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Abstract

Introduction: Bedouin women in Israel confront a challenging circumstance between their traditional patriarchal
society and transition to modernity. In terms of reproductive health, they face grave disparities as women, pregnant
women and mothers. In this article we aim to understand the challenges of Bedouin women who work as
mediators in the promotion of Bedouin women’s perinatal health. We explore their challenges with the dual and
often conflictual role as health peer-instructors-mediators in mother-and-child clinics, and also as members of a
Bedouin community, embodying a status as women, mothers, and family caretakers. Drawn upon a feminist
interpretative framework, the article describes their challenges in matters of perinatal health. Our research question
is: how do women who traditionally suffer from blatant gender inequality utilize health-promotion work to navigate
and empower themselves and other Bedouin women.

Methods: Based on an interpretive feminist framework, we performed narrative analysis on eleven in-depth
interviews with health mediators who worked in a project in the Negev area of Israel. The article qualitatively
analyses the ways in which Bedouin women mediators narrate their challenging situations.

Results: This article shows how difficult health mediators’ task may be for women with restricted education who
struggle for autonomy and better social and maternal status. Through their praxis, women mediators develop a
critical perspective without risking their commitments as women who are committed to their work as well as their
society, communities, and families. These health mediators navigate their ways between the demands of their
employer (the Israeli national mother and child health services) and their patriarchal Bedouin society. While
avoiding open conflictual confrontations with both hegemonic powers, they also develop self-confidence and a
critical and active approach.

Conclusions: The article shows the ways by which the mediator’s activity involved in perinatal health-promotion
may utilize modern perinatal medical knowledge to increase women’s awareness and autonomy over their
pregnant bodies and their role as caregivers. We hope our results will be applicable for other women as well,
especially for women who belong to other traditional and patriarchal societies.
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Introduction
This research describes the complex ways in which
small group of Bedouin women who were recruited
and trained as peer-instructors and mediators for pro-
motion of the health of Bedouin women of fertility
stage. They encounter numerous challenges as they
navigate between their own Bedouin society with its
cultural conventions and patriarchal characteristics,
and the medical service that employs them. The pur-
pose of this research is to understand the social
mechanisms that stimulate social equality and change,
and to understand social and cultural costs paid by
women promoters of change and their efforts to avoid
open conflictual confrontations with the traditional
patriarchal forces in the Arab-Bedouin society in the
south of Israel.
Bedouin society is originally a traditional-nomadic soci-

ety, a minority within Muslim society in Israel, and in
spite of the changes taking place in it, the patriarchal
structure is dominant and central and is zealously pre-
served [1–4]. In 2020, Bedouin society in the south of
Israel included approximately 270,000 people, comprising
around 25% of the Negev population [5–7]. However,
until the establishment of Israel in 1948, the Bedouin in
the south of Israel subsisted mainly on raising goats and
small farming. Upon the establishment of the state, the
Bedouin population was obligated to undergo dramatic
changes in its lifestyle, which included a disintegration of
the original tribal structure and undermining of their trad-
itional economy and lifestyle in favor of a market econ-
omy, and a sedentary life and modernization [8, 9].
The State of Israel was unsuccessful in accompanying

these rapid transitions and in supplying the necessary
socioeconomical support and resources for such a dras-
tic social change. Currently, approximately 90% of the
Bedouins in the Negev belong to the lowest percentile
[9, 10]. Most of the older men have difficulties in be-
coming included in the modern market economy and
find their livelihood in menial labor or unemployment.
Most of the older women remained restricted and
dependent on the men both socially and financially. The
health and education of Bedouin women and their chil-
dren is therefore poor, compared to that of the Jewish
population in the south of the country [4, 11–17].
Some women of the younger generation are finding

the strength to become included socially and economic-
ally by acquiring an education and economic independ-
ence. More and more women drive a car, acquire an
education or professional training, and opportunities to
earn a living independently [12, 16, 17]. Nonetheless, the
gap between the small number of independent and
empowered women and most women who still live
within the restrictions of traditional Bedouin life is
immense [17].

Feminists’ criticism of the patriarchal perspective of care,
childbearing and caretaking for the other(s)
Many women around the world suffer from gender
inequality. Rigid patriarchal structures provide men
normative access and control over resources, power
and authority from which women are excluded. De
Beauvoir [18] was a pioneer in expressing public criti-
cism of the prevalent belief in the biological superior-
ity of men, and against the discursive legitimization
of women as weak and passive biological entities,
suitable solely for giving birth to offspring, caring for
them and managing the household. Ortner [19] con-
tinued by defying the social perception of women in a
category that is closer to nature than to culture, and
thus confines women to the boundaries of the domes-
tic sphere [20]. Numerous feminist researchers from
the mid-twentieth century strongly opposed the con-
nection of femininity confinement to domesticity,
directing its formulation by patriarchal hegemony [21,
22]. Several scholars suggested that feminine inferior-
ity expressed in the exclusion of women from partici-
pation in the public sphere was intended to fulfill the
economic and political interests of the masculine he-
gemony [23–26].
Feminist criticism has become even more scathing

with reference to the patriarchal discourse which
turns women’s reproductive abilities into a weakness
and lack of power, instead of recognizing women's
force that creates life, nourishes, and raises the hu-
man beings. Sarah Ruddick [27] wrote in her book
Maternal Thinking:

“In most societies however, women are socially
powerless in respect to the very reproductive capacities
that might make them powerful. The primary bodily
experience of mothers is a poignant reminder
that to think of maternal power is immediately to
recall maternal powerlessness – and conversely.
…. Children confront and rely upon a powerful
maternal presence only to watch her become the
powerless woman in front of the father, the
teacher, the doctor, the judge, the landlord – the
world.”

In recent decades, feminist researchers have chal-
lenged the thinking about care and caring as an inferior
and excluding attribute that characterizes women, argu-
ing for women’s affinity for care as qualities worthy of
social recognition and esteem, and for suitable economic
compensation.
Fisher and Tronto [28] were the first to define care in

a gender-feminist context, as follows: “Care is a species
activity that includes everything that we do to maintain,
continue, and repair our ‘world’ so that we can live it as
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well as possible. That world includes our bodies, our-
selves and our environment, all of which we seek to
interweave in a complex life-sustaining web” (p. 40). The
paradigmatic change led by current feminists views of the
domestic sphere as a space that enables women to de-
velop a perception of responsibility, sensitivity and car-
ing for others and their needs, without negating their
capability to care for their personal growth also within
the framework of the public sphere. Thus, care and car-
ing do not need to comprise a barrier for women’s ad-
vancement and prevent them from obtaining equal
rights, social esteem, and social privileges [29–34].

