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Abstract
Background
Non-communicable diseases (NCDs) - including cardiovascular disease (CVD), cancer and diabetes - have become a significant global burden on health. Particularly concerning are CVD rates, causing approximately 18 million deaths worldwide every year. The statistics show that the disease is no longer a predominantly high-income country phenomenon, but affects, increasingly, countries in both developing regions and conflict-affected areas. In the occupied Palestinian territory (oPt), the focus of this article, CVD ranks top of ten NCD killers, accounting for approximately 37.6% of deaths. Key risk factors discerned in primary care settings have been related to both structural determinants (i.e. the Israeli occupation) and individual behavioural factors. Unfortunately, no data are available for secondary care settings in the region and, consequently, little is known about patients and their capacity for risk factor behaviour change to manage their CVD.
To begin closing this gap in knowledge, our study provides insight into cardiovascular disease secondary prevention care with the overall aim to enhance the understanding of the complexities of managing NCDs like CVD in conflict-affected settings. Specifically, research was carried out among Palestinian health professionals who specialise in coronary artery disease in the West Bank to elicit their views on (a) how socio-political, health system and individual behavioural factors might hinder patients to change their health behaviour and impact on the provision of healthcare and (b) possible solutions for overcoming identified barriers to behaviour change on societal as well as individual-patient levels within secondary care provision in a context of protracted conflict.

Methods
This study is based on a qualitative approach in order to provide more in-depth information about health beliefs and behaviours, experiences and views of health professionals with regards to CVD secondary care. In total, 12 semi-structured interviews were conducted among doctors providing treatment to patients with CVD in secondary care settings. Interviews focused on health professionals’ perspectives on risk factors and perceived barriers to behaviour change among known CVD patients receiving secondary care. Interviewees were also asked to propose possible actions that could be taken to overcome the identified barriers at both societal and individual patient levels. All interviews were digitally recorded, transcribed and analysed using thematic analysis.

Results
Study results confirmed our prior theory of the complex entanglement of socio-political, health system and individual-level factors with regards to CVD experience, health-seeking and treatment. Also confirmed was our assumption that it is crucial to understand experts’ definitions and approaches to treatment in order to grasp their visions for appropriate and improved prevention and treatment options. In particular, study participants highlighted how political determinants, notably the detrimental impact of the Israeli occupation, and social determinants, directly and indirectly influence behavioural determinants due to physical and bureaucratic barriers to accessing health facilities, economic hardship and chronic stress. These stressors, in turn, were perceived as having a negative effect on individual behavioural risk factors including smoking, unhealthy diet and an increasingly sedentary lifestyle. Proposed solutions included more focused interventions from the Ministry of Health as well as surveillance, primary prevention and health promotion, and management to positively effect behaviour change in order to address the growing burden of CVD in the region.

Conclusions
The study has highlighted medical professionals’ perceptions of how structural and individual behavioural determinants influence their own and individual patient’s abilities to manage cardiovascular risk factors in a setting affected by chronic conflict. Consequently, we propose that medical and social intervention strategies generally used to address CVD risk, be strategically adapted in order to be useful and effective in contexts of armed conflict. Specifically, we call for a solid understanding of the socio-political context and existing health services as well as health providers’ and patients’ health beliefs and related behaviours when developing future health options aimed at addressing CVD in the region. Moreover, for health provision to be effective as well as sustainable, attention needs to be given above all towards a solution for political change.
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Background
Non-communicable diseases (NCDs) have become a significant global burden on health due to the rise in rates of conditions such as cardiovascular disease (CVD), cancer and diabetes. NCDs now form one of the major causes of mortality and morbidity globally with 38 million deaths worldwide [1]. Within this context, CVD is a key contributor to the rise, causing approximately 18 million deaths worldwide every year [2]. While previously the increase in incidence and mortality rates have affected mostly high-income countries, a new trend is emerging as NCDs and particularly CVD are now being experienced by regions previously considered low-risk for such diseases, namely low- and middle-income countries (LMICs) and conflict-affected areas, particularly in the Middle East and North African region (MENA) [3–6]. Within the MENA countries, NCD mortality rates vary, with Lebanon experiencing an 85% NCD mortality rate (of which 47% are CVD-related) and Jordan experiencing a 76% NCD mortality rate (of which 35% are CVD-related) [7]. In this region, too, high levels of behavioural risk factors have been discerned such as daily tobacco smoking (26.3% in Jordan, 18.9% in Egypt, 37.6% in Lebanon, and 19.3% in Palestine); insufficient physical activity (46.8% in Lebanon and 46.5% in Palestine); and obesity (34.3% in Jordan, 28.2% in Lebanon, 34.6% in Egypt, and 26.8% in Palestine) [5].
In the occupied Palestinian territory (oPt), the focus of this article, research has found that heart disease, cerebrovascular disease and cancer are currently the main causes of morbidity and mortality [8]. Consequently, there are high direct costs of care, high indirect costs in loss of production and much societal stress [8]. In terms of provision of primary healthcare in the West Bank, research has found that the most dominant feature impacting on access to healthcare is the Israeli occupation and, related to this, the separation wall between Israel and the West Bank, the myriad numbers of Israeli military checkpoints as well as invasions, detentions and land confiscation [9–14]. Additionally, the underfunding and suboptimal organisation of the existing healthcare system have been connected to a lack of both skilled health professionals and affordable essential medicines which make the provision of preventive and curative health provision for NCDs challenging [15–17]. This inadequate healthcare response has been linked to rising health inequities and social injustice on a large scale as poorer communities are less well served by the health system despite having higher rates of CVD risk factors [8].
Disconcertingly, little, if any, research has been undertaken in the field of secondary healthcare within the oPt, despite the fact that current reports highlight that this should be urgently tackled [18]. Insight into secondary healthcare is crucial as it has been shown to contribute to an improved multi-sectoral strategy that has the capacity to positively impact on health outcomes and to reduce the associated economic burden of cardiovascular disease [19]. To begin closing this gap in knowledge, our study focuses on cardiovascular disease secondary prevention care with the overall aim to enhance the understanding of the complexities of managing NCDs, like CVD, in conflict-affected settings. Specifically, research was carried out among health professionals who specialise in coronary artery disease (angina and heart attack) in the West Bank to elicit their views on (a) how socio-political, health system and individual behavioural factors might hinder patients to change their health behaviour and impact on the provision of healthcare and (b) possible solutions for overcoming identified barriers to behaviour change on societal as well as individual patient levels within secondary care provision in a context of protracted conflict. In the following, relevant background information will be provided on NCDs in the context of armed conflict and, specifically, in the oPt. Thereupon, empirical findings will be presented with the aim of providing new insights into barriers, policies and available services related to cardiovascular disease in the West Bank. The discussion and conclusion will contribute to and expand on earlier findings on the rise in NCDs, notably CVD, within the oPt and highlight how political, social and behavioural determinants are perceived to impact on people’s health and wellbeing. Underlying this is an argument for the urgent need for robust data-gathering systems in conjunction with multi-sectoral approaches to the delivery of healthcare in the region, notwithstanding the cultural and socio-political implications.
NCDs in the context of armed conflict
Armed conflicts around the world are increasingly affecting civilian populations [20], and changes in warfare technology have led to an upsurge in injuries, diseases and psychological traumas among affected populations [21]. At the same time, conflict-affected communities are experiencing increasing urbanisation and ageing populations, with older persons physically less able than most other adults to ensure their health and wellbeing [22–24]. These changing demographics have led to shifts in the disease burden with a noticeable increase in NCD prevalence rates [25–27].
Individuals experiencing chronic disease conditions and their psychosocial consequences are particularly at risk when exposed to armed conflict and insecurity related to family disintegration, environmental degradation, dislocation of food production systems and disruption of the local economies [28–32]. Research has convincingly shown that these direct and indirect factors lead to a decrease in the quality of healthcare and increase in distress [30, 33]. For example, Clark et al. [34] link the chronic stress of political conflict to diseases like diabetes and heart problems. This study supports the notion of chronic health consequences resulting from the stress of living under political conflict and adds to the discussion regarding the effects of war on civilians [35, 36].
Despite these insights, the humanitarian response to emergencies has traditionally focused on the management of acute conditions such as infectious illnesses and physical and psychological trauma and the provision of relatively short-term emergency relief and aid, rather than long-term care [37]. NCDs, on the other hand, have largely been neglected by humanitarian aid providers [38], and the provision of long-term care has been particularly challenging in emergency settings as conflicts decrease the ability of health systems to respond [27]. Reports have shown that such limited access to timely treatment can lead to poor outcomes for patients, as NCDs need to be managed continually in order to achieve best outcomes. In the context of the Middle East (Afghanistan, Libya, Syria and Yemen), the Safeguarding Health in Conflict Coalition [39] has highlighted the negative impact of war and violence on health systems. They found that hospitals were closed or even destroyed; the provision of healthcare was irregular; and staff and supplies were largely lacking. Consequently, the population was considered to be at increased risk with regards to mortality and morbidity due to chronic diseases such as diabetes, asthma, kidney disease and cardiovascular disease. Based on their findings, the Coalition calls for approaches to preventive and curative health responses in conflict settings to evolve substantially within primary, secondary and tertiary care.

