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’ EXECUTIVESUMMARY

This report provides the findisgf an analytical study &f017Jordan Population and Family Health
Survey(JPFHS2017. The study is implemented by the Social Research Center of the American
University in Cairo (SRC/AUC) angported by théNorld Health Organization/Jordan. Thetudy aims
to

1 Provice evidence on the social patterns of different health dimensions aedctianges in these
patterns over time.

1 Provide an analysis dhe social inequalities in health care utilization and insurance coverage.

1 Traceinequalities in social patterns to their underlying social determinants using a multilevel
conceptual framing anen equity lens.

9 Identify priority challenges and prowgholicy recommendations.

The report investigates Jordan health challenges in terms of level of prevalence of negative aspects,
severity of inequality and trend between 2012 and 2017. The reportagpbes a Social Determinants

of Health Inequity (SDHI) framework. This framework is reflected in interpreting inequalities as inequities,
in investigating fairness in health care aspects, and in guiding the recommendations for the future.

The investigtion is performed in relation to five aspects of health and health care, as well as in a general
overview of health challenges. The report also concludes by synthesizing the findings in relation to the
adopted health strategy and to Jordan internationaimmitments, as well as providing recommendations

for the way forward.

The report is divided into 10 sections. The following presents a brief summary of the main findings of the
detailed analytical report and its recommendations. The appendixes providfiealbasic indicators
supporting the findings.

SECTION 1: INTRODUCTION

The introduction in the report provides brief information on the study, as well the evolution of the SDHI
framing and the policy movement linked to it.

SECTION 2: JORDAN: SETTINGCHNE

This section offers an overview of the socioeconomic situation in Jordan and its health policy context. This
section showed Jordan as an upper midleome country categorized among the high human
development countries, experiencing some improvement asrtime in a number of general social
dimensions.

Two specific features in the Jordanian context are noted. The first feature is the large flood of refugees
from neighboring countries, impacting the population structure and the pressure on many ss¥etoes.

The second feature is the role played by the inequality in reducing the human development index (HDI)
ranking of Jordan. Jordan Human Development Index ranked 95 among 189 countries and UN recognized
territories with a score of 0.735 categongi Jordan among the high human development countries.



Jordan was able to improve its ranking over the period 2012 to 2017 by 5 points from rank 100 to 95.
Factoring in inequality, Jordan HDI falls by 16% reaching 0.617 due to inequality in HDI imcheces. |
inequality coefficient was the highest contributing dimension to this reduction (20.5%), while the health
dimension was the least contributing dimension in the reduction (10.7%).
Furthermore, Gender Development Index which relates the HDI ctddular women (0.658) to that for
men (0.767) equals 0.857, indicating that women HDI is less than men HDI by 14.3%. This difference was
mainly the product of women lower Gross National Income (GNI) per capita compared to men (2,459
versus 13,971) but thigap was compensated by women higher life expectancy (76.3 versus 72.8), better
expected years of schooling (13.4 versus 12.9) and their almost equal performance on the mean years of
schooling (10.1 versus 10.6) compared to men.
In terms of policy contexthe strategic vision and national strategy for Jordan as well as the-202@
health sector strategy, formulated by the High Health Council (HHC), were shown to provide excellent
anchors for situating the findings and recommendations of this report.
In particular, the following is noted:
f W2NRIY *AaAz2y Hnon LIIOSa G4KS AYRAQDGARdzZ f Qa ¢St
1 The concern with development inequalities, the excess poverty of some governorates, as well as
with fragile situation of lowmiddle income families,
1 The existence of a high level institutional structure to improve health namely the HHC,
i The strategic health goals that speak to health system governance and investment,
NBalLRyairgSySaa (G2 KSIf K BeSiNge@dEaQ ySSRas | a o
1 The identification of major health concerns, encompassing a number of impact measures (such
a4 ALISOATAO y2y 0O02YYdzyAOlo6tS RAaSIasSas aSEdz ¢
FIOUZ2NR 6aY21Ay3ds O2yal yIadaAyAades SENI& YI NNRI =
SECTION 3: CONCEPTUAL FRAMEWORK AND METHODOLOGY

This section discusses the conceptual framework and the adopted methodology in the analysis.
The conceptual framework

The report applies a multilevel social determinants of health inequity (SDHI) framaganting, similar

to the traditional social determinants of health (SDH) framing, recognizes that health inequalities are
largely shaped by factors outside the health systems. The SDHI framing, however, emphasizes the
unfairness consideration and the upsam determinants of health. SDHI postulates that health
AySlidzZ f AGASa I NBE AySlidZAGASaE RNAGSYy o6& LIS2L¥ SQa dzy
opportunities. The multilevel framing implies that the unfairness of access to resofmcédealth

originates from macro political and economic structures and policies, as well as intermediary social
arrangements and public services. The unfairness that is shaped at these upstream levels is reflected in
societal stratification (distributior2 ¥ &2 OAFf 3ANRdzLJA o0& adNI GAFASNAR 27
responsiveness to the different needs of social group within these stratifiers. The systematic health
inequalities among social groups within stratifers operate through differences at
environment/community levels, as well as differences in awareness, living conditions and livelihoods.
These differences greatly influence behavioral and biological risk factors of the social groups and their
health status impact measures.



The methodology

TheJPFHS 2017 allowed a wealth of data on reproductive health, but relatively limited information on the
other issues of general health. The analysis covered 85 indicators of health classified in 5 broad groups,
namely child health and wellbeing, adult himaland NCDs, reproductive health, health system
performance and capacity and health insurance coverage.

Four stratifiers were used to investigate the social patterns of health. These are geographic residence
(measured in terms of the governorates), hobskl wealth, education attainment and nationality.

For the purpose of describing the health and health care challenges, the study ordered the indicators (that
express a negative aspect of health) into three categories, namely very high levels with laroes

40% or more, high levels with a prevalence ranging between 20% to 40% and moderate/ low levels with
prevalence of less than 20%. In investigating the prevalence at the level of the social groups, the moderate
and low category was further classdié two subcategories, namely below the national level and above

the national level. While the below the national subcategory was classified as low or moderate
prevalence, the above national level subcategory was classified as high prevalence. These th
prevalence categories (very high, high, and moderate) were sometimes referred to as high priority,
priority and moderate priority, respectively. Another criterion for the prevalence categorization was used
for few indicators (infant mortality, diab&&d ¥ SI NX & YI NNA I 3ST I R2f SaOSy i
used a comparison with the SDG goals or global and other experiences. Any indicator exceeding the
comparison group is considered a high prevalent indicator.

The investigation of inequalitiessed the gap to indicate the absolute difference between the best off and
worst off social categories. The gap draws attention to the importance of targeting the social group that
is carrying a larger share of the burden. Also, the data provided candaetasdentify more than one

social group carrying relatively large shares of burden.

The analysis also used two summary measures to indicate the degree of inequality in the distribution. It
should be noted that these summary measures of inequality moge appropriate than the gap in
investigating the distribution of the indicators across social groups of a stratifier. They use in their
calculations the size of the exposed population in different social groups and the actual level of the health
indicators. They provide an average measure of the differences between the actual burden of ill health of
the social groups given their size and the expected burden, if such social groups were exposed to similar
level of the health indicators. The summary measuoé inequalities are interpreted as average excess
burden of ill health that needs to be addressed to improve health and achieve equality in health. In other
words, the summary measures of inequality refer to the degree of variability in the share béitben

of ill health across different categories of the stratifier. This variability moves the discussion from
targeting the disadvantaged to achieving a fair distribution of social stratifiers and social arrangements.
The two measures are the index oissimilarity (ID) and the concentration index (Cl). The index of
dissimilarity is used for categorical stratifiers (the governorates and the nationality in the current report)
and the concentration index was used for ordinal stratifiers (wealth and educat the current study).

The concentration index can either be negative or positive, the negative sign indicates higher burden of
ill health indicator among disadvantaged social groups, while positive sign indicates higher burden of ill
health indicators among the advantaged sédgeoups. These summary measures equal zero when the
health indicator is similar across the different social groups.

O



The degree of inequality was defined as severe when the ID or Cl exceeds a 10% cutoff point, as moderate
when the measure falls between 58d 10% and as low when they are less than 5%.

The analysis in sections four through eight investigated different aspects of health and health care, namely
child health and wellbeing, NCDs and adult health, sexual and reproductive health, health system
performance and capacities and health insurance coverage.

The following provides summary of key findings for each health aspect, followed by more explanations of
these findings for each health dimension within each health aspect.

SECTION 4: CHILD HEALTHWBLLBEING

The analysis of child health and wellbeing covered three dimensions. The first relates to infant and child
mortality, the second to biological and nutritional health risk factors closely linked to physical health and
the third relates to care rad violence that could be considered as risk factors to child development. It
should be noted that a number of additional indicators of child health have been analyzed separately in
section (7). These additional indicators lend themselves easily tohheadtor programmes, and were
used to assess health sector performance.

OVERALL FINDINGS

The impact indicators continue to show relativaigh prevalence

Large number of the risk factors for infant health and for child nutrition and development centin

showvery high/high prevalence

9 Lack of food rich in iron, lack of dietary diversity, and lack of acceptable diet for chik@ménth
and any violent discipline for childrerl¥ years werdighly prevalentacross all social categories.

I The govenorates and education stratifiers show thergest gapetween the best off and worst of
social groups.

9 The distribution of thendicators bythe governorates and education stratifiers shows larger numbe
severe/moderate inequalitieghan wealth or mtionality stratifiers.

I The two governorates Madaba and Mafraq shhigh prevalencefor all childhealth and wellbeing
indicators, while he governorate of Ajloun shows the largest numbeverly high prevalencéndicators
compared to the othegovernorates.

1 Children in the poorest wealth quintile and those born to mothers with no educati@yrian motherg
show the largest number @t leasthighly prevalenthealth indicators.

9 All indicators of the child nutrition risk factors increased in prevalence between 2012 and 201
only one of them increasing by more than 25% of its level in 2012 namely lack of minimun
frequency. In contrast, one of the infant health risk fast@ow birth weight) and one of the chi
development risk factors (children <byears left with inadequate care) showed an increase in pre
between 2012 and 201with only the latter indicator increasing by more than 25% of its 2012 levg

91 Inequality by the governorates increased ftihe majority of thechild health and wellbeingwhile
increases in inequality by wealth and education were less prevalent. The increases in the ine
were associated with increases in their severity degree.

T
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Thefollowing provides further details for each health dimension separately.

Infant and child mortality

At the national level, Jordan achieved the sustainable development goals for the neonatal mortality.
However, noting that Jordan ranks 38 out of the 52rdaes classified in the high human development



category for the under 5 mortality, also noting some increase in the post neonatal mortality between 2012
and 2017, Jordan can continue to improve its performance on this front.

On inequality front, two padsive features emerge. The first is that there are no marked differences in
neonatal, infant and child mortality distribution by wealth. This is evidenced by the small gap in the wealth
stratifier compared to other stratifiers and by a Cl measure thatgisal or less than 2% for all three
indicators by wealth. The second positive observation is that both Jordanian and otheSynan,
nationalities are equal in terms of their experience with neonatal, infant and child mortality.  In terms
of the gap some governorates and thosé Syrian nationalities cartyigher burden of morality. The two
governorates of Balga and Aquaba stand out as high achievers, while the governorates of Madaba and
Aljune are lagging behind. The gap in infant mortality ikigis as 14 points. In terms of nationality, the
gap in mortality between Syrian and other nationalities is relatively high with an excess of 11 points in
infant mortality. Furthermore, the summary measure of inequality in the distribution of infant nityrtal

by governorates (ID=10.1%) is the highest compared to other stratifiers.

Biological and nutritional risk factors

The biological and nutrition risk factors included eight indicators. Two of them were related to infant
health and the other six focusemh nutritional indicators for children at the age5® months. At the
national level, almost all children biological and nutritional risk factors were classified as high prevalence
indicators (the prevalence exceeding 20%). The data also showed thmaetredence of these risk factors
increased between 2012 and 20kt onlylack of minimum meal frequency increased by more than 25%

of its level in 2012

On the inequality front, in terms of the gap, gaps between the worst off and best off governoseizish

and education were large across all risk factors. In particular, the gaps across the different stratifiers was
large for the lack of the minimum dietary diversity among children 6 to 23 children reaching as high as 43
points across the education temories. The governorate of Tafielh showed the worst performance on
three of child risk factors. Madaba followed Tafielh by showing the worst performance on two indicators.
Across the other stratifiers, the poorest and poorer quintiles, those with necation and Syrians were

the worst performing social groups

In terms of the inequality in distribution, the inequality summary measures showed that only limited
number of these risk factors were severely unequal. This severe degree of inequality wigimsenved
across education stratifier for infant risk factors (@6=and-10.2 for very small size infant and low birth
weight, respectively) and across wealth stratifier for anemia among childref®(Cly The governorates

and education stratifierslso underlie moderate inequality for many indicators. In contrast, wealth and
nationality showed low degrees of inequality for seven of these risk factors indicators. It is also important
to note that the inequality summary measures increased betweer22did 2017 for the atost allrisk

factors indcators across the governorates with the majority of them increasing in their severity degree
In contrast, thewealth andeducation attainment stratifier showed increases in the inequality measures
for the infant risk factorsassociated with increases in the severity of these inequalities



Development risk factors

Four indicators explored child care and wellbeing were used as proxy for child development. At the
national level, two of these indicators (chitosh not on the development track and violence discipline to
children %14 years) showed very higlhigh prevalence exceeding 20%. The other two indicators (physical
violence is necessary for discipline and children less than 5 years left with inadeguetevere clasified

as moderate prevalence. The prevalence of all child developmditators declined between 2012 and
2017, except for children less than 5 years left with inadequate aanégch increased by more than 25%

of its level in 2012.

On the hequality front, in terms of the gaps, the gaps were relatively large compared to the prevalence
of these indicators across the four stratifiers. The governorate of Maan was the worst preforming
governorate on three of these four indicators, while the gmorate of Tafielh (against it performance in
child nutrition) was major achiever in this health dimension. Those with no education and Syrians again
showed the worst performance on three of these indicators. For wealth, while the poorest wealthequintil
showed worst performance on two indicators, middle and richest wealth quintiles were worst preforming
quintiles on any violent discipline to children 1 to 14 years and children less than 5 years left with
inadequate care, respectively.

In terms of the mequality in distribution, the inequality summary measures showed that the four
indicators of child development showed low inequalily all stratifiers with only three exceptions
Children not on the development track were moderately uneduethe govenorates andoy education

and physical violence is necessary for discigdyhe governorate. It is important to note that inequality
increased between 2012 and 2017 across all stratifiers for any violence discipline among 1 to 14 year
children and for pisical violence is necessary discipliyghe governorates and wealth.

SECTION 5: ADULT HEALTH AND NCDS

In terms of adult health and NCOmeviouslypublished data support the prioritization of NCDs and their

risk factors. Published international rep® indicate that 78% of all deaths in Jordan are attributed to
NCDs.Earlier WHGSTEPSurvey (2007) showedery high prevalence of obesity or overweight (66.7%)
particularly among women. The same survey showed many NCDs risky behaviors witbnthe
engagement with physical activities approaching the very high levels (37.8%) and high levels of smoking.
Available tabulations from a very recent WHO STEPS survey faoononunicable disease risk factors
(2019) also confirmed high prevalence of many risk factémsmong the adult population (89 years),

more than 60% of the adult population were overweight or obese and 40.1% of them were currently
smokers with 34.6% are daily smokers. However, obesity was caonenon among women (68.8%)
compared to men (53.2%), while smoking was more common among men (65.3% currently smoking and
58% daily smokers) compared to women (16.4% currently smokers and 10.8% daily smokers). Low physical
activities according to WHO phgal activity criteria was observed for 31.3% of adult population with no
significant differences between men and women. The combination of these different risk factors showed
that almost 25% of the adult population in Jordan had more than 10 years ofo€asdular diseases
(CVD)risk greater than 30 or are with existing CVD. These high prevalence of risk factors also contributed
to high prevalence of nanbommunicable diseases among the adult population in Jordan. Within the past



12 months, the data showethat among the adult population (389 years), about 15.1% of was
diagnosed with hypertension, 12.8% diagnosed with diabetes, 17.7% diagnosed with raised cholesterol.
JPFHS 2017 data provitlieome information on diabetes and some NCDs risk factors tlwtused on
women inreproductive age andnerisk factorindicator for men, namely smoking.

OVERALL FINDINGS
Diabetesis highly prevalentin Jordan, while most of the NCDs risk factorsvamy highly prevalent.
The governorates stratifier shows thergest gapsetween the best off and worst off social groups.
The distribution of the social groupsy the education stratifier shows large number eévere
inequalitiesfollowed wealth.

I Agaba governorate shows the largest nhumbervefy highly prevalentNC¥ and their risk factor
indicators

9 Individuals from the poorest and poorer wealth quintiles show the largest numbleigbfy prevalent
NCDs risk factors. Individuals with education less than secondary education show the largest nu
high prevalene diabetes indicatorsvith those with gimary and preparatory educen showing the
largest number ofery highly prevalentNCDs risk factors.

9 Jordanian showvhigh prevalenceof diabetes, whileSyrians showery high prevalenceof diabetes
among older adit women.Other norr Syrian nationalities suffer more the burden of NCDs risk fag
than Syriangind Jordanian. They wefellowed bySyrian

I For the NCDs risk factors, the treimdprevalenceshow more than 25%ncrease in three indicator
between 2012and 2017, namely anemia among womendibyear, never heard of pap test and no s
or professional breast exam.

i Between 2012 and 201Hcreases in inequality in the distribution of the risk factors was only lim
to the governorates stratifier. nequality by the governorates increased for four of the indicataish
the increase in inequality for lack of knowledge of pap test moving it to a severe degree of inequ

= —a -

SECTION 6: SEXUAL AND REPRODUCTIVE HEALTH

Maternal mortality and morbidityndicators are not covered-owever,other sources of data indicate

that at national level, Jordan succeeded in decreasing its maternal mortality ratio from 70 per 100,000
live birth in 2000 to 4er 100,000 in 2017. More recently, Jordan Ministerfddealth declared that
Jordan has succeeded in decreasing its maternal mortality ratio to 29.5 deaths per 100,000 live births in
2018~

In contrast to impact indicators for reproductive hea(fRH) data from JPFHS (2017) offer a wide range

of risk factes indicators covering many RH dimensions. These indicators were classified in three
categories. The first category was so&drisk factors indicators associated with adverse impact on
G2YSYQad NBLINRRAzOGA DS KSIf (K® factorkiSdicataBsOmhije Rhe thitda |
was domestic violence related risk factors indicatdrshould be noted that healthdsbeen analyzed
separately in section (7). These indicators lend themselves easily to health sector programmes, and were
used to asess health sector performance.

L £K



OVERALL FINDINGS

The majority of the social risk factors indicators for reproductive healttatleast highly prevalent.

Almost all risk factors related to HIV/AIDS and domestic violence segmhigh prevalence

The governorates stratifier shows tHargest gapsbetween the best off and worst off social grouy

followed by theeducation stratifier.

1 While the education stratifier showssevere inequalitiesin large number ofrisk factors, the

governorates stratifier showsoderate inequalitiesin large number ofndicators.

Inequality in the mere knowledge of HIV/AIDSseverein three of the four investigated stratifiers

Zarqua governorate showed the largest numbervefy highly prevalentreproductive risk factors

indicators. This is particularly true for the domestic violence related risk fattovas followed byhe

governorate of Balgthat showedlarge number ohighly prevalentreproductive risk factors indicatars

9 All reproductivehealth risk factors indicators ateghly prevalentfor individuals in the poorest wealt
quintile, those with less than secondary education and-dordanians

i The prevalence of ten of the 18 investigateexual andreproductive health indicators increed
between 2012 and 201with five of them increasing by more than 25% of their levels in 20t&se
five indicators are no knowledge of HIV/AIDs, lack of knowledge of STI in HIV/AIDS related ris
and experience of any form of spousal violencéhim past 12 months, agreeing to wife beating a
women never sought help against spousal violence in domestic violence related risk factors.

i Between 2012 and 2017he trend in inequality in distribution of risk factors was variant am
stratifiers. hequality by the governorates increased fdd of the 18 investigateéhdicatorswith
almost all increases showing an increased degree of the severity of inequality. Inequality by ed
was observed in 9 of investigated indicators with 5 of them shgwicreased severity.For inequality
by wealth, 6indicators showed an increase in inequaliyith four of them showing increased in th
degree of the inequality severity.

= —a -
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The following provides further details for each classification offaistors

Social reproductive health risk factors

Six indicators were investigated to assess the social reproductive health risk factors. These indicators are
adolescent childbearing, women not owning their health care decision, early marriage, havingpbeor
children (multiparity), consanguinity, and risky birth intervals less than 23 months. These indicators
reflect the social context in which women live and affect the reproductive health. At the national level,
exceptfor women who does not own thehrealth care decision; the other four indicators were classified

as high prevalence. The majority of these indicators showed improvement between 2012 and 2017. In
particular, in multiparity and consanguinity showed large declines exceeding 7 points betiveemo

years.

On the inequality front, in terms of the gap, gaps between the worst off and best off across the social
groups by the different stratifiers were relatively large compared to the risk factors prevalence. In
particular, the gaps across theducation stratifier was large reaching as high as 45 points for early
marriage. For this particular indicator, while the highly educated individual were the best achievers,
preparatory educated individuals were the worst performing social group. Wloleparticular
governorate showed consistent ill performance in these risk factors, the poorest wealth quintile, those



with less than preparatory education were the worst performing social groups. Syrians were consistently
showing the worst off performancenathese risk factors.

