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Abstract
Background: Access to healthcare services has major implications for vulnerable populations’ health. Socio-cultural
and gender characteristics shape the utilization and access of healthcare services among ethnic minorities worldwide.
One such vulnerable ethnic minority is the Arab Bedouin women in Israel. As women, they are marginalized in their
community, where women do not have full equity and they experience multiple barriers to healthcare services The
main objective of this study is to provide a nuanced, experiential, emic description of healthcare accessibility issues
among Bedouin women in Israel. Identifying the barriers, they face in accessing healthcare may help healthcare
policymakers make changes based on and tailored to Bedouin women’s needs.
Methods: A qualitative study included in-depth semi-structured interviews with 21 Arab Bedouin village residents,
consisting of 14 women and 7 men. Eligible participants were Arab Bedouins over 18 years of age and who used
healthcare services at least once in the last 5 years. The interviews were carried out in Arabic-Bedouin dialect and
included demographic questions, open-ended questions that asked about participants’ perceptions regarding their
experiences with healthcare services, including the factors that helped and hindered them in accessing these services
and questions regarding suggestions for improving the accessibility of healthcare services based on the identified
needs. Data collected were analyzed using thematic analysis. Study trustworthiness was ensured using audit, reflexivity,
and peer debriefing.
Results: Arab Bedouin women experienced varied barriers while accessing healthcare services. This study uncovered
how language, cultural and gender barriers intersect with other disadvantages ingrained in social norms, values and
beliefs and affect the access of a minority women subgroup to healthcare services. The participants identified
subgroups of Bedouin women (e.g. elderly Bedouin women) affected differently by these barriers.
(Continued on next page)
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Conclusion: Taking into consideration the identified needs and the Arab Bedouin women’s unique characteristics,
along with adopting the intersectional approach should help improve access to healthcare services among such a
vulnerable subgroup and other subgroups within minorities worldwide.
Keywords: Healthcare accessibility, Arab, Bedouins, Women, Minority, Intersectionality, Cultural competency, Qualitative
research

Introduction
Over the years, numerous variations persist in the definitions and conceptualizations of healthcare accessibility
(HA). In the early 1990s, it was described as the level of
adjustment between the characteristics of the healthcare
resources and those of the population seeking and obtaining care [1]. This definition has been extended to include
the actual use of services, and the reliance on and effectiveness of these services. Evaluating access now involves a
clear emphasis on the characteristics of both the users and
the services [2]. Although the definition of access to
healthcare may vary, it generally includes the following dimensions: acceptability (i.e. beliefs about health, psychological, racial, cultural and ethnic factors determining the
possibility that patients will accept services), affordability
(i.e. socioeconomic status, monetary costs, ability to pay),
availability, geographical accessibility and accommodation
of services (i.e. appointment system, hours of operation,
walk-in facilities) [3, 4].
Up to now, a number of studies have examined the
barriers to healthcare services (HS) worldwide [5–10].
The major barriers to HS include financial barriers such
as medications costs and insurance coverage [11], geographical barriers such as lack of public transportation
and travel distance [12] and gender barriers. Access to
HS was found to vary from one country to another due
to the differences between health systems in those countries [5, 13]. Yet, studies have pointed out that the lack
of HS leads to delay or forgoing needed healthcare and
might negatively affect individuals’ health [11, 14]. Gaps
in access to HS occur due to socioeconomic status, gender, ethnicity and more [15–17]. Vulnerable populations
and minority groups are at higher risk to be affected by
the lack of HA. More recent attention has focused on
access to HS among disadvantaged populations such as
elderly people [18–21], women [15, 22–24] and ethnic
minority groups [25–28]. Access to HS becomes more
complex when it comes to a population group that belongs to the three mentioned groups. The elderly Arab
Bedouin women in Israel, a vulnerable population that is
a minority within a minority, would be a good example
to explain this complexity.
The Arab Bedouin women are part of an ethnic minority within the Arab Muslim minority population living in the Negev (Al-Naqab in Arabic), the desert

