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Abstract

In this paper, we examine the social construction of race as a determinant of health inequities in Palestine. 

Race myths about Palestinians conform to the “logic of elimination” integral to settler colonialism, 

predicated on the dispossession and removal of the Indigenous people from the land. Racialized legal 

categorizations of Palestinians are deployed in strategies of elimination that include policies and 

practices of extrajudicial killing, maiming, and excessive use of force; displacement, dispossession, 

isolation, and containment; and arbitrary detention and movement restrictions. Differential freedoms 

and entitlements derive from the deployment of racialized legal categorizations, regulating the material 

conditions of life and exposure to deliberate bodily harm that make up intermediary determinants 

of health. Our iterative model outlining the symbolic and systemic constitution of racialized health 

inequities in Palestine aims to support analysis of the root causes of human rights violations, essential to 

a human rights-based approach to health. Root-cause analysis confers appropriate recommendations for 

action. The radical dismantling of systematic racial oppression and domination in Palestine, tantamount 

to apartheid, is a precondition for realizing the right to health for all. 
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Introduction

Enjoyment of the right to the highest attainable 
standard of physical and mental health depends on 
successfully addressing all conditions of life that 
determine health and well-being.1 Systemic racism 
and apartheid have been declared antithetical to 
the Constitution of the World Health Organization 
(WHO) and its commitment to health as a “fun-
damental right … of every human being without 
distinction of race, religion, political belief, eco-
nomic or social condition.”2

WHO’s 2010 Conceptual Framework for Action 
on the Social Determinants of Health identifies rac-
ism as a structural determinant of health through 
its role in constituting socioeconomic position, 
affecting the material conditions of life as inter-
mediary determinants of health.3 Legal freedoms 
and entitlements represent a critical pathway 
for understanding this process of determination 
and differentiation. We argue that freedoms and 
entitlements themselves represent intermediary 
determinants, centering the obligations of states to 
realize the right to health for all, in conformance 
with a human rights-based approach. Similarly, 
aligning with the duties of states for respect and 
protection, we emphasize the exposure to de-
liberate bodily harm as further representing an 
intermediary determinant of health. This builds 
on wider efforts to move beyond the context of 
European welfare states in formulating models for 
the social determination of health.

We examine the ideological production 
of race myths within the “logic of elimination” 
integral to settler colonialism, predicated on the 
dispossession and removal of the Indigenous Pal-
estinian people from the land.4 Such race myths 
inform racialized legal categorizations that are 
deployed in “strategies of elimination,” including 
policies and practices of extrajudicial killing, 
maiming, and excessive use of force; displacement, 
dispossession, isolation, and containment; and 
arbitrary detention and restriction of movement.5 
We examine how these categories and strategies 
affect intermediary determinants of health, out-
lining an iterative model for understanding race 
as a determinant of health inequities in Palestine.

For over seven decades, Israel has denied 
millions of Palestinian refugees and exiles their 
right to return to their homes, lands, and prop-
erties, and prevented exercise of the right to 
self-determination by the Palestinian people. 
Through discriminatory laws, policies, and prac-
tices, the Israeli state apparatus has instituted 
a regime of systematic racial oppression and 
domination over Indigenous Palestinians, which 
amounts to the crime of apartheid.6 Accurate as-
sessment of root causes of human rights violations 
confers appropriate recommendations for action. 
In 1977, WHO reported to the United Nations 
(UN) Special Committee against Apartheid that 
the policies of “apartheid in the health field … are 
inimical to the letter and spirit of the WHO Con-
stitution.”7 This assessment remains valid today; it 
is only through the radical dismantling of systems 
of racial oppression and domination that we can 
achieve the right to health for all.

Health inequities and race as a structural 
determinant of health 

Health inequities are “differences in health status 
or in the distribution of health resources between 
different population groups, arising from the social 
conditions in which people are born, grow, live, 
work and age.”8 In 2020, the life expectancy for Is-
raeli Jewish women (85.1 years) was 3.2 years higher 
than for Palestinian women with Israeli citizenship 
(81.9), 9.5 years higher than for Palestinian women 
in the West Bank (75.6), and 10.3 years higher than 
for Palestinian women in the Gaza Strip (74.8).9 
There are similar observable differences for men, 
for other health outcome measures (such as infant, 
child, and maternal mortality), and for indicators 
of health system capacities.10 At their root, health 
inequities are fundamentally unjust; tackling them 
requires analyzing the mechanisms of their social 
production. 

In a report published in 2010, the WHO 
Commission on Social Determinants of Health 
(CSDH) identifies racism as a determinant of 
health inequities, or a structural determinant of 
health.11 According to Orielle Solar and Alec Irwin, 
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who authored the report, structural determinants 
are those that produce social stratification within a 
“socioeconomic and political context” (encompass-
ing governance, macroeconomic policies, social 
policies, public policies, and culture and societal 
values). These are manifested in social hierarchies 
by “structural stratifiers” that include “Income, 
Education, Occupation, Social Class, Gender, Race/
ethnicity.”12 The authors posit that intermediary de-
terminants “constitute … the primary mechanism 
through which socioeconomic position generates 
health inequities.”13 They propose that intermedi-
ary determinants include “material circumstances, 
such as neighborhood, working and housing con-
ditions; [sic] psychosocial circumstances, and also 
behavioral and biological factors,” as well as access 
to health care.14

