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PROJECT AUTHORIZATION

Name of Country: Jordan

Name of Project: Comprehensive Postpartum

Number of Project: 278-0293

1. Pursuant to section 104 of the Foreign Assistance Act of
1961, as amended, I hereby authorize the Comprehensive Postpartum
project for Jordan involving planned obligations of not to exceed
$11,000,000 in grant funds over a five (5) year period from the
date of Authorization sUbject to the availability of funds in
accordance with the USAID OYB/allotment process, to help in
financing foreign exchange and local currency costs for the

'Project. The planned life of the Project is five (5) years from
the date of initial obligation.

2. The Project will assist the Government of Jordan in reducing
unwanted fertility in Jordan by increasing the number of women
adopting effective contraceptive methods during and after the
postpartum period by establishing hospital-based comprehensive
postpartum centers where women will come for postpartum care and
family planning services (as well as for a check up for their
babies).

3. The Project Agreement(s) which may be negotiated and executed
by the officer(s) to whom such authority is delegated in
accordance with USAID regulations and Delegations of Authority
shall be sUbject to the following essential terms and'covenants
and major conditions, together with such other terms and
conditions as USAID may deem appropriate. '

a. Source and Origin of Commodities. Nationality of Services

(1) Commodities financed by USAID under the Project
shall, except as provided below in subsection (2) or as
USAID may otherwise agree in writing, have their source
and origin in the United States (USAID Geographic Code
000). Except for ocean shipping and, in matters not
pertaining to ocean shipping, except as provided below
in subsection (2) or as USAID may otherwise agree in
writing, the suppliers of commodities or serv~ces shall
have the United states as their place of nationality.
Ocean shipping financed under the Grant shall, except
as USAID may otherwise agree in writing, be financed
only on flag vessels of the united States.

(2) The following goods and services required for the
project may. have their source, and except as provided
below or as USAID may otherwise agree to in writing,
their origin in Jordan:



(a) commodities of u.s. origin purchased in
Jordan if the transaction value is equal to or
less than $100,000 or the local currency
equivalent (exclusive of transportation costs);

(b) commodities of USAID Geographic Code 935
origin if the transaction value is equal to or
less than $5,000 or local currency equivalent
(exclusive of transportation costs);

(c) professional services contracts estimated not
to exceed $250,000 or local currency equivalent;

(d) construction services contracts estimated not
to exceed $5,000,000 or local currency equivalent;

(e) the following commodities and services which
are available only locally: (i) utilities
inclUding fuel for heating and cooking, water
disposal and trash collection; (ii)
communications (telephone, telex, fax, postal and
courier services); (iii) rental costs for housing
and office space; (iv) petroleum, oils and
lubricants for operating vehicles and equipment;
and (v) newspapers, periodicals and books
pUblished in Jordan; and

(f) other commodities and services (and related
expenses) that, by their nature or as a practical
matter, can only be acquired, performed or
incurred in Jordan, provided, however, that
without the prior written consent of A.I.D., such
other commodities and other services must fall
into one of the following categories: (i) vehicle
maintenance, and (ii) hotel accommodations.

b. Conditions Precedent to Initial Disbursement

Prior to the first disbursement under the Grant, or to
the issuance by USAID of documentation pursuant to
which disbursement will be made, the Grantee will,
except as the Parties may otherwise agree in writing,
furnish to USAID in form and substance satisfactory to
USAID:

(1) An opinion of counsel acceptable to USAID that the
Project Agreement has been duly authorized and/or
ratified by, and executed on behalf of the Grantee, and
that it constitutes a legally binding obligation of the
Grantee in accordance with all its terms.

(2) A statement of the name of the person holding or
acting in the office of the Grantee specified in the



Project Agreement, and of any additional
representatives, together with a specimen signature of
each person.

(3) A statement of the name of the full time Project
Director, who will serve as counterpart to the Project
Contractor staff and who will be designated by the
Grantee as an additional representative as provided for
in the project Agreement.

c. Covenants

(l) The Parties shall agree in the Project Agreement
to establish an evaluation program as part of the Project.
Except as the Parties otherwise agree in writing, the program
will include, during the implementation of the Project and at one
or more.points thereafter:

(a) evaluation of progress toward attainment of
the objectives of the Project;

(b) identification and evaluation of problem
areas or constraints which may inhibit such
attainment;

(c) assessment of how each such information may
be used to help overcome such problems; and

(d) evaluation, to the degree feasible, of the
overall deveiopment impact of the Project.

(2) The Grantee shall agree in the project Agreement
to provide all core staff essential for the CPP centers and for
the implementation of this Project, on a timely basis, and to
make candidates selected for training promptly available with
full pay and benefits upon notification of training courses and
dates.

(3) The Grantee shall agree in the Project Agreement.
to ensure that, upon completion of training, all staff will be
retained in positions for which they were trained.

,

William T. oliver
Director, USAID/Jordan

Date
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EXECUTIVESUMMARY

JORDAN COMPREHENSIVE POSTPARTUM PROJECT

Background and Rationale for the Project

The population of the Hashemite Kingdom of Jordan is increasing rapidly. Between 1979
and 1990 it grew from 2.13 million to 3.45 million--an average increase of 4.3 percent
annually. At this rate, the population can be expected to double in just 16 years. The
adverse effects of this situation include a disturbing decline in per capita income, increasing
unemployment and pressure on the country's finite natural resources, most particularly water
for which demand already outstrips supply. The recent return of an estimated 300,000
Jordanians since the Gulf War has only exacerbated these problems.

In light of this situation, USAID/Jordan has adopted the reduction of fertility as one of its
three strategic objectives. The goal of the Comprehensive Postpartum (CPP) Project is to
reduce the prevailing high rate of fertility in Jordan and its purpose is to increase the
number ofwomen adopting effective contraceptive methods during and after the postpartum
period. The total cost to USAID is $11 million in DA/POP grant funds over five years.
The project will be implemented through the Ministry of Health (MOH), Royal Medical
Services (RMS), Jordan University Hospital, Islamic Hospital and selected nongovernmental
organizations (NGOs).

The Government of Jordan (GOJ) has no formal population policy but supports birth
spacing activities as a means of improving maternal and child health. This Project proposes
to integrate family planning into maternal and infant health care for a "comprehensive
postpartum approach." Not only is this an optimal approach in the Jordanian context but
it reflects the lessons learned in AID-funded projects around the world that have
implemented postpartum family planning.

The Project proposes to establish hospital-based Comprehensive Postpartum Centers where
women will come for postpartum care and family planning serVices as well as for a check-up
for the baby. These Centers will operate at 12 selected sites that, between them, cover
about 48 percent of all births in Jordan (or 55 percent of assisted deliveries). Most of the
sites will be in the public, rather than the private sector, because the bulk of deliveries occur
there, the potential to increase contraceptive use is greater, and these hospitals need
assistance more than most of those in the private sector. A hospital-based system was
chosen because it promises to be effective in increasing contraceptive u.se by targeting
women of proven fertility who, without contraception, are likely to become pregnant soon
again. It should also be a cost-effective approach, after the relatively high initial start-up
costs. This is because it reaches a large number of women at a small number of sites-
namely the hospital where they deliver--avoiding the expense of integrating family planning
into a large number of clinics around the country.
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Anticipated Impact of the Project

It is estimated that, over the life of tbe Project, approximately 67,100 women will accept a
modem contraceptive method and, by the end of the Project, at least 27,800 women per year
will be doing so. Using The Futures Group's Target-Cost Model, an estimated 40,200 births
could be averted over the five-year life-span of the Project. Contraceptive prevalence
(modem methods only) can also be expected to increase--from 26.9 percent to an estimated
33.9 percent among currently married women. By the end of the Project, when services are
fully operational, approximately 18,800 births per year could be averted through the 12 ~

Project sites, Le. over 15 percent of the 120,000 reported births in 1991. The total fertility
rate is anticipated to decline from 5.6 to 4.9 children per woman.

The overall impact of the Project could be much greater than the aforementioned figures
indicate. Both the training and information, education and communications (lEC) activities
of the Project are designed to fost~r the integration of the comprehensive postpartum
approach, especially family planning, into·the Jordanian medical system beyond the Project
sites. Moreover, these statistics "do not take into account the· potentially significant impact
of the Project on maternal and infant health. For example, scientists project that if all
Jordanian births were at least 24 months apart, the infant mortality rate would fall by 40
percent (or 4,000 infant deaths/year) and maternal mortality would drop by 29 percent.

Project Objectives and Project Description

The Project has two overriding objectives: to increase the availability of family planning
services and to improve knowledge of effective contraception. However, the comprehensive
postpartum approach dictates that family planning be offered as part of a constellation of
selected maternal and child health services such as breastfeeding, infant care, and maternal
health education, monitoring of the infant's growth and development, etc.

The CPP Project will have three core components: (1) service delivery; (2) training; and (3)
information, education and communications. The first two components support the objective
of making family planning services more available, while the IEC component emphasizes
improving knowledge of contraception.

Under the· service delivery component, facilities will be upgraded at 12 selected sites (6
MOH hospitals, 3 RMS hospitals, 1 university hospital, 1 NGG/charity hospital and 1 NGO
clinic) to provide the appropriate space and equipment for comprehensive postpartum
services and to make the CPP Centers attractive to users. Antenatal care at the
participating facilities will be expanded to include routine informatio~ education and
counseling in family planning and the importance of postpartum follow-up care for both the
mother and infant. Every woman delivering at the hospital will receive information to
reinforce the antenatal educational messages and two appointments to return for postpartum
care at the CPP Center. Women who received no antenatal care or who were not exposed
to the CPP approach, will be targeted to receive more extensive information prior to
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discharge. The CPP Centers will provide a constellation of postnatal care and family
planning services to women and well-baby check-ups for their infants at the same time and
in the same place, so that services are as convenient as possible to the user. There will also
be a strong emphasis on counseling and education to make women aware of the benefits of
family planning, to reduce the high rates of contraceptive discontinuation, to improve
breastfeeding practices (both as a means of protecting women against pregnancy and as a
means of improving infant health), and to address a variety of concerns that women have
during the postpartum period.

The CPP Centers will be staffed by obstetricians-gynecologists (Ob/Gyns) and pediatricians-
specialist care is highly prized in Jordan--nurses, midwives and health educators. The CPP
Project will emphasize continuity of care from the maternal and child health (MCH) Center
to the hospital, the Comprehensive Postpartum Center and back to the MeR center. This
will be achieved through the development of a referral system which will have as its
centerpiece an attractive medical· record that win serve both as the medical record. of the
mother and child for health care providers and .as. an educational tool for·th~ mother.

Programmatic research will be. conducted to improve the quality and efficiency of service
delivery and to assess the impact of the Project by measuring the knowledge, attitudes and
practices of health care providers at the beginning and end of the Project. To this end, a
number of studies will be undertaken on such selected topics as continuation, cost
effectiveness and provider attitudes.

In general, the beneficiaries targeted by the Project include the 350,000 married women of
reproductive age and the 125,000 children under one year of age iIi Jordan. It is not
foreseen that any group will be adversely affected by the Project..

The Project's training component will notonly train the obstetric and pediatric staffs of the
12 CPP Center hospitals in family planning, but will reach beyond them in an effort to
ensure that the CPP concept is thoroughly integrated into the Jordanian medical system.
The Project's training sites will be located in the country's major teaching hospitals so that
residents will be rotated through the program, ~suring that the CPP concept is carried on
into the future. Training will cover medical family planning issues, as well as, management,
counseling, education and a team approach to the provision of services. It is anticipated
that 74 training courses will be provided for almost 1,200 persons over the· life of the
Project.

The lEe component will seek to inform the general public of the benefits of the new
comprehensive postpartum approach and encourage effective contraceptive use. It will use
the mass media backed up by interpersonal communications through community-based
NGOs and other systems to make the public aware of the new services and to encourage
utilization. It will also develop innovative materials that encourage women, in subtle ways,
to seek regular care throughout pregnancy and into the postpartum period. The targeted
beneficiaries of IEC activities are the 806,000 women and 856,000 men aged 15 • 49.
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Project Implementation

The CPP Project will be implemented by a U.S. Prime Contractor, selected on a competitive
basis, in collaboration with the Jordanian Ministry of Health, Royal Medical Services,
Jordan University Hospital, Islamic Hospital and selected nongovernmental organizations.
Project funds will cover technical assistance, training, IEC and research activities, equipment
and materials, vehicles, the upgrading of facilities and contraceptive supplies.

The prime contractor will provide one long-term advisor, as well as medium~ and short-term
technical assistance and a Jordanian professional and support staff. It is anticipated that the
Senior Jordanian Advisor will take over the management of the Project at the end of the
fourth year. The Maternal and Child Health Directorate of the Ministry of Health and
other participating Jordanian institutions will have major responsibility for the project
implementation and will provide staff to the Project.

The CPP Project is the first to be developed under USAID/Jordan's new strategic objective
of fertility reduction. It complements the existing Family Health Services and Marketing
of Birth Spacing Projects' activities by targeting, at the hospital-level, pregnant women with
family planning information and newly-delivered mothers with family planning information
and services in order to reduce fertility.

Project Funding

Total costs of the CPP Project are expected to be $11.0 million US dollars in DA/POP
funds over the five year life of the Project. The following table provides a breakdown of
project costs by activity.

TABLE 1.
CPP Project Summary Budget

I Project Input I· ... Amount·· I
Service Delivery 4,175,448

Equipment 2,847,239

Training 1,091,558

lEe 1,010,915

Evaluation 200,000

Audit 250,000

Project Management 874,840

Contingency ·550,000

ITotal I 11,000,000 I

x



1. PROJECT BACKGROUND
1.1 Demographic Trends In Jordan

The Hashemite Kingdom of Jordan is experiencing rapid population growth. In 1979, the
total population of Jordan was 2.13 million1• By 1990, the population had increased to 3.45
million, an average increase of 4.3 percent annually.2 At the current rate of growth, the
population can be expected to double in just 16 years3. More than 80 percent of the
population are concentrated in one-eighth of the total land area, due to rainfall patterns, ~

methods of cultivation and the concentration of business and manufacturing in urban areas.
The Jordanian population is highly urbanized with more than 70 percent of the population
living in localities of more than 5,000 inhabitants. The cities of Amman, Zarqa and Irbid
alone account for a full 40 percent of the country's total population.

The negative effects of rapid population growth and a high total fertility rate in Jordan (5.6
in 1990) have been heightened by the massive intenIational migration which resulted from
the Gulf War. Since 1991, an estimated 300,000 Jordanians (nearly 10 percent of the total
population) have been repatriated from the Gulf States. This unexpected and large-scale
return migration has exacerbated the already high unemployment rate caused by a weakened
economy and has placed a heavy burden on public infrastructure and services.

1.2 Govermr.ent of Jordan Policy on Population and Birth Spacing

The Government of Jordan currently has no formal national population policy. However,
various activities and statements indicate increasing support for family planning services.
His Majesty King Hussein has made several references to the relationship between
population and development. At the Safe Motherhood Conference, the King explicitly
referred -to family planning and said, "We placed·emph~is on education and training.
Through them we sought to realize two things: First to enhance national awareness of family
planning through education. Secondly, to help raise the rate of productivity in many areas
by means of education and training." King Hussein further noted "... these achievements in
education, health and family planning are not due to government efforts alone, the private
sector had a supplementary role to play here."

In view of the present economic and demographic situation, the Government has made the
reduction of population growth an important health program objective and a MOB
statement issued in February 1992 identifies promotion of birth-spacing activities as one of

IDepartment of Statistics, 1982.

2National Population Commission, 1991.

3Jordan Population and Family Health Survey (JPFHS), 1990.
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its priorities. The first steps to provide birth spacing within the MOH system were taken
in late 1987 and early 1988 with the training of a limited number of physicians and the
equipping of some clinics.

In 1988, the GOJ reactivated the National Population Commission (NPC) and regularized
the Commission's work by creating a General-Secretariat at the Queen AIia Fund under the
patronage of HRH Princess Basma. Princess Basma has a keen interest and enthusiasm for
viewing population as an integral part of the development process and particularly, the
development of women. The NPC's reactivation substantiated the Government's _
commitment to demonstrating the impact of rapid population growth on national
development goals to decision-makers and planners at all levels..
In 1990, the GOJ commissioned the Jordanian Population and Family Health Survey. The
survey results demonstrated to skeptics that the families of Jordan want to plan their _
families; indeed, more than 50 percent of married women had already used a modem
method of contraception. A national-level Directorate for Maternal Child Health, which
includes family planning as a major activity, was created within the MOH in- 1993. The
Government also supports the family plamling activities of NGOs, some of which have
strong links with the Crown, such as the Queen Alia Fund, the Noor AI-Hussein Foundation
and the Jordan Association for Family -Planning. and Protection (JAFPP), the local
International Planned Parenthood Federation (IPPF) affiliate.

In April 1993, the cabinet formally end~rsed a plan by the NPC to make birth spacing
services available as an integral part of health services provided by government and NGO
clinics.

1.3 USAID Strategic Objective .

Fertility reduction has been selected by USAID/Jordan .as one 'of its three strategic
objectives because of the long tenn constraint on development posed by the current 'rapid
population growth rate. Specifically, a reduced rate of population increase would directly
reduce consumption demands including the growing burden on public infrastructure and
services. In addition,- fertility reduction affects the goal of broad-based and sustainable
economic growth indirectly through its association with improvements in the health of the
population, and consequently their productivity.

In order to reduce fertility, USAID is focusing on a single program outcome: the increased
use of effective contraceptive methods. Three sub-program outcomes have been identified
which will lead to this overall outcome. They are: (1) improved knowledge of effective
contraceptive methods; (2) increased availability of higher quality family planning services;
and (3) widened selection and range of prices of contraceptives in pharmacies. Collectively,
these conditions are expected to bring about an increased use of effective contraceptive
methods.
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The CPP .Project's three core components (service delivery, training, and lEC) will
contribute directly to the Mission's fertility reduction Program Outcome by supporting two
of three Sub-Program Outcomes. While the lEC component will support the Sub-Program
Outcome of improved knowledge of effective contraceptive methods, the service delivery
and training components will address Sub-Program Outcome No.2, namely, of increasing
the availability of higher quality family planning services. The third Sub-Program Outcome
of widened selection and range of prices of contraceptives in pharmacies will not be
addressed by the CPP Project. This will be addressed by the Marketing of Birth Spacing
(MBS) Project. The Family Health Services (FHS) Project will complement the CPP
Project efforts aimed at Sub-Program Outcome No.2 by improving the quality and
availability of higher quality family planning services at primary health care (PRC) centers.

2.

2.1

PERCEIVED
RATIONALE

Perceived Problem

PROBLEM AND PROJECT

The central problem that the CPP Project is designed to address is the high fertility rate in
Jordan. More specifically, the Project seeks to narrow the gap between women's actual and·
desired fertility preferences and raise the current low level of modern contraceptive use by
increasing access to family planning information and services in hospitals during the
postpartum period.

For a variety of sociocultural and economic factors, large families and short birth intervals
have been the norm in Jordan. In 1990, the majority of Jordanian women (52 percent)
considered the ideal family size to be at least 4 children. Of concern to family planning
programs is the fact that 40 percent of the Jordanian women with five or more children
exceeded their ideal family sizes, many by two or more children. Currently, the total fertility
rate in Jordan is 5.6. However, desired fertility is estimated to be 3.9, if all unwanted births
were prevented4. Half of all children are born less than 2 years apart. Such rapid
succession of births is a serious health constraint to both mother and child; Jordan's high
risk birth ratio exceeds 50 percent.

In part due to current domestic trends including the declining economic situation and rising
unemployment, rapid urbanization and shortages of social services and natural resources
(including water), many Jordanians are becoming more aware of the need to reassess their
desired family size and to be more proactive with regard to the promotion and utilization
of birth spacing. In fact, about half (47 percent) of currently married women in Jordan state
that they do not want any more children; another quarter (25 percent) state they want to
space their next pregnancy by at least two years.

4JPFHS, 1990, p. 74.
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Virtually all (99 percent) of currently married women know about at least one modem
method of contraception. Ninety-four percent also know a source for a modem method.
Over half (51.7 percent) of all currently married women already have used one of the
modem contraceptive methods. However, in spite of high levels of knowledge and ever use
and the fact that three-fourths of all Jordanian women are interested in either spacing or
limiting, only 26.9 percent of currently married women are using a form of modem
contraception at the present time. Even in Amman, only 33.8 percent of women use a
modern method. This gap may well be explained by two important factors. First, there are
clearly widespread concerns about contraceptives. The MBS consumer survey found that .
48 percent of Jordanian men and women thought that contraceptives have negative side
effects and 25 percent thought they cause infertility. Second, many men oppose the use of
family planning. The MBS survey indicated that 60 percent of women said that their partner
would not allow them to practice contraception. The Jordan Husband's Fertility Survey
(1985) found that nearly 40 percent of husbands stated that they did not believe in practicing
contraception.

Yet, unmet need for family planning services is high in Jordan. Of currently married
women, 23 percent are in need of a family planning method, either for spacing (8 percent)
or for limiting (15 percent). Of the 40 percent of women using contraception (including the
5 percent who are using prolonged breastfeeding), 12 percent use it to delay their next birth,
while 28 percent want to stop childbearing. An additional 4 percent of women have need
of a better method, since the one they were using failed to protect them from pregnancy.
Overall, the total demand for family planning among currently married women in Jordan
is 66 percent. Jordan's unmet need (23 percent) is one of the highest in the world. By way
of comparison, Tunisia's unmet need is 19 percent. Thailand's is only 6 percent.

In light of the high fertility rate, the desire of three-quarters of currently married women
to either space or limit their families and the high levels of uomet need for family planning
services, USAID/Jordan is committed to working with the Government of Jordan and the
private sector to increase access to high quality family planning services at hospitals to
enable Jordanian couples to achieve their desired family size through the use of effective
family planning.

2.2 Project Rationale

Current family planning efforts in Jordan do not actively target pregnant and postpartum
women to provide information, education, counseling and services in family planning at the
hospital level. Consequently, such interval family planning service delivery programs
repeatedly find women "currently pregnant" and therefore "ineligible". While recently
delivered women are not deliberately ignored, for lack of prompt attention, they are
repeatedly missed. In light of Jordan's high fertility rate, the lack of emphasis on family
planning at hospitals during pregnancy, delivery and the postpartum period represents a
significant lost opportunity.
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In 1990, the majority of pregnant women (80 percent) received at least one antenatal
checkup from trained health personnel. The median number of antenatal visits was 7.5.
However, family planning information and counseling is not provided routinely to all
pregnant women during antenatal visits, thus limiting informed and voluntary choice of an
appropriate method during the postpartum period.

For 1991, MOH statistics show that of the 120,000 live births in Jordan, nearly 80 percent
were delivered in hospitals: 69 percent in the 27 public sector hospitals (MOH-47 percent;
Royal Medical Service-19 percent; Jordan University Hospital-3 percent) and 31 percent in
the 27 private sector hospitals. In spite of high numbers of women delivering at hospitals,
Jordan lacks a comprehensive obstetrical program; antenatal, delivery and postpartum care
occur at multiple sites, do not follow standardized protocols and are not systematically
linked within the 'public health system to insure continuity and quality of care throughout
the maternal health continuum. Also, there is no routine discussion of the importance of
birth spacing and family planning methods at the time of delivery to determine the woman's
family planning intentions and needs~ .Education and guidance concerning postpartum
maternal health care and exclusive breastfeeding also rarely occur 'at this time.

In spite of 'the high percentages of antenatal care and hospital deliveries, only a small
number of women, roughly 6 percent, receive any postpartum care within MOH facilities.
The main reasons for low utilization of postpartum care are the lack of comprehensiveness
of postpartum services currently available at times, in places or in ways which suit women's
needs and preferences and the minimal e~phasis placed by health personnel on the need
for women to seek follow-up care. Postpartum follow-up is important for general maternal
and child health and is an optimal time to provide family planning education and counseling
and to initiate the use of modem contraception.. However, in Jordan, postpartum services
are not standardized and do not routinely. include information and counseling on family
planning methods appropriate during the' postpartum· pe~od induping the natural
contraceptive effects of exclusive breastfeeding for :the fIrst six months, Le. the lactational
amenorrhea method (lAM). . .

It is important to note that while women generally do not return for postpartum care for
themselves, they do return with their children for well-baby care. For example, virtually all
children (over 98 percent) receive vaccinations against DPT and polio and 9 in 10 children
receive a measles vaccination during the fIrst year of lifes. The gap between the low
utilization levels of postpartum services and the high use of infant follow-up care represents
a major lost opportunity on the part of service providers to provide family planning and to
monitor maternal health.

5JPFHS, 1990.
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The CPP Project recognizes that mothers of newborns are interested in the well-being of
the current baby, often at the sacrifice of their own health needs. Therefore, the Project is
designed to capitalize on mothers' concerns for their children by simultaneously providing
care for both the newborn and mother. Thus, monitoring of the growth and development
of the infant, currently not routine in Jordan, will be stressed in the Project. Diarrheal
disease remains an important problem in some governorates, such as Balqa and Karak, and
in the urban squatter areas of Amman and Zarqa, and will also be stressed.

Hospital-based antenatal care will be upgraded through the CPP Project to routinely include
education and counseling in family planning and modern contraception. Hospital delivery
services also will be upgraded to reinforce the educational information provided during
antenatal visits and to include the provision of postpartum family planning prior to
discharge. The importance of postpartum care will be actively promoted and hospital
services will be upgraded and expanded to routinely provide family planning education,
counseling and services to postpartum women within the framework of health for both
mother and child at the CPP Centers.

The CPP Project will include assistance to three Royal Medical Services military hospitals.
Assistance is not of a military or paramilitary nature and only will consist of hospital
facilities upgrading, CPP training, medical equipment and contraceptives; no salaries or
other personnel support will be provided. General Counsel opinions have concluded that
family planning activities which provide benefits to military personnel and their dependents
are legally permissible and may be financed from DA/POP accounts (see Annex I.F. Royal
Medical Service Rationale for Legal Determination.)

2.2.1 A.I.D. Population Assistance

The overall goal of AI.D.'s foreign assistance program is sustainable development.
Towards this goal, AJ.D. Administrator Brian Atwood has identified four areas of strat~gic

focus for A.J.D. in the coming years: Population and Health, Economic Growth,
Environment and Democracy.·

According to the draft strategy paper on Population and Health, released by the
Administrator in October 1993, AJ.D.'s "global population policy aims at the stabilization
of the world's population at the earliest date at the lowest possible level. Specifically,
USAlD's goal is to contribute to a global effort that results in a total world population
between 8 billion and 9 billion people by the year 2025, and less than 10 billion by the year
2050, with very low growth thereafter. Health policy aims at a halving of current maternal
and child mortality rates and a 15 percent decrease in new HIV infections by the year 2000."

To achieve these goals, the strategy papers state that AJ.D. will concentrate its population
and health programs on two types of countries:

- countries that contribute the most to global population and health problems;
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- countries where population and health conditions impede sustainable development;

Countries in the latter category are characterized by high fertility and population growth
rates that outstrip the country's ability to provide adequate food and social services; threaten
the environment; and impede the ability of adults, particularly women, to produce and
participate in the sustainable development effort.

Jordan, clearly, falls in the latter category of countries with a total fertility rate of 5.6 per
cent and an average annual increase in population of 4.3 per cent between 1979 and 1990 - •
- one of the highest rates in the world. At this rate, Jordan's population will double in 16
years -- a prospect with perilous consequences for economic, social, and political stability
of the country and the Region, considering that the current population is already pushing
the country's resources to the breaking point.

The CPP project will contribute directly to the AI.Do's global population objective of
reducing world population growth rates and -stabilizing world population at the lowest
possible level. Not only will the CPP project reduce substantially the present high rate of
fertility and population growth in Jordan, its focus on providing women family planning
education and services during pregnancy and the post partum period, and on integrating
mother and child care services at CPP centers, also will contribute to significant reductions
in maternal and child mortality. Additionally, by encouraging women to practice birth
spacing and by preventing unwanted pregnancies, the CPP project will free women to
participate in the economic development. and democratic processes -- a major objective of
AI.D. in the Economic Growth and Democracy strategic areas.

2.2.2 Other Donor Assistance

The World Bank, the United Nations Population Fund (UNFPA), the United Nations
Children's Fund (UNICEF) and the International Planned Parenthood Federation (IPPF)
are the other donors active in Jordan at the present time in population and family pl.anning
assistance.

The World Bank is currently working with the Government of Jordan and Ministry of _.
Health on a project designed to enhance the health status of the population through a
comprehensive health sector reform program that includes a massive reorganization·of the
Ministry of Health, including management, finances and planning departments, and a public
sector hospital "rehabilitation" program to strengthen MOH hospitals and to reduce
recurring costs. The project has five components: service upgrading of both hospitals and
PHC services; facilities improvement (MOH hospitals); reorganization and management;
financing and cost recovery; and long-term planning. Under the Bank Loan Agreement,
improvement of PHC services, including the integration of FP/MCH services is to be funded
by other donor agencies, such as USAID. Thus, the Bank program in Jordan concentrates
on health sector reform and improvement of hospital and emergency services.
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UNFPA, active in Jordan since 1976, seeks to enhance national efforts towards self-reliance
based on a well-established balance between population and resources within the context
of sustainable development. Notable examples of UNFPA activities include: full scale
support to the 1979 population and housing census, the establishment of the Population
Studies Program at the University of Jord~ projects to support regional planning and
women in development. Currently, UNFPA plans to provide direct support to medical and
paramedical training (revision of curricula and introduction of safe motherhood and family
planning elements into the curricula) with some technical assistance, support to the MOH
in introducing injectablesand Norplant in selected hospitals, expansion of NGO involvement
and support to IEC.

UNICEF programs are heavily focused on broad-based maternal and child support. As part
of this focus, UNICEF has set the following as priorities for its safe motherhood activities
in Jordan:

• Upgrading quality of care at MCH centers through the provision of continued
training to medical and para-medical staff;

• Raising the awareness of mothers regarding the importance of proper
antenatal and delivery care, so as to encourage them to make better use of
existing facilities;

• Raising awareness of the strong link between high fertility, short birth
intervals and infant and maternal mortality, so that the already high level of
contraceptive knowledge is translated into higher rates of contraceptive usage.

• Promoting the family planning services which are available in MCH centers.

In 1992, UNICEF sponsored the Safe Motherhood Campaign to create demand for use of
MCH centers by informing the public of the services available there. One spot on birth
spacing was developed and aired. UNICEF is also working to promote "Baby Friendly
Hospitals" and exclu:iive breastfeeding.

The International Planned Parenthood Federation (IPPF) provides support to the Jordanian
Association for Family Planning and Protection (JAFPP), their local affiliate, to extend and
expand services to meet the increasing demand for family planning while improving the
quality of care. Currently, JAFPP provides one-third of the modem contraception in Jordan
through their family planning clinics, which are staffed completely with female service
providers. JAFPP also receives assistance from USAID to expand the number of clinics and
to improve the quality of existing services.

The CPP Project thus complements the activities of the other major donors in Jordan. The
CPP Project will work collaboratively with other donors on areas of mutual interest
concerning breastfeeding, family planning and maternal health, as appropriate.
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3. PROJECT GOAL, PURPOSE, ACHIEVEMENTS
AND IMPACT

3.1 Goal and Purpose

The goal of the CPP Project is to reduce the prevailing high rate of fertility in Jordan. The
Project purpose is to increase the number ofwomen initiating and sustaining use of effective
contraceptive methods during and after the postpartum period. To achieve this purpose, the
CPP Project will establish comprehensive postpartum service delivery sites at selected
hospitals; provide technical assistance to train service providers at the identified hospitals
in family planning information, education, counseling during the antenatal and postpartum
periods and in postpartum family planning service delivery; and develop information,
education and communication material emphasizing maternal health and child spacing.

3.2 ' Achievements

The following end-of-project achievements for the CPP Project have been identified by the
PP design team:

• Comprehensive Postpartum Centers will be established in up to 9 government
hospitals (including MOH and RMS), 1 university hospital and up to 2 in the
NGO sector to provide cOIpprehensive postpartum and family planning
services.

• Standardized guidelines, checklists and IEC materials for antenatal, delivery
and postpartum education, counseling and service delivery will be developed.

• A standardized system of communication/feedback between primary,
secondary and' tertiary health care units will be developed to allow for
increased continuity of care during the antenatal, delivery and postpartum
periods.

• Up to 300 OB/GYNs"at least 240 pediatricians, 320 nurses, 280 midwives, 20
health educators and at least 1 manager per Center will be trained in family
planning service delivery, counseling, health education and management.

• Standardized messages and informational brochures to be given to women
concerning breastfeeding/LAM, maternal nutrition, family planning and
maternal health care will be developed. Twenty-five mass media messages
concerning the interrelationship of maternal and child health and nutrition,
with emphasis on the value of birth spacing will also be developed
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3.3 Impact

It is estimated that, over the life of the Project, approximately 224,600 women will have
benefited directly from its services, at a minimum by having received information, education
and materials about family planning at the 12 project sites. It is anticipated that, at each
site, 35 percent of women delivering will return for postpartum care in the first year, rising
to 60 percent by the fourth year. Applying this formula, approximately 115,500 women
could be expected to return for postpartum and infant care over the life of the project.
Furthermore, it is estimated that about 67,100 women will accept a modern contraceptive .
method at the project sites, either while they are in the hospital for delivery or when they
return for a postpartum check-up. This figure is based on five percent of women who
deliver at these sites accepting a modern method immediately postpartum in the first year
of operation at each site, rising to 20 percent in the fourth year; and 30 percent accepting
a method at the CPP center in the first year, rising to 50 percent in the fourth year.

Using the Target-Cost Model and the above estimates of utilization and contraceptive
acceptance, it is estimated that a total of 40,200 births could be averted over the life of the
project. By the end of the project, approximately 18,800 births per year would be averted
through the 12 project sites alone, amounting to over 15 percent of the 120,000 reported
births in 1991. Contraceptive prevalence (modem methods only) could be expected to
increase--from 26.9 percent to an estimated 33.9 percent among currently married women-
and the total fertility rate could decline from 5.6 to 4.9 per woman. This would be a major
step toward Jordanian women's desired fertility of 3.9 children per woman.

The figures above reflect only the impact of services provided at the 12 Project sites.
However, through the Project's training and lEe activities, it is anticipated that the concept
of comprehensive postpartum care will be integrated into the standard medical practices of
the Jordanian health system, thus significantly increasing the project's overall impact.

A more in-depth discussion of impact and the methodology used for the calculations on
postpartum visits and contraceptive acceptance are included as Annex D.G.

4. CPP PROJECT DESCRIYfION

The maternal health care system in Jordan is highly fragmented. Antenatal,· delivery and
postpartum services are provided by multiple parties and women frequently utilize services
from more than one provider and from both the public and private sectors during any given
pregnancy and for subsequent pregnancies. During the antenatal period, there are three
possible sources of care for pregnant women: public and private sector hospital Ob/Gyn
outpatient clinics for women who live in the hospital's catchment area or who were referred
due to high risk status; MCH/PHC Centers; and independent private sector physicians and
clinics. A number of women receive no antenatal care. For delivery, the majority of women
deliver in a public or private hospital. Little postpartum care is available anywhere within
the health system. Referral, linkages between service delivery units and information flow
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are not systematic making continuity of care impossible. The CPP Project with its hospital
focus seeks to improve the continuity, quality and comprehensiveness of maternal care, with
special emphasis on family planning and postpartum care. See Figure 1 for a diagram
showing the existing system for ante-natal care, delivery assistance, and post partum care.
While 80 percent of all deliveries take place in hospitals only six percent of the women
receive any post partum care.

4.1 Project Oveniew

While the emphasis of the CPP Project is on postpartum family planning, the Project's
hospital-based activities are designed to incorporate comprehensive pregnancy care,
counseling and services into all three phases of medical care associated with women's
reproductive health during childbearing: 1) antenatal care; 2) delivery; and 3) postpartum
follow-up.

Antenatal care at the medical facilities wiih .CPP Centers will, be str.engthened to pr~vide

information, education and counseling on pregnancy care, birth spacing and postpartum
follow-up care for both the mother and infant. Prior to delivery, all women will be referred
from the antenatal clinic to the CPP Center for one or two appointments in order to meet
the staff, to receive an overview of the family planning services available at delivery and
during postpartum check-ups and to register ("book") the upcoming birth with the Delivery
Ward. .

Every woman delivering at CPP Project hospitals will receive information while in the
hospital to reinforce the antenatal educational messages. Two appointments to return to
the CPP Center for postpartum care will be scheduled and their importance emphasized to
the woman and her family. Women w.ho received no antenatal care and thus were not
exposed to the CPP approach, will be. targe,ted to receive more extensive information prior
to discharge. ~

During the two postpartum check-ups, the CPP Centers will provide a constellation of
postnatal care and family planning services to women and well-baby check-ups for their
infants, so that services are as convenient as possible to the user. All women will receive
health education both on an' individual basis and in group sessions on such topics as the
benefits of birth spacing, modem contraceptive methods, breastfeeding, postpartum
depression, breast-self examination, infant care, etc.

During the postpartum visit, both the mother and infant will be examined by the Center
medical specialists. For example, mothers will receive episiotomy checks, pap smears and
breast exams. A range of family planning methods that do not interfere with lactation will
be available to meet the individual woman's needs (IUDs, combined and progestin-only pills,
injectables and condoms). Infants will be monitored for growth and development and
perhaps receive a zero-dose of polio. Mothers will receive instruction in the prevention and
management of common childhood diseases such as diarrhea.
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The ne~d for regular follow-up care for both mother and child will be emphasized' (i.e.
yearly check up for the IUD and pill, etc.). After the second postpartum appointment, the
CPP Center will refer women back into the mainstream health system where such care is
offered (MCHs, CHCs, JAFPP, outpatient clinics, etc.).

The CPP Project consists of three main components:

• Service delivery - to upgrade facilities and establish Comprehensive Postpartum
Centers, to integrate postnatal care, family planning, infant health care and health
education into the services provided at the selected sites, and to conduct limited .
programmatic research to incrementally improve the quality and efficiency of services.

• Training - to train the staffs at the selected sites in family planning service delivery,
counseling, management techniques, health education and other topics.

• Infonnation, education and c9ntmunica~ions.. (IEe)-.. to ~evelop materials for
distribution to service providers and' clients and to educate the public about the
benefits and the availability of the new postpartum services.

4.2 Service Delivery Component ($5,006,694)

The service delivery component of the Project will develop and implement a comprehensive
postpartum service delivery system, establish CPP Centers, and conduct programmatic
research.

4.2.1 Service Delivery Subcomponent 1: CPP Service Delivery System

Among the frrst tasks of the CPP Project will be the establishment of comprehensive
postpartum service delivery guidelines and a records/information system for the CPP
Centers, as well as a system of referral to link the CPP Center services with the existing
health care system.

As no universal standards or approved guidelines exist in Jordan for antenatal, delivery and
postpartum care, the CPP Project will, in close cooperation with the Ministry of Health,
develop minimum standards for maternal and infant health services and family planning
education, counseling and service delivery. To this end, the Project will sponsor a consensus
conference for key medical personnel from the MOH, RMS, NGO and private sector. The
conference will outline the general concepts associated with the CPP approach, address a
range of topics including medical barriers to family planning services in Jordan,
contraceptive technology updates, management and programmatic issues, as well as the
results of focus group research with women concerning their needs and satisfaction with
antenatal, delivery and postpartum care. Working groups will discuss protocols and
standardization of guidelines for antenatal visits (including timing and frequency of visits,
medical examination procedures and laboratory tests, education and counseling, etc.),
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delivery procedures (duration of stay, rooming-in, breastfeeding information, provision of
immediate postpartum family planning, etc.) and postpartum visits (timing and frequency,
medical examination components for mother and infant, education and counseling and
family planning, etc.).

To ensure quality and continuity of care between the various sources of maternal health
care, the CPP Project will develop and implement a referral system to link women from
their source of antenatal care to the hospital for delivery, then onto the CPP Center for
postpartum care and finally back to their usual source of medical care. To facilitate the
flow of information concerning the client's medical history between service sites, a unique
maternal and child health booklet will be developed. The health booklet will contain
information concerning the woman's reproductive history, family planning use and her
children's growth and development. The health booklet will also serve as a reminder of the
care that the woman and her infant need and when/where to receive it.

A standardized computer information system (IS) system will be designed for the CPP
Centers to serve three purposes:

1) to schedule and track future CPP Center appointments and to provide lists both of
women who do not return for their appointment for follow-up purposes and of womert
referred back out to the various MCH Centers;

2) to store selected information on client medical and family planning histories for use by
the Center health educator and medical staff in providing education and services tailored
to an individual woman's needs;

3) to compile Center usage and family planning acceptance data into summary-tables useful
both for decision-making and planning by Center managers and hospital administrators,
as well as meeting the reporting requirements of the Project.

It is recommended that the computerized system currently in use at Al-Sareeh
Comprehensive Health Center in Irbid be adapted for use at the CPP Centers.

4.2.2 Service Delivery Subcomponent 2: Facilities Upgrade

Twelve sites have been selected to develop Comprehensive Postpartum Centers as part of
their outpatient clinics, including 9 public sector hospitals, 1 university hospital, 1
charity/NGO hospital and 1 NGO clinic. Approximately half of the 120,000 births per year
will benefit from the CPP Project through the twelve Centers. Criteria for selection of sites
was as follows: 1) number of deliveries per year; 2) currently existing outpatient clinics; 3)
potential to provide on-site training to medical and nursing students and residents; 4)
political will and commitment to voluntary and informed birth spacing; 5) feasibility,
particularly as it relates to hospital resources (Le. staffing and space) and client demand;
and 6) potential "multiplier" effect. Table 2 provides a list of the sites selected for
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participation in the CPP Project. See Figure 2 for a map of Jordan indicating the
geographic location of the selected sites.

The sites participating in the CPP Project will receive assistance to modify their existing
outpatient clinic facilities and delivery ward procedures to focus on the special needs of
postpartum women and their infants. The upgrading of the eleven hospitals and one clinic
will be phased over a three to six month periods. The hosting facility will provide the space
and staffing for the Center. The CPP Project will provide partitions, paint, plaster, clinical
and other equipment necessary to upgrade the space. For more detailed information .
concerning facility upgrading, see Annex II.C.

Each CPP Center will consist of two or more examining rooms in which both mother and
baby will receive their care as an Ob/Gyn and a pediatrician rotate in to see their respective
patients. Examining rooms will be outfitted with the basic medical equipment necessary to
provide preventive maternal and child health care. For detailed information concerning
equipment see the Procurement Plan, also in Annex II.C.

TABLE 2
CPP Project Sites by Start-up Phase

.Start-up
</Pba5e'·

Phase I

Phase U

Phase III

MOH Al-Bashir Hospital - Amman 10,521

RMS King Hussein Medical Center - Amman 4,158

UNIV Jordan University Hospital-Amman 2,732

NGO Islamic Hospital - Amman 9,600

MOH Princess Basma Hospital - Irbid 8,733

RMS Military Hospital - Irbid 6,6f17

MOH Karak Hospital - Karak 1,656

RMS Princess Hayya Hospital - Aqaba I,m

NGO Soldier's Welfare Society - Zarqa 0

MOH Zarqa Hospital - Zarqa 3,937

MOH Mafraq Hospital - Mafraq 3,311

MOH Madaba Hospital - Madaba 2,335

--Based on 1992 MOH Statistics.
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For hospitals without adequate space for a separate CPP Center, the outpatient pediatric
and gynecology clinics will work closely together to ensure that mother and baby can been
seen on the same day, thereby increasing access for mothers who would not normally take
the time to return on a different day for their own care. This close coordination between
the two clinics will create a CPP Center "in spirit."