Women in the patriarchy of the traditional Bedouin
society
Bedouin tradition demands modest behavior from
women. Traditional dressing must cover most of their
body (the rigorous ones also cover their face, leaving
only an eye slit). Marriages are usually arranged by par-
ents, with a clear preference for cross-cousin marriage
within the patrilineal and patrilocal family. Most of the
young couples live near the husband’s family. Young
brides are compelled to leave their original families to
live in the husbands’ patriarchal households [15].
Bedouin women are expected to be prolific housewives

and mothers. Alhuzeel-AlAssad (2013) presented the
traditional restraining of women in Bedouin society as a
conditioned act in an unwritten inter-gender pact: as
long as she maintains the rules of obedience to men and
the behavior codes expected from her, including avoid-
ing appearance in the public domain, her honor, body
and livelihood should be ensured [3].
Judicially, Israeli Bedouin women are acknowledged

with equal rights as any other Israeli citizen, including
rights to consume health, welfare, and legal services.
However, the acquisition of egalitarian rights for most
Bedouin women is noticeably slow, compared to their
surroundings. With time and modernization, the
Bedouin “classical patriarchal contract” that confines the
role of women to giving birth and caring for the children
and the house, and the traditional entitlement of men as
responsible for supervising their women, are undergoing
gradual changes due to the necessity of including
women in the family’s livelihood [1, 2, 14, 15].
However, the feminist project that aspires to draw

women into the modern world often ignores such
traditional cultural and gender codes, and that may
turn the women into victims of modernization [17].
There is a current thinking in the feminist literature
that any social change that draws minority societies
to Western culture is a beneficial change. Two
Bedouin women researchers, Nuzha Alhuzeel-Alassad
[3] and Sarab Abu-Rabia-Queder [12, 15], criticized
this common conception by claiming that change

and drawing near to the Western world are not al-
ways beneficial for women who belong to traditional
groups. Harel-Shalev et al. (2018) [1] added and de-
scribed a complex reality where modernization does
indeed offer opportunities for many young Bedouin
women to acquire education and means for mobility
in the public sphere as well as to earn independency.
However, the masculine control does not disappear,
and is sometimes felt even stronger and in numerous
symbolic ways. Harel-Shalev et al.’s study [1] showed
that for many Bedouin women, the urbanization
process even blocked possibilities of spatial move-
ment within the new public space of clinics of
welfare and health services. Thus, these women con-
tinue to negotiate and struggle with the masculine
aim to limit their actions. Those women who burst
the barriers of tradition in favor of livelihood and
public activity cope with serious and sometimes im-
possible pressure [17].

Women’s reproductive health and wellbeing under
rigorous patriarchal societies
The field of health demonstrates the extent to which
patriarchal social mechanisms pose difficulties for
women, particularly women from weakened groups, in
the maintenance of their health and the health of their
children [35]. Marmot’s pioneering work on the social
determinants of health indicated gender ascription as a
major health determinant [36]. However, poor health is
not an independent factor. Rather, it is a product of so-
cial contexts that impart women less power and re-
sources for realizing good health for themselves and
their children [37–39]. Many women are under patri-
archal supervision that limits their freedom and mobility
in space and their independence. In absolute terms, chil-
dren of women who did not have an opportunity to ac-
quire an education may have a 50-fold greater risk of
suffering from violence, malnutrition and/or infant mor-
tality until age five [40, 41].
In many traditional societies, women’s health is influ-

enced by numerous factors: close social control over
their sexuality and reproductive abilities; masculine
hegemonic control that is supported in many cases by
religious laws and includes marriage arrangements; pro-
hibition and severe punishment for extramarital sexual
relations; restriction on utilization of medical control of
birth and family planning by supervision over access and
selective use of health services and medical technologies,
including use of contraceptives, as well as limiting the
use of prenatal tests and pregnancy terminations.
Women in societies controlled by the masculine hegem-
ony are thus perceived as being able to bring children
into the world, but not as being able to make decisions
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pertaining to their and their babies’ bodies, through
reproduction and birth processes [2, 42].
Furthermore, restriction of access to family planning

and expectation for multiparity and raising large fam-
ilies imposes frequent pregnancies and care of mul-
tiple offspring that exacerbate health risks for the
women and their children, and increase the women’s
dependence on men for their livelihood. Studies show
a high prevalence of bad birth outcomes among mar-
ginal minorities, including low birth weight, prema-
ture births, and infant mortality [11, 40, 41, 43]. This
creates a vicious circle as women who are prevented
from controlling their health and status, give birth to
more vulnerable children, and this exacerbates fam-
ilies’ vulnerability and dependence on a masculine
support that is not always able to supply the needs of
their weakened women and children.
Mindful of these observations, we studied a small

and determined group of Bedouin women as they
navigate between their traditional patriarchal commu-
nities and a demanding health service that employed
them as peer-instructors and mediators to deliver re-
productive health knowledge in mother-and-child
(MCH) clinics. We examined how these women
health workers, who traditionally suffer from blatant
gender inequality, utilize health-promotion work to
navigate and empower themselves and other Bedouin
women. We also intended to learn what best social
support could an employer, such as a health provider,
offer its employees as they struggle to perform their
roles as peer-instructors and intercultural mediators
in the health promotion context.

Methods
Context
Infant mortality rates in the Bedouin society in Israel are
significantly and consistently higher compared to the
general population [44, 45]. Traditionally, many Bedouin
women still marry men within their extended family
(with preference for paternal cousins) [2, 45–47]. This
custom of consanguineous marriage increases the risk
for genetic defects, which is a dominant factor in the in-
fant mortality rates in Bedouin society [44, 46, 47].
Other related factor for increases in infant mortality
rates are universal consequences of difficulties faced by
marginalized women living in weakened and poor envi-
ronments facing scarcity and restrictions in mobilizing
resources, and failing to control their own and their chil-
dren’s health [48–50]. Similar difficulties are faced by
Bedouin families when failing to provide basic neces-
sities due to poor living conditions [2, 11].
This was the motive for establishment of the “Pro-

gram for Reducing Infant Mortality and Health Dis-
parities in Bedouin Society” which was implemented

for two decades, between 1995 and 2015, by the
Ministry of Health (MOH) and the Faculty of Health
Sciences (FOH) at Ben Gurion University in the
Negev with collaboration of other relevant health
services.
The women who were recruited to work as health me-

diators had secondary education and were given an ex-
ceptional employment opportunity to be health
instructors-mediators. As it will be shown in this article,
they were trained to disseminate medical perinatal infor-
mation elaborated by health authorities, and concomi-
tantly experienced unique challenges as women aspiring
for a change in their own traditional and patriarchal so-
ciety. At any given time, eight to fifteen mediators were
employed and trained in the project. They worked at
MCH clinics that serve the Bedouin society in the south
of Israel.
The main role of the Bedouin mediators, who speak