Pointing to the intrinsic link between the pro-
duction of race and inequitable health outcomes, 
Ruth Wilson Gilmore defines racism itself as “the 
state-sanctioned and/or extra-legal production 
and exploitation of group-differentiated vulnera-
bility to premature death.”15 Frantz Fanon further 
emphasizes the primacy of race for understanding 
social stratification in colonial contexts: “It is nei-
ther the act of owning factories, nor estates, nor a 
bank balance which distinguishes the governing 
classes. The governing race is first and foremost 
those who come from elsewhere, those who are 
unlike the original inhabitants, ‘the others’.”16 
Zachary Lockman, meanwhile, challenges the 
distinction of colonialism and capitalism—where 
the latter is “as much about slavery as it is about 
wage labor, as much about plantations and ship-
yards as it is about factories, and as much about 
the Caribbean and Brazil as it is about England.”17 
The categories of class and race outlined in the 
CSDH model, therefore, must be understood as 
intersecting. These categories not only determine 
the material circumstances of life, principally 
through group-defined “interests with regard to 
indigenous people’s land and labor,” but are deter-
mined by those material circumstances, which are 
the product of “the formative historical processes 
of class, identity and state.”18 

Chandra Ford and Collins Airhihenbuwa 

have argued for the application of critical race 
theory within public health, which includes an-
tiracism praxis “that builds on community-based 
participatory approaches linking research, 
practice, and communities.”19 Anticolonial and 
subaltern approaches align with the focus in 
critical race theory of “centering in the margins,” 

where the social determination of the health-dis-
ease-care process, for example, “recognize[s] the 
dialectics of dominance/subalternity and visi-
bility/invisibility in the global agenda for health 
equity … [and] the need to intertwine processes 
of transformation on ontological, epistemological 
and praxiological level[s].”20

Critical race theory further emphasizes the 
contingent nature of race categories as they are 
socially constituted in historical and political 
context.21 Stuart Hall, in his explanations of de-
coding cultural representation based on the work 
of French structuralists and semiologists Ferdi-
nand de Saussure and Roland Barthes, outlines 
how race labels operate at the levels of language 
(denotation) and myth (connotation).22 While 
denotation “is the simple, basic, descriptive lev-
el,” connotation connects race labels “to broader 
themes and meanings, linking them with what we 
may call the wider semantic fields of our culture” 
(Figure 1).23 In short, race myths are the broader 
social value(s) attached to race labels. Hence, Ed-
ward Said describes the production of a myth of 
the “Orient” in the context of European colonial-
ism, where “the Oriental is irrational, depraved 
(fallen), childlike, ‘different’; thus the European 
is rational, virtuous, mature, ‘normal’.”24 Such 
race myths are simultaneously structured by ut-
terance in language and structuring of language, 
determining the “always-already” framework 
through which we view and construct the world 
symbolically.25

Conceptualizing how race determines 
health inequities requires elaboration beyond the 
CSDH model to examine the construction of race 
categories in context and their deployment in 
laws, policies, and practices. This distinction of 
construction and deployment aligns with Slavoj 
Žižek’s subcategorization of objective violence 
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as comprising symbolic and systemic forms.26 The 
symbolic production of race labels and myths to-
ward an end of domination through exploitation 
or elimination is necessarily a form of violence. 
Meanwhile, the observable deployment of race 
labels—or their manifestation within—laws, pol-
icies, and practices constitutes systemic violence. 
The following sections examine these processes, 
before outlining an iterative model for conceptu-
alizing race as a structural determinant of health 
in Palestine.

Symbolic violence: Constructing race 
myths in Palestine within a logic of 
elimination 

Settler colonialism has been described as a “struc-
ture rather than an event,” where “a settler society 
is always, in Derridean terms, a society “to come,” 
characterized by the promise rather than the 
practice of a truly “settled” lifestyle.”27 Through its 
“logic of elimination,” settler colonialism primarily 
seeks the removal and replacement of the Indige-
nous people living on the land.28 The settler colonial 
process employs racialization as an instrument of 
dispossession and domination.29 The connotations 
attached to race signifiers within settler colonial 
discourse thus conform to this logic. 

Pierre Bourdieu, in describing “division of 
the labour of domination,” distinguishes ideology 
that deploys symbols as instruments of domina-
tion and ideological power that derives from the 

“specific contribution of symbolic violence (or-
thodoxy) to political violence (domination).”30 
Similarly, Said argues that the production of 
a discourse on the Orient, and the ideological 
power invested in this, is based on its relationship 
with political (“as with a colonial or imperial 
establishment”), intellectual, cultural (“as with 
orthodoxies and canons of tastes, texts, values”), 
and moral forms of power.31

When Golda Meir (born Golda Mabovitch in 
Kyiv, Ukraine) claimed in an interview in 1970 to 
be Palestinian—at the time she was prime minister 
of Israel—she provided a demonstration of this 
eliminatory logic as manifested in the ideological 
production of race myths. She elaborated on the 
statement in an op-ed in 1974: “‘There is no Pales-
tinian people. There are Palestinian refugees.’ … 
When in 1921 I came to Palestine—until the end of 
World War I a barren, sparsely inhabited Turkish 
province—we, the Jewish pioneers, were the avowed 
Palestinians.”32 Meir ties the label of Palestinian di-
rectly to the settler colonial myth of a “barren” land 
or terra nullius (the myth of “a land without people 
for a people without land”).33 In her 1970 interview, 
she simultaneously emphasized the label of Arab 
to discredit claims to self-determination and land 
rights by non-Jewish Palestinians who had lived in 
Palestine before 1948:

Without Israel in this area there won’t be peace. The 
Arabs are not so friendly with each other … Well 
this is a solution. It just so happens that there are 

2. Signified1. Signifier

3. Sign 
I. SIGNIFIER

II. SIGNIFIED

III. SIGN

Language

MYTH

Figure 1. Signification, language, and myth

Source: R. Barthes, Mythologies (1957, trans. by A. Lavers, London: Vintage, 1993), p. 115.
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14 Arab countries and immense territories … We’ve 
come back. We’ve been here before … What did we 
take away from the Arabs when we came back? We 
didn’t want to live with them in peace. We asked 
them to leave … What difference is there between 
Arabs who are on this side of the Jordan and the 
other side of the Jordan?34