4.2.3 Service Delivery Subcomponent 3: CPP Center Staffing

The staffing of the CPP Centers will be critical to ensure effective proVISIon of the
comprehensive postpartum services. Without regular, full-time staff in each of the identified
categories, the Centers' capacity to provide the full range of education, services and
individualized attention to the woman and her child will be compromised. At a minimum,
each CPP Center should at least have the following six types and quantities of full-time staff:

1) One Ob/Gyn to examine postpartum women and provide family planning. Where
possible, the Ob/Gyn specialist should be a· woman, as.women clients are more
comfortable discussing family planning and women's health issues with women service
providers. .

2) One pediatrician to examine the infant and monitor its growth and development.

3) Two nurses (one per specialist) to assist in the examining roo~ to assist in the day
to day activities of the Center and t.o answer any questions the client may have.

4) One health educator to work exclusively to educate and counsel clients, either
individually or in groups. The health educator will also spend a portion of her time
planning and coordinating educatiomil outreach activities and follow-up for clients
who miss their appointments.

5) One receptionist/secretary to greet clients and provide appointments, make follow-up
phone calls to women with telephone service who miss their appointments, manage
the medical records system and use the Center computer.

6) One manager to coordinate the Center's day to day activities, including training and
education, with other units within the hospital, schedules and supervises staff,
oversees that Center standards are met and procedures followed, completes project
reports, and reorders contraceptives and other supplies.

All Center staff members will be expected to work in close collaboration with each other
and operate as a team. Regular staff meetings will be held to discuss issues, monitor
progress, discuss problematic cases and any other pertinent issues. Staff for the Center
should be carefully selected not only for their professional credentials but also for their
personality. The specialists and the health educator should all be committed to the concept
of unitary care for the mother and child, be outgoing, have excellent interpersonal skills and
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be able to provide client-focused care. A quality assurance system will be developed and
implemented all the CPP Centers.

Prior to the grand opening of the CPP Center, all staff members will participate in the
training courses necessary to function in their new roles within the Center. See Training
Component Section 4.3 for further details.

4.2.4 Service Delivery Subcomponent 4: Programmatic Research

The Project will support approximately seven programmatic research or research-related
subprojects to assist the various CPP Centers implement their activities. In the form of
studies and technical assistance, the programmatic research subcomponent will strive to
increase access to and improve the quality of information and services delivered through the
Project. Studies that address relative cost issues and assist in the evaluation of the overall
Project may also be undertaken.

Because the research component must be flexible to aptly meet the CPP's service delivery,
training and IEC needs, the exact nature and approach of the studies will be determined
later. Research topics will be chosen based on their relevance and potential impact on the
CPP's access, quality, and cost-effectiveness. For discussion of possible topics, See Annex
II.G. All research activities will be undertaken by the Prime Contractor or Sub-contracted
to qualified U.S. and Jordanian institutions.

Both quantitative and qualitative research methodologies will be used in carrying out
research activities, including diagnostic studies; baseline studies; knowledge, attitudes and
practice (KAP) surveys; and service facility surveys; focus groups, in-depth interviews, and
observational studies; time-series analyses; and quasi-experiments.

The dissemination and utilization of research results by program managers, service
providers, policy-makers, and USAID/Jordan will be emphasized throughout the Project.

4.2.5 Service Delivery Component Management

Five different service channels will be involved in the implementation of the CPP Project.
The MOH will establish CPP Centers at 6 hospitals and the RMS at 3 hospitals. Jordan
University Hospital, Islamic Hospital and the Soldier's Welfare Society will establish 1
Center each at their respective facilities. The service channel and the hospital/clinic will
contribute the physical space required to establish a Center. The Prime Contractor will
coordinate directly with the service channel and hospital administration on a site by site
basis to design and renovate the facilities and provide any necessary medical equipment to
upgrade the site to meet the Project standard.
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The primary responsibility for the actual delivery of comprehensive postpartum services lies
with the hospital or clinic where the CPP Center is located and ultimately with the service
channel operating the hospital!clinic. Each service channel will appoint a Project Director
responsible for Project implementation and coordination with the Prime Contractor. The
service channel and the hospital!clinic are responsible for selecting, assigning and funding
the salaries of the appropriate types and numbers of full-time staff for the CPP Center.
Contraceptives will be provided by USAID through the Prime Contractor. The Center
Manager appointed by the hospital/clinic will have responsibility for the day-to-day
operations of the Center. Ongoing monitoring and supervision of the Center, its staff and
activities will be the joint-responsibility of the Prime Contractor's Project staff and the
Director appointed by the respective channel (MOH, RMS, JUH, Islamic Hospital or
Soldier's Welfare Society).

The Prime Contractor will coordinate closely with the MOH to plan and conduct the
consensus conference and to develop and approve the CPP guidelines, protocols and referral
system. The Prime Contractor will work with the Jordan UniversitY of Science and
Technology (JUST) to adapt their computerized medical system from AI Sareer
Comprehensive Health Center for use in the CPP Centers. The Prime Contractor will be
responsible for coordinating with each service channel the planning and implementing of any
programmatic research activities. Dissemination of results will rest jointly with MOH and
the Prime Contractor's Project staff.

-

t· 4.2.6 Service Delivery Budget

The following table provides information concerning the budget for the service delivery
component of the CPP Project. For a more complete breakdown of service delivery costs,
see the tables in the Financial Analysis, Annex· III.B.

Table 3. .
.Summary Service Delivery Budget

"
.....".. :;, " "', ,. ."." ..'.,

:~>:::::::: "n"Alno~rit.".«<"'; .. >i,

Technical Assistance 2,776,282

Contraceptive Commodities 591,020

Equipment and Supplies 744,682

Facilities Upgrade 288,931

Programmatic Research 568,108

Other 37,671

TOTAL 5,006,694
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4.3 Training Component ($1,597,096)

Training is an essential component of the CPP project. In general, the specialized medical
staff at Jordanian hospitals have good clinical skills. However, few of them have received
any in-depth training in family planning, especially methods appropriate for the postpartum
period. Additionally, counseling skills and a client-centered perspective are not widespread.
The training component is thus designed to provide medical staff with the knowledge and
skills to add postpartum family planning to the services they currently provide and discuss
with their patients. Table 4 provides an overview of the CPP Project training plan, including
the types and numbers of staff to be trained, the areas in which they will receive training,
the number of days per trainee and the total number of person months necessary to train
all targeted training recipients. Table 4 also provides a breakdown of training by
subcomponent: 1) in-country; and 2) out-of-country.

At the sites where CPP Centers will be established, training will be provided for all
obstetrical and pediatric staffs and their residents, as well as, for the nursing and midwifery
staffs who support antenatal, delivery, postpartum and newborn services. In all,
approximately 75 CPP training courses for 1200 hospital staff. members will be provided
through the Project. Table 5 provides a breakdown of the estimated number of training
courses over the life of the project by service channel. Due to the high level of staff
turnover at MOH facilities, the exact numbers of people to be trained cannot be specified
precisely. Table 6 gives an overview of the estimated number of hospital staff to be trained
by staff type and service channel. Table 7 provides training estimates by project year and
staff type. The level of turnover at MOB facilities will be reduced through necessary
agreements with heads of facilities to keep staff in place for a specified period of time after
their training.

In addition to the training described above, the Project will work also with medical and
nursing schools to ensure the CPP approach is integrated into the curricula for medical and
nursing students. The Project will also arrange opportunities for students to receive on-site
orientations to the comprehensive postpartum approach at the CPP training sites during
years 3, 4 and 5.

4.3.1 Subcomponent 1: In-Country Training

Five sites for in-country CPP training have been identified: Al-Bashir and Princess Basma
Hospitals for the Ministry of Health, King Hussein Medical Center for the Royal Medical
Services, Jordan University Hospital and the Islamic Hospital. Each will provide training
on-site at the CPP Center in order to demonstrate the effectiveness of comprehensive
postpartum services and the concurrent' care of mother and infant and to provide practical
hands-on experience.
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TABLE 4.
CPP Project Training Plaa

Stair Category NO. Field or Training # Days P/M
/'ii', ............ ., ·:{-In. .... - ......... ..... ............. . ........::: ." )··:o:.r:·:::'...

.........
.•. •.........:......... ........ :...... :>... ,.:••:..:............0;: ..... .: ....!...:....

CPP Trainers 30 1. Family Planning Trainers Training 6 5.00

Ob/Gyns 312 1. CPP Concept 18 234.00
2. Family Planning - Theory
3. Family Planning - Clinical
4. Counseling/Client-centered Approach

Pediatricians 246 1. CPP Concept 18 184.50
2. Family Planning - Theory
3. Infant Check-up Refresher
4. Communications/Client-centered Approach

. Midwives 286 1. CPP Concept 12 143.00
2. Family Planning - Theory
3. Counseling/Client-centered Approach

Nurses 320 1. CPP Concept .12 160.00
2. Family Planning - Theory
3. Counseling/Client-centered Approach

CPP Health Educators 24 1. CPP Concept 12 12.00
2. Family Planning - Theory
3. Counseling/Client-centered Approach
4. Health Education Tedmiques

CPP Managers 12 1. CPP Concept 6 3.00
2. Management/Team Building
3. Family Planning Records Managemcnt
4. Computerized CPP Information System

Records Managers 12 1. Family Planning Records Managemcnt 6 3.00
(Receptionist) 2. Computerized CPP Information System

3. Communications/Client-centered Approach

NGO Staff 85 1. CPP Concept 1 3.50
2. Family Planning Outreach Techniques

MOH Project Staff 4' 1. CPP Concept 12 2.00
2. Management{Team Building
3. Computerized CPP Information System

MOR Health Educators 40 1. CPP Concept 9 15.00
2. Family Planning Outreach Techniques

MOH/HED 2 1. Advanced lEe Materials Development 6 50

"
.:..•.:......

". Out-or-COUDUy -
..... .......... , ....... , ................... ' ..... .. . . .....

Ob/Gyns 10 1. IPPI IUD Insertion Techniques (Turkey) 10 4.00
4 2. NORPLANT (Tunisia/Indonesia) 15 3.00
15 3. CPP Study Tour (Tunisia/MexicofThailand) 7-14 5.bo

MOH/HED Director 1 1. lEe Program Management (USA) 2S 1.00

TOTAL 778.50
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TABLE 5.
Cpp Project Training for Hospital StatT
Estimated Number of Training Courses

MOH

RMS

University

Islamic

Totals

10

10

5

5

30

13

6

3

1

23

4

3

3

1

11

4

3

2

1

11

31

22

13

8

74

TABLE 6.
CPP Project Training Cor Hospital StatT

By StatT Type and Service Channel

Pediatriciao. I,<hi~ ••••.•. Midwife .! .•.•,:.•.•.••.,•..•,.·.•·Ed•. Hueacaltht~r.i.: .•. :i..:.• ,::,:,.,i .•·.•.·,••..• :T.<.;.?••·.,•.:T..••.•;....•..~.••,.••'.,:'.•.<.;"<::::;::: :.:::".. :.:;::-:;::::}:<\~\}: ·;·rn)::::::·, va.":,

RMS

MOH

University

Islamic

Totals

85

144

52

31

312

58

104

56

28

246

102

125

58

35

320

99

115

40

32

286

8

12

2

2

24

352

502

208

128

11

•• . ,.:> •.
IeKr :.....

., ..........• :
... , : :.' ..' ..

TABLE 7.···
CPP Project Training Cor Hospital StatT

By StatT Type and Project Year

..··.· •..:•..:·:..:: ·.·.·.0b/.·.G¥n.:.. ·.··Pi!dlatrid.aD..:. I,':,: >. • ,.: ·.·,·,:·.,.i.•.·••.. ·. Mldwife".< ':"'Health··::'"TOT··'AI.;
.- : ':.. < ! '.:.••.•.•.•.••:.. ,.: :: , .. :' :•••. :: i"::}<"· ...:.::.:. "EduCato~: .. :.:.·.:.•.··:.{::: :::::,,>:

, " ,:":,": .,.' - ":.-:'. ,'- , :-:::::;-:.':'." ":>;:':::::::::::>:'

2

3

4

5

Totals

124

102

43

43

312

111

63

36

36

246

21

123

98

52

47

320

102

105

45

34

286

24

24

484

360

176

160

1188



The first training program provided by the project will be in management for the MOR
Project Director and staff and the medical and nursing directors from each of the five
training sites. The CPP approach, constellation of services, curriculum and training
methodology will be reviewed and finalized. This will then become the basis for the
subsequent training courses.

At each training site, selected senior hospital staff will participate in a training of trainers
course. The training of trainers course will use new approaches to health and family
planning education, and emphasize quality of care as measured by the information given to
clients, range of choice, professional competence, interpersonal relations, the constellation 
of available services and follow-up. Adult learning theory and modem teaching
methodologies, such as experiential learning, group exercises and role plays, will be used.
Special emphasis will be placed on setting goals and measurable learning and behavioral
objectives.

After completion of the· TOT course, the trainers will begin offering in-service training at
their respective training site to small groups of hospital staff including those assigned to the
CPP Center, the pediatric and Ob/Gyn outpatient clinics, and the Delivery Ward. The first
phase of in-service training will be for staff based at the facility where the training site is
located. Staff from other hospitals where CPP Centers will be established in the same.
channel (MOH, RMS,etc) will receive training during subsequent phases.

4.3.2 Subcomponent 2: Out-or-Country Training

In addition, the Project includes limited out-of-country training of three types: 1) clinical
training for selected Ob/Gyn Trainers in new contraceptive techniques, i.e. Norplant in
Tunisia or Indonesia and Immediate Postplacental IUD Insertions in Turkey; 2) IEe
program management training for theMOH Head of Health Education in the USA; 3)
study tours of successful postpartum projects for selected Project Staff and Ob/Gyns in
Tunisia, Mexico or Thailand. Third country training is designed to provide Jordanian
medical personnel exposure to selected highly successful USAID-funded family planning
projects and clinical training centers in other parts of the world.

4.3~ Training Component Management

In order to train and provide follow-up for the hundreds of doctors, nurses, midwives and
health educators identified to participate in the CPP training, the Prime Contractor will
engage a team of training consultants to assess training needs, develop the training curricula
and course materials, train the trainers, and monitor/evaluate subsequent training. The
training team should include a senior internationally known obstetrician skilled in the
provision of modem contraceptives, counseling, quality of care standards and training
methodology, a senior Jordanian obstetrician familiar with Jordanian medical training
institutions and an expatriate or Jordanian nurse skilled in counseling and conversant with
modem educational techniques. The team will work in close collaboration with CPP
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Technical Advisor, the MOH Directorates of MCH and Education and Training and the 5
training sites.

The TOT courses will be scbeduled by the prime contractor and the training team, in
consultation with the Ministry of Health and the various service channels. Responsibility
for subsequent training at the 5 training sites will rest with the service channel and its
trainers. The training team will monitor the progress of each site and report directly to the
CPP Technical Advisor.

4.3.4 Training Budget

The following table provides information concerning the budget for the training component
of the CPP Project. For a more complete breakdown of training costs see the tables in the
Financial Analysis, Annex III.B.

Table 8.
Summary Training Budget

1·····•• ·· ..··...·..·.·.·.·.< ... \/ .. .... ,...... "" ... /)\{)
::.:~':::".' . ,". ,', ,... . - : :

.... ....,/.,... <Amount

Technical Assistance 543,770

In-country Training 550,101

Out-of-country Training 265,680

Equipment and Supplies 237,545

TOTAL 1,597,096

. '

4.4 Information, Education and Communications Component ($2,146,537)

The lEe component is the CPP Project's primary means of achieving the Mission's goal of
reducing fertility by improving knowledge of effective contraception (Country Program
Statement, Sub-Program Outcome 3.1.1). IEC is also an essential element of successful
postpartum projects elsewhere in the world. Experience in Lebanon, Peru and Mexico, for
example, has shown that contraceptive acceptance increases dramatically when strong IEC
programs are implemented, particularly programs with a solid interpersonal communications
component.

The three primary objectives of the IEC component are:

• To educate pregnant women and new mothers about the benefits of birth spacing and
the safety and efficacy of contraception;
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• To encourage pregnant women and new mothers to adopt an effective contraceptive
method at the time of delivery or postpartum; and

• To promote effective contraceptive use by couples who adopt a method.

The IEC component of the CPP Project has three subcomponents: health education; mass
media; and outreach as outlined below and described in more detail in Annex II.E.

4.4.1 lEe Subcomponent 1: Health Education

Health education currently is not a routine component of the Jordanian health system,
especially at the hospital level although a growing number of providers now recognize its
importance. Therefore, a core subcomponent of Project will be to strengthen and upgrade
the health education provided at the 12 Project sites so as to encourage women to seek
regular health care during pregnancy' and the postpartum period and to improve
understanding of the benefits of birth spacing and correct use of contraceptive methods.
Each CPP Center will have a full-time health educator on staff to educate and counsel
women when they come for postpartum services and to ensure that health education is
conducted also in the delivery ward and the obstetrical and pediatric outpatient clinics.
Each CPP Center will be provided with a range of printed and audio-visual materials and
audio visual equipment, so that everyone coming to the Center will have access to the
information.

The CPP Project will design and produce" a number of materials to be used to educate
women and their families and also to encourage them to seek regular care during pregnancy
and the postpartum period and to gently reiriforce the family planning message. For
example, a two-part booklet covering topics of major interest to women during pregnancy
and afterwards, including family planning is planned. It will be appealing, easy to read and
clearly illustrated, along the lines of a very brief "Dr. Spack." The first pa(t would be given
to women during antenatal care and, at the end, it would lead the reader to seek out the
second part for advice on topics of concern after delivery. This part would be available in
the hospital maternity wards and CPP Centers. Other materials to be produced include
videos on family planning-related topics, promotional materials, leaflets, posters, etc.
Special attention will be placed on developing materials and messages targeting men and
grandparents.

The Project will work cooperatively with the FHS Project to ensure that MCR and PHC
Centers use the same educational approaches, messages and materials as the hospital CPP
Centers. The Project does not plan to produce materials on contraceptive methods, but
rather to use those produced under the MBS Project. Mariy of the CPP Project's' materials
will be distributed beyond the 12 Project sites to public and private hospitals, health centers,
physicians' offices, pharmacies, NGOs and elsewhere.
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4.4.2 IEC Subcomponent 2: Mass Media

Television and radio reach virtually every household in Jordan and can be used effectively
to educate a wide audience about the benefits of birth spacing, the need to seek care during
pregnancy and the postpartum period and the availability of CPP services. The Project will
produce short TV and radio spots to be aired frequently during prime time. With the
MOH's access to free air time for health messages, this strategy promises to be highly cost
effective. Print advertisements will also be produced and placed in major newspapers and
magazines.

An important adjunct to these activities will be the coverage of family planning-related
topics in the regular programming of radio and TV and articles in the press. There is the
possibility, for example, for a soap opera series to be produced around the Project's topics-
such a series could reach about three quarters of the adults in Jordan each evening. There
is also willingness on the part of the creator of Jordan's popular "political theater", who also
works with television, to cooperate with the Project on the development of a humorous
program with educational messages. Other opportunities," on;'a more modest scale, abound:
a physician who responds to _questions from the :public, programs dealing with fatnily
concerns, news programs, features and articles. To strengthen links with the mass media
and facilitate media coverage, the Project will conduct a seminar for journalists.

4.4.3 IEC Subcomponent 3: Outreach

While the mass media can be extremely effective in raising awareness, in order to have an
impact on behavior, mass media messages need to be reinforced through other channels of
communication that are more personal and conducive to discussion. In Jordan, where family
and friends are of paramount importance, interpersonal communication should be a
persuasive method of reaching people more directly and in greater depth on family planning
topics. .... ~

The implementing agency will enter into agreements with selected NGOs that already have
strong roots in communities where the CPP Centers are to be established to use the NGO
staff and volunteers to reach community members directly. The Project will provide training
for the NGOs on family planning-related topics and innovative outreach techniques, such
as story-telling and improvised drama, along with needed materials.

Additionally, the MOH network of 40 health educators also will be used for outreach
activities. This group will receive much the same training as the NGOs and will work
closely with the MOH/HED and their local CPP Center to reach out to local community
groups with messages on family planning-related topics, in: addition to their other ongoing
activities.
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It is anticipated that outreach activities will reach at least 5,000 people in the "catchment"
area of each CPP Center over the life of the Project. Since knowledge of contraception is
already close to universal in Jordan, the impact of the lEe component will be measured less
by the traditional KAP approach and more by utilization of family planning and postpartum
services.

4.4.4 Management of the IEC Component

The Health Education Department of the Ministry of Health (MOH/HED) will be
responsible for the overall strategy and execution of the IEC component along with an
experienced expatriate lEC technical consultant. The MOR will make available 40 percent
of the time of the Chief of Health Education, two full-time professional staff and a full-time
secretary. The use of a qualified IEC consultant is viewed by the MOH, as well as outside
experts in IEC, as a high priority in order to strengthen the Realth Education IS capabilities.
Only two additional person-months of short-term technical assistance are planned.

The MOR/HED staff working on the- Project will re~eive .training appropriate to their
functions, including IEC component management training1n the· U.S. for the Chief of
Health Education. The department will also receive equipment needed for the execution
of the Project.

The implementing agency will enter into an agreement with a local advertising agency to
advise on campaign development, to carry out the mass media activities, to assist with
audience research and the development ofmaterials and execute other appropriate functions
under the direction of the MOR/HED and the IEC technical consultant. A working group
will be established to implement the IEC component of the Project and will include not only
the MOH/HED but also NGO representatiyes, the advertising agency and other interested
parties. .

4.4.5 IEC Budget

Table 9 provides information concerning the budget for the IEC component of the Cpr
Project. For a more complete breakdown of lEe costs see the tables in the Financial
Analysis, Annex III.B.

s. MANAGEMENT PLAN

The management of the CPP Project is vitally important because of its numerous diverse
activities and because of the number of implementing agencies involved and their different
management styles. The following addresses mechanisms for ensuring sound management
practices that enhance the project's implementation.
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Table 9.
Summary IEC Budget

Technical Assistance

Materials Development

Mass Media

Seminars, Training, Meetings

Equipment and Materials

TOTAL

5.1 Prime Contractor

596,768

794,033

414,147

275,777

65,812

2,146,537

The Prime Contractor will place a Senior Resident Advisor (RA) in Amman as soon after
the signing of the contract as possible. This person will have principal responsibility for
managing and coordinating the entire Project and for being the primary liaison between the
various Project channels and USAlD/Jordan. S/he will also be expected to have sound
evaluation skills, be knowledgeable of family planning and maternal and child health care
practices, and be familiar with USAID regulations and audit requirements.

The Prime Contractor also will hire a full-time Senior Jordanian Advisor in the first year.
S/he will act as the "Deputy" to the RA and provide assistance in the implementation of the
Project. During this time, the RA will also train her/him in the management of the Project
so as to ~titutionalize this capacity within Jordan. At the end of fourth year,- the RA will
leave the country, and the Senior Jordanian Advisor will continue in her/his stead until the
end of the Project. .

The Prime Contractor will hire an expatriate IEC Senior Technical consultant to provide
technical assistance fo the Department of Health Education to upgrade their skills and.
manage the IEC activities of the project. The Contractor will also secure the services an
expatriate training consultant to coordinate and manage the extensive training activities of
the Project. These consultants will make periodic visits, but will not reside in Jordan.

The Prime Contractor will also hire locally the following additional staff to assist in the
management and implementation of the Project:

• a data specialist who will be responsible for the management of the information
system that is being designed as an integral part of the referral mechanism. This
person must be knowledgeable of computers and information systems but can be more
junior in experience;
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• an accountant/administrative assistant to assist with the subcontractual disbursements
and AID audit requirements;

• a secretary; and

• a driver.

One vehicle will be imported for the joint use of the Resident Advisor and the Project staff.
Office space will be provided by the Project through the Prime Contractor for all CPP
Project staff. If feasible, this office space will be at the same location as the space for the "
FHS Resident Advisor in order to assure ease in planning and communicating and to reduce
any redundancy.

The Prime Contractor and its Resident Advisor will be responsible for planning and
coordinating by all Project activities with participating institutions (MOH, Royal Medical
Service, Jordan University Hospital and the Islamic Hospital.·

S.2 Ministry or Health (MOH)

The role of the MOH in the successful implementation of this Project cannot be
overemphasized. Except for the Southern Region, the bulk of Project activities will be
handled by the MOH. Although the MOH has not followed a pro-active program in family
planning, it has· mounted a number of other highly successful preventive health activities in
the past, thereby suggesting its ability to effectively handle the management of the CPP
Project.

The MOH's successful management of the Project will require some reallocation of staff
responsibilities. The MOH has agreed to re-assign top-level specialists to administer and
implement this Project. More specifically, the Project will primarily fall within the
responsibilities of the recently created Directorate of Mother Child Health (MCH), which
is also responsible for the implementation of USAID's companion project, FHS. However,
the MOH's Health Education Department will also supply a significant amount of technical
and managerial expertise in the Project's Information, Education, and Communication (lEC)
component.

5.2.1 MeH Directorate

Within the MCH Directorate, the Project will be directed by two full time physicians. One
will serve as Project Director with major responsibility for assuring that each CPP Center
at an MOH hospital is adequately staffed and running smoothly. This person will serve as
the principal MOH liaison with the Prime Contractor's Senior Resident Advisor.
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The second physician will be primarily responsible for overseeing the training component
of the Project. In the first and second year of the ProjeC4 slhe will collaborate with the
training consultants in the design of training curriculum. the setting up of the training sites,
and the training of trainers. In the second year, slbe will work with the Prime Contractor
to begin to develop a supervisory system that assures quality in CPP Centers. Every effort
will be made to coordinate these activities with the MOH's Directorates of Training and
Human Resource Development and of Quality Assurance.

A third physician will be provided only for one year of the Project. Her/his responsibilities
will be to manage the standardization of protocols for health care in the antenatal, delivery
and postpartum periods. S/be will work with a short-term expatriate consultant who has
experience in the development of maternal and child health care norms. The MOH
physician will assist in the design of the focus groups leading up to the consensus conference
and will arrange the consensus meeting at which proposed norms will be discussed. S/he
would also be responsible for following-up on the consensus meeting's recommendations.

These second two physicians will report to the MOH Project Director.

During the hospitals' renovations to expand or upgrade existing space to house theCPP
Center, the Ministry's architects will be actively involved in the Project and will report to
the MOH Project Director for issues concerning CPP sites.

5.2.2 Health Education Departmen~

The Health Education Department in the Ministry of Health (MOH/HED) will be
responsible for the overall strategy and execution of the IEC component along with an
experienced expatriate technical consultant. The MOH will make available 40 percent of
the time of the Chief of Health Education, two full-tim~ professional staff and a full-time
secretary. The IEC consultant is viewed by. t).1eMOH;..as well as outside experts in me, as
a high priority in order to strengthen the Health Education Department's capabilities and
it is envisioned that the advisor will spend the first three years of the Project in country.
Only two person-months of short-term technical assistance are planned.

The MOH/HED staff working on the Project will receive training appropriate to their
functions," including IEC program management training in the U.S. for the Chief of the
Health Education Department. HED will also receive equipment necessary for the
execution of the Project.

The Prime contractor will enter into an agreement with a local advertising agency to advise
on campaign development, to carry out the mass media activities, to assist with audience
research and the development of mat~rials and execute other appropriate functions under
the direction of the MOH/HED and the lEe advisor. A working group will be established
to implement the IEC component of the Project and will include not only the MOH/HED
but also NGO representatives, the advertising agency and other interested parties.
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To support these nationwide activities, the Project will import two vehicles for the use of
the MOH. The vehicles are intended to be used by the Project Director/Coordinator and
Training staff in carrying out their responsibilities under the Project. The MOH will provide
petrol, oil, regular maintenance and a driver for each vehicle. Also, the MOH will provide
comprehensive automobile insurance for the vehicles.

5.3 Royal Medical Services (Public)

The administrative arrangements for the RMS channel of health services under the Project
is much less complex than that for the MOH. This is due partly to the fact that the RMS
is a much more highly centralized organization than the MOH and, also, that the MOH has
much greater administrative responsibilities under this Project than does RMS.

The RMS will select a Senior Project Director to be based at the King Hussein Medical
Center. The Senior Project Director will be responsible for all CPP Centers at RMS
facilities ensuring training takes place in a timely manner and that the centers are
functioning well. The Senior Project Director will represent the RMS at various meetings
and will be in regular contact with the RA and other Project staff. USAID's Prime
Contractor will enter into an agreement with the RMS to provide for the necessary staff
training, equipment, IEC materials and space renovation required in order to establish and
operate Cpp Centers· in RMS hospitals as described in detail in the Project Description
section. Residents, medical, nursing, midwifery students will rotate through RMS' King
Hussein CPP Center. All agreements between the Prime Contractor and RMS will conform
to AI.D. regulations.

5.4 Jordan University Hospital (Independent)

Like the administrative management of the RMS, JOO is less complex than th~ MOH.
Basically, the JUH is an autonomous organization with no subordinate hospitals to
administer. JUH has agreed to appoint a Senior Specialist as Project Director to oversee
the provision of CPP services and to coordinate the training of students and residents. It
is anticipated that USAID's Prime Contractor will enter into an agreement with the JUH
to provide staff training, IEC materials, and research costs required in order to establish and
operate a CPP Center. As part of their clinical training, residents, medical and nursing
students will be rotated through the JUH CPP Center. In addition to its training/services
responsibilities, JUH is an attractive channel for project activities because of its pre
eminence in research. All agreements between the Prime Contractor and JUH will
conform to AlD. regulations.

5.5 The Islamic Hospital (Charity/NGO)

The Islamic Hospital is governed and partially funded by a private foundation. However,
it coordinates closely with the MOH and JUH in training residents. The Islamic Hospital
has agreed to establish a CPP Center in the near future when space becomes available for
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integrated Ob/Gyn and pediatric services. The Islamic Hospital will appoint a Senior
Physician as Project Director to oversee the provision of CPP services. Because its training
program is limited to female Ob/Gyn residents, its high number of deliveries (second only
to Al-Bashir) and its highly qualified staff with deep ties to the scientific and Islamic
communities, the Islamic Hospital is a very attractive site for a CPP Center.

The Prime Contractor will reach an agreement with Islamic Hospital to provide staff
training, equipment, IEC materials and minor renovations for establishing and operating a
Cpp Center. All agreements between the Prime Contractor and the Islamic Hospital will
conform to A.LD. regulations.

5.6 USAlD's Capacity to Manage, Monitor and Evaluate

The Cpp Project will be managed by USAID/Jordan's Office of Population and Family
Health. The PFH Office is headed by a well-trained HPN Officer experienced in health,
population and family planning project management. His professional staff consists of two
Jordanian physicians, one with a NGG background and the other with a strong background
in public sector health management. They are responsible for the management of the MBS
and FHS Projects. Recruitment for a third position to be filled by a Jordanian public health
professional to manage the CPP Project is currently underway.

As family planning and population programs are relatively new areas of focus in Jordan,
there are few people in country with the experience in family planning program
management, operations research or data collection and analyses, which is essential for the
successful planning and implementation of the CPP Project. Therefore, it is highly
recommended that the Mission secure the services of a Population Fellow through the
University of Michigan to assist USAlD, MOH and the other implementing agencies in
these activities and to train the FSN staff to assume responsibilities for these functions.
Funds have been budgeted under the Project to cover the international travel and local costs
of a Population Fellow for up to two years. Salary and other U.S. costs are normally
covered by the agreement between R&D Office of Population and the University of
Michigan.

6. IMPLEMENTATION PLAN

The CPP Project is composed of many interdependent inputs that require careful
coordination during implementation in order to have the fullest possible impact. This
section outlines the ways that such coordination can occur and also proposes mechanisms
through which the CPP, FHS, and MBS Projects can be effectively linked so as to create
synergism of efforts. It then describes the implementation and procurement plans.
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The different foci of the MBS, FHS, and CPP Projects clearly indicate USAID/Jorclan's
conceptualization of a national level population and family health services development
strategy for Jordan. The Project paper recommends that this de facto strategy be solidified
in a formal manner, similar to that undertaken in many of AID/Washington's "priority"
countries. The result would be a systematic approach to the coordination of the
implementation of all projects. The effort would involve the following:

1) Creation of a single document that clearly and succinctly indicates the role of each
project in achieving USAID/Jordan's goal of slowed population growth and
improved family health.

2) Quarterly meetings of a Working Group on USAID health projects.

3) Consolidation of Yearly Workplans.

The coordination between the FRS and CPP Projects could be further enhanced if their
Resident Advisors share office space.

6.1 Project Implementation Schedule

Implementation of the Project will be coordinated and managed under one major direct
USAID Contract. Therefore, USAID{Jordan will issue a request for proposals after the
Project receives approval. Interested implementing agencies will submit proposals which will
be evaluated on a competitive basis. The Prime Contractor will be involved in all phases
of the implementation and will therefore be expected to have the following minimal
capacities:

• Extensive experience in the delivery of hospital-based postpartum" and postnatal
services, including family planning.

• Vast experience in training health professionals in counseling about and provision
of contraception and other maternal and child health services;

• Strong institutional capacity to rapidly procure sundry items, including consultancy
services, medical, training, and office equipment.

• Expertise in the development of IEC materials and campaigns;

• Expertise in the development and use of referral systems;

• Expertise in programmatic research and evaluation;

• Solid field presence in the region, especially previous experience in planning and
implementing contraceptive service delivery programs, preferably in Jordan.
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Table 10 provides a summary of the main CPP Project activities by component indicatiIig
the approximate timing of implementation for each activity.

After the Contract is awarded to a Prime Contractor, the Contractor will recruit and place
a Senior Resident Advisor for the CPP Project in Jordan. The RA will be responsible for
setting up the project office and hiring the Jordanian staff members within the fIrst six
months in-country. Concurrently, the MOH will appoint a Project Director in the
Directorate of Maternal and Child Health. Each of the other 4 service channels will also
appoint a CPP Director.

Under the service delivery component, procurement of commodities, contraceptives and
equipment will begin early in Year One. Protocol development, focus group interviews with
women and planning for the consensus conference will begin in the 3rd quarter of the first
project year, shortly after the arrival of the RA in-country. The focus groups will take place
late in the 3rd quarter and the consensus conference early in the 4th quarter.
Standardization and approval of the protocols will continue into the 1st quarter of the
second year. The computerized infonnation system for the CPP Centers will b~ developed
during the second half of Year One. Also during the last half of Year One, facilities
upgrading will begin in Phase I sites. These sites will be open·and fully operational after
the upgrading is completed and the staff have been fully trained. Phase II hospitals will
begin upgrading during the first half and Phase III during the last half of Year Two.
Programmatic research activities will be initiated following the opening of the CPP Centers
in Year Two.

The training consultant team will be brought on board to begin developing the training
curriculum towards the end of the fourth quarter of Year One after the focus groups and
consensus conference are completed to maximize use of the collected information. The
training of trainers will begin after the curriculum is fmalized, late in the last quarter of
Year One. The training of trainers courses will continue into the second year. After the
trainers have completed their training, they will begin the in-country training at the 5
training sites. Out-of-country training will begin during the first quarter of the second year
and should be completed by the end of Year Two.

The development of the health education curriculum and supervisory system will begin in
the second quarter of Year One and will continue until the second quarter of Year Two.
Printed materials also will begin development in the second quarter of Year One and will
continue until the end of Year Four. Mass media messages for TV and radio and print ads
will begin development during Year Two and will continue into Year Four. Videos will be
developed during Years Three through Five. The identification and training of NGOs and
the training of the MOH health educators will begin in the second quarter of Year One and
will continue through Year Three.
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TABLE 10.
Summary Implementation Plan

Activities Year 1 Year 2 Year 3 Year 4 Year 5

,
",""

PROJEcr'MANAGEMENT ' """,

','.' '"

Naming of MOH Project Director (PO) and RMS, JUH X X X X X X X X X X X X X X X X X X X X
and Islamic CPP Directors

Arrival of senior Resident AdvisOr (RA); ongoing X X X X X X X X X X X X X X X X X X X
presence uotil end of project

RA sets up project office and hires Jordanian support X X
staff

SERVICE DELIVERY COMPONENT < " ' .. ,'..,,' <
:::

/,

, '

,':
,.' .. ,

"
I

,

Procurement of commodities and equipment X X X X X X

Development of protocols for antenatal, delivery and X X X X
postpartum care: focus groups and consensus conference

Development of computerized information system X X

Facilities' upgrading and CPP Center operation - Phase I X X X X X X X X X X X X X X X X X X

Facilities upgrading and CPP Center operation - Phase II X X X X X X X X X X X X X X X X

Facilities upgrading and CPP Center operation - Phase III X X X X X X X X X X X X X X

Programmatic research studies X X X X X X X X X X X X X X X X
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Activities Year 1 Year 2 Year 3 Year 4 Year 5

TRAINiNGCOMPONEN'l':[.,'·: ):,} .............. <}...,... .., I:····.:. Ix I:·:·:::·::
...

)·H . '. ..:, .. ".',.., I·,·'··· .".-. ',<) <I,·· • .,.
1,\·\ ",,:: .. : 1<':··:':','- ·':i· ii

I·····.···'··:···

0:.':0: ",.. ."' .) •. ,>
I·····.··

.'0:

Training curriculum development X

Training of trainers X X X

In-country CPP training X X X X X X X X X X X X X X X X

Out-of-country training X X X X X X

IEC COMPONENT·.t.·•••·:)·"'.. ..',.,.,·\:::)t.::',.:•...• ·" •. ",··'.··· "" •.. :: T
I~·- ,1:T /G,. .::: I] ::. 1<:' 1< : ='/ <.1 ",......... I. .... \I{':' , .. '..'..... I···•• '·:· .:." .."',' .:. ).' ,/>,'. I"

Health education curriculum and supervisory system X X X X X
development

Identification and training of NGOs for outreach X X X X X X X X X X X

Develop printed materials X X X X X X X X X X X X X X X

Develop videos X X X X X X X X X X X X

Develop and air radio, TV spots and print ads X X X X X X X X X X

... J ..,.. . < •.? ~

... ?EVALUATION/AUDIT ,...•..
,.

I.····· .... ... ' ,. .

External midterm and fmal· evaluations X X

Audits X X X X X

3S
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The midterm evaluation is planned for the fourth quarter of Year Three with the final
evaluation taking place during the ~hird quarter of the last year. Audits will be conducted
during the last quarter of each of the five project years.

See Implementation Action Plan in Annex II.B. for an detailed illustrative outline of the
timing and phasing of the implementation/activities of the CPP Project. Table 11 lists the
total number of person months needed to effectively implement the Project.

TABLE 11.
Technical Assistance Summary (Person Months)

TECHNICAL ASSISTANCE
PERSON MONTHS (PM)

Component/ Year 1 Year 2 Year 3 Year 4 Year 5 Total
Position

Long-Term - Expatriate 30.00 30.00 12.00 12.00 0.00 84.00

Short-Term - Expatriate 8.00 7.25 7.50 6.50 6.00 35.25

Long-Term Professional 43.00 49.00 40.50 36.50 36.00 205.00
Jordanian

Long-Term Other 30.00 42.00 42.00 42.00 42.00 198.00
Jordanian

I TOTAL 111.00 128.25 102.00 97.00 84.00 522.25

6.2 Procurement Plan

USAID will procure the contraceptive commodities and vehicles for the project. USAID
also will recruit and hire a Jordanian to join the PFH staff to manage the CPP project and
will secure the services of a Population Fellow for two years through an add-on to the
University of Michigan Cooperative Agreement. All other goods and services will be
procured by the Prime Contractor. The bulk of the goods and services will be procured in
the USA; others will be procured locally. See procurement plan in Annex II.C. for a
complete list of individual goods and services including a breakdown by source/origin.
Selected services may be procured by the Prime Contractor through subcontracts with other
AID/Washington Cooperating Agencies (CAs) with the specializations required for the
Project. If funding is available, possible subcontracts would be to a CA that qualifies under
the Gray Amendment and provides training to women as managers of family planning
programs and/or with a CA that specializes in the Lactational Amenorrhea Method (lAM).

Procurement of goods and services for all USAID-funded activities will conform to AID
regulations for full and open competition, and Gray Amendment requirements for contracts
exceeding $500,000.
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7. COST ESTIMATE AND FINANCIAL PLAN

7.1. Cost Estimate

Total costs of the CPP Project are expected to be $11,000,000 US Dollars contributed by
USAID, and $5,458,000 contributed by the GOJ (MOH, RMS, University of Jordan) and
participating NGOs. Virtually all local contribution will be in-kind contribution, such as
salaries and benefits of existing personnel (estimated person months multiplied by salaries
and benefits), building space, equipment and other existing facilities. A detailed breakdown
of USAID and local contributions by Project inputs follows:

TABLE 12.
CPP Project Summary Budget. Donor Contributions

Project Input< .. ··A.I.D.> ::::. I<i ·(1()1< ·.··.<.1'OTAti··..·.
Service Delivery 4,175,448 3,270,000 7,445,448

Equipment 2,847,239 ° 2,847,239

Training 1,091,558 738,000 1,829,558

IEC 1,010,915 736,000 1,746,915

Evaluation 200,000 44,000 244,000

Audit 250,000 ° 250,000

Project Management 874,840 670,000 1,544,840

Contingency 550,000 ° 550,000

Grand Total 11,000,000· 5,458,000 16,458,000

7.1.1 USAIJ) Contribution

Overall A.J.D. costs of the CPP Project are expected to be $11,000,000 for the five year
period. This total A.I.D. contribution for the Project will call for an annual investment of
approximately $4,000,000 in FY1994, $3,000,000 in FY1995, $2,000,000 in FY1996 and
$1,000,000 in each FY1997 and FY1998 from DA\POP funds. Actual obligations and
disbursements may vary from year to year, as well as from the levels shown in the financial
projections presented herein. In general, fund releases will be governed by the provisions
of the Project Agreement and subject to funding authorization. For breakdowns on
expenditures by local and foreign exchange, see Table 26 Annex IIlB.
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The following assumptions govern the Project budget as presented herein.

• The CPP Project Agreement will obligate funds from USAID/Jordan's bilateral
assistance program for Jordan for the majority of in-country costs for the public and
non-government sectors.

• The Project Agreement will support out-of-country costs related to procurement of
commodities and equipment, short, medium and long-term technical assistance,
transportatio~ Project support staff and in-country costs related to the provision of ~

technical assistance, e.g. office rental, locally-procured supplies and equipment, local
staff and consultants, and transport. See attached chart for specific responsibilities.

• No AID/Washington contributions are anticipated.

7.1.2 Host Country Contribution

MOH's financing of in-country costs will include:

• salaries for hospital staff assigned to the CPP Center, hospital-based trainers, Project
manager and IEC component manager;

• equipment and vehicle maintenanc.e, operating costs for vehicles, transportation;

• MOH Project staff office space, equipment and supplies.

7.1.3 Other Contributions

The Royal Medical Service, University Hospital, Islamic Hospital and the Soldier's Welfare
Society will provide in-country costs including salaries for hospital staff assigned to the CPP
Center, hospital-based trainers, and a Project Director. They will also provide space and
limited assistance with facilities upgrading.