the local Arabic dialect, was “Bridging over language and
culture barriers between the Hebrew-speaking treating
medical team and the Arabic-speaking Bedouin women
who visited to the clinic” (cited from the projects’ goal).
The project’s objectives included: raising the level of
knowledge and awareness regarding risks for the fetus
during pregnancy and baby; recommended behavior for
reducing the risk of birth of congenital defects; and im-
proving the utilization of health services for women of
childbearing age and babies, education for the improve-
ment of women’s nutrition during pregnancy, avoiding
domestic casualties, and more. As will be shown below,
the mediators’ work actually turned out to be much
more complex than initially planned.
One of the authors participated in the program’s

operation for almost a decade, and her role included
recruitment of health mediators, training them during
the course of their work, writing culturally adapted
instructive materials and performing a qualitative
evaluation for the project. The qualitative in-depth in-
terviews were performed at the final stage of the pro-
ject in 2015.

The participants’ characteristics
The mediators were chosen for the role based on job in-
terviews, participation in several weeks of intensive pre-
liminary training and rending a summarizing exam at
the end of training. Acceptance criteria included 12 years
of education, good mastery of Hebrew and good human
relations. High preference was given to women-
mediators who were themselves mothers. Table 1 (see
Appendix) presents characteristics of the interviewees at
the time of the interviews in 2014. We used initial letters
instead of full names, mean ages, years of education and
mean number of children to maintain their
confidentiality.
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Data collection
With the aim of obtaining the told narratives of the
women mediators, we approached each one of them and
asked their assents to be interviewed in an in-depth un-
structured mode. This kind of interviews is the most
suitable for obtaining authentic narratives [51, 52]. The
face-to-face encounter with the interviewed women
strives to contribute to the establishment of trust rela-
tions between investigators and participants. The en-
counter enables confirmation of meanings, and thus
maintains the credibility of the investigators’ interpret-
ation. This is particularly important when the investiga-
tor and the interviewed women come from different
cultures [53]. Furthermore, collecting the life stories of
the “others”, the “marginal”, and placing them at the
center of the discussion, exposes not only their world,
but also enables the researcher to explore the findings
within a broader theoretical context [54].
The eleven interviewed women-mediators who were

well acquainted with one of the authors voluntarily
agreed to be individually and confidentially interviewed.
Each one chose the time and place for her interview
(MCH clinic, the project’s office, a café or her own
house). The interviews were conducted in Hebrew and
they flowed freely and vividly in a very confident atmos-
phere. All interviewees received an introduction on the
objectives of the interviews and provided their informed
consent to the use and publication of the collected mate-
rials. To avoid formality, interfere the trust and
confident atmosphere in the interview, their informed
consent was audio-recorded along with the interviews.
The audio records were transcribed and analyzed. The
interview guide translated to English is enclosed in this
paper as Additional file 1.

Data analysis
One of the main qualities of the narrative approach is
the perception that people are natural story tellers, and
that stories express the meanings that compose import-
ant aspects of the narrator’s own cultural background.
Narrative analysis emphasizes the communicative ele-
ments of stories and enables participants to choose and
express life experiences through their own cultural per-
spectives. The story thus has an organizing power [55–
57]. As researchers we learn from narrated stories by
interpreting the points of view of the story tellers’ view-
points regarding the studied phenomenon. We
approached the data analysis by focusing on the content
(themes and categories) as well as on the structure of
the narrated story. We also paid close attention to the
diverse contextual backgrounds (time and place) chosen
by the interviewees and what they contributed to the
“stories”. The narrative approach is common in feminist
research as it focuses on excluded marginal groups

whose narratives as a group or as individuals are not
afforded social, cultural, or political expression [57–59].
By locating and listening to these silenced voices, it is
possible to learn about cultural contents that guide
women and the historical and social contexts that influ-
enced the consolidation of their identity [60–62]. Special
focus was given to both spoken and subtle expressions
of criticism as well as to the social position of the narra-
tor and what this can tell about social forces taking place
in each narrated scenario. The present study was carried
out with a focus on the social relations of the health me-
diators, particularly on the way the women experienced
themselves and the power relations of the patriarchal
structure [56, 57]. In feminist thinking, emphasis is placed
on the relation between feminine empowerment and
knowledge, i.e. education and learning, as generating
change [58]. Our attention was drawn to the creation of a
new epistemological agenda, in which researchers pointed
to the way science reflects only men’s fields of interest and
excludes their experiences as women who hold their own
topics of interest and perspectives [56, 63].
As women from the Bedouin society, our participant-

informants were employed and trained to communicate
medical messages to promote health and reduce the re-
currence of perinatal health problems among Bedouin
women living in Israel. They proudly shared their stories
with us, aiming to illuminate their challenges as women
who traditionally suffer from blatant gender inequality in
their determined struggle to take advantage of the op-
portunity to promote social change for themselves and
for other Bedouin women.

Results
The mediators worked in MCH clinics, during the
morning hours, which is convenient for mothers. How-
ever, great effort is required of mothers who live in
unrecognized villages to reach their place of work on
time. Furthermore, the families restrict them to work
only in certain clinics, and often forbid them to continue
with their role either temporarily or permanently. They
received a low monetary compensation for their work,
and sometimes, when the project’s budget ran low, their
working hours were cut. As mentioned, this work was a
rare opportunity for them to find employment, especially
employment that was intellectually and socially
stimulating.

To help women put their health in the center
Motherhood is a central and determining experience in
the traditional lives of Bedouin women, and affords them
social status. However, together with other MCH
women-patients, they experience huge resentment
around their low position in the social hierarchy, placing
themselves and their health as mothers in last place, and
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often even neglecting their own health issues. Eventually,
self-neglected health may also harm the babies’ health.

M.: I see the woman’s face and recognize what she
needs. I explain to her what needs to be done, very
slowly, I tell her: I am here for you. If you want a
healthy baby, then take care and do something good
for yourself, this is not a joke. The nurse says that
her hemoglobin is very low, and she (already) has
four children. It always pains me to see the woman
walk like that. You see in her face that she is always
tired. And I tell her about the tests and ask, why do
you have a child every year? And why don’t you take
care of your health?

