and understanding of youth needs 35 10.8
Unfriendly service provider 28 8.6
Lack of privacy and confidentiality 17 5.2
Lack of needed information 33 10.2
High cost 34 10.5
Services not available 46 14.3
Other reasons 3 0.9

Reasons for not going to health centres to receive health services (Table 35):

As shown in Table 32, 21.2% of the responses indicated not going to any place or
person to access health services. For this reason, they were given the choice to
check more than one option to this question, if applicable to the question “What
are the reason(s) for not going to health centres to receive health services?”. A total
of 44.3% of the responses were related to availability and accessibility where 16.3%
didn’t know about the services, 14.2% claimed that services are not available,

9.5% claimed that services aren’t accessible and 4.3% did not know where to

go. In addition, 25.8% of the responses were for quality and confidentiality, 10%
claimed low-quality services, 8.3% did not trust the place, and 7.5% were not sure
about confidentiality. Cultural issues affecting young people’s self-confidence also
played a role where 8.6% claimed stigma, and reputation and 4.9% for fear and
embarrassment.

Table 35: Participants’ reasons for not going to health centres to receive health services

6. What are the reason(s) for not going to health centres

to receive health Services? Frequency | Percent
Services aren’t available 46 14.2
Services aren’t accessible 31 9.5
Low-quality services 29 8.9
Cultural (stigma, reputation, etc.) 28 8.6
Fear and embarrassment 16 4.9
Uninsured confidentiality 24 7.4
Do not trust the place 27 8.3
Did not know where to go 14 4.3
Don’t know 53 16.3
Other reasons 1 0.3




Participants perception of the current health services meeting the youth needs
(Table 36): Some 25% (81 participants) agreed that current health services meet
youth needs, 57.2% (186 participants) agreed to some extent and 12.9% did not
agree.

Table 36: Participants perception of the current health services as meeting the youth
needs

7. | Do you perceive the current health services as meeting
No. %

youth needs?

Yes 81 24.9
To some extent 186 57.2
No 42 12.9
Missing 16 4.9
Total 325 100

Avadilability of health services within the participants’ schools or universities
(Table 37): A total of 75.4% (245) of participants agreed that there is availability

of health services within their universities, while 19.4% reported that they do not.
Furthermore, the participants were given the choice to check more than one option
if applicable to the question “What are these services available”. Some 47.1% (153
participants) reported the general practitioner, 25.8% (84 participants) primary
health care clinic, 17.5% counselling services, 15.7% registered nurse and 10.2%
social services.

Table 31: Availability and type of health services within the participants’ universities

8. Are there health services withi.n the school/ university, Frequency IECREER
and what are these types of services?

Primary health care clinic 84 25.8
Counselling services 57 17.5
General practitioner 153 47.1
Social services 33 10.2
Registered nurse 51 15.7
Others - -

Participants’ knowledge of and definition of YFHS (Table 38): Some 44% (143
participants) answered “yes” and 49.5% (161 participants) answered “no” to the
guestion “Do you know what youth-friendly health services mean?”. Furthermore,
the participants were given the choice to check more than one option to the
question “What does it mean to have YFHS services?”, 29.5% agreed to the first
statement “High-quality services; information, counselling and referral that is
relevant, accessible, affordable, appropriate and acceptable to the young people”.
Furthermore, 20.3% agreed to the statement “All young people have access to
health information and services regardless of their status, gender, origin, etc.”, and



14.8% agreed to the statement “The services are provided in line with the minimum
health package.”. Lastly, 10.2% agreed to the statement “All young people have
access to health information and services regardless of their status, gender, origin,
etc.”

Table 38: Participants’ knowledge of and definition of YFHS

9. Do you know what youth friendly health services mean?

And what does it means to have YFHS Frequency SRR

High-quality services; information, counselling and referral
that is relevant, accessible, affordable, appropriate and 96 29.5
acceptable to the young people

The services are provided in line with the minimum health

48 14.8
package
Aims to increase acceptability and use of health services by 33 10.2
young people :
All young people have access to health information and 66 20.3

services regardless of their status, gender, origin etc.

Participants’ knowledge of the expected services by the YFHS centres (Table 39).
On the question “Do you know the YFHS centre/clinic is supposed to deliver?”,
participants were able to fill in more than one option. A total of 53.8% expected
YFHS centre/clinic to deliver sexual education and awareness, 28.9% marriage and
pre-marriage counselling, 27.4% violence counselling, 26.5% general information
about SRH and 22.2% for family planning and 16.9% don’t know. 33.8% of the
responses for life coaching for healthy lifestyle (sports, nutrition, active citizenship
and other issues related to well-being).

Table 39: Participants’ knowledge of the expected services at YFHS centre

10. Do you know what the YFHS centre/clinic is expected
Frequency | Percent

to deliver?

Marriage and pre-marriage counselling 94 28.9
Sexual education and awareness 175 53.8
Family planning 72 22.2
Violence counselling 89 27.4
General information about SRH 86 26.5
Lifg coach for healthy‘lifestyle (sports, nutritiqn, active 110 338
citizenship and other issues related to well-being)

Don’t know 55 16.9

The participants’ preferences of places or centres to receive YFHS (Table 40); The
participants were given the choice to check more than one option if applicable to
the question “What is your preferred place/centre to receive YFHS?”. Some 33.5%
indicated private health centres, 28% governmental health centres, 18.5% youth
and sports centres, 14.8% university centres, 13.8% reported that they didn’t know,
10.5% for family centre, 7.7% NGOs and 5.5% UNRWA centres.



Table 40: the participants’ preferences to place/centre to receive YFHS

Governmental health centre
Private health centre

NGOs health centre
UNRWA health centre
School / university centre
Youth and sports centre

Family centre
Don’t know
Other places or centres

Participants’ time preference to receive health services (Table 41): In responding
to the question “What time do you prefer to go to the health centre to receive the
services?”, 36.3% preferred mornings to receive health services, 13.8% preferred
the evenings, and 10.8% afternoons while 32% reported that it did not matter.

Table 41: Participants’ time preference to receive health services

Morning
Afternoon

Evening

Doesn’t matter

Missing
Total

Participants’ gender preference of health care providers (Table 42): A total of
43.4% didn’t mind the gender of the health care provider. However, 32% preferred
females, 14.2% preferred males, and 3.1% didn’t know.

Table 42: Participants’ gender preference of health care providers

Male
Female
Doesn’t matter
Don’t know

Missing
Total




Participants’ location preference of YFHS (Table 43): A majority of 71.4% preferred
the YFHS to be offered and provided located nearby their place of residence, 18.5%
preferred YFHS to be located far from their place of residence, 2.8% preferred

another location and 7.4% did not answer the question.

Table 43: Participants’ preference of YFHS location

14. Do you prefer the location of the YFHS to be? Frequency | Percent
Far away from the place of residence 60 18.5
Near the place of residence 232 71.4
Another location 9 2.8
Missing 24 7.4

Total 325 100

Participants’ perception of the importance of confidentiality (Table 44): When
participants were asked “In your opinion, is confidentiality is important when you
seek or receive your own health services?”. Some 57.8% were aware of this matter
and believed it is very important, 25.5% believed it is important sometimes, 5.5%

believed it is not important, and 4.3% didn’t know.

Table 44: Participants’ perception of the importance of confid

entiality

15. In your opinion is confidentiality important when you

seek or receive your own health services? Frequency | Percent
Very Important 188 57.8
Unimportant 18 5.5
Important sometimes 83 25.5
Don’t Know 14 4.3
Missing 22 6.8

Total 325 100

Participants’ preference of a separate time for males and females when receiving
YFHS (Table 45): The participants were asked “Do you prefer a separate time when
receiving YFHS divided between females and males?” 40% preferred a separate
time to receive YFHS separate from the other sex, 38.5% indicated that it didn’t
matter if both sexes were received at the same time or were separated, and 3.4%

didn’t know.