located in southern Israel. According to the Israel Central Bureau of Statistics, approximately 268,867 Bedouin
citizens live in the Negev, which comprises approximately 3% of the total population in Israel [29]. Compared to other minority groups in Israel, the Bedouin
population is characterized by the lowest socioeconomic
and educational levels and the highest levels of unemployment [30–32]. Almost 65% of the Bedouin population live in 11 recognized Bedouin townships and the
rest of them live in unrecognized villages [33]. Sanitation
in unrecognized villages is poor, without central waste
or garbage disposal and lack of basic infrastructures such
as water supply, electrical connections, public transportation, and access to HS. The social structure of the Bedouin community is traditional, tribal and patriarchal
with men wielding most of the authority at home [34,
35]. An example of the marginalization of women as
passive victims in the process of modernizing a traditional society is the dropout rate of Bedouin students
from high schools [36], which reached a staggering
21.2% in 2016, significantly higher than the 7.3% among
the general minority Arab group in Israel [37].
Bedouin women may be considered a doubly marginalized minority. As Bedouins, they are residents of the
Israeli periphery and belong to a minority population; as
women, they are marginalized in their community and
are heavily affected by this marginalization [35]. Some
Bedouin women marry at a young age in prearranged
marriages within their clan. After marriage, some of
them are subordinate to their husbands, doing the daily
chores and bringing up their children. In some families,
women are not allowed to leave their houses without a
male chaperone. This social norm might interfere with
the timely utilization of HS. Although illegal in Israel, it
is estimated that 20% of Bedouin marriages are polygamous [34]. Indeed, several studies have shown that polygamous marriages have increased in the last 20–30 years
[38, 39], specifically among young and well-educated
men [34]. Previous studies have assessed the impact of
polygamy on the physical and mental health, social and
family functioning of women and children. Bedouin
women living in polygamous marriages report higher
rates of depression, anxiety, somatization, and less selfesteem and satisfaction with life compared to those in
monogamous families [40–42].
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The affordability of healthcare is seemingly irrelevant
since Bedouin women are entitled to the basket of health
services stipulated in the Israeli National Health Insurance Law [43]. However, the limited availability of medical services in the rural area of the Negev, and
limitations of geographic mobility due to lack of transportation, and language and socio-cultural barriers prevent Bedouin women from obtaining appropriate health
services [23, 44, 45]. A suitable solution to overcome the
mentioned barriers is to establish community healthcare
centres in the Bedouin villages and towns. Previous research has demonstrated the positive impact of establishing family health clinics in Bedouin villages on the
accessibility of antenatal care. The establishment of these
centres improved the ability of these women to access
HS independently and reduced additional barriers to HS.
However, the limited hours of operation and lack of adequate staff interfered with the proper functioning of
these centers [46].
The mentioned Individual characteristics along with
the social and environmental characteristics are part of
the factors that shape the access to HS and health of
Bedouin women, which are known as social determinants of health [47]. Understanding the effect of social
determinants of health on minority groups, regarding access to HS, requires an in-depth look at how these factors combine and influence, not by a single axis but by
many axes and shape the access to HS. A suggested way
of understanding this complexity is using the framework
of intersectionality. Thus far, the emerging intersectionality approach has evolved as a feminist approach [48]
and has been gradually used in several fields. In the
health field, López et al. [49], studied the social determinants of health in the lens of intersectionality and used
it to reduce health disparities, and promote health equity
and social justice. A qualitative study conducted among
vulnerable individuals in Kenya, applied the intersectionality lens to examine how power relations intersect to
produce vulnerabilities for specific groups. The researchers identified social dimensions such as gender,
age, poverty and geographic location that intersect, contribute to health vulnerability and shape the health
utilization of individuals [50]. Studies of women’s health
also adapted the intersectionality as a framework to address social inequality, health disparities and influence
on physical and mental health among certain groups of
women [51–53]. In view of the intersection of living
conditions, social and cultural norms, religious values,
social networks and interpersonal relationships, health
services and gender – i.e., the various layers of social determinants of health, the goal of this study was to provide a nuanced, experiential, emic description of HA
issues among Bedouin women. Identifying the barriers,
they face in accessing healthcare may help healthcare

policymakers make changes based on and tailored to
Bedouin women’s needs.