I.: As a mother, I feel that this baby is the woman’s
entire life. I am sure that every mother has this
feeling. The baby is her entire world, something
important that I feel good about. Health for the
Bedouin women is on the last floor. I can ruin
my life just so that my husband will be happy.
How is my health? I do not care. The most
important thing for me is that my husband and
children will be healthy, and I do not care about
myself. I will get up and do whatever is necessary.
We have one patient who hemorrhaged every six
months, and I told her to go to the doctor for a
checkup. She has older children at home, but she
said, who will stay with my [young] children? She
does not care about herself. Her baby’s health is
important for her, but not her own. Her life is
over. It no longer has any value.

“I Am One of Them”: providing peer-group support
through mediation
As Bedouin women who share daily complex relations
within their communities, the mediators are required to
tread carefully and out of awareness to womens' apre-
hension and resistance that may arise. During the work-
shops that were held in the project for advancing the
health of pregnant women and babies, and particularly
in role-acting games, the mediators shared their frustra-
tions when expressions of resistance by peer women
who rejected some of the messages communicated dur-
ing instruction encounters in the clinics. The mediators
shared the difficulty of confronting oppositions from
women who publicly expressed indignation, anger and
even derision of the messages and the modern medical
perinatal treatment. The instructed women challenged
the mediators publicly regarding their loyalty to Bedouin
traditional and religious conventions, challenging the
mediator’s loyalty to their own society. These confronta-
tions compelled the mediators to develop awareness,
skills and methods for coping with such challenging

situations. Some common communicative skills and
messages developed by the mediators are presented
below:

N.: I am one of them, and I did not like to be treated
[otherwise]. In social terms this is fine. The people
are happy to recognize and speak and share. To ask
for my help. People are not afraid and do not keep
their distance from me.

B: I am not a nurse or a doctor, I am a human
being. Sometimes I tell the women that yes, you also
have knowledge, and I also learn from you. It is not
as if I am the boss here … And I speak to them at
their level. They need this. When you speak to a
woman from above, from up high, she will not accept
you. You must know how to speak with them. Yes,
we are both humans. I am not better. I also do not
know everything, and there are things that perhaps
she knows, and I do not.

In Bedouin culture, it is not self-evident that “strange”
women share personal and sensitive information with
each other. However, the mediation creates an oppor-
tunity for an intimate encounter between a mediators
and pregnant women and mothers. The public space in
the MCH clinics provides women an opportunity to
share common experiences around pregnancy and
motherhood and to create a feminine and supportive
“peer group” that crosses tribal and family boundaries.
The principle of confidentiality to which the mediators
are committed enables them to create trust and connec-
tions between women. The mediators indicated the im-
portance and powerful impact of such encounters with
women. Nonetheless, exposure to the harsh situations
experienced by women overshadows the excitement that
arises from the breaking down of barriers and personal
and secret sharing:

S.: There are women who want to talk to me about
other issues, after the instruction ends. They feel
comfortable talking with a person who is not from
their family, and they unload everything on the table
next to me. Most of the time this is fine. They say
what they have to say and unload their burden from
their heart and their back and that is it. And they
do not want anyone else to know what they told me.
This shows how important my role is. It draws the
women closer to each other and they become friends
here. They get knowledge that they can pass on. I say
that even girls who are about to be married, 18 years
old, can take this, and tell their sisters and
neighbors. Because perhaps they have not heard this.
This gives them the urge to do something with this
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information and therefore they want to pass it on
and share it because it was beneficial for them and
helped them.

S. indicates the opportunity created in talks between
the mediators and the women coming to the clinics to
process and communicate messages and ideas that can
“benefit them”. S. was careful to refrain from defining
the messages communicated by the medical hegemony
as being subversive to the Bedouin faith and tradition
and defined them as “beneficial for the women”. She re-
fers to women who come to the clinic as a peer group
that can help disseminate medical knowledge and later
utilize it when making their own decisions. Medical
knowledge provides the mediators pride, strength and
motivation to continue their activity.

Medical knowledge as a source for feminine
empowerment
Knowledge and awareness are indicated by the media-
tors as a mean for achieving control in their lives in gen-
eral, and particularly in reproductive processes. Veteran
mediators who worked in the project for years described
their observations of changes that have taken place over
time in the women’s responses to the instructions and
treatment at the clinics. They described processes of
feminine empowerment that are consolidated over the
years. The changes in the approach of the patients to the
instructions, and their increasing interest in the dis-
cussed issues, indicate the growing importance and thirst
for medical knowledge as a mean for achieving control
and autonomy. S. testified that over the years, she devel-
oped a deeper understanding of the significance of each
prenatal test, the significance of the test results, as well
as possible implications of the test results for their con-
tinued lives and the lives of their families. The processes
of the growth of awareness to women’s rights to receive
healthcare are perceived as a source of power and have
broad expressions:

S.: This work is very important. When I began eight
years ago women did not have such knowledge.
Today they also read and look on the internet and
examine and accept my instructions better than at
the beginning. The work is very interesting, and I
love it.

N: First all the knowledge they receive, [they] know
what it is, and what their rights are and what tests
they need to do. They also refer to the nurses more.
When I began work, they would not knock on the
door or say that they are waiting a long time or ask
whether to do this or that test. Today they have
more knowledge and are stronger. This is a result of

our instruction and [it] indicates the importance of
the instruction. I have a responsibility toward the
women. I give women awareness and I think that I
strengthen them. Knowledge is like giving a person a
weapon so he can protect himself. Knowledge is
empowerment.

N. and S. described women’s increasing awareness to
perinatal medical knowledge of patients in order to
understand and demand answers to health problems.
They described empowered women who of their own
initiative turn to nurses, and conduct direct talks with
professionals, as a good change. This is a dramatic
change compared to the past, which is still not enjoyed
by all Bedouin women. However, those who did change
serve as an example and act as role models for others.
Eventually, they quietly undermine the social expecta-
tions for passive and submissive behavior expected from
women by the hegemony and patriarchal authority.

