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FOREWORD
 

In August of 1976, the Government of Jordan requested cooperation
 

from the United States Agency for International Development to carry out
 

a series of activities which would contribute to formulation of a National
 

Health Plan for Jordan.
 

In resporse, the Phase I Team (Robert C. Emrey, John Gallivan, and Dr.
 

Stephen C. Joseph) visited Jordan between 16 September and 2 October 1976
 

to plan and arrange for activities of the Phase II Team. The full report
 

of the Phase I Team is included as Appendix I of this document.
 

The Phase II Team members were: 

Dr. Aristide Y. Apostolides - Epidemiologist 

Ms. Patricia Day Bidinger - Nutritionist 

Dr. Donald Freedman - Phase II Team Leader 

Professor Oscar Gish - Development Economist 

Dr. Frank Godley - Demographer 

Mr. Lee R. Lunsford - Environmental Sanitation Specialist 

Ms. Sharon Stanton Russell - Manpower Analyst 

Mr. Wayne Stinson - Management and Organization Specialist 

Mr. Herbert Traxler - Information Systems Specialist 

Also, Phase I Team advisors Dr. Stephen C. Joseph and John Gallivan provided
 

assistance in AmmAn during that time period.
 

Team members, in cooperation with Jordanian counterparts, worked in
 

Jordan for varying lengths of time between 6 November 1976 and 23 December
 

1976. During this period, the Phase II Team conducted extensive interviews,
 

site visits, analysis of published and unpublished materials, preparation of
 

reports and drafting of recommendations for a National Health Policy Strategy.
 

Several meetings were held with the Health Policy Reference Group to review
 

assumptions, initial findings, and proposed recommendations.
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Subsequently, upon their return to the United States, a number of
 

Phase I and II Team members workel, both individually and collectively,
 

between the 16th and 27th of Jant~ay 1977 to prepare the final draft
 

of this report and, in the process, to respond to comments, questions, and
 

concerns raised by members of the Health Policy Reference Group. The report
 

was edited by Robert Emrey, John Gallivan, and Sharon Stanton Russell.
 

Preparation of the report was assisted greatly by the work of Robert Blinzley,
 

Dorothy Weatherby, Timothy Whittier, and the staff of Westinghouse Health
 

Systems.
 

Many individuals and agencies extended cooperation and hospitality
 

to the Phase IT Team. The Team would like to express special thanks to
 

His Majesty King Hussein of Jordan and His Government; His Royal Highness
 

Crown Prince Hassan; The Minister of Health, His Excellency Mohammad
 

Al-Bashir and his staff; The Director of The Royal Medical Services, Dr.
 

Daoud Hananiyeh and his staff; The Director of the National Planning
 

Council, Dr. Hanna Odeh and his staff; members of the Private Medical
 

Sector and the Jordan Medical Association; other members of the Health
 

Policy Reference Group; members of the Department of Statistics; Jordanian
 

counterpart associates of the Phase II Team; the U.S. Public Health Service;
 

and all other agencies and persons who, by their contribution of time,
 

information, and valuable assistance have made this report possible.
 

The Phase Ii Team also extends special thanks to Dr. Sami Khoury
 

of the University of Jordan, to Mr. Christopher Russell and Mr. Frances
 

Herder at USAID in Amman and to Ms. Emily Leonard at AID in Washington,
 

D.C.
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BACKGROUND
 

The Government of Jordan has begun the extensive and lengthy process
 

of a comprehenstve review of health problems in Jordan and a search for
 

efficient and workable solutions to these problems. Ideally, this process
 

should lead to a National Health Plaa. The report of the Health Planning 

Team, Phase I (Appendix I) includes a preliminary model to guide such a 

process. lI order to emphasize the major effort and inputs needed for 

such a plan, a brief review of the critical elements seems appropri.ce 

(See Figure 1). Such a plan should contain the following elements: 

A. 	A diagnosis of the health situation in Jordan based on available 

data, including: 

1. 	Population data
 

2. 	Environmental data
 

3. 	Patterns of morbidity and mortality
 

4. 	Available resources: financial, human, and physical
 

5. 	Available services
 

B. 	Identification of problems to be addressed, including but not
 

limited to problems relating to:
 

1. 	Coordinated policy making and planning capacity
 

2. 	Provision of adequate basic health services to the total
 

population at the first level of contact between the
 

patient and the, health care system. (The term, Basic Health 

Services, is i-1 Iended here L,, include health prc-motion, 

disease prcention, nutrition, diagnosis and early treatment
 

of certain types of diseases.)
 

3. 	Environmental health including water, waste disposal, housing,
 

vector control, and food handling.
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4. Upgrading of specialized health services, including:
 

,a. 	Optimum distribution of facilities and services
 

b. 	The referral system
 

c. 	Professional and environmental standards for each type 

of facility: 

- clinics and health centers 

- hospitals 

- laboratories 

- pharmacies and the drug industry
 

- other related health facilities 

d. 	Emergency health services
 

e. 	Industrial and occupational health
 

f. 	 School health 

g. 	 Mental health 

h. 	Geriatrics
 

i. 	Rehabilitation
 

C. 	Manpower policy : This policy establishment would grow out of 

the choice of the type and degree of coverage desired and by 

the optimum mix of different categories of health workers to 

provide this coverage. 

D. 	The organization structure most appropriate for implementation
 

of the plan, including: 

1. 	 Defining the role of different providers of health services 

including reviewing the existing laws to strengthen the cen­

tral role of the Ministry of Health
 

2. 	Monitoring the private sector: responsibility, means of 

monitoring, and enforcement of standards 

3. 	 The concept of regionalization 

4. 	 Realignment of the central office of the Ministry of Health 

5. 	Information collection and analysis
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E. 	Estimated costs for the implementation of each set of
 

recommendations.
 

F. 	Time priorities for the implementation of this plan.
 

Team I established a preliminary strategy. Team II addressed some of the
 

most pressing elements (which are detailed in tht following report). The
 

momentum of this process should be maintained until the totality of the
 

problems faced by the health sector in Jordan are addressed and solved.
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PREFACE
 

The Government of Jordan, acting through the recently-formed Health
 

Policy Reference Croup, has comitted itself to a better organized effort 

for meeting the health needs of the Jordanian population, making the most
 

effective and efficienc use of resources which are currently available
 

and those which can possibly become available in the near future.
 

This effort should be thought of as a process of moeement around a
 

cycle from fundamental policy choices about the goals of Jordan's health
 

system and the type of system best able to meet these goals, and then
 

formal planning steps which define specific functions of the system and
 

the costs associ-,-d with these steps. Finally, the effects upon the 

health of the population must l e monitored as planning is implemented,
 

and the results of this monitoring fed back _ 1to continuous policy 

choices, so that the process becomes continuous and self-renewing.
 

The report which is presented here comes at an early, but critical,
 

stage in this process. It comes at the point where basic choices are to
 

be made conoerning the type of health system Jordan wishes. The support­

ing data and arguments for these basic choices are contained in the body
 

of this report and lead to the recommendations concerniag health policy 

and management contained herein. 

But, the report which follows is not a health "plan" as such. It
 

does not attempt to deal with all of the many factors that are affecting
 

the health status f Jordan's population, or even all those components
 

which make up the country's health care system.
 

.Rather,what this report does is to discuss some strategic concepts
 

directed toward the development of a more appropriate health delivery
 

system in Jordan, and to offer for consideration a number of basic policy
 

recommendations intended to establish a framework for health policy and
 

to carry forward the health planning process. L..ese proposals, in turn, 

will generate a great many more specific recommendations, and the need
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for detailed assessment of many existing and/or potential elements
 

within the health system. The scale and consequent cost of most of
 

these activitics will be determined as specific plans and services
 

develop from policy proposals.
 

Analysis of the health setting in Jordan leads us to the conclu­

sion that, awong the many problems ro be addressed, the most pressing 

is the provision of adequate care to the total population at the 

primary level or the point of firsL contact between the patient and 

the health care systen. Therefore, we have chosen some specific areas
 

to address in greater detail because of their significant contribution
 

to health status and their central relevance to the policy framework 

proposed in this report. In particular, we have stressed the impor­

tance of basic health serices (health promotion, disease prevention, 

nutrition issues, diagnos.s and early treatment at the first point of 

contact) and the integration of preventive and curative health activi­

ties. We have also singled out mothers and children as these groups 

represent a significant portion of the population at high risk and 

comprise the most frequent users of basic health services. 

The proposals themselves underscore the need for giving higher
 

immediate priority to basic health services, with considerations of 

to
hospital services--especially tertiary (referral) instittions --


follow thereafter. 

The emphasis placed on the needs of women and children and the 

maternal and child health services does not presuppose that all the 

health care requirements of the rest of the country's population have 

already been met. Neither does it indicate that the organized maternal 

and child health services are necessarily the exclusive instrument for 

meeting the pressing nceds of Jordan's women and children. Rather, it 

is an atter-pt to redress an existing imbalance within the health deliv­

ery system which will enable the system to better address the needs
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of the total population of the country. Further, the approach taken
 

toward basic health services has direct relevance to all segments of
 

the population.
 

On the other hand, many important issues have not been developed
 
in the report, Among them arc qualitative and qu. ntitative aspects
 

of the hospitals and other health facilities, occipation, mental, 
 emer­

gency, rehabilitative, :ind certain other heal th services, the laboratory 

and pharmaceutical standards and policies, and ;econd-]evel considera­

tions of health services organization and admIjaistration. These and
 

other issues must be analyzed in detail and placed in the proper per­

spective as the policy 
 and planning process which we have described 

proceeds.
 

Put simply, the key issue at 
this point is the commitment to a
 
policy and planning framework, regarding which a specific form is pro­

posed, and for which implerentation steps are suggested. This is the 

necessary context from which a more detailed and longer-term planning 

activity can flow. Even given the probability of additions to existing 

resources for health care in Jordan, the report assumes that there are 

constraints to the open-ended development of Jordan's health care 

system, as there is to the sy-;tem of any country. These resource con­

straints are particularly important with regard to finances, manpower, 

and managerial infrastructure. With regard to finances, it is impor­

tant to note that the most significant aspect of this constraint is
 

that of recurrent budget rather than start-up and construction funds. 

The same follows with regard to manpower, in that as costly and diffi­

cult as it is to train a skilled health worker, it is still more so to
 

L-ploy such persons properly for the rest of their lives. 

Additional financial resources will be needed for the implementa­

tion of certain of the recommendations contained in this report. It 

is important to point out in this context that the authors do not start
 

with the assumption that more health sector spending is byitself a good
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thing, but that more spending can be justified in the context of an 

improved planniLig and implementation capacity directed toward the
 

health car': needs of the entire prpulation. It is tinder such circum­

stances that additional health sector expenditures would best he able
 

to bring an appropriate return to the nation and its people.
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I. INTRODUCTION
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The health planning task is, essentially, one of matching scarce
 

to salient disease patterns. In Jordan, the health status
 

is an infant mortality rate of 90-100 per
 

resources 


indicator of most concern 


mor.­1,000 live births. The existence of such a high level of infant 

tality reflects the considerable extent of poverty which still exists 

in the country. These poverty levels imply poor nutritional status, 

water, and lack of suitable health educa­inadequate supplies of clean 

tion, which in turn lead to high incidence of diseases such as gastro­

infections amoi.g the infant population.enteritis and respiratory 

Most of what is required to cope with existing hca th problems 

sector alone. Suchcannot be accomplished by improving the health 

things as improved income, proper education, and access to clean 

However, there are cer­
water would be significant in this respect. 

positively affect
tainly things the health sector could do that would 

the disease pattern discussedtha health of the population. Given 

Jordan,above and the current distribution of the population in 

that could be developedthe most appropriate health care system 

would be one built around the principle of easy access into that 

system. There must be complete coverage of the population by these 

services.
 

care system offer-
It is important to emphasize that a health 


ing basic coverage to the population would have the capacity to
 

deal with the great mass of health problems in Jordan. It must be
 

found in
 
emphasized that most of the morbidity and mortality now 


Jordan is relatively easy to prevent and, indeed, to cure, provided
 

contact is made quickly enough with the health care 
system.
 

The type of health care delivery system proposed 
in this report
 

that in the first place would be capable of offering 
basic health
 

is one 
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services to the wholQ of the population. These services would offer
 

primary curative attention to the p,,ptlation coupled with necessary 

preventive activitius, particularliy in the area of maternal and child 

health. It should be noted that weaknesses in primary care exist in 

virtual ly everv country in the world, and that the need to nive oriority 

to this area is as great in a country such as the United States as it 

is in Jordan. 

The present health care system of Jordan is characterized by 

sharp maldistribution of health sector resources across the geographic 

and social components rmking up the Kingdom. The issue of equity and 

consequent redistribution of "health income" is very much part of the 

sentire analysi cortained irein. 

Maldistribution "" he seen both in the volume and type of services 

being offered. The ;vstem U very much hospital oriented, with at 

least three-quarters u! the P,nistry of Health's budget being spent 

within the hospitalU;. If the tota l health expenditure pattern of the 

nation were to he an lyzei (including the military medical services, 

the Univeisity tiospialai tLho p -ivare sector), the resulting 

proportion of total e-penditirus going into hospital care could be even 

greater, perhaps in th.- nrdu, of 90 percent of total spending. Putting 

such a large proportun of health care :pcnditure at the hospital 

level is inefficien: for several reasons. 4' i rt the hospitals are 

often called upon to h~lnIe problems that slould Lither have been 

prevented in the first pl cu or cared for much earlier at a lower point 

in the health delivery system. Second, the hospitals have relatively 

limited catchment areas so that those urban dwellers living near the 

hospitals are able to capture a disproportionate share of the country's 

scarce health resources, while others get far less than their fair share, 

There are two clear areas of ac ion for the strengthening of the 

existing non-hospital health delivery infrastructure in the country; 

essentially the clinics and the health centers. Although it is im­

possible to detail the personnel requirements of these units in this 

report, it is abundantly clear that there will be no way of providing 
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for enough of them and, even more importantly, guaranteeing decent
 

standards of work within them, in the absence of greatly strengthened
 

personnel at these facilities.
 

The only way to provide enough adequately trained staff at all the
 

units will be through the provision of high standard auxiliary cadres.
 

There are many different ways of organizing an appropriate health manpower
 

mix, and it would be inappropriate to discuss this issue at length
 

here. A detailed health manpower plan is urgently required, one which
 

would delineate the necessary mix, including the numbers of different
 

types and levels to be trained.
 

The point must be made that simply training better workers for the
 

rural infrastructure would by itself be meaningless in the absence of
 

a policy which would allow these various personnel to d-liver a far
 

greater range and volume of services than, say, practical nurses now do.
 

The relative concentration of the population of Jordan means that
 

medical doctors can offer more support and coverage to the system than
 

is the case in many other Third World countries. Nonetheless, it is
 

clear that the country will have to move away from the present almost
 

exclusively physician-based system to one that is far more dependent
 

upon various types of auxiliary personnel.
 

One important benefit of an auxiliary based system is that
 

internationally they are not a generally recognized category, and
 

therefore would not be able to leave the country for employment else­

where within this occupation.
 

The second large area of forward progress that can be made now in
 

the health sector is in the field of planning, management, administration
 

and statistics. In fact such progress is a pre-condition for the
 

activities discussed above. Some specific proposals in these areas
 

will follow.
 

It must be stressed again that the most fruitful way of improving
 

the health indices in the country--with the most important being infant
 

mortality--is to stress the needs of Jordan's women and children. Of
 

course mothers and children go together and so must their health services.
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It is equally obvious that it is the most deprived women and children
 

who are in the greatest need, and that the meeting of that need would
 

be the most direct way of improving the country's health indices.
 



II. THE SETTING
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THE PHYSICAL ENVIRONMENT
 

The Hashemite Kingdom of Jordan covers about 95,000 square
 

kilometers in the upper northwestern part of the Arabian peninsula.
 

Its main topographical divisions are an arid desert area to the east,
 

and a series of lightly forested highlands to the wec, which are
 

cut by the deep Jordan River Valley. Rainfall is light, with an
 

average of 400 millimeters par year in the highlands, 200 in the
 

valley, and less than 50 in the desert. The climate in the highlands
 

is a dry variant on the Mediterranean pattern; the valley's climate
 

is more like that of tropical countries; and the desert climate is
 

similar to that of the surrounding Arabian and Syrian deserts.
 

The natural resource endowment discovered in Jordan to date is
 

modest. No petroleum has been found, despite extensive exploration.
 

There is some copper, manganese, and high-grade iron ore, but there
 

is no commercial exploitation of these metals.
 

Exploitable phosphate reserves have been found, and are estimated
 

to total over 300 million tons. Two million tons were extracted for
 

export in 1975, and a 5.4-million-ton annual output level is targeted
 

for 1980. Revenues from increased phosphate exportation have played
 

an increasingly important role in Jordan's finances during the mid-1970's.
 

A network of roads extends to most communities throughout the
 

Kingdom. There are 5,000 kilometers of primary paved roads and 1,400
 

kilometers of secondary roads. There are some 34,000 registered
 

Jordanian vehicles. A national airline and railway are also
 

included in the transportation infrastructure.
 

Information media include five daily newspapers,(four Arabic
 

and one English), seven weekly newspapers, and national television
 

and radio systems. In 1974, there was one radio for every two persons,
 

in the country, one television receiver for every thirty-two persons
 

and one telephone for every ninety persons.
 

From a health standpoint, the most important aspect of Jordan's
 

physical environment is the scarcity of water. Despite a slight
 

excess of supply over demand,operaLing problems affecting the country's
 

water distribution systems, as well as the long distances between
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source areas and areas of highest demand, have resulted in severe
 

shortages of water, especially in the Amman area. The national water
 

consumption rate in 1975 was about 60 liters per capita per day, as
 

compared with similar figures for Syria and Morocco of 163 and 90,
 

respectively. In aJdition to the inadequacy of the quantities of
 

water available to Jordanians, there are serious deficiencies in
 

water quality. Analyses by the Ministry of Health of samples
 

taken from water systems in eight major urban areas throughout the
 

1973-75 period showed that, by World Health Organization standards,
 

none of the systems was delivering water safe for domestic use.
 

THE HUMAN ENVIRONMENT
 

The estimated East Bank population as of the end of 1976 was
 

2.014 million people.
 

An estimated birth rate of 46.8 per 1,000 population has combined
 

with an estimated 14.5 per 1,000 death rate, to produce an estimated
 

3.23 percent annual population growth rate during the 1970-74 period.
 

If maintained such a rate leads to a doubling of population in 22
 

years.
 

Gains in life expectancy were about one year per annum during
 

the 1960's, and expectation of life at birth in 1972 stood at 59.1 for
 

females and 57.4 for males.
 

Infant mortality rates have also declined noticeably in recent
 

years. The current rate is estimated to be in a range of 90-100 per
 

1,000 live births, as opposed tu a 1961 range of 150-160.
 

The median age of mothers is about 28, and the median birth order
 

of newborns is the fourth. Thus, half the births are to women older
 

than 28 and with four or more children.
 

The population of the East Bank is largely confined to a
 

quarter of the land area, located along the western highlands and in
 

the Jordan Valley. Population density in these areas is an estimated
 

273 persons per square mile. The desert areas, populated by scattered
 

nomads or semi-nomadic groups, have a density of three persons per
 

square mile.
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Rural-to-urban migration has been rapid and massive in Jordan.
 

The Kingdom is now 70 percent urbanized, as opposed to 44 percent in
 

1961. The three largest urban areas, Amman, Zarqa, and Irbid, account
 

for six of every ten residents, and Amman alone accounts for three
 

of every ten. Amman has grown three times as fast as the balance
 

of Jordan during the past two decades.
 

An estimated 51.2 percent of ,Jordan's population is ,ader age 15,
 

with 36.8 percent between 15 and 44 years of age, and the remaining
 

12 percent older than 44. Such an age structure creates, of course,
 

heavy demand for maternal and child health services.
 

There are 114 persons of dependent age (under 15 and 65 and over)
 

per 100 persons of economically productive age (15-64) in Jordan.
 

Dependency ratios in developed countries are usually in the vicinity
 

of 80 to 100. (Further demographic data is presented ia Appendix A.)
 

The Educational System
 

Subsidized compulsory education for all children through 14
 

years of age is a priority government policy. This has been
 

responsible for steady increases in expenditures, numbers of schools
 

and class units, numbers of teachers, and, correspondingly, in enroll­

ments of the past eight years.
 

Table 1 shows school enrollments for 1975-1975. Percentages of
 

enrollments for 1970-1971 are also shown for comparison, and the
 

relative increase in proportionate enrollment at each le-el over
 

this time period is also presented.
 

The most striking feature of this enrollment picture is the
 

dramatic increase in the relative proportio-is of students pursuing
 

the upper levels of education, most notably post-secondary education.
 

Development of post-secondary educational opportunities at the
 

University of Jordan, together with increasing absolute numbers of
 
1
 

secondary school graduates partly account for this phenomenon.
 

In order to be eligible for most post-secondary education and
 
training opportunities, students must sit for and pass the government's
 
Tawjihi (secondary school completion) examination; 10,835 students passed
 
the Tawjihi in 1974-75, an increase of 61 percent over the number passing
 
in 1970-71.
 



Table 1.
 

SCHOOL ENROLLMENT: NUMIBER 
(AND PERCENT OF SCHOOL AGE POPULATIONS) AT EACH EDUCATIONAL LEVEL BY SEX

FOR 1974-75 AND RELATIVE INCREASE IN TOTAL ENROLLiENTS BETWEEN 1970-71 AND 1974-75, JORDANa
 

Level Primary Preparatory Secondary Post 
(Grades 1-6) (Grades 7,8,9) (Grades 10,11,12) Secondary 

Males 
Number enrolled 
PercentC 

183,053 

(100) 
63,151 

(88) 
33,524 

(54) 
13,404 

(14) 

Females 
Nuiber enrolled 
PercentC 

153,813 

(92) 
48,223 

(72) 
22,665 

(38) 
6,850 

(7) 

Total Male & Female 
Number enrolled 
1. Percent c in 1974-75 
2. Percent in 1970-71 

336,866 
(96) 
(90) 

111,374 
(80) 
(65) 

56,189 
(46) 
(35) 

20,254 
(11) 
(3) est. 

Relative Increase
 
In Proportaonate
 
Enrollment 
 7 
 23 
 31 
 267
 

aSource: 
 Statistical Educational Yearbook 1974-75.
 
bIncludes enrollments at government (68 percent) and private institutions.
 
cNumber of children enrolled expressed as percentage of all children 
(by sex) in the
 
appropriate age groups.
 

dProportionate relative increase a-_ 
 takes into account and adjusts for population growth.

Source: Statistical Yearbook 1970-71.
 



Expansion of specialized post-secondary training opportunities, such
 

as in teaching, engineering, and commerce also helps to explain the
 

rapid rise in post-secondary enrollments. In addition, a considerable
 

number of Jordanians pursue education and training abroad. 

The differences in proportionate enrollment at each level by sex, 

particularly at the upper levels, are also notabl . Des)ite increases 

both in the proportions of school-age females enrolled and in Tawjihi 

attainment (about one-quarter of the Tawjihi recipients in 1970-71 

and a third of the recipients in 1974-75), the absolute number of 

female Tawjihi recipients was still- only 3,535 in 1974-75. This, 

together with patterns of early marriage and other sociocultural
 

factors that discourage education for women, he3ps to account for 

the fact that only half as many females as males are enrolled in post­

secondary education and training. The expansion of education and
 

training opportunities in the non-health professions, along with this 

curtailed supply of eligible females, are contributing to difficulties
 

in recruiting women to enter nursing and other health professions.
 

The number of male graduates with Tawjihi, while not large 

(approximately 7,300 in 1974-75) should be sufficient to supply an
 

adequate number of candidates I-or health occupation programs. Evidence
 

that supply alone is not the root of declining enrollment in selected
 

health occupation training programs is offered by the fact that other
 

post-secondary education and training programs in Jordan have more
 

applicants than they can absorb.
 

The Economy
 

Prior to 1948, (Trans) Jordan was a country of primitive agriculture. 

extensive nomadism, and minimal industry. In the decade prior to 1967,
 

however, economic growth was recorded at an annual leve slightly over
 

10 percent. And by 1976, a $1.4 billion Gross National Product was
 

being generated, with local investor and business confidence reported
 

to be high, and over 100 foreign firms establishing offices in Amman.
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Jordan's real per capita income in 1976, about U.S. $630, was
 

slightly lower than it had been in 1966. Given the events of the
 

1967-1976 decade, Jordan's maintenance of its standard of living
 

reflects both the adoption of effective economic policies, and the
 

mobilization of for:ign resources. For example, the 1976 budget projects that 

40 percent of recurring expenditures will be financed by foreign budget 

support, principally from the U.S., Saudi Arabia, and Kuwait. 

Jordan has been engaged in formal economic planning since the early 

1960's. A review of this activity and its involvement in the health 

sector is found later in this report. The most recent planning effort, 

a five-year plan for the 1976-1980 period, allocates 1 percent of the 

planned investment resources to the health sector. Emphasis is given 

to large facility development. This would seem to run counter to 

several of the plan's overall objectives, such as better distribution 

of income, full employment, and balance of trade. Smaller health 

facilities could be more evenly distributed and thus accessible to more 

people, would employ a greater volume of lower- and middle-level personnel, 

and depend less upon imported materials than would the kinds of 

facilities given priority in the plan. 

Unlike many less developed countries, Jordan's agricultural sector 

is small, comprising 10.3 percent of output in 1975, and utilizing 23 

percent of the labor force. The country's agricultural potential is 

modest, lacking as it does abundant rainfall and large areas of fertile 

land. The Jordan Valley area, however, is a large and important food­

producing resource, where the recent introduction of plastic greenhouse 

technology is reported to have significantly increased vegetable 

production. 

Jordan's planners look to industrial growth and the generation of 

a substantial export surplus as their principal means for achieving over­

all economic self-sufficiency. In addition to increased exports of 

phosphate and fertilizer, increascd cement output and expansion of a 

large oil refinery at Zarqa are also seen as key steps in the attainment
 

of the country's economic objectives. About 30 percent of the investment
 

envisioned in the new plan is committed to these heavy industries.
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Inflation became a serious problem in the mid-1970's. The Amman 

cost of living index registered 20 percent annual increases in 1974 

and 1975. Manpower shortags have led to rapidly rising wages (starting 

from a vcry low base) in tLKI pri' te sector, and have fueled inflationary 

pressures :,lready e-i stin..g dtHi to rapid growth in the money supply, 

strong houqing d cnnd out,-;trippin, supp-Iv, incras in, uonstruction 

costs, rising food pri'cs, And larqu ln(npecLlation profits competing 

for a limited supp y o it. goods., nsumer 


The 1976 Jordan DevelopmHent Con ,-n, (JDC) study of the labor 

force in Jordan estimated that 382,COO persns , or 19.6 percent, of 

Jordan's (East Bank) popuNation are partiicipantq in tie labor force. 

Females account tor 13.6 percent of tI rwn-:ri'u .!rNi labor force, 

with 3.8 percent of the fema[, population in the labor force overall. 

The low parLi cipation cares or women and studo:ni, Loge.t her with the 

youthfulness of the populakion (51 percent under 15 years of age), 

high enrollment rates in scitooIs and, i na..ly, the lai ,g numbers of 

professional and skilled Jordanians working abroad, combine and con­

tribute to the low labor force participation rate. 

While nearly 71 percent K the labor force is employed in Amman 

Governorate, this p 15-perment decrease from 1970,figur presunts a 

when fully 85 percent of the labor force was in Ammani. This reduction 

of labor force :oncent ration in the capital Amman may reflect a trend 

toward .abor spillover into Jordan's regions, as well as migration to 

employment opportunities abroad. 
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HEALTH STATUS
 

As in many countries of the Middle East and other parts of the
 

developing world, accurate evaluation of health conditions in Jordan
 

is rather difficult. Statistical information is scanty and sometimes
 

unreliable. Nevertheless, and despite all its shortcomings, available
 

data can be used to construct a genera] view of these conditions ano 

infer an order of magnitude of the most pressing problems facing the 

country. In this endeavor we shall concentrate on information derived
 

from demographic, mortality, morbidity, and health facilities utilization
 

data.
 

Demographic Data
 

The Jordanian population is young, with over 51 percent below
 

15 years of age. For purposes of analysis, this group is usually
 

divided between preschool age (0-4 years) and school age (5-14 years).
 

The first group constitutes about 22 percent and the second about 29
 

percent of the total population. The adult population, aged 15-44 years, 

represents about 37 percent of the population while the older generation 

aged 45 years and over represents the remaining 12 percent. Among the 

adult I pulation, z, special group, women in the childbearing age (15-44 

years), deserve special attention. This portion alone represents about 

19 percent or roughly one-fifth of the population. Women in the child­

bearing age and children under 5 years of age thus constitute about 41 

percent of the populacion, while these potential mothers and their
 

children under 15 years add up to over 70 percent of the population.
 

Figure 2 illustrates this high risk group.
 

Figure 2 	Population Percentage Age and 45+
 

Sex Distribution, Jordan, 1975
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Childbearing, delivery, lactation, and frequent short-spaced
 

pregnancies make women in the 15-44 age group highly vulnerable to 

the effects of agents causing disease and possibly leaiding to d],ath. 

Biological and environmental considera tions couplediwlith low nutri­

tional status put women in the ciiidbeairing ag, and their chi ldron 

at a much higher risk of becomin g diseased and dyingi than thle rcSt 

of the population. By the weight of both its number :ind its v'i ,,ra­

bility, this group imposes itSef now and for ye:irs to ,ome as the 

single most important target group for the health care system. 

Mortality Data
 

The number of deaths registered in 1974 was 6,445, yielding a 

crude death rate of 3.4 per 1,000 population. The U.S. has a crude 

death rate of 9.4, Germany 11.8, Norway 10.0, U.S.S.R. 8.0, and Iceland 

6.9. Countries comparable to Jordan have ratus ranging froim 10 to 20/ 

1,000 population. This rate is accepted by all internaticnal agencies 

and most workers in the field. Applying Jordan's estimated rate of 14.5 to 

an estimated population of 1,890,000 (1974), yields a total of 27,045 

deaths which should have occurred during that year. This suggests that 

only 24 percent or I out of every 4 deaths was reported (see Appendix 

A).
 

Despite the diversity of methods used to estimate death rates,
 

all results indicate a declining trend starting in 1960. Deaths of
 

males appear to be reported more frequently than those of females (57.9
 

percent against 42.1 percent of all deaths reported). Distribution of
 

reported deaths by region correlates with the distribution of population
 

(see Appendix A).
 

Age distribution shows that among all deaths, about 28 percent are
 

infants below I year, while about 10 percent are aged 1-4 and about 5
 

percent aged 5-14. Or, a total of about 43 percent of all reported deaths
 

are of children below the age of 15. (They represent about 51 percent
 

of the population.) In the U.S. this same age group accounts for about
 

25 percent of the population and only 4.4 percent of reported deaths,
 

divided as follows: 3 percent under 1 year, 0.5 percent from ages 1-4,
 

and 0.9 percent from 5-14.
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Another important indicator is the infant mortality rate. Although 

reported infant deaths (1974) yield a rate of 11/1,000 live births, it 

is unlikely that this rate is an accurate estimate for Jordan. Several 

estimates have been worked out yielding rates of 90-100/1,000 live births 

(see Appendix A). The U. S. had a rate of 17.7, which is about 5.5 

times lower. 

If death rate~s by age groups and sex are adjusted to reflect a 

crude death rate of 14.5/1,000 and then compared to the U. S. rates, 

the following ratios will emerge: 

* Although the overall crude death rite is only 1.5 times higher 

in Jordan, the rate for infant mortality is 5.3 times higher, 

for preschool children (agc s 1-4) 10.6 times, and for school 

children (5-14) 5.8 times higher. Therefore, we can safely 

point out that children in general and especially in the 

preschool years are in the greatest need of care, and that
 

school-age childrenusually considered the healthiest group
 

of the population are clearly in need of improved care.
 

* Females maintain a higher ratio thian males in all age groups
 

and especially in the 1-4 age group, whicl is 13.4 times higher
 

than American counterparts.
 

* 
From age 15-34, or the years of highest productivity, Jordanian
 

women maintain death rates which are 4 times higher than
 

American women, while men 
are only 2 times higher.
 

Classification of deaths by cause shows that enteritis, pneumonia,
 

heart conditions other than Ischemic heart disease, and accidents are 
the
 

four leading known causes of death. Available data from other years sup­

ports this conclusion. The above-mentioned heart conditions are present
 

in all age groups without exception, and this uniform distribution may
 

incriminate agents other than the degenerative conditions usually encounter­

ed in industrialized countries. 
One such agent may be rheumatic disease
 

and its cardiac complications.
 

Accidents are at the same level of importance as a cause of death
 

in Jordan as they are in the U.S. 
 Motor vehicle accidents account for
 

about half of these deaths. This is an important health problem which
 

has to be addressed in a comprehensive and effective manner.
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The high proportions of deaths attributed to symptoms of ill­

defined conditions point to the fact that many deaths are not attended 

by a professional person, reflecting the degree of availability of 

health services to the total popu.iation. 

Classified by age and cause, miortality data shows that enteritis 

and respiratory diseases ara the major killers of children under 5. 

Measles, malnutrition, and meningitis are still important on the list 

of killers at this age. Accidents emerge as the leading killer in 

school-age children (5-14). 

In summary, mortality data in Jordan points to the following
 

conclusions:
 

0 Deaths are underreported; only one out of every four deaths
 

is registered.
 

* Causes of death show a mixed pattern which is neither that of
 

the industrialized nations of North America and Western Europe, nor that
 

of the poorest countries of Asia, Africa, and Latin America. Comparative
 

studies of causes of death, especially in children, have shown that the
 

more industrial countries were able to improve their mortality rates
 

by improving the environmental conditions of the child and providing
 

early and direct health services, including immunizations. Among the
 

most obvious conditions amenable to such interventions are enteritis,
 

especially that associated with weaning, some respiratory conditions,
 

nutritional conditions, heart disease of rheumatic origin, accidents, and
 

many infectious diseases of childhood (such as measles, diptheria,
 

poliomyelitis, tetanus and meningitis).
 

* Adults are dying of causes other than parasitic and infectious
 

diseases (except pneumonia). Malaria is eradicated, and very few
 

deaths are attributed to tuberculosis (only 60 in 1974). Women in the
 

childbearing age frequently are dying of conditions relating to
 

pregnancy and birth (332 women died in hospitals in 1975 of causes
 

related to pregnancy, and this amounted to 13.5 deaths per 1,000
 

admissions for these types of causes).
 

* In order to achieve reductions in infant and childhood mor­

tality rates during the coming decade, it is important to promote
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spacing of pregnancies and strict enforcement of the minimum age of
 

All this will help achieve better health conditions
marriage for girls. 


for both mother and child.
 

Morbidity Data
 

Two major sources of information on morbidity are readily
 

available: The first is the listing of reportable diseases prepared
 

by the MOL and the second is the yearly "Morbidity Statistics in
 

Hospitals" prepared by the Department of Statistics. Unless otherwise
 

indicated, all data used herein is from these two sources.
 

Repp/, !.7,. !)Ls w . The three most frequently reported entities 

are: Mumps (2,082), Trachoma (1,239), and Measles (2,226) - figures for 

1975. Although mumps rmiy hc rc,;AtivetV harmless in childhood, measles 

is a major killer thtc is preventable. Trachoma! can be managed in such 

a way as to prevent its most feared complication--blindness. No 

reliable recent estimates on the prevalence of blindness were encountered. 

Enteric diseases (typhoid fevers, dysentery, and infectious 

hepatitis) are closely related to the degree of water contamination 

and persons] hygienic practices. From 1970-1975 they were the fourth
 

most important group. Comparisons between the two data sources suggest 

that the MOH data for these diseases reflect severe under-reporting. 

Therefore, these figures are only suggestive and indicative of the 

magnitude of the problem. 

Other preventable diseases still reported in 1975 are: polio­

myelitis (69 cases), diphtheria (23), and pertussis (129).
 

Tetanus deserves a special look. In 1975, a total of 40 cases
 

and 34 deaths were reported for an incidence rate of about 2/100,000
 

population. In some industrialized countries the rate is 40 times
 

lower. This disease is often used as an indicator of the effectiveness
 

of immunization programs and the degree of coverage achiev d. As will
 

be shown elsewhere, this coverage is very low.
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Tuberculosis is another problem that will be mentioned frequently
 

in this report. From 1971 to 1975 the number of cases were: 501, 594,
 

681, 611, and 500, respectively. Incidence rates were: 29, 33, 37,
 

32, and 26/100,000 population, respectively. These rates are indicative
 

of generally adequate control measures. Howejver, the 1975 incidence 

rates by region show great geographic variations. 

Table 2. 

Tuberculosis Incidence by Region, Jordan, 1975
 

Region New Cases Rate/100,000
 

Amman-Balqa-Zarqa 207 17
 

Irbid 192 36
 

Karak-Tafilah 68 66
 

Ma'an 33 66
 

Table 2 indicates that despite the low numbers of reported cases in
 

the south, the magnitude of the problem there is significantly higher.
 

These findings coupled with the fact that BCG vaccination is rarely
 

administered to the preschool-age children pleads strongly for an active
 

contact investigation, especially in the southern part of the country.
 

Inpatielt Morbidity. Hospital admissions statistics show that
 

diseases of the digestive system are the leading group, accounting for
 

about 18 percent of all admissions, followed by diseases of the respiratoy
 

and the genitourinary systems. Complications of pregnancy, childbirth,
 

and the puerperium (excluding deliveries) come next in fourth place
 

while diseases of the cardiovascular system are fifth with about 7 percent
 

of all admissions.
 

Outpatient !'obidity. Data pertaining to cause of contact with
 

outpatient facilities both in hospitals and MOH facilities is lacking.
 

However an ad hoc survey conducted in the Ajloun Tababa on a sample of
 

4 days in 1975 showed that respiratory conditions accounted for 42 percent
 

of all visits in all ages and digestive disorders for 18 percent.
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Another survey conducted by the School Health Section of the MOH
 

on 
pupils in the first and seventh grades in 1975 showed that the
 

highest prevalence of disorders in that age group was for ear, nose,
 

and throat disorders, followed by disorders in the digestive system,
 

eye disorders, and infections of the skin. This survey, like the list
 

of reportable diseases, emphasizes the importance of eye disorders as
 

a cause of illness in Jordan.
 

The obvious conclusion from all this information is that diseases
 

two major causes for
of the respiratory and digestive systems remain the 


seeking medical care.
 

Utilization of Health Facilities
 

Inpatient Facilities. It is estimated that slightly more than 41
 

persons per 1,000 were hospitalized in 1975. Study of hospitalization
 

trends shows that this figure is leveling off after a few years of steady
 

This Lrend, coupled with that of a low occupancy rate in
increase. 


hospitals (53 percent private, 59 percent RMS, and 74 percent MOH),
 

implies that the need for hospital beds has been met.
 

The highest rate of hospitalization was in the south (Karak: 78/
 

51/1,000) and the lowest in Balqa (30/1,000). The
1,000 and Ma'an: 


reasons for these discrepancies are not clear but may be attributed,
 

among other reasons, to the lack of effective basic health care services
 

the basic health needs of the population. This pattern
responding to 


results either in misuse of hopsitals as providers of basic care or in
 

a need for care for unnecessarily advanced cases.
 

More than 4 million visits to outpatient
Ambulatory Scr2vices. 


for about 2 visits per person per year.
facilities were logged in 1975, 


Comparative figures from both the indistrialized countries and some
 

developing ones in Africa, Asia, and Latin America show a higher number
 

(3-5 contacts). Given the short distances
of contacts per person per year 


between populated areas and the availability of transportation, this low
 

the basis of factors relating primarily to
rate can be explained on 
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accessibility of health services as well as education and perception.
 

The knowledge of early symptoms of disease, the importance of early
 

medical intervention, and the accessibility of health services may be
 

the determining factors in seeking early and frequent medical care. 

Coverage by Healthi Services 

As it is very hard to estimate this coverage for all segments of 

the health sector, two examples were selected: maternal and child 

health and immunization services as offered by the MOH programs. 

As estimated from the MOH statistics, maternal and child health 

services cover only about 20 percent of all pregnancies with at least
 

one prenatal visit. The other 80 percent of pregnant women do not even
 

receive this visit before delivery. Postnatal coverage is even lower
 

at 6 percent. Only 38 percent of all deliveries are attended by a 

trained health worker (MD or midwife), with 4 percent attended by 

the midwives of the MOH Maternal and Child Health Centers. The others 

are presumed to be attended by dayahs. 

Immunization activities appear to be far below acceptable levels. 

For polio and DPT vaccination, the rates of coverage are: ist dose: 

35 percent, 2nd dose: 30 percent, 3rd dose: 28 percent, booster dose: 

2 percent. This low coverage explains the fact that these childhood 

preventable diseases are still encountered on the list of morbidity and 

mortality (Fee Appendix B). Measles is another preventable disease for 

which immunization coverage is negligible. (Measles vaccine is not pro­

duced by the Jordan Vaccine Institute.) BCG vaccination appears to be 

adequate (75 percent coverage). However, the bulk of this vaccination 

is administered during the first school year. The level of immunization 

among infants is about 10 percent and in preschool years about 35 percent.
 

An aggressive contact investigation may compensate for this low level of
 

immunization.
 

In conclusion, it can be said that the adult population of Jordan
 

enjoys a rather adequate state of health with good prospects of dying
 

at an older age with more degenerative than infectious or parasitic
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diseases. 
Potential mothers and their children, particularly those in
 

the preschool age, are still at great disadvantage and many of the
 

causes of disease and death afflicting them can be avoided or prevented.
 

A substantial reduction in morbidity and mortality of 
this group
 

could and should be achieved in the following decade.
 

NUTRITION
 

An examination of data from nutritional studies conducted over
 

the past 15 years in Jordan, in combination with an analysis of infant
 

and early childhood mortality rates and patterns of infectious disease,
 

indicate that protein-energy malnutrition in the 0-5 year age group
 

remains a major health problem in Jordan. It is responsible for sig­

nificant morbidity and mortality, and contributes to an increased risk
 

of severe illr.2ss and death from infectious diseases, principally
 

diarrhea and pneumonia.
 

Frank protein-energy malnutrition affects approximately 10 percent
 

of the Jordanian childhood population, with the greatest majority of
 

those in the infant (0-1 years of age) and post-weaning (1-2 plus
 

years of age) groups. Subclinical protein-energy malnutrition contributes
 

significantly to 
the current high rates of infant and early childhood
 

morbidity and mortality from infectious diseases.
 

The nutritional status of the children has improved significantly
 

over the past aecade. To what extent this has been due 
to specific
 

nutrition programs, and 
to what extent to general improvements in
 

the standard of living of rural and urban poverty populations, is
 

presently unknown. 
 (There is a lack of data on dietary intake.) A
 

major proportion of the improvement in infant and early childhood
 

mortality rates over 
the past decade can be attributed directly or
 

indirectly to this improvement in nbitritional status would do more than
 

any other single factor or combination of factors (except possibly the
 

provision of safe water supplies to the vast majority of the population),
 

to further reduce early childhood mortality in the next decade.
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Currently, within the protein-energy malnutrition syndrome, frank
 

protein deficiency has decreased in importance relative to caloric
 

deficiency. Hospital admission trends indicate that 20 to 30 percent
 

of children admitted to government hospitals are clinically malnourished;
 

probably 75 percent -f these children are marasmic, that is, suffering 

primarily from caloric deficiency. Current data are not available to
 

determine if these hospital ratios of caloric-to-protein malnutrition
 

are accurately reflective of the national pattern, but it is highly
 

likely that this is so.
 

In the cbildhood population, in addition to protein-energy mal­

nutrition, iron--deficiency anemia and Vitamin A deficiency remain signi­

ficant problems (although Vitamin A deficiency has declined). Other
 

deficiencies do not seem to be highly prevalent, though some Vitamin D
 

deficiency, rickets, and occasional Vitamin B1 , B2, and C deficiencies
 

occur.
 

The nutritional status of childbearing women, especially the
 

vulnerable pregnant and lactating groups, is less clear. A significant
 

proportion of these women are probably at the margin of adequate
 

nutrition, especially with regard to the increased needs for iron and
 

calories related to pregnancy, lactation, and short childbearing
 

intervals. Recent data from other countries Lave shown that a relatively
 

small increase in caloric intake during pregnancy may result in an
 

increase in birth weight sufficient to reduce infant mortality by a
 

substantial amount. This has major implications for improved prenatal
 

care and nutritional supplementation during pregnancy as a means to
 

increase infant survival rates (directly, by higher birth weights, and
 

indirectly, by the presence of a healthier mother available to nurse
 

and care for her infant).
 

There are virtually no data available in Jordan regarding the
 

nutritional status of the work-force and aged segments of the population.
 

The lassitude and concentration difficulties in school children produced
 

by anemia and/or hunger may be detrimental to school performance and thus
 

to future adult earning and productive capacities.
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Despite the improvement in nutritional status of the population
 

over the past decade, several potential threats to nutrition should be
 

kept in mind. With increasing urbanization and dependence on a cash
 

economy, the prevalence of bottle feeding in urban populations is
 

likely t, increasc, as it his in virtually all other countries. There
 

is the very real risk of an increase in infant and second-vcar mal­

nutrition and diarrheal disease because of inadcua te and/or unsanitary
 

formula feedi n without adequate early supplermentation with other
 

foods (which should begin in Jordan by the fourth month of life).
 

Preventive measures which need to be taken at individual and 

governmental levels inclJude promotion of prolonged breast feeding 

with early and adequatL supplementation, discouragerment of bottle feeding 

unless its safety, adequacy, and supplementation can be assured, efforts 

to insure availability of safu and nutritious interm:ediate and weaning 

foods, and promotion of birth-spatcing to allow for longer intervals 

between prugnancics and prolonged lactation. 

Persistant and marked inflation in recent years poses a threat
 

to improvement in nutritional status, especially for vulnerable mothers
 

and children who have recently migrated from rural areas into urban
 

poverty settings.
 

The most vulnerable groups in terms of the interaction between
 

malnutrition and infectious disease in Jordan are infants and young
 

children, pregnant and lactating women, and perhaps school-age children.
 

Population groups at highest risk include urban poverty and rural popu­

lations, especially nomadic and semi-nomadic groups. Improving
 

the nutritional and health service components of an integrated maternal 

and child health service, available to all of the population, is one 

major way to consolidate the gains and effect further improvement in 

the nutritional status of the most vulnerable groups.
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A coordinated national nutrition policy, designed to survey and to
 

stimulate action upon economic, edicational, agricultural, and cultural
 

factors as well as health and nutritional services, is necessary for 

maximum effectiveness and efficiency in dealing with the problem. 

Given agricultural credit, food production and distribution, cost of 

living and food conts, formal (in-school) and mass education to promote 

better use of available foods (including brcast milk), training of health 

and nutrition workers at various levels, and continued surveillance 

of the nutritional status of the population--all these issues cannot 

be addressed in a coordinated fashion without the development of a 

national nutrition policy. Most of the nutrition activities carried 

out in the past in Jordan have been, in reality uncoordinated and isolated 

feeding activities. There is at present little evidence that these 

programs have significant impact on nutritional status of groups served. 

Many of the programs have been aimed at school-age children, who are 

clearly less at risk and less benefitted by supplemental feeding than 

infants and prescboolers. The efficiency and effectiveness of these 

programs from a cost standpoint has been relatively low. 

Continued and regularly up-dated assessment of nutritional patterns 

in all age groups is required for development of a national nutrition
 

policy and for monitoring the effects of intervention efforts and
 

external social and economic factors.
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WATER SUPPLY AND SANITATION
 

Environmental links between disease agents and people are important
 

to the health of Jordanians. Specific attention is given to the water,
 

supply and sanitation for several reasons:
 

* 	 High prevalence of water-borne diseases and malnutrition
 
frequently attributed to lack of adequate water supplies
 
and/or water of safe quality.
 

* 	 Inadequate scwag_ disposal facilities and practices which have 
led to the sprend of many diseases. 

" 	Expansion of sanitation technologies is dependent on careful
 

planning and available resources because of the expense and
 
complexity of public distribution of water supply and sewage
 
disposal systems in Jordan.
 

These environmental issues in primary health services drc analyzed
 

and discussed in this section. The conclusions are summarized in
 

Section VI, Recommendations.
 

Water Quantity, Quality, and Accessibility
 

Water is extremely scarce in Jordan--rainfall averages from 600
 

millimeters per year in the highlands to 50 millimeters per year in
 

the desert areas. In 1975, water consumption was estimated at 421 million
 

cubic meters (40 million c:ubic meters for domestic use). Consumption
 

of water per capita is estim;ted to be between 60 and 70 liters per
 

day. In general, changes in water quality or quantity each affect water
 

supply costs and will. be dependent on financial and human resources
 

available to be allocated by Jordanian policymaktrs. Jordan is now
 

far below the minimal water supply of 100 to 200 liters per capita per
 

day which is the national goal.
 

There were severe consumption level water shortages in 1975, especially
 

for domestic use in the rapidly growing metropolitan areas such as Amman.
 

In some cases this shortage was caused by the water oource being located
 

at great distances from the demand. In areas outside Amman and the
 

Jordan Valley, water must be carried from springs, shallow dug wells,
 

bored artisian wells, or polluted surface water. In 1973, about 372
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villages, or half in this area, had piped water supply systems.
 

The communities with distribution systems do not have sufficient
 

water at all times. When residence or business reservoirs are empty
 

and there is no water in the distribution system, water is purchased 

from both public and private tanker trucks by those able to afford
 

the cost. The daily consumption rate in these 372 communities is 

approximately 40 liters per capita per day. People living in the 422 

towns and villages without water distributed to homes (out of 794 

total towns and villages) or who are otherwise without water service 

represent approximately one-third of the population. Water consumption
 

for these people is less than 10 liters per capita per day.
 

In the Jordan Valley, irrigation and water supply systems were
 

destroyed by the military events of the late 1960's and early 1970's.
 

The present population of the Valley is estimated to be 70,000 and is
 

distributed over 60 diverse settlement areas. Growth of these settlements
 

is slow, and nearly all of them lack basic public utilities including 

domestic water supply.
 

The municipality of Amman witnessed rapid population growth with
 

resulting water supply problems in the 1960s. During the rapid expansion
 

years water supply revenues went into the Municipalities' general
 

budget. Funds were not used for planning, developing, expanding, or
 

repairing thu system. Since then, areas of the city have gone
 

weeks without piped water, and one area reportedly received water only 

on three occasions in a 12-month period. There are more water tanker
 

trucks (private and municipal) in Amman per capita than any other city
 

in the world.
 

Since establishment of the Amman Water and Sewerage Authority in
 

1972, the average amount of water provided in 1975 per capita per day
 

was 40 liters. Of the 18.8 million cubic meters pumped in 1975, 54
 

percent was unaccounted for because of leaks and other losses. Amman
 

received 98 percent of its domestic water from wells penetrating two
 

main aquifers. As the municipality improved its sewage collection and
 

storm water drainage systems, the rate of water recharge significantly
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dropped. Of the total available water in these two aquifers, only 28-32
 

million cubic meters per year can be extracted and utilized within the
 

boundaries of Amman. With a minimum projected demand of 78.4 million
 

cubic meters per year by 2002, approximately 50 million cubic meters
 

per year must be purchased from outside the Amman area.
 

Standards for water quality (approximately equal to World Health
 

Organizaiton levels) are used in Jordan. Although routine testing is
 

no longer conducted, tV-re is evidence that unreliable chlorination,
 

variations in water pressure, and breaks in water pipes contribute to
 

impurities in domestic supplies throughout the country. Standards for
 

water quantity, accessibility, and quality each affect the cost of
 

supplying water to underserved population groups. Water quality and
 

quantity must be considered together by policymakers on the basis of
 

available funds, technologies, and other resources required for water
 

supply improvements.
 

Sanitation Facilities and Practices
 

There are only two cities in Jordan, Amman and Salt, that currently
 

have community type sewage collection, treatment and disposal systems.
 

The Amman system is new and being built in stages by the Amman Water and
 

Sewerage Authority, and budgeted in the Three and Five Year Plans. The
 

sum of JD 3.25 million is budgeted in the Five Year Plan for continued
 

expansion of the Amman sewage collection and treatment facilities. The
 

sewage system for Salt is old, inadequate, and in need of renovation.
 

Engineering studies were completed for the Ministry of Interior for
 

Municipal and Rural Affairs during the Three Year Plan for renovation
 

of the Salt system and the construction of new community collection
 

and treatment facilities for the cities of Zarqa and Jerash. Construc­

tion is scheduled to begin for these systems during the years 1977 and 1978 of
 

the Five Year Plan within the budget of the Ministry of Interior for
 

Municipal and Rural Affairs.
 

Jordanian homes, businesses, and other institutions with water­

carried wastes that are not connected to the Amman or Salt systems have
 

individual sub-surface seepage units (cess pools). Since both the soil
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(sand, gravel or fractured rock formations) and climate are conducive
 

to this type of liquid waste disposal there is little apparent problem
 

on the surface water. When and if the pits need emptying, there are
 

available both municipal and private waste pumper truck.. The problem
 

with this type of liquid waste disposal, from a health standpoint, is
 

that in most cases the waste percolates through the sand and the gravel
 

into the communities' water supply aquifier.
 

Most of the population centers of Jordan are similar to Amman in
 

that they are situated wholly within a single drainage basin (watershed)
 

with the populace and their liquid waste located in the upper portion and
 

the water and some food sources located in the lower portion. The 

liquid human waste receives some biological treatment and filtration in
 

the substrata before being diluted with rainwater contained in the water
 

bearing aquifer and later emerges, clear, odorless and contaminated in
 

village springs and shallow wells, where it is used for irrigation and/
 

or chlorinated and returned to the people as drinking water. Amman and
 

Salt have speeded up this recycling process by collecting their sewage
 

at a point much closer to their water and food sources.
 

The Ministry of Health Environmental. Health Section has only two 

professional sanitarians, one of whom is assign(ed to the Amman Municipal­

ity. The one remaining sanitnrian spends most of his time checking on 

complaints. This section covers most of the environiental health activi­

ties outside of water supply and waste disposal, and centers mostly in 

the area of sanitation with the food, milk, and beverage industries. 

As a result, there is no general sanitation program per se at the 

national level. The large municipalities such as Amman, Zarqa, and 

Irbid are the only places with sanitation programs. 

31
 



III THE EXISTING HEALTH CARE SYSTEM
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PROVIDERS
 

Jordan's health care system is characterized by a relatively large 

number of provider organizations operating to a significant degree inde­

pendently of each other. This structure has grown up in ad hoc fashion, 

often in response more to the needs of the providers of health care than 

to thosc of the rc-eipients. The fragmented character of the delivery 

system is particularly noticeable in a country of only two million people,
 

most of whom living in a relatively small area of the country. The 

various providers of health care have been functioning largely in an un­

coordinated manner, leading to duplication of efforts, an unequal spread
 

of resources both geographically and between providers and, thus, an
 

inefficient use of these scarce health sector resources.
 

As shown in Table 3 , the three major public sector providers are the 

Ministry of Health (MOH), the Royal Medical Service (RMS), and the Univer­

sity of Jordan through the teaching hospital of the Faculties of Medicine 

and Nursing. Other public sector health service activities are carried 

out through the Ministry of Education (school health), Ministry of Labour 

and Social Affairs (health insurance schemes), Municipal Health Departments
 

of Amman, Zarqa, and Irbid, and still others. Nongovernmental providers
 

include modern private practitioners, traditional midwives and other prac­

titioners, the United Nations Relief and Works Agency (UNRWA), and various
 

religious and charitable bodies.
 

MOH institutions received more than half of all hospital admissions
 

(with less than 40 percent of all beds) and dealt with two-thirds of all
 

outpatient contracts. Aside from the UNRWA, the ministry is virtually the
 

only provider of preventive care. It also has legal responsibility for
 

supervision of the private sector and development of national health policy.
 