Methods
Study’s design and population

A qualitative approach was used to obtain an understanding of Bedouin women’s perceptions regarding
their access to HS. This approach seeks to study the experiences of patients and help to identify potentially
modifiable factors for improving health care [54]. Our
study included face-to-face, in-depth, semi-structured
interviews with 21 Bedouin village residents. To ensure
maximum variation sampling, we recruited Bedouin residents with varied demographic characteristics. Eligible
participants were Bedouins over 18 years of age, who
lived in one of the Bedouin villages in the northern
Negev region and had used one of the health services
available in this region at least once in the last 5 years.
Fourteen women and seven men were recruited with the
help of students, educators and nurses from the Bedouin
population. None of the participants had any prior familiarity with the interviewer before they participated in the
study, and they signed an informed consent form. Participation was voluntary, and participants could withdraw from the interview at any time if they chose to do
so.
Data collection

Data were collected between April and August 2016. Interviews took place at locations convenient for each participant, mostly in the women’s homes and the men’s
workplaces, based on the preference of the participants
themselves. The interviews lasted 45–60 min and were
conducted in an Arabic-Bedouin dialect by the first author. An interview guide to identifying barriers to and
facilitators of access to healthcare and to map the perceptions of Bedouins about their healthcare experiences
was developed. The interview guide allowed flexibility
regarding the order in which the questions were asked,
and which questions and clarification questions were
asked when needed, providing a rich understanding of
the participants’ thoughts and opinions [55, 56].
Each interview began with general demographic questions (i.e., gender, age, marital status, number of children,
education level, the form of settlement, socioeconomic status, and Hebrew proficiency) to become familiar with the
participants and to build rapport with them. We then asked
open-ended questions on topics related to the participants’
perceptions about and experiences with HS, including the
factors that helped and hindered them in accessing these
services. The last part of the interview asked the interviewees for their suggestions regarding improving the supply and accessibility of HS based on their own identified
needs. We took notes during the interviews. The interviews
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were audiotaped, and subsequently, translated and transcribed verbatim. Data collection continued until thematic
saturation was achieved.

reported income typical of low socioeconomic status in
the country.

Data analysis

Accessibility barriers among Bedouins in the northern
Negev region

Data coding and analysis occurred simultaneously with
data collection. We read and reread the interviews repeatedly to gain familiarity with the data. Recurrent
ideas were identified in this initial stage. Peer debriefing
sessions were held after each interview by the research
team to analyze the data, following thematic analysis
principles [57]. Initial codes were generated and a thematic map including the codes and themes was developed. We then reviewed the themes and named them.
Additionally, we met to discuss and review the findings
on an ongoing basis, and to engage in reflexive analysis.
To ensure the participants’ anonymity, we replaced their
names with numbers and omitted any identifying details.

Results
Participants’ characteristics

Table 1 lists the participants’ socio-demographic characteristics. The participants’ age ranged from 19 to 70
years and the mean age was 38.2 ± 14.1 years old. Most
of the participants lived in recognized villages and

Three themes emerged from the analysis of the perceptions of the Bedouin population about the accessibility
of HS: the language barrier, cultural competency, and
gender-based barriers. Surprisingly, no differences were
found regarding perceptions on healthcare access barriers among both genders and participants from recognized and unrecognized villages. All the participants
echoed what they saw or experienced regarding access
barriers that women and residents of unrecognized villages face.
The language barrier