In terms of the inequality in distribution, the inequality summary measures showed that these risk factors
were severely unequdbr many indicators particularly by education and nationalities. Adolescent child
bearing, women not owning their health care decision and early marriage showed severe degrees of
inequality across wealth, education and nationality stratifiers. It is alporitant to note that theseverity

of the inequality summary measures increased between 2012 and 2017 for the all risk factors indicators
by all stratifier with four exceptions. These an®men not owning their health care decisidy
governorates, consangnity by wealth and risky birth intervalsy wealth and education.

HIV/AIDSrelated knowledge and attitudes

Six indicators have been identified in JPFHS 2017 to address the Hixgkatb& knowledge and
attitudes. These indicators were available formen and men. While the literature defiathe indicators
available in JPFHS as health sector performance indicators, we argue that lack of knowledge represented
by these indicators is also a major social risk factors. At the national level, the datahst for both
women and men, except fadhe mereknowledgeof HIV, the prevalence of all indicators exceeded the
40% the threshold of very high prevalence. In other words, while individuals know of HIV, there is
significant lack of more detailed knowdge for HIV/AIDS and STI.

On the inequality front, in terms of the gap, for women, the three indicators of lack of knowledge of
HIV/AIDS, MTCT and STI showed large fgpbe governorates and education. While no specific
governorate was consistently dar performing on these risk factors among women, for the education,
women with no education showed the highest prevalefarethese indicators By wealth and nationality,

the gap was only large for lack of knowledge of STI with the poorest quintil&wmahs showing the
highest prevalencéor these two indicators

For men, the gaps between the worst off and best off for all indicators across the governorates were
relatively large compared to their prevalence with Amman and Madaba are the two goageaahowing

the highest prevalence for two of those indicators. Lack of kedge of HIV/AIDS, MTCT and &3b
showed large gapby education reaching as high as 30 points for lack of knowledge of STI. Individuals
with no education showed the highegtevalence.

In terms of the inequality in distribution, the inequality summary measures showed that excdptkor

of knowledge of HIV/AIDS and the lack of knowledge of ST, all other indicators for both men and women
were classified as low inequalityack of the mere&knowledge of HIV/AIDS were severely unequal across
all stratifiers, while lack of knowledge of STI were moderately unequal across the wealth quintiles.

Only women HIV/AIDS related risk factors were available for comparison of inequalgelne2012 and

2017. The data showed thtte severity of thelnequality across the governoratesly for the lack of
knowledge of STI.

Domestic violence risk factors

Nine indicators were used to explore domestic violence risk factohe findingshow that women and
men agreeing to wife beating for any reason and not seeking help against the spousal violence rank as



very high prevalence indicators. Also in comparison to their prevalence in 2012, the prevalence of these
two indicators increased. hE€ four indicators of experience of any form of spousal violence over the past
12 months, experience of physical violence since age 15 years, ever experience any form of spousal
violence and not able to negotiate sexual intercourse were classified aptaghlence indicators.

On the inequality front, in terms of the gap, gaps were large across the governorates and by education for
all indicators relative to their prevalence. The gap reaches as high as 50 points for men agreeing to wife
beating for the isted reasons across the governorates. Karak registered the highest prevalence for this
indicator (95%). Across education attainment social groups, not able to negotiate sexual intercourse
showed the highest gap (29 points) with primary educated womenvgig the highest prevalence while

the highly educated women showing the lowest prevalence. For the wealth stratifier, women agreeing to
wife beating for any of the listed reasons showed the largest gap (29.5 points) with systematic gradient
by wealth quitiles. It is important to note that other, neByrian, nationalities showed the highest
prevalence for many domestic violence risk factors indicators compared to the other nationalities.

In terms of the inequality in distribution, the inequality summargasures showed that only limited
number of the domestic violence risk factors indicators were classified as severely unequal across the
different stratifiers (4 across governorates, 3 across education and 1 across wealth). It is important to
note that, beween 2012 and 2017, there was an increase in the inequality measures across the
governorates for all indicators. For wealth, there was a decrease in the inequality for all indicators with
two exceptions, namely women agreeing to wife beating for anyheflisted reasons and womerever

sought help against spousal violence. For education, there was an increase in the inequality for all
indicators except for experience of any form of spousal violence in the past 12 months.

SECTION 7: HEALTH SECTOR PEREERMD CAPACITY

The indicators for the health sector performance and capacity were identified in WHO framework for
monitoring and evaluation of health systamstrengthening(2009). Health sector performance was
assessed using five sets of risk factors indicatdhe first two sets are related to infant and child health.
The other three are related to reproductive health, namely maternal health, family planning and other
reproductive health. He#ll sector capacity was defined in terms of difficulties facing women access to
health services.



1 Health sector performance

OVERALL FINDINGS

1 The majority of health sector performance indicators showderate / low prevalence Other
reproductive health services related to lack of knowledge of HIV test place and no premarital te
children not receiving iron and vitamin A supplement and not seeking health services for diarrh
the onlyhighly prevalentindicators.

1 The goernorates and education stratifiers show tlegest gapsetween the best off and worst of
social groups

9 The distribution of thendicatorsbythe education stratifier showthe largest number ofindicators with
severe inequalities(9 indicators out 026 investigated indicatordpllowed by the governorate$6
indicators)and wealth(5 indicatorsxtratifiers, respectively.

1 The two governoree of Mafraq and Maan show the lgest number of health performance indicato
with high prevalence. Individualsin the poorest wealth quintiles, with primary education and otk
non- Syrian nationalities suffer motbanthe other comparable social groups from the ill performar
of health sectors.

1 The prevalence d&n of 24 investigatedhealth sector performareindicators increasedetween 2012
and 2017. Eight of these ten indicators showed an increase of more than 25% of their levels ir
with four indicators falling in health sector performance for child health and three falling in health g
performarce for maternal health.

1 Between 2012 and 2017he trend in inequality in distribution of risk factors was variant am
stratifiers.Inequality by governorates increasémt half of the 24 investigated indicatorsith only one
of them showing higher sevity degree of inequalitynequality by wealth increased for five indicatd
with only one of them showing more severe degree of inequality. reauality by educationnine
indicators showed an increase in their inequality with four of them displaylmgher degree of
inequality severity

The following provides further details for each set of indicators

Infant and child health

Ten indicators were used to assess health sector performance for infant and child health. For infant, the
four indicatorsfocused on lack of breastfeeding and postnatal care. For the child, the health sector
performance indicators focused on not receiving nutritional supplements, not seeking heath service for
fever and diarrhea and necoverage of vaccinations.

At the natioral, all indicators for infant health were classifiechasderate/lowprevalence indicators. For
child health, both lack of nutrition suppleme(iton and vitamin Aand not seeking health service were
classified as very higthigh prevalence, while indicats related to norcoverage of vaccination were
classified as moderatiew prevalence.

On the inequality front, in terms of the gap, overall the gaps were relatively large cothfmatiee level

of theindicator<prevalence for all indicators and all difeers. However, it is important to note that the
gaps were substantially larger across the governorates for all the infant and child health indicators.
Education and nationality also showed large gaps for many indicators of child health. In ctmrgaps

were relatively small across the wealth quintiles.



For the infant health, infants living in Mabada were suffering more than infants living in other
governorates from the ill performance of the health sector on many indicators. For child headth, t
children living in Maan were suffering more than other children were from the ill performance of the
health sector. Also, children born to mothers with no education were persistently suffering more than
any other children. The same can be true fotdrien born to mother of othernon- Syrian nationalities

as they suffer more from the ill performance of the health sector. However, Syrian children were also
suffering from the ill performance of the health sector but in less number of indicators.

In tems of the inequality in distribution, the inequality summary measures showed that inequity was
classified as severe for many indicatdng education followed by the governorates However, the
governorates also showed many moderately unequal indicators #vey other stratifier. The inequality

by nationality was also noticeable as it was severe for the two indicators of not receiving all age
appropriate vaccinations among children ageZ®months and lack of knowledge of ORS contrast,
wealth showed éher low or moderate inequality across all indicators for infant and child health.

It is also important to note that for the first timeone of the inequality measures has increased in its
severity level and the majority of the increases in tinequality measures was within the same category

of inequality classificatian

Maternal health

Jordan has achieveichportant progress in the area of maternal healtAs indicated earlier, maternal
mortality declined significantly. Jordan progrésslso evidenin the coverage of the maternal health
service including prenatal care, delivery at health service unit and assisted delivery. According to the JPFHS
2017, 99.9% of women are assisted by professional health workers during delivery and 99% deliver in a
heath service unit. Coverage prenatal care reached 99.1% in 2012, but, by 2017, it declined to reach
97.6%. On the other hand, progress in the area of postnatal care has not matched that on the prenatal
care. More than 12% of women still do not receivetpagal care, declining from 13.9% in 2012.

However, recent evidence points to some weakening in prenatal care as theavenage of anyr

regular prenatal care and receiving of iron tablets increalsgdnore than 25% of their level in 2012
between 2012 ad 2017. On the hand, there was improvement on the postnatal front and cesarean
section as they declined during the same period8ut it is important to note that nly cesarean section

and not receiving iron tabletamong all maternal health performandedicatorsshowed a prevalence

that exceeded the 20% threshold for high prevalence.

On the inequality front, in terms of the gap, the gaps again were relatively large compared to the
indicators level of prevalence across all stratifiers. However, tige$a gaps were observed across the
educational attainment categories followed by those across the different governorates. The lowest gaps
were observed across the wealth quintiles. It is important to highlight the systematic gradients observed
for both education and to less extent for wealth for the different indicators. The only exception is the
almost positive relationship between cesarean section and wealth and the curved relationship between
cesarean section and education in which both women withedacation and those with the higher
education showing the highest prevalence. It is important to note that women with no education tend to



suffer substantially more than those in any other categories from the ill performance of the health sector.
Same ptern can be observed for women in the poorest wealth quintile but it it was more attenuated.
Syrian women were also the most vulnerable nationalities suffering from the ill performance of the health
sector.

In terms of the inequality in distribution, th@equality summary measures showed the inequality was
limited to the four indicators related to antenatal and postnatal care. These four indicators were severe
unequalby education andiy wealth. Bythe governorates, only the two indicators related thsgnce of

any antenatal or postnatal care were severely unegn@quality was moderate by nationality for all four
indicators.

It is important to note that the inequality measures between 2012 and Afiti7not show substantial
changes across thmajority of indicatorsby all stratifiers.

Familyplanning

Four indicators, namely unmet need, use of traditional methods;uof contraception and neasers
receive no counselling were used to assess health sector performance in family planning. Adirsxdica
showed an increase in their prevalence between 2012 and 2017. The prevalence of lack of counselling for
non-users of contraceptive and nonuse of contraceptive was classified as very higih prevalence,
respectively. Despite that the prevalenmfeuse of traditional methods and unmet was less than 20%,
comparing these figures to the global standards placed them as high prevalence indicators.

On the inequality front, in terms of the gap, the gaps were relatively large across the governoratss and
education for all indicators. Residents of Maan were the most burdened with the ill performance the
health sector on the family planning front. Education showed a systematic gradient for unmet need, lack
of counselling for nofusers of contraceptiveral nonuse of contraceptive with women with no education
showing the highest prevalence. Unexpectedly, use of traditional methods showed positive relationship
with education.

In terms of the inequality in distribution, the inequality summary measuresvsdothat nequality is
commonly low for all indicators and stratifiers. Only use of traditional methxydgovernorates and no

use of contraceptive by education were moderately unequal. It is important to notefah#the majority

of indicabrs, there wasno significant changes in their inequality measures except for no use of
contraceptive which the inequality by education increased from low inequality to moderate inequality
between 2012 and 2017.

Other reproductive health indicators

At the national level, lack of premarital examination for women and their husband and women and men
lack of knowledge of HIV/AIDS testing place showed very high prevalence exceeding 40% with
improvement between 2012 and 2017.

On the inequality front, inerms of the gap, gaps were relatively large for the majority of the indicators
compared to their prevalence across all stratifiers. While residents of Mafraq showed the highest
prevalence among the different governorates in two indicators of the foursiyated ones, education



showed a systematic gradient with the prevalence of ill performance of the health system in all indicators.
For the wealth, lack of knowledge of HIV/AIDS testing place revealed systematic gradient with wealth but
there was no clar pattern with lack of premarital exams related indicators. Syrians showed the highest
prevalence in of knowledge of HIV/AIDS testing place, but other 8gian nationalities were the social
groups that suffer most of the health sector performanceaickl of premarital exams related indicators.

In terms of the inequality in distribution, the inequality summary measures shaokagdnly premarital

test relate indicators showed sere inequality across education with the severity of the
inequality by edcation increasing between 2012 and 2017.

1 Health sector capacity

JPFHS 2017 included four indicators to assess the capacity of the health sector. These indicators were
related to difficulties facing women in accessing health services. These indiaetousavailability of

female provider, distance to health care facility, unaffordability of the health care service, and need to
take transportation.

= A

= A

= =

OVERALL FINDINGS

All health sector capacity indicators shbwgh prevalence

The governorates and edudan stratifiers show thdargest gapsbetween the best off and worst of
social groups

The distribution of the social groupsy the education and wealth stratifiers shows large number
severe inequalitiedollowed by the governorates and nationalitiyatifiers, respectively.

Six of the twelve governorates in Jordan suffer from significantly low capacity of health sector.
Women in the poorest and poorer wealth quintile, with less than higher education, from Syria
other nationalities suffer from significantly low capacity of the health sectors.

All health sector capacity indicators shesa decline in prevalence betwa 2012 and 2017.

The trend of inequality in distribution for all health sector capacity indicators showed an incre
their severity degree particularly by governorates and educdbiemveen2012 and 2017.

The following provides further details

At the national level, all indicators showed high prevalence as their prevalence exceeds the threshold of
20%. However, between 2012 and 2017, except for unaffordability of the health care services that
showed small improvement, the other indicators shalarge improvements.

On the inequality front, in terms of the gap, gaps were relatively large compared to the indicators
prevalence across all stratifiers. Across the governorates, the governorates of Mafraqg and Maan showed
the highest prevalence in mvindicators of limited health sector capacity. For wealth and education, there
was a clear systematic gradient with the poorest and those with no education are showing the highest
prevalence. By nationality, Syrian were the most suffering nationalit@s fimited health system
capacity followed by the other nationalities.

In terms of the inequality in distribution, the inequality summary measures showed severe inequality
across wealth and education for all indicators. Across the governorates, otapadisto health care
facility and unaffordability of the health care service were severely unequal and only unaffordability of



the health care service was severely unequal across the nationality. It is important to note that inequality
summary measures @neased for all indicators and across all stratifiers

SECTION 8: HEALTH INSURANCE COVERAGE

Similar to all countries that endorsed the SDGs, Joislemmmitted to the achievement of theniversal

Health CoveragdJHQ by 2030. This commitment has beeriteeated in all health related strategies in

W2 NRI y ® LYy W2NRIY HnHupX AaRS@GSt2LAY3I y STFFSOGAD
among the five targeted scenarios.

InJordan 2016 nHn KSFf GK &aSOG2N) &0NF  SPaville hdakhSfinanéahadd®R & G NJ-
social protection to the entire population on a fair basis. The Ministry of Health strategic plar2@228

had a strategic objective that called for Increase inclusion of citizens in the universal health coverage.

OVERALLIRDINGS

All health insurance coverage indicators shtgh prevalence

Two importantpositive features of the health insurance coverage in Jordan. One feature rela|

the higher coverage for women compared to men (58% versus 50%). The other positiwe fe the

more coverage of those living in rural areas compared to those living in urban areas (75% versl|

1 The governorates and nationality stratifiers show theyest gapdetween the best off and worst of
social groups.

I The distribution of he social groupdy the governorates stratifier shows large number severe
inequalitiesfollowed by the nationality and education stratifiers , respectively.

1 The governorate of Amman shows the lowest level of health insurance coverage on all ind
compared to other governorates. It Is followed by Balga and Zarqua governorates.

1 All wealth quintiles, except for the middle quintile show low level of health insurance coverage
indicators. This wealth quintile also showeshoderate prevalence focoverage among users
inpatient service.

1 Individuals with less than secondary educat&rd norJordaniarsuffer from high prevalence of lo
coverage.

= A

The following provides further details

JPFHS (2017) provides four indicators on health insuranerage by sex and by use of inpatient and
outpatient services. The datnfirmed the above gender patterns where women were more covered
than men. However, lack of health insurance coverage for both women and men showed very high
prevalence (41.7% for wwen and 49.6% for men). The data also showed that the prevalence of lack of
health insurance among users of inpatient and outpatient health services showed high prevalence
exceeding 20%.

On the inequality front, in terms of the gap, gaps were large sthe governorates, by education and
nationalities for all indicators relative to their prevalence. However, the gaps were the ldrgést
governorates with Amman was showing tlesvest health insurance coverader all the four indicators
investigatal for health insurance coverage. By education, while there was a systematic gradient in the
prevalence of the health insurance coverage for women and men with those with no education showing



the highest prevalence, there was no clear pattern of the prenxadeamong those using health service.

By nationality, other notByrians nationalities showed the highest prevalence in lack of health insurance
for both gender and among users of health services with more than 71% of them lack insurance coverage
for all indicators.

In terms of the inequality in distribution, the inequality summary measures showed that all indicators
were severely unequdly the governorates, while only indicators of health insurance coverage among
users of health services were severelyeqnal across nationalities.

SECTION 9: OVERVIEW OF THE HEALTH AND HEALTH EQUITY CHALLENGES IN JORDAN

In addition to the above specific findings for the different health aspecis, gbction synthesizes the
findings and offers answers to four bagigestions

A. What are the main health priorities in Jordan?

9 The current effort in Jordan has succeeded in addressing and improving a wide range of health
issues. Yet, the evidence in this report showed that the health agenda is still unfinished. More
than indicators of the 85 investigated indicators in the current study still fall in the high
prevalence category in which their prevalence exceeded(88&Appendix B for prevalence
categorization of the indicators) This places these indicators as main ltieahallenges or
priorities that need focused and programmatic efforts.

1 These challenges are not just on the impact front but expands to social and biological risk factors
The current report showed that while all the impact indicators continue to shigiv prevalence,

36 of the 44 risk investigated factors indicators were also classified as high prevalence. In contrast,
the evidence showed that the health system performance was on the right track with the majority
of its indicators classified as modezaprevalence (less than 20%). Only health sector
performance for other RH issues (premarital tests and places for HIV test) was classified as a
health challenge. The success of the health system performance was achieved despite the
ongoing challengesrothe health system capacities. The current evidence highlights the high
prevalence of the limited health system capacities in Jordan.

1 On the health insurance coverage, the recent evidence showed the limited coverage of the
current health insurance wher@most 50% of the population still lack health insurance coverage.
However, interestingly the evidence showed that the health insurance coverage was very gender
sensitive and women were more likely to be covered by health insurance than men (51% versus
60%).

B. What is the distribution of health priorities for different social groups and which

social group is the most vulnerable social group?

1 The current report was also able to specifically identify vulnerable social g(sepsppendix C
for the prevalenceof all indicators for the different social groups and their prevalence
categorization by different stratifiers and appendix D for the social groups showing the worst
prevalence by all stratifiers) The five governorates of Mafrag, Madaba, Maan, Balgaldrid



showed large number of very high prevalence and high prevalence indicators. Furthermore,
individuals in the poorest and poorer wealth quintiles and in all education categories, other than
highly educated individuals, also had large number of vagh brevalence and high prevalence
indicators. Syrians and other nationalities also showed large number of very high prevalence and
high prevalence indicators.

C. What is the distribution of severity of health inequality for different stratifier and
which stratifier is more severely unequél

9 Another main contribution in the current report is to provide detailed evidence on the distribution
of ill health among the social groups of the different stratifiese appendixB for the gaps and
measures of inequalit by all stratifiers) The report showed a relatively large number of
indicators with severe inequalitior the four stratifiers usedIn particular, the education and
governorates were shown as stratifiers that reflect severe degrees of inequalities. On the other
hand, wealth and nationality did not show large number of severely unequal health indicators.

9 Focusing on severe inequalitythin the investigated health aspects, the current report showed
the following ranking of the different health aspects by the relative number of indicators that
show severe inequality by the four stratifiers: health sector capacity health insuranceageyer
health sector performance, sexual and reproductive health.

9 Furthermore, the evidence showed that severity of the inequality is increasing in Jordan alongside
the improvement in health conditionésee appendix E for the levels of inequality summary
measures and their severity classification by the indicators prevalence classificatiofihis
implies that the benefits of these improvements are not equally shared among the different social
groups.

D. What are the trends in prevalence and inequality summangeasures between 2012

and 20177

9 Slightly more thamalf of the investigated indicators with comparahigures in 2012 experienced
a decreaseén prevalence between the 2012 and 2032 indicators out of the 66 indicators). In
contrast, the prevalence &2 indicators increased during the same per{&&e Appendix F for
the trend in prevalence between 2012 and 2017).

1 The prevalence of 18 of those indicators increased in 2017 by more than 25% of their level in
2012. All indicatorin the child nutrition rgk factors showed an increase in prevalence, while
NCDs risk factors, domestic violence related risk factors, health sector performance for child
health and health sector performance for maternal health showed an increase in prevalence of
more than 50% otheir indicators.