Only in the area of birth delivery is the ministry not the most important
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TABLE 3
 

PERCENT DISTRIBUTION OF SELECTED FACILITIES
 
AND SERVICES BY MEDICAL CARE SECTOR; JORDAN, 1975
 

Provider Hospital 
 Hospital Outpatient Outpatient Physicians

Beds Admissions Facilities Visits
 

Government
 

Ministry of Health 39.1 a a
a
52.9 81.2 68.3 36.2
 

Royal Medical Service 30.9 24.4 
 4.6 26.2 28.2
 

University of Jordan 11.5 
 N/A 0.0 N/A 
 N/A
 

b
 
Private
 

Private Physicians 18.5 
 22.8 9.3 5.5 
 32.5
 

UNRWA 0.0 0.0 4-7 N/A 


Traditionalb
 

aIncludes University of Jordan
 

bTraditional midwives (dayahs) are assumed to assist most of the births not delivered at hospitals, which
total 62% of all births. Hospital deliveries account for 34% of all births with the remaining 4% occur­
ring at other health facilities.
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provider of health care. Although there is a fee structure, its services
 

are most often provided without charge. Although anyone may use these
 

services, the ministry's major target population consists of those not
 

eligible for RMS and UNRWA services. 

The Royal Medical Service provides care to active military and 

security personnel and certain of their dependents, in all an estimated 

one-fifth of the population. The major fac:ility of the RMS is the King 

Hussein Medical Centre. 

The University of Jordan has a single (teaching) hospital facility
 

that operates primarily as an independent body. It serves referred MOH
 

from private patients.
patients, but collects fees 


UNRWA carried some degree of responsibility for about 600,000 refugees
 

and displaced persons. Perhaps one-third of these live in camps, but the
 

rest are settled in other places and rely to a significant degree on the
 

same health care services as the rest of the population of the country.
 

UNRWA provides primary care only, including preventive activities.
 

are referred to MOH facilities, where they are served
Hospital patients 

without charge. There is an agreement under which UNRWA is supposed to 

reimburse the MOH for these services.
 

Private practitioners are concentrated in Amman and Zarqa, although 

some small private hospitals are located elsewhere. More than half the 

in the private sector are operated by the Red Crescenthospital beds 


Society and similar charitable groups. Although fees are charged at these
 

generally lower than at proprietary institutions. The

hospitals, they are 


major contribution of the traditional sector appears to be in 
the area of
 

maternity care, where it is assumed that dayahs assist most of the 62
 

take place under the supervision of a
 percent of all births that do not 


trained health worker.
 

The Jordan Medical Association (JMA) is a professional body 
uhose
 

Its
 
membership consists of all non military physicians in the 

Kingdom. 


to insure that the medical training of physicians
principal function is 
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seeking to practice in Jordan meets recognized standards. This is neces­

sary because of the diversity of foreign locations in which applicants 

receive medical training. The JMA examines the applicant's programs of 

study and certifies for the Ministry of Health that the programs are of 

acceptable quality. The Ministry then issues medical licenses, following 

passage of an examination by the applicant. 

FACILITIES
 

The geographic distribution of both inpatient and outpatient facili­

ties is not in balance with that of population. About 72 percent of all
 

hospital beds are located in Amman, resulting in a bed-population ratio
 

of 1:440 in the Amman Governorate compared to 1:860 for the country as a
 

whole. This imbalance will be exacerbated further with the opening of
 

the new 300-bed Islamic Hospital in Amman. Also under discussion for
 

development in Amman is an expansion of the University Hospital and con­

struction of a new large private hospital by a group of 50 private prac­

titioners.
 

Studies of hospital service-areas, both by this team and as reported
 

in the Annual Morbidity Reports, indicate that around 90 percent of all
 

patients come from areas immediately surrounding the hospital in question.
 

Areas more than 30-50 kilometers from hospitals are very much less adequately 

served. The population ihot living close to hospitals must rely on a dis­

parate group of outpatient facilities. Aside from the larger ones having 

their own physicians, these facilities to a very significant degree have 

the capacity to offer care only once or twice weekly when visited by a 

physician based at one of the larger health centers. 

MOH hospitals account for somewhat over half of total inpatient admis­

sions, with the balance being divided almost evenly between military and
 

private sector hospitals. Bed occupancy rates were generally low;
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71 percent in Ministry hospitals, 59 percent in RMS institutions, and 51
 

percent in the private sector. Average lengths of stay for the three
 

sectors were 7.8 days for the RMS, 6.7 for the MOH and only 4.5 for
 

private institutions. As would be expected, the country's three tertiary
 

(referral) hospitals experienced relatively long average lengths of stay.
 

However, it is not clear why these varied from 12.4 at the King Hussein
 

Medical Centre, to 8.1 at the University Hospital, to 7.7 at Ashrafiyeh,
 

the MOH referral institution.
 

There are two mental hospitals near Amman, which are operated by the
 

Ministry of Health. There is also a Swedish Mental Institute for mentally
 

retarded children. Constriction of a 250 bed psychiatric hospital was pro­

posed in the 1976 - 1980 5-Year Plan, and may commence in 1977. There
 

are eleven qualified psychiatrists in Jordan - four with the Ministry of
 

Health, three with the Royal Medical Service and four in private practice.
 

Facilities and programs for the rehabilitation of the mentally and physi­

cally handicapped are at an early stage of development. Medical rehabili­

tation services are reported to be adequate,but occupational therapy
 

practices are reported to be custodial and diversionary,and services such
 

as speech therapy, vocational rehabilitation and sheltered workshops are
 

practically non-existent.
 

EXPENDITURES AND PLANNING
 

Detailed expenditure data are available only for the Ministry of
 

Health. From the following tables (see Tables 4 through o) it can be seen
 

that the curative program of the Ministry of Health accounts for over three­

quarters of total recurrent spending (including most of the expenditure
 

under the headings "X ray" and "laboratories"). About one-sixth of the
 

recurrent budget goes to preventive work, around 5 percent for administration,
 

and only 3 percent for training and education. These proportions have re­

mained fairly constant over the years 1968-1976 (except for the years 1973
 

and 1974).
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TABLE 4
 

' '
 
MINISTRY OF HEALTH RECURRENT EXPENDITURESa b c; 1968 - 1978 

(in 000's of JD's) 

Total
 

(z) 1974 (Z) 1975 (%) 1976 (%) 1968-1976
1968 (%) 1969 (%) 1970 ( ) 1971 (%) 1972 (%) 1973 

Curativec 1.313 ( 70) 1,293 ( 71) 1,465 ( 70) 1,40V ( 73) 1.545 ( 70) 1,613 ( 59) 2,501 C59) 2,939 ( 71) 4,295 ( 72) 18,373
 

Preventived 28:; ( 15) 
 273 ( 15) 313 ( 15) 258 ( 13) 386 ( 17) 430 ( 15) 593 1') 649 ( 16) 911 ( 15) 4,093
 

47 ( 2) 47 ( 2) 51 ( 2) 66 ( 2) 94 ( 2) 133 ( 3) 154 ( 3) 666
 
Training and 40 ( 2) 34 ( 2) 

Education
 

Other e 
 235 ( 13) 228 ( 12) 263 ( 13) 236 ( 12) 21 ( 11) 675 ( 24) 1,045 (25) 417 f 10) 591 ( 10) 3,931 

(100) 27,063
Total 1,868 (100) 1,828 (100) 2,018 (100) 1,950 (100) 2,223 (100) 2,784 (100) 4,233 (100) 4,138 (100) 5,951 


aSource:Budget Law for Fiscal Years 1970-1976, Eudget Department, Kingdom of Jordan.
 

bRe-estLimates, except for 1975 and 1976 which are first estimates.
 

CIncludes dentistry and for 1968-1970 the item labelled 'health insurance'.
 

dlncludes vaccine laboratory
 

eExcept for 1973 and 1974, which include some special items, roughly half fo-administration' and half for 'x-ray' and 'laboratories'.
 



TABLE 5
 

MINISTRY OF HEALTH RECURRENT EXPENDITURES: 1976 and 1971 a
 

(000's of JD's and %)
 

1976 	 % 1971 

Personnel 	 3,330 56 58
 

Materials and Supplies 2,334 39 	 33
 

Rent 	 115 2 )
) 

Travel 	 76 1
 ) 
)9
 

Utilities 57 1
 )
) 

Other 42 1 -- ) 

Total 	 5,954 100 100
 

Source: 	 Budget Law for Fiscal Years 1970-1976, Budget Department,
 
Kingdom of Jordan.
 

apharmaceuticals, but also including food, minor hospital equipment, etc.
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taNISTRY OF 

TABLE 6 

HEALTH CAPITAL EXPENDITURESb: 

(in 000's of JD's) 

1968 - 1975 

1968 (M) 1969 (Z) 1970 (%) 1971 (%) 1972 (M) 1973 () 1974, (%) 1975 (Z) 1976 (w) 
Total 

1968-1976 (2) 

Curativec 

Preventive
d 

866 

143 

(83) 

( 14) 

833 

139 

(84) 

( 14) 

1,086 

140 

(85) 

( 11) 

193 

152 

(52) 

( 40) 

130 

22 

(64) 

( 11) 

104 

57 

( 47) 

( 25) 

458 

8' 

(64) 

(13) 

564 

225 

(59) 

(23) 

423 

118 

(65) 

( 18) 

4,647 ( 72) 

1,085 ( 18) 

Training and 
Education 

Other
e 

Total 

-

36 

1,045 

(0) 

( 3) 

(100) 

-

24 

996 

( 0) 

( 2) 

(100) 

-

46 

1,272 

( 0) 

( 4) 

(100) 

-

32 

377 

( 0) 

( 8) 

(100) 

-

52 

204 

( 0) 

( 25) 

(10C) 

-

64 

225 

( 0) 

( 28) 

(100) 

-50 

11M 

698 

(7) 

( 16) 

(100) 

155 

18 

962 

(16) 

C 2) 

(100) 

15 

95 

651 

( 2) 

( 15) 

(100) 

220 (3) 

478 7) 

6,430 (100) 

aSource: Budget Law for Fiscal Years 1970-1976, Budget Department, 

bRe-estimates, except for 1976, which is a first estimate. 

CIncludes dentistry. 

dlncludes vaccine laboratory. 

eX-ray and laboratories. 

Kingdom of Jordan. 



Recurrent expenditures between 1968 and 1971 grew hardly at all in
 

money terms, but over the years 1971-1976 they almost tripled, from
 

about JD 2 million to JD 6 million with close to hal that increase
 

taking place in the current financial year. Depending.. u) on whiclh
 

inflation deflator is used (10-12 percent to
seems b. acceptable as an 
average for the c,:lrs 1)71-1976), growLb i; the Ministry of lealth recur­

rent budget in real terns between 1971 and t976 can he calculated at 

between 12 and 14 percent. 

Personnel costs arc taking 56 percent of the recurrent budget, a 

slightly smaller share Lhan in 1971 when the comparable figure was 

58 percent. The item "materials and supplies," which is primarily com­

posed of pharmaceuticalis, now takes 39 percent of total expenditure, 

compared to only 33 percent in 1971. 

The capital budget of the ministry averaged JD 1.1 million between 

1969 and 1970 and then declined to an average of around JD 270 between 

1971 and 1973 before ri- ing to an average of JD 770 for the three years 

1974-1976. These uxpand 1t]ire- follow very closely patterntie of recurrent 

expenditures: about throe-quarters for curative projects, one-sixth for 

preventive work, and chire, percent for training and education. 

The 1964-1970 Seven-Year Program set its goals as: 

1. A major reduction in the external balance of trade deficit 

and such reduction in dependency upon budget support as
 

Jordan may be able to sustain. 

2. An increase in per capita income (growth) at 
as rapid a
 

rate as possible, consistent with 1, above.
 

3. A reduction in the level of unemployment.
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These goals represented a change in the priority order from those 
laid down in the earlier Five-Year Program, that is, income, employment, 
and balance of trade, in that order. The seven-year plan document argued 
that raising in importance the goal of reduced dependence upon budget sup­
port would "reduce the vulnerability of the Jordanian economy to external 

change of policy." 

The 1973-1975 Three-Year Plan see its objectives, in the following 

order, as: 

1. employment 

2. growth
 

3. better distribution
 

4. balance of trade
 

5. increasing budgetary independence
 

This plan raised the amployment objective to first priority, at the 
expense of trade and bud e.tary considerations, and for the first time
 
explicity mentioned 
 impr-ved distribution as a major objective. 

The present 1976-1980 Five-Year Plan orders its objectives as 

follows:
 

1. Structural change in the economy through an increased share 

in GDP of the commodity-producing sectors 

2. growth/income
 

3. better distribution
 

4. employment
 

5. balance of trade
 

6. increasing budgetary independence
 

Points 1 
 through 6 above (point 1 is of a different order) cover the
 
same 
five areas as the previous Three-Year Plan and, except for raising
 
growth and distribution at the expense of employment, follow the same
 

ordering.
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The same general objectives are stated in all the plan documents,
 

except that better distribution does not appear explicity until the
 

1973-1975 plan. And yet there appears to be little relationship between
 

the stated overall objectives of the plan and their health sectors. In 

fact the extremely high priority given in terms of spending to hospital 

development clearly runs counter to such objectives as better income 

distribution, employment cieation, improved trade balances, and increas­

ing budgetary independence . Wit: regard to the growth objectives, it is 

certainly not enhanced by hospital development and is more likely to be 

hindered. Smaller health faci it i s will be better di stributed and thus 

accessible to moiu people than are hio-;pit alis, will employ a greater volume 

of lower- and middle-level personnel, depend less upon impoirted materials, 

and cost less to produce comparable unitis of output than do hospitals. 

All of this would be in keeping with overall plan objectives. 

Perhaps most important with regard to health plan development is 

the gap between stated objectives and spendin g priorities. Thus the 

current plan statq its top health goal to be to "expand and improve pre­

ventive services, 4ith special attention to student health care and mother 

and child care." And yet only a small fraction of proposed plan spending 

is actually directed toward the accomplishment of that goal. That the 

same situation continues at present is evidenced by the ongoing discussion 

concerning the possibility of substantial new hospital developments, 

located mostly in Amman and Irbid, and developed primarily under the 

auspices of the private, university and military sectors. 

There is only a gap between stated objectives and proposed expendi­

tures, but also little correlation between proposed and actual expenditures,
 

as evidenced by the health sector results of the 1973-1975 Three-Year Plan. 

The lack of sufficiently clear expenditure data in the health sector makes 

it difficult to monitor plan performance again plan projections.
 

One other glaring issue is the lack of integrated planning by the
 

various "pillars" making up Jordan's health delivery system.
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The multi-annual plans do not include the private sector (although some
 
estimates are included), UNRWA, and the military. This lack of integrated 
planning is 
one major factor contributing to 
the continued duplication and
 
inefficient use 
of recources.
 

Most of the issues pointed to above stem from a failure of planning, 
although not necessarily planning in any technical sense. In any event,
 
an improved health planning capacity within the country is a matter of
 
some urgency, if some 
 of the problems discussed above are to be avoided
 
in the future. 

COORDI NATIO
 

The lack of planned development and coordination between the various
 
providers of health care has contributed to the maldistribution and in­
efficient use scarceof health sector resources. There is an overconcen­
tration of beds in Amman, relatively too many tertiary level beds as each 
major provider develops its own facility, no organized planning thefor 

prtdltion of health 
manpower, ove rlapping and disorganized services, and 
too LitL I r, itionship between the overall configui; tion of systemthe and 
the ,iil care needs of the community and individual patients. These 
problcn-; an, made worse by the oflack horizontal communication within the 
variou. healLWi sector "pillars," as well as between them at governorate
 

and local levels.
 

The maldistribution of resources discussed all through this report 
represents a failure, in terms of potential health service outputs, to 
use resources more efficiently. However, the system (or lack of one) has 
worked particularly to the disadvantage of the rural and urban poor, who 
are most dependent upon the services of the Ministry of Health. It is 
these people (actually a majority of the country's population) who most
 
need better coverage by an appropriate basic health services system.
 
Such a system can only be developed under the leadership of the MOH, which 
carries the basic responsibilities for the health care needs of the bulk 
of the country's population. And yet at present the ministry suffers from 
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many disadvantages when compared to other healLh sector providers, even
 

those in the public sector.
 

The obvious need for a health policy coordinating body could be 

met through either of two existing bodies: the Supreme Health Council 

or the Health Policy Reference Group (IIPRG). The latter body is wider 

in scope than the former and extends beyond the normal ranks of the 

health providers, who comprise most of the membership of the Supreme 

Health Council. Thus, in addition to health sector representatives, the 

HPRG includes others from the Ministries of Finance, Labor, and Social 

Affairs, the National Planning Council, and the Prime Minister's Office. 

Because of this wider composition and the inclusion if key groups which, 

although not direct providers uf health care themselves, play a critical 

role in the development of health sector policy, it is desirable that 

the HRPG act as the country's top heilth policymaking group. 

There are several policy issues which will have to I)e addressed 

as a virtual precondition to further organized health planning efforts. 

One of these will be to d,2termine the lines of responsibility and 

authority for various health sector providers. ThreeL issues,, resolved ox 

currently under discussion, appear to be particularly important. The 

first of these concerns eligibility of military depeind(_nts in( retirees 

for the Royal Medical Services. The second concerns development of 

occupational health insurance schemes. The thiLrd focuses on po:-)sible 

development of a new private hospital in Amman, and relates to the more 

general question of further (especially tertiary) hospital development. 

These particular issues are cited not only for their intrinsic importance 

but because any decisions which one provider makes in these areas will 

have very significant impact on all other providers. 

At present, about one-fifth of the Jordanian population is eligible 

for RMS hospitalization and outpatient care. This figure includes both 

active and retired personnel, their dependents, and certain other rela­

tives. Within the next ten years a very hig!h proportion of young men 

will pass through the army, because of both the military draft and the 

47 



creation of reserves. This will greatly increase the size of the Royal 

Medical Service eligibility group. In time almost the entire population of 

of the country could qualify, a situation that would make little sense 

either in economic, administrative, or hcalth service terms. 

Occupational health insurance will aft ect al I sectors because it 

will provide major new financi ng for the healt1t -;ector which may or 

may not be spread equitablv among potential providers. At present, those 

employers who support health care do ,i throgh contracts with specific 

private sector provid.rs. The current sb;tem, in effect, subsidizes the 

private sector to the possible d(Atrimnnt of the public separate clinics 

for insured patients, but this would creat:(, !n additional provider 

organization in an already highly fragmented field. It is strongly
 

sector resources which will become
recommended that the additional health 


available through thc new insurance schemes he used for strengthening
 

the delivery capacities of the MOH.
 

There is a propos, l by fifty private physicians to create a "first 

class" hospital and outp,:ient clinic in Amman. Questions have been 

raised because oI tlhe :,:r-,idy excessive number of hospital beds in the 

capital, but private physicians claim to experience difficulty in refer­

ring patients to facilities in other sectors. This is a situation in
 

which greater cooperation between providers might reduce the dangers of
 

a further uneconomic duplication of effort. This issue relates to other
 

proposals for major hospital developments in Amman and Irbid. If Jordan
 

is going to quickly achieve its goals with regard to an effective primary
 

care system, it will be necessary to reconsider these various proposals
 

in the light of the totality of resources likely to become available to
 

the health sector in the near future. It is also pertinent to examine
 

the outreach role of the hospitals in the development of a more effective
 

primary care and related referral system.
 

After considerable experience it is now generally understood that
 

the creation of formal planning structures does not by itself guarantee
 

the making and implementation of good health. And yet the existence of
 

such structures are a necessary, if not sufficient, condition for sensible
 

planning.
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The history of health planning efforts in Jordan shows, among other
 

things, that planners have lacked the necessary legal authority and staff
 

to be effective. hoth the M0OH Planning Committee and Directorate for 

Planning and t"I'ru ign Re]lations have had far too many immediate and rou­

tine rL's pensihbilities eiLl er to take the long-range view or to carry out 

the necessary tephnic'l I'rk for prope r planning. In any event, many 

of the skills needed tor comprehensive health planning have not been 

available. It will be necessary to establish an upgraded Health Planning 

Unit within the Ministry of Health. Discussions should begin immediately 

on the necessary legal arrangements and staff development programs. 

It is not possible for the Ministry of Health by itself to make
 

broad health policy decisions that would be binding upon other health
 

sector providers; this is the task of the HPRG. The technical and staff 

requirements of this group will reside in the Planning Unit of the MOH 

and will he available to the HPRG through its chairman, the Minister of
 

Health.
 

The proposal to place the Planning Unit within the health ministry 

is based upon the central legal and operational role of the ministry as 

the primary health rare provider in the country. This is as it should 

be, in terms of the health care needs of the Jordanian people, and this 

central role of the ministry should be enhanced in every reasonable 

way. And because the Ministry of Health has the primary responsibility 

to ensure adequate health care to the people of Jordan, the Ministry of 

Health will necessarily be the major implementing agency for policy
 

recommendations. In addition, planners should not be isolated from 

day-to-day operational problems; they should be in frequent contact with 

ministry directors. However, they should not have more routine admin­

istrative responsibilities than are absolutely necessary. 

The Planning Unit should not be another "line directorate" running
 

parallel to the others, but rather a separate body linked directly to
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the Under-Secretary for Health (see later discussion on Ministry organ­

ization).
 

Certain authority with regard to the collection of data from all
 

health sector providers is an absolute requirement for the Planning 

It will also have as one of its key dutiesUnit's proper functioning. 

the iesponsibility to review and make recomnendations concerning the 

of any hiea th fac:i lity in the country.development or expansion 

The Heath Ptlannin' Unit should he headed by a social sector 

planner, with a s trong ,.conomiLc and public heaIwlthLackground. He or 

she need not hr a physician. Inlicact, it n'cs:-Kily unlikely that 

a physician coiuld he found who voul d -, these ,quiremuts. The 

individual selected should iavL good skili in data inte rpretation 

and should have suflici ent backgi-ound in .anagemeet and administration 

to appreciate the practical obstacles to program implementation. There 

should be at: least two or three other experienced pers onnel on the 

staff, with skills in statistics, manpowe:r, and nutrition planning being 

especially desirablI. 

MANAGEMENT AND INFOiKM.A\ION 

Effective orgnization and management processes in the Ministry 

of Health (MOH) are necessary to accomplist objectives stated in chis 

report. For purposes of the fol lowing discussion these organization 

n budgeting and decision-making
and management functions include: progrn 

processes, supervision of servic',, monitoring of community resources 

and needs, and evaluation of servites and programs. Organization and 

management issues related to the ministrv way be summarized as follows: 

Ministry of Health departmental o r-anization appears to be 

inefficient for the purpose of implementing basic health services
 

programs. Twenty-five department and other directors have legally
 

authorized access to the undersecretary, whereas a much smaller number
 

of directorates is typical of countries much larger than Jordan. In
 

practice, regional health directors deal primarily with the Director
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of Administration and hospital directors go to the Director of Curative
 

Medicine, There appears also to be a strong tendency for decisions 
to
 

be made at higher levels than is necessary for the matters being con­

sidered. General ministry personnel seem overburdened with routine 

administrative tasks and divert2d from program planning and development. 

In recent years, Ministry of Health tasks and resources have been 

examined by numerous expert groups from within the ministry and other 

agencies, including consultants from outside Jordan. In each case 

adjustments were made to ministry departmental structure and patterns 

of authority. Nonetheless, the fragmented organizational structure 

appears to inhibit development of primary care programs and prevent a 

unified approach to manpower planning and training. 

Responsibility for manpower planning, training, and management 

is currently fragmented among a number of directorates, including 

Curative Medicine, Dental Services, Nursing, Education and Training, 

and Administration. Manpower planning does not come under any single 

directorate, and each directorate provides for personnel training and 

development only within narrow categories. Were a health manpower 

plan to be developed now, there would not be a suitable ministry 

department to oversee implementation. 

The Ministry of Health lacks sufficient people with management 

training. No MOH department managers or hospital administrators have 

received formal administLratliye training. Department and facility directors would 

seem to require training in such administrative matters as resource 

allocation decision making, project design and budgeting, project 

implementation (including personnICl selection and organizational control 

operations), and program monitoring and evaluation. This type of train­

ing is not now available in Jordan. 

There are no separatebudgets for specific programs, hospitals, 

or health regions (except for malaria eradication). The size of the
 

total budget is largely determined by economic factors beyond the 
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control of the Ministry of Health. There is no process of cost account­

ing or detailed tidget making. MOH officials tried several times in
 

the past to implement cost accounting. Costs are now determined in aggregated
 

form for six items: salaries, allowances, rent, utilities, materials, and
 

miscellaneous expenses. Personnel and materials in the curative medicine 
area
 

(70 percent of the ministry budget) are aggregated into one total account.
 

Little useful cost control information is available.
 

Certain information important for planning and management is
 

unavailable on a timely basis from present MOH data-handling activities.
 

A detailed investigation of health-rclated data and information gathered
 

by all Jordanian government agencies shows that most of the data elements
 

needed for health planning exist (except information on the private and
 

traditional sectors and on specific program and operation costs), although
 

not 
always in a useable format. This data is often too aggregated for
 

analysis to be done on individual programs or health problems.
 

Overall, the use of data for analysis and feedback into the actual
 

programming and budgeting decisions appears to be minimal. 
 If an increased
 

planning acpability is to be established, a review of data needs for planning
 

and management is needed. Coordination between data collectors (often
 

different agencies), data processors, and the end users should flow from
 

this review.
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IV HEALTH MANPOWER
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INTRODUCTION
 

Health manpower constitutes - majnr resource for the delivery of
 

The adequacy and appro­
health services t. meet defined health needs. 


numbers, distribution, utilization, and
 priateness of the typEs, 


are both determined by and 
training of health manpex:er resources 

evaluated against choices concerning 
the priority health needs to be
 

addressed and the mix, organization, and distribution 
of services to be
 

provided.
 
servicrs 

The demographic, epidemiological, nutrition, and health 

to balance the con­
portions of this report have stressed Jordn's need 


services dith an
 
tinued development of secondary and tertiary care 


increased emphasis on expanding those 
basic health services which will
 

meet the critical health needs of high-risk 
groups: infants, young
 

children, mothers, and especially 
those in underserved 
areas. The
 

to how Jordan will achieve this balance 
will be reflected
 

choices as 


in a natiovtal health plan and will 
constitute the basis for both the
 

formulation of a national health manpower 
policy and the plan to
 

implement it.
 

ISSUES
 

The detailed review of Health Manpower 
Resources contained in
 

this report identifies a number of 
factors which must be
 

Appendix D of 


the development of a national health
 
taken into considecation in 


The following summarizes the key 
points.


strategy. 


Education
 

There has been a striking rise 
in levels of educational attainment
 

such
 
in Jordan and, concurrently, an 

increasing social value placed 
on 


Consistent with these developments, 
however, are several
 

attainment. 

People with higher­

trends important for health manpower 
planning. 


significantly more internationally 
migratory
 

level qualifications are 


than those with lower-level educational 
attainments. Potential labor
 

30 percent, can have a drastic
 
outflows, which currently run 

as high as 
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effect on Jordan's trained health manpower resource pool. One of the
 

most promising methods for stemming this outflow is to broaden training
 

opportunitics at the less migratory lower levels of eduLCational. atiainment. 

By setting entry requirements at levels which reflect the increasing 

social value placed onilii gh rdc~i tI na attainment, Jordaii's health training 

institutions have inadvertently narrowed the pool of potential applicants 

and placed health training in competition with an e:panding range of 

occupational training and employment opportunities, including many out­

side Jordan. The effects are evident in declining enrollment at some 

health training instit~ILions and the loss of trained workers to 

training and employment opportunities in otier occupations. 

Projection Methods 

Attempts to project both health manpower need and demand in Jordan 

have been characterized by a methodology which uses "standard ratios"
 

of health workers to national aggregate populations. These standards
 

are often derived from international sources and bear little relation
 

to the health needs of Jordan, the types of services to be staffed,
 

the divisions of labor and fun~tional interrelationships among workers,
 

or the realistic resource constraints of the Kingdom. Furthermore,
 

these standards mask problems of maldistribution among geographical
 

areas, among subsectors, and among different types of facilities. It
 

is essential that a comprehensive health manpower policy and plan be
 

developed using a methodology that is significantly different from the
 

standard ratio approach. The recommended "functional approach" is based
 

on careful delineation of the type of health system and mix of services
 

appropriate to the health needs and resources of Jordan, identification of the
 

specific functions and tasks required to carry out the appropriate mix
 

of services, and defined allocation or distribution of functions and
 

tasks among different types of health workers, including new types such
 

as auxiliarires.
 

Manpower Supply, Utilization, and Training
 

Even in advance of a comprehensive health manpower strategy, which
 

is linked to choices regarding the types and distribution of services,
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a number of observations can be made regarding supply, utilization, and
 

training of particular types of health manpower in Jordan. The findings
 

are summarized below.
 

Physicians. While the number of physicians in the government 
sector has increased 55 percent between 1971 and 1976, much of this 
increase results from employment of physicians at the University of 
Jordan Medical School and Hospital after 1972. There is also evidence 
that increasing growth is taking place in the private sector, where a 
specialist, for example, can earn up to JD100 per month, compared with 
JD350 in government service. Inequities in income and fringe
 
benefits between the private and public sectors have a marked effect
 
on the subsectoral distribution of physician supply. Critical issues
 
include compensation differentials among the RMS, MOH, and University,
 
and compensation and reward sLructures which discourage general practice.
 
While the nature and frequency of health problems in Jordan point to the
 
need for greater emphasis;in basic health services, incentives and
 
trends in the professional development of physicians are toward
 
specialization. It is notable that even detailed calculations using
 
the standard ratio approach indicate that Jordan has nearly achieved its
 
set goals for the number of specialists in many fields, except those
 
most critical to the delivery of basic health services: general
 
practice, internal medicine, obstetrics and gynecology, pediatrics,
 
and public health or community medicine. Further, there is a striking
 
geographical maldistribution of physicians among the governorates.
 
The trends toward specialization, toward concentration in Amman, and
 
toward private practice show few signs of being reversed and make it
 
unlikely that basic health services can be distributed equitably to
 
those in need without development of auxiliary cadres and other types
 
of health workers.
 

QuaZifd ruzascc (o s). J, dan has faced severe problems in
 
recruiting qualified nurses at the post-secondary level. Of those
 
trained, between 26 and 33 percent are lost tc the health system
 

through migration, alternative employment, or withdrawal from the labor
 
force. Those nuses who remain are overwhelmingly orient,-d toward
 
and employed in hospital settings and largely concentrated in Amman.
 

Health manpower poli,,y and planning in Jordan must consider the tasks
 
and functionz that qualified nurses are to perform in the health
 
system, particularly in relation to other types of health workers. If 
their tasks were principally administrative and supervisory, qualified 
nurses might not be in such short supply, even at their present numbers. 
Similarly, it is evident that many of the factors now seen as contributing 
to the difficulties in recruiting qualified nurses ("low occupational
 
status," for example) are a function of the aspirations and expectations
 
of the pool of women from which these nurses are sought. Women of lower
 
socioeconomic classes and lower educational attainment are less likely
 
to hold these attitudes.
 

MiCwives, oth7er birthi attendants, and MCH workers. Before any 

determination is made about demand for midwives, it will be necessary 
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to delineate the range of services to 
be provided to mothers and children,
and to make decisions concerning the desired location of deliveries and
the distribution of tasks among all 
existing and potential workers who
 may provide these services. Only 38 ofpercent deliveries are attendedby trained personnel (including qualified midwives and obstetricians
in all locations) and only 4 percent are attended by midwives basedin government maternal and child health centers. It is assumed that
 many of the remaining 
 62 percent of births are attended by traditionalmidwives (dayahs), whose tasks must be examined closely and whosefunctions must be taken into account in planning for appropriate
services and the personnel to render them. Evidence in this reportconcerning the inadequacy of access to and coverage by basic services
for mothers and children strongly points 
to a need for having theseservices more widely available and delivered by a variety of health
 
manpower in many locations.
 

P) a( '1m1,i 1 2' 3 There has been a steady stream ofgraduates from practical nurse training(P/N) programs in Jordan,substantiating the contention that nursing at 
this level canregarded as a desirable occupation. 
be 

Yet despite the relative availability
of this health manpower resource, there is considerable evidence that,
in some settings, these nurses are not 
fully utilized. In part,
underutilization has been explained by variations in training and

qualifications. This justification should be reexamined in 
light of
the fact that graduates of 18-month training programs since 
1971 now

number nearly half of the approximately 1,650 P/Ns in Jordan.

Underutilization of practical nurses has been particularly noted at
those locations in government rural clinics where the P/N is 
the only
permanent staff person. While these clinics are at the closest point
of contact with the popul,ations to be served, there are virtually nohealth promotion, prevention, sanitattion, or education services pro­vided by the P/Ns and, 
in most locations, the P/Ns 
are also constrained
from providing even minimal basic curative services except first aid or
those services required on an individual follow-up basis theby super­
vising physician.
 

Staffing these facilities and the range of services provided
through the clinics are priority issues. 
 By virtue of their hospital­oriented training, PINs in their present form may not be the most desir­able cadre of health workers to staff community clinics. It is likely
that a delineation of tasks and functions to be performed in these clinics
will point to the need for development of new auxiliary types of workers.

If this is the case, it will necessitate a training facility.
 

Continuing Education
 

Particularly outside Amman, planned programs and opportunities for
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" Difficulties in recruitment (especially for qualified nurse
 

training) , declining enrolIments (among these nurses and medical 

technicians in particular), as well as the basic nature of many 

tasks to be addressed by Jordan's leal th system, point to the 

need for a central look at policies which reflect the view that 

"highest is bes t'' in the definition of admission standards and 

required cred*nt ials ot health workers. 

* Policies and plans for the education anl training o physicians 

current.ly proc, d witlout careful regard for tLe total service
 

and manpower nceds of the Kingdom's healthl system or for fun­

damental resource constraints. Proposed dcv, Lopment of a 

second medical school at Yarmouk must be examined n light of 

these factors. Policy makers slhould raise questions concerning
 

(a) tHc numbers, types, roles, and distribution of physicians
 

required by coordinated health services and manpower policies 

and plans; (b) the compara tive and alternative costs of ex­

panding the presently low intake aW University of Jordan Medical 

School, versus developing a new school; (c) the alernative costs
 

of developing hospital and other facility-based teaching
 

situations in Amman, which would be required to support expanded
 

intake of students, versus the development of new sites to support
 

a new ncdical school; and (d) the alternative costs of developing
 

moio physicians, versus investing in and utilizing less costly
 

types and levels of health manpower.
 

IMPLICATIONS
 

The issues detailed in Appendix D of this report and highlighted
 

above point to a number of implications.
 

1. Jordan requires both a comprehensive health manpower policy
 

and a detailed manpower plan to link development and utilization of
 

human resources to overall health policy and its objectives. Projected
 

health manpower needs, the roles and allocation of tasks among various
 

workers, and education and training must be defined concurrently and
 

comprehensively. This must be done not only in relation to the health
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continuing education and skills development are lacking for virtually
 

all kinds and levels of health workers serving in all types of facilities.
 

This lack constitutes one set of disincentives to service in the 

governorates, and inhibits geographical spread of the health services 

system. 

Education and Trainin_ Institutions 

Admissions policies, intake and output capacities, curriculum 

content, teaching, methods, length of training, and ultimately, the 

products of Jordin' s health manpower education and training institutions 

must be linked to the natuior and cmph jsi; )f. health services which are 

to be provided. Effcicting this linkage requires development of a 

national health manpower strategy. 

Jordan's heal th training institutions can, potentially, provide 

a small but steady stream of health manpower. However, those institutions-­

and the production of health manpower in Jordan generally--must address 

a number of issues: 

* 	 Lack of planned coordination among health manpower education 

and training institutions for the production of health personnel 

is reflected in differentials in entry requirements, curriculum 

content, practical versus theoretical emphasis, length of 

training, certification, and the quality and quantity of
 

material resources.
 

" The lack of planned coordination also results in an inefficient
 

and less-thari-optimally effective use of scarce resources: 

money, facilities, equipment, and staff required to conduct
 

education and training.
 

* 	 The differentials among programs noted above (particularly in 

the case of assistant or practical nurses and medical technicians) 

also make it difficult to effect clear occupational delineations 

and, in turn, may inhibit attempts to develop (a) official systems
 

of task differentiation and delegation, (b) structures for wages
 

and appropriate rewards and incentives, (c) career ladders, and
 

(d) 	status as professional health workers.
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needs of the population and the services organized to meet them, but
 

also to available resources.
 

2. Planned and balanced attention to the development of basic
 

health services, as well as realistic resource constraints, point to
 

the desirability of developing the lower levels-of health manpower,
 

including new types of auxiliary workers.
 

3. The extension and integration of basic services imply more
 

effective utilization of existing workers through expansion and
 

integration of current tasks and-fuctions.
 

4. Improved geographical distribution of services and their
 

continued effective delivery require opportunities for continuing education
 

and the growth of skills and knowledge. These requirements apply to
 

all kinds of health workers, in all types of facilities.
 

5. Policies concerning development of high-cost physician skills
 

must be formulated and carried out in the context of (a) overall health
 

system needs, (b)comprehensive manpower policies which include all
 

types and functions of health workers, and (c) efficient utilization of
 

resources.
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V SELECTED ISSUES IN HEALTH SERVICES
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INTRODUCTION
 

This section highlights issues in basic health services that have
 

the potential for the greatest impact on the health status of the popu­

lation, and for lowering morbidity and mortality 	 among the most val­

nerable population Qroups. Data supporting parts of the analysis are 

presented earlier in "The Setting," Section ii, and in the material in 

Sections Ill and IV describing the resource base of health services from the 

organizational, economic, and manpower perspectives. 

Areas highlighted in this section are: (a) maternal and child 

health, (b) water supply and sanitation, and (c) 	preventive services.
 

Maternal and child health (including nutrition) and preventive 

services are obvious issues for priority consideration. Mothers
 

and children make up approximately 70 percent of 	the Jordanian popula­

tion,*and their needs in the areas of disease prevention and nutrition
 

are paramount. Many of these needs are amenable 	to an integrated,
 

health-promotive, disease preventive approach.
 

While considerations of safe water supply and sewage disposal are 

usually not placed in the category of basic health services, they are
 

included here to emphasize the health benefits (especially among the
 

most vulnerable groups) to be gained by reducing water-associated di­

seases at the local level.
 

Several major premises underlie the analysis in this section, and
 

These major
lead to the recommendations presented in Section 	VI. 


premises can be stated as follows:
 

* 	 Fifty percent of the total population is under 15 years of age or
 

20 percent of the
less--with almost half of this group aged 0-5; 


total population are reproductive-aged females.
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* 	 To the exten, that health services per se contribute to 

improved health status, the greatest increase in health 

status will be gained by assuring wide-spread distribution,
 

equity of access, and a basic standard of quality of health 

services.
 

* 	 These parameters must be developed and measured against
 

the cost anad availability of health resources.
 

" The basic health services available to all Jordanians must, more 

than in the past, be focused upon the most vulncrable and at-risk 

young children, and mothers), especiallygroups (i.e., infan t s , 

those currently under-served in rural and urban poverty areas.
 

* 	 A network of rationally-organized and cost-efficient health 

services can only flow from a carefully-articulated and con­

stantly monitored national policy concerning heal th services 

priorities, organization and administration, and manpower 

development and utilization. Health services and health 

manpower policies are inseparably Linked, and must be con­

sidered within a "cost framework" of available resources. 

* 	 While much of the analysis in this section refers to govern­

ment health services, especially those provided by the Ministry 

of Health, the themes articulated are applicable to all 

other government and private sectors. The coordination of 
these sectors, as stated in Section 111, is a necessary 
cornerstone of national health services and health manoower 
policy.
 

* 	 At policy, planning, and operational levels, the balance be­

tween an emphasis on expanding basic health services and the
 

continued growth of secondary and tertiary hospital and
 

specialized-care services necessarily involves choice. Not
 

all things can be done; resources committed to one activity 

mean a lessened availability of finite resources for other 

activities. The crucial functions of a coordinated national 

health and manpower policy are to delineate the optimum halonrP 

of choice among activities and sectors and to ensure that the 

greatest health benefits (in terms of effectiveness, efficiency, 

and acceptability in the society) will result from the balanced 

application of finite and limited resources. 

MATERNAL AND CHILD HEALTH SERVICES
 

The Ministry of Health's Maternal and Child Health (MCH) Centers
 

target their services on that segment of the population--new mothers,
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infants and pre-school children--which, according to the epidemiologic
 

evidence presented in Section II of this report, is most at risk 

of disease and death. The MCII program and other activities related to 

the needs of womtLa and children arc thus potentta.lly as important an 

instrument for increasing lMfe expectancy in Jordan as any other activity 

in the hinltlh service svseLn. Yet MCIH seLrvicms arc not available to, or 

not utilized by, the majority of these vulnerable groups; one-fifth of 

young children receive nutrition and health services through MCII centers 

and clinics. Lus;s than 40 prccit of all hirths are, attended by trained 

health workers ; Less t han 25 pe rcent of I n fants arc immuni zed against 

diptheria, lertussis, tvtanius, and polio; and virtuall.I no infants served 

by the public sector recei nwasleo immunizations. These utilization 

figures have correlateso in the high rates of morbidity and mortality from 

infectious disease among young chLidren in Jordan. 

MCII Facilities and Resources 

As of 1976, there were 41 MCII centers, half located in towns with
 

populations over 10,000, half in smaller communities. Twelve MCH
 

centers are physically integrated in the same building with MOH health
 

centers. The remaining MCII centers are located near health centers. 

Twelve centers are staffed with two midwives each; one additional 

center currently has titree midwives; the main MCH training and service 

center in Anunan has seven midwives. The remaining 27 centers are staffed 

with one midwife each. Each midwife is supported by one or two full or 

shared-time nurse aids. Physician services are provided to the MCH 

centers by health officers from nearby health centers. Currently, each
 

health center is responsible for medical support to three MCII centers.
 

There are also three midwife-inspectors in the MCH system, who are
 

responsible for general supervision and on-the-job training.
 

A MCH center midwife is responsible for registration, observation,
 

follow-up, mother-craft instruction,and referral to the physician of
 

any high-risk pregnant women in .their catchment area. In addition, the
 

midwife is responsible for actual attendance at, and immediate post-par­

tum follow-up of, home births. The midwife is also responsible for
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child health monitoring, conducted both in the MCH center and during
 

home visits and for the direct supervision of MCH center employees.
 

Overall supervision of MCH center activities and personnel is the
 

responsibiltity of the covering physician, who also performs routine 

clinical examinations of registered ,iothers and children and special 

treatment of high-risk cases. 

Responsibilities of the nurse aids include preparation of equipment 

and records, weight and height measurements, urine examinations, and 

immunizations under the direct supervision of the midwife. 

The MCH Training Center in Amman provides four months of basic 

training for midwifery students at the MOH school. MOH nursing college 

students rotate through the Amman MCII center every four months while 

Princess Muna Nursing College students study for two months at Che 

Center. It his been intended that one month of pre-service training and, 

periodically, one month of in-service training, be available at the 

training center in Amman for graduate midwives. However, because of
 

Lhe shortage of housing in Amman and the lack of available personnel 

to cover midwives from outlying centers, these training efforts have
 

been hindered.
 

The MCI program, like other MOH departments and sections, has no 

fixed budget. While MCH activities do receive external aid for such 

activities as start-up, recurrent budget support from governmental 

sources remains uncertain. MCH program activities include the provision
 

of delivery services to approximately 3,000 mothers per year, repre­

senting less than four percent of all deliveries in the country. In
 

1975, 33,732 expectant mothers received prenatal services from MCH
 

centers, representing about 35 percent of the country's total pregnancies.
 

The average number of prenatal visits per expectant mother was 1.89.
 

Fifteen percent of these were provided on a domicillary basis by a trained
 

midwife. Usually, the first prenatal visit occurs in the second trimester.
 

Some 4,878 mothers received postnatal care from MCH personnel and centers
 

in 1975, representing 6 percent of all deliveries.
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Over 19,000 infants received the triple vaccine and polio immuniza­

tions in MCH centers, or less than one per four infants born. The
 

full schedule of immunizations covers an even smaller proportion (18
 

percent) of all newborns. This coverage is not substantially increased
 

by the addition of immunizations provided by the private sector or the
 

RMS. Similarly, BCG vaccinations in the first year of life were ad­

ministered to approximately 13 percent of newborns, in collaboration with
 

the staff of the Chest Disease Control Program. No other preventive
 

services except for mother's health education and supplemental food
 

distribution was offered by the MCH centers.
 

and coverage of its target population
The MCH program's access to 


is thius clearly inadequate. No other area of health service activity
 

is in greater need of immediate remedial efforts. In mnost MCH centers,
 

only one service is provided each day of the week. Therefore, a
 

mother who has, for example, an on-going gynecological condition,
 

a sick child, and who also thinks she might be pregnant, would have
 

to present herself to the clinic on three different days of the week.
 

In most MCH centers only one service is provided each day of the
 

week. Therefore, a mother who has, for example, an on-goinp gynecologi­

and who also thinks she might be pregnant,
cal condition, a sick child, 


would have to present herself to the clinic on three different days of
 

the week.
 

The manner in which well-child visits are processed needs improve­

ment. Children are weighed and measured, yet no growth chart (a chart
 

on which child's weight for age or weight for height is plotted) is
 

consistently used. David Morley's "Road to Health" charts could be
 

given to each mother in an attempt to make Lhe mother a wora active
 

This can increase her
participant in the health care of her child. 


the child's
understanding of the importance of adequate nutrition to 


health. (See Morley, Paediatric Priorities in the Developing World, 1973.)
 

Little attempt is made at the time of examinations to educate mothers.
 

Instead they are encouraged to come on a i,,!ciiic morning to a lecture­

demonstration on health and nutrition.
 

Detailed proposals for improving the coverage, service-effectiveness,
 

and cost-efficiency of health services for mothers and children are
 

Major issues for attention
presented in Section VI of this report. 


include:
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" 	 Improved training of existing MCH workers of all levels,
 
and the probable development of new types Jf auxiliary
 
workers.
 

• 	 Increased emphasis on prenatal, birth, and post-partum
 
care by trained midwives, auxiliaries, and probably by
 
increased training and supervision of the existing cate­
gory of "dayhs."
 

" 	 Integrated nutrition and health services for mothers and
 
children, emphasizing the issues discussed in Section II of
 
this report on nutrition, rather than merely supplementary
 
feeding.
 

" 	 Completed immunization of all infants and children against diptheria,
 
tetanus, pertussis, polio, and measles, and ensured BCG
 
vaccination at or shortly after birth, should be a major
 
and sustained effort, working through the basic health
 
services.
 

Successful efforts in these 
areas will depend upon the development
 

of a national health manpower policy that articulates the optimal pattern
 

of training and utilization of available human resources 
balanced by
 

the 	costs of this training and employment. It is probable that the
 

most effective resource mix will be heavily weighted toward auxiliaries
 

working in the most peripheral health centers and clinics and visiting 

homes in villages and urban neighborhoods (perhaps performing multiple
 

basic health service functions), but the precise delineation of the
 

manpower pattern must await the development of a national health man­

power strategy.
 

WATER SUPPLY AND SANITATION
 

Deficiencies in the national water supply and sanitation services
 

situation are well known to the Jordanian Government. In th.c Three
 

Year Plan, 1973-1975, developed by the National Planning Council and
 

other government agencies, water supply was given high priority and a
 

budget in excess of JD 8 million. To expedite this water supply con­

struction mandate, the Water Supply Corporation was established in 1973
 

and 	given responsibility for planning, design, implementation, manage­

ment, eperation anil maintenance cf water supply projects in the
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Kingdom, with the exception of the City of Amman and the Jordan
 

Valley.
 

During the Three Year Plan, the Water Supply Corporation ccmpleted
 

a number of projects, as well as the implementation of another six
 

major projects to be completed within the current Five Year Plan. The
 

following is a summary of the projects budgeted in the Five Year Plan
 

1976-1980, excluding the Jordan Valley and Amman proper (see Table 7). 

TABLE 7
 

SUMMARY OF WATER SUPPLY PROJECTS - 5 YEAR PLAN
 

(JD 000) 

Location/Year 	 1976 1977 1978 1979 1980 TOTAL
 

-a. Irbid Governorate 2291 2323 1375 1200 200 7389
 

7 Projects
 

b. 	Amman/Balqa Gov. 647 348 216 250 600 2061
 
6 Projects
 

'c. Karak/Ma'an Gov. 5380 6381 1330 320 380 13791
 

6 Projects
 

TOTAL 8318 9052 2921 1770 1180 23241
 

Source: National Planning Council
 

When these projects are completed in 1980 approximately 90 percent
 

of the population inside the Kingdom and outside the Jordan Valley and
 

Amman municipality will have improved water supply sources.
 

Table 8 shows the quantity of domestic water pumped in 1973, 1975,
 

and 1980 (projected), as well as the number of beneficiary municipalities,
 

villages, and other population centers, excluding Amman and the Jordan Valley.
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TABLE 8
 

QUANTITY OF DOMESTIC WATER PUMPED 

JORDAN, 1973, 1975, and 1980 (Millions of Cubic Meters) 

No. of
 

1973 1975 1980 Villages
Governorate/Year 


4.10 4.65 10.10 322
Irbid 


Amman/Balqa 1.56 2.10 4.90 250
 

Karak/Ma'an 1.03 1.50 3.70 201
 

Source: National Water Corporation
 

The estimated population of these 773 population centers in 1980
 

will be approximately 1.4 million. Use of this population figure and
 

the estimated water su-ply of 18.7 MCM, results in a projection that
 

average 1980 daily consumption will be less than 40 liters per capita
 

per day.
 

In the Jordan Valley, as tile period of disruption and dislocation
 

ended about 1971, a program of rehabilitation and development was pre­

pared and included in the Three-Year Plan. To meet the requirements of
 

planning for the East Jordan Valley on a permanent basis, the Jordan
 

Valley Commission was created in early 1973 and entrusted with the sole
 

responsibility of planning and implementing the socio-economic develop­

ment of the Valley. To discharge this responsibility the Commission
 

was given broad administrative and executive powers. The Commission spent
 

the first two years studying and planning, and in 1974 prepared a Seven-


Year Plan covering the period from 1975-1982. The ultimate aim of the
 

Seven-Year Plan is to achieve full development of the Valley by the optimal
 

utilization of its resources to yield a decent level of income, health,
 

and living conditions for its inhabitants. The Jordan Valley Commission
 

Seven-Year Plan will reduce the existing scattered settlements to 36 by
 

using 31 of the existing ones and establishing 5 new ones.
 

At the present time the two most promising bulk water sources out­

side Amman are the Qastal Area, and the King Talal Dam., The Natural
 

Resources Authority has been conducting a ground water exploration pro­

ject in the Qastal area with very encouraging results. Preliminary
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estimates are that approximately 15 MCM per year could be extracted from
 

this area. The King Talal Dam was constructed for irrigation purposes
 

as part of the overall development scheme of the Jordan Valley. For this
 

reason, the Jordan Valley Commission and other high government officials
 

have been reluctant to allow any of this water to be pumped to Amman.
 

However, AVSA reportedly obtained water rights of approximately 15 MCM
 

per year from the King Talal Dam and is presently negotiating with
 

engineering firms for the study and design of this system, which could
 

be supplying water to Amman by 1.980 at a cost of approximately JD 20
 

million. This project and expenditure would be in addition to the
 

T~rojects contained in the Five Year Plan. This Plan provided only
 

improvements in the local sources, pumping, distribution and storage.
 

The budget was broken down as shown in Table 9.
 

TABLE 9
 

BUDGET FOR WATER DEVELOPMENT, 1976-1980
 

(JD 000)
 

1976 1977 1978 1979 1980 Total
 

AWSA Funds 150 250 1000 1000 - 2400 
Loans - 250 1000 1000 - 2250 

Total 150 500 2000 2000 
 - 4650 

Source: National Planning Council
 

The following table summarizes the existing and projected water
 

supply picture in Jordan (see Table 10). It shows that with the population
 

increasing from 1.9 to 2.3 million, net water consumption (i.e., after leakage)
 

should increase from approximately 30 to 45 liters per capita per day
 

by making capital expenditures of JD 31.2 million. These figures are
 

rough approximations at best and are presented to show the gradual
 

improvement taking place during the Five Year Plan.
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TABLE 10
 

WATER SUPPLY, JORDAN, 1975 and 1980
 

1975 
 5-Yr. 

Water Pumped Con. Rate 
 Plan
Area 
 Population 
 (MCM) 
 (1/c/d) (Mil) Population 


Amman 
 652,000 
 18.8 401 
 4.7 765,000 


Jordan Valley 70,000 
 0.3 10 3.3 120,000 


Bal. of Jordan 1,178,000 
 8.3 
 20 23.2 1,415,000 


Total 1,900,000 
 27.4 
 30 31.2 2,300,000 


Source: National Planning Council
 

1. 
This represents a 54% loss due to leakage and other operational problems.
 

2. This represents a 48% loss.
 

1980
 
Water Pumped 


(MCM) 


29.1 


3.5 


18.7 


51.3 


Cons. Rate
 
(1/c/d)
 

582
 

80
 

40
 

45
 



PREVENTIVE SERVICES
 

The Ministry of Health's Directorate of Preventive Medicine is
 

responsible for disease and epidemic prevention, health education and
 

other public health activities. It is also responsible for the super­

vision of preventive heal ictivities carried out by institutions outside 

the Ministry of Health. There are five active divisions: environmental 

health and health education; malaria eradication; tuberculosis contraol; 

control health; and maternal and child health (including immunizations, 

except for mass vaccinatio- in situations of epidemic disease) . Health 

education activities apparently are carried out by all five sections with­

out any central technical coordination even though the section directors 

meet at least once a week. The 1971 Public Health Law established addi­

tional sections for nutrition, public health nurses, vocational and in­

dustrial health, mental health, and old age care. To date, these have not 

been staffed. The Director has specifically requested staff for epidemiology,
 

health education, and occupational health, but these have not yet become
 

available.
 

The preventive activities of the Ministry of Health follow the tradi­

tional public health pattern of separate "vertical" categorical programs.
 

This results in problems of poor coordination, duplicative use of scarce
 

resources, and fragmentation of contact with the population. As detailed
 

in Section VI, Recommendations, it is proposed that the budget, staffing,
 

and service organizations of these currently categorical programs be
 

"horizontally" integrated wherever possible. This will: integrate "preventive"
 

with ambulatory care services and facilities; create multi-purpose cadres 

of staff, especially at the auxiliary level; share the use of vehicles,
 

equipment and other resources; and maximize single contacts with individuals,
 

families, and communities for multiple health promotive, disease preventive
 

and primary diagnostic-curative purposes.
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The Scho6l Health Program
 

The school health program, started in 1975, is the product of
 

collaborative arrangements between the Ministry of Education and the
 

Ministry of Health. 
It 	is under the technical supervision of the
 

Division of Preventive Medicine in the MOH.
 

With a defined target population and specified objectives and
 

timetable of activities, this program has contacted 30,000 first and 

seventh grade school children. These 30,000 children represent 37.5 

percent of all eligible first and seventh grade students or 8 percent
 

of 	all students (372,000-Ist through 7th grade).
 

The activities conducted by the school health teams include: 

* 	 Health and Sanitation Survey Work: The health survey 
includes a medical and dental examination coriducted by 
a team either of one physician, two nurses (one male, 
one female) and a driver, or one dentist and one nurse
 
during the morning. Each teai' is responsible for contact 
with approximately 5.000 students. Each team is also re­
sponsible for surveying the sanitary conditions within
 
the school. 

* 	 H. ilth Care Service: Each team is also available in the 
afternoons at the various services to 3chool-age patients, 
some of whom they refer for follow-up medical and dental 
care determined during the health survey. 

" 	Facilities and Resources: 
 Eight mobile medical and three
 
mobile dental units, plus one main fixed administrative
 
and educational unit presently form the available facilities
 
and resources. 
 Future plans include the timed extension of
 
school health activities to all first and seventh grade

students in all areas of the country (approximately 80,000).
 

It is unclear at present to what extent follow-up of survey findings
 

(medical and dental) are actually being achieved and with what results. 

The extent of the afternoon curative activities conducted within the
 

clinics of the government ambulatory care network also is not clear.
 

No 	immunizations are being given by the school health personnel, ard
 

there is apparently no effective liaison with the health personnel
 

"permanently" available in the fixed health center facilities. 
 Given
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the extremely high cost of mobile screening and treatment programs, and
 

their low cost-effectiveness in all but highly unusual circumstances,
 

it is very probable that most of the work clone by the school health pro­

gram could be better done by a re-organization of this categorical program
 

into the type of integrated health service proposed in this Report. It 

is proposed that the , ervices could be improved by the expanled use of 

auxiliary personnel based at the fixed health centers and clinics near 

the schools, and regular visits to these facilities (and perhaps the 

schools) by specialized personnel (such as dentists) for consultation 

and continuing education of healrh center personnel alld treatment of 

selected problems requiring their specialized skills. It is certain that 

the health survey (including medical and dental exams) and sanitation 

survey can be very adequately nerformed by a well-trained nurse or 

auxiLiary. A vast proportion of treatment for the common acute treatable 

conditions uncovered could also he given by nurses -or auxiliaries. 

