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Purpose 
The aim of this policy brief is to highlight opportunities to strengthen the Jordanian health system with 
a focus on healthcare quality, access and equity for people with 
noncommunicable diseases (NCDs). It is noted that this brief may 
be relevant to both government health actors as well as potential 
partners in the non-profit and for-profit health sectors. This 
document is based upon a 3-phase process that took place in 
2018 and 2019 and included (1) a scoping review of the NCD 
intervention literature from urban refugee contexts in the Middle 
East and North Africa, (2) a qualitative NCD study conducted in 
Jordan with urban based Syrian refugees3 and (3) an expert 
consultative convening, hosted in Amman, to identify 
intervention and policy recommendations.  
 
The first two phases focused on the NCD needs of refugees in urban settings. However, in an effort to 
ensure quality, access and equity across all communities, the third phase and the final 
recommendations address common NCD needs across all populations residing in Jordan. This brief also 
builds on Jordanian national plans and strategies, research and implementation efforts conducted in 
the Middle East and North Africa (MENA) and examples from diverse settings across the globe.  
 

Jordanian health sector strategies and responses 
Jordan has achieved measurable improvements in health and development, while managing social and 
economic pressures, including conflicts in neighboring nations and the influx of more than one million 
Syrian refugees. More specifically, Jordan has made impressive strides in the health domain including 
the reduction of child mortality from 37 per 1,000 live births in 1990 to 18 per 1,000 live births in 2015, 
and the reduction of maternal mortality from 110 per 100,000 live births in 1990 to 58 per 100,000 live 
births in 2015.4 5 In addition, life expectancy stands at 74.4 years and the nation has effectively 
controlled vaccine preventable diseases, including measles and polio.6  
 
Building on these achievements, the 2015-2019 Health Sector Strategy outlines further advances in 
health with commitments to universal health coverage (UHC) and the improvement of the quality of 
services provided in hospitals and health centers. The strategy articulates a specific focus on achieving 
UHC for Jordanian citizens, reducing variation in the quality of care provided and increasing the 
utilization of clinical guidelines and protocols. In addition to strengthening the health system for 
Jordanian citizens, the government is also focusing on these issues among refugee populations, as 
described in the 2018-2020 Jordan Response Plan (JRP). The JRP presents specific health objectives 
including the improvement of quality and access at the primary, secondary and tertiary levels. 
 
This policy brief is well aligned with Jordan’s National Health Sector Strategy and the 2018-2020 JRP. 
The brief aims to build on Jordan’s approaches and identify additional steps for improving the access 
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and quality of NCD care and the equitable distribution of services for both citizens and displaced 
populations in urban areas. The following sections outline NCD challenges in Jordan and provide 
recommendations and case examples from MENA, as well as other settings across the globe. 
 
The NCD burden 
In 2018, NCDs accounted for 71% of all deaths globally,7-9 74% of deaths in the MENA region and 76% 
in Jordan.10 11 The vast majority of NCD deaths are due to cardiovascular disease, chronic respiratory 
disease, cancer and diabetes.12 Prevalence of these diseases and their risk factors are particularly high 
in Jordan.13-15 In 2018, Abujbara et al. conducted a national survey in Jordan that identified 
hypercholesterolemia (a risk factor for cardiovascular disease, stroke) in 44.3% of the adult population, 
a two-fold increase since 1994.13 Diabetes and impaired fasting glucose prevalence was also high--
approximately 25% in 2008, with obesity prevalence at 51.7% of the population.13 16 Jordanian citizens 
share a similar epidemiologic profile to Syrian refugees. Thus, the presence of large numbers of 
refugees has likely increased the health burden and made health system strengthening vital. 
 
In addition to the adverse impact of NCDs on the health of the population, NCDs are also a threat to 
economic development.12 17 They decrease productivity among employed adults, increase disability as 
a result of secondary complications and cause catastrophic spending, pushing people further into 
poverty.12 18 NCDs are an urgent concern to various stakeholders who are tasked with promoting 
wellness among both Jordanians and displaced populations. National health systems and humanitarian 
actors are challenged by these pressures and are called to adapt and innovate. Opportunities exist to 
prioritize quality, access, and equity for all those seeking NCD care in Jordan. 
 