The race myths attached here to the label of Arab 
justify the attempts to eliminate Indigenous Pales-
tinians. According to Meir, Arabs are violent (“not 
so friendly”) and the Indigenous belonging of Ar-
abs is not applicable within, or at least confined to, 
the borders of Palestine (“there are 14 Arab coun-
tries and immense territories”). Meanwhile, she 
depicts the Zionist militias that forcibly removed 
(non-Jewish) Palestinians from their homes as 
civilized and reasonable in opposition to Oriental 
irrationality (“We asked them to leave”) and as 
rightful custodians of the land (“We’ve been here 
before”). Lorenzo Veracini, in examining settler 
colonial transferrist approaches, refers to the latter 
as “Narrative Transfer (IV): when ‘settlers are also 
indigenous peoples’ claims are made.”35 Meanwhile, 
Meir’s portrayal of Palestinians as non-Indigenous 
is based on the previous existence of a spatial reali-
ty for Palestinians that transcended the borders put 
in place under British colonial rule. This myth of 
Indigenous non-indigeneity Veracini calls “trans-
fer by conceptual displacement.”36 Hence, race as a 
structural determinant of health depends not only 
on the systems that employ race categories in the 
exploitation or attempted elimination of one racial 
group by another, but also on the race myths that 
ideologically justify domination.

Systemic violence: Race categories in Israeli 
law 

In 2018, the Israeli parliament (the Knesset) adopted 
the so-called Basic Law: Israel as the Nation-State of 
the Jewish People. Besides rejecting the right of the 
Palestinian people to self-determination, the basic 
law declared in article 7 “the development of Jewish 
settlement as a national value” to be encouraged, 
promoted, and consolidated by the state.37 That the 
construction of Jewish settlements, on either side of 

the Green Line (1949 Armistice Agreements line), 
is premised on racial exclusiveness and racial su-
premacy was clear to Palestinian scholars already 
prior to the start of the Israeli military occupation 
in 1967.38 Additionally, it was understood that the 
Jewish nation-state basic law only crystallized Pal-
estinian oppression since at least 1948.

Indeed, Israeli law and Zionist policy 
institutionalized in 1948 and thereafter system-
atically privilege persons categorized as “Jewish,” 
while excluding and subordinating the Indigenous 
Palestinian people as “non-Jewish.” Zionist ideol-
ogy and doctrine is particularly visible in the 1950 
so-called Law of Return and the 1952 Citizenship 
Law, which allow “every Jew … to settle in Israel” 
and to automatically receive Israeli citizenship.39 In 
contrast to the privileges accorded to Jewish settlers 
under Israeli law, Palestinians, including citizens of 
the settler colony, face systematic oppression, from 
the state’s denial of Palestinians’ right of return to 
the appropriation of their land and property under 
the 1950 Absentee Property Law. The Absentee 
Property Law is applied not only to Palestinian 
refugees and exiles abroad but also to those Pal-
estinians remaining inside the Green Line. For 
the latter, Israeli authorities created the Orwellian 
category of Palestinian “present absentees,” whose 
predicament reflects the overarching race myth 
of Palestinian transience according to Zionist 
ideology.

Areej Sabbagh-Khoury highlights Indigenous 
citizenship in settler colonial states as “premised 
on the process of dispossession.”40 She describes 
the Absentee Property Law as among the “pri-
mary mechanisms of legalized dispossession” for 
Palestinians within Israeli settler colonialism.41 
Palestinians who became internally displaced and 
receive Israeli citizenship, like Palestinian refugees 
in exile, have been prevented from returning to their 
homes and land since 1948. As Sabbagh-Khoury 
writes, “Despite having remained in their home-
land, Israeli law considered [internally displaced 
Palestinians] ‘present-absentees’—that is, present 
for political purposes and absent for property pur-
poses”—in order to dispossess them.42

Following the occupation and annexation 
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of East Jerusalem in 1967, Palestinian refugees in 
the city became effectively “present” and able to 
access the properties they had lost, but they were 
still denied the right to return to their homes. The 
Baramki home, situated at the frontier between 
West and East Jerusalem, is a case in point; Thomas 
Abowd exposed the absurdity of Israeli legal cate-
gorizations of Palestinians in his recollection of his 
father’s attempt to regain his home in 1967:

Imagine, my father at the time, a 70-year-old person 
going to the Israelis and telling them “here I am now 
and I want my property” and them telling him that, 
no, you are an “absentee”. And he said, “How am 
I absent? I am present!” He could not understand 
how he was absent and present at the same time!43

Deriving from the fundamental distinction of 
“Jewish” versus “non-Jewish” under Israeli law 
are racialized categories of Palestinians according 
to the legal status imposed on them by the Israeli 
regime, whether as citizens, residents of the occu-
pied Palestinian territory since 1967, or refugees 
and exiles. According to a 2017 report authored by 
Richard Falk and Virginia Tilley for the UN Eco-
nomic and Social Commission for Western Asia, 
Israel’s policy of “strategic fragmentation” of the 
Palestinian people is a main tool of apartheid.44 The 
report identifies four domains of Israeli control, 
reflecting Israel’s racialized legal categorizations 
of Palestinians: (1) Israeli civil law applicable to 
Palestinians with Israeli citizenship; (2) Israel’s per-
manent residency regime imposed on Palestinians 
in occupied East Jerusalem; (3) Israeli military law 
applied in the occupied West Bank and Gaza Strip, 
and associated identity cards entailing varying de-
grees of freedoms and entitlements; and (4) Israel’s 
policy since 1948 to deny Palestinian refugees and 
exiles their right of return, thus prolonging their 
unlawful displacement and dispossession.45

