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Executive Summary

The purpose of this evaluation was to determine the overall success of the Healthcare Aid for Syrian
Refugee project conducted by Islamic Relief Jordan. To do so, the project was analyzed through the
framework of the OECD Evaluation Criteria in order to gauge its relevance, coherence, effectiveness,
efficiency, impact, and sustainability.

Key Findings:
Relevance

Broadly, the project was found to be highly contextually relevant. Interviews with external partners and
other actors within the field, as well as focus group discussions with beneficiaries, revealed that the project
addresses a clear and real need for healthcare amongst Syrians and other disenfranchised populations.
Mobile health clinics were found to reach individuals who may not otherwise have access to care, and the
fact that both primary, secondary, and tertiary health services were provided at no cost to recipients
enabled individuals to receive services which would otherwise be unaffordable.

Furthermore, the project was found to be in alignment with community needs, with beneficiaries noting
that the most important services were covered by the project. However, beneficiaries also noted that there
were some areas which were not covered which they still required services, such as dental and eye care. In
some areas, no alternative care provider was available for these services. The project was also seen to align
with the needs of stakeholders, such as MoH and UNHCR, as revealed through key informant interviews
with field partners, government representatives, and representatives from the UNHCR.

Finally, all services (mobile health clinics, secondary and tertiary
heaI'icare, and health awareness sessions) Wgre found tq be reported being
con5|dered ge.nerally accesngle. by the beneficiary populat!on. 9 60/ treated with
That being said, some beneficiaries of secondary and tertiary o high levels of
services reported difficulties in reaching the hospitals which g

their procedures took place, in particular women and Syrians. respect.
Finally, services were broadly considered social and culturally
accessible by all beneficiaries, with participants feeling that cultural values of privacy and modesty were
respected, as well as reporting a general sense of respect from IRJ staff and their partners. Women were
more likely than men to report that they felt comfortable and respected by IRJ staff.

Coherence

The project was found to be coherent with other stakeholders, particularly the work of IRW’s partners
within the field. In particular, IRJ was found to have formed valuable partnerships with grassroots CSOs
which have assisted in identifying and targeting vulnerable populations. Routinely, IRJ was spoken of very
highly by partners, including representatives from other INGOs, the UNHCR, and governmental partners.
Furthermore, the project was found to align with international standards of healthcare provision within
humanitarian contexts, based on standards established by WHO and Sphere.



However, the project was found to lack some internal coherence; in particular, inconsistencies were found
in how referral processes were conducted as well as follow-up on complaint mechanisms. Furthermore,
the project was found to have consistent challenges with name recognition amongst beneficiaries, who
received services but were unaware that those services were provided by IRJ. That being said, there were
also clear efforts made to improve internal coherence, such as utilization of the united database.

Effectiveness

Effectiveness measures the extent to which planned
outcomes were achieved, and that these outcomes were
equitable across populations. Broadly, the program was
found to be highly effective, meeting and exceeding targets
for planned outcomes in terms of both the number of
beneficiaries as well as their overall satisfaction.

Broadly, all populations reported high levels of satisfaction
with IRW services. However, Jordanians were more likely
than Syrians to report that they had received the help that
they needed at mobile health clinics (MHCs), as well as had
generally higher satisfaction rates. However, within focus
group discussions, participants said that they felt that
treatment was equitable across nationalities.

One area in which the effectiveness of the program was
somewhat lacking was within its feedback and complaints
mechanism. While there was a mechanism present, many
of the beneficiaries within Klls and FGDs were unaware of

72%
97%
91%

Reported
moderate to high
satisfaction with
MHCs

Reported moderate
to high satisfaction
with awareness
sessions

Were very satisfied
or satisfied with
secondary and
tertiary services

it or unsure how to utilize it. Furthermore, additional interviews indicated the response to feedback and
complaints was not always systematic and could be improved with greater community input in the future.

Efficiency

reported MHC
wait times to
be good or
very good.

80%

The intervention was found to be highly cost efficient, with
several provisions made which allowed for increased cost
efficiency, ultimately allowing the IRJ team to exceed the number
of beneficiaries in every program area.

Furthermore, delivery of services was found to be generally quite
timely, with the vast majority of service recipients for both

mobile health clinics as well as secondary and tertiary healthcare reporting that wait times were
reasonable. In particular, participants in focus group discussions reported that wait times were significantly
better than that of alternative care options, such as the public health clinics.