7.2 Financial Plan

See Table 25 in Annex ill.B. for summary information on the financing of the CPP Project
activities. All figures given are composites including the estimated cost of the equipment,
salaries, or activities plus 35 percent (estimated maximum Contractor fee) as appropriate,
25 percent shipping on all US-purchased equipment and supplies and 5 percent inflation
rate per year on all expenditures from Year 2 to Year 5. The following Table shows
methods of fmancing for each budget line item.
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TABLE 13.
Methods of Implementation and Financing ($000)

Method of Implementation· ...

Service Delivery

Equipment/Commodities

Training

IEC

Evaluation

Audit

Project Management

Contingency

Total Project

U.S. Contractor - Direct Pay USAID - PlaiT

USAID • PIO/C

U.S. Contractor - Direct Pay

U.S. Contractor - Direct Pay

U.S. Contractor - Direct Pay

U.S. Contractor or Other - Direct Pay

U.S. Contractor • Direct Pay

U.S. Contractor • Direct Pay

4,200

2,800

1,100

1,000

200

250

900

550

11,000

Table 14 provides a breakdown of the Project costs. Fifty-five percent of the Project costs
are for technical assistance, 12 percent for equipment and supplies, 8 percent for facilities
upgrading, 7 percent for training, 5 percent for commodities and 13 percent for other
expenses.

8. MONITORING AND EVALUATION

This Project paper envisions that monitoring and evaluation will have two fundamental
functions: 1) to assess the Prime Contractor's compliance with its contractual obligations and
fulfillment of deliverables; and 2) to continually evaluate the Project's progress towards
purpose and goal level achievements. Through rapid feedback studies, the simple ·and
effective use of an information system linked to the MCH health record, and regular
reporting to USAIDjJordan, the monitoring and evaluation plan sets out a preliminary
framework for the full realization of those functions.

8.1 Users of Information Generated by the Monitoring and Evaluation Plan

The major users of the information generated by this plan will be the managers and health
professionals at the CPP Centers, the MOH MCH Directorate, and the Prime Contractor;
various managerial divisions within the MOH and RMS, and; USAIDjJordan and other
international donors. These groups \l{iIl assist long-term and short-term advisors and
consultants to develop a comprehensive monitoring and evaluation plan for the Project
during the first year of its implementation.
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TABLB 14.
CPP Project suaaary Coat Bati.ate and Pinaneing Plan (US$)

....xiI:~~~i ···... ,;:i~:;::.::i!ii:I·::.:.~0D0:~,J~I}~q::~:xJ:i'.ae11l~?·I: ••••••:Other .i I:· ..J~I~<:·
Service Delivery 3,344,390 0 591,020 744,682 288,931 37,671' 5,006,694

Training 543,770 815,781 0 237,545 0 0 1,597,096

lEe 2,080,725 0 0 65,812 0 0 2,146,537

Evaluation I 61,947 0 0 0 0 512,8867 574,833

Audit I 0 0 0 0 0 250,000 250,000

Project Management 0 0 0 276,082 553,360 45,398' 874,840

Contingency 0 0 0 0 0 550,000 550,000
====

Grand Total 6,030,832 815,781 591,020 1,324,121 842,291 1,395,955 11,000,000

Percent of Total 55% 7% 5% 12% 8% 13% 100%

• Includes vehicle maintenance and insurance.

7 includes evaluation. mioistudies and external evaluations.

• includes transportation and in-coUDlry travel costs.

40



8.1.1 Institutional Locus

The monitoring and evaluation plan intends to draw from the large pool of researchers in
Jordan, thus many of the activities discussed below will be subcontracted by the Prime
Contractor to Jordanian organizations, such as the Jordanian University of Science and
Technology (JUST) and the JUH. Long-term technical assistance will be provided by the
Seilior Resident Advisor in the first four years of the Project, and by the Senior Jordanian
Advisor in the last two years. Long-term technical assistance will also be provided by the
data specialist. An estimated two person months in short-term technical assistance from .
expatriate evaluation experts is foreseen, although it is also expected that the programmatic
research consultant will be able to provide technical assistance during her/his TOYs to
Jordan.

8.2 Project Purpose, Indicators and Methodologies

USAID/Jordan's Strategic Objective Number 3 is to "reduce fertility, which is to be achieved
through an increased use of effective contraceptive methods.' This in tum is to be
accomplished through three sub-programmatic outcomes, two of which are particularly
relevant to this Project: 1) improved knowledge of effective contraceptive methods, and 2)
increased availability of higher quality family planning services.

8.2.1 Project Purpose

The Project's purpose is in keeping with the above programmatic objective and
subprogrammatic outcomes:

To increase the number of women initiating and sustaining the use of effective
contraceptive methods during and after the postpartum period.

• Purpose-level Question: To what extent have the CPP Centers resulted in increasing
contraceptive access for postpartum women?

8.2.2

•

•

•

End of Project Indicators

Increase in the percentage of women returning for postpartum care from six
percent to sixty percent at CPP Project sites;

Increase the rate of modern contraceptive acceptance, including the
Lactational Amenorrhea Method (lAM), among postpartum women
participating in the CPP Project to 50 percent.

Increase the level of contraceptive prevalence from 26.9 percent to 33.9
percent among currently married women.
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8.2.3 Data Collection Methodology

Data on the indicators will be collected two ways. First, a simple baseline will be
undertaken in the first year of the Project to assess the current percent of women returning
to outpatient clinics at CPP hospitals for postpartum care. Second, the evaluation plan takes
advantage of the service delivery information system to gather data on women returning for
postpartum care and on those accepting contraception. In the first year of the Project, the
Prime Contractor will arrange for short-term consultants (Jordanian and expatriate) to
develop the information system which will gather data on the above indicators. By tracking
the percent of women returning for care and the percent of women accepting a method, it
will be feasible to assess the ongoing progress of the Project.

8.3 Project Outputs

Three categories of outputs lead to the achievement of these objectives, namely service
delivery, training, and lEe.

• Output-level questions: To what degree has the availability of family planning
improved as a result of the CPP Project? Has the establ1shment of 12 CPP Centers led
to increased access to family planning services for Jordanian women? To what degree'
has the MCH health record resulted in improved referral? Has this had any impact on
increasing the number of women returning for postpartum care? Will women return for
their own health needs if they receive quality services? Did IEC activities result in
husbands' increased acceptance of family planning?

• Indicators: Opening of at least 12 CPP Centers in hospitals throughout Jordan, the
training of more than 1100 medical professionals trained in family planning services and
counseling, improved knowledge, attitudes, and practices of medical professionals about
quality and the client-perspective, at least 6 programmatic research studies, widespread
dissemination and utilization of research results, etc. (See Logframe).

• Data Collection Methodology: A variety of methods will be used to collect data on
these indicators. Examples are monthly information systems reports, observations of
.CPP Centers and provider-client interaction, yearly' observations by the MOH's
Directorate of Quality Assurance, receipt of final reports of research projects, and
ministudies, such as focus groups to assess client satisfaction.

8.3.1 Special Studies

The following are examples of studies that would provide useful data on which to assess this
project.

• KAP Study of Providers: A large part of the training component will emphasize
changing physician attitudes towards clients. A baseline KAP study could be done right

42



before providers enter their training, and then once again in the fourth or fifth year of
the Project.

• Intercept Study: The Project places a great deal of importance on IEe. An intercept
study would ask women when they first arrive to the Center about where they had heard
about the CPP services. This type of study could be done in the third year so as to
evaluate the effectiveness of different lEC interventions. The MOR's regional health
educators could serve as interviewers, thereby decreasing the cost of activity.

• Follow-up of CPP clientele: Because women are referred back to the primary health
care system after the second or third visit to CPP Centers, it will be difficult to
determine the degree to which women continue to use contraception. A study could use
the data from the information system to interview women in their homes to find out
their contraceptive use status. Because of the complicated design of such a study, one
month of short-term expatriate consultancy has been planned to provide technical
assistance to the subcontracting agency.

8.4 Other Monitoring Activities

8.4.1 Progress Reports

The Prime Contractor will submit semi-annual progress reports to USAID/Jordan with the
purpose of informing AID about general project development in the previous six months.
The report should discuss any problems With project implementation and efforts made to
rectify them. It should also include a compilation of information system reports from all of
the CPP Centers. After the arrival of the senior resident advisor to Amnian, slhe will
discuss with the AID Project Monitor when to submit the first report.

8.4.2 Workplan

As was suggested in the Implementation Plan, this Project paper strongly suggests that the
Contractors for MBS and FHS Projects form a Working Group to reinforce each other's
role in making family planning more accessible in Jordan. USAIDIPFH staff will ensure
that such a Working Group is formed early on during project implementation and that the
workplans are discussed and reviewed by the Working Group before they are submitted to
USAID to ensure proper coordination of activities and to avoid duplication of efforts.

8.4.3 Yearly Management Reviews

It is recommended that the AID Project Manager conduct management reviews to assess
the direction and administration of the Project and suggest mechanisms for resolving
problems. In order to avoid overburdening the Mission, it is advised that the reviews only
occur at the end of the first, second and fourth years of Project implementation. The
external evaluations scheduled for the third and fifth years could address management

43



issues; management reviews in those years would be repetitive and produce little marginal
benefit.

8.5 External Evaluations

A midterm and final external evaluations are planned, the midterm occurring at end of the
third year and the final occurring towards the end of the fifth year. The purpose of the
midterm will be to assess the Project's progress, specifically looking at mechanisms for
improving the Project in the remaining two years. The team will also be asked to determine
whether a follow-on Project would be desirable and/or feasible. Information system reports
will be available to the team, thereby supplying them with data on acceptance rates among
women who return to the Centers. The final evaluation would assess the impact of the
Project on improving access to and information about family planning to Jordanian women
and men. It is anticipated that the evaluation firm will be a Gray Amendment entity.

--

8.6 Budget

Approximately $574,832 has been allotted to monitoring and evaluation activities. This
figure includes $61,947 for expatriate short-term technical assistance, $281,085 for special
studies and $231,801 for the midterm and final external evaluations. An additional $250,000
has been allocated for auditing procedures over the 5 years of the Project

9. SUMMARIES OF PROJECT ANALYSES

9.1 Technical Analysis

The Jordanian medical system can be characterized as generally technologically advanced
with many well-trained and experienced physicians in both the public and private sectors.
Jordanians of all socio-economic categories place a high value on health care for the
maintenance of good health for all family members; the majority also value active use of
western medical facilities. While preventative care is still in its infancy in Jordan, curative
care, especially at tertiary facilities is of high quality. Jordanians actively seek the highest
quality services within their means, often bypassing primary health care centers to go directly
to tertiary health facilities where the bulk of specialists are located.

The level of technical expertise among Jordanian specialists in the public and private sectors
is generally high. Many specialists have received their training abroad in the U.S. or U.K.
and are Board eligible. The ratio of physicians to nurses and midwives in Jordan is skewed;
nurses, especially, are in short supply but experienced specialists are not, especially in the
larger urban areas. Hospital Ob/Gyn and Pediatric Departments tend to be adequately
staffed with many well-trained MDs. Thus, in Jordan, specialists can playa much greater
role in the provision of postpartum services than would be possible in other countries, thus
minimizing the range of training necessary to expand services to include family planning and
improve quality of care. The specialists at the sites selected to participate in the Project are
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improve quality of care. The specialists at the sites selected to participate in the Project are
solidly behind the CPP concept and are eager to initiate the expanded postpartum services.
Family planning services are the general exception to the high level of technical expertise
found among Jordanian physicians. The CPP project will expand and improve their skills.
The general shortage of nurses in Jordan is not unique to the CPP project and is not
expected to hinder the implementation of the Project at the 12 selected sites. As a result
of the expanded nurse training programs currently underway, it is anticipated that the
nursing situation will improve by the end of the Project.

Hospitals in Jordan are well-equipped, although space issues are a major concern for some
facilities. Costs to upgrade physical facilities and provide the necessary range of equipment
to offer quality and comprehensive postpartum services will be minimal. Quality of care is
generally high at hospitals already, as evident in the fact that 80 percent of women choose
to deliver in hospitals.

In a small country, such as Jordan, the MOH plays an important role in the provision of
health services. Basing the CPP project in the MCH Directorate will further improve the
MOH capacity to provide family planning and MCH services effectively and efficiently by
expanding the technical and supervisory capacity. Computerization is necessary to
systematize and improve information flow and link up the various levels within the health
care system.

In sum, no technical issues are anticipated to constrain the implementation of the Project.
In fact, the high quality of Jordanian specialists and their interest in the CPP approach is
conducive to widespread success of the Project.

9.2 Financial Analysis

The introduction of postpartum contraception in Jordan's hospitals is expected to be a highly
cost-effective approach for a number of reasons. First, postpartum contraception targets
women of proven fertility who, without contraception, are likely to become pregnant soon
again. Second, over 80 percent of deliveries occur in hospitals. Providing hospital-based
predischarge and postpartum family planning services has the potential to reach large
numbers of women through relatively few points of service. Providing services at the
relatively small number of hospitals required to reach the majority of postpartum women
avoids the expense of integrating family planning into a large number of small health centers
around the country.

Studies in other countries providing postpartum family planning have found the provision
of family planning during the postpartum period is cost-effective. The marginal cost of
providing an effective family planning method (especially sterilizationor the IUD) while the
woman is being seen for delivery or other health services makes it more cost-effective than
interval provision of family planning. At present, approximately 18 percent of faniily
planning services are already proyided at hospitals financed by the GOJ. Therefore, of the
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possible alternatives for achieving Project objectives, the hospital-based approach was
chosen, among other reasons, on the basis of being the most cost-effective approach in
Jordan, to the extent this could be determined.

Over the five year life of the CPP Project, approximately $11 million will be disbursed by
USAID/Jordan. Approximately $591,020 will be contributed directly in the form of
contraceptive commodities and $63,000 in Project vehicles. Activities, technical assistance
and equipment will be funded through a Prime Contractor, which will in turn subcontract
for selected activities. All GOJ contributions will be in-kind, consisting of salaries, physical _
space in hospitals and maintenance and replacement of equipment for the CPP Project. No
cash or monetary contributions will be required by GOJ. All in-kind contributions will be
monitored by PFH and implementing contractor staff. Overall, 55 percent of Project funds
will be used for technical assistance, 12 percent for equipment and supplies, 8 percent for
facilities upgrading and 7 percent for training and 5 percent for commodities. (See Table
14.) .

The initial cost of upgrading and expanding family planning services at the hospital level via
Comprehensive Postpartum Centers will be largely subsidized by the Project. However,
after this initial investment, the recurrent costs of the Project will be limited to staffing costs,
equipment maintenance and replacement, contraceptive commodities, office and other
supplies. The MOH, RMS and other sites selected to participate in the Project have already
proven their commitment to sustainability as they are providing the bulk of the recurrent
costs already under the Project.

---~

9.3 Economic Analysis

Numerous economic benefits are associated with averting unwanted births and with
postponing mis-timed births. These benefits accrue both at the national and at the family
level. At the national level, benefits are associated primarily with reduced public sector
outlays for social infrastructure development, notably housing, education and health, and
with reduced unemployment. At the family level, these benefits include reduced
expenditures on schooling, health and consumables, and improved household income and
living standards.

Over the five year life span of the CPP project, it is estimated that a total of 40,200 births
would be averted, and, that by the end of the project, approximately 18,800 births would be
averted annually. These figures represent a 15 per cent reduction in annual births as
compared with 1991, and a decline in the total fertility rate from 5.6 to 4.9 children per
woman during the same period.

Savings in public sector expenditures resulting from these reduced births and fertility are
regarded as substantial in Jordan because of the high premium attached to, and the
prevailing high costs of, education and health care in the country. Preliminary estimates by
the National Population Commission show that, if the above objectives are achieved, annual
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savings of approximately $12 million in government outlays for schools arid $9 million in
outlays for health care could ensue. The savings due to a birth averted is estimated at
$26,500. Using this estimate, the internal rate of return (IRR), which is the discount rate
that equates the present value of expected costs with the present value of expected savings
and which provides a single measure of return on investment, is estimated to be at least 20
per cent. Thus, the benefit-to-cost ratio for birth spacing in Jordan and for this project is
highly favorable.

9.4 Social Soundness and Gender Analysis

For a variety of sociocultural and economic factors, large families and short birth intervals
have been the norm in Jordan. Currently, the total fertility rate is 5.6 but levels of fertility
used to be even higher, as seen from the large proportion of women age 45 - 49 (39
percent) who in 1990 had 10 or more children. These days, the majority of Jordanian
women (52 percent) consider the ideal family size to be at least four children.

High risk fertility behavior is common: eight out of 10 married women are at risk of
conceiving a child at increased risk of dying. In the case of two thirds of the women this
is because they have already had three or more births, while one third are over age 34. The
single most detrimental risk factor is a short birth interval--Iess than two years--and in
Jordan more than half of all births occur less than two years apart.

The Project can be expected to have an important and beneficial impact on problems such
as these. .

As the CPP Project is primarily a service delivery activity, mothers and infants who use the
new comprehensive postpartum services will benefit directly from the Project. However,
the husbands and families of these women will also benefit. Men will benefit because of
their increased awareness and knoWledge abo~t safe motherhood and the impact of child
spacing on maternal and child health'. Many others will also benefit indirectly, primarily as
a result of the Project's IEC activities that will ensure national media coverage for topics
related to safe motherhood and birth spacing and wide dissemination of educational
materials.

In general, the beneficiaries targeted by the Project include the 350,000 married women of
reproductive age and the 125,000 children under one year of age in Jordan. The targeted
beneficiaries of lEe activities are the 806,000 women and 856,000 men aged 15 - 49. It is
not foreseen that any group will be adversely affected by the Project.

Project beneficiaries will reap dramatic benefits from the CPP Project. Not only will family
planning services be offered in a meaningful and convenient context for women, but quality
of care will be improved and the range of contraceptive choice will be expanded. The
anticipated shift in the knowledge, attitudes and practices of service providers toward a more
client-focused approach should allow women and their families access to the information
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and services they need in an atmosphere more cond~cive to behavior change. The emphasis
on provision of services by women physicians, whenever possible, will also benefit many
women attending the Centers as they will be more comfortable discussing family planning
and reproductive health concerns woman to woman.

Jordanian society is strongly patriarchal, with male children being a source of prestige.
Women have clearly inferior social status, even in the home where the husband rules and
his mother has a powerful influence over her daughter-in-law. This is reflected in a legal
system steeped in religious law and social traditions which affect every aspect of women's
lives. A woman's upbringing, her legal status and capacity to act as an individual are
restricted by civil and personal status law and women are largely unaware of their legal
rights.

Women's status also influences their health-seeking behavior. They often place their
personal needs after those of their children and husband and, particularly where "shameful"
se~ces, such as reproductive health care are concerned, they will often fail to seek medical
advice. Indeed, a new mother may be given little freedom to decide when to seek medical
care for her infant or what to feed the infant.

The CPP Project will seek to be sensitive to the needs of women in a host of ways. From
the very beginning of the Project, the input of women will be sought into what they want
from the CPP Centers: the kinds of services and providers, hours, furnishings, etc. There
will be special efforts to bring female providers into the Centers to avoid the embarrassment
of a male provider examining a woman--a situation that leads to many foregone pelvic
examinations--and will feel more comfortable discussing family planning and reproductive
health concerns.

The Project design team sought to glean some information about women's perspectives by
consulting female physicians and nurses and conducting a series of interviews with women
to begin to determine their needs.

The Project can and should measure women's participation in the Project at several· levels,
from the number of women in managerial positions to the number of women coming for
postpartum services and the sensitivity of providers to women. .

---

9.S Administrative Analysis

During the course of the Project, USAID/ Jordan will be collaborating with several"public
and private Jordanian institutions. The organizational structure and" functional capability
of these institutions are therefore relevant to the success of the Project.

The World Bank is working with the MOH to help reorganize its management to "enable
the MOH to become an effective policy-making, management and planning agency, and to
devolve day-to-day operation of MOH services to the regional level." Thus far, the
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reorganization has led to the creation of three Regional Health Authorities, each under the
responsibility of a Regional Assistant Secretary General. The reorganization has also led
to the establishment of the Maternal-Child Health Directorate, a move that has been
praised by donors and Jordanians alike, particularly given the growing need for a preventive
focus in the MOH's service delivery.

The mandate of the MCH Directorate is to strategically plan all of the MOH's MCH
activities, not just those located at the level of MCH or PHC centers. This is a fundamental
change from before, in which care given at hospitals, including antenatal, delivery and _
postpartum care, was under the mandate of a different unit. The new organization will
improve continuity of care for mothers and babies alike, as well as facilitate the
administration of the CPP Project within the MOH. However, because it is a new
directorate in a system under transition, it needs strengthening. Thus, this Project paper
calls for the presence of a senior resident advisor who will assist the Directorate to
implement CPP activities more effectively. It is also hoped that the presence of the resident
advisor will strengthen the directorate by facilitating the institutionalization of sound
management and decision-making skills.

The MOH Health Education Department will be responsible for the large and complexIEC
component of this Project. This talented 2o-person department has conducted a number of
health communications programs in recent years but a review of their work demonstrates
that, while it is technically competent,· its effectiveness could be dramatically enhanced by
strengthening its strategic planning capability, its ability to develop materials and media that
can influence people's behavior and over"all program management. Outside donors who
have worked with the department believe that full-time expert assistance over a period of
a few years could build this department into a highly skilled and well-managed operation
that could craft effective health communications campaigns. Accordingly, the·Project plans
to place a senior IEC advisor in Jordan to "work with the department for three years.. .

The Royal Medical Services (RMS) is administratively· more sound than the MOH,
principally because of its strong emphasis on the military chain of command. Thus, having
the support of the system's chief Ob-Gyn and pediatrician is vitally important to successful
implementation. The Project design team has enjoyed the full support of these personnel
who have all but guaranteed an effective implementation and administration of the Project
in the AID-supported CPP Centers.

like RMS, Jordan University Hospital is less complex than the MOH. Basically, it is a
nearly autonomous organization with no subordinate hospitals to administer. It has a cadre
of health professionals with postgraduate training in various arenas, including management.
The Project team anticipates few problems in the administration of the CPP Center there.

The NGO sector is a major provider of family planning services in Jordan. Key among the
NGOs is the Jordan Association for Family Planning and Protection (JAFPP). JAFPP is
the local affiliate of IPPFfLondon and is currently receiving technical and financial
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assistance from USAID (FHS Project) to expand the number of JAFPP clinics in the
country and to improve the quality of existing clinic services. Some of the new clinics will
be established at the premises of other NGOs, such as the Queen Alia Fund and the
General Union for Voluntary Services (GUVS), who are already engaged in providing
health care services in a number of locations throughout the country. JAFFP will attempt
to integrate birth spacing and family planning services into the ongoing health care services
provided by these NGOs. In addition, these NGOs will benefit from the lEe materials
produced under the CPP Project.

Two major NGOs will receive direct technical and financial assistance under the CPP
Project. These are the Islamic Hospital and the Soldiers Family Welfare Society.

The Islamic Hospital is a major hospital, governed and partially funded by a private non
profit, voluntary foundation in Anunan. However, it coordinates closely with the MOH and
JUH in training residents. It has demonstrated sound administrative practices and
managerial practices in a variety of ways, one of which is how to market services to its
clients in very similar ways to those envisaged under the CPP Project. The hospital is also
highly regarded in the scientific and Islamic communities. .

The Soldiers Family Welfare Society is a NGO established by retired military personnel to
serve both retired military families and the civilian population in Zarqa. The Society's focus
is on women. It runs a well-managed clinic, several income-generating projects and a
training center for women, a nursery and a day care facility for children under five. The
Society is managed by a competent and outstanding board ofvolunteers, consisting primarily
of women. Its clinic is well-known and is highly-regarded by the local population and the
regional health officials in Zarqa.

The CPP Project will be sited in USAID' Office of Population and FamjIy Health (PFH).
This Office is headed by a well-trained, U.S.-Direct Hire HPN Officer, with substantial
international experience in integrated heaith and family planning programs design and
management. He is assisted by two qualified Jordanian physicians but who lack family
planning program management experience. As population and family planning programs
are new areas of focus in Jordan, and as qualified candidates with previous
population/family planning experience are not readily available, the placement of a U.S.
Population Fellow in the PFH Office is highly recommended. Besides training the FSN
staff, the Population Fellow will be responsible for data gathering and analysis, including the
development of a planned Household Survey System by the GOJ Department of Statistics
(funded separately).

9.6 Environmental DetenninationjCategorical Exclusion

A categorical exclusion has been granted and is included as Annex I.D.
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ANNEX I.C. Statutory Checklist
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5C(2) - ASSISTANCE CHECKLIST

Listed below are statutory criteria
applicable to the assistance resources
themselves, rather than to the eligibility of a

w country "to receive assistance. This section is
divided into three parts. Part A includes
criteria applicable to both Development

• Assistance and Economic Support Fund resources.
Part B includes criteria applicable only to
Development Assistance resources. Part C
includes criteria applicable only to Economic
Support Funds.

CROSS REFERENCE: IS COUNTRY CHECKLIST UP TO
DATE?

A. CRITERIA APPLICABLE TO BOTH DEVELOPMENT
ASSISTANCE AND ECONOMIC SUPPORT FUNDS

1. Host country Development Efforts
(FAA Sec. 601(a»: Information and
conclusions on whether assistance will
encourage efforts of the country to:
(a) increase the flow of international
trade; (b) foster private initiative and
competition; (c) encourage development and
use of cooperatives, credit unions, and
savings and loan associations;
(d) discourage monopolistic practices; (e)
improve technical efficiency of indu~try,
agriculture, and commerce; and (f)
strengthen free labor unions.

2. U.S. Private Trade and Investment
(FAA Sec. G01(b»: Information and
conclusions on how assistance will
encourage u.s. private trade and
investment abroad and encourage private
U.S. participation in foreign assistance
programs (including use of private trade
channels and the services of U.S. private
enterprise).

Yes. Attached.

Assistance will
improve services of .
private sector ~
doctors, clinics and
hospitals, thereby
seeking to achieve
(b). As for (e) the
project will improve
the technical
efficiency of the
health/popul~tion

sector. Assistance,
while not directed
at (a), (c), (d) &
(f) will not have an
inhibiting effect on
same.

The project will
encourage US private
trade abroad and
encourage private US
participation in the
foreign assistance
program by
increasing the use
of contraceptives,
many of which are
manufactured in the
US.

II r ...
V/0
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3. congressional Notification

a. General requirement (FY 1994
Appropriations Act Sec. 515; FAA Sec.
634A): If money is to be obligated for an
activity not previously justified to
Congress, or for an amount in excess of
amount previously justified to Congress,
has Congress been properly notified
(unless the Appropriations Act
notification requirement has been waived
because of substantial risk to human
health or welfare)?

b. Special notification
requirement (FY 1994 Appropriations Act
Sec. 520): Are all activities proposed
for obligation sUbject to prior
congressional notification?

c. Notice of account transfer
(FY 1994 Appropriations Act Sec. 509): If
funds are being obligated under an
appropriation account to which they were
not appropriated, has the President
consulted with and provided a written
justification to the House and Senate
Appropriations Committees and has such
obligation been sUbject to regular
notification procedures?

c. Cash transfers and
nonproject sector assistance (FY 1994
Appropriations Act Sec. 537(b) (3}): If
funds are to be made available in the form
of cash transfer o~ nonproject sector
assistance, has the Congressional notice
included a detailed description of how the
funds will be used, with a discussion of
U.s. interests to be served and a
description of any economic policy reforms
to be promoted?

4. Engineering and Financial Plans
(FAA Sec. 611(a)}: Prior to an obligation
in excess of $500,000, will there be: (a)
engineering, financial or other plans
necessary to carry out the assistance; and
(b) a reasonably firm estimate of the cost
to the U.S. of the assistance?

Yes (State 133534)
CN expired on 18 May
1994.

Yes

N/A

N/A

Appropriate finan
cial and other plans
have been prepared
for this assistance.
The project's finan
cial plan provides a
reasonably firm
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5. Legislative Action (FAA Sec.
611 (a) (2)): If legislative action is
required within recipient country with
respect to an obligation in excess of
$500,000, what is the basis for a
reasonable expectation that such action
will be completed in time to permit
orderly accomplishment of the purpose of
the assistance?

6. Water Resources (FAA Sec.
611(b)): If project is for water or
water-related land resource construction,
have benefits and costs been computed to
the extent practicable in accordance with
the principles, standards, and procedures
established pursuant to the Water
Resources Planning Act (42 U.S.C. 1962, et
seg.)? (See A.I.D. Handbook 3 for
guidelines. )

7. Cash Transfer/Nonproject Sector
Assistance Requirements (FY 1994
Appropriations Act Sec. 537). If
assistance is in the form of a cash
transfer or nonproject sector assistance:

a. Separate account: Are all
such cash payments to be maintained by the
country in a separate account and not
commingled with any other funds (unless
such requirements are waived by
Congressional notice for nonproject sector
assistance)?

b. Local currencies: If
assistance is furnished to a foreign
government under arrangements which result
in t~e generation of local currencies:

(1) Has A.J.D. (a)
required that local currencies be
deposited in a separate account
established by the recipient government,
(b) entered into an agreement with that
government providing the amount of local
currencies to be generated and the terms
and conditions under which the currencies
so deposited may be utilized, and (c)

estimate of the
cost.

N/A

N/A

N/A
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established by agreement the
responsibilities of A.I.D. and that
government to monitor and account for
deposits into and disbursements from the
separate account?

(2) will such local
currencies, or an equivalent amount of
local currencies, be used only to carry
out the purposes of the DA or ESF chapters
of the FAA (depending on which chapter is
the source of the assistance) or for the
administrative requirements of the united
states Government?

(3) Has A.I.D. taken all
appropriate steps to ensure that the
equivalent of local currencies disbursed
from the separate account are used for the
agreed purposes?

(4) If assistance is
terminated to a country, will any
unencumbered balances of funds remaining
in a separate account be disposed of for
purposes agreed to by the recipient
government and the united states
Government?

8. capital Assistance (FAA Sec.
611(e»: If project is capital assistance
(~, construction), and total u.s.
assistance for it will exceed $1 million,
"has Mission Director certified and
Regional Assistant Administrator taken
into consideration the country's
capability to maintain and utilize the
project effectively?

9. MUltiple Country Objectives (FAA
Sec. 601(a»: Information and conclusions
on whether projects will encourage efforts
of the country to: (a) increase the flow
of international trade; (b) foster private
initiative and competition; (c) encourage
development and use of cooperatives,
credit unions, and savings and loan
associations; (d) discourage monopolistic
practices; (e) improve technical
efficiency of industry, agriculture and
commerce; and (f) strengthen free labor
unions.

NjA

See item A.I.

I
I

I!
IIJ
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10. U.S. Private Trade (FAA Sec.
601(b»: Information and conclusions on
how project will encourage U.S. private
trade and investment abroad and encourage
private U.S. participation in foreign
assistance programs (including use of
private trade channels and the services of
U.S. private enterprise).

11. Local currencies

a. Recipient contributions
(FAA Secs. 612(b), 636(h»: Describe
steps taken to assure that, to the maximum
extent possible, the country is
contributing local currencies to meet the
cost of contractual and other services,
and foreign currencies owned by the U.S.
are utilized in lieu of dollars.

b. U.S.-Owned Currency (FAA
Sec. 612(d»: Does the U.S. own excess
foreign currency of the country and, if
so, what arrangements have been made for
its release?

12. Trade Restrictions

a. Surplus commodities (FY 1994
Appropriations Act Sec. 513(a»: If
assistance is for the production of any
commodity for export, is the commodity
likely to be in surplus on world markets
at the time the resulting productive
capacity becomes operative, and is such
assistance likely to cause substantial
injury to U.S. producers of the same,
similar or competing commodity?

b. Textiles (Lautenberg
Amendment) (FY 1.994 Appropriations Act
Sec. 513(c»: will the assistance (except
for programs in Caribbean Basin Initiative
countries under U.S. Tariff Schedule
"section 807," which allows reduced
tariffs on articles assembled abroad from
U.S.-made components) be used directly to

.procure feasibility studies,
prefeasibility studies, or project
profiles of potential investment in, or to
assist the establishment of facilities
specifically designed for, the manufacture

See item A.2.

Host country
contributions are
included in the
financial plan.

No

NjA

No
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for export to the united states or to
third country markets in direct
competition with U.S. exports, of
textiles, apparel, footwear, handbags,
flat goods (such as wallets or coin purses
worn on the person), work gloves or
leather wearing apparel?

13. Tropical Forests (FY 1991
Appropriations Act Sec. 533(c) (3) (as
referenced in section 532(d) of the FY
1993 Appropriations Act}: will funds be
used for any program, project or activity
which would (a) result in any significan~

loss of tropical forests, or (b) involve
industrial timber extraction in primary
tropical forest areas?

14. PVO Assistance

a. AUditing and registration
(FY 1994 Appropriations Act Sec. 568): If
assistance is being made available to a
PVO, has that organization provided upon
timely request any document, file, or
record necessary to the aUditing
requirements of A.I.D., and is the PVO
registered with A.I.D.?

b. Funding sources (FY 1994
Appropriations Act, Title II, under
heading "Private and Voluntary
Organizations"): If assistance is to be
made to a United states PVO (other than a
cooperative development organization),
does it obtain at least 20 percent of its
total annual funding for international
activities from sources other than the
United States Government?

15. projec·t Agreement Documentation
(State Authorization Sec. 139 (as
interpreted by conference report»: Has
confirmation of the date of signing of the
project agreement, inclUding the amount
involved, been cabled to State LIT and
A.I.D. LEG within 60 days of the
.agreement's entry into force with respect
to the United States, and has the full
text of the agreement been pouched to
those same offices? (See Handbook 3,
Appendix 6G for agreements covered by this

No

NIA

II

NIA .

The signing date has
not yet been set.
Upon signature the
documentation will
be forwarded to
Washington and state
LIT and USAID/LEG
will be advised as
appropriate.

/
.l
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provision).

16. Metric System (Omnibus Trade and
competitiveness Act of 1988 Sec. 5164, as
interpreted by conference report, amending
Metric Conversion Act of 1975 Sec. 2, and
as implemented through A.I.D. policy):
Does the assistance activity use the
metric system of measurement in its
procurements, grants, and other
business-related activities, except to the
extent that such use is impractical or is
likely to cause significant inefficiencies
or loss of markets to United States firms?
Are bulk purchases usually to be made in
metric, and are components, subassemblies,
and semi-fabricated materials to be
specified in metric units when
economically available and technically
adequate? will A.I.D. specifications use
metric units of measure from the earliest
programmatic stages, and from the earliest
documentation of the assistance processes
(for example, project papers) involving
quantifiable measurements (length, area,
volume, capacity, mass and weight),
through the implementation stage?

17. Abortions (FAA Sec. 104(f); FY
1994 Appropriations Act, Title II, under
heading "Population, DA," and Sec. 518):

a. Are any of the funds to be
used for the performance of abortions as a
method of family' planning or to motivate
or coerce any person to practice
abortions?

b. Are any of the funds to be
used to pay for the performance of
involuntary sterilization as a method of
family planning or to coerce or provide
any financial incentive to any person to
undergo sterilizations?

c. Are any of the funds to be
made available to any organization or
program which, as determined by the
President, supports or participates in the
management of a program of coercive
abortion or involuntary sterilization?

Yes

No

No

No
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d. Will funds be made available
only to voluntary family planning projects
wllich offer, either directly or through
referral to, or information about access
to, a broad range of family planning
methods and services? (As a legal matter,
DA only.)

e. In awarding grants for
natural family planning, will any
applicant be discriminated against because
of such applicant's religious or
conscientious commitment to offer only
natural family planning? (As a legal
matter, DA only.)

f. Are any of the funds to be
used to pay for any biomedical research
which relates, in whole or in part, to
methods of, or the performance of,
abortions or involuntary sterilization as
a means of family planning?

g. Are any of the funds to be
made available to any organization if the
President certifies that the use of these
funds by such organization would violate
any of the above provisions related to
abortions and involuntary sterilization?

18. cooperatives (FAA Sec. 111):
will assistance help develop cooperatives,
especially by technical assistance, to
assist rural and urban poor to help
themselves toward a better life?

19. U.S.-Owned Foreign Currencies·

a. Use of currencies (FAA Sees.
G12(b), 636(h); FY 1994 Appropriations Act
Sees. 503, 505): Are steps being taken to
assure that, to the maximum extent
possible, foreign currencies owned by the
u.S. are utilized in lieu of dollars to
meet the cost of contractual and other
services.

b. Release of currencies (FAA
Sec. 612(d»: Does the u.S. own excess
foreign currency of the country and, if
so, what arrangements have been made for
its release?

Yes

No

No

No

No

There is no US owned
local currency.

No
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20. Procurement

a. Small business (FAA Sec.
602(a)): Are there arrangements to permit
u.S. small business to participate
equitably in the furnishing of commodities
and services financed?

b. u.s. procurement (FAA Sec.604(a):
Will all procurement be from the U.S., the
recipient country, or developing countries
except as otherwise determined in accord
ance with the criteria of this section?

c. Marine insurance (FAA Sec.
604(d)): If the cooperating country
discriminates against marine insurance
companies authorized to do business in the
U.S., will commodities be insured in the
United States against marine risk with
such a company?

d. Non-U.S. agricultural
procurement (FAA Sec. 604(e»: If
non-U.S. procurement of agricultural
commodity or product thereof is to be
financed, is there provision against such
procurement when the domestic price of
such commodity is less than parity?
(Exception where commodity financed could
not reasonably be procured in U.S.)

e. Construction or engineering
services (FAA Sec. 604(g»): Will
construction or engineering services .be
procured from firms of advanced developing
countries which are otherwise eligible
under Code 941 and which have attained a
competitive capability in international
markets in one of these areas? (Exception
for those countries which receive direct
economic assistance under the FAA and
permit United states firms to compete for
construction or engineering services
financed from assistance programs of these
countries.)

f. cargo preference shipping
(FAA Sec. 603»: Is .the shipping excluded
from compliance with the requirement in
section 901(b) of the Merchant Marine Act

Full & open
competition will
permit all US
businesses to
participate
equitably.

Yes

N/A

N/A

No

No
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of 1936, as amended, that at least
50 percent of the gross tonnage of
commodities (computed separately for dry
bulk carriers, dry cargo liners, and
tankers) financed shall be transported on
privately owned u.s. flag commercial
vessels to the extent such vessels are
available at fair and reasonable rates?

g. Technical assistance
(FAA Sec. 621(a)): If technical
assistance is financed, will such
assistance be furnished by private
enterprise on a contract basis to the
fullest extent practicable? will the
facilities and resources of other Federal
agen'cies be utilized, when they are
particularly suitable, not competitive
with private enterprise, and made
available without undue interference with
domestic programs?

h. u.s. air carriers
(International Air Transportation Fair
competitive Practices Act, 1974): If air
transportation of persons or property is
financed on grant basis, will u.s.
carriers be used to the extent such
service is available?

i. consulting services
(FY 1994 Appropriations Act Sec. 567): If
assistance is for consulting service
through procurement contract pursuant to 5
U.S.C. 3109, are contract expenditures a
mutter of pUblic record and available' for
pUblic inspection (unless otherwise
provided by law or Executive order)?

j. Metric conversion
(Omnibus Trade and competitiveness Act of
1988, as interpreted by conference report,
amending Metric Conversion Act of 1975
Sec. 2, and as implemented through A.I.D.
policy): Does the assistance program use
the metric system of measurement in its
procurements, grants, and other
business-related activities, except to the
extent that such use is impractical or is
likely to cause significant inefficiencies
or loss of markets to United States firms?
Are bulk purchases usually to be made in

Yes

N/A

Yes

Yes

Yes

"
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metric, and are components, subassemblies,
and semi-fabricated materials to be
specified in metric units when
economically available and technically
adequate? Will A.I.D. specifications use
metric units of measure from the earliest
programmatic stages, and from the earliest
documentation of the assistance processes
(for example, project papers) involving
quantifiable measurements (length, area,
volume, capacity, mass and weight),
through the implementation stage?

k. competitive Selection
Procedures (FAA Sec. 601(e»: Will the
assistance utilize competitive selection
procedures .for the awarding of contracts,
except where applicable procurement rules
allow otherwise?

1. Chemical Weapons (FY 1994
Appropriations Act Sec. 569): will the
assistance be used to finance the
procurement of ch€micals that may be used
for chemical weapons production?

21. construction

a. capital project (FAA Sec.
601(d»: If capital (~, construction)
project, will U.S. engineering and
professional services be used?

b. Construction contract (FAA
Sec. 611(c»: If contracts for
construction are to be financed, will they
be let on a competitive basis to maximum
extent practicable?

c. Large projects,
congressional approval (FAA Sec. 620(k»:
If for construction of productive
enterprise, will aggregate value of
assistance to be furnished by the U.S. not
exceed $100 million (except for productive
enterprises in Egypt that were described
in the Congressional Presentation), or
does assistance have the express approval
of Congress?

Yes

No

Not a capital
project (some minor
renovation 
equivalent of
$288,931 - is
planned)

Yes

N/A

!I I\~
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22. U.S. Audit Rights (FAA Sec.
301(d»: If fund is established solely by
u.s. contributions and administered by an
international organization, does
Comptroller General have audit rights?

23. Communist Assistance (FAA Sec.
620(h). Do arrangements exist to insure
that united states foreign aid is not used
in a manner which, contrary to the best
interests of the United states, promotes
or assists the foreign aid projects or
activities of the Communist-bloc
countries?

24. Narcotics

a. Cash reimbursements (FAA
Sec. 483): will arrangements preclude use
of financing to make reimbursements, in
the form of cash payments, to persons
whose illicit drug crops are eradicated?

b. Assistance to narcotics
traffickers (FAA Sec. 487): will
arrangements take "all reasonable steps"
to preclude use of financing to or through
individuals or entities which we know or
have reason to believe have either: (1)
been convicted of a violation of any law
or regulation of the United States or a
foreign country relating to narcotics (or
other controlled substances); or (2)· been
an illicit trafficker in, or otherwise
involved in the illicit trafficking of,
any such controlled substance?

25. Expropriation and Land Reform
(FAA Sec. 620(g»: will assistance
preclude use of financing to compensate
owners for expropriated or nationalized
property, except to compensate foreign
nationals in accordance with a land reform
program certified by the President?

26. Police and Prisons (FAA Sec.
660): will assistance preclude use of
financing to provide training, advice, or
any financial support for police, prisons,
or other law enforcement forces, except
for narcotics programs?

N/A

Yes

N/A

Yes

Yes

Yes

'I
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27. CIA Activities (FAA Sec. 662):
Will assistance preclude use of financing
for CIA activities?

28. Motor Vehicles (fAA Sec.
636(i»: Will assistance preclude use of
financing for purchase, sale, long-term
lease, exchange or guaranty of the sale of
motor vehicles manufactured outside U.S.,
unless a waiver is obtained?

29. Export of Nuclear Resources (FY
1994 Appropriations Act Sec. 506): will
assistance preclude use of financing to
finance--except for purposes of nuclear
safety--the export of nuclear equipment,
fuel, or technology?

