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Abstract 
Background: The World Health Organization recommends postnatal home visits to improve maternal and newborn 
health. Evidence of postnatal home visit effectiveness in humanitarian settings is limited. 
Aims: To evaluate postnatal home visits implemented in the constrained humanitarian context of Gaza.
Methods: Qualitative data were obtained through key informant interviews, in-depth interviews and/or focus group 
discussions with women targeted by the programme, nontargeted women, husbands, and home visitors. These data were 
complemented by a secondary analysis of quantitative data from existing household surveys and project monitoring data. 
Qualitative data were analysed using thematic analysis, and quantitative data were analysed to describe trends over time.
Results:  Women in the programme demonstrated improved breastfeeding practices and increased uptake of breastfeed-
ing, and behavioural changes reduced harmful traditional norms and practices. The programme increased mutual un-
derstanding and respect between health providers and women, allowed for a more personalized approach and increased 
self-esteem among the women. To improve postnatal care throughout the population, interventions should focus not only 
on home visits but also address immediate postnatal care in maternity, postnatal follow-up in clinics, and improvements 
in the coordination and communication between the different levels of care.
Conclusion: Implementation of postnatal home visits in a constrained humanitarian context such as Gaza is feasible and 
positively contributes to breastfeeding and newborn care practices, as well as to improved interactions between health 
providers and their clients. Positive effects could be leveraged if postnatal care were strengthened throughout the contin-
uum of care.
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Introduction
Home visits in the first week after birth are recommend-
ed to improve maternal and newborn care (1). The World 
Health Organization (WHO) recommendation is based on 
evidence from a systematic review in which home visits 
were associated with a significant reduction in neonatal 
mortality and improved neonatal care practices, includ-
ing clean cord care, delayed bathing and early initiation 
of breastfeeding (2,3). The impact of postnatal home visits 
on maternal health is less evident. A Cochrane review did 
not show improvements in maternal mortality or mor-
bidity, but home visits were positively associated with 
motivation for exclusive breastfeeding and satisfaction 
with postnatal care (4). There is limited evidence about 
the role of these home visits in humanitarian settings. 

In 2018 an independent formative evaluation was 
conducted of the United Nations Children’s Fund 
(UNICEF)’s Postnatal Home Visit (PNHV) programme 
in Gaza, Palestine. The programme started in 2011 
and is implemented by the Ministry of Health and 
two civil society organizations, together covering all 5 
governorates of Gaza. The main objective is to reduce 

maternal and neonatal mortality and morbidity by 
ensuring the continuation of care after discharge from 
the maternity ward, which happens within < 6 hours after 
delivery for most women in Gaza (5). These goals are met 
through: (1) training of 36 midwives and nurses on the 
national postnatal care protocol including home-based 
postnatal care, neonatal care, postpartum complications, 
behavioural change communication, and early childhood 
development; (2) providing them with postnatal home 
visit kits; and (3) conducting home visits within 48–72 
hours postnatally. The home visits complement clinical 
visits that are still the main point of contact for most 
postnatal women, especially for their second and third 
visits. If needed, the second visit after 1 week and a 
third visit after 6 weeks can also be conducted at home. 
Through counselling and physical check-up of both 
the mother and the newborn infant, these visits aim to 
contribute to the early detection of physical and mental 
health problems, timely referral, preventive care, physical 
exercise, hygiene, responsive parenting, family planning, 
nutrition and breastfeeding, and promote follow-up 
visits at the health centre for postnatal check-ups and 
immunization (6). There is insufficient funding to cover 
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all mothers and newborn infants in Gaza; therefore, the 
programme focuses on high-risk cases and primiparous 
women. The criteria for a high-risk pregnancy are guided 
by the maternal and child health book that is distributed 
to all pregnant women in Gaza (Table 1). 

The objective of this paper is to contribute to filling 
the knowledge gap on PNHVs in humanitarian settings 
by describing key lessons of the evaluated effectiveness 
of the intervention and provide insights on equity and 
perceptions of care. 