The language barrier was described as miscommunication between healthcare providers and patients as a result of speaking different languages and dialects. Many
of the participants stated that the language barrier affects access to HS, particularly among elderly Bedouin
women. A young participant explained:

Table 1 Sociodemographic characteristics of the study’s population
Participant
#

Gender

Age

Marital status

Form of settlement

Education level

Socioeconomic status

Hebrew proficiencya

1

Male

55

Married

Recognized village

Academic degree

Above average

Very good

2

Female

20

Single

Recognized village

High school

Low

Good

3

Female

19

Single

Unrecognized village

High school

Low

Poor

4

Female

23

Single

Recognized village

Academic degree

Low

Very good

5

Female

44

Married

Recognized village

High school

Low

Very good

6

Female

40

Married

Recognized village

Partial high school

Low

Poor

7

Female

70

Widowed

Recognized village

No formal education

Low

None

8

Female

21

Single

Recognized village

High school

Low

Very good

9

Female

44

Married

Recognized village

Academic degree

Average

Very good

10

Female

56

Married

Recognized village

No formal education

Low

None

11

Female

49

Married

Recognized village

Partial high school

Low

Poor

12

Male

30

Married

Recognized village

No formal education

Low

Good

13

Male

31

Married

Recognized village

Academic degree

Low

Very good

14

Male

25

Single

Recognized village

Academic degree

Average

Very good

15

Female

25

Married

Recognized village

Academic degree

Average

Very good

16

Male

48

Married

Unrecognized village

Academic degree

Average

Very good

17

Male

36

Married

Recognized village

Academic degree

Average

Very good

18

Male

45

Married

Recognized village

Academic degree

Average

Very good

19

Female

37

Married

Recognized village

Academic degree

Average

Very good

20

Female

55

Married

Recognized village

No formal education

Low

None

21

Female

30

Single

Unrecognized village

Partial high school

Low

Poor

a

According to the participant’s self-report
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Together with the difficulties in understanding the
(Hebrew) language, there was a complaint about
elderly women coming to the primary healthcare
clinics and waiting for the doctors for many hours
because they couldn’t understand that they were called
via an automatic healthcare queue management
system in the waiting rooms. (Participant 4, Female)
Some Bedouin women who visited primary healthcare
clinics did not understand Hebrew, which is the
language used by the majority of the Jewish population,
including administrative personnel and physicians who
worked in these clinics. Moreover, one participant stated
with anger and frustration that even if non-Arab physicians wanted to communicate better with Bedouin patients, they would still face a language barrier because
the Arabic-Bedouin dialect differs from the Arabic commonly spoken in the country: “Many physicians from
different backgrounds are here (in the clinics), Jewish
physicians, Russians as well. Let’s say if the physicians
want to speak in Arabic (with patients), they can’t. No
way!” (Participant 17, Male).
Miscommunication often forced the Bedouin patients
to ask for help from someone who spoke both languages:
“Unfortunately, no one works in the clinic and whose
job is to help; you should always ask for help.” (Participant 2, Female). Many might regard asking for help in
such situations as natural. However, some Bedouin
women would be embarrassed to actively ask for assistance because doing so is regarded as culturally inappropriate and unacceptable.
In certain cases, women’s privacy was compromised
because they had to communicate through someone else
when speaking with their physician. Moreover, those
providing the services had to rely on the interpretations
of non-professionals because the Bedouin women could
not ask for appropriate treatment themselves. This situation could lead to the skewing of the doctor’s counsel
because the frankness of the patients’ report may have
been compromised by the need to use a mediator and
the fact that these translators were less knowledgeable
about medical terminology.
Each patient has (the right to) privacy, especially
among our Bedouin community. For example, a 17year-old female patient who wants to talk about her
personal health issue to a male doctor, and there’s
also a translator in the room... It’s a problem. She
can hardly talk to the doctor. So, imagine how she
feels when there’s also a (male) translator in the
room. (Participant.18, Male)
However, the majority of participants unequivocally
pointed to the need for translation and interpreter
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services for Bedouin patients in the healthcare system:
“The best solution, in my opinion, is to have (in these
clinics) physicians from the Bedouin population who
speak the language or a translator or a Bedouin woman
in the (clinic’s) office so that she can translate in urgent
cases.” (Participant 17, Male). While the majority of participants agreed with the translation services as a solution for overcoming the language barrier, a few other
interviewees considered it an unsatisfactory solution. Instead, they argued for a permanent, structural solution,
one that accommodates social and gender norms.
One participant suggested a creative solution for analphabetic Bedouin women and elderly people in order
to overcome the language barrier:
The solution for this (the language barrier) is a
screen that displays the numbers in a very large size
and then women who could not read and write …
and elderly people... will get the number and look at
the screen, if the number on the screen is the same
as the number they got on this ticket, it means that
now it is their turn to enter the room and see the
doctor … (Participant 4, Female)
It is important to note that queue management systems were available in both languages, Hebrew, and
Arabic, in some of the HS and were used by HMOs in
Israel to help patients in those clinics.
Cultural competency