Impact

Broadly, the intervention was found to be highly impactful for

beneficiaries, both in terms of immediate and long-term Reported that
impacts. For example, 85% of secondary and tertiary healthcare o) they have had
recipients reported long-term positive health impacts from their 85 /O long-term health
surgery, with 58.5% reporting that their health improved improvement
immensely post-surgery. Furthermore, the health awareness after surgery
sessions were found to be highly effective and impactful for
beneficiaries, with 99% of participants reporting gaining new
knowledge and improved understanding of health topics
through engagement in awareness sessions. Reported better

N . _ understanding
There were also a number of positive unintended impacts, such 990/ after health
as the role of the project in increasing information about COVID- 0

awareness

19 prevention measures, and in particular vaccine safety. Klls )
revealed that a number of beneficiaries who were hesitant or sessions
unwilling to get vaccinated elected to do so after consultation
with IRJ staff. Finally, the creation of networks with local CSOs and international organizations led to the
creation of a detailed database of beneficiaries, which has assisted in optimizing the delivery of services
not only for IRW’s beneficiaries but its partners as well.

Sustainability

Some aspects of the intervention were found to be sustainable in that their impact would be continuous in
the aftermath of the project, such as increased health awareness and improved life quality for the majority
of patients of surgeries. However, other aspects of the project — more specifically, the hemodialysis
component - require continued support in order for the benefits to be sustained. The initiative’s
sustainability can be increased through a focus on developing MOH’s local capacity; however, there are
associated challenges with this as well. With regards to environmental sustainability was taken into
consideration at the design and implementation of the initiative, such as through the responsible disposal
of waste.

The benefit of beneficiaries having increased health awareness is likely to continue, particularly as IRJ staff
noted in the interviews that they would ensure that community leaders were present in the health
awareness sessions in order to allow trickling down of information to their household and community
members.

Key Recommendations:

Improve transportation to and from hospitals for secondary and tertiary healthcare recipients.
Increase services available for beneficiaries.

Invest in outreach components at the local community levels.

Improve integration with MOH.

Improve awareness of IRJ amongst beneficiaries.

vk wN e
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15.

16.
17.

18.
19.

Improve internal consistency in the application of policies and procedures.

Improve post-surgery communication for secondary and tertiary service recipients.

Continue to target under-represented areas, such as rural camps, in future interventions.
Replicate efforts of negotiating prices to ensure the most efficient cost during the procurement of
supplies and service so that the best price can be obtained for future interventions.

. Adjust mechanism for medicine distribution for dialysis patients.
11.
12.
13.
14.

Improve feedback and complaints mechanism.

Increase clarity of the schedule and location of the mobile health clinics.

Standardize surgery eligibility criteria.

Increase the budget to allow a larger number of beneficiaries to be served and to cover a wider
variety of services, specifically including more surgeries.

Consider implementing similar initiatives addressing the healthcare needs of the Syrian population
to improve their access to quality healthcare, quality of life, and mortality rate.

Design a comprehensive approach at a programmatic level rather than single projects.

Include preventative and early warning awareness to more common and chronic health issues for
the awareness-raising component to ensure more long-term impact.

Invest in the development of the MOH’s health services.

Consider implementing a training-of-trainers component to awareness sessions for local CBOs and
community leaders.



1. Introduction:

Islamic Relief Worldwide has contracted Phenix Center for Economic and Informatics Studies to conduct an
evaluation of its Healthcare Aid for Syrian Refugees in Jordan Project. Islamic Relief Worldwide (IRW) is an
international aid and development charity aiming to alleviate the suffering of the world’s poorest people.
Islamic Relief USA (IRUSA) is a 501 (c)(3) tax exempt charity, based in the United States, that strives to
alleviate poverty, hunger, illiteracy, and diseases worldwide regardless of color, race, religion, or creed. In
Jordan, Islamic Relief is committed to serving those in need, especially refugees from countries such as
Syria, Irag, Yemen, Palestine living in camps and host communities in Jordan. The Kingdom currently hosts
an estimated 1.3 million Syrians, constituting about 10% of the population. Over the course of the last three
years, IRW, through Islamic Relief Jordan (IRJ) has conducted the project IRUSA-funded “Healthcare Aid for
Syrian Refugees” aiming to enhance access to healthcare services for Syrian refugees in Jordan. This project
came as part of a bigger program that started in 2014. Syrian refugees received free healthcare during the
first years of the crisis (2012 -2014), after which they became only eligible for 80%-reduced rates similar to
uninsured Jordanians rates. However, in early 2018, due to Jordan’s inability to cope with the increasing
needs, national authorities canceled the reduced rates for refugees living outside camps, making health
care unaffordable for the majority of refugees. All these factors placed additional pressure on international
NGOs to cover the shortage in healthcare needs. The overall objective of the project is to reduce the
mortality rate on the one hand and improve the health situation for Syrian refugees and poor Jordanian
families in Jordan. This evaluation examines how well the project was able to meet its goals, lessons learned
for future interventions, and its adherence to international standards.