Table 45: Participants’ preference for separate time for girls and boys

16. Do yt?u prefer a separate time when receiving FreanErey Percent
YFHS divided between females and males?
Preferred 130 40.0
Not preferred 35 10.8
Doesn’t matter 125 38.5
Don’t Know 11 3.4




Missing
Total

The participants’ perception of financial cost and accessibility to health services
(Table 46): When asked “In your opinion, the financial costs is an obstacle to obtain
health service?”, 36.3% considered financial cost an obstacle, 40.3% considered
financial cost an obstacle sometimes, and 12.9% did not consider it an obstacle.

Table 46: Financial cost and young people’s accessibility to health services

It’s an obstacle

Not an obstacle
It’s an obstacle sometimes

Don’t Know

Missing
Total




4.2 Qualitative Data Analysis

4.2.1 Interviews with representatives
from academic and service
instutions

The interviews were conducted with
professional stakeholders’ representatives

of academic and service institutions;

four universities and three NGOs. The
representatives or the interviewees as titled in
this analysis offered their perspectives based
on a long list of open-ended questions to have
in-depth information regarding youth health
needs and suggested solutions to these needs.

4.2.1.1 Programmes and activities available
for young people within the targeted
academic and service institutions

The academics reported that there are
efforts made at the universities for the
development of their students by providing
them with necessary life skills and awareness
in every aspect of their university life. Within
the university system, the department of
students’ affairs has some programmes and
conducts non-academic activities during the
year such as sports, music, and art, in addition
to provision of psychological counselling,
financial and social support and health
awareness. Also within the different colleges,
there are non-academic activities that are
individual-based and fragmented initiatives
that need to be organized and consistent.
They reported that there are health clinics
within the university system to provide
primary services.

Recently, Al-Quds and Al-Azhar universities in
collaboration with PMRS and UNFPA, funded
by AICS have launched youth-friendly health
services as a service delivery points in order to
meet the YFHS protocols, to effectively attract

young people, meets their needs comfortably
and responsively, and succeed in retaining
young clients for continuity of care.

The academics praised the students’
participation within the available programmes
and activities and said that in many instances,
students themselves plan and design their
activities according to their needs and
interests while the college’s administrations
support them administratively and financially
to some extent.

The service institutions (PMRS, HWC) and
the university representatives in West Bank
and Gaza emphasized their role in appraising
the young people’s health and development
as part of their service mission and goals
and their programmes, and as a result,

their activities are carried out accordingly.
Sharek as a service institution is not a health
organisation. They work on young people’s
development from different perspectives such
as; promoting advocacy and volunteering
activities, increasing knowledge of their
rights to education and freedom as well as
encouraging peer to peer involvement in
these activities, etc.

In general, the service institutions, health
service delivery points and the young centres
at academic institutions provide the following
services to varying degrees;

* Complete physical care such as
diagnosis, treatment, medical
consultations, and referral when
necessary

* |ndividual counselling and psychosocial
support



* Reproductive and sexual health
awareness and counselling

e Conduct health awareness and health
education

* Conduct first aid courses

* Support young people in their activities
and aspiration

* Help students enrolled in health and
medical schools to pursue their careers

4.2.12 Professional perception of young
people’s health issues/needs and
priorities

The institutions’ representatives agreed that
youth needs are significant and critical, and
should be considered as a priority and taken
seriously by decision-makers at all levels.
Responses were categorized based on their
needs and priority of concern.

1. Drug dependency, addiction and smoking
tobacco are prominent behavioural
problems increasing among young
people; reiterating on its seriousness
and consequences on the physical,
psychological and social health.

2. Lack of knowledge and awareness about
SRH issues including; FP, contraceptive
methods and sexually transmitted
illnesses (STIs). Emphasizing the societal
traditions and taboos when talking about
these issues particularly when that
person is not married and is a female.
Interviewees also raised issues of early
and/or relative marriage and early
childbearing.

3. Unemployment and poverty issues were
of great concern among the interviewees,
the high unemployment rate for the
general population, and specifically
among university graduates are reasons
for psychological and social problems.

The issues that face young people were
summarized as; behavioural problems,
violence, drug dependency and addiction,
tobacco smoking, unemployment, and

the least problems are the physical health
problems etc. High prevalence of physical
disabilities due to Israeli violence against
Palestinian youth is another prominent health
problem mentioned by interviewees and
coincides with young people’s perception on
this matter.

Two interviewees said the following:

“Israeli occupation, poverty, poor socio-
economic status, lack of efficient institutions
are the real causes that lead to youth
problems in the Palestinian society such
as early marriage, relative marriage,
unemployment, violence, and addiction”,

“Absence of efficient institutions, poor
education system, absence of developmental
opportunities, restriction of movement, and
the absence of proper legislations are all
factors contributing to psychological and
social problems among the young and the
adults too.”

4.2.1.3 Professional knowledge of the barriers
for young people to access non-academic
activities and health care services:

The academic institutions’ representatives
reported the following barriers for the
students to participate in non-academic
activities. These barriers are similar among all
university students regardless of their location
and summarized as:

1. The condensed academic schedule
does not leave enough time for them to
participate.

2. Some students have part-time jobs.

3. Many students think that the university’s
methodology and activities are traditional
and do not induce an innovative and
inspiring environment for the students.



4. The health centres do not provide
comprehensive services ad information
that meets their needs and fulfill their
aspirations.

5. Others see a lack of seriousness or
usefulness of these activities and their
feeling is that the activities will not “add
anything new to our knowledge”.

6. The cultural constraints on SRH and
specifically for female participation
in specific as stated “We live in a very
conservative society; many families do
not allow their daughters to participate
in youth-related and non-academic
activities”.

7. The shortage of financial resources to
conduct youth related non-academic
activities.

8. Low level of safety and security in oPt
makes families more reluctant to allow/
encourage their sons and daughters to
participate in extra-familial activities.

The service institutions representatives
indicated the following barriers;

1. The health centres offer general health
services but they are not specialized
except for Gaza PMRS clinic that includes
YFHS besides primary health care.

2. Cultural constraints affect young people’s
accessibility to health services particularly
for females due to social stigma.

3. Lack of interest in health issues
particularly by males.

4. Financial status is a major factor in young
people’s movement including migration.

5. Lack of awareness among young people
regarding the available services and their
importance for their health and well-
being.

6. Time constraints since service providers
are accessible when young people are
either at work or studying; this does not
allow them to participate in any activities
or seek the service they need.

7. Lack of advocacy, lobbying and awareness-
raising activities including social media to
promote the available services.

The hopes and aspirations of the academic
interviewees for the young people related
to what can be achieved within their
communities suggesting the following: 1)
Establishment of youth-friendly services
utilizing the social media, theatre and

any other creative methods that attract
young people and meets their interest and
hobbies. 2) Adoption of youth-friendly health
services by governmental and community
organisations. 3) Strong campaigns to
increase the awareness of families regarding
the importance of involving their children

to participate in youth-related activities as
these activities would enhance their skills
and abilities to develop their personalities.
4) More financial support and resources
should be invested in youths-related issues.
5) Freedom and the demand for freedom of
expression.

4.2.1.4 Professionals’ institutions provision of
health information and services to young
people

At the West Bank universities, there are
accessible health clinics for students that
provide essential physical health services, also
there is the Palestinian Red Crescent Society
services (PRCs) who has an ambulance that
responds to any emergency health issue that
needs referral to a hospital for further or
advanced treatment. Psychological counselling
is provided through public health and/or
nursing faculties but other problems and
issues that face students are addressed on an
individual basis.