The interviews reflect a lack of cultural competency in
HS and among healthcare providers, even Arab ones,
vis-a-vis the Bedouin population. For example, an elderly
woman, who spoke enthusiastically about an Arab nutritionist from the Northern region of the country who was
unfamiliar with the traditional lifestyle and eating habits
of elderly Bedouin women, reported that “She talked to
us and explained about herbs and the damage they cause
… You have to use fruits, like bananas, apples, cherries,
and put them in a blender.” (Participant 7, Female). The
Arab nutritionist addressed the Bedouin women in their
language, and it was highly appreciated by the Bedouin
women. Yet the content was completely irrelevant, and
the advice provided discredited the widely accepted use
of herbs and ignored the fact that there is no water and
electricity in some of the Bedouin villages in the northern Negev region. Furthermore, there is no tropical fruit
in the middle of the desert, making her recommendations impractical.
The lack of cultural competence was also evident in
the format in which HS were provided. A recurrent topic
was that the community clinics’ visiting hours were unsuitable for Bedouin women’s lifestyle and cultural
norms. A female Bedouin participant explained that
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“There are official visiting hours in the evening. They
(Bedouin women) can’t come late in the evening. It’s hard
for them to come at these hours.” (Participant 6, Female).
A Bedouin woman is usually unable to leave her home
during evening hours because she is expected to do
household chores and attend to her husband and children.
In several cases, Bedouin patients reported seeking private healthcare in the Palestinian Authority as a way of
overcoming the language and cultural barriers in the Israeli system “I went to see a doctor in Dhahiriya (in the
Palestinian Authority)... He treated me and made me feel
better... I did the same medical tests and the treatment
in Dhahiriya is the same as the one in Israel” (Participant
6, Female). These physicians are well known and familiar
with the Bedouin community, and their personal and
professional treatment is viewed as satisfactory. The description that their treatment is “the same as the one in
Israel” is a justification, since these clinicians are unregistered and unrecognized by the Israeli healthcare
system. Thus, the continuity of care of Bedouin patients
is compromised in both systems.
Some participants mentioned that in order to overcome the cultural competency barrier, they turned to
traditional practices such as asking for help from their
local community leaders and heads of tribes: “Women in
my tribe turn to the Sheikh or their neighbor or someone from the tribe and the problems are solved. This
way we help the system as we solve our problems ourselves.” (Participant 16, Male). The social structure and
tribal cohesion in the Bedouin community, together with
familiarity and trusted relationships with the community
leaders, encourage women to ask for their help. Here
again, this practice also affects the continuity of their
care in the health system. The gender-based barrier.
One of the major challenges for Bedouin women was
the insensitivity of HS providers to Bedouin-Muslim
gender norms. Many young women reported they faced
situations similar to the following account: “In certain
situations, I am embarrassed to go see a male doctor
and tell him what I have because he isn’t a woman. It
prevents me from making a doctor’s appointment and
feeling comfortable discussing my health problems.”
(Participant 2, Female). In this patriarchal society, gender concordance between the healthcare provider and
the patient is critical because of socio-cultural and religious practices. The embarrassment prevents Bedouin
women from speaking to their doctors or exposing their
bodies to male doctors. Indeed, this issue was reported
to be one of the most common reasons why Bedouin
women delay or forgo seeking treatment.
Gender norms among the Bedouin community also
shape the perceptions of the treatment given to patients.
The seemingly trivial prescription of eyeglasses has particular social connotations in the Bedouin community. A