The Malaria Eradication Program (MEP) 

This program providt.s coverage to all citizens of the country, in­

cluding aliens at the porcs-of-entry and at places of residence. The o.ily 

sources of malaria casts in Jordan are foreign (Gulf states, S:Ludi Arabia, 

Pakistan, and India). he surveillance and control activities pertaining 

to the disease vector are seasonatl (spring, summer and fall) and consist 

of:
 

* 	Detection, treatment, and follow-up of carriers, including
 
the selective screening of immigrants and visitors coming
 
in from endemjc areas, the door-to-door screening *of
 
residents in ark-.s where imported cases are found, the 
screening of clinic patients by malaria workers located at 
selected outpatient facilities, passive detection relying 
upon the referral of any suspicious symptomatic case front 
either of the three major health care sectors, treatment 
and follow-up testing of cases consisting of free dispensing
 
of 	drugs, and home visits for ascertainment of carrier state. 

* 	 Vector surveillance and control, including entomologic survey 
work, residual home spraying, larvicidal activities in bodies 
of water, and drainage activities. 
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It should be noted that, of the 261 imported cases in the past year,
 

62 percent were detected by special surveys of non-Jordanians in 
the
 

Of the 261
Karak region, and of immigrant workers in the Balqa region. 


imported cases, only 69 were detected upon arrival in Jordan, 
whereas
 

or 94 percent of the

192, or 74 percent, were found after arrival; 254 


(Amman Airport and
 cases came into Jordan through two ports of entry 


Mudawarah).
 

Facilities and Resources
 

JD 292,300 in 1976. The Malaria
The operating budget amounted to 


Program employs 735 persons divided into five sections:
 

Administration (54 employees)
 

Laboratory (14 employees)
 

Operating (525 employees)
 

Entomology (34 employees)
 

Epidemiology (108 employees)
 

The majority of these workers (larvicidal activities workers) are
 

seasonal, and engage primarily in environment modification work.
 

focused, however, on the number of full-time field workers
Attention is 


specialized in field activities ranging from epidemiologic survey
who are 


to entomologic surveys (34 workers,
(106 workers of which 62 are full time), 


mostly seasonal), to environmental operacion workers (525, mostly seasonal).
 

The skills and experience of these specialized health workers can
 

be utilized to perform valuable services in other spheres of health
 

of environmental sanitation, and perhaps
activity, notably in the areas 


in immunization and tuberculosis case-finding and follow-up without 
in­

cuLring increased risks of malaria outbreaks by reducing the effectiveness
 

This could be done without diluting the intensive
of the malaria program. 


program of immigrant and visitor screening at points of entry and 
detection
 

and follow-up of secondary cases. Similarly, laboratory screening, treat­

ment, and case-detection and follow-up can be carried out by auxiliaries
 

f the
and nurses operating out of the MOH clinics and health centers 


principle of an integrated health service is adopted.
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The Chest Diseases Control Program
 

Activities and Population Coverage. Aside from occasional radiologic
 

surveys of select occupational groups (e.g., phosphate miners) the major
 

cbjectives and activities of this program consist of tuberculosis control
 

in 	the general population. These activities include:
 

" 	A BCG vaccination program: Vaccine has been administered
 
at least once to approximately 75 percent of the population,
 

mostly without prior tuberculin testing. Vaccination is
 
administered primarily during the first year of school.
 
This 75 percent coverage is considered very adequate. How­
ever, caution must be exercised in inferring that protection
 
is adequate in Jordan. The prime reason being that immuniza­
tions are not usually administered during the first year of
 
life, when susceptibility of infection and active disease
 
may be the greatest. Only a small proportion of infants and
 
young children are in contact with MOH centers, TB centers,
 
and hospitals.
 

* 	A sputum examination screening program: This detection
 
method is applied to sympotomatic chest disease patients
 
who present themselves or are referred to facilities acting
 
as chest disease centers. .Dproximately 5,000 such patients
 
are evaluated per year. These patients have a high yield
 
of positive findings, and account for approximately two­
thirds of all positive sputum smears. In addition, smear
 
detection methods are applied to special high risk groups,
 
such as persons in contact with active TB cases, and as
 
pre-employment exams for selected occupations. Sputum
 
examination activities are also an integral part of TB
 
treatment activities for evaluation purposes.
 

* 	A sputum bacteriologic culture program: This additional case
 
detection program usually accounts for one out of every five
 
detected active cases of tuberculosis. In Jordan, it is
 
dependent on the capabilities of the Central Laboratories.
 

* 	Radiographic screening: Because of the high cost per
 
positive case yielded, x-ray screening is confined to
 
selected occupational or migrant groups.
 

* 	Tuberculin testing: The extensive BCG coverage of the pop­
ulation precludes the extensive use of skin testing for the
 
detection of TB infection. This test is, however, used
 
occasionally to determine eligibility for vaccination as
 
well as determining the success of iiimnunization.
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* 	Treatment activities, invnlving almost all new and old
 

cases, is carried out according to a schedule. Usually
 

there is an initial hospitalization episode (2/3 months),
 

followed by an ambulatory treatment regimen with hospital
 

treatment when necessary. The number of patients in these
 

treatments is not readily available, nor is the
various 

time and cost related to each approach.
 

* 	Registration activities rely on uniform reccrds used by
 

all clinics. The central registry unit has an attached
 

statistical unit and a formal information transmission
 

system.
 

* 	Educational activities. Education forms an integral part
 

of the activities of the main center for Chest Disease
 

Control.
 

* 	Non-Tuberculosis Activities. As mentioned previously,
 

little is done at present regarding chest diseases other
 

than tuberculosis.
 

There is definite
Relationship with other Health Services Activities. 


evidence that the Chest Disease Control program is integrating its activities
 

with those of the fixed out-patient and in-patient care facilities in the
 

governmental sector, primarily rural clinics and MOH centers where chest
 

disease teams visit to conduct BCG vaccinations. The program is also
 

training some midwives in BCG vaccination procedures. There is no evidence
 

of 	current integration of resources and services between the Chest Disease
 

Control Program and the School Health Program. This implies multiple con­

tacts with the school population for activities which could be conducted
 

simultaneously. Similarly, there is no evidence of coordination between
 

the Chest Disease Control Program and the Malaria Eradication Program.
 

Finally, there is no formal integration between the Chest Disease Program,
 

and either of the Royal Medical Services or the private sector, except in
 

3 areas:
 

* 	 The provision of BCG vaccine to the Royal Medicine
 

Services upon request
 

* 	 The referral of suspected cases to the chest division
 

of health centers and hospitals
 

* 	Occasional continuing education activities conducted by
 

the Chest Disease Control Program for the Jordan Medical
 
Association.
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Facilities and Staff. In-patient facilities include 137 beds,
 

regionally distributed in three chest hospitals:
 

Amman 50 beds (450 admissions per year) 

Mafraq 50 beds (165 if it ) 

Ma'an 37 beds ( 70 if " " ) 

Total 137 beds (685 admissions per year) 

These admissions account for 24,566 patient days, with an occupancy
 

rate of 78 percent in Amman, 32 percent in Ma'an and 75 percent il Mafraq.
 

ten microscopic
Out-patient facilities include eight treatment stations, 


All are integrated with other out­stations, and six chest centers. 


The staff of the Chest Disease
patient facilities of the government. 


Control Program includes 174 personnel, divided as follows:
 

11
Physicians 


Staff nurses, practical nurses, 71
 
laboratory and x-ray technicians,
 
and home visitors.
 

92
Support staff 


It is probable that case finding, treatment, and follow-up activities
 

could reach a larger proportion of the population, by integrating 
tuber­

the one hand, malaria activities as discussed
culosis activities with, on 


above, and, on the other,with multi-purpose health services using
 

auxiliaries and nursing personnel attached to health centers and 
village
 

health clinics. There is persuasive evidence from other countries that,
 

especially with the aggressive early case-detection, treatment, 
and
 

follow-up that could flow from an integrated health services 
as proposed,
 

cases can be treated at home on an ambulatory basis. This would
 
most TB 


obviate the need for long and costly hospitalization. This integrated
 

health service approach would enhance early BCG vaccination of infants and
 

young children, allow for greater access to the population 
at large seeking
 

other health services via the health center and clinics, 
and allow for
 

by shared use of vehicles and mobile personnel working 
in
 

efficiency 


malaria and environmental sanitation.
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VI HEALTH STRATEGY RECOMMENDATIONS
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The goal of the recommendations presented beLow is to enable the
 
Jordanian health 
care system to move toward making the maximum possible
 
contribution to 
the continued improvement of 
the health of the population

in the context of maximum cost effectiveness. 
 It must be emphasized that
 
a strategy of this type requires:
 

(1) 	detailed analysis of the determinants of health and disease in
the population and of the availability of potential human and
 
capital iesources;
 

(2) 	policy and planning capability by which to choose among possible 
courses of action;
 

(3) detailed assessment complete economic and social costs of 
of the 

alternative health service activities and selection of the best
balanced resource 
mix applied to different areas;
 
(4) 	implementation and monitoring capability with which to carry outthe choices decided upon, and to evaluate continuously the effects
and costs of those decisions, modifying future actions as necessary.
 

We have organized our recommendations into 
two major groups. The
 
first concerns 
the development of a coordinated national policy for health
 
services and health manpower in Jordan and more 
effective and efficient
 
management and evaluation systems so that activities flowing from the re­
commendations can be implemented with the best possible results.
 

The second group of recommendations discusses the need for broad
 
distribution and access 
to basic health services for the large segments

of the population (especially in rural and urban poverty settings) that 
are
 
currently underserved. 
They also deal with the need for a health strategy
 
that will have maximum impact 
on 
the groups most vulnerable to avoidable
 
and preventable disease and death (in particular, infants, young children,
 
and women of child-bearing age).
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GROUP ONE: 
 DEVELOPMENT OF INSTITUTIONALIZED
 

HEALTH POLICY, PLANNING, AND MANAGERIAL CAPACITY
 

INTRODUCTION
 

Health care delivery in Jordan is highly fragmented and uncoordinated,
 

is geographically maldistributed, and places excessive emphasis on hospital
 
care at the expense of primary curative and preventive care. Resources for
 
health care are scarce: they are currently used inefficiently due to dupli­
cation of effort, inappropriate use of technical manpower, and inadequate
 

preventive care activity. According to 
one counting, fourteen governmental
 
agencies have legally designated health responsibilities, and at least five
 
ministries are involved in food policy. Although clear that
it is not so
 
many agencies should be involved, the question for the moment is the need for
 

greater coordination.
 

Although the Ministry of Health has legal responsibility for development
 

of national health policy, specific health duties, such as maternal and child
 
health, vital registration, prison health, forensic medicine, and municipal
 
health are officially assigned 
to other ministries. Fragmentation causes both
 
duplication (especially in hospitals and training) and neglect of certain areas
 
(occupational health and health education, for example); and it appears
 

likely to increase unless strong coordinative efforts begin soon.
 

Coordinative efforts so 
far have been handicapped both by the absence of
 
legal authority for policy development and by lack of technical staff support.
 
Effective program management requires that responsibility, authority, and
 
technical capacity all be linked together in the same office or, preferably,
 
in the same individual. Responsibility assumes good job descriptions and
 
personnel policies based 
on merit evaluations. Authority requires clear lines
 
of communications and delegation of authority to the lowest levrl where it 
can
 
be properly handled. Technical capacit-r 'equires both craining in management
 

and adequate data flow and communication to permit informed decision-making.
 

The Ministry of Health has the potential for developing these capacities,
 
but responsibility, authority, and technical capacity are 
not yet linked at
 
the appropriate places. The recommendations which follow are addressed to the
 

issues discussed above.
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RECOMMENDATIONS
 

1. The Health Policy Reference Group (HPRG) should be given a permanent
 

and legal status as the major body for setting national health goals and
 

policies, coordinating intersectoral developments and, in keeping with the
 

above, determining guidelines and monitoring developments within each
 

"pillar" of the health sector. 

a. The role of the Ministry of Health (MOH) must be strengthened 
in all possible ways in keeping with its central responsibility for 
the health of the n-tion. The basic direction of this -report reflects 
this, and at many places indicates more specifically how this goal 
might be reached. 

b. The Royal Medical Service should focus on uniformed personnel
 
and certain of their most immediate dependents. Given the nature
 
of medical military services, it is inevitable that their unit out­
put costs will be very high relative to civilian services; as such,
 
the number of people eligible to use them must be kept to the smallest
 
number possible.
 

c. Those in the private sector must be helped to coordinate their
 
work more closely with national health goals and policies. Private
 
sector interaction with public sector institutions should develop
 
in keeping with responsibilities of the public sector, and the
 
Ministry of Health in particular, for the health care needs of the
 
entire community.
 

d. A strong relationship should be established between the MOH and
 
those in private practices in the traditional sector, especially
 
the dayahs.
 

e. In the probable event that the new social insurance scheme
 
is put into effect by the Ministry of Labor and Social Welfare,
 
the medical component should be organized to keep to a minimum
 
the development of independent medical facilities and services.
 
These are justified only in the relatively few situations in which
 
they are very clearly indicated for reasons of efficiency; for
 
example, an infirmary in the center of an industrial area. This
 
approach is necessary if the development of another health care
 
"pillar" is to be avoided. The substantial gums that will be raised
 
for health care through the insurance system should be channeled 
into the Ministry of Health as payments for the care of insured workers. 

f. The Universiuy lIospital should join more closely in the expanded 
effort to create a comprehensive basic health services neLwork to serve
 
the entire country. It can best do this by limiting i~s claims to
 
scarce health sector resources, turning out physicians and nurses
 
that are better fitted to serve as health care providers, and directing
 
its research interests to areas relevant to national health objectives.
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2. HPRG, with its present composition, should be established within
 

the Prime Minister's office as an independent body under the chairmanship
 

of the Minister of Health.
 

3. HPRG should appoint a group to review all statutes pertaining to the
 

health responsibilities of different health sector providers and to re­

define and alter them, whenever appropriate, in keeping with the division
 

of roles outlined above.
 

a. The HPRG should have the authority to require all health
 
sector providers to make available to a designated planning
 
group all necessary health planning data, thus creating a
 
single statistical reporting system.
 

b. The HPRG should have the authority to approve or disapprove
 
any major new health facility development.
 

c. The HPRG may under certain circumstances have the authority
 
to mandate cooperation between health sector provider organizations,
 
or to require any particular provider to implement a health project,
 
such as an immunization program or the setting of laboratory,
 
hospital, or licensure standards.
 

4. Because of the importance of nutritional status to the determination
 

of patterns of morbidity and mortality, as well as its intersectoral character,
 

it is appropriate for the HPRG to consider at a very early date the issues
 

involved in 'he development of a nutritional planning capacity for the country.
 

5. HPRG should initiate planning activities directed toward the creation
 

of a new national 10-year health plan that will take into account the contri­

butions to be made by all health sector providers and the central tole of the
 

MOH. Among other things, this plan will be concerned with certain of the issues
 

discussed earlier, such as:
 

a. The full use or existing and new health care facilities, services,
 
and other resources by avoiding any duplication of construction;
 

b. The smooth referral of patients between sectors;
 

c. Joint efforts with regard to public'health programs and training
 
of health manpower.
 

6. HPRG should initiate the creation of governorate-level health policy
 

and planning groups.
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a. To the greatest degree possible these should be similar
 
in scope to the HPRG itself, but should also include the
 
municipal and other local authorities.
 

b. It should be the aim of these groups to coordinate all health
 
care activities within the goveinorate, but particularly with regard
 
to the creation of a single basic health services network accessible
 
to the whole of the population, regardless of sectora] responsibility
 
or eligibility.
 

7. In order to avoid duplication of scarce resources and conflict of respon­

sibilities, the health planning unit should be located in the Ministry of
 

Health. This unit would be an intrinsic technical body of the MOH but
 

would respond to requests from the chairman of the HPRG, as well as offer
 

recommendations to that group through its chairman.
 

8. The Planning Unit should be headed by a senior social sector planner with
 

a strong background in economics and public health. This individual should
 

have good skills in data interpretation and experience in management and
 

administration. There should be at least two or three other staff members
 

with skills in statistics, manpower and nutrition planning being especially
 

desirable.
 

9. The priority responsibility of the planning unit should be the development
 

of 	a 10-year plan for health and the manpower and facilities services sections
 

within that plan.
 

a. The manpower portion of the plan would be absolutely central
 
and directed toward the staffing of a comprehensive national
 
basic health services network.
 

o 	A detailed plan must be developed that sets out the types
 
and numbers of health workers to be trained over the next
 
decade or so.
 

0 	This plan must be based upon the types of health services
 
that will be developed, the functions and tasks of the
 
health workers concerned, and the relationships (in terms
 
of such factors as numbers and functions) between the
 
different groups of health workers.
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* 	New and expanded cadres of auxiliary health workers
 
are essential for the development of an appropriate
 
basic health services network.
 

* 	Common training of personnel by several health sector
 
provider organizations is highly recommended.
 

* 	In conjunction with the health manpower plan, arrangements
 
should go forward for the development of an auxiliary
 
training program and the possible construction of additional
 
facilities that will produce several different types of
 
cadres for the MOH as well as other-primarily, but not
 
necessarily exclusively-public sector bodies.
 

b. The facilities/services section of the plan would also be
 
directed toward the development of a comprehensive basic health
 
services network. Among other things, this would nean a major
 
strengthening of the rural health infrastructure.
 

" 	Consideration should be given to the addition of a 2 to 4-bed
 
maternity delivery units at the health centers and clinics
 

* 	With regard to hospital development,.emphasis shou'..d be placed
 
upon improving their existing performance capacities, rather
 
than on enlarging facilities. The ouLreach capacity of the
 
hospitals in offering greater support to the health infra­
structure must be strengthened.
 

10. The planning unit should become a center for supporting and coordinating
 

research and data development and collection pertaining to the health sector.
 

These activities should be developed in conjunction with the National Council
 

for 	Science and Technology and the Royal Scientific Society.
 

11. With development of new policy structures, plans, and services as
 

suggested in this report, a review of health system structure and process will
 

be 	needed. A careful study of Ministry of Health organizational arrangements,
 

management capabilities, and assignment of authority is needed to identify
 

ways of improving ministry efficiency and effectiveness toward the proposed new
 

objectives. The recommendations cited above imply that:
 

a. a single manpower directorate is needed to provide effective
 
control over personnel-related functions;
 

b. a single directorate 4s needed to facilitate the services
 
integration which is indicated above;
 

c. consideration be given to a reduction in the number of central
 
directorates. Implications for regional and local health service
 
activities, which result from these changes, must be considered.
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12. 
 Expand the pool of trained middle managers by training additional people 
iii health administration at programs outside Jordan and by establishing 
short-term administration courses in Jordan, perhaps in conjunction with
 

the Public Administration Institute.
 

13. In cooperation with the Ministry of Finance and National Planning
 

Council, improve budget and 
cost accounting procedures in the Ministry of
 
Health. 
Such changes could increase the control of directorate personnel
 
over costs associated with health services programs.
 

a. Add at least one cost accounting and budgeting specialist
 
to the Directorate for Administration.
 
b. 
Determine the types of categories under which to group expen­
ditures; develop cost codes.
 
c. Implement the new system for six to nine months, and then develop
 
program budgets based 
on this experience.
 
d. Provide cost data to 
the Research and Evaluation Unit and encourage
 
periodic cost-effectiveness studies.
 

14. 
 Practical planning, decision-making, implementation, and evaluation
 
require limited amounts of carefully selected data. 
The following measures
 
should be taken to provide specific data for administrative, regulatory,
 

and clinical purposes:
 

a. 
Using current repnrting arrangements and data accumulated at
 
health centers, hospital outpatient clinics, and village clinics
 
devLlop information to 
reflect health problems, diagnoses, and
 
other clinical aspects of the work.
 

b. investigate ways of recording and transmitting birth and death

information that are less prone to rapid deterioration than are
 
the present Registration Books.
 

c. 
Incorporate data which describe family utilization of health services

into the health planning process. Records of Maternal and Child Health
 
Center utilization, for example, could be sampled and analyzed to provide

systematic descriptions of service patterns.
 
d. Pharmaceutical production, distribution, and utilization cannot
 
be facilitated or controlled by the Ministry of Health with available
 
information arrangements in spite of the 2arge annual expenditure for
 
these products.
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e. Investigation is needed to design a small but effective
 
reporting system for analyzi-, production and import cost,
 
logistical distribution support, clinical prescription, and
 
family expenditure for drugs and pharmaceuticals.
 

15. Several additional skills are needed co strengthea important functions
 

of the Ministry of Health. Personnel needed to be trained and employed,
 

which is some cases are also suggested elsewhere in this report, include the
 

following:
 

a. Health records technicians and medical record clerks to
 
strengthen the clinical, regulatory, and administrative
 
usefulness ot cliaiical records and in some cases to reduce the
 
amount of health service and medical recordkeeping.
 

b. Health education specialist to develop further maternal and
 
child health and school health programs.
 

c. Engineers and sanitarians to develop and enforce water
 
quality standards and improve water supply and sewerage treatment
 
facilities.
 

16. Incentives are needed to promote general physician practice rather
 

than specialized practice and to encourage'continued participation by
 

physicians in Ministry of Health programs. Pay levels (wages and fringe
 

benefits) should be made more equitable for physicians and other health
 

workers whether employed by the health ministry, Royal Medical Service,
 

or University of Jordan for equivalent amounts of professional experience
 

and degree of responsibility.
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GROUP TWO: DEVELOP AND IMPLEMENT A HEALTH SERVICES AND MANPOWER
 

STRATEGY WHICH DIRECTS RESOURCES TO THE POUPLATION GROUPS MOST
 

AT RISK, AND WHICH HAS GREATEST EFFECTS UPON AVOIDABLE AND
 

PREVENTABLE DISEASE AND DEATH
 

INTRODUCTION
 

The Existing Needs
 

The avoidable and preventable diseases associated with reproduction
 

and early chil1hood are the main determinants of life expectancy in Jordan.
 

These diseases include gastro-enteric and respiratory infections, preventable
 

infectious diseases of childhood, and clinical and sub-clinical nutritional
 

disease. Over the past two decades a definite improvement has taken place
 

in both infant and early childhood mortality rates and life expectancy.
 

Still, it is clear that greater improvement needs to be achieved, and can
 

be achieved by the broad distribution of basic health services.
 

The promotion of health, and the prevention and treatment of the
 

diseases listed above can lower infant and early childhood mortality, reduce
 

suffering, and increase life expectancy. The roots of these diseases lie
 

in poverty and economic inequality, poor environmental sanitation, low
 

nutritional status, incomplete coverage of immunization, and in the health
 

behavior of both the providers and recipients of health services.
 

The Existing Systems
 

Jordan's present health system is not effectively addressing these
 

problems.
 

* 	The state of environmental sanitation is inadequate, with most
 

water supplies and excreta disposal mechanisms hazardous to
 
health, and a consistently high prevalence of diseases associated 

with fecal-oral transmission. 

" Low nutritional status is documented both by direct measurement 

of malnutrition and by the incidence and prevalence of diseases 

to which poor nutrition is frequently a major contributing and 

underlying factor. 

* The health care system currently fails to immunize between 70 

and 75 percent of all infants against the common diseases of 
childhood. 
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0 	A small minority of the population are in effective and con­
tinuous contact with basic health promotive, disease preventive,
 
and simple diagnostic-curative services for common diseases.
 

The existing health care systems are relatively well equipped 
to 	deliver
 

specialized curative services for complex problems which both are comparatively
 

rare, and have a relatively small effect upon the overall health of the general
 

population.
 

The Population At High Risk
 

Those segments of Jordan's population most vulnerable to the
 

major causes of death and to the conditions which underly these 
causes
 

are mothers, infants, and preschool children, totaling almost 45 percent
 

of the population. With falling childhood death rates and persisting
 

high birth rates, 
this group will form an increasing proportion of the
 

population in years to come.
 

Impact
 

Adoption of these recommendations can be expected to effect the
 

health status of the Jordanian population substantially. A 50 percent
 

reduction in infant mortality (death before age 1) between 1960 and
 

1970 in Jordan produced a 12 percent increase in life expectancy. The
 
present infant-early childhood mortality is still, however, very high-­

more than one 
child in ten dies before reaching the fifth birthday.
 

A major portion of these infant deaths can be avoided or prevented by
 

the effective implementation of the measures recommended in this Report.
 

This would increase life expectancy from the present estimate of 57.4
 

years to as 
high as 65.1 years of age, a 13 percent increase. In
 
addition, however, this would have considerable effects upon the 
rate
 

or growth of the population and underscores the importance of a balanced
 

decline of both death rates and fertility rates.
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RECOMMENDATIONS: SERVICES
 

1. 	Extend coverage of basic curative, promotive, and preventive health
 

services (particularly to all women of child-bearing age and their children
 

of pre-school age).
 

a. 	Ensure the identification of those women and children as a
 

first step to linking health services to their families
 

and communities.
 

0 Establish cooperative relationships between the dayahs
 

(presumably responsible for the delivery of 2 out of 3
 
newborns) and the clinic-based practical nurse and midwife
 
with the aim of obtaining the identification of all births).
 

* Birth registration centers should regularly transmit
 
information on new births to appropriate MCH centers to
 
enable identification and follow-up in MOH facilities and
 
in the home of those mothers and children in need of MCH
 
services.
 

b. Expand and improve access to the basic health services for mothers
 

and 	children in health centers and clinics and through
 
the 	development of services delivered in the home and com­
munity. This will require expansion of roles and re­
distribution of functions among existing health workers, as
 

well as the development of new types of auxiliary health
 
workers. The details of such a system depend upon the de­

velopment of a national health manpower policy, as described
 
in Recommendation 9.
 

" Deliver preventive services at home or at pre-arranged
 
locations (such as the Mukhtar's residence); these
 
services should emphasize immunizations (DPT, Polio,
 
BCG, Measles), and health education directed toward
 
environmental sanitation, home and personal hygiene,
 
and nutrition, especially information and advice per­

taining to the weaning period and birth spacing.
 

" Facilitate the entry into the curative health care
 

system whenever curative health needs are uncovered.
 
This implies the expanded use of health personnel in
 

health centers and clinics, both in terms of their
 

numbers of auxiliaries and in terms of the functions
 

that they are trained and authorized to perform.
 

* Identify additional existing health care needs, promote
 

registration in MCH centers and stress prenatal, safe
 

delivery, and postnatal care in the home and in
 
community-based facilities.
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" Offer multiple curative services to mothers and children
 
on the same day at MCH facilities. (At present, services
 
for non-pregnant mothers, pregnant or suspected pregnant
 

women, and children are offered on different days.) This
 
pattern of service delivery is a disincentive to utilizatiion
 
of MCH centers.
 

* Incorporate the provision of improved health and nutrition
 
education into each patient contact and into patient
 
waiting time.
 

2. 	Integrate preventive and curative services within existing Ministry
 

of Health facilities, and base expanded out-reach and home-visiting
 

activities, and community environmental health services, on a national
 

health manpower strategy making extensive use of auxiliary personnel.
 

a. 	Explore the possibilities for maximum horizontal integration
 
of school health, malaria, tuberculosis, and environmental
 
health programs and staff, so that field workers perform
 
multi-purpose functions wherever possible, and share the use
 
of facilities and equipment.
 

b. 	Create a base for preventive and environmental health activities
 
within the MOH health centers and clinics, so a,; to take ad­
vantage of all possible cross-overs between facilities-based
 
and community outreach services, and among health promotive,
 
disease preventive, and curative services.
 

3. Emphasize basic health services by continuing to utilize existing
 

hospital facilities and undertaking construction of new facilities only
 

after careful review of needs, alternative resources and population con­

centrations, and ensuring that priority is given to developing an adequate
 

country-wide network of health centers and clinics.
 

a. 	Regional health committees should consider and implement wherever
 
possible the shared use of inpatient facilities by both MOH and
 
RMS.
 

* These inter-sectoral committees should undertake an im­
mediate review of existing facilities to define the number
 
and location of facilities, beds, and available equipment
 
and physician and paramedical resources, (with particular
 
attention to identifying special equipment and services
 
which need not and should not be duplicated).
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* Guidelines should then be drawn for the shared ,se of
 

resources where appropriate, for patient referral, and for
 

mutually advantageous physician admitting pr-.vileges (to
 
be accorded in exclh.nge for specified services).
 

* These committees should also participate in the development
 

of laboratory and hospital standards and continuing
 

education for staff members.
 

b. 	Regional health committees should review all requests for the
 

construction of new facilities or addition of new beds and/or
 

added specialty services. Decisions to construct and/or
 

renovatc should be made by the National Health Policy Reference
 

Group in accordance with dcmonstrated need and priority use of
 
resources, based on the health service requireme. :s of the pop­

ulations and facilities in the immediate locality, adjacent
 

regions, and nationally. These decisions should be made only
 

after corsideration of other alternatives, such as introducing
 

a limited number of staff and beds at Health Centaurs and MCH
 

centers.
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RECOMMENDATIONS: MANPOWER
 

4. Create new cadres of auxiliary health workers as the basic
 

manpower resource to 
augment the work of physicians and nurses in the
 

extended coverage and delivery of basic 
 "omotive, prevpntive, and 

curative services. Depending on the specific detail of the national 

health manpower plan, many of these ncw auxiliaries may be multi-purpose 

workers.
 

a. 	The development and implementation of plans to create
 
these new cadres should be carefully set in the context of
 
the national health plan and should proceed, at every step,
 
with consideration for the resource requirements and im­
plications of the choices to be made. 
 It is anticipated
 
that the new types of auxiliary healt, 7orkers will serve
 
in all subsectors of health and that collaboration among
 
the subsectors will be required to ensure efficient
 
utilization of resources in the training process.
 

b. 	Tasks for which auxiliaries will be trained must be
 
defined at the outset, and their roles vis a vis other
 
health workers delineated.
 

* Appropriate tasks should be identified in the 
areas of:
 
health promotion, maternal and child health services,
 
hygiene, nutrition and health education, sanitation,
 
casefinding, immunization, collection of vital health
 
data, and curative functions.
 

* In the definition of curative functions decision-makers
 
should seriously consider evidence that the preventive
 
activities of auxiliary health workers gain better
 
acceptance by the population when the auxiliaries are
 
competent to deliver a well-specified range of curative
 
services which meet the immediate felt needs of the pop­
ulation to be served.
 

c. 	Recruitment methods and selection criteria must 1e delermined.
 
Among the issues to be considered are:
 

* The need to control Potentials for upward mobility into
 
other health occupations (nursing and medicine).
 

* The choice of entry-level educational requirements which
 
will ensure a sufficient pool of trainee candidates;
 

* The desirability of selecting and training persons who
 
have strong attachments to the kinds of communities which
 
will be served;
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* 	The potentials for incorporating existing MOH clinic
 
practical nurses and other existing cadres of health
 
workers into accelerated training; and
 

* 	The sex composition of the auxiliary cadre. Women who
 
have the necessary educational qualifications and who
 
have famiy ties in the communities to De served should
 
be considered along with men as candidates for auxiliary 
training. The very geographical ties which might usually 
make these women "inappropriLte" for civii service are 
the same qualifications which giVe them an intimate 
knowledge of all aspects of ccmmunity life pertaining 
to health and given them special access to mothers and 
children. 

d. 	Determinations as to characteristics of auxiliary training
 
site(s), methods and duration of training should be made
 
after consilering carefully the tasks the auxiliary will
 
perform ond the environmnent in which such tasks will be carried
 
out. Efforts should be made
 

* 	To achieve the shortest feasible traiving period con­
sistant with intended functions
 

0 	To use teaching methods which develop specific skills
 
to carry out the defined set of tasks and which measure
 
"learning" by the ability to perform those tasks effectively,
 

• 	To involve thosp types of personnel (Health Center physicians
 
and nurses, MCH and public health workers) with whom the
 
auxiliary will be expected to coAlaborate.
 

e. 
A uniform plan for deployment of the auxiliaries should be
 
developed.
 

0 	A clear, standardized, and centrally authorized de­
lineation of auxiliaries' tasks and responsibilities and
 
integration of auxiliaries into the existing health system
 
with particular attention to the supervisory role of the
 
Health Center physician.
 

* 	Definition of appropriate civil service status must be
 
effected.
 

4 
From the outset, a defined career ladder for auxiliaries
 
should be planned which will permit limited upward
 
mobifity within the cadre and ongoing programs for con­
tinuing education should be established.
 

99
 



0 Facilities, curriculum development, training staff, subsidy

of trainees are all cost 
factors which will be dependent
 
upon decisions as to the actual configuration of the pro­
posed prgiam. The co~tS of ,jt4blishing such ,Logram 
should however be balaed aainst alternative costs of 
training higher levels of health workers (HD's and Nurses)
to meet the basic needs whicli the ausil iary will address. 
For example, in other developing countries, total costs 
of training one auxiliary have ranged approximately 
betwoee US$3,000 and $5,000, depending upon the length
of training (usually one to 
two 	years). By comparison,

total costs of training one phlysician range between US
 
$40,000 and $60,000 (usually a five to six year process).

Similarly, the recurrent costs of maintaining auxiliaries
 
differ significantly from those of maintaining physicians.
 

More widespread coverage of 
the population at appropriate
 
levels of care, at lower cost and with more efficient
 
utilization of other health manpower resources can be
 
extended with an auxiliary-baSed system.
 

5. 	Expand the functions of existing health workers.
 

a. 
Expand the functions of Practical Nurses now staffing MOH rural
 
and 	comnunity clinics, within the limits of their capabilities
 
and training.
 

* 
 On a regular basis, have P/Ns compare recorded births with
 
documented immunizations and conduct follow-up investigation

of discrepancies to determine the immunization status of
 
these children. Non-immunized children should be reported
 
to the supervisory physician and MCH workers, and steps

taken to complete immunizations of those not covered.
 

• 
 Using simple observable, and standardized criteria, including
 
the maintenance and analysis of growth charts, practical
 
nurses can assess the nutritional status of children in
 
the communities they serve. 
 Those children showing evidence
 
of low nutritional status should be identified and appropriate

remedial actions (e.g., supplemental feedings, nutrition
 
and food preparation education for mothers) initiated.
 

* 
 Develop regular and ongoing contacts between practical
 
nurses and the Health Center sanitary inspectors who currently
 
pay regular visits Lo the conumunities in which clinics are
 
located. Practical nurses can facilitate and augment the
 
work of the sanitary inspectors by carrying out such tasks
 
as examination of food and water sources in the villages
 
and 	of home hygiene.
 

* 	 In a manner consistent with the findings of actions in
 
recommendation 6b, below, develop linkages between the
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practical 
nurse and the dayahs serving the same community.

The principal purpose of this linkage is to obtain identifi­
cation and reporting of the nrames and jocations of pregnant
 
women, mothers delivered, and newborns in need of additional
 
health.
 

* Redistribute selected fuctions of 1CI11 Center midwives and 
other staff to enhance health education, identification of 
target nopulation and out-reach capzbililies. 

* During regular patient contacts midwivcs can conduct on-the­
job training of practical or 
-iid nurses in the provision
 
of maternal and child health and nutri!tion education services.
 
Eventually, there shoald be a transfer of major respon­
sibilities for health and nutrition 
ducation to these workers.
 

* 
 In remotE areas, when MCH midwives do not have ready access
 
to transportation, they should undortake outreach by sharing
 
transportation resources of health center physicians and
 
other health workers. During the ,e outreach visits midwives
 
may conduct case-finding activities, follow-tip of non-immunized
 
children and pregnant or newly delivered mothers identified
 
by the P/N, and conduct health and nutrition education activities
 

* 
 If deemed consistent with the role of the dayah established
 
in the national health manpower policy and its plan, consider
 
having the dayah perform selected functions to augment the
 
tasks of health workers in the organized basic services
 
system.
 

" Such tasks might include: pre-natal checks, post-natal

follow-ups, birth reporting, identification of non-immunized
 
children to MCH midwives or Health Center workers, health
 
and nutrition education.
 

" Eventually, develop short 
(1-2 week) training courses which
 
focus on improving dayahs' capabilities to carry out the
 
above tasks.
 

" Consider 
an appropriate system for compensating dayahs

for their MCH extension activities (provision of supplies,

according of some professional recognition, and/or small
 
moiietary and/or in-kind compensation might be considered).
 

b. Identify the current 
tasks, functions, qualifications of dayahs

aid explore the legal, administrative, and sociocultural feasibility

of involving dayahs to a greater extent in the activities of the
 
organized health services.
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0 Determine the potential and desired role of the dayah
 
within the context of an overall health manpower policy. 
If they are to be more closely linked to the organized 
health system, it may bht necessiry to achieve more general 
licensure or registration of the dayahs. Criteria for 
licensure sbould b uniform (e.g., evidence as to number 
of births attended and observation of delivery methods 
according to a checklist of desired practices). It may 
be necessary to compensate dayahs with appropriate incentive. 

c. 	Develop liaison between village teachers and health and social
 
welfare workers.
 

* 	 Ensure that all teachers become regularly and actively in­
volved in health and nutrition education of children in the
 
classroom and, when appropriate, their families.
 

N Include teachers in regular training sessions for health
 
workers on he subject o: health and nutrition education.
 

G 	 During and after school hours, have teachers engage in
 
outreach activities, including identification of non­
immunized children, identification of children who give
 
evidence of having health problems (e.g., poor nutrition,
 
skin or eye problems, mental retardation, emotional diffi­
culties) and identification of those who have social problems.
 

* 	 Have teacher refer all identified under the previous step
 
to appropriate health and social welfare workers. Health
 
and social welfare workers should advise teachers of what
 
actions were taken.
 

d. 	Integrate selected outreach functions into the ongoing activities
 
of existing ralaria worker.
 

* Build upon malaria workers' intimate knowledge of, and
 
contact with, comrunities by engaging them in collection
 
of information pertaining to environmental quality and
 
personal health status, during regular community surveillance
 
visits.
 

* Institute reporting of these conditions to clinic nurses,
 
health center physicians, MCH workers and sanitary in­
spectors as appropriate. In no way should the integration
 
of additional functions be allowed to impede or detract
 
from the important malaria surveillance responsibilities
 
with which these workers are charged.
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e. 	Engage Health Center physicians in the identification of tasks
 
and functions which can effectively be delegated to paramedical
 
workers.
 

Begin the process of evolving the Health Center physicians'
 
role into Health Team leader or supervisor by having him
 
or her identify tasks among his own functions which can
 
effectively be delegated to other health workers, as well
 

as other tasks which health workers should be carrying out
 
in the interests of community health.
 

0 


m 	Develop task descriptions for all workers engaged
 
in delivering basic curative and preventive services and
 

supervise all workers on. teh basis of these task descriptions.
 

6. 	Upgrade the "professional milieu" of all professional and paraprofessional
 

workers.
 

0 	Institute regular in-service training, short-term
 
retraining, and continuing education program for workers
 
at all levels and in all sectors, with emphasis on con­
ducting the largest proportion of educational activity
 
possible at the service delivery sites.
 

a. 	Regional Medical Directors of the MOH and their counterparts
 
in the military and private sectors should engage existing
 
health workers (group2d according to their common occupations
 
and functions and/or according to institutional affiliation)
 
in identification of their training and continuing education
 

needs and interests.
 

b. 	At local and regional levels, identify resources for meeting
 
the educational needs identified above. Regular teaching
 
rounds and conferences, visiting and local staff speakers,
 

and short seminars might be instituted with the use of
 
these resources.
 

c. 	A working group on continuing education should be part of
 
the 	MOH and should sponsor development of programs for
 
continuing professional and paraprofessional education,
 
emphasizing use of resrurces from all sectors and stressing
 
'mobile programs" which can be repeated in various regional
 

locations.
 

d. 	Establish and disseminate regularly to all health workers a
 

national bulletin containing information on training, con­
tinuing education and promotional opportunities, reports
 

of research, lectures and seminars.
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7. Examine and remedy the factors which are resulting in de­

clining enrollment in nursing and technician training.
 

a. 	Continue, expand and strengthen efforts to alter the per­
ception of the nursing profession as a low-status occupation.
 
Such efforts inclUde mass media campaigns directed toward
 
parents and school ,hiidren, establishment of a health
 
careers recruiter at the national level, liaiason with
 
school systems to reach students in the career decision­
making years. The Department of Women's Affairs should
 
be an integral part of these efforts.
 

b. 	Continue efforts to make salary and fringe benefits more
 
equitable among comparable levels of health workers, not
 
only among health sub-sectors but between health and other
 
occupations. Delineate career ladders and advancement
 
opportunities which will facilitate upward professional 
mobility within given occupations. 

c. Adjust entry requirements to Health occupations training 
programs to widen the pool of potential applicants. Such
 
measures include admitting students with less than Tawjihi 
attainment. 

d. 	Consideration should be given to opening the B.S. nursing
 
program at the University of Jordan to general rather than
 
strictly Science Tawjihi recipients, and to further develop­
ment of health vocational training at the secondary school
 
level.
 

8. 	Enhance the job-relevance of existing training programs.
 

a. 	Review and, as needed, revise training curricula to in
 
crease on-the-job task orientation, and to reduce un­
necessary or irrelevant theory.
 

b. 	Continue planned coordination among the University, the RMS,
 
and otentiall) thie MOH and the Ministry of Education to
 
widen the pool of training staff and facilities resources
 
which will strengthen the practical training components of
 
present programs.
 

* At part of this effort, immediate and specific steps
 
should be taken to determine the status of the technician
 
training program at the University of Jordan.
 

9. Develop a national strategy regarding the education and post
 

graduate training of physicians.
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a. 
Define and prepare those policies and guidelines for physician

education and training which will be consistent with Jordan's
 
new overall Health Policy. 
 For example, to be consistent
 
with the intent of these recommendations and the
 
new type of Health System it implies, this strategy would:
 

" 
Emphasize the education of general practitioners over
 
the 	production of specialists.
 

* Encourage broader geographic distribution of physicians,

but especially of general practitioners, through training

opportunities and fringe benefit incentives;
 

* Consider rural service roLations for conscripted physicians;
 

* In the subsidy of advanced physician training abroad,

give immediate and particular emphasis to shortage special­
ities such as pediatrics, OB Gyn, and public health and
 
internal medicine; and
 

* Re-examine proposed plans 
to develop another Medical
 
School at Yarmouk University, ii.light of overall health
 
manpower development policies and priorities.
 

b. 	Determine appropriate linkages between the national strategy

on education and training of physicians and national policy
 
on science and technology.
 

c. 
Stress, in Jordanian medical education, and in continuing

education for all physicians serving in Jordan, the skills
 
and 	attitudes by which physicians can effectively function
 
as teachers, supervisors, and back-up consultants to front­
line nurses and auxiliary personnel working to promote health,
 
to prevent disease, and to provide basic health care 
services.
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RECOMMENDATIONS: NUTRITION
 

10. 
At the health services delivery level and as detailed later in subsequent
 

recommendations:
 

Health workers (Pspecially, but not exclusively, MCH workers) should
 

be prepared to carry out 
the following nutrition activities as part of the
 

integrated health service recommended in this report:
 

a. Assessment of the growth and nutritional status of infants
 
and young children including simple growth charting. (A locally­
appropriate version of the "Road-to-Health" chart, kept in the
 
mother's possession as an educational and motivational aid, should
 
be considered for use in Jordan.)
 

b. Early identification of nutritionally high-risk children,
 
provision of preventive education and treatment, and/or referral
 
to an appropriate service based at 
the nearest MCH facility.
 

c. 
Nutrition education, in both homes and health care facilities,
 
stressing the needs of young children and pregnant and lactating
 
women, but also aimed at promoting good nutrition among school-age

children, the labor force, and the aged. 
 Major themes to be stressed
 
are: the importance of prolonged breast feeding (until well into
 
the middle of the second year) accompanied by early and inadequate
 
addition of solid foods to the baby's diet to supplement breast
 
milk.
 

11. At the national level, especially with regard to activities undertaken
 

by the Ministry of Health and the University:
 

a. Investigation and research regarding the 
causes and factors
 
contributing to malnutrition most appropriate and individual
 
health and nutrition education methods and materials relevant
 
to specific cultural practices and beliefs in Jordan, and also
 
to both positive and negative aspects of traditional feeding

practices. (Examples of important research issues include current
 
dietary intake patterns in Jordan, the need for foods that can be
 
purchased and prepared with locally-available resources, questions

of food preferences and acceptability, problems of mass and individual
 
health and nutrition education aimed at 
illiterate or semi-literate
 
families, the potential uses of 
mass media for health and nutrition
 
education, and ways to actively involve mothers and school children
 
in the promotion of health and nutrition for their families.)
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b. Implementation of nutrition educational and service activities
 

based on findings from the above (and other) research. These activities
 

may involve mass campaigns, school-based activities, MCH facilities as
 

well as all other health provider organizations. They carry important 

implications for the training of all health workers. 

c. The ne.d for the early steps towards the development of a national 

nutrition policy, for broader than purely health sector considerations, 

has been discussed in Recommendation 4. 

d. In addition to the research and service activites outlined above, 

a 	mechanism for continuing assessment of the nutritional status of the 

activities should be coordinatedJordanian population is needed. These 

with surveys already planned or in progress. 
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RECOMMENDATIONS: WATER SUPPLY AND SANITATION 

12. Expand the coverage and accesibility of water supplies in a manner 

consistent with available water, personnel, and financial resources. National
 

planning "IFwater resources must continue and build on the development plans 

already adopted. The following options should he considered by Jordanian 

officials to strengthen the continuing water supply planning effort to maximize 

health benefits of ilpr vud sanitation. 

a. 	 Make water more ,cressiblu to low inc.omfelfamilies through home 
improvements with modern plumbing in comIlunities already receiving 

improved and ex:panded water supply distribution systems. 

" 	 The Housing Corporation through coordination with the 
Ministry of lateror for Municipal aid Ru ra l Affairs could 
make available to thu, low income I mai lis within these 
communities home impiovement grinlts and/ r guaranteed 
loans with the following sKLipo ltiLns: 

0 	the home reeive s conmunit-; water service, 
0 	the home improv.ments include kitchen and bathroom 

facil ties, and 
0 the plumbing in:lude sprin ,.loaded faucets, showers 

with flow restrictin; devices, and special toilets 

requiring minirmum water tor -elf-l-canin,. 

• 	 Give these improveme nt s would beulbi it low inc ome families 
and be a combinatiorr oW grant:; and giunranteed low interest 
loans thui- lunds should bp reandilv avalilabc from internal 

and extern. Koan/gr int ing agencies. 

b. 	 Villages bein:., ,u'p1lied by public f0L ainis shonuld be constructing 
distribution ,'uris and plumbing the homes. 

* 	 This recommendation can best be implemented through a 

"cooperative Home Improvement Program" between the Ministry 

of Interior for unicipal and Rural Affairs, the Housing 
Corporation, the villages and the village residents along 
the following lines: 

I the Ministry would organize the village council and 
furnish them the technical assistance and piping materials 
for distribution systems. 

0 the Village Council would organize a voluntary village 
construction force and install the system in accordance 
with approved plans and specifications. 
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0 The Housing Corporation would furnish through grants
 
or guaranteed loans the plumbing and building materials
 
to modernize the village homes.
 

a The villages' residents would 
furnish labor for both
 
distribution systems and home improvements and possibly
 
some home building materials.
 

* Since there is 
local equity invested through labor and materials
 
and income through increased water consumption these funds should be

readily available from internal or external loan or granting agencies.
 

9 It is estimated that these home 
 and village improvements would
 
cost approximately JD900 per village residence. 
Using the existing

personnel within the 
two agencies approximately 500 village homes
 
could be served and improved per year at 
an annual budget of JD 450,000.
 

c. 
Communities with water distribution systems should be repairing and
 
replacing leaky and undersized water pipes, faulty meters, installing flow
 
restricting devices at each meter, and restructuring their water rate system.
 

* 
The Ministry of Interior for Municipal and Rural Affairs with

their staff, experienced in working with community governments,
 

begin this immediately by:
 

* Establishing a cooperative program between them and the
 
Water Supply Corporation whereby they would use 
the
 
corporation's funds, regulations, designs and specifications.


* Conduct flow, pressure, and demand studies in each community
 
before initiating design or construction, and


* Scheduling this work with the corporation so that as the
 
communities are connected to 
the bulk water supply systems

their distribution system will be improved.
 

* 
Since these water distribution improvements and costs will result

in significant decreases in water losses and increases in income from
 
water uses 
these funds should be readily available from the same

internal and external sources presently used by the Water Supply Corp.
 

* 
The Ministry and Corporation working in cooperation should be able
 
to make the recommended improvements for a minimum of 100,000 water

service connections per year at an estimated annual cost of JD 15 million.
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13. The Ministry of Health should elevate, upgrade and expand its
 

general environmental sanitation activities. This activity can best
 

be 	improved by:
 

a. 	Separating this activity from the previously described
 
environmental engineering program and
 

b. 	Raising administratively the environmental sanitation program
 
to the same level within the Ministry of Health as the other
 
professionally oriented programs, and
 

c. 	Giving the elevated program administrative and budgetary
 
support to recruit, employ and train a minimum of two addi­
tional sanitarians for the central office and one for each of
 
the Regional Health Offices.
 

d. 	Developing a national program with uniform regulations, inspections,
 
and enforcement,
 

e. 	Working across channels with other government agencies, regions,
 
municipalities and institutions,
 

f. 	Expanding program into institutional sanitation in hospitals,
 
schools and other institutions.
 

14. The Government of Jordan should upgrade and expand it water quality
 

and 	pollution control efforts.
 

a. 	This activity can best be done in the Ministry of Health using
 
its existing laws, regulations, experience, and staff as n
 
starting point by:
 

* 	Raising administratively the Environmental Engineering Program
 
to the same level within the Ministry of Health as the other
 
professionally oriented programs such as Dentistry,
 
Pharmacy, Nursing, etc.
 

* 	Giving the elevated program :dministrative and budgetary support
 
to recruit, employ, and train a minimum of two additional
 
engineers for the control office and one for each of the Regional
 
Health Offices.
 

* 	Establishing and opening inter-agency channels of communication
 
between the Environmental Engineering Program and other related
 
agencies.
 

• 	Appointing the Chief Environmental Engineer to the policy making
 
boards of the Natural Resources Authority, Watei Supply Corpora­
tion, Jordan Valley Commission, Ministry of Intezior for Municipal
 
and Rural Affairs, Ministry of Development, and the Amman Water
 
and Sewerage Autority.
 

* 	Reestablishing within the Central Government Laboretory or
 
elsewhere a water and waste chemistry capability to combine engineering
 
and laboratory resources to conduct extensive water quality studies.
 

" 	Developing and enforcing realistic water quality standards for
 
water supply and waste disposal for the unique Jordan environment.
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* 
Requiring the review and approval of all municipal, industrial,
 
and institutional water supply and waste disposal plans and speci­
fication by the Chief Environmental Engineer.
 

" Encouraging through administrative and budgetary process the
 
expansion of the Environmen-al Engineering Program into other
 
related areas such as, air pollution, building aod plumbing codes,
 
occupational safety and health, solid waste disposal and environ­
mental control over pesticides and other toxic clhemicals.
 

o Designing and initiating immediately, with available engineering
 
and laboratory resources within the Ministry of Health, other
 
government agencies, and affected municipalities, special studies
 
to evaluate, locate and correct public health hazards within
 
community water supply systems; with special actention directed
 
at the effectiveness and reliability of chlorination procedures.
 

* 	Reevaluating the designs for new and approved sewage 
treatment
 
facilities at Amman, Zarqa, Salt, and Jerash by considering
 
the type of treatment, location of effluent discharge, and the
 
obvious reuse of the ffluent; with consideration given to treating
 
the sewage in a series of carefully located and designed lagoons
 
constructed of local materials, requiring space but only a minimum
 
of 	operative and maintenance costs.
 

* Locating industrial zones for industries having undesirable liquid
 
wastes outside important watersheds and requiring all such industries
 
to treat 
their wastes in concrete lined total retention evaporation
 
lagoons.
 

* 	Locating all sanitary landfills or other refuse disposal sites
 
outside important watersheds and community water supply recharge
 
areas.
 

b. The cost of such a program will be determined by the ability to
 
employ and train six additional engineers with the required over­
head, and equipping and staffing the chemistry laboratory.
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VII SUGGESTED POLICY ACTIONS
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Many of the recommendations set out above require the appropriate
 

authorities to agree and take the necessary policy decisions (see Level
 

One in Table 11). Of course, follow-up issues would arise from this first
 

set of decisions that would then have to be addressed immediately. A
 

second level of recommendations are a reflection of broader level policy
 

decisions. Implementation of these recommendations mostly can be accom­

plished within the existing health delivery framework. Certain proposals
 

set-out in this report belong more properly to a third category of recom­

mendations that focus more on certain specific planning, management, and
 

service activities requiring additional planning and managerial inputs.
 

Consideration of the first level policy recommendations by appropriate
 

senior level officials are the very first order of business with regard to
 

the implementation of this report (see Figure 3).
 

Discussion of the second-level recommendations can begin immediately
 

also. With regard to the planning unit, an appropriate head should be
 

appointed quickly who would also be responsible for the staff work arising
 

out of this report. It is likely that external training will be required
 

for some of the new members of the planning unit and that the recruitment
 

of expatriate planners for varying periods of time may be required. A
 

particularly pressing issue is the need for a detailed manpower plan which
 

sets out the types and numbers of health workers to be planned. This will
 

require the services of a full-time manpower planner for a period of between
 

6 and 12 months, depending upon specific arrangements and the provision of
 

additional short-term support. Also, there is a need for personnel trained
 

in management, budgeting, and cost accounting who may be assembled as soon
 

as arrangements would permit.
 