30. Publicity or Propaganda (FY 1994
Appropriations Act Sec. 557): will
assistance be used for pUblicity or
propaganda purposes designed to support or
defeat legislation pending before
Congress, to influence in any way the
outcome of a political election in the
united States, or for any publicity or
propaganda purposes not authorized by
Congress?

31. Marine Insurance (FY 1994
Appropriations Act Sec. 531): will any
A.I.D. contract and solicitation, and
subcontract entered into under such
contract, include a clause requiring that
U~S. marine insurance companies have a
fair opportunity to bid for marine
insurance when such insurance is necessary
or appropriate?

32. Exchange for Prohibited Act (FY
1994 Appropriations Act Sec. 533): will
any assistance be provided to any foreign
government (including any instrumentality
or agency thereof), foreign person, or
united States person in exchange for that
foreign government or person undertaking
any action which is, if carried out by the
united States Government, a united States
official or employee, expressly prohibited
by a provision of United States law?

Yes

Yes

Yes

No

Yes

No

II
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33. commitment of Funds (FAA Sec.
635(h)): Does a contract or agreement
entail a commitment for the expenditure of
funds during a period in excess of 5 years
from the date of the contract or
agreement?

34. Impact on U.S. Jobs (FY 1994
Appropriations Act, Sec. 547):

a. will any financial incentive
be provided to a business located in the
U.S. for the purpose of inducing that
business to relocate outside the U.S. in a
manner that would likely reduce the number
of U.S. employees of that business?

b. will assistance be provided
for the purpose of establishing or
developing an export processing zone or
designated area in which the country's
tax, tariff, labor, environment, and
safety laws do not apply? If so, has the
President determiried and certified that
such assistance is not likely to cause a
loss of jobs within the U.S.?

c. will assistance be provided
for a project or activity that contributes
to the violation of internationally
recognized workers rights, as defined in
section 502(a) (4) of the Trade Act of
1974, of workers in the recipient country,
or will assistance be for the informal
~ector, micro or small-scale enterprise,
or smallholder agriculture?

No

No

No

No. In this regard
the FY 93 Embassy
Amman Human Rights
Report for Jordan
has been reviewed.
Project Agreement
will incorporate
standard provisions
barring use of USAID
funds for any
activity
contributing to
violation of any
such restriction.

B. CRITERIA APPLICABLE TO DEVELOPMENT
ASSISTANCE ONLY

1. Agricultural Exports (Bumpers
Amendment) (FY 1994 Appropriations Act
Sec. 513(b), as interpreted by conference
report for original enactment): If
assistance is for agricultural development
activities (specifically, any testing or
breeding feasibility study, variety

NIA
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improvement or introduction, consultancy,
pUblication, conference, or training), are
such activities: (1) specifically and
principally designed to increase
agricultural exports by the host country
to a country other than the United states,
where the export would lead to direct
competition in that third country with
exports of a similar commodity grown or
produced in the united states, and can the
activities reasonably be expected to cause
substantial injury to U.s. exporters of a
similar agricultural commodity; or (2) in
support of research that is intended
primarily to benefit U.s. producers?

2. Tied Aid Credits (FY 1994
Appropriations Act, Title II, under
heading "Economic Support Fund ll

): will DA
funds be used for tied aid credits?

3. Appropriate Technology (FAA Sec.
107): Is special emphasis placed on use
of appropriate technology (defined as
relatively smaller, cost-saving,
labor-using technologies that are
generally most appropriate for the small
farms, small businesses, and small incomes
of the poor)?

4. Indigenous Needs and Resources
(FAA Sec. 281(b»: Describe extent to
which the activity recognizes the
particular needs, desires, and capacities
of the people of the country; utilizes the
country's intellectual resources to
encourage institutional development; and
supports civic education and training in
skills required for effective
participation in governmental and
political processes essential to
self-government.

5. Economic Development (FAA Sec.
lOl(a»: Does the activity give
reasonable promise of contributing to the
development of economic resources, or to
the increase of productive capacities and
self-sustaining economic growth?

N/A

N/A

By reducing UNWANTED
fertility the
project directly
responds to the
needs & desires of
the people. Most
work is executed
thru local people
with training
offered to these
people.

By reducing high
population growth
the Project reduces
demand on scarce
resources enhancing
sustained economic
growth.
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6. special Development Emphases (FAA
Sees. 102(b), 113, 281(a»: Describe
extent to which activity will: (a)
effectively involve the poor in
development by extending access to economy
at local level, increasing labor-intensive
production and the use of appropriate
technology, dispersing investment from
cities to small towns and rural areas, and
insuring wide participation of the poor in
the benefits of development on a sustained
basis, using appropriate u.S.
institutions; (b) encourage democratic
private and local governmental
institutions; (c) support the self-help
efforts of developing countries; (d)
promote the participation of women in the
national economies of developing countries
and the improvement of women's status; and
(e) utilize and encourage regional
cooperation by developing countries.

7. Recipient,country contribution
(FAA Sees. 110, 124(d»: Will the
recipient country provide at least 25
percent of the costs of the program,
project, or activity with respect to which
the assistance is to be furnished (or is
the latter cost-sharing requirement being
waived for a "relatively least developed"
country)?

8. Benefit to Poor Majority (FAA
Sec. 128(b»: If the activity attempts to
increase the institutional capabilities of
private organizations or the government of
the country, or if it attempts to
stimulate scientific and technological
research, has it been designed and will it
be monitored to ensure that the ultimate
beneficiaries are the poor majority?

9. Contract Awards (FAA Sec.
601(e»: Will the project utilize
competitive selection procedures for the
awarding of contracts, except where
~pplicable procurement rules allow
otherwise?

10. Disadvantaged Enterprises (FY
1994 Appropriations Act Sec. 558): What
portion of the funds will be available

(a) The clinics
supported by the
Project represent
most regions of the
country and serve
all women {children
at little cost.
(b) N/A
(c) N/A
(d) By reducing
pregnancies women
will be more
available to
participate in the
economy.
(e) N{A

Yes

"

Yes

Yes

Approximately 5% is
specifically
identified for Gray

II A,{
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only for activities of economically and
socially disadvantaged enterprises,
historically black colleges and
universities, colleges and universities
having a student body in which more than
40 percent of the students are Hispanic
Americans, and private and voluntary
organizations which are controlled by
individuals who are black Americans,
Hispanic Americans, or Native Americans,
or who are economically or socially
disadvantaged (including women)?

11. Biological Diversity (FAA Sec.
119{g): Will the assistance: (a) support
training and education efforts which
improve the capacity of recipient
countries to prevent loss of biological
diversity; (b) be provided under a
long-term agreement in which the recipient
country agrees to protect ecosystems or
other wildlife habitats; (c) support
efforts to identify and survey ecosystems
in recipient countries worthy of
protection; or (d) by any direct or
indirect means significantly degrade
national parks or similar protected areas
or introduce exotic plants or animals into
such areas?

12. Tropical Forests (FAA Sec. 118;
FY 1991 Appropri~tions Act Sec. 533{c) as
referenced in section 532{d) of the FY
1993 Appropriations Act) :

a. A.I.D. Regulation 16: Does
the assistance comply with the
environmental procedures set forth in
A.I.D. Regulation 16?

b. Conservation: Does the
assistance place a high priority on
conservation and sustainable management of
tropical forests? Specifically, does the
assistance, to the fullest extent
feasible: (I) stress the importance of
conserving and sustainably managing forest
resources; (2) support activities which
offer employment and income alternatives

Amendment firms
(external evalua
tions). Addition
ally, any contract
entered into under
this project
exceeding $500,000
shall contain a
provision requiring
that no less than
10% of the dollar
value of the con
tract be subcon
tracted to Gray
Amendment entities.

No

'I

N/A (A categorical
exclusion from
formal environmental
review for this .
Project has been
granted and approved
on October 27,
1993.)

II
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to those who otherwise would cause
destruction and loss of forests, and help
countries identify and implement
alternatives to colonizing forested areas;
(3) support training programs, educational
efforts, and the establishment or
strengthening of institutions to improve
forest management; (4) help end
destructive slash-and-burn agriculture by
supporting stable and productive farming
practices; (5) help conserve forests
which have not yet been degraded by
helping to increase production on lands
already cleared or degraded; (6) conserve
forested watersheds and rehabilitate those
which have been deforested; (7) support
training, research, and other actions
which lead to sustainable and more
environmentally sound practices for timber
harvesting, removal, and processing; (8)
support research to expand knowledge of
tropical forests and identify alternatives
which will prevent forest destruction,
loss, or degradation; (9) conserve
biological diversity ih forest areas by
supporting efforts to identify, establish,
and maintain a representative network of
protected tropical forest ecosystems on a
worldwide basis, by making the
establishment of protected areas a
condition of support for activities
involving forest clearance or degradation,
and by helping to identify tropical forest
ecosystems and species in need of
protection and establish and maintain
appropriate protected areas; (10) seek to
increase the awareness of U.S. Government
agencies and other donors of the immediate
and long-term value of tropical forests;
(11) utilize the resources and abilities
of all relevant U.S. government agencies;
(12) be based upon careful analysis of the
alternatives available to achieve the best
sustainable use of the land; and (13)
take full account of the environmental
impacts of the proposed activities on
biological diversity?

c. Forest degradation: will
assistance be used for: (1) the
procurement or use of logging equipment,
unless an environmental assessment

'II
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indicates that all timber harvesting
operations involved will be conducted in
an environmentally sound manner and that
the proposed activity will produce
positive economic benefits and sustainable
forest management systems; (2) actions
which will significantly degrade national
parks or similar protected areas which
contain tropical forests, or introduce
exotic plants or animals into such areas;
(3) activities which would result in the
conversion of forest lands to the rearing
of livestock; (4) the construction,
upgrading, or maintenance of roads
(including temporary haul roads for
logging or other extractive industries)
which pass through relatively undergraded
forest lands; (5) the colonization of
forest lands; or (6) the construction of
darns or other water control structures
which flood relatively undergraded forest
lands, unless with respect to each such
activity an environmental assessment
indicates that the activity will
contribute significantly and directly to
improving the livelihood of the rural poor
and will be conducted in an
environmentally sound manner which
supports sustainable development?

d. sustainable forestry: If
assistance relates to tropical forests,
will project assist countries in
developing a systematic analysis of the
appropriate use of their total tropical
forest resources, with the goal of .
developing a national program for
sustainable forestry?

e. Environmental impact
statements: will funds be made available
in accordance with provisions of FAA
section 117(c) and applicable A.I.D.
regulations requiring an environmental
impact statement for activities
significantly affecting the environment?

13. Energy (FY 1991 Appropriations
Act Sec. 533(c) as referenced in section
532(d) of the FY 1993 Appropriations Act):
If assistance relates to energy, will such
assistance focus on: (a) end-use energy

NjA
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efficiency, least-cost energy planning,
and renewable energy resources, and (b)
the key countries where assistance would
have the greatest impact on reducing
emissions from greenhouse gases?

14. Debt-for-Nature Exchange (FAA
Sec. 463): If project will finance a
debt-for-nature exchange, describe how the
exchange will support protection of: (a)
the world's oceans and atmosphere, (b)
animal and plant species, and (c) parks
and reserves; or describe how the exchange
will promote: (d) natural resource
management, (e) local conservation
programs, (f) conservation training
programs, (g) pUblic commitment to
conservation, (h) land and ecosystem
management, and (i) regenerative
approaches in farming, forestry, fishing,
and watershed management.

15. Deobligation/Reobligation
(FY 1994 Appropriations Act Sec. 510): If
deob/reob authority is sought to be
exercised in the provision of DA
assistance, are the funds being obligated
for the same general purpose, and for
countries within the same region as
originally obligated, and have the House
and Senate Appropriations Committees been
properly notified?

16. Loans

a. Repayment capacity (FAA Sec.
122(b»: Information and conclusion on
capacity of the country to repay the loan
at a reasonable rate of interest.

b. Long-range plans (FAA Sec.
122(b»: Does the activity give
reasonable promise of assisting long-range
plans and programs designed to develop
economic resources and increas~ productive
capacities?

c. Interest rate (FAA Sec.
122(b»: If development loan is repayable
in dollars, is interest rate at least 2
percent per annum during a grace period
which is not to exceed ten years, and at

N/A

N/A

N/A

'I
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least 3 percent per annum thereafter?

d. Exports to United states
(FAA Sec. 620(d»: If assistance is for
any. productive enterprise which will
compete with u.S. enterprises, is there an
agreement by the recipient country to
prevent export to the U.S. of more than 20
percent of the enterprise's annual
production during the life of the loan, or
has the requirement to enter into such an
agreement been waived by the President
because of a national security interest?

17. Development Objectives (FAA
Sees. 102(a), 111, 113, 281(a»: Extent
to which activity will: (1) effectively
involve the poor in development, by
expanding access to economy at local
level, increasing labor-intensive
production and the use of appropriate
technology, spreading investment out from
cities to small towns and rural areas, and
insuring wide participation of the poor in
the benefits of development on a sustained
basis, using the appropriate U.S.
institutions; (2) help develop
cooperatives, especially by technical
assistance, to assist rural and urban poor
to help themselves toward better life, and
otherwise encourage democratic private and
local governmental institutionsj (3) .
support the self-help efforts of
developing countriesj (4) promote the
participation of women in the national
economies of developing countries and the
improvement of women's'statusj and (5)
utilize and encourage regional cooperation
by developing countries?

18. Agriculture, Rural Development
.and Nutrition, and Agricultural Research

(FAA Sees. 103 and 103A):

a. Rural poor and small
farmers: If assistance is being made
available for agriculture, rural
development or nutrition, describe extent
to which activity is specifically designed
to increase productivity and income of
rural poorj or if assistance is being
made available for agricultural research,

See item B.6.

N/A

'I

-
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has account been taken of the needs of
small farmers, and extensive use of field
testing to adapt basic research to local
conditions shall be made.

b. Nutrition: Describe extent
to which assistance is used in
coordination with efforts carried out
under FAA section 104 (Population and
Health) to help improve nutrition of the
people of developing countries through
encouragement of increased production of
crops with greater nutritional value;
improvement of planning, research, and
education with respect to nutrition,
particularly with reference to improvement
and expanded use of indigenously produced
foodstuffs; and the undertaking of pilot
or demonstration programs explicitly
addressing the problem of malnutrition of
poor and vulnerable people.

c. Food security: Describe
extent to which activity increases
national food security by improving food
policies and management and by
strengthening national food reserves, with
particUlar concern for the needs of the
poor, through measures encouraging
domestic. production, building national
food reserves, expanding available storage
facilities, reducing post harvest food
losses, and improving food distribution.

19. Population and Health (FAA Secs.
104(b) and (c)): If assistance is being
made available for population or health
activities, describe extent to which
activity emphasizes low-cost, integrated
delivery systems for health, nutrition and
family planning for the poorest people,
with particUlar attention to the needs of
mothers and young children, using
paramedical and auxiliary medical
personnel, clinics and health posts,
commercial distribution systems, and other
modes of community outreach.

,
I

As a comprehensive
postpartum program
the project is
dedicated to
providing low-cost,
integrated mother
baby prenatal,
natal, and post
natal care and
family planning
services at selected
hospitals and
clinics which
deliver the vast
majority of new
borns.
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20. Education and Human Resources
Development (FAA Sec. 105): If assistance
is being made available for education,
public administration, or human resource
development, describe (a) extent to which
activity strengthens nonformal education,
makes formal education more relevant,
especially for rural families and urban
poor, and strengthens management
capability of institutions enabling the
poor to participate in development; and
(b) extent to which assistance provides
advanced education and training of people
of developing countries in such
disciplines as are required for planning
and implementation of public and private
development activities.

21. Energy, Private Voluntary
organizations, and Selected Development
Activities (FAA Sec. 106): If assistance
is being made available for energy,
private voluntary organizations, and
selected development problems, describe
extent to which activity is:

a. concerned with data
collection and analysis, the training of
skilled personnel, research on and
development of suitable energy sources,
and pilot projects to test new methods of
energy production; and facilitative of
research on and development and use of
small-scale, decentralized, renewable
energy sources for rural areas,
emphasizing development of energy
resources which are environmentally
acceptable and require minimum capital
investment;

b. concerned with technical
cooperation and development, especially
with u.s. private and voluntary, or
regional and international development,
orga.nizations;

c. research into, and
evaluation of, economic development
processes and techniques;

d. reconstruction after natural
or manmade disaster and programs of

N/A

N/A

II
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disaster preparedness;

e. for special development
problems, and to enable proper utilization
of infrastructure and related projects
funded with earlier U.S. assistance;

f. for urban development,
especially small, labor-intensive
enterprises, marketing systems for small
producers, and financial or other
institutions to help urban poor
participate in economic and social
development.

22. Capital projects (Jobs Through
Export Act of 1992, Sees. 303 and 306{d»:
If assistance is being provided for a
capital project, is the project
developmentally sound and will the project
measurably alleviate the worst
manifestations of poverty or directly
promote environmental safety and
sustainability at the community level?

NIA

"
C. CRITERIA APPLICABLE TO ECONOMIC SUPPORT

FUNDS ONLY

1. Economic and Political Stability
(FAA Sec. 531(a»: will this assistance
promote economic and political stability?
To the maximum extent feasible, is this
assistance consistent with the policy
directions, purposes, and programs of Part
I of the FAA?

2. Military Purposes (FAA Sec.
531(e»: will this assistance be used for
military or paramilitary purposes?

3. Commodity GrantslSeparate
Accounts (FAA Sec. 609): If commodities
are to be granted so that sale proceeds
will accrue to the recipient country, have
Special Account (counterpart) arrangements
been made? (For FY 1994, this provision
is superseded by the separate account
requirements of FY 1994 Appropriations Act.
Sec. 537(a), see Sec. 537{a)(5).)

NIA

N/A

N/A

N/A

II
'I '7
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4. Generation and Use of Local
currencies (FAA Sec. 531(d»: Will ESF
funds made available for commodity import
programs or other program assistance be
u~ed to generate local currencies? If so,
will at least 50 percent of such local
currencies be available to support
activities consistent with the objectives
of FAA sections 103 through 106? (For FY
1994, this provision is superseded by the
separate account requirements of FY 1994
Appropriations Act Sec. 537(a), see Sec.
537(a)(5).)

5. capital projects (Jobs Through
Exports Act of 1992, Sec. 306, FY 1993
Appropriations Act, Sec. 595): If
assistance is being provided for a capital
project, will the project be
developmentally-sound and sustainable,
i.e., one that is (a) environmentally
sustainable, (b) within the financial
capacity of theqovernment or recipient to
maintain from its own resources, and (c)
responsive to a significant development
priority initiated by the country to which
assistance is being provided. (Please
note the definition of "capital project"
contained in section 595 of the FY 1993
Appropriations Act. Note, as well, that
although a comparable provision does not
appear in the FY 94 Appropriations Act,
the FY 93 provision applies to, among
other things, 2-year ESF funds which could
be obligated in FY 94.)

N/A

N/A
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Projeot Looatlon~ Jordan

ProJ~ot Title/IDI Comprehen~!ve Post Par tum (crr) Project (27B-O~93)

LOP: US $11 million

Funding (Fiscal Year and, amount): FY 93 US $3 million.

~nvlrohmental Conbideratiotl prepar.d byt Abdullah Ahm~d

The CP~ Proj9ct lncludoo a wid~ rangg of t~ahnlcal assistance
actlvltle~ tOI trnin physician-nurse teams in comprehen$lve post
partum fa~11y plfthnlng COUh80111nq and service delivery technl~uesl
establish co~prehen8iv8 post partum lervicQ centers in '91ect.d
pUblic and prlv8t~ lector hOGpitall; improve ante and postnatal carel
improvQ the availability of effeotive oontrao.~tive method., train
fa~lly planning coun~clorg; improve breaBtte~dlng praotlcesl and
develop intormation81 ond educational mOgga~eB emphas!zinq maternal
health ~nd ohild epacinq. The ~roje~t will conduot pro9~ammatio ~nd

olinioal re~~atch to improve the quality ot ante and post part~m
,~rvic@1 d~liv~ry. Fi"ally, the prOjQC! will .upport ml~or interior

t· rIA' ;!f!Qvat!0tLSL..e!iniQ.....tAa.ilJ..tJe.!' {•. 9· P "aolng pinlt".fOi1wililililr-
~r'4i{ oon<\mO~er81 _rep~rntinqt €l!'£.) " , - -"

Th.8Q activities will not have direct etteet on thA naturAl or
phyBlcal e"vironment and qualifY for cateqorlcel exolusion from
torm~l enviranmental review an~ ther.'ore, no further envlronment~l

impaot ft$8e9srnent i& r~quired. This ~~oluBion is QU311f1~d under the
provision. ot Requlation 16. section 21~. 2 (0) (2) (ViH'a2(') I::J
Mission Oeolslpnt ~~~

Approvod; --r:- . flalakr l-;hnan
Dlraotor, Office of
Population andromul·7;

Date I /0 ).. :''' J
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ANNEX· I.E

CONDITIONS AND COVENANTS

A Conditions Precedent to Disbursement

1. First Disbursement: Prior to the first disbursement under the Grant, or to the
issuance by AID of documentation pursuant to which disbursement will be
made the Grantee will, except as the Parties may otherwise agree in writing,
furnish to AID in form and substance satisfactory to AID:

(a) An opinion of counsel acceptable to AID that this Agreement has been
duly authorized and/or ratified by, and executed on behalf of, the
Grantee, and that it constitutes a valid and legally binding obligation
of the Grantee in accordance with all of its terms; and

(b) A statement of the name of the person holding or acting in the office
of the Grantee specified in Section 8.2, and of any additional
representatives, together with a specimen signature of each person
specified in such statement.

(c) The name of the full time Project Director, who will serve as
counterpart to the Project Contractor staff. The Grantee agrees to
designate this person as an additional representative as provided for
in Section 8.2.

B. Covenants

1. Project staffin&: The Grantee covenants to provide or seek to have provided
(for the NGOs) all core staff essential for the CPP centers and for the
implementation of this Project, on a timely basis, and to release candidates
selected for training promptly upon notification of training courses and ~ates.

2. . Training: The Grantee covenants to ensure, that, upon completion of training,
all staff will be retained in positions for which they were trained during

3. Project Evaluation: The parties agree to establish an Evaluation Program as
a part of this Project. Except as the Parties may otherwise agree in writing,
the program will include, during the implementation of the Project:

(a) Evaluation of progress toward attainment of the objectives of the Project;

(b) Identification and evaluation of problem areas or constraints which may
inhibit such 'attainment;



(c) Assessment of how such information may be used to help overcome such
problems; and

(d) Evaluation, to the degree feasible, of the overall development impact of
the Project.
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ANNEXI.F.

ROYALMEDICAL SERVICE RATIONALE

Project Paper for Comprehensive Postpartum Project-;p
John R. poWer~~1\ID/Jordan RLA

Royal Medical Service Rationale - Primary Purpose is
Economic 1\ssistance

October 28, 1993

1\ccording to the Project Paper, the Comprehensive Postpartum
Project will include assistance tb three military hospitals. Those
hospitals are the King Hussein Medical Center in Amman, the
Military 1I0spita~ in Irbid, and the Princess Hayya Hospital in
Aqaba. These hospitals are all part of the Royal Medical Service
(RMS), which run~ the military hospitals in Jordan.

The project will provide assistance to establish comprehensive
pregnancy counseling, ante and post natal care, and family planning
information and services in a comprehensive and integrated manner.
More particularly, the assistance will consist of three components:
i) a service delivery component, ii} a training component; and iii)
an (IEC) information, education and communications component.

Under the service delivery component, facilities will be
upgraded at twelve selected sites (eleven hospitals and one
clinic), including the above-named three military hospitals, to
provide the appropriate space and equipment for comprehensive
postpartum services and to make the project centers attractive to
users. To varying degrees, USAlD will provide petitions, paint,
plaster, clinical and other equipment for counseling and providing
services at the twelve sites. The cost of renovation at King
Bussein Medical Center is anticipated to be $37,000, and on average
$12,'000 at the other sites. Standardized clinical and educational
equipment and furniture will be provided at the sites, the amount
of which is to be based on the number of examining rooms at each
center and the number of deliveries at the site.

The training component will not only train the obstetric and
pediatric staffs of the twelve project hospitals in family planning
but will reach beyond them in an effort to ensure that the project
concept is thorough iy integrated into the Jordanian medical system.
The project's trainihg sites will be located in the country's major
teaching hospitals. Up to 2 physician/nurse teams will receive

tiS Am/AMlm I<' AN I'MlIA~~Y, lFI.: 11211111', FAX: 1120143, P.O.bOX ~S<t AMMAN·JORIlAN
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training in the U. S. or a tlli rd country.
personnel support will be provided.

No salaries or other

The lEC component will seek to inform the general pUblic of
the benefits of the new comprehensive postpartum approach and
encourClge effective contraceptive use. It will use the mass media
and interpersonal communications though community-based NGO's and
other systems and develop innovative materials.

The reason for including the military medical facilities in
the project is thClt they provide substantial medical services to
the civilian population, in addition to the uniformed men and their
fClmilies. Regarding the Princess lIayya Hospital in Aqaba, it is
worth noting that there is no civilian hospital in Aqaba.
consequently, all medical services to the civilian population in
1\qaba covered by the government health scheme are provided by this
military hospital. In addition, between 40 and 60 per cent of the
clients at the military hospitals in Amman and Irbid are civilians
covered by the government health scheme. 1\lso public institutions,
such as the Royal Jordani~n, civil Aviation Authority and
Telecommunications 1\uthority, have all agreements with the RMS
provide health c~re services to the employees and their families.

The mili tary ·hospi ta Is currently do not have comprehensive
postpartum programs and do not bUdget for these items. 'I'hus, no
subsidy to the military budget is involved. The beneficiaries of
the project will be mostly mothers and cllildren from the civilian
population but will also include some uniformed women and their
children. Note that only less than 10 per cent of the uniformed
personnel are women in Jordan.

QUESTION

Is the involvement of three military hospitals in the project
legally permissible?

CONCLUSION

Yes. 1\s the primary purpose of the assistance to be provided
by this project is economic, the involvement of three military
hospitals in the project is legally permissible.

DISCUSSION

(1) Legal Standards

Section 5Jl(e) of the foreign Assistance 1\ct provides that ESF
funds "shall be available only for economic programs and may not be
used for mili tary or parami 1 i tary purposes. /\.1. D. Handbook 1B, 4d
states that II [e]conomic assistance funds may not be used to finance
any goods and services when the primary purpose of such assistance
is to meet military r~quiremellts of the cooperating country. There
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is no exception to this policy."

1\s stated in Gener;')l Counsel (GC) opinions, the basic test is
the pr imnry purpose of the assistance. In practice this is
essentially a two stage test. The primary purpose of the project
itself must be consistent with the purposes of Part I of the FAA.
Then, wi th respec t to the procurement of goods and services, as
stated in JIB 10: "given the objective facts surrounding a
transaction," the crucinl fnctor in determining eligibility for
1\. I. D. [int1ncing is whether" the purpose of the funding at the time
of the transaction is to provide economic or military assistance."

If the purpose of '" project is consistent w.ith Part I, the
militury mny be used to implement the project if that is the most
pract ica 1 method or if the use of the mil i tary is desirable in
furthering economic nssistance purposes as set forth in Part I.

l\sf:luming military parl:ic.ipation in implementation, goods or
serv ices must not be essent ia lly m1 1 i tary in nature or specif ically
designed for military use and the military must not be the primary
bener ic inry of the project or of specif ic goods or training
provided. .

General Counsel opinions have concluded that family planning
activities which provide benefits to military personnel and their
dependents may be financed from the economic assistance accounts
when the primary purpose of the project is to address a country's
fnmi ly planning needs and benef i ts where provided to mili tary
personnel ns part of a broader nationwide program available to the
general popula tion of the country. 1\ recent 1988 General Counsel's
opinion concluded tha t prov icling condoms to the Tanzanian People's
Defense Force as par t of the 'Tanzanian National 1\IDs Control
Program is economic assistClnce.

(2) 1\pplication

The primar:y purpose of this project - to increase the number
of women initiating and sustaining use of effective contraceptive
methods during the postpartum period is clearly within the
purposes of Part I of the Fl\1\ and Section 104 in partiCUlar. with
respect to the procurement of goods and services, the purpose of
1\. I. D. funding is just as clearly to provide economic assistance as
the project is directed at postpartum family planning.

The goods and services to be procured with project funding-
the services, training and information, education and
communications are not essentially military in nature or
specifically designed for military use. The hospital renovation
planned, it is worth sta t ing here, is 1 imi ted to providing the
appropriate space and equipment for comprehensive postpartum
services and to mak.e ~he project centers attractive to users.
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Note here that a centrally funded Cooperating Agency, the
Associatio~ for Voluntary Surgical contraception, has had a long
standing relationship and agreement with the Hoyal Medical Service
to provide surgical contraception services through the King Hussein
Medical Center and its affiliated clinics in Amman under their
Cooperative Agreement with AID/Washington.

The military, given that the three military hospitals at issue
provide substantial medical services to the civil popUlation and
that less than 10% of the uniformed personnel are women, will not
be the primary beneficiary of the project or of the specific goods
and services to be provided.

In summary the. primary purpose of the assistance to be
provided by this project is economic, and the involvement of five
military hospitals in the project is legally permissible.
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NARRATJVE:SUMMARY ..

Sector Goal:
To r.duce fertility.

Proj_t Pazpo.e:
To 1Dcrease the nlBber of _n
initlat1nl the uae of .ff.ctlve
contrac.pti__thods dur1nl and
aft.r the postp.rtUlll period.

0ut:puU:
A. SerY:I.ce Dell_rx
1. EXPansion ot Contr.ceptive Mix

2. Family PlannLna Counseling and
S.rvice Delivery Av.il.bility

3. Comprehen.lv. Postp.rtum S.rvic.
Protocol

4. R.ferral/Follow-up System

s. Family PlannLna Knovled.e, Attltud••
and Practices

OBJECTlVELY.VERlF'lABLE:·(····
···.. ··:INDICATORS< :. : .

D.cr.... 1n tot.l fertility r.te.

ID4 of Proj~ Sut1Is:
Incr•••• the maber of _ r.turn1nl
for pO.tp.rtlB c.r. from 6X to 60X .t
CPP ProJ.ct .1t•••Iner.... 1n the r.t. of IlOdern
cODtr.c.pti" acc.ptanc. amaDI
po.tp.rtlB vaman participat1nl 1n the
cpp proJ.ct to SOX.

Incr.... 1n cantr.captlve pr-.lenc.
r.t. from 26.9X to 33.9X amaDI
curr.ntly ..rrl.d women.

1Iaplt:ude of 0IatpItta:

1. Tva aclclitional cODtr.c.ptl...
method. off.r.d to postpartlB _.

2. 12 compr.henslve po.tp.rtlB .ite.
••t.bU.hed.

2b Incr.... 1n the r.t. of IDOclern
contr.c.ptlve acc.ptanc. amana _n
p.rtlcipatlna in the CPP proj.ct to
SOX.

3 . Standardis.d auid.lin.s and
checkll.t of .ervlc•• /couns.l1n&
dev.loped for:

-prenat.l vl.lt.
-d.li"ry/pr.dl.charae c.r.
-postp.rtum vl.lts

•. Referr.l/Follow-up System developed
and put 1nto oper.tlon.

5. Improved knovleda., .ttitude. and
pr.ctices of h••lth provider. .t CPP
.1te•.

··'U>MEANS ••OF.VERIFICATlON•••.:.••·•.·>······

MOB aaaual .t.ti.tlc., Canaua data
na.olraphlc aDd He.lth .urvey.
5_1. SUX"NY.

MOB anaual .t.tl.tic.
Evaluations .
a..e.rch and .urv.y re.ult.

1. Approv.l recei_d from MOB.

2. MOB annual .t.tlstic., project
proaress report., b•••lina
surv.ys,.ite vi.it••

3. Receipt of luideline. and
ch.cklist•.

•. Completed forms ,MIS r.port•.

5. lAP b••el1ne and follow-up .urveys.

IMPORTANT ASSUMYI'IONS·.

Politic.l .t.bility aDd cont1Duad
support for birth .pac1nl.

a.,istr.tion of Rorplant aDd Depo
Prov.r. completed expeditiously.

Cooper.tion between pr~ry, secondary,
terti.ry level. of .ervice provider•.
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Outputa: (_t)
5. Continuity of Car.

6. Medical Records and HaDaa_nt
InfoDDation Syst... Suppon

7. Pro.r_tic a.search

8. MonitorlDl System

•. ~ra'n'~
1.ompre~~iYe Postpartum S.rvic.s

Curriculum

2. TralnlDl of Train.rs

3. TralnlDl Sites

4. Staff Development (clinical,
co~elina, mana.ement)
-OB/GYMs
-Pediatriciana
-Nur.e. (all l.vels)
-Midwive.
-Health Educators
-Kana.ers

5. Medical, Nursina and HidW1.fery
Student Orientation

6. Observation of Postpartum Projects
Abroad

7. Trainina in New Contraceptive
Technique. (IPPI and Norplant)

8. Health Education Traln1.na

IIap1.tuIIe of Oat:pata: (~)
5. Haternal and Child Health Booklet

developed and put 1nto operat1.on.

6. c:a.puterlaed appo1nt8ellt and records
_._t .yst_ 1.nstallee! 1n all
CPP centers.

7a At lea.t 6 PCOCr....t1.c re.earch
projects cODducted.

7b Widespread dlas_1natlon and
utll1.aat1on of f1JllllDl••

8. Oaao1na perfoaaance of CPP cent.r.
_U:or.d.

i. CurrlculUIII dea1aned.

2. 24 MDs certified •• '.cpp TOTs.
18 nurae./midwive. t:~ifiR as CPP
TOT.. .
8 health educators certified as CPP
TOTs

3. 5 tra1n1na slt•••stabU.hed.

4. CPP tra1n1na received by:

-at l.ast 300 OB/GYMs
-at least 240 ped1.atric1.ans
-at l.ast 320 nurs.s
-at l.a.t 280 mldwive.
-at l.ast 20 health educators
-at least 1 manaaer./cent.r

5. All student. 1n participat1na
ho.pitals orient.d 1n comprehe~ive

po.tpartUIII approach to ..ternal and
child health care.

6. At lea.t 8 people ob.erve po.tpartum
.lte•.

7. At l.ast 15 Ob/G~ and MidWives
trained 1.n IPPI: 1 Ob/G)'D and 1
midwife 1.n Norplant lnaertlor and
removal.

8. 3 HOB central health .ducation .taff
trained.

5. Rec.1.pt of Pauport, MIS r-sHlrt••

6. Site vi.it., project pro.r.ss
r-sHlrts.

7. Re!l.arch r.port., obs.rvation,
1ntervi_s with health
prof.ssionals.

8. MonitorlDl/Pollov-up a••••..-nt.
and r-sHlrt••

1. Recelpt of curriculum.

2. TOT tralnlDl records, proj.ct
pro.r.ss r.ports.

3. TralnlDl records, proj.ct pro.res.
r-sHlrts.

4. Tra1nlDl records, project pro.res.
report•.

5. traln1na report., project pro.r••s
report•.

6. trip report•.

7. trip report., lnitiation of IPPI
servlces at all traln1na sites,
1nitiation of Norplant at'JOB.

8. R.port on IEC pro.r__._t
trainlDl, report on material.
development tra1nlna.
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c. Wo--t;~!D!l ---riU-1. Tvo-p.rt~uc.ti.ona ookIet

2. Educ.tional &Dd Promotional Haterial

3. Hass Medi. Promotion

4. Outr••ch

5. He.lth Educ.tion

lDputa:
Service Delivery
Tr.in1n&
lEC
Ev.luation
Audit
Project Mana.ament
Contius_nc,.

1. Bookl.t. produced.

2a Haterial. on birth .pac1.D& !D!l
contr.cepti__thode in us. at CPP
.ite••

2b At l ...t 2 promotioual ..t.rial.
produc.d.

2c 3 .ideo. produc.d.

3. At l.aat 5 TV .pots &Dd 5 radio
.pot. d....loped and air.d. .t lea.t
4 ad_rti._nt. in new.paper. and
.....ine••

4. At lea.t 5000 people r.ached throuah
outreach in catdDeftt .r.a of e.ch
CPP Canter. .

5. ODe he.lth .clue.tor at .ach CPP
Centar.

~bIde ($DOh.}
~
1,598

2,146
575
250
875
550

11,000

1. Bookl.t. available at CPP .ite••
Site .l.lt••

2. Cople. of ..t.rlal. vl.lbl. at CPP
.It•• , ob••rvatlon of patient
education ••••lons, dl.trlbution
plan for ..t.rlal. dl....1D&tlon.

3. Video and .udlo ca•••tt•• of .pot••
broadc..t report.. cople. of
new.paper and .....ina ad••

4. Ilaport. of outr.ach actl.ltie••

5. Ob.ervatlon at CPP .ita., job
d••criptions, .upervlaOry check
llat.

T.chnical •••i.tance r.port•.
Involc•••
Fi.ld ob••rvatlons.
Evaluation r.port•.
AID audit•.
Quart.rl,. r.port. from &rante.. &Dd
cooperat1n& ..enci••.

Bo reli&iou. or politic.l oppo.ition to
use of _ •• _di. e'1'V &Dd r.dio) for
birth .p.c1ll& _ .

Contl.nu.d .xistence of MOB r.lloual
health .ducatlon .taff.

Inputs .v.ilabl. on • ttmel,. b••is.
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TABLE 208.

Technical Assistance Person Months

lECHNICAL ASSISTANCE
PERSON MONlHS (PM)

Componentl
PosIUon

Year 1 Year 2 Year 3 Year" YearS Total

General Management/ 12 12 12 12 0 48
Senior Resident Advisor

Population Fellow 12 12 0 0 0 24

Training/Consultant 6 6 0 0 0 12

TOTAL 30.00 30.00 12.00 12.00 0.00 84.00

Service Delivery/Consultant 1.25 .15 2
for Protocol standardization

Service Delivery/ 1 .5 .s 2.0
Information system expert

Trainmg/RefresherTrainmg 1 2 2 5

IECIAssistance with start-up 4 4 3 3 1 15
and development of videos

Research/Assistance With .25 2 2 2 2 8.25
design and implementation
of subprojects; semmars

Evaluation/Assistance with .5 .5 1 2.0
postpartum baseIme and
continuation rate study

TOTAL 8.00 7.25 7.50 5.50 6.00 34.25



TECHNICAL ASSISTANCE
PERSON MONTHS (PM)

Component/
Position

..... .••..•••... <

Year 1 Year 1 Year 3

..

Year 4 YearS

., .

Total

.................

General Management/
Senior in-country advisor

USAID Project Manager

Service Delivery/
Information System
Consultant

12

12

4

12

12

1

12

12

.s

12

12

.s

12

12 60

6

IEC
Research
Evaluation

TOTAL 43.00 48.00 40.50 36.50 36.00 205.00

General Management! U.S.
based project backstop

General Management/
accountant

General Management/
Secretary

General Management/
.messenger

TOTAL

12

6

6

6

30.00

6

12

12

12

42.00

6

12

12

12

42.00

6

12

12

12

42.00

6

12

12

12

42.00

36

54

54

198.00
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ANNEXll.C.

TECIINICALEXHIBITS

Service Delivery Component

A. Facilities Upgrading

Each of the five health channels (MOH, RMS, JUH, Islamic Hospital and the Soldier's
Welfare Society) has agreed to provide dedicated space comprehensive postpartum services
can be provided for mothers and infants. The CPP Project will provide partitions, paint,
plaster, clinical and other equipment necessary to upgrade the space and to improve the
quality of services.

CPP Trainin& Centers:
Residents of pediatrics and Ob/Gyn as well. as students or nursing midwifery and medicine
will be trained as they rotate through one of five CPP training sites. Current Ob/Gyn and
pediatric specialists also will receive training at one of the five training sites. Some of the
dedicated space at these training sites will require significant special petitioning. For
example, the King Hussein Hospital in Amman will serve as the central training point for
almost all RMS doctors, residents, nurses and midwives as well as for students of medicine,
nursing and midwifery. In order to accommodate this number of trainees plus the large
number of postpartum returnees expected at King Hussein Hospital, the cost of renovation
is anticipated at S 37,000. Within the MOH system, AI- Bashir Hospital will serve as the
main training center for the same kind of type of resident, student and staff. The cost of .
renovating the space is estimated at S40,000 of which the MOH will contribute 50 per cent.

JUH agreed to pay all the costs of renovating its CPP space if USAID provided a much
needed neonatal monitor for teaching purposes. The cost of upgrading the space at the
other two CPP training sites is estimated at S 15,000 each.

CPP Service Centers:
In addition to the five training centers, postpartum information and services will be provided
at an additional four MOH and two RMS hospitals, as well as plus one NGO Clinic
(Soldiers Welfare Society in Zarqa). The cost of renovating the MOH and RMS Hospitals
to establish CPP centers is estimated to cost on average S12,000. The cost at the Soldiers
Welfare Center for establishing a CPP center is S45,OOO si,nce it will be necessary to extend
an existing room.

It should be remembered that the Soldier's Welfare Society facility will be offering
postpartum care for more than 10,000 mothers being delivered at the overcrowded MOH
and RMS hospitals in Zarqa. The Society has assured the design team that the RMS will
provide the staff required to operate the Center. '

•
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Equipment:
Standardized clinical and educational equipment and furniture will be provided at the CPP
training and service centers. The amount of these resources will be determined by the
number of examing rooms at each center which· in tum is a factor of the number of
deliveries at the hospital. The equipment requirements were developed in discussions with
officials of the five cooperating health channels to be involved in the Project.

Implementation Responsibility:
Except where otherwise noted in this section, all procurement of equipment and
arrangements for renovation will be the responsibility of the Prime Contractor. Type, time

. and costs of equipment and site renovation at 12 CPP centers are listed in following
Procurement Plan. .

B. Programmatic Research

The Project will support approximately seven programmatic research or research-related
subprojects to assist the various CPP public and private organizations implement their
activities. In the form of studies and technical assistance, the programmatic research
component will strive to increase access to and improve the quality of information and
services delivered through the Project. Studies that also assist in the evaluation of the .
overall Project may also be undertaken.

The Prime Contractor will be responsible for implementing the programmatic research
component. Because the research component must be flexible to aptly meet the CPP's
service delivery, training and IEC needs, the· following enumeration of activities is only
illustrative:

• Approximately two to three larger, more expensive studies could begin in the
second or third years. These would be studies that needed longer, more
controlled interventions or environments in order to more precisely measure
results.

• Approximately five to six smaller studies would be undertaken throughout the
Project's life. These would place emphasis on topics that are studied quickly,
thereby increasing utility of results to service providers and program
managers.

• Approximately three small seminars ($10,000 each) could occur in the second,
third and fourth years. These would have the objective of enhancing the non
medical skills of Jordanian health professionals. Example topics are cost
effectiveness or the use of data in management decision-making.
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The programmatic research component intends to draw from the large pool of researchers
in Jordan; thus, the vast majority of activities can be subcontracted by the Prime Contractor
to Jordanian organizations, such as the Jordanian University of Science and Technology
(JUST) and the JUH, or local NOOs.

Short-term technical assistance will be required from an international expert in
programmatic research. Such a person will assist local organizations in the identification
of research opportunities and will then aid in the design, implementation, and analysis of
results of the subproject. S/he may also be asked to assist the senior resident advisor in the
design and implementation of more complicated evaluation activities. An example would
be the provision of TA in the design of focus groups planned to precede the consensus
conference on protocols. It is estimated that such short-term technical assistance by an
expatriate would total to 8.25 person months.