young woman explained her reasons for her resentment
about being prescribed glasses:
People don’t use healthcare services for different
reasons, if someone needs glasses, for example, the
society around me will start mocking me, saying ‘You
wear glasses because you are blind.’ (So) I wear glasses
depending on where I am; I don’t wear them all the
time. In our case, as a young Bedouin woman, if I wear
glasses, they will say I am blind. So, who would
propose to me? (Participant 4, Female)
Marriage is a central value for Bedouin women, giving
them a high social status in the community. Wearing
eyeglasses carries a stigma in Bedouin society, reducing
a woman’s chances of getting married.
An interviewee from one of the unrecognized Bedouin
villages stated that the lack of physical accessibility and
gender-based barriers exacerbated the difficulties and
widened the gaps between Bedouin men and women in
the utilization of HS:
Not everyone owns a car at home... To get from the
unrecognized village to the nearest healthcare clinic
outside the village, he has to catch a ride with other
men from the community that are on the way to
their workplace... Only Bedouin men can do this.
Women can’t. (Participant 3, Female)
For Bedouin women, social and gender-based norms
prevent catching a ride with a male stranger. The difficulty or even impossibility of getting from an
unrecognized Bedouin village to the nearest clinic without a private car or public transportation (unavailable in
unrecognized villages) takes a heavy toll, especially on
women. Getting to a clinic could mean a full day endeavor for Bedouin women.
One young Bedouin woman highlighted other issues
such as customs and religious practices, including wearing a hijab, while receiving treatment:
Of course, I’m tired and I don’t wear my hijab during
hospitalization. Men go in and out, and sometimes
people accidentally open the hospital curtain. With my
sickness and weakness, I couldn’t close the curtain
because I’m tired... I had to deal with many other
things beyond my health problem. (Participant 8,
Female)
The participants, in general, agreed that the combination of these obstacles had the strongest impact on
young Bedouin women of childbearing age and elderly
Bedouin women, who were perceived as especially vulnerable groups in the Bedouin community.
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Discussion
To our knowledge, this is one of a few qualitative studies
regarding healthcare accessibility among the Bedouin
population that includes both Bedouin women and men
participants. We included both genders to obtain a
comprehensive view of healthcare barriers from both
perspectives.
The language barrier we identified accords with the
findings of earlier studies among different minorities
around the world [27, 58–60] and other local studies
among Bedouin women in Israel [44, 45]. Communication is a basic requirement for the implementation of
patient-centered care and plays an important role in the
use of HS. However, non-Arab as well as Arab healthcare providers do not speak the Arab-Bedouin dialect,
and elderly Bedouin, in particular, have little Hebrew
proficiency. Despite the existence of a national health insurance law that provides HS to all, the miscommunication between the non-Bedouin clinical staff and Bedouin
patients reduces the uptake of the content of HS and the
ability to communicate during treatment.
Lack of cultural competency is also a considerable barrier when accessing HS. Numerous studies have demonstrated the importance of cultural understanding and
competency by healthcare providers for the health outcomes of minority populations [61, 62]. The movement
toward cultural competence in healthcare has gained national attention and is now recognized by healthcare policymakers [63]. However, providing cultural competence
programs in healthcare is insufficient. Cultural competence must occur at all levels, within layers and subgroups of the community, as defined by the NIH [64].
The quote of the nutritionist who provided counselling
to an elderly Bedouin woman is a clear example of how
sharing the common native Arabic language does not
necessarily imply cultural competence.
Another unanticipated finding is the differentiation between sub-groups of Bedouin women when trying to access HS. Our results are consistent with Queder’s (2007)
findings that showed differences and diversity among
subgroups within Bedouin women. However, we documented that the barriers we identified affected mainly
Bedouin women from unrecognized villages, elderly
women and young Bedouin women of childbearing age.
Our findings support previous research [65] demonstrating that lack of gender concordance between the healthcare provider and the patients leads Bedouin women of
childbearing age to delay seeking healthcare. Moreover,
Bedouin women from unrecognized villages face genderbased barriers and a lack of physical accessibility due to
the lack of basic infrastructures in their villages. Elderly
women face all of these issues, compounded by their low
level of literacy about healthcare and the difficulty they
have navigating the healthcare system.