Consideration of the third-level recommendations is primarily de­

pendent on the policy and planning steps taken in the matters discussed
 

above. A variety of initial actions is suggested within these recom­

mendations, but most are proposals for a significant scale of change and
 

adaptation within the Jordanian health sector. In many cases these will
 

require detailed attention to questions of design and development. It 

is possible that technical or financial assistance will be required to 

implement certain aspects of these third-order recommendations. 
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TABLE 	 11 

HEALTH PLANNING PHASE TWO RECOMMENDATIONS
 
SUMMARIZED BY POLICY LEVEL
 

Policy-Level One
 

I-I. 	 Health Policy Reference Group (HPRG) should be given a
 
permanent and legal status, etc. (p.87)
 

1-2. 	 HPRG, with it present composition, should be established
 
within the Prime Minister's Office as an independent body
 
under the chairmanship of the Minister of Health, etc. (p.88)
 

1-3. 	 HPRG should appoint a group to review all statutes, etc.(p.88)
 

1-4. 	 HPRG ... development of a nutritional planning capacity, etc. (p.88)
 

1-5. 	 HPRG initiate planning activities directed toward creation
 
of a new national 10-year health plan, etc.(p.88)
 

1-6. 	 HPRG should initiate the creation of governorate-level
 
health policy and planning groups, etc. (p.88)
 

1-7. 	 Health planning unit should be located in the Ministry of
 
Health, etc. (p.89)
 

Policy-Level Two
 

1-14. Measures should be taken to provide specific data for
 
administrative, regulatory, and clinical purposes, etc.(p.91)
 

1-15. 	Several additional skills are needed to strengthen important
 
functions of the Ministry of Health, etc. (p.92)
 

1-16. 	Incentives are needed to promote general physician practice
 
rather than specialized practice and to encourage continued
 
participation by physicians in Ministry of Health programs,
 
etc. (p.92)
 

II-1. 	Extend coverage of basic curative, promotive, and preventive
 
health services (particularly to all women of childbearing
 
age and their children of pre-school age), etc. (p.95)
 

11-2. 	Integrate preventive and curative services within existing
 
Ministry of Health facilities, and base expanded out-reach
 
and home-visiting activities, and community environmental
 
health services, on a national health manpower strategy
 
making extensive use of auxiliary personnel, etc. (p.96)
 

11-3. 	Emphasize basic health services by continuing to utilize
 
existing hospital facilities and -ndertaking construction of
 
new facilities only after careful review of needs, alternative
 
resources and population concentrations, and ensuring that
 
priority is given to developing an adequate country-wide
 
network of health centers and clinics, etc. (p. 9 6 )
 

11-4. 	 Create new cadres of auxiliary health workers as the basic 
manpower resource to augment the work of physicians and 
nurses in the extended coverage and delivery of basic 
promotive, preventive, and curative services, etc. (p.98) 

11-5. Expanid the functions of existing health workers, etc. (p.100) 
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TABLE 	11 (Continued)
 

Policy-Level Three
 

1-8. 	 The planning unit should be headed by a senior social sector
 
planner with a strong background in economics and public
 
health, etc. (p.89)
 

1-9. 	 The priority responsibility of the planning unit should be
 
the development of a 10-year plan for health and 
the manpower
 
facilities services sections within that plan, etc. (p.89)
 

I-10. 
The planning unit should become a center for supporting and 
coordinating research and data development and collection 
pertaining to the health sector, etc. (p.90) 

1-11. 	 Careful study of Ministry of Health organizational arrangements,
 
management capabilities, and assignment of authority, etc. (p.90)
 

1-12. 	 Expand the pool of traii.ed meddle managers by training
 
additional people in health administration, etc. (p.91)
 

1-13. 	 In cooperation with the Ministry of Finance and National
 
Planning Council, improve budget and cost accounting procedures
 
in the 	Ministry of Health, etc. (p.91) 

11-6. 	 Upgrade the "professional milieu" of all professional and
 
paraprofessional workers, etc.(p.103)
 

11-7. 	 Examine and remedy the factors which are resulting in declining
 
enrollment in nursing and technician training, etc. (p.104)
 

1-8. 	Enhance the job relevance of existing training programs, etc. (p.104)
 

11-9. 	 Develop a national strategy regarding the education and post
 
graduate training of physicians, etc. (p.104)
 

II-10. At the health services delivery level and as detailed later
 
in subsequent recommendations, health workers 
... should be
 
prepared to carry out the ... nutrition activities, etc. (p.106)
 

II-11. At the national level, especially with regard to activities
 
undertaken by the Ministry of Health and the University
 
(conduct various types of nutrition-related work), etc. (p.106)
 

11-12. 	Expand the coverage and accessibility of water supplies, etc. (p.108)
 

11-13. The Ministry of Health should elevate, upgrade, and expand
 
its general environmental sanitation activities, etc. 
(p.110)
 

11-14. The Government of Jordan should upgrade and expand its
 
water quality and pollution control efforts, etc. (p.110)
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DEMOGRAPHIC SUMMARY
 

The major demographic indicators for Jordan (East Bank) are
 

summarized in the Demographic Profile (Table A-i). The total size
 

of the nation was approximately 2.0 million in 1976. The birth rate
 

of 46.8 per 1,000 population in combination with moderately declining
 

death rateF, produced a high annual growth rate of 3.23 percent. If 

maintained, this new rate for 1970-74 will lead to a doubling of the 

population in 22 years. Short-term growth may indeed be more rapid, 

since there is evidence that the death rate of 14.5 per 1,000 during 

1970-74 is deciLning. Gains in life expectancy were about I year per 

annum during the 1960's and expectation of life at birth now stands at 

59.1 for females and 57.4 for males. This is a direct result of the 

reduction of preventable infant mortality (by 44 percent during the 1960's). 

Infant and early childhood mortality, though declining, remain at 

high levels: the infant mortality rate is estimated at 80-90 per 1,000 

live births and the death rate for ages 1.4 is near 10 per 1,000 popula­

tion annually. Ci t of an average of 8.2 children ever born to wives by
 

the end of their reproductive period, only 6.8, on tl,, average, survive.
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TABLE A-I
 

Demographic Profile of the East Bank
 

Percent of
 
Population Segmenti Population
 

Under 15 years, 1975 51
 

65 years and over, 1975 3
 

Registered refugees with UNRWA, 1976 32
 

Residents of refugee camps, 1976 12
 

Covered by Royal Medical Service, 1975 22
 

Living in Amman city, 1975 34
 

Labor force participation of males, 1975 35
 

Labor force participation of females, 1975 4
 

Unemployed, 1974 5
 

Illiterate, 1974 35
 

Enrolled in school, 1974 33
 

Urban (town 10,000 f) 70
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In 1974 there were 81,490 live births, and this number is rising 

rapidly with the expansion of the reproductive population. A pattern 

of both early marriage and childbearing coexists with high birth rates 

well into the older ages. As a result, the median age of mothers is 

about 28 and the medi !i birth order is the fourth. This means that half 

the births are born to women older than 28 with 3 or more children. 

These statistics point to unfavorable conditions for survival of infants, 

as well as for i11 effects on maternal health. There is a rapid in­

crease in risks of pregnancy complications and infant mortality with
 

ages 	older than 25 and for 4th and higher birth orders. 

As a result of continued high fertility, the population of Jordan 

is young (51 percent arc under age 15). This imposes heavy demands
 

for maternal and child services.
 

As a result of rapid and massive rural-urban migration, 70 

percent of the population live in cities, with 34 percent in Amman 

city alone. Health and other institutions and functions have been 

overconcentrated in Amman, causing problems of access to health care
 

in smaller towns and rural areas.
 

POPULATION SIZE AND GROWTH
 

A reasonable total population estimate for the East Bank as of
 

mid-1976 is 2.0 million. Further precision is difficult for a number
 

of reasons. First, the last census was conducted in 1961 and official
 

estimates for subsequent years are based on crude assumptions about
 

annual rates of growth. Second, as a result of the June 1967 war, about
 

0.3 million Palestinians were forced to move to the East Bank from the
 

West Bank; this, as are all estimates of displaced persons and refugees,
 

is subject to a wide margin of error - on the order of 25 percent.
 

Third, there continues to be a considerable migration not only between
 

East and West Banks but also between the East Bank and the Gulf states.
 

Employment opportunities and wages are relatively attractive in the
 

latter areas. The extent of net migration between these areas and the
 

East Bank, however, can only be conjecture.
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Table A-2 shows two notable features of Jordan's Dopulation growth 

since the first census in 1953: rapid growth and the shift of 

population from the West to the East Bank. Natural increase (the balance 

of birchs and deaths) continues at a high level (above 3 percent 

annually). The Department of Statistics population estimates since 1961 

are based on the following annual growth rate assumptions: 

1961-69 3.1%
 

1970-74 3.2%
 

1975-79 3.3%
 

1980-84 3.4%
 

1985-2000 3.5%
 

At the current rate of 3.3 percent, the population would double in
 

21 years - sooner if the higher projected rates are actually realized.
 

The projected 1980 and 1985 populations shown in TableA-2 are based on a
 

Population Council projection model and assume slight declines in
 

fertility and mortality, no net migration, and annual growth rates of
 

3.4 percent. This means an addition of about 70-100 thousand persons
 

per year to the population of the East Bank between 1975 and 1985. 

Major shifts in population between Banks are also shown in Table A-2. 

In 1953, the West Bank claimed the majority of the population. By 

the 1961 census, the East Bank had a slight majority and the imbalance
 

was further swelled by migration to the East Bank of persons displaced
 

by the June 1967 war. The fraction of Jordan's population in the East
 

Bank increased from 53 percent in 1961 to 71 percent in 1975.
 

POPULATION COMPOSITION BY HEALTH SECTOR
 

Table A-3 shows that about half the total Jordanian population is 

eligible for health care through membership in two special organizations:
 

the Royal Medical Services (RMS) and the United Nations Relief and Works
 

Agency (UNRIA). Those eligible for RMS care are a primary population of
 

individuals employed in the military (including those on active duty,
 

reserves, and retired) and in special nonmilitary agencies, such as the
 

security forces. The dependents of these employees, based on RMS
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TABLE A-2 
POPULATION TRENDS FOR EAST AND WEST BANKS, 1953-1975 a 

(In Thousands, Includes Refugees and Displaced Persons)
 

Year East Bank 

1985 2,697 

1980 2,273 

1976 2,014 

1975 1,949 

1974 1,890 

1973 1,831 

1972 1,774 

1971 1,723 

1970 1,668 

1969 1,600 

1968 1,126 

1967 1,074 

1966 1,059 

1961 901 

1953 587 

West Bank 


N/A 


N/A 


N/A 


N/A 


770 


746 


723 


694 


680 


650 


1,007 


977 


947 


805 


742 


Total
 

N/A
 

N/A
 

N/A
 

N/A
 

2,660
 

2,577
 

2,497
 

2,417
 

2,348
 

2,250
 

2,133
 

2,051
 

2,006
 

1,706
 

1,329
 

aSources: 1953-1974: 
 Depdrtment of Statistics, Statistical Yearbook, 1974.
 
1975-1976: 
 Department of Statistics, Unpublished data.
 
1980-1985: 
 Population Council, Unpublished data.
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TABLE A-3
 

POPULATION BY HEALTH SECTORa
 

(East Bank, 1975)
 

Health Sector Number
 
(in thousands) Percent
 

Royal Nedical Services
 

Primary Military Population 82 5
 

Primary Nonmilitary Population 23 
 1
 

Dependent Population 315 
 16
 

Subtotal 
 420 22
 

Refugees Registered with UNRWA
 

Eligible for Health Services 571 
 29
 

Other 
 52 3
 

Subtotal 
 623 32
 

Other Civilian 
 906 46
 

TOTAL 1,949 
 100
 

aSources: 
 Royal Medical Service and Reference 5,
 

UNRWA, Reference 4.
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hospital utilization rates, are estimated to be triple the number of
 
the primary (employee and ex-employee) population. 
The total covered
 
by the RMS is 
an estimated 20-25 percent of the population. This
 
fraction is not firmly fixed, however, and can be substantially changed
 
by RMS policies regarding eligibility of dependents and 
reserves for
 
health care. 
 Likewise, government policies on conscription and military
 
service can affect the population served by the RMS.
 

An even larger share, 29 percent of the population, is eligible
 
for health care through UNRWA. 
These are the 571,000 eligibles, or
 
92 percent of the 623,000 refugees registered with UNRWA.
 

GEOGRAPHICAL DISTRIBUTION OF POPULATION
 

The population of the East Bank is largely confined to a quarter
 
of the land area along a strip on the western border. 
The balance is
 
desert or semi--desert populated by scattered nomadic or semi-nomadic
 
groups with a density of 3 persons per square mile. 
The settled areas,
 
in contrast, had an estimated density of 273 per square mile in 1971.
 

The heaviest concentration of population is located in the northwest
 
corner of the country of Jordan. The three largest towns (Amman, Zarqa,
 
and Irbid) account for 6 of every 10 residents, and Amman alone accounts
 
for 3 out of 10. 
 Jordan is 70 percent urbanized (defined as places of
 
10,000 or more inhabitants plus certain administrative places irrespective
 
of size). Table A-41ists the population estimates for places of 5,000
 
or more inhabitants.
 

The five governorates of Jordan and their recent population trends
 
are shown in Table A-4. The two largest, Amman and Irbid, have been
 
growing at the fastest rates and now account for 85 percent of the total
 
population.
 

These two largest governorates are expected to continue to grow
 
fastest by attracting rural-to-urban migrants. 
 The large cities in these
 
areas are the major foci of expanding employment opportunities, as well
 
as institutional activities. 
The new University of Yarmouk (with a pro­
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TABLE A-4 

DISTRIBUTION OF POPULATION
 

BY GOVERNORATE AND MAJOR TOWN
 
(April and May 1975)
 

Covernorate/Town
 

Amman
 

Amman 
Zarqa 


Ruseifa 


Macaba 

Wadi Esseer 

Suweileh 

Sahab 


Population Centers
 
under 5,000 


Subtotal 


Irbid
 

Irbid and Barqa 


Ramtha 


Husun and Hlusun 
Refugee Camp 


Mafrak 

Suf aad Suf Refugee Camp 

Ghaza Refugee Camp 

Jarash 

Shcna Shamalya 

Noremah 

Kureiyima 

Masharich 

Kufrinja 

Anjara 


Wadi el Yabis 

El Turra 

Mazar Shamalya 


Population Centers
 
under 5,000 


Subtotal 


Number 


652,000 

244,700 


38,200 


27,300 

14,616 

13,466 

8,709 


92,364 


1,091,355 


128,000 


24,016 


15,788 

15,081 

14,100 

9,844 

9,843 

7,487 

7,189 

7,117 

6,920 

6,494 

5,612 


5,119 

5,057 

5,029 


2581609 


531,305 


Population
 

Percent
 

of Total
 

34.3
 
12.9
 

2.0
 

1.4
 
0.8
 
0.7
 
0.5
 

4.9
 

57.5
 

6.7
 

1.3
 

0.8
 
0.8
 
0.7
 
0.5
 
0.5
 
0.4
 
0.4
 
0.4
 
0.4
 
0.3
 
0.3
 

0.3
 
0.3
 
0.3
 

13.6
 

28.0
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------------------------------------------------------

TABLE A-4 (continued)
 

Population 

Governorate/Town 
Number Percent 

of Total 

Balqa
 
Salt 26,800 1.4
 

Abu Nuseir and Balqa
 
Refugee Camp 44,014 2.3
 

Deir Alla 6,168 0.3
 

Population Centers
 
under 5,000 47,278 2.5
 

6.5
Subtotal 124,260 


Karak
 
Karak 11,871 0.6
 

0.6
Tafila 11,016 

Chor Safi 5,754 0.3
 

Population Centers
 
under 5,000 73,713 3.9
 

Subtotal 102,354 5.4
 

Ma'an
 
Aqaba 15,886 0.8
 

Ma'an 11,997 0.6
 

Population Centers
 
under 5,000 22,193 1.2
 

2.6
Subtotal 50,081 


----------- ----- I---------------------------------------­

100.0
TOTAL 1,899,355 


aSource: Department of Statistics, Agricultural Quick Count,
 

April and May 1975.
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jected enrollment of 15,000) is to be in Irbid. Projections to 1980 and 

1985 shown in Table A-5 assume that rural-to-urban migrants will continue 

to be attracted to Amman, resulting in a 4.4 percent growth rate at the 

expense of the populations of Balqa, Karak, and Ma'an. No net migration 

is assumed for Irbid; the result is a 3.2 percent annual growth rate. 

The basis of this assumption is that development of Irbid will be suf­

ficient to retain migrants who would otherwise be attracted to Amman. 

Department of Statistics projections assumed equal growth in all areas
 

and therefore were not used. See TableA-4 for a comparison.
 

AGE-SEX-COlOSITION
 

The very young, the aging, and adult women tend to be heavy 

consumers of health services. Table A-6 shows that all. governorates have 

the same age composition: 20-25 percent under age 5 and only 10-12 percent 

at ages 45 and older. The very young age structure of Jordan is depicted 

in Figure 1. It shows that the population under age 15 represents half 

the total. 

One consequence is a very high young-age dependency not only for 

health, but for social and economic services. In 1976 the ratio of 

education to health expenditures was 2.92. Healch and education expenditures 

are more nearly equal in developed countries, where birth rates, death
 

rates, and dependency ratios are low. In developed coutries, dependency
 

ratios are well below 100 (about 80 dependent age per 100 ages 15-64).
 

In Jordan, there are 114 persons of dependent age (under 15 and 65
 

and over) per 100 persons of economically productive age (15-64). This
 

ratio will continue to be unfavorable until annual numbers of births
 

decline. Age-sex population estimates are shown in Table A-7.
 

Women of reproductive age (15-44) are another population segment
 

important to health planning. In 1975, they numbered 363,000, or one­

fifth of the total population. The data in TableA-7 shows a doubling of
 

their numbers between 1961 and 1975, but no change in their percentage of
 

total population. In 1974, these women produced about 82,000 births
 

for a general fertility rate of about 225 births per 1,000 women ages
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TABLE A-5 
DISTRIBUTION OF THE POPULATION OF JORDAN BY GOVERNATEa
 

(1961 and 1975, with Projections to 
1980 and 1985)
 
ovnoae1961 


17-5 
 1980
Governorate 1985

PercePerPercent 


?ercet Increase Projected 
 Projected
Number 
 of Total Number 
 of Total 1975 Over 1961 
 Nu ber 
 Number
 

Amman 
 433,618 48.1 
 1,092,130 
 57.5 151.9
Irbid c 1,354,000
273,976 30.4 c 1,680,000
531,819 28.0
Balqa 79,057 
94.1 d 622,000 d 729,000
8.8 123,458 6.5 56.2
Karak a 134,000 e
67,211 145,000
7.5 102,565 5.4 
 52.6 
 f 111,000 
 e 120,000


Ma'an 
 46,914 
 5.2 49,383 2.6 
 5.3 
 f 55,000 f 
 0,O000
 
TOTAL 


900,776 100.0 _______
1,899,355 100.0 ___110.9 
 2,276,000 
 2,734,000
 

aSources: 
 1961: 
 Department of Statistics, Statistical Yearbook, 1974.
1975: 
 Department of Statistics, Agricultural Quick Count, April and May, 1975.
 
1980,1985: 
 See below.
 

bAssuming a 4.4 percent annual growth rate.
 

CAssuming a 3.2 percent annual growth 
rate.
 
dAssuming a 1.6 percent annual growth rate.
 

eAssuming a 2.0 percent annual growth rate.
 
fDepartment of Statistics projections assume 
equal growth rates for all governorates and therefore
were not used. For 
1980 they were (in thousands): Amman (1,191), Balqa (148), 
Irbid (655),
Karak (121), Ma'an (78), 
and total (2,293).
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Figure 1 Age Distribution of Jordan Population
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TABLE A-6 

AGE DISTRIBUTION OF THE POPULATION OF JORDAN, 
BY GOVERNATEa 

(1975) 

Age Group 

Under 5 Years 

Amr-an 

Percent 

Number of Tocal 

223,887 20.5 

Number 

123,914 

Irbid 

Percent 

of Total 

23.3 

Balga 

Percent 
Number of Total 

28,642 23.2 

Karak 

Percent 
Number of Total 

25,231 24.6 

Number 

11,704 

Ma'an 

Percent 

of Total 

23.7 
5-14 327,639 30.0 155,291 29.2 34,691 28.1 27,897 27.2 15,161 30.7 
15-24 188,938 17.3 89,877 16.9 20,124 16.3 16,000 15.6 8,691 17.6 

25-44 

45-64 

220,610 

100,476 

20.2 

9.2 

98,918 

47,864 

18.6 

9.0 

24,692 

11,358 

20.0 

9.2 

21,539 

8,308 

21.0 

8.1 

9,136 

3,802 

18.5 

7.7 
65 and Over 30,580 2.8 15,955 3.0 3,951 3.2 3,590 3.5 889 1.8 

TOTAL 1,092,130 100.0 531,819 100.0 123,458 100.0 102,565 100.0 49,383 100.0 
PERCENT 

OF TOTAL 

57.5 28.0 6.5 5.4 2.6 

aAge distribution determined on the basis of data from the Multipurpose Household Survey (1975). 

Sources: Department of Statistics, Agricultural Quick Count, kpril and May 1975. 

De7,artment of Statistics, Multipurpose Household Survey, 1975. 
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TABLE A-7
 

AGE-SEX COMPOSITION: EAST BANK, 1961,1975, and 1985 a
 

Age/Sex 1961b 1975 c 1985 d Percent Increase
Percent Percent Percent 
 1961- 1975-
Number of Total Niinlbtur of Total Number of Tota l 1975 1985 

Under 5 years
 
Male 87,862 9.8 212,728 11.2 256,000 9.5 142.1 120.3
 
Female 851401.4 1 9 .432 10.5 242LO 9.0 134.2 121.3
 

Subtotal 173,002 19.2 412,160 21.7 498,000 18.5 138.2 120.8
 
.................----------------------------------------------------------------------­

5 - i;

Male 124,017 13.8 292,501 15.4 391,700 14.5 135.9 133.9
 
Female 117,799 13.0 267,809 14.1 367,0C)0 13.6 127.3 137.0
 

Subtotal 241,816 26.8 560,310 29.5 
 758,700 28.1 131.7 135.4
 
.............----------------------------------------------------------------------­

15 	- 24
 
Male 89,805 10.0 159,5.,6 8.4 2.'5,100 9.1 77.7 153.6 
Female 81,252 9.0 _16_3 ,_345 8.6 251,600 9.3 101.0 154.0
 

Subtotal 171,057 19.0 322,891 
 17.0 49t,700 18.4 88.8 153.8 
.............------------------------------------------------------------------------.
 

25-44
 
Male 104,190 11.6 176,640 9.3 314,1400 11.7 69.5 178.0
Female 99,52,' 	 2 29,200[ 1.0 3!i 10.5 10.q 100.14 148.0 

Subtotal 203,714 22.f, 376,072 19.8 609,600 22.6 84.6 162.1 

45 	- 64
 
Male 40,820 4.5 91,169 4.8 128,900 4.8 123.3 141.3
 
Female 
 41,987 4.7 __9,72 !,. 3 117,1001 4.3 94.5 143.4 

Subtotal. 82,807 9.? 172,841 9.1 246,000 9.1 108.7
 
. . . . . . . .
 . . . .. . . . . ..----------------------------------------------------------------------­

65 	and over
 
Male 14,384 1.6 32,289 1,7 43,200 7.6 124.5 
 133.8
 
Female 13,996 1.6 22,792 1.2 
 45,100 1.7 62.8 197.9
 

Subtotal 28,380 3.2 55,081 2.9 88,300 3.3 94.1 160.3
 
. . . . . . . . . . . ..----------------------------------------------------------------------------

All ages

Male 461,078 51.2 964,873 50.8 1,379,300 51.1 109.3 143.0
 
Female 439,698 48.8 934,482 49.2 1,318,100 48.9 112.5 141.1
 

Subtotal 900,776 100.0 1,899,3-5 100.0 2,697,400 100.0 110.9 142.0
 

aSources: 1961 Jordanian Census:
 

Department of Statistics, Multipurpose Household Survey, 1974 and 1975;

Department of Statistics, Agricultural Quick Count, April and May, 1975;
 
Population Council Projections.
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TABLE (continued)
 

A-7
 

bExcludes population of West Bank for purposes of comparability
 

CRepresents total population as derived from the Agricultural Quick Count (1975);
 
the age and sex distribution of the population were determined on the basis of data
 
from the Multipurpose Household Survey (1975).
 

dUnpublished projections prepared by the Population Council.
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15-44. For planning of future maternal and child health needs, the 

population of women ages 15-44 is multiplied by a fertility rate of about 

225 per 1,000 to estimate an expected number of annual births. In 

1985, for example, 547,000 women ages 15-44 are projected, The 

expected number of births in 1985 (assuming current fertility rates) 

would be 547 x 225 or 123,075.
 

FERTILITY 

Levels and Trends 

The birth rate in Jordan is estimated to be in the range of 45 ­

50 births per 1,000 population per year. This level has been maintained 

as long as recorded information is available and is consistent with the 

age structure of Jordan's population. Birth registrationyoung broad-based 

statistics are estimated to be more than 90 percent complete and thus 

provide useful iUdices of fertility. 

A second source is the 1972 National Fertility Sample Survey (NFSS). 

It has provided not only retrospective fertility data, but also a 

population base of women oi reproductive age. Projections from this base 

and calculation of annual fertility indices have been made by the 

the levels of these indices forPopulation Council. TableA-8 shows 

five year periods from 1970-74 through 1930-84. The projections assume 

a small decline in fertility rates. Annual numbers of births will 

of the rapidly growing number of women of reproductiveincrease because 

age. Women ages 15-44 are projected to number 547,000 by 1985, a 

Department of Statistics projections were
50 percent increase from 1975. 


not used because they do not include age-sex detail and do do not
 

project fertility and mortality separately.
 

The projections assume a slight improvement in mortality such
 

that the proportion of newborn daughters surviving to the end of the
 

83 percent during the ten
reproductive period rises from 78 percent to 


year period. Also projected is a 13-percent decline in age-specific
 

This is summarized by the total
fertility over a ten-year period. 


to 5.9 per woman. The TFR is
fertility rate (TFR) dropping from 6.8 


the hypothetical number of live births a woman would have if the age
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TABLE A-8 

ESTIMATED AND PROJECTED LEVELS OF
 
FERTILITY: EAST BANK
 

1970-74 and 1980-84
 

1970-74 1975-79 1980-84
 

Crude Birth Rite per
 
1,000 Population 46.8 46.2 45.1
 

General Fertility Rate
 
per 1,000 Womnen 15-44 245.2 232.5 223.2
 

Annual Number of Births 82,900 96,600 111,600
 

Total Fertility Rate
 
Per Woman 6.8 6.3 


aSource: 
Popu~ation Council, unpublished projections
 
for Last Jordan, January 1975
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specific birth rates of a particular year were to apply throughout
 

the childbearing period.
 

Table A-9 shows the age distribution of the TFR, which is
 

P-sumed to remain unchanged: each age group experiences a 13-percent
 

decline in birth rates between 1970-74 and 1980-84. The data indicates
 

that even with the decline, more than one out 
of every three women
 

between the ages of 20 and 35 will give birth during any given year of the
 

1980-84 period.
 

Health implications
 

The age pattern of fertility in Jordan is broad based. That is,
 

childbearing is not concentrated in 
a few years but rather is spread
 

out 
over the entire fertile period. Fertility under age 20 is somewhat
 

curtailed by age 17 as 
the legal minimum for marriage. Marriage is
 
nevertheless early and universal. 
 Twenty-five percent of women are
 

married by age 17, 50 percent by age 20 and 75 percent by age 23. 
 Table
 

A-10 shows the marital status distribution of East Bank women, as
 

derived from the 1972 NFSS.
 

Strong norms both to marry and to procreate are reflected in the
 
rapid rise in the number of children born according to age. From less
 

than I child per ever-married women under age 20, 
the average increases
 

to 2.4 children by ages 20-24 and reacheL 8.2 by the end of the
 

childbearing period at ages 40-49. 
 By that time 53 percent of the
 

mothers have had 9 or more children (bottom panel of Table A-WI.
 

A strong need for protective and preventive maternal health care
 
is demonstrated in Tables A-11and A-12. 
 Fertility is both early and late;
 

it is maintained at a high level. 
 The children ever-born figures should
 

be inflated by at least 15 percent to obtain the total number of
 

pregnancies needing care, since some 
result in fetal loss (stillbirths).
 

The fertility data also implies a strong need for infant and
 

child care. A fair portion of total fertility is lost through high
 
infant and child mortality rates. About 
I of 10 live births succumbs
 

during the first year of life, and unusually high death rates prevail
 

up to age 5. The resulting loss is reflected in the number of surviving
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TABLE A-9
 

ESTIMATED AND PROJECTED BIRTH RATES BY AGE:
 
EAST BANK, 1970-74 and 19 80 84a
-


Age of Age-Specific Birth Birth Rate Percent Distribution
 
Woman Per 1,000 Women (ASBR) ASBR
 

1970-74 1980-84 	 Both periods
 

15 - 19 144 125 10.5
 

20 - 24 363 315 26.5
 

25 - 29 426 370 31.5
 

30 - 34 393 341 29.0
 

35 -.39 24 21 2.0
 

40 - 44 7 6 .5
 

TOTA)J 
FERTILITY 	RTE 6.8 5.9
 

aSource: 	 Population Council, unpublished projections
 

for East Jurdan, January 1975.
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TABLE A-10
 

PERCENT DISTRIBUTION OF WOMEN AGES 15 TO 49 YEARS,
 
BY MARITAL STATUS (1972, East Bank) 
 a,b
 

Divorced or
 
Age 
 Single Married Widowed Separated
 

All women,
 

15 to 49 years 25.2 70.6 
 2.4 1.8
 

15 to 19 years 71.0 28.3 
 0.1 0.7
 

20 to 24 years 28.7 67.8 1.3 2.1
 

25 to 29 years 7.0 89.4 
 1.3 2.3
 

30 to 34 years 3.7 90.5 3.3 2.5
 

35 to 39 years 2.9 92.2 3.2 1.7
 

40 to 44 years 1.9 90.8 
 5.5 1.8
 

45 to 49 years 4.9 81.1 11.3 2.7
 

aThe base of the percentage is the number of women of known marital
 
status in each age group. Percentages may not add to 100.0 due to
 
rounding.
 

bSource: National Fertility Sample Survey.
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Age of 

woman 


15-19 

20-24 

25-29 

30-34 

35-39 

40-49 


All ages 


Age of 

Woman 


15-19 


20-24 

25-29 

30-34 

35-39 

40-49 


All 


ages
 

aSource: 


TABLE A-11
 

CHILDREN EVER BORN AND CHILDREN SURVIVING, 1972 a
 

(Per Ever-married Woman)
 

Children Children 
 Ratio
 
Ever Born (1) Surviving (2) (2)/(1)
 

.8 .7 
 .88
 
2.4 2.2 .92
 
4.4 3.9 
 .89
 
6.1 5.4 .89
 
7.5 6.5 
 .87
 
8.2 6.8 .83
 

5.1 4.4 .86
 

ALL MOTHERS: DISTRIBUTION OF CHILDREN EVER BORNa
 

Number 
 Birth Order (Percent)
 
1-2 3-4 5-6 7-8 9-10 104
 

508 96 4 - ­ - -
936 55 36 8 
 1 - ­
1104 17 35 34 12 1 ­
953 7 32 10
18 30 3
 
771 5 
 9 18 30 24 13
 
921 7 13
6 22 28 25
 

5214 27 20 11
20 17 7
 

Reference 6 and unpublished tabulations,
 
Department of Statistics.
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TABLE A-12
 

CHILDREN EVER BORN AND CHILDREN SURVIVING 
PER WOMAN AGES 40-49: 
 19 72a
 

Children Children 
 Ratio 
Ever born Surviving (2)1(1)
 

(1) (2)
 

National 
 8.2 6.8 
 .83
 
Urban 
 8.1 6.8 
 .84

Semi-urban 8.7 7.5 .86 
Rural 
 8.3 6.5 
 .78
 

Illiterate 
 8.6 7.0 .81
 
Preparatory and Primary 
 7.3 6.5 
 .89
 
Secondary/Vocational 
 4.7 4.5 
 .96
 
University _ _
 

Socio-economic Class
 
Class 1 
 8.6 6.9 
 .80
 
Class 2 
 8.0 6.9 
 .86
 
Class 3 
 5.3 5.0 .94
 

Age of First Marriage
 

15 
 9.3 7.2 
 .77
 
15-19 
 8.5 7.0 
 .82
 
20-24 
 7.7 6.7 .87
 
25-29 
 5.6 4.7 
 .84
 
30-34 
 2.9 2.9 
 -
35-39 
 1.8 1.5
 
40-49 _ _ 

aSource: 
 Reference 6 and unpublished tabulations,
 
Department of Statistics.
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children as a fraction of all children ever born (last column of
 

TablesA- iiandA-12).
 

In view of the expense of maternal and child health services, 
not to mention the economic and other hardships on the family, the 
present patternof high fertility-high mortality is costly and inefficient. 

Some of the variables in TablesA-]landA-12 give clues that may aid 
formulation of effective preventive maternal and child health programs: 

1. Age of mother Statistically, children born [a mothers in their 
early 20's have the best chance for survival. ThO Jordanian data 
supports the findings of the Population Council for a range of other 

countries. If births; were more concentrated in that optimum period of
 
the childbearing span, then more would survive. 
 Survival rates are
 

lowest for children born to the very young and 
 the very old. 

2. Age at first imarriage. Similar to the age of the mother, the early 
2 0's as a marriage age are the optimum for survival of the children. 

Those married very young, especially under age 15, and those married at 
relatively older ages have proportionately higher mortality rates for 

their offspring.
 

3. Urban/rural residence. The data in Table A-12 shows unusually 

high infant and child mortality for those living in rural areas.
 

4. Class. 
 The data for both educational attainment and socioeconomic 

class demonstrates inequalities in the survival of children. The ratio 
of surviving to all children ever born is near .80 for illiterates and
 

those in the lowest socioeconomic class (Class 1). Clearly, many of
 

these deaths are preventable.
 

5. Birth order. Although there is no data available for Jordan, all
 

evidence from other countries, such as the United States and several
 

Latin American countries, points 
to a strong positive correlation between
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infant mortality and birth order. The relationship is also largely inde­

pendent of maternal age and especially strong at the younger ages. The
 

distribution of annual births by order is given in TableA-13. Nearly one
 

third of the births are first or second, one-third orders 3-5, and one
 

third 6th or higher. 

A program of preventive health care should therefore consider 

prevention of high-order births at relatively young maternal ages, 

where the risk of loss of the infant is especially high.
 

6. Attendants at birth. Delivery of the newborn in hospitals or outside
 

hospitals by trained midwives is associated with low levels of infant
 

mortality. Since a large percentage of infant death occurs in the first
 

few days or even hours after delivery, trained birth attendance often
 

makes a critical difference. Since only 38 percent of deliveries in
 

Jordan are attended by trained personnel, there would appear to be room
 

for the introduction of new health cadres in this vital area.
 

MORTALITY
 

Levels and Trends
 

The basic fact of gross underregistration of deaths seriously limits
 

any interpretation of mortality data. It is commonly accepted that
 

only about 25-35 percent of all deaths are registered and that, consequently,
 

recorded death statistics are of no use in assessing the level of
 

mortality. For example, according to the 1974 Statistical Yearbook, the
 

average annual number of deaths during 1970-74 is only about 6,625, as
 

compared with an estimated 25,800.
 

The above-mentioned estimate yields a crude death rate of 14.5
 

per 1,000 population for 1970-74 and is based on Population Council
 

estimates. These estimates are derived from population models of inter­

relations between age structure, growth rates, and surviving population.
 

Thus, mortality levels are actually derived from censuses (1961) and
 

surveys (1972 NFSS), rather than from vital statistics. Such figures are
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TABLE A-13
 

DISTRIBUTION OF BIRTHS, BY ORDER OF BIRTH: 19 7 3a
 

Percentb
Birth Order 


Ist birth 
 17.0
 
-±id birth 
 13.9
 
3rd birth 
 13.3
 
4th birth 
 12.8
 
5th birth 
 11.4
 
6th birth 
 9.8
 
7th birth 
 8.1
 
8th birth 
 5.9
 
9th birth 
 3.6
 
10th birth and over 
 4.1
 

Median birth order 
 3.9
 

asource: Statistical Yearbook, 1973.
 

bThe base of the percentages is the number of births of known order.
 

Percentages may not add to 100.0 due to rounding.
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hypothetical but show a general decline in the crude death rate since 1960.
 

1950-54 21.0
 
1955-59 21.1
 
1960-64 18.3
 
1965-69 16.0
 
1970-74 14.5
 

Except for the 1970-74 estimate prepared by the Population Council for
 

the East Bank, all of the above estimates were prepared by the United
 

Nations and include East and West Banks. The crude death rate of 14.5
 

estimated for the East Bank for 1970-74 is close to the rate of 14.9 

estimated for the West Bank for 1974. 

Life Expectancy 

Life table estimates provide an index of mortality that is independent 

of changes in age structure. The age structure has been changing liecause 

of continued high fertility and because of the major influx of refugees 

and displaced persons. But declines in the crude death rate reflect real 

improvement in age-specific mortality; this is documented by the following 

data on expectation of life at birth: 

1950-54 44.5
 
1955--59 47.2 
1960-64 49.7
 
1965-69 52.2
 
1970-74 56.2 

Again, the last figure above refers to the East Bank estimates made by 

the Population Council and the other data to both East and West Banks, 

as estimated by the United Nations. 

The above trend of improving mortality is corroborated by various 

estimates prepared from census and survey data on age distributions of 

women, their fertility patterns and proportions of their children
 

surviving. Such estimates have been made for 1961 and 1972 because of
 

the census and fertility survey, respectively, in those years. The
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estimates of Ma'ayta of 
the Jordan Mi-istry of Health show a gain in
 
life expectancy for both males and females between 
1961 and 1972:
 

1961 1972 
 Gain in Life Expectancy
 

Male 45.8 57.4 
 11.6
 

Female 46.5 59.1 
 12.6
 

The above estimates are close to unpublished data prepared by the United 

States Census Bureau.
 

The 1972 Life tables rar 
Jordin indicate a sex differential in
 
favor of females. This is a pattern that is 
 common to almost all modern
 
industrial 
societies and becomes more pronounced with increasing
 
development. The trends since 
 19t i for Jordan follow the expected p ittern. 

The gain in life expectancy in Jordan iias been brought about by
 
improvements in in[ant mortality. infailt mortality is discussed 
 in thL
 
next section; the correlation with Lxpct:ation ()f life is shown here.
 
The data below shows that even 
 greater major gains in expectation of life
 
at birth ip Jordan wouLd be possible if future health programs were to
 
cut infant mortality rates to half 
 their 1972 levels; an example is given
 
for males. (Females would show similar trends.)
 

1961 1972 Future Year 

Male infant mortality
 
rate 159.3 91.3 
 45.7
 

Male life expectancy 45.8 yrs. 
 57.4 yrs. 65.1 yrs.
 

Gain in life expectancy
 
(from 1961 level) 
 11.6 yrs. 19.3 yrs.
 

Age Pattern
 

The first column of the life table (n% x) shows the probability of
 
dying per 1,000 for persons surviving to the stated beginning of the
 
age group. The expected U-shaped pattern prevails for both males and
 
females, with rates highest for the very young and very old. 
Levels for
 
the young (under age 5) are particlarly high, however, as compared with
 
other countries. The probability of death for ages 1-4, for example, is
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about 20 times that for the United States.
 

Infant Mortality
 

The infant mortality rates associated with the estimated life tables
 

show improvement for both males and females:
 

1961 1972
 

Male 159.3 91.3
 

Female 143.2 80.9
 

The above trends indicate a 44 percent decline in infant mortality.
 

Unpublished Population Council estimates 
are 25 percent higher, comparing
 

their 1970-74 figures with the above for 1972. A 1971 estimate by Darwish
 

on the other hand, is 30 percent lower. All estimates show substantial
 

declines in infant mortality. While the figures are subject to a wide
 

margin of error, those tabulated above represent mid-range estimates.
 

Despite substantial declines, the current level of infant mortality
 

in Jordan is high by international standards. The rate is near 10 per
 

1,000 live births in some countries of northwestern Europe. This means
 

that it is socially and biologically possible for as few as 1 percent of
 

all births to die in infancy, whereas the comparable figure for Jordan
 

is 9 percent. The difference between these figures can be considered
 

preventable; that is, as many as 8 percent of the total births in Jordan
 

result in deaths in the first year of life that are preventable. In
 

annual numbers, 8,000 are preventable infant deaths.
 

Certain variables such as maternal age, birth order, urban/rural
 

residence, class, and medical service utilization that affect the survival
 

of children are discussed in a later section. Estimates of differential
 

infant mortality derived by Ma'ayta from the 1972 Fertility Survey further
 

document the existence of high-risk population subgroups on which
 

preventive health care should concentrate (see TableA-14).
 

Most of the differentials for which data is available probably
 

reflect differences in social class and are largely economic differences.
 

Above-average income and social position are associated with urban
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residence, high educational levels, and presence of a husband. Sub­

populations with unusually high infant mortality are those living
 

outside urban areas, the illiterate, mothers without husbands, and
 

the lowest socioeconomic classes.
 

Neonatal and Postneonatal Causes 

In place of missing and deficient data for Jordan, data from comparable
 

populations can be used for a more detailed analysis of infant mortality.
 

The levels and disease patterns should apply. The data indicates a
 

neonatal mortality rate (deaths. under 28 days) of 30 per 1,000 live births
 

and a postneonatal rate (deaths 28 days - 11 months) of 50 per 1,000 live
 

births. Cause of death data indicate that prematurity (alone or in
 

association with other causes) accounts for two-thirds of all neonatal
 

deaths. The major causes of postneonatal deaths were different:
 

diarrheal disease (alone or in combination, one third),.respiratory
 

infection (one-fourth) and malnutrition (mainly marasmus, one-fourth).
 

Thus, the postneonatal deaths both account for the majority of
 

all infant deaths and are made up of largely preventable causes. 1' is
 

precisely these causes that have been virtually eliminated in countries
 

of low infant mortality (10-20 deaths per 1,000 live births).
 

Mortality of Ages 1-4
 

Whereas death rates for ages 5 and older are only 2-3 times those of
 

low-mortality countries, early childhood mortality (agesl-4) in Jordan
 

is 10-20 times as high as that in low-mortality countries. The death
 

rates for this age group have been estimated by Ma'ayta from the 1961
 

census and 1972 fertility survey data. The trend shows a considerable
 

reduction in the annual death rate per 1,000, with females demonstrating
 

the greater improvement.
 

1961 1972
 

Male 34.1 10.3
 

Female 34.2 9.4
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TABLE A-14
 

INFANT MORTALITY BY SOCIAL CHARACTERISTIC:
 
EAST BANK, 1972
 

Social 	 Deaths under age I
 

per 1,000 live births
Characteristic 


Residence:
 
78
Urban 

96
Semi-urban and rural 


Mother's education:
 
96
Illiterate 

75
Preparatory 


Secondary and university 53
 

Socioeconomic class:
 
91
Class 1 

75
Class 2 

54
Class 3 


Marital Status:
 
(Married once) husband present 85
 

105
Husband not present 


Religion:
 
86
Moslem 

55
Christian 
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Still, the 1972 death rates for ages 1-4 shown above are high. 
As a
 
consequence of early childhood and infant mortality, large proportions
 

of births do not survive to school age.
 

Emigration
 

A strong emigration stream of Jordanians who work and study abroad
 

is evident from statistics dating from the 1961 Table A-15
census. 


shows that the emigrants are mainly men between ages 20-40, among whom
 
the percentage abroad was 8.6-17.4 
in 1961. A similar pattern is evident
 

from the 1976 household survey data on Jordanians abroad. Evidently
 

much of this emigration is not permanent and involves return migration
 
of workers and students who then marry 
 or rejoin their families in Jordan.
 
That much of the emigration is compensated by return migration or
 
immigration of persons from neighboring Arab countries is supported by
 

the data in Table A-15. 
Out of gross totals of migrants numbering over
 
a million, the net 
loss per year is only in the tens of thousands.
 

Since 1970, however, the net loss has been increasing.
 

Internal migration
 

Although data is extremely scarce and only indicative, there
 
is evidence of considerable internal migration in Jordan. 
Between
 

1961 and 1975, the proportion of the population that is urban increased
 
from 44 to 70 percent. This indicates considerable rural-to-urban migration.
 

That most migration has been to Amman is evident from the 150-percent
 
increase in the population of the Amman Governorate between 1961 aaid 1975.
 

The districts of Amman and Zarqa now constitute half the population
 
of Jordan. Irbid, the third largest city, is also a growth point and
 
focus of rural-urban migration. 
The Irbid Governorate nearly doubled
 

in population between 1961 and 1975.
 

In addition to Amman, Zarqa, and Irbid, a fourth growth point is
 
situated in Aqaba, Jordan's only port, at the extreme southern point
 

of the nation. Rapid expansion of shipping and plans for industrial
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Year 


1963 

1964 

1965 

1966 


1967 

1968 

1969 

1970 

1971 

1972 

1973 

1974 

1975 


TOTAL, 1963-1975 

TOTAL, 1968-1975 


aSource: 1963 ­

1975: 


TABLE A-15
 

JORDANIANS LEAVING AND ENTERING JORDAN, 1963-1975a
 

Departures 


186,203 

213,557 

287,029 

343,468 


331,094 

374,540 

386,052 

394,555 

362,705 

379,655 

464,468 

583,409 

654,628 


4,961,363 

3,600,012 


1974: Statistical Yearbook, 1974.
 

Departures Minus 
Arrivals Arrivals 

164,630 21,573 
188,706 24,851 
245,374 41,655 
321,201 22,267 
307,103 23,991 
344,245 30,295 
358,476 27,576 
385,615 7,940 
341,210 21,495 
345,232 34,423 
448,112 16,356 
547,929 35,480 
615,311 39,317 

4,61,144 347,219 
3,35?,130 212,882 

Unpublished data, Department of Statistics.
 



devel.opment of Aqaba point to the growth of this city. 
 A town planning
 

department has been established to deal with the anticipated growth
 

and urbanization of that city.
 

Special censuses of Amman conducted in 1961 and again in 1971
 

give an idea of the magnitude of the migration component of its growth.
 

If we assume an annual natural increase rate of 300 percent during the
 

ten-year period, the expected 1971 population of Amman would be only
 
414,000; the actual census count was 520,720. The difference (106,720)
 

is an estimate of net migration. It accounts for half the growth of
 

the city during the 1960's.
 

The feature of greatest significance, however, is the localization
 

of massive migration to Amman. 
The city has grown three times as fast
 

as 
the balance of Jordan during the past two decades. This process is
 

common to developing countries, wherein cities of 100,000 
or more
 

increased three fol 
 "ween 1960 and 1970. Amman is a classic example
 

of a primate city - one whose size dominates all other cities in the
 

nation. Primate cities tend 
to be in small countries where there is a
 

short history of urbanization. Amman had only 10,000 people in
 

1930 and 60,000 in 1945; by 1966 its population grew to 322,000 and
 

in 1975 reached 652,000.
 

Consequences of the primacy of Aman are the concentration of
 
administrative, commercial, educational, and health facilities in that
 

city. 
One particular problem is an imbalance in the distribution of
 

health resources: there is little left 
over for the balance of
 

Jordan with the growing demands for health care in Amman.
 

A second major problem concerns effects on the health status of the
 

populaLion in Amman. 
Massive and rapid internal migration has resulted
 

in an acute housing shortage, shanty-towns, inadequate and contaminated
 

water supplies, and pockets of unemployment. A particular problem for
 

Amman are uncontrolled growth pockets like Mahata and Ashrafieh, which
 

according to a United Nations (UNESOB) survey in 1971, have unusually
 

poor living standards and remain unintegrated into the city. Many of
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the residents of these areas are refugees and displaced persons who
 

migrated from force of external events. Others moved in by choice;
 

the search for employment was cited by about half as their reason for
 

moving.
 

Planned decentralization, with location of suitable employment
 

opportunities outside of Amman, would arrest these trends. The
 

planning of health facilities and location of manpower should be
 

coordinated with such development plans. Particular growth points to
 

plan for include (1) Itbid and its new Yarmouk University and industries;
 

(2) The Jordan Valley, which is a center of external assistance; and (3)
 

Aqaba, Jordan's rapidly expanding port.
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APPENDIX B
 

CURRENT HEALTH STATUS
 

B-I
 



INTRODUCTION
 

The 	objectives of this appendix are:
 

1. 	To describe the magnitude of the toll presently levied by
 

on the lives and welfare of the population of the
disease 

East Bank of the Kingdom of Jordan.
 

2. 	To identify the specific population groups that are paying
 

the highest toll to disease.
 

3. 	To identify the disease conditions responsible for this toll.
 

4. 	To determine and quantify the etiologic factors of the disease
 

conditions identified in the preceding objective.
 

These objectives will be met in the following order of presentation:
 

1. 	An overall description of the level of mortality and morbidity
 

observed in the Kingdom of Jordan.
 

2. 	A specific description of mortality and morbidity observed
 

in selected population subgroups characterized by their
 
greater vulnerability.
 

3. 	An analysis of the available data in order to parcel out the
 

etiologic responsibility for the current state of health.
 

It must be pointed out that most statements of fact are only as
 

valid as the data they are based on. In that regard, a deliberate
 

attempt was made to describe the actual magnitude of the problem only
 

in terms of measurements for which data of acceptable quality was avail­

able. Otherwise the statements of fact are limited to the description
 

of the order of magnitude of the problem in relative terms. In some
 

other instances special ad hoc surveys were conducted in order to obtain
 

quantitative evidence that would not otherwise have been available. The
 

methodologies of these ad hoc surveys must be evaluated in the context
 

of the existing resources and time constraints.
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PROPORTIONATE DISTRIBUTION OF DEATHS BY AGE AND CAUSE OF DEATH
 

The severe underreporting of death and the neglect or inability to 

determine the cause of death at the local level (mayor's office), 
renders the value of allocating death responsibility to specific causes 

or categories of causes contingent on the level of the following two
 

sources of bias:
 

1. 	That deaths at younger ages are more likely to go unreported
 
than deaths after adulthood.
 

2. 	That deaths among the young 
are more likely to be caused by
 
those diseases with quick outcomes, such as diptheria,
 
measles, pertussis, and severe respiratory and digestive
 
disorders.
 

3. 	That 26 percent (1669) of the reported deaths occurred in
 
hospitals.
 

Examination of the distribution of causes of death by age and 
cause
 

among specified causes of death is shown in Table 
B-1.
 

Infant deaths comprise at a minimum 27 percent of all reported
 

deaths. In fact, it is estimated that four infant deaths go unreported
 

for 	each reported infant death. These deaths are 
primarily due to
 

diarrhea and infectious respiratory disorders. These two cause cate­
gories alone account for almost two-thirds of infant deaths and
 

maintain their dominant role until the age of five, following which
 

accidents assume a dominant position during the school years. 
 In
 

adulthood degenerative diseases affecting the vascular system become
 

the major cause of death. It is thus clear that a program of health
 

care which aims at increasing the life expectancy of the Jordanian
 

population must emphasize the potential impact of each saved infant
 

life and direct its resources toward preventive and curative programs
 

for 	this age group.
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TABLE B-1 

PERCENT DISTRIBUTION OF KNOWN CAUSES OF DEATH BY CAUSE 
FOR SELECTED AGE GROUPS, 1 9 7 4 a 

AGE 

Code Cause of Death 
Less 

than 1 1 - 4 5-14 
15 and 
over 

All 
Ages 

26-30 Vascular diseases 4 7 17 44 23 

18,19,39 Neoplastic diseases N/A 1 7 10 5 

31-33 Respiratory diseases 28 18 10 17 20 

3,4 Enteritis & Diarrhea 36 26 7 N/A 16 

47,48 Accidents & Injuries 1 9 25 12 9 

43,44 Perinatal causes 15 N/A N/A 1 6 

22,23 Malnutrition, Anemias 6 4 3 1 3 

Other known causes 15 35 30 15 19 

b All known causes 100 100 100 100 100 

(1733) (627) (342) (2333) (5035) 

All reported deaths 28 10 6 56 
(1788) (654) (368) (3636) (6445) 

aSoLrce: Statistical Yearbook, 1974, Department of Statistics. 

bExcludes codes 45,46. 



MORBIDITY AND HEALTH STATUS
 

Measurements of successive stages of morbidity will be described
 
in the following section. These stages 
can be broadly characterized
 

according to the stage of disease severity 
as follows:
 

1. Inpatient morbidity stage. 
This stage includes the most
 
severe 
forms of the disease originating in the community, with
 
the exception of delivery, which is a normal, uncomplicated
 
event carried out in an 
inpatient setting for precautionary
 
measures.
 

2. Outpatient morbidity stage or ambulatory care level. This
 
level includes primary and followup care, and pertains to
 
disease stages that are either less severe than the above
 
or easier to treat. It also includes predisease and health
 
stages which will be ascertained through the measurements of
 
selected preventive medical services.
 

3. Disease in the community. This measurement represents the
 
actual magnitude of disease in the population, including all
 
stages of severity. The availability of such data is unfor­
tunately limited to a few categorical diseases, or services
 
such as nutrition surveys, school health surveys, and tubercu­
losis and malaria control programs.
 

Environmental health. 
 This is considered an indicator rather
 
than a measurement of disease magnitude in the community and
 
will be described separately.
 

Inpatient Morbidity
 

It is estimated that four out of every 100 East Bank residents were
 
hospitalized (government, military, or private) for varying lengths of
 
time during 1975. 
 This repre ents a total number of 80,410 admissions,
 

the vast majority of which consist of one admission only per hospi­
talized patient. The rate of hospitalization appears to have increased
 

by 18 percent between 1972 and 1975. 
 This is shown in Table B-2 which
 

uses the hospital morbidity surveys of 1972 through 1975 and the demo­

eraphic estimate of population size for each of these years.
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TABLE B-2
 

ANNUAL HOSPITALIZATION RATE PER 1000 POPULATION 1972 TO 1975,
 
KINGDOM OF jORDAN

a
 

(EAST BANK ONLY)
 

No. of Population Hospitalization Percent Relative 
Year Admissions Estimate Rate per 1000 Increaseb 

1972 61,431 1,774,000 34.6 
1973 68,927 1,831,000 37.6 9 
1974 77,153 1,890,000 40.8 8 
1975 80,410 1,899,355 41.2 1 

aSource: Morbidity Statistics in Hospitals 1972-1975.
 
bRate in given year minus rate in preceding year as a percent of the
 
preceding year.
 

Table B-2 also shows a dramatic slowdown in the rate of admission to
 

hospitals. This slowdown (1 percent relative increase in 1975),
 

coupled with the fact that the hospital occupancy rate in 1975 was low
 
(53 percent private, 59 percent RMS, 74 percent government), implies that
 

the need for hospitalization is being met and that planning of medical
 
care facilities should focus away from increasing the number of inpatient
 

beds. However, these are aggregate figures for the country and it does
 
not follow that each health care 
sectir or region in the country conforms
 

to this situation.
 

Five categories of health care providers have available inpatient
 

facilities and admit patients. 
 These are the government hospitals,
 

the Royal Medical Service hospitals, the University of Jordan Hospital,
 

the private hospitals, and the charity hospitals. All except University
 
Hospital admission statistics prior to 1976 and none of these four has a
 

distinct target population which allows the derivation of comparative
 

rates of hospital admissions. Furthermore, one sector (RMS) serves
 

a population with hospitalization uses that are 
likely to be substan­
tially different from those of the population at large because of the
 

preponderance of healthy young recruits.
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In discussing the rate of hospitalization by region, it must first
 

be noted that that region is defined as a mohafazzat. Thus five such
 

regions exist in the East Bank with accountable admissions for 1975
 

only, and 4ith estimated target populations. Comparative annual rates of
 

hospitalization by region are shown in Table B-3. 

TABLE 1-3 

ANNUAL HOSPITALIZATION RATE PER 1000 POPULATION BY REGION, 19 75a 

(EAST BANK ONLY) 

No. of 
Region Admissions Est. Pop. Rate/lO00 

Amman 42,294 1,092,130 38.5 

Balqa 3,894 
 123,458 30.0
 

Irbid 
 22,760 531,819 40.4
 

Karak 8,460 
 102,565 78.3
 

Ma'an 2,645 
 49,383 51.3
 

TOTAL 
 80,043 1,899,355 41.2
 

aSource: Morbidity Statistics in Hospitals 1972 - 1975. 

This table shows two distinct regional differences. First, Balqa
 

has a clearly lower rate of hospitalization. This may be due to lower
 

utilization of hospitals for deliveries. Second, 
there is a substan­

tially greater rate of admission in the Karak and Ma'an regions that
 

cannot be ascribed to easier access, but rather may be due to either
 

more liberal admission criteria, or fewer nonhospital based medical care
 

facilities, or yet to a greater prevalence of disease which is severe
 

enough to warrant hospital care.
 

Use of inpatient facilities are known to differ among the four
 

medical 
care sectors operating in the East Bank. These differences
 

pertain to target populations served, level of specialization in care,
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occupancy rate, financial structure, hospital management, and other
 

features with definite relevance to the type o medical care services
 

provided and the outcomes of these services. The distribution of ad­

mission is presented for the three sectors (government, military, and
 

private) and for each region in Table B-4.
 

TABLE B-4
 

PERCENT DISTRIBUTION OF HOSPITAL ADMISSIONS
 
BY SECTOR AND BY REGION, 1 9 7 5a
 

Government RMS Private All
 

Region Hospitals Hospitals Hospitals Hospitals
 

Amman 64 12 25 100
 

Balqa 100 N/A N/A 100 

Irbid 70 5 25 100 

Karak 72 N/A 28 100 

Ma'an 100 N/A N/A 100 

TOTAL 68 8 24 100
 

aSource: Morbidity Statistics in Hospitals 1972 - 1975.
 

This table reveals that the responsibility of meeting the needs
 

for hospital care differs among sectors overall as well as within each
 

region. The outstanding regional differences are evident for the
 

smaller regions of Balqa, Karak, and Ma'an, where most if not all hos­

pital care needs are the responsibility of the government sector,
 

although the target populations of the three sectors described have a
 

more consistent distribution between the five regions. This unequal
 

distribution is partly remedied through various local arrangements that
 

allow one sector's target population to use the facilities of the other
 

sector either on a formal basis or through personal contacts.
 

B-8 



The sector differences in the distribution and utilization of
 

inpatient facilities are further illustrated in Table B-5.
 

TABLE B-5
 

Government RMS Private All 
Hospitals Hospitals Hospitals Hospitals 

PerLent of all 
admissions 68 8 24 100 

Percent of Hospital 
beds 44(1356) 35(1068) 21(638) 100 

Occupancy ratio (per­
cent) 74 58.5 53 

Average length of 
stay (days) 6.5 7.8 '7.9 

This table shows that the government hospitals have proportionately
 

fewer beds and more admissions than all other sectors, while using these
 

beds the most efficiently, as shown by the occupancy ratio and the
 

average length of stay.
 