NCD experience in the context of the occupied Palestinian territory
In the occupied Palestinian territory, health is powerfully influenced by political, economic and social determinants [9, 11]. Particularly NCDs have been seen as a key challenge for the Palestinian health system, and the burden has been shown to be increasing over the past decade [40–43]. Additional research on incidence, prevalence and increasing burden of risk factors for NCDs in Palestine has identified adverse developments for the most common conditions including hypertension [44–47], diabetes [48–51] and obesity [52–59], and these are now noted to be common conditions among the local population. With particular reference to CVD, the Palestinian Ministry of Health (MoH) reports that the disease ranked top of ten NCD killers, accounting for 29.5% of deaths in 2014 [60].
Drivers of this increase in NCDs are reported as primarily connected to both structural determinants, including the Israeli occupation, and individual behavioural factors such as increased smoking rates (particularly amongst young women), lack of opportunity for physical activity, and obesity. In another report, the Palestinian MoH [61] highlighted poverty, unemployment and transitions in food consumption patterns as contributing to the increasing prevalence of these behavioural risk factors, all of which are related to the development of NCDs, especially CVD. A study by Sousa and Hagopian [12] notes that the Israeli checkpoints and road blocks, separation wall and military presence in Palestine limit access to medical equipment and medicine, compromise the education of healthcare professionals and block access to both preventive and curative health services. They argue that political and socio-economic instability are the main barriers to the success of the MOH’s healthcare agenda as these factors are leading to an inability to provide appropriate follow-up healthcare to manage NCDs. Additionally, the study highlights that “(Palestinian) patients often could not afford medication due to increased unemployment and poverty resulting from the expropriation of land, destruction of businesses and homes, and loss of free movement for work” (p. 525). Such deficiencies are reported to exacerbate the conditions of patients suffering from chronic diseases such as diabetes or hypertension - the biggest risk factors for cardiovascular disease. Similarly, a report by the Safeguarding Health in Conflict Coalition [39] highlights the Israeli occupation as an important barrier to health provision stating, “Israeli security forces created new checkpoints and refused to allow priority of passage to Palestinian ambulances until receiving authorization through bureaucratic channels, thereby delaying the transport of patients who were in the midst of emergencies by up to an hour” (p. 10). Additionally, Palestinian hospitals are reported to be raided regularly (to make arrests or to collect medical files and patient information) disturbing patient care and intervention.
It has been well documented that Palestinian patients require permits to travel to areas where many of them may be referred for further medical investigation, specialised treatment, surgery and other interventions. In addition to the permit requirement – which may take some time to receive and in many cases is refused – Palestinians are restricted in their mode and point of entry at the 98 fixed checkpoints in the West Bank (as of 31st January 2017) inhibiting their freedom of movement and right to health still further [10, 12, 13]. According to a WHO Special Report [14], the Israeli Civil Administration (ICA) denied health access, or delayed responding to requests, to one in five Palestinian patients seeking referral health care in 2011 and 2012, citing ‘security’ as the reason for denial.
To address some of the problems outlined above, the Palestinian MoH had previously developed a health plan with a particular focus on CVD, obesity-related diabetes and cancer. Unfortunately, its implementation was unsuccessful partly due to a lack of coordination between the various stakeholders involved working for the ministry and various non-governmental organisations [52]. More recently, the MoH, with support from WHO, has developed a national policy and strategy to prevent and manage NCDs based on a recognised need for both primary and secondary prevention [62]. Whilst covering legislation, regulation and inter-sectoral policy objectives, this plan does not specifically identify secondary care plans. This shortcoming might be partly related to the lack of locally relevant research evidence on risk factors, barriers and treatment outcomes in secondary care settings.