The Hebron University clinic needs to be
supported with more staff and equipment.
They are also planning to establish a large
health care centre to provide more physical,



psychological, and social health services for
students.

The YFHS project was worked on by the
Al-Quds and Al-Azhar universities as there

are no programmes or activities that really
address the problems of young people
including physical, psychological, mental,
professional guidance and sexual reproductive
health. At Al-Azhar University, an accessible
fully- functioning YFHS centre is available,
with a PHC clinic equipped with a physician,
nurse and psychosocial counsellor that
provide essential physical health services,
psychological and nutritional counselling

as well as health education. However, the
universities programmes are not sufficient
and need to be expanded, yet services are
offered free of charge, ensures privacy and
confidentiality as they have a private place for
those that need the service. These institutions
do not offer any intervention services related
to addiction.

At the NGOs —level, for PMRS, services are
widespread, and health centres are fully-
equipped with health providers that meet the
needs of the Palestinian population at their
services delivery points. PMRS centres for
youth and primary health care providers for
physical, mental, and psychological and SRH
issues in the West Bank and Gaza and are free
of charge.

HWC services are widespread health centres
fully equipped with health providers that
meet the needs of the Palestinian population
in their services delivery points. HWC centres
are primary health care providers for physical,
mental, and psychological and SRH issues in
the West Bank and Gaza. They have a youth
health programme in East Jerusalem called
“Nidal Centre”. HWC provides youth health
services for minimal fees focusing on SRH and
abuse issues utilizing the national referral
protocol for these cases.

Both institutions offer health education

and awareness programs, treatment and
counselling for physical health problems,
SRH, and chronic ilinesses. Addiction-related

services and rehabilitative services are
available at the preventive level through
education and awareness and referral

for specialized institutions when needed

for disadvantaged young people but
unfortunately, these services do not meet
the needs, as stated by interviewees. Some
said there is coordination and collaboration
with the governmental and NGOs utilizing the
national guidelines for referral, treatment and
follow-up.

Sharek is not a health provider institution, as it
focuses on the development of young people
to become engaged, employable, and active
citizens. However, they do provide health
education matters utilizing the youth to youth
model as part of this development

4.2.1.5 Professionals’perception of what works
well for young people

Youth are a group with special characteristics
and must be given the priorities in provision
of care especially the Palestinian youth

that live in very challenging circumstances.
They reiterated the need for promoting
primary health care centres, university youth
centres, including SRH services. They further
highlighted the need to upgrade the capacities
of nurses and social workers in schools, family
centres, counselling centres in any healthcare
institution (governmental, NGOs, UNRWA and
private) so that they can help young people
meet their needs and challenges.

However, all these programmes and settings
provide general health services with minimum
specialized services that target youth in
specific. Therefore, efficient services for youth
within all these programmes are needed
emphasizing the SRH information, counselling
regarding lifestyle, sexuality, mental health
counselling and rehabilitation besides the
conventional youth services focusing on
physical, psychological, and social health
problems. Special services for youth should be
established in every system and institution.



4.2.1.6 Professional knowledge of a general
health system for young people and
what is currently offered and what
opportunities are there, if any?

The parties all agreed that there is no health
care system specialized for young people in
Palestine including the institutions offering
health services. Youth health services

for young people are across the sectors,
integrated within the larger health care
system without taking into consideration the
specific needs. Therefore, it is necessary to
restructure the health care system to integrate
YFHS.

“PMRS is developing the YFHS protocol
that was initiated by the MoH in 2015 and
to be distributed at national level and to
be institutionalized as a tool to meet the
Palestinian young people’s needs”. (PMRS
representative?)

The Palestinian government has been working
on updating and revising the Palestinian
curriculum for all schools taking into
consideration the societal, health and political
changes taking place in the entire world as
well as locally. The new school curriculum

is still under revision and will address youth
problems and provide them with education
and awareness, but the coverage will not

be sufficient. Also, there are initiatives to
promote the integration of SRH issues into
the school curriculum by many stakeholders
such as the Palestinian nongovernmental
organisations (PNGO)™.

The university curricula in general provides
health education for students and many
guest speakers are invited to deliver lectures
on many general or special topics that are of
special interest to young people. The health
sciences and public health schools provide
academic education on health including
children and young people’s health and
teaching the students how to diagnose, plan,

14 Statement by the YFHS coordinator Sabreen Abdul-
lah at PMRS in West Bank

15 Information gained from committee established to
review curriculum.

implement, and evaluate health services for
youths

All the parties agreed that health education
awareness-sessions, training and campaigns
in schools, colleges, sports clubs and health
institutions are gradually introduced and
conducted for young people. Usually these
activities are not systematic and insufficient
in meeting the youth’s needs and are based
on funded programs. Yet, they elaborated

on the widespread risky behaviours among
young people and criticized the sporadic
activities as said by some of the interviewees;
actual services provided for youth are poor,
disorganized, and only focus on treating
problems after their occurrence. A preventive
approach at the community level should be
adopted at all Palestinian social, academic,
and health institutions.

For example, awareness on smoking, alcohol
and illegal drug use and the psychosocial
problems resulting from risky behaviours and
others as preventive measures are conducted
sporadically, not consistent programmes

and intervention activities have not been
introduced. They further reiterated that health
information, counselling and existing services
and programmes are not of high quality and
need to be organized and systematized.

“My main recommendation is that the MoH
establish a specialized general directorate for
youth health since they constitute more than

50% of our society.”

Some said there is coordination and
cooperation among the institutions working
with the youth while others opposed this view
and stated that coordination and cooperation
within governmental institutions and with
NGOs did not exist.

“Unfortunately, we do not have sufficient
data and information about youth’s health
problems, available services, and current
programs, due to poor coordination between
the different sectors in Palestine.”



Therefore, there is a need for clear policies,
strategies and technical plans to regulate
services targeting youth between institutions
so they can coordinate their efforts to
develop human resources and work on a
comprehensive approach to meet the youth
needs and prevent risky behaviours that is
spreading among them.

4.2.1.1. Professionals perception for the
establishment of YFHS centre to cover
the needs of young people

The academic and service providers supported
and insisted on the establishment of YFHS in
any accessible place for students and other
young people in the area; the academics
wanted to set up a centre in each university
and the service providers wanted the centre
to be located within their premises.

They all prefer that these centres be located

in a well-known place, to be independent, to
have a clear identity, mission, and objectives,
and not to be integrated within other services.
One of the academics justified the need for
YFHS:

“We are realizing that the violence and,
behavioural problems among these young
people are increasing. They face a lot of life
pressures and they don’t have the skills to
manage and deal with these issues”.

Another person emphasized this need when
said:

“Young people lack information and
skills that they need in everyday life like
communication skills, health education, and
counselling in managing many problems
that face them” While another person stated
“establishing youths health centres is a
priority in the Palestinian society”.

4.2.2 Focus group discussion with health
service providers

Four FG discussions with health service
providers from the targeted health service
organisations were conducted to complement
the information obtained from stakeholders
and young people and to have reliable

and consistent information on the study
objectives.

4.2.2.1 Knowledge of the concepts of YFHS and
quality of health care

The health providers were able to identify
YFHS as said: “YFHS provides young people
with physical, psychological health, social
awareness and intervention services.”.
Another provider said, “YFHS should be
appropriate to meet the needs of young
people and address their physical and
psychological health problems.”.