Methods
This mixed-methods study included primary qualitative 
data and reanalysis of existing quantitative data. Ethical 
approval was obtained from the UNICEF Institutional 
Review Board. Qualitative data collection took place be-
tween 8 February and 10 March 2018 by 6 trained Pales-
tinian female researchers. In total, 51 individuals were 
interviewed and 10 focus group discussions (FGDs) took 
place involving 79 individuals. Participants, purposeful-
ly selected through medical records, included women 
served by the programme, husbands of women in the 
programme, midwives/nurses that conducted home vis-
its, and women who were not visited despite being at 
high risk. Interviews were performed in Arabic, lasted 
approximately 1 hour and were conducted at the homes 
or offices of interviewees. FGDs, conducted at safe com-
munity-based organizations, had an average of 8 partici-
pants and duration of 2 hours. Interviews and FGDs were 
digitally audio-recorded. Written consent was obtained 
from all participants. The recordings were transcribed 
and directly translated into English. A coding framework 
was applied for thematic analysis (7). 

A quantitative baseline was not available and a 
control site was not feasible in the context of Gaza. 

Quantitative data for secondary analysis were obtained 
from the Ministry of Health Annual Reports 2010–2016 
(8), Multiple Indicator Cluster Survey (MICS) datasets 
from 2010 and 2014 (9), publications from the Palestinian 
Central Bureau of Statistics (10) and descriptive statistics 
that were extracted from the programme annual reports 
from 2011 to 2015. Population data on periodically 
collected indicators such as exclusive breastfeeding and 
yearly registered births were compiled from the different 
datasets and analysed in RStudio. The indicators were 
displayed graphically to describe changes over time. 
MICS data from 2010 and 2014 were used to estimate the 
proportion and characteristics of women with a live birth 
who were eligible for the programme. 

Results
The number of household visits increased on a yearly ba-
sis from 5.4% of all registered births in 2011 to 12.9% in 
2016. Reanalysis of MICS data showed that an estimated 
45.3% (2010) to 55.3% (2014) of all women with a live birth 
in the past 2 years in Gaza had any of the risk factors for 
inclusion (Table 1) or were primigravida during their last 
pregnancy. Therefore, the number of women that were 
eligible for the programme was higher than the current 
coverage. 

Women and healthcare providers both reported 
newborn and maternal morbidity that they believed 
would have been detected too late without the PNHV 
programme. Many believed that early detection of these 
cases saved lives. However, Palestinian statistics were not 
able to reinforce these beliefs on mortality impact. The 
neonatal mortality rate stagnated between 2005–2009 
(11.4 per 1000 live births) and 2010–2014 (11.5 per 1000 live 
births). 

Table 1 Risk assessment according to the maternal and child health handbook of the Palestinian Ministry of Health 

Risks related to medical and obstetrical history  
(identified at first visit)a

Risks related to current pregnancya

• Age < 16 or > 40 yr
• Consecutive miscarriages (≥ 3)
• Perinatal deaths (≥ 2)
• Previous caesarean section
• Other uterine surgery
• Grand multiparity (≥ 6 deliveries)
• Past antepartum haemorrhage 
• Past postpartum haemorrhage 
• Pre-existent diabetes
• Pre-existent hypertension 
• Heart/renal disease
• Other risks

• Gestational age
• Gestational diabetes
• Signs of pre-eclampsia
• Vaginal bleeding
• Moderate anaemia (Hb < 9.5 g/dl)
• Discrepancy of fundal height
• Oligo/polyhydramnios
• Malpresentation at ≥ 36 wk
• Absence of fetal movements at > 24 wk
• Multiple pregnancies
• Premature rupture of membranes 
• Rhesus incompatibility
• Pelvic mass
• Other risks