Methods
This study employed a qualitative research design as an appropriate methodology to inquire into structural and individual barriers to achieving lifestyle modifications recommended for CVD secondary prevention among patients, from the perspective of Palestinian medical professionals based in secondary care. Particular attention was paid to health professionals’ beliefs, experiences and views with regards to CVD secondary care and the ways in which they connected these to broader contextual factors including the political, social and economic determinants of health [63, 64]. The study was carried out over a period of five weeks in 2015.
Study participants included 12 doctors aged between 26 and 63 who were predominantly male except for two female doctors. They held main appointments with private (5) and governmental healthcare services (5) as well as health NGOs (2) located in Ramallah (7), Nablus (1), Bethlehem (2), and East Jerusalem (2). Younger study participants identified as ‘residents’ and their length of qualification as a doctor ranged from two to four years; all of them worked in governmental hospitals. Doctors working in the private sector, on the other hand, had been qualified for between ten and 38 years and were more experienced in the field of cardiac investigations, diagnostics and subsequent interventions compared to their younger colleagues in the government health sector. The two doctors working in NGOs had both been qualified for over 12 years. All study participants provided cardiac interventions (i.e. coronary angiography), surgical interventions (i.e. stenting and coronary artery bypass grafting) as well as follow-up appointments to their patients.
Sampling for this study followed a purposeful and snowball sampling approach. Specifically, invitation emails were sent to ten main medical facilities providing cardiac interventions in the West Bank. Individual responses were received from three that were consequently followed up with further details of the study and information sheets. Staff from these institutions then connected the first author with colleagues working for other health facilities in government, private and NGO sectors.
Semi-structured interviews were conducted by the first author using a topic guide focusing on risk factors, barriers to healthcare and possible solutions for improved healthcare. Interviews were conducted in English except for one that was conducted in Arabic with a Palestinian translator. The interviews lasted between 40 and 70 min and were, with the consent of study participants, audio recorded and later transcribed verbatim by the first author. The data from the transcripts was subsequently coded inductively in order to understand the basic social processes arising within the study, and to begin to build categories and themes from the codes. Specifically, the coded data were, first, categorised and linked by relationship. Thereupon, links were established between the categories and properties defined such as phenomena, causal conditions, context, action strategies and consequences. Through an interpretative process, it was possible to identify the core categories that structure the following results section.
Study limitations
This study aimed to include between eight and 15 health professionals currently working in the field of cardiovascular disease, particularly in secondary prevention care. It was hoped to obtain a selection of different health professionals to include doctors, nursing staff, physiotherapists, occupational therapists, psychologists and other relevant healthcare workers. However, it became apparent that this type of healthcare within the West Bank is only carried out by medical doctors, hence all interviewees being limited to that profession. Furthermore, it was intended for the sample to consist of an equal number of female/male participants. Unfortunately, gatekeepers mainly selected male colleagues and, therefore, only two out of the 12 interviews were conducted with female respondents. While it was not possible to establish the exact ratio of female to male doctors in Palestine, it is anticipated that there are likely to be far fewer female doctors than male, simply as a result of the historical culture of women in Arab societies and the worldwide domination of males within the medical profession. Nevertheless, it would have been important to interview more female doctors to provide, if any, differences in their perspectives of providing a service within a male-dominated profession and how this may impact on their ability to address the subject of secondary care. Different responses may have been given by female respondents to questions about differences between male and female patient behaviour, reflecting upon the lower status of women in that society. The language of respondents is also important in considering understanding, transparency and validity. All 12 interviews apart from one were conducted in English. Palestinian doctors’ training is carried out in English therefore there is a shared understanding of medical terminology. There were, however, occasions when Arabic words were used to indicate something particular within the Palestinian culture in order to emphasise certain practices. The terms were later translated with the help of a Palestinian translator. The one interview carried out with a translator did provide the translator with an opportunity to contribute his own views and some personal answers to the interview questions, but these were not used as part of the transcription process or as valid evidence.


Results
Health providers painted a fairly bleak picture of secondary care provision. As will become apparent, they related the current situation mainly to structural (political, social, economic and health systems) and individual behavioural risk factors, which deterred their patients from participating in lifestyle changes that could improve health outcomes from cardiovascular events. At the same time, the practitioners made concrete recommendations for actions that could be taken to overcome some of the less macro-political barriers on the system and individual patient levels, and to address problems identified within health provision itself.
Structural risk factors and barriers to healthcare
All study participants referred to stress and insecurity as the main risk factors for the notable increase of CVD in the West Bank. According to them, stress was related to (a) structural determinants, particularly to the Israeli occupation, with its political instability, lack of freedom of movement and military presence and (b) daily stressors including economic hardship, unemployment and family conflicts. A doctor said, for instance:I don’t think it’s just one thing, sometimes you’d get the stress from, you know, directly occupation-related, and sometimes you get the stress from the social economical status which is indirectly related to the occupation.


Stress and insecurity were also related to feelings of hopelessness for the future and depression. One doctor from a private practice indicated that 20% of his patients were prescribed antidepressants while another one working for a large governmental facility noted:Living under occupation means not much to look forward to, occupation is (a) chronic disease.


Stress was considered to be associated particularly with the separation wall and Israeli checkpoints, both of which often prevent patients from reaching appropriately specialised health facilities in time. A doctor from a governmental hospital outlined the problem for patients who need urgent medical treatment as follows:If someone has (a) heart attack who comes to (the) hospital you hope that they present on time. The ideal of the recommended ‘door to open’ time of 90 min, or the ambulance to emergency room time of 1 h is laughable here. The patient needs a permit, basically a visa to visit [the] hospital. How could somebody with a heart attack get a visa? And if he comes, the physician needs a permit to reach the hospital. So it’s a ‘no win’ situation.


Besides these political determinants, low socioeconomic status was considered an important factor impacting on self-care and, related to this, health outcomes. On the one hand, low salaries meant that patients lacked the capacity to purchase medication and, on the other, their long working hours did not permit them to engage in physical activity. One study participant explained:The working hours are ridiculous and then, you know, you don’t have enough time to go and do something (...) you don’t have the time to go to the gym.


Even if patients were to consider the possibility of addressing such lifestyle changes, there was a reported lack of public spaces for recreation and leisure, and the local environment was described as deficient of suitable facilities for physical activity. Someone explained:In Bethlehem, walking here, it’s dusty, there’s lots of cars, it’s uphill [laughing]. There’re no parks for people to walk around.


Also doctors in other West Bank cities lamented a lack of recreational areas and facilities that are designed for the use of adults, adolescents and children.

Individual behavioural risk factors for CVD
Study participants referred to a number of behavioural risk factors for CVD including smoking, a sedentary lifestyle and diet and explained how they were exacerbated by the protracted political conflict and related stress. Smoking was recognised as a major issue that should be tackled to reduce the risk of cardiovascular disease:Smoking is really a big, big problem here (…), maybe it could amount to about 70% of adult men who smoke in this part of the world.


Whilst all respondents considered a reduction in smoking important, they also highlighted that it was extremely difficult for patients to change this behaviour as they used smoking as a means to combat the stress of living within a conflict zone and as a form of enjoyment. One respondent suggested that, due to the fact that people’s circumstances are challenging, one of their escapes and possible means of enjoyment is through smoking.Because living under occupation is the main issue here, you know, people are experiencing a hard life so cigarettes are an escape.


It was further noted that especially older patients were reluctant to quit smoking because they considered it to be a way of socialising and bringing some form of enjoyment into their occupation-affected and often insecure lives. Younger smokers, on the other hand, were believed to smoke mainly because they followed family patterns of smoking behaviour, and once started, it was a difficult behaviour to stop. In addition, several participants alluded to the worrying trend of the increasing number of women smoking shisha pipes, known as argila.
Another contributing factor to cardiovascular disease was felt to be the increasingly sedentary lifestyle of many Palestinian people. A particularly low uptake of physical exercise was noted due to the fact that it does not play an important role in people’s everyday lives. “Exercise?” one of the doctors laughed, “Zero, we don’t do it here really”. This participant suggested that exercise is not an activity that is carried out within the Palestinian society habitually and on a wide scale. Numerous respondents reflected that the sedentary lifestyle contributes to the rise in obesity. It was noted to be of particular prevalence among women patients. For instance, two doctors highlighted that one of the reasons why there were more women presenting with CVD was because their lifestyle was believed to be more sedentary than that of men, that is, they were less active because they stayed at home more. This could imply that these health providers viewed women in a stereotypical female role and that being responsible for the home and childcare are viewed as ‘sedentary’ activities. It was also suggested that there might be an increased presentation of CVD amongst women because they tend to stay at home when ill and are believed to visit hospitals more rarely. This could result in delayed hospital presentations by which time some risk factor complications may have already set in.
Furthermore, a change in dietary habits among patients was believed to lead to diabetes, obesity and high cholesterol. This was often attributed to the influence and transference over time to a Westernised diet such as high-fat fast foods and sugary drinks particularly by younger people who now opt for this in preference to traditional home-cooking. A health provider reasoned:Now, unfortunately we’re getting slowly into this (…) Westernised lifestyle. This means obesity and all its problems such as diabetes, high cholesterol and a sedentary lifestyle. These all lead to cardiac diseases being the number one problem here.