Information about the project:

The project aimed to provide Syrian Refugees with primary, secondary and tertiary healthcare according to
their needs. Also, Hemodialysis service coverage for end stage renal disease patients. In addition to that,
the project aimed to raise health awareness in the community to reach the ultimate goal of reducing
mortality rate and improved health situation for the Syrian refugees and poor Jordanians families in Jordan.

Overall, the project reached 35,595 beneficiaries, 9164 Jordanian, 26,126 Syrian and 305 patients of other
nationalities. The demographic composition of the targeted population indicated that the most targeted
group was females 62% while the percentage of males was 38%. The most served age group were children
upto1l7.

Health awareness sessions were implemented within the following geographical areas: Ramtha, Jerash,
Mafrag, Amman, Irbid, Zarga, Ma’an and Karak. 2,698 participants attended 63 health awareness sessions
on the following topics: first aid (with a first aid kit), personal hygiene (with hygiene items for kids and
adults), winter diseases (medicinal herbs), breast cancer (honey and antioxidants), asthma (nebulizers) and
diabetes (no distributed kit). While 1547 of the participants received health kits from IRJ, relative to the
topic that was given. IRJ cooperated with Palestine Children's Relief Fund (PCRF) and the Danish Refugee
Council (DRC) in providing health kits, while IRJ;s medical doctors conducted the health session. In the light
of the COVID-19 pandemic, IRJ conducted awareness sessions through phone calls for 932 beneficiaries on
COVID-19 and how to protect themselves from the pandemic.
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A total of 3 mobile medical teams operated under this intervention, reaching 32,100 beneficiaries in the
North and South of the Hashemite Kingdom targeting areas where beneficiaries lacked access to primary
healthcare.

Secondary and tertiary healthcare components covered the cost of surgery for targeted beneficiary areas
and served patients across Amman, Mafrag, Ramtha, Zarqaa, Irbid, Ajloun, Jerash, Ma’an, Karak, and
Tafilah. The service was available at four governorates (Amman, Mafragq, Irbid and Karak) and six hospitals.
The patients were identified through the following channels: mobile health clinic, referred by other
stakeholders such as CBOs and other NGOs, hotline number and finally IR)’s field offices. The secondary
and tertiary healthcare service were provided to 787 Syrian and Jordanian patients. The table below breaks
down the distribution of beneficiaries who received tertiary care by age and gender:

Gender Group # of Surgeries
Men (over 18) 198
Women (over 18) 258
Boys (under 18) 216
Girls (under 18) 115
Total 787

The hemodialysis services were provided to Syrian patients living in Amman, Irbid, and Karak. The service
was provided at three contracted hospitals, one in Amman, one in Karak and one in Irbid. The cumulative
number of patients covered under this component was 17, with end stage renal failure covered with
haemodialysis sessions. 10 patients were targeted each month, 6 of whom were covered from the start of
the projectin 2017. If a patient sadly passed away due to their illness, they were replaced by a new patient
who would then be covered under the project. Each patient attended 9-13 dialysis sessions a month.

1.1. Methodology:

This evaluation report will require a variety of research tools to obtain data and information that allows us
to conduct both quantitative and qualitative in-depth analyses. Phenix Center conducted the evaluation
through the application of a mixed approach methodology to conduct the research; while quantitative data
were collected through surveys with all groups of beneficiaries, qualitative data stems from in-depth
interviews and Focus Group Discussions.

IRW is a certified CHS agency and therefore uses the CHS standards as an overarching framework to assess
the quality and accountability of programs and to complement the DAC criteria when undertaking
evaluations. The following criteria were taken into consideration as a framework of evaluation: Relevance;
Effectiveness; Efficiency; Coherence; Sustainability and Impact.

OECD/DAC- Core Humanitarian Application in this evaluation
Criterion Standard
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Relevance

Coherence

Efficiency

Effectiveness

CHS 1: Humanitarian
response is appropriate
and relevant

CHS 4: Humanitarian
response is based on
communication,
participation and
feedback

CHS 6: Humanitarian
responses are
coordinated and
complementary

CHS 6: Humanitarian
responses are
coordinated and
complementary

CHS 2: The Humanitarian
response is effective and
timely.

CHS 9:
managed
responsibly

Resources are
and used

CHS 2: Humanitarian
response is effective and
timely.

CHS 5: Complaints are
welcomed and addressed

CHS 8: Staff is supported
to do their job effectively,
and are treated fairly and
equitably

Phenix Center assessed to what extent IRW has used a relevant and
appropriate design of its action in the project and if the project
addressed the needs of the beneficiaries of the action.

Secondly, Phenix Center has assessed to what extent the project
design is aligned with government priorities and health sector
priorities and local capacities in the different governorates.

Thirdly, Phenix Center has determined geographical, financial and
socio-cultural accessibility of the action, and how IRW incorporated
feedback from beneficiaries throughout the intervention. Lastly, it
determined in how far people were excluded from the services and
the reason for exclusion, as well as to what extent host communities
were also able to benefit from the services were provided by IRW.