Why invest in quality, access and equity? 
This policy brief is focused on strengthening the Jordanian health system with specific attention to the 
quality, access and equity of NCD services in urban areas. In 2018, the Lancet Commission on High 
Quality Health Systems linked poor quality care to resource wastage (i.e., inadequate care 
coordination, medical errors), reduced confidence in the health system and poor health outcomes, 
such as loss of function and mortality.9 People with NCDs require healthcare that is well-coordinated, 
comprehensive in nature and continuously available. Several studies, in Jordan and globally, note gaps 
in the health systems’ ability to provide care that meets these criteria.7 16 It was estimated that in 2016, 
5 million deaths in low-and middle-income countries were a result of poor quality care.19    
 
The equitable distribution of services is also key to achieving national targets and the Sustainable 
Development Goals. Equity has been defined as “the absence of systematic disparities in health 
between groups with different levels of underlying social advantage/disadvantage.” Inequity in health 
systems may result in specific groups being unable to access high quality care. Kruk et al (2018)9 noted 
that inequity in the health system impacts the most marginalized (i.e., people with disabilities, the 
poor, migrants and refugees). The authors also state that health is a public good – a service that exists 
for the benefit of whole societies.  
 
The purpose of this brief is to present recommendations that will strengthen the quality, equity and 
access to care for people with NCDs in Jordan. Consistent with Jordan’s commitment to the UHC 2030 
Compact and the Jordan Response Plan, these recommendations apply equally to refugees and 
Jordanians living with NCDs in urban settings.  
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Recommendation #1: Pilot financial mechanisms that reduce healthcare 
costs and expand coverage for NCD services among vulnerable populations 
 

Refugees and vulnerable citizens experience difficulties accessing high quality health services.9 In 
middle-income settings limited access is partly a result of health services being unaffordable. Universal 
health coverage (UHC) has been touted as the solution to issues of access and equity but has been 
difficult to achieve for all citizens and displaced persons.20 One part of the debate centers around who 
should be included in the term “universal”?21 The SDGs frame UHC as inclusive of all, including 
traditionally marginalized groups, such as migrants and refugees.20 Host countries critique this broad 
definition as burdensome and unsustainable.21 However, the protracted nature of forced migrations 
has resulted in the exploration of new mechanisms for funding health services and reducing cost.22  
 
There are various approaches to expanding coverage for marginalized groups. The first option is 
traditional health insurance.2 Several countries have expanded their national insurance plans to 
incorporate refugees, while others have developed parallel insurance schemes, specifically created for 
refugee populations. For example, Costa Rica’s national health service covers select needs for refugees 
(i.e., emergency care) and requires enrollment in the national insurance plan to access other services. 
UNHCR, however, covers the costs of the most vulnerable refugees diagnosed with chronic illnesses.23  
 
The second option is community-based health insurance (CBHI), which is common for addressing the 
needs of citizens and is increasingly being considered for displaced populations. CBHI often focuses on 
the poor and is administered at the community level by NGOs, rather than the national government. 
This mechanism has been implemented in Ethiopia, China, Rwanda and India to support women and 
farmers.24 In addition to traditional insurance and CBHI, other mechanisms have been suggested, 
including catastrophe bonds and pay-for-performance.2 Costing exercises and novel funding 
mechanisms must be explored in order to provide equitable access to high quality care.  

Salamat Health Insurance Case Study: Iran2 
 

More than 1 million Afghan refugees reside in urban settings in Iran. In response to the protracted 
nature of displacement, the Iranian government, in partnership with UNHCR and a public-private 
company, established Salamat Health Insurance Coverage for refugees from Afghanistan. UNHCR 
contributes to the insurance scheme in order to lower the premiums paid by enrollees and pays 

the premiums or co-payments for the most vulnerable (less than 15% of the population).   
 

Insurance coverage for refugees was introduced in 2011 and has continuously grown to meet the 
needs of more members of the refugee community. This insurance package covers hospital stays, 

outpatient services, antenatal care, family planning, primary care visits, labs, medications and 
other treatments. The program has been lauded for its innovative approach and for its attention to 
specific NCD diagnoses including hemophilia and multiple sclerosis, as well as common treatments 

including dialysis and kidney transplant.  
 