Some others added, YFHS should have
recreational and sports activities besides
health services for comprehensive care that
should be accessible for all young people. On
their definition of quality of care, they said to
have accessible services that provide scientific
information and proper health services at the
proper time and to maintain the dignity and
safety of the clients.

4.2.2.2 Sources of health information about
young people’s health

The participants reported that they obtained
their information from national studies, MoH
and WHO reports, the health centre statistics,
the community and the community-based
organisations. Others reported their sources
of information comes from the young people
seeking health care in their facilities. They
further reported that training programs,
research and health education information
booklets are another source of their health
information.



4.2.2.3 Knowledge about young people’s health
needs and priorities and accessibility to
services and information

The participants emphasized SRH awareness
and education is a priority for young people
since it forms the basis for their development
and transition phase from adolescence

to adulthood, followed by physical and
psychological needs. They reiterated their
concerns about risk behaviours and violence,
which is more likely to occur among this age
group. Others emphasized early marriage
and marriages within the family since it is

a common phenomenon in the Palestinian
society.

All health care providers believed that young
people seek health information from the
internet as their first choice followed by
friends as a second choice. Some sought
information from family health centres and
NGO centres. Government centres are the
least accessed by youth, who reported not
seeking information there in order to avoid
the “fear and shame”.

4.2.2 4 Health care providers’ description of
their health care centre

Participants were asked to describe their
health care centre in terms of facilities and
health providers. All of them emphasized
that the centres are accessible to all, have
adequate space, and well-equipped with the
necessary equipment including laboratories
and drugs. The health care providers at the
centres include nurses, physician, counsellor
and health educator that are able to function
professionally and efficiently they possess the
knowledge and skills to listen to their clients
keeping privacy and confidentiality as their
top priorities during their service provision.
They further appraised the coordination and
collaboration of their centres with other
health institutions (governmental and NGOs)
and emphasized their use of the national
referral system when needed.

4.2.2.5 Knowledge of barriers that prevent young
people to access health services

Some participants reported the lack of
specified youth health services at their centres
in addition to a lack of spaces for them to
meet their specific needs while others said
there are no barriers regarding their centres.
Others commented that cultural constraints,
shame and fear are reasons preventing
young people from accessing the services.
The financial cost could be a barrier for some
young people to access the service and more
importantly those young people living in
remote areas and Area C.

4.2.2.6 Performance and evaluation of services
provided to young people at their centres

Most participants reported that they have
good numbers of young people visiting

their centres and being accessible. When
asked, “What was their priority to visit the
centre?” They responded mostly for SRH
issues, violence, early marriage and marriage
relationships. When asked, “What are the
SRH problems that young people may face?”,
they reported FP issues, sexual relationships
and problems (rapid ejection, cool sexual
interaction by wives, masturbation) STls and
infertility. Further, they were asked, if they
launch awareness sessions regarding SRH
matters for young people. All participants
appraised their consistent and regular
awareness and education programmes
targeting both males and females, school
and university students. Others target youth
and community-based organisations where
parents are involved. Some participants
reported targeting young people working

in Israel, unprivileged young people and
those living in remote areas. The awareness
sessions included issues of adolescence, early
marriage, STls, violence, antenatal, perinatal
and postnatal care, breast-feeding, FP and
marriage counselling.



Further, the participants were asked about
barriers in providing SRH awareness. They
reiterated the concern that there are social
constraints to discuss SRH matters and sex
education openly, this barrier is usually
overcome when approached from a health
perspective.

Reporting on the centre’s activities other

than service provision; the participants noted
that they trained and developed more than
150 young people within their facilities on
leadership and advocacy skills encouraging
peer to peer education and to have a role of
lobbying and advocating among their peers on
SRH issues and social problems. Many of these
trained youth became volunteers within these
centres.

4.2.2.7 Perception of young people’s needs for a
centre to cover their health needs

All participants supported and insisted on
the establishment of YFHS in any accessible
place for young people in the area; they
prefer that the centre is integrated within
their health facilities and staffed by experts
in young people’s health. Others prefer the
centres to be independent, located in an
accessible location within the city centre

and in villages, open in the mornings and
afternoons, equipped with experts in youth
health and offering services free of charge. All
emphasized that financial cost is a barrier for
the establishment of YFHS.

4.2.2.8 Health care providers’ recommendations

* A comprehensive plan that includes
community health organisations to
improve the young people’s accessibility
to health information and services
through health centres and mobile clinics
in remote and underprivileged areas
including east Jerusalem and Area C.

* A comprehensive national plan that
includes governmental and NGOs for the
establishment of YFHS in Palestine.

e Media campaigns at the governorates
level to advocate for young people
the importance of accessing health
information and services in the nearby
centres.

4.2.3 Focus group discussion with young
people

Group discussions with young people and
adolescents of both sexes (15-29 years)
receiving health services or beneficiaries
(four in West Bank and three in Gaza) were
conducted to complement the responses
to the questionnaire and to gain reliable
and consistent information on the study
objectives.

4.2.3.1 Knowledge of the concepts of health,
YFHS and quality of health care

The participants’ knowledge of the concepts
of health and YFHS varied within and between
the groups, depending on their age and
experiences. The older age group showed
interest and understanding of the matters
discussed more than the younger age group.
Many participants discussed the concept of
health from different perspectives. A 26-years
old male-defined health as “A state of peace
with mind and soul and not the absence

of diseases” while an 18-years old girl said
“Not just to be free from mental and physical
illnesses but also to find treatment and to be
able to pay for this treatment.”.

The Y-Peer could only emphasize the
importance of YFHS and encouraged
institution to provide such services.

“YFHS should be appropriate to meet



the needs of young people and address
their physical health and psychological
problems.”(22-year-old male)

“Health services are a necessity and should
be accessible for all young people whether
poor or rich.” (20-year-old female)

Some participants described the quality of
health care from different perspectives. and,
as said by an 18-year-old female participant:
“To have comprehensive and appropriate care
that include specialty care, not expensive,
available, and accessible whenever we need
it”. Furthermore, a 24 year-old said “It should
be cheap and appropriate to meet the needs
of all young people and ensures their privacy”.

4.2.3.2 Young people’s sources of health
information

The participants’ responses were almost
similar in identifying their health information
sources; most of them considered the internet
and mass media as the primary source of
their information and some others considered
friends and family. Regarding the internet and
social media, it is considered the fastest and
easiest source of information.

“Nowadays, technology is in everyone’s
hands, and in a few minutes we can get any
information”. On the contrary, an 18 years
old male said, “A lot of people do not depend
on media because of the power cuts for long
hours” (23-year old male)

The young females sought health information
from their female friends as said by an 18
years old:

“I ask my older girlfriends on SRH matters
where these issues are sensitive and we
cannot ask anyone else about it.”

They further elaborated; poor family dialogue
on these topics and the dependence of young
people on friends or social networks may lead
to gaining false information and behavioural
misconduct as well. Other girls are open to
their families but if not satisfied they go to
friends. A 21-years old girl said:

“I regularly follow Dr. Hiba Qutub
programmes on TV for SRH information”16.

Lastly, most of them appreciated health
providers and health centres as a reliable
source of information and encouraged each
other to gain information from this source.

4.2.3.3 Young people’s health and social
problems: priorities and needs

Participants’ responses were categorized

by their priority of concern and needs.

The majority of participants stressed that

the illegal drug use phenomenon and its
quick spreading among young people is a
priority, reiterating on its seriousness and
consequences on their physical, psychological
and social health.

1. The participants stressed the behavioural
problems of young people and the
reasons behind these needs to be
desperately addressed by health services
providers. Smoking tobacco among young
people is also an issue of concern.