The cultural change in the lifestyle habits of patients was identified especially by the older study respondents who, over their long years of working in cardiovascular medicine, were seeing more women smoking and noticing less healthy dietary choices. Correspondingly, many of the younger doctors also seemed to be aware that these cultural changes presented a significant problem for tackling risk factors, but felt that the patients’ lack of motivation was a key factor in encouraging lifestyle change.
A number of doctors stated that, despite apparent patient awareness of the benefits of adopting healthier lifestyles, this lack of motivation was compounded by a level of complacency around family illness history relating to CVD. It was felt this near denial led to many patients not considering making lifestyle changes until after the occurrence of their own heart attack. Doctors also felt this complacency accounted for the noticeable increase in younger patients now presenting with CVD as, despite having a positive family history, young people were not addressing any required behavioural changes to reduce their own risk of CVD. This noted self-regard in the young was connected to a lack of motivation, in part due to people’s circumstances:It’s the lack of motivation which (…) I would say under the current circumstances, (…) could not be changed. It is more difficult because when you look at the circumstances (…), the political conditions in general, there is not much hope for the younger generation .


This poor motivation for behaviour change, often driven by low mood, was believed to exist despite apparent patient awareness of the benefits of adopting healthier lifestyles.

Proposed solutions for improved secondary care provision
Respondents reflected upon what kinds of changes would be necessary and feasible to help people change their behaviour under these challenging circumstances. In particular, they highlighted the importance of developing multi-disciplinary teams in their clinics, improving communication and referral structures, increasing human and material resources, engaging more in advocacy and, importantly, policy development..
Health providers explained that they would be able to work more effectively if they could work in multi-disciplinary teams with specialists from various relevant departments. One practitioner commented that this would help him to:Take my decision in the next step (of patient) management, this would be better for the patient. I feel there is a shortage of physiotherapists, dieticians and nurses, and this affects my work actually.


It was also suggested that working more closely with specialists from other health departments would improve the handover and continuation of patient treatment. Several doctors commented on the particular need for endocrinologists to address the increasing presentation of diabetic patients with complications, as this could affect the onset of CVD.
This lack of integrated healthcare was also connected to the importance of improving communication between and within health departments. One practitioner said for instance:We have a defect here in our system in that not every patient is followed by the same specialist and so I guess there’s a defect in the communication between the doctors here in our department.


This poor communication was also reported between primary and secondary healthcare providers. A doctor outlined:Actually there is no satisfaction, there is no good co-operations between the hospital and the diabetic centre for primary healthcare, it is above our ER but we don’t have any communication.


In terms of a possible solution to this problem the same doctor explained:We should include it together, the endocrinologist in the diabetes centre (…) and with cardiologist for acute coronary syndrome to manage the risk factor from there and we manage the acute events.


Other respondents echoed the importance of working across specialisations as it was felt to be crucial for monitoring, follow-up and on-going education for lifestyle support such as smoking cessation and dietary adherence.
In order to further improve secondary healthcare for CVD, several health practitioners emphasised the importance of having enough staff on hand. Yet it is important to note that they differed in their views on whether or not there were enough medical experts available to assess and care for patients with CVD. Half of them considered there to be enough residents in their clinic while others highlighted a lack of doctors and specialists, such as those working in endocrinology, who could do more to provide support for diabetic patients. It was noticeably the younger practitioners working in the governmental hospitals who complained about a lack of specialists.
In addition to a lack of staff, respondents referred to a shortage of equipment. This, it was explained, led to many patients with known risk factors for cardiovascular disease not being supported in monitoring their condition appropriately, and not receiving adequate advice that may prevent complications or the leading to chronic disease. As a result, respondents stated that there is a higher presentation of patients to secondary care facilities once complications have set in and a rise in the presentation of younger patients with cardiovascular disease. In addition, doctors felt that patients were confused about where to go for treatment and often bypassed initial services and, instead, headed straight to secondary care. It was believed that another reason they may present initially at secondary care was due to patient concerns about the current state of primary care services. Consequently, patients preferred to attend secondary care facilities as they had more ‘trust’ in the hospital service.
Besides the faults highlighted within the primary care provision leading patients to default to secondary care services, doctors suggested other solutions to support patients to manage their CVD such as advocacy, research and health policy. In terms of advocacy, they argued that regardless of patient reluctance to behaviour change, a doctor’s most important role was education and reaching a compromise with patients about lifestyle change and treatment options. It was considered that education could be provided through the doctor-patient relationship or via social media. One study respondent stated that he carried out regular radio presentations where he focused on particular risk factors for CVD and provided advice for listeners. However, some respondents noted the relevance of the educational level of patients to be able to understand and follow advice:The good news is our society is one of the most-educated societies in the whole Arab world (…), but at the same time there are areas in Palestine where people are much less educated and this means the compliance (...) and you talk to the family or somebody who’s well educated in the family you might (still) get problems in their understanding of the disease, and the need of follow up.


Reference was made by participants to the importance of evidence to inform priority setting. Two doctors noted a lack of published statistics to support the widely acknowledged increase in the presence of CVD risk factors:We don’t have national statistics, at least good ones, to be sure what we are seeing.


This could be significant as potentially, without the knowledge of the number of patients presenting with risk factors, it may be difficult to consider how to plan, prioritise and fund health conditions.
Relating to an identified possible solution at policy level by participants, it was suggested that more could be done particularly within the food and tobacco industries. In relation to tobacco, one doctor commented:It’s difficult because you need to go another ten, twenty years to be able to enforce that there is no smoking in public places.


This would imply that any potentially helpful policy changes take a long time to implement.
With regard to the food industry, mention was made of there being two types of restaurants – a costly one offering low calorie food, and a cheaper one with high calorie content. This was felt to be unfair as busy, hardworking or impoverished people would visit the cheaper restaurants and, thereby, subject themselves to a diet that was not considered to be in the least bit helpful in reducing the risk of CVD.