9 Exploring trends in inequaliin distribution by the different stratifiershowed thatinequality by
governorates showed the largenumber of indicators that experience an increases in their
inequality (46 indicators) followed by ineditg by wealth and education (25 and hdicators,
respectively)See Appendix F for the trend in inequality summary measures for all stratifiers
between 2012 and 2017).

1 Changes in the severity of the inequality classification was observed in 23 indidaor
governorates with the majority of those indicators falling in the domestic violence related risk
factors, social RH risk factors and health sector capacity, followed by the child mortality and infant
and child risk factors.



1 Changes in the severity the inequality classification was also observed in 8 indicators by wealth
with the majority of those indicators falling in the social RH risk factors, and infant health risk
factors

1 Changes in the severity of the inequality classification was also azsénvl3 indicators by
educationwith the majority of those indicators falling in the domestic violence related risk factors,
health sector capacity followed by infant health risk factors, reproductive health risk factor and
health sector performance fortber RH aspects.

SECTION 10: POLICY RECOMMENDATIONS

TheSDHI framework adopted in the current stuglyggess that policies and interventions can operate at
four different entry levelsind be led by different actors within each level. These levels are

Level A: Effective and equitable health sector programs respond to differentiated health care
needs, and to addresystematic differences in risk factoasd,

Level B: Community level interventions to impact and address inequitable exposure,

Level C: Targeted initiatives and national level interventions catering for differentiated needs of
social groups, and national level interventions addressing unfair social stratifications

Level D: Whole of government approach ensuriaquitable structural drivers

Using these different levels of entry points of policies and interventidme teport concludedvith some
policy recommendationsat O LIAGF € AT S 2y GKS OdaNNByid &dz00S5aa Ay
situates these recommendations within the differdatels of entrypointsof policies and interventions.

I.  Improve Equitable Performance of the Health Sector

Jordan is clearly on the right track in terms of its health policies and performance. In particular, Jordan
is pursuing health priorities that are spprted by evidence, and engaging in effective health sector
programs. Jordais encouragedo continue its current efforts and to focus more attention to address
the specific health challenges presented in this report (indicators showing high prevaldéviaay.
Health Sector interventions at entry level A are required. Such interventions should cater for health
care needs and target provision of equitable health to address the highly prevalent and inequitable
distribution of social risk factors. Such intentions are generally led by the health sector in close
collaboration with other sectors.

The challenges facing particular social gsuymggest that, despite the positive impact of the initiatives
targeting the poorest and least advantaged areas, ¢hisra need to target other disadvantaged social
groups at lowetevels ofeducation and Syrian refugees. In addititihe challenges in the inequality
distribution call for securinthe requested adequate and fair health resources for all social groups.
These recommendations entail actions at the entry levels B and C.

At level B, it is important to implement a primary health care model, that goes beyond medical care,
to provide an enabling and equitable environment.

This model includes:



1 Targeting thdevels and inequitable exposure to unhealthy living conditions and livelihoods
for the purpose of influencing behavioral and biological risks.

1 The implementation of community level intersectoral development initiatives.

The actions at level C includes amneffective and equitable UHC program.

1 Such a program not only responds to the challenges demonstrated in this report, but also
avoids further contributing to the unfair stratification in society. Out of pocket expenditures
on health are well known as anfluential driver of poverty.

[I.  Hold Social Sectors Responsible for Health

Social sectors need to realize that they are key stakeholders and contributors for achieving better
health outcomes in the societyndeed, he role of social sectors goes beyond their contribution to
intersectoral actions. The evidence of systematic and severe inequalities among social stratifiers
suggest the importance of moving the focus from inequalities to inequities.

The inequity focuemphasizes the lead responsibility of social sectors and the whole of government
for producing fair distribution of resources for health. This requires actions at the entry levels C and D.
At level C, the call is for sectoral initiatives to rectify théaimess of developmental differences at

the governorate level and to target alleviation of poverty and ensure- giistrimination by gender

and nationalities.

At level D, the call is for adoption of a comprehensive multisectoral equitable health stiatiegie
promote health and to address the priority health and health inequality challenges. These stratigies
need to spell out targeted, time bound and quantified, health equality goals and to specify the
responsibility of each sector for the achievemenspécific health related targets.

In particularadoption of such a health stratedppilds on the existence of an appropriate institutional
structure in Jordan, currently represented by the Higher Health Council in Jordan. It also builds on the
opportunity presented in Jordan plans to revisit ksirrenthealth strategy.

The revisiting of Jordan strategy for healghould ensure a wide participatory engagemenitin
development, implementation, monitoring and evaluation. Also, as referred to earlier, it sadofat
policies and devote resources to support intermediary actors and intervening forces to foster equality
among social groups and to be responsive to diffitiated needs and higher risks of disadvantaged
social groups.

In addition to the role of social sectors within the articulated strategy for health, social sebtioud

be held accountable for the impact of their sectoral agendas on health inequiieseach health
related policy and/or initiative adopted by the social sector, a demonstration of positive impact, or at
least of a no negative impact on health, should be considered as success criteria.

[ll.  SystematicMeasurements and Monitoring of Healtinequities

The existence of an adequate health information system for systematically and periodically measuring
and monitoring health and health inequalities is ajpondition for building the recommended health
strategy.



Jordan is fortunate to have &ies of recently collected surveys that are also made widely accessible.
This availability of data is a very positive feature that can allow the contributions of the research and
development stakeholders, and also avail needed evidence for policies.

As irdicated earlier, even with a very rich JPFHS and a focus on reproductive health, yet many aspects
of health have not been measured.

The road ahead is to invest in securing an information system for health. Such a system needs to
include a minimum set of ¢e indicators that adequately reflect the health spectrum of Jordan
population. The data for the indicators should allow the formulation of context sensitive stratifiers (e.g:
nationality in case of Jordan), and also include additional pieces of informia¢ieded to trace and

relate inequality to their structural root causes and to fairness of these causes. Such data is expected
to draw on a mix of routine sources of information and specialized surveys.

In brief, a movement from the traditional health infoation system to a broader information system

for health is very much called for.

IV. Pushingequityto the Forefront as a Development Goal and a Whole of Government and
Society Performance Measure.

The concern with inequality is very evident in Jordan dgwalent vision. The key framing of this
report appreciates that systematic inequalities among social groups are measures of unfairness, and,
that systematic health inequalities are impact measures that speak to the end results of all
developmental effortsand their fairness.
Fairness and the achievement of the health equity are measures of social success. Their absence
underlies unrest and polarization in society.
In particular embracing fairness requires integrating an equity lens in all policies am so
arrangements. It requiresnsuring fair distribution of power, money, resources and transformative
opportunities. More importantly More specifically embracing fairness require:
9 Articulating health as a whole of government responsibility and devedppn equitybased
health strategies and plans
1 Enforcing health impact assessment in all policy approaches
The Higher Health Council is well poised to play a stewardship role to place HE as a benchmark for a fair
and developed society, and to monitor thmplementation of the whole of government responsibility and
the accountability process.



’ 1 INTRODUCTION

The current study is an analytical study of the heaftilordanwith particular emphasis on identifying
challenges and successes in health hedlth equity HE) The study is implemented jointly by the Social
Research Center of the American University in Cairo (SRC/AUC) and WHOMaoréaspecifically the
report ams to:

1 Providing evidence on the social patterns of different health dimerssaond the changes in these
patterns over time.

1 Analysis of the social inequalities in health care utilization and insurance coverage.

9 Tracing inequalities in social patterns to their underlying social determinants using a multilevel
conceptual framing andn equity lens.

9 Identifying priority challenges and providing policy recommendations.

The current report expandsn and updates two previous research effomsestigatinghealth equity and
social determinants of health in Jordan. Boutayeb (20d®) the support of the WHO/Jordaexplored
health and health inequalities iroiHan. He implemented advanced statistical techniquesithlight
spatial inequality across the Jordanian governorateghe basis of different health argbcioeconomic
indicators. Boutayed analysis health inequalityfocused ora restrictednumber ofhealth indicators from
the Jordan Population and Family Health Survey 20BPEKS 201212 indicators) anavassimplybased

on presenting the distribution of theeindicators acres the commonly used stratifiers in the JPFHS report
Inequality wasassessed in terms of simple measure of inequality such as.ratios

The secondesearcheffort was theregional report and Jordan national analytigaport produced

through the regionah Yy A G A+ G A @S 2y a{ SEdzrf FyR wSLINRRdzOGA GBS
activity launched by the United Nations Population Fund for Arab States Regional Office (UNFPA/ASRO)
during 2018 in partnership with the Social Research Center of theiéanddniversity in Cairo (SRC/AUC).

The initiative targets supporting governance and policy reforms to address sexual and reproductive health
(SRH) inequities. The initiative analyzed the most recent accessible empirical sexual and Reproductive
health datafor five Arab countries (Egypt, Jordaviorocco, Oman and Sudan). Rashad and colleagues
(2019) in the regional mort proposedan SRH adaptedersion of the social determinants of health
conceptual framework Thesocial determinants of healtmequity ($H) that is particularly concerned

with the distribution of the determinants with the multilevel framing ofthe social determinants of

health. This frameworkraces healthinequalities to thedistribution of thedifferent forcesthat shape

them. Thesdorces were shown to operate at different levels starting from the risky health behaviors that
characterize different social groups up to the structural levels of governance and public policies. Details
on the regional initiative and their findings are pided in analytical report§Jordan national repottand

regional report.



The current reportapplies the SDHframework using data from the recent JPFHS (2017). It expands
beyond the SRH to incorporate other dimensions of health including childhhesitrcommunicable
diseases and health insurance coveraffealso adds the nationality stratifer to the traditional stratifier
commonly used Overall, the analysis includeéd5 health indicatorsanalyzed across four stratifiers,
namely, governorates, vadth, education and nationality The analysigse three measures of inequality

The gapithe index of dissimilarity focategoricadata, and the concentration index for ordinal data. The
gap is used to simply show the difference between the best and worst performing social group, while both
the index of dissimilarity and concentration index compare the distribution of the health indscagiainst

the distribution of the population and hence capture the ill distribution of the health indicators across the
all social groups.The analysigurther explorestrends of these indicators and their inequalitjidzased
upon availabilitybetween 2A.2 and 2017

The report is divided into 10 parts. The introduction offediscussiorof health equity and its evolution

over time in the internationatievelopment thinkingPart Two setthe scene with a general overview of

the human development context Jordan. Part Three presents the framework and methodology offering

a discussion of the framework guiding the current study and the methodology adopted in the analysis
including data, health indicators, stratifiers, measures of inequality and analgidatiques. Results of

the study are presented in part four to eight covering child health, -cmmmunicable diseases,
reproductive health and universal health insurance. Part nine goes beyond the single indicator analysis
presented in the results to priding an overall assessment of health and health equity issues in Jordan.
Part ten offers a@nclusion angolicy recommendations

1.1 HEALTH EQUITYARKER FGHOCIAL SUCCESS

Recognition of the social determinants of health and the concerns with heatjualitycan be tracedo

the seventiesof the previous century Alma Ata (1978Yleclaration was the first to recognibealth & a

social phenomenon and that its promotion invites the actions of more than one social sector. Different
articles inthis declaration referred to the role of social sectors (article 1), to the unacceptability of
inequality and the need for all countries to be concerned with it (article 2). More importantly, the Alma
Ata declaration recommended the adoption of primary healthec@HC) as a modality that emphasized
community level actions and participation, as well as actions at the more structural level of economic and
sociccultural conditions of the country.

Unfortunately, he actual implementations of the PHC did not capture this broad vision of Alma Ata. The
biomedical model dominatethe approach, and the vertical solutions were adopted under the proximate
social determinants frame and neglected in practicettiue essene of Alma Atta. They did not manage

to escape the entrapment of economics, health expenditure and functioning of health care. The framing
of these solutions was built around the premise that the only causes of ill health are attributed to
inadequate spendig on health care and the malfunction of the health care system. The role of social
forces and social policies were ignored or addressed within a proximate determinants frame.

The interpretation of the SDH frame was translated into a call for policieg#rdentions targeting the
most disadvantaged aiming mainly to change proximate determinants of risky health behavioral practices
emphasizing direct awareness interventions.



It was soon realized that the exaggerated focus on behavior changes througlisgomawareness
programs was not an effective solution. It was argued that the behavioral proximate determinants are not
usually shaped by an individual free and informed choice. They are mainly reflecting the limitations
experienced by the disadvantaggdoups in knowledge, resources and opportunities for health.

The focus on behavioral changes was gradually complemented with the need to improve the socio
economic situation of the target group and to empower them to make informed choices. The role of
structural determinants in shaping the situation of vulnerable groups was starting to take prominence in
the discourse on SDH. It should be emphasized here that, at this stage, the role of the state and structural
determinants was couched in a moral framewhs also confined to targeting the most disadvantaged.
Changing the distribution of disadvantage was not yet central.

The human rights movement provided the Moral Rationale for the duty of the state and communities to
prevent the extra health sufferingghenever feasible. The focus on proximate SDH and the Moral
Obligation couched the whole discourse in a social development discourse constrained by the available
economic resources and ineffective policies. Improvements in health alongside socioeconognse
convinced policy actors that the combination of effective socioeconomic policies and targeting is indeed
the right way ahead.

The year 2008 was major turning pointin crystalizing the difference between health inequality and

health equity. Tie Commission on the Social Determinants of He@008)called for pushing health

equity to the forefront and its consideration as a whole of government performance indicator. The
Commission directed the attention to the unfair distribution of structtB&IH as root causes oftikalth.

The CSDH argued that the health landscape is challenged by major social and econetistrimglion

with consequent significant inequalities. It is now important to recognize that inequities are largely
governed by faars outside of the Balth systeml Y R | NB R NJA @ffair actess td.3dd@alLJ S Qa
economic and cultural resources and opportunities. Such access intersects across macro political and
economic structures and policies, as well as social arrangementsoplmte at a community and social
grouping levels and through living and working conditions, as well as, individual lifestyle®actors

Theconcern withhealth inequities indicated that action is essential as such differences are unjust and
remain beyondhe control of the individual and the health system. Indeed, poor health associated with
social inequity is avoidable and amendable. It became evident that if action is taken to redress health
inequities, there will be a notable reduction in the associdtedlth burden and social cost.

Since then, the concern with health inequities and the call for action on SDH became quite central in the
current development paradignCurrently, SDHI (Social Determinants of health inequity) is more accurate
acronym expresing the current framing of SDFhe nature of actiongguided by SDHI framinigyrgeted

social transformations through more fair public policies and social arrangements. The policy movement
expressed in CSDH, 2008 report and embraced by the SDGs thet&idowing:

1 Push health equity to the forefront of attention and consider health equity as a social success.

1 The systematic monitoring of health inequalities and the tracing of their origin linking them to the
performance of political, social and ecani forces (causes of the causes) as well as the fairness



of these policies (from inequality to inequities) are {peguisites to demonstrate such country
commitment.

Health Equity in All Policies is an expression of the commitment. The concern with dwpailth

is the mandate of the whole development field and the social sectors and cannot be delegated to
the health sector alone. Indeed, the commitment to SDGs is an opportunity for both health and
development field to work together to achieve both headthd other sectoral goals (health is an
input and outcome) through adoption of fair transformative social public policies. The SDGs are
excellent manifestations that health and wellbeing for all are both input and outcome measures
of development.

Policies ad actions on the social determinants of health inequities must embrace a wider group
of actors. Such policies and actions must involve the whole government, civil society and local
communities, business, global forums and international agencies. Heality kg All Policies is

an expression of a corporate priority and responsibility of the state. Intersectoral actions (ISA) are
an important modality of work that requires structural, logistical and financial considerations.

Health system inequities are #&nificant part and parcel of social determinants of health, but
equity in health care is not a proxy for equity in health status. It is necessary but not sufficient.
The CSDH made sure to define health system as an SDH.

The Ministry of Health is criticd the needed policy reform movement. It can champion social
determinants of health equity approach at the highest level of society, demonstrate effectiveness
through good practice, and support other ministries in creating policies that promote health
equity. The World Health Organization (WHO) as the global body for health must do the same on
the world stage.This necessitates a new stewardship role of the Ministry of Health or even better
the establishment of a high health council or a multisector boalycerned with SDGs and health
equity. The stewardship role implies redefinition of the role of the body entrusted with health.
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Figure 1 Jordan and its goverraies

2.1 JDRDANAHGH HUMAN DEVELOPMENRTION

Jordan, Thélashemite Kingdom of Jordaraisonstitutional monarchy country. The king and his council
of ministersare entrusted with the executive authority, while the bicameral National Assembly (Chamber
of Deputies and Chamber of Senates) is the majislativebody in the country.

Geographically, Jordan occupies a total territorial area of 89,300 Km2 in the northern Arabian Peninsula
and lies at the crossway among the three continents of Asia, Africa and Europe. Administratively, Jordan
is divided into 12 goveorates (figure 1). Each is headed by a governor who is appointed by the king.
Governors are the sole authorities for all government departments and development projects in their
governorates.

In accordance with Jordan 2025 vision, Jordan is embarkints @ecentralization reform. The reform
started by issuing 2015 Decentralization and the Municipality Law and tiyoimig gradual creation of
provisional government through elected governorate and local councils and building capacities of
members of tlese councils. According to the legal structure of for the decentralization process, these
councils are expected to execute public policies of the state, deal with emergences, protsict
property and prepare a budget for the province and capital inwesit proposals for their respective
governorates or municipalities in coordination with the central government. It worth mentioning that the
implementation of this process revealed many drawbacks in its governing legal framework and many
researchers haveatled for its amendment (see for example Maddin, Binda & Khasawneh®;28d@&ell
2017).



Demographicallyaccording to the 2015ébsus Jordan housed more than 9,%B8usandinhabitants and

in 2018, Department Of Statics (DES) estimated the curremgulation of Jordan to be 10,309 thousd&nd

and a growth rate of 1.38% in 2019MNon-Jordanians accounted for abou® percent of the total
population.Jordan population is a mature population with a median age of 22 years with more than 38.6%
of its population under age 15 years and 4.1% are aged 60 years andhidairfertility rate has recently
declined after a long stagnation around 3.5 from 2002012 to reach 2.7 in 2017. However, according

to recent data, there are significant differences in ttodal fertility rate by various socioeconomic
attributes in particular wealth. For exampleywwomen in the lowest wealth quintile have a TFR of 3.9
compared to 1.4 among women in the richest wealth quintile.

The dramatic flood of refugees from neighboring countries to Jordan over the past several decades not

only affected the population structure, but also placed significant pressure on the céuatry f A YA (1 SR
resources. The 1.3 million Syrian refugees who are accommodated in the country have added strain on
GKS O2dzyiNEQ& SO02y2Yé& |FyR AYFTNI &aGNHzOGdzNBE +FyR SE
education, health, housing, water, municipal seed and electricity supply

Economically, ecording to the World Bank, Jordan is an upper middle incartle a gross national
incomeper capita 0f$4,210 and annual GDP growth rate of 1.98@2018 (World bank indicatdt) The
rate of economic growth inaddan is inadequate to resolve losganding developmental challenges. In
2017, the consumer price index (CHicreased by 3.2 percent, and the G@wth dropped to 1.8
percentwith the external trade deficit reaching 2.149 billion dinars (about 3b US$).

In 2018, memployment rate amongordanians was 18ercent £6.8 percent among women and 16.5
percent among menyvhile employment rate was 36.2 percent witlPwy Sy Qa LJ NI A OA LI GA2Y
labor force wad5.4 percent in comparison to 56pércent among men.

Only limited data are available on poverty in Jordan. The latest available data for 2010 shovire that t
absolute poverty linavas JD 814.0 (US$1150) per capita per year. Poverty incidence has increased from
13.3 percent to 14.4 percent between 2008 and 2010. Moreottes, latest Hausehold Income and
Expenditure Survey (2017) shows that #heenditure on norfood items and services constituteglr.4
percent, increasing frons7.2 percent in 2A0. Expenditure on health care out of the total household
expenditure increased fror@.2 percent in 2A0 to 3.8 percent in 2017

Although Jordan's ranking improved substatyiah the Global Competitiveness Index between 2002 and
2003 (from 44/80 to 34/102), the 2017 rank shows substantial setback (65/137).

One the social dimensiodprdan has achieved significant progress in education and literacy in particular.
Theliteracy ratein Jordaris about98.2 among population aged 15 + yed%.8 percent for the female
population of age 15+ years, and 8®ercent in males Among younger generation, Jordan has altmos
achievel universal literacy with 99.3% of its population adéd?4 years are literate with 99.5% of young
female are literate in comparison to 99.2 percent of young ntaledildren of age 615 years are enrolled

in schools (95 percent) with no gender gaps. Nordanian children account for 28 percent of those
enrolled in government owned schools. According to 2@ijures, the illiteracy ratio among the total
population of age 15+ years has declind t8% (22% amondemale andl.4% amongnales.