Of 80,410 hospital admissions in 1975 for the East Bank, 20,522 or
 

25 percent were for surgical operations falling into essentially four
 

categories. Thirty-six percent of surgical operations pertained to
 

complications of delivery, abortions, sterilizations, and their conse­

quences. An additional 22 percent were made up of hernia repairs (9
 

percent), tonsillectomies (8 percent), and appendectomies (5 percent').
 

Thus a total of 58 percent of all surgical procedures in hospitals are
 

comprised of these four major categories.
 

A substantial portion of inpatient activities are thus geared to a
 

few well delineated conditions, the prevalence of which in the popula­

tion at risk may indeed be unusually high or toward which a certain
 

operative predilection is exercised.
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Another strategy for the categorization of admission causes is as
 

follows: Of the 80,140 admissions (surgical or medical), 24,523 or 30
 

percent pertain to delivertes, abortions, and complications of delivery,
 

accounting for 332 deaths or a rate of 13.5 deaths/1000 admissions.
 

These deaths deserve a case-by-case review. Of the remaining 70 percent,
 

consisting of 55,887 admissions, 7,677 or 14 percent are due to injuries
 

and accidents of varying description, and 7,118 or 13 percent pertain to
 

conditions which can be considered as predominantly amenable to preven­

tion. Thus a total of 27 percent of nonobstetrical admissions may be
 

substantially preventable through either health education, environmental
 

modification, nutritional improvement, chemoprophylaxis, or immuniza­

tions. This estimate varies at various categories of age and the means
 

of prevention are different in successively older age groups. These
 

estimates are summarized in Table B-6.
 

TABLE B-6
 

ESTIMATED PREVENTABLE HOSPITALIZATION (PERCENT)
 
BY AGE GROUP AND MEANS OF PREVENTIONa
 

AGE 
Less 15 and All 

Means of Prevention than 1 1 ­ 4 5-14 older Ages 

Total Preventable 
Number (Percent) 36 16 11 9 13 

(1767) (966) (911) (3474) (7118) 

Nutritional 58 45 21 14 131 

Environmental 38 42 54 33 38 

Immunization 3 13 7 9 8 

Chemoprophylaxis 3 1 19 45 24 

Total not 
Preventable (Percent) 64 84 89 91 88 

b (3109) (5099) (7718) (33966) (49892) 
Total admissionb 100 100 100 100 100 

(4876) (6065) (8629) (37440) (57010)
aSource: Morbidity Statistics in Hospitals 1975. Department of
 

Statistics.
 
bExcludes hospitalizations for reason of delivery or abortion.
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Outpatient Morbidity
 

In excess of 4 million visits for outpatient services were logged
 

in 1975 (two or more visits/capita/year), compared to 1.7 visits in the
 

United States. Of these visits, 42 percent are diagnostic and treatment
 

visits, and 58 percent arce preventive care or followup visits. The 

bulk of these services (70 percent or 2,892,160) are provided in govern­

ment clinic facilities, mostly outside hospital outpatient departments, 

that is, in health centers and rural clinics, which account for 2,520,000 

visits or 87 percent of ambulatory government services. 

The major reasons for diagnostic and treatment visits can be 

summarized as follows: four out of ten visits are for conditions 

involving the respiratory system, and two out of ten visits are for con­

ditions involving the digestive system. Tlhe remaining four visits are 

for conditions involving car, nose, and throat disorders, muscle-skele­

tal and skin conditions, and specific infectious and parasitic disorders.
 

The distribution of reasons for visit by age is shown in TableB-7
 

TABLE B-7 

AD HOC SURVEY OF PERCENT DISTRIBUTION OF REASONS FOR FIRST VISITS
 

TO A GOVERNMENT OUTPATIENT CLINIC (AJLOUN TABABA) 

(Sample of 4 days From 1975 Logbook for Treatment Visits) 

Less 15 and All 

than 1 1 - 4 5-14 Older AgesReasons for Visit 


Infectious and Parasitic
 

Conditions 0 2 22 1 5
 

Respiratory Conditions
 
(includes sore throats) 46 60 45 29 42
 

Digestive disorders 33 20 6 18 18
 

Injuries and Trauma 0 2 7 3 4
 
49 32
Other 21 16 19 


100TOTAL 100 100 100 100 


(52) (50) (109) (152) (354)
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This table shows that respiratory and digestive conditions
 

(diarrhea) are the most common disorders among infants and preschool
 

children. Respiratory conditions alone are the major morbidity factor 

during the preschool years, and continue to assume a major rank in the 
following years of life. Infectious and parasitic diseases assume a
 
distinct pattern by age in that 
they occur predominantly during school 
years. injuries and trauma involve generally the school years as well
 

as the years of adult life. The outstanding prevalence of sore 
throats among the disorders treated on an outpatient basis, or uncovered 
in surveys conducted by the school health section of the Division of
 
Preventive Medicine, coupled 
with the unusually high number of hospi­

talized rheumatic fever and rheumatic heart disease cases, strongly
 
implicate streptococcal infections as 
a major etiologic factor that is
 

inadequately detected and treated. 

Prenatal and postnatal care needs are only partially addressed by
 

MCH centers and by hospitals in the three sectors. The problem of 
unmet needs is amply supported by the facts that one-fifth of the total
 

popuJation is comprised of women of reproductive age and that the
 

fertility rate of 225 per 1000 among such women is high and compounded 

by conception spacing factors as well as by the wide age-range of 

mothers at conception. 

To illustrate, fully 80 percent of all pregnancies receive no 
prenatal care, and 60-70 percent of all deliveries occur without pro­

fessional or paraprofessional attendance. 
 Probably similar proportions
 

exist in terms of postnatal care.
 

The outstanding fact of infant care is that uetween 90-100 of
 

every 1000 live births die before reaching their first birthday. Fur­

thermore, in excess of 70 percent of these deaths 
can be attributed to
 

preventable causes. This illustrates the magnitude of the disease
 

problem among infants.
 

The second most important problem, at least 
as far as the infant
 

is concerned, is the low level of immunization. The immunization
 

coverage in the first year of life, mostly delivered through MCH centers
 

(MCH Annual Report 1975), is discussed below.
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Triple Vaccine and Polio
 

First dose: aprroX. 65 percent of infants are not immunized 

Second dose: approx. 70 percent of infants are ihot immunized 

Third dose: approx. 78 percent of infants are no- immunized 

Booster dose: approx. 98 percent of infants are not immunized 

These unmet needs are totally unacceptable.
 

BCG
 

Although the coverage of the general population is indeed very
 

satisfactory, the bulk of BCG vaccination are administered during the
 

first year of school. 
Among infants, 90 percent are not immunized.
 

This low rate of immunization may be unacceptable if the infection rate
 

(positive tuberculin test) among infants uAceeded 2 percent. 
This is
 

not presently known in high-risk areas.
 

Smallpox
 

The coverage of infants is largely dependent on the timing of mass
 

immunization campaigns which have aaiieved spectazular results and
 

minimized the importance of smallpox immunization in infancy.
 

Measles
 

Aside from ad hoc limited availability of vaccine (about 15,000
 

doses, of which 5,000 were used some seven years ago, followed by a
 
similar batch several years later), 
the need remains almost universal.
 

This 3ituation must be contrasted against 172 hospitalized measles
 

cases, of which 13 or 8 percent died in 1975.
 

In the pre-school years the magnitude of the problems 
can best be
 

illustrated by the fact that these are the years when the child is
 

exposed for the first time 
to the extrafamilial environment. 
These
 

are 
the years of diarrhea and respiratory conditions, as well as the
 
years when booster immunizations are needed. Indeed, at this age these
 

conditions account for approximately 80 percent of prinary care utiliza­

tion, 32 percent of hospitalizations (including 98 cases cf measles, and
 

42 pe.e=nt of registered deaths.
 

B-13 



These conditions in those years are prime candidates for preven­
)n programs based 
on nutritional and environmental considerations
 

described elsewhere. These conditions are also curable and strongly
 
implicate the inadequacy of curative services specifically directed to
 
treat diarrhea and respiratory infections, including streptococcal in­
fections. The implication that the needs for effective primary curative
 
services during the preschool years are inadequately met reL primarily
. 

on the observed number of deaths and hospitalizations for the age group
 

1-4, categorized by cause.
 

A 1975 Health Survey conducted by the school health section of the
 
Division of Preventive Medicine (Ministry of Health) among first and
 
seventh graders, identifies the distribution of disorders by area
 

(Table B-8). 

Although definitions of the conditions surveyed have apparently
 
been left to the judgment of the visiting health team, it is nonetheless
 
notewortny that ear, nose, and throat disorders, with their component of
 
streptococcol sore 
throats, and communicable diseases 
(mostly scabies)
 
are unusally prevalent, 
as are vision problems (major component of the
 
disorders of the eye). Additionally, the dental survey team found a
 
high proportion of pupil- With dental disorders: 
 for example, between
 
22 and 35 percent with inf. 
 ation of the soft tissues and between 6
 

and 37 percent with evidence of fluorosis.
 

There are no independent estimates of the prevalence of morbid con­
ditions usually associated with adult life, such as 
coronary heart
 
disease, hypertension and its sequelae, diabetes, duodenal ulcers, and
 
injuries and traumas. 
 It would appear these conditions affect a sizable
 
portion of the adult population, since they occupy a high rank among
 
general as well as speciality outpatient clinic visits, as they do among
 
hospitalized conditions and causes 
of deaths. Furthermore, these condi­
tions use a substantial proportion of the curative health resources
 

because of their chronic nature.
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TABLE B-8 

PREVALANCE (PER 1000) OF SELECTED DISORDERS FOUND ON EXAMINATION 
OF FIRST AND SEVENTH GRADE PUPILS, BY AREAa 

Disorder 

Eye Disorders 

Madaba 

31 

Jerash 

44 

Salt 

71 

Area Studied 

Karak Ma'an 

30 24 

Mafraq 

28 

Tafilah 

45 

1975-76 
Total 

36 

Disorders of the Disgestive 
System 62 36 182 27 42 95 151 71 

Ear, Nose and Throat 
Disorders 223 242 159 40 177 94 146 144 

Infectious skin Disorders 23 19 20 25 51 20 42 26 

Communicable Diseases 20 54 112 10 20 35 71 38 

No. of pupils examined 4949 3795 1885 6185 1393 3788 2424 24419 

aSource: Annual Progress Report: Division of School Health 1975-1976. 



Epidemiologic Features of Selected Communicable Diseases.
 

Malaria assumes very distinct epidemiologic features in Jordan in 
that its presence among Jordanian citizens is non-existent, although
 
a few cases wcre importe9d a 
 few years ago frm such neighboring states
 

as Pakistan, Arab Gulf States, and Arabia.
Saudi For example, of 
18,107 blood examinations conducted in the first quarter of 1976, 66 
or 0.36 percent were positive, all of which were imported, mostly into 
the 	 region of Karak. These imported cases do indeed pose a threat to 
the vector and human populations of Jordan. 

In most of the Kingdom of Jordan, tuberculosis appears to be well 
under control at present, in terms of the rate of newly discovered 
active cases (1.4/000 population per year or 500 new cases per year). 

The 	 sources of these new cases are primarily the newly settled 
or semi-nomadic population groups settling on the eastern fringes of 
the populated portion of the country. These new cases, 	 the
as well as 

previously existing ones, are being actively and effectively treated 
and their contacts triced and tested for vaccination or infection 

status. Simultaneously an active program of BCG vaccinations and of
 
PPD 	testing for infection is being pursued in most areas of the country.
 

The 	highlights of these two activities are: 

1. 
The PPD testing of previously nonvaccinated population groups
reveals a rate of infection of 0.7 percent (Amman), which is 
low indeed for the population tested (6 years of age), but
 
which may go as high or higher than 1 to 2 percent of children 
in specific high-risk areas such as Madaba, Mafraq, and Ma'an. 

2. 	The impressive coverage of the population with BCG vaccinations
 
(75 percent) is not distributed according to susceptibility to
 
infection. For example, the preschooler has the lowest immuni­
zation rate (35 percent). The nomadic and semi-nomadic popula­
tions are reported to have a substantially lower rate of BCG
 
coverage while at the same 
time contribute a disproportionate
 
share of the old and new cases of tuberculosis.
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APPENDIX C
 

ORGANIZATION AND FUNCTIONS OF THE
 
MINISTRY OF HEALTH
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INTRODUCTION
 

The legal functions and responsibilities of the Ministry of
 
Health (MOH) are set forth in public laws of 1971 and 1976. 
 Legal
 

responsibilities include, among others:
 

1. 	provision of preventive, curative, and pharmaceutical
 

services
 

2. 	health education and training
 

3. supervision of the private sector, including hospital, medical
 
and pharmaceutical services, laboratories and health professions
 

4. 	development of health policy for the Kingdom.
 

Although the law does not define a target population for MOH
 
services, it is by implication the entire population of Jordan except
 
for 	those covered by Lhe Royal Medical Service. Much of this report
 
will focus on whether the MOH does, in fact, have the resources and
 
authority to carry out the responsibilities set for it by these laws.
 

STRUCTURE
 

The ministry's formal organizational structure is outlined on
 
the attached chart. The ten directorates shown on the right-hand side
 
of the chart constitute the central planning and administrative staff,
 
while the eight health regions shown on the left are the actual health
 
care providers. Three of the directorates have only recently been
 
separated from the older organizational structure and given directorate
 
status; bylaws detailing their functions have yet to be developed.
 

The 1976 budget law allocated funds to the ministry as follows:
 

Dinars Percent
 

Administration 
 181,100 3.9
 

X-Ray 
 123,850 *2.7
 

Laboratories 
 170,530 3.6
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Dinars Percent
 

Preventive Medicine 631,151 
 13.5
 

Curative Medicine 3,386,950 
 72.3
 

Training and Education 117,150 
 2.5
 

Dentistry 70,700 1.5
 

4,681,430 100.0
 

($14,143,293)
 

There is, unfortunately, no simple way to attribute expenditures
 

to the various directorates, but the overwhelming preponderance of
 

funds is clearly allocated to curative medicine.
 

The present organizational structure authorizes direct access to
 

the undersecretary by the following individuals:
 

10 department directors
 

the legal advisor
 

the Chief Clerk
 

8 regional health directors
 

the director of Ashrafiya Hospital
 

the director of the central health laboratory
 

the director of the central warehouse
 

the director of the college of nursing
 

the director of medical technicians
 

In actual practice, it appears that the regional health directors deal
 

primarily with the Director of Administration on any matter having
 

financial implications and with other directors as the need arises.
 

If dissatisfied, they may, and evidently do, appeal to the undersecre­

tary. Hospital directors should formally approach the ministry through
 

their regional directors, but may apparently go directly to the Director
 

of Curative Medicine. This confused situation reduces the influence
 

that regional directors exert within their area and gives technical
 

directors little direct influence over program development.
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There appears to be a strong tendency to refer decisions upward,
 

to the point where the decision maker may be far removed from the
 

situation. To a certain extent, the law requires centralization,
 

especially in budgetary and personnel matters, but 
even beyond this,
 

subordinates appear reluctant to make recommendations or to exercise
 

the authority that they do have. 
The result is a heavy administrative
 

load on central ministry personnel, delayed decision making, and loss
 

of valuable planning and supervisory opportunities at the local level.
 

At present, there seem to be no clear guidelines on the extent
 

of the authority that regional directors do have. Even to the extent
 

that guidelines do exist, they appear to be observed differently in
 

different cases. The regions have small discretionary funds (up to
 

300 dinars) for emergency repairs and supplies, and they may hire such
 

nonprofessional personnel as cooks and drivers for established posi­

tions, subject to subsequent MOH approval. They may transfer most
 

personnel within their districts but lack the authority to open new
 

clinics or transfer medical specialists. They have very little other
 

authority over their subordinates, however, and the latter look to
 

Amman for promotion opportunities.
 

DIRECTORATE OF PREVENTIVE MEDICINE
 

The Directorate of Preventive Medicine is legally responsible
 

for disease and epidemic prevention, health education and other 

public health activities, and supervision of preventive health 

activities carried out by institutions outside the Ministry 

of Health. There are five active divisions, namely environmental 

health, malaria eradication, tuberculosis control, school health, and 

maternal and child health. 
All are located in separate buildings, 

although the director himself is based in the central ministry head­

quarters. The various section directors meet together once or twice a 

week. Minimal health education activities appear to occur in all five
 

sections but lack any central technical coordination. The 1971 law
 

established additional sections for nutrition, public health nurses,
 

vocational and industrial health, psychiatric health, and old age care,
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personnel on a temporary basis, provided that the position has already
 
been sanctioned, and subject to final government approval.
 

DIRECTORATE OF EDUCATION AND TRAINING, AND
 

DIRECTORATE OF PLANNING AND FOREIGN RELATIONS
 

The directorates were created in 1976 by dividing the older Direc­
torate of Training and Programs. They are currently headed by a single
 
individual, and since no bylaws have been established for the Education
 

and Training Directorate, they may still be considered as 
a single
 

unit. 
The 1971 law established the following responsibilities for the
 
Directorate of Training and Programs:
 

Planning: "preparation of the required studies .'.. and 

(development) of the principles for good medical and health
 

services."
 

Special studies: in particular, medical research.
 

Internal and international training, including in-service
 

training.
 

Program evaluation: supervision of data collection for the
 

ministry.
 

All international relationships of the ministry.
 

Technical documentary support: "preserving and coordinating
 

the documents in the ministry, and securing the required
 

reference books to all its centers."
 

The current director of these two directorates is supported by
 
three assistants and ten statisticians. All English correspondence
 
at the ministry is prepared in his office, and virtually all external
 

relations, including overseas training, are handled in his section.
 
The director has completed several planning studies, but their scope
 
has been limited to internal ministry organization or special projects,
 

such as the Amman Civil Hospital (now Jordan University Hospital)
 

and the new Aqaba hospital.
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but these have not been staffed. The director has specifically re­
quested staff for epidemiology, health education, and occupational
 

health, but these are not yet funded. The school health program is
 

funded by the Ministry of Education but supervised by the Ministry of
 
Health. Its annual budget is JD50,000. This program seeks to provide
 

one physician and one dentist for each of 28 educational districts
 

within the country. Eight of these have been staffed to date, and
 

the ministry hopes to add three more each year. The emphasis of this
 

program is on rural areas, and no physicians are provided in Amman.
 

School health physicians are currently doing physical examinations of
 

all students in the first and seventh classes in the regions covered.
 

DIRECTORATE OF ADMINISTRATION
 

The Directorate of Administration is charged with the following
 

responsibilities:
 

Personnel supervision, including "Evaluation of employees
 

on the basis of productivity and devotion to the performance
 

of their duties," and "Determining personnel needs for each
 

hospital center and clinic."
 

Budget preparation and disbursement; preparation of periodic
 

fiscal reports.
 

Building maintenance and leasing.
 

Provision of transportation for ministry personnel.
 

The directorate is headed by a physician assisted by a large
 

number of clerks but with no technical staff. Personnel matters occupy
 

a large part of his time, but these are primarily routine rather than
 

evaluative or developmental. There appears to be no formal process
 

for budget preparation, and analysis of the distribution of incurred
 

expenditures to specific activities, hospitals, or regions would only
 

be possible if individual receipts were analyzed through a special
 

study. Any step with a budget implication that a regional director
 

wishes to take must be approved in advance by the Director for Adminis­

tration. The regional director may, it appears, hire certain low-level
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DIRECTORATE OF CURATIVE MEDICINE
 

According to the 1971 law, the Directorate of Curative Medicine id
 

responsible for the following functions:
 

"Supervision of medical treatment services 
to the participants and
 

beneficiaries of the medical insurance plan and to the citizens,
 

in accordance with effective regulations and at the best scier.­

tific level possible."
 

"Supervision of medical treatment services in the private sector
 

to ensure their performance at a good level."
 

Licensing of physicians and medical assistant professions, and
 

establishment of conditions for practising these professions.
 

Licensing, controlling, and directing medical institutions.
 

Determination of physical fitness of individuals in various pro­

fessions and jobs.
 

Provision of technical medical advice to judicial authorities in
 

in the field of forensic medicine.
 

Although the lines of authority between the Director of Curative
 

Medicine and hospital and regional health directors are quite unclear,
 

the Director of Curative Medicine is responsible for development of
 

virtually all curative medical services in the government sector, as
 

well as some supervision of the private sector. It appears, however,
 

that most of his daily functions are directed to licensing, physical
 

examinations, and supervision and approval for assignment of all
 

physician specialists.
 

The law of 1971 established standards for the licensing of all
 

private hospitals. License inspections are often conducted before
 

actual development of the hospital, since most private hospitals in
 

Amman have, until recently, been located in apartment houses. The
 

licensing committee, which consists of the Director of Curative
 

Medicine, the President of the Medical Syndicate, and the regional
 

health director where the hospital will be located, inspect the
 

facility prior to selection of equipment and staff members. It
 

appears that rejection of plans at this stage has occurred, at least
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on several occasions. Recommendations of the licensing committee are
 
forwarded to the Minister of Health for his final approval. 
Periodic
 
reinspection of private hospitals does occur, but at 
no regularly
 
scheduled intervals. 
The need for new facilities is not considered
 

in licensing of private hospitals.
 

The Director of Curative Medicine is responsible also for the rural
 
health infrastructure, including remote government clinics. 
 The direc­
tor appears to lack the necessary data and standards, however, for
 
long-range site planning. 
 If a regional director requests that a new
 
clinic be opened, the Director of Curative Medicine checks first with
 
the Director of Administration regarding availability of personnel,
 
and then with the Director of Pharmacy and Supplies regarding supplies
 
and equipment. 
The ministry itself may not have to construct physical
 
facilities since these may be leased by the municipality in which the
 
clinic is to be located. 
 If both staff and supplies are available, the
 
new clinic is usually approved. Conversations with regional directors,
 
however, indicate 
that the ministry sometimes locates clinics at sites
 
that have not been recommende., while denying the requested facilities.
 

The Director of Curative Medicine also supervises a number of
 
medical committees, most of which are responsible for physical exams
 
of prospective government employees or for referral of ministry patients
 
to non-ministry hospitals (such as The Jordan University Hospital).
 
Each health region has four such committees for pre-employment exams
 
and for review of on-the-job injuries. The government has written
 
physical and medical st 
..dards for government employment. The regional
 
committees are supervised by a high committee in Amman, which is respon­
sible for making the final decision on all cases. 
 This committee
 
consists of five Ministry of Health doctors and meets weekly; it may
 
actually examine the patients but, more frequently, relies on reports
 

from the regional committees.
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DIRECTORATE OF PHARMACY AND SUPPLIES
 

The Directorate of Pharmacy and Supplies has 
a staff of seven
 

licensed pharmacists (plus the director) and 29 clerks and technicians.
 

Its responsibilities include:
 

licensing of private pharmacies and pharmacists
 

price control of privately sold drugs
 

quality controls
 

purchasing of all drugs required by the MOH
 

narcotics control and reporting
 

The directorate currently has two active divisions, one for pharmacies
 

and the other for supplies.
 

At the present time, 16 percent of all drugs used by the MOH are
 

produced (from imported raw materials) by the Arab Pharmaceutical
 

Company at Salt. 
About one-third of this firm's production is consumed
 

domestically, and two-thirds is exported to points as 
distant as
 

Nigeria. 
Within five years, there will be four additional drug pro­

ducers, mostly developed with Jordanian capital but with some American
 

and other foreign inputs. 
The ministry is seeking to coordinate these
 

producers, and estimates that by 1980, 40 percent of drug consumption
 

will be locally produced.
 

The quality of drugs is currently controlled by relying on the
 

exporting country's own licensing and inspection procedures. This
 

will be less satisfactory in the future as domestic production rises,
 

and development of a control lab is therefore a high priority of this
 

directorate. This project has been approved in the Five Year Plan,
 

but is currently being delayed, at least partly because of some
 

uncertainty as 
to where it should be administratively located. The
 

director also wants additional local studies of drug side effects,
 

though there are no definite plans for this.
 

Directorat staff licenses all pharmacies and may inspect them
 

from time 
to time for price control and other standards. These stan­

dards were established by law in 1972. A different set of personnel
 

inspects Health Ministry pharmacies, mainly to ascertain inventory
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maintenance.
 

The ministry orders drugs by their generic description and works
 

from a basic list of 3600 approved items. In case of sudden shortages,
 

the director may borrow supplies from the Royal Medical Service; this
 

is an informal noninstitutionallzed arrangement. Local purchases valued
 

at up to JD1000 may be completed without tenders, but larger ones must
 

be referred to the Purchasing Department of the Ministry of Finance.
 

The latter arrangement is not satisfactory, because the Ministry of
 

Finance lacks both the technical and clerical staff required. MOH
 

personnel simply go to the Ministry of Finance and do their work there.
 

Antibiotics and antituberculins are imported duty free, but all others
 

carry 4 percent tariffs.
 

Equipment supply is more difficult than drugs because of inadequate
 

maintenance facilities and lack of standardization. Physicians trained
 

in different countries are familiar with different instruments and
 

call them by different names; the ministry is attempting to develop a
 

standard list, complete with photographs and operational equivalents.
 

The actual instruments supplied may vary from year to year as prices
 

change; the ministry need not purchase from the lowest bidder, but they
 

will change suppliers if price differentials are great. Maintenance
 

is a problem because suppliers offer only short-term contracts and
 

because the ministry cannot afford the salaries of adequately trained
 

repairmen. The ministry, in effect, must and does order substantial
 

extra equipment so that an adequate stock will be operational.
 

The pharmaceutical budget of the MOH rises by 15 to 20 percent
 

per year, and orders increase by about the same magnitude across the
 

board, without change in the mix supplied.
 

C-I0
 



APPENDIX D 

HEALTH MANPOWER
 

D-1
 



INTRODUCTION
 

Health manpower--physicians, nurses of all types, midwives, techni­

cians, paramedical workers, and auxiliaries--constitute the major resource
 

for the delivery of health services. Their numbers, distribution, utili­

zation, and training have a significant impact on the nature, types, and
 

quality of services that are and can be offered to improve the health
 

status of the population.
 

The purpose of this section of the Phase II Health Team report is
 

to provide a general overview of issues pertaining to health manpower in
 

Jordan. Such an overview is intended as a guide, not a substitute for a
 

more detailed and specific health manpower planning effort, which must
 

be based on more accurate data than is presently available, and upon
 

fundamental policy dec~isions concernicig the direction of the health care
 

system in Jordan.
 

In this report, specific issues are addressed as follows:
 

The General Educational System describes patterns and trends in edu­

cation and enrollment in Jordan which affecL the basic supply of candidates
 

for health manpower training and employment.
 

General Labor Forcu and Employment examines characteristics of Jor­

dan's labor force and their implications for health manpower.
 

Health Manpower Resources details existing evidence on the numbers
 

and types of health manpower available in Jordan today, together with
 

factors which influence past and future trends in supply. Issues con­

cerning data and alternative health manpower planning methodologies are
 

discussed, as well as such issues as occupational status, salaries and
 

benefits, and emigration.
 

Distribution of Health Manpower focuses on geographical and institu­

tional (hospital- versus clinic-based) issues in the distribution of
 

health manpower and highlights the ways in which distribution affects the
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ability of the health care system to meet the principal health needs of
 

the population.
 

In Utilization of Health Manpower, selected issues in the utiliza­

tion of physicians, practical nurses at the community clinic level, and
 

midwives in Maternal and Child Health Clinic (MCH) work are discussed,
 

together with potentials for improved utilization.
 

Finally, Key Issues in the Education and Training of Health Man­

power in Jordan discusses salient characteristics of training programs
 

and identifies problems to be addressed.
 

THE GENERAL SYSTEM
 

Subsidized compulsory education for all children through 14 years of
 

age is a priority government policy in Jordan which has been supported
 

over the past eight years by a steady increase in expenditures, numbers
 

of schools and class units, number of teachers, and, coirespondingly, in
 

enrollments.
 

Table D-1 shows school earollments for 1974-75 as presented in the
 

Statistical Educational Yearbook 1974-75, prepared by the Ministry of
 

Education. Percentages of enrollments for 1970-71, obtained from the Sta­

tistical Educational Xearbook 1970-71 are also shown for comparison. The
 

relative increase in proportionate enrollment at each level over this
 

time period is presented.
 

The most striking feature of enrollmt.'ts is the dramatic increase
 

(adjusted for population growth) in the relative proportions of students
 

pursuing the upper levels of education, mst notably post-secondary edu­

cation. Development of post-secondary educational opportunities at the
 

University of Jordan, together with increasing absolute numbers of
 

secondary school graduates' partly account for this phenomenon. Expan­

sion of specialized post-secondary training opportunities, such as
 

1 In order to be eligible for most post-secondary education and training
 

opportunities, students must sit for and pass the Government's Tawjihi
 

examination; 10,835 students passed the Tawjihi in 1974-75, an increase
 

of 61 percent over the number passing in 1970-71.
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teaching, engineering, and commerce, also helps to explain the leap in
 

proportionate post-secondary enrollments. In addition, a considerable
 

number of Jordanians pursue education and training abroad.
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TABLE D-I 

' bSCHOOL ENROLLMENT
 

(Number and Percent of School Age Populations at
 

Each Educational Level by Sex for 1974-75 and Relative Increase in
 

Total Enrollments Between 1970-71 and 1974-75)
 

Level Primary Preparatory Secondary 
(Grades 1-6) (Grades 7,8,9) (Grades 10,11,12) 

Males 
Number enrolled 183,053 63,151 33,524 
Percentc 100 88 54 

Females
 
Number enrolled 153,813 48,223 22,665 


Percentc 92 72 38 


Total Male & Female
 
Number enrolled 336,866 111,374 56,189 


Percentc in 1974-75 96 80 46 


Percentc in 1970-71 90 65 35 


Relative Increase 7 23 31 

In Proportionate
 

Enrollment (Percent)d
 

Sources:
 
Statistical Educational Yearbook 1970-71.
 

"Includes enrollments at government (68 percent) and private institutions.
 
CNumber of children enrolled expressed as percentage of all children (by sex) in the
 

dappropriate age groups.
 
Proportionate Relative increase a-b takes into account and adjusts for population
 
growth. c
 

Post
 
Secondary
 

13,404
 

14
 

6,850
 

7
 

20,254
 

11
 

3 (est.)
 

267
 



Also notable in Table D-1 are the differences in proportionate enrol­

lment at each level by sex, particularly at the upper levels. Despite
 

growth in both the proportions of school age females enrolled and in
 

Tawjihi attainment (females numbered about one-quarter of the Tawjihi 

recipients in 1970-71 and a third of all recipients in 1974-75), the 

absolute number of fcmale Tawjihi recipients was still only 3,535 in 

1974-75. This, together with patterns of early marriage and other 

sociocultural factors that discourage higher education for women, helps 

to account for the fact that only half as many females as males are en­

rolled in post-secondary education and training. 

The relatively 1imited Supply of women eligible for post-secondary 

opportunities, combined with the expansion of education and training 

opportunities that preparL students for other occupations, must be taken 

into consideration when strategies for developing the manpower to support 

Jordan's national health plan are determined. 

The number of male graduates with Fawjihi, while not large (approxi­

mately 7,300 in 1974-75) should be sufficient to supply an adequate number 

of candidates for programs that prepare for health occupations. Evidence 

that supply alone is not at tLhe root of declining enrollment in selected 

health occupation trainJvg programs is offered by the fact that other 

post-secondary education and training programs in Jordan have more appli­

cants than they can absorb. 

GENERAL LABOR FORCE AND EIXPLOYMENT 

The 1976 Jordan Development Conference study of the labor force in 

Jordan estimated that only 382,000 persons or 19.6 percent of Jordan's 

(East Bank) population are participants in the labor force. Of these, 

89,000 work in agriculture, 128,000 in non-agricultural establishments, 

and 76 percent are wage earners. Females account for 13.6 percent of
 

the nonagricultural labor force, with 3.8 percent of the female population
 

in the labor force overall. The low participation rates of women and
 

students, tcgether with the )outhfulness of the population (51 percent
 

under 15 years of age), the high enrollment rates in school, and finally,
 

D-6
 



the large numbers of professional and skilled Jordanians working abroad,
 

combine and contribute to the fact that a low proportion of the total
 

population participates in the labor force.
 

While nearly 71 percent of the labor force is employed in Amman
 

Governorate, this figure represents a 15 percet decrease from 1970, when
 

fully 85 perzent of the labor force was in Amman. This reduction of
 

labor force concentration in Amman stands in contrast to the increased
 

concentration of the general population in Amman and may reflect a trend
 

toward labor spillover into Jordan's other regions, resulting from develop­

ment efforts elsewhere in the country, as well as considerable migration
 

to opportunities abroad.
 

Estimates of labor outflow to other countries are crude,but overall
 

are estimated to be in the range of 30 percent of the labor supply, partic­

ularly in the occupational categories requiring university training and in
 

the technical and sub-professional occupations requiring two years of
 

post-secondary training.
 

Thos- with university training are, in most countries, more inter­

nationally mobile than those with less training because their qualifica­

tions are more recognizable and they more often possess the financial
 

resources to migrate. In Jordan, this mobility may be even further ex­

acerbated by the fact that, according to the April 1976 Jordan Develop­

ment Conference report on the Labor Force, Jordanian institutions supply
 

only 20 percent of all university-trained members of the labor force.
 

Fully 80 percent are trained outside. In contrast, Jordanian institutions
 

are the major sources of supply for those with less than university train­

ing: they prepare 85 percent of the total labor force. Thus, not unex­

pectedly, a somewhat lower net outflow of labor is found among those in
 

the skilled and semiskilled occupations which employ primarily those
 

persons trained in Jordan. However, as will be discussed elsewhere in
 

this report, those trained in certain health occupations possess a set
 

of skills that makes them particularly vulnerable to migration.
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The Jordan Development Conference document mentioned above has
 

attempted to match projections of labor supply against demand in 1980
 

and gives evidence that there will be a net surplus of university-trained
 

persons and a net labor shortage o 1,339 in the technical and subprofes­

sional occupations and of 18,822 in the skilled manual occupations. It is
 

expected that most of this shortage will be met by expanded training
 

opportunities, together with a flow of the more highly trained into occu­

pations which require less training but which (because of shortages) are
 

paying higher wage rates. It is difficult to anticipate how various trends
 

in education and employment will interact to affect the production of
 

health manpower, but it is possible that recruitment of workers to health
 

occupations will face stiff competition--not so much from other training
 

as from alternative employment opportunities, including many outside
 

Jordan.
 

HEALTH MANPOWER RESOURCES
 

Data Sources
 

Data providing estintates of the supply and distribution of health
 

manpower is available from a number of sources, including the Ministry
 

of Health's Statistics Section, the Jordan Medical Association (which
 

provides the MOH with much of the data on physicians), the Manpower
 

section of the National Planning Council, the Statistical Yearbooks
 

published by the National Department of Statistics, and within the past
 

moaith, from the progress report prepared by Heery International and its
 

affiliates for the Royal Medical Services. Unfortunately, there are
 

wide variations in estimates (both among and within these sources) for
 

many categories of health workers; for other categories, such as practi­

cal nurses and medical technicians, data exists for one subsector of
 

health provider but not for others, not over time and not broken down
 

by special skill. Finally, published sources are extremely limited
 

in details from which to determine regional, urban-rural and institu­

tional distribution patterns, especially by subsecror.
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Methodology
 

It has been common in Jordan (and elsewhere) to determine adequacy
 

of manpower supply by comparing the numbers of manpower available with
 

the numbers which would be required if a set "standard ratio" (for ex­

ample, MD's per population, nurses per bed) were to be met. Tixe arith­

metic difference between the numbers implied by the standard and the
 

numbers currently available is then assumed to be the net number "needed."
 

There are a number of shortcomings inherent in this approach to
 

determining the adequacy of health manpower supply. First, the use of
 

standard ratios seldom includes, and in fact may yield entirely different
 

results from, a methodological approach which examines: 1) the type of
 

health system and the mix of services required by the health conditions
 

of the country; 2) the specific functions and tasks required to carry
 

out the appropriate mix of services, and 3) the potential, or existing,
 

distribution of functions and tasks among different types of health
 

workers. By contrast, standard ratios are often derived from inter­

national standards and bear little relation to the health needs or
 

human resources constraints of the individual countries in which they
 

are applied.
 

Secondly, standard ratios mask the problems of maldistribution of
 

health manpower, which, in Jordan and elsewhere, exist among geographi­

cal areas, among subsectors, and among different types of facilities.
 

Realistic and comprehensive health manpower planning for Jordan
 

must proceed in light of policy decisions about the direction of the
 

health care system, the mix of services to be offered, and the distribu­

tion of those services, and should be based on a functional analysis of
 

the types of tasks which need to be performed and the allocation of
 

those tasks among the various existing and potential kinds of workers.
 

Most of these steps in the manpower planning process have yet to be
 

taken in Jordan. Consequently, the discussions below of health manpower
 

supply, distribution, and, to some extent, education and training, focus
 

on description of the situation as it exists in Jordan today and on identi­

fication of current or potential issue areas.
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Supply 

Table D-2 presents the estimated numbers of workers in major health
 

occupations by sector of employment, as of 1976, together with national
 

ratios to population.
 

TABLE D-2
 

a
 
DISTRIBUTION OF HEALTH MANPOWER BY SECTOR, 1976


Health 	 Ratio to Total
 

Occupation &ov'tb Privatec Military Total Population
 

NDs 1 402 394 313 1,109 	 1:1803
 

DDS 40 108 48 196 	 1:10,204
 

Staff
 
nurses 346 159 619 1:3231

(RN's)	 11 4  

Practical 1,263 34 349 1,646 	 1:1215
 
or assistant
 
nurses
 

42d
Midwives 137 16 195 	 1:420
 
(live births)
 
1:4117
 
(Reprod. o t
 

4 
child under
 
5 years
 

asources: Ministry of Health, Medical Association, and Royal Medical Services
 

bdata.

Includes MOH and University
 

dIncludes UNRWA
 
1975 Med. Assoc. estimate
 

eWith the exception of the Military sector (which has a defined population
 

for which it is responsible), it is difficult to define the sizes of the
 
populations covered by the subsectors; hence ratios to total population
 
are presented here.
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Physicians
 

As of mid-1976, there were 1,109 physicians in Jordan: one MD for
 

each 1,803 population (or 5.5 MDs per 10,000). Of all physicians, 36 per­

cent are employed in the Ministry of Health and University of Jordan,
 

36 percent in the private sector, including UNRWA, and 28 percent in the
 

military (Royal Medical Services). The number of physicians in the
 

government sector increased approximately 55 percent between 1970 and
 

1976. Figures on growth in number of physicians in the military are
 

not currently available. According to Medical Association and official
 

government figures, the number employed in the private sector reportedly
 

has increased by less than 1 percent, although observntion would suggest
 

that this figure is probably a sizeable underestimate.
 

There is some evidence that physicians use government employment
 

as a means by which to gain experience, confidence, and reputation be­

fore joining the private sector. If this is so, there may be more
 

rapid growth of the private sector over the next five to ten years, as
 

those who have recently joined the government reach professional
 

maturity. Heery International data on the youthfulness of RMS physi­

cians suggests a similar phenomenon may take place among military
 

physicians. Such a transfer to the private sector, if it is not happen­

ing already, would seem particularly likely to occur given the signifi­

cantly higher earnings obtainable in the private sector. Reports indi­

cate that a specialist (with FRCP) in private practice in Amman can
 

earn up to JD 1,000 per month, while his or her counterpart in govern­

ment service will earn about JD 350, including all allowances and benefits.
 

Over all sectors, approximately 64 percent of physicians are in
 

medicine (including general medicine and medicine subspecialties), 17
 

percent are in surgery (general surgery and surgical subspecialities),
 

ard 19 percent in other speciality fields.
 

General practitioners, including physicians in general medicine
 

and general surgery, account for 58 percent of all physicians. By
 

contrast, it appears that between 70 and 80 percent of all hospital
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and outpatient visits are for primary care. Thus, it is likely that many
 

specialists are engaged in rendering primary care services (spot checks
 

of specialist physician outpatient records support this conclusion) and
 

therefore are underutilized relative to their skills.
 

The nature and frequency of health problems in Jordan, together
 

with evidence that highly trained specialists are being inappropriately
 

used to address these problems, all p~int to the need for more general
 

practice physicians, especially those with community health orientation.
 

Even so, it is suggested that to achieve effective extension of both the
 

kinds and distribution of basic health services, Jordan will require
 

development of auxiliary levels of manpower.
 

Despite the shortcomings noted earlier about the use of "standard
 

ratios" as a basis for determining health manpower requirements, it is
 

significant to note what the application of this largely inappropriate
 

methodology suggests about the adequacy of the supply of physicians in
 

Jordan. Calculations for specialists in twelve selected fields have
 

been made and the results presented in TaIle D-3. Current specialist­

to-population ratios are compared with the standard ratios selected as
 

"desirable" by the 1972 Conference on Manpower in Jordan (sponsored by
 

the National Planning Council); the absolute number of specialists im­

plied by the NPC standard is then showm, and the difference between this
 

number and the number currently available is presented as the net number
 

"needed." 
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TABLE D-3 

SELECTED PHYSICIAN SPECIALISTS iN JORDAN, RATIO TO 
NEEDED, 1976 a 

POPULATION AND ESTIMATES OF NUMBERS 

Current NPC Desirable No. Specialists Net
 
Current Ratio to Standard Ratio Implied by Number
 
No. Speciality Populationb to Population Standard Needed
 

69 Pediatrics 1:28,985 1:15,000 133 64
 

25 Public Health 1:80,000 1:25,000 80 55
 

81 Internal Med. 1:24,691 1:15,000 133 52
 

84 Ob-Gyn 1:23,809 1:15,000 133 49
 

14 Psychiatry 1:142,857 1:50,000 40 26
 

15 Chest 1:33,333 1:50,000 40 25
 

1. 28 Anesthesiology 1:71,428 1:50,000 40 12 

34 ENT 1:58,823 1:50,000 40 6
 

24 Radiology 1:83,333 1:100,000 20 4
 

37 Ophthalmology 1:54.054 1:50,000 40 3
 

23 Dermatology 1:86,956 1:100,000 20 3
 

13 Orthopedics 1:153,846 1:250,000 8 surplus
 

Total Additional Needed 299
 

aSource: Medical Association and Royal Medical Service figures, National Planning Council stan-­

bdards; calculated by S. Russell.
 
Base po;iulation estimate rounded to 2 million.
 



Even the use of the standard ratio approach yields findings which,
 

it is anticipated, might be consistent with the approach that determines
 

the adequacy of physician supply on the asis of the function 1 analysis.
 

Orthopedic surgeons are presently in excess of the number implied by the
 

standard. General surgeons have been categorized in this discussion as
 

general practitioners and therefore have not been included in this table.
 

However, it is interesting to note that they too are in slightly greater
 

supply than the National Planning Council standard calls for (86 avail­

able versus 80 required). ENT, Ophthalmology, Dermatology, and Radiology
 

are close to meeting the standard. The greatest ga3 exist in the fields
 

of internal medicine, pediatrics, and public health or community medicine.
 

These are, nota!d1y, the fields that, along with general practice, are
 

most critical to support of a delivery ssystem which could meet Jordan's
 

most pressing health needs.
 

It may be acg'ied that the supply of physicians in Jordan (including
 

not only those presently available but also some who may return from
 

abroad and the influx of 50 graduates per year from the University of
 

Jordan Medical School) may be sufficient to enable delivery of basic­

level and preventive-curative services by using primarily physician man­

power. There are, certainly, a number of Jordanian physicians abroad
 

who might be expected to return. Estimates vary, from 166 (1975 Multi­

purpose Household Suryy - Jordanians abroad) to 25) (Statistical Educa­

tional Yearbook 1974). However, a number of factors make it unl:ikely
 

that these physicians can or will become the basic manpower reso\,-ce for
 

a primary-level system. First, while a breakdown of those abroad ,Iccord­

ing to area of study within medicine is not available, there is little
 

reason to anticipate a change in present trends, which are toward speciali­

zation and even then, not specialization in those fields most required to
 

support a primary level system. Certainly, few physicians, with the
 

exception of those trained in public health, are prepared to deliver the
 

necessary preventive services required by a basic level system of care.
 

Secondly, while one might hope that an inflow of returning or graduating
 

physicians could lead, through market forces, to a labor overflow into the
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regions, this also seems unlikely for some time to come, given the
 

tendency (illustrated in the section on distribution later in this
 

report) for physicians to concentrate in Amman, and given that market's
 

absorptive capacity. Thirdly, there is little guarantee that those
 

returning will increase the net number of physicians whose geographica
 

or institutional location is under any foim of control. Even if
 

returning physicians were all conscripted .nd were to divide their
 

period of service between military .,nd governmental service in the
 

regions, this would provide only a temporary cadre of health manpower.
 

Those returning may join government service ia relatively large numbers,
 

but, as has al:eady been discussed, they may only reDlace the numbers
 

of maturing physicians now in MOi service who have more palatable
 

oprortunities in the private sector. Of course L growth in the private
 

sector does not necessarily mean that primary-level seivices will not
 

be offered; it does mean, however, (1) that such services will be
 

limited to those in need who are self-referring and who can afford to
 

pay and (2) that because there is little possible control over the
 

location of private practice physicians, nopulations in the poor
 

quarters of the cities and in the governorates (especially remote
 

areas) will remain underserved or unserved. Finally, whatever net
 

growth in the number of physicians may result after interaction of all
 

the factors noted above, Jordan must antitipate attrition from out­

migration as well. A conservative estimate of the rate of physician
 

out-migration would be 30 percent. If the concentration of physicians
 

in Amman 6id in fact become greater than the market would bear, it is
 

likely that, for a certain portion at least, the potential of earning
 

JD 600 to JD 1,000 per month in the Gulf would appear preferable to
 

movement into Jordan's regions.
 

For all of these reasons, it appears that extension of basic level
 

preventive and curative services by means of a physician-based system
 

is both a difficult and uncertain task, involving a long waiting period
 

and major changes ii,both the types and districution of physicians. In
 

the experience of a wide range of countries, from the richest to the
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poorest, expanding the physician pool has not proven to be an effective
 

means to rcmedy these problems. A more direct and effective means of
 

providing the basic manpower resou-ces to deliver basic services is
 

through development of cadres of auxiliary health workers who in
 

numerous seLtinps in other countries, has proven to be a nonmigratory
 

type of health worker and who under the supervision of a physician,
 

can extend the health care system to those most in need.
 

Qualifiu Nurses (RNs)
 

Estimates of the number of qualified nurses (RNs) in Jordan vary
 

considerably but the official MOH figure for 1976 is 619, with 56 percent
 

in government, 26 percent in RMS and 18 percent in the private sector.
 

Most qualified nurses are trained for and working in hospital-based
 

settings. The figure of 619 means there is one nurse for each 3,231
 

population, or 3.1 per 10 000 population. There is one nurse for every
 

1.7 physicians (and although it would be desirable for this ratio to be
 

reversed, that would entail the task of adding 1,266 more qualified
 

nurses in Jordan).
 

As has been the practice in deriving estimates of physician supply
 

"adequacy," estimates of nursing supply adequacy in Jordan are customarily
 

based on "standard ratios" -- frequently derived from international
 

"standards" without regard for the availability of this health manpower
 

resource or for the functions which qualified nurses, in coordinating
 

other types of manpower, are to perform. Some of the shortcomings and
 

pitfalls inherent in using the standard ratio approach can be demonstrated
 

by applying this methodology illustratively. For example, using the
 

standard nurse-to-population ratio of 3.7 set by the 1972 NPC Health
 

Manpowar Seminar, it would appear that (with a current ratio of 3.1)
 

Jordan is in need of only 120 more qualified nurses. Using the qualified
 

nurse-to-bed standard ratio set by the seminar (1:8), it would appear
 

that Jordan has more than cnough nurses, since the present (1976) nurse­

to-bed ratio stands at 1:5.4 -- a notable improvement over 1:11 in 1971.
 

Furthermore, it has been the practice in Jordan (as elsewhere) to use
 

national aggregate ratios to calculate demand. Yet these aggregate
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figures can mask differentials among subsea7tors: using the 1976 data,
 

the nurse-to-bed ratio in the military subsector is 1:6.6; in the
 

private subsector, 1:5.7; and in the governmental subsector is 1:4.7.
 

But even this three-way subdivision, because it includes the university 

in the governmental subsector, disguises the fact that, witlh 69 percent 

of all government nurses employed at University Hospital, tie ratio 

there is 1:1.6; in other government hospitals the ratio of nurses to 

beds in 1976 actually stands at 1:11.6, or 313 qualified nurses short
 

of standard.
 

Meaningful projections of the number of qualifier nurses actually
 

needed in Jordan cannot be arrived at using the stand;-rd ratio approach.
 

First, as illustrated, slightly different modes of calculation yield
 

quite different estimites. Secondly, it is now more widely accepted 

that, if any standard ratio is to be ap.plied, nursing hours per bed is 

more meaningful than nurse-to-bed ratios. However, even this ratio 

assumes the qualified nurse is working in a hospital-based setting and
 

tells nothing about needs or demand in other kinds of settings. Finally, 

this methodology totally ignores any definition of the appropriate role 

of the qualified nurse and divisions ot laboe among the qualified nurse 

and other types of nurses or, potentially, auxiliaries. If the functions 

of the qualified nurse are defined as supervisory and administiative, far 

fewer will be needed than if these nurses are expected to perform routine 

bedside nursing tasks. 

There are a number of factors pertaining to the availability of the 

supply of qualified nurses which argue for a major and comprehensive 

rethinking of policies and practices regarding all types of nurses. While
 

output from Jordan's professional nursing programs is approximately 100
 

per year in 1976 and 1977, enrollment at professional schools below
 

university level has dropped such that total expected output in 1977
 

in 1978 only 59; in 1979 it should be about 75. Barring
will be 93; 


attrition, the BSc. nursing program will graduate another 30 in 1977,
 

36 in 1978 and 26 in 1979.
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Furthermore, not all qualified nursing graduates remain in Jordan
 

or in the labor force. Jordanian professional nursing schools (excluding
 

the BSc. program) produced 376 qualified nurses between 1971 and 1975.
 

Projections from the sample survey conducted as part of NPC's Trace)
 

Study of 1971-75 Graduates of Health Training Institutions suggest that
 

only 74 percent of these (roughly 278) are still employed in Jordan;
 

19 perceL have taken employment outside Jordan and another 6 percent 

are reportedly unemployed. Tracer Study estimates of those enemployed 

may. in fact, be somewhat low; calculations from Statistical Yearbooks 

suggest that only about 170 nurses were added to the public and privata 

sectors between 1970 and 1975. (Data is not available on growth in the 

number of nurses employed by the RMS, and it is possible that the mili­

tary has absorbed the 100-or-so nurses not accounted for by public and 

private sector employment or out-migration.) It may be the case that a 

considerable number of trained nurses have dropped out of the labor 

force. In any event, wastage between training and employment can be 

estimated at between 26 and 33 percent and Jordan's health system can 

expect to retain only between 66 and 74 of every 100 nursing school 

graduates. 

A number of generally well-known reasons contribute to the diffi­

culties in recruiting and retaining qualified nurses. Qualified nursing
 

programs draw upon a pool of candidates with a particular set of educa­

tional characteristics, aspirations, and possibly, socioeconomic class
 

characteristics. Nursing is still considered by many in this pool as a
 

low-status occupation involving "dirty work." Indeed, objectively, it
 

is hard work, frequently involving long hours at relatively low pay.
 

With the same qualifications, one of the limited supply of female Tawjiii
 

graduates can enter teacher or other training opportunities, to prepare
 

for a more attractive occupation, generally at higher pay. The fringe
 

benefits now offered both to military and government nurses (housing,
 

food, transport, and, in government, uniforms as well) have not proven
 

to be adequate iucentives, particularly for females (80 percent of all
 

nurses) who may be under social and familial pressure to marry and "retire."
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There are very evident differentials among sectors and subsectors
 

of health with regard to compensation. A recent graduate starting work
 

with the Ministry of iealth will earn JD 68.8, as compared with JD 82 in
 

the RMS and JD 115 in the university, which may help to explain the con­

centration of staff nurses at the university. Wage rates affect not only
 

the attractiveness of the nursing profession in relation to other pro­

fessions and the distribution of nurses among subsectors of health in
 

Jordan, they affect out-migration as well. It is estimated that the
 

same new graduate described above can earn between two and three times
 

more in the Gulf.
 

If a comprehensive, functionally based health manpower plan deter­

mines that, in fact, it is desirable to increase the supply of qualified
 

nurses, the issues affecting enrollment, out-migration, and wastage to
 

"unemployment" will have to be addressed at 
their roots: low occupational
 

status, limited pool of trainee candidates, and salaries that are both
 

absolutely and relatively low.
 

Trained Midwives and Traditional Birth Attendants (Dayahs)
 

As is the case with other health manpower supply data, estimates as
 

to the number of qualified midwives in Jordan vary, but official MOH
 

statistics place their number at 195 in 1976, with 70 percent in govern­

ment, 22 percent in the private sector and 8 percent in the military.
 

The number in the private sector may well be underestimated. Given the
 

variations in estimates, it is difficult to ascertain growth trends.
 

However, comparison of Statistical Yearbook data suggests only 16 mid­

wives joined the government and private sectors between 1970 and 1976,
 

although there were 69 graduates of the MOH midwifery school alone between
 

1971 and 1976.
 

Based on the current MOH estimate of a total of 195 midwives in all
 

sectors in Jordan, the ratio of midwives to live births is 1:420 and the
 

ratio of midwives to the population comprised of fertile-age women and
 

children under five is 1:4117. If midwives' responsibilities were only
 

to perform deliveries, it would be feasible for them, at the present
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time, to handle 420 births per year (35 per month). However, midwives
 

are both trained and responsible for services which include prenatal
 

care and postnatal follow-up, identification of cases for referral to the
 

physician, home visits, examination and vaccination of children, health
 

and nutrition education, maintenance of birth records, and supervision
 

of MCH center employees. If midwives are to carry out these tasks in
 

addition to conducting deliveries, it can be argued that an increase in
 

the supply of midwives is needed. An alternative is a delegation of
 

tasks which would free the midwife to carry out those functions for
 

which only she is trained.
 

In point of fact, it is estimated in other Phase II reports, that,
 

at best, only about 38 percent of all births are attended by trained
 

personnel (including qualified midwives and obst.etricians, in hospitals
 

and at home). The majority of the remaining 62 perceat of births are 

assumed to be attended by the traditional birth attendant or dayah. 

The NPC Health Manpower Report of 1972 estimated their numbers at 600,
 

but this figure included both the Zast and West Banks. While dayahs are
 

a major resource for birth attendance and are located in those areas
 

most underserved by trained midwives, they are with few exceptions not
 

part of the organized health care system. The ramifications of this
 

fact and potentials for change in the system are discussed in greater
 

detail in the utilization section of this report. At this point, to
 

limit the discussion to supply issues, it will suffice to say that while
 

additional midwives may always be desirable, any calculation of actual
 

need should tale into account (1) the existence of the dayah and (2) the
 

effects that a redistribution of functions among middives and other
 

existing and potential health workers could accomplish.
 

Practical or Assistant Nurses
 

There are approximately 1,650 assistant or practical nurses in
 

Jordan roughly half of whom have received about 18 months of hospital­

based training following completion of the first or second year of the
 

preparatory cycle (9th- or 10th-grade education). The remainder have
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received their training through on-the-job apprenticeship. About 77
 

percent of practical nurses are employed in the government sector, with
 

2 percent in the private sector and 21 percent in the military. At their
 

present number, There is one practical nurse for every 2.02 beds--close
 

to the NPC standard, although as was discussed at length earlier, estimates
 

of demand based on such standards are arbitrary. There is a relatively
 

steady stream of graduates (approximately 130 per year) from practical
 

nurse training programs in Jordan. 
The NPC Tracer Study (noted earlier)
 

reports that 91 percent of assistant nurses who graduated between 1971
 

and 1975 are employed wJthin Jordan; another 6 percent are unemployed and
 

3 percent are outside Jordan. While these 
finding suggest wastage of
 

about 10 percent between training and employment, anecdotal evidence 

suggests that this may be an underestimate, possibly because of economic 

events within the year between the end of the Tracer Study and the present
 

time. For example, it has been reported that 23 practical nurses left
 

Ashrafieh lIospital alone within the last three months for positions
 

overseas. 
This represents a loss of 9 percent of Ashrafieh's practical
 

nurses within a three-month period alone. This attrition is undoubtedly
 

tied to the fact that a practical nurse, who at mid-career may earn
 

JD 85 to JD 117 per month in Jordan, can earn JD 250 per month in the
 

Gulf. There are also anecdotal reports that practical 
nurses are leaving
 

the occupation within Jordan, to take construction and other more lucra­

tive jobs.
 