Implemented according to an openly racist 
logic that describes Palestinians as a demographic 
“threat,” the legal, political, social, and geograph-
ical fragmentation of the Palestinian people 
operates as an overarching strategy of elimina-
tion within Zionist settler colonial discourse and 
logic.46 Resisting fragmentation, the Manifesto of 

Dignity and Hope of the May 2021 Unity Intifada 
(uprising) reaffirmed the unity of the Palestinian 
people in the face of the Zionist attempt at “iso-
lating us and separating us in small strips of our 
land,” stressing that this “is how they worked to 
fragment our political will, and to prevent a unit-
ed struggle in the face of racist settler colonialism 
in all of Palestine.”47

Strategies of elimination as pathways for 
determining health inequities in Palestine

Israel’s logic of “absenting” Palestinians is im-
plemented through strategies of elimination that 
deploy racialized legal categorizations. In this 
section, we outline some of the pathways by which 
these strategies affect recognized intermediary 
determinants of health in the production of health 
inequities. Intermediary determinants comprise 
material conditions, such as access to housing, 
employment, and health care, as well as exposure 
to deliberate bodily harm. These determinants 
are closely regulated by legal freedoms and enti-
tlements. Explicit mention of legal freedoms and 
entitlements has been mostly absent in models of 
social determinants of health derived from the con-
text of European welfare states, where the principle 
of equality before the law—with the exception of 
migrants and refugees—is largely taken for grant-
ed.48 Incorporation of freedoms and entitlements as 
intermediary determinants also centers the respon-
sibilities of states, in line with a human rights-based 
approach to health. The purpose of this section is to 
explore the link between racialized legal categori-
zations and established intermediary determinants 
of health, rather than to reiterate the empirical 
foundation of intermediary determinants, as the 
basis for understanding the mechanisms by which 
race operates as a structural determinant of health 
in Palestine.

Extrajudicial killing, maiming, and excessive use 
of force 
One of the clearest strategies of elimination with 
direct consequences for health is Israel’s systematic 
use of lethal force against Palestinians, a constant 
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since the founding violence of the Nakba. In 2021 
alone, 337 Palestinians were killed and 19,171 were 
injured by the Israeli occupying forces and settlers, 
including 1,229 non-fatal injuries from live am-
munition and 1,630 from air-launched explosive 
weapons.49 The trend of extrajudicial killing and 
maiming has continued in 2022, with 120 occu-
pation-related fatalities of Palestinians and 7,621 
injuries as of September 11.50

Between March 30, 2018, and the end of 2019, 
the Israeli occupying forces systematically shot 
to kill, injure, and maim Palestinian civilians 
protesting as part of the Great March of Return 
demonstrations against the illegal closure and 
blockade of the Gaza Strip and calling for the 
realization of their right of return.51 Over 36,100 
Palestinians, including nearly 8,800 children and 
842 health workers, were injured, including one 
in five injured by live ammunition; a significant 
proportion of these injuries have led to permanent 
disabilities.52 

International human rights law enshrines 
the right to security of person and freedom from 
arbitrary deprivation of life.53 The use of force, par-
ticularly lethal force, in law enforcement situations, 
including the policing of peaceful assemblies by 
Israeli occupying authorities, is permissible only in 
order to protect life.54 In 2019, the UN Commission 
of Inquiry on the Great March of Return demon-
strations “found reasonable grounds to believe that 
Israeli snipers shot at journalists, health workers, 
children and persons with disabilities, knowing 
they were clearly recognizable as such.”55 The com-
mission called on Israel, the occupying power, to 
revise its rules of engagement for the use of live 
fire and to bring these in line with its international 
human rights law obligations.56 Yet, as found by the 
latest UN investigatory body on Palestine, this call 
and all recommendations for accountability remain 
unimplemented to date.57

According to the ongoing UN Commission 
of Inquiry, this repeated failure to implement 
international recommendations lies “at the heart 
of the systematic recurrence of violations in both 
the Occupied Palestinian Territory, including East 
Jerusalem, and Israel.”58 Within the Israeli legal 

system, there is impunity for the use of excessive 
force against Palestinians.59 In May 2022, the extra-
judicial execution of Palestinian journalist Shireen 
Abu Akleh by Israeli occupying forces in Jenin 
drew international outrage and condemnation. 
Yet, even for such a high-profile case involving a 
renowned Palestinian journalist, who was also a US 
citizen, over five months since her deliberate kill-
ing, no Israeli soldier has been held accountable.60 
As observed by Saleh Hijazi, formerly of Amnesty 
International, Abu Akleh’s killing “unfortunately 
… is not unique … It fits a pattern, a pattern of 
unlawful killing, and also a pattern of targeting 
journalists and human rights defenders.”61

Displacement, dispossession, isolation, and 
containment
The mass displacement and dispossession of Pal-
estinians, of whom 67% worldwide are refugees, 
including 812,000 Palestinians internally displaced, 
has profound implications for intermediary deter-
minants of health—including access to livelihoods, 
housing, a healthy environment, clean water, sani-
tation, and nutritious food.62 Refugees have greater 
health needs and vulnerabilities, face additional 
barriers to accessing health care (depending on the 
degree of social protection afforded to them by host 
countries), and are disproportionately affected by 
population-level health risks or emergencies, such 
as the COVID-19 pandemic.63 Within Palestine, in-
fant mortality for children born in refugee camps 
in the West Bank and Gaza Strip was nearly 50% 
higher in 2019 to 2020 compared to Palestinian 
non-refugees in the same area (17 versus 12 per 1,000 
live births).64 Meanwhile, Palestinian refugees in 
Lebanon were three times more likely than the gen-
eral Lebanese population to die from COVID-19.65