Discussion
Focusing on the views of Palestinian health professionals on barriers and resources for CVD secondary care prevention in the West Bank, this study has highlighted their perceptions on how socio-political, health system and behavioural factors impact on their and individual patients’ ability to manage cardiovascular risk factors in a setting affected by protracted conflict. Based on the data presented, this discussion will bring to the fore the complex ways in which these determinants are entangled and why understanding this entanglement is crucial in order to develop adapted and context-specific health interventions for the field of CVD secondary care.
Complex entanglements: Socio-political, health system and individual factors
In terms of political factors, respondents emphasised first and foremost the detrimental health impact of the Israeli occupation by linking it to high emotional stress levels and low quality of life, economic hardship, loss of free movement and a barrier to the access and provision of healthcare. Social factors affecting CVD secondary care prevention were mainly related to daily stressors [65] such as low salaries and high workload as well as gender- and age-related factors. Both political and social determinants were perceived to directly and indirectly influence behavioural factors, particularly smoking, unhealthy diet and an increasingly sedentary lifestyle.
The results also made apparent the ways in which healthcare professionals perceive these multiple-level factors to come together in people’s lives and, thus, shape individual health outcomes as well as treatment effectiveness. For instance, they explained how smoking, a behavioural risk factor, is linked to (a) the military occupation in that people recur to smoking as a form of stress relief; (b) enjoyment and a way of socialising among peers; and (c) family tradition as younger people follow in the footsteps of their parents and grandparents. Similarly, a sedentary lifestyle was referred to as more than just a behavioural risk; it was connected to gendered norms, cultural habits, lack of adequate spaces for exercise and a restriction of movement especially for those living close to checkpoints or illegal settlements (for comparison see also [66]). These perceptions are mirrored in epidemiological research in the region, which has found strong links between military occupation, economic hardship and psychosocial stress [67], hypertension and obesity [52] and cardiac health [68].
Health providers made apparent that in order to provide adequate treatment, it is crucial for the health system to be responsive to the complex links between societal- and individual-level health factors. Indeed, public health messages focusing primarily on individual behaviour change were not believed to be sufficient in a context where people have a lack of control over their lives due to structural and social barriers. This notion is reinforced by a Palestinian Ministry of Health [61] report stating, “Palestinian society and the PNA [Palestinian National Authority] have little control over the social determinants of health” due to “deep inequities of power and wealth between Palestine and Israel with the latter controlling most aspects of daily life” (p. 9).
Consequently, a broader set of services is required that address, besides medical problems, also social, economic and political factors or, what has been called, the “causes of the causes” of ill health [69, 70]. This is in line with recommendations of the WHO [67] which foreground improving social determinants of health and inequities by tackling daily living conditions; inequitable distribution of power, money and resources; and measuring and understanding the problem and assessing the impact of action. In other words, as the WHO’s Director General stated, “Healthcare is an important determinant of health. Lifestyles are important determinants of health. But (…) it is factors in the social environment that determine access to health services and influence lifestyle choices in the first place” [14]. While we agree with this overall statement, it needs to be understood that, in Palestine, a focus on social determinants of health can only be fruitful, if it is tightly linked to human rights and justice [71]. Indeed, Giacaman and colleagues write: “Hope for improving the health and quality of life of Palestinians will exist only once people recognize that the structural and political conditions that they endure in the occupied Palestinian territory are the key determinants of population health” (p. 847).



Proposed solutions for improving CVD secondary care
While study participants were aware of the intricacies outlined above, their proposed solutions for improving CVD outcomes were less concerned with larger structural issues than with behavioural change and medical treatment. The reason for this could be at least twofold. First, it could be due to their professional training considering that cardiologists in secondary care tend to be more likely to see their role as diagnostic and located in the management of acute events. They may, therefore, feel less suited to consider prevention and management of long-term conditions let alone working across sectors to deliver more holistic approaches to healthcare. Second, it could also be related to their own sense of powerlessness in the face of political and structural violence.
What health providers agreed on was that the increase and detrimental consequences of CVD should be addressed by the Ministry of Health at a systems and policy level. In particular, they focused on the importance of prevention, system development and policy improvement. First, practitioners suggested shifting action from treatment to health promotion by focusing on prevention through awareness-raising and education campaigns to inform the public about adverse risks, related to as smoking, obesity, and lack of physical activity. While such approaches have been shown to prevent CVD, it has to be recognised that they have crucial limitations when implemented in conflict-affected areas. First, checkpoints and the Israeli settlements can make it difficult to be physically active outdoors due to threats, harassment and controls. Second, the environment is often considered inappropriate for physical exercise for adults and children alike. For instance, a study by Abdul-Rahim and colleagues [72] has pointed to a lack of sex-segregated facilities that prevents particularly women from participating in sports. Interestingly, however, studies have also shown that living in rural areas in Palestine can be a protective factor due to the fact that agricultural labour is more physically demanding and there is better access to healthy foods [41]. At the same time, it has to be acknowledged that farming communities (particularly those located in Area C of the West Bank) are regularly affected by land confiscations and the control of water sources by Israel – a situation which has been linked to a change in diet generally from one that basically relied on locally grown food including fruit and vegetables to one consisting of processed, fatty, sugary, fast food [52].
Second, practitioners called for a significant improvement of primary care services in order to alleviate the pressure on secondary care. According to them, primary care services were wholly inadequate in terms of risk factor monitoring and follow-up, leading to patients choosing to present directly to secondary care services. To solve this dilemma, the majority of participants highlighted the need for a more cohesive interface between primary and secondary care provision by improving communication between these two services, and between specialists involved in a patient’s care. Besides improved communication, they also demanded more streamlined referral processes, the implementation of multi-disciplinary teams, a greater number of specialists, and additional resources for staffing. While these demands are certainly well placed, they have to be viewed within a context of resource scarcity (excluding salaries, the health budget amounts to about $322,729,780) where the MoH is confronted with a yearly budget deficit of around 45%. Most of the available budget is already spent on medical referrals, medication and medical and laboratory supplies which leaves little room for large-scale system development, let alone addressing upstream determinants of health [60].
Third, policy development was considered an important measure to improve NCD prevention and treatment. Recently, the Ministry of Health has indeed formulated a vision to develop a multi-sectoral strategy for NCD prevention and control in the region [53]. According to the document, such a strategy would address tobacco control and tobacco taxes, health nutrition (including regulation marketing of food and non alcoholic beverages to children), salt intake, saturated fat intake, and physical activity. Yet, it remains unclear how exactly these measures will be implemented and what the challenges may be. For instance, any policy around tobacco control may be difficult to realise considering that the oPt is not yet a signatory to the Framework Convention on Tobacco Control (FCTC) as it was not deemed to be a State when the Convention was signed (2003–4). Nevertheless, the oPt has adopted an anti-smoking law, raised the taxes on tobacco products, banned the public promotion of tobacco and placed written health warnings on products while trying to combat tobacco smuggling despite the fact that it is unable to completely control the border crossings [60]. This last point highlights once again that the implementation of a multi-sectoral NCD prevention strategy cannot be viewed in isolation, but in a context where the Palestinian government has limited room for manoeuvre due to the Israeli occupation and related political fragility and insecurity.


Conclusion
Due to globalisation and population ageing, non-communicable diseases such as cardiovascular disease are on the rise worldwide. This trend can also be noticed in conflict-affected areas where, until recently, infectious diseases and injuries were the main drivers of morbidity and mortality. Consequently, medical and social intervention strategies will have to be adapted to reflect these emerging trends while also taking local contextual factors into account, which shape, often in very distinct ways, health needs, help- and health-seeking behaviours and access to healthcare. This is of particular relevance for the oPt which has been under Israeli occupation for over 50 years. This conflict has not only impacted on the ability of health providers to deliver healthcare in an environment fraught with barriers, but also on the Palestinian people to access such healthcare and to be motivated to engage in adopting a healthier lifestyle, the result of which is evident from the increase in CVD across the region.
To provide meaningful healthcare in such a complex context, it is important to generate inter-disciplinary, locally relevant evidence related to CVD prevalence rates, health-seeking behaviour, access to health and social care, and outcomes of intersecting medical and socio-political intervention strategies. Moreover, it is important to generate locally relevant and reliable data on CVD and treatment effectiveness in order to be able to estimate costs, resources required, policy and decision-making management. The absence of such data, in turn, can significantly hamper the effectiveness of primary and secondary care services. Thus, improved pathways need to be established between inter-disciplinary data collection and inter-sectoral healthcare delivery with a view to improve health, equity and justice in the long-term.