aA woman that meets one of these criteria during pregnancy is eligible to receive PNHV as part of the programme. A woman can become a high-risk case during delivery, such as delivery through 
caesarean section or postpartum haemorrhage. Monitoring data did not provide data on the numbers of women included for each criterion. Hb = haemoglobin.
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Breastfeeding
Qualitative data revealed that women felt encouraged 
to breastfeed and increasingly recognized the benefits 
of breastfeeding. First-time mothers especially benefit-
ed, but multiparous women also mentioned that they 
learned new facts about breastfeeding and about storing 
expressed milk in the refrigerator, allowing exclusive 
breastfeeding for a longer period compared to previous 
pregnancies: “Without the midwife, I wouldn’t have 
known how to hold and breastfeed the baby. My family 
felt happy. I didn’t breastfeed my previous children. They 
drank artificial milk.” (FGD visited women, Rafah)

Through the training, home visitors felt better 
equipped with the knowledge and skills to make 
breastfeeding successful. The home visitors were 
identified as strong agents for change who often had to 
fight against wrong beliefs about the benefits of artificial 
milk, not only by the community but also from doctors 
who prescribed artificial milk for the treatment of 
(physiological) jaundice.

Within all stakeholder groups it was mentioned that 
the impact on breastfeeding was the main success of the 
programme. Secondary analysis of MICS data showed 
an increase in exclusive breastfeeding in Gaza children 
aged < 6 months from 14.5% in 2000 to 36.4% in 2014. This 
increasing trend began before the start of the programme, 
followed by a steeper increase between 2010 and 2014, 
simultaneously with the introduction of the programme. 
The absolute difference of this steep increase was 8.6 
percentage points and it was significant (95% confidence 
interval: 1.7–15.6%). However, due to the absence of a 
control site it was not possible to prove attribution to the 
programme. 

Family planning
Through qualitative data it appeared that cultural norms 
had a stronger influence on family planning than the 
programme had. Often the husband or mother-in-law de-
cided whether a woman would use family planning. 

"I tried my best with her. I said the lady is studying at 
university and she needs a break between pregnancies. 
There are a lot of women who get pregnant directly 
after the 40th day postnatal. But she (the mother-in-law) 
refused and said “No, we are helping in raising them up”. 
On the second visit, I found that her door was locked by 
her mother-in-law. I had to receive permission from the 
mother-in-law in order to do the visit, and the mother-in-
law had to be present." (FGD health providers for south 
and midzone)

Women will often not use family planning until they 
have reached the desired number of children, including 
at least 1 boy. There is a worry that contraceptives affect 
fertility. Analysis of trends over time with secondary 
data showed that Gaza’s contraceptive prevalence rate 
increased between 2000 and 2014, with currently little 
over 40% of married women (aged 15–49 years) using any 
modern form of contraceptives. There was no noticeable 
change since the introduction of the programme.

Traditional norms and practices
Through home visits, nurses and midwives became more 
aware of the many traditional practices present within 
families. It gave them the opportunity to counsel and 
change habits. 

"Through this project I got to know a lot of different 
cultures. During our visits, I saw many false traditions, 
like using oil and salt for the umbilicus. Some people 
use ink for it. We tried to change these bad habits for 
people, and we noticed the disappearance of this through 
the last year, as a result of this project; we increased 
people’s awareness." (FGD health providers for south and 
midzone)

In addition to oil and salt application, home visitors 
found practices for the baby such as starch on the navel 
or twisting the navel with a horsetail hair, immediate 
bathing after delivery, herbal teas to prevent flatulence, 
crystalized sugar for the treatment of jaundice, tight 
wrapping of the baby, eye liner obstructing the lacrimal 
ducts, and the use of bitter substances for weaning off 
breastmilk. Many women said the counselling regarding 
traditional practices was new but informative and 
changed their habits. 