Several other countries have also extended their insurance schemes to cover refugees including 
Cambodia and Costa Rica. Formal evaluations of the effectiveness of these insurance schemes 

have not been completed. However, UNHCR continues to champion the inclusion of refugees into 
national insurance plans and to partner with interested parties, both private and public. 
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Recommendation #2: Create national level quality improvement (QI) 
collaboratives aimed at enhancing NCD services across all sectors  
 

Quality improvement initiatives “make changes that lead to better patient outcomes, better system 
performance and better professional development.”25 Investing in quality also increases the demand 
for services as people recognize the value of engaging with the health system. QI includes improving 
healthcare services at the facility level, as well as large-scale national level leaps forward in the quality 
of care provided to all people, across all settings.1 26 These efforts may include introducing key 
performance indicators, adapting clinical guidelines, refining referral pathways, developing checklists 
to prevent medical errors, or measuring patient satisfaction and reducing patient wait times.1 27-29  
 
Key performance indicators (KPIs) measure health systems performance and provide decision-makers 
with the tools to track progress and improvement, compare quality across sites, reward good 
performance and support poor performing teams. Examples of KPIs include process measures such as 
average patient wait time to treatment, percent of diabetic patients who received eye exams, the 
proportion of people who had heart attacks and received rehabilitation, or the rate of infections post-
surgery in the hospital setting. At the national level, health systems benefit from measuring and 
monitoring these indicators, using the results to guide action to enhance care. KPIs have been 
implemented in various settings including the United States, Ethiopia, Spain and South Africa.30 31  
 
Clinical guidelines and algorithms are also useful for improving the quality of NCD services. These tools 
aid clinicians in decision-making about medications, counseling, laboratory testing and referrals. 
Studies in MENA region note challenges to introducing clinical guidelines and encouraging adherence 
among physicians. However, other studies present effective interventions that aid clinicians in using 
these tools (on electronic platforms) to change their practice behavior, better document service 
delivery and improve the quality of care provided to people with NCDs and other comorbidities.27 32 33  

Ethiopian Hospital Alliance for Quality Case Study: Ethiopia1 
 

Between 2012-2014, the Ethiopian Ministry of Health (MOH) implemented a national level quality 
collaborative/alliance aimed at improving patient satisfaction across 120 government hospitals. 
This work was commissioned in reaction to large variations in health systems performance and 

healthcare quality across various districts and regions. 
 

All hospitals were enrolled in the collaborative and had to report patient satisfaction on a 
quarterly basis to the MOH. Fifteen hospitals were recognized and rewarded for their 

performance on patient satisfaction and other related key performance indicators (KPIs). These 
high performing facilities were then assigned the role of mentor/coach to other hospitals that 

struggled with achieving key targets. Coaching efforts took place by phone and through tailored 
workshops. Coaching focused on identifying operational problems, understanding root causes and 

piloting solutions to gaps in patient care. 
 

Hospitals were provided with a Change Package, a concise, creative tool for introducing best 
practices that would improve patient satisfaction. The Package contained practices from across 

Ethiopia, highlighting the feasibility of transforming service delivery in resource-limited settings. A 
pre-post intervention study identified significant changes to patient satisfaction nationally.   
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Conclusion 
The rising burden of NCDs in Jordan calls for greater investment in healthcare quality, access and 
equity for marginalized Jordanians and refugees living in Jordan. Opportunities exist for national level, 
transformative approaches to expanding insurance coverage and engaging in continuous quality 
improvement efforts. Insurance models that cover the most vulnerable will not only expand access and 
equity but also improve health outcomes and reduce catastrophic expenditures among people with 
NCDs. In addition, large-scale quality improvement initiatives will motivate the health sector to provide 
NCD care that is comprehensive, coordinated and continuous and thus reduce the likelihood of 
increased suffering, morbidity and mortality among people with long-term illnesses. A focus on quality, 
access and equity is centered in the global commitment to the SDGs and will aid Jordan in building a 
resilient health system that can effectively respond to future stress, pressures and crises.  
 