Centering the role of states in the protection 
of refugee rights, including property rights, un-
der international law and domestic law of host 
countries and countries of origin, is essential to 
upholding a human rights-based approach in 
understanding the relationship between structur-
al and intermediary determinants of health for 
refugees. The UN Conciliation Commission for 
Palestine was established in 1948 “to facilitate the 
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repatriation, resettlement and economic and so-
cial rehabilitation of the refugees and the payment 
of compensation.”66 In its early years, the com-
mission “attempted to protect and promote the 
restitution of [Palestinian] refugee properties,” in-
cluding calling for “the abrogation of Israel’s 1950 
Absentees’ Property Law … [and] the suspension 
of all measures of requisition and occupation of 
Arab houses.”67 Today, however, the commission’s 
role is “no more than functionary—a symbol of 
international responsibility to the refugees, and a 
sad reminder of unfulfilled commitments.”68 The 
UN Relief and Works Agency for Palestine Refu-
gees in the Near East assumes the dominant role 
in support to Palestinian refugees, though it is a 
temporary agency whose mandate is “to provide 
assistance and protection to Palestine refugees 
pending a just and lasting solution to their plight.”69 
Even at the level of social protection, Palestinian 
refugees face constant precarity, demonstrated 
from January 2018, when the agency—heavily 
dependent on voluntary contributions—encoun-
tered “the greatest financial predicament in its 
history” following a US funding cut of US$300 
million. The cut jeopardized the provision of es-
sential primary health care for 3 million patients, 
as well as food assistance to 1.7 million and educa-
tion services for 525,000 students.70 

Forced displacement and dispossession of 
Palestinians remains ongoing on either side of the 
Green Line. From 2009 to June 2022, Israel demol-
ished over 8,475 Palestinian structures in the West 
Bank, resulting in the displacement of over 12,500 
Palestinians.71 Four-fifths (78%) of demolitions 
were in Area C, the 60% of the West Bank largely 
slated for illegal Israeli settlement construction 
and expansion. Israel’s discriminatory zoning 
and planning policies prevent development for 
Palestinians living in Area C, while hundreds of 
illegal Israeli settlements are built each year, rang-
ing from 350 in 1973 to 7,750 in 1991.72 Palestinian 
communities, such as Masafer Yatta in the south 
Hebron hills, currently face mass expulsion orders 
by the Israeli occupying authorities.73 A decision 
by the Israeli Supreme Court on May 4, 2022, to 

reject a community petition affects over 1,000 
Palestinians in 12 villages who face imminent 
forcible transfer.74 In addition to the psychological 
effects of impending displacement and disposses-
sion, discriminatory planning policies and a lack 
of social protection prevent the establishment of 
quality housing. Palestinian families in Masafer 
Yatta mostly live in ramshackle structures and 
caves covered with corrugated iron and tarpaulin. 
The communities do not have piped water, mains 
electricity, or a fixed health facility, relying on 
expensive tanked water, generators, and mobile 
health clinics that confront funding shortages and 
inadequate supplies. 

Israel’s ongoing project to displace and dis-
possess Palestinians has also been accompanied 
by policies of containment in densely populated 
areas. These areas encompass the 27 refugee camps 
run by the UN Relief and Works Agency in the Oc-
cupied Palestinian Territory, while the Gaza Strip 
and Palestinian urban centers designated Areas A 
and B in the West Bank have become Bantustans 
according to the demographic logic of excluding 
Palestinians from most of the land of historic 
Palestine. In October 2022, approximately 130,000 
Palestinians in the Shu’fat refugee camp and Ana-
ta neighborhood of Jerusalem were placed under 
siege by the Israeli occupying authorities for over 
four days, prevented from accessing their places 
of employment, schools, and health care as a form 
of collective punishment, in violation of article 
33 of the Fourth Geneva Convention.75 Residents 
were denied exit to access health care, including 
to reach chemotherapy, to receive regular dialysis 
treatment, to give birth in hospital, and to receive 
emergency care for acute chest pain, acute abdom-
inal pain, and following injury.76

Palestinian citizens of Israel experience sim-
ilar policies of confinement as Palestinians in East 
Jerusalem, with the vast majority living in mu-
nicipalities with a jurisdiction of less than 3% of 
the land, while making up one-fifth of the Israeli 
population.77 In East Jerusalem, Israel has permit-
ted intense, deregulated Palestinian development 
within the areas of Kufr Aqab and Shu’fat refugee 
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camp behind the Wall. These neighborhoods are 
characterized by overcrowding, absence of coor-
dinated planning, under-provision of services, 
poor housing, slack building regulations, and 
lawlessness.78 The extent of population contain-
ment has been multiplied by the requirement of 
Palestinians with East Jerusalem residency to 
demonstrate a continued “center of life” in Jerusa-
lem. Palestinian neighborhoods behind the Wall 
but within the Israeli municipality of Jerusalem 
currently provide an affordable way to maintain 
residency rights in the city, where 75% of Palestin-
ian families live below the poverty line, compared 
to 22% of Jewish Israeli families.79

The entitlements attached to East Jerusa-
lem residency, including movement into the city 
and across the Green Line without Israeli-issued 
permits, access to Israeli health insurance, and 
other forms of social security, create a perverse 
incentive to seek lower-quality accommodation 
in overcrowded areas, despite the negative health 
consequences associated with limited access to 
green space, playgrounds, municipal facilities, 
and essential health care services.80 In addition to 
the requirement for Palestinians to maintain their 
“center of life” in Jerusalem, Israel has adopted 
growing criteria for the revocation of Jerusalem 
residency status under Israeli law, including as a 
punitive measure to target the work of Palestinian 
human rights defenders.81 The overall objective 
is to remove Palestinians from Jerusalem in line 
with the municipality’s target of a Jewish demo-
graphic majority in the city.82

Additionally, the “silent violence” of Israel’s 
denial of Palestinian family unification across 
its domains of control has been fundamental to 
an overall policy of fragmenting the Indigenous 
people.83 The policy was reenacted by the Israeli 
parliament on March 10, 2022, with the renewal 
of the racist Citizenship and Entry into Israel Law 
(Temporary Order).84 Fragmentation of the Pales-
tinian people operates as an overarching strategy 
of elimination and denial of self-determination.