Fathers
There seemed to be a general belief that men do not have 
a role in women’s affairs. “It is not part of our culture” 
was often heard, and in some maternal and child health 
clinics, the presence of men was even forbidden. Qual-
itative data showed that level of participation and to 
what extent this was desired varied among women, hus-
bands and healthcare providers. Fathers were often not 
encouraged to be present and some home visitors asked 
men not to participate because they felt embarrassed to 
ask certain questions. Other home visitors told about 
husbands that encouraged the programme and enjoyed 
participation, shared responsibilities of care, helped the 
nurse in her work and encouraged their wives to follow 
the nurse’s advice. Some husbands that were interviewed 
were not interested in being present or informed, where-
as others thought they were benefiting from the home 
visit, which increased their motivation to support their 
wives and children: “That encouraged me to take care of 
my kids more and more, and these things calm my wife 
down, and the kids love me more and more. My daughter 
related to me so much.” (husband from midzone)

The same variation was found among women. Some 
women said they would not encourage the presence 
of their husband, but many also mentioned feeling 
emotionally supported when their husband was involved 
in care.

Equity 
Although congenital anomalies were one of the leading 
causes of neonatal mortality in Gaza, no special attention 
was given to women with disabilities or children with 
congenital disabilities. Additionally, there were no crite-
ria for inclusion based on social risks, such as economic 
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status, distance to a facility, literacy rate or (social) prob-
lems at home. Women with the lowest education profiles 
were less likely to be included in the programme: wom-
en with primary or elementary education accounted for 
0.6% of the women who attended, compared to an esti-
mated 3.6% in the overall high-risk population (4).

Qualitative data showed that women in rural areas 
risked being left behind. Some midwives and nurses 
avoided visiting border or rural areas because they feared 
sexual harassment, or attacks by dogs. Ambulances 
could not easily reach houses in rural areas due to road 
conditions.

Perceptions of care
The programme in many cases increased mutual under-
standing and respect between healthcare providers and 
women. Healthcare providers mentioned that home vis-
its made them kinder, more sensitive and improved their 
relationship with mothers and their families: “We learned 
to become humble and more human with people from 
the home visit; we have a kind relationship with them as 
a result of that.” (FGD health providers from south)

Women mentioned feeling valued and cared for and 
that the home visit raised their self-esteem. In general, 
women were highly satisfied with the programme and 
appreciated the attitude of providers. These feelings 
increased trust in the healthcare system and motivated 
patients to make better use of care. Due to the PNHVs, 
women and their families were more aware of the 
importance of postnatal care. However, while many 
women went or wanted to go for clinical follow-up, 
barriers persisted relating to transport, care for other 
children, crowds at facilities, bad attitudes of staff in 
facilities, lack of privacy and lack of drugs. Although 
women were generally positive about the programme, 
they were also frustrated about the lack of continuity 
of care after the home visits ceased. Some of the nurses 
complained that women would continue calling them 
with questions.

Discussion
This mixed-method study provides valuable insights 
into Gaza’s PNHV programme, triangulating data from 
multiple sources. However, the strengths of quantitative 
approaches could not be fully leveraged. Due to the ob-
servational study design without a baseline or control 
site, a counterfactual quantitative assessment to attrib-
ute changes in health indicators was not possible. This 
drawback was further compounded by the lack of pro-
gramme-specific monitoring data. The statistics of the 
programme reports were insufficient, not consistently 
measured throughout the years, and could not be linked 
to individuals. 

Key findings of the programme related to qualitative 
aspects, such as improved breastfeeding practices 
and transformative behaviour towards cord care, 
bathing and the use of substances, such as herbal teas, 
crystalized sugar or eyeliner, for the newborn. Secondary 

quantitative data showed a significant steep increase for 
exclusive breastfeeding of children aged < 6 months in 
Gaza after implementation of the programme. While it 
was not possible to prove attribution, the programme 
may have been a trigger for this increase because 
qualitative data indicated that women had a changed 
attitude towards and increased motivation to continue 
breastfeeding. The contributions of the programme to 
breastfeeding and newborn care practices are in line 
with those in the international literature (3,4,11–14). The 
time and focused attention for custom advice was highly 
valued by the mothers and contributed to this success. 
In many instances, the programme increased mutual 
understanding and respect between healthcare providers 
and women. This shows how a personalized approach 
can help motivate women and those around them to 
exclusively breastfeed and apply healthy newborn care 
practices. It also shows how services can be enhanced 
through better relationship building.