Thus, to date, the supply of practical nurses has been forthcoming.
 

However, as has been noted, any evaluation of the adequacy of this supply
 

must be based on a careful analysis of the types of tasks practical
 

nurses are to perform and the locations in which they are to be performed.
 

If tasks were redistributed, more practical nurses and different types of
 

training (for example, more task-based training or training other than
 

the current hospital-oriented training) would be required.
 

Nurses Under Training (Aid Nurses)
 

There is an indeterminate number of nurses, estimated at close to
 

two thousand, in the classification which translates from the Arabic
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("momareda taht el tadrib") as "nurses under training." These are
 

persons with some preparatory education and between 6 and 18 months of
 

hospital-based on-the-job training. Attrition to other jobs within
 

Jordan may be an increasing problem although their lack of standardized
 

qualifications make international migration (within the occupation) less 

likely. There is little evidence at present upon which to judge. It is
 

anticipated that, if a significant reallocation of tasks among all health 

workers is desired, additional hiring and/or functionally based on-the-job
 

training of nursP aids may be required.
 

Dentists
 

Of approximately 196 dentists in Jordan, over half are employed in
 

the private sector, with the public and military sectors accounting for
 

roughly 25 percent each. Estimates suggest that about 54 dentists have 

been added to the government and private sectors since 1970, with about 

twice as many joining the prvate as compared with the public sector. 

Thus there is one demtist for every 10,204 population or a DS-to-population 

ratio of .98 per 10,000. This mnrs that Jordan has 36 more dentists than 

the 1972 NPC-desi red s tandard of .8 per 10,)00 would imply. 

There is no pubiished data on the number of dentists currently in 

training (possibly betauset, Ni dental training occurs outside Jordan). 

However there is lit Le reason to expect any absolute shortage in the 

supply of dentists in che future. The difficulties in this field pertain
 

to the distribution of dentists; as will be discussed below, most are
 

concentrated in Amman.
 

Other Categeiies of Health Manpower 

It is estimated that there are very few medical social workers in
 

Jordan--perhaps 3 to 5, and that there are between 12 and 16 persons
 

trained in dietetics or nutrition, although new programs at the Univer­

sity of Jordan may be expected to increase the numbers trained in
 

nutrition. There are, at present, no persons trained in nutrition
 

planning.
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Pharmacists number somewhere in excess of 350 in Jordan with
 

nearly two-thirds employed in the private sector.
 

There are approximately 800 medical technicians, of whom a
 

little more than half are employed in the governmental sector and the
 

remainder in the military. Since health workers in this category are
 

distributed over a wide variety of specialities, including lab techni­

cians, x-ray technicians, anesthesia technicians, sanitary inspectors,
 

health statistics technicians, physiotherapists, and pharmacy assistants,
 

the absolute numbers in any one category are relatively small and there
 

is generally perceived to be a shortage of medical technicians, partic­

ularly lab technicians and physiotherapists.
 

Technician training programs in Jordan produced about 176 graduates
 

in 1976 (including 16 from the university's 2 year program), although it
 

is estimated that all these schools combined could be graduating up to
 

285 students per year. Underenrollments in the MOHI Paramedical Institute
 

class of 1978 will make that school's output in 1978 less than half of
 

what it was last year; suspension of the university's program may be
 

temporary, but with no intake as yet for the class of 1976, and without
 

the operation of the Ministry of Educatioa's technical training institute,
 

output of technicians could drop as low as 100 for 1978.
 

Added to these difficulties at the source of supply are migrational
 

factors. Both the 1975 Multipurpose Household Survey of Jordanians
 

Abroad and the NPC Tracer Study document that pharmacists' assistants
 

(the only category of medical technician surveyed) are highly likely
 

to migrate. Fully 35 percent of those pharmacists' assistants surveyed
 

were employed outside Jordan, where they can earn between 3 and 6 times
 

more than at home. Such a high rate of outflow could mean that, as of
 

the class of 1978, fewer than 50 medical technicians per year would be
 

available to Jordan. As in the case of other types of health manpower
 

discussed in this report, a careful analysis of the actual tasks to be
 

performed by medical technicians is needed. The potential for shifting
 

some tasks to auxiliary levels of manpower should be explored.
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GEOGRAPHICAL DISTRIBUTION OF HEALTH MANPOWER
 

The distribution of health manpower by sector has been discussed
 

in the previous section on supply. To a certain extent the geographical
 

distribution of health manpower has also been touched upon in the previous
 

section, as it pertains to the adequacy of existing and projected supply.
 

However the geographical distribution of Jordan's health manpower is
 

both such a salient feature of its health care system ana such a critical
 

issue (whether that system is to be redirected toward delivery of primary
 

level curative and preventive services, or is to continue in its present
 

course), that it bears further expansion and discussion here.
 

Physicians
 

Table D-4illustrates that fully 91 percent of all physicians are
 

in the Amman-Zerqa-Irbid region. Over two-thirds of public and private
 

physicians are concentrated in Amman alone, while only 43 percent of the
 

Kingdom's population is located within the same area. This maldistribu­

tion of physicians leaves Amman with a physician-to-population ratio of
 

1:1516 while ratios in other regions of the country range from 1:2003 in
 

Ma'an to 1:5117 in Karak. It should be emphasized that, while complete
 

data on the distribution of private physicians is lacking, their concen­

tration in Amman is even greater than that of government and private
 

physicians taken together. To illustrate, only 38 of 119 physicians in
 

Irbid are private; only 3 of the 25 in Ma'an are in the private sector.
 

The significance of the maldistribution is even more striking when one
 

considers that physicians in all regions tend to be located in urban
 

areas (over 5,000 in population), while outside Amman goverornate, any­

where from 40 percent to 72 percent of the regional populations are
 

scattered in rural communities of fewer than 5,000 people. Time and
 

distance factors thus make it even more difficult for the existing
 

physicians in the regions outside Amman to cover the populations
 

adequately.
 

A similar distribution pattern prevails in the military sector,
 

with over half of all RMS physicians being located in Amman and three­

fourths in the Amman-Zerqa-Irbid regions. While this pattern of
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TABLE D-4 

DISTRIBUTION OF PUBLIC AND PRIVATE PHYSICIANS
 

BY REGIONS, MID-1976a
 

District 

and Population 


Amman 

808,455
 

Zerqa 

282,900
 

Irbid 

531,305
 

Balqa 

124,260
 

Karak 

102,354
 

Ma'an 

50,081
 

Total: 1,899,355 


No. MD's % Distri- % Distri-
Public & Ratio to bution of bution of 
Private Population MD's Population 

533 1:1516 67% 43% 

71 1:3984 9 15 

119 1:4465 15 28 

28 1:4438 3.5 6.5 

20 1:5117 2.5 5.3 

25 1:2003 3.1 2.6 

796 

aSource: MOH Vital & Health Statistics Section.
 

Population estimates from Agricultural Quick Count 1975 have
 
been used in order to be consistent with other Phase II
 
reports. If 1976 population estimates were used, the MD-to­
population ratios would be even less favorable in all regions
 
and Zerqa.
 

D-25
 



distribution of RMS physicians is consistent with the distribution of
 
RMS physicians is consistent with the distribution of uniformed service
 
personnel (the RMS primary population), distribution of eligible depen­
dents, now under study by the RMS, may point to disparities in the
 
distribution of dependents in relation to available RMS physicians.
 

A number of factors contribute to these patterns of physician
 
distribution. 
First, the very nature of their training orients physi­
cians toward settings in which they have access to the equipment and
 
professional environment to which they were accustomed during their
 

training period. 
This, then, means preference for hospital-based
 

or well outfitted clinic-based practices--conditions largely available
 
only in urban areas. Secondly, the opportunities for continuing educa­
tion, professional growth, and advancement are generally most accessible
 
in urban areas, and particularly in Axman. 
Thirdly, (not necessarily
 

in order of importance) and related to the second point above, there are
 
financial incentives to seeking professional advancement, and correspond­
ing disincentives to service in rural areas. 
 The general practitioner
 

serving in an MOH health center in a rural area may begin with the same
 
basic salary, technical allowance, and allowance for afternoon work as
 
the resident physician in a hospital (JD 165 total); but at the end of
 
five years, the resident is eligible to receive a specialty allowance
 

which raises his total salary to JD 207, while the rural GP earns 
170--and
 
accrues no specialty allowance. 
 If either of these physicians were to
 
take two years of specialty training abroad, followed by three years of
 
MOH service, at 
the end of the five years he or she could be earning
 
JD 290, and have greater opportunities not only for advancement within
 
government service but for earnings in the private sector or abroad-­
unless the physician has specialized in public health. 
For this choice,
 
he receives no specialty allowance under the present civil service
 

salary structure.
 

Fourthly, relatively few physicians are natives of the regions
 
or rural areas of Jordan. 
Medical schools take those students with the
 
highest grades, and the regional school systems produce few of these.
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Thus the majority of physicians lack the familial or other ties which
 

might make regional location attractive. Indeed, they may find the
 

environment alien. This leads to the final point, which is the unavail­

ability of appropriate schooling for rural children and lack of social
 

environment commensurate with what is to be obtained in Anan.
 

Other Types of Health Manpower
 

As are physicians, staff nurses are geographically maldistributed:
 

approximately 70 percent of staff nurses are concentrated in the most
 

urbanized regions, particularly Amman and, like physicians, principally
 

in hospitals. Only 95 qualified nurses are posted at tababas and health
 

centers outside Amman. Midwives are somewhat more equitably distributed,
 

with 58 percent being located in health districts outside Amman. Dentists
 

and medical technicians, however, are also strongly urban based, with
 

the great majority in Ammait.
 

Thus, the concentration of almost every category of health man­

power in urban areas, particularly Amman, leaves the nearly 57 percent
 

of Jordan's population that lives outside Amman city with comparatively
 

fewer health workers to serve its health needs.
 

SUMMARY
 

Several issues emerge from this review of health manpower resources
 

data, methodology, and supply in Jordan. At the present time, Jordan has
 

no comprehensive health manpower plan. Estimates of health manpower needs
 

or demand have tended to rely on the establishment of arbitrary stnadards
 

and the subsequent calculation of aggregate numbers implied by these
 

standards. A more meaningful health manpower plan requires an alterna­

tive approach which is based on:
 

1) policies defined in terms of the types and mix of health servi­

ces to be provided, 

2) a functional analysis of the tasks to be carried out in the 

delivery of desired services, 

3) a realistic assessment of resource constraints, including not 

only monetary constraints but also availability of trainee can­

didates, capacity of training institutions, output, and retention, 

D-27
 



4) specification of "who is to do what." In many cases, major 

redivisions of labor and the development of both existing and 

new types of auxiliary level manpower will be found more 

appropriate to the tasks and cost-effective, 

5) coordinated health manpower development in which "demands" 

or "needs" for the various types of health manpower are calcu­

lated in relation to one another, and their production carried 

out accordingly. 

The development of such a comprehensive health manpower plan will 

necessitate establishment of a health manpower planning capacity -- one 

or two individuals who can act upon the approach outlined above. At
 

present, a number of observations can be made about health manpower supply
 

in Jordan.
 

1. 	While realistic determination of the adequacy of physician
 

supply depends upon the type of health system desired, even
 

the application of a "standard ratio" approach suggests there
 

is a shortage of general practitioners, pediatricians, public
 

health or coimunity medicine physicians, and obstetrician-gyn­

ecologists. A task- or function-based analysis of health
 

manpower needs is likely to point to the desirability of
 

even more of these types of physicians relative to other
 

types. The geographical maldistribution of physicians is a
 

key issue to be addressed.
 

2. 	The supply of qualified nurses (R.N.s) in Jordan is influenced
 

not so much by institutional capacity as by difficulties in
 

recruitment, enrollment, and wastage through out-migration
 

and premature exit from the labor force. It is estimated
 

that a number of these difficulties could be redressed by
 

increasing the opportunities for poorer women to enter this
 

profession and by redistributing tasks to other types and
 

levels of health workers.
 

3. 	The principal issue with regard to the supply of midwives at
 

the present time is the delineation of their functions in
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relation to other health workers, particularly dayahs.
 

4. 	The current supply of practical nurses does not appear to be
 

critically affected by those factors that influence the
 

supply of qualified nurses, although there is some evidence of 

out-migration and attrition. 
It is anticipated that the 

supply of practical nurses could be expanded with less diffi­

culty than that of qualified nurses, if this were the desired 

direction of a comprehensive health manpower plan. 

5. 	 The principal supply issue with regard to dentists is their 

geographical distribution.
 

6. 	 The supply of medical technicians has been critically affected 

by problems of recruitment, enrollment, and wastage, largely
 

through out-migration.
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ISSUES IN UTILIZATION OF SELECTED TYPES OF HEALTH MANPOWER
 

INTRODUCTION
 

This report has by no means undertaken the kind of detailed func­

tional or task analysis which must constitute one basis of a comprehen­

sive health man;ower plan. However, several salient features in the 

current utilization of selected types of MOH manpower were observed as 

meriting further inquiry and are discussed below.
 

Physicians in Government Service
 

As was noted in the discussion on supply of physicians, there is
 

considerabli evidancy .L, with a relative shortage of general practi­:C 

tioners aqd an availahility of specialists, a substantial proportion of
 

the specialists' time is spent in delivery of basic curative services. 

In an attempt to discourage such inappropriate utilization of
 

physician resources through triage, hospital outpatient clinics often 

impose a differential fee system: for example, in one govrnment 

hospital visited, it cost 150-200 fils to see a general practitioner 

and 500 fils to see a specialist. While such differential fees un­

doubtedly serve as some flinancial disincentive, there is also evidence 

that this fee rtruturu not only does not have its intended effect, but
 

also creates inequitable access to physician services and implies a
 

differential value to the services of the providers, which in turn
 

creates patient demand for a high-cost oriented system.
 

If costly specialist time is to be efficiently and effectively
 

utilized, a redistribution of tasks among health workers is likely to
 

be required and a better functioning referral system must be developed
 

to supplement, if not replace, the existing disincentives to self-referral
 

to physician specialists. Such changes will require: 1) more available
 

general practitioners among physician personnel, 2) more reliable and
 

available access to the health care system through health workers at
 

the periphery, and 3) effective referral to specialist resources among
 

or across sectoral boundaries.
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To the extent that improved utilization of all physicians is
 

based on the availability of general practitioners (and, it should be
 
stressed, this is only one consileration), the disincentives to 
general
 

practice detailed in the discussion of physician distribution must be
 
addressed. Differentials in salaries, working conditions, and advance­

ment opportunities serve as much to discourage general practice as 
they
 

do to discourage rural service. 

Nurses inLgovernment rommuni ty clinics 

In the governmental sector, the 82 urban clinics and 250 rural 
clinics constitute the nearest and potentially the first point of contact
 

between the health care system and the populations they serve. These 

clinics are staffed predominantly by male nurses, and 
are visited once or 

twice weekly by a physician from the government health centers who 
examines patients and provides primary curative services. It has been
 

observed that the education and training of the clinic variesnurses 


considerably. They may have 
 between 9 and 12 years of schooling and 
anywhere from one month of hospital-based training to a full 18 months
 

of practical training. they fullnursing Whether have practical nursing 
qualifications or 
loss, however, the tasks entrusted to and performed by
 

these nurses are consistently limited: they provide simple first aid,
 

gather patients together when the physician comes to visit, give injec­

tions and other medication in individual 
cases when the physician
 
prescribes, and keep the 
the clinic premises clean. In short, the
 

practical nurse, in most locations, is a combination porter, janitor,
 

clerk, and nurse aid. In 
one or two locales the nurse may keep a
 

limited supply of simple drugs wiich he is allowed to dispense for 24
 

hours until a physician arrives, but this latitude is the exception
 

rather than the rule. 
The nurse does no health education or health
 
promotion work, although he is in continual residence at the clinic.
 

He has no 
contact with the sanitary inspector who, like the physician,
 

visits weekly or biweekly from the health center. 
Whether because he is
 
male, because he provides little or no curative service, because he has
 

variable qualifications, 
or because he is very evidently not a trusted
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member of the health team, the clinic nurse is unable to provide the kinds
 

of ongoing services most needed at the local community level: simple,
 

routine curative services (which maximize use of the supervisory physician's
 

time and ensure ready patient access into the health care system), health
 

education, especiaJily in nutrition and hygiene, simple case-finding inclu­

ding MCH outreach, ongoing sanitation and other environmental health 

activities, and monitoring of vital statistics. 

In the few instances where the nurse has adequate training, he is 

presently underutilized. In the majority of cases, where the qualifications
 

of the nurses can be questioned, it is the potential function of the nurse 

which is underutilized. The rural village or urban community clinic is,
 

or should be, the first point of contact between the population to be
 

served and the health care system. It should be staffed so as to ensure
 

ready access into that system for curative services and to ensure ongoing
 

delivery of those preventive services that can strike health problems
 

at their root causes.
 

It is questionable whether the existing cadre of practical nurses
 

can fill this need. The variations in qualifications among these nurses
 

are extreme; in any case, their training, if any, has been hospital­

based. They are not prepared to carry out more than very limited pre­

ventive activities, although they might, because of greater familiarity,
 

be able to assume some simple curative tasks. But most problematic is
 

the fact that, in general, they lack the trust not only of the population,
 

but also of the physicians who must be responsible for supervising them.
 

It is for these reasons that development of cadres of auxiliary health
 

workers is recommended. Such workers would, through carefully designed,
 

task-based training, be prepared to extend a wide range of preventive
 

services, under the supervision of or in ccordination with the existing
 

sanitary inspector, the midwife, and the infectious disease personnel.
 

He or she would become a vital link in the development of accurate health
 

and vital statistics. To ensure the trust of the population necessary to
 

gain acceptance of the abovementioned activities, and to enable the
 

physician (most appropriately a general practitioner from the health
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center) to have time for supervision as well as for treatment of referred
 

cases, the auxiliary must be able to extend simple, clearly specified 

curative services. In other countries, the introduction of simtlar cadres 

of health workers has reduced the number of patient visits to health 

center level physicians by up to 6S percent . It is, "f course, critical 

that physicians and auxiliaries work c lo ely in a wel structured 

supervision and referral System hat ensures both full aippropriate 

utilization of the auxiliary worker and ready access to physician 

services when neeuled. Regular phy~ician visits, together with required 

referral by the auxiliary could accomplish this. 

It would be at lAst three to five years before cadres of auxiliaries 

would be ready to take their places in the clinics. In the meantime, the 

tasks of the existing clinic nurses van be expanded to include (1) coor­

dination with dayahs to ensure more rapid and complete identification of 

pregnant women and newborns for MCIi and immunizatioi services, (2) exten­

sion of the work of sanitary inspectors through regular monitoring of 

village environmental conditions, (3) regular fo]lowup of nonimmunized 

children, and (4) with some training, the provision of health and nutrition 

education. In some instances, practical nurses may wish to take further
 

training to become auxiliaries; in others, when the auxiliaries are ready,
 

the nurses may prefer to return to hospital settings. But until such
 

time as it becomes necessary to make this choice, the clinic nurses can,
 

with all their limitations, do more than at present to extend the health
 

care system.
 

MCH workers
 

As has been documented in other Phase II reports, MCH activities are
 

reaching, at best, only about 20 percent of the population to be served.
 

If MCH coverage is to be extended, it is evident that a more efficient
 

At present, observations indicate
utilization of midwives is needed. 


that government midwives carry out MCH activities only during regular
 

center operating hours. Many have private practices after hours and the
 

births attended in private practice are not counted among MCH activities,
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nor are the mothers and children served after hours necessarily brought
 

into the regular scope of MCH services during duty hours. With the ex­

ception of a few locales, midwives confine their activities to the MCH 

center locatin and are not act. ively engaged in outreach activities. 

ConsidurNhIle improvivt iw ut ilizing the midwife's special skills 

can be by iii .,vi wing functions, which have ineffected cWrct;lv their 

fact been well del in at d At th. en tral MCI training center in Amman, 

and by delegating sone tasks to othe r workers. Nurses and auxiliary 

commun itv e to whom some func­personnel in clinics rep resent two cadres, 

tions, such as i dentification and vaccinat:ion of ,nimunized children, 

actual maintenance o f bi rth records, and health and nutrition educationl 

can be delegated. The dayalh, who, it is estimated, attends more than 

60 percent of bir-ths in Jo rdan, is another worker to whom tasks might 

be delegated ani who, by virtue of her activities on the periphery of 

the organized health care system, could be engaged in bringing women 

and their children into that system. There are a number of difficulties 

inherent in involving the dayahs in the organized health care system. 

Dayahs are, essentially, private practitioners and, while they are 

supposed to be licensed by the Regional Directors of HIalth, it is 

estimate& that fewer than 10 percent are licensed. Thus, there is 

little, if any, means of control over their qualifications or practices. 

Further, little is known about the present or future supply of dayahs, 

their fees, their workloads, or the tasks which they actually perform 

or are capable of perfcming. There is also little evidence that 

dayahs are very interested in becoming involved in the organized health 

system, particularly in the absence of incentives. Further, the attitudes 

and practices of MCH p'ysicians and midwives do not encourage involvement 

of dayahs -- in cases where MCH midwives have private practice after duty 

hours, they may well view the dayahs as competitors. 

Despite these difficulties, however, cooperative interrelationships
 

between dayahs aul MCH workers can be explored, possibly drawing upon the
 

UNRWA experience. Registered dayahs (who are actually employed by UNRWA
 

after submitting formal proof of number of deliveries attended and/or
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short training courses in maternity hospitals) participate as full
 

members of the health cen~ter team, transmitting birth records, refer­

ring special maternity cases, identifying mothers and children for 

followup, and partaking of regular in-service training, as well as 

carrying out their own practices. 

Critical choices must be made and policies developed concerning 

the types and mix of maternal and child health services to be provided 

and where those services -- including deliveries-- are to be provided. 

Based on these decisions, the tasks and functions necessary to carry 

out provision of services must be determined and allocated among the 

range of workers --midwives, nurses at all levels, auxiliaries, dayahs-­

who could perform them.
 

D-35
 



HEALTH MANPOWER EDUCATION AND TRAINING IN JORDAN - KEY ISSUES 

Introduction
 

Determinations of the general emphasis and direction of a national
 

health plan and, more specifically, the numbers, types, and levels of 

manpower requirtd to staff health services, will have a profound impact 

on Jordan's hcalth manpower education and training institutions. Ad­

missions policies, intakL and output capacities, curriculum content, 

teaching methods, length of training, and allocation of resources among 

institutions must be linked to the nature of health services to be 

provided.
 

The folowin, discussion of health manpower education and training 

in Jordan details current conditions which can be expected to affect 

the ability of existing institutions to respond to the requirements of 

the national health plan and the manpower strategy to implement it. 

Physicians 

The University of Jordan began undergraduate education of physicians 

in 1972, with an explicit commitment to prepare community-oriented general 

practiiioners who can begin to create a balance with the existing pre­

ponderance of subsepcialists. Currently, the university medical school 

as a capacity of 55 and an average intake of 54 students. Proposed
 

development of a second medical school at Yarmouk must bc considered in 

light of the total service and manpcwer needs of Jordan's health policy 

and with consideration of fundamental resource constraints.
 

Policy makers should raise questions concerning 1) the numbers,
 

types, roles and distribution of physicians required by coordinated
 

health services and manpower policies and plans; 2) the comparative and
 

alternative costs of expanding the presently low intake at the University
 

of Jordan Medical School, versus developin- a new school; 3) the alterna­

tive costs of developing hospital.- and other facility-based teaching
 

situations in Amman versus the development of these sites to support a
 

new medical school; and 4) the alternative costs of developing more
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physicians, versus investing in and utilizing less costly types and
 

levels of health manpower.
 

At the present time, negotiations are taking place between the
 

University of Jordan Medical and Science Faculties and the Royal
 

Medical Service to enable the university, through staff loans, to
 
strengthen the basic science programs of the RMS technician and nursing
 

programs in exchange for access to training facilities at the King 
Hussein Medical Center. Not only physician education and training,
 

but also nursing and technician education in both the university and
 
the RMS will thus be enhanced. Plans are currently under negotiation
 

to extend this cooperative use of resources to the MOH's 
 Ashrafieh 

Hospital.
 

In contrast with these enriched opportunities for training in
 
Amman, physicians in the regional hospitals experience a severe 
lack
 

of professional growth. 
 There are few grand rounds or regular con­
ferences; occasionally physicians in 
the regions are released to go
 

to Amman to attend continuing education programs or professional
 

seminars, but by and large, 
limited opportunities for professional
 

renewal only compound the other working conditions which make rural
 

service unattractive, especially to 
the young and ambitious.
 

BSc. Nursing
 

Concurrently with the opening of the medical school, the University
 
of Jordan enrolled 
its first class of 50 BSc. nursing students in 1973,
 
28 of whom withdrew between 1973 and 1976, most 
to pursue other studies.
 

Of 22 students graduated in 1976 
(12 men and 10 women), 2 females are
 

not employed, 1 male is going overseas for further training in hospital
 

administration, and the remainder are employed at the university
 

hospital, although there is 
no work commitment required, despite a
 
subsidized tuition of only JD 27.50 per semester.
 

The nursing program at the university, like nursing and medical
 
technician training programs below the BSc. level, has suffered under
 
enrollment relative to its capacity of 50: 
 the school expects to
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graduate 30 students in 1977, 36 in 1978 (all female) and 26 in 1979,
 

barring further attrition. (The multiple causes of difficulties in
 

recruitment to qualified nursing (R.N.) programs have been discussed
 

extensively in the section of this report on Health Manpower Supply.)
 

In an effort to expand enrollment, the BSc. Nursing Program has begun
 

to accept students having only a grade of 60 in the Tawjihi science
 

examination, without substantial evident impact. Alternatively, a
 

mass media public relations program is planned, aimed at improving the
 

image of nursing in the eyes of students' parents. This will supple­

ment existing recruitment activities which consist of press campaigns,
 

direct contact with students in the first-year Faculty of Science and
 

personal recruitment through university staff members' contacts.
 

Professional (Staff) Nursing Programs Below the BSc. Level
 

Three professional nursing programs (the Nursing College of the
 

Ministry of Health, the Princess Muna Nursing College of the Royal
 

Medical Services and the Baptist Nursing School at Ajlun), are major
 

sources for staff nurses in Jordan. In a dition, the Augusta Victoria
 

professional nursing program in Jerusalem (sponsored by the Lutheran
 

Federation) graduates approximately 15 nurses per year, some of whom
 

reportedly seek work in the East Bank. Table D-compares characteristic­

of these training programs, including graduates for the past five years
 

and current enrollment.
 

Again, as in the case of BSc. nursing, several schools have ex­

perienced a recent drop in enrollment. In the case of the MOH Nursing
 

College, some expansion of enrollment was achieved this year (in the
 

class of 1979) only by temporary suspension of the Tawjihi pass require­

ment. At Princess Muna, the Tawjihi pass requirement was not dropped
 

for the class of 1979. Thirty-five students were initially accepted;
 

15 of these concurrently applied and were accepted for teacher training;
 

20 enrolled at Princess Muna and 5 have dropped out already. Of the
 

remaining 15, it will be noted, 10 are from Bahrain and cannot be ex­

pected to stay permanently in Jordan.
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TABLE D-5 

PROFESSIONAL NURSING TRAINING BELOW UNIVERSITY LEVELa
 

Current Class
 
Enrollments by
 

Number of Graduates Class Year Maximum 
Institution 1971 1972 1973 1974 1975 1976 1977 1978 1979 Capacity 

1. Nursing College 32 16 18 23 67 52c 44 23 44 67 
Auspices: Health Ministry 
Entry: Tawjihi Passb 
Length of Training: 39 months 
Credentials: MOH diploma; Govt ex. 

2. Princess Muna Nursing College 19 11 31 43 41 27d 42 20 15e 40 
Auspices: Royal Medical Service 
Entry: Tawjihi Pass 
Length of Training: 36 months 
Credentials: RMS diploma; Govt ex. f 

3. Baptist Nursing School at Ajlua 3 7 1 7 2 3 Est. 5-7 yearly 10 
Auspices: Baptist 

Entry: Tawjihi Pass 
Length of Training: 36 months 
Credentials: Diploma; Govt exam 

4. Augusta Victoria 16 9 - 15 15 9 Not known 15 
Auspices: 
Entry: Tawjihi Pass 
Length of Training: 36 months 
Credentials: Diploma; Govt exam 

Midwifery School 5 12 9 12 23 8 4 15 26 
Auspices: Health Ministry (Professional Midwives) 
Entry: Tawjihi Pass 
Length of Training: 27 months 
Credentials: Certificate & license 

aSource: 

bTawjihi requirement temporarily suspended in 1976 because of underenrollment.

Four additional failed and will retake exam; expect graduation in early 1977.
An additional 15 failed in 1976, will retake exam after additional training, and are expected to graduate
 
in early 1977.


eTen of these students are from abroad and are not expected to stay in Jordan.
 
fFour additional failed.
 



Conditions of training are generally comparable for female nursing
 

the MOH Nursing College and Princess Muna: All must be un­students at 

married, all receive housing, food, and transportation, 
and all are 

stipend ranging from 15 JD (MOH) or 20 JD (RMS) in the
paid a monthly 

to 20 JD (MOH) or 27 JD (RMS) in the final year of training.
first year 

are somewhat less favorable: They do not

Conditions for male students 


receive housing, food, or transportation and their stipend is only 10 JD
 

per month in the MOH school. This differential between benefits for
 

male and female students is compensated by differential commitment 
re-


Female MOH graduates must remain in government service
quirements. 


In the RMS, the commitment is two years
three years, males one year. 


for each year of training, regardless of sex. However, female graduates
 

of both the MOH and RMS schools can buy out of the remainder of their
 

commitment period if they marry.
 

Despite what appears to be less favorable circumstances for male
 

nursing students, there is reportedly a greater supply of male candidates.
 

the univer­
to nursing programs (including, in fact, the BSc. program at 


One
 
sity) than their proportionate enrollment in recent classes reflects. 


justification for policies to discriminate against males is the consider­

able evidence that male graduates are more highly migratory than 
females.
 

In the Tracer Study sample, 82 percent of those health workers outside
 

Jordan were male. Reportedly, males often use nursing as a means of
 

support while preparing for other, more prestigious professions. 
On the
 

by lower­
other hand, alternative means of expanding enrollment (such as 


ing entry requirements for females) seriously compromise efforts 
to im­

prove the image of the nursing profession.
 

the three
In 1976, some measure of coordination among curricula at 


major East Bank schools was achieved. All now have comparable basic
 

curricula. Subsequently, however, an additional three months of training
 

was added to the MOH Nursing College program, raising the training period
 

to 39 months, in order to enable graduating nurses to enter civil
from 36 


service at a higher starting salary.
 

D-40
 



Midwife Training
 

Midwives for all sectors are trained in the Ministry of Health mid­

wifery program. Like the professional nursing programs, the midwifery
 

program has suffered a drop in enrollment and, as of 1976, students who
 

completed the secondary cycle but failed the Tawjihi have been accepted
 

in an effort to expand enrollment. In another effort to enhance both the
 

training and the standing of midwives, students in the first year of
 

midwifery school have, since 1975, been combined with first-year MOH
 

nursing college students. Following completion of another 15 months of
 

specialized midwifery training, these students now have the option of 

returning to the nursing college and completing the nursing degree in 

order to become nurse-midwives. However, those midwives trained before 

1975, who do not have the basic first year of nursing, are not eligible 

to complete the nursing program. 

Another program, sponsored by WHO and UNFPA and currently planned
 

to begin in 1977, will provide post-basic midwifery training for an as yet
 

undertermined number of graduate nurses.
 

Assistant or Practical Nurse Training
 

Practical nurses are trained under the auspices of the MOH, in
 

hospital-based programs at Ashrafieh, Salt, Irbid, Karak, Mafraq, and, as
 

of 1976, Zerqa; under the RMS at Princess Muna (females) and the Medical
 

Services Training Center (males); and most recently, under the Ministry
 

of Education, in the Tawjihi Nursing Program. Program characteristics
 

are shown in Table D-6.
 

There has been less evidence of underenrollment in these programs
 

than in the BSc. and professional nursing school programs, possibly
 

because entry requirements are lower in the practical nursing programs
 

and the work upon graduation is believed to be less demanding. The
 

exception is the RMS Medical Services Training Program for male nurses.
 

Not only is enrollmnt down in each intake cycle, but this pool must also
 

provide students for technician training, so the number of practical
 

nurses grdduated will be even lower than present enrollment would suggest.
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TABLE D-6 

PRACTICAL NURSING TRAINING PROGRAM4S 

Institution (Auspices) 
1971 1 
I) (2) 

1972 
(1) (2) 

Number of Graduates 
1973 1974 

() (2) 1) (2) 
1975 

(1) (2) 
1976 

(1) (2) 

| Current Class 
Enrollment of 

1977 
Maxiaum 
Capacity 

1. School of Practical Nurses (MOH)
a. Ashrafieh 
b. Salt 
c. Irbid 
d. Karak 
e. 1afraq 
f. Zerqa 

..... 

.. 

.... 

9 
--

37 
--

16 
11 

- .. 

14 
14 

- 18 

13 
-
17 
15 
16 
69 

15 
15 
20 
20 
1 

Entry: completed preparatory cycle or 
above 
Length of Training: 18 months 
Credentials: Certificate andexan !OH qualifying 

2. Princess Munn Practical Nurses Program (RMs) 
(fenale only) 
Medical Services Training Center Practical 
Nurse Program (Male Medical O~derlies) 
Entry: Second or Third year of preparatory 

5 

68 

4 - 8 

63 

- 17 28 

32 

42 

195 

11 22 

190 

17 9 

49 

11 15(one cycle 
only) 

July Dec. 
26 12 

35 each 
class 
50 each 
class 

cycle 
Length of Training: I months 
Credentials: RMS Certificate 

3. Tawlthi Nursinz Program (MOEd)
Amman 
Irbid 
Zerqa 

Entry: Completed preparatory cycle 

- - -­

15-20/yr 
18/yr est.) 
18/yr~est.) 

Length of Training: 36 months 
Credentials: Tawithi in Nursing 

aSource: 

bSecond group of 1976 practical nursing trainees will graduate in January or February 1977. 



By contrast, the MOH program at Ashrafieh is enrolled to the maximum
 

feasible, given a limited number of patients and space available for
 

practicum. Presumabily, if Ashrafieh joins with KHMC and the univer­

sity in the sharing of training resources, this situation will be
 

eased.
 

There is considerable variation among practical nurse training
 

programs in entry requirements, training content, and qualifications
 

at graduation.
 

Entry Requirements
 

Generally, practical nursing students in the MOH programs have
 

completed the preparatory cycle; students in the Ministry of Education
 

(MOEd) program must have completed the preparatory; students in the RMS
 

schools are admitted after the second or third year of the three-year
 

preparatory.
 

Training Content
 

MOH students spend one month in classroom-based training and then
 

shift into a curriculum of two days classroom and four days (24 hours
 

per week) of practicum in the hospital. The MOEd Tawjihi nursing
 

students spend the first year of their program in the classroom and
 

then combine classroom training with 12-18 hours p'r week of practicum
 

during the second and third years of their program. RMS students spend
 

the first two months in classroom studies and then begin 32 hours per
 

week of practicum for the remainder of their 18-month program. Thus,
 

there is considerable difference among the programs in the total hours
 

of practical preparation, with the RMS being the most practicum oriented,
 

followed by the MOH, and finally the Tawjihi programs.
 

Qualifications at Graduation
 

Neither MOH nor RMS practical nurses have Tawjihi unless they
 

entered the training program with that degree, while graduates of the
 

MOEd program will receive the Tawjihi degree in nursing. These differ­

ences are reflected in the certification of practical nurses. MOH
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practical nurse graduates receive a school certificate and must pass a
 

government qualifying licensure examination. RMS graduates receive a
 

school certificate but do not take the government examination, although
 

there have been efforts (now suspended) to require them to do so. There
 

is currently controv,-sv surrounding the question of wjhether MOEd Tawjihi 

nursing graduates will be required to take the government exam, with the 

debate centering on whether the products of the MOLd and MOH programs
 

are in fact comparable. 

The variations in practical nurse training and certification whch
 

have been detailed above make clear delineation of this occupational
 

classification difficult, hinder efforts to equalize compensation and,
 

in the final analysis, must affect both recruitment and professional
 

standing on the job.
 

Medical Technicians
 

Medical Technicians (including laboratory, dental, x-ray, pharmacy, 

public health/sanitary inspectors, vital statistics, operating room, and 

physiotherapy assistants) are currently trained in four programs in 

Jordan. Program characteristics are detailed in Table D-7. 

The MOH Paramedical Institute trains the full range of technicians 

mentioned above; the Council of Pharmacists' School of Pharmacists' 

Assistants trains pharmacists' assistants only; the RMS Medical Services 

Training Center also trains the full range of technicians; and the Univer­

sity of Jordan's Medical Services Training Institute has trained primarily 

laboratory technicians in a certificate (not a 13Sc.) program. The Medical 

Technician Training Program (due to commence at the MOEd's Polyclinical
 

Training Center) is not yet operational.
 

Enrollment
 

As has been shown to be the case in other health manpower training
 

institutions, the medical technician programs have experienced a drop
 

in enrollment. At the Paramedical Institute (MOH), 216 students applied
 

in 1976. Seventy-five were refused entry because they had been conscripted
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TABLE D-7 

MEDICAL TECHNICAN TRAINING PROGRAM 

Institutions (Auspices) 1971 1972 1973 1974 1975 1976 

Current 
Enrollment 

Class of Class of 
1977 1978 

Maximum 
Capacity Credentials 

1. Paramedical Institute (MOH) 
a. Public health/sanitary inspectors 

b. Assist. lab. tech... 
c. Asst. x-ray tech... 
d. Asst. dental tech... 
e. Asst. pharmaci3t 

f. Vital/Health Statistics 

g. Anesthesis asst... 
h. Physiotherapy 

.. 

.. 

--

. 
.. 
..-

.. 

..-

.. 

(1975 grade --
first en-
rolled 

" --

" --

" --

--

--

" --

,, .. 

13 

16 
15 
5 
12 

7 

15 

13 

12 

17 
0 
10 

9 

15 
14 

12 

18 
15 
9 

11 

6 

8 
11 

Still in 
basic 
program­
specialty 
not yet 
selected 

20 

20 
20 
20 
20 

20 

20 
20 

MOH Diploma 

Licensure by Coumcl 
of Pharmacy 

Total Grads as of 1976 173 
Entry: TawJthi Science 
Lencth of Training: 24 months 

2. Polyclinical Training Center (MOEd)
3. School of Pharracist Assistants 

(Pharmacy Council) 
Entry: Tawjthi 
Length of Training: 12 months 

4. Training Center (RMS) 
a. Dental Assist. 
b. Operating Room tech. 
C. Lab. tech. 
d. X-ray 
e. Fharmacy asst. 
f. Sanitary Inspec. 

Entry: 2nd or 3rd prep or above 
Length of Training: 18 months 

5. University of Jordan Medical Services 
Training Institute 

Lab tech. 

Entry: Tawjthi 
Length of Training: 24 months 

36 

4 
8 
8 
8 
7 

-

20 

2 
1 
6 
4 
0 

-

33 

19 
11 
6 

12 
6 
5 

36 

20 
10 
22 
6 

18 
9 

83 

41 

3 
15 
13 
11 
10 
4 

15 

90 

34 

8 
4 
5 
4 
6 
3 

16 

90 

Not operational 
Not Known 

Still in Basic 
6 mos. nursing 
(See table ) 

25 Program aus-
PeIated 11w 
intake 1976 

43 160 

30 
60 

10 
10 
10 
10 
10 
10 

Licensure by Council 
of Pharmacy 

RMS Certificate 

aSource: 



to the Army, 141 were invited to enroll and only 43 actually did so (com­

pared with 90 the previous year). Mlh ile conscription absorbed nearly half 

the potential enrol lees, another nearly 100 potential students obviously 

chose oth r training or work option;, including, it is estimated, the 

new BSc. opport unit ies made a':aii abl wi iithe 1 mitted opening of Yarmouk 

University in firther 1976. While it i . not possible to estimate the 

number of medicLal Acnlni i ns that will remlt froi tt R1NlS) program's 

1976 enrollment (sinc o st nents are stil combiined wit malet& de 


nursing students in the fi rst i. months of core curriculum) it is clear 

that the total nuitmber of MSIC unltu ues this yeir is less than last year's 

output from pra-t ic'a L nursing t raiining a oue--and as has b.en noted, both 

RMS male nursing and ,lni uii programs must draw t i r students from 

this year's reduced pool. Siilarly, at the univer:sity program, it is 

reported that up Lo 24 perunt of the most rtutcinlv enrolled class with­

drew shortly after nL ry to puresue BSt.-.le.v1 medical technician studies 

abroad. The ent ry requir nmatof 720 Tawj ihi mca ns that potential enrollees 

are eligiblea and q ulified not .nty for degree studies obroad but also for 

many other University of programs offer Iia BSc.Jordan whichi the tractive 

While it is difficult to pinpoint rea'ons for underenrollment, it 

is unlikely that recrAtl cnnt is enhanced by variations among the programs 

mentioned or the special difficulties which prevail within several of 

them. 

Entry Requirements
 

These range from second-- or third-level preparatory for the RMS to
 

Tawjihi Science for Paramedical Institute students. The RNS/MSTC program
 

is 18 months.
 

Length of Training
 

The Council of Pharmacistn' program is 12 months, the Paramedical
 

Institute and university programs are 24 months.
 

Training Content 

The RMS program, after the first six months of basic nursing core
 

curriculum, is on-the-job training in the generally well-equipped settings
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where students will eventually work. The Paramedical Institute training,
 

after six months of core curriculum, is one-third theory and two-thirds
 

practicum for the remaining 18 months of the program -- an em~phasis on
 

theory which graduates in the field have reported is not utilized or
 

required on the job. New facilities for practicum should be ready
 

shortly in Ashrafieh Hospital to replace currently inadequate facili­

ties for Paramedical Institute students.
 

Intake to the technician training program at the university was
 

suspended for October 1976, pending resolution of a decision which has
 

been before the Council. of Deans of the University since August t976.
 

This decision involves approving or disapproving a proposal to allow
 

the Faculty of Medicine to continue the technician training program
 

without the University's Faculty of Science, which withdrew its coopera­

tive support of the program earlier this year, in part over the issue of
 

whether a less-than-BSc. program should be conducted under university
 
1
 

auspices. If and when this decision is made, a second proposal will go
 

before the Council of Deans to allow development of an "advanced level"
 

part-time (one day per week) non-degree program for employed technicians.
 

There has been virtually no coordination of collaboration with
 

regard to curriculum, staff, faculties, or equipment among any of the
 

technician training programs mentioned, although, reportedly, efforts to
 

effect such coordination have been initiated at various times since
 

1973. This lack of coordination, in the face of underenrollment, and
 

extreme diversity of program content, quality, resources, and products,
 

is a condition which Jordan can ill afford, given the Kingdom's severe
 

shortage of qualified technicians.
 

SUNMARY
 

Jordan's health training institutions can, potentially, provide a
 

small but steady stream of health manpower. However, those institutions-­

and the production of health manpower in Jordan generally--must address
 

A proposal to develop a BSc. technician training program was rejected cn
 
the grounds that products of such a prngrdm would be too highly migratory.
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a number of issues:
 

1. 	Lack of planned coordination among health manpower education
 

and training institutions for the production of health
 

nersonnel is reflected in differentials in entry requirements,
 

curriculum content, practical versus theoretical emphasis, 

length of training, certification, and the quality and
 

quantity of material resources. 

2. 	 The cost of the lack of planned coordination is an inefficient 

and less-than-optimally effective use of scarce resources: 

money, facilities, equipment, and staff required to conduct 

education and training. 

3. 	The differentials among programs noted above (particularly in 

the case of assistant or practical nurses and medical techni­

cians) also make it difficult to effect clear occupational 

delineations and, in turn, may inhibit attempts to develop 

a) official systems of task differentiation and delegation,
 

b) structures for wages and appropriate rewards and incentives,
 

c) career ladders and d) status ao professional health workers.
 

4. 	Difficulties in recruitment (especially for qualified nurse
 

training), declining enrollments (among these nurses and
 

medical technicians in particular), as well as the basic
 

nature of many tasks to be addressed by Jordan's health system,
 

point to the need for a central look at policies which reflect
 

the view that "highest is best" in the definition of admission
 

standards and required credentials of health workers.
 

5. 	Policies and plans for the education and training of physicians
 

currently proceed without careful regard for the total service
 

and manpower needs of the Kingdom's health system or for funda­

mental resource constraints. Proposed development of a second
 

medical school at Yarmouk must be examined in light of these
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factors. Policy makers should raise questions concerning
 

a) the numbers, types, roles, and distribution of physicians
 

required by coordinated health services and manpower policies
 

and plans; b) the comparative and alternative costs of ex­

panding the presently low intake at University of Jordau
 

Medical School, versus developing a new school; c) the alterna­

tive costs of developing hospital- and other facility-based
 

teaching situations in Amman versus the devlopment of these
 

sites to support a new medical school; and d) the alternative
 

costs of developing more physicians, versus investing in and
 

utilizing less costly types and levels of health manpower.
 

Implications
 

The issues detailed in the Health Manpower Resources Appendix of
 

this report and highlighted above point to a number of implications.
 

1. Jordan requires both a comprehensivu health manpower policy
 

and a detailed manpower plan to link development and utilization of human
 

to overall health policy and its objectives. Projected health
resources 


manpower needs, the roles and allocation of tasks among various workers,
 

and education and training must be defined concurrently and comprehen-


This must be done not only in relation to the health needs of the
sively. 


to meet them, but also to available
population and the services organized 


resources.
 

Planned and balanced attention to the development of basic health
2. 


realistic resource constraints, point to the desira­services, as well as 


bility of developing the lower levels of health manpower, including new
 

auxiliary types of workers.
 

3. The extension and integration of basic services imply more
 

effective utilization of existing workers through expansion and integra­

tion of current tasks and functions.
 

4. Improved geographical distribution of services and their con­

tinued effective delivery require opportunities for continuing education
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and the growth of skills and knowledge. These requirements pertain for
 

all kinds and levels of health workers, in all types of facilities.
 

5. Policies concerning development of high-cost physician skills
 

must be formulated and carried out in the context of 1) overall health
 

system needs, 2) comprehensive manpower policies which include all types
 

and functions of health workers, 3) and efficient utilization of resources.
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APPENDIX E
 

ECONOMIC PLANNING AND THE HEALTH SECTOR
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This brief review will encompass the Seven Year Program For
 

Economic Development, 1964-1970; the Three Year Development Plan,
 

1973-1975; and the Five Year Plan, 1976-1980.
 

SEVEN YEAR PROGRAM, 1964-1970
 

At the time this plan was being drawn up the West Bank had no.
 

yet 	come under Israeli occupation.
 

The 	plan objectives are set out as:
 

1. 	Increasing the number of civilian hospital beds from
 
19.5 per 10,000 persons in 1962 to 25 beds per 10,000
 
persons in 1970.
 

2. Improving the standard of existing curative health services.
 

3. Improving the standard of preventive health services by
 
establishing 17 district multipurpose health centers including
 
tuberculosis and maternity services.
 

4. 	Improving the standard of health services through more 
and
 
better trained personnel. This involves expanding the
 
existing Professional Nursing School to accommodate:
 

a) a new Practical Nursing School for females,
 
b) a new Health Workers School for males,
 
c) an expanded Professional Nursing School for females,
 
d) an expanded Midwifery School, and
 
e) an expanded Sanitary Sub-Inspectors School.
 

5. Increasing the number of beds at the present tubercular
 
hospital.
 

6. 	Providing quarantine facilities at Jordan entry points to
 
prevent the influx of contagious diseases.
 

7. 	Increasing personnel of the Ministry of Health.
 

6. 	Completion of the malaria eradication program.
 



The 	listed objectives are all reflections of the specific projects
 

included in the plan, except for a short-term study of the organization
 

and 	management of the Ministry of Health. 
 The 	total health sector
 

expenditure shown in the plan document amounts to JD 4.7 million. 
Of
 

this total, JD 2.2 million was allocated for capital and equipment,
 

and 	JD 2.5 million for recurrent costs during the plan period (new
 

programs JD 1.3 million, recruitment of additional staff JD .6 million,
 

and 	continuing malaria programs JD .7 million). 
 External assistance
 

for 	the health section of the plan was limited to JD 517,000, of which
 

all 	but iD 70,000 was for support of the malaria campaigns. Table E-1
 

shows the capital budget for health for the plan period. Planned
 

new 	developments were limited almost entirely to 
the 	hospital sector.
 

THREE YEAR PLAN, 1973-1975
 

The 	plan objectives are set out as:
 

1. 	Providing the highest possible quality of health and medical
 
services to the public, with the least cost and the best
 
methods.
 

2. 	Utilizing government hospitals to render the maximum possible
 
services, through the provision of a capable and modern
 
administration and the needed specialists and technical
 
personnel.
 

3. Coordinating the work of different health bodies (Ministry of
 
Health, Directorate of Health Services of the Armed Forces,
 
UNRWA and private practice) through the Higher Health Council,
 
in order to prevent duplication, ensure comprehensive planning
 
and provision of services, improve and upgrade the quality
 
of health services, and make them available in urban, rural,
 
and desert areas.
 

4. 	Establishing a Curative Medicine Institute, having as 
its
 
nucleus the Department of Curative Medicine in the Ministry
 
of Health. This institute should be capable of accommodating
 
within its framework any other sectors. The institate should
 
plan to provide medical services of a good standard at the
 
lowest cost. It should also look into the possibility of
 
making use of the services of private physicians.
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TABLE E-1
 

JORDAN DEVELOPMEMT EXPENDITURESa 

SEVEN YEAR PROGRAM THREE YEAR PLAN FIVE YEAR PLAN 
1964-1970 1973-1975 1976-1980 

Hospital Development 
JD (000's) 1,801 6 9 0b 4,650 c 

Percent of Total 85 78 56 

Health Centers 
JD (000's) 189 90 2 ,4 6 4 d 
Percent of Total 9 10 30 

Training 
JD (000's) 62 100 530 

Percent of Total 3 11 7 

Preventive 
JD (000's) 68 0 260 
Percent of Total 3 0 3 

Other 
JD (000's) - - 138 
Percent of Total - 2 

TOTAL 
JD (000's) 2 ,1 2 0e 880 8,042 
Percent of Total 100 99f 100 

aSource: Jordan Economic Plans for Periods 1964-1970, 1973-1975, and 1976-1980
 
blncludes JD 340,000 for nurses quarters at four urban hospitals
 
Clnciudes JD 150,000 for nurses quarters at urban hospitals
 
dAlso included are polyclinics
 
eplus an unspecified sum of JD 70,000 from foreign assistance.
 
fDoes not total 100 because of roun.ding.
 



5. Developing further the presently applied Health Insurance
 
Scheme in order to improve the quality of curative services.
 
It should also 'harge fees proportional to the standard of
 
services rendered and to the income of the beneficiaries. Non­
participants in this scheme should pay fully for the services
 
rendered to them.
 

6. 	Providing incentives and benefits that would encourage
 
Jordanians working in the medical field to remain in Jordan,
 
thus putting an end to the medical brain drain.
 

7. Improving the technical, administrative, and professional
 
standards of those working in the medical field, through
 
providing training facilities in the different fields of
 
specialization both within Jordan and abroad.
 

8. Supporting the efforts aimed at encouraging applicants to
 
join the professions of nursing and midwifery, and also
 
offering material and moral incentives to such groups.
 

9. 	Intensifying controls over drugs with regard to both quality
 
and cost, through continuous efforts aimed at quality control
 
and price reduction, with the incidental aim of saving hard
 
currency for the country.
 

10. 	 Modernizing health legislation in order to define the duties
 
of the Ministry of Health, its objectives, and its relation­
ship with other official bodies, in order to make the ministry
 
responsible for all aspects of preventive medicine.
 

Only four specific health sector projects ire included in the
 

plan, at a total cost of JD 880,000. In addition, it was estimated
 

that 	the private sector would invest JD 600,000 in clinic and hospital
 

development. Also, the Ministry of Education was to spend JD 556,000
 

and 	JD 117,000 respectively on the Faculties of Medicine and Nursing.
 

Unspecified amounts of foreign assistance are indicated for the medical
 

and 	nursing faculty projects, and two of the four Ministry of Health
 

projects (the training institute and the mental hospital). -t is worth
 

noting that the planned expenditure of JD 673,000 at the University
 

Faculties of Medicine and Nursing amounted to over three-fourths the
 

total of Ministry capital development over the entire plan period.
 

Table E-1 shows that almost 80 percent of Ministry of Health spending was
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to be for hospital development.
 

In practice, during the three years 1973-1975, the Ministry of
 

Health spent close to JD 2 million for development projects, consider­

ably more than double the planned sum. Although the paucity and lack
 

of comparability of the available data make analysis difficult, it
 

appears that around 10 percent of the total went into training, 20 per­

cent into preventive activities, and most of the balance into hospital
 

development.
 

FIVE YEAR PLAN, 1976-1980
 

The 	plan objectives are set out as:
 

1. 	Expanding and improving preventive services, with special
 

attention to student health care and mother and child care.
 

2. 	Developing and expanding curative medical services in hospi­

tals, health centers, and clinics,
 

3. 	Organizing the manufacture, distrit ;ion and export of phar­

maceutical drugs.
 

4. 	Placing emergency and first-aid services within the reach of
 

all citizens.
 

5. 	Upgrading the ievel of rural medical services as a requisite
 

for community development: also, integrate these services with
 

health services in the urban centres.
 

The 	cost of the 13 planned ministry projects amounts to JD 8.0
 

million. Another JD 1.0 million is estimated as private health sector
 

capital expenditure over the plan period. Of the JD 8 million public
 

sector expenditure, foreign loans and other assistance were to cover
 

JD 1.3 million (16 percent). These external resources were allocated
 

entirely for health centers and polyclinics (health centers with some.
 

inpatient beds and an operating theatre). Table E-1 shows a decline in
 

hospital development as a proportion of all Ministry of Health develop­

mant expenditure, to 60 percent of the total. These figures, as those
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previously cited, are partial in that they exclude the military,
 

university, and private sectors, in which hospital expenditures would
 

be an even higher proportion of the whole.
 

PLANS AND PLANNING
 

The 	1964-1970 Seven Year Program set its goals as:
 

1. 	Effecting a major reduction in the external balance of trade
 

deficit and such reduction in dependency upon budget support
 

as Jordan may 'je able to sustain.
 

2. 	Increasing per capita income (growth) at as rapid a rate as
 

possible, consistent with 1, above.
 

3. 	Reducing the level of unemployment.
 

These goals represented a change in the order of the ones laid
 

down in the earlier Five Year Program, that is, income, employment, and
 

balance of trade, in that order. The Seven Year Porgram document
 

argued that raising in importance the goal of reduced dependence upon
 

budget support would "reduce the vulnerability of the Jordanian economy
 

to external changes of policy."
 

The 1973-1975 Three Year Plan set its objectives, in the following
 

order, as:
 

1. 	Employment
 

2. 	Growth
 

3. 	Better distribution
 

4. 	Balance of trade
 

5. 	Increasing budgetary independence.
 

This plan raised the employment objective to first priority, at
 

the expense of trade and budgetary considerations, and for the first
 

time explicitly mentioned improved distribution as a major objective.
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The present 1976-1980 Five Year Plan orders its objectives as
 

follows:
 

'1. Structural change in the economy through an increased
 
share in GDP of the commodity-producing sectors
 

2. Growth/income
 

3. Better distribution
 

4. Employment
 

5. Balance of trade
 

6. Increasing budgetary independence.
 

Points 2 through 6 above (point 1 is of a different order) cover
 

the same five areas as the previous Three Year Plan and, except for
 

raising growth and distribution at the expense of employment, follow the
 

same ordering.
 

The same general objectives 
are stat-d in all the plan documents, 

except that better distribution does not appear explicitly until the 

1973-1975 plan. And yet there appears to be little relationship
 

between the stated overall objectives of the plans and their health
 

sections. In fact, the extremely high priority given in terms of
 

spending to hospital development clearly runs counter to such objectives
 

as better income distribution, employment creation, improved trade
 

balances, and increasing budgetary independence. With regard to the
 

growth objective, it 
is certainly not enhanced by hospital development
 

and is more likely to be hindered. Smaller health facilities will be
 

better distributed and thus accessible to 
more people than are hospi­

tals, will employ a greater volume of lower- and middle-level personnel,
 

depend less upon imported materials, and cost less 
to produce comparable
 

units of output than do hospitals. 
All of this would be in keeping with
 

overall plan objectives.
 