Acknowledgements
The authors would like to thank those health professionals who participated in the study and gave their time for interviews.
Funding
The research was funded generously by two grants. The Elizabeth Casson Memorial Trust supported the data collection phase in the oPt. The Research Council UK (RCUK) contributed to the analysis and writing stage of this article.


Authors contributions
JC collected, analysed, and interpreted the data and did most of the writing of the text presented here. HK provided supervision throughout the data collection, analysis and writing phases and wrote and revised sections of this manuscript. Both authors read and approved the final manuscript.

Author information
Jane Collier is a Specialist Occupational Therapist (OT) with over 20 years experience working within the NHS. She is currently the OT lead with cardiovascular rehabilitation services for the Guy’s & St. Thomas’s NHS Hospital Trust. She is a member of the UK-EMT Rehabilitation Cell, and completed an MSc in Global Health & Social Justice in 2015 with King’s College London.
Hanna Kienzler is a Senior Lecturer (Assistant Professor) in the Department of Global Health & Social Medicine at King’s College London. She has a long-standing academic interest in the field of global health, in connection with organised violence, ethnic conflict, and complex emergencies, and their health and mental health outcomes. She conducts ethnographic research on the impact of war and trauma on women in Kosovo, on new mental health treatment options for torture survivors in Nepal, and on humanitarian and mental health interventions in the occupied Palestinian territory and Kosovo. She holds two major grants: a Wellcome Trust Collaborative Award to investigate community-based support for persons with mental health problems in Palestine, Ghana and the UK and a RCUK grant to build research capacity in the field of mental health in conflict affected areas of the Middle East with particular focus on Palestine.

Ethics approval and consent to participate
Ethics approval was acquired from the Research Ethics Board at King’s College London (Ref KCL/14/15–38). Study participants were provided with a Consent Form for signature.

Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


[image: Creative Commons]Open AccessThis article is distributed under the terms of the Creative Commons Attribution 4.0 International License (http://​creativecommons.​org/​licenses/​by/​4.​0/​), which permits unrestricted use, distribution, and reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http://​creativecommons.​org/​publicdomain/​zero/​1.​0/​) applies to the data made available in this article, unless otherwise stated.

References
1.
World Health Organisation. Non-communicable diseases. 2015. http://​www.​who.​int/​mediacentre/​factsheets/​fs355/​en/​ (2015). Accessed 4 August 2016.

2.
Yusuf S, Rangarajan S, Teo K, Islam S, Li W, Liu L, Bo J, Lou Q, Lu F, Liu T, Yu L, Zhang S, Mony P, Swaminathan S, Mohan V, Gupta R, Kumar R, Vijayakumar K, Lear S, Anand S, Wielgosz A, Diaz R, Avezum A, Lopez-Jaramillo P, Lanas F, Yusoff K, Ismail N, Iqbal R, Rahman O, Rosengren A, Yusufali A, Kelishadi R, Kruger A, Puoane T, Szuba A, Chifamba J, Oguz A, McQueen M, McKee M, Dagenais G, Investigators PURE. Cardiovascular risk and events in 17 low-, middle-, and high-income countries. N Engl J Med. 2014;371(9):818–27.CrossrefPubMed

3.
Alwan A, Alwan N, Jabbour S. Non-communicable Diseases –I: burden and approaches to prevention. In Jabbour J, Giacaman R, Khawaja M, Nuwayhid, editors. Public health in the Arab world. Cambridge University press; 2012. p.149–163.

4.
Fuster V and Kelly B. Committee on Preventing the Global Epidemic of Cardiovascular Disease. Meeting the challenges in developing countries. In: Promoting cardiovascular health in the developing world: a critical challenge to achieve Global Health. Institute of Medicine. Washington (DC): National Academies Press (US); 2010.

5.
Rahim HFA, Sibai A, Khader Y, Hwalla N, Fadhil I, Alsiyabi H, Mataria A, Mendis S, Mokdad AH, Husseini A. Non-communicable diseases in the Arab world. Lancet. 2014;383(9914):356–67.CrossrefPubMed

6.
Collins DRJ, Jobanputra K, Frost T, Muhammed S, Ward A, Abe Shafei AA, Fardous T, Gabashneh S, Heneghan C. Cardiovascular disease risk and prevention amongst Syrian refugees: mixed methods study of Médecins Sans Frontières programme in Jordan. Confl Heal. 2017; https://​doi.​org/​10.​1186/​s13031-017-0115-z. Accessed 4 January 2018

7.
World Health Organisation. Noncommunicable diseases country profiles 2014. https://​scholar.​harvard.​edu/​vincentjelani/​publications/​who-noncommunicable-diseases-country-profiles-2014. Accessed 24 Jan 2018.

8.
Husseini A, Abu-Rmeileh NM, Mikki N, Ramahi TM, Ghosh HA, Barghuthi N, Khalili M, Bjertness E, Holmboe-Ottesen G, Jervell J. Cardiovascular diseases, diabetes mellitus, and cancer in the occupied Palestinian territory. Lancet. 2009;373(9668):1041–9.CrossrefPubMed

9.
Bhaiwala Z. Health under occupation: constraints on access to healthcare in the Palestinian territories. Mondoweiss. The war of ideas in the Middle East. 2015. http://​mondoweiss.​net/​2015/​08/​constraints-palestinian-territories. Accessed 27 August 2016.

10.
Eklund L, Martensson U. Using geographical information systems to analyse accessibility to health services in the West Bank, occupied Palestinian territory. East Mediterr Health J. 2012;18(8):796–802.CrossrefPubMed

11.
Giacaman R, AbduI-Rahim HF, Wick L. Health sector reform in the occupied Palestinian territories (OPT): targeting the forest or the trees? Health Policy Plan. 2003;18(1):59–67.CrossrefPubMedPubMedCentral

12.
Sousa C, Hagopian A. Conflict, health care and professional perseverance: a qualitative study in the West Bank. Global Public Health. 2011;6(5):520–33.CrossrefPubMed

13.
Vitullo A, Soboh A, Oskarsson J, Atatrah T, Lafi M and Laurance,T. Barriers to the access to health services in the occupied Palestinian territory: a cohort study. Lancet 2012;380:S18–S19.

14.
World Health Organisation. Right to Health: Crossing barriers to access health in the occupied Palestinian territory. 2013. http://​www.​emro.​who.​int/​images/​stories/​palestine/​documents/​WHO_​-_​RTH_​crossing_​barriers_​to_​access_​health.​pdf?​ua=​1. Accessed 20 July 2015.