Overall, h 2017, JordarHuman Develop Inderanked 95 among 189 countries and UN recognized
territories with a score of 0.738ategorizing Jordan among tihégh human development countrié$ It

is important to note that Jordan was &olo improve its ranking over the period 2Dto 2017 by 5 poirgt

from rank 100 to 95. Factoring in inequality, Jordan HDI falls by 16% reaching 0.617 due to inequality in
HDI indices. Income inequality coefficient was the highest contributing dimension to this redudtite

the health dimension was the least coifimting dimension in the reductidr(figure 2).
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Figure 2 Percent reduction in HDI for inequality and inequality reduction by HDI dimensions, 2017
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0.767. This gender Gapas mainly the product of women lower GNI per capita compared to men (2,459

versus 13,971). However, this major gap was compensated by women higher life expectancy (76.3 versus
72.8), better expected years of schooling (13.4 versu8)lghd almost equal performance on the mean

years of schooling (10.1 versus 10.6) compared to men. Thedswtwas aGenderDevelopmenthdex

for Jordarnof 0.857 indicating that women HDI is less than men HDI by 14.3%

Another measure of@nderand itsimpacton human development ithe UNDRGenderInequality hdex
assessing gender inequality across three main dimensions, namely reproductive health, empowerment
and economic activity.Jordan was ranked 10&ut of the 160 countriesvith a score 00.460.The GlI

score for Jordan wamainly taxed byrelatively low performanceof Jordanon reproductive health
indicators as reflected iits relatively high maternal mortality (58 per 100,000 live birth), high adolescent
birth rate (22.4% per 100 womeaged 1519). The score also reflected thaw female participation in
parliamentary life (15.4% female seats in parliament) and low female participation in the labor market
(14% for women compared to 63.7% for meHR)is score is by far much lower tharethverage score for
countries in the high human development category to which Jordan belongs (@88 significantly

higher than the average for the Arab states (0.531)

2.2 HEALTH POLICY CONTEXJRDAN

In Jordan, 2015 markeah era of strategic devieopment efforts, with concerns for equity and individual
welfare in all dimensions dife with particular emphasis on the health dimensibat have been pushed

1t should be noted that HDI relies on life expectancy in assessing health. The current report will explore other
health indicators and assess their inequality.



to the forefront on the political agendaThisera started with thelaunching ofd W2 NXR |-€ yhe visiorH p

and national strategy. This strategy wadeveloped as theountry blueprint to prosperity and resiliency.
ltLddzi & GKS W2NRIYAlLY OAGAT Sya +d GKS KSINI 2F GKS
welfare is the most efficierind directpath to achieving community prosperityn its description of the

current situation in the countrythe strategyacknowledged thepresenceof development gap between

the governorates in Jordam particular thesignificant disparitiegn poverty ratesamong then. Seven
governorateswere reported to exceed the national poverty levdt further highlighted thefragile

situation of the low middlencome families

To address these challenges, the strateglled for better targeting of the vulnerable population and
adoptinghuman development and capacity buildiagproach to enabléragile and vulnerable familigs
escape the poverty entrapmentWithin the health arena, high prevalence of some fmmmmunicable
diseases and its impact on the average healthy life ywassstressed

In termsof citizen health, Jordan 2025 put five targeted scenarios and set theiitgrinitiatives. These
targeted scenarios were

Improving theinstitutional framework for the health care sector
Developing an effective and comprehensive health insurance system
Improving the operational performance of the public health care system
Improving the delivery of emergency medical services

Improving education for professionals in the health field

Strengthening preventative efforts to combat naommunicable diseases
Strengthening partnerships and cooperation in health care sector
Promotirg mental health and drug abuse services

Controlling emerging and reemerging diseases.
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These targeted scenarios were further articulated in Jordan 2% health sector strategprmulated

by the High Health Coun€il The health sector strategy provided the general framework for the health
with the aim of ensuring the provision of safe, effective and efficient, equitable and affordable health
services to citizens of all age groups. It embraced equity as one ofritspai values and was clearly
statedin its vision and mission.

Vision: Effective health system with humanitarian economic dimension that ensures accessibility to
quality lifelong health care to the entire population and puts the Kingdom at a ctgtigg position.

Mission: Developing heakimtegrated policies with the participation of all health sectors operating in the
Kingdom to ensure the provision of comprehensive and sustainable high quality health services for the
entire population according thealth economic standards that enhances the Jordan's leading position in
the field of health care.

In exploring the current situation, the national health sector strategy highlightedy general health
challenges for Jordaimcluding population growth ands implications on the age structure, population
distribution across the countrythe wide spread non communicable diseases in particular Cardiovascular
diseases, diabetes and cancer, and the high prevalence of smoking in the population in particuialethe
population. For reproductive health, the national health strategy identified many challenges indheling



neonatal mortality and itslisparitiesacross the different governorates, high prevalence of anemia among
women in reproductive age and chir and significant lack of knowledge of sexually transmitted
diseases.The strategy was particularly concerned with consanguinity and early marriage and their
YyS3AlFGADS AYLI Olan@spciabveibeng.Qa KSI f K

The strategy also highlighted challengesncerning senior citizens, mental health and road traffic
accidents in Jordan. Health insurance was a major concern in the Health sector strategy. The recent 2015
census showed that 55% of the population and 68% among Jordanian citizens were cosrnee lype

of insurance with clear disparities in insurance coverage across the govermarBefugees from the
neighboring countries and theserious impact on the already strained health system resoun@esalso
stressed in the national health strategy

In addressing these challengebetstrategy formulated four main strategic go#hsit aim to achieve a
decent standard of health for the population of Jordan

9 First Strategic Goal: Support the policy environment and good governance in the health system

1 Second Strategic Goal: Provide individcettered integrated health services and respond to the
growing needs

9 Third Strategic Goal: Provide health, financial and social protection to the entire population on a
fair basis

1 Fourth Strategic Goal: Promoievestment in the health sector to support the national economy.

By 2018, théMlinistry of Healthalsolaunchedts own strategy The Ministry of Health strategic pl2618
2022was built on a selhssessmenBWAT analystd the currentperformance of the ministry. It complied

with the healthvision intet a W2 NRIFY HAaHpé blrOGA2Y LT @GAaAizy | yR
sustainable development agenda in particular the third goal that call for ensuring healthy and promoting
wellbeingfor all ages.The strategy had seven strategic objectives and their related specific objectives as
follows

1. Provide equitable and high quality health care services

2. Improve effectiveness and the efficiency of human resources management

3. Increasenclusion of citizens in the universal health coverage

4. Improve effectiveness and efficiency of infrastructure management

5. Improve effectiveness and efficiency of knowledge management based on digital transformation and
technology

. Improve effectiveess and efficiency of financial resources management

7. Maximize governance and the supervisory role of the Ministry, and implement decentralization

[o2]

In addition to the health strategies in Jordam 2013 the High Population Council launched the National
Reproductive Health and Family Planning strategy (Zill¥) The strategy identifiedhe use of
traditional method, the rates of discontinuation and the unmet need as major challenges for Jordan family
planning program. It called for directing moreeition on counseling and followp, which can reduce
discontinuation rate by helping women deal with various obstacles to continued use. The salegy



recognized the substantial disparities among the differgmternoratesand social groups in theiccaess
and utilization of reproductive health and family planning services.
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(policies/services/information) that supports achievement of the Demographic Oppoytuand
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intermediateresults. The following presents these intermediate resultsratated, which are

9 Policies supporting RH/FP issuéhisresult aims to improve the RH/FP policy environment and
f SFRSNEKALIQa O2YYAlGYSyd (G2 LINRPGARS NBaz2dzaNOSa
achieving the Strategy goals. This result addresses policies and interventions supportive of RH/FP
issues thatvill help overcome barriers and thus contribute to enabling the policy environment.

1 Equitable and high quality RH/FP information and services made acce3s$ildeesult aims to
equitably distribute high quality RH/FP services that guarantee econonti@l smd geographic
equity, as well as the establishment of a comprehensive system for managing the RH/FP program
that is implemented at all levels.

9 Positive change in reproductive health beliefs and behaviors in the communitiesresult aims
to address the social culture and awareness on RH/FP and population issues to change individual
attitudes toward positive attitudes and adopt initiatives that enhance positive behavior in this
regard.

Concerns for nomommunicable diseases was also reflected NBo y Q& bl GA2y € { GNI (S
Action Against Diabetes, Hypertension, Dyslipidemia And Obesihe strategywasnot time-bound and

focusal on tackle chronic diseases through raisiaggareness on means to reduce therevalence

According tothe strategy about 7.5% of Jordan populatiowere diagnosed with havindiabeteswith

more than one third of all cases of diabetes were missed or undiagnosedhiafigure wasprojected to

reach tiree million by 2050T he strategy also reported that motiean 30% of the population suffer from
hypertension, 38% suffer from high cholesterol and aln@B$% of the population wereverweight or

obese. In addition, about 36% of Jordanians aged 25 years and mwere found to suffer from the

metabolic syndromewhich refers to clustering of three or more of the risk factors of cardiovascular
disease. The final report of the strategy focused on diabetéth the ultimate goal a& WS RdzOG A2y 2 F
AYOARSYOS 2F RAIFIO0S0Sa FYyR AGa O2YLIX AOFGA2ya Ay w2
To achievehis goal, the strateghad no time frame anéhcludedsix main area of actions

1 Develop a national strategy and action plan for diabetes mellitus
Prevention of diabetes mellitus

Improve management of diabetes

Strengthening multsectoral collaboration

Diabetes research

1 Monitoring and evaluation
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In sum, these strategies have highlighted major health concerns in Javbiaih can be summarized in:



Population growth and its implications on the age structure,

Population distribution across the country,

Non-communicable diseases in particular Cardiovascular diseases, diabetes and cancer,
Smoking in the population in particular the male population.

Neonatal mortality

Anemia among women in reproductive age and children

Knowledge of sexually transmittiediseases.
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wellbeing.

9 Use of traditional method,

1 Rates ofcontraceptiondiscontinuation

1 Unmet need.
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In addition to these health issues, all strategies pointethtopresence of development gap between
the governoratesand its impact ovarious health dimensioria Jordan



3 FRAMEWORK ANMIETHODOLOGY

This sectiorpresents the adopted framework, conceptual thinking and methodology clarifying the new
contributions of the SDHI framing béalthand the systematic approach adopted. It also discusses the
data sources and the availability of relevant indicators.

3.1 THE FRMEWORK FOHEALTHNEQUITY INVESTIGATI

The SDHI framework adopted in the analysis is presented in Fggurbee framework describes the
conceptual thinking explaining the relationships and pathways through which social determinants
influencehealthand their distribution across the various social groups in the population. The framework
is an adaptation of the multilevel conceptual framework of the CSDH.

In the conceptual framework of CSDH, the concept of SDH covers three levels. The first Ergetheov

full set of social conditions in which people are born, grow, live, work and age. Such conditions are
characteristics of particular social groups. This level includes the health care system as a social
determinant. According to the framework, sgatatic and persisting health inequalities can be linked to

the unequal distribution of these conditions reflected in the social position. This forms the second level.
The social positions are the product of the wider upstream social, economic, poditisalhpnmental and
cultural systems and structures. Such systems and structures are the third level of determinants referred
to by CSDH as "the causes of the causes".

The CSDH framework has two defining features. The first feature is the careful in¢canpofastructural
upstream social determinants of SRH (governance, public policies, cultural and societal forces). The
second feature is its attention to the social patterns of health inequalities and the tracing of this pattern
to the unfairness of struaral forces.

It is important to note that the framework does not address differences that are a result of variations in
individual preferences, agencies and biological endowments. Such variations are random and do not
produce the systematic patterns thate the subject of this report.

The adopted conceptual framework adapts the CSDH framework by reorganizing the framework and
articulating two intermediary determinants. The reorganization pays special emphasis to the
intermediary social arrangements th&nd themselves more readily to policy interventions. The new
adapted framework similar to the CSDH has three levels of determinants. The first and third levels are
the same as the CSDH frame are referred to as proximate and structural determinantsecdhd level

is the focal point of the adaptation. This level is referred to as intermediary determinants including both
the social stratification and intervening forces that lend themselves for policy interventions.

The adaptation of these intermediarngeterminants explicitly recognized that the soadilgterminants of
health may be different from the social determinants of health inequalities. The latter are determinants
that influence the distribution of health among different categories of a particatiatifier. For example,
gender norms are a welilnown social determinant of reproductive health. However, gender norms only
become a social determinant of reproductive health inequalities when gender norms are different among
social groups and when thesiferences have unequal influences on health.



The adopted SDHI stresses the importance of the intermediary level determinants. It linked the
distribution of the stratifers with the distribution of healthSnequalities in both the impact and risk
factors It also traced inequalities in these intermediary forces to their structural causes shaping the social
stratification and influencing the capacity and performance of intervening forces. This emphasis moves
the policy discourse from its usual sole foaus changing risky behavior and on improving general
socioeconomic conditions to recognizing the need to address the structural determinants with its own
pathway of influence on the distribution of the intermediate determinants.

3.2 THE METHODOLOGY

This sedbn is divided into three subsectien The first subsection presents an overview of the data used

in the current study and the health indicators used in the analysis. The second subsection defines the
main stratifiers implemented in the analysis. Theafiand third subsection describes the analytical
methods used in assessing health and health inequalities challenges implemented in the study.

3.2.1 Data and health indicators

The current study uses data from the Jordan 2Q87and 2012 Population and Familgatth survey.

These two surveys are the sixth and seventh round of the Demographic and Health surveys implemented
since 1990. These surveys are designed to provide data for monitoring the population and health
situations in Jordan with particular emp$ia on fertility, marriage, maternal and child health and
nutrition, HIV/AIDS and other sexually transmitted infectioohronic diseases, household health
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social characteristics, on their knowledge and use of family planning methods, and on their knowledge
and attitudes towards HIV and other sexually transeditinfections (STIs).

The 201718 survey sample is nationally representative and has been designed to produce estimates of
major survey variables for the country as a whole, urban and rural areas, three regions (Central, North
and South), twelve governaies, and Jordanian, Syrian, and other nationalities. More than 19,000
households, 14,870 evanarried women age 189, and 6,640 men age -B® were interviewed between
October 2017 and January 2018.

For the purpose of current study, a review of the infation available in JPFHS was carried out. The
review revealed that the survey included wealth of data on reproductive health, but limited information

on issues of general health. The tabulated and raw data of JPFH3&6@&Vered 85 indicators. These
indicators were selected to cover main health issues addressed in the JPFHS 2017 as well as main
indicators needed to monitor the SDG for Jordan. The indicators were classified into the 5 broad groups
of health indicators, namely child health and wellbeiaglult health and NCDs, reproductive health,
health system performance and capacity and universal health coverage. Each group of indicators, if
relevant, was further classified into impact, and risk factors. To allow for ranking indicators according to
magnitude of challenge, all indicators express a negative aspect of health. See annex A for classification
of the indicators, their definitions, and relation to SDG indicators.
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3.2.2 Choice of social stratificatians

Measuring health inequalities involves identifying the appropriate secmnomic stratification that
captures the difference in the population experience. The literature offers dtlwed information

that can be used to reflect the social dimensions dfethith and guide policies to improve health and
promote health equity. These stratifiers include gender, wealth, educational level, occupational status
and place of residence. Hewer, the use of many social stratifiers will not allow for identifying priority
health inequalities. Thus, a minimum list of stratifiers will perform better in identifying priority health
inequalities.

For the current studyfour main stratifiers are coridered, namely geographic areapresented by

the governorateswealth educationand nationality These stratifiers are considered good candidates
for reflecting health inequalities. The reasoning for this builds on the availability of data on these
dimensions in almost all data sets. Furthermore, they provide a direct or less controversial way in
interpreting inequalities, which is appealing to policy makers.

1.1 O02dzyiNRB Q& FRYAYA&AUNI GABS 3IS23INILIKAO OfFaar

population within a geographic area and captures the poterttiglth vulnerabilities & well

as services coverage within a locality. Most importantly, the geographic administrative
classification is used for planning services and allows policy makers toifydéime
underprivileged geographic locations. Furthermore, the geographic administrative
classification attracts attention to health inequalities and produce a standard method for
monitoring progress overtime and even comparison between countries. In Jortie
geographic administration stratifier used in the analysis was based on the three main regions
in the country; namely North, central and South region as well aghenlevel of the
governorates.

2. The wealth indeis a common measure of living conditiimplemented in surveys. Itis based
on household physical attributes as well as possession of consumer durable gBods.
investigations of inequalities, it is commondiassified into 5 quintiles. The wealth quintiles
allow for identifying social irguality in health, as well as help in detecting the socially
disfavored groups. Furthermore, the wealth classification allows policy makers to promote the
package of social policies in a country.

3. Education is another social stratifier commonly used in studies of health inequanty.
advantage of use of education as a stratifier is that education is okeyadeterminant of the
socioeconomic social categorization after specific agece#s toeducationprovides the
individual with access to information and social network that can support their health
behavior and access to health services.

4. Nationality of the head of the household gained significant attention in the past five years.
Jordan haslways been the first station for forced migration in the areanofthern Arab
peninsula. For many decaddsrdan has been home for many Palestinian families. With the
invasion of Iraq, Jordan received many Iraqi familiBecause oftte recentconflict situation
in Syria, Jordan receivedore than 2 million SyrianOveall, according to Jordan 2015 census,
there are 2.9 million nodordanian living in Jordan, which represent 44% of the total
population living in Jordan. From a humanitarian persipec this large norJordanian

1



3.2.3

population need to equitably achieve their potential health and have access to services and
opportunities for thér wellbeing. One of the major contribution of thiPFHS(2017) is
presenting the nationality of the head of th®usehold as a major background attribute for
the individuals.

AnalyticaMethods

The analysifm the current studywas carried out according to the following steps

i

For identifying priority health and health system challengeseasures of magnitude
(prevalence/incidence) for the different indicators were calculatddhree main cutoff points
were used for the prevalence of any health dimension as follows:
0 40% indicatingvery highlevel/ prevalencen which 40% or more of the population
are suffering fron this indicator
0 20%<40% indicating digh level/ prevalencavhere more than one fifth of the
population is suffering from this indicator
0 <20% indicating moderatiew level or prevalencavhere less than one fifth of the
population is suffering from thisdicator

These categories were sometimes referred to as high priority, prioritynaoderate prioirty
, respectively. Another criterion for the categorization was used for few indicators (infant

mortality, diabetes unmet need, use of traditional method$ X ®0 @ ¢ KA & ONR i S NA

comparison with the SDG dggaor global and other experiencesThe health indicator is
classifi@ as high level/ prevalence if it exceeded the comparison cutoiift.

For assessing priority health inequality challergyéhree different measures of inequality was
implemented. The first was the simple measure of Gap ithditate the absolute difference
between the best off and worst off social categori@$e other two measures wethe index

of dissimilarity and the concerdtion index. The index of dissimilarity (ID) is used for
categorical stratifier(the governorates and the nationality in the current report) and the
concentration index was used for ordinal stratifiers (wealth and education in the current
study). The ingx of Dissimilarity is defined as

’O !@ _ B !\Y “Y T B !\Y1
where n:the number of categorieSY dhealth indicator distribution by the social stratifier,
“Ydpopulation distribution by social stratifier.

The concentration indeis defined as
50 —B T p -,

where "Qdthe health indicatoy * : the average of the health indicat@andQ: the fractional
rank ofsocial stratifier



These summary measures equal zero when the health indicator is similar aceod#fénent
social groups. The degree of inequality was defined as

1 Severe when the DI or IC exceeds a 10% cutoff point,
T Moderate when thdD or IGall between 5% and 10% and
9 Low whenlD or IGare less than 5%.

It should be noted that these summanyeasures of inequality are more appropriate in
investigating the distribution of the indicators across social groups of a stratifier. They use in their
calculation the size of the exposed population indifferent social groups. They provide an average
measue of the differences between the actual burden of the social groups given their size and
the expected burden, if such social groups were exposed to similar level of the health indicators.
The concentration index can eith&e negative or positive, the gative sign indicates higher
burden of ill health indicator among disadvantage social groups, while positive sign indicates
higher burden of ill health indicators among the advantage social groups.

U For monitoring the changes in the heath and health systehallenges and their inequalities
between 2012 and 2017%he study explored the change in their ovenatevalenceand the
changes in their inequalities, when availablereases in the prevalence that exceeded 25%
of the 2012 level was considered alarmisigns for policy makers. For the measures of
inequality increases in the severity degree of the health inequality (from low to moderate or
severe inequality and from moderate to severe inequality) were mleatified as alarming
signs.

It is importantto indicate that thefindings for each indicator need to be viewed on their own. For
each indicator, the findings are intended to guide the appropriate programmatic intervention for
reducing the burden of ill health. The gap draws attention to the impugeof targeting the social

group that is carrying a larger share of the burden. Also, the data provided can be used to identify
more than one social group carrying relatively large shares of burden. The summary measures of
inequality refer to the degreef variability in the share of the burden of ill health across different
categories of the stratifier. This variability moves the discussion from targeting the disadvantaged
to achieving a fair distribution of social stratifier and social arrangementsunfmary of key
findings and summary table for each health aspect is provided at the end oheafth aspect.

The following analysis in sections four through eight investigates the different aspects of health and
health care, namely child health and wellbeing, NCDs and adult health, sexual and reproductive health,
health system performance and capacities and Heaidsurance coverage.



4 (CHILD HEALTH AND VWEHING

Data in Jordan Population and Family Health Su(&FHS 2017Qsually encompass wealth of
information on child health and wellbeing.ctivers different dimensions of child health and wellbeing
starting from infancy and across the different stages of childhood. It also incorpdredisree main
domains in health, namely impact, risk fact@nd health sector performance.