“The first priority is to save us from tramadol
and other illegal substances in order to live
in peace and tranquillity and protect us and

future generations.” (24-year-old male)

16 Hiba Qutub is medical doctor specialized in sexual-
ity according to ar.m.wikipedia.org; she appears in
many Egyptian TV porgrammes to launch sexuality
awareness and education and this participant is fol-
lowing her to have information regarding this matter.



“What makes things worse in this regard is
the lack of clinics and places of rehabilitation
for the affected people.” (20-year-old)

2. The economic status and unemployment
issues were of great concern among
the participants. They described bitterly
the difficult economic conditions
resulting from the geopolitical situation;
the high unemployment rate for the
general population, and specifically
unemployment of university graduates,
and child labour are causes of
psychological and social problems.

3. There are many social issues that affect
the social status of both males and
females in Gaza. A 26-year-old male
participant!” highlighted that financial
constraints leads to getting married and
starting a family later in life. Another
24-year-old female commented, “Men are
looking for a working woman to marry,
because working women are a source of
income so their chances of marriage are
higher than women that do not work.”. On
the other hand, participants commented
on the issue of early marriage and relative
marriage, its causes and consequences,
the high level of divorce, as well as
violence and abuse among Gaza families.
They considered early marriage as one
of the main reasons for divorce and
recommended that decision-makers make
it a priority to control this phenomenon.

4. Another phenomenon of social problems
as addressed by participants is child
labour, peddlers and child begging for
those under the age of 18. They indicated
that children are increasingly being

For women, early marriage refers to marrying before the age of W
23, and ‘late’ if they marry after the age of 27. For men, early marriage was
.defined as marrying before the age of 26 and late if they married after 30
Johnson, M. D., Krahn, H. J., & Galambos, N. L. (2017). Better late than
early: Marital timing and subjective well-being in midlife. Journal of Family
Psychology, 31(5), 635-641

https://www.psychologytoday.com/intl/blog/media-spot-

light/201708/is-there-perfect-age-getting-married

employed in jobs that do not match their
age and they are the source of income
for their dependents/families to cover
their daily expenses. The begging issue
was described by a 20-year-old female
participant, “Wherever | go to Gaza
streets | meet children and teenagers
selling small things, carrying people’s
goods and/or asking for money directly
from people.”. They also agreed that
such a phenomenon will ultimately leave
negative effects on society in general and
particularly on the children themselves.

The participants reiterated the issue of
the significant number of persons living
with disabilities in Gaza. A 26-year-old
male participant said, “The Ministry of
Development of Social Affairs in Gaza
documented 50,000 permanent disability
cases due to the three wars on Gaza.”.
Another 21-year-old female said, “The
Israelis could make Gaza a handicapped
population.”. There was also an extensive
discussion regarding their right to care
and to have equal opportunities to live

in dignity. One female participant stated,
“These disabled people are like an army
that needs to be cared for, rehabilitated
and integrated into society so that they
can live normally like other people, not as
beggars in the streets as we see them.”.
One young male added, “The state must
provide them with education, health,
psychological and social care.”. Therefore,
it is normal for young people to be

aware of this fact, and the care for this
handicapped population should also be
among young people’s priorities.

Lastly, the participants addressed SRH
issues but were embarrassed to openly
express their concerns and needs
although they were of the same sex.
Further, they asked for more awareness
and education regarding these issues.
Some females emphasized the importance
of pre-marriage counselling as said,
“Many girls get married and they do not
know anything.”.



4.2.3.4 Access to health information and health
Services

Most of participants sought health services
from governmental, UNRWA and/or
community health centres emphasizing that
these centres do not meet their needs and
do not address youth issues. They further
described the health centres’ infrastructure
as not appropriate for the provision of youth-
friendly health services and do not ensure
their privacy or their right to confidentiality
and respect. One of them stated, “There is no
specific place for young people to have our
privacy and respect.” Another participant said
“It is an unpleasant environment for young
people to seek help.”. Few received health
services from private clinics either because
they needed privacy, or the required service is
not available at the public centres. The NGO
centres have a good share of health services
for those that can pay for these services.

Regarding health centre staff, many
commented on their lack of training and
qualifications to address youth issues.

“Despite the availability of some medical
staff, some equipment and some medicines
in health centres, we feel they do not have

the experience and competence to deal with
young people.”. (25 year old male)

“There are long waiting lines to see the
doctor and when you get in, the doctor only
gives us a few minutes of his/her time.”
(Young female)

“Some doctors do not listen to the patient;
do not examine the patient and do not give
enough time to explain the problem; some
of them work like a writer and the only
thing they do is to write the prescription for
medication.”. (Young male)

Another female participant summarized
what her colleagues said, “Waiting so long,
seen only for few minutes by the physician,
not examined, given a prescription for a

medication which most of the time is not
available in the centre pharmacy.” Therefore
“We go to private clinics because of the
low-quality of services in government and
UNRWA centres” as said by a 19-year-old
female participant. Another 19-year-old male
said, “Save the 50 shekels for the private
doctor and buy the medicine directly from the
pharmacy.”

The overload of patients in the government
and UNRWA health centres, the lack of space,
and lack of attention by health professionals
towards young people are all factors that
makes them unwilling to ask for the service.
In general, young people complained about
medical neglect by some staff towards their
feelings and complained about not giving
them time to talk about their problems, these
issues left young people to be uninterested in
seeking care in these centres.

However, young people reported that health
education and services for chronic illnesses,
maternal and child care are available as well
as referral services to hospitals as needed. A
young female said “They referred my sister
who was diagnosed with anaemia to the
hospital” another participant said, “My father
was diagnosed with diabetes; they referred
him to a diabetic clinic and took good care of
him.” A third person said:

“l swear to God, we the young people are
marginalized, and no one cares for us; the
health centres are concerned only about
chronic illnesses and maternal and child
care.”

4.2.3.5 Young people’s barriers to access to
health care services

The vast majority of participants agreed that
there is a lack of youth health service centres
and the lack of space within the available
centres to meet the specific needs of young
people. They reported that the health service
providers in these centres are not qualified



to offer youth services such as awareness
and counselling on sexual and reproductive
health issues, and/or on problems of nutrition
for either being underweight/overweight or
obesity. They added that some health service
providers are reserved toward the issue of
sexual and reproductive health and consider
this issue as imported from the ‘West’ and
does not meet the norms, traditions, values
and religion of the Palestinian culture. Also,
some young people have reservations about
going to mental health centres as one girl
said that “The one who seeks treatment or
counselling in these centres is considered
mentally ill.”

The participants also agreed that private
clinics need a lot of money, but they provide
some privacy, especially for those with
psychological and emotional problems
particularly girls where such problems are
considered a social stigma according to the
culture of this society.

4.2.3.6 Young people’s perception to have a
centre for their health needs

All participants supported the establishment
of youth health centres with comprehensive
services to cover physical health needs,
psychological and social problems and to

be equipped with qualified and trained
medical staff to deal with young people from
all aspects of their needs. The youth also
agreed that the centres should be within

the boundaries of their residential areas.
The youth suggested that these centres be
equipped with recreational facilities and green
spaces. Some males suggested that they can
be integrated with sport clubs while the girls
opposed this suggestion.

“In our culture the girls have a disadvantage
in public sports clubs, unless these clubs are
only for girls” (26-year-old female)

Almost half of the young people preferred
the service provider to be of the same sex of
the beneficiary, while others do not mind this

matter. The majority suggested the possibility
of integrating the YFHS with government or
UNRWA primary care centres since there is
medical staff that can be trained on youth
issues while few suggested these centres
should be integrated with other services,
within universities, cultural centres or
educational centres. The youth agreed that
the services should be free of charge or for a
minimal fee or for voluntary work.