When the short-term consultant is not in Jordan, the senior resident advisor will be
primarily responsible for providing technical assistance to the subcontracting researchers.
S/he .will be assisted by the data specialist, who is envisioned as gaining a solid
understanding of programmatic research from such experience.

Research topics will be chosen based on their relevance and potential impact on the CPP's
access, quality, and cost-effectiveness. The quarterly meetings of the Working Group will
provide an excellent opportunity for the identification of programmatically relevant issues.
The topics described herein should only be considered illustrative:

• Referral MCn Health Booklet: The health booklet will play a crucial role in
providing women continuity of care in a segmented health care system. Yet,
experience with the current referral sheet suggests that its successful utilization by
both clients and providers will be challenging. The Programmatic Research
Component ·can provide a continual assessment of the utilization of the booklet and
suggest and/or test mechanisms for improvement. (NOTE: Because the FRS Project
will be working with the MOR's health centers, it is strongly recommended that this
research activity be undertaken in close coordination with FHS implementing
agencies.)

• IEC: IEC constitutes a large endeavor within this Project, and as such should also
be a priority for the research component. It should be creative in looking for new
ways to communicate messages to hard-to-reach audiences, such as men, or women
in the hospital before discharge. An example might be placing televisions and VCRs
in every recuperation room on a maternity ward. These would be used to provide
recently-delivered mothers with educational messages for herself and her newborn.
Such IEC might be expensive but perhaps cost-effective given the lack of health
education staff on maternity wards. Research could be done to look at the
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intervention's cost-effectiveness as well as women's perspectives about its
appropriateness at such a stressful time.

• Capacity of Non-Physician Professionals in the Provision of Family Planning:
Ministry of Health norms currently permit only physicians to provide all forms of
modern contraceptives, while nurses and midwives are allowed to distribute only oral
contraceptives and condoms. By not permitting non-physician professionals to
provide certain methods, specifically IUDs and tubal ligations, clients often are
unable to receive their method of choice. This problem will be further exacerbated
when postplacental insertion of IUDs is incorporated into the national family
planning program, as nurses and midwives are more likely to be attending normal
deliveries. Because this issue is politically sensitive, it may be necessary to do a
demonstration project in which the capacity of nurses and midwives to provide
clinical methods is proven.

• Gender: Interviews with various health professionals indicated that gender is an
important consideration for family planning programs in Jordan. An example is that
many women .resist pelvic examination by male physicians. The result has been two
fold: 1) many women simply do not get the method they want, particularly the IUD;
and 2) women who do choose IUDs are given ultrasounds as a part of routine care
(to ensure that the IUD is in place) at considerable expense to both the client and
the health care system. Furthermore, ultrasounds are not able to determine the
presence of Pelvic Inflammatory Disease (PID), leaving many women at risk of a
dangerous medical condition. However, many male physicians and policymakers are
hesitant to believe that women feel this way, or that it affects theirs acceptance of
family planning. A study could examine the difference in family planning acceptance
among clients of male and female providers and be used to demonstrate the
importance of gender within the Jordanian MCH program.

• Introduction of other progestin-only methods into postpartum family planning
programs: The "minipill" is currently the only hormonal method available to
lactating women. Norplant and Depo-Provera could considerably increase the range
of methods available to these women, but the MOH has not yet approved either
methods for use in Jordan. If necessary, a programmatic research project could
document the demand for and safety of both methods and thereby facilitate their
approval by the MOH. Such a study would also assess the acceptability of the
methods in the Jordanian context.

Both quantitative and qualitative research methodologies will be used in carrying out
research activities, including diagnostic studies; baseline studies; knowledge, attitude and
practice studies; and service facility surveys; focus groups, in-depth interviews, and
observational studies; tim6-series analyses; and quasi-experiments.

,.f~..•.
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The dissemination and utilization of research results will be emphasized throughout the
entire CPP Project. Each subproject will end with a final conference in which results are
clearly and concisely presented to program managers, service providers, policy-makers, and
AID/Amman personnel. Reader-friendly final reports will be prepared as well, and
attempts will be made for them to be published in Arabic and English language professional
journals. A monthly bulletin aimed at supplying health providers with continuing education
on family planning and maternal and child health, will also focus editions on research
results. Furthermore, efforts will be made to upscale program improvements to all CPP
sites, and where relevant, to other levels of the health care system.
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Training Component

The activities of this Project are to establish a continuum of care for women during
pregnancy, delivery and into the postpartum period. The emphasis will be not only on
medical care but on education. The educational content will be directed towards maternal
nutrition and full breastfeeding for early growth of the infant, and will emphasize the
utilization of effective contraception and helping the infant reach the classic milestones of
development along with full immunization. The adoption and continued use of
contraception is crucial for the infant's health and ultimately provides a means of self
determination of the mother's fertility.

Current Jordanian institutional service structure generally fragments the provision of
antenatal care,delivery service and postpartum care. Although 80 percent of Jordanian
deliveries occur in hospitals, only a small proportion of women receive their antenatal care
in the same hospital and even fewer return for postpartum care. Except for a brief attempt
to spot congenital abnormalities, there is no routine monitoring of the growth and
development of the child until immunizations begin in the third month. Postpartum care
is so successfully separated from the infant care and immunizations as to be almost totally
ignored except for those mothers at high risk or with serious complications. Physicians and
nurses providing these services in the public sector find themselves focused on, and
responsible for, an isolated segment of this cycle and expect someone else to pick up the
next step in the cycle of care. The thrill and relief of the successful delivery result in total
attention to the infant ~t the expense of maternal care, education and provision of a prompt
and effective contraceptive method.

This project aims to reorient institutional patient flow patterns, renew medical and nursing
skills to establish an active patient education program, and a comprehensive postpartum
center (CPP) to provide health services for both mother and infant at the same time and
place. The educational aspect will begin during the antenatal clinic visits, be reinforced at
hospital delivery time, and vigorously pursued at the CPP center, where the mother can be
provided with an effective birth spacing method and the growth and development of the
child will be monitored.

This project will concentrate first on the mother to educate her during each antenatal,
delivery and postpartum contact on the importance of using an effective contraceptive
method to improve the health of her baby and herself. Second, the project will concentrate
on training all doctors and nurses in contact with pregnant women to educate them on the
important heath benefits of birth spacing. And thirdly the project will assist in establishing

1



Annex II.D.
Training Exhibit

Cpp centers to bring about increased acceptance of family planning in the postpartum
period by Jordanian women who deliver in hospitals.

As already noted, the project will be established in four parallel channels of health services:
the Ministry of Health hospitals, the Royal Medical Services hospitals, the Jordan
University Medical Center, and the Islamic Hospital. The latter provides almost a third
of deliveries done in the private sector and thus represents private hospitals. A special
clinic and training site will be established in the chief hospital in each of the channels in
Amman as well as in Irbid in the north.

In-Country Training

Training is to be provided for obstetrical and pediatric staff and their residents as well as
for the nursing and midwifery staff who support the antenatal, delivery, postpartum and
newborn services of selected hospitals of each of the four channels. It is expected that each
hospital will select at least one staff member to be a full time health educator to be trained
for the project.

Training Sites

The selection of central Jordan for the first training and service sites is a reflection of its
population· density, the location of large numbers of deliveries and established training
institutions. .

The principal training center for the Ministry of Health will be at the AI Bashir hospital in
a building already selected by its director for a CPP center. Both postpartum and infant
care services will be provided here there will be training facilities for obstetricians,
pediatricians, residents, nurses and midwives. It will also serve as a base for the training
consultants and be the principal training center for the project. North Jordan will have a
CPP center and trainitlg site when the MOH hospital at Irbid is completed in November
1993. From these sites the staffs of regional MOH hospitals will be trained. .

The King Hussein Medical Center will be the training site for the medical, midwifery and
nursing staff involved in antenatal, delivery, postpartum and pediatric care in all of the RMS
hospitals. Space has been allocated for the special CPP center where training will be
carried out for the whole RMS system. As all obstetric and pediatric staff and their
residents rotate through the King Hussein Medical Center, a special training schedule will
be arranged.

2
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The Islamic Hospital will be the training site for private sector doctors and nurses. Given
that 50 percent of women delivered at Islamic receive their antenatal, postpartum and
pediatric care from the hospital's outpatient clinics, and that the remaining women receive
care from private obstetricians, Islamic Hospital is ideal as a training site for the private
sector. Special space will be assigned for the CPP unit as soon as the location of the
obstetric clinic is moved to be adjacent to the pediatric clinic area.

Jordan University has been selected as the principal academic training unit. Space for the
special CPP center will be designated. It is anticipated that the training to be provided to
the senior medical and nursing staff will be reflected in the curricula of the undergraduate
medical and nursing students as well as that of the residents.

Management Training for Directors of the Training Units

A carefully orchestrated project introduction and management training program will be
given for the MOH Project Director and staff together with the medical and nursing
directors from. each CPP training site. This will be held for one week at the Jordan
University of Science and Technology Conference Center. The CPP service plan, curriculum
and training methodology will be reviewed and finalized. This will then become the basis
for the management training for the project as a whole and for each center. The
management content will stress supportive supervision throughout the service centers,
without which the services will soon disintegrate.

Training Site Activities

Format

The principal activity of the training sites will be to provide comprehensive postpartum
services to demo~trate the effectiveness of the concurrent care of mother and child,
emphasizing the provision of family planning services for the mother and growth monitoring
for the infant. This demonstration will periodically be used as a training base for the
obstetric, pediatric, nursing and midwifery staff who provide antenatal, delivery, postpartum
and pediatric care in the hospital.

TraininK Courses

In order to prepare senior hospital staff to be trainers for the project, a special group of
training consultants will provide a four-day training of trainers (TOT) for these seniors.
Thereafter, the training site will be used periodically to provide courses of three weeks
duration to small classes of no more than 16 participants. The participants will be all
hospital staff who provide services to pregnant women, women in labor and their newborn

3
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infants. When appropriate, staff may be included from nearby comprehensive health centers
(CHC) which refer many patients to the hospital.
The courses will provide an update on current contraceptive technology with an emphasis
on contraceptive counseling and the education of mothers about the health benefits of birth
spacing. New approaches to the quality of care in this national project will be presented.
A second segment of the course will provide a choice in competency based clinical training,
and a special segment for managers.

Trainina of Trainers: Location and Sequence

Training of trainers (TOT) will have to be provided to a carefully selected training staff
(including an obstetrician, a pediatrician, a nurse and a health educator) from the initial
four hospital training sites in Amman. In the second phase of training, the TOT will be
arranged for the training staff of the MOH hospital at Irbid. The third phase program will
be designed for the MOH hospitals at Madaba and at Mafraq and for the RMS Hospital
at Zarka. The special situation of the Soldiers Welfare Clinic at Zarka, which is given
medical staff from RMS and has a small but significant nursing support from the MOH, will
allow its inclusion into the program by phase three. (See the section on Facilities Upgrading
in the Project Description. The phasing of each of these TOT programs hinges on the
available space for the CPP center and the availability of the training consultants. It is
anticipated that the trainers of the FHS programs and the MOH health education training
coordinator will be included in one of the early TOT programs. Any available additional
slots should be offered to the members of the MOH Health Education Department.

The TOT course must include a serious review of curriculum content to set the learning and
behavioral objectives as appropriate for the specific institutional staff to be trained and for
the overall project aims. The TOT course at each site will be followed by a three week
hospital staff training (see below), with full participation, as participants, of those who have
just been trained as trainers. Following the trainers' participation as trainees in the hospital
staff training, each site will be prepared to organize its own training program for its own
staff using the tested curriculum and being monitored by the consultant. It is anticipated
that the Islamic Hospital will provide this training to it house staff plus the obstetricians and
pediatricians who have staff privileges and admit numbers of patients to the hospital. Staff
from other private hospitals such as AI Amal may be accepted at the Islamic or at the
Jordan University Hospital training programs as desired.

The training consultants will monitor the first two training programs of each Center.

4
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Hospital Staff TraininK: Core Curriculum

The standard training for hospital staff will include a core curriculum of two weeks followed
by a week of competency-based clinical training. For those who are to manage the CPP
centers, a brief management course may be substituted for the clinical week. The core
curriCulum will include units which provide updates on current contraceptive methods,
counseling based on the Bruce elements of quality of care, adult and group education
methods, minimal standards for medical and nursing protocols, including those for growth
monitoring and for contraceptive methods, and use of the MCn passport and the referral
system.

Hospital Staff Training: Competency-Based Clinical Training

Competency-based clinical training will focus on counseling ~echniques, using the "gather"
method, and on training in IUD insertion for appropriate staff members. For pediatricians
clinical training will focus on the growth and development of the infant to follow weight
gain, head circumference, and the milestones of early motor development. Counseling of
parents on these as well as congenital abnormalities will be practiced, using the MCH
passport's page for the infant as a guideline.

Prgject Manager Training

The project manager's course in this third week will pay special attention to the staffing
patterns, training requirements, patient flow, team building, the .MIS, supplies of
contraceptives and patient education activities. Support for the stream of education through
the antenatal, delivery, postpartum and neonatal steps will need to include supportive
supervisory skills for the achievement of well-informed mothers who will make full use of
the services provided. Completion of the passport data, making appointments and other
aspects of follow-up are crucial to the quality and effectiveness of the program.. Monthly
reports and orders will need to be reviewed recommendations from center managers will
be welcomed.

Hours of Training Hospital Staff

It is anticipated that the hospital staff training will be given daily for the three weeks. The
core curriculum will last two weeks and be followed by the week of clinical training in the
provision of contraception for the obstetricians, growth and development milestones for the
pediatrician, or management trai~ing for managers. Because of heavy clinical
responsibilities of the staff,the actual time required for the course will have to be
determined by the training consultants after a review of the curriculum and the center
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functions with the director of each training site to assure that the aims of training and of the
overall project will be met.

Trainin& Methods

Although many of the persons selected to be trained as trainers have excellent teaching
experience and, indeed, many are currently teaching, the importance of a unified focus with
equally strong training skills at each site cannot be over-emphasized. The program involves
new approaches to patient education with an emphasis on the quality of care as measured
by the information given to patients, patients' choice, professional competence, warm
interpersonal relations, the constellation of available services and an effective acceptable
follow-up methodology. There is a clear need to utilize modem teaching methods to set
goals and measurable learning and behavioral objectives, to use group activities and even
role playing. For many, these will be new methods and will need to be understood to be
used successfully. Doctors learn surgery by doing surgery and experiential learning will be
needed for this vigorouS" project proposal. The TOT will last four days and be carried out
by the training consultants.

Overview of Hospital Staff Course: Core Curriculum

The hospital staff training core curriculum will be introduced with a review of Jordanian
fertility statistics and their relationship to international data on fertility and health. It will
update the technical knowledge on specific contraceptive methods: breastfeeding, oral
contraceptives, injectable hormones, Norplant, IUDs, the immediate post-placental insertion .
of IUDs, and female sterilization with minilaps or laparoscope. Traditional medical criteria
and procedures which unnecessarily or inadvertently limit the use of modern contraceptives
will be critically assessed with a view to their removal. Of equal importance will be to
upgrade counseling skills in. order to meet the information needs of women who are
increasingly aware of family planning and who may have briefly experimented with a method
but who have not had the advantage of a frank discussion of contraception or an opportunity
to make a choice or learn about the important health benefits for her child and for herself
when pregnancies are spaced more than two years apart. Counseling techniques, using the
"gather" method and the six Bruce elements which make up the quality of care are to be
thoroughly explored as related to current services and .proposed modifications.

The format of the CPP project will be presented, emphasizing its client orientation to family
planning methods. A protocol for antenatal and postpartum care of the mother-child unit
will be reviewed for its application to each hospital system in relation to its quality of care
standards. This protocol will have been developed based on special focus group studies of
women's needs and expectations followed by deliberations by a consensus conference of
leading obstetric and nursing experts. A scientific procedure for following the' growth and
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development of newborns and infants will be presented by pediatricians for the protocol (in
contrast to the more usual custom of leaving such observations to the extended family of
aunts and grandmothers).

The MIS will draw on data from the MCH passport for data on each newborn and its
individual growth and development chart through the period of immunizations. A special
growth and developement page of the passport will be developed by the Chief of Pediatrics
at AI Bashir Hospital. The immunization record could be a perforated leaf in the passport
that can be tom out when the child enters school. In tandem with the passport will be a
special appointment card for the postpartum period, given to the mother at the time of

.hospital discharge after delivery. The appointment card for the initial immunization in the·
third month could be included and provide for adjustment according to the follow-up needed
for the specific 'contraceptive method begun.

Educational materials are to be introduced· and reviewed and their use discussed. The
responsibility of each staff member for patient education is stressed to clarify the role of the
health educator as coordinator.

Health Education Training Needs

For the MOH Health Education Department, which will manage the national IEC program,
the staff involved with receive training appropriate to their job responsibilities for the
project. For the Chief of Health Education, a program in IEC program management is
needed. Two other staff members should receive training in advanced materials
development--training that could well be provided by a local advertising agency. And the
department's health education training coordinator for the project could participate in one
of the project's TOTs to gain training skills.

The MOH's 40 member regional health education staff who are responsible for community
education, will have an important role to play under the project in community outreach.
They will need training in innovative outreach techniques, such as story-telliIig and
improvised drama, as well as in family planning and the concept of the CPP program.
There will be at least three regional training sessions for these staff conducted by a short
term consultant along with a Jordanian counterpart such as an educator from Rada Barnan.
The curriculum will be developed by the consultant trainer in consultation with the Health
Education Department. The same curriculum can also serve as a model for the NGO
training envisioned in the project's lEe component.
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Out-or-Country Training

The training needs of this project include a limited amount of out-of-country training. The
first is to strengthen the· management of the MOR Department of Health Education. The
second is to enable the introduction of three new contraceptive techniques. And the third
is for a limited study tour to Sfax University in Tunisia where a successful comprehensive
postpartum project is well-established..

IEC Management Training

The Chief of the Health Education Department will be responsible for the implementation
of the ambitious IEC component of the project and could benefit from management
training. Training of this type is available once a year in a special one month program at
the University of California, Santa Cruz, in the Center for International Health Programs.
This training should be provided as soon as possible.

Training in New Clinical Contraception

Three new contraceptive methods have been requested by the MOH as an addition to the
current family planning program. They are (1) immediate post-placental insertion of IUDs
(IfPI), whereby the IUD is inserted immediately after the expulsion of the placenta; (2)
Norplant, that is the use of subdermal implants of silastic capsules containing progestin that
are effective for five years. (Norplant has been requested for training purposes and to
investigate its acceptance and continuity of use in Jordanian women.) (3) Depo Provera, an
injectable form of progestin that prevents conception for three months. This method, too,
is requested to explore its acceptability for Jordanian women.

The MOH has requested that the immediate post-placental insertion of IUDs (IPPI) be
introduced at each of the CPP project's training sites. There are essentially three requisite
conditions for this: an obstetrician or midwife experienced in the use of IUDs, a large
number of deliveries in the proposed hospital, and sufficient opportunity for antenatal
education of the pregnant woman to assure informed consent for this procedure. All fOUf
of the first training sites in this project meet these requirements. Therefore the Ministry
has requested that two persons from each site receive this training as soon as possible. It
will be particularly important for these eight persons to be sent for this training as quickly
to permit the initiation of that phase of the program before formal training of the hospital
staffs begins. The University has requested that one midwife be included in this training and
the MOH has given its consent. It is expected that these four sites will keep careful track
of the characteristics of the women included, the predelivery counseling provided to them,
the continuation/expulsion rates, and causes for removal. In Phase II, two additional
physicians will be trained in IPPI for the MOH and RMS hospitals in Irbid.
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The requisite short term training for IPPI is available in Turkey, a neighboring Islamic
country with a national postpartum program.

Jordan University has requested training for one obstetrician and one midwife in the
placement and removal of Norplant capsules and a supply of 400 sets of Norplant for this
investigation in the University Medical Center. The Ministry of Health has given approval
for this investigation. It should be promptly arranged by. the principal contractor.

Use or Training Consultants

Almost all the training required for this project is in-country training. This national hospital
based comprehensive postpartum program will require the training of hundreds of doctors,
nurses and health educators in four separate health systems: the Ministry of Health, the
Royal Medical Services, Jordan Universitycand the Islamic Hospital. The attached tables
indicate the initial numbers of staff to be trained. Because of high turnover--the extent of
which cannot be defined--the probable need for another round of TOT for the training sites
is planned for the third and fifth years of the project. The implementing agency will engage
a training consultative group to further assess need.s, plan the °curricula, train the trainers,
and to assist and monitor the subsequent training of doctors, nurses and health educators.
The consultants will be provided working space at the training site at Al Bashir. Modern
training methodologies which set specific learning and behavioral objectives will be used.

It is expected that the training consultative group will advise on the development of the CPP
training units, will direct the development of appropriate and effective training programs,
will train the trainers and will monitor the subsequent training activities as indicated in the
sections above. They will recommend the timely use and content of refresher courses for
the established training centers of the MOH, the RMS, the Universities and the Islamic
Hospital, as well as a supervisory mechanisms to assess the effectiveness of services provided
by persons trained and practicing out in the field.

Training units, each of which will specify learning arid behavioral objectives, will be
developed by the training consultants to be used in a variety of training courses. These will
include:

1. Training of trainers
2. The national design of the Project
°3. Adult education methods; setting learning objectives
4. Values clarification exercises
5. Hormones in reproductive physiology
6. Current contraceptive methodologies

at medical and nursing levels
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at health educator level
7. Medical barriers to contraception and their removal
8. Unified protocols for clinical and educational services
9. Counseling skills (the "gather" method)
10. Quality of care in family planning: Bruce's six elements
11. Milestones and measurement of growth and development
12. The use of educational materials for pregnant women, new mothers and

fathers
13. Outreach techniques
14. The MCH passport as medical record, referral instrument and priority:

appointments and follow up
15. Management and supervision

With the development of these educational units by the training consultants in collaboration
with the directors of the four primary training sites, full curricula can be assembled for the
new and ongoing training programs identified as essential for this project.

Training Consultant Group Qualifications

The training consultant group should include a senior obstetrician skilled in the use of
current contraceptives, in counseling, in quality of care standards, and in training
methodologies. There should also be two others, preferably nurses skilled in counseling and
health education, who are active experts in modem educational techniques for groups, for
individuals, and for facilitating consensus on difficult problems. It is very important that at
least one, and preferably both of these, sp'eak Arabic. It will be most effective if these two
are Jordanians.

Duration of Training Consultancy

It is anticipated that the principal work of the training consultants will be accomplished in
the first year of the project. However it is imperative that the consultants be available for
an evaluation of the training in the third year and probably for a refresher TOT program
to overcome the potential problem of staff turnover at the training sites. The third and fifth
years' activities are expected to be for two months.

It is crucial that the obstetrician be highly qualified and skilled in the techniques identified
if the needed behavioral changes are to be achieved in the medical trainees. His experience
will be valuable in organizing the clinical flow. To acquire such a highly qualified and skilled
obstetrician it may be necessary to modify his involvement to the period of curriculum
developement and for TOT activities only. This will be possible if the selection of the
Jordanian nurses as trainers is stringent.

•
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HOSPITAL STAFF TRAINING: ANTICIPAlED TRAINING COURSES

MOH 10 13 4 4 31

RMS 10 6 3 3 22

University 5 3 3 2 13

Islamic 5 1 1 1 8

Totals 30 23 11 11 74

The bulk of the staff training will be accomplished at the University and Islamic Hospital
in the second year and for the MOH and RMS in year three. The training in years four and
five will be largely for residents and students who, if successfully trained, will assure the
future of the comprehensive postpartum concept.

TRAINING FOR HOSPITAL STAFF BY PROFESSIONAL LEVEL AND HEALTH
CHANNEL

MOH 144 104 125 115 12 502

Univ

Islam

52 56 58 40 2 208

31 28 35 32 2 128

Totals 312 246

11

320 286 24 1188
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TRAINING FOR HOSPITAL STAFF

BY PROFESSIONAL LEVEL AND PROJECf YEAR
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3

4

5

Totals

124 111 123 101

102 63 98 105

43 36 52 45

43 36 47 34

312 246 320 286-

12

24

24

484

360

176

160
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ANNEXll.E.

TECIINICALEXHIBITS

Information, Education and Communications Component

The IEC component is the CPP project's primary means 'of achieving the Mission's goal of
reducing fertility by improving knowledge of effective contraception (Country Program
Statement, Sub-Program Outcome 3.1.1). It is also an essential element of successful
postpartum projects elsewhere in the world. Experience in Lebanon, Peru and Mexico, for
example, has shown that contraceptive acceptance increases dramatically when strong IEC
programs are implemented, particularly programs with a solid interpersonal communications
component.

As noted elsewhere in this paper, the GOJ position on family planning is to support "birth
spacing" with a view to promoting maternal and child health. Thus, the IEC program is
framed in terms of promoting maternal and infant health care, including family planning,
so that its scope and public image will be somewhat broader than the Mission's fertility
objective. Nevertheless, at the heart of the program will be· three primary objectives:

o

o

o

To educate pregnant women and new mothers about the benefits of birth
spacing and the safety and efficacy of contraception;

To encourage pregnant women and new mothers to adopt an effective
contraceptive method at the time of delivery or postpartUD1;and

To promote effective contraceptive use by couples who adopt a method.

A variety of strategies will be used to achieve these objectives.

To achieve the first objective relating to improving the knowledge and attitudes of all ..
Jordanians, the mass media will be the main channel of communication. This will be backed
up by interpersonal communication through outreach activities and the widespread
availability of educational materials.

To achieve the second objective of encouraging the adoption of effective contraception, the
primary vehicle will be education and counseling provided to pregnant women and those
who deliver in the hospital. This will be supported by materials that encourage women, in
subtle ways, to seek care throughout pregnancy and the postpartum period; by a "client
friendly" atmosphere in the CPP centers; and by mass media promotion. For those women
who receive care through maternal and child health centers or private providers, the
project's materials will help encourage them to seek continuity of care, including family

•
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planning. And education and counseling for women at the health center level will be assured
through the FHS project's training activities.

The third objective of promoting effective contraceptive use will be achieved through
education and counseling for acceptors, backed up by materials to be taken home.

The IEC program will be designed to build on the experience of past health education and
marketing programs in Jordan which have shown mass media and printed materials to be
highly effective and relatively inexpensive communications media for reaching a wide public.
It will also seek to use interpersonal communications channels that are not yet widely used
in Jordan but which show promise in a culture where information from family, neighbors
and friends is highly prized and--on medical matters--where the advice of the medical and
health profession is valued. Thus, there will also be a major push to educate health
professionals about the importance of birth spacing and the safety of contraceptive methods,
along with efforts to reach Jordanians in their home communities through outreach workers
with close links to the community.

Many IEC programs are content simply to raise public awareness of family planning and its
availability. This program will be characterized by its use of motivational messages designed
to maximize the chances of influencing behavior and not merely improving knowledge. The
messages will be conveyed through a mix of media that are known to be effective. And
generally accepted communications techniques will be used to ensure the effectiveness and
cost-effectiveness of material and media produced through the project.· These techniques
include messages targeted to specific audiences based on the findings of research; pretesting;
and frequent monitoring and evaluation of program impact so as to be able to fine-tune the
program whenever necessary.

The program will face a major challenge in reaching men who playa major role in decisions
about childbearing and family planning. Numerous experts were unable to identify means
of reaching this population other than television and religious gatherings. The desires of
.mothers-in-law for many grandchildren--or male grandchildren--are also crucial to
childbearing and family planning decisions. Yet this group, too, is not easy to reach. All
elements of the IEC program will be targeted to these groups to the extend possible, using
appropriate messages and media, in light of the best information available about how to
reach them.

Project IEC activities will be designed to complement and build on the activities of current
and planned programs, such as AID/Jordan's Marketing of Birth Spacing and Family Health
Services Project and UNICEFs breastfeeding campaign. The MBS project plans to
undertake a variety of IEC activities to increase and improve contraceptive practice. The
CPP project will take a more indirect approach--especially in its mass media activities--by,
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addressing family planning in the context of care related to pregnancy and improved child
health. It will also plan to use the materials, such as leaflets and flip charts on contraceptive
methods, being produced under the MBS project. Coordination between the two projects
will be crucial to the success of both and there will be regular meetings to ensure that
activities are complementary. Plans will also be coordinated with other donors, such as
UNICEF which is about to launch a major breastfeeding campaign. UNICEF has agreed to
share its materials with the project and its work will help promote good breastfeeding
practices, including those that protect women against pregnancy. The vehicle for this
coordination will be the quarterly meetings described in the Implementation Plan.

Since knowledge of contraception is already close to universal in Jordan, the effectiveness
of IEC activities will be measured more by utilization of family planning and postpartum
,services than by the traditional KAP survey. However, the lEe component of the project
will make extensive use of ongoing monitoring and evaluation to measure its success and
guide the evolution of the program.

4.2.2 lEe Program Management

The Health Education Department in the Ministry of Health will be responsible for the
overall strategy and execution of the IEC program, with the advice of an experienced
expatriate technical consultant.

The MOH will make available, at a minimum, the following staff for the duration of the
project; 40 percent of the time of the Chief of Health Education Department; two full-time
(or equivalent) professional staff with' background in materials development and health
education or training; and a full-time secretary. The department will receive equipment
needed for the execution of the project, such as a computer with graphic capability and
some additional video equipment to permit the production of simple videos in-house.

The prime contractor will secure the services of a senior technical consultant in Jordan for
four months/year during the first two years of the project.- Such technical consultance was
requested by the Chief of Health Education, the Secretary General and other senior staff
at the MOH in order to upgrade the skills of the Health Education Department (HED).
The HED has conducted a number of health communications programs in recent years but
a review of their work demonstrates that, while it is technically competent, its effectiveness
could be dramatically enhanced by strengthening its strategic planning capability, its ability
to develop materials and media that can influence people's behavior and overall program
management. Other donors who have worked with the department concur that expert

• 3 months/year duting years 3 and 4 and 1 month during years.
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technical assistance over a period of years could build this department into a highly skilled
and well-managed operation that could craft effective health communications campaigns.
(The job description for the advisor is attached to Appendix IlE.)

The HED and the IEC technical consultant will establish a working group including
representatives from NOOs, such as the Jordan Association of Family Planning and
Protection, an advertising agency and other interested parties to carry out the lEe program.
They will also seek the guidance of the MOH Maternal and Child Health Department,
major CPP centers and others who may be considered appropriate in the development of
the overall strategy and specific activities. As already noted, all plans will be closely
coordinated with representatives from the MBS and FHS projects through the participation
'of the' Chief of Health Education and the IEC advisor in the quarterly meetings between
the three AID-funded projects.

The implementing agency will enter into an agreement with a local advertising age'ncy to
develop an "identity" ("corporate image") for the CPP Project, to advise on strategies to
encourage women to seek regular care throughout pregnancy and the postpartum period,
to work with the MOH on the development of materials and messages, to develop
promotional and public education campaigns for the mass media and to perform other
functions considered appropriate by the MOH and the IEC advisor. The services of such an
agency are essential to the development of a high quality IEC campaign and to enable the
Jordanian staff and the IEC advisor to carry out the ambitious program set out below.

While the main thrust of the Health Education Department's program will be national, it"
will also need to be responsive to the needs of the individual CPP cent~rs as they develop
their own educational and promotional activities.

Another important element will be the management of the MOH's network of 40 health
educators around the country who will have a major role in the project's outreach activities.
The Health Education Department.will be involved in the development of the training
program for this cadre of people along with a monitoring and supervisory system to evaluate
their performance and assess their needs for follow-up training on a continuing basis. A
similar supervisory system will be established for the health educators in the CPP centers.
The project will also provide needed audio visual equipment for the health educators in the
three govemates that are not yet equipped.

The major program elements to be included in the project's'IEC component are described
below.
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4.2.3 Identity for the CPP Project

.One of the first tasks for the project's IEC component will be to develop an "identity" for
the CPP project and its centers. A successful "identity" can be expected to raise the visibility
and the attractiveness of the CPP project and its centers to the public. Since the practice of
postpartum care is the exception rather than the rule in Jordan, it will be important to make
the centers' services as attractive as possible. Informal interviews and focus groups organized
by the design team with women in Jordan indicated that quality of care, including not only
good medical attention but also a patient-focus, was of paramount importance to them. One
way of demonstrating a patient focus is by creating an attractive, friendly environment that
makes the patient feel a part of a successful enterprise. A carefully developed project
"identity" can go a long way toward achieving that.

There will be several components to this identity. The CPP Project and its centers· should
have a short, catchy name in Arabic such as the Healthy Start or Baby-Mother Program.
The name will be consistent with the overall promotional theme that will be used to
encourage women to attend the centers. There will also be visual themes that run
throughout the project. For example, all the CPP centers will have a unified decor and all
printed materials·WI11 have a coherent appearance. The project could also explore an audio
them that would appear in all radio and TV spots and audio productions.

This project's identity will be defined after two preliminary activities are undertaken. First--if
possible prior to project start-up-- a series of focus groups will be conducted with men and
women around the country to determine Jordanian's perceived needs for maternal and
infant health care in the postpartum period, barriers to seeking such care and the elements
that make up a quality service in the public mind. The information gleaned in these focus
groups will be presented to a consensus conference of leaders in the maternal and infant
health community who, in turn, will be asked to define the proposed medical services and
schedule of visits for the CPP Centers. Based on these two activities, the "marketing" theme
for the project will be developed by the advertising agency.

The consensus conference can also serve as a vehicle to introduce the project concept to the
medical and health community and could afford an excellent opportunity to officially
"launch" the CPP project in the public eye, through media coverage.

4.2.4 Constituency Development/Professional Education

To ensure the success of the CPP project in the conservative environment of Jordan, it will
be important to have the support of key groups in Jordanian society such as the medical
profession, women, community, religious and political leaders. A number of activities could
be envisioned under this rubric.
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The building of support among religious leaders is a sensitive and complicated task. Yet it
is of crucial importance to the success and sustainability of the CPP project and has
implications for broadening support among men for the services provided under the project.
Prior to opening any of the CPP clinics, a strategy for ensuring the support of religious
leaders will be developed and put into effect.

Contact will be made early on with women's groups to make them aware of the project and
to solicit their participation in reaching women with messages about birth spacing and the
availability of the CPP centers. Seminars will be held around the country for women's
groups, especially in communities close to the CPP centers.

A major emphasis will be on reaching the medical profession (especially Ob-Gyns,
pediatricians and general practitioners) and the leadership of the hospital community with
information about the project's services and its client-oriented approach to services.
Representatives from the relevant professiQnal societies and hospital associations should be
contacted soon after project start-up to invite their participation in the consensus conference
and to discuss the dissemination of materials produced by the project to their members. The
objective of such discussions will be to disseminate the educational materials developed
through the project to a large number of private providers of maternal and infant care in
order that they will make them available to their patients. The project will need to develop
a cost-recovery policy for distribution of expensive items, such as videos and/or bulk orders
of printed materials, to private providers who are not participating in the CPP project.

The project will also seek to include at least one presentation at each of the relevant
professional societies' general meetings and conferences as well as to promote its materials
at major medical fairs and other occasions. This will be backed up with articles and
advertisements in professional journals. An early opportunity is presented by the September
1994 national conference of the Jordanian Association of Obstetricians and Gynecologists.

4.2.5 Health Education at the CPP Sites.

A core element of the project's IEC component will be to strengthen and upgrade the health
education provided in hospitals, at least in the CPP centers and in- and out- patient obstetric
and pediatric services. The purpose of this education is to encourage women to seek regular
health care throughout pregnancy and the postpartum period and to help them adopt
behaviors that will improve their own and their infant's health, most particularly family
planning. There is little such education in the current Jordanian health system but a growing
number of providers recognize its importance and cost-effectiveness.
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Hospitals participating in the project will provide a full-time health educator to educate and
counsel women when they come for postpartum services. A number of topics will be covered
but there will be special emphasis on the importance of birth spacing, the different
contraceptive methods available and correct breast-feeding practices to protect against
pregnancy. The health educator will also conduct group education sessions, will follow up
on drop-outs and will make every effort to reach out to husbands and include them in
counseling and group education sessions. In addition, he/she will be responsible for ensuring
that education on family planning topics is conducted in the delivery ward and in outpatient
obstetrical and pediatric services and he/she will manage the hospital's supply of educational
materials and audio-visual equipment provided under the project. Individuals selected for
these positions may come from a variety of backgrounds but should be chosen primarily
based on their ability to communicate effectively with the public and hospital staff.

Each center will work closely with the MOH's regional health education staff and with at
least one NGO in the community to develop and implement an effective outreach program.
These outreach activities will make couples in the community aware of the benefits and
availability of family planning and maternal and infant health care services. Each center"will
have a well-publicized official opening to make key persons and the public aware of its
services.

The health educator will ensure that all patients who come to the hospital for outpatient
prenatal care are educated about the importance of regular health care during pregnancy
and postpartum and the availability and benefits of the contraceptive methods available at
the time of delivery or postpartum. This education will be undertaken by outpatient clinic
staff and should not only be provided once, but will be reinforced at each visit. Women will
also be given an MCH passport and a copy of a special educational booklet when they come
for prenatal care (both these items are discussed in the section on materials development
below). While this project will not be working directly at the health center level, its work
will be closely coordinated with the FHS project to ensure that women attending MCH
clinics in the CPP centers' catchment areas receive the same information, materials and

"referrals as those in the hospital outpatient clinic.

Health education will be particularly crucial during the few hours the patient is in the
hospital for the delivery. When she recovers from childbirth, delivery ward staff will seek
to talk with her about proper breast-feeding practices and the importance of birth spacing.
Prior to discharge, when she is usually fetched by her husband or other family members,
hospital staff will take the opportunity to reinforce key messages with family members.
When the parents are given the birth certificate and a prescription prior to discharge, they
will also receive a copy of a short educational booklet and an attractive appointment card
for the postpartum visit. Family members will be encouraged to read the booklet, discuss
its contents, and be sure that the woman and her baby return for postpartum care.
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Centers will be provided with a TV, VCR and slide projector as well as with educational
materials, videos and slide shows. It is planned that extensive use will be made of videos to
attract, educate and entertain patients and their families while they are waiting at the CPP
center or elsewhere in the hospital.

The hospital's health education activities should be evaluated through periodic supervisory
visits as well as through occasional operations research studies involving exit interviews with
women leaving the CPP center. Statistics on utilization of the clinic and return rates will also
provide a valuable assessment.

4.2.6 Materials Production

Literacy is relatively high in Jordan--at least among younger, urban groups--and printed and
audio-visual materials are generally considered by Jordanian communications professionals
to be effective media to reach large segments of the population. The project plans to make
extensive use of such materials to further its three overriding II3C program objectives.

One of the key tools of the project will be an MCH health booklet. The booklet is expected
to improve continuity of care from the health center services to the hospital, then to the
CPP clinic and back to the health center. It will be attractive, durable and will fit in with
the CPP project's visual identity. From the provider's perspective, it will provide key
information about the medical services and health education a woman has received prior
to coming to the hospital for delivery and in the course of delivery and.postpartum care. It
will also cover the infant's care, including perhaps tear-out vaccination cards for two or three
children. From the patient's perspective, it will serve as a convenient reminder of the
services she and her baby need--and have received--during pregnancy and afterwards. It is
hoped that this will encourage her to adhere to the recommended schedule of visits,
including the postpartum visit. This booklet would be given to women receiving antenatal
care in participating hospitals and in health centers, as well as to women delivering in one
of the hospitals.

A second key tool will be an attractive, easy-to-read, clearly illustrated booklet in two parts-
along the lines of a very brief "Dr. Spock." The first part would be given to women during
antenatal care and would address the need for regular health care during pregnancy,
delivery and the postpartum period. It would address topics known to be of concern to
women during pregnancy and would discuss birth spacing and contraceptive methods,
particularly those available at the time of delivery. At the end, it would lead the reader to
seek out the second volume which would be available in hospital maternity wards and CPP
centers. The second part would focus on women's health concerns after delivery and would
discuss the need for birth spacing and the contraceptive methods available postpartum.
These booklets would be available not only in participating hospitals but other public and
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private hospitals in maternal and child health centers, doctors' offices, pharmacies, NGOs
and elsewhere.

As further incentive to women to stay in the CPP program, the project could contemplate
small inexpensive gifts, such as a ''blue eye" pin that could be given to mothers to protect
their newborn against the "evil eye" that many Jordanians believe could harm, and even kill,
their newborn.

The development of leaflets on methods of contraception is not envisioned, since it is
assumed that these will be produced under the MBS project. Similarly, it is assumed that
a flip-chart for patient counseling will be developed under that project and that the

" UNICEF flyer on breast-feeding will be used. Funds have been allotted, however, to pay for
the printing of additional copies of these items for the CPP project.

Other printed materials for the public, for health professionals and for opinion "leaders
should also be developed or procured. These could include a brochure on the project; wall
posters on the methods of contraception to serve as a reminder for medical staff; a short
reference book to assist in prescribing tbe different methods of contraception; posters
oriented toward the public; a wall calendar, etc.

With the low availability of staff for health education in most hospitals, the project design
team found a great demand for videos to educate patients. Accordingly, it is proposed that
videos (or slide shows) be produced or procured on topics such as: the benefits of birth
spacing, methods of contraception, care for the woman during pregnancy and postpartum,
and breastfeeding. The project will produce at least three videos. These videos can not only
be used in the hospitals participating in this project but should be made available to other
hospitals, health centers, health care providers, NGOs and others, in accordance with the"
cost recovery policy established by the project.

It would be important for staff in the CPP centers, as well as other interested parties to
receive periodic information about pertinent new medical developments, successful activities
of other centers, etc. The project should explore the feasibility of building on the MBS
newsletter to met this need for the CPP project.

All materials will be developed using processes to ensure their effectiveness. At a minimum,
each item will be pre-tested before being finalized and the major items, such as the MCH
passport and the two-part booklet, will only be prepareq after focus groups have been
conducted to identify key content areas and to test ideas for presentation. It is anticipated
that the advertising agency will play an important role in the design and development of
materials, although, of course, the MOH and the lEe advisor will be responsible for the
technical content as well as the overall products. When initial supplies of printed and
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audio-visual materials run out, they will only be reprinted or reproduced if it is clear that
there is a demand for them and that they are effective in communicating the desired

.messages.

4.2.7 Mass media

With virtually every household in Jordan having a television and almost nine out of 10
having a radio, these are powerful tools for any communications campaign and this project
proposes to make use of them. Indeed, television and radio will be the major vehicles to
reach the broad public with messages about the benefits of birth spacing, the need to seek
care during pregnancy and postpartum, and the availability of the CPP centers.

Since the· most effective way of communicating through the mass media is by frequent
repetition of carefully designed, short messages, the project's primary mass media
communications strategy will be 30-60 second spots aired in prime time and repeated
frequently. With the Ministry of Health's ability to obtain free air time for health messages,
even in prime time, this strategy promises to be highly cost-effective. It is projected that TV
spots and the same number of radio spots will be produced during the project's five years.

Since the MBS project plans to address correct use of contraceptive methods in its mass
media campaign, this project expects to focus more broadly on educational and motivational
spots dealing with care during pregnancy and postpartum, the benefits of birth spacing for
maternal and infant health and the services available through the CPP centers.