Development of Women’s awareness to their pregnant
body
Innovative diagnosis and treatment technologies for con-
genital malformations creates ways of escape for families
that are carriers of severe genetic diseases. In this, medi-
cine conveys very significant tidings for Bedouin society.
However, the offered medical solutions involve difficult
decisions that have social and ethical implications and
may undermine traditional beliefs. The mediators are re-
quired to communicate medical information and mes-
sages that may be interpreted as subversive. Examples of
such subversive messages are the implicit (and some-
times explicit) encouragement of marriage outside the
tribal group, use of birth control to space between births
that also results in a reduction in the number of chil-
dren, and performing abortions when there is a se-
vere medical risk for a congenital malformation in the
fetus. Such messages force the pregnant women as well
as the mediators to make very difficult decisions, as they
implement deeper understanding of the implications of
prenatal diagnosis and preventive perinatal care.
It thus turns out that knowledge is not only an

empowering and liberating force, but also a source for
anxieties, stress and conflicts, especially in a sensitive
and vulnerable situation such as pregnancy. The solu-
tions for reducing the occurrence of congenital defects
that medicine can offer the Bedouin community provoke
significant resistance, pertaining to both religious and
traditional morality and faith. According to the permis-
sive religious Islamic law, it is forbidden to kill an em-
bryo after the first 120 days of pregnancy. Many Bedouin
women therefore forego prenatal tests or avoid perform-
ance of a termination of pregnancy even after a congeni-
tal defect is diagnosed [45, 46].
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The instructions given by the mediators stress two
hidden messages, which are problematic for the Bedouin
community: (1) a recommendation for avoidance of con-
sanguineous marriages; (2) encouragement to perform
prenatal diagnosis of congenital defects and considering
the cessation of compromised pregnancies due to the
high prevalence of consanguineous marriages and conse-
quent hereditary diseases. The following quotes illustrate
the intensity of the dilemmas experienced by the media-
tors and ways in which they cope with the complex task
expected of them by the medical system in conveying
perinatal knowledge:

N.: I am speaking here of myself. If I am told to as-
sume that I have a bad embryo, and that I need to
think [about whether to have an abortion], then I
will think twice. If in the end I will kill [the fetus],
why? I do not want to. Each one as she sees things. I
am not ready. If he is ill, let him come. And if he
lives, then maybe God chose that he would live. If
not, then he will die, and it was not me who was the
cause that killed him, and this is the point. Many of
the women also think so. Who am I to cause the
baby to die? Who am I to stop this life? I will not tell
a woman [what] to choose, I will not say anything.
Let us say that she has a foetus with a problem. She
needs to do all the tests and there are: 1, 2, 3 possi-
bilities. She needs to choose. I place her at a cross-
roads of making a harsh decision. In this crossroad it
is very difficult to think about complex things, and
to stop a life is not easy. I saw women who had an
abortion in the fifth month, but I do not know
whether [she was] at peace with her decision. For
me, as a mother, this is very difficult. Who am I to
stop a life? We need to stop the problem [of congeni-
tal defects] first, by non-consanguineous marriages.
When I speak to parents who want to marry rela-
tives, I tell them let’s do a genetic test and see
whether they are carriers [of a mutation for a genetic
disease]. I let them think differently.

N. was the only mediator who agreed to directly and
openly confront the dilemma faced by the women. Other
mediators only referred to this issue implicitly or chose
to circumvent this difficult dilemma. N. referred to this
issue from a personal perspective and then from a per-
spective of the instructed women. Her courageous words
do not encompass all dilemmas. Rather, they concen-
trate on the moral difficulty of terminating a pregnancy,
while ignoring other difficulties. For example, the diffi-
culty and suffering involved in the life of a baby born
with a congenital defect. The difficulty of mothers to
raise children with compromised health is enormous, es-
pecially for already disadvantaged mothers. From

another angle, for Bedouin women, there is a clear social
disadvantage resulting from undergoing genetic tests
prior to marriage. Most of the mediators avoided expos-
ing their opinion on these matters during the interview
and preferred to use placating rhetoric that does not
conflict with the authoritarian medical messages. R. for
example preferred to adhere to messages that call on
parents to comply with medical recommendations and
take responsibility to understand the consequences by
themselves:

R.: People should know how much they are respon-
sible for themselves and determine, whether it is by
nutrition, by tests, and how much they influence the
child’s life. It is true that God created him, but the
responsibility for the baby is theirs. For me, the im-
portant message is that they will know that there is
something that can be done for their child, [and] that
they have a responsibility. There are women who
have all the test results, and there is something not
good in the pregnancy, but they do not want to ter-
minate it. And you can do nothing, and you cannot
help her at this point. I wanted them to understand
the severity of their problem and not say: Well,
whatever comes is welcome. It bothers me that they
oppose [the medical recommendations]. But I can
also not place the woman into this bubble and force
her to do an amniocentesis. I don’t know. It is true
that it is dangerous, not too much, but if something
would happen to this woman [due to the test], it is
not good that the responsibility will be mine. I am
afraid to take this responsibility.

The interviewed mediators explain how they cope
with conflictual prenatal situations by sharing their
understanding and their own experiences in such
harsh decisions from other women’s decisions:

I.: Sometimes I meet with women in the middle of
the instructions and they are confused. What to
do? Is this good or bad for the baby? Does it do
the baby harm or good? [They ask me]: What do
you recommend that I do? They ask me things
they cannot ask the nurse, because they trust me
and feel comfortable asking me. I can tell you
that in my first pregnancy, I felt calm even
though the first fetal protein test was abnormal. I
asked nyself: What should I do? I knew that there
was a chance that the results [of the first test]
will not be accurate, that they do not necessarily
express a problem with the fetus. And I say this
also to women, that I had such and such a result
… Do all the tests and then make your own deci-
sion whether for good or bad.
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In her first pregnancy, I. chose not to comply with
all the medical recommendations that she was
instructed to communicate as a mediator. She testi-
fied that she calmly decided to forego additional tests,
knowing that there are some chances for false positive
results. Fortunately, despite the indication for an in-
creased risk for a congenital defect, the baby was
born healthy and normal. The understanding that this
is a screening test and not a diagnostic test put I. at
ease. She herself did not comply with the medical
recommendation of a more dangerous and invasive
diagnostic test that would provide her a certain an-
swer. However, she acted contrary to the recommen-
dation of the medical team, taking a risk and
continued with the undiagnosed pregnancy. Sharing
her tactic with other women in the clinic raises a
problematic message in terms of the conceptions of
health promotion and preventive care.

Social criticism and showing compassion for the mothers
of abnormal children
Encounters with women who gave birth to children with
congenital defects expose the mediators to dual griev-
ances by their community. On the one hand, religious
faith conveys a social expectation that women will con-
tinue with their pregnancy even when the fetuses are di-
agnosed as with compromised health, rarely advising
pregnancy termination. On the other hand, the society
exhibits very little empathy for children with congenital
defects, and often excludes and isolates mothers who
gave birth to such babies. H. tells of her acquaintance
with a woman whose daughter has Down syndrome. H.
described how this acquaintance at the MCH clinic led
her to try hard to educate and promote social change in
the community’s attitudes toward such women and their
abnormal children:

H.: There are those, women who look at such a child
[with Down syndrome] with [a very odd expression],
and I do not. I regard the child as if she were mine, I
hug her and tell her how beautiful she is and how
nicely she is dressed. And she [the mother] does not
feel that she has a sick child. [This activity] is some-
thing in that you can help people who have prob-
lems. Besides the tests, you must do things that also
are of a great help. I am like the woman’s psycholo-
gist. I sit with the women, make them laugh, give
them the feeling that I am their friend. If there is a
family where I know there is a problem or an illness,
I give the feeling that my heart is with them. I do not
ask much. I have a neighbor who has a mongoloid
son. I talked to her and hugged her and said that
this is something usual, any woman can have such a
child, and that it is not shameful. When I see her in

the street or at a wedding or somewhere, I hug the
child and say, wow, what a clean child, what a
beautiful child. And then the woman does not feel
that she has a sick child.