Movement restrictions and incarceration
Racist policies of population containment have 

further been accompanied by a regime controlling 
Palestinian movement in the West Bank and Gaza 
Strip since 1967 and in continuity with the military 
rule imposed on Palestinian citizens inside the 
Green Line between 1948 and 1966. Alina Korn 
notes the applicability of Loïc Wacquant’s analysis 
of the “deadly symbiosis” of the “hyperghetto and 
prison” to existing strategies of domination over 
the Palestinian people.85 Wacquant argues that cur-
rently in the United States, race is fundamentally 
constituted through policies of mass incarceration 
and hyper-ghettoization that have served the dom-
inant labor and economic model there since the 
1960s, productive of social types combining welfare 
recipient and criminal.86 Palestinian citizens of Is-
rael and Palestinian residents of Jerusalem fulfill a 
parallel role of fixed surplus labor within an overall 
subordinate position in the Israeli labor market, 
though without requiring Israeli-issued permits. 
According to annual incarceration rates, between 
1949 and 2001, Palestinian citizens inside the Green 
Line were also between 2.0 and 8.2 times more like-
ly to be incarcerated than Jewish Israelis.87 

For Palestinians in the West Bank (exclud-
ing those with East Jerusalem residency) and the 
Gaza Strip, access to the Israeli labor market is 
controlled by Israel’s permit regime. In the years 
following 1967, up to the 1980s, Israel pursued a 
policy of economic integration that included rel-
atively open Palestinian access to the Israeli labor 
market from the West Bank and Gaza Strip.88 
From 1980 to 1987, 45% of working Palestinians 
from the Gaza Strip and 32% from the West Bank 
were employed in Israel.89 After the first Intifada 
and associated closures, the percentage of Pales-
tinians employed in Israel dropped substantially.90 
At the same time, Israel enabled the entry of 
workers from overseas—particularly Southeast 
Asia and Eastern Europe—to replace dependence 
on the Palestinian workforce.91

After the start of the second Intifada, between 
2001 and 2005, just 2% of working Palestinians in 
the Gaza Strip and 14% in the West Bank were em-
ployed in Israel.92 Since the blockade of the Gaza 
Strip in 2007, according to data reported by the 
UN Office for the Coordination of Humanitarian 
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Affairs, the number of crossings for “Palestinian 
traders”—largely Palestinians seeking informal 
employment in Israel—to access the Israeli labor 
market ranged from 31 in 2009 to 125,683 in 2019.93 
Exclusion from the Israeli labor market combined 
with severe constraint on the Gaza economy under 
blockade can be seen as a transition from the mod-
el of fixed surplus labor of the hyperghetto to one 
of fixed surplus population in the “mega-prison.”94 
By 2020, in the context of the ongoing COVID-19 
pandemic, 46.6% of Gaza’s population was un-
employed, with higher rates among young people 
and women.95 In the West Bank in the same year, 
one in eight Palestinians was employed in Israel 
or Israeli settlements, while 43% were employed 
in informal sectors.96 In addition to landlessness 
and unemployment, employment precariousness 
produces “fear, uncertainty and disruption” that 
contribute to and are associated with negative 
physical and mental health.97

Meanwhile, Israel’s permit regime system-
atically restricts Palestinian access to health 
care as an intermediary determinant of health. 
Movement limitations fundamentally hinder the 
Palestinian economy, affecting revenues for public 
health care and exacerbating barriers to ensuring 
adequate health care provision and financial pro-
tections for the population.98 Wide variation in the 
approval rate for patient permits and inconsistent 
outcomes for individual successive applications 
demonstrate the arbitrariness of restrictions on 
health access. For the Gaza Strip, the approval rate 
for patient permits has ranged from 94% in 2012 
to 54% in 2017.99 Unpredictability of the process 
creates uncertainty and stress, while Palestinian 
children are frequently separated from their par-
ents when traveling to reach health care. From 
2018 to 2021, 43% of patient permits for children 
were approved without the accompaniment of a 
parent companion.100 The permit regime impacts 
patient mortality: cancer patients referred for 
chemotherapy or radiotherapy from 2015 to 2017 
were 1.45 times less likely to survive in the coming 
months and years if they were initially delayed 
or denied a permit to exit the Gaza Strip.101 The 
death of individual patients can also be attributed 

to the non-approval of permits. In March 2022, 
19-month-old Fatma Al-Misri from Khan Younis 
in the Gaza Strip died from complications of an 
atrial septal defect (ASD) after being issued repeat-
ed appointments for surgery at Makassed Hospital 
in East Jerusalem since December 2021.102 The sur-
gery she needed has very high rates of success. As 
the Norton Children’s Heart Institute explains to 
parents of children undergoing the procedure, “In 
more than 99[%] of cases, patients have no compli-
cations after an ASD repair … Most children have 
no difficulty with physical activity or restrictions 
after ASD repair.”103 For cases such as Fatma, the 
denial of access to health care not only violates 
Palestinians’ right to health but amounts to the 
arbitrary deprivation of life.104

Iterative model for race as a structural 
determinant of health in Palestine

In Figure 2, we propose an iterative model for race 
as a structural determinant of health in Palestine. 
The ideological production of race myths associated 
with constructed race labels constitutes symbolic 
violence and forms the basis of racialized legal cat-
egories deployed in discriminatory laws, policies, 
and practices that represent systemic violence. 