Perhaps most important with regard to health plan development is
 

the gap between stated objectives and spending priorities. Thus the
 

current plan lists its top health goal as 
"expanding and improving
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preventive services, with special attention to student health 
care and
 
mother and child care." And yet only a small fraction of proposed
 
plan spending is actually directed toward the accomplishment of that
 
goal. Not only is 
there a gap between stated objectives and proposed
 
expenditures, but there is also little correlation between proposed
 
and actual expenditures, as evidenced by the health sector results of
 
the 1973-1975 Three Year Plan. 
 The lack of sufficiently clear expendi­
ture data in the health sector makes it difficult to monitor plan per­

formance against plan projections.
 

One other glaring issue is 
the lack of integrated planning by the
 
various "pillars" making up Jordan's health delivery system. The multi­
annual plans do not include the private sector (although some estimates
 
are included), UNRWA, and the military. 
This lack of integrated
 
planning is one 
major factor allowing for the continued duplication and
 

inefficient use of resources.
 

Most of the problems pointed to above stem from a failure of
 
planning, although not necessarily planning in any technical sense.
 
In any event, an improved health planning capacity within the country
 
is a matter of some urgency if 
some of the problems discussed above are
 

to be avoided in the future.
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APPENDIX F 

ENVIRONMENTAL HEALTH
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"Whoever wishes to investigate medicine properly should
 

consider the seasons of the year, the winds and the waters
 

in relation to health and diseases", Hippocrates (460­

354 B.C.)
 

INTRODUCTION
 

are the efforts of man directed
 

at breaking the links between disease infecting agents, the environ­

ment, and man. The environmental links between man and diseases
 

(amebiasis, bacillary dysentery, cholera, echinococcosis, infectious
 

hepatitis, leptospirosis, para-typhoid fever, tularemia, typhoid fever
 

and poliomyelitis) include water, milk, food, soiled hands, insects
 

and rodents.
 

The importance of environmental health in Jordan can readily be
 

seen by reviewing the observations and conclusions presented in the
 

section of this report dealing with health statui in Jordan. Th
 

data on outpatient visits, hospitalization and mortality in the various
 

age groups from infants to adults are significant. This is especiolly
 

the case if one considers the interrelationship between nutrition and
 

environmental health in infants and the 1 to 4 year age groups.
 

Due to time constraints and special conditions existing within
 

Jordan, water is singled out for special review as the most important
 

environmental link between disease and the Jordanian people. Bacillary
 

dysentery (shigellosis) is highlighted for this introductory discussion
 

since it is on the minds of many Jordanians as a result of the
 

January 1976 water borne-epidemic affecting over 4300 people in the city
 

of Salt.
 

Bacillary dysentery occurs world-wide and has afflicted man since
 

the beginning of history. It is a "filth" disease that can be curtailed
 

only through good environmental health measures. Man is the host of
 

Environmental health activities 
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the infection; source of spread of the Shigallae organisms is feces.
 

Contaminated water, ice, foods, milk and flies have all been incri­

minated in the transmission of this disease. On a community basis,
 

preventive measures which can prevent the spread of this disease in­

clude:
 

U' Provide safe drinking water, free of the causative organisms, 

" Provide safe water in a quantity adequate to permit the
 

cleansing of hands, food, eating utensils, clothing, and living 
quarters.
 

" Provide sanitary disposal of human feces.
 

N' Reduce fly breeding.
 

These four measures can break the link between the disease infecting
 

agent Shigellae and the environment and man.
 

DOMESTIC WATER SUPPLY
 

Water Qianti y and Availability 

From epidimiological investigations man has learned much about 

the relationship between man's health and the quality of water. Since 

most developed countries have abundant quantities of water fewer 

studies conducted on this aspect of water have shown that in addition 

to the quality of water, the quantity or availability of water plays 

an important part in the transmission of disease. Cleanliness of a 

person is intimately related to the lack of transmission of dysenteric 

and other interic diseases is strongly implied by the results of careful 

work done by a number of investigators. Some of the data derived from 

Hollister's study is shown in Table F-1 . From this and other studies 

the conclusion has been drawn by health officials world over that the
 

control of many environmentally related diseases is significantly
 

improved by making water easily and readily accessible for personal
 

hygiene.
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TABLE F-1
 

NUMBER OF SHIGELLA CULTURES*
 

BY AVAILABILITY OF WATER
 

Availability of water 	 Number of % of Cultures % of Families
 

Cultures Positive Positive
 

2.5
Home with kitchen & bath 985 	 1.6 


Home with kitchen only 688 3.0 	 6.2
 

11.0
Public fountain only 4438 	 5.8 


In order to convert this accessability into quantity of water con­

sumed, experience has shown (based on small Indian villages in the
 

remote arid regions of the United States) the following average consump­

tion rates in liters per person per day:
 

" Home with kitchen and 	bath - 200 

* Home with kitchen sink only - 40 

* Public fountain or yard hydrant - 10 

General (Tordan)
 

Water is the least available and most prized natural resource in 

Jordan. The country is arid, depending largely on rainfall to meet 

its requirements for domestic aL well as agricultural and industrial 

uses. Average annual rainfall ranges from 600 mm in the highland 

regions to 50 n ii the desert areas. 

In 1975, water consumption in Jordan was estimated at 421 million
 

cubic meters (MCM) with estimates of increasing to approximately 555
 

million cubic meters by 1980. The distribution (MCM) will be:
 

*Water and Man's Health, 	AID Technical Series - No. 5. 
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1975 1980 

Domestic 40 60
 

Industrial 6 30
 

Agriculture 375 465
 

Statistical data indicate that the volume of water available for 

utilizatioa in 1975 was approximately 470 MCM and is expected to reach 

580 MCM by 1980. In 1975 the overall supply exceeded demand. There 

were, however, severe water short:iges in 1975 for domestic supplies in 

the :pidly growing mt:!tropo itan ,reas like Amman. The shortage 

occurred becaus.e :lvai lb-11)1 ' .;ourCCes tie ofthe wt s' and areas water 

demand were not r:iK LClyIeo con,,ruent. ULsing the above domestic 

consumption fin<; of 40 and 60 14CMl and the estimated total population 

of Jordan in 1975 and 1980 of 1.9 and 2.3 million, resqpectively, the 

average consumption rate is ,about 60 and 70 liters per capita per day. 

This is a very low gross rosnuMption 7-ate because water used by busi­

nesses, institutions, and other establishments and water lost through 

leaks etc. must be deducted to determine the average net consumption 

rate.
 

Jordan (Excluding Jordan Valley and Municipality of Amman) 

Existing conditions. In traveling across Jordan one is amazed at
 

the activity, energy, and resources of the people being expended in
 

transporting water for domestic and agricultural uses. Water is ob­

tained from springs, shallow dug wells, bored artisian wells and waste 

discharges. If the water can be found, it will be us.:d by carrying, 

hauling, pumping, or diverting into irrigation channels. Water 

quantity and availability are the criteria, not quality.
 

Information on water supply distribution to towns and villages
 

in Jordan is available from a 1973 survey conducted by the Ministry
 

of Interior. The distribution of water in all areas of the country
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except Amman, is presented in Table F-Z These data show that approxi­

mately half of the towns and villages (391 out of 794) do not have
 

piped water supply systems.
 

TABLE F-2 

DISTRIBUTION OF DOMESTIC WATER SUPPLY*
 

IN TOWNS AND VILLAGES ACCORDING TO GOVERNORATE 

Anmman** Irbid Balga Karak Ma'an Total
 

Villages with Dist.
 
to houses 87 178 
 9 78 20 372 

Villages withodt 
dist. to houses 10 6 7 - 8 31 

Villages with no 
piped water supply 131 134 49 32 45 391 

Total Villages and 
Towns 228 318 65 110 73 794
 

Total Populations 388,000 580,000 139,000 114,000 55,000 1,276,000
 

* Jordan-Three Year Plan 1973-1976, Natifinal Planning Council
 

** Excluding Municipality of Amman
 

The 372 coinnmunities that have water distributed to homes, indus­

tries and other estahllishients, have insufficient water to keep the 

distribution system pressurized or full of water at all times. The 

systems are operated similarly to irrigation systems in that valves 

are opened and closed which distribute water to different parts of the 

city during different times of the day or week. Each residence or 

business establishment that has water service also has its own individual 

water storage reservoir. When these reservoirs are empty and there is 

no water in the distribution system, water is purchased from either 

public or private tanker trucks by those who can afford the cost. Those 

tankers purchase and haul water from various water sources located in
 

and around the city. Water hauling is a major business in Jordan. The
 

average daily consumption rate in these 372 communities is approximately
 

40 liters per capita per day.
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The 31 towns and villages that are served with water from 

reservoirs and public fountains are supplied by large government­

owned bulk distribution systems. These bulk di;t ribtition s ystems also 

supply or supplcment the comunnity systems de:; :rihll- n 1iw previous 

paragraph. People living in towns and vi.1 Ia gt -; wi tLl pub I i, l.mntains 

haul water for domestic purposes eithec on tile Lv Lilt" 1zacks 

of donkeys. Few people can afford indoor pliwbin ,, ,r tii, ,',):;t to baul 

water for them. 

The 333 towns and villages that use nearby ai Le;i :ni oil :;nd 

springs as public water sources are protected from contamination be­

cause the water is checked for bacteriological quaiity. People living 

in these villages carry their own water for domestic uses. 

The remaining 58 villages have no proteCted sanitary water source 

and must carry water from nearby contaminated springs and wells.
 

The people living in the 422 towns and villages mentioned above,
 

plus those living in cities with distribution systems that are not
 

provided with water service represent app-oximately one-third of the
 

population. The people that carry their own water supply have an aver­

age daily consumption of less than 10 liters p(er capita per day.
 

Planned Improvements. The supply, distribution, and quantity of
 

water supply in Jordan is less than satisfactory. The Jordanian Govern­

ment and the people are well aware of this problem. In the Three Year
 

Plan, 1973-1975, developed by the National Planning Council and other
 

government agencies, the water supply was given high priority. The
 

budget allocated was in excess of JD 8 million. To expedite this water
 

supply construction mandate, the Water Supply Corporation was estab­

lished in 1973 and given responsibility for planning, design, implemen­

tation, management, operation and maintenance of water supply projects
 

in the Kingdom (the City of Amman and the Jordan Valley were excluded).
 

During the Three Year Plan, the Water Supply Corporation completed
 

a number of projects, as well as the implementation of another six
 

major projects to be completed within the current Five Year Plan.
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Table F-3 shows a summary of the projects budgeted in the Five
 

Year Plan 1976-1980, excluding the Jordan Valley and Amman proper.
 

When these projects are completed in 1980, approximately 90% of the
 

population inside the Kingdom and outside the Jordan Valley and Amman
 

municipality will have improved water supply sources.
 

TABLE F-3
 

SUMMARY OF WATER SUPPLY PROJECTS - 5 YEAR PLAN*
 

(JD 000)
 

Location/Year 1976 1977 1978 
 1979 1980 TOTAL
 

a. Irbid Governorate 2291 2323 1375 1200 200 7389 
7 Projects 

b. Amman/Balqa Gov. 647 348 216 250 600 2061 
6 Projects 

c. Karak/Ma'an Gov. 5380 6381 1330 320 380 13791 
6 Projecrs 

TOTAL 8318 9052 
 2921 1770 1180 23241
 

* Jordan - Five Year Plan 1976-1980, National Planning Council 

Table F-4 shows the quantity of domestic water pumped in 1973, 1975
 

and 1980 (projected), as well as the number of beneficiary municipali­

ties, villages and other population centers (excluding Amman and the
 

Jordan Valley).
 

TABLE F-4
 

QUANTITY OF DOMESTIC WATER PUMPED IN 1973, 1975 AND 1980 
(PROJECTED)
 

Governorate/Year 1973 1975 1980 
 No. of Villages
 

MCM MCM 
 MCM
 

Irbid 
 4.10 4.65 10.10 
 322
 

Amman/Balqa 1.56 2.10 4.90 
 250
 

Karak/Ma'an 1.03 
 1.50 3.70 
 201
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The estimated population of these 773 population centers in 1980
 
will be approximately 1.4 million. 
Using this population figure and
 
the estimated water supply of 18.7 MCM indicates that average daily
 
consumption will be less than 40 liters per capita per day. 
 In dis­
cussing this low consumption figure with Jordanian officials and the
 
water supply picture for 1980, they stated their belief that even by
 
then there will be few if any community distribution systems pres­

surized 24 hours per day.
 

Jordan Valley
 

Existing conditions. The military events of 1967 and the subse­
quent events up to 1970 badly disrupted the economic growth of the
 
Jordan Valley. The war caused substantial loss of life, destroyed
 
most of the settlemente, made irrigation works its target and brought
 
all development activity to 
a standstill. 
Most of the inhabitants in
 
the Valley sought refuge in the Eastern Highlands. The present popula­
tion of the Valley is estimated to be around 70,000 and distributed
 
over 60 diverse settlement areas. 
Growth of these settlements has
 
been haphazard and nearly all of them lack basic public utilities
 
including domestic water supply. 
The 1973 Socio-Economic Survey showed
 
that 70 percent of the families" lived in a one bedroom house, 58 per­

cent had no separate kitchen and 91 percent had no bathroom.
 
Planned Improvements. In 1971, as 
the period of disruption and
 

dislocation ended, a program for the rehabilitation and development: 
o
 
the East Jordan Valley was prepared and included in the Three-Vear Plan.
 
To meet the requirements of planning for the East Jordan Valley on a
 
permanent basis, the Jordan Valley Commission was created dn early
 
1973. 
 It was entrusted with the sole responsibility of plmnir-z and
 
implementing the socio-economic development of the Valley. 
To .discharge
 
this responsibility the Commission was given broad administratve and
 
executive powers. The Commission spent the first two years studying
 
and planning, and in 1974 prepared a Seven Year Plan covering the
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period from 1975-1982. The ultimate aim of the Seven-Year Plan is to
 

achieve full development of the Valley by the optimal utilization of
 

level of income, health and
its 	resources. This will yield a decent 


living conditions for its inhabitants. The Jordan Valley Commission
 

Seven Year Plan will reduce the existing scattered settlements to 36 by
 

using 31 of the existing ones and establishing 5 new ones.
 

For the purpose of supplyin; suE fie|eat ud safe drinking water to 

all 	36 populations centers, t:e Vallleyv has been divided into three 

to be supplied with water supply networks:regions, each 	 separate 

* 	 The North East Ghor Projeoct will serve 10 settlements in 

the northern part of the valley. The system will consist 

of developed spring sources, sand filtration, chlorination, 
tostorage and distribution. Construction is scheduled 


start in mid-1977 and he completed by mid-1978. 

* 	 The Middle East Ghor Project will serve 18 settlements 

in the middle part of the valley and will obtain its water
 

from the Wadi Rajeb well field. The wells have been drilled
 

and the main supply lines to 15 of the 18 settlements have
 

been compLeted. Work on the main lines to the remaining
 

settlements, plus the storage and distribution system
 

started in October 1976, is scheduled for completion in late
 

1977.
 

* 	 The South East Chor project will supply water to 8 settlements
 

in the southern part of the Valley from the Wadi Jaria wells.
 

The construction of this project was divided into two
 

phases. The first phase started recently and is scheduled
 

for completion in late 1977; the second phase will start in
 

1979 and be completed in 19Q1.
 

All 	of these water supply system; are designed for a 2-fold increase in
 

the 	population from 1976 to 1984 and an increase in the average water
 

consumption rate from 80 liters per capita per day to 100 by 1986.
 

These will be the first fully pressurized systems in Jordan and there­

fore the most safe from a health standpoint. Funding for these three
 

domestic water suprly projects have been provided within the Seven Year
 

Plan (See Table F-5).
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TABLE F-5
 

FUNDING LEVELS FOR THE JORDAN VALLEY WATER SUPPLY PROJECTS*
 

(JD 000)
 

1976 1977 1978 1979 1980 1931 1982 Total
 

North - 400 300 - - - - 700 

Middle - 200 400 - - - 600 

South 200 800 - 300 400 300 - 20')0 

Total 200 1400 700 300 400 300 - 3300 

*Summary-Jordan Valley Development Plan, 1975-1982, Jordan Valley
 

Commission, May 1976.
 

Amman Municipality
 

Existing Conditions. The Municipality of Amman has witnessed a
 

rapid population growth and resultant problems that set it apart from
 

other cities in Jordan. The population increased suddenly as a result
 

of the military events of 1948 and 1967, and of migration from rural
 

areas. The total number of inhabitants rose from around 45,000 in 1948
 

to 450,000 in 1967. In 1975 the population was approximately 750,000.
 

During this period the city area grew from 16 square kilometers to 84
 

all with no prior planning. Amman still suffers from the lack of
 

integrated land useage planning. During these rapid expansion years
 

in Amman, water supply revenues went into the municipalities' general
 

budget. They were not available for planning, developing and expanding
 

the distribution system. As a result, undersized waterlines were in­

stalled in the new areas, water supply and storage was not increased,
 

and the old existing system was not repaired.
 

Of all the cities in Jordan with water distribution systems, Amman
 

has experienced the most acute water shortages. Areas of the city
 

have gone weeks without piped water, and one area reportedly, received
 

water only on three occasions in a 12-month period. There are more
 

water tanker trucks (private and municipal) in Amman per capita :han in
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any other city in the world,
 

The water supply in Amman experienced few improvements until the
 

establishment of the Amman Water and Sewerage Authority in 1972 and 

the development of the Three Year Plan in 1973. The following is a 

list of recent improvements: 

" 	 Replacemenu of old distribution pipes, 

* 	 Completion of 12 new wells which now yield approximately 
2500 cubic meters per hour, 

* Constructing of two main pumping stations,
 

" Constructing 4000 cubic meters of new storage facilities for
 
water,
 

" Laying approximately 200 kilometers of main and distribution
 
pipes. 

Even with these improvements the average consumption rate in 1975 was
 

estimated at only 40 liters per capita per day and of the 18.8 MCM
 

of water pumped, 54 percent was unaccounted for through leaks and other
 

losses. The following water use projections were prepared in 1974 by
 

the Amman Water and Sewerage Authority (AWSA).
 

PROJECTED WATER DEMAND
 

AMMAN MUNICIPALITY
 

Consumption Total Water
 
Year Population liters/cap/day % Lost Demand MCM/yr.
 

1975 600,000 40 54 18.8
 

1977 644,000 47 48 21.1
 

1982 765,000 58 45 29.0
 

1992 1,081,000 85 33 49.4
 

2002 1,525,000 100 30 78.4
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By reviewing this table and noting that they are attempting to increase
 

the consumption rate from 40-100 liters per capita per day at the 

same period that the population is more than doubling, one can visualize 

the enormous task ahead for AWSA. 

Amman presently obtains 98% of its domestic water from wells pene­

trating two main aquifers; the deep artesian aquifer knoii as Hummer, 

and the shallow wadi aquifer system. 'he deep aquifer receives its 

recharge mainly from outside Amnan and is estimated to 12 in the range 

of 6-9 MCM per year. The shallow aqp iftr receives its water recharge 

directly from rain fall andwwa Liwater within the district and is 

estimated to be approximately 60 MCM per year. As the Muricipality 

has improved its sewage collection and storm water drainage systems, 

the rate of recharge has significantly dropped. Of th' I-otal available 

water in these two aquifers only 28-32 MCM jer year can I)e extracted 

and utilized within the boundaries of Amman. Therefore, with a minimum 

projected demand of 78.4 million cubic meters per year in 2002, approxi­

mately 50 million cubic meters per year will have to be purchased from
 

outside the Amman area.
 

Planned Improvements. At the present time the two most promising
 

bulk water sources outside Amman are in the Qastal Area, and the King
 

Talal Dam. The Natural Resources uthority has been conducting a ground
 

water exploration project in the Qastal area with very encouraging
 

results. Preliminary cstimates are that approximately 15 million cubic 

meters per year ceild be extracted from this area. The King Talal Dam 

was constructed for irrigation purposes as part of the overall develop­

ment scheme of the Jordan Valley. For this reason, the Jordan Valley 

Commission and other high government officials have been reluctant to
 

allow any of this water to be pumped to Amman. However, AWSA reportedly
 

obtained water rights of approximately 15 million cubic meters per year
 

from the King Talal Dam and is presently negotiating with engineering
 

firms for the study and design of this system. This system could be
 

supplying water to Amman by 1980 at a cost of approximately JD 20
 

million, an expenditure which would be in addition to the projects
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contained in the 
Five Year Plan. This Plan provided only for improve­
ments in the local sources, pumping, distribution and storage. 
 The bud­

get was as follows:
 

(JD 000)*
 

1976 1977 
 1978 1979 
 1980 Total
 

AWSA Funds 150 250 
 1000 1000 
 - 2400
Loans 
 - 250 1000 1000 
 - 2250 

Total 150 
 500 2000 2000 ­ 4650
 

*Jordan 
- Five Year Plan 1976-1980, National Planning Council
 

Summary
 

Table F-6 presents a summary of the information presented in the pre­
vious paragraphs on 
the existing conditions and the planned improvements
 
in the quantity of water supplied to the people of Jordan. 
 It shows
 
that with the population increasing from 1.9 
to 2.3 million the water
 
consumption should increase from approximately 30 to 45 liters per
 
capita per day by making capital expenditures of JD 31.2 million.
 
These filures are rough approximations, 
 at best and are presented 
only to show the gradual improvement taking place during the Five Year
 

Plan.
 

Since the Jordanian Government has established the necessary
 
machinery (Water Supply Corporation, Amman Water and Sewerage Authority,
 
and the Jordan Valley Conmnission) 
to make water easily and readily
 
accessable to its people, it also has the financial capability to expand
 
rapidly, the remaining question is: 
 What will prevent the water con­
sumption rate from reaching an acceptable level of ]00 
or even 200
 
liters per capita per day? 
 1'3ing the 1985 population projection of
 
2,734,000 people with 90 percent coverage at 200 liter per capita per
 
day, it would require delivering 175 million cubic meters per year or
 
17.5 percent of Jordan's total estimated water resources. If the goal
 
of making water accessable to 90 percent of the population is achievable
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TABLE F-6 

EXISTING AND PLANNEL WATER DISTRIBUTION IMPROVEMENTS FOR JORDAN 

Area 

Amman 

Popiation 

652,000 

1975 

Water Pumped 

(MCM) 

18.8 

Com. Rate 

(l/c/d) 

40 

5-Yr 
Plan 

(JDM) 

4.7 

Population 

765,000 

1980 

Water Pumped 

(MCM) 

29.1 

Cons. Kate 

(I/c/d) 

58 

Jordan Valley 

Bal. of Jordan 

70,000 

1,178,000 

.3 

8.3 

10 

20 

3.3 

23.2 

120,000 

1,415,000 

3.5 

18.7 

80 

40 

Ln Total 1,900,000 27.4 30 31.2 2,300,000 51.3 45 



in 1985. By 2000 or later, the problem will be to keep the distribution 

system pressurized and the consumption rate from climbing to 600-800 

1/c/d. The followil, are some considerations on how to keep the distri­

bution systems pres;surizrd '11d the consumption rates from soaring: 

" Structure the water rate system so that the charge for Lhe 

first 10-L5 cubic meters per month per service connection 
is reasonable. The charge from 15-20 expensive and from 

20 and above wouLd be priced so high as to make the cost 
almost prohbhi ti v. 

* 	 Reduce waLer losses by replacing and repairing leaky distri­
bution pipes. 

" 	 Establish a regular program of replacing, repairing, and cali­
brating water meters. 

* 	 Install flow restricting devices (Dole valves) on each meter 

insta] lation. 

" 	 Require the use of spring loaded faucets which must be 
manually held open.
 

* Consider alternatives to the water closet or flush toilet. 

Water Quality and Pollution 

Water Quality
 

There are several criteria which define maximum limits of accept­

ability for oacteriological and chemical contaminants in drinking
 

water. These maximum limits reflect current knowledge of the known
 

effects of contamination on human health. In determining the degree
 

and seriousness of such contaminants it is not always possible to
 

isolate the organism in the water which could cause a particular disease.
 

For this reason an indicator organisms, Escherichia coli, is used
 

since it is easy to detect and is excreted in large numbers from the
 

intestinal tract of man. These organisms are commonly referred to as
 

fecal coliform. In Jordan, drinking water is considered safe bacterio­

logically when the number of coliform organisms present in a water sample
 

F-16
 



is less than 2.2 organisms per 100 milliliter of water. When water
 

samples are taken on a regular basis it an interval proportional to
 

the population of the community, the community system is considered to be
 

safe from human excrement when less than 5 percent of the samples have
 

less than 2.2 fecal coliforms per 	 100 milliliters. 

Table F-; presents a silmmary of the samples collected and analyzed 

by the Ministry of Health from selected population centers in Jordan 

during the period 1973-1975. Using the 5 percent criteria it is
 

obvious that none of the systems can be considered safe for domestic 

use. If one compares each area with Salt, it could be said that most 

of them are epidemics waiting to happen. Since all of these systems 

have chlorination treatment, it is obvious that the dosage, contact time 

and/or reliability of chlorination is questionable.
 

TABLE F-7
 

PERCENTAGE OF WATER SAMPLES - UNSAFE*
 

Jordan 19/3 - 1975
 

Community Amman Irbid Karak Ma'an Madaba Salt Rusaifa Zarga
 

Year
 

1973 8 39 53 	 34 27 31 20 24
 

1974 i3 20 62 	 18 29.5 38 16 32
 

13 13 40 27 21
1975 9 17 35 

*Bacteriological Pollution in the Drinking-Water of Jordan, by Asem
 

Shehabi, Ph.D., Ministry of Health, Jordan.
 

In a study conducted in August 1975 by the Ministry of Health in
 

the Amman-Zarqa area on wells before chlorination, fecal bacteria were
 

found in 37 percent of the wells. These samples were taken from
 

both the shallow wadi aquifer and the deep HUMMER aquifer. If the wells
 

in Amman's shallow wadi aquifer had been analyzed separately this
 

figure would have been closer to 100 percent contaminated.
 

Since the Central Government Laboratory of the Ministry of Health
 

no longer has the capability to perform the necessary chemical analysis
 

of domestic water supplies, there was no information available on these
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important water quality parameters.
 

Another contributor to the number of water samples found contami­

nated (unsafe) is the intermittant operation of the water systems. 

When a water pipe is fully pressurized there is no air in the system. 

If there are le.aks in the system--water will be lost. If there are 

leaks in the system and no pressure and someone opens a faucet to draw 

water, air or other liquids will enter the pipe. Therefore, when as in 

Jordan, you have both leaky pipes and the soil saturated with contami­

nated water from cess pools, the pipes may be contaminated with this 

waste water.
 

Domestic Sewage (Pollution)
 

are only two cities in Jordan, Amman and Salt, tiat currently
There 


have community type sewage collection, treatment and disposal systems.
 

The Amman system is new and being built in stages by the Amman Water
 

and Sewerage Authority and budgeted in the Three and Five Year Plans.
 

The sum of JD 3.25 million is budgeted in the 5-Year Plan for continued
 

expansion of the Amman sewage collection and treatment facilities.
 

The sewage system for Salt is old, inadequate and in need of renovation.
 

Engineering studies were completed by the Ministry of Interiors for
 

Municipal an] Rural Affairs during the Three Year Plan for renovating
 

the Salt system and the construction of new community collection and
 

treatment facilities for the cities of Zarqa and Jerash. It is scheduled
 

to construct these systems during the years 1.977 and 1978 of the Five-


Year Plan within the budget of the Ministry of Interior for Municipal
 

and Rural Affairs.
 

Jordanian homes, businesses and other institutions, having water
 

carried wastes that are not connected to the Amman or Salt systems,
 

have individual sub-surface seepage pits (cebs pools). Since both the
 

soil (sand, gravel or fractured rock formations) and climate are condu­

cive to this type of liquid waste disposal there is little problem on
 

the surface. When and if the pits need emptying, there are available
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both municipal and private waste pumper trucks. The problem with this
 

type of liquid waste disposal, from a health standpoint, is that in
 

most cases the waste percolates through the sand and the gravel into
 

the communities water supply aquifer.
 

Most of the population centers of Jordan are similar to Amman in
 

that they are situated, wholly within a single drainage basin (water­

shed) with the populace and their liquid waste located in the upper
 

portion and the water and some food sources located in the lower por­

tion. The liquid human waste receives some biological treatment and
 

filtration in the substrata before being diluted with rainwater con­

tained in the water bearing aquiFer and later emerges, clear, odorless 

and contaminated in village springs and shallow wells. Here it is 

used for irrigation and/or chlorinated and used for drinking water.
 

Amman and Salt have speeded up this recycling process by collecting,
 

transporting, partially treating, and discharging their sewage at a
 

point much closer to their Twater and food sources.
 

re-
In surveying the existing sewage system of Amman and Salt and 


viewing the engineering reports on similarly planned facilities for
 

Jerash and Zarqa, it is apparent that little consideration was given to
 

unusual Jordanian conditions. These are cookbook type designs developed
 

in countries where partially treated sewage is diluted in large
 

receiving rivers and not reused again without complete treatment at a
 

point days and kilometers down stream. Such engineering designs
 

definitely were not developed for application in the Jordan environment
 

where the sewage is reused with little or no treatment within a few
 

minutes and meters of the discharge point. The recycling of most waste
 

waters in Jordan is not up for debate or a matter of government policy;
 

it is a fact of life. The only point for discussion or government action
 

is the establishment and application of government controls.
 

Industrial Liquid Waste (Pollution)
 

Industrialization is in the early stages of development in Jordan
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and as a result has probably caused only limited water supply pollution
 

problems. However, since the central Government Laboratory does not
 

have the capability to test water for trace or toxic elements and other
 

industrial pollutants, no one really knows if this is a serious health
 

problem or not. The Ministry of Health has initiated an industrial
 

waste discharge permat system but due to lack of leadership and resources
 

it has been haphazardly enforced.
 

Since these industries are being located within the same drainage
 

basins as the communities and their water supply sources they will,
 

unless adequately controlled, endanger the natural water resources and
 

the health of the inhabitants.
 

Refube Disposal (Pollution)
 

Most of the larger communities in Jordan have refuse collection,
 

transportation and disposal systems. In all cases the systems are
 

underequipped, undermanned with disposal by open-burning dumps. All
 

three steps in the process are hazards to the people's health because
 

of rodent and insect infestations and air and water pollution.
 

The Ministry of Interior for Municipal and Rural Affairs has bud­

geted within the Five-Year Plan JD 1 mi7lion to establish in Amman an 

integrated scheme for the collection, transport and disposal of garbage 

through sanitary and mechanical methods. 

Summary
 

Domestic water supply systems in Jordan are highly contaminated.
 

This fecal contamination is from both polluted wells and unpressurized
 

leaky distribution pipes. Since Jordan can ill afford more water borne
 

disease epidemics or the loss of scarce water supply resources, deci­

sive government action is needed now.
 

The Ministry of Health is responsible for the sanitary quality
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control of domestic water supplies which include such activities as:
 

research, promulgation of standards, plan review and approval, labora­

tory analysis - bacteriological and chemical, and sanitary surveys and
 

investigation of water systems. Although the Ministry of Health is
 

responsible for this activity they have not kept pace with the rapidly
 

expanding water supply effort in Jordan. This is rightly so, since
 

those agencies responsible for development, planning, construction,
 

operation and maintenance of water systems should not police their
 

own work. It is urgent that the Environmental Engineering Program
 

within the Ministry of Health be upgraded to adequately meet this
 

responsibility.
 

GENERAL SANITATION
 

Ministry of Hlealth
 

The Ministry of Health is responsible for most of the environmental
 

health activities outside of the water supply and waste disposal. It
 

is mainly concerned with sanitation within the food, milk and beverage
 

industries. Th, Ministry of Health, Environmental Health Section, has
 

only two professional sanitarians, one of which is assigned to the
 

municipality of Amman. The one reamining sanitarian spends most of his
 

time checking on complaints. As a result, there is really no General
 

Sanitation Program per so at the National level. The large municipali­

ties such as Amman, Zarqa, and Irbid are the only places within Jordan
 

having sanitation programs. These municipal programs are better or­

ganized, administered, financed and staffed.
 

Amman Municipality
 

Both the Director and Assistant Director of Amman's Public Health
 

Department are physicians with training and experience in public
 

health administration. The major public health activities of the
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Department are: 1. collection, transportation and disposal of refuse;
 

2. licensing, testing and inspection of businesses engaged in the pro­

duction, distribution and sale of milk, food, and beverages; 3. insect
 

and rodent control; and 4. health education school for sanitation
 

inspectors. These various activities are administered from the central
 

office through nine separate district offices within the municipality.
 

East district is responsible for all activities except the education 

program.
 

The refuse collection, transportation and disposal system, as
 

discussed in the previous section of this report, is inadequate but 

scheduled for improvements of JD 1 million within the Five-Year Plan. 

This present inadequate system combined with several kilometers of new 

but hardly used sewage collection pipes have dramatically increased the
 

rat infestation problem in Amnman. Even though the Health Department
 

has established an extensive rat control program, they expect to make 

little progress until after the refuse situation improves and the new
 

sewers are flowing.
 

The Municipality has approximately 80 sanitation inspectors working
 

in the milk-food-beverage program. The major problem within this acti­

vity is the lack of professionally trained and experienced Sanitarians.
 

The only Professional Sanitarian on their staff is on loan from the
 

Ministry of Health. The ideal ratio of Sanitarian to Sanitation Inspec­

tors would be I to 10 rather than the present ratio of I to 80.
 

However, this staffing problem is no different than that for any other
 

proiossionnl category in Jordan.
 

Summary
 

General sanitation for milk, food and beverages is being adminis­

tered from the local level and without national ".adership. A National
 

Program is needed to standardize ragulation, inspection, enforcement,
 

and to coordinate mutual interest with other Ministries such as customs
 

and agriculture.
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The impact of malnutrition on mortality and mordidity rates
 

can safely be said to be heavy. Due to the interaction of i..Inutri­

tion and infection, a malnourished child is more prone to infection,
 

and that infection in turn precipitates malnutrition. Whereas healthy
 

children may suffer only a mild attack of measles or gastro-enteritis,
 

the undernourished may be fatally affected by the same infections.
 

The high mortality rate due to infectious diseases that airects Jordanian
 

children is an indicator, therefore, of a malnutrition problem.
 

In 1962 a nutritional status survey of Jordanian civilians, mili­

tary personnel, and refugees was carried out by the United States Inter­

departmental Committee on Nutrition for National Defense (ICNND). This
 

survey's findings are obviously dated, but they do indicate a baseline
 

situation.
 

The civilian sample was comprised of males and females of all age
 

groups and was selected from different regions. The refugees also
 

represented both males and females from all ages. Only the military
 

personnel were all male. Nearly 8,000 individuals were examined among
 

the three groups. A year later a detailed nutrition survey of infants
 

and children 0-6 years of age was undertaken jointly by ICNND and the
 

Inter-departmental Committee of Nutrition in Jordan. In this survey,
 

more than 2,800 infants and children were examined; 23 percent of the
 

children were from refugee families. Signs of frank protein-caloric
 

deficiency were found in' 6.5 percent of the boys and 19.7 percent of
 

the girls. There was no difference between refugee and non-refugee
 

children. Signs of thiamine and riboflavin deficiency were found in
 

an appreciable number of children.
 

A survey of vitamin A deficiency in infants and preschool children
 

was undertaken by Patwardhan and Kamel (1967) under the auspices of WHO.
 

In a randomly selected population principally from &,mman and Jerusalem
 

districts the prevalence of vitamin A deficiency was found to be about
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8 percent. Among ],180 children examined, 95 cases of xerophthalmia and
 

its sequelae were found. This is a higher figure than indicated in the
 

previous study by Phardon et al. (1965) which is based on the ICNND
 

pediatric survey. However, serum values from both studies are in
 

agreement: between 43 and 50 percent of the children from the two
 

studies revealed less than 20 mg/ml. serum vitamin A, indicating a
 

deficient to low range.
 

A 1972 review of this research by Patwardhan and Darby cites the
 

basic nutritional problems as including growth retardation in infants
 

and young children, protein-caloric malnutrition, low blood concentra­

tions of vitamin A at all ages, and low urinary excretion of both
 

thiamine (6.7 percent) and riboflavin (40 percent). The clinical
 

signs of these vitamin deficiencies appeared as well in children 0-5
 

years of age. Hemoglobin and hematocrit values indicated mild to moderate
 

anemia more common in infants below 2 years. To a lesser extent other
 

nutritional deficiencies such as rickets and low levels of ascorbic
 

acid (vitamin C) were found. Ascorbic acid levels were found to de­

crease with age, in contrast to other nutrient levels which tend to be
 

at more precarious levels in younger children.
 

The previous surveys had shown malnutrition to be most prevalent
 

among preschool children, pregnant and lactating mothers. A more recent
 

study by Sa'ad Hijazi (1976) shows the changes in nutritional status which
 

have occured since the 1960's. This study shows infants in the first
 

few months of life are also among the malnourished or, "at risk" group.
 

Within this broad group, children of six months to one year would appear
 

to be at greatest risk as evidenced by hospital admission records as
 

well as the Hijazi study. Children in the second year of life are also
 

very vulnerable to malnutrition. Among malnourished women, pregnancy
 

wastage is high. And when a child is born to an underweight, malnourished
 

mother who has had miany pregnancies closely spaced, the chances are
 

extremely high, that he too will become malnourished, according to
 

the Hijazi study.
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The most recent data collected by Hijazi, as well as observations 

made in late 1976, would indicate that the severity of malnutrition has 

lessened over the years, although gross malnutrition still exists. Vita­

min A deficiency is no longer a severe problem, although surveillance 

must continue. However, iron-deficiency anemia among very young children 

remains a problem. Precise figures are not available, as there is no 

set standard by which malnutrition is classified. School officials may 

define a child as malnourished if he shows a deficit in height for age 

even though his weight for height is normal. A child such as this has 

probably suffered from past chronic malnutrition; little can be done
 

for him, yet he is classified as malnourished. The malnourished among 

the entire child population (0-15 years of age) has been estimated at
 

between five and 80 percent of the population. The high estimates are
 

for nomadic peoples of the remote areas and are provided by school
 

health teams.
 

The magnitude of clinically-manifest malnutrition is difficult
 

to determine. Few hospital admissions are generally recorded as mal­

nutrition, presumably because the accompanying conditions such as
 

gastro-enteritis and upper respiratory tract infections are more
 

readily identified. A gradual shift in the type of diagnosed malnutri­

tion has been noted throughout Jordan since the first ICNND surveys were
 

conducted. Earlier surveys indicated a much higher prevalence of kwashiorkor
 

(protein deficiency) than is seen today. Data collected by Hijazi consist­

ing of hospital admission records would indicate that 20 percent of the
 

total children admitted to government hospitals were suffering from mal­

nutrition. Of these, 85 percent were marasmic. Other observations of
 

hospital admission records would place the malnutrition figure at closer
 

to 30 percent, with marasmus affecting 80-90 percent of these children.
 

Of all forms of malnutrition, among all age groups, it would appear that
 

chronic undernutrition of infants and children in the second and third
 

year of life accounts for the greatest proportion of all child mal­

nutrition.
 

The observed decline in infant mortality rates has frequently been
 

cited as evidence for the improvement in nutritional status. The work of
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Hijazi would indicate thcl reduced rates are primarily due to improved
 

public health measures such as sanitation and vaccination against com­

municable childhood diseases.
 

Most of the malnutrition which exists in Jordan today is caused
 

by economic and social factors. There is no real evidence that the
 

malnutrition seen is caused by either a single or combined dietary
 

deficiency; rather it is principally secondary to gastro-enteritis or
 

upper respiratory tract infections. Contributory factors are as
 

follows: early weaning to unhygienic cow's milk, bread and tea, or
 

prolonged breast feeding with little or no supplementation; lack of
 

health or nutrition knowledge on the part of the mother; unsafe water
 

sources and poor sanitation facilities.
 

Economically, low purchasing power stands in the way of I-roviding
 

many an adequate diet. A cost of living index for Amman for the years
 

1967-1971 shows food, housing , and clothing rising sharply; however,
 

food costs have shown the sharpest increases. The trend toward im­

proved nutritional status in the last decade, as illustrated by the
 

work of Hijazi, may be in part attributed to rising percapita incomes;
 

however, recent inflationary trends have produced a decrease n purchas­

ing power which some health workers have correlated with a worsening of
 

nutritional status. Health care personnel in the Kerak region concur
 

with this position. Among the special pressures placed on families who
 

migrate from rural to urban areas are fixed costs they may not have
 

formerly had: rent, utilities and food.
 

With the projected growth of population currently estimated at
 

3.3 percent per year, children and women of childbearing age will continue
 

to comprise the majority of the population. Presently, one-half of the
 

population is under fifteen (20-25 percent of the population is under
 

five years of age), and women of childbearing age constitute another
 

20-25 percent of the population. Women and children 0-15 years of age
 

make up approximateiy 70 percent of the total population. Thus, it is
 

clear that nutritional adequacy for these vulnerable groups should be a
 

priority.
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Nutrition and Feeding Programs in Jordan
 

The Ministries of Health, Education, Labor aild Social Affairs and
 

the U. N. Relief and Works Agency (UNRWA) all have programs which in­

volve feeding or commodity distribution. In addition, numerous voluntary
 

agencies have programs as well. CARE-MEDICO, and UNICEF have programs
 

which may or may not entail feeding and/or nutrition and health education.
 

Similar feeding programs which have been terminated included those of
 

Save the Children Fund and the Lutheran Federation.
 

The Ministry of Health is responsible for 41 Maternal and Child
 

Health Centers in which each child is eligible for 2 kilograms of corn­

soya-milk mixture (CSM) and I kilogram of dried skim milk (DSM) each 

month. Needy children, based on weight for age, are eligible for the 

same commodities twice a week. Once a week, each MCII center offers a 

lecture/demonstration in which ways of preparing the commodities are 

discussed an(' demonstrated. The foodstuffs are supplied by the United
 

States Food for Peace Program.
 

The Ministry of Education has school fceding programs in numerous
 

schools, including both boarding and vocational training schools as well
 

as primary, secondary and teacher training schools. Some 3,000 students
 

are covered by these programs. The Ministry has also introduced several
 

nutritional-oriented posters suitable for school use. A request has
 

been made for commodities from the U.N./F.A.O. World Food Program.
 

This will be used to assist with a new school feeding program in various
 

primary, preparatory and secondary schools in three districts. The
 

request was made in February, 1976 with a starting date of September, 1977.
 

The target areas are 293 schools in Mafraq, Tafileh, and Ma'an. These
 

are marginal areas in which large segments of the population are of
 

nomadic origin and extremely poor. A representative of the Ministry of
 

Education states that 60-80 percent of the children in these areas are
 

malnourished according to visiting school health teams. As usual,
 

criteria for malnourishment were not stated. Observations would indicate
 

that the figure given covers children who are short for age, indicative of
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past chronic malnutrition. These children would make up the bulk of
 

the 60-80 percent; a school feeding program would not necessarily improve
 

their current nutritional status.
 

Program assistance would last five years and upon expiration of
 

World Food Program assistance, the Government of Jordan (COJ) would
 

assume responsibility. Commodities provided would be wheat, flour,
 

canned cheese, canned fish (and'or meat), jam and dried skim milk.
 

If this request to U.N./F.A.O. is granted the new school feeding
 

program will replace the presei ne.
 

The Ministry of Labor and Social Affairs directs 102 feeding
 

centers which provide CSM, DSM, oil, bulgar wheat, flour and tomato
 

paste provided through CARE/MEDICO.
 

The feeding centers are, for the most part, for children four to
 

six years of age. A new program will soon be initiated by CARE and
 

Social Affairs in which hot lunch versus take-home commodities will be
 

examined. A previous study by CARE/MEDICO did not show improved nutri­

tional status in conjunction with a school feeding program.
 

Save the Children Fund has had a program in the Chor, an area 

where malnutrition is reported to be widespread. Teams of health 

workers go out to the villages and provide demonstrations in both
 

clinics and homes. The program and its equipment is presently being
 

turned over to the Kerak Region Medical Directorate.
 

UNICEF is also active in the nutrition field and is reported to
 

have undertaken both a current nutrition survey as well as the re­

designing of textbooks to incorporate needed nutrition and health
 

education components.
 

Comments on Nutrition Activities in MCH Centers
 

As mentioned previously, the patient use of these centers is ex­

tremely low. S. Hijazi in his Ph.D. dissertation states that only 14
 

percent of the study's mothers utilized the MCH centers. Other estimates
 

range from 16 to 20 percent. There are numerous possible reasons for
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this low utilization rate, some of which are outlined below:
 

In most centers only one service is provided each day of the
 

week. Therefore, a mother who has, for example, an ongoing gynecolo­

gical condition, a sick child and yet thinks she might be pregnant,
 

would have to present herself to the clinic on no fewer than three
 

different days of the week.
 

Perhaps the attitude of the health care personnel towards the
 

clientele is poor. This, of course, is difficult to assess, but prior
 

experience, as well as comments made by several health workers, would
 

indicate low motivation.
 

From a nutritionist's point of view, the approach used with
 

mothers during well-child check-ups needs improvement. Children are
 

weighed and measured yet no growth chart (a chart on which the child's
 

weight for age or weight for height is plotted) is used. The use of
 

David Morley's "Road to Health" charts (a copy of which may be given
 

to the mother for her to keep), attempts to make the mother a more
 

active participant in the health care of her child. (See Maurice
 

King, et al. 1972.) The introduction of these charts is recommended.
 

Little attempt is made at the time of examinations to educate
 

mothers. Instead they are encouraged to come on a specific morning to
 

a lecture-deronstration on health and nutrition.
 

Curriculum design for nutrition education is a specialized field
 

and it should not be left up to the individual MCH center to formulate
 

its own designs. In a country the size of Jordan, there is little need
 

for regional specialization of design. There are ten points which should
 

form the basis of what to teach about good nutrition.
 

1. 	Breast feeding is the best for children.
 

2. 	 Bottle-feeding is dangerous.
 

3. 	 A child should start eating cereal when he is four to six
 

months old and have added protein by the time he is six
 

months old.
 

4. 	 Children need some protective foods every day.
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5. 	Children need at least three meals with body building
 

foods every day.
 

6. 	Children with diarrhea need a lot to drink, and all sick
 

children should be fed even though they may not want to
 

eat.
 

7. 	A good diet is a mixed diet.
 

8. 	Pregnant women and breast-feeding mothers neeO extra food
 

of all surts, especially protective food and protein.
 

9. 	School children need food before going to school and some­

thing to eat while they are at school.
 

10. 	 Water given to children should always be clean.
 

There are other obvious points which relate to health (immuniza­

tions) and hygiene (the need to boil water, keep food clean) which
 

should be taught.
 

Any 	cooking demonstrations should be done using the same type of
 

facilities available to the mother at home. If this means moving the
 

demonstration out-of-doors to cook over an open fire, it should be donr
 

This 	is an example of "appropriate" curriculum design.
 

Visual aids in nutrition are almost non-existent in Jordan's health
 

care facilities. In the MCH centers often the most visible posters were
 

those donated by Nestles in which (obviously) the basic thesis is to sell
 

a product which for most local mothers is unnecessary, costly and often
 

detrimental to the baby's health. These posters aru to be discouraged,
 

even though a part of each poster may be devoted to breast feeding. The
 

Western women pictured bottle-feeding their babies are a stimulus to
 

local mothers to give up breast feeding.
 

Instead, visual aids such as flannel boards should be used in the
 

teaching sessions. These are inexpensive and allow for mother participa­

tion in question and answer sessions. Posters should be numerous and
 

large and should not require the viewer to be literate to obtain full
 

comprehension.
 

The one nutrition poster presently in use typifies the problem. It
 

is far too complex for the mother to follow in terms of lay-out and its
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requirements for literacy exceed the level of most mothers. 
As well,
 

the recommendations are 
complex and not always necessary. For example,
 

a recommendation for the first month is water. 
 Recent research conducted
 

in Jamaica suggests that the breast-fed infant does not need an exogenous 

supply of wator, even in hot climates. In view of the difficulty of
 

obtaining clean water in Jordan, the recommendation of supplementary
 

water should be re-examined.
 

Agricultural and Food Po.lj ies 

The Government of Jordan, through the Ministry of Agriculture,
 

supports the price of bread malde 
 from wheat provided by the U.S. Agency
 

for International Dve, l)pment. With 
 local production of wheat at about
 

50,000 tons in 1975 (this is ex,.iluded from G0J subsidies) approximately
 

185,000 tons of wheat 
 was sold under subsidies (annual consumption is 

approximately 310,000 tons). 
 The world price of wheat for 1975 was
 

about $1 6 0/ton, therefore the GOJ subsidized consumption with about
 

$13 million. 
There is no other food and/or agricultural policy in
 

effect 
which directly benefits the nutrition of the Jordanian population. 

Such a policy concerning legumes would be advisable, particularly since
 

the population 
of Jordan does not warrant the manufacture of a weaning 

food inspite of probab l funding by such sources as UNICEF. In place 

of commercial weaning foods, mothers should be encouraged to use locally 

available foods rich in l)prtein such as lentils, chickpeas, and beans. 

Although the cost per gram of protein has steadily increased over the 

last 13 years, data indicate that these legumes are 
still the cheapest
 

sources of protein available.
 

A Nutrition Strategy for Jordan
 

Activities carried out 
in MCH centers and through other health
 

system facilities !nd services 
can help to combat malnutrition, but
 

they are not sufficient measures. Nor can nutrition projects such as
 

school feeding and supplementary feeding programs form the basis of a
 

strategy to alleviate malnutrition.
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There is little evidence to prove that nutritional status is
 
markedly improved by feeding projects. Studies such as 
those conducted
 
by CARE/MEDICO repeatedly show that only a minority (10 percent) exhibit
 
a real need for food supplements. 
As well, those in greatest need may
 
be the least accessible as indicated by the numerous reports from both
 
health and nutrition personnel that the desert Bedouins are 
still
 
considered to be the population at 
greatest risk to malnutrition.
 

None of the above-mentioned activities is 
a substitute for the
 
creation of a comprehensive nutrition policy and the development of
 

a nutritional planning capacity in Jordan.
 

There is a basic need for a national. food and nutrition policy
 
which can effectively deal with the nutrition problems which exist
 

today in Jordan.
 

Programs which exist outside the traditional realm of nutrition
 
may have important nutritional effects. 
 Tha identification of these
 
relevant measures must be underta!ken. For example, programs which
 
offer credit to small farmers or irrigation schemes as 
in the Jordan
 
Valley may have both short and long-term nutritional implications.
 

Nuti tion planning must begin with the identification of the
 
nutrition problem in 
terms of who is malnouri5hed, in what ways, in
 
what circumstances and why. 
An ongoing nutritional status survey by
 
UNICEF will answer some of these questions. Further data collection
 
and analysis will contribute to improved decision making and improved
 
design of policy iaeasures and projects. Inromplete survey data should
 
not inhibit the planning process; 
one must not wait for the perfect
 
and complete survey results before beginning to effect policy.
 

There are manpower and organizational requirements for planning
 
which are currently lacking in Jordan. 
First, there are, at present
 
in Jordan, no individuals trained in nutrition planning. 
Second, a
 
typical desirable administrative structure is one in which various
 
Ministries whose functions concern nutrition (e.g., education, agricul­
ture, health, labor and social affairs), are in dialogue with a central
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nutrition planning body which is responsible for overall development
 

strategy. A nutrition planning unit needs a capacity for independent
 

analysis. In addition, it must be able to assist the Ministries to
 

build their own planning capacities and to identify, design and appraise
 

programs. There should be, among other things, a shared view of the
 

nature of the nutrition problem and an understanding of the role that
 

each Ministry is to play in the planning process and in coordination
 

of implementation.
 

G-12
 



APPENDIX H
 

INFORMATION SYSTEMS
 

H-I
 



APPENDIX H
 

INFORMATION SYSTEMS
 

INTRODUCTION
 

This appendix on health sector information syztems in Jordan
 
deals exclusively with systems pertaining to sector-level planning
 
and management. Information systems pertaining to health services
 

provision, health manpower, nutrition, and sanitation receive some
 
discussion in the sections of the overall report dealing with those
 

divisions of the health sector.
 

Data Management
 

The collection of information in the form of 
a specific data
 
element or data elements starts with the individual client or patient
 

at the (data) point of entry. 
At some point, preferably at regular
 

time intervals, these data elements are aggregated by category on a
 
local, regional, district, or nationwide basis. 
 The data in aggregated
 
form is transmitted to regional or central statistical units for
 

further aggregation, cross tabulation processing, storage, and distri­
bution. 
From this data collection, aggregation, and processing phase
 
should result the use of the information as evidenced by the data in
 
form of analysis, preseiiLaLion of resuiLs 
to policy ,iakers and central
 

managers, and feedback of information to 
the original data sources, to
 
be used in the decision-making process at the local, regional, or
 

sub-organization level in the center.
 

The framework for data management in Jordan can be illustrated
 

as follows:
 

WHAT 
 WHERE
 

1. Point of data entry 
 Village Clinic, Health Center,
 
primary data collection Tababa, MCH, Dental Clinic,
 

Outpatient Clinic, Hospital
 

2. Initial aggregation and 
 Health Directorate of District
 
focus of data transmission or Governorate
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3. 	Health data assembly at Ministry of He-lth
 
the national level
 

4. 	Health data transmittal Department of Statistics
 
and processing at the
 
national level
 

5. 	Data distribution Other ministries, inter­

national organizations,
 
universities
 

6. 	Data analysis, use, Lacking in Jordan
 

presentation of results
 

The original collection of data in the form of vital statistics
 

(births, deaths, stillbirths, infant deaths), morbidity statistics
 

(diagnostic and curative treatment data), and other health related
 

events (vaccinations administered, infectious disease cases reported,
 

environmental health services) is at the local level of the health
 

center, tababa, MCH clinic, rural clinic, outpatient clinic, or
 

hospital. Some of the data are aggregated at this level; some is
 

sent in raw form to the District Directcrate and Ministry of Health (MOH).
 

An intermediate level of collection and aggregation of health
 

data occurs at the district level. From there the data reach the
 

Ministry of Health, in particular the statistics section and the
 

administrative office of that Ministry.
 

Other information elements, sometimes duplicative of the infor­

mation flow to the MOH but unrelated to it and in a different form, may
 

go to other government agencies, like the Department of Statistics. A
 

case in point can be found in the MOH Hospital Daily Report and the
 

Hospital Form, sent daily to the Department of Statistics via the MOH.
 

A third kind of health-related information bypasses the MOH
 

entirely, and goes from the source of primary collection and aggregation
 

directly to the Department of Statistics for processing and inclusicn in
 

the Jordan Statistical Yearbook (annual). The accident reports sent by
 

the Department of Traffic to the Department of Statistics for processing,
 

tabulating, and inclusion in the yearbook, are an example of ths.
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Most of the health-related data which is aggregated on a nation­

wide basis, thus ends up in the Department of Statistics, where it is
 

further tabulated, or cross-tabulated, with the printouts to be included
 

in the yearbook or in such special reports and like the Annual House­

hold Survey or the Special Dwelling Survey. From there the distribution
 

of data and reports to other governmental and non-governmental agencies
 

in Jordan and at the international level occurs.
 

DATA COLLECTION POINTS
 

The Rural (village) Clinic is usually a simple operation, with a
 

Practical Nurse (PN) in attendance. These PNs can give simple vaccina­

tions, injections, and administer some "treatment," with the patient to
 

be referred to a doctor after a maximum of 24 hours. Some information
 

(age, sex) for all patients seen by the PN is entered as "attendances"
 

into the "Attendance/Treatment Book" (ATB), together with the type of
 

medicatioi or vaccination 1 _.. As an illustration, in
aistered. one 

rural cliric most of these "attendances" were entered as "pen strep," 

meaning penicillin-streptomycin injections against sore throat, 

bronchitis, etc. On monthly visits to a %illage clinic, the mobile 

team from the health center collects information or "attended" treatment
 

information at this level. Attendance itself is thereby defined as
 

patient contact by the PN (whereas "treatment," noted in a separate ATB,
 

is patient-contact by a doctor).
 

The Health Center is better equipped and housed in larger facilities
 

than the village clinic. One of its main characteristics is the presence
 

of a doctor during regular working hours of the MOH (usually 8-1:30 for
 

6 days a week), and the doctor is on call for the remainder of the day.
 