The northern Negev population that seeks treatment
and utilizes HS outside the Israeli healthcare system is an
overlooked, yet important phenomenon. Despite their low
socioeconomic status, Bedouin women tend to use private
HS in the Palestinian Authority where they find healthcare
workers who understand their culture and lifestyle. In
some cases, there is an intersection between culture and
gender-based barriers. For example, most Bedouin husbands require that they accompany women when they go
to the clinic, so they can be informed about and in control
of the health status of their wives. However, the Israeli Patient’s Rights Bill [43] makes this request unacceptable for
Israeli healthcare providers. Thus, seeking care in the Palestinian Authority seems to be a mechanism that meets
women’s health needs while maintaining the husbands’
primacy over their spouses’ health status.
Our results can be understood in light of intersectionality theories [48, 66, 67]. The respondents’ answers
emphasize that access to HS is not shaped by only one
factor. In line with Collins (2000) [66], it is possible to
interpret the results as an expression of how gender,
socio-cultural hierarchies, and power interact and affect
Bedouin women’s access to HS. A multi-level intersectional approach [48] may be instrumental in finding culturally sound ways to resolve these issues.
Gender and cultural awareness of all sub-groups
would help ensure that HS are accessible and offer universal coverage. Healthcare policymakers need to work
with the community, consider the characteristics of both
the users, providers and services, and adopt practical
measures that accord with gender and cultural norms,
social expectations and the users’ identified needs to improve the acceptability, affordability, availability and accommodation of HS among Bedouin women and
vulnerable subgroups within minorities. Indeed, such an
approach is important for all government and civilian
bodies when dealing with minorities.
Despite its contributions, the study has some limitations. The interviews were conducted in the ArabicBedouin dialect and then translated into English. Such a
process might result in the loss of cultural context and
nuances that the translators and analysts missed [68,
69]. To cope with this issue, the first author, who also
conducted the interviews, translated the texts to ensure
retaining the participants’ intended meaning. Moreover,
the sample might not represent all sectors of the
Bedouin society since most of the participants were relatively highly-educated and from recognized villages.
Conclusion and implications for practice and/or policy

Looking through an intersectional lens allows us to highlight the invisible and characterize the differently affected subgroups among a vulnerable population.
Therefore, our findings based on the experiences of
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women from the same minority group emphasize that
“one size does not fit all” which means that targeting a
vulnerable population is not sufficient [70]. To reduce
the gaps and improve access, healthcare services should
be culturally sensitive and tailored to the specific needs
of groups among minorities such the Bedouin women.
Additionally, all subgroups among Bedouin must be considered and served based on their specific needs. Additional investment could help in developing, evaluating,
and supporting effective healthcare delivery models designed to meet the specific needs of vulnerable populations within the Bedouin women. More broadly, a
combination of such strategies is likely necessary for
healthcare provision for minority women and vulnerable
populations worldwide.
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