Intermediary determinants of health—that 
are also the “downstream” focus of social poli-
cies—encompass material living conditions that 
are demonstrably associated with better or poorer 
health outcomes.105 We extend the category to 
include exposure to harm or violence, while also 
incorporating freedoms and entitlements in law 
as measurable or deducible intermediary health 
determinants, in line with a human rights-based 
approach. For conceptual clarity, we have separat-
ed individual-level measures such as psychology, 
behaviors, biology, and epigenetics. These are them-
selves affected by social conditions, where habitus 
is the “set of dispositions which incline agents to act 
and react in certain ways” or the “pre-reflexive” em-
bodiment of our social conditioning—the way that 
we have been ourselves structured by the “structur-
ing structures” of our social surroundings.106 
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The crime of apartheid and the Palestinian 
right to health

In 1970, two years before his assassination by Mos-
sad in Beirut, Ghassan Kanafani gave an interview 
to Australian journalist Richard Carleton, which 
has since been widely shared.107 Discussing the Pal-
estinian struggle, Kanafani said to Carleton, “It’s 
not a conflict. It’s a liberation movement fighting 
for justice.” “Well, whatever it might be best called,” 
Carleton responded. Pointing to the importance of 
language not only as a tool of domination but as 
instrument for “knowing and constructing” the 
world and resisting oppression, Kanafani said: 

It’s not whatever, because this is where the problem 
starts … This is a people who is discriminated 
[against] … fighting for [their] rights. If you will 
say it’s a civil war, then your questions will be as 
justified. If you will say it’s a conflict, then of course 
it’s a surprise to know what’s happening.108 

Our accurate “knowing and constructing” of 
systems of domination depends on “the produc-

tion and validation of knowledges anchored in 
the experiences of resistance of all social groups 
that have been systematically victims of injustice, 
oppression and destruction caused by capitalism, 
colonialism and patriarchy.”109

For decades, Palestinian scholars have 
characterized Israel’s settler colonial project as 
inherently racial.110 Already in 1965, Fayez Sayegh 
theorized Zionist colonialism as amounting to 
apartheid.111 Sayegh showed that “Zionist racial 
discrimination is written into the fundamental 
laws of Israel [whereby] the Jew has privileges 
which the non-Jew, the indigenous Palestinian 
Arab, does not have.”112 During the following de-
cade, Sayegh’s advocacy would lead to the adoption 
of Resolution 3379 by the UN General Assembly 
in 1975, recognizing Zionism as a form of racism 
and racial discrimination. While this resolution 
was revoked over a decade later as a condition 
for Israel’s participation in the 1991 Madrid Peace 
Conference, it was never challenged on the merits 
and reflects decades of Palestinian intellectual 
contributions to understanding the nature of Zi-
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onist settler colonialism.113 
In 2009, a detailed study applying the crime 

of apartheid to the experience of the Palestinian 
people under occupation was published by the Hu-
man Sciences Research Council of South Africa, 
with contributions from Palestinian human rights 
organizations Al-Haq and Adalah.114 Additionally, 
in 2007, 2012, and 2019, following Palestinian-led 
civil society engagement, the UN Committee on 
the Elimination of Racial Discrimination issued 
concluding observations finding that Israeli poli-
cies and practices are inconsistent with article 3 of 
the International Convention on the Elimination 
of All Forms of Racial Discrimination, in which 
states “particularly condemn racial segregation 
and apartheid and undertake to prevent, pro-
hibit and eradicate all practices of this nature in 
territories under their jurisdiction.”115 This work 
has been linked in praxis with antiracist mobi-
lizing, including grassroots engagement with the 
2001 Durban World Conference against Racism, 
during which the nongovernmental organization 
forum recognized Israel’s “brand of apartheid”; 
the launch of the Stop the Wall Campaign in 2002; 
and the issuance in 2005 by a broad Palestinian 
civil society coalition of a call to boycott, divest 
from, and issue sanctions against Israel, in an 
effort to end Israel’s regime of occupation, colo-
nialism, and apartheid.116

Building on the analysis and mobilization by 
Palestinian civil society on the root causes of Pal-
estinian oppression, recent years have seen Israeli 
and international human rights organizations, in-
cluding Human Rights Watch and Amnesty 
International, publish reports concluding that 
Israeli policies and practices targeting the Pales-
tinian people constitute the crime of apartheid.117 
As a specific form of colonial race domination, the 
crime of apartheid is prohibited as an egregious 
form of racial discrimination and a crime against 
humanity under international law.118 Article II of 
the 1973 International Convention on the Suppres-
sion and Punishment of the Crime of Apartheid 
lists a range of inhuman acts that, if “committed 
for the purpose of establishing and maintaining 
domination by one racial group of persons over 

any other racial group of persons and systemat-
ically oppressing them,” constitute the crime of 
apartheid. These include, among others, denial of 
the right to life; arbitrary detention; denial of the 
rights to work and education; denying the right 
to return to one’s country; restricting freedom of 
movement and residence; violating the right to 
freedom of opinion and expression; the “expro-
priation of landed property”; and the persecution 
of individuals and organizations “because they 
oppose apartheid.”119 In 2020, in the context of 
the ongoing COVID-19 pandemic, the health 
implications of Israeli apartheid became more 
starkly evident.120 Israel’s discriminatory response 
to the outbreak resulted in vast inequities in the 
distribution of vaccines to some five million 
Palestinians under Israeli occupation, which led 
commentators to describe the situation as one of 
“medical apartheid.”121