H. expresses a nsubtle social criticism of the social
alienating responses directed toward mothers of chil-
dren with birth defects. In this she presents a critical
algorithm: the same Bedouin hegemony that advices
not to abort fetuses with compromised health should
provide the proper support to them and their
caretakers-mothers. In her narrative, H. subtly raises a
poignant moral question: If we do not encourage
early prenatal diagnoses and forbid the termination of
pregnancy, why do we not behave with proper com-
passion for these children and their parents? H. does
not act to justify and strengthen the medical message
that encourages women to perform early diagnosis
and pregnancy termination. Instead, she promotes
more moral acceptance for babies and their parents.
She criticizes the excluding social attitude by display-
ing her own compassionate attitude outside the clinic
in different public situations and opportunities.

When the woman is strengthened the community is also
strengthened
The interviews with the mediators reveal a pivotal
interest in the women’s health and wellbeing. How-
ever, most mediators avoided open criticism of the
fact that even though women comprise such a vital
and important social component in their community,
the patriarchal structure ignores many of their rights
and needs and weakens them. Coherent and from a
feminist perspective, N. well described the position of
women in Bedouin society and hinted at the need to
refer women’s health and wellbeing issues toward the
men:

N.: We are human beings, and this is something
that should be looked at with sensitivity. A
woman is also something else. This is an entire
world. When it is said that the woman is half a
society, I say that this is not true, she is the great
majority of the society, because she gives birth to
the children and educates them and is responsible
for them. When a woman is allowed to be strong,
we help society to become stronger. When we tell
the woman that she should care for her health,
then she is the first to care for the health of her
children and family. That is why I think that the
woman is the body that should be helped. In Bed-
ouin society, the woman was always the party
that could be dominated, not the men, and we
need to turn to them as well.

Sharaby and Peres BMC Pregnancy and Childbirth          (2021) 21:190 Page 9 of 16



N. directs a critical look at her society, pointing to
patriarchy as the source for suppression that ultimately
weakens the pregnant female body, even though it is a
central axis in the conservation of the society. It is
not easy for women who were raised in a patriarchic
and suppressive environment to express overt criti-
cism and point to the men as the source of suppres-
sion. However, N. does this from an empowered
position, not as a victim of suppression. In contradis-
tinction, W. told of her personal experience under
masculine domination that was non-supportive and
even neglectful of basic needs:

S: I know what it is to be a hungry child. Once
my husband asked his brother to buy milk for my
son. He said OK, at ten I will bring you milk.
And this was a five-months old child. How many
hours does one have to wait until milk is brought?
In the end he brought milk, but only for his chil-
dren. If I had gone crazy it would only have been
for this state of my children. But I slowly built
myself, praise Allah. I had a difficult life, and
none of my husband’s brothers offered help, and
the distance between us is only ten meters. What
scares the women is their husbands is their fear
from disappointment. Perhaps he will not take me
to the clinic, who will take me for tests? The
women do not even go for genetic tests.

As someone with first-hand experience of the de-
grading dependence on men, S. well understands the
difficulties that other women still experience, particu-
larly regarding satisfaction of medical needs for
women who are dependent on men chaperons and
transportation to and from the clinic. Today, when S.
drives her own car and brings home a modest salary
from her work as a mediator, she substantially re-
duced her dependence on her husband and his family.
As someone who has regular and direct access to
health services, S., like the other mediators, under-
stands that coming to the clinic for routine monitor-
ing of the pregnancy is not something taken for
granted by many Bedouin women.

Seeing the change from inside, and acting from the
outside
It should be noted that even today, the mediators need
the support of their patriarchal families in order to work
as mediators. During the first years of the project they
were careful to refrain from any encounter with Bedouin
men who came to the clinics as escorts, so as not to en-
danger their reputation as modest women and conse-
quently the consent they received from their family to
continue with their work. Men accompanying their

wives to the clinics usually stood outside the clinics, in
order to avoid contact with other women. They often
did this impatiently in their cars while blowing the horn
to the women waiting inside. When the queues were
long, the women were sometimes obliged to return to
their homes without reaching the reception.
B., one of the veteran mediators, recalls the first

days, and indicates a gradual and significant trans-
formation that took place among the men, who
began to express an interest in the content of the in-
structions. Concomitantly the mediators are gaining
self-confidence and social support to approach and
instruct them.

B.: The change was very big. I saw the women when
I first began my work there, and today they are not
at all like the women then. Today they are more ac-
tive, but at the beginning it was very difficult for the
women. Everything was difficult. Once the husband
would take an hour off from work, would bring the
woman to the clinic and would wait for her by the
door. This was stressful for all of us. Today, most of
the women arrive alone. I give the instruction hap-
pily. Not long ago I instructed a woman at the
mother-child health clinic. She was escorted by a
man and I did not feel comfortable in his presence. I
saw that his wife is also stressed by his presence. He
was a frightening man. He shouted at the nurse that
he is waiting a long time. I said to myself, B., do
what you can do. I took a deep breath and asked
him to come into my room. I instructed the wife on
taking folic acid during the pregnancy while he was
outside the door. He came in after her and began to
show an interest in my work and asked questions. I
explained the importance of taking folic acid during
pregnancy to him, and he said that in that case, he
will go and buy the vitamin that I recommended for
his wife. The nurse said that I succeed in persuading
the men and therefore she will refer men to me for in-
struction. But there are men who do not accept in-
struction from an unknown woman.

A different aspect of change is explained by N., who
interpreted men and women’s relationships with her
critical social eye:

N.: I think that in Bedouin society women are the
weakest body. Women were given much information,
but not the men, and this is a problem. We
strengthen the weak party and the other party domi-
nates her and holds everything in its hands. When
we think only of the women, this is something that
needs to be changed, and we need to think of the
men as well.
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I feel that I give the women tools that will change
their lives and the future of the coming generations.
That this generation will not suffer like the previous
generation. I am optimistic and love to help and
change things, very slowly. After all my experiences,
one needs some patience and slowly things will
change.