The following subsections attempts to identify the main national prioraie®ss these three domains
and identifying the most vulnerable social groups for these three domains.

4.1 MORTALITKDICATORS

Between 2012 and 2017, Jordan succeeded in lowering both its neonatal mortality and under 5
mortality. However tiis important tohighlight therecentslowR2 6y Ay GKS R&f@ft Ay Sa A
mortality. Starting at 19 per thousand in 2007, the infant mortality declined to 17 per thousand in

2012 and maintained this level in 2017. However, this stagnationdlings in infant mortality was

associated with declines in neonatal moityfrom 14 deatls per thousand in 2012 to 11 deaths per

thousand in 201and a decline from 21 per thousand for under 5 mortality in 2012 to 19 per thousand

in 2017. The data suggsted that postneonatal mortality increased between 2012 and 2017.

These figures for childurvival clearlyindicate that Jordan at the national levélas succeeded in
achieving thesDG for child survival that calls for a neonatal mortality rate of less1R per thousand
and an under 5 mortality of less than 25 per thousand. Howel@dan ranks 38 out of the 52
countriesclassified in the highuman developmentategory for the under 5 nrtality according to
2016 datad™. In other words, Jordan hamt succeededn matching other countries in this category.
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Figure4 Neonatal, infant and child mortalityfor the preceding five years before the survedPFHS
20122017

With this satisfactory but still main health priorityfigure 5 exploresthé y Slj dz ft AGASa | Y2y 3
12 governoréges in child survival indicators. It sheawide rangef variability inmortality indicators

for the different governorates. For neonatal mortality, Balga showed a very low neonatal mortality of

4 per thousand, Wwile Ajloun showed the highest level of mortality with 14 per thousand. This
generated a gap of 10 points and the disparities among the goverrovas classified as severe

2 Investigations on the inequality was carried out on the probability of mortality amongrehilabrn ten years
preceding the survey



inequality(ID% 10). Wide disparities among the governorates for infant and uriderortality with
a gap of 14 points observed for the two of them. Both indicators were classified as being moderately
unequal(5% ID%10%)

Gap=0.0 Gap=4.0 Gap4.0
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= Amman m Balga m Zarqua m Madaba m Irbid m Mafraq m Jerashm Aljoun m Karak m Tafilh m Maan m Aquaba

Figure SNeonatal, infant and child mortality in the governorates and their measures of inequality,
JPFHS, 201

Differences in childnortality indicatorsby wealth quintilesare quite minor and surprisingly the richest
are not the best performing. The distributimihows different pattern for each indicatorFor all
indicators the best performing wealth quintilesere thepoorer andricher quintile compared to other
wealth quintiles For infant and under 5 mortality, only the poorest quintile were the worst
performing quintiles compared to the others.
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Figure 6Neonatal, infantand child mortality by wealthquintiles and their measures of inequality,
JPFHS, 2017

These differencesesultedin a gap of 4 pointsbut their measure ofequality paced them in the low
inequality.

Differences in childnortality indicators showa sysematic gradient with education in whiclhe
population in the low educational attainment are commonly overburden with child loss. Although the
differences in neonatal mortality was relatively small among the different educational attainment, the
differencesin infant and child mortality were substantially large. Mothers with no education or
primary educated showed levels of mortality that exceedeaksthfor mothers with higher education
by4 pointsin the case of neonatal mortalityn contrastmothers withno or primary education exceed
those for mohers with higher educatiorby 9 points The overall inequality across the wealth quintiles
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classifiednfant mortalityand under5 mortalityasmoderateinequality ancheonatal mortality asow
inequality.
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their measures of inequality, JPFHS, 2017

Syrian refugees are clearly overburdened by child mortaByrianscoredthe highest prevalence on

all indicators with large differences from both the Jordanians or children from other natiosalitie

gap between Syrians and other best nationality ranged between 7 points for neonatal mortality and
11 points for iffiant mortality. In contrast, Jordanian anther nationalitiesshowed almosthe same
levels of childmortality indicators. The inequality measure for all indicators classified them as
moderate inequality.
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Figure 8Neonatal, infant and child mortality by nationalities and their measuresiogquality,
JPFHS, 2017

Monitoring changes in levels of inequalities for childrtality across the three stratifiers, geographic,
wealth and educationtable 1 shows that inequalities among the different governorates have
increased between 2012 and 20X &ll indicators. In contrast, inequalities by weatid education
have decreased during the same period



Table 1 Measures of inequality for neonatal, infant and child mortality across governorates,
wealth and educational attainment between 2012nd 2017, JPFHS, 2012 &2017

Indicator 2012 == 2017 2012\Nealt2017 201I52ducatl(2)gll7
Neonatal mortality 7.5 10.1 -10.5 -1.0 -10.1 -4.5
Infant mortality 4.8 6.8 -12.7 -2.0 -11.1 -9.6
Under 5 mortality 5.0 6.8 -11.0 -1.7 -9.6 -7.7

Note: coloredcells indicate increase in inequality measure between 2012 and 2017

In brief, table2 and the investigation of the child mortality can be summarized as:

1 Despite the declines in child mortality indicators between 2012 and 2017, child mortality
indicators ae classified as health priority

1 Neonatal mortality shows severe inequality by governorates amudlerate inequality by
nationality but low inequality by wealth and education.

1 Both infant and child mortality shomoderateinequality acrosgovernorate educdion and
nationality butthere wasabsence of inequality across wealth quintiles.

1 Between 2012 and 201'hequality increasd across the governoratebut declined for both
wealth and education.

1 Residents of Madaba, Mafrag and Ajloun, the poorest wedgjtintiles, those with no
education or with primary educatioand Syrianswere the social groups that suffer from an
appreciable extra burden of child mortaliag indicated by scoring the highest incidence and
high incidenceompared to others.

Table2 Summary results of neonatal, infant and under 5 mortality

Preval stratifiers
Indicator ence Gov Wealth Edur::atlo Nau;nallt
Neonatal mortality O e o )
Infant mortality () (+) ) )
Under 5 mortality ) (+) ) )

Note: ¢) indicates decrease between 2012 and 2017 and (+) indicates increase between 2012 and 2017.
For prevalence I:l Moderate Prevalence<20%]|:| High20%<PrevaIence<40%. Very hgh Prevalence>40%

Fa inequality D Low (ID/IC<5%) |:| Moderate (5% <ID/IC<10%i Severg(10%<ID/CI<20%)

4.2 (HILD HEALTH AND VBHING RISK FACTOIREIATORS

Data from the JPFHS 20dffer a wide range of indicaton®lated to child health and wellbeingsk
factors addressingnfant health,child nutrition, and child discipline. The curresttdy investigated 9
indicators to explore the child risk factors across these dimensions.

4.2.1 Infant health risk factors

Two indicators assessed infant health risks, narbelgig small in size and of low birth weighigure

9 shows that while small sizafantsdecreased between 2012 and 2017, low birth weight increased
during the same period. Howevenrsdering the fact that thegrevalerce of small sizénfants in low
and middle income countries was 19.3% with uncertainty range of 17.6% and'%nd%hat the
global prevalence ofow birth weight is 15.5%°, these figures classifynfant size as moderate
prevalencehealth indicatorandlow birth weight asigh prevalencéiealth indicatorin Jordan
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Figure9 Infant healthrisk factors indicatorsJPFHS, 2012 &2017

Differences in the prevalence of small siméants and low birth weight was large aoss all
governorates.For small sizenfant, Balga showed the lowest prevalent®1%), while Irbid showed
the highest prevalence (17.4%) with a gd8.3points.
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Figure D Infant health risk factors by governorates and their measures of inequality, JPFHS, 2017

For low birth weight, Zarqua showed the lowest prevalence of 14.8%, while Madaba showed the
highest prevalence of 25.9% with a gap of 1pdints. Howeverdespite these differences in
prevalence of both indicatorshey wereclassifed as moderate inequality.

The prevalence of small sibgfants was negatively related to wealth Thepoor quintiles showed
higher levels than others. The low birth weight showed a distorted negative relationship with wealth
where it declined with wealth but increased for the richest quintile. eSeh patterns resulted in
relatively large gaps and clagsdf smallinfant size as severe inequality and low birth weight as
moderate inequality.
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Figure 11 Infant health risk factors by wealth quintile and their measures of inequality, JPFHS,
2017

Both smallinfant size and low birth weight were negatively asised with education attainment.

One exception to this pattern is the low prevalence simdédint size among women with no education

as the show lower prevalence than those with primary education. The overall inequality across the
educationquintiles clasified both indicators as severe inetjtia
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Figure 2 Infant health risk factors by educational attainment and their measures of inequality,
JPFHS, 2017

For the effect of nationality on the prevalence of infant health, Fidutehows that Syriachildren

were the most overburdened with infant risk factors as they showed the highest prevalence for both
indicators. They were followed by the Jordanians. The gaps between the &yitithenand those

from other nationality was relatively large
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Figure B Infant health risk factors by nationalities and their measures of inequality, JPFHS, 2017

A comparison between the inequality measures for the infant health risk factors indicators for 2012
and 2017 revealed thanhequality has increased over shperiod for the two indicators and across all
stratifiers(table 3.

Table 3 Measures of inequality in infant health risk factors across governorates, wealth and
educational attainment between 2012 and 2017, JPFHS, 2012 &2017

Gov Wealth Education
Indicator 2012 2017 2012 2017 2012 2017
Very small/small in size 3.0 7.8 2.1 -11.8 -5.7 -10.2
Low Birthweight 4.6 6.0 -3.2 -6.5 -8.3 -10.0

In brief, table 4 andthe investigation of the infant health risk factors for infant can be summarized as
follows:

1 Despite the decline ithe prevalence of thesmall infant size between 2012 and 2017, its
inequality was severe by wealth and education but was moderate across the governorates
and nationality

1 Low birth weight is considered a health priority wngparison to the international standard
and its prevalence increased between 2012 and 2017

1 Low birth weight inequality was only severe across education, moderate across governorates
and wealth and low across nationality

1 Inequality has been increasingrass the two indicators for all stratifiers

1 Residents of Madaba, Karak, and Mafraq, the poorest and poorer wealth quintiles, those with
no educationor with primary education andyfians were the social groups that suffer from
an appreciable extra burden of infant risk factors as indicated by scoring the highest
prevalence fothe indicators

Table4 Summary results of infant risk factors

: Prevalence stratifers : . :
Indicator Gov Wealth Education | Nationality
Very small/small in size ©) ()
Low Birthweight () ()

Note: ) indicates decrease between 2012 and 2017 and (+) indicates increase between 2012 and 2017.
For prevalence |:| Moderate Prevalence<20%}|:| High 20%<Prevalence<40q- Very high Prevalence>40%

For inequality |:| Low (ID/IC<5%) |:| Moderate (5% <ID/IC<10%! Severe (10% <ID/Cl<20%)
10



4.2.2 Child nutrition risk factors

Child nutrition risk factors were measured using six indicators, namely anemia among chit8&n (6
months), lack of foodichin vitamin A, lack of minimum meal frequency, lack of food rich in iron, lack
of minimum dietary diversity and lack of minimumcaptable diet with the last five indicators were
measured fochildren 623 months. Figuredishows thatexcept for lack of minimum meal frequency,

the prevalence of all indicators have increased slightly between 2012 and 2017. For the lack of
minimum mal frequency, there was large increase (18.7 points) in the prevalence between 2012 and
2017. The figure also shows that lack of food rich in iron, lack of minimum dietary diversity and lack
of minimum acceptable diet were classifiedvasy high pievalerceas their prevalence exceeded 40%
Anemia among children (69 months), lack of food in vitamin A, lack of minimum meal frequency as
highprevalencesince their prevalence ranged between 20% and 40%
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Figurel4 Child nutrition health risk factors indators, JPFHS, 2012 &2017

For the high prevalendadicators of child nutrition risk factorall governorates showed a prevalence

that exceeded 20% for all three indicators. Only Tafielh showed a prevalence of child anemia lower
than 20%.However some of the governorates exceeded the 40&toff for very high prevalence
Ajlounshowed grevalence of anemic of 40.6%afielhshowed a prevalence of 39.9% for lack of food

rich in vitamin A and Ma#fg, Maan and Agaba showed a prevalence of lack ofrmini meal
frequency close to 40%Thishigh prevalence placethese indicators adealth challenge irtheir
governorates. Assessment of overall inequality among the governorates classified anemia and lack
of food with vitamin A as moderate inequalityhile lack of minimum meal frequency was classified

as low inequality.
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Figure B Childnutrition risk factors by governorates and their measures of inequality, JPFHS, 2017
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Forthe very high prevalence idicators,the prevalence of thahree indicdors exceeded the 40%
cutoff pointin all governorates. The only exception was Amman that showed a prevalence of 33.4 %
for no food rich in iron and 39% for lack of minimum dietary diversity. The prevalence of the three
indicators also showelarge variations with large gaps among the baf§tand worstoff performing
governorates. These gaps ranged between poisitsfor lack of minimum acceptable diet and 26.1
points for lack of minimum dietary diversity. The measure of inequality dledgboth lack of food

rich iniron and lack of minimum dietary diversity as moderately unequal and lack of minimum
acceptable diet as low inequality.

Figure Brevealed the wide spread of the burden of nutrition deprivation in the low wealth quintiles.
However, it is important to note that the poorest wealth quintl@snot alwaysthe worst performing
wealth groupon all indicators.
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Figure B Child nutrition risk factors by wealth and their measures of inequality, JPFHS, 2017

In the case of lack dbod with vitamin A and lack of food with iron, the poorer was the worst
performing quintile. Overall, the inequality measure shows that only anemia showed severe
inequality, Lack of minimum meal frequency and lack of minimum dietary diversity wereiethssif
moderate inequality. Lack of food rich in vitamin A, lack of food rich in iron and lack of minimum
acceptable diet were classified as low inequality.

Figure ¥ shows a clear association between Low educational attainment @dewtivation in
nutritional status among childrenExcept for anemia among children, children to mothers with no
education showed the highest level of deprivation in all indicators. The difference between the best
and worst performing educainal attainment shows a wide rangd gaps The smallest gap was
observed in anemia in children (9.4 points), while the largest gap was found in lack of minimum dietary
diversity (42.9 points)However, the overall measure of inequality classified only anemia and lack of
minimum meal frequency as moderate inequality, while all the other indicators were classified as low
inequality.
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Figure I Child nutrition risk factors by educatioattainment and their measures of inequality,
JPFHS, 2017

Overall, Syrian children in Jordan are more exposed to lower nutrition statapared to Jordanian
children The only exception to this pattern is observed for lack of minimum meal frequency in which
the other nationalitieschildren showed a prevalence slightly hegithan that for Syrian children.
However, it is important to indicate that the range of differences in not as large as that observed in
the case of wealth or educationThe gap between Syriarmad the Jordanians never exceeded 10
points. In addition to Syrian children, children from other nationalities were found to suffer more from
lack from dietary diversity and acceptable diet compared to Jbedanians In addition to the low
gaps among thdifferent nationalities, the overall measure of inequality classified all these indicators
as lowinequalityindicators.
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Figurel8 Child nutrition risk factors by nationalities and their measures of inequality, JPFHS, 2017

Table 5explores the differacesin the levelsof the inequality measures between 2012 and 2017
across the main three stratifiers for the four indicatorét showsincreased ineqality in all indicators
across thegovernorates. For wealthand educationthe inequality decreased for all indicators except
for anemia among children.Ilnequality in child anemia across wealth and educatiocreased
between 2012 and 2017.
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Table 5 Measures of inequality in child nutrition risk factors across governorateslth and
educational attainment between 2012 and 2017, JPFHS, 2012 &2017

Indicator Gov Wealth Education

2012 2017 2012 2017 2012 2017
Anemia children &9 months 5.1 9.3 -7.3 -11.0 -3.3 -6.4
No food rich in vitamin A (83 months) 5.1 5.9 -9.3 -4.5 -6.1 -4.9
No minimum meal frequency {83 months) 3.0 3.5 -9.9 -5.2 -13.8 -5.8
No food rich in iron (23 months) 3.3 5.6 -6.8 -3.5 -3.8 -1.5
No minimum dietary diversity (83 months) 3.7 6.7 -10.6 -5.8 -6.3 -2.4
No minimum acceptable diet {B3 months) 2.8 2.9 -5.6 -2.9 -4.1 -1.5

In sum, aible6 and the investigation of thehild nutrition risk factorg€an be summarized as follows

9 Allindicators of child nutrition showed increases in their prevalence between 2012 and 2017.

9 All indicators were classified ashégh prevalent indicatorexceeding 20% threshold with
three of them, namely lack of food rich with iron, lack of minimum dietary diversity or
acceptable diet exceeding theeryhigh pevalencethreshold(prevalence>40%)

1 Only anemia was severely unequal across wealth, while all other indicators were either
moderate or low inequality across all stratifiers

1 Inequality has been increasing for all indicators across the governorates and wealth except for
wealth disparitiesn the lack of minimum acceptable diet.

9 For education only, inequality has been decreasing for all indicators except for anemia and
lack of minimum meal frequency.

1  Women with no education or with primary education aBgians were the social groups that
suffer from an appreciable extra burden of child nutrition risk factors as indicated by scoring
the highestprevalence for many indicators,

Table6 Summary results of child nutrition risk factors

: Prevalence lliiss : : :
Indicator Gov Wealth | Education | Nationality
Anemia children &9 months 6] ) H )
No food rich in vitamin A (83 months) (+) ) Q) ()
No minimum meal frequency {83 months) (+) (+) Q) Q)
No food rich in iron (&3 months) ) Q) ()
No minimum dietary diversity (83 months) (+) Q) @)
No minimum acceptable diet {83 months) (+) () @)

Note: ¢) indicates decrease between 2012 and 2017 and (+) indicates increase between 2012 and 2017.
For prevalence |:| Moderate Prevalence<20%}|:| High 20%<Prevalence<409. Very high Prevalence>40%

For inequality I:' Low (ID/IC<5%) l:l Moderate (5% <|D/IC<10%. Severe (10% <ID/Cl<20%)
4.2.3 Childdevelopmenrisk factors

Four indicators of childare andwellbeing were investigated in JPFHS 20TRese indicators were
used as proxy to child developmenfTwo of these indicators related to child discipline, namely
physical violence is necessary for discipline and experience of violent discipline betwdemdamged
1-15years. The other two relate to child development, nanalijdren under 3eft at home without
adequate care and children not on the developmental track. Figf@shows that only experience of
violent discipline was classified agery high prevalence In contrast, bildren not on the
developmental trackvas classified aslagh prevalencend the other two indicators were classified
as moderate pevalence Figurel9also shows that except for children left without adequate care at
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home, the prevalence of all the other indicators slightly declined between 2012 and 2017 with the
largest declined was registered by the child discipline indicators in particular considering physical
violence necessary for child discipline.

Moderateprevalence Highprevalence Very highprevalence
100.0 89.4
90.0 81.3
80.0
70.0
60.0
50.0
40.0 228 31.1 293
30.0 -
i == | HN
10.0
00 ] mm 0
Physical violence is  Children <5 years left with  Children not on the Any violent discipline
necessary inadequate care developmental track children 1-14 years
m 2012 m2017

Figure19 Child development factors indicators, JPFHS, 2012 &2017

Prevalence of the childevelopmentrisk factors indicators shashigh disparities amontie different
governorateqfigure20). These disparities produced relatively large gaps between the best and worst
performing governoratesThe gaps ranges between 8.3 points for considering physical violence is
necessary to 22.1 points for children missing on their developmental trackvarfiaion among the
governaates and the large gaps were translated in morderate inequality for considering physical
violence necessary and children missing on the developmental track, while the other two indicators
were classified as low inequality.

Gap38.3 Gap9.7 Gap=22.1 Gap48.3
ID=7.8 ID=.9 ID=5.8 ID=3.4
100.0
90.0
80.0
70.0
208
40.0 —ore—tinoe T AT
38-8 NYHSGESaNGeN NGNS EREGa™
T T S (RN [T T [
Physical violence is  Children <5 years left with  Children not on the Any violent discipline
necessary inadequate care developmental track children 1-14 years

® Amman m Balga® Zarqua Madabam Irbid m Mafraq m Jerashm Aljoun m Karakm Tafilh m Maan m Aquaba

Figure D Child development risk factors by governorates and their measures of inequality, JPFHS,
2017

Except for childremeft without adequate care, all child developmenticators show an attenuated
negative relationship with wealtlffigure 21). In catrast, the indicator ofchildren left without
adequate care shosan attenuated positive relationship with wealth. Despite the gaps between the
best and worst performing quintiles were relatively large, the inequality measure classified all
indicators adow inequality.
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Figure A Child development risk factors by wealth and their measures of inequality, JPFHS, 2017

Except forthe indicator ofchildren not on the developmental track, the other three indicators have
no clear pattern with educatiorffigure 2).  Children not on the developmental track showed
systematicnegative relationship with education. Fthre indicator ofconsidering physical violence
necessary for child discipline amide indicator ofchildrenleft without adequate care, chdren to
mothers with no education showed the highest prevalence followed by children to mothers with
higher education. For experience of any violence discipline for childiEn yiears, the relationship
with education was positive with the exception ofildnen of mother with higher education This
latter groupshowed the lowesprevalence among all educational categories.

With the varying gap$or the four indicatorsonly the indicator othildren not on the developmental
track showed the largest gap dnvas classified as moderate inequality, while all the other indicates
were classified as low inequality.