15.
Efrati I. Huge disparities between Israeli, Palestinian health-care systems. Haaretz: Says Rights Group; 2015. http://​www.​haaretz.​com/​israel-news/​.​premium-1.​636228. Accessed 27 July 2015

16.
Mahmoud A. Health Challenges in Palestine. Science & Diplomacy. 2013;3. http://​www.​sciencediplomacy​.​org/​perspective/​2013/​health-challenges-in-palestine. Accessed 22 December 2015.

17.
Mataria A, Khatib R, Donaldson C, Bossert T, Hunter DJ, Alsayed F, Moatti J. The health-care system: an assessment and reform agenda. Lancet. 2009;373(9670):1207–17.CrossrefPubMed

18.
World Heart Federation. Secondary cardiovascular disease prevention and control. 2014. http://​www.​championadvocate​s.​org/​assets/​downloads/​WHF_​Global_​Burden_​Doc.​pdf . Accessed 16 August 2015

19.
Karwalajtys T, Kaczorowski J. An integrated approach to preventing cardiovascular disease: community-based approaches, health system initiatives, and public health policy. Risk Manag and Healthc Policy. 2010;3:39–48.

20.
Solana JA. Secure Europe in a better world: European security strategy. Paris: European Union Institute for. Secur Stud. 2003; http://​www.​consilium.​europa.​eu/​media/​30823/​qc7809568enc.​pdf. Accessed 10 Feb 2017.

21.
Kienzler H, Pedersen D. Strange but common bedfellows: the relationship between humanitarians and the military in developing psychosocial interventions for civilian populations affected by armed conflict. Transcult Psychiatry. 2012 Jul;49(3–4):492–518.CrossrefPubMed

22.
MSF (Medecins Sans Frontieres). Older people in crises: A review of MSF’s approach to vulnerability and needs. 2012. http://​www.​msf.​org.​uk/​sites/​uk/​files/​older_​people_​in_​crisis_​final_​oct_​2012.​pdf.​ Accessed 8 March 2017.

23.
Ridout A. Older voices in humanitarian crises: calling for change. HelpAge International. 2016; www.​helpage.​org/​download/​5730c4e01a6c7. Accessed on 21 January 2017

24.
UNHCR. Older refugees: Looking beyond the international year of older persons. 2003. http://​refugeestudies.​org/​UNHCR/​86%20​-%20​EXCOM,%20​Older%20​Refugees.​pdf. Accessed 21 April 2017.

25.
Demaio A, Jamieson J, Horn R, de Courten M, Tellier S. Non-communicable diseases in emergencies: a call to action. PLoSMed. 2013; https://​doi.​org/​10.​1371/​currents.​dis.​53e08b951d59ff91​3ab8b9bb51c4d0de​.

26.
Spiegel PB, Checchi F, Colombo S, Eugene E. Health-care needs of people affected by conflict: future trends and changing frameworks. Lancet. 2010; http://​www.​thelancet.​com/​pdfs/​journals/​lancet/​PIIS0140-6736(09)61873-0.​pdf. Accessed 23 June 2017

27.
Tonelli M, Wiebe N, Nadler B, Darzi A, Shahnawaz Rasheed S. Modifying the interagency emergency health kit to include treatment for non-communicable diseases in natural disasters and complex emergencies. BMJ Global Health. 2016;1

28.
Devkota B, van Teijlingen ER. Understanding effects of armed conflict on health outcomes: the case of Nepal. Confl Heal. 2010;4:20.Crossref

29.
Murray CJL, King G, Lopez AD, Tomijima N, Krug EG. Armed conflict as a public health problem. BMJ. 2002;324

30.
Murray C. Armed conflict as a public health problem: current realities and future directions. 2007. https://​www.​usip.​org/​publications/​2007/​05/​armed-conflict-public-health-problem-current-realities-and-future-directions. Accessed 24 August 2016.

31.
Pedersen D. Political violence, ethnic conflict, and contemporary wars: broad implications for health and social well-being. Soc Sci Med. 2002;55:175–90.CrossrefPubMed

32.
Pedersen D, Kienzler H, Guzder JA. Systematic inquiry into the nature of psychosocial interventions aimed at reducing the mental health burden in conflict and Postconflict settings. Sage Open. 2015; http://​journals.​sagepub.​com/​doi/​pdf/​10.​1177/​2158244015615164​. Accessed 24 September 2016

33.
Li Q, Wen M. The immediate and lingering effects of armed conflict on adult mortality: a time-series cross-National Analysis. J Peace Res. 2005;42(4):471–92.Crossref

34.
Clark MS, Bond MJ, Hecker JR. Environmental stress, psychological stress and allostatic load. Psychology, Health & Medicine. 2007; doi:https://​doi.​org/​10.​1016/​S0140-6736(13)62383-1.

35.
Giacaman R, Mataria A, Nguyen-Gillham V, Safieh RA, Stefanini A, Chatterji S. Quality of life in the Palestinian context: an inquiry in war-like conditions. Health Policy. 2007;81:68–84.CrossrefPubMed

36.
Srinivasa MR. 2007. Mass violence and mental health—recent epidemiological findings. Int Rev Psychiatry. 2007;19(3):183–92.Crossref

37.
Slama S, Kim H-J, Roglic G, Boulle P, Hering H, Varghese C, Rasheed S, Tonelli M. Care of non-communicable diseases in emergencies. Lancet. 2016;389(10066):326–30.CrossrefPubMed

38.
Kehlenbrink S. NCDs and humanitarian crises. PLOS Blogs. 2016; http://​blogs.​plos.​org/​globalhealth/​2016/​08/​ncds-in-humanitarian-crisis/​. Accessed 10 February 2017

39.
Safeguarding Health in Conflict Coalition. No Protection, No Respect Health Workers and Health Facilities under Attack 2015 and early 2016. 2016. https://​www.​safeguardingheal​th.​org/​sites/​shcc/​files/​SHCC2016final.​pdf. Accessed 22 June 2017.

40.
Abdeen H. Chronic diseases in Palestine: The Rising Tide: Israeli-Palestinian Public Health Magazine (Bridges) 2006;2:3.

41.
Abukhdeir H, Caplan L, Reese L, Alema-Mensah E. Factors affecting the prevalence of chronic diseases in Palestinian people: an analysis of data from the Palestinian central bureau of statistics. East Mediterr Health J. 2013;19:4.Crossref

42.
Giacaman R, Khatib R, Shabaneh L, Ramlawi A, Sabri B, Sabatinelli G, Khawaja M, Laurance T. Health status and health services in the occupied Palestinian territory. Lancet. 2009;373:837–49.Crossref

43.
World Health Organisation. Noncommunicable diseases in occupied Palestinian territory. 2016. http://​www.​emro.​who.​int/​pse/​programmes/​ncds-pal.​html. Accessed 28 February 2017.