The youth agreed that the priorities of
services they need include behavioural
problems namely smoking and illegal drug
use, mental health and rehabilitation,
reproductive and sexual health, nutritional
problems, and lastly physical diseases and
skin problems. However, they are aware of
the political and security situation that leads
to frustration, depression and ill well-being in
general.

4.2.3.7 Young people’s perception of the barriers
to the establishment of YFHS centres

The majority of youth agreed that the political
situation resulting from the Palestinian
division and the Israeli siege on Gaza are
well-known reasons that affect the economy
and hinder development in general including
the establishment of youth-friendly health
centres.

“As long as the division exists, we will never
get what we need.” (19 year old male)

Other reasons are the economic situation of
the PNA and the extent to which decision-
makers are convinced of the importance of
these health centres. They asked, “Are these
centres a priority for decision-makers?”
Another 24-year-old young male commented,
“The PNA is barely able to manage the
available establishment, do you think they are
able to run these proposed centres?” and “If it
is established are there qualified professionals
and specialized programmes in youth issues?”
asked another participant.









CHAPTER YV

Conclusions and
Recommendations




5.1 Key literature review
findings

Palestinian young people are relatively
disadvantaged politically, economically and
socially, and their development and rights
have been affected by two major factors:
externally by the forces of occupation
exposing them to high rates of violence
and discrimination and internally, by
Palestinian fragmentation, loss of identity,
and a patriarchal society. These factors are
extremely damaging during this formative
stage of life.

The primary health issues affecting Palestinian
young people as documented by many
national surveys and studies include:

* Low level of knowledge about sexual and
reproductive health issues, particularly
STls and sexuality education.

* Low level of engagement in sports and
physical activities.

* Moderate level of nutritional health
problems including excessive weight and
obesity.

* Increased drug use, alcohol consumption
and addiction to these substances.

* High levels of smoking tobacco and
argileh.

* High levels of psychological distress and
social problems related to unemployment,
poverty and uncertainty for the future.

* Low levels of safety and security in oPt are
limiting factors to access extracurricular
activities.

* High levels of physical disabilities
particularly in Gaza.

5.2 Recommendations

* Develop directorate for young people’s
health within the MoH to mainstream
all institutional services including YFHS
centres providing health services for
Palestinian youth.

* Develop clear policies, strategies and
technical plans to regulate services
targeting youth between institutions
so they can coordinate their efforts to
develop human resources and work in a
comprehensive approach to meet youth
needs and promote their development.

* Establish youth-friendly services utilizing
social media, theatre and any other
creative methods that attracts young
people and meet their interests and
hobbies.

¢ Adopt youth-friendly health services
by the governmental and community
organisations.

* Conduct strong campaigns to increase the
awareness of families of the importance
of involving their children to participate in
youth related activities as these activities
will enhance their skills and ability to
develop their personalities.

* Provide more financial support and
resources to invest to in youths-related
issues.



Set up a comprehensive plan that includes
community health organisations to
improve the young people’s accessibility
to health information and services
through health centres and mobile

clinics in remote and unprivileged areas
including east Jerusalem and Area C.

Set up a comprehensive national plan that
includes governmental and NGOs for the
establishment of YFHS in Palestine.

Conduct media campaigns at the
governorates level to advocate for young
people the importance of accessing health
information and services in the nearby
centres.

Provide comprehensive and integrated
youth-friendly health services that include
sexual and reproductive health; promote
their life skills to meet their desires and
aspirations; psychological counselling,
social advice, nutrition awareness and
rehabilitative care.

Equip youth-friendly health services

with well-trained and qualified health
professionals that have experience

in dealing with young people within
appropriate place and space that ensures
privacy and confidentiality during the
provision of counselling services.

Ensure that youth-friendly health services
are independent, provides accessible
location within the city center and in the
villages and is open in the mornings and
afternoons.

Hire female physicians for the provision of
care for young females.

Strengthen the role of school health
programmes on awareness and education
regarding students’ SRH, life skills, and
other youth issues necessary for their
development.

Activate the role of school teachers in the
Ministry of Education and private schools
to address the health lessons and the
reproductive system in science classes.

Internet-based services (specific
webpages) to provide advice and guidance
on various health topics for youth.

Establish a media channel for young
people to address their problems and
needs to provide; possible assistance
on health awareness and behaviour
modification as said by a 22-year-old
male.

Provide opportunities for young people
to be qualified to work on initiatives that
introduce youth issues utilizing different
models such as conducting awareness
sessions, theater and the model of the
young as peer educators to be change
agents.

Involve young people in policies and
decisions that concern youth and allow
them to participate in all stages of service
delivery.

Recognize the need for dedicated policies
and services for adolescents and youth
as a priority area within the health and
education sectors

This report adds to the body of evidence,
which clearly shows that adolescents and
youth have specific health needs, and
that their ability to meet these needs
may be inhibited unless specific actions
are taken. The ultimate aim must be to
establish and institutionalize YFHS as

a recognized priority area within the
health and education sectors. These may
include actions at policy level, (such as
the development of dedicated policies
and strategies), at institutional level (such
as the establishment of a dedicated unit
on adolescent health within the Ministry
of Health (MoH), and/or the formalization
of working arrangements on adolescents



and youth between Ministries of Health
and Education). They must also include
actions at the level of services, where the
findings of the report can inform priority
setting in terms of the priorities required
for health centres to be youth-friendly in
practice.

To ensure sustainable scale-up and
continuity of services, develop formal
partnerships and frameworks with the
Ministry of Health, which has the greatest
impact on downstream health services
including YFHS, if possible including a
dedicated directorate at the MoH; further,
formalize cooperation between MoH and
the MoE to ensure enhanced delivery

of evidence-based health education.
Improvements of school health systems
and the promotion of an integrated youth
health nurse system within schools and
universities may also have the potential
for significant impact.

Enhance coordination within the sector
among actors involved in the delivery of
health services for adolescents and youth.
The recently formed Adolescent Health
Coalition may be a very effective vehicle
for improved coordination not only
around programming and service delivery
but also around advocacy.

Enhance the availability and accessibility
of health services for adolescent and
young people

The survey of young people tells a clear
story. Many young people are (or feel)
unable or unwilling to access health
services, either because they do not
exist, because they are unaware of them,
or because they do not trust them. It

is therefore essential that efforts are
made to enhance the availability and
accessibility of youth-friendly health
services, and to increase young people’s
awareness of what, where they are and
how to seek help.

Scale-up existing efforts to provide
health services for adolescents and
youth, taking into account lessons
learned to date, as well as the findings
of the research.

a. Consider developing quality
assessment tools including a set of
minimum quality criteria for YFHS,
including a focus on availability and
accessibility, the competence of
health service providers, satisfaction
of users, and criteria such as cost,
opening times, physical space and
equipment/materials. The criteria
should be developed and owned
by the Ministry of Health and
supported by partners, as a means
of ensuring standardization and
institutionalization of quality.

b. In scaling up YFHS, take into account
young people’s views on their
preferred type of clinic, locations and
opening times.

c. Ensure that services provided match
the priority needs of young people
as identified through the survey, and
that service providers are equipped
and willing to provide services which
are competent and non-judgmental.
Furthermore, take into account the



important gender differences in the
stated priorities and needs between
male and female respondents, and
tailor services accordingly.

d. Inrecognition of the significant
number of respondents in the survey
who say they are not aware of
the existence of location of health
services, let alone YFHS, ensure
greater dissemination of information
around the availability, location and
opening times of service centres, as
well as of services available. Further,
consider organizing introduction
visits, for example of university
students, where students can meet
the health workers and receive
an overview of which services are
available. In addition, information
online and on Facebook and other
social media may be scaled up by
YFHS.