It is envisioned that there will be several mass media campaigns over a couple of years,
using a number of different spots in each campaign. The spots should be aired intensively
in the first few weeks of each campaign and then be cut back, with rest periods in between
campaigns to avoid audience fatigue. Spots will be targeted not only at women of
childbearing age but also at other key target groups such as men, mothers-in-law and
physicians. While extensive use will be made of prime time broadcasting slots, the media
placement plan will' take into account the media habits of specific target audiences, for
example women who often listen to the radio at home in the mornings.

Spots will be developed based on audience research and will be thoroughly pre-tested prior
to broadcast. In addition, research will be undertaken after the initial weeks of each
campaign to assess public awareness of the spots, understanding of the messages and
reaction to them. This rapid feed-back will be useful in refining mass media and overall IEC
strategy as well as evaluating the impact of each campaign.
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Newspaper and magazine advertising will also be used to promote the CPP centers and
educational messages on maternal and infant health. Advertisements will be produced and
placed in major newspapers and magazines.

A very important adjunct to the mass media activities outlined above will be the coverage
of birth spacing topics, including family planning, in the regular programming of radio and
television and articles in the press. There is the potential, for example for a soap opera
series to be produced around the project's topics-a series watched by about three quarters
of adult Jordanians each evening. There is also willingness on the part of the creator of
Jordan's popular "street theater", who also works with television, to cooperate with the
project on the development of a humorous program with educational messages. On a more
modest scale, there are regular health programs, a doctor who responds to questions from

.the public, programs dealing with family concerns and, of course, news programs, features
and articles.

The project could also explore the use other mass communications channels, such as
billboards, street banners and other media. Inserts into packages of products used by
pregnant women and new mothers, such as sanitary napkins and diapers, could be
investigated and, in some communities, there is the potential for house-to-house visits and

. leafleting in the areas feeding the hospital.

While the MOH Health Education Department and the IEC consultant will be responsible
for the mass media activities, it is anticipated that the bulk of the work will be carried out
by the advertising agency. .

4.2.8 Outreach

While the mass media can be extremely effective in raising awareness, in order to have an
impact on behavior, they need to be reinforced through other channels of communication
that are more personal and more conducive· to discussion. In Jordan, where family and
friends are of paramount importance, interpersonal communication should be a persuasive
method of communicating more directly and in-depth on family planning topics.

One important channel for interpersonal communication will be through NGOs that already
have strong roots in communities in many areas of the country. The project will enter into
agreements with selected NGOs, such as the Queen Alia Social Welfare Fund, the Queen
Noor Foundation and/or Save the Children, to use their staff and volunteers to reach
members of the communities they s~rve, especially those in which there are CPP centers.
The project will provide training on family planning topics and innovative outreach
techniques, along with needed materials, for the selected NGOs to conduct their outreach.
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The second channel will be the network of 40 MOH health educators around the country.
This group will be trained and will work closely with the central Health Education
Department and their local CPP center to reach out to local community groups with
messages on family planning topics. To the extent possible, the health educators, like the
NOOs, will be trained in modern interpersonal communications strategies, such as story
telling and improvised drama, to attract and retain the public's attention. In order to ensure
that the messages conveyed during these outreach activities are consistent with national
communications, a series of brief outlines for educational sessions will be developed and
tested during the health educators' training so that they can take them back to their own
communities and use them.

The second vehicle fot community outreach will be NODs. The project will enter into
agreements with selected NODs, such as the Queen Alia and Queen Noor Foundations and
Save the Children, which have strong relationships with families and community groups in
many areas of the country. These organizations will use their staff and volunteers to reach
members of the communities they serve, especially those in which there are CPP centers,
with information about maternal and infant health and family planning and the availability
of the CPP centers. The project will provide training and funding for the selected NOOs
to conduct this Qutreach. .

Since the project will be working with RMS hospitals in several areas of the country, men
in the military could be an easy-to-reach target population. As the project works with the
RMS in developing the CPP centers, it should explore mechanisms to reach this group with
information about birth spacing and contraception.

It is notoriously difficult to assess the impact of outreach activities. The project proposes
that this be done through end-of-session audience feed-back techniques to verify that key
messages have gotten across, accompanied by brief reports from the educator on the size
and type of audience reached and the topic of the session. The MOH health educators'
activities can be more effectively monitored through supervisory activities. .
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ANNEXll.F.

REPORT ON MINI-suRVEY CONDUCTED FOR
COMPREHENSIVE POSTPARTUM PROJECT PAPER

Introduction

In order to gain the perspective of women in the development of the Comprehenisive
Postpartum Project, the design team decided to conduct a small-scale survey of women.
Save the Children kindly offered the services of three community health workers to carry
out the survey. They interviewed 42 women in their homes, using an Arabic translation of
a simple questionnaire developed by the design team. 32 of the womeIi lived in Amman
and are considered urban for the purposes of this analysis, while 10 lived in Bani Hamida
are considered rural.

The survey was conducted informally and the results should not be considered representative
of the population as a whole. Many of the questions invited multiple responses and there
were a number of non-responses. In general, proportions--rather than numbers or
percentages--are used in the analysis below to reflect the informal nature of the survey.

It should also be kept in mind that the community health workers who conducted the
surveys have worked intensively in the communities where the interviews were conducted,
so that families are likely to be better informed on health matters than elsewhere.

Important Events after Birth

The women were asked what they considered to be the most important social events in the
first six weeks after a baby is born. The urban women were evenly divided between two
groups. One group considered the increase in the number of visitors the most important
event, while the other group said that there was nothing special in terms of social events.
The rural women, too, ~onsidered the visits to be very important, but two thirds also
attached great value to the gifts received and a third cited the money they received.

None of the urban women said that they celebrated the 40th day.
Among the rural women, by contrast, half celebrated and half did not. As far as the baby
was concerned the celebrations almost always entailed bathing; for the mother they also
entailed a bath and, in most cases, the re-start of prayer.
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Uniteuy Services fQr MQther and Baby at the HQspital

The WQmen were asked if they WQuid be willing tQ return tQ the same hQspital where they
delivered if special services were available fQr mQther and baby tQ have health check-ups
tQgether. AmQng the urban WQmen, 23 said they WQuid be willing tQ return tQ the hQspital,
while nine said nQ. AmQng thQse whQ said nQ, hQwever, mQst had nQt delivered their baby
in a hQspital. The women reported that it took them between 10 minutes and two hours to
go tQ the hospital, with the average time being just Qver 3/4 hQur. They said that the trip
CQst them between 300 fils and lJD, the average being n7 fils.

Eight Qut Qf 10 Qr the rural women said they would be willing to return tQ the hQspital.
Their travel time ranged frQm twQ hQurs tQ a day, the average being 33/4 hQurs; and the
'CQst ranged from 500 fils tQ 1 1/210, averaging 675 fils.

Care Desired fQr the.,Baby and the Mother

Virtually all the urban WQmen said they wanted tQ be sure their baby receives a general
examinatiQn in the first couple Qf mQnths Qf life, and half cited growth mQnitQring and a
BeG vaccinatiQn. AbQut 20 percent wanted blood tests and a few mentioned immunizations
and hip dislocatiQn.

All the rural WQmen cited immunizations and eight Qut Qf 10 cited grQwth monitoring and
a general examination.

In terms of the health care a WQman should receive in the first couple of mQnths, virtually
all the urban WQmen thought a general and/Qr gynecQlogical examination was needed and
about half thQught the woman should have a blQQd test. Roughly a quarter thought her
weight should be checked.

Eight out of 10 of the rural women thought there should be a general and/or gynecological
examinatiQn and seven out Qf 10 thQught a WQman shQuld receive infQrmation about family
planning.

Source Qf Medical Care for the Baby

In the urban areas, twQ thirds of the women went either to UNRWA or to private doctors
fQr medical care for their baby, with only one third gQing tQ an MOn center. Of those who
went tQ MOH centers, almost all were satisfied with the infQrmatiQn and services they gQt
there. When asked about the kinds of information they wished to receive, most wanted
advice, lectures or videQs on how tQ care for a child, while a few cited Qther topics. They
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preferred to receive information from a doctor or a health worker and there was a stong
preference for women as providers of information.

Three quarters of the women did not take their children to the health center and, of those
who did, none found that this presented any particular problem. The mothers tended to
think that 10 o'clock was the most convenient hour, but a few favored 9 a.m. Most women
felt that no changes were needed at the health center.

The few women who were not satisfied with the MOH noted a variety of complaints: no
medicines, incomplete health care, postponement of appointments, lack of respect for
patients and unsatisfactory information. They wanted a better-organized service, shorter
waits and supplies of medicines.

Among the rural women, nine out of ten went to an MOH center. These women were
satisfied with the quality of care at the center and said that they received satisfactory
answers to their questions. Nevertheless, they wanted information on a variety of topics:
generally on breast-feeding and women's health during pregnancy, but sometimes on falnily
planning and child health care. They wanted to get information on their own and the baby's
health from a doctor, but were not concerned whether the doctor was male or female.

Most of the rural women did not bring their other children when they took the baby for a
check-up and the preferred time was the morning. Six out of 10 thought that changes should
should be made at the health center, but had no suggestions as to what kinds of changes.

Source of Medical Care for the Mother

Almost two thirds of the urban women went to a private doctor for their own medical care,
but in this situation the baby would not normally be checked at the same time as the
woman. One third of the urban women went to UNRWA and only two women went to
MOH centers. At these two types of facilities, the baby would normally be checked at the

. same time as the mother. .

Nine out of 10 of the rural women went to a private doctor for their own care and half of
these reported that the baby is checked at the same time. One woman went to an MOH
facility but her baby was not checked there.

Information about Breast-Feeding at Time of Delivery

Virtually none of the urban women received any information about breast-feeding at the
time of their last delivery. Seven out of 10 of the rural women, by contrast, had received
such. information, which generally stressed the importance of starting to breast-feed
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immediately. Two thirds of the time, it was a nurse or a midwife who provided the
information to the rural women and one third of the time a doctor.

Postpartum Check-Ups

Two thirds of the urban women did not go for a medical check-up after their last birth-
usually because everything was going OK so that it didn't seem to be necessary. Of the one
third who went for a check-up, almost half went to a private physician and the others went
to a hospital or UNRWA and in all cases the baby was checked at the same time as the
mother. The postpartum visit occurred any time from a week after delivery to six weeks
afterwards, with most being one week to one month later.

Six out of 10 of the rural women went for a postpartum check-up and in two thirds of these
cases the baby was checked, too. The visits tended to be 1 - 2 weeks after delivery and were
usually with a private physician. Those women who did not go t.hought there was no reason
to do so.

Preferred Sources of Information about Birth Spacin&

The urban women were evenly divided between those who would prefer to get information
about birth spacing from a doctor and those who preferred a health educator. Almost all
of the women preferred to get information from a woman.

All of the rural women wanted to receive their information from a doctor but, unlike the
urban women, it didn't matter to them whether the doctor was male or female.

Use of a Birth Spacing Method

Nine of the women in urban areas were using a birth spacing method and they said they had
started using it between 40 days and one year postpartum. Four of them had not changed
their method and did not plan to change, while five either had changed or expected to do
so. They all planned to switch to the IUD but for different reasons: because it is safer
than natural family planning or the pill; because it is more effective than breastfeeding as
a contraceptive; or to avoid headaches. All except one said their husband believed in
modern contraception but opinions were divided on which other opinions would be
important to them. Two thirds would not necessarily use a method if their mother or
mother-in-law suggested it; but two thirds would follow a doctor's recommendation and
almost as many would follow a midwife's or nurse's recommendation.
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Two thirds of the urban women were not using contraception. The reasons given most
frequently for not doing so were that the woman loves to produce children, the husband is
opposed, or she is pregnant. A couple of women also noted that they had experienced side
effects. Every one of the women not using contraception would do so if her husband
suggested she use a method and, while opinions were divided on the influence of other
family members and the health profession, the majority would not necessarily adopt a
method if they advised it.

Among the rural women, six were using contraception and four were not. Five out of the
six users had not changed their method and did not plan to do so. In all cases, the husband
was supportive and the users were unanimous in their willingness to accept their husband's
or a doctor's recommendation concerning contraception, while rejecting the advice of their
mother, mother-in-law, a nurse or a midwife. Of the four non-users, two were breast
feeding. The non-users all reported that their husbands were supportive of contraception
and that they would use a method if their 1)usband or a doctor recommended it, while they
would not necessarily follow the recommendation of their mother, mother-in-law, a nurse
or a midwife.

The Comprehensive Postpartum Clinic Concept

If it were possible to get a method of birth spacing at the same time and in the same place
as having the baby's health checked, two thirds of the urban women said they would go and
all of the rural women said they would do so.

MINI SURVEY QUESTIONNAIRE FOR WOMEN

Note: This questionnaire is only for young mothers (under 35) and women who are
pregnant If the woman is not already a mother, or pregnant, do not interview her.

1. What do you consider the most important events in the first few weeks after a baby
is born?

For the mother?

For the baby?

2. What do you do on the 40th day after the birth of a baby?
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For yourself?

For the baby?

3. Would you be willing to return to the hospital where you delivered your baby on the
40th day to have a check-up for yourself and the baby?

How long does it take you to go to the hospital?

How much does it cost?

4. What medical care do you want to be sure your baby receives in the first couple of
months of life? .

S. What medical care do you think a woman should receive in the first couple of
months after childbirth?

6. Where would you normally go for medical care for your baby?

[If a clinic or hospital, explain that you are going to ask for their ideas on how the
services there can be improved.] .

Are you satisfied with the quality of the medical care there?

If not, why not?

Do you receive all the information you need to care for your own health and
your baby's health?
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If not, what information would you like to receive?

From which staff would you prefer to receive information about health?

Could the setting be improved to make it more appropriate or more
welcoming?

Jfyes, how?

Do you take your children with you when you go?
If yes, does that present any problems?

What hours would be most convenient to you?

Are there any other changes you would like to see?

7. Where would you normally go for medical care for yourself?

Do' they also check the baby at the. same place?

8. At the time of your last delivery, were you given any information about breast
feeding?

If yes, Who gave you that information?

What did they tell you?

For how long did you feed the baby with nothing but breast milk?
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9. Did you go for a medical check-up after your last birth?
If yes, Where did you go?

How many weeks after the delivery did you go?

Did they examine the baby, too?

If no, why not?

10. Have you ever received informatio~ about birth spacing?
If yes, From whom?

Are there other people with whom you would like to talk about birth
spacing? Who?

If no, With whom would you like to talk about birth spacing?

11. Are you using a birth spacing method?
If yes, For how long have you been using a method?

Have you ever changed methods, or are you thinking about changing?
If yes, why?

What does your husband think of the method?

If no, Why not?
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If your husband suggested you use a birth spacing method, would you
do so?

If your mother or mother-in-law suggested you use a method,
would you do so?

If your doctor advised it, would you do so?

If a midwife or nurse advised it, would you do so?

12. Ifyou were able to get a method of birth spacing at the same time you went to have
your baby's health checked, and in the same place, would that be more convenient
to you?

TIlANK YOU VERY MUCH FOR YOUR HELP!
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Projected NUllber of Beneficiaries over the Life of the CPP Project (B••MI on 1992 Hospital Del ivery Figures)

--_....._.--..... -_ ••• ____..._ •••___• __.....________......-a••

HOSPITAL Year 1 Yur 2 Yur 3 Ye.r 4 Year 5 Center Total
6IlOl 6 .. 6 .. 6 .. 6 .. 6 .. 6 .. 6_ 6_ 6_ LOP..____.........____...__.I. ___a ...---_..__....-...--........_..................

At ~ir Hospital'~ 0 0 5261 5261 5261 5261 5261 5261 5261 5261 42084
King HUI••in Medical C.,t.r-~ 0 0 2079 2079 2079 2079 2079 2079 2079 2079 16632
Jordan University Hospital-~ 0 0 1366 1366 1366 1366 1366 1366 1366 1366 1092a
Isl..ic Hospit.l·~ 0 0 4800 4aOO 4800 4aOO 4800 4800 4800 4800 38400

Princess ..... Hosiptal-Irbid 0 0 0 4367 4367 4367 4367 4367 4367 4367 30566
Irbid RMS Hospit.l 0 0 0 3304 3304 3304 3304 3304 3304 3304 23125
Karak NOH Hospital 0 0 0 aza aza aza aza aza aza 828 5796
Princess HaYY8 Hospital-Aqaba 0 0 0 986 986 986 986 986 986 986 6902

Zarqa NOH Hospital 0 0 0 0 3547 3547 3547 3541 3547 3541 212az
Mafraq MOM Hospital 0 0 0 0 1656 1656 1656 1656 1656 1656 9933
Medaba MOIl Hospital 0 0 0 0 1168 1168 1168 1168 1168 1168 7005
SOldier's Welfare Society-Zarqa** 0 0 0 0 1969 1969 1969 1969 1969 1969 11811
..________............-a..__•__.............._ ..._ aM • ._---_._..------
Project Year Total 0 0 13506 22990 31328 31328 31328 3132a 31328 31328 224463
aa.-.................._._..........__.........._ ..• ...______• •• ._..--.......... --
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Projected NUIlber of l.ediate P08tpertUi F_ily Planning Acceptors (Bued on 1992 H08pi tal Del ivery Figures)
(All Methods)
..___....aaaa..........._ ••_______• __._···__._..._.___• ......____..._....._ .............

HOSPITAL Year 1 Year 2 Year 3 Year 4 Y.ar 5 Center Total
6.- 6.- 6.,. 6.,. 6.,. 6.- 6.,. 61108 6.,. 6.- LOP==••-=:az••••~~a........__•••__._·_·__..____..................._ ....._ ..........................a..........._

Al Buhir Hospital·~ 0 0 263 263 526 526 789 789 1052 1052 5261
King HUisein Medical Center-A8men 0 0 104 104 208 208 312 312 416 416 2079
Jorden University H08pit8l·~ 0 0 68 68 137 137 205 205 273 273 1366
Isl_ic Hospital'~ 0 0 240 240 480 480 720 120 960 960 4800

Princess Ba... H08iptal-lrbid 0 0 0 218 218 437 437 655 655 873 3493
Irbid RMS Hospital 0 0 0 165 165 330 330 496 496 661 2643
Karat MOH Hospital 0 0 0 41 41 83 83 124 124 166 662
Princess Havya Hospital-Aqaba 0 0 0 49 49 99 99 148 148 197 789

Zarqa MOM Hospital 0 0 0 0 177 177 355 355 532 532 2128
Mafraq MOM Hospital 0 0 0 0 83 83 166 166" 248 248 993
Madaba MOM HGapi tal 0 0 0 0 58 58 117 117 175 175 701
Soldier's Welfare Society-Zarqa** 0 0 0 0 0 0 0 0 0 0 0
...=z.........................axa...........: .........=-==..............................................................................
Project Year Total 0 0 675 . 1149 2143 2617 3611 4085 5079 5553 24915
• __...... •••••aa....aaaaaaaaa•••-=:1...~.===....aaa••__••_ •• ~............._=..a.-

**Approxi_tion Using RMS Zarqa Del ivery Figures

Estil.ted Rates of Predischarge Acceptance of F_ily Planning:
First Year of CPP Center Operation· 5 percent of WC*n delivering in hospital ee:cept
Second Year of CPP Center Operation· 10 percent of WClll*I del ivering in hospital accept
Third Year of CPP Center Operation - 15 percent of ..... del ivering in hospital ee:cept
Fourth Year of CPP Center Operation - 20 percent of~ delivering in hospitalee:cept
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Irojected NUlbers of we.en Returning to CPP Center for PostpertUi Cere (Based on 1992 Hospital Delivery Figura)

........E•••• • ___

IOSPITAL Yelr 1 Year 2 Year 3 Year 4 Year 5 Center Total
6ma 6_ 6_ 6.as 6_ 6_ 6_ 6.as 6_ 6_ LOP
~.. . ......_..---_.-.._..._---.__._._...--.-.

Il Bashir Hospital-~ 0 0 1841 1841 2367 2367 2893 2893 3156 3156 20516
:ing Hussein Medical Center-~ 0 0 728 728 936 936 1143 1143 1247 1247 8108
10rdM University Hospital-~ 0 0 478 478 615 615 751 751 820 820 5327
:sl..ic Hospital-~ 0 0 1680 1680 2160 2160 2640 2640 3156 3156 19273

'rinc..s B_ Hosiptal-Jrbid 0 0 0 1528 1528 1965 1965 2402 2402 2620 14409
rbid RMS Hospital 0 0 0 1156 1156 1487 1487 1817 1817 1982 10902
:arak MOtI Hospital 0 0 0 290 290 373 373 455 455 497 2732
'rinc..s Hayya Hospital-Aqab8 0 0 0 345 345 444 444 542 542 592 3254

:aJ"CIII MOtI Hospi tal 0 0 0 0 1241 1241 1596 1596 1951 1951 9577
IIfraq MOtI Hospital 0 0 0 0 579 579 745 745 911 911 7622
leclaba MOtI Hospital 0 0 0 0 409 409 525 525 642 642 8467
oldier's Yelfare Society-Zarqa** 0 0 0 0 689 689 886 886 1083 1083 5315
1________..__..._ ............_ ......__• ._·· ..---.-...... d • ___....._ ••• HE .....

'roject Year Total 0 0 4727 lI046 12315 13264 15448 16397 18182 18656 1155021&8_.__•___•__••__••••_._.._ ............___....._ ..._ ••••__••• -- ---
'*Approxi_tion Using RMS ZaJ"CIII Del Ivery Figur..

sti_ted Rat. of Return to CPP Center:
irst Year of. CPP Center Operation - 35 percent of wc.en del ivering in hospital return
econd Year of CPP Center Operation - 45 percent of wc.en del ivering in hospital return
hird Year of CPP Center Operation - 55 percent of wc.en del ivering in hospital return
ourth Year of CPP Center Operation - 60 percent of WOMn del ivering in hospital return
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Projected N\.ft)ers of Wolllen Accepting F_ily Plaming .t CPP Centers (Bued on 1992 Hospit.l Delivery Figures)
·(C~, Pill, IUD)_...__.........._--... • ____•__••____••__..............-s......_.=..= ____...

HOSPITAL Yur 1 Yur 2 Ye.r 3 Yur 4 Ye.r 5 Cent... Tot.l
61108 6~ 6 1108 6 IIOS 6110S 6110S 6110S 6110S 6 .as 6110S LOP

..............a.a...........aa:.aa.............................................................................a=.aaaa..............zz=a

At Bashir Hospiul-Alnan 0 0 552 552 829 829 1244 1244 1578 1578 8406
King Huss.in Medic.l Center-~ 0 0 218 218 327 327 492 492 624 624 3322
Jordan university H08Pit.l-~ 0 0 143 143 215 215 323 323 410 410 2183
Isl_ic Hospit.l-~ 0 0 504 504 756 756 1135 1135 1440 1440 7670

Princess B.... Hosipt.l-Irbid 0 0 0 458 458 688 688 1033 1033 1310 5668
Irbid RMS Hospital 0 0 0 347 347 520 520 781 781 991 4288
Karat NOH Hospital 0 0 0 87 87 130 130 196 196 248 1075
Princess Hayya Hospital-Aqaba 0 0 0 104 104 155 155 233 m 296 1280

Zarqa NOH Hospital 0 0 0 0 372 372 559 559 839 839 3540
Maf..aq NOH Hospital 0 0 0 0 174 174 261 261 392 392 1652
Madaba MOIl Hospital 0 0 0 0 123 123 184 184 276 276 1165
Soldie..'s welf.... Society-Z.rqa** 0 0 0 0 207 207 310 310 466 466 1965
.........._._......._c.....aa••-.a:aaa........................._____••.._.8Z__..................................
P..oject Y.... Tot.l 0 0 1418 2414 3998 4496 6001 6750 8267 8869 42214
___......._a.aaaa............a_.......a.aa.._..........._.__________~_..........:
**ApprOXiMtion Using RMS Z.rqa Del Ivery Figures

esti_ted R.tes of Retum to CPP Cente..:
First Yea.. of CPP Cente.. Operation - 35 pe..cent of wo.en delivering in hospit.l retum
Second Year of CPP Cente.. Oper.tion - 45 percent of WOllen deliv.ring in hospital retum
Third Year of CPP Center Operation - 55 percent of WClIIl!f1 delivering in hospit.l return
Fourth Ye.r of CPP Center Ope...tion - 60 percent of wo.en delivering in hospital r.tum

Projected R.te of Acceptance of PostpertUi F_ily Plaming at CPP Cent...
First Ye... of CPP Center Operation - 30 percent of wo.en accept • ~rn .thod
Second Ye.r of CPP Center Operation - 35 percent of wo.en accept. lIlodern Mthod
Third Year of CPP Center Operation - 43 percent of wo.en accept. lIlodern Mthod
Fourth Year of CPP Center Oper.tion - 50 percent of wo.en accept a IIIOdern Mthod

::2..
~-'),
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Annex II.G.
Table 26

CPP PROJECT EXPENDITURES BY fiSCAL YEAR (SUS)
(Including Overheed (35X) and Shipping (25X»

••••••••••••••••••••••••••••==.=~==== ••••••saa•••••••••........................................................

Project C~t/Actlvity Year 1 Ye.r 2 Y.ar 3 Y.ar 4 Year 5 TOTAL
...............................................................................................................
1. SERVICE DELIVERY

A. Technical Assistanc.
1. Long T.... 375,237 589,995 507,866 559,827 304,757 2,337,682
2. Short T.... 77,625 94,795 75,814 63,977 65,637 377,849

B. Contrecepttvea 109,725 172,817 181,458 127,020 0 591,020
C. Clinical Equipment 397,690 0 0 0 0 397,690
D. Other Equipnlel"lt

1. Center 95,719 0 0 0 0 95,719
2. Vehicles 63,000 0 0 0 0 63,000
3. Vehicle Mlint/insurance 6,818 7,158 7,516 7,892 8,287 31,671

E. facilities Upgrade 99,939 188,992. 0 0 0 288,931
F. Protocol D.velopl*'lt 60,750 0 0 0 0 60,750
G. Data Collection

1. Equipwent 74,360 20,475 0 0 0 94,835
2. C~ter FOnIB/SUpplies 17,260 18,123 37,634 19,980 443 93,439

H. Progr....tic R••••rch
1. Subproject Activities 0 177,188 186,047 78,140 82,047 523,421
2. S_inar. 0 14,175 14,884 15,628 0 44,687

Subtot.l 1,378,122 1,283,718 1,011 ,219 872,464 461,171 5,006,694

..................................................................................................................
2. TRAINING

A. Technical A.sistanc.
1. Medh.... T.... 318,938 76,191 0 0 0 395,128
2. Short Te... 0 0 70,698 0 77,944 148,642

B. Workshopa/Se-inars
1. Per Die- 88,661 210,109 107,163 70,326 73,842 550,101
2. Supplies 20,250 56,700 44,651 22,326 24,614 168,541

C. Overseas Treining 129,600 136,080 0 0 0 265,680
D. Equiplllent 69,004 0 0 0 0 69,004

Sub-Total 626,453 479,080 222,512 92,651 176,400 1,597,096

3. lEe

A. Technfcel Assfstance
1. Short r.... 108,000 113,400 119,070 125,024 131,275 596,768

B. Equiplllent and Materi.ls 65,812 0 0 0 0 65,812
C. S..inars, Treining, "tiS 79~412 100,059 96,307 0 0 275,.m
D. Meterf.ls Oev.lopMent 67,500 398,776 103,967 109,166 114,624 794,033
E. Mess Nedie 19,853 125,074 131,32~ 137,894 0 414,147

Sub-Total !40,577 737,308 450,671 372,083 245,899 2,146,538



...................................................:e .

4. EVALUATION

1. Techntcll A••t.tlnee 13,500 0 0 15,6215 32,819 61,947
1. Mtnt.tucUe. 20,250 21,263 29,7615 70,326 139,479 281,085
2. External Evaluetton 0 0 110,250 0 121,551 231,801

Slb-Total 33,750 21,263 140,018 85,954 293.lS4lS 574.832

••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••
5. AUDIT 50,000 50,000 50,000 50.000 50,000 250,000

6. PROGRAM MANAGEMENT

1. Supplies 166.109 25.515 26,791 28.130 29,537 276,082
2. Offtce Cost. 101,250 104,895 110,140 115.647 121,429 553,361
3. Trenaportltlon 8.100 0 0 0 0 8,100
4. In-country travel 6,750 7.088 7.442 7.814 8,205 37,298

Slbtotal 282,209 137,498 . 144.372 151.591 159,171 874,840

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••==•••
7. CONTINGENCY (5X) 150,000 150,000 100,000 75,000 75,000 550,000

.............................................................................................................sa•••

GRANO TOTAL 2,861,110 2.858,866 2,118,792 1,699,743 1,461,489 11,000,000



·ANNEXll.H.

P.I.D.ISSUES

The Project Identification DoCument for the CPP project set out three issues to be
addressed by the project design team. What follows is a summary of the team's
deliberations and conclusions on these issues.

Issue :I/: 1: Antenatal counseling and services are an essential component of the
comprehensive approach taken by the CPP project. The ways in which antenatal care will
be incorporated will be determined by the PP team after a thorough assessment of the
options.

The team proposes that following antenatal counseling and services be provided
under the project:

1. The hospitals that participate in the CPP project already provide antenatal
care on site and the staffs of their antenatal clinics will receive a clinical
update as well as training in the provision of antenatal counseling and
education on family planning and related topics. Educational materials will
also be available to pregnant women coming through these clinics so that they
can learn about health care practices themselves.

2. The bulk of antenatal care in Jordan is provided by private physicians and
MC" clinics. These providers will receive educational materials produced
through the project so that their patients may benefit from the information
provided to women in the CPP centers.

3. The project proposes to develop national standards and guidelines for
antenatal and postnatal care in an effort to standardize and improve the
content of prenatal care.

It was decided not to train antenatal care providers at the health center level since
such training is already included in AID's FHS project. However, the CPP project
plans to collaborate with the FHS project in the development of a referral system
between health centers and the hospital to improve continuity of care for patients.

Issue :# 2: Because of differences in delivery approaches in the private and public sectors
in Jordan, the exact modalities of establishing CPP centers and providing comprehensive
postpartum services is a project design issue which will be addressed by the PP team.

1



Annex II.H.
PID Issues

The project design team has decided to focus the project primarily in public sector
hospitals. There are a number of reasons for this: (a) the bulk (69 percent) of
deliveries occur in public hospitals; (b) most of the public hospitals have large
caseloads, so that resources invested at one site will have a greater impact; (c) there
is greater potential for increasing contraceptive prevalence in the public sector
because demand for contraception there is not yet high; (c) public hospitals are in
greater need of assistance because they have fewer resources and a needier
population than those in the private sector.

Private hospitals are less suited to the CPP model than public ones. Their patients
are middle and upper class and generally have established ties with private
physicians, so that they do not wish to go to a facility where they and/or their infant
will be seen by another physician. For these women, a visit to t~e hospital for a
delivery is simply a stopping point along the continuum of care for mother and baby.
Moreover, women who seek care in the private sector are already more likely to be
using contraception than those in the public secot.

Nevertheless, the project does not plan to ignore the private sector. Private hospitals
expressed· a strong interest in using educational materials produced by the project
and it is planned to make them available not only to private hospitals but also to ob':'
gyns and pediatricians in private practice. There will also be efforts to reach private
providers with information about the CPP project's approach, through articles and

. advertisements in professional journals, presentations at professional meetings and
other means.

There will also be two private sector CPP sites: Islamic Hospital in Amman and
Soldiers' Welfare Fund in Zarka. The first was selected because of the large number
of deliveries performed there, a caseload that is more middle-class than that of most
private hospitals, its strong interest in participating and its important links with the
religious community. Soldiers' Welfare Fund was chosen in order to include a non
governmental facility, because of staffing and space constraints at the public hospital
in Zarka, because of its strong track-record on family planning and its interest in
participating in the project.

Issue :# 3: In Jordan, childhood immunization is provided at various service points: eHe
and MCH centers, hospitals, private sector clinics, school health teams, national health
campaigns and by mobile EPI teams. The PP team should investigate the various models
that could be used to incorporate maternal health services with the successful immunization
program.

2



Annex II.H.
PID Issues

Unfortunately, maternal health care and medical family planning are more
complicated services than immunization, inasmuch as they require an unclothed
physical examination and a modicum of sterile equipment. Thus, many of the
approaches used in Jordan to take immunization to the people cannot be readily
adapted for family planning. Once the task of integrating family planning into the
medical system is accomplished and public opinion is more accepting of making
contraception readily available, the possiblity of building community-based
distribution of contraceptives onto the successful vaccination system should be
carefully considered.

It is not too early, though, for family planning counseling to be grafted onto the
vaccination program. Visits for immunization provide a unique opportunity to raise
the issue of contraception. Since these visits occur at two months, three months, four
months and nine months, health care providers can discuss contraception with
mothers at that time, responding to any problems that users may be experiencing and
discussing the option of starting a method with non-users. The possibilities of
building such counseling onto the CPP centers' services are limited, however, because
vaccination is usually provided at the health center level or in private physicians'
offices, rather than in hospitals. Hospitals are understandably reluctant to take on
vaccinations, since the current system works well and they could find themselves
overwhelmed with the demand for that and other primary care services. The team
believes that the FHS project's training for health workers in maternal and child
health centers should help vaccinators discuss family planning topics with mother~

each time they come for a vaccination. .
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ANNEXID.A.

TECIINICALANALYSIS

The Jordanian medical system can be characterized as generally technologically advanced
with many well-trained and experienced physicians in both the public and private sectors.
Jordanians of all socio-economic categories place a high value on health care for the
maintenance of good health for all family members; the majority also value active use of
western medical facilities. While preventative care is still in its infancy in Jordan, curative
care, especially at tertiary facilities is of high quality. Jordanians actively seek the highest
quality services within their means, often bypassing primary health care centers to go directly
to tertiary health facilities where the bulk of specialists are located.

The level of technical expertise among Jordanian specialists in the public and private sectors
is generally high. Many physicians have received their training abroad in the U.S. or U.K.
and are Board eligible. The ratio of physicians to nurses and midwives in Jordan is skewed;
nurses, especially, are in short supply but experienced specialists are not, especially in the
larger urban areas. Hospital Ob/Gyn and Pediatric Departments tend to be adequately
staffed with many well-trained MDs. Thus, in Jordan, specialists can playa much greater
role in the provision of postpartum services than would be possible in other countries, thus
minimizing the range of training necessary to expand services to include family planning and
improve quality of care. The specialists at the sites selected to participate in the Project are
solidly behind the CPP concept and are eager to initiate the expanded postpartum services.
Family planning services are the general exception to the high level of technical expertise
found among Jordanian physicians. The CPP project will expand and improve their skills.
The general shortage of nurses in Jordan is not unique to the CPP project and is not
expected to hinder the implementation of the Project at the 12 selected sites. As a result
of the expanded nurse training programs currently underway, it is anticipated that the
nursing situation will improve by the end of the Project.

Hospitals in Jordan are well-equipped, although space issues are a major concern for some
facilities. Costs to upgrade physical facilities and provide the necessary range of equipment
to offer quality and comprehensive postpartum services will be minimal. Quality of care is
generally high at hospitals already, as evident in the fact that 80 percent of women choose
to deliver in hospitals.

In a small country, such as Jordan, the MOH plays an important role in the provision of
health services. Basing the CPP project in the MCH Directorate will further improve the
MOHcapacity to provide family planning and MCH services effectively and efficiently by
expanding the technical and supervisory capacity. Computerization is necessary to
systematize and improve information flow and link up the various levels of the health care
system.



Annex UI.A
Technical Analysis

In sum, no technical issues are anticipated to constrain the implementation of the Project.
In fact, the high quality of Jordanian specialists and their interest in the CPP approach is
conducive to widespread success of the Project.
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ANNEX m.R.
FINANCIALANALYSIS

The purpose of this financial analysis is to assess:

The overall financial soundness of the project's approach, and the extent to which
project resources will be used cost-effectively;

The flow of project resources including the mechanisms for funds disbursement, cost
estimates and USAID and GOJ contributions.

Long-term prospects for project activities to become institutionally and fmancially
sustainable.

1.0 Overall Cost-ElTectiveness of Project Approach

The introduction of postpartum contraception in Jordan's hospitals is expected to be a highly
cost-effective approach for a number of reasons. First, postpartum contraception targets
women of proven fertility who, without contraception, are likely to become pregnant again
soon. Second, over 80 percent of deliveries occur in hospitals. Providing hospital-based
predischarge and postpartum family planning services has the potential to reach large
numbers of women through relatively few points of service delivery. Providing services at
the relatively small of number of hospitals required to reach the majority of postpartum
women avoids the expense of upgrading, equipping and training staff in a large number of
small ~ealth centers around the country. Studies in other countries providing postpartum
family planning have found that the provision of family planning following delivery or during
postpartum follow-up is cost-effective. The marginal cost of providing an effective family .
planning method (especially sterilization or the IUD) while the woman is being seen for
other delivery/health services makes it more cost effective than interval provision of family
planning. At present approximately 18 percent of family planning services already are
provided at hospitals financed directly by the Government of Jordan. Therefore, of the
possible alternatives for achieving project objectives, the hospital-based approach to the
provision of postpartum family planning was chosen on the basis of being the most cost
effective approach in Jordan, to the extent that this could be determined.

The Cpp project is one of the largest bilateral population efforts ever undertaken by AlD.
to provide postpartum family planning services. Its intent is to have a major impact on the
rate of population growth and the health status of mothers and infants in Jordan. As such,
the project needs to take a comprehensive approach over its S-year life by utilizing all major
channels that can be mobilized effectively to achieve project objectives. The project's. main
components (service delivery, training, IEC) represent only marginal investments to upgrade
and expand existing systems and capacities. The majority of project funds will be expended,

1
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Financial Analysis

on activities carried out through infrastructures and organizations already active in these
areas.

The public sector is represented by the Ministry of Health and the Royal Medical Services
which nationwide operate 19 and 8 hospitals, respectively. Surveys show that these facilities
provide opportunities for family planning service delivery that heretofore have been largely
untapped. The addition of better staff training, education and counseling, commodities
management, improved quality of care, a wider range of contraceptives and strengthened
supervision can increase effectiveness of public sector hospital-based family planning at low
relative cost. It is anticipated that by the end of the project, the CPP Project approach and
activities will be replicated in all MOH and RMS hospitals, with the costs of hospitals not
i,neluded in the Project being borne by the respective governmental body.

The project's non-governmental activities will take place both with universities and non
profit groups, such as Islamic Hospital, Soidier's Welfare Society and other NGOs; This
strategy is cost-effective because, like the public sector, these institutions offer solid
opportunities to tap into existing service and distribution networks through investments at
the margin. Other private sector physicians and hospitals will receive IEC materials
produced by the Project. While the Project will not work directly with the private, for profit
sector in establishing CPP Centers, it is anticipated that the approach will be adopted by
individual physicians and hospitals.

In countries with low prevalence and a mixed record in the public sector, NGOs have often
played a catalytic role in stimulating demand and widening the acceptance of various family
planning methods. The more than 600 NGOs, 90 of which current provide health care
educationand/or services, offer an opportunity to utilize another possibly potent channel
for achieving project objectives. Several of the NGOs are organizations which have the
capability of promoting and providing family planning services as envisioned by the CPP
project.

The research and evaluation activity will least take advantage of existing structures and
capacities. The project will assist these local organizations to build up capacity to perform
the required research and evaluation activities planned in the scope of work. The outputs
of the research activity will have a major influence on improving cost-effectiveness as the
results of policy, operation and survey research are fed back into the implementation
components.
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Financial Analysis

2.0 Flow of Project Resources

Over the five-year life of the CPP Project, approximately $11 million will be disbursed by
USAID/ Amman. The USAID/ Amman contribution primarily will come indirectly through
cooperating agencies. Approximately 654,020 will be contributed directly in the form of
contraceptive commodities and project vehicles.

2.1 Inputs and Budget Estimates

In developing budget estimates, unit costs based on current U.S. and local prices and recent
USAID/Amman project experience were used for long- and short-term personnel salaries,
travel, contraceptives, training, equipment and other inputs. Budget estimates were
calculated for each project component and then compiled. Cost data are desegregated into
projected expenditures by each type and sou.rce in the attached Tables.

2.2 Mode of Payment

Public and private sector activities, technical assistance and equipment will be funded
through a direct AID' contract with a Prime Contractor, which will in turn subcontract for
some activities. Contraceptive commodities and vehicles will be provided directly by
USAID/Amman. (See Table in Cost and Financial Plan Section)

2.3 Host Country Contribution

The Government of Jordan will provide salaries, physical space in hospitals and
maintenance and replacement of equipment and ·repair and maintenance of vehicles for the
CPP Project. The GOJ contributions will not have to be accounted for through systematic
tracking and recording procedures as the Project will be funded using ESF grant funds.

3.0 .Sustainability

The initial cost of upgrading and expanding family planning services at the hospital level via
postpartum centers will be largely subsidized by the Project. However, after this initial
investment, the recurrent costs of the project will be limited to staffing costs, equipment
maintenance and replacement, contraceptive commodities, office and other supplies. The
MOH, RMS and other sites selected to participate in the Project have already proven their
commitment to sustainability as they are providing the bulk of the recurrent costs already
under the Project.
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Family planning and MCH services are available free through the MOH system, and for a
minimal fee for service at the RMS and most of the other hospitals. Thus, the project
design includes efforts to develop family planning services which will ultimately be fully paid
for by users and the government. At present the MOH offers family planning and maternal
and child health services free of charge. There is no plan at this time to initiate a cost
recovery program.

NGOs will be supported and strengthened through the project. While NGOs rarely operate
without subsidies, the NGOs receiving grants and technical assistance through the CPP

-project will be encouraged to diversify their base of financial support by attracting additional
contributions from the community and other donors, thus improving their long-term
sustainability.

The above assumptions of financial sustainability are dependent on assumptions about rising
demand for family planning and the long-term commitment of the Government of Jordan
to family planning. The Project contains several activities specifically designed to raise
demand for services, along with an IEC component which will raise awareness about the
value of project activ;ties among key constituencies and the general public.

The broad scope of training, wide dissemination of IEC materials and constituency
development provided by the CPP Project will contribute significantly to the
institutionalization of the comprehensive postpartum concept (continuity of pregnancy,
delivery and postpartum care and the unitary provision of services for postpartum mothers
and their infants) in Jordan. It is anticipated that the CPP concept will be fully integrated
into the Jordanian medical system by the end of the Project. It is anticipated that not only
will all public sector hospitals adopt the approach, but MCH and CHC centers will also.
Private sector hospitals and NGO clinics not involved in the project are also expected to
adopt the CPP concept as appropriate to their activities. By having all medical, nursing and
midwifery students expose~ to the new mode of service delivery through their schooling,
internship and residency programs will further promote institutionalization among of the
concept and approach throughout the Jordanian health system.
By the end of the project, the mass media component is expected to have raised awareness
and demand for postpartum services and thus intensive efforts will no longer be necessary.
The lEe materials developed under the Project will continue to be used by the sites
participating in the CPP Project, as well as by other public and private sector hospitals and
service providers.
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Annex III.B.
Table 27

ACTIVITY

Service Delivery:
minimum center staff is
1 Ob/gyn; 1
Pediatrician; 2 nurses;
1 health educator; 1
clerical person
Total GOJ centers - 10

TOTAL COST

749,995.80

269,999.10

449,998.50

1,800,004.20

735.29

529.41

882.35

1,764.71

DOLLAR
VALUE

(X=.68)

:;;:;=;::;;:;;::::::::::;:;:.-:-:.
;:;:::::::;:,;.:.:.:.\::::::::::

::-:-~_~:~ '::<-::.~~J.-:-:.~:~.:;:::::;;.:-::::::::::::::;:::::;::,::

.... . .~timatedCol1·

PERSON ESTIMATED
MONTHS SALARY &

(per BENEFITS1

person) (JD)

51 1200

51 500

51 600

51 360

10 health
educators

20 nurses

10
clericals

20 doctors

PERSONNEL

."""'"