Further reading 
1. Linnander E, McNatt Z, Sipsma H, et al. Use of a national collaborative to improve hospital quality in a low-income 

setting. International health 2016;8(2):148-53. doi: 10.1093/inthealth/ihv074 [published Online First: 2016/01/23] 
2. Spiegel P, Chanis R, Trujillo A. Innovative health financing for refugees. BMC Med 2018;16(1):90. doi: 10.1186/s12916-

018-1068-9 [published Online First: 2018/06/16] 
3. McNatt ZZ, Freels PE, Chandler H, et al. "What's happening in Syria even affects the rocks": a qualitative study of the 

Syrian refugee experience accessing noncommunicable disease services in Jordan. Conflict and health 2019;13:26. 
doi: 10.1186/s13031-019-0209-x [published Online First: 2019/06/19] 

4. UNICEF. Levels & Trends in Child Mortality. New York, New York, 2015. 
5. WHO. Trends in Maternal Mortality: 1990 to 2015. Geneva, Switzerland, 2015. 
6. Bank W. Life expectancy at birth, total (years) 2019 [Available from: https://data.worldbank.org/indicator/sp.dyn.le00.in 

accessed March 26, 2019. 
7. Aebischer Perone S, Martinez E, du Mortier S, et al. Non-communicable diseases in humanitarian settings: ten essential 

questions. Conflict and health 2017;11:17. doi: 10.1186/s13031-017-0119-8 [published Online First: 2017/09/22] 
8. WHO. World Health Statistics: 2018 Monitoring Health for the SDGs, Sustainable Development Goals. Geneva, 

Switzerland, 2018. 
9. Kruk ME, Gage AD, Arsenault C, et al. High-quality health systems in the Sustainable Development Goals era: time for a 

revolution. Lancet Glob Health 2018 doi: 10.1016/S2214-109X(18)30386-3 [published Online First: 2018/09/10] 
10. Di Cesare M, Khang YH, Asaria P, et al. Inequalities in non-communicable diseases and effective responses. Lancet 

(London, England) 2013;381(9866):585-97. doi: 10.1016/s0140-6736(12)61851-0 [published Online First: 
2013/02/16] 

11. WHO. NCD Country Profiles: World Health Organization; 2011 [cited 2011. Available from: 
http://www.who.int/nmh/countries/2011/syr_en.pdf?ua=1 accessed September 25 2018. 

12. Probst-Hensch N, Tanner M, Kessler C, et al. Prevention--a cost-effective way to fight the non-communicable disease 
epidemic: an academic perspective of the United Nations High-level NCD Meeting. Swiss Med Wkly 
2011;141:w13266. doi: 10.4414/smw.2011.13266 [published Online First: 2011/09/09] 

13. Abujbara M, Batieha A, Khader Y, et al. The Prevalence of Dyslipidemia among Jordanians. J Lipids 2018;2018:6298739. 
doi: 10.1155/2018/6298739 [published Online First: 2018/12/05] 

14. Afshin A, Micha R, Khatibzadeh S, et al. The impact of dietary habits and metabolic risk factors on cardiovascular and 
diabetes mortality in countries of the Middle East and North Africa in 2010: a comparative risk assessment 
analysis. BMJ open 2015;5(5):e006385. doi: 10.1136/bmjopen-2014-006385 [published Online First: 2015/05/23] 

15. Khassawneh BY, Samrah SM, Jarrah MI, et al. Prevalence of undiagnosed COPD in male patients with coronary artery 
disease: a cross-sectional study in Jordan. International journal of chronic obstructive pulmonary disease 
2018;13:2759-66. doi: 10.2147/copd.S172679 [published Online First: 2018/09/21] 

16. Rahim HF, Sibai A, Khader Y, et al. Non-communicable diseases in the Arab world. Lancet (London, England) 
2014;383(9914):356-67. doi: 10.1016/S0140-6736(13)62383-1 [published Online First: 2014/01/24] 

17. Beaglehole R, Bonita R, Alleyne G, et al. NCDs: celebrating success, moving forward. Lancet (London, England) 
2011;378(9799):1283-4. doi: 10.1016/S0140-6736(11)61559-6 [published Online First: 2011/10/11] 



Policy brief #3, 2019 
 

6 

18. Kien VD, Van Minh H, Giang KB, et al. Socioeconomic inequalities in catastrophic health expenditure and 
impoverishment associated with non-communicable diseases in urban Hanoi, Vietnam. International journal for 
equity in health 2016;15(1):169. doi: 10.1186/s12939-016-0460-3 [published Online First: 2016/10/16] 

19. Kruk ME, Gage AD, Joseph NT, et al. Mortality due to low-quality health systems in the universal health coverage era: a 
systematic analysis of amenable deaths in 137 countries. Lancet (London, England) 2018 doi: 10.1016/S0140-
6736(18)31668-4 [published Online First: 2018/09/10] 