That apartheid is incompatible with the 
realization of the right to health has long been 
emphasized by the global health community, 
including in the 1981 Brazzaville Declaration. 
Adopted at the International Conference on 
Apartheid and Health hosted by WHO, the dec-
laration asserts that apartheid and health are 
mutually exclusive and that “policies of apartheid 
are inimical to, and irreconcilable with, the social 
target of governments and of WHO of health for 
all.”122 From the 1960s until the formal disman-
tling of the South African apartheid regime in the 
1990s, the World Health Assembly consistently 
condemned the impacts of apartheid on health, 
asserting the assembly’s “clear and uncompro-
mising stand on the elimination of apartheid.”123 
Apartheid was also deemed a total barrier to rad-
ical improvements in mental health provision.124 
In 1977, WHO noted that apartheid was inconsis-
tent with the WHO Constitution, as it involved 
“almost total control over the lives of men and 
women through legislation based on racial dis-
tinctions. For the individual, the simple fact of 
his or her racial categorization as defined on an 
official identity card determines every aspect of 
life from cradle to grave.”125

Similarly, WHO identified key apartheid poli-
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cies as sources of psychosocial stress for black South 
Africans at the time.126 These included policies of 
“forced mass uprooting” and Bantustanization; 
the “forced splitting of families,” declaring black 
South Africans “aliens in their own country”; eco-
nomic deprivation, poverty, and an inferior legal 
status; harassment and insecurity (“The literally 
hundreds of laws to which the African is subjected 
… result[ing] in a society in which law infringe-
ment is the inevitable rule and police harassment 
or repression a constant feature of everyday life”); 
and outlawing political and social activity, in-
cluding “indeterminate detention without trial.”127 
All of these practices are starkly mirrored in the 
racial oppression imposed on Palestinians today 
by the Israeli regime.

Drawing on Palestinian scholars’, civil soci-
ety’s, and activists’ engagement with the apartheid 
framework for several decades, this paper consid-
ers anti-apartheid from a decolonial perspective 
that seeks to center Palestinian indigeneity.128 In 
recognizing the context of Israeli apartheid as one 
of settler colonialism, this approach rejects “liber-
al equality” approaches to Israeli apartheid, which 
have notably been critiqued by Palestinian scholar 
Lana Tatour.129 These misleadingly suggest that le-
gal and other “reforms” are sufficient to dismantle 
Israeli apartheid.130 In addressing not only Israeli 
apartheid but also its broader context of Zionist 
settler colonialism, our approach subscribes to 
the practice of WHO during the anti-apartheid 
era in South Africa and occupied Namibia, with 
its insistence that only the complete dismantling 
of apartheid and the system of domination can 
secure health for all.

Conclusion

In this paper, we have proposed an iterative mod-
el for race as a structural determinant of health 
in Palestine, to support root-cause analysis of 
racialized health inequities in line with a human 
rights-based approach to health. Race myths of 
Palestinians produced within Zionist discourse 
represent symbolic violence, conforming to a “logic 
of elimination” and the ideological objectives of 

settler colonialism toward the removal of the In-
digenous people. The translation of race myths and 
labels into racialized legal categories further con-
stitutes systemic violence, where the differentiation 
of legal freedoms and entitlements along race lines 
is a principal pathway for understanding the regu-
lation of intermediary determinants of health and 
the constitution (and reconstitution) of differential 
health outcomes across different domains of Israeli 
control.

Enjoyment of the right to the highest attain-
able standard of health requires the improvement 
of all conditions of life that determine health, 
“without distinction of race, religion, political 
belief, economic or social condition.”131 In Pales-
tine, the “right to a system of health protection 
which provides equality of opportunity for people 
to enjoy the highest attainable level of health” 
demands the complete eradication of the logics 
and structures of systematic racial oppression and 
domination, manifested in racialized strategies of 
elimination.132 As this paper has advanced, these 
strategies include policies and practices of extra-
judicial killing, maiming, and excessive use of 
force; displacement, dispossession, isolation, and 
containment; and arbitrary detention and restric-
tion of movement.

Throughout this discussion, we have been 
reminded of WHO’s critical work during the 1970s 
and 1980s in exposing the detrimental health 
impacts of apartheid.133 The 1981 Brazzaville Dec-
laration on apartheid and health was clear that to 
redress health inequities in South Africa at the 
time, the total elimination of apartheid was an 
essential precondition, insisting that “it is impos-
sible to speak of health in the absence of political 
rights, self-determination and acceptance of the 
principles of social justice as imperative for soci-
ety as a whole.”134 These words remain instructive 
and remind us that we cannot speak of Palestinian 
health in the absence of discussion on political 
rights and self-determination for the Palestinian 
people as a whole.

Closing his address to the Brazzaville con-
ference, the then WHO director-general Halfdan 
Mahler insisted that “change … is inevitable, if 
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not imminent … By change, I mean the radical 
dismantling of the system based on apartheid 
and racial discrimination.”135 For Palestinians, 
any positive improvement toward the fulfillment 
of the right to health is predicated on the radical 
dismantling of Zionist settler colonialism, its ef-
fort to remove the Indigenous Palestinian people 
from the land, and the systematic manifestation of 
this objective in the deployment of racialized legal 
categories that amounts to apartheid. Toward this 
end, third states must adopt effective, coercive 
measures, and address the root causes of racialized 
strategies of elimination as determinants of health 
in Palestine.

Disclaimer 

The authors alone are responsible for the views ex-
pressed in this article and they do not necessarily 
represent the views, decisions, or policies of the 
institutions with which they are affiliated.
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