44.
Khdour MR, Hallak HO, Shaeen M, Jarab AS, Al-Shahed QN. Prevalence, awareness, treatment and control of hypertension in the Palestinian population. J Hum Hypertens. 2013;27(10):623–8.CrossrefPubMed

45.
Lahham HNM. Cardiovascular diseases and risk factors among diabetic patients in Nablus District. Case-Control Study: West Bank, Palestine; 2009. http://​scholar.​najah.​edu/​sites/​default/​files/​all-thesis/​cardiovascular_​diseases_​and_​risk_​factors_​among_​diabetic_​patients_​in_​nablus_​district_​west_​bank_​palestine_​case-control_​study.​pdf. Accessed 17 July 2015

46.
MokMokdad AH, Jaber S, Aziz MIA, Albuhairan F, Alghaithi A, Alhamad NM, Al-Hooti SN, Al-Jasari A, Almazroa MA, Alqasmi AM. The state of health in the Arab world, 1990–2010: an analysis of the burden of diseases, injuries, and risk factors. Lancet. 2014;383(9914):309–20.Crossref

47.
Mousa H, Yousef S, Riccardo F, Zeidan W, Sabatinelli G. Hyperglycaemia, hypertension and their risk factors among Palestine refugees served by UNRWA. East Mediterr Health J. 2010;16:6.Crossref

48.
Jilleh CI. The interaction between health service providers and people with diabetes in Palestine. University of Oslo. 2002; https://​www.​duo.​uio.​no/​handle/​10852/​30083. Accessed 8 May 2015

49.
Khader A, Farajallah L, Shahin Y, Hababeh M, Abu-Zayed I, Kochi A, Harries AD, Zachariah R, Kapur A, Venter W, Seita A. Cohort monitoring of persons with diabetes mellitus in a primary healthcare clinic for Palestine refugees in Jordan. Trop Med Int Health. 2012;17(12):1569–76.CrossrefPubMed

50.
Qlalweh K, Duraidi M, Bronnum-Hansen H. Health expectancy in the occupied Palestinian territory: estimates from the Gaza strip and the West Bank: based on surveys from 2006 to 2010. BMJ Open. 2012;2(6)

51.
World Health Organisation. World Health Day 2016: Beat diabetes in Palestine. Scale up prevention, strengthen care, and enhance surveillance 2016. http://​www.​emro.​who.​int/​pse/​palestine-news/​world-health-day-2016-beat-diabetes-in-palestine-april-2016.​html. Accessed 21 January 2018.
                        

52.
Abdeen Z, Jildeh C, Dkeideek S, Qasrawi R, Ghannam I, Al Sabbah H. Overweight And Obesity Among Palestinian Adults: Analyses Of The Anthropometric Data From The First National Health And Nutrition Survey (1999–2000). J Obes. 2012; 213547. PMCID: 3317185

53.
Abu Sham’a RA, Darwazah AK, Kufri FH, Yassin IH, Torok NI. Mets and cardiovascular risk factors among Palestinians in East Jerusalem. East Mediterr Health J. 2009;15(6):1464–73.PubMed

54.
Al Sabbah H, Vereecken C, Kolsteren P, Abdeen Z, Maes L. Food habits and physical activity patterns among Palestinian adolescents: findings from the National Study of Palestinian Schoolchildren (Hbsc-Wbg2004). Public Health Nutr. 2007;10(07):739–46.CrossrefPubMed

55.
Ellulu M, Rahmat A, Abed Y. Updates of overweight and obesity status and their consequences in Palestine. Pak J Nutr. 2014;13(2):116–21.Crossref

56.
Mikki N, Abdul-Rahim HF, Awartani F, Holmboe-Ottesen G. Prevalence and sociodemographic correlates of stunting, underweight, and overweight among Palestinian school adolescents (13–15 years) in two major governorates in the West Bank. BMC Public Health. 2009;9:485.CrossrefPubMedPubMedCentral

57.
Mikki N, Abdul-Rahim HF, Shi Z, Holmboe-Ottesen G. Dietary habits of Palestinian adolescents and associated sociodemographic characteristics in Ramallah, Nablus and Hebron governorates. Public Health Nutr. 2010;13(09):1419–29.CrossrefPubMed

58.
Musaiger AO, Al-Hazzaa HM. Prevalence and risk factors associated with nutrition-related noncommunicable diseases in the eastern Mediterranean region. Int J Gen Med. 2012;5:199–217.CrossrefPubMedPubMedCentral

59.
Shara N. Cardiovascular disease in middle eastern women. Nutr Metab Cardiovasc Dis. 2010;20(6):412–8.CrossrefPubMed

60.
Ministry of Health, State of Palestine. The Health Conditions of the Population of Occupied Palestine. Report submitted to the Sixty-ninth World Health Assembly of the World Health Organization. 2016. Submitted by H.E. Dr. Jawad Awwad, Minister of Health of the State of Palestine. http://​apps.​who.​int/​gb/​ebwha/​pdf_​files/​WHA69/​A69_​INF6-en.​pdf. Accessed 11 November 2017.

61.
Ministry of Health. Setting direction, getting results, Palestinian National Health Strategy 2011-2013, Palestinian National Authority. 2010 www.​lacs.​ps/​documentsShow.​aspx?​ATT_​ID=​4764 . Accessed 25 July 2015.

62.
World Health Organisation. Scaling up noncommunicable disease prevention and control in occupied Palestinian territory. http://​www.​emro.​who.​int/​pse/​programmes/​ncds-pal.​html. Accessed 5 February 2018.

63.
Curry, L, Nembhard, I and Bradley. Qualitative and Mixed Methods Provide Unique Contributions to Outcomes Research. American Heart Association. 2009;119:396-401.

64.
Myntti C, Giacaman R. Introduction: health and disease in the regional context. In Samer Jabbour S, Yamout R, Giacaman R, Khawaja M, Nuwayhid I, editors. Public health in the Arab world. Cambridge University press; 2012. p. 117–122

65.
Miller KE, Rasmussen A. War exposure, daily stressors, and mental health in conflict and post-conflict settings: bridging the divide between trauma-focused and psychosocial frameworks. Soc Sci Med. 2010;70:7–16.CrossrefPubMed

66.
Uutela A, Tuomilehto J. Changes In Disease Patterns And Related Social Trends. Social Science & Medicine. 1992;8;35;4:389–399.

67.
World Health Organisation Regional Publications. Social determinants of health in countries in conflict. A perspective from the eastern Mediterranean region. Eastern Mediterranean Series 32. 2008. http://​applications.​emro.​who.​int/​dsaf/​dsa955.​pdf. Accessed 17 August 2015.

68.
Elliott SJ. Psychosocial stress, Women And Heart Health: A CriticalReview. Social Science & Medicine. 1995; 1;40;1:105–115

69.
Marmot M, Friel S, Bell R, Houweling TAJ, Taylor S. (On behalf of the commission on social determinants of health). Closing the gap in a generation: health equity through action on the social determinants of health. Lancet. 2008;372:1661–9.CrossrefPubMed

70.
Wilkinson R. Unhealthy Societies: The afflictions of inequality. London: Routledge; 1996.Crossref

71.
Giacaman R, Rabaia Y, Nguyen-Gillham V, Batniji R, Punamaki RL, Summerfield D. Mental health, social distress and political oppression: the case of the occupied Palestinian territory. Glob Public Health. 2010;6(5):1–13.

72.
Abdul-Rahim H, Holmboe-Ottesen G, Stene L, Husseini A, Giacaman R, Jervell J, Bjertness E. Obesity in a rural and an urban Palestinian West Bank population. Int J Obes. 2003;27(1):140–6.Crossref




OEBPS/sidebar.gif





OEBPS/cc-by.png
() _®





OEBPS/contact.gif