.......... ·····::":·;.L:/·;.i: ;:::::U··Sl!J~;nc!f:Dm~D.Y"T()TAt: •.·:·.:.·.•·:::;i?:.· .;::·.t·......... iX.3.26j;997.60 ••·

Training:
sessions scheduled to
last .75 PM; USAID is
contributing some per
diems. CPP center
staff NOT included
because their salaries
are included above.

371KDs

441
midwives or

nurses

6 health
educators

.75

.75

.75

1200

500

600

1,764.71

735.29

882.35

491,030.56

243,197.17

3,970.58

•. ·····/>TRAIRINGTOTAI.·. ..•.•...•... .198.31
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60 1800

60 1200

60 1200

12 1200

24 900

-
60 I 500

60 500

ACTIVITY

Information, Education
and Communication:
from Department of
Health Education:
Chief (40%);
2 full-time health
professionals;
1 secretary;
40 regional health
(20%)

Central Management:
1 Project Director for
MOR and RMS;

For MOR only:
1 Training/Quality
Assurance M»;
1 MD for protocol
development;
1 person responsible
for facilities upgrade;
1 secretary;
1 driver

PERSONNEL

1 Chief

2
profs

40 health
educa

1
secre~

2 MDs

1M»

1M»

1KD
(protocols)

1 for
up2rade

1 secretary

1 driver

PERSON
MONTHS

(per
person)

24

60

9.6

60

ESTIMATED
SALARY &
BENEFITS1

(JD)

1800

1000

800

500

DOLLAR
VALUE

(X=.68)

2,647.06

1,470.59

1,176.47

735.29

2,647.06

1,764.71

1,764.71

1,764.71

1,323.53

735.29

735.29

TOTAL COST

63,529.44

176,470.80

451,764.48

44,117.40

-----_.-

735,882.12

317,647.20

105,882.60

105,882.60

21,176.52

31,764.72

44,117.40

44,117.40

·····:····::·····:·::···::::·'lfARAGEKERt.··TOTAL/ ••:· ····>:<··.··.•·/•••·.:..·.· ..::I·:,:}:!:·::.,,},,::·:;::,:::67O·~·588f44··
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TOTAL COSTDOLLAR
VALUE

(X=.68)

ESTIMATED
SAlARY &
BENEFITS1

(JD)

PERSON
MONTHS

(per
person)

PERSONNELACTIVITY

Evaluation: yearly

.:=~~~.:•.......SBRVZ~~ ••••.•·DB.~~r=~'f~ •.•..••.~~~~.~ •••••·.i.~.Bg.i: ••••....=~~ft.~ ...•....:.•!; •••••••••·:: •••••:.!:••.••••!•••::.:•••1·••••••••••••• ·· ••••••••••••S·,.458•.,·§6.6•••••4.,•.• ·

1. Benefits are estimated to be 100 percent of salary; therefore, mid-level doctors cost an
estimated 600 JD/month mUltiplied by two; senior doctors cost an estimated 900 JD/month times
two.

~
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Project Component/Activity

Annex 111.8.
Table 28

SUMMARY COST ESTIMATE

AID Contrlbutton
fX LC TOTAL

== :.a••••••••••••••••••

1. SERVICE DELIVERY

A. Technical Asststance 1,888,960 826,511 2,115,531
B. Contraceptives 591,020 0 591,020
C. Clfnlcal Equipment 384,904 12,786 391,690
D. Other Equtpnent

1. Center 85,389 10,330 95,119
2. .Vehtcles 63,000 0 63,000
3. Vehtcle .tnt/tnsurance 0 31,611 31,611

E. Factlttles Upgrade 0 288,931 288,931
F. Protocol Development 0 60,750 60,750
G. Data Collection

1. Equlpnent 94,835 0 94,835
2. Computer FOrMS/Supplies 0 93,439 93,439

H. Programmattc Research
1. Subproject Actfvttles 0 523,421 523,421
2. S_lnara 0 44,681 44,681

.Subtotal 3,108,108 1,898,586 5,006,694

==•••••••••••••••••z .......................................................

2. TRAlNING

A. Technfcal Asststance
1. Medii. Te... 334,318 60,750 395,128
2. Short Te... 101,702 46,940 148,642

8. Workshope/SeMtnars
1. Per DI_ 0 550,101 550,101
2. Suppliea 0 168,541 168,541

C. OVersea. Training 265,680 0 265,680
D. Equtpment 64,698 4,306 69,004

Sub-Total 166,458 830,638 1,591,096

==•••= =••••••••••••••••••
3. IEC

A. Techntcal Asststance
1. Short-tena 596,768 ° 596,768

B. Equtpment and Matertala 65,812 ° 65,812
c. Sentnara, Tratntng, Mtga 0 275,177 275,177
D. Matertala Development 0 794,033 794,033
E. Ma.s Media 0 414,147 414,147

Sub-Total 662,580 1,483,957 2,146,537



4. EVALUATION

1. Technfcal Assfstance 61,941 0 61,941
2. Mlnfstudies 41,513 239,512 281,085
3. External Evaluatfon 231,801 0 231,801

Sub-Total 335,261 239,512 514,833

5. AOOIT 250,000 o 250,000

6. PROJECT MANAGEMENT

1. Supplfes 207,117 68,965 276,082
2. Office Costs 0 553,360 553,360
3. Trensportetfon 0 8,100 8,100
4. In-country Travel 0 37,298 37,298

Subtotal 207,111 667,123 814,840

7. Contingency (5X)

GRANO TOTAL

400,000

5,729,524

150,000

5,270,476

550,000

11,000,000



Table 29
Amex III.B.

CPP PROJECT • PROCUREMENT PLAN

The procu..ement Is Itetllized below. Local cOlllllOdltles will be pu..chased ecco..dlng to local cu....ency ..egulatlons
contained In Chapter 18 of Hancl:look 18 or by utll hlng any necessary w.lver. on • c.se by c.se besfs.

====••==••••••••••••••••••••••••••a•••••=•••••••••••••••••= .

- ...

COIlIllOdfty Numer
Unit of Unit.

Unit
Cost

Reap. Procure.ent
Cost (S) Agency Source/Orfgfn

Method of
Procurlllel'lt

P.yment Procurement
Procedure Schedula

=a .

1. Technical Resou..ces
Resident Advisor Yea.. 2 147,500 295,000 P..I.. C USA Cont..act Rellllbur•• Ye.... 1, 4

Year 2 130,500 261,000 Rellllbu.... Yea.. 2 ,]
Senior Advisor Year 4 52,941 211,764 Prf.. C Jordan Contract Rellllbu.... Years 2-5
USAID Project Manager Yea.. 5 28,000 140,000 USAID Jo..dan Cont..act Direct Ye.r. 1-5
Mlchlgln fellow Year 2 100,000 200,000 USAID USA Buy-In Direct Year. 1, 2
Accountant Yea.. 4.5 24,]75 109,688 prl.. C Jo..dan . Contract Rellllbu...e Ye.... 1-5
Secret.rv Year 4.5 l' ,406 51,328 Prl. C Jordan Contrect Rel.r•• Year. 1-5
Drfver Year 4.5 8,750 39,375 Prl.. C Jordan Contrect Reflllbur•• Ye.r. 1-5
Dat. Speclall.t Year 4.25 28,750 122,188 Prl. C Jordan Contract Rellllbur•• Year. 1-5
CA Backstop Year 3 63,000 189,000 Prl. C Jordan Contract Rellllbur•• Ye.r. 1-5
.Tr.fnlng Consul tant Ye.r 1 168,750 168,750 Prf.. C USA Contract Reflllbur•• Ye.r 1
Short Te... Consul tant. PM 33.25 20,000 665,000 Prl. C USA Contract Reflllbur•• Y••r 1-5

_...----..
2~453,092

2. CCIlIIllOdft f..
A. contraceptfves

OVrette Cycle 100,000 0.25 25,000 USAID USA AID'" Buy-In DI ..ect Ye.... 1-4
Lo-fttalnol Cycle 175,000 0.25 43,750 USAID USA AID/Y Buy-In Direct Ye.... 1-4
CondoIIII Unit 400,000 0.10 40,000 USAID USA AID/Y Buy-In .Direct Ye.r. 1-4
CuT 380A IUD Unit 200,000 1.25 250,000 USAID USA AID/Y Buy-In Dfrect Ye.r. 1-4
Mo..plant . Sets 400 25.00 10,000 USAID USA AID/Y Buy-In Df ..ect Ye.r. 1-4
Depo-prover. Unit. 130,000 1.00 130,000 USAID USA AID'" Buy- In Direct Ye.r. 1-4

....----.
498,750

8. Cllnfcal Equipment
IUD Insertfon Kit E.ch 35 100 3,500 Prllllt C. USA Purch.se Order Direct Ye.r 1
IUD Backup Kf t Each 18 268 4,824 PriM C USA Purch.se O..der Direct Year 1
Mfnflap Kit Eech 45 135 6,075 Prl. C USA Pu..chase Order Direct Year 1
InstrUlllent Table Eech 35 78 2,734 Prl_ C USA Purch.se Order Direct Y••r 1
Goose Neck L~ Each 35 234 8,203 Pd.. C USA Purchase Order Direct Year 1
Autocl.ve Each 12 781 9,375 Prl. C USA Purcha.e Order Dfrect Ye.r 1
Gynecological Ex.. Tabl. Eech 35 500 17,500 Prl. C USA Pu..ch••e Order Direct Y.ar 1
Gyn Stool. Each 35 47 1,641 Prl. C USA Purchase Order Direct Ye.r 1
Steel Bowl Set Eech 70 117 8,203 Prl.. C USA Pu..cha.e Order Direct Ye.r 1
Sto..age Cupboa..d Each 35 234 8,203 P..I_ C USA Purcha.e o..de.. DI ..act Yea.. 1
P.. lvacy Screen Each 35 109 3,828 P..11Ilt C Jo..dan Pu..cha.e o..de.. DI ..ect Yea.. 1
felop RII'lII Box of 2 150 300 P..f_ C USA Pu..cha.e Orde.. DI ..ect Yea.. 1
LlIpII....cope tilth falop P"I. C USA Pu..cha.e o..de.. DI ..ect Yea.. 1

Ring Adapter Each 12 6,000 72,000 P..I_ C USA Pu..chase Order Dfrect Year 1
Teachll'lll Attachment E.ch 4 5,400 21,600 P..I_ C USA Pu..chase Orde.. DI ..ect Yea.. 1
Baby ex_Inlng Table/Sldes Eech 35. 156 5,469 Prl.. C Jordan Purchase Order Direct Ye.r 1
Baby Scale Each 35 47 1,641 Prl.. C Jordan Pu..chase O..der DI rect Ye.r 1

I USS • .68 JD
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tpp PROJECT • PROCUREMENT PLAN

Baby Heed Measur I I'IllI Tape Each 70 3 219 Prime C Jorden Purchase Order Direct Year 1
ENT Diagnostic Set Each 35 78 2,734 Prime C USA Purchase Order Direct Year 1
Wash Sink Each 35 47 1,641 Prlllle C Jorden Purchase Order Direct Year 1
Vlcken Incubators Each 24 8,000 192,000 Prlllle C USA Purchase Order Direct Year 1
Neonatal Monitor Each 1 23,000 23,000 Prlllle C USA Purchase Order Direct Year 1
Smell Refrigerators Each 12 250 3,000 Prfllle C USA Purchase Order Direct Year 1---.......

397,690

C. Trainil'llll Equipment
Dry-erase Board Each 5 100 500 Prlllle C USA Purchase Order Direct Year 1
OVerheed Projector Each 5 600 3,000 Prlllle C USA Purchase Order Direct Year 1
Screen Each 5 250 1,250 PriMe C USA Purchase Order Direct Year 1
Easel/FUpchart Each 5 100 500 PriMe C USA Purchase Order Direct Year 1
Trainll'llll Video 5 1,000 5,000 PriMe C USA Purchase Order Direct Year 1
Resource Books 5 1,000 5,000 PriMe C USA Purchase Order Direct Year 1
Storage Cabl net Each 5 250 1,250 Prlllle C Jorden Purchase Order Direct Year 1
Bulletin Board Each 5 40 200 PriMe C Jorden Purchase Order Direct Yeer 1
Pelvic Model Each 20 395 7,900' Prlllle C USA Purchase Order Direct Year 1
Norplant ArM Model Each 8 14 108
Ai'll Replacment Skin Eech 100 2 200
Other Models and Charts 5 1,000 5,000 Prlllle C USA Purchase Order Direct Year 1
Copy Mach ines Each 5 3,000 15,000 Prillle C USA Purchase Order Direct Year 1
Tabl.. Each 10 200 2,000 PriMe C Jorden Purchase Order Direct Year 1
Chairs Each 100 70 7,000 Prlllle C USA Purchase Order Direct Year 1._-......

53,908

D. IEC Equipment
Apple C~ter &Software Each 1 16,000 16,000 PriMe C USA Purchase Order Direct Year ,.
A/V Mixll'llll Equipment etc. 1 6,000 6,000 PriMe C USA Purchase Order Direct Year 1
Cassette Recorders Each 10 50 500 PriMe C USA Purchase Order Direct Year 1
VCR &TelevisIon Each 3 1,700 5,100 Prlllle C USA Purchase Order DIrect Year 1
Easel/Fllpchart Each 3 80 240 PrllIIe C USA Purchase Order Direct Year 1
overheed Projector Each 1 600 600 Prlllle C USA Purchase Order Direct Year 1
IEC VIdeos Each 70 50 3,500 Prl. C USA Purchase order Direct Year 1
SLide Shows Each 70 80 5,600 Prlllle C USA Purchase Order DIrect Year 1
iuo Dl!lllO Model Each 100 15 1,500 Prl. C USA Purchase Order DIrect Year 1
Video Tape Each 100 10 1,000 Pdllle C USA Purchase Order DIrect Year 1
Audio C..sette ElICh 100 2 200 Prlllle C USA Purchase Order DIrect Year 1

.-.......
40,240

E. InfoMll8tlon Syst... Equlpllent
AnI 486 Dxz Coq:lUter Each 13 3,500 45,500 Prime C USA Purchase Order DIrect Year 1
Computer Printer Each 13 400 5,200 Prillll C USA Purchase Order DIrect Year 1
Computer Diskette Box 100 30 3,000 Prlllle C USA Purchase Order DIrect Year 1
Laptop c~ter Each 1 3,500 3,500 Prillle C USA Purchase Order Direct Year 1-....._...

57,200

1 USS • .68 JD
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F. Office and Supplies
Bulletin Board Each 2 40 80 Prime C Jordan Purchase Order Direct Year 1
White Board Each 4 100 400 Prime C USA Purchase Order Direct Year 1
FI ling Cabinet Each 3 234 702 Prime C Jordan Purchase order Direct Year 1
Laptop cOll'flUter Each 2 3,500 7,000 Prime C USA Purchase Order Direct Year 1
Teble Top COIlpJter Each 2 3,500 7,000 PriM C USA Purchase order Direct Year 1
Laser Printer· Each 2 1,250 2,500 Prlllle C USA Purchase Order Direct Year 1
Software 2,000 2,000 Prillle C Jordan Purchase Order Direct Year 1
Transfonners Each 6 75 450 Prillll! C Jordan Purcha.e Order Direct Year 1
Copy Machine Each 1 10,000 10,000 Prillle C USA Purchase Order Direct Year 1
Fax Machine Each 1 500 500 Prillll! C USA Purchase Order Direct Year 1
Overhead Projector Each 1 600 600 Prillll! C USA Purchase Order Direct Year 1
Bookca•• EBch 3 60 180 Pr llIIe C Jordan Purchase Order Direct Y.ar 1
Cupb08rda Each 2 250 500 Prime C Jordan Purchase order Direct Y.ar 1
Project Folder . 2,344 Prime C Jordan Purchase order Direct Year 1
Misc. Office Supplies 8,000 Prlllll! C Jordan Purchase Order Direct Year 1·5
Subscriptions 10,000 PriM C USA Purchase Order Direct Year 1-5
Resource Books 1,000 Prl_ C USA Purchase Order Direct Year 1
Flfpchart Easel Each 80 8O.Prl_ C USA Purchase Order Direct Y.ar 1
Office Decoration 1,000 PriM C Jordan Purchase Order Direct Year 1

_.--------
126,336

G. Other Equipment
Filing Cabinet Each 12 300 3,600 PriM C Jordan Purchase order Direct Y.ar 1
Desks with chair Each 75 234 17,578 Prillll! C USA Purchase Order Direct Year 1
Waiting ROQR Bench Each 40 156 6,250 Pd_ C USA Purchase order Direct Year 1
A""le•• Chair Each 200 86 17,188 PriM C Jordan Purcha.e Order Direct Year 1
TV/VCR CCllItlo Each 12 1,700 20,400 Prlllll! C USA Purcha.. Order Direct Year 1
SLide Projector Each 12 400 4,800 PriM C USA Purcha.e order Direct Y.ar 1
Screen Each 12 250 3,000 Prl.. C USA Purcha.. Order Direct Year 1
Ea.el for fllpchart Each 12 100 1,200 PriM C USA Purcha.e Order Direct Y.ar 1
Bulletin Board Each 12 40 480 PriM C Jordan Purcha.. Order Direct Year 1
White Board Each 12 100 1,200 PriM C USA Purchase Order Direct Year 1---_ .....

75,696

3. Facilities Upgrading
Pla.ter, Paint, Electric 12 15,166 181,992 Prillle C Jordan Purcha.e Order Direct Year 1/2
and PlUlDing lines, llJlt)er,
R~ Divider., Labor

_4. Vehicles
. Chevrolet Sl.bJrblln Vans Each 3 17,000 51,000 USAID USA PIO/C Direct Vear 1

Gas &Maintenance 1 4,000 4,000 Prl. C Jordan Purchase Order Direct Vear 1-5
Insurance Year 3 350 1,050 Prl. C Jordan Purchase Order Direct Vear 1-5
Shipping of Vehicle 3 4000 12,000 USAID Purchase Order Direct Vear 1
Rental Vehicle &Driver Month 2 3000 6,000 Prl_ C Jordan Purchase Order Direct Year 1

.. _--_ ...... - ..
94,250
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5. Office Spece I Utilities
Furnished Office Spece Year
Utilities Year
Communications Year
Telephone I Installation Year
E~i.."t .intenance Year

GRAND TOTAL

1 USS • .68 JD

5 30,000 150,000 Prime C Jordan Purchase order Direct Years 1-5
5 3,000 15,000 Prime C Jordan Purchase order DI rect Yearl 1-5
5 40,000 200,000 PriM C Jordan Purchale order Di rect Years 1-5
5 1,000 5,000 PriM C Jordan Purchase order Direct Years 1-5
5 1,000 5,000 PriM C Jordan Purchase order Direct Years '-5

_....-....
375,000

.........
4,354,153



ANNEXill.C.

ECONOMIC ANALYSIS

Economic Analysis

Numerous economic benefits are associated with averting unwanted births and with
postponing mis-timed births. These benefits accrue both at the national and at the family
level. At the national level, benefits are associated primarily with reduced public sector
outlays for social infrastructure development, notably housing, education and health, and
with reduced unemployment. At the family level, these benefits include reduced
expenditures on schooling, health and consumables, and improved household income and
living standards.

Over the five year life span of the CPP project, it is estimated that a total of 40,200 births
would be averted, and, that by the end of the project, approximately 18,800 births would be
averted annually. These figures represent' a 15 per cent reduction in annual births as
compared with 1991, and a decline in the total fertility rate from 5.6 to 4.9 children per
woman during the same period.

Savings in public sector expenditures resulting from these reduced births and fertility are
regarded as substantial in Jordan because of the high premium attached to, and the
prevailing high costs of, education and health care in the country. Preliminary estimates by
the National Population Commission show that, if the above objectives are achieved, annual
savings of approximately $12 million in government outlays for schools and $9 million in
outlays for health care could ensue. The savings due to a birth averted is estimated at
$26,500. Using this estimate, the internal rate of return (IRR), which is the discount rate
that equates the present value of expected costs with the present value of expected savings
and which provides a single measure of return on investment, is estimated to be at least 20
per cent. Thus,. the benefit-to-cost ratio for birth spacing in Jordan and for this project is
highly favorable. .

A more detailed analysis of the economic benefits of reduced fertility in Jordan follows:

The Economic Impact of Fertility Decline

Fertility has already begun to fall in Jordan and it is reasonable to expect the CPP project
to contribute in a significant way to a continuation of that decline. While the effects of a
fertility decline on key economic indicators would be hard to quantify--especially over a brief
five year period--the kinds of economic benefits that might be expected would be:

Reduced pressure on the country's finite natural resources--most importantly water-
as a result of slower population growth;

•
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Potentially lower unemployment as a smaller population reduces the employment
surplus;

Lower demand for expensive public sector services such as education and health
care;

A slowing of the decline in per capita income that has occurred in recent years as a
result of the interaction of increasing population and diminishing economic
performance•

.Impact of the Project on Fertility

This project is expected to have a significant impact on fertility, as discussed in Annex II of
the paper. .

Over the life of the project, it is anticipated that 67,100 women will accept a contraceptive
method at the project's 12 sites and, by the end of the project, at least 27,800 women per
year will be doing so. Applying The Futures Group's Target-Cost Model to these figures,
it is estimated that 40,200 births could be averted over the five-year life-span of the project
and, by the end of the project, approximately 18,800 births per year may be averted--over
15 percent of the 120,000 reported births in 1991. Contraceptive prevalence (modern
methods only) could increase from 26.9 to 33.9 percent among currently married women and
the total fertility rate could decline from 5.6 to 4.9 per woman.

The above figures are probably somewhat over-stated inasmuch as they do not take into
account that a certain number of acceptors in the project are likely to be women who would
have obtained contraception even in the absence of the CPP Project. Conversely, they are
conservative inasmuch as they do not take into account the contraceptive effect of
breastfeeding, when practiced properly--a method that will be actively promoted at the CPP
centers. They also do not take into account the fact that the project should have a spill-over
effect beyond its 12 sites because of the training and IEC activities that extend into both the
public and private sectors.

Health Sector Expenditures

Since family planning services are known to improve maternal and child health, the project
can be expected to have a beneficial impact on the health sector. With health care
expenditures in Jordan rising at a disturbing rate--from roughly four percent of GOP in 1980
to over 10 percent in 1991--any strategies to control health costs merit serious attention.

2
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Worldwide studies clearly show that spacing births two or more years apart and avoiding
high risk births significantly reduces the risk of death and illness for women, their infants
and even older siblings. This, in turn, lessens the need for expenditures on maternal and
child health care. It has been estimated that if all Jordanian births were at least 24 months
apart, the infant mortality rate would fall by 40 percent, or 4,000 deaths/year, and maternal
mortality would drop by 29 percent. At the same time, morbidity, too, would be reduced.

Studies from other countries have sought to quantify the cost-effectiveness of family
planning. For example, the Mexican Social Security Institute found that every peso spent
on family planning in urban areas saved eight pesos in maternal and child health care
expenditures. Indeed, it was estimated that the family· planning program had averted

. expenditures equal to 8.5 percent of the institute's total health budget. In India, at the Tata
Steel Family Welfare Program in Jamshedpur, each rupee invested by Tata Steel in family
planning yielded an overall savings of 2.39 ,rupees. In a Philippine study, it was found that
for every dollar expended on family planning services for women who wanted no more
children, $18 per year were saved in Ministry of Education budgets. It should be noted,
however, that these savings do not show up immediately, but only over a longer time period.

Impact on Family Economics

The positive impact of family planning services is seen most powerfully not at the macro
level but at the level of each family. Improved family health and reduced expenditures for
food, housing, health care and education for a smaller family are among the most
compelling arguments for the provision of contraceptive services. A study in Thailand found
that smaller families are wealthier, spend more on consumer goods and save more than
larger families. They also have better-educated children than larger families with similar
backgrounds.

Family ·planning also has the effect of enabling women to participate more actively in the
work force, if they choose to do so, thus contributing to the family income as well as the
national economy. For those women who work in the home, they have more time to
contribute to meeting the needs of each family member, enhancing the health, education
and welfare of the family unit and each individual family member.

3
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Cost-Effectiveness of the Postpartum Approach

The introduction of postpartum contraception in Jordan's hospitals is expected to be a highly
cost-effective approach for a number of reasons:

• It is an extremely targeted approach inasmuch as virtually all women who are about
to have a baby, or have just done so, should be thinking about adopting
contraception. Postpartum contraception is aimed at women of proven fertility who,
without contraception, are likely to become pregnant soon again. Thus, valuable
resources are not wasted on reaching large numbers of women of whom only a few
are at risk of unwanted pregnancy.

• The postpartum approach reaches women at a small number of sites--namely the
hospital where they deliver--avoiding the expense of setting up (or integrating family
planning into) a large number of clinics around the country.

• It is a sustainable approach that uses existing facilities and staff. While start-up costs
are expensive--equipping the hospitals, training staff, making the population aware
of the new services and integrating services into the current health care system-by
the end of the project postpartum family planning should be institutionalized.

There is a body of evidence from other countries about the cost-effectiveness of the
postpartum approach. In Honduras, for example, the marginal cost of adding postpartum
family planning and breastfeeding promotion to the social security prograin in the city of
San Pedro Sula was only $772 for every 1 percent change in contraceptive prevalence among
women at six months postpartum.

.
A number of the specific interventions planned for the project have also been shown to be
cost-effective. .

One of the planned activities is to integrate immediate post-placental IUD insertion into the
services offered by hospitals when the woman comes to deliver her baby. This means that
an "interval" visit--i.e. a separate clinic visit--for IUD insertion can be avoided. A 1992 study
in Kenya showed that the first year marginal costs of interval IUD insertion were 42 percent
higher than immediate post-placental insertion, saving scarce hospital resources. Even when
IUD insertion is not done within minutes after delivery, but only prior to hospital discharge,
costs are lower. In the social security system of Peru, the marginal cost of a postpartum
IUD insertion within 24 hours following a birth was found to be small compared with the
cost for an interval insertion. It was estimated that substituting half of the interval IUD
insertions in Lima with postpartum insertion would reduce the total cost of all family
planning consultations by about 10 percent.

•
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The introduction of two new highly effective long-term contraceptive methods--Depo
Provera and Norplant-can also be expected to have an important impact on program costs.

.This would be attributable to the widely recognized fact that when a broader range of
methods is made available, contraceptive use increases; and also to the fact that some
women who have used less effective methods can be expected to switch to these more
effective methods. This means that contraceptive use can be expected to increase at the
same time as use of the most effective methods would increase.

Among the services to be offered at the time of delivery is voluntary female sterilization.
While this is not a widely accepted method of birth control in Jordan at this time, about 47
percent of married women in Jordan say that they do not want any more children (JPFHS)
and a certain number can be expected to avail themselves of this service. Sterilization can
be costly at the time of the procedure but it provides absolute protection against unwanted
pregnancy for years to come, so that it is extraordinarily cost-effective in the long-run.

The project's emphasis on IEC, while costly, is crucial to its success. Contraceptive use in
Jordan is unlikely to increase so long as the array of barriers to its use are not combatted
and dispelled. Experience in a number of countries reinforces the importance of lEe. A
Lebanese hospital study found that 86 percent of postpartum mothers who had received
education about family planning chose a method at their nine-week postpartum visit
compared with 52 percent of mothers who did not receive that education. And in Uma,
Peru, 40 percent of a group of women who received prenatal counseling and were offered
postpartum contraception received an IUD by six months postpartum; only 27 percent of
a control group who did not receive the counseling had accepted an IUD by six months
postpartum. Based upon the 13 percent increased IUD use within the counseled group, the
potential annual cost savings were calculated to be S52,OOO and a decision was made to
integrate this approach throughout all hospitals in the system.

Rooming-in for mother and baby (i.e. mothers having their newborns with them rather than
in separate nurseries) is another cost-effective service that will be promoted through the
project. Not only does this contribute to the infant's health and to bonding between the
woman and her newborn, but it reduces the demands on nursing staff for infant care and
virtually eliminates the need for nursery facilities for low-risk healthy infants. Stimulating
successful lactation also greatly reduces the need for costly infant formulas. For example,
adding breast-feeding promotion to postpartum services in the social security system of
Honduras reduced by over 80 percent expenditures for infant formulas, a savings of
approximately $33,000 per year. This is a significant contribution to the financing of
postpartum services.
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Thus, this project promises to institutionalize a number of cost-effective approaches to the
delivery of family planning services and, in the long run, these services can be expected to
save the GOJ money in a variety of sectors.
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ANNExm.D.

SOCIAL SOUNDNESS/GENDER ANALYSIS

1. SOCIO-CUL11JRAL CONTEXT OF JORDAN

1.1 General Population

1.1.1 Population Size and Density

In 1979, the total population of Jordan was 2.13 millionl . By 1990, the population had
increased to 3.45 million, an average increase of 4.3 percent annualll.2 At the current rate
of growth, the population can be expected to double in just 16 years. The Kingdom's high
natural population growth rate has been exacerbated by three massive population influxes:
Palestinian refugees numbering 400,000 and 350,000 following the Arab-Israeli wars of 1948
and 1967, respectively, and some 300,000 returnees from Kuwait and other Gulf States in
the wake of the Gulf War. .

Population density ranges from 319 per square kilometer in Irbid (North) to only 3 per
square kilometer in Ma'an (South). Over 80 percent of the returnees have settled in the
Amman-Zarqa metropolitan area, representing a major increase in population density in
these areas. .

Overall, the Jordanian population is highly urbanized as more than 70 percent of the
population live in localities of more than 5,000 inhabitants. In contrast, only 35 percent of
the population was urbanized in 1950. Underlying this rural-urban shift has been a change
in Jordanian society from a largely rural and agrarian one, enjoying a powerful social
support system based on extended families, to a largely urban, wage oriented society, with
extended family structures slowly giving way to nuclear families.

In 1990, Amman governorate, the financial and industrial center, included about 25 percent
of the total population. Irbid and Zarqa contained about 5 and 10 percent of the total

. population, respectively.

IDepartment of Statistics, 1982.

2National Population Commission, 1991.

3Jordan Population and Family Health Survey (JPFHS), 1990.
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1.1.2 Ethnic and Religious Composition

.History shows that the original Jordanians are descended from several hundred tribes who
have lived in the area for centuries. A majority migrated from Mesopotamia, others from
the Hejaz, Palestine t Egypt and Yeme~ or trekked south from Lebanon and Syria. These
Arabic-speaking Arabst are predominantly Sunni Moslems and follow the orthodox branch
of Islam.4

Ninety-six percent of Jordanians are Moslems. Roughly 4 percent are Christians, including
Greek Orthodox, Protestant and Roman Catholic, who trace their origins from early
Christian converts in the area, and from the west Bank towns where Christianity was born.
Christians are mainly found in Amrn~ Madaba, Karak and Salt.

The non-Arab Sunni Moslem minority known as the Circassians who settled in Jordan in
the late nineteenth century trace their origins to two Indo-European Moslem tribes who
migrated south and settled in Wadi Seer and Na'ur. Today, Jordan's Circassian community
numbers some 25,000 and consists of several tribes. Two seats in parliament are allotted
to Circassians from each community. Circassians occupy many influential posts in the
government and the army, although a majority are agricultural workers and urban landlords.
Another tribe, the Chechens identify with them, except for language. Chechen communities
are found in Azraq, Zarqa, Ruseifa and Sweileh; they number around 5,000. Other
minorities in Jordan include the Turcomans and Bahias, the latter having migrated from
Iran shortly after the turn of the century. Since the war in Lebanon, many Lebanese have
settled in Amman.

Roughly 40 percent of Jordan's population are Palestinian, many having fled from the West
Bank to Jordan as refugees during the wars of 1948 and 1967. Palestinian's welfare is taken
care of by the UNRWA (United Nations Relief and Works Agency) which provides basic
services such as health, welfare and education. Some of the refugees are still housed in
camps in Jordan. Refugees have been granted citizenship by the Jordanian Government and
today play an important role in the economic and political life of the country as they occupy
many high positions in government and business. .

40sborne, Christine. 1981. An Insight and Guide to Jordan.

sJPFHS, 1990.

6Finlay, Hugh. 1987. ,Jordan & Syria.
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Nearly 15% (or approximately 600,(00) of the country's population is Bedouin. The
Bedouin people are the original inhabitants who graze camels, sheep or goats. The
resettlement of the Bedouin and the improvement of their living standards has been a focus
of the government's activities over the last decade, including construction of schools, clinics,
houses and the creation of jobs. Bedouin educational levels tend to be below the national
average as, historically, children become economically active at an early age, herding goats
and performing domestic chores.

The Fellaheen are the village dwellers who live in farming communities cultivating a
combination of fruit and olive trees, field crops and vineyards. In addition, they may keep
livestock and poultry.

Although Jordan is clearly undergoing rapid social ad demographic change, the transitions
are far from complete and have proceeded at different paces among different groups
mentioned above. The diverse population including a mode~ elite class in Amman, Zarqa
and Irbid, a large commercial working class in urban areas, refugees living in camps, farmers
along the Jordan valley and pastoralists encompass a wide variation in levels of education,
standards of living and exposure to new technologies and lifestyles. Jordan is still a tribal
based society with strong controls exerted by the tribe over individuals and their behavior.

1.1.3 Administrative and Geographic Divisions

Jordan is divided into 8 governorates, which are organized into three regions: Irbid and
Mafraq in the Northern region; Amman, Zarqa and Balqa in the Central region; and Karak,
Tafileh and Ma'an in the Southern region. Recently, the MOH has adopted a decentralized
approach to the provision of health services following this regional differentiation.
Conditions vary between each region and this new approach should help insure that health
services are tailored to more effectively meet the needs of the population. Accordingly,
three regions now each have a Director who is responsible for all hospital and health center
services provided within the region.

The geographical distribution of the population is determined mainly by rainfall patterns and
methods of cultivation, in addition to business and manufacturing. Overall, more than 80
percent of the population are concentrated in only one-eighth of the total land area.

The Central region is the most densely populated region of the country and has the greatest
concentration of public and private medical services. Because of higher levels of education,
income, and exposure to different ideas, Central Region residents are often more receptive
to new concepts than residents of the other regions. Demand by women for family planning
services is higher in the Central Region. .
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The North is the second most populated region. Infant and maternal mortality are
considerably higher in the region as is the unmet demand for contraceptive information and
services, particularly among women with no education. However, the number of hospitals
is very low and these hospitals are overburdened. Physicians are often too busy in public
sector facilities to meet women's health needs.

The .smub is more rural, tribal, and poor than the other two regions. Women are less
educated and tend to have greater numbers of children. At present, for many women in
certain social strata, marital security depends on the number of children they bear. Fewer
hospitals are available in the South .and people must travel greater distances to receive
health care services than in other regions.

1.2 Socio-Econoinic Situation: Determinants or Fertility

1.2.1 Fertility

For a variety of sociocultural and economic factors, large families and short birth intervals
have been the norm in Jordan. Currently, the total fertility rate is 5.6. Desired fertility is
estimated to be 3.9, however, if all unwanted births were prevented7• Levels of fertility

. previously found among Jordanian women were even higher as seen from the large
proportion of women age 45-49 (39 percent) who in 1990 had 10 or more children.

Fertility is much lower in urban areas than in rural areas. The total fertility rate for women
in large cities in almost one child lower than for women in other urban areas and more than
two children lower than for rural women. The differential in the number of children ever
born to women 40-49 are not as large, however, suggesting that the large differences in
fertility by residence are a recent phenomenon.

Women's preferences concerning future childbearing serve as indicators of future fertility.
In 1990, the majority of Jordanian women (52 percent) considered the ideal family size to
be at least 4 children. Only 10 percent of ever-married women stated an ideal family size
of two children. Of concern to family planning programs, however, is the fact that 40
percent of women with five or more children have exceeded their ideal family sizes, many
by two or more.

In Jordan, high risk fertility behavior is common. Eight out of ten married women are at
risk of conceiving a child at increased risk of dying due to age and parity. Two-thirds of
married women ar at risk because they have already had 3 births, while one-third are at risk

7JPFHS, 1990, p. 74. ,
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because they are over age 34. The single most detrimental risk factor is a short birth
interval; children born less than 24 months after an older sibling are twice as likely to die
as children who are not in any risk category. In Jordan more than half of all births occur
less than two years apart.

•
1.2.2 Educational and Literacy Levels

Jordan has witnessed tremendous progress in the area of education in recent years, with sex
differentials in literacy rates, education levels and enrollment rates rapidly disappearing.
For females, the literacy rate was estimated to be 73 percent in 1990, up from rates of 59
percent in 1985 and 29 percent in 1970. Male literacy rates have also increased significantly
from 64 percent to 89 percent over the same period. Fifty eight percent of women have
now attained at least an elementary level education, 17 percent have at least a secondary
level education and 1.5 percent have a first or second university degree.

The primary school enrollment for girls has risen from 59 percent in 1960 to 92.5 percent,
a rate 2.1 percent higher than for boys. The primary enrollment ratio for boys has remained
constant over the same period. Dropout rates among females remain disproportionately
high, however, with the estimated rate in 1989 being 3.1 percent for girls versus 2.2 percent
for boys. Currently, secondary school enrollment for girls and boys stand at 78 and 80
percent, respectively. In higher education, women now comprise 40 percent of all university
students in Jordan and 60 percent of community college students. Finally, 38.percent of
women are enrolled in the science faculties compared to 43 percent of males, suggesting a
movement of women away from traditional areas such as the social sciences and humanities.

.In spite of recent advances in education, about 24 percent of all Jordanian women have
never been enrolled in formal education, 23 percent have some primary education, 44
percent have SOme preparatory or secondary education and 11 percent have more than
secondary education. The level of women's education varies greatly by age cohort with· the
percentage of women with no education or only some primary education increases'
dramatically with age. For women 15-19 in 1990, only 3.7 percent had received no
education while for women 40-44,45.2 percent had no formal education.8

Women in large cities and other urban areas are more likely to have higher education than
their rural counterparts. There is a pronounced difference in women's educational
attainment by governorate. In the governorate of Amman, 18 percent of all women have
no education, whereas, in the South, the proportion is 37 percent. Of the women who have

8JPFHS, 1990.
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never gone to school, 7 percent declare they can read as compared to 83 percent who have
some primary education.

1.2.3 Economic Conditions

Jordan has been experiencing a severe economic crisis since the mid-eighties. It was against
this backdrop of recession, harsh structural adjustment measures, high inflation and falling
real incomes that the Gulf Crisis struck in August 1990. Virtually overnight, 40 percent of
the country's exports disappeared, revenues from tourism dried up, aid from the Gulf
countries was completely cut off and workers remittances, previously as much as 20 percent
of the national income, plummeted as Jordanians were forced to return home from the Gulf.

.Total losses attributable to the Gulf crisis in its first six months were estimated at 36 percent
ofGNP.9 .

The 300,000 returnees from the Gulf have placed an enormous strain on already
overstretched social services in the country. The Ministry of Health, in a study issued in
September 1990, reported a 34 percent increase in demand for state health care, resulting
in a widespread shortage of beds, equipment and medicines, as well as a substantial and still
growing budget deficit.

The economic setbacks which have beset the country in the last four years have exacted a
tremendous human cost, and have led to the emergence of a new class of urban and rural
poor. The major economic indicators that relate to quality of life and purchasing power of
families all deteriorated steadily in the four-year period from 1988-1991. The inflation rate;
as measured by the official cost of living index, increased by 69 percent over that period,
from 106 to 169. Over the same period, the dinar lost approximately 50 percent of its value,
and in dollar terms, the average Jordanian family lost about 86 percent of its purchasing·
power.to Household surveys conducted in the squatter areas of Amman indicate the typical
squatter family earned less in 1990 than in 1980, while prices rose sharply during this period.

Government surveys showed that around 20 percent of Jordanian families were living below
the poverty line before the onset of the 1988 economic crisis}! At that time, poverty was
defined as a monthly family income of 89 JD, or SI35/month. Currently, the absolute
poverty line is considered by many to be approximately 150 JD per month or S220/month.
The number of families living in poverty has increased since 1988, but the precise number

9tJNICEF, 1992.

lOUNICEF, 1992.

llUNICEF, 1992.
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is not well documented and poverty is not precisely defined. Specifically, among the
returnees from the Gulf, a recent study by the Ministry of Planning revealed one-third of
the families were below the poverty line. The Ministry of Social Development reports that
at least 20,000 families live in absolute poverty, without enough food or other essentials.
In some regions of the country, the Ministry states that the poverty level reaches 33 percent.
The' poor are kept alive by assistance provided by government and private societies.

Results from UNICEF's two rapid assessment survey (1990 and 1991) suggest that the most
severe pockets of poverty were among the urban poor (especially those living in squatter
areas), some refugee camps and those remote rural areas hardest hit by several years of
relative drought and the recent economic crisis.

Many poor families are only able to eat one meal a day. Some have resorted to selling
jewelry and household goods in order to buy food and other essential goods. Others have
increased their indebtedness to local grocers and suppliers. Many families are straining
under debts accumulated over the last three years. Accordingly, poor families are reducing
their use of education and health systems because they cannot afford even the modest fees
charges for school supplies or medicines. Families may postpone taking ill children to
health centers in order to save money. The UNICEF survey (ound that some families are
losing confidence in the health system as health providers prescribe medicines that were
beyond the families purchasing power, therefore making a visit to the health center
meaningless.

The economic decline and increased poverty levels in Jordan have highlighted clearly the
unsustainability of the country's current high rate of natural population growth, and thus
given renewed importance to family planning and child spacing.

1.2.4 Status of Women

Economic Status

One of the more paradoxical features about women in Jordan is that despite their very high
levels of education, particularly among the younger generation, their presence in the labor
force remains among the lowest in the world. Working-age men's participation in the labor
force is nearly 100 percent. For women, however, the highest level of labor force
participation is 20 percent for 20-24 year olds. After the age of 35, women practically
disappear from the labor force12. Eighty-one percent of women who work in the formal
sector live in urban areas.

12USAIDIAmman, .1992.,
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Fully 76 percent of women who work are employed in community, social and personal
services, and only 24 percent are occupied in other branches of the economy. This reflects
the concentration of working women in teaching, nursing, activities for which the principal
employers are government ministries and agencies. Over half of the working women are
also graduates of community colleges or universities. Jordanian women with only secondary
education are very unlikely to have a job. In her lifetime, the average woman in Jordan can
be expected to hold a job for 3.7 years, compared to 44.8 years for the average male.

Sixty-seven percent of female workers are single compared to 39 percent of male workers.
Most single women who work do not work after getting married, although this is slowly
changing.

Wages for women in the formal sector are lower than those for men indicating both wage
discrimination and males longer time employed which allows them access to promotion,
training and allowances.