Gap#8.6 Gaps8.0 Gap=24.1 Gap-1.6
Cl=0.4 Cl=2.4 Cl=5.2 Cl=2.5
o o 2 ';
100.0 Aol
25> % 5
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o - 8o e
40.0 H < Mmoo &| - ‘@' ',: O &
Phy3|cal violence is Children <5 years left with  Children not on the Any violent discipline
necessary inadequate care developmental track children 1-14 years

m No education mPrimary ® Preparatory 1 Secondary ®Higher

Figure 2 Child development risk factors by education attainment and their measures of
inequality, JPFHS, 2017

Childdevelopmentindicators reveadd that except for children left without adequate care, Syrian
children followed by Jordanian children are the most vulnerable chilfigure 3). For the children

left without adequate care, the most vulnerable group was the other nationalities footwe
Jordanian children. Differences among the nationalities were relatively large but the overall inequality

was low for all indicators.
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Figure B Child development risk factors by nationalities and their measures of inequality, JPFHS,
2017

Acomparison between the inequality measure in 2012 and 2017 across the three main stratifiers and
the four indicators show that the except for considering physical violence necessary for child
disciplineacrossgovernorates and wealthand experience of @ience for children 114 years across

all stratifiers the inequality in the other indicators decreases across all strat{fadote 7). In contrast,
Inequality in considering physical violence necessary for child disciplthexperience of violencerfo
children 114 increased across the governorates and wealth quintiles between 2012 and PB&7.
inequality latter indicators also increased across the education attainment stratifier.

Table 7 Measures of inequality in child development risk factors asrgevernorates, wealth and
educational attainment between 2012 and 2017, JPFHS, 2012 &2017

Indicator Gov Wealth Education
2012 2017 2012 2017 2012 2017
Physical violence is necessary 3.0 7.8 3.6 -3.8 1.3 -0.4
Children <5 years left with inadequate care 8.8 4.9 -7.3 2.7 -6.4 2.4
Children not on the developmental track 6.0 5.8 -5.4 -4.9 -13.7 -5.2
Any violent discipline children14 years 1.2 3.4 -1.4 -3.4 -1.2 -2.5

In sum, table 8 and the investigation ofthe child development risk factors for imfacan be
summarized as follows:

1 Child development indicators have been decreasing between 2012 and 2017 except for
children left without adequate care

1 Experience of any violent discipline was classifiedeag highy prevalenthealth indicator,
while children not on the development track was classifiedhaghly prevalenthealth
indicator.

1 All indicators were classified as low inequaligross all stratifiers except for moderate
inequality in physical vlence is necessargcross governorates anchildren not on the
development track across the governoratasdwealth.

1 The poorest wealth quintiles, those with no education or with primary education and Syrians
were the social groups that suffer from anppciable extra burden of child discipline risk
factors as indicated by scoring the highest prevalence on many child development risk factors
indicators.

17



Table8 Summary results of child development risk factors

Indicator Prevalence Stratifiers : - -
Gov Wealth Education | Nationality
Physical violence is necessary () (+) (+) ()
Children <5 years left with inadequate care (+) Q) () )
Children not on the developmental track () @) Q) )
Any violent discipline children-14 years (+) &) (+)

Note: ) indicates decrease between 2012 and 2017 and (+) indicates increase between 2012 and 2017.

For prevalence

For inequality D Low (ID/IC<5%)

4.3 (OONCLUDING REMARKS

I:] Moderate Prevalence<20%}|:| High 20%<Prevalence<409! Very high Prevalence>40%

|:| Moderate (5%<ID/IC<10%). Severe (10% <ID/CI<20%)

T
1

=a =

Between 2012 and 2017, there was improvement in child health and wellbeing indicators
except for child nutrition.

Despite the declines imany child healthndicators between 2012 and 201many of them

are still classified as at leasighly prevalent indicators.

Severe inequality is not common in the child health and wellbeing and only showsrin fo
situations: neonatal across governorates, small infant by wealth and education, and anemia
by wealth.

Governorates show moderate inequality 12 of the 15child health indicators For the
majority of the indicators the inequality was increasing.

For education, inequality was at least moderate for 8 indicators with two of them were
severelyunequal. Inequality across education was decreasing for the majority of the
indicators

For wealth, onlyive indicators showed at least moderate inequality with two of them severely
unequal. Inequality across wealth was increasing for the majoritihefindicators

Nationality was moderately unequal for impact indicators and infant heatifcators

The poorest wealth quintiles, those with no education or with primary education and Syrians
were the social groups that suffer from an appreciable eXtwaden of child health and
wellbeing health impact and risk factors

Table9 Summary for child health and wellbeing

For prevalence

For inequality D Low (ID/IC<5%)

| | Moderate Prevalence<20%)

3 Prevalence STEINETE : : :
Indicator Gov Wealth Education | Nationality
Neonatal mortality () ) )
Infant mortality (=) (@) ) ()
Under 5 mortality ) @) ) ()
Very small/small in size () (+)
Low Birthweight (+) (+) (+)
Anemia children &9 months (+) @) ()
No food rich in vitamin A (83 months) (+) @) (+) ()
No minimum meal frequenc§f-23 months) (+) (+) () )
No food rich in iron (@3 months) (+) (+) ()
No minimum dietary diversity (83 months) (+) +) ()
No minimum acceptable diet {83 months) (+) () )
Physical violence is necessary () (+) ) ()
Children <5 years left with inadequate care (+) () () ()
Children not on the developmental track (-) () () (-
Any violent discipline children-14 years (+) (+) ()

High 20%<Prevalence<409. Veryhigh Prevalence>40%

|:| Moderate (5% <ID/IC<10%. Severe (10% <ID/CI<20%)
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5 ADULT HEALTH AND NOBIMMUNICABLE DISEASE

5.1 MORTALITY ANCI>

Non-communicablediseasesin Jordanhave received significanattention in the health policy
documents andtrategies. WHO report (2018) showed that 78% of all deaths in Jordan are estimated
to be attributed to NCD€figure ) with the majority of these deaths related to cardiovascular
diseases and cancéfs WHO (20183lso highlighted that the risk of premature death due to to NCDs
was 19% among individuals agedBDyears with risk among men (23%) compared to women (16%).

injuries; 11%

Communicable, ‘
maternal, preinatal,

and nutritional
conditions 11%

Cardiovascular
diseases37%

other NCDs20%

»

Diabetes 6% ) )
Chronic resplratorycancerslz%

diseases 3%

Figure 2 Distribution of death by main cause of death in Jordan, WHO (2018)

Figure 25shows the prevalence of chronic conditions and some risk factors based on 2007 Jordan
Behavioral Risk Factors Surveillance sufv&pesityoverweight were very highly prevaleneaching

to 66.5% otthe adult population The same study also showed thihere was large underestimation

of the prevalence bchronic conditions based elfreported information in Jordan.

high blood pressure = 17.8
diabetes === 0.0
heart diseases === 8.1
high bood cholesterol| === 7.5
Asthma === 6.8

obesity or overweight 66.5
engagement in moderate physical activity 37.8
smoking 29
L4 unhealthy mental/physical days=====———— 18.1

risk factors chronic conditions

0 10 20 30 40 50 60 70

Figure B Prevalence of chronic conditions and some risk factors (2007 Jordan Behavioral Risk
Factors Surveillance survey)

The studyshowed that women suffer from higher obesity/overweight, blood pressure, and cholesterol
than men.
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For thebehavioralrisk factorsnon-engagement in physical activities waese to the cutoff point for

very high prevalence. Alsahile the overall prevanceof smokingvas 29%yetsmoking iveryhighly
prevalent among men (50%) compared to women (6%). In contrast, overweight and obesity were high
prevalentamong women (69.5%) compared to men (62.4%).

Available tabulations from a very recent WHO STER&Y for noacommunicable disease risk factors
(2019}%° also confirmed high prevalence of many risk factofsnong the adult population (189

years), more than 60% of the adult population were overweight or obese and 40.1% of them were
currently smokes with 34.6% are daily smokers. However, obesity was more common among women
(68.8%) compared to men (53.2%), while smoking was more common among men (65.3% currently
smoking and 58% daily smokers) compared to women (16.4% currently smokers and 10y8% dail
smokers). Low physical activities according to WHO physical activity criteria was observed for 31.3%
of adult population with no significant differences between men and women. The combination of
these different risk factors showed that almost 25% of dakeilt population in Jordan had more than

10 years of Cardiovascular diseases (CVD)risk greater than 30 or are with existing CVD. These high
prevalence of risk factors also contributed to high prevalence ofcmnmunicable diseases among

the adult populaton in Jordan. Within the past 12 months, the data showed that among the adult
population (1869 years), about 15.1% of was diagnosed with hypertension, 12.8% diagnosed with
diabetes, 17.7% diagnosed with raised cholesterol.

The latestround of JPFHS 2D provides more recent data aiaformationon diagnosed diabeteand
someNCDs risk factorthat focused on women in reproductive age and only one indicator for men
namely, smoking.

5.2 DIABETES IKDRDAN

Wt Cl { HnamT AYyOf dzZRSR I vy ihemBer of fodryiouselold Bveribéestdidaya a1 | a
R2O0U2N) 2NJ 20KSNJ KSFfGK @¢2N]J SN 0KId KSkakKS KI &
guestion as diagnosed diabetes thereaftoata from the JPFHS 2017 revealed that 7.6% and 7.8% of
adult women andmen, respectively, weraliagnosed with diabeteffigure 26). Thesefigures are

slightly lower than theylobalprevalenceof diabetes. However, it should be ndtthat the figures for

Jordan are for the diagnosed diabetes, whiglgenerally believed tsignificantly underestimate the

actual prevalence of diabetdyy almost 50% Figures for the population aged 60 and oldee higher

or close to the upper limit offte global prevalence that estimate this proportitmrangebetween
22%and33%.Theseifgures place Diabetes as a high health priority whether for the general population

or for older adults

40.0 34.6

29.3
30.0

20.0

10.0 7.6 7.8

0.0
Diabetes (18+ years/ Diabetes (60+ years/ Diabetes (18+ years/ Diabetes (60+ years/
women) women) men) men)

Figure26 Prevalence of diagnosed diabetes in Jordan, JPFHS, 2017

FHgure 27 shows the differencem the prevalenceof the four indicators ofliagnosed diabetes across
the different governorates The gaps between the best off and worst off governorates were large
relative to the level of prevalence of diabetes. Figure 6250 showthat in generallrbid scored the
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highestprevalenceon three of the four indicators while Karakand Maan tend tadisplaythe lowest
prevalence

Applying the international boundaries for the prevalence of diabetasmgolder adult women, figure
27 shows thatall governorates exceeded the lower boundary of 22% sirgovernorates exceeded
the upper bound of 33%These governorates are Amman, Zarddaid, JerashAjloun, and Agaba.
For men the situation ia little better. All governorateswith exception of Karak and Maashowed
a prevalence that exceeded the 22% but none of them reached the upper boundary oft33fduld
be noted that while he differences resulted in relatively large gaps but the ovenalasure of the
inequality distribution across the governoratesasg classified as low inequalitgxcept for diabetes
among adult menwhich is at the low boundaries of moderate inequality

Gap4.6 Gap3.6 Gap42.0 Gap49.5
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women) women)
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Figure27 Prevalence ofliagnosed diabetemdicators in the governoratesnd their measures of
inequality, JPFHS, 2017

FHgure 28 revealed non-significant diferences amongvealth quintiles in the diagnosed diabetes
indicators(gap not exceeding 2.5) except for older adutinmen for which the gap equals 5@int.

The pattern of differences is not systematic with a tendencyterrtchest quintile to experience close

or slightly less prevalence of diabetes than the poorest. Also, the summary measure if inequality by
wealth is low except for adult women for which inequality was moderate.

Gap4d.4 Gap=2.3 Gap=2.5 Gap5.8

Cl=3.3 Cl=6.1 Cl=0.1 SIFL.7,

© S ©

40.0 o 2 o ™ ™ ™
35.0 o B I~
N N

o W o
© ~ I~

s
e

Diabetes (18+ years/ Diabetes (18+ years/ men)Diabetes (60+ years/ men) Diabetes (60+ years/
women) women)
m Poorest m Poorer m Middle = Richer mRichest

L
©

EPEFEDNNW
[=R o ol Na)
[eleNoNoloNoNal
M ss
W o

7.8

7.1

75
. s

Figure28 Prevalence ofliagnoseddiabetesindicators by wealth and their measures of inequality,
JPFHS, 2017
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Figure29 shows a clear association between Low educational attainment and higher prevalence of
diagnosed diabeteamongadult women andnen. Whileolder adult womershowed a semnegative
relationship between education and diagnosed diabetbg prevalence of diabetes had no specific
pattern with education among older adult men. For older adult women, women with no or primary
education had slightly lower prevalence than thoséwgreparatory education. For older adult men,

the highest prevalence was registered for those with higher education, while the lowest was
registered for those with preparatory education. These distributions of prevalence of diabetes among
the different educational attainment a wide range of gaps. The gaps ranged between 21.5 points
among adult women and 5.7 points among older adult men. Overall inequality was claasiiiglaly
severe among adult women, severe among adult men, low among older adulangemoderate
among older adult women.
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Figure29 Prevalence ofliagnosed diabetesndicators by education and their measures of
inequality, JPFHS, 2017

Examination ofdiagnoseddiabetesprevalenceby the nationality revealshat except among older
adult women, Jordanians were more likely to be diagnosed with diabetes compared to other
nationalities(figure ). They were followed by Syrsfor adult women and older adult men and by
other nationalities for adult men. For oldadult women, Syrians showed the highest prevalence
followed by Jordaniasm The gaps between the nationalities were not large for the adult women and
men but relatively large for the older adult women and men. However, the overall inequality across
the nationality was classified as low for all indicators
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Figure30 Prevalence of diagnosed diabet@sdicators by nationality from the national levels and
their measures of inequality, JPFHS, 2017
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5.3 NCDRISK FACTORS

Only six NCé&xisk factor indicators wre available in the JPFHS 2017. These are smoking behavior for
women and men, women nutritional status assessed in term of anemia and the obesity, never had
breast exam for cancer and never heard of pap test. Figlirghows that four of these indicators
exceed the 40% threshofdr beingvery highly prevalent namely anemia among women, smoking
among men, obesity amongomen and never had breast exam. The prevalence of women who did
not have self or professional breast exam showed the highest prevatdrit@%6 and this prevalence
increased between 2@Land 2017. Anemiamong women also increased form 33.5% in 2012 to
42.6% in 2017. Never had a pap test showed a prevalence that exceeded 20%narehsed
substantially from 25.7% in 2012 to 35.3% in 20k&siying it ashighly prevalent healtlindicator.
Smoking among womedeclined from 18% 012012 reaching 12% in 201&hich place it in the
moderateprevalencecategory.

Zg'g Moderate high prevalence Very high prevalence 79.0

¥ prevalence
70.0 8 61.2

54.8 54.1
60.0 47.8
50.0 42.6
40.0 5.3 335
25.7
30.0 18.0
20.0 12.0
10.0 .
0.0
Smoking womenNever heard of pap Anemia among Smoking men 15- Obesity No breast exam
15-49 test women 15-49 49 loverweight  self or professional
m2012 ®2017 among women 15-

Figure 3 Prevalence of NCDs risk factors in Jordan, JPFHS, 2017

Despite the moderatly prevalence ofwomen smoking, the governorates show a wide range of
prevalence ranging from 2% in Karak to 19.3% in Balga. This produced a gap of 17.3% and was
classified as severe inegity (figure 2).

Although the national prevalence of never heard of pap places itlagtdy prevalent indicatqrit
showed a wide range of prevalence with five governorates exceeding the 40% threshadyfioigh
prevalence(Balga, Madaba, Mafraq, &n and Agabayith Balga displaying a prevalence of 62.2%.
This places this indicator agry highly prevalentin these governorates. In contragtjlounshowed
the lowest prevalence (28.3%)ifference between the Balga aAglounproduced a gap of 38.point.
Assessing the inequality across all governorate showed thist indicator falls in the woderate
inequality category.
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Figure 2 Prevalence of NCDs risk factors indicators by governorates and their measures of
inequality, JPFHS, 2017

Prevalence of anemia among women in the different governorates was very close. With the exception
of Madaba that showed lowest prevalence of anemia among the governo{ase4%)all the other
governorates were either very close to the 40% thresholdxmeeding it. Té difference between
Madaba and the other governoratessultedin a large gap of 14.2 pointsut the inequality measure
classifi@l thisindicator as low inequality.

Prevalence of smoking among men showed different leverefalence. Tafielh showed the lowest
prevalence (33.8%), while the Madaba displayed the highest prevalence (55%) producing a gap of 21.2
points. However, the overall inequalityas alsdow for this indicator.

Obesity among women and not having self or breast exaowed prevalence that exceeded the 40%
for all governorates placing them asry highly prevalent indicatofsr all. Moreover, the inequality
measure classified them as low inequality.

With the exception of smoking among women, wealth haslyatematicnegative relationship with

NCDs risk factors that over burden the poor with higher risks compared to the other wealth quintiles
(figure 3B). In contrast, smoking among women was positively related to wealth. RBgaiso shows

that except for anemia amongomen, the differences among the wealth quinsilprevalence was

large. This has contributed to relatively large gaps for all indicators. These gaps ranged between 7.2
points for anemia among women and 24 points for never heard of pap Té&.measuref inequality
classified women smoking and never heard of pap test as severe inequality. However, the inequality
was positive for women smoking indicating high concentration among the rich while the inequality
was negative for never heard of pap test irating high concentration among the poor. Smoking
among men was classified as moderptevalenceand all the other indicators were classifiedlew
prevalence
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Figure 3 Prevalence of NCDs risk factors indicators by wealth and their measures of irigua
JPFHS, 2017

Educational attainment showed a clear negative relationship with never heard of pap test, obesity
among women and never had self or professional breast(fegire 3). For the other indicators, the
middle educational categories showed higher prevalence than those in no education or higher
education.
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Figure 3 Prevalence of NCDs risk factors indicators by education attainment and their measures
of inequality, JPFHR017

Differences in the prevalence among the educational attainment showed a wide range of gaps. The
gaps range between 4.4 points for smoking among women and 41.2 points for never heard of pap
test. Exploring the inequality across the educational attantcategories revealed that all indicators,
except for never heard of pap testyere classified as low inequalityNever heard of pap test was
classified as severe inequality with 1CE1.

NCDs risk factors showed no specific pattern in their relatipngiith the nationality(figure ).
Jordanians showed the lowest prevalence in never heard of pap test, anemia among women and not
having self or profession breast exam. Syrian showed the lowest prevalence in smoking among
women and men. Other natiorities showed the lowest prevalence in women obesity. Simjlarly
different nationalities scored the highest prevalence. Except for never heard pap test that was
classified as moderate inequality, all other indicators were classified andmuality.
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inequality, JPFHS, 2017

Comparison between the inequality meaea for all indicators across the three stratifidrstween
2012 and 201&hows thatgovernorate base inequality has increased for all indicators except for
obesity among wometftable 10. For wealth, the inequality increased for women smoking and

obesity but decrease for all the other indicators, while for education, the inequality decreased for all
indicators

Table

10 Measures of inequality in NCDs risk factors across governorates, wealth and educational
attainment between 2012 and 2017, JPFHS, 2012 &2017

Indicator Gov Wealth Education
2012 2017 2012 2017 2012 2017
Smoking women 139 15.1 18.7 13.7 13.8 -7.8 -3.7
Anemia among women 159 5.9 2.0 -2.7 -2.1 -3.6 -1.7
Obesity /overweight among women #49 1.6 2.0 -1.8 -3.4 -3.9 -2.7
Never heard of pap test 2.5 8.8 -19.6 -13.8 -14.2 -11.1
No breast exam self or professional 1.9 2.1 -5.8 -4.0 4.7 -3.2

5.4 (ODONCLUDING REMARKS

Inbrief, table 11andthe investigation of the&NCDs and their risk factotan be summarized as follows

91 All diabetes indicatorsvere classified asigh prevalencewhile all NCDs risk factors were
classified asvery high prevalerce. Only women smoking was classified as moderate
prevalence

9 All NCDs risk factors have increased over time except for women smoking.

1 Inequality wasnoderatefor diabetesamong adult meracross governoratesnd wealth

1 Inequality was severe faliabetes among older aduleeross education

1 Inequality was severe for women smoking across the we@tvernorates andow by
education anchationality

1 Never heard of pap test was moderately unequal across the governorates, but severely
unequal acroswealth and education.

1 Men smoking was moderately unequal by wealth and obesity was moderately unequal by
nationality

9 Other NCDs risk factors showed low inequality across all stratifiers.
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1 Between 2012 and 2017, inequality by education and wealth has deereasing for many
indicators but has been increasing across governorates
9 Adults with no education are overburdened with the highest prevalence of diagnosed
diabetes comparetb the other educational categories
1 Individuals in the poorest wealth quintjlevith no education or primary education and Syrians
are the social groups who more overburdened with NCDs risk factors.