N.’s assertion that change will be mobilized through
the achievement of men’s understanding of the import-
ance of prioritizing women’s needs connects well with
B.’s above-mentioned experiences with involving men in
the instruction. However, N.’s interpretation of gender
relationships is more analytical and theoretical. Another
agenda of seeing change through her work as a mediator
is expressed by S:

S.: I push the women to continue in their own
way … The message to the women should be that
they need to be independent and have a goal in
life. A person without a goal is nothing. I love
women who take charge of their lives. They listen
to me and go out of the house. First, the know-
ledge that they receive, they know their rights
and what tests they should do. They also go to
the nurses more often. At the beginning they
would not knock on the door. But today they
comment that they have been waiting a long
time or ask when this or that test should be per-
formed. They have more knowledge and are
stronger, and this is a result of our instructions.
I see the confidence and the spark in their eyes,
and it makes me happy that I accomplished
something. That I changed something.

Here S’s words focus on women as change agents ra-
ther than on gender relations. The common denomin-
ator of all above narratives is that mediators see their
work as an opportunity for substantial, even if gradual
and slow, social change.

Promoting Women’s health from “the middle”
The most prominent theme in the interviews with the
mediators is their role that positions them “in the
middle”. They described themselves as situated in the
middle, turning their role of mediation into complex
but pivotal role on several levels: between the medical
system and the women who visit the clinic; between
women who are bound to the values of a traditional
society and traditional patriarchy; between their bod-
ies as pregnant women and their fetus, as authentic-
ally expressed by I.:

I.: I saw that the mediation is the relation be-
tween me and the woman, between the woman
and the nurse, with me in the middle. I also saw
myself between the [prenatal] tests and the im-
portant things for the woman and her fetus and
saw myself intervening between the woman and
her baby. It is as if I grab the rope wherever it
wants to go, help her walk if she cannot walk;
help her to get up and to sit down; explain to her
where she is found … Most of the time the special
position of being in the middle is a comfortable
place. [However] I sometimes see myself in the
wrong place because I interfere in something per-
sonal. I see that the baby and the woman’s tests
are something personal between her and her baby
and I interfere, and sometimes this is for the bet-
ter and sometimes for the worse.

I.’s sayings provide a description two contradictory
meanings of “in the middle”: one connecting between
medical services and the women and Bedouin society
and the other creating a barrier and separation between
entities that are naturally and strongly connected. Being
“in the middle”, with all its aspects, always raises ques-
tions, discussions, and critical self-reflection.
Medicine, in I.'s view, sometimes creates an artificial

disconnection between women and their pregnancy,
and a gap between women-mediators and their commu-
nity. Even graver, I. finds herself in a position that may
separate between a woman and her fetus, when the med-
ical information she makes accessible may create a
separation-termination of pregnancy. The magnitude of
the dilemma makes I. think very hard about her role as a
health mediator, but these thoughts remain vague. She
prefers to focus on the position of a woman who leads
“the rope wherever it wants to go” and to help women
orientate, stand, walk and reach “their correct place”. In
our interpretation of her words, the place to where “the
rope leads” remains obscure.

Discussion
This article explores the ways by which Bedouin women
who work as perinatal health mediators conduct com-
plex and complicated negotiation over a renewed def-
inition of their status and the status of their peer
group, within a network of power relations and dom-
inance. The main emphasis is on their status of
women as carrying the pregnancy and giving birth,
caregiving, caring and nourishing. The negotiation is
conducted in parallel vis-à-vis two hegemonic entities
with power and authority: the men in the patriarchic
Bedouin society and the health professionals in the
perinatal health services. They are in constant daily
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contact with the former source of authority and meet
the latter during the course of their work and as pa-
tients, and during their own experiences with preg-
nancy and birth, as mothers and as caretakers.
As women who are part of a traditional society in

which drastic processes of change are taking place,
drawing near to modernity creates an unusual oppor-
tunity to cross boundaries and adopt new ideas and
points of view, such as a feminist theoretical perspec-
tives on universal gender equality and rights to health.
These, according to Herzog [35], change the social
agenda via selection processes, conceptualization, la-
beling and fixation of social categories. Hertzog’s
viewpoint of origin is that society is a system of con-
stant struggle over setting and undoing boundaries. It
is therefore interesting to look at the institutionalized
arrangements, but also at those who were pushed to
the margins and those that undermine the existing
order, as well as the changing interrelations that exist
between all these arrangements within and between
the struggle arenas. This observation well reflect the
situation of women health-mediators who wish to
change their position without defying existing institu-
tions and authorities both in the medical arena or in
their own communities as patriarchal and restricting
they are. Fundamental changes in gender relations are
deeply rooted in the culture regarding power, author-
ity and gender roles, and particularly regarding preg-
nancy and birth. They also carry a great risk for
structural disintegration of the social and family foun-
dations that are guided by belief, religion and trad-
ition. Furthermore, as indicated by several scholars,
overt and subversive feminine empowerment may ex-
acerbate patriarchic suppression and make the situ-
ation worse for the women. As noted previously by
other scholars [3, 19, 25], the women who participated
in this research act in sophisticated ways to maintain
their social relationships while striving for change.
The role of health promotion, instruction and medi-

ation around the perinatal issue is strongly connected to
the feminine essence in traditional society and imparts
the mediator’s legitimization to act within a social con-
sensus on issues that are considered legitimate. Preserva-
tion of their health as women, with reference to
reproduction, is perceived as a mean for increasing fem-
inine commitment to traditional gender roles: giving
birth to offspring, caring for their family. In practice, the
mediators, and through them other Bedouin women,
communicate messages that undermine the control and
restrictions levied on them by the men and increase
their freedom of movement in the public space for mon-
itoring their pregnancy and the babies’ development.
However, this is a mixed blessing. Consistent with

previous research on Bedouin women in the interface
with perinatal health [63, 64], increasing compliance
with recommendations of the health institutions during
and after pregnancy may also restrict the autonomy over
the pregnant feminine body, this time via medicalization.
The mediators witness and share in drawing near to
modernity and creating an autonomic feminine prenatal
space that leads to increased medical control over the
pregnant women’s body.
The women who comply with the medical recom-

mendations often find themselves facing difficult di-
lemmas that arise when prenatal tests indicate
problematic pregnancies [11, 47]. In situations
where pregnancy termination is initiated for a med-
ical reason, compliance with Western medicine
which apparently helps women create freedom and
control leads them to acute conflicts with their
moral values and the Muslim-Bedouin belief and
tradition. This is also true for questions regarding
the continued tradition of consanguineous marriages
and support pervious research finding [46, 47, 64,
65]. The mediators find themselves in the middle,
due to their role in the health services, where they
encourage women to comply with medical recom-
mendations, but understand that by this they cause
the women to face a whole new set of dilemmas.
Furthermore, the dilemmas do not end there, but
rather become even more scathing later in life:
whether they need to decide to continue or termin-
ate the pregnancy. As described by the women, they
continue to carry the dilemma a long way after the
abortion's decision.
The mediators claim that knowledge is power. “A