The study was not able to confirm an effect on 
mortality, despite evidence in other settings (2,12,14). 
Qualitative data revealed that detection and referral of 
complications seemed to happen, but these observations 
could not be underpinned with statistical evidence 
from the programme or national data. Given that the 
programme covers < 13% of total live births in Gaza, any 
impact of the initiative on mortality at the regional level 
seems rather unrealistic. The low coverage rate of PNHVs 
is similar to programmes in other countries. A review of 
PNHV programmes implemented at scale in 12 Asian 
and African countries showed that programme coverage 
is generally too low to have a meaningful impact on 
maternal and newborn mortality (15). 

The effects of the programme on family planning will 
remain limited without active involvement of husbands 
or mothers (in law). International literature is scarce on 
the role of fathers in postnatal care and often limited to the 
effects on breastfeeding (16,17). Qualitative data from this 
evaluation show that, even while people tend to think that 
men should not or do not want to be involved, the reality 
is often different and there should be room to customize 
to the family’s situation. Out of respect for both women 
and their husbands, the presence of the latter should at 
least be allowed and proposed as an option during care 
in the clinic and at home. Healthcare providers should 
be encouraged and empowered to promote involvement 
of fathers and enhance their competency for including 
fathers. 

Scarce resources seem to justify the focus on high-
risk cases, but even these are only partially served. Risk 
stratification of the programme was based on medical 
characteristics only and no criteria were developed for 
inclusion based on social risks. Nevertheless, populations 
who are socially at risk, might benefit more from 
postpartum support to improve parenting skills and 
enhance maternal mental and physical health and quality 
of life (18). 

The findings of this evaluation confirm that the 
implementation of PNHVs cannot be a stand-alone 
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intervention but requires a broader health system 
approach. The remaining barriers to visit a clinic show that 
an effect on postnatal follow-up visits cannot be expected 
unless facility care is enhanced as well. The tenacious 
calls of women to home visitors after ending a provider–
client relationship show that women need a trustworthy 
accessible source for information. Additionally, the 
programme does not address the problem of early 
discharges from maternity wards (5), while the immediate 
postnatal period provides many opportunities for care 
and counselling, including instruction on the early 
initiation of breastfeeding. When determining whether 
and how to use PNHVs, context and local feasibility need 
to be considered, rather than looking at the absolute 
effectiveness of the intervention (15). To improve access 
to quality postnatal care throughout Gaza, a more holistic 
approach is needed to strengthen and connect postnatal 
care at different levels, including at the hospital, clinic 
and at home. Factors contributing to success, such as 
personalized care with appropriate time investment and 
focused attention, can be provided anywhere and should 
be enhanced throughout all levels of care. Facility care can 

be complemented with home-based care for individuals 
who are at high risk or not able to come to the clinic and, 
in line with WHO recommendations (1), supplemented 
with additional telephone- or web-based contacts. 