Tablel1 Summary results of NCDs and their risk factors

Indicator

Prevalence

Stratifiers

Gov

Wealth Education

Nationality

Diabeteq18+ years/ women)

Diabetes (18+ years/ men)

Diabetes (60+ years/ men)

Diabetes (60+ years/ women)

Smoking women 139

Never heard of pap test

Anemia among women 159

Smokingmen 1549

Obesity /overweight among women ¥8

No breast exam self or professional

()

(*)
O]

()
@) O]

(*)

(*) Q)

*)

(@) @)

Note: €) indicates decrease between 2012 and 2017 and (+) indicates increase between 2012 and 2017.
For prevalence |:| Moderate Prevalence<20%}|:| High 20%<Prevalence<40“ Very high Prevalence>40%

For inequality |:| Low (ID/IC<5%)

|:| Moderate (5% <|D/IC<1OW“ Severe (10% <ID/CI<20%)
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6 SEXUAL ANCERRODUCTIVE HEALTH

Impact indicators for reproductive health are mainly related to maternal mortality and morbidity.
Unfortunately, there is no data on maternal morbidity in JPEBIY . Furthermore, due to the nature

of the Maternal Mortality ratio and its requirement of epialized survey, there are only data at the
level of Jordan. According to the World Bank statistics, Jordanesdeden decreasing its maternal
mortality ratio from 70 per 100,000 live birth i2000to 46 per 100,000 in 2027 However,more
recenty, Jordan Minister of Health declared that Jordan has succeeded in decreasing itgemal
mortality ratio to 29.5 deaths per 100,000 live births in 2018. This figure was reported in the first
national report for maternal mortality for 2018.

In contrastto impact indicators for reproductive health, data from JPE2037) offer a wide range of

risk factors indicators covering many RH dimensions. These indicators were classtfiegein
categories. The first category was social risk factors indicaterciased with adverse impact on
$2YSYyQad NBLINRBRAzOGA GBS KSIHEGKD ¢tKS aS0O02yR gla 1Lz
was domestic violence related risk factors indicators.

6.1 SOCIAL REPRODUCTE/AEHH RISK FACTORS

Sx indicators were invigated to assess theesial reproductive health risk factarsThese indicators

are adolescenthildbearing, women not owning their health care decision, early marriage, having 5
or more children(multiparity), consanguinity, and risky birth intervalsdethan 23 months.These
indicators reflect the social context in which women live and affect the reproductive he@itjure

36 shows that only adolescent child bearing and women not dwairthealth care decision showed a
prevalence less than 20% andrite were classified as moderateepalence The other indicators
showed a prevalence more than 20% but less than 40% classifying thiighagsrevalencéealth
indicators. It also shows that except for adolescent childbearing and early marriage, tladepie/of

the other indicators declined between 2012 and 2017.

Moderate prevalence Highprevalegce
40.0

™~ < °’.
- M o = <
(90} 7o) ~ ™ g
n o™ ; ~
30.0 8— 8 g
20.0 “
— (o)}
[Te) N N~
0.0 [ |

Adolescent childWomen who does Early marriage Multiparity (5+  Consanguinity Risky birth
bearing (<18  not own health (<18 years) children) intervals (23
years) care decision m2012 m2017 months)

Figure 3@Prevalence of social RH risk factors in Jordan, JPFHS, 2017

The prevalence of the RH social risk factors gtbarge variation among the different governorates

with different goernorates ranking as best and worst performing governoréfigeire 37). For the
prevalence of adolescent childbearing, the highest was observed in Mafrag (13.1%), with a large
different from the second highest prevalence observed in Zarqua (7.4%). tmastonhe lowest
prevalence for adolescent child bearing was observed in Tafielh (2.0%). For womemira their

health decision, the highest prevalence was observed in Maan (13%) followed by Balga (11.1), while
the lowest prevalence was observed iarkk (3%). Early marriage showed its highest prevalence in
Irbid (28.2%) followed by Jerash (25.6%) while the lowest prevalence was observed in Karak(12.5%).
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It worth mentioning that more than eight governorates registered a prevalence less than2(éh,
classifies early marriage as a moderatevaencein these governorates. This leaves only 4
governorates (Irbid, Jerash, Madaba and Zarqua) aboventigerate prevalencehreshold for this
indicator keeping it as kigh prevalencéndicator in theg governorates. For multiparity, the highest
prevalence was observed in Irbid (34.6%) followed by Jerash (32.9%), while the lowest prevalence was
registered for Agabd15.4%). It worth mentioning that only 3 governorates (Amman, Agaba and
Maan) showed mvalence less than 20% placing this indicator as modersgeafencefor these
governorates. For consanguinity, the highest prevalence was observed in Jerash(39%) followed by
Marfaq (36.3%), while the lowest prevalence was observed in Agaba and Ta@i€Boj2 For risky

birth interval, the highest prevalence was observed in Agaba (34.8) followed by Madaba (33.8%).

These figures have contributed to large gaps between the best and worst performing governorates.
These gaps range between 8.3 points in theecaf risky birth interval and 19.2 points in multiparity.
The overall measure of inequality was highly sesvieequality in adolescent childbearingThe
inequality level forrisky birth intervalss low inequality. The other three indicators were disd as
moderate inequality with the index of dissimilarity (l2hging between 5% and 10%

Gap4d1l.1 Gap9.5 Gap45.7 Gap49.2 Gap48.1 Gap8.3
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bearing (<18 years)not own health (<18 years) children) intervals (23
care decision months)

® Amman m Balgam Zarqua ™ Madabam Irbid m Mafraq m Jerashm Aljoun m Karakm Tafilh m Maan m Aquaba

Figure37 Prevalence of social RH risk factors indicators by governorates and their measures of
inequality, JPFHS, 2017

Prevalence of all social RH risk factodicators shows clearly negative rataishipto wealthwhere

the poor are always overburdened with high prevalence of these risk faffogsire38). These
patterns resulted in moderate gaps ranging from 5.9 points for women noiraytheir health cas
decision to 14.4 points for early marriage. However, the overall inequality measure classified
adolescent child bearing as highly severe inequality, women noirmatheir health care decision and
early marriage as severe inequality. All the remainimdjcators were classified as moderate
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inequality.
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Figure38 Prevalence of social RH risk factors indicators by wealth and their measures of
inequality, JPFHS, 2017

Prevalence of the different RH social risk factors indicators showed different patternsach
indicator(figure39). Education was negatively related to adolescent child bearing, women mahgw

their health care decision and multiparity. However, for adolescent childbearing and multiparity, the
prevalence for women with no education was lowest that those with primary education. Early
marriage showed a positive relationship with educatiamtil preparatory education, but declined
gradually after that. For consanguinity and risky birth interval, the high prevalence was observed for
the middle education stages. iBhvarying prevalencamong the wealth quintiles showed large
differences rangingdtween 10.5 points for risky birth interval and 44.8 points for early marriage
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Figure39 Prevalence of social RH risk factors indicators by education attainment and their
measures of inequality, JPFHS, 2017

The overall inequality assessment classifiedlestcent childbearing, women not aing their health
care decision and early marriage as highly severe inequality, multiparity and consanguinity as severe
inequality and risky birth interval as low inequality.

Syrian women were commonly overburdened witH Rocial risk factors. Except for multiparity and
consanguinity, women from other nationalities came second in vulneral{fijure 4). For
multiparity and consanguinity, the Jordanian women came second in vulnerability.
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Figure 9 Prevalence of soal RH risk factors indicators by nationalities and their measures of

inequality, JPFHS, 2017

Differences in the prevalence of the indicators showed large differences ranging from 9.4 points for
risky birth intervals to 26.7 points for early marriage. thlition, the overall inequality measure
classified adolescent child bearing as highly severe inequality, and women notgothieir health

care decision and early marriage as severe inequality. All the other indicators were classified as low

inequality.

A comparison between 2012 and 2017 inequalities in the RH social risk factors indicators across the
three stratifiers showed an increase in the inequalities in all indicators and across all strétafies

12) with four exception women not owning theihealth care decision across governorates,
consanguinity across wealth and risky birth intervals across wealth and education

Table 12 Measures of inequality in social RH risk factors across governorates, wealth and
educational attainment between 2012 and017, JPFHS, 2012 &2017

. Gov Wealth Education

Indicator

2012 2017 2012 2017 2012 2017
Adolescent child bearing (<18 years) 8.8 23.2 -9.4 -46.2 -42.9 -35.5
Women who does not own health care 78 77 86 133 82 208
decision
Early marriage (<lgears) 3.1 6.3 -8.8 -10.7 -37.1 -298
Multiparity (5+ children) 3.7 8.4 -6.2 -8.9 -16.3 -16.7
Consanguinity 4.1 6.6 -8.9 -7.3 -7.0 -10.0
Risky birth intervals (23 months) 2.7 3.5 7.9 -6.1 -1.0 -0.9

In sum,table 13 andthe investigation of the sociaéproductive health risk factors for infant can be

summarized as follows

1 Overall, all social RH risk factors declined between 2012 and 2017, except for adolescent child

bearing and early marriages

1 Despite the improvement in these indicatotsetween 20%and 30%of the population are
still suffering from four of these indicators namely early marriage, consanguinity, multiparity

and risky birth intervals

=a =4 =

for all other stratifiers. It was moderately unequal for governorates.

Severe inequality is frequently observed across the four stratifiersafiinticators.
Adolescent ctd bearing and early marriage were severely unequal across the four stratifiers.
Except for governorates, women not aing their health care decision were severely unequal
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1 Multiparity and consanguinity were severely unequal cross governorates @nchgonbut
moderately unequal for wealth.

1 Risky birth intervals showed low inequality across all stratifiers

1 For the majority of the indicators inequality across governorates, weattth education
increased between 2012 and 20&Xcept for four indicators namely women not owning their
health care decision across governorates, consanguinity across wealth and risky birth intervals
across wealth and education.

Tablel3 Summary result®f social reproductive healthiisk factors

- Prevalence STEDIERS : - -
Indicator Education | Nationality
Adolescent child bearing (<18 years) (H)
Women who does not own health care decision (-)
Early marriage (<18ears) (H)
Multiparity (5+ children) ()
Consanguinity (-)
Risky birth intervals (23 months) ()

Note: ¢) indicates decrease between 2012 and 2017 and (+) indicates increase between 2012 and 2017.
For prevalence |:| Moderate Prevalence<20%}|:| High 20%<Prevalence<40‘1! Very high Prevalence>40%

For inequality |:| Low (ID/IC<5%) |:| Moderate (5% <ID/IC<10°/r{! Severe (10% <ID/CI<20%)

6.2 HIV/AIDSRELATED KNOWLEDGE ANTTUDES

Six indicators have been identified JPFHS 2017 to address the challenges in HI\(al&i&d
knowledge and attitudes. These indicators were available for women and thetrth mentioning

at this point that while some of the literature define the indicators available in JPFHS ds demtir
performance indicators, we argue thitck of knowledge represented hiliese indicators islso a
major socialrisk factors. Figure 41 shows that except for knowing of HIV, the prevalence of all
indicators exceeded the 40% the threshold of eigh prevalence. In other words, while individuals
know of HIV, there is significant lack of more detailed knowledge for HIV/AIDS and STI.

Figure41 showsalsothat there were no large differences between women anemin all indicators.
However,men showed more lack of knowledge with regard tknowing HIV/AIDS, knowledge of
mother to child transmissiofMTCY, knowledge about é&ually Transmittednfection (STI) and
adopted more discriminatory attitudesagainst people living which HIV/AIDS (PLWHpwever,
women werelessinformed about comprehensive knowledge of HIV footh the adults andyoung

people.
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Figure4l Prevalence of HIV/AIDS related risk factors in Jordan, JPFHS, 2017

Comparing 2012 to 2017, figud8 showsno specific patterns. Lack of knowledge increased for
knowing HIV, STI, and comprehensive knowledge of HIV for both adults and young people. In the
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meanwhile, there was an increase in knowledge for MTCT and in adoptitiscdaminatoryattitudes
agairst PLWH

Inequality in HIV/AIDS related indicators is investigated for women and men sepaFitglye 42
showsthat there are relativelysmall variations in the prevalence of the three indicators of lack of
comprehensive Knowledge for women and young women and adopting discriminatory attitudes
against PLWH among the governorates. It worth mentioning that Tafielh was the best performing
gowernorate on all three indicators, while different governorates showed the highest prevalence. The
converging prevalence across the governoratexiucedrelativelysmallgaps which never exceeded
11%. This low variatioim prevalencealso contributed toclassifying th& overall inequalityas low
inequality.
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Figure 2 Prevalence oHIV/AIDSisk factors indicatordor women by governoratesand their
measures of inequality, JPFHS, 2017

In contrast, there was large variations in the prevalence of déhdénowledge of HIV/AIDS, MTCT and

STI. For lack of knowledge of HIV, Balga showed a distinct high prevalence for the lack of knowledge
of HIV/AIDS and MTCT and it showed the second highest prevalence for lack of Knowledge of STI after
Marfag. In contrafs the lowest prevalence was displayed by different governoratdlsunfor lack

of knowledge of HIV/AIDS. Jerash for lack of knowledge MTCT and Tafielh for lack of knowledge of
STI.

Differences among the governorates resulted in large gaps rangimgebre 16.2 points for lack of
knowledge of HIV/AIDS and 36.2 points for lack of knowledge of STI. These large differences and wide
variations among the governorates produced severe inequality for lack of knowledge of HIV/AIDS, but
low inequality for laclof knowledge of MTCT and STI.

Similar to women, except for lack of knowledge of HIV/AIDS, the prevalence of all indicators in all
governorates exceeded the 40% threshold for beiagy highly prevalenffigure 43). One exception

to this pattern is thegprevalence of lack of knowledge of MTCT in Kawhlch registered a prevalence

below 40% (38.2%)In contrast to women, variation in the prevalence for the different governorates
was large in all indicators among men. This large variation produceid/edjaarge gaps between the

best and worst preforming governorates ranging betwek3.3 points for lack of knowledge of HIV

and 30.7 for lack of knowledge of MTCT. This variation also classified lack of knowledge of HIV as
severe inequality, lack of comghensive knowledge among young men and lack of knowled&4 bf

as moderate inequality and the others indicators as low inequality.
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Figure 8 Prevalence of HIV/AIDS risk factors indicators for men by governorates and their
measures of inequality, JPFHS, 2017

Prevalence of HIV/AIDS risk factors indicators across the wealth quintile®menrevealed close
convergence betweethe prevalence fothe quintiles intwo indicators namelylack of knowledge of
MTCTand adopting discriminatory attitudes against PLV{flgure 44). In contrast, wealth was
negatively related to no knowledge of STl and no comprehensive knowledge of HIV among adult
women andyoung women. For lack of knowledge of HIV/AIDS, women in the poorest and richest
quintiles showed the highest prevalence. These varying patterns produced a wide range of gaps.
These gaps ranged from 1.9 points for adopting discriminatory attitudes adpligH to 21.8 points

for lack of knowledge of STkurthermore, only lack of knowledge of HIV/AIDs and STI were classified
as moderate inequality, while all the other indicators were showing low inequality.
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Figure44 Prevalence of HIV/AIDS risk fag®indicators for women by wealth and their measures
of inequality, JPFHS, 2017

For men, there was clear convergence in the prevalence across the wealth quintiles in four indicators,
namely, lack of knowledge of STI and comprehensive knowledge of HAufomen and young men

and adopting discriminatory attitudes against PL\(Wigure 45). This is evident in the small gaps
among the prevalence of the best and worst performing quintile, which did not exceed 6 points. In
contrast, both lack of knowledge &flV/AIDS and MTCT was negatively related to wealth and they
showed relatively large gapsiowever, the overall inequality measure showed that only lack of
knowledge of HIV/AIDS watassified as moderate inequality, while all the other indicators were
classified as low inequality.
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Figure45 Prevalence of HIV/AIDS risk factors indicators for men by wealth and their measures of
inequality, JPFHS, 2017

Among womengexcept adopting discriminatory attitudes against PL\W#lication was negatively
related tothe otherHIV/AIDSrisk factors indicatorsvith large gaps ranging between 10.7 points lack

of comprehensive knowledge among young women and 30.2 points for no knowledge(b§Se€|

46). Adopting discriminatory attitudes against PLWH showed convergmeyalence across the
different education attainment levelwith a gap of only 3.1 points.The overall inequality measure
classified lack of knowledge of HIV/AIDS as highly severe inequality, lack of knowledge of STI as
moderate inequality and all the ber indicators as low inequality.
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Figure46 Prevalence of HIV/AIDS risk factors indicators for women by education attainment and
their measures of inequality, JPFHS, 2017

Similar patterns of the relationship between education and the prevalence diM&IDSisk factors
indicators for womerwere observedor men (figure47). Adopting discriminatory attitudes against
PLWH showed converging prevalence across the different levels of education with a gap of 5.3 points.
hiKSNJ AYyRAOI (i 2 NEklar riehd/& felatiSnghip SvithZeduatioS Rith relatively large
gaps. These gaps ranged between 9.8 points for no comprehensive knowledge for young men and
28.7 points for lack of knowledge of STI. Overall inequality measure classified lack of knaMledge
HIV/AIDS as severe inequality, lack of knowledge of STI as moderate inequality and other indicators
were classified as low inequality.
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Figure47 Prevalence of HIV/AIDS risk factors indicators for men by education attainment and their
measures of inegality, JPFHS, 2017

Disparities in prevalence &flV/AIDSisk factors indicators by nationality showed no large difference

by nationality(figure 48). Gaps between the best and worst performing nationality was highest for
lack of knowledge of STI (11.2ims) followed by lack of knowledge of HIV/AIDS (9.5 points).
However, infour indicators(lack of knowledge of STI, adopting discriminatory attitudes against PLWH
and comprehensive knowledge of HIV/AIDS for adult and young women), Syrian women showed the
highest prevalence.Other nationalities showed the highest prevalence in the knowledge of HIV and
MTCT. Overall inequality only classified lack of knowledge of HIV/AIDS as severe inequality, but all
the others as low inequality.
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Figure48 Prevalenceof HIV/AIDS risk factors indicators for women by nationalities and their
measures of inequality, JPFHS, 2017

Among men, disparities in prevalence by nationalities forHihé/AlIDSisk factors indicators showed
close and converging prevalence acrosidicators(figure49). The gaps among the best and worst
performing nationalities never exceeded 9 points, but the overall inequality measure classified all of
indicators as low inequality.
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Figure49 Prevalence of HIV/AIDS risk factors indicators foen bynationalities and their
measures of inequality, JPFHS, 2017

for young (15-24)

Only women had comparable prevalence for the HIV relaisld factorindicatorsin 2012. A
comparison between the 2012 and 2017 inequality showed only discriminatory attitudes among
PIWH exhibited an increase in inequality across the three stratitatde 14) Inequality across the

governorates also increased for no knowledge of HIV and for no knowledge of STI.

Absence of

comprehensive knowledggmong young people also showed anrgase in inequality across wealth

and education.

Table 14 Measures of inequality in HIV/AIDS related risk factors across governorates, wealth and
educational attainment between 2012 and 2017, JPFHS, 2012 &2017

. Gov Wealth Education
Indicator

2012 2017 2012 2017 2012 2017
No knowledge of HIV/AIDS 45 19.5 -40.6 -6.7 -74.6 -23.8
No Knowledge of MTCT 3.8 35 3.2 -1.3 3.9 -3.8
No knowledge of STI 3.7 4.8 -10.5 -6.4 -12.5 -1.7
Discriminatory attitudes against PLWH 0.3 1.4 -0.3 -0.4 -0.2 -0.4
No comprehensive knowledge of HIV for you 12 07 0.9 10 13 24
people (15-24)
No comprehensive knowledge of HIV 3.1 1.3 -2.5 -1.7 -2.8 -2.0

In brief, table 15 andthe investigation of the HIV/AIDS related risk factorsiomen and mercan be

summarized as follows

o All HIV/AIDS risk factors for men and women were classifiegrgshighly prevalengxcept

for the mere knowledge of N/AIDS

0 Inequality is mainly low across all indicators and stratifiers except for the low prevalent

indicator of no knowledge of HIV/AIDS

o For the mere knowledge of HIV/AIDS, inequaliserereacross governoratg educatiorand
nationality, butmoderate by wealth for women.

o For the mere knowledge of HIV/AIDS, inequality is severe across all stratifigrarfor

0 Moderate inequality is observed for no knowledge of STI by wealth and education for women

and by education for me.
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Table 15 Summary results of HIV/AID®lated risk factors

Indicator

Prevalence

Stratifiers

Gov

Wealth | Education| Nationality

Women

No knowledge of HIV/AIDS

No Knowledge of MTCT

No knowledge of STI

Discriminatory attitudes against PLWH

No comprehensive knowledge of HIV for
young (1524)

No comprehensive knowledge of HIV

Men

(+)

No knowledge of HIV/AIDS

No Knowledge of MTCT

No knowledge of STI

Discriminatory attitudes against PLWH

No comprehensive knowledge of HIV for
young (1524)

No comprehensive knowledge of HIV

Note: ¢) indicates decrease between 2012 and 2017 and (+) indicates increase between 2012 and 2017.

For prevalence |:| Moderate Prevalence<20%}|:|

For inequality |:| Low (ID/IC<5%)

High 20%<Preva|ence<40‘1! Very high Prevalence>40%

|:| Moderate (5% <|D/IC<1OW£ Severe (10% <ID/CI<20%)

o No knowledge of MTCH was moderately unequal by nationality for women and by education

for men.

o No comprehensive knowledge for HIV among young men was moderately unequal across

governorates

o0 Individuals from the poorest wealth quintile, and those with no education or primary
education were the social groups who suffer the most from the HIV/AIDS risk factors.