weapon” they can impart to the weakened women-
mothers by whose means they can increase control over
their lives, their health and the health of their children.
However, in practice, dilemmas, concerns, and fears are
born together with the knowledge and the power, and
the liberation from patriarchy is relative and limited.
The mediators, and with them additional women, are
not interested in an overt confrontation with hegemonic
patriarchic structures. Rather, they desire to redefine the
position of pregnant women, mothers, caregivers, who
care for and nurture their families. In this sense, the
right to health and the introduction of an aspiration to
conscious educated and active feminine action for their
health and the health of their children carries tidings in
the spirit of feminists such as Tronto [32, 33], Gilligan
[34], Hankivsky [29], Mann [31]) and others. These fem-
inists search for a way to preserve the feminine affinity
to gender skills that characterize women, without losing
their status and society’s appreciation of their activity in
the reproductive and family field.
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In a somewhat different spirit, de Certeau [66]
wrote about the quiet way, avoiding overt conflict, of
the weakened to redefine their position in the public
space. The encounter with the health services affords
the mediators legitimization to reshape the rights and
even strengthens the commitment of pregnant women
to preserve their health and the health of their fe-
tuses. The arena of the clinic enables an encounter of
the mediators, Bedouin women belonging to the peer
group, and enables transmission of messages, some of
which are found at the heart of the Bedouins’ social
consensus. Others are subversive and try to under-
mine traditional structures of family, gender caregiv-
ing roles, feminine autonomy over the pregnant body
and decisions regarding the future of the pregnancy
and the fetus-newborn.
The common ground in the narratives presented by

the mediators enables a look into the negotiation over
the boundaries of power and autonomy taking place
in an arena of perinatal feminine help and care. On
the one hand, the Bedouin women use the mediator
role for bursting the boundaries of patriarchic domin-
ation and for realizing their abilities outside the trad-
itional domestic sphere. On the other hand, they
want to preserve the social structure and to hold a
dialogue with the men and convince them to come
over to their side. They consider that in a total war
they will lose, and suppression will increase, and that
they will achieve more with slow work that connects
the men to the women’s needs and for the strengthen-
ing of the entire society.
The negotiation that takes place in this dense net-

work of interrelations does not take place under con-
ditions of equality. On the contrary, this is a forceful
encounter (even if there is no overt and blatant colli-
sion) in which a constant struggle takes place be-
tween preservation and change. The women struggle
for the definition of their identity and boundaries, in
parallel to the nature and essence of society. The me-
diators’ avoidance of overt collision with patriarchy,
and the attempt to draw the men to a discourse of
promoting the pregnant women’s health, best illus-
trate the desire to generate change and strengthen
their status without erosion of existing social struc-
tures. Such a course requires not only caution in
order to protect themselves against a harsh reaction,
but also awareness, strength, restraint, and most of all
patience for processes that take a long time.

Conclusion
The feminist approach that aspired to draw women
from weakened minority groups to the West out of
an elitist sense that the solution to all suppressions
lies in the West requires a second thought, as its

price was paid by women who became “victims of
modernization” [43]. The narrative presented by the
health mediators about one decade after the above
criticism is not a victimized narrative of a beaten
group (although many paid prices on the way), but
rather a narrative that strengthens gradually and in
measured steps. It includes drawing toward the West
but does not even hint at rejecting or undermining
Bedouin tradition and culture.
In this sense, it is possible that these mediators personify

a breakthrough in feminist thinking. If this is indeed so,
then the new feminist metamorphosis has ceased dealing
in romanticizing modernity and depreciating tradition. It
is apparent that the mediators adhere to their ethnic and
cultural identity and view modern medicine as a mean for
improvement and not as an ax to grind against culture.
Perhaps the most powerful expression for this is their in-
ternal ability to criticize and defy the exclusion and lack of
compassion for women who give birth to babies with con-
genital defects. Only a person whose culture is important
to him will defy the injustice and internal inequality and
will aspire to improve and sophisticate patterns that
should be denounced. Their criticism is voiced out of love
for the society from which they come and which they
strive to improve.
The medical messages expose the women, and with

them the mediators, to distress and to a crossroads
where they are required to look at a problematic
pregnancy and make difficult and complex decisions:
between tradition and religion and medicine; between
the community and the women and their body; be-
tween the women and their fetuses. The mediators
themselves are shaken by the intensity of the di-
lemmas to which they are exposed as mothers, as rel-
atives of affected people, as women whose job is to
present medical messages with which they do not
completely agree. Their burden is sometimes intoler-
able, but the opportunity they have as agents of
change and personal empowerment in their peer
group is too valuable to drop.

Limitations of the study
Narrative analyses are not intended to determine a
homogeneous position, state of mind, or similar reac-
tion toward social situations and challenges in life.
Rather, they are directed toward gaining an under-
standing of the common ground that exists in the ac-
cumulated diverse narratives and finding the common
axis that will make sense and be relevant to complex
social situations within the dynamics of social pro-
cesses taking place in global as well as local contexts.
We therefore limit our analysis to the agents who
participated in a specific point in time but aspire to
provide a wider perspective.
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Appendix
Table 1 Characteristics of the informants (women mediators) at the time of the interviews

Name’s initial
letter

Age Marital status +
children

Number of attending
clinics
(total working days in a
week)

Location of clinic Seniority in the
project

M. 30–
40

Married + 2–4 2 (5) Planned Bedouin town 6–9 years a

L. 30–
40

Married + 2–4 1 (3) Bedouin village 3–5 years a

A. ~ 30 Married + 5–7 1 (2) Bedouin Village in process of
recognition

1–2 years

S. ~ 35 Married + 2–4 2 (4) Town serving the Bedouin
population

6–9 years a

R. 20–
30

Single/divorced 2 (4) Bedouin village 3–5 years

B. ~ 30 Married + 5–7 2 (5) Planned Bedouin town Veteran, 10 years and
more

H. 40–
50

Married + 8–10,
grandmother

3 (5) Planned Bedouin town Veteran, 10 years and
more

I. 20–
25

Married + 2 1 (5) Bedouin village 3–5 years

F. 30–
40

Married + 3 1 (4) Bedouin village 6–9 years

S. 40–
50

Married + 8–10
grandmother

1 (3) Bedouin village 6–9 years a

N. 40–
50

Married + 1 2 (5) city serving the Bedouin population 3–5 years

aNot consecutive
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