20. Brolan CE, Forman L, Dagron S, et al. The right to health of non-nationals and displaced persons in the sustainable 
development goals era: challenges for equity in universal health care. International journal for equity in health 
2017;16(1):14. doi: 10.1186/s12939-016-0500-z [published Online First: 2017/02/22] 

21. Blanchet K, Fouad FM, Pherali T. Syrian refugees in Lebanon: the search for universal health coverage. Conflict and 
health 2016;10:12. doi: 10.1186/s13031-016-0079-4 [published Online First: 2016/06/03] 

22. Spiegel P, Khalifa A, Mateen FJ. Cancer in refugees in Jordan and Syria between 2009 and 2012: challenges and the way 
forward in humanitarian emergencies. Lancet Oncol 2014;15(7):e290-7. doi: 10.1016/S1470-2045(14)70067-1 
[published Online First: 2014/05/30] 

23. Guterres A, Spiegel P. The state of the world's refugees: adapting health responses to urban environments. Jama 
2012;308(7):673-4. doi: 10.1001/2012.jama.10161 [published Online First: 2012/08/16] 

24. Carrin G, Waelkens MP, Criel B. Community-based health insurance in developing countries: a study of its contribution 
to the performance of health financing systems. Tropical medicine & international health : TM & IH 
2005;10(8):799-811. doi: 10.1111/j.1365-3156.2005.01455.x [published Online First: 2005/07/28] 

25. Batalden PB, Davidoff F. What is "quality improvement" and how can it transform healthcare? Qual Saf Health Care 
2007;16(1):2-3. doi: 10.1136/qshc.2006.022046 [published Online First: 2007/02/16] 

26. Ayers LR, Beyea SC, Godfrey MM, et al. Quality improvement learning collaboratives. Qual Manag Health Care 
2005;14(4):234-47. [published Online First: 2005/10/18] 

27. Doocy S, Paik KE, Lyles E, et al. Guidelines and mHealth to Improve Quality of Hypertension and Type 2 Diabetes Care for 
Vulnerable Populations in Lebanon: Longitudinal Cohort Study. JMIR mHealth and uHealth 2017;5(10):e158. doi: 
10.2196/mhealth.7745 [published Online First: 2017/10/20] 

28. Khader A, Ballout G, Shahin Y, et al. Diabetes mellitus and treatment outcomes in Palestine refugees in UNRWA primary 
health care clinics in Jordan. Public Health Action 2013;3(4):259-64. doi: 10.5588/pha.13.0083 [published Online 
First: 2013/12/21] 

29. Bashford T, Reshamwalla S, McAuley J, et al. Implementation of the WHO Surgical Safety Checklist in an Ethiopian 
Referral Hospital. Patient Saf Surg 2014;8:16. doi: 10.1186/1754-9493-8-16 [published Online First: 2014/04/01] 

30. McNatt Z, Linnander E, Endeshaw A, et al. A national system for monitoring the performance of hospitals in Ethiopia. 
Bulletin of the World Health Organization 2015;93(10):719-26. doi: 10.2471/BLT.14.151399 [published Online First: 
2015/11/26] 

31. Bradley EH, Nallamothu BK, Herrin J, et al. National efforts to improve door-to-balloon time results from the Door-to-
Balloon Alliance. Journal of the American College of Cardiology 2009;54(25):2423-9. doi: 
10.1016/j.jacc.2009.11.003 [published Online First: 2010/01/20] 

32. Santoro A, Abu-Rmeileh N, Khader A, et al. Primary healthcare reform in the United Nations Relief and Works Agency for 
Palestine Refugees in the Near East. Eastern Mediterranean health journal = La revue de sante de la Mediterranee 
orientale = al-Majallah al-sihhiyah li-sharq al-mutawassit 2016;22(6):417-21. [published Online First: 2016/10/01] 

33. Khader A, Farajallah L, Shahin Y, et al. Cohort monitoring of persons with hypertension: an illustrated example from a 
primary healthcare clinic for Palestine refugees in Jordan. Tropical medicine & international health : TM & IH 
2012;17(9):1163-70. doi: 10.1111/j.1365-3156.2012.03048.x [published Online First: 2012/08/01] 

 