The health center usually is also the base for the doctor(s) who make
 

the regular rounds to the village clinics, and the service center for
 

the subdistrict or sector of the MOH. In the center itself, detailed
 

records are kept on who is seen, by whom (if by PN, attend'nce; by
 

M. D., treatment - entered into separate ATBs), the diagnosis and type
 

of treatment or medication administered.
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A total count of the numbers of persons "attended" or "treated"
 

is reported to the MOH Statistics Section, but no use is made of the
 

other information contained in the ATB. An exception is the infectious
 

disease report, where the tababa (see below), then the district and
 

MOH are informed. After the first report of infectious disease (often
 

by phone or messenger) to the district, a doctor or nurse will innoculate
 

the affected person(s).
 

= 
The Tababa (Tabib doctor, physician) is an office, headed by a
 

Senior Medical Officer (SMO) and administering the following functions
 

and records:
 

Vital records (birth and death)
 

Vaccinations for inerat certificate (mainly smallpox, cholera,
 
typhoid)
 

Sanitation reports (water, restaurant inspections)
 

Medical Committee (to examine prospective government employees;
 
for disability determination for insurance purposes; for age
 

determination of persons without birth certificate).
 

There may be other functions administered by the tababa which
 

often is located next to or together with a health center, but the
 

common features of a tababa are that:
 

1) it t- headed by a doctor (Senior Medical Officer);
 

2) registers births and deaths;
 

3) has a medical committee.
 

The information component of a tababa, which is its major function,
 

is centered around the registration of births and deaths, and the issuancE
 

of birth and death rcertificates. For some tababas this amounts to a
 

sizeable operation, with numerous clerks registering into, transcribing
 

from or verifying information contaired in birth or death registration
 

books. These books are heavily bound hardcover volumes with heavy
 

paper.
 

Even so, the frequent use of these basic documents necessitate that
 

a second copy be prepared for use when the first one is worn out. The
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way this is done, in the Amman tababa, for instance, is the literal re­

copying of all the information from the book with the original entry
 

into an identical second book.
 

From the tababa, the original sources of vital information
 

(notification forms), as well as statistical recap (summary) forms with
 

aggregated data are sent to the MOH Statistics Section. The original
 

notification forms are then forwarded by MOH to the Department of
 

Statistics (DS), where they get processed and stored on computer
 

tapes.
 

At no point, however, does the tababa have access to individual
 

information or receive feedback from the DS or even the MOH central
 

offices. All the utilization of the recorded vital data in form of
 

the (re-)issuance of birth certificates (upon request only), or similar,
 

is based upon pulling out of and looking it up in "the book."
 

In the Ministry of Health's central office, the Planning and
 

Foreign Relations/Statistics Section and the Chief Clerk's office
 

(Dewan), are the recipients of most of the information generated in the
 

health centers and tababas, and transmitted via the MOH District
 

Directors.
 

The MOH Statistics Section is the focal point for the receipt
 

and compilation of data in the Jordanian health sector (excluding the
 

military sub-sector).
 

Vital statistics information is re-recorded in summary books,
 

with one book for registered live births, another for registered still
 

births, registered infant deaths, registered deaths, etc. Each of
 

these books has one page per year for each district and Jordan.
 

For infectious diseases, the information is received in weekly
 

or monthly reports. It has to be kept in mind, however, that these
 

forms are sent to the MOH Statistical Section for tabulation purposes
 

only whereas the responsibility for action lies with the MOH Director
 

of Curative Medicine. In addition, all District Directors in Jordan,
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the World Health Organization, and the Ministries of Health of other
 
nations are informed of communicable disease outbreaks.
 

Another important set 
of data flowing to the MOH Statistics
 
Section is hospital inpatient information. The data source for most
 
of this information is the Hospital Daily Report, 
a form to a large
 
degree duplicative of a similar form sent 
to the DS on a daily basis.
 

Ideally, only one form should be used for both MOH and DS, in 
codeable format. Currently, the two forms ate prepared and sent off
 
independently by hospitals the
the for MOH1 and the DS, respectively, 
and at no point is there any coordination or cross-checking of the
 

information content.
 

The second focus for information gathering and storage in the
 
MOH is the Dewan, or the Chief Clerk's office. Reports and records in
 
various areas get to 
this office, where they are collected ia folders, 
put into cubbyhole:; (shelves) along the entire four walls of a separate 
large office, and, when these arc full, get transferred to the archives
 
in another room. 
After five years, most of these records are destroyed, 
and rarely do they get used or looked at after their initial filing.
 
A clerk of the Statistics Section inventories and summarizes the content
 
of each major letter, document or report on large index cards with the
 

Dewan.
 

The Department of Statistics (DS) is currently final step for
 
much of the health data gathered by the MOH, and also the focal point
 
of other health-related information, which it gets from other Jordan
 

government agencies.
 

Hospital inpatient data is collected on a DS form, sent 
from all
 
hospitals on a daily basis via the MOH (only a transmittal point) to
 
the DS Hospital Statistics Section. 
 At no point is it checked against
 

the MOH Hospital Daily Report.
 

These forms get keypunched, then put on 
tape in the DS, after
 
having been coded on 
the original form, which is designed for such a
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purpose. An annual Hospital Morbidity Report contains the tabulated
 

information and source analysis of data derived from the Hospital
 

Patient Survey. The annual reports are distributed to about 150 other
 

Jordanian and foreign government agencies and universities, and to the
 

torld Health Organization (WHO). No feedback loop to the hospitals
 

providing the information is present or envisaged for the near future.
 

The Vital Statistics Section of DS is the final depository for
 

the Birth and Death Notification forms. This section also keeps records
 

on construction permits, departures and arrivals in Jordan, visitors
 

to movies, and traffic accidents.
 

The Accident Reports, which DS receives monthly from the Depart­

ment of Traffic, could provide important health planning data, since
 

they are filled out in great detail for any and all injuries or deaths
 

resulting from traffic accidents. No such use of this data source is
 

made.
 

DATA COLLECTION INSTRUMENTS AND PROCEDURES
 

Vital Records
 

Birth
 

For those infants entering the system in the MCH clinics, coverage
 

is good and reporting is complete. There is, however, large regional
 

variation in the proportion of infants covered by MCH centers, and little
 

or no active outreach activities are performed.
 

The notification of birth is done on an MOH form which the doctor,
 

dayah, midwife, clinic worker, or Mukhtar fill out and send to the tababa.
 

This notification is supposed to occur within thirty days after birth.
 

It has been estimated that about four-fifths of the registered births
 

in Amman take place within the thirty days. The rest are evenly split
 

between the remainder of the first year of life arid after the first
 

birthday. Outside Amman the proportion of births registered within the
 

legal time is assumed to be much lower than in Amman.
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At the tababa the birth information is recorded in the "Birth
 

Registration" book. Upon request, birth certificates are issued to a
 

child's parents. (A heavy preschool issuance has been observed.) The
 

tababa books, because of extensive reference and verification usage,
 

tend to become soiled and must be manually duplicated.
 

The tababa forwards the individual birth notification forms
 

along with a monthly summary to the Ministry of Health. A more
 

aggregate monthly sunary is prepared by the Ministry, and it and the
 

individual birtih forms are transmitted to the Department of Statistics
 

for coding, keypunching, and processing. The individual records have
 

been stored on tapes since 1970, and in manual form prior to that.
 

A special case exists for the issuance of test Bank birth certi­

ficates by the Amman tababa. The original certificate as issued in the
 

West Bank along with the letter of request for registration, are trans­

formed into a reregistration through a manual, possibly highly error­

prone process.
 

Death
 

Under-reporting of deaths in Jordan is a well-known and openly
 

admitted problem. Only one-fourth to one-third of all deaths are
 

reported to the authorities (in the tababa) nationwide.
 

There is more complete reporting of deaths for government employees
 

and army personnel, in order to claim life insurance proceeds on the
 

deceased, and also, in Amman City, due to the need to secure a permission
 

for burial at the tababa.
 

For a large portion of the Jordanian population, however, the
 

incentive works against the reporting of deaths, especially infant
 

and child deaths. In this case the same factors which, in part, act
 

as an incentive to report births due to the potential loss of the
 

case of refugees or displaced
additional "rations" received in the 


persons, or child and family allocations for government employees, act
 

as a disincentive to report the death, especially of the recently born.
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1976
 
The overall under-reporting can be conjectured 

from the 


registration numbers for Amman City, where 
until mid-November about
 

25,000 births were registered (an annual rate of about 30,000) versus
 

2,817 deaths (an annual rate of 3,220, or barely 11 percent of the
 

On the estimated 1975 Amman City popu­
number of births registered). 


= 46.1 percent crude birth
 
lation, this reoults in a (30,000/652,000) 


1,000 population estinatedclose to the 46.8 perrate, which 	 is very 

but the death rate, based upon reporting, is 4.96 pcrceLlt,for Jordan, 

or about one-third of the officially estimated 
14.5 percent. As
 

the Anman rate of death reporting is probably higher
mentioned above, 

than that of other parts of Jordan.
 

of one single sub-
A simple example will demonstrate the share 

1 year of age) in the total under-reporting.
group: infants (birth to 


a 1976 estimated Jordan population of 2,014,000 
and a crude birth
 

With 


rate of 46.8/1,000, the annual number of births would be 94,225. With
 

an estimated infant mortality rate of 91/1,000, 
there would be 8,577
 

The reported infant mortality calculated
infant deaths per year. 


from the MOH data for January through August, 
1976:
 

57,691
reported birth (live) 
1,194
repcrted infant deaths 


20.7% = (1,194/57,691)official infant mortality rate 
91.0% therefore
estimated infant mortality rate 

70.0%
under-reported infant mortality rate 


= 


Total number of infant deaths estimated: 
94,255 (.091) 8,577 

i reported: 94,225 (.021) = 1,950it 
= 


" under-reported: 94,225 (.070) 6,627
 

For all deaths, the under-reported number calculates 
as:
 

= 
 9,063

Total number of deaths reported: 2,014,000 (.0045) 

= 
29,203
 
,, , " estimated: 2,Ui4,000 (0.145) 

= 

or "I under-reported: 2,014,000 (.0100) 20,140
 

Of the total under-reported deaths, 32.9 percent (6,627/20,140),
 

infant deaths not reported. Adding to this
 
or roughly one-third, are 


the under-reported deaths in the age groups between one and five years
 

of age (about I percent of these age-cchorts is estimated to die annually),
 

one-half of the unreported
 we arrive at the surprising estimate that over 
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deaths is for children under five years of age.
 

A detailed monthly report on deaths by age, sex and cause is pre-

Pared by each tababa. Fifty causes of death are indicated on this matrix, 

wiLh age groupings in one-year intervals up to five years of age, and in 

five year intervals thereafter (up to "85 and over"). The cause is 

following an abridged international list. For neonatal and infant 

deaths, a separate report is required, which gives the age in days up 

to 28 days, and in nonths thereafter up to one year. This is done for
 

each village ("Place") served by the tababa. 

The presentation of these forms, and of the reporting system, 

which goes from the tababa via the MOH Statistical Section to the DS 

for aatomated processing of the data on the DS computer, showL the 

adequacy of the system itself and the potential of the information 

for health planning and other evaluative or policy purposes. The 

potential for improved statistical analyses is there. With the current 

degree of under-reporting of deaths, especially for infants and young
 

children (see abovo) and the apparent lack of quality and reliability 

of the causes of death indicated, when reported, it is in those two 

areas that improvement is most needed.
 

Morbidity Records
 

Village Clinic5 and Health Centers
 

An attendaace and treatment book (ATB) is kept at each facility,
 

but much of the information required by the book is not entered, and,
 

even if it were, no use would be made of it.
 

The problem is not with the recording format or system itself--it
 

is with the lack of transmittal of information. The persons directly
 

working with the patients and entering the information into the ATB are 

familiar with the conditions found and treatment given, be it the
 

"penstrep" innoculations given by the village nurse near Ma'an, the 

frequent snake bites and scorpion stings on the feet of barefoot field­

deadly bee stings on the faces of children ih
workers, or damaging or 


the summer in the Jordan Valley.
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Information, however, on the treatment of patients in village
 

clinics or health centers, by cause and type, never gets to the dir­

ectorate, let alone the MOH, to be used for policy making or health
 

planning purposes. Not only does this leave a gap in useful data
 

and information, it is also detrimental to the morale of those working
 

in the front-line of health services provision, and further reduces
 

their incentive and interest to keep accurate records. There is 
no
 

feedback mechanism, which, after aggregation, analysis, and use of
 

the information provided from the field, returns some of that infor­

mation to the field. In the appropriate form such information ould
 

assist with local implementation of key health programs. This holds
 

true not only for village clinics and health centers, but is true
 

throughout the MOH system in Jordan.
 

A second feature is the lack of cooperation between agencies, which
 

often is linked to the former problem (if the two agencies are within the
 

same structure or system, but at different hierarchical levels). In our
 

case this is demonstrated by patients who are transferred from one
 

level of tae health care system to another, such as from the health center
 

to the hospital, ur from one of the seven Amman general Medical Centers
 

to the Ashrafieh Outpatient Clinic, and from there to a hospital. If
 

the patient comes back to the original referring unit for follow-up,
 

no records comes with him, so the general practitioner often does not
 

know what has happened to his patient at the speciality of institutional
 

level. This lack of communication causes problem not only in the morale
 

of those working at the more general level of the Jordanian health care
 

system, but also could endanger the patient's health.
 

Hospital Inpatient Records
 

At the time of admission, a clerk of the hospital administration
 

enters the following information into the hospital registration book:
 

the registration number, name of patient, age, sex, complete address,
 

occupation, grade of room (usually grade 3), date of admission, diagnosis.
 

When the patient leaves the hospital the same line of the book is
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continued by entering the date of discharge, the length of stay in days,
 

dead or alive discharge, fees (pe- day and total), the number of the
 

receipt, and special remarks (like iype of ward patient was in). 

All hospitals are required to submit one daily report each to 

DS and MOH. That this report is not sent in on a daily basis, but 

in batches every week or so, is understandable. That not all private 

hospitals submit their Daily Hospital Reports, a fact which leaves 

data gaps in the MOH Statistics Sections' data on private hospitals, 

is less understandable.
 

Let us compare the common information elements of the MOH Daily 

Hospital Report and the DS "Survey of Patients Treated in Hospitals." 

Information Element on: "Daily Report"(MOH) "Survey"(DS) 

1. 	Serial Number by MOH by DS
 
2. 	Name of Hospita] and location
 
3. 	 Name of Patient 
4. 	 Demographic info on patient 
5. 	 No. of occupied beds by 

category:
 
Government officials,
 
mi litary,
 
private (paying),
 
poor,
 
prisoners 

6. 	 Disease by "normal" ­
infectious
 

7. 	Date of Admission
 
8. 	First & second diagnosis
 
9. 	Operation - major­

moderate - minor
 
10. Date of Discharge 	 Total by alive and
 

dead 	 Detailed
 
11. Cause of Death 
 Info to be written on
 

back of form
 

It can be seen from the above comparison that most of the informa­

tion is collected by both MOH and DS - on a total daily basis by the MOH
 

form, and on a per-patient basis by KD in a more detailed form. 
Tighter
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coordination of the development of hospitalization data is clearly
 

required.
 

As in Amman, the number one cause of death requiring the involve­

ment of forensic medicine for Balqa was blamed on traffic accidents, 

with children as the victims for about one-half of these cases. The 

number two cause, however, for this area, which includes large portions 

of the Jordan Valley, was seen in phosphorous compound poisoning. Thus, 

if these subjective evaluations by the man in charge in the Balqa 

forensic medicine area are correct, over nine-tenths of the second 

unnatural cause of deaths in this governorate is due to the careless 

spraying of phosphorous compounds, leading to the death of children 

and adults.
 

Again, even though the number may be small, we have here a useful 

and already existing source of health planning and public health inter­

vention data, which is waiting to be aggregated and analyzed. This 

has been done for Amman, with the remaining areas' reports ending up in 

the District Directorates and MOH Dewan's file cabinets, without being 

of any use to the health planner or d&cision-maker. 

Maternal and Child Health Centers (MCH) 

The actual coverage of births by hospitals or trained MCH midwives
 

of MOH is not known, but is believed to vary widely between different
 

MCH centers. The non-covered deliveries are assisted primarily by
 

traditional private dayahs, who sometimes cooperate with the MCH staff,
 

register the newborns, and also do home-visits after births for many of 

the women not registered with the MCH for ante-natal care. For those 

women receiving ante-natal care during pregnancy from the MCH, postnatal 

care is, of course, provided by the MCH. There is, however, very little 

"outreach" activity to cover a larger portion of pregnancies within the
 

MCH and through trained midwives, and the portion of pregnancies and
 

births actually covered has been found to be overestimated by MCH staff
 

in several instances.
 

Detailed and extensive records are kept on mother and child covered
 

H-14
 



by the MCH. A (green) Family Folder is opened or kept for the newborn's
 

family with detailed socio-demographic-economic information on all family
 

members. A (blue) infant record is ready to receive detailed physiologi­

cal and medical information on the newborn, with another (brown) record
 

for "special care" entries. In the infant stage, the child is seen 2-3
 

times during the first 40 days after birth, and receives the necessary
 

vaccinations. Ante-natal and postnatal clinic forms (pink) are available
 

for detailed entries.
 

MCH covers children up to 5 years of age. After the first year, a
 

preschool record (green) is opened on the child, again with detailed data,
 

history and treatment records of the child. After five years, the child
 

is discharged from MCH. For statistical purposes, an MCH Monthly Pro­

gress Report is sent to MOH.
 

In this writer's opinion (as a medical layman), the records kept
 

at the MCH to substantiate health status and service coverage of mother
 

and child are excellent.
 

Drug Records
 

Prescription Form (R ) is filled out by the doctor and given to the
 x 

patient, who must use it at the MOH health center pharmacy. At the end of
 

the month, the copies of the Rx, kept by the pharmacist, are collected,
 

aggregated, and reported to MOH. One important feature is lacking at the
 

Central or district level of MOH with regard to the use of prescription
 

forms: they are not utilized in any way for stock of inventory control,
 

so that reordering becomes the order of business only when the supply
 

physically runs down to a level where it is visually noticeable. The
 

reordering and furnishing of drugs follows the hierarchical order from
 

Village Clinic through Health Center and Directorate to the Ministry.
 

There are, reportedly, long delays in the supply of pharmaceuticals,
 

which often are ordered at the last moment due to reasons mentioned
 

above, and the MOH routinely runs out of some drugs at year end. The
 

large stocks of some drugs in some of the remoter Health Centers are
 

therefore not surprising - they serve as a cushion. It is encouraging,
 

H-15
 



however, that drugs are shipped from "surplus" to "shortage" areas, 

so that an informal secondary network of drng supply and demand within
 

MOH seems to exist.
 

PUBLIC HEALTH RECORDS
 

Vaccination Programs
 

Detailed records are kept at the Health Center level on vaccina­

tions, with some unofficial forms and reports supplementing the official
 

reports, which get to the MOH Statistics Section. Regular reports of
 

communicable disease incidence and vaccinations against such are also
 

reported to the WHO and other countries' Ministries of Health.
 

Sanitation
 

A monthly report on sanitation activities is sent by the Health
 

Centers via Directorate to MOH Statistics Section, which reports on the
 

number of visits and samples taken, deficiencies found, and similar
 

data. The sanitation law of 1971 requires, among other, an annual
 

certificate for restaurants, and the sanitary inspcctor of MOH also
 

takes food and water samples, all of which is reported on the form
 

mentioned and aggregated in the MOH Statistics Section.
 

ISSUES
 

The following section of this appendix deals with some issues
 

important for improving the information systems now servicing health
 

sector planning and management functions in Jordan. Fourteen such
 

issues are discussed - eight in the planning area and six in the manage­

ment area.
 

Following is a chart providing the reader with a framework within
 

which this discussion may be viewed. For purposes of this discussion,
 

the issues are classified in terms of key functions generally performed
 

by information systems (see Table H-i):
 

" data collection and transmissiqn 
" data storage and retrieval 

" data comparison and analysis 
* data utilization. 
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TABLE H-I
 

FRAMEWORK OF ISSUES FOR IMPROVEMENT OF
 

JORDAN HEALTH SECTOR INFORMATION SYSTEMS
 

Information
System
 

tions 
eath 

Collection and 
Transmissioii 

Data Storage
and 

Comparison
and 

Data 
Utilization 

sRetrievalDivisions Analysis 

Planning Issues 1,2 

Planning Planning Issues 3,4 Planning Issues 5,6,7,8 

Service
 
Provision &
 
Regulation
 

Manpower
 
Provision &
 
Regulation Conclusions about information systems
 

Nutrition serving these division of the health
 

Provision &
 
sector require additional detailed study.
Regulation 


Sanitation
 
Provision &
 
Regulation
 

Management Management Tssues 1, 2, 3
 

Management Issue 4
 

Management Issues 5, 6
 



The overall divisions of the health sector used throughout this
 

whole report are the basis of this analysis. The chart re-affirms the
 

the effect that only plan.ing and management
point made earlier, to 


dealt with in this appendix. Investigations
information systems are 


hould follow imple­of information systems servicing other subsectors 


mentation of the recommendations made concerning those subsectors.
 

As a preliminary organizational step to better health sector
 

data management, effective linkages between agencies responsibile for
 

health data management should be provided. These linkages should be
 

horizontally established - informally or formally - as a "Health Data
 

Management Committee," with representatives from the Ministry of
 

Health, Department of Statistics, Department of Civil Registration
 

(Ministry of Interior), the University of Jordan, the Royal Medical
 

Service, and private health care providers (Jordan Medical and Hospital
 

Association).
 

The lUnkages should also be vertically established within the
 

Ministry of health to open and uaintain an informal but regular line of
 

communication between the central Ministry of Health level (especially
 

Planning - Statistics Section) and the directorates, and extending to
 

the tababas and clinics via the directorates. This could be ° by an
 

informal regular newsletter.
 

Development of such a health data community would facilitate
 

the use of improved data handling equip­discussion of such matters as 


ment, the centralization of vital event registration, and the use of a
 

single identification number as a key for linking the vital events of
 

the Jordanian citizeiry.
 

No implementation should proceed in the information systems area
 

prior to a thorough cost/effactiveness analysis of any measures con­

templated. Each of the key functions used in the chart above is
 

analyza;ble along cost/effectiveness lines.
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Planning Issues
 

Planning Issue #1:
 

a 	Availability of data on the stock and flow of both medical man­

power and facilities to the health planner and analyst, as
 

well as the policy-maker.
 

It is suggested that the Ministry of Health statistical unit be
 

the focal point for such information. Tc that end it is reconmended
 

that the Royal Medical Service, as well as the private sector, cooperate 

in the provision of nonsensitive medical resources data. If this 

cannot be done on a voluntarv basis or worked out within the Data 

Management Committee mentioned above, stronger statutory authority 

should be given to the Ml or existing legislation requiring these 

reports should be enforced. 

This is an essential sLuggestion, witich goes beyond health resources
 

into health services and recipients, and should be acted upon immediately
 

or in the near future, after establishment of the Data Management
 

Committee.
 

Planning Issue #2:
 

0 	Coverage by the health information system of the activities of
 

the dayah.
 

Since a large portion of deliveries, and the attendant reporting
 

of births (and often infant death) are still performLd by the traditional
 

dayah, the cooperation of this key figure in the traditional Jordanian
 

health system should be elicited with regard to accurate and honest
 

reporting. Some training and education may be necessary, which should
 

also emphasize the necessary reporting aspects of services provided.
 

Planning Issue #3:
 

0 	Inclusion of some health-related questions in ongoing survey
 

efforts, such as the Household Survey and the Tourism Survey.
 

The potential for analytical and planning use of some well-designed
 

and pointed questions is high and would not overly burden the inter­

viewers, the interviewees, or the system. Such questions should be
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designed by a small, competent team consisting of one representative
 

each from the Department of Statistics (Household Survey Section), the
 

Ministry of Health (Statistics Section, or preferably, from the newly
 

established analytical unit) and the University of Jordan's Department
 

of 	Community Medicine.
 

Plannin~g Issue #4:
 

Streamlining of vital records collection.
 

E 	Issue a birth or death certificate concurrently with the
 
registration of births or deaths upon receipt of the birth
 
or death notification.
 

Initially, this will be done manually and will eliminate the
 

highly seasonal load of issuing birth certificates, which entails
 

inefficient use of staff time. At a later date, this task can be
 

handled by a computer.
 

0 Improve the error-prone and time-consuming re-registration
 
of West Bank births and deaths, and, if possible, transfer
 
this function back to the Ministry of Health central office
 
from the Amman tababa, where it is currently handled.
 

There is no need to copy manually all the information from the
 

old certificate, which eventually gets filed anyway, onto the letter of
 

request. The process should at most consist of a registration and
 

issuance of che new certificate, by the same clerk or, at most, two
 

clerks working side by side. Then thc old West Bank certificate can
 

be 	filed, together with the letter of request and a copy of the new
 

certificate. Microfilm would help, but is not essential.
 

* 	Consider the introduction of small incentives for the regis­
tration of deaths. If not feasible, make intensive efforts
 
to educate both the population at large, and those persons
 
in the community who are involved in the reporting of deaths,
 
such as the mukhtar and the dayah, in the importance of
 
accurate and timely reporting of deaths.
 

*] Consider gradually reducing to one month the current one-year
 
grace period after death, during which the death has to be
 
reported.
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Such a measure would be contingent upon overall improvement in
 

the reporting of death, through greater general understanding and
 

cooperation. Otherwise, it would do more harm than good by further
 

reducing the proportion of deaths actually reported.
 

Planning Issue #5-


Streamlining of vital records storage.
 

0 	Initially, replace the bfrth and death registration book with
 

microfilm records of the birth/death itotification itself,
 

and/or the pages of the book in which the entries are made.
 

This will eliminate the necessity for hand-copying the registra­

tion book for large tababas, where they deteriorate rapidly with heavy
 

Large urban tababas like Amman should be the initial beneficiaries
use. 


of the introduction of microfilm.
 

" 	At a later stage, obtain the information needed for issuance
 

of birth or death certificates directly from the computer
 

via terminal.
 

" 	Duplicates of birth or death certificates should be marked
 

as such to prevent the possible use of a birth certificate
 

to establish a new identity.
 

Persons requesting the birth certificate of another, probably
 

deceased, person can generate other official documents. Centralization
 

of vital registration, introduction of a single identifying number as
 

mentioned above, and linking the individual's death to his or her birth
 

record (whether computerized or not) will eliminate the need for such
 

a procedure.
 

• 	Tababas should send to the major hospitals in their areas a
 

monthly list of the deceased.
 

After introduction of the single identifying number, the institu­

tion should easily locate the file on the deceased for entry of this
 

Files of deceased former patients may be discarded after some
fact. 


specified time period.
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Planning Issue #6:
 

Improvement of analytical capabilities for the health sector.
 

0 	Establish analytical capability within the Ministry of
 
Health.
 

Analysis of data is a prerequisite for sensible planning. This
 

proposed unit of qualified people should cooperate closely with the
 

Health Data Management Committee recommended above, as well as have a
 

direct connection with the L, artment of Community Medicine, the Royal
 

Scientific Society, and the Department of Statisti:s.
 

A staff of foir or five social scientists, trained in health
 

data analysis and evaluation, should suffice. Part of this staff
 

may be recruited from current MO1 employees, with others drawn from
 

the University of Jordan. Some additional resources will be required
 
to establish this capability, aid e.;ternal technical assistance may
 

be 	helpful in the beginning.
 

X 	Develop a health data analytical capability in the Royal

Scientific Society, especially in their project analysis
 
unit.
 

One highly trained person would suffice for perhaps the next
 

five years. In conjunction with the recommended analytical unit of the
 

MOH and other agencies such as the University of Jordan Department of
 

Community Medicine, this analyst could assist in feasibility studies,
 

project review, and needs determination for newly proposed health
 

services.
 

Planning Issue #7:
 

0 	Analysis of the Household Survey and the Special Dwelling
 
Survey with regard to health implications of their findings.
 

The potential for analysis of these two surveys especially,
 

which link the interviewees by a common "family" number of the Depart­

ment of Statistics, is great, if done by 
a skilled social scientist.
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Planning Issue #8:
 

* 	Forensic medicine data should be analyzed in conjunction with
 

other health data elements to a greater degree than is now
 

the case.
 

Introduction of a sensible filing and classificat-ioi system, and 

aggregation of this data into annual reports, such as his been done 

in Amman for the years 1971-74 (with 1975 in preparation) is the pre­

requisite to use of this data source for health planning and evaluation. 

Management Issues
 

Management Issue #1:
 

* 	Establishment of cost accounting within the Ministry of Health.
 

There is a near-complete absence of cost accounting and a resultant 

ignorance of departmental or unit-of-service cost, in the MOl sector. 

Knowledge of actual costs is the prerequisite for a reati-sLic fee 

structure and schedule. Cost accounting is also important for realistic 

budgeting. 

Management Issue #2:
 

* 	The current use of subjective eligibility determination for
 

free receipt of costly medical services should be reviewed
 

and revised with the goal of establishing more rational
 
eligibility criteria.
 

In this context, it seems preferable that the MOH charge the full
 

cost, while a separate agency, within or outside of MOH, would determine
 

for indigent clients their eligibility for welfare and initiate inter­

governmental transfers of funds to cover the medical bills incurred at
 

MOH.
 

This process is bound to increase the share of paying patients and
 

the share of total medical costs in the MOH covered by patients' fees;
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it 	requires, however, careful preparation prior to implementation. Some
 

governmental redefinition of functions, such as concentration of MOIl on
 

healh issues, but close cooperation with the social welfare agency which
 

takes care of p ayment for the survices provided, as well as some re­

organization will be necessary; therefore, this is a medium- to long-term
 

proposition.
 

Management [ssue #3:
 

• 	Streamitining of hospiLalization reporting.
 

U 	 Eliminate the hospital daily reports over the next year, and 
modify tie department of statistics survey form to incorporate 
the one or two additional items currently on the Ministry of 

Ilea Ih report. 

Reprogram Lie Dopartment o: Statistics computer to accommodate the 

changed survey form and provid, the MOHI with a weekly printout contain­

ing crosstabulat ions and some simple analyses such as occupancy rates
 

and average length of ,Lv by hospital and area.
 

* 	 In the inttr m, convert the MOH daily report form immediately 

to a matrix formar. 

No additional fiunds or staff are required for this recommendation's 

implementation; some techonical programming assistance may be required for 

the above. Te specific format and content for the printout should be 

worked out between the Ministry of Health and the Pepartment of Statistics
 

* 	 Provide all reporting hospitals with a periodic printout con­
taining cross tabulations of useful management information 
derived from the survey form. 

The pro.ramming effort and monetary cost for that feedback loop
 

should be minimal.
 

Management Issue #4:
 

Streamlining of morbidity reporting.
 

* 	The Ministry of Health could perform periodic aggregation or
 
at least sampling of the clinical information contained in
 
the Attendance Treatment Books (ATBs) of the village clinics,
 
hospital outpatient clinics, and health centers.
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It is also suggested tha the aggregate information be returned 

in the appropriate form to the service (and data) providers at all 

levels. The specific format and level of..*etail for this feedback 

loop can be negotiated within the MH011 vertica'1 line of communication 

mentioned above. 

M 	 The two categories o ",ttendanc&" and "trea tment," which 

variably denote the difference between seen or not seern by 

a doctor, or initial Iand follow-up visits, should be replaced 

by a single category: "paItient contact." 

A single-digit code could indicate the type of professional
 

treating the patient, for purposs of health planning. However, the
 

type of diagnosis and other clinical information on outpatient services
 

are of more importance than the dubious differentiation between "attendance"
 

1
and "treatment" which is now enteru and countd.
 

M 	 After treatment of a paticnt in a specialty clinic or hospital, 
subsequent to referral, Ia opy f the treatment record should 

be returned to the patly it' primAry doctor or health center 
where the referral origin t ed. 

Clinical informau:tion on that treatment would become available at
 

the time of follow-up at at the next visit of the patient to his or her
 

general practitioner.
 

Management Issue #5:
 

* 	Better use should be made of the excellent records kept at
 
the MCH centers on families, mothers, and children for
 
statistical and analytical purposes.
 

Initially, this should be done by scientific sampling of these data
 

sources, resulting in analytical reports. This could be done on a
 

periodic basis by students of the University of Jordan's Department of
 

Community Medicine, for instance, as part of their training program.
 

At a later stage, the more important and useful MCH records could be
 

redesigned for easy coding and automated data processing and analysis.
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Management Issue #6:
 

* 	The information derived from drug and prescription records
 
should be used for management purposes especially inventory
 

and stock control.
 

This will reduce hoarding of drugs on the one hand and shortages
 

of specific drugs because of late reordering and irregular supply, on
 

the other. Some technical consultation from international organizations
 

or companies may be helpful in instituting a working system within the
 

next year or two.
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I. INTRODUCTION AND BACKGROUND TO THIS VISIT
 

The Phase I, or Pre-Planning Team, visiting Jordan between
 
16 September and 2 October 1976, was composed of Robert Emrey and
 
John Gallivan of the Office of International Health, U.S. Depart­
ment of Health, Education, and Welfare, and Stephen Joseph, M.D.,
 
of the Harvard School of Public Health.
 

The Phase I Team's assignment was to develop the context
 
within which the subsequent Phase II, or Health Planning, Team would
 
work: by meeting wif:h key individuals in the Government of Jordan
 
and other relevant organizations involved in health activities in
 
Jordan, by organizing in conjunction with Jordanian officials the
 
necessary structure which would be available to work with the sub­
sequent planning team; by compiling a 5rief overview of the health
 
sector in Jordan which could then be passed on to the Health Planning
 
Team in their briefings prior to departure for Jordan; by arranging
 
for the collection of available information that could be ready
 
before the Health Planning Team's arrival in Jordan; by determing
 

the most appropriate technical composition of the Health Planning
 
Team; and by defining a proposed time schedule for the carrying
 
out of the health planning activity.
 

The health planning assignment itself involves preparing
 
of a detailed assessment of the health situation and health resources
 
in Jordan and presenting specific alternatives of action (with
 
their associated costs, other requirements, and implementation
 
steps) that could form the basis of a national health strategy for
 
the next five-year and ten-year periods. Thus, the expected outcome
 
of the activity is the presentation to the Government of Jordan
 
of material which, once decisions among alternatives have been made
 
by the responsible authorities, will form the basis for a Jordan
 
National Health Plan for the Period 1977 to 1987.
 

High Jordanian officials have expressed a sense of urgency
 

in the development of such a National Health Plan for two major
 
reasons: First, there is a desire to make the most appropriate use
 
of constrained resources; secona, there is a need to integrate, into
 
a broader national context of needs and resource allocation, a major
 
health facilities planning study being currently undertaken by the
 
military Royal Medical Service.
 

1-4
 



In an attempt to respond to this sense of urgency, as 
expressed by H.R.H. Crown Prince Hassan, the U.S. Agency for 

International Development (AID) is endeavoring to carry out ii 
cooperation with Jordanian officials a health planning activity 
in an extremely brief period of time; the plan materials should 

be ready for presentation to a Jordanian Health Policy Reference 
Group by the end of March 1977. Based on the development of their 

consultations in Jordan, the Phase I Team has been in commurication 

from Amman with AID in Washington, expediting the selection of 

specific inlividuals for the Health Planning Team and the develop­
ment of a schedule for the activity. It is also proposed that
 

members of the Phase I Team be available to return to Jordan at
 

the end of this first phase. The Pre-Planning Team briefed Jordanian
 

and AID officials regarding the team's preliminary conclusions and
 

recommended plan of work for Phase II; it is expected that the
 

Phase I Team will provide an intensive briefing in Washingcon
 

to the Health Planning Team prior to their departure for Jordan.
 

That series of consultations, along with this report and the re­

commended actions appended to it, will insure continuity 'o the
 

activity, minimize the delays and gaps in the planning process,
 

and hopefully allow the activity to be completed within (xisting
 

time constraints.
 

One member of the Phase I Team (John Gallivan) focused on the
 

collection of material and existing sources of information with
 

which to complete a description of the Jordan health s~ctor. An
 
outline of that material is described in Annex H, and many of the
 

primary and secondary sources will be supplied as part of the
 

briefing package to the subsequent planning team.
 

The Phase I Team wishes to emphasize in this report, as we did
 

in all our discussions in Jordan, that we did not attempt to
 

carry out a "mini-planning" survey in the short two weeks available
 
to us in Jordan. To do so would be an inadequate approach and
 

would distract us from our major tasks, described at the beginning
 

of this section. We tried, however, to set down, in the next
 

sections of this r~port, an outline of the major parameters of
 

the health status, needs, and resources in Jordan which impress us
 
as most important and relevant to the forthcoming planning task.
 

We hope t't this outline will provide som, compass-points for the
 

Phase II 'ieam in planning and executing their work.
 

Among the many individuals in Jordan whose cooperation and
 

hospitality made this a most memorable experience for us, we would
 

like to express special thanks to His Highness Crown Prince Hassan,
 
Minister of Health Dr. Mohammed al Bashir, Health Ministry Permanent
 

Undersecretary Dr. K.A. Shami, and General Daoud Hananiyeh of the
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Royal Medical Service. Similarly, special thanks are due to Dr. 
Sami Khoury of the University of Jordan, to Mr. Franz Herder and 
Mr. Christopher Russell at AID in Amman, and to Ms. Emily Leonard 
at AID in Washington.
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II, HEALTH PLANNING GOALS AND ASSUMPTIONS
 

Coming after the recent adoption of the 1976 to 1980 Jordan
 
Plan for Economic and Social Development, a National Health Plan
 
is being proposed by which to establish health sector goals and
 
priorities for the next ten years. 
Numerous other health-related
 
studies and planning exercises are also currently being completed.
 
These can contribute significantly to a National Health Plan. The
 
intent here is to record the consensus of suggestions received by
 
the Phase I Team as to the nature of health planning effort
 
expected by Jordan officials. In this section the following points
 
are discussed:
 

(A) 	Recent and current studies and planning exercises which
 
can contribute to a National Health Plan;
 

(B) 	Current health planning resources and capabilities
 
in Jordan; and
 

(C) 	Proposed preliminary model for health planning in Jirdan
 

These assumptions and goals will and should he altered by Jordanian
 
officials in the coming months 
as the work continues.
 

A. Other Studies and Planning Exercises
 

A number of recent previous or current studic , and planning
 
exercises are know co 
exist. These studies are inventoried in
 
Annex H, below, and the findings can be brought to bear on this
 
exercise at appropriate points. Three significant planning acti­
vities were found which merit special attention and need to be
 
integrated with the effort discussed in this document:
 

(1) 	Roy__al Medical Service Facilities Analysis
 

This study of medical facility improvements needed for
 
military personnel and their dependents is being conducted
 
jointly by the Royal Medical Service (RMS) and the firms
 
of Heery International and American Health Facilities, Inc.
 
The findings from the field survey are expected in early
 
1977. The scope of work includes: (a) projection of
 
primary, secondary, and tertiary care facility needs
 
based on projections of RMS service, population sizes
 
and previous workload experience; (h) comparison of RMS
 
health facility structures, equipment, and functional
 
arrangement with international standards; and (c) esti­
mation of needs for facilities and services due to facility
 
deficiencies or projected changes in workloads.
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(2) 	Ministry of Social Affairs Nutrition Plan
 

This 	study of nutritional needs in Jordan is being
 

planned to be conducted by the Ministry of Social
 
Affairs and CARE. The study will include surveys
 

of nutritional status in southern Jordan. The scope
 
of work and methodology are yet to be established.
 

(3) 	National Plann ns. Council 1976 to 1980 Plan for 
Economic an' ;' il Development 

This offici1 planning document contains priorities 
and invest~cnt levels for many sectors of public 
and private activity in Jordan. The health-related
 
sections contain proposals and priorities for capital
 
investment in several areas:
 

Water Supply (pages 142 to 154)
 

Health and Population (pages 325 to 334)
 

These sections are a point of reference for health
 
planning in Jordan.
 

The above mentioned and other studiec have focused on somewhat 
narrow or restricted areas of the health azena. It is expected 
that the Health Policy Reference Group described below in Section V 
will integrate these and other studies into Its perspective as it 
considers a broader conc-pt of national health problems, health
 
status, and health goals.
 

B. Current Health Planning Resources and CapabilitieT
 

Three main planning groups are active in health at the national
 
level in Jordan: Ministry of health Division of Plans and Programs,
 
Royal Medical Service Directorate, and National Planning Council.
 
The current effort to develop a National Health Plan must rely on
 
these and new resources to be developed for continued planting and
 
evaluation activity. The health-related areas of nutrition,
 
population, and environmental health are not nDw the subject of any
 
specialized planning effort, although a National Committee on
 
Population Policy is operating. Though there are a number of Jordanian
 
physicians with public health training, no one from Jordan is known
 
to be in trainiag currently, either in or out of the country, in
 
the fields of health administration or health planning. A key
 
assumption of the Phase I Team is that the active participation by
 
Jordanian specialists in this health planning activity will act as
 
both a training experience and as a means for identifying people who
 
might be encouraged to pursue further training in health planning
 

and administration.
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C. Proposed Preliminary Model for Health Planning in Jordan
 

The health planning activity proposed for the coming months
 

must be integrated into the main decision-making and operational
 

activities of Jordanlan institutions. In every new effort to
 

plan, resource allocations may be upset and traditional practices
 

The 	sections which follow, therefore,
may be subjected to change. 


are designed to set the framework for a planning process which has
 

particular characteristics:
 

(1) 	Planning will be based on careful monitoring and
 

evaluation of health status and resources and is
 

intended to serve a decision-making and operating
 

activity that can implement feasible changes.
 

(2) 	Policy and technical guidance for preparation of the
 

National Health Plan will be a collaborative effort
 

of Jordanian officials and AID advisors.
 

(3) 	A goal of the planning effort is to make progress to­

ward the design of a specifically Jordanian system of
 

health services which draws on experience outcide Jordan
 

where available but which addresses health needs within
 

the unique context of the country.
 

(4) 	The scope of the planning effort will include, but
 

not be limited to, consideration of:
 

(a) 	needs for changes in the productivity and dis­

tribution of medical services;
 

(b) 	nutritional needs and services in the population;
 

(c) 	health needs of specific population groups,
 

including children, refugees, labor force,
 

military and their dependents, and reproductive
 

age females;
 

(d) 	needs for environmental health, sanitation, and
 

water supply services.
 

In addition, a rational health planning process must
 

address the need to integrate health planning with other
 

development planning, particularly as regards change ir
 

population distribution and community and rural development.
 

In the section which follows, the major parameters which
 

will 	require attention during the planning effort are outlined and
 

discussed.
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III. 	 SUMMARY OF IMPORTANT PARAMETERS IN JORDAN'S HEALTH
 
SECTOR
 

The time available to 
the Phase I Team allowed for neither
 
a detailed health sector study nor the drawing of detailed conclusions
 
about the shape of an appropriate health system in Jordan. 
However,
 
we think it useful at this point 
to set out, in outline form, some

of the impressions we gathered about health status, needs, and 
resources
 
in Jordan which influence in major fashion our recommendations. If

substantiated by the detailed work of the Health Planning Team and
 
Jordanjqn Counterparts, these factors also will influence the feasible
 
alternatives for improved health services for all the country's
 
population.
 

A. Lack of Basic Epidemiologic and Other Health-Related Data
 

There 	is 
a severe lack of required data for rational
 
planning of health services and for monitoring of the results of
 
health programs. 
This inadequacy of information, which is both
 
qualitative and quantitative and which extends from basic demographic

data to categorical morbidity information, will present a major

challenge to 
a planning team working within severe time constraints.
 
To offset this problem partially, we have attempted to gather what
 
key data is available, to 
suggest specific steps the Government of
 
Jordan and AID might initiate prior to the Health Planning Team's
 
arrival, and to open communication channels with governmental and
 
other 	organizations whose current and projected efforts might aid
 
the Health Plinning Team's epidemiologic approach.
 

B. Resource Constraints in the Health Sector
 

The Jordan annual Gross National Product is about $600
 
per capita and government health expenditure is $10 per capita.

Although without oil reserves Jordan is 
in a more fortunate position

than many other countries. Jordan possesses a relatively large

number of physicians (approximately 1 per 4,000 population), many

of whom have excellent training at 
generalist and specialist levels.
 
However, fJaancial revenues allocated to 
the health section are
 
relatively small (approximately 3% of government budget); 
the demands
 
of other secticns are large and have heretofore received higher

priority. Health manpower problems (see Subsection III E) are many
and severe. Thus, a National Health Plan in Jordan must face the
problem of limited resources and must focus on more efficient and 
effective allocation of existing resources, including existing

insurance schemes, with perhaps moderate growth, rather than on
 
programs calling for massive 
new investments and recurrent operational
 
costs. 
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C. Geographic Distribution of Population and Infrastructure
 

In addition to being a small country (estimated population
 
2,000,000 and land area 85,000 square kilometers) the population
 
of Jordan is concentrated in 5 or 6 relatively compact areas.
 
Further, relatively good roads and communications link smaller
 
and more rural settlements with larger urban areas. An important,
 
if numerically small, exception to these statements is the
 
approximately 5% of the population who are nomadic desert herders.
 
A rapidly urbanizing population base presents many difficult
 
health problems, especially those related to water supply and
 
environmental sanitation. Jordan is not faced with the many

complex logistic difficulties which plogue developing countries
 
having mostly dispersed and poorly-connected rural populations under
 
conditions of extreme resource scarcity.
 

D. Fragmentation and Duplication of Health Services
 

Within the health arena in Jordan many governmental and non­
governmental organizations pursue uncoordinated agendas, often
 
competing for scarce resources, conflicting in manpower recruitment,
 
and duplicating services, or alternatively leaving gaps between
 
services. Among the most important of these groups are the Ministry
 
of Health, the Royal Medical Service, the private sec-or (large and
 
flourishing only in Amman), the University of Jordan Hospital and
 
Medical School, the United Nations Relief and Works Agency for
 
Palestine Refugees in the Near East, and philanthropic and charitable
 
organizations. Further, there was up to the present little or no
 
integration of health activities with related development efforts in
 
agriculture, education, resettlement, new town development, etc.
 
The Phase I Team is convinced that consensus towards coordination
 
of these different efforts will be the most difficult part of a
 
workable health plan for Jordan; we are equally convinced that,
 
without such coordination and collaboration. no serious implemen­
tation of a National Health Plan is Possible.
 

E. Human Resource and Personnel Problems
 

Problems exist throughout the personnel pyramid in Jordan's
 
health sector. A few of the most important will be mentioned
 
here, for further elaboration by the Health Planning Team.
 
Physicians are geographically maldistributed and probably excessively
 
weighted towards specialists rather than generalists who can fill
 
many of the primary care needs of the population. Recruitment,of
 
women into nursing and midwifery is extremely difficult in view
 
of tradition and social custom. Differing pay scales among civilian,
 
military, and private
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systems for physicians, nurses and technicians operate to the
 

disadvantage of the civilian subsector. Similarly, financial
 
incentives in the Gulf States lead to an out-migration of all
 

types of professional and technical personnel. Attitudes within
 
the health sector (especially among physicians) and in the general
 
population appear to foster an excessive dependency on the highly­

trained specialist physician. The bulk of important primary care
 

functions are not allowed to be delegated to nursing and auxilliary
 
personnel who can be trained to provide these services in large
 

quantity and with high quality. Among physicians and nurses,
 
training and education appear to be unduly weighted towards curative
 
clinical functions, with under-emphasis on community medicine, public
 
health, administrative, and educational perspectives.
 

F. Excessive Orientation Towards Specialized Hospital Services
 

rather than Preventive, Public Health, and Primary Care Functions
 

These specialized services are, of course, the most costly,
 

the most technology-dependent, the most specialized-manpower
 
requiring, and the least serving of the majority needs of a
 
population still afflicted with malnutrition-infectious disease
 

interactions and high morbidity and mortality among young children
 

and poor families. Jordan does have greater resources (fiscal,
 
human, and infrastructural) than many other developing countries,
 

and perhaps can afford a slightly greater emphasis than some other
 
countries on specialized and in-hospital care, especially given
 
the small size of thc country and the relatively minor logistic
 
problems. But the balance between these and more mass-applicable
 
approaches clearly seems excessive, and the distortion of the great
 
bulk of th- country's health resources towards the former category
 

clearly retards progress towards improved health conditions for
 
the large majority Df the population.
 

The Phase I Team has consciously tried to avoid drawing
 
premature conclusions concerning the shape of a rational and
 
effective health sevices system in Jordan. It seems unequivocal
 

to us that any plan leading toward such a system will inevitably
 

propose actions that may require some changes in the established
 

traditional attitudes, priorities, and services structure within
 

the existing health sector. Jordanian criteria and guidelines
 

for health sector change6, evolved during continuing discussions
 

between the Health Planning Team and Jordanian officials, will
 

aid the Health Planning Team in preparing the widest range of
 

acceptable options. Most important, this interaction will enhance
 

the possibility of ending up with the only kind of plan that is of
 

value--that is, a plan which is implemented.
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IV. PROPOSED COMPOSITION AND SCHEDULE
 

OF THE HEALTH PLANNING TEAM
 

A. Proposed Technical Composition of Phase II Team
 

A carefully selected team of health sector specialists will
 
be assembled for Phase II work. The team should be directed by a
 
doctoral-level person whose selection will depend on the
 
qualifications and experience of the various team members. The
 
epidemiologist should also be a doctoral-level person. A physician
 
must be among the team members. Specific capabilities required for
 
the team members are listed below:
 

(1) AID Project Coordinator: Needs to be available
 
throughout active phases of health planning work;
 
should have strong health planning and programming
 
experience in developing countries; needs interpersonal
 
skills.
 

(2) Health Services Organization and Management Specialist:
 
This specialist needs interpersonal skills and
 
experience in developing countries, preferably in
 
the Middle East; a broad conceptual approach is
 
preferrable to a narrow view; should have experience
 
with health services and health insurance schemes
 
at a niational level.
 

(3) 	Ep.Ldemiologist: General epidemiologist with field and
 
developing country experience; needs a practical rather
 
than a theoretical approach; should not have categorical
 
disease orientation.
 

(4) 	Health Econoinist: Ability to investigate resource
 
allocation in the health sector; experience in analysis
 
of health insurance schemes and in preparing cost
 
estimating factors for health programs; needs national
 
level and developing country experience.
 

(5) Human Resources and Manpower Planning Analyst:
 
Should have a human resources planning focus rather
 
than a training or curriculum development specialization;
 
developing country experience is highly desirable.
 

(6) 	Information Systems Analyst: Needs a strong statistical
 
capability and an orientation favoring development
 
of low-technology information systems.
 

(7) 	Nutrition Sector Specialist: Needs an ability to assess
 
institutional problems in nutrition as well as levels
 
of nutritional status; developing country experience is
 

essential.
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(8) 	Demographer: General demographer with field and
 
developing country experience in health sector;
 
needs a prpctical rather than a theoretical approach.
 

(9) 	Environmental Health Sector Specialist: Needs an
 
ability to assess institutional problems in
 
sanitation, water supply, and related areas as well
 
as environmental problems at household level;
 
developing country experience in programming for
 
environmental health projects is essential.
 

(10) AID Health Program and Health Planning Specialists:
 
Will provide continuity of contacts among AID officials
 
in Washington and Jordan, and Jordan Government officials
 
during the health planning process; should be drawn
 
from among pre-planning advisors.
 

B. Schedule of Phase II Adviser Tasks
 

Five tasks are included in Phase II and the minimum time
 

needed for advisors to accomplish these tasks is estimated in
 
Table 1, below. The tasks may be summarized as follows:
 

(1) 	Diagnosis: Careful review and analysis of the health
 
sector, to include: estimation of disease patterns;
 
determination of human and financial resource
 
availability and useage trends; investigation of
 
interactions among disease, nutritional, and environ­
mental conditions, and existing health services; and
 
examination of productivity and capabilities of public,
 
military, and private health sector agencies.
 

(2) 	Preliminary Selection of Long Range Goals and Criteria
 

(3) 	Identification of Options: Based on preliminary goals
 
and criteria established by the Jordanian Health Policy
 
Reference Group and the health sector diagnosis,
 
practical options will be designed. These options
 
will include estimates of the costs, implementation
 
constraints, and feasibility for each area of study.
 

(4) 	Preliminary Selection of Specific Objectives
 

(5) 	Description of Alternative Program Packages: The
 

total set of options could not be implemented at one
 
time. The options probably will include situtations
 
where the pursuit of one alternative would make it
 
impossible to accomplish another of the alternatives.
 
The al ternative program packages are sets of options
 
which have a high probability of being implemented
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(6) Preliminary Draft of National Health Plan
 

The combination of goals, criteria, and high priority program
 

packages will form the basis of a National Health Plan for Jordan.
 

The collaboration between advisors and Jordanian officials must be
 

active and extensive. The schedule of Phase II Team work in Jordan
 

must encourage the collaborative arrangements in each of the
 

tasks outlined above.
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TABLE 1. PROPOSED TASKS AND MINIMUM TIME ALLOCATION 
FOR PHASE II HEALTH PLANNING TEAM
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V. MAJOR RECOMMENDATIONS OF THE PRE-PLANNING TEAM
 

To mobilize the various resources necessary for carrying out
 

the health planning task, the Phase I Team proposes a specific set
 
of actions to be carried out by the Government of Jordan, AID in
 

Jordan and in Washington and which should begin in advance of the
 

Health Planning Team's arrival in Jordan. These proposed actions
 

are detailed in Annexes A, B, and C at the end of this report.
 

In addition to these action proposals, the Phase I Team recommends
 
in this section of the report several key steps to be taken by the
 

Government of Jordan and AID. These actions not only will permit
 

the planning process to proceed in an appropriate context but also
 

will provide a framework for future planning decisions, implementations
 
of program actions, and continuing evaluation of results. These
 
recommendations are as follows:
 

1. The development by the Government of Jordan of an on-going
 
Health Policy Reference Group in Jordan, which will (a) provide guidance
 
to the planning team, (b) weigh the health program options developed
 
by the planning team and formulate national policy regarding choices
 
among these alternatives, (c) ensure implementation of the National
 

Health Plan with emphasis upon coordination among the organizations
 
and institutions involved in implementing the plan, and (d) monitor
 
and continuously re-evaluate the effectiveness and costs of health
 

services provided according to the National Health Plan.
 

This Health Policy Reference Group needs to include broad and
 

inter-Ministerial representation, at a high level, of the various
 

organizations involved in the health sector in Jordan, and also
 

responsible officials in other development fields related to health.
 

The Jordan Government members of the group should probably be of
 

Ministerial or other policy-level rank and thus be able to take
 

significant decisions concerning resource allocation and program design
 

at a national level. Agencies to be represented should include:
 

Prime Minister's Office, Ministry of Health, Royal Medical Service,
 

National Planning Council, Ministry of Finance, Jordan Medical
 

Society, and University of Jordan. Among the highest priorities of
 

this Health Policy Reference Group should be the development of policy
 

guidelines for the Health Planning Team, developed out of their
 

dialogue with the Phase II Team, including a clear statement of the
 
Government's view of priorities in the health sector.
 

2. The formation of a staff capability for the Policy Reference
 

Group is essential in order to develop a institutional capability for
 

national health planning and evaluation that will carry on after the
 

work of the current health planning team is accomplished. This staff
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group should probably also be inter-ministerial in nature and should 
include a wide range of technical and professional capabilities; the 
Jordanian counterparts to the health planning team described in ,nnex A 
might well form the nucleus of this staff group. 

An important early task for the Health Policy Referency Group is 
to decide on the most appropriate administrative location for its staff
 
body (i.e. independent unit, or within the National Planning Council,
 
or based in the Ministry of Health, etc.). The Director of the staff
 
unit should serve as the Executive Secretary of the Health Policy 
Reference Group and should possess the necessary professio-Lal qualifica­
tions and experience to function at that level. 

3. AID should be prepared to support short and long term
 
training opportunities to prepare individuals with the necessary
 
planning and evaluation skills required for this staff unit. The
 
inventory of existing qualified individuals in Jordan and the
 
recommendation of needs for further training is an important task
 
to be undertaken by the Phase II Health Planning Team. 

4. In addition to the full-time staff planning group, relation­
ships between this group and other institutions interested in, and
 
capable of, undertaking specific research and evaluation assignments
 
should be established (i.e., units in the Ministries of Health, Statistics,
 
the University of Jordan, international agencies, etc.).
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