Legal Status

The legal context under which Jordanian women live has tremendous implications for their
socioeconomic welfare. Jordanian women face a highly structured legal system steeped in
religious law and social traditions which affect every aspect of their lives. A women's
upbringing in the home, education, employment, marriage, marital relations, divorce,
retirement and inheritance are all strictly defined within the civil law and the personal status
law (derived from religious law and customary practices governing most aspects of private
life). .A woman's legal status and capacity to act as an individual are restricted by the
imposition of both civil and personal status law.

Women in Jordan are largely unaware of their rights under law and the procedures in place
to enforce those rights. Additionally, certain laws in Jordan still discriminate against
women. For example, the civil service retirement law mandates retirement for women after ..
15 years of service but after 20 years for men. Entitlement to health insurance benefits is
passed on to a man's children but not to a woman's. Inheritance laws give a
disproportionate share of property to brothers as opposed to sisters. Nationality law allows
a Jordanian man to pass on nationality to his children but restricts a woman's right to do
so.

Regulations promulgated under these laws also reinforce inequitable treatment of women.
A woman must obtain the permission of a legal male guardian (Be it father, brother, or
husband) to obtain a passport whereas a man has no such restriction. The overwhelming
majority ofwomen are rarely declared heads of households, a significant classification given
the government's use of the family registration book to obtain all benefits and entitlement

8
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Without the family registration book, a woman cannot register her children for school,
obtain a drivers license or obtain social assistance from any government agency.

In addition to de jure discrimination, de facto discrimination occurs in the inequitable
application -- or nonapplication -- of certain laws. For example, despite constitutional
provisions mandating the equal rights of both women and men to work, employment
advertisements routinely request that only male candidates need apply.

Women received the right to vote in 1974. However, there has never been a female
member of Parliament.

Social Status

Jordanian society is strongly patriarchal, with male children being a source of social prestige
for the parents. Males maintain the family lineage according to a hierarchy based on age
and traditionally assume responsibility for the family, supporting parents in old age as well
as unmarried, divorced or widowed sisters.

Being a patriarchal society, after marriage, many couples live with the husband's parents
until they have earned enough money to buy or rent their own separate home. Within the
household, the new daughter-in-law gains status and thus authority in the family and her
husband's kin, in general, though a number of channels: the financial resources she controls,
the number of children she has and the quality of her relationship with her husband.

A heavy workload and lower status of younger women in extended families does not allow
them to seek medical care, even if they feel the need for it. Upon marriage, many young
women are must submit to the wishes of her husband's family, especially to her mother-in
law. The mother-in-law is a powerful influence in a woman's life. In many cases where the
couple lives in the parent's house, the son continues to turn his wages over to his mother;
his wife if she does not work may have no control over financial expenditures at all. After
the birth of her first child, the new mother may be given very little freedom to decide how
to raise the child, such when to seek medical care or what to feed the infant and when. The
mother-in-law and the whole extended family can be very involved in the upbringing of the
child and may perpetuate old less than healthy child care traditions. As the new wife grows
older, her role begins shifting as she gain more status and power within the family, her
workload is reduced and is replaced by the more managerial tasks of running the household.
Even in those cases where the newly married couple has adequate resources to begin their
married life in their own house, the husband's family still retains a great deal of control over
their activities.

9
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Health Status

No comprehensive study of maternal mortality and morbidity or women's reproductive
health has been conducted in Jordan to date. Consequently, little data is available on the
actual health status of women. What is known is that many women do not receive adequate
antenatal and few seek postpartum care.

Women often place their personal needs after those of their children, husbands and,
sometimes, other family members. It is not surprising that women who have been culturally
conditioned to put themselves last on the priority order are reluctant to admit to health
ailments or seek medical advice, especially if the ailment is considered personal and
shameful, as is often the case with reproductive health.

'Women tend to internalize ailments such that "pain and discomforts emanating from their
reproductive and sexual roles are accepted as the very essence of womanhood".13 No
biological event has more significance for 'society than pregnancy and its outcome. It is
regarded as a "rite of passage" through which most women will pass. Many girls in the
Middle East are taught from an early age to endure physical malaise and suffering
associated With the reproductive function, in menstruation, pregnancy or childbirth since this

. is related to fertility, which is the overriding symbol bl which many women gain their
socioeconomic status within the family and community.1

Many women lack informed knowledge on health and the importance of birth spacing for
a variety of reasons. Few opportunities exist for formal and informal networking of women
outside the family by which women can learn of the realities surrounding their reproductive
and health. Schools provide very little general health education and even less on
reproductive health, specifically. The majority of public sector health professionals either
do not have the time to provide basic health information or feel it is not their role.

1.2.5 Age at Marriage

The Jordan Family Rights Law of 1976 sets the minimum age at marriage for males at 18
years and for females 16 years. However, the average age at first marriage for women
currently is at 24.7 years, up from 22.6 years in 1979. The average age differential between
husband and wife is now a relatively short 3.2 years, reflecting a more egalitarian power
structure within the marriage than previously.

13Dixon-Mueller and Wasserheit, 1991.

14Khattib, 1992.
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In Jordan, almost all births occur within marriage; thus, the age at first marriage is an
important indicator of exposure to the risk of pregnancy and childbirth. While recent
decline in fertility has been attributed to increased use of contraception, the decline in
fertility in the 19708 has been attributed to higher age at first marriage.15

There is little variation in age at first marriage by place of residence (urban/rural) or
region. Women marry at about the same age in all groups, although urban women and
women in Balqa marry at slightly older ages than rural women and women in other
governorates. Education, however, plays an important role in determining women's entry
into marriage. The improvement of education opportunities for girls has resulted in their
staying in school longer, and subsequently pushing the age at first marriage upward. Women
who have attended more than secondary school tend to marry almost 6 years later than
those with no education or primary education. Women who have attended primary
education marry younger than women who have no formal schooling because they are more
favored by potential husbands than illiterate women.

The practice of polygamy is rapidly decreasing in Jordan due primarily to increased
education levels, urbanization, economic pressures and a generalized shift from extended
to nuclear families. According to the 1987 Health, Nutrition, manpower and Poverty Survey,
the rate of polygamous marriage is 2.9 percent, down from eight percent during the 19608.
The rate is 5 percent for rural and 1.4 percent in urban areas.

1.2.6 Infant Mortality

Infant mortality has decreased dramatically over the past three decades in Jordan. The
infant mortality rate (IMR) has fallen from 135/1,000 live births in 1960 to 37l1,OOO in
1990.16 The neonatal mortality rate accounted for 60 percent of infant mortality at
22/1,000 in 1990.

The pace of decline in infant and child mortality in Jordan varies, however. Neonatal
mortality shows little, if any, decline, while mortality among children 1-4 years has declined
rapidly. This suggests that factors affecting infant mortality are different from those
affecting child mortality. According to the 1990 JPFHS, infant health is more likely to be
influenced by factors such as antenatal and postnatal care and the length of the birth
interval. UNICEF states that critical to reducing neonatal mortality are improved antenatal

tsWorld Bank, 1993.

16UNICEF, 1992.
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care, including systems of risk detection and referral, and delivery care. Low birth weights,
prematurity, congenital abnormalities and acute respiratory infections are also major factors

. behind neonatal mortality which need to be addressed.

The 1990 JPFH Survey found a degree of regional disparity in infant mortality levels. Infant
mortality ranges from 45 in the northern governorate of Irbid to 36 in the urban governorate
of Amman. Elevated infant m0T!ality levels were also seen in the Southern Region.

Not captured in the 1990 JPFHS are the large disparities which are thought to exist in infant
mortality rates in the greater Amman area, where the bulk of the country's population is
concentrated. The 1976 Jordan Fertility Survey showed infant and child mortality
differentials by place of residence for age cohorts born between 1960 and 1974 to be 77 for
Jordan as a whole, 73 for Amman city, 70 for the outer fringes of Amman and the cities of
Salt and Zarqa, and 90 for the fringes of the Amman metropolitan area.

The same survey reported IMR ranges in the greater Amman area from 55/1,000 in the
more developed areas to 77/1,000 in relatively less developed areas of the city. Experts at
the Urban Development Department state that if further disaggregation had been carried
out, it would likely have revealed rates as low as 12 to 18/1,000 in the western part of the
city. Accordingly, rates in the poorer sections of Amman would have been significantly
higher.

1.2.7 Maternal Mortality

Data on maternal mortality in the countries of the Middle East are deficient; reliable,
national level figures do not exist. No comprehensive study on maternal mortality has ever
been conducted in Jordan. Civil registration of deaths is inadequate and cause of death
information recorded on death certificates is considered highly unreliable. Hospital
statistics, where they exi~t, are not representative of the whole population. Additionally,
many of the maternal deaths occurring in the hospital may not occur in obstetric wards and
therefore are not necessarily registered as a maternal death. It is estimated that in 1970
maternal mortality was 130/100,000. Estimates for 1990 indicate a reduction in maternal
mortality to 40 deaths per 100,00017

17Shammout, Hani, BfSsam Hijawi and Hind AI-Khatib. c.1990.
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1.4 Use or Health Services and Family Planning

1.4.1 Use of Health Services

Jordanians of all socio-economic categories place a high value on the maintenance of good
health for family members; the majority also value active use ofwestem (allopathic) medical
facilities, either private or public. Current patterns of medical facility usage reflect the
desires of Jordanians to seek curative care for both perceived ill health and culturally
defined circumstances which require medical intervention, such as the onset of labor in
pregnant women.

The use of medical facilities for preventive medical attention or for the maintenance of good
health is a relatively new social concept in Jordan. As such, changes in health care seeking
behavior to include preventive medicine have occurred for only a few special medical events
to date: immunizations, diarrheal episodes and birth spacing, the latter to a limited extent.
Specifically, in Jordan: .

• Over 90 percent of households now have accepted immunization as a means
of safeguarding a child's future health;

• Over 60 percent of households now recognize diarrheal episodes as a
potentially health threatening event for infants and regularly utilize oral
rehydration therapy during such episodes;

• Thirty-five percent of married couples of fertile age currently practice birth
spacing (27 percent use modem methods and 8 percent use traditional
methods).

In spite of increases in the use of preventive health care resulting from mass public health
campaigns by the MOH and changes in popular demand, a strong bias towards curative care
still exists in Jordan. This bias leads many Jordanians to bypass primary health care centers
and go directly to the outpatient or inpatient care sections of secondary or tertiary health
facilities, even when primary levels of care offer the necessary treatment(s).

The CPP Project is designed to build upon the existing patterns of health care seeking
behavior in Jordan. The Project strives to create a s~tem with a strong preventive care
component linking hospital, CHC and MCH center servic.es, in order to provide pregnant
women comprehensive pregnancy care, including family planning, and continuity from the
antenatal through the postpartum periods. The Project will provide postpartum family
planning and other services to the mother simultaneously with her newborn's well-baby
check-up for monitoring growth and development in order to improve breastfeeding
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practices, encourage birth spacing, provide a range of appropriate modern contraceptives
and improve maternal health and well-being. Additional activities such as promoting better
nutritional practices, monthly self-breast exams, identification and treatment of anemia and
postpartum depression and application of pap smears may also be provided.

1.4.1 Use of Family Planning

The 1990 Jordan Population and Family Health Survey found the following use rates for
different family planning methods in Jordan among currently married women:

..

Method

IUD
Female sterilization
Pill
Condom
Vaginal methods

-
Percent

15.3
5.6
4.6
0.8
0.6

Over half (51.7 percent) of all currently married women already have used one of the
modern contraceptive methods. Virtually all (99 percent) of currently married women know
about at least one modern method of contraception. Ninety-four percent alsoknow a source
for a modern method.

1.4.2 Characteristics of Acceptors

Current use of family planning increases with the number of living children, ranging from
less than 1 percent among currently married women with no children to 48 percent among
those with four or more children. Use of modern methods increases sharply with an
increasing number of living children from 0.3 percent for currently married women with no
children to 33.8 percent for women with more than 4 living children.

Women in the Amman area had the highest level of current modern contraceptive use in
the country at 33.8 percent of currently married women. In the North, the percentage drops
to between 20.9 and 25.6 percent. The Southern region has the lowest current use of
modern contraception at 20.7 percent. Current contraceptive use varies more dramatically
between urban and rural areas. In the large urban areas, modern contraceptive use is twice
that in rural areas (34 percent and 17 percent respectively).
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1.4.3 Attitudes Towards Family Planning

Many people in Jordan emphasize that the term "family planning" is too sensitive and, thus,
prefer the term birth spacing. While 74 percent of women express interest in having either
no more children or spacing their next birth by at least two years, many women have
negative attitudes towards modern contraception. Reasons given include: husband's attitude,
health concerns, religion and a fatalistic view. Anecdotal evidence reveals a great deal of
misinformation and fears of side effects, as well.

Little data exists on Jordanian male attitudes toward family planning. If the DHS collected
such informatio~ analyses of the data would prove invaluable in determining the messages
most appropriate for men. Anecdotal evidence indicated that some men seem to feel their
virility is proven through the number of children they have, while others believe that family
planning is again the Islamic religion. However, Islamic Hospital and other organizations
with religious affiliations have worked with the Islamic Affairs Department of the
Government to get a reading on the interpretations of family planning according to the
Koran. The Koran encourages women to delay their next pregnancy for 2 years and support
breastfeeding. Islamic Hospital has taken this to mean they can provide family planning for
spacing. The vie,w concerning limiting is less positive.. Islamic Hospital, however, does

. provide sterilization for health reasons.

To maximize the CPP project success, males attitudes will be taken into account and lEe
strategies and materials targeting men will be developed. The involvement of men is
especially important in light of the role of men as decision-makers in the family. Generally,
women will not be able to act on their own views concerning family planning, if they do not

.have their husband's support.

1.S Instltut.ional Context

The provision of health care in Jordan is characterized by a diversity of providers'
categorized into two major groups-government and private. The government directly funds
and runs two major channels of health care: the Ministry of Health and the Royal Medical
Services. Both provide the full range of primary, secondary and tertiary care.

The Ministry of Health operates a total of over 900 health centers. Of these, outpatient
MCH services are available from a network of over 225 health centers and clinics. MeH
services provided by the MOH are available free of charge to all citizens of Jordan. The
MOH operates 20 hospitals throughout the country.
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The RMS also provides MCn and delivery services. In contrast, however, the Royal
Medical Services were restricted historically to military personnel and their dependents.
This situation has changed as approximately 80 percent of the population currently served
by the RMS are civilians. Overall, the RMS provides services for a total 1.3 million people
annually, or roughly one-third of the population at 7 hospitals. The RMS operates as a
health insurance program; nonmembers pay a minimal fee for service. In the Southern
Region, two hospitals built by the Mon have been turned over to be run by the RMS. In
Tafileh and Aqaba, the RMS facilities are the only public hospitals in the area and thus
serve the entire surrounding population.

Both the RMS and Mon hospitals provide antenatal and limited postpartum and family
. planning services at their outpatient clinics. Together, their Maternity Wards provide

delivery services for approximately 65% of the assisted birth annually. Both have pediatric
outpatient clinics. While both provide well-baby services, monitoring-of growth and
development is not routinely promoted or provided. The RMS does not provide any
immunizations. All immunizations in the public sector occur at MOn facilities.

Private health care is provided from variety of sources: for-profit and charitable/non-profit.
The major for-profit source of health care are the individual medical practitioners which
account for nearly half of all physicians practicing in Jordan. Currently, there are 27 private
hospitals, many of which are located in Amman. Many of the private sector physicians
provide exceptionally high quality of care to their clients. Delivery fees and office visits
charges are often high in the private sector. Thus, private sector care through pregnancy
and delivery may not be a viable option for many women as it is too expensive.

The most important source of non-profit health care is that provided -through the United
Nations relief and Work Agency (UNRWA) for the approximately 680,000 Palestinian.
refugees living in Jordan. Only refugees and their dependents are eligible to receive
UNRWA services. UNRWA has placed emphasis on MCH care in their polyclinic in
Amman and some 14 MCn clinics located in the refugee camps.

The Jordan University Hospital also provides MCn and family planning services. The JUH
is funded partly from a government grant and partly from fees charged for services provided.

Various NGOs also provide selected MeH and family planning services in their clinics.
Overall, approximately 90 NGO are involved in health services, reaching over 170,000
people. The Jordan Association for Family Planning and Protection (JAFPP) currently
provides approximately one-third of all family planning in the country. In 1992, JAFPP
served close to 62,000 clients at 11 clinics staffed completely with female service providers.

Family planning is also available through commercial channels in Jordan, as well.
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2. BENEFICIARIES OF PROJECl' ACTIVI11ES

.2.1 Institutional Participants

The CPP Project will be implemented through four health care service delivery channels:

• governmental health service systems (the Ministry of Health and the Royal
Medical Service);

• independent institutions such as medical schools and research institutes;

• non-governmental organizations involved in maternal and child health services
delivery;

• private medical organizationS and individual practitioners.

Twelve institutions have been identified to participate in the CPP Project: 6 MOR hospitals;
3 RMS hospitals; the Jordan University Hospital, Islamic Hospital and the Soldier's Welfare
Society Oinic. Each of these will develop postpartum services following the comprehensive
approach to postpartum, well-baby and family planning services, as designed by the project.
The 11 hospitals and one NGO clinic were selected based on their number of annual
deliveries, the existence of outpatient clinics, the potential for on-site training, political will
and commitment to voluntary and informed family planning service provision, availability
of space and staff, client demand and other windows of opportunity.

Within these institutions, individual service providers identified for reassignment to the CPP
Center and those who will continue to provide services in the antenatal-Ob/Gyn outpatient
clinic, pediatric outpatient clinic and delivery ward will also be Project beneficiaries.

. 2.2 Project Bene(iciaries

As the CPP Project is primarily a service delivery activity, mothers and infants who use the
new comprehensive postpartum services will benefit directly from the Project. The
geographic distribution of project beneficiaries is expected to mirror the distribution of
births throughout the country. In 1991, the majority of deliveries (58 percent) occurred in
the Midland region of Amman and Zarqa, followed by the Northern region (26 percent),
and the Southern region (16 percent). Additionally, as roughly 70 percent of Jordan's
population live in urban areas, the bulk of the beneficiaries will be urban residents.

17



Annex 111.0.
Social Soundness Analysis

The husbands and families of women utilizing the new package of services and the
community at large will also benefit from the Project. Specifically, men will benefit due to
their increased awareness and knowledge about safe motherhood and the impact of child
spacing on maternal and child health.

In addition to those people directly benefiting from the constellation of family planning,
maternal and child health education and services offered by the CPP project, additional
people will benefit from the project in two ways. First, the materials

In general, the beneficiaries targeted by the CPP Project to receive comprehensive
postpartum services include the 350,000 married women of reproductive age and the 125,000
children under one year of age in Jordan. The targeted beneficiaries of information and
education activities in Jordan are the 806,000 women and 856,000 men between the ages of
15 and 49. It is not foreseen that any group will be adversely affected by this Project.

3. PARTICIPATION

3.1 During Project Development

The CPP Project design effort incorporated known data on client preferences and health
care seeking behavior among the general population of Jordan. Specific concerns and
preferences among the women targeted to receive the comprehensive postpartum services
was assessed via focus groups and an interview survey conducted in both rural and urban
areas. The results have been incorporated into the project design and implementation plan.
Members of the project design team also interacted with potential beneficiaries directly in
selected hospitals and clinics.

The CPP Project was designed with the participation of all the potential implementing
groups in Jordan. More specifically, the project design team collaborated during all phases
of project design with the Ministry of Health (including the Minister of Health, the Secretary
General and the Directors of the Maternal and Child Health and Health Education
Directorates, Regional Directors and the Ob/Gyn and Pediatric Specialists), the Royal
Medical Service (including the Director), Jordan University Hospital and the directors of
various private and government hospitals, and clinics.

Visits were paid by members of the project design team to many of the public and private
hospitals which were considered for inclusion in the Project. Two individuals from the
University of Jordan, one from the Department of Community Medicine, the other from the
Department of Ob/Gyn at the University Hospital also acted as consultants to the project
design effort.
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Field visits were made to MOH hospitals, comprehensive health centers and MCH centers,
RMS hospitals, Jordan Association of Family Planning and Protection clinics, NGO health
care clinics, NGO headquarters and private hospitals. Discussions were held both with
management and implementing personnel at these institutions.
The project goals of improving postpartum care for women by treating the mother and child
as an essential unit and increasing the availability of family planning methods during the
postpartum period were widely shared by the various service provider constituencies,
although some diversity of opinion existed concerning the appropriate approach and
constellation of postpartum and well-baby services to provide.

3.1 During Project Implementation

In-depth focus groups will be held to obtain the views of women who are potential
beneficiaries of the project in order to tailor the appropriate constellation of MCH services
to be provided alongside postpartum family planning which will meet client needs and help
motivate them to return for care. AS client-centered services and satisfaction are an
important focus for the project, ongoing assessments of beneficiaries' needs and satisfaction
will be undertaken. . In this way, Project activities will be responsive to the needs and
preferences of beneficiaries. Flexibility built into the Project will allow for continuous
modifications in order to maximize effectiveness in providing wanted services.

The views of providers will also be taken into account during protocol development, training
and supervisory activities, while technical, managerial and motivational skills are being
honed. All technical assistance contractors will work with Jordanian counterpart institutions
and individuals. The Project depends on a wide variety of persons and institutions for its
implementation. As the body overall in charge of the Project, the MOH will collaborate
with relevant government agencies, as well as, private organizations and individuals during
project implementation. Although the Jordanian public health system is essentially a 'top
down' decision-making organization, it has been recognized that all levels of the system must
be encouraged and 'taken into confidence' in order for effective performance. The project
will attempt to widen the sphere of consultation to include key constituencies and NGOs
and other organized local groups.

Throughout the implementation and evaluation phases of the CPP Project, the Mission and
Cooperating Agencies will continue to work very closely with the MOH, RMS, the two
universities, private sector hospitals and seivice providers and NGOs.
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4. SOCIOCUL11JRAL FEASIBIU'IY OF mE PROJECT

4.1 Suitability of Proposed Interventions

4.1.1 Within the Social and Ideological Context of Beneficiaries

Family planning in Jordan has been hampered by societal traditions that have emphasized
the importance of children, particularly SODS, for a variety of social purposes. However,
increasing access to family planning from within the context of maternal and child health
interventions allows the benefits of spacing and limiting births to be put into a more
acceptable frame of reference.

However, women's health is generally considered to be of lower priority by both women
themselves and their families than is child health. In Jordan, only 80 percent ofwomen seek
at least one antenatal visit, despite the coverage of over 94 p~(eent of all infants by the
immunization services provided through the same clinics. Focus.groups and discussion with
women indicated the reasons women do not seek care are poor quality of care, poor
communication with health staff and the inability or unwillingness of health providers to
listen. Interviews indicated that if women have the opportunity to receive a high quality of
care for themselves that is free or inexpensive at the same time as services for the infant,
they will take advantage of it. However, some concerns were raised about women's ability
to accept family planning, if their family does not support the idea.

. .
Thus,. the Project has been designed to raise awareness, not only among women, but also
among the general public, men, grandparents, policy makers and health providers, of the
importance of maternal and child health and birth spacing. Creating awareness will be
followed by information, education and communication of health messages. The messages
should assist women and their families to understand women's health needs and reorganize
their orders of priority with regards to maternal and child health while motivating them to
seek postpartum care. Also, the Project stresses the importance ofutilizing female providers
for the provision of services to enhance utilization.

4.1.2 Within the Economic Context of Beneficiaries

The current economic situation in Jordan, including the high rate of inflation, high
unemployment, and declining purchasing power is sharPening the focus on issues of rapid
population growth and the benefits of smaller families. Thlis, the stage is set for educational
and motivational campaigns that stress the economic benefits of smaller families, and the
health benefits to mothers and children of spacing births, as the project intends to do. The
focus of the Project on birth spacing is particularly appropriate to assist families in having
children when they want tp ~nsure quality care and survival of the children born.
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4.1.3 Within the Available Organizational Context

Jordanian women often complain of lack of communication with health service providers
(especially at the free public health clinics and hospitals). They feel that physicians do not
give them enough time to talk about how or what they feel and rarely lend a listening ear,
show interest or concern. This attitude of physicians can be partially accounted for by the
pressures of workload and time. However, cultural differences and gender interference
undoubtably inhibit more open communication. These cultural differences reinforce the
culture of silence, discouraging further visits to the health centers and hospitals.

Physicians and health service professionals' have not been educated to be sensitive to the
social conditions ofwomen's lives. Traditional medical education program focus on patients
as clinical cases in a vacuum. This lack of sensitivity to the socioeconomic and cultural
context of their patients' lives is widespread and can lead to unrealistic treatment practices
and hampers the development of effective .preventative strategies at the community level.

The training component of the CPP Project will directly address service providers biases
which preclude a client-centered approach by providing counseling and health education
training. Physicians, nurses and midwives will be exposed to the concept of personalizing
care to meet client needs and preferences which in tum should improve utilization of
services by women.

4.1.4 Within the Prevailing Administrative Context

While no formal population policy exists, the Government of Jordan is supportive of efforts
. to slow the rapid rate of population growth the country is experiencing. Both the Ministry
of Health and Royal Medical Service administrations have been very supportive of the CPP
approach and have worked extensively with the PP team to design the Project in such a way
as to maximize utilization and effectiveness. Hospital administrators from the other sel~cted
sites have also been very enthusiastic and willing to cooperate.

4.1.5 Within the Extant Technological Context

Several of the family planning methods to be promoted in the project (condoms, combined
and progestin-only pills, IUDs and sterilization) are currently available through various
channels in Jordan. However, problems of misinformation, poor quality, poor motivation
and delivery skills and poor management have plagued distribution of these methods. The
Project aims to rectify these problems at the hospital level by improving IUD and
sterilization skills, prescription of oral pills, especially progestin-only pills during lactation,
referral and follow-up of recently delivered women. In addition, contraceptive choices will
be expanded to include immediate postplacental insertions of IUDs, Norplant and
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injectables. The new choices will be provided only in those sites which guarantee
appropriate screening and counseling, proper insertion and follow-up.

4.1 Possible Implementation Obstacles

Potential constraints to participation in the CPP Project can be divided into three main
categories: social, economic and political. Social constraints include the status of women
in Jordan, the curative bias in health care seeking behavior and attitudinal biases within the
male-dominated health system. Economic constraints on participation in the Project can be
subdivided into inadequate funds for infrastructure, medical facilities and training and the
low income of potential beneficiaries. Political constraints on participation of beneficiaries
in the Project include unclear national policy on family planning and possible opposition by
certain political/religious groups toward dissemination of information regarding family
planning.

The above constraints have been addressed during Project design as the Project seeks to
increase acceptability and desirability of women's health services by educating women and
their families about the need for women's health care and birth spacing and integrating the
currently undervalued postpartum services with the highly valued well-baby services. The

. Project will provide training in family planning service delivery and counseling both to
physicians and nurses both to upgrade their level of knowledge and skills and to counteract
biases and practices which inhibit the provision of quality services.

Various social, economic and political factors are expected either to facilitate or to constrain
the participation of individuals and institutions in CPP project activities and objectives. The

.main factors facilitating participation in the Project include the following:

a. Willingness of government officials and private sectors to participate. Almost
without exception the medical community believes the program is neede4 for
the health of the mother and cltild as well as for the economic/social.
development of the country.

b. Inherent desire of a new mother to provide optimal newborn care. Because
of this the mother will bring her baby for immunizations at which time
postpartum services and counseling will be offered to her.

c. Relatively high literacy rate. Provided clear and accurate information, most
families will appreciate the value of fewer children, recognize the need to
educate then, and also come to understand that rapid population growth rates
are impeding national, as well as family welfare.
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5. IMPACf OF PKOJECf

It is estimated that, over the life of the CPP Project, approximately 224,600 women will have
benefitted directly from its services, at a minimum by having received information, education
and materials about maternal and infant health and family planning at the 12 project sites.
These are the women who come to these facilities for delivery (based on 1992 delivery
figures).

Not all of these women can be expected to come to the CPP centers for postnatal care and
family planning, however, because some will live too far away to return for a visit and others
will simply not be interested in such care. For purposes ofthis project, it is anticipated that,
at each site, 35 percent of women delivering will return for postpartum care in the first year,

. rising to 60 percent by the fourth year. Applying this formula, approximately 115,500
women could be expected to return for postpartum and infant care over the life of the
project. .

It is estimated that about 67,100 women will accept a modern contraceptive method at the
project sites, either while they are in the hospital for delivery or when they return for a
postpartum check-up. This figure is based on five percent of women who deliver at these
sites accepting a modern method immediately postpartum in the first year of operation at
each site, rising to 20 percent in the fourth year; and 30 percent accepting a method at the
CPP center in the first year, rising to 50 percent in the fourth year.

The above figures summarize the number of people benefiting from specific services over .
the life of the project. However, since the number of service sites and knowledge of the
availability of services will be building up slowly over the life of the project, the true benefits
will only be felt as the project is ending. By the end of the project, when services are up
and running, it is estimated that almost 62,700 women a year will benefit, 36,500 (1) will
receive postpartum care and almost 27,800 will adopt a contraceptive method.

The figures above reflect only the services provided at the 12 project sites. However,
through the project's training and IEC activities, it· is hoped that the concept of
comprehensive postpartum care will be well on the way to being integrated into medical
practice in Jordan beyond these centers, into other public and private hospitals.. This could
significantly increase the project's impact. In addition, virtually every Jordanian will have
been touched by the project's lEe activities.

It should also be noted that the figures on contraceptive acceptors do not take into account
users of the Lactational Amenorrhea Method (Le. proper breastfeeding practices that
protect against pregnancy during the extended postpartum period)--a method that will be
actively promoted at the CPP centers. .

•
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The methodology for the calculations on postpartum visits and contraceptive acceptance, as
well as detailed tables for the 12 project sites are included as Appendix II.G.

Projected Impact on Fertility

Using its Target-Cost Model and data provided by the design team on the projected number
of acceptors and method-mix, the Options Project (Futures Group) calculated the estimated
impact of the project on various indicators related to fertility. This model, which is used
around the world, takes into account a wide variety of considerations such as contraceptive
discontinuation rates, desire to become pregnant, cumulative impact of long-term methods,
etc. In the case of Jordan, key data from the 1990 Population and Family Health Survey,
such as the method mix, were also used.

. Using this model, it was estimated that 40,200 births might be averted over the life of the
project. Contraceptive prevalence (modern methods only) could be expected to increase-
from 26.9 percent to an estimated 33.9 percent among currently married women--and the
total fertility rate could decline from 5.6 to 4.9 per woman. This would be a major step
toward Jordanian women's desired fertility of 3.9 children per woman. Again, to the extent
the comprehensive postpartum approach is adopted beyond the project sites, the impact
could well to greater.

By the end of the project, approximately 18,800 births per year would be averted through
the 12 project sites alone, amounting to over 15 percent of the 120,000 reported births in
1991.

It should be noted, however, that these figures do not take into account that a certain .
number of acceptors in. the project are likely to be women who would have obtained
contraception even in the absence of the CPP centers. Thus, they are likely to be somewhat
over-estimated.

While the impact of the project on health indicators such as maternal and infant mortality
have not been calculated, these could be significant. For example, scientists project that if
all Jordanian births were at least 24 months apart, the infant mortality rate would fall by 40
percent (or 4,000 infant deaths/year) and maternal mortality would drop by 29 percent.

The calculations concerning the number of beneficiaries and the memorandum from The
Futures Group with the data on the potential impact of the project on fertility are attached
as Appendix IlG.
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53 On Beneficiaries

Project beneficiaries will reap dramatic benefits from the CPP Project. Not only will family
planning services be offered within a meaningful and convenient context for women, but
quality of care will be improved and range of choice will be expanded. The anticipated shift
in service provider knowledge, attitudes and practices towards a more client-focused
approach should allow women and their families access to the information and services they
need and in an atmosphere more conducive to behavioral change. The emphasis on
provision ofpostpartum services by women physicians, where possible, will also benefit many
women attending the CPP Centers as they will be more comfortable discussing family
planning and reproductive health concerns woman to woman. Additionally, the education
provided at the Center

5.3 Risks

In the implementation of the Project, there are both provider-related and beneficiary-related
risks. On the side of providers, the Project assumes that training, improved skills and
management will bring about positive changes in attitudes towards the provision of family
planning services a~d enhance provider motivation. This is not an unreasonable assumption
but, as in all human resource development efforts, there is a likelihood of 'winning some
and losing some'. Bringing about changes in attitudes and practices among providers in
established systems in never easy. Ultimately, the success of the project will depend on the
individual efforts of providers and on the establishment of a collective, critical mass of
people devoted to family planning provision.

Another assumption is that people can be educated and motivated (through IEC strategies,
improved quality and comprehensiveness of services, etc.) into forms of behavior that go
against tradition and the religious and socioeconomic reasoning established over centuries.

6. ISSUES

This section summarizes the issues that derive from the information and analysis presented
above.

6.1 Social Issues Bearing on the Project

6.1.1 Status of Women

Women in Jordan are often viewed as "reproducers" with little recognition of their
productive roles particularly if the latter refer to domestic or subsistence production.
Hence, sOciety and families place a premium on high fertility, ensuring it through the
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pressure to conceive and bear a child soon after marriage and repeatedly thereafter. In
addition, the greater value placed on bearing sons places pressure on women to produce
several children to ensure at least two sons.

There are several ways out of this cycle. Perhaps the most effective is the provision of
female employment as the availability of work and incomes draws women out of the home
into an arena where awareness increases and a powerful incentive exists for the family at
large to reduce her burden of pregnancy. Another is female education, which serves to
delay marriage and increases the chances that women will work and have access to paid
work. This is a long-term route but Jordan has made significant strides in this area. A third
is the provision of proper health services for women and children within which family
planning services are also offered. This will help ensure the health and survival of children
and improve their own health. Increasing awareness of family planning and positing it as
a means of achieving these goals can encourage women to accept it. Spacing children better
and having fewer of them can help women improve their health status, increase their
productivity and thereby enhance their overall status. The project fits into this approach,
focusing on making family planning more available, more acceptable and of better quality.

6.1.2 Access to Health and FP Services

However, there is a "catch 22" situation at work here. Because of their low status, women
may have limited access to health service providers; and if they have limited access, how can
they avail themselves of services to improve their status? Families may not allow women
to travel without supervision to health centers or approach unknown male providers.
Women are conditioned to bear pain and illness. If postpartum care and family planning
require traveling and interactions with strangers or male service providers, it is unlikely to
be' sought, particularly since it is "preventative" rather than "curative" •

6.2 Issues Requiring Special Attention during Project Implementation

The three most significant socio-cultural issues which will require special attention during
implementation of the service delivery component of the Project are:

• The difficulties women experience in approaching family planning providers,
including the sex of the provider, distance, time-costs and monetary costs of
obtaining services. ...

• The attitudes of husbands and the extended family towards desired family size
and family planning and the decision-making control which creates major
barriers against the exercise of choice by women themselves.
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• The attitudes of service providers towards women and the poor.

6.3 Additional Information Needs

In the initial phase of the Project, additional information should be sought on the following
topics in order to design socially-sound program strategies:

• Information on the attitudes of hospital-based Ob/Gyns, pediatricians, nurses
and midwives to family planning, to their clients (Le. women), to their jobs,
etc. in order to design training and motivational programs to facilitate the
work of the important group of providers. Also, a systematic study of
infrastructural, administrative and any further equipment/supply needs should
accompany the K.AP study so that work situations can be improved side by
side retraining.

• Male attitudes towards family planning.

6.4 Project Activities to Ensure Participation

. 6.4.1 Availability of Sex-desegregated Data

The Project will collate data on the gender of maternal health service managers and
providers at all sites participating in the Project and review these data on an annual basis.
It will also collect data from the non-governmental organizations participating in outreach
activities and in the NGO grant program.

6.4.2 Analysis of Women's Participation

The research component of the Project includes a series of focus groups to investigate
women's preferences in family planning and the constraints they face in accepting
contraception. This will provide information about "what women want", in terms of
postpartum health services for themselves and their infants, including family planning. The
focus groups will also provide information concerning "why women do not come back" for
postpartum care and how their return could be facilitated/encouraged. Results from the
focus groups will be utilized to design the range and packaging of postpartum, infant health
and family planning services appropriate for the comprehensive postpartum centers. Results
will also be utilized to conceptualize a theme, logo and identity for the Project.
Additionally, operations research studies would usefully include approaches to overcoming
women's constraint's in order to strengthen program design to increase women's
participation and utilization of the CPP Center services. Results from research focused on
the issues of women clients' preference for women service.providers could be useful in
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helping debunk the myth prevailing among many male Ob/Gyn specialists that gender is not
an issue in the provision of medical services in Jordan. Such results would be especially
useful in developing and implementing policy changes if the results indicated women's
utilization of family planning and health services would be increased if clients had greater
access to female providers.

6.4.3 Measurement of Women's Participation

Women's participation can and should be measured in terms of:

the number of women who fill managerial positions related to the Project (as
described above);

the number of women providers trained in the Project;

the quality of the training and the quality of wo~icers' performance, with
attention to the 'women-sensitivity' of both;

the number of women coming for postpartum services for themselves and
their infants;

the number of women reached by outreach activities; and, ultimately,

the increase in family planning acceptance by women in Project centers.

The effectiveness of Project strategies in reaching women beneficiaries will be measured
primarily on the basis of monitoring data collected at the CPP Centers. These data as well
as more qualitative information collected through specific studies, such as the proposed
intercept/continuation and client satisfaction studies, can be analyzed and utilized to
continuously improve women's participation in Project activities.
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During the course of the project, USAID will be collaborating with several public and
private Jordanian institutions. The organizational structure and functional capacity of these
indigenous institutions are therefore relevant to the success of the project.

Mloistl)' or Health

Primary care: The MOH operates a vast array of Village Health Clinics (VHCs), Primary
Health Care Centers (PHCs), and Maternal and Child Health Care Centers (MCHs), most
of which are now integrated with PHCs. With about one center per 6,()()() population, and
with an average patient travel time to the nearest clinic of 30 minutes, this represents a high
density system by international standards. However, many of these centers are underutilized
because a large proportion of patients seek primary care at MOH hospitals. Outpatient
departments are filled to capacity with self-referred clients, leading to a high outpatient ratio
of 300 per 1000 population per year. Patient preferences for hospitals over PHCs and
MCHs reflects a widely held belief that hospitals are better, and a concern that non
specialist physicians are'less competent than specialists at hospitals.

Hospital care: The MOn provides hospital care through its 18 MOn hospitals. In areas
where it has less coverage, particularly the South, the MOn has entered into agreements
with the Royal Medical Services (RMS) to try to increase access for public sector patients.
In terms of the total number of hospital beds per 10,000 population, the Northern Region
is substantially underserved, having 11 beds per 10,()()() relative to 17 for the Central Region
and 15 for the Southern Region (World bank, 1992). The openiQ-g of the new MOH
hospital in Irbid is likely to offset some of this inequity, although it will not do so entirely.

In 1991, the 18 Mon hospitals have an official inpatient bed capacity totalling to more than
2000 beds. During 1991, MOn hospitals provided 462,197 inpatient days of service and over
1.75 million outpatient and emergency visits. In 1992, they employed over 6,800 personnel
and in 1992 expended approximately JD31 million on recurrent costs and an additional
JD16.5 million on capital items - a total budget for the year of over JD47 million, or 62
percent of the total MOn budget of JD76.2 million (World Bank, 1992).

Planning and Policy-Making: In principle, the Mon is responsible for setting health
priorities for the Kingdom. In practice, however, it tends to operate reactively and as one
among several day-to-day service providers. One result that has been noted in the project
paper is the lack of norms for health care during the antenatal, delivery and postpartum
periods.
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Management Capacity ofthe MOH: The World Bank determined in 1992 that the MOH was
suffering from serious organizational and management deficiencies which in turn led to
inefficient and low quality service provision. The report determined that MOH management
was over-centralized at headquarters in Amman, despite the existence of local health
directorates. Even within headquarters, decision-making was centralized at the level of the
Secretary General and the Minister, making the multitude of departments essentially ....
obsolete. Little accountability and delegation of authority was found below the Secretary
or the Minister; the report indicated that the Minister personally approved the hiring of any
staff with earnings of over JD90. Management information and accounting systems were
found to be weak; most accounting procedures were (and continue to be) manual and
computers are scarce even in financial departments. In sum, the Bank found that the
MOH's decision-making environment was slow and ineffective.

The World Bank is presently working with the MOH to try to reorganize its management.
The Bank's objective is to ''enable the MOH to become an effective policymaking, management
and planning agency, and to devolve day-to-day operation of MOH services to the regional
leveL H Thus far, the reorganization has led to the creation of three Regional Health
Authorities, each under the responsibility of a Regional Assistant Secretary General. The
reorganization has also led to the establishment of the Maternal-Child Health Directorate,
a move that has been praised by donors and Jordanians alike, particularly given the growing
need for a preventive focus in the MOH's service delivery.

The mandate of the MCH Directorate is to strategically plan oversee all of the MOH's
MCH activities, not just those located at the level of MCH or PHC centers. This is a
fundamental change from before, in which care given at hospitals,· including antenatal,
delivery, and postpartum care, was under the mandate of a different unit. The new
organization will improve continuity of care for mothers and babies alike, as well as
facilitate the administration of the CPP project within the MOH. However, because it is
a new directorate in a system under transition, it is somewhat weak. Thus, this project
paper calls for the presence of a senior resident advisor (RA) who will assist the Directorate
implement CPP activities more effectively. It is also hoped that the RAts presence will
strengthen the Directorate by facilitating the institutionalization of sound management and
decision-making skills.

Royal Medical Services (Public>

The Royal Medical Services (RMS) has nine hospitals, seven of which have maternity wards.
It offers maternal and child health services through its outpatient clinics.
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The RMS is administratively more sound than the MOH, principally because of its strong
emphasis on the military chain of command. Thus, having the support of the system's chief
ob/gyn and pediatrician is vitally important to successful implementation. The project
design team has enjoyed the full support of the chief obstetric and pediatric personnel, who
have all but guaranteed an effective implementation and administration of the project in
CPP centers supported by AID. Furthermore, they have expressed interest in setting up
other centers at their own cost.

Jordan University Hospital (Quasi-governmental)

Like the administrative management of the RMS, JUH is less complex than the MOH.
Basically, the JUH is a nearly autonomous organization with no subordinate hospitals to
administer. It has a cad,re of health professionals with post graduate training in various
arenas, including management. The project team anticipates few problems in the
administration of the CPP center there.

The Islamic Hospital (Private>

The Islamic Hospital is governed and partially funded by a private foundation. However,
it coordinates closely with the MOH and JUH in training residents. It has demonstrated
sound administrative and managerial practices in a variety of ways, one of which is knowing
how to market services to its clients. In recognition of female clients' desire for female
providers, it limited its training program to female ob-gyn residents only. 'It also is highly

,regarded in the scientific and Islamic communities.

USAID

This project along with its companion projects, FHS and MBS, will be sited in USAID's
Office of Population, Family and Health. This 'office is staffed with a well-trained HPN'
officer experienced in project management, who in turn is supported by a highly qualified
staff of two Jordanian physicians, one with an NGO background and the other with a strong
background in public sector health managemenL Notwithstanding the foregoing, it is
strongly recommended that an additional staff member who would have very strong skills
in data gathering, analyses and USAID project management be recruited. This person
would be highly useful for the FHS and MBS projects and essential to the monitoring and
evaluation requirements of the CPP project.
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