Conclusion
This study shows that the implementation of postnatal 
home visits in a constrained humanitarian setting is fea-
sible and can enhance breastfeeding practices, identify 
(life-threatening) maternal and neonatal complications 
and promote newborn care practices, as well as improv-
ing client–provider interactions. However, there are 
challenges in achieving appropriate and equal postnatal 
care coverage. Positive effects of the programme could 
be leveraged if postnatal care is strengthened throughout 
the continuum of care with an added focus on immediate 
postnatal care in the maternity wards, in addition to cus-
tomized and personalized postnatal care in primary care 
facilities.
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Enseignements clés d'une évaluation à méthode mixte d'un programme de visites 
postnatales à domicile dans le contexte humanitaire de Gaza
Résumé 
Contexte : L'Organisation mondiale de la Santé recommande des visites postnatales à domicile pour améliorer la 
santé maternelle et néonatale. Les preuves de l'efficacité de ces visites dans les situations humanitaires sont limitées. 
Objectifs : Évaluer les visites postnatales à domicile mises en place dans le contexte humanitaire caractérisé par des 
restrictions de Gaza.
Méthodes : Des données qualitatives ont été obtenues par le biais d'entretiens avec des informateurs clés, 
d'entretiens approfondis et/ou des groupes de discussion thématique avec des femmes ciblées par le programme, ainsi 
qu'avec des femmes, des maris et des visiteurs à domicile non ciblés. Ces données ont été complétées par une analyse 
secondaire des données quantitatives des provenant enquêtes auprès des ménages existantes et des données de suivi 
des projets. Les données qualitatives ont été analysées à l'aide d'une analyse thématique, et les données quantitatives 
ont été examinées pour décrire les tendances dans le temps.
Résultats : Les femmes participant au programme ont montré une amélioration des pratiques d'allaitement au 
sein et une adoption accrue de ce mode d'allaitement et les changements de comportement ont permis de réduire 
les normes et pratiques traditionnelles néfastes. Le programme a amélioré la compréhension et le respect mutuels 
entre les prestataires de soins et les femmes, a permis une approche plus personnalisée et a renforcé l'estime de 
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soi des femmes. Pour améliorer les soins postnatals dans l'ensemble de la population, les interventions devraient 
se concentrer non seulement sur les visites à domicile, mais aussi porter sur les soins postnatals immédiats à la 
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entre les différents niveaux de soins.
Conclusion : La mise en œuvre des visites postnatales à domicile dans un contexte humanitaire caractérisé par des 
restrictions comme celui de Gaza est réalisable et contribue positivement aux pratiques d'allaitement au sein et de 
soins aux nouveau-nés, ainsi qu'à l'amélioration des interactions entre les prestataires de santé et leurs clients. Les 
effets positifs pourraient être mis à profit si les soins postnatals étaient renforcés tout au long du continuum des 
soins.

الدروس المستفادة من التقييم القائم على مزيج من الأساليب لبرنامج الزيارات المنزلية بعد الولادة، في ظل الأوضاع 
الإنسانية القائمة في غزة

ام أبو حمد، مارجو فان جرب، ساندرا آلبا، أُميَّة خماش، بام باتسن إيرين دي فري، بسَّ

الخلاصة 
الخلفية: توصي منظمة الصحة العالمية بإجراء زيارات منزلية بعد الولادة لتحسين صحة الأمهات والمواليد. ولا يتوافر سوى قدر ضئيل من الدلائل 

على فعالية الزيارات المنزلية بعد الولادة في الأوضاع الإنسانية. 
الأهداف: هدفت هذه الدراسة الى تقييم الزيارات المنزلية بعد الولادة في السياق الإنساني الذي تحده القيود في غزة.

طرق البحث: تم الحصول على بيانات نوعية من خلال عقد مقابلات مع المستجيبين الرئيسيين، ومقابلات متعمقة و/ أو مناقشات المجموعات 
البيانات  هذه  واستُكملت  المنزلية.  الزيارات  على  والقائمين  والأزواج،  المستهدفات،  غير  والنساء  البرنامج،  يستهدفهن  اللاتي  النساء  مع  البؤرية 
عن طريق تحليل ثانوي للبيانات الكمية من المسوحات الأسرية المتوافرة وبيانات رصد المشروعات. وحُللت البيانات النوعية باستخدام التحليل 

المواضيعي، وحُللت البيانات الكمية لوصف الاتجاهات بمرور الوقت.
لت  النتائج: أظهرت النساء اللاتي شملهن البرنامج تحسنًا في ممارسات الرضاعة الطبيعية، بالإضافة إلى زيادة معدلات ممارسة الرضاعة الطبيعية، وقلَّ
التغيرات السلوكية كذلك من المعايير والممارسات التقليدية الضارة. وقد زاد البرنامج من الفهم والاحترام المتبادلين بين مقدمي الخدمات الصحية 
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