6.3 DOMESTIC VIOLENGSK FACTORS

Nine hdicators were used to explore domestic violemisk factors FHgure50 shows thatwomen and
men agreeing to wife beamg for any reason andot seekinghelp against the spousal violencank
as avery highly prevalentjn which their prevalence exceeds 40%A\lso in comparison to their

prevalence irR012, the prevalence of tlsetwo indicators increased.

Four indicators fell in théhigh prevalencecategoryin which their prevalence exceeds 20%hese
indicators are experience of any form of spousal violence over the past 12 months, experience of
physical violence since age 15 years, ever experience any form of spousal viahehoet able to

negotiate sexual intercourse
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Figure ® Prevalence of domestic violence related risk factors in Jordan, JPFHS, 2017

It worth noting that the prevalence of both experience any form of violence in the past 12 months and
ever experience any form of spousal violence have declined between 2012 and=2@t éxperience
violence during pregnancy and experience of physicénce in the past 12 months were classified
as moderate pevalencen which the prevalence is less than 20%.

Prevalence othe three veryhigh prevalenceindicators across the governoratstiowed that the
prevalence of men agreeing to wife beating and vesnmot seeking help against violence exceeds the
40% thresholdfigure 5). However, among the different governorates, the gap between the best and
worst prevalence is substantially large reaching 50.4 points for men agreeing to wife beating and 22.7
points for not seeking help against violence. For women agreeing to wife beating, the prevalence
showedwide variation. The prevalence ranges between 32.5 in Amman and 81.2% in Karak. Despite
these large differences, only women agreeing to wife beatingassifled as severe inequality while

the other two indi@tors were classified as low inequality.
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Figure51 Prevalence ofrery high prevalencedomestic violence related risk factors indicators by
governorates and their measures of inequality, JPFHS, 2017

Indicatorswith high prevalencéncluded four indicators, namely experience of any form of spousal
violence in the past 12 month, experience of physical violence since age 15 years, ever experience any
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form of spousal violence and not able to negotiat&isa intercourse.For not being able to negotiate
sexual intercourse, only Tafielh showed a prevalence less than 20% classifying this indicator as
moderate pevalencecomparal to all the other governorates for which this indicator is classified as
highly prevalent indicatofigure 52). In contrastZarqua showed a prevalence of 43.3% classifying
this indicator aweryhigh pevalencefor this governorate.

Gap=25.9 Gap=24.8 Gap=6.5 Gap=26.3
ID=11.4 ID=10.1 ID=9.1 ™ ID=.8
50.0 — ®
50 o o £l G podsee 3
350 il @ oic‘T') SN @ Bo a5 88, OV
300 pRe o o O m‘ ~ & gz€e no 9 3
25.0 °N°’“’ = N&' Q

N (\I
20.0 Mo_.
15.0
| | I | | |
o0 il

Experience any form of  Experience of physical Ever experience any formMNbt able to negotiate sexual
spousal violence in the pastolence since age 15 years  spousal violence intercourse
12 months
= Amman m Balga = Zarqua = Madaba m Irbid = Mafraq m Jerash m Aljoun m Karak m Tafilh m Maan m Aquaba

Figure 2 Prevalence ohigh prevalencedomestic violence related risk factors indicatory b
governorates and their measures of inequality, JPFHS, 2017

For ever experience any form of spousal violence, four governorajiesi, Karak, Tafielh and Agaba)
showed anoderateprevalence lower than the 20%In contrast, Balga and Zarqua showed thghbist
prevalence on this indicator. For experience of physical violence since age 15 years, six governorates
(Irbid, JerashAjloun, Karak,Tafielh and Agaba) showed a prevalence less than 20% and again Balga
and Zarqua showed the highest prevalence fas thdicator. The same six governorates that showed

the low prevalence of the latter indicators also showed the low prevalence for experience of any form
of spousal violence in the last 12 months with one more governorate (Marfaq). Similar to the previous
indicators, Balga showed the highest prevalence on this indicator followed by Zarqua.

The above differences in the prevalence across the governorates produced large gaps exceeding 24
points. Figure also shows that as the prevalence of the indicatatsdgtelining and the performance

of different governorates start to differ, the inequality in the distribution of the indicators begins to
increase. Accordinglyhe measure of inequality classified as severe inequality, ever experience any
form of spoushviolence as moderate inequality and not able to negotiate sexual intercourse as low
inequality.

Moderate pevalenceindicators included two indicators, namely ever experience violence during
pregnancy and experience of physical violence in the past 12thmo Figureb3 shows that the
prevalence of ever experience violence during pregnancy was less than 5% across all governorates
with a gap between the worst and best performing governorates 3.3 points. At this low prevalence,
the differences among the gewnorates placed this indicator in the severe inequality category. For
experience of physical violence in the past 12 months, the different governorates showed a wide range
of prevalence with the lowest prevalence registered by Karak (3%) and the higlestlence
exhibited by Balq#229%) placing this indicator as highly prevalerthis governorate.
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Figure53 Prevalence ofmoderate prevalencedomestic violence related risk factors indicators by
governorates and their measures of inequality, JPFHS, 2017

Across the wealth quinti the prevalence of the two indicators of women not seeking help against
violence and men agreeing to wife beatifgwed an increase in the middle three quintiles compared

to the poorest and richest quintile with small differences among th{igure 54). The indicator of
women agreeing to wife beating showed a clear gradient with the poor women agreeing more to wife
beating. These two patterns resulted in classifying women agreeing to wife beating as severe
inequality, while the other two indicatonsere classifiedslow inequality
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Figure54 Prevalence otery high prevalencedomestic violence related risk factoigsdicators by
wealth and their measures of inequality, JPFHS, 2017

For thehigh prevalenceindicators Figure55 shows clearly the gradient in the relationship between
these indicators and wealth. For the three indicators, experience of any form of spousal violence in
the past 12 month, experience of physical violence since age 15 years, and ever experiencaany for
of spousal violence, the recurrent pattern is similar high prevalence for the first two quilmite
exceeds 20% for beinghgghly prevalent This is followedith almostsamemoderateprevalence for

the other three wealth quintileghat is less than 20 and placing these indicators as moderate
prevalencdor these wealth quintiles For the indicatonot able to negotiate sexual intercourghere

was a clear gradient from the poorest to the richesth the poorest registering a pvalence of 40%
classifying this indicator asvary high pevalenceor this quintile
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Figure55 Prevalence ohigh prevalencedomestic violence related risk factors indicators by wealth
and their measures of inequality, JPFHS, 2017

These two patterns resulted almost equal gaps for the first three indicators and a large gap for the last
one(figure56). However, the inequality measure classified experience of any form of spousal violence
in the past 12 month and ever experience any form of spousal violence as low inequality and
experience of physical violence since age 15 years and not able to negotiate sexual intercourse as
moderate inequality.

The twomoderate pevalencendicators showwo different pattern with wealth quintile¢figure56).

The first is a curved relationship between wealth and experience of violence during pregnancy through
which the poorest and richest quintiles showed high prevalence, while the middle three quintiles
showed low prevalence. Despite low prevalence andlthe gap between the lowest and highest
prevalence (1.9 points) for this indicator, the measure of inequality classified this indicator as
moderate inequality. In contrast, experience of physical violence in the last 12 month was negatively
related to wedth with a gap of 5.1 points and wassoclassified as moderate inequality.
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Figure56 Prevalence of moderate mvalencedomestic violence related risk factors indicators by
wealth and their measures of inequality, JPFHS, 2017

Educaion showed a systematic pattern with the prevalence of tley high prevalenceindicators
(figure 57). With increases in educational attainment, the prevalence of women agreeing to wife
beating andthe prevalence ohot seeking help against violence tiee. In contrast, the prevalence

of men agreeing to wife beating increases with increases in educational attainment.
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However, the overall inequality measure revealed that only women agreeing to wife beating was
classified as moderate inequality, whilte other two indicators were classified as low inequality.

Except for not being able to negotiate intercoursehah prevalencéndicators show aemigradient
patternswith education(figure 38B). In this pattern women with no education show lowsevalence

than those with primary education. However, the gradual decline in prevalence starts from primary to
higher education. For the indicator not able to negotiate intercourse the gradient was cleaw for n
education to higher education, with thoseitlv education attainment less than secondary scoring a
prevalence that exceeds 40% classifying this indicateeasigh pevalencefor them.
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Figure58 Prevalence ohigh prevalencedomestic violence related risk factors indicators by
education atiainment and their measures of inequality, JPFHS, 2017

The above patterns resulted in gaps ranging from 9.5 points for experience of any form of violence in
the past 12 months to 28.9 points for not able to negotiate sexual intercourse. The measure of
inequality for the distribution of the indicators across wealth quintile classified experience any form

of spousal violence as moderate inequality but all the other three were classified as severe inequality.

Moderate pevalenceindicators also showed semi giadt patterns with education with two
exceptional patterns (figur89). h the first pattern,the downward decline in the prevalence starts
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with primary education for experience of violence during pregnarteyr the second patterprimary
educated womerbreak the declining pattern for experience of physical violence in the last 12 months.
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Figure59 Prevalence of moderate mvalencedomestic violence related risk factors indicators by
education attainment and their measures of inequality, JPFHS, 2017

Within this latter pattern, women with no education and those with preparatory education show
prevalence that exceeds 20% placing this indicator aggh prevalencedor these two education
categories. The gaps were relatively large for the two indicatndsthe inequality measure classified
them as highly severe unequal for experience of violence during pregnancy and moderately unequal
for experience of violence in the past 12 months.

Syrians are the most vulnerable group across the two indicatorsoofem agreeing to wife beating

and no seeking help against violen(fegure ). In contrast, Jordanians showed the highest
prevalence of men agreeing to wife beatingespite the large gaps for the two indicators of women
agreeing to wife beating and rseeking help against violence (18.9 and 10.3 points, respectively) and
the small gap for men agreeing to wife beating, the overall measure of inequality classified all
indicators as low inequality.
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Figure ® Prevalence otery high prevalencedomesticviolence related risk factors indicators by
nationalities and their measures of inequality, JPFHS, 2017

For thehigh prevalencéndicators, there was clear gradient in which other nationalities are commonly
exhibiting the highest prevalence followed byi8gs and then Jordaniarfigure 6l). This gradient
showed a prevalence of more than 40% for not able to negotiate sexual intercourse for other
nationalities and Syriagand placing this indicator agryhigh pevalencefor these two groups of the
population.
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Figure @ Prevalence ohigh prevalencadomestic violence related risk factors indicators by
nationalities and their measures of inequality, JPFHS, 2017

This gradient produced a wide range of gaps ranging from 2.1 points for experience of any form of
spousal violence in the past 12 months to 13 points for not able to negotiate sexual intercourse.
However, the measure of inequality classified all indicags low inequality.

The previous pattern observed for tihighly prevalentndicators was also observed for the moderate
prevalenceindicators (figure &). Other nationalities showed the highest prevalence in the two
indicators followed by Syrian andrdanian. Experience of violence during pregnancy showed a large
gap (4.9 points) compared to it prevalence and was classified as severe inequality. Experience of
physical violence in the past 12 months showed a gap of 5.4 points and was classifiethaglality.
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Figure @ Prevalence of moderate mvalencedomestic violence related risk factors indicators by
nationalities and their measures of inequality, JPFHS, 2017

The comparisons between the inequality measures of violence against women risis taetiveen

the two year 2012 and 20Xrgévealed that there was an increase in the inequatigasuresacross the
governorates for all indicatorgtable 16) For wealth, there was a decrease in the inequality for all
indicators withtwo exceptiors, namely vomen agreeing to wife beating for any of the listed reasons
and women never sought help against spousal violeriéer education, there was an increase in the
inequality for all indicators except for experience of any form of spousal violence in the Dast 1
months.
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Table 16Measures of inequality in domestic violence related risk factors across governorates,
wealth and educational attainment between 2012 and 2017, JPFHS, 2012 &2017

. Gov Wealth Education

Indicator

2012 2017 2012 2017 2012 2017
Experience of physical violence in the past 12 months 8.5 13.2 -12.5 -6.8 -11.0 | -11.8
Any form of spousal violence in the past 12 months 6.0 11.4 -15.1 -5.9 -8.9 -8.7
Experience of physical violence since 15 year of age 4.9 10.1 -9.7 -8.1 -9.6 -14.0
Any form of spousal violence in the ever 3.9 9.1 9.4 -5.5 -8.9 -10.7
Agree to wife beating for at least one reason womer485 6.0 13.3 a7 128 43 74
years
Women never sought help against spousal violence 3.1 4.5 1.1 -1.1 0.9 -1.1

In sumtable 17 andthe investigation of thelomestic violence related risk factazan be summarized
as follows

1 Between 2012 and 2017, there was a general decrease in violence against women except for
experience of physical violence since 15 years of agesperience of spousal violence.

1 Inequality is severe by governorates and education in many low and modered@lence
indicators for domestic violence risk factors, but inequality was moderate for these types of
indicators across wealth.

1 For thevery highly prevalentindicators, except only for women agreeing to wife beating,
inequality was low. For women agreeing to wife beating, inequality was severe for
governorates and wealth, moderate for education and low for nationality

1 Inequality has been increeg for the majority of the indicators across the governorates and
education, but decreasing by wealth.

9 Individuals in the poor quintiles (poorest and poorer) and those with low educational
attainment (no education and primary) are the most vulnerable tonéstic violence risk
factors compared to other social groups

Tablel7 Summary results of domestic violence related risk factors

Indicator Prevalence SIS : : :
Gov Wealth | Education | Nationality
Ever experience violence during pregnancy () (+) ()
Experience of physical violence in the past 12 mont () ()
Experience any form of spousal violence in the past ) ) )
months
Experience of physical violence since age 15 years (+) ()
Ever experience any forof spousal violence (+) (+) ()
Not able to negotiate sexual intercourse
Women (1549 years) agreeing to wife beating for an (+)
of the listed reason
Women never sought help against spousal violenc (+) (+) (+)
Men (15-50 years) agreeing to wife beating for any o
the listed reason

Note: ) indicates decrease between 2012 and 2017 and (+) indicates increase between 2012 and 2017.
For prevalence I:l Moderate Prevalence<20%}|:| High 20%<Prevalence<40f1. Very highPrevalence>40%

For inequality |:| Low (ID/IC<5%) D Moderate (5% <|D/IC<1OW“ Severe (10% <ID/CI<20%)
6.4 (CDONCLUDING REMARKS

1 Twentyone of the twenty seven indicators of reproductive health indicators were at least
20%prevalent health indicators. Out ofhose twenty one, 13 indicators weraery high
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prevalencewith a prevalence greater than 40%. Ten of these 13 indicators were related to
HIV/AIDS related risk factors and 3 in the domestic violence risk factors.
The majority of the indicators showechprovementsbetween 2012 and 2017.
Inequality was wide spread by education and wealth followed by the governorates and
nationality. The severity of inequality was high by education followed by wealth and
governorates
o Twelve indicators were severely uneal by education and four were moderately
unequal.
o Five indicators were severely unequal by wealth, while 11 indicators were moderately
unequal
0 Across governorates, 9 indicators of the investigated indicators showed severe
inequality and 3 were moderately unequal.
o For nationality, only five indicators were severely unequal amal \were moderately
unequal.
Inequality has been increasing acrdbge governorates and education but decreasing by
wealth.
Individuals in the poorest or poorer wealth quintiles, those with no education and Syrian are
the most vulnerable social groups showing the highest prevalence in the majority of the
indicators
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Talde 18 summary measures of reproductive health

Indicator

Prevalence

STratifiers

Adolescent child bearing (<18 years)

(+)

Women who does not own health care
decision

()

Early marriage (<1§ears)

Multiparity (5+ children)

Consanguinity

Risky birth intervals (23 months)

No knowledge of HIV/AIDS (women)

No Knowledge of MTCT (women)

No knowledge of STI (women)

Discriminatory attitudes against PLWH
(women)

No comprehensive knowledge of HIV for
young (1524) (women)

No comprehensive knowledge of HIV
(women)

No knowledge of HIV/AIDS (men)

No Knowledge of MTCT (men)

No knowledge of STI (men)

Discriminatory attitudes against PLWH (mel

No comprehensive knowledge of HIV for
young (1524) (men)

No comprehensive knowledge of HIV (men)

Ever experience violence during pregnancy

Gov

©)

(+)
@)

Wealth

()
0
()

(+)

()
(+)

Education| Nationality

(+)

(+)

()

(*+)

()

(+)

()

0

(+)

()

Experience of physical violence in the past |
months

Experience any form of spousal violence in
the past 12 months

Experience of physical violence since age !
years

Ever experience any form of spousal violen

(+)

()

©)

Not able to negotiate sexual intercourse

Women (1549 years) agreeing to wife beatir
for any of the listed reason

Women never sought help against spousal
violence

Men (1550 years) agreeing to wife beating
for any of the listed reason

For prevalence | | Moderate Prevalence<20%)

For inequality |:| Low (ID/IC<5%)

|:| Moderate (5% <ID/IC<10%|. Severe (10% <ID/CI<20%)

(+)

G

()

*)

High 20%<Prevalence<40‘4. Very high Prevalence>40%
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7 HEALTHECTORERFORMANQ®EID GPACITY

The fealth g/stemis an important determinant of the health and health inequaliyccording to the
conceptual framework adopted in this study the health system is an intermediary social arrangement.
The fairness of the health system is judged by its ability to respotitetdifferentiated health needs

of the different social groupsThe current section is dedicated to exploration of the health sector and

its ability to meet the required health needs in Jorddn.investigating health sectothe indicators

for the hedth sector performance and capacity were identified in WHO framework for monitoring and
evaluation of health systesstrengthening(2009¥2 health sector indicators were classified in to
health sector performance and health sector capacityPFHS 201gffers an extensive and large
number of indicators that can assess the health sector performance in Jordan with particular focus on
maternal and reproductive health and child health. In the current work, health sector performance
indicators incorporate idicators that aremainly the responsibility of the health sector. However, it
should be noted that these indicators also are not solely the responsibility of the health sector since
other sectors and factors might influence these indicators and hencetbestors are partners and
major stakeholders in improving these indicators. For example, absence of postnatal care can be
attributed to ill performance of the health sector but it can also be attributed to cultural factors.
Overall, the JPFHS 2017 off@ré4 indicators for health sector performance. To allow proper
exploration of their priorities and inequality priorities, these indicators were further classified into 6
main subcategories according to their area of performance, namely. Infant healkth,hefgilth and
nutrition, prenatal care, delivery and postnatal care, family planning and other reproductive health.

In contrast to the large number of indicators exploring health sector performance, only limited
number of indicators assessed health sectapacity and they were all related to women facing
difficultiesin accessing health services.

7.1 HEALTH SECTOR PERADRE
7.1.1 Healthsectorperformancefor infant health

Four indicators are exploretiealth sector performancdor infant health. These are related to
breastfeeding practices and receiving postnatal care. Fig@rehows that all health performance
indicators have improved significantly between 2012 and 2017. Only exception is the percentage of
infant who were notbreastfed, which increased during the same period from 6.9 in 2012 to 8.3 in
2017. It also important to note that except for the no breastfeeding, the other three indicators
declined from being &igh prevalenthealth indicator in 2012 tbeingmoderateprevalentin 2017.
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00 |
No breastfeeding No postnatal care for child No postnatal check during No breastfeeding within 1
the first 2 days after birth day of birth
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Figure63 Prevalence of infant healtiHSperformance indicators in Jordan,
JPFHS, 2012 & 2017
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Despite the fact that all four indicators for health sector performance for infant health exhibited
moderate pevalenceat the national level, their prevalence exceeded the 20% threshold for being
highly prevalenthealth indicators in some governorategfigure 64). This is observed foron
breastfeeding within the first day of birth in Zarqua, Madaba Ajildun For no pomatal care in the

first two days of birthjthe governorates of Madaba, Mafraq, Karak, Maan, and Aquaba showed
prevalence that exceeded 20% classifying this indicatohigh prevalenceindicator for these
governorates. For no postnatal care for the chilthdaba, Mafrag, Karak, Maan and Aquaba had high
prevalence approaching or exceeding the 20% threshold fogla prevalencelassification.For the

no breastfeeding, almost all governorates showed similar prevalence of less than 10%, but four
governorae stand out as they exhibit a prevalence greater than 10% namely Zarqua, Mafraq, Tafielh
and Maan.
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No breastfeeding No postnatal care for childNo postnatal check within theo breastfeeding within 1 day
first 2 days of birth of birth

mAmman mBalga mZarqua = Madaba mirbid mMafrag mJerash mAljoun mKarak mTaflh mMaan mAquaba

Figure64 Prevalence of infant healthiHSperformance indicators by governorates and their
measures of inequality, JPFHS, 2017

The above differences generated gaps ranging between 8.1 points for no breastfeeding and 16.9
points for no postnatal care within the first two days of birth. Inequdtitythe indicatordistribution

across the governorates showed that the three indicators (no postnatal care for child, no postnatal
care within thefirst two days of birth and no breastfeeding were classified as severe inequality, while
on breastfeeding was classified as moderate inequality.

For wealth quintilesFigure65 shows a repeated pattern across the four indicators. This pattern
implies nolarge differences among the five wealth quintiles but the two worst performing quintiles
are the poorest and richer quintiles. For breastfeeding related indicators, the worst performing wealth
quintile is the richerAlso for these two indicators, the hiest showed very low prevalence compared

to all the other quintiles.
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