Ensure that YFHS centres are staffed
with well-trained, competent service
providers with positive attitudes to
young people.

A significant finding of the survey is

that young people do not have high
expectations of health providers. Their
experiences are fairly negative, with
almost half of dissatisfied respondents
pointing to dissatisfaction with health
workers. Indeed some 26% of young
people who did not seek health services
state that they fear judgement, a lack of
confidentiality, or other factors relating
to health workers’ competence. Whether
these perceptions are real or perceived,
they point to a significant area of
improvement. Specific recommendations
include:

Ensure that staff working in YFHS are
provided with dedicated training on youth
health needs, which includes specific
components on confidentiality and the

need for judgement-free attitudes. Include
requirements for such training in quality
criteria for assessing YFHS, along with
guestions about client (both female and
male) satisfaction.

Ensure that YFHS staff include both
women and men, in recognition of the
shame and embarrassment that young
people may feel in discussing sensitive
issues with a service provider of the
opposite sex.

Recognizing that confidentiality is a major
concern, and further recognizing that SRH
issues, in particular, may be challenging
for health workers to discuss openly,
ensure the availability of reliable means
of accessing information such as written
materials and online resources and/or
apps. Such tools can ensure that young
people access correct information without
having to have face-to-face conversations
if they do not feel comfortable doing so.

Redouble efforts to ensure that issues
of stigma, shame and embarrassment,
including that which is caused by
cultural conservatism, do not become
impediments to young people’s access to
information and services.

Unsurprisingly, it is clear from the
research that issues relating to stigma,
reputation, and embarrassment are
important impediments to ensuring

that adolescents and youth receive and
make use of high-quality information,
counselling, and services. To tackle these
issues, a dual approach is proposed;

first, to work around the stigma by
providing young people with other, more
confidential/private avenues for accessing
correct information; and second, tackling
the stigma head-on by seeking to speak
more openly about SRH issues and needs.

Given that a significant majority of
adolescents and youth say their preferred



method of accessing information is

the internet, ensure that high-quality
information is accessible to young people
through trusted channels.

Promote existing and new online tools
and mobile phone applications (including
the “Mustashari” app which is under
development) to ensure young people can
access reliable information confidentially.

Ensure YFHS are well stocked with reading
material which can be taken home and
read in private, including entertaining
materials such as comic book formats.

In order to challenge the stigma around
SRH issues, seek to promote dialogue
about SRH in local and national media, on
radio talk shows and on television.

At the institutional level, work with the
Ministry of Education to promote the
effective delivery of Comprehensive
Sexuality Education in schools, both by
ensuring a holistic curriculum, and by
supporting teachers to deliver the most
sensitive sessions comfortably. Currently,

a group of technical professionals are
updating the teachers and counsellors’
guidance book on adolescent health,
coordinated by Juzoor for Health & Social
Development. This book will include
youth-friendly material and exercises

to do in classrooms. Such work may be
most effective when accompanied with
community/parent outreach to ensure
understanding and buy-in of the material
taught.

Establish, and scale-up, peer-to-peer
education as a means of providing SRH
information and outreach. This may be
especially effective for young women, as
they most frequently stated that they seek
the advice of their friends and peers.

Community outreach at all levels is
needed to tackle the existing stigma and
misconceptions connected to a number
of topics such as FP, SRH, and STls etc.
With the aim to increase the accessibility,
availability and acceptability of services
and information.
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Palestine country office to conduct a feasibility study on youth-friendly health services (YFHS). The
main objectives of the study are a) to assess the needs of youth in East Jerusalem, the West Bank and
Gaza, b) identify delivery points to provide and sustain YFHS in Palestine and c) provide
recommendations to replicate existing models. Within the scope of her work, Dr Sayej will consult
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Annex 2

Quantitative questionnaire
Young people perception of YFHS in occupied Palestinian Territories

Dear participant

The aim of this questionnaire is to assess your socio-demographic characteristics and identify key
issues and needs of young people (15-29 years) in East Jerusalem, West Bank and Gaza for the
so called “youth friendly health services” and their preference of settings and approaches. The
information obtained will form a road map for a successful and sustainable YFHS delivery points
and to strengthen capacities for all relevant stakeholders to meet young people needs. Filling
the questionnaire may take 10-20 minutes of your time, your participation is entirely voluntary,
anonymous, and the information you give is very confidential. You may refuse to answer any question
and can decide to withdraw at any time you want.

A. Socio-demographic data

1. Locality: [1 Jerusalem [ West Bank [J Gaza strip

2. Gender: [1 Male LI Female

3. Age: [115-19 years [120-24 years [125-29Years

4. Education status: [1 undergraduate student [ graduate student
5. Marital status

Are you; [ Single O Married [ Divorced [0 Widow\widower [ Separated

If married, what was your age at that time?

At what age you had your first child?

Spouse relationship: [ First cousin [ Second Cousin L1 Far relative O
Unrelated

Number of household members: -------------
Are there any other family members living with you?

O Grandfather/ Grandmother O Uncle/Aunt [ others/specify ----------------

6. Economic status
Do you work O Yes O No

If you work, is it? (1 Full time job (35 hours and over/week) [ part time [ currently not
employed



What kind of work you do?

L Self employed [ Labourer [ Work in shop, office or business [ Professional
O others\specify —------------

What is the average of your household income (NIS) per month -------------—---- ?

B. Young people’s health and well being; general knowledge and practices
1. How do you feel about your health status?

[ Excellent O Good [ Fair [ Bad

2. Do you consider your level of health information is;

[ Excellent O Good O Fair [0 Bad

3. What is your perception of the concept of health
[ Having no physical disease

[0 The optimal state of mental,physical and socialwell being and not only beingfree from
diseases

[ Other------------

O Don’t know

4. What is your perception of the major health issues that young people may face? (You can
check more than one if applicable)

[ chronic diseases [ Skin diseases [ others\specify----------
[ psychological\emotional problems [ Reproductive and sexual health O bon’t know
[ Diseases related to risk behaviors [ Problems of nutrition and obesity
5. Do you practice sports Activity? [1 Yes L No
If yes; how many times per week? O] Less than 3 O] 3 and more

6. What dietary habits and nutrition you follow in general?
[ Eat three meals a day 1 Eat junk food ] Eat balanced diet

[ I’'m on diet to keep shape [ others\specify------------



7. Do you have any health problems related to dietary habits and nutrition?

O Yes I No
If yes, what is it? [ Underweight [ Overweight [ Obesity
[0 Anemia [J do not know [ Others\specify ------------

C. Sexual and reproductive health issues (SRH)
1. Do you have\had problems related to your pubertal changes?
O Yes [ No
If yes, what is it? (You can check more than one if applicable)
01 Pain during your menstrual period [ Acne [ Mood changes

[l Depression [ Anxiety [ Others\specify------------

2. Have you heard about sexual and reproductive health

1 Yes 1 Some information 1 No

3. What do we mean by sexual and reproductive health (You can check more than one if applicable)

[0 Is a state of well-being physically, psychologically and socially in all matters relating to
the reproductive system, its functions and processes, not merely absence of disease or
infirmity

[0 means people’s ability to enjoy a satisfying and safe sexual life, and the ability to have
children, and the freedom to decide when and how often to do so

[0  means the full right of men and women to enjoy their reproductive and sexual health
and participate in decision-making regarding this matter

[0 all has the right to the highest attainable standard of sexual health and the access to
sexual and reproductive health services

O donot know

4. Have you ever heard about contraceptives

O Yes [0 Some information 1 No



5.

Do you know what the types of contraception are?

1 Yes O No

If ves. what are they? (You can check more than one if applicable)
[0 Hormonal methods (Pills or oral contraception)

[0 Hormonal methods (Injectectables)

[ Mechanical methods (male and female condoms)

[] Surgical intervention

[0 Natural methods

[0 Emergency contraceptives

Do you know that male condoms are used as a mean of STIs protection beside its birth control

role?

[ Yes O Some information O No

Do you know if any of your friends has or had premarital sexual relationships?

1 Yes O No

Do you know how STIs can be transferred to others?

[ Yes O No

If yes, how

Did you or any of your friends have ever suffered or still suffering from STIs?
O Yes O No

If yes, what type of STIs? (You can check more than one if applicable)

O Candida 0] Gonorrhea O Syphilis

[ Hepatitis B L1 HIV/AIDS L] Others\ specify-------

Did you seek awareness and counseling regarding sexual and reproductive health matters
from? (you can check more than one if applicable)

I Mother [ School\University [ Did not seek



[ Father [] Health professionals [J Social media
[J Older Sibling [] Health facility [ Others

11. Do you use the social media or to have information related to health in general and SRH
in specific?

[ Yes O No

If yes, indicate the time you use;

O 1-3 hours and more daily LI 5 hours and more weekly
O] Less than 5 hours weekly [0 T use it sometimes

12. Do you think that education and counselingabout sexual and reproductive issues can
help individuals to: (you can check more than one if applicable)

[ Gain correct health information related to reproductive system and sexual behavior
[] Be encouraged to improve and sustain their sexual desires and motivation

[ Protect young people from incorrect sex experiences

L1 Develop positive attitudes and maturity toward sexual and reproductive issues

[1 Feel comfortable in discussing sexual issues with peers

D. Risk hehaviors

1. Do you smoke?  []Yes I No

If yes, at what age you started smoking
What type of smoking you practice?(You can check more than one if applicable)

O Cigarettes [ Argilah [ Hashish O Others / specify--------------

2. Do you drink alcohol? [ Yes O No
If yes, how often do you have a drink containing alcohol?

[J Once monthly orless [ 2-4 times a month (1 2-4 times a week 1 daily

3. Doyou take any illegal drugs? [ Yes O No

If yes, what type of drugs ?




4. Have you ever been in a relationship with someone who had a habit of abusing you at home?
L] Yes I No
If yes, who is the abuser(you can check more than one if applicable)

] Father [ Mother [ Brother 1 Sister [ others /specify------------------

5. If yes, what type of abuse? (You can check more than one if applicable)

[ Verbal \Emotional [ Physical [ sexual [ others /specify------------------

6. Have your household ever been exposed to violence from Israeli forces and/or settlers?
] Yes I No
If yes, who has been abused? (You can check more than one if applicable)
OMe [ Father [ Mother [Brother [ Sister [J Others /specify------------

If yes, doyou believe this situation played a part in the domestic violence you experience or know
of?

O Yes O No O not sure

7. Have you ever sought or still seeking help if you have any of the health and social
problemsmentioned above?

1 Yes 1 No
If yes, for which problem? (You can check more than one if applicable)
1 Smoking [ alcohol [ drugs use

L1 Abuse L1 STIs L] others\specify-----------

8. Where did you go for help (You can check more than one if applicable)

L] Private Health Clinic [ psychological coun- L1 Parents/ friends
selor
[1 Government Health Clinic [ rehabilitation centre [ Did not go to any placeor
person
[0 Social services O Pharmacy [0 Other/ specify-------------

[J Did not know where to go?



E. Questions Related To YFHS

1. Usually, where do you get your health information from? (You can check more than one if

applicable)
O Internet [0 Family (father, mother,brother, [ counselor or a doctor
sister) ornurse
[0 Healthcentreand [0 Magazines, Books [1 school / university
Clinic
I Friends [IMedia (newspaper,radio, TV) [IOthers

2. Have you ever needed any of the following health services during the current year? (You can
check more than one if applicable)

0 Nutritional Health Services [ Skin Health Services [0 Psychological HealthServices
O Sexual and Reproductive O Physical Health Services@EOthers-----------

O Did not need

3. Where did you go (place) for receiving the health services when you needed (You can check
more than one if applicable)

[0 Private Health Clinic 0 School/ University coun- [ Hospital
selor
0 Government Health Clinic 0 Pharmacy
[0 UNRWA Health clinic
[0 School/ University ser- O Parents/ friends
vices O NGOs Health clinic
O Other\ specify----------

0 Internet or book ormag- [0 Did not go to any placeor
azine person

4. Are you satisfied about the quality of services you received
O Yes [0 To some extent O No

5. Why do you feel not or partially satisfied about the quality of services you received (you can
check more than one if applicable)

O Inefficient workers I Not friendly Service Provider [ Lack of needed
information
] Difficulty in accessing the service O Lack of privacy and High Cost

confidentiality

[ Lack of interest and understanding [ Other-----------
of the needs ofyouth



6. What are the reason(s) fornot going to health centres to receive health Services(you can check
more than one if applicable);

[0 Not available 1 Cultural (stigma, reputation etc) [ don’t trust the place
[1 Not accessible [0 Fear and embarrassment 1 Don’t know

[0 no quality service [0 confidentiality not ensured O Other\ specify-----------
[0 Did not know where to go?

7. Do you perceive the current health services meet youth needs?

O Yes 0 To some extent O No

8. Are there health services within the school \ University you are studying or studied at?

O Yes O No

If yes; what are they? (You can check more than one if applicable)
O Primary health care clinic [0 general practitioner [ Registered nurse

[0 Counselingservices [ Social services O others ----------

9. Do you know what youth friendly health services mean?
LI Yes 0 No
If yes, what does it means to have YFHS (you can check more than one if applicable);

[0 High-quality services; information, counseling and referral that is relevant, accessible,
affordable, appropriate and acceptable to the young  people.

[0 The services are provided in line with the minimum health package
[ aims to increase acceptability and use of health services by young people

1 All young people have access to health information and services regardless of their status,
gender, origin etc...

10. Do you know what YFHS centre/clinic is supposed to deliver? (You can check more than one
if applicable);

L0 marriage and pre-marriage counseling,
O sexual education and awareness
O family planning,



O violence counseling,
0 general information on SRH,
(]

Life coach for healthy lifestyle (sports, nutrition, active citizenship and other factors related
to wellbeing).

O Do not know

11. What are your preferred place /centre to receive YFHS (you can check more than one if
applicable);

O Government Health centre [0 UNRWA Health centre 0 Family centre
O Private Health centre O School/ University centre [ Don’t know
[0 NGOs Health centre 0 Youth and sport centre [0 Others-----------------

12. What time do you prefer to go to the health centre to receive the services?

0 Morning 0 Afternoon [0 Evening 0 Do not mind

13. Do you prefer your health care provider to be?

O Male O Female O Do notmind [0 Don’t know

14. Do you prefer thelocation of the YFHSto be?

[0 Faraway from place ofresidence J Near to place of residence O Other------------

15. In your opinion confidentiality is important when you seek or receive your own health services

O Yes O No O Sometime O Don‘t know

16. In your opinion the financial costs is an obstacle to obtain health service

O Yes O No O Sometime O Don‘t know

17. Do you prefer a separate time when receiving YFHS for girls and boys

O Yes O No O Do not mind O Don‘t know



Annex 3.A -

Qualitative questions, interviews with academic and services
professionals
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Annex 3.B -

Focus group discussions with health providers
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Annex 3.C -

Focus group discussions with young people
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