Phenix Center assessed to what extent IRW took into consideration
the context factors on the ground (political stability, communities,
timing, and demography) in designing the project, and which role
the relationship with the Jordanian health sector played.
Furthermore, it has assessed the coherence of IRW’s project with
other policies and programs of other stakeholders and service
providers operating in the same context and at the same time and
location. Phenix Center will also evaluate the internal coherence of
the project with other IRW programs.

Phenix Center assessed if the project was cost-efficient and whether
there would have been alternatives to the action. In addition, Phenix
has assessed if IRW allocated its resources sensibly and if it
implemented the action in a timely way.

Phenix Center has assessed to what extent IRW’s project goals were
reflected in the project outcome, and if the project outcomes were
appropriate, timely and meaningful. This included an assessment of
major factors influencing the achievement of the project outcomes
(also those unintended) and the identification of obstacles.
Furthermore, Phenix Center evaluated if IRW’s action delivered
results equitably for all genders, age groups and people with
disabilities. Phenix Center also reflected on the complaint
mechanisms IRW put in place and if they contributed to fulfilling the
needs of the beneficiaries. Phenix Center also evaluated the way in
which IRW has dealt with these complaints on a programmatic level.
Phenix Center also evaluated how far staff were supported in their
work and could make fast decisions without unnecessary delay while
being treated fairly.
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Impact

CHS 3: Humanitarian
response strengthens
local capacities and avoids
negative effects.

CHS  6: Humanitarian
responses are coordinated
and complementary

Phenix Center assessed if IRW has achieved long-lasting effects on
the patients’ and participants’ lives and if these impacts reflect the
overall project goals. This included an assessment of long-term
results and institutional changes. Further, Phenix Center examined if
the impact of IRW’s action was different for one or more parts of the
action and concerning different groups, such as gender, age,
disability and other factors. In addition, Phenix Center has assessed
the impact of COVID-19 on the action.

Phenix Center also assessed if IRW has adapted its action based on

CHS 7: Humanitarian context factors and feedback in order to achieve the project goals.
actors continuously learn
and improve

Sustainability = CHS 3: Humanitarian Phenix Center evaluated how far IRW has considered the

sustainability of its intervention through capacity building of
partners and laying the groundwork for the long-term success of the
project without additional support from IRW. This included an
assessment regarding possible negative impacts on the community
because of the action.

In addition, environmental sustainability was considered.

response strengthens
local capacities and avoids
negative effects.

Other theoretical underpinnings further guided the design of the evaluation, in order to determine the
weighing of the abovementioned criteria. This includes a human rights-based perspective in consideration
of the complex vulnerabilities faced by Syrian refugees in Jordan. Phenix’ Center work and analytical
framework is informed by international human rights standards and law articulated in the International Bill
of Human Rights. Our human-rights based research approach seeks to analyse obligations, inequalities and
vulnerabilities, and to tackle discriminatory practices and unjust distributions of power that undermine
human rights. In particular, with regard to this evaluation, international law and literature on the Right to
Health, especially the statements of the World Health Organisation (WHO) and the Office of the High
Commissioner for Human Rights informed the development of the evaluation tools.

This means that Phenix Center also put particular focus on the following elements of the aforementioned
criteria:

e Availability of the health care provision by IRW and if the quantity of its services and facilities was
sufficient

e Accessibility of the health care provision with regards to non-discrimination, physical accessibility,
financial accessibility and information accessibility

e Acceptability of the health care provision by IRW with regards to respectful and medical ethics and
culturally appropriate provision of services in the Jordanian context, including sensitivity to age and
gender

e Quality of the health care provision by IRW with regards to scientifically and medically appropriate
service provision

This analytical framework informed the assessment and evaluation of the Healthcare Aid for Syrian
Refugees Project in Jordan and the design of the evaluation tools.

This evaluation report has utilized a variety of research tools to obtain data and information that allows us
to conduct both quantitative and qualitative in-depth analyses. Phenix Center conducted the evaluation
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through the application of a mixed approach methodology to effectively conduct comparative research;
while quantitative data were collected through the survey, qualitative stems from in-depth interviews and
Focus Group Discussions.

For the quantitative component of this analysis, three surveys were conducted targeting beneficiaries of
three different components of the project: mobile health clinics, secondary and tertiary care, and health
awareness session recipients. Due to the small number of beneficiaries, individual interviews were
conducted with hemodialysis beneficiaries rather than surveys. After survey data was collected, data was
cleaned and analyzed. For some measures, two-sided significance tests were performed using a 90%
confidence level in order to determine if findings were statistically significant, particularly regarding
disparities between various subgroups (nationality, age, gender). Demographics of each survey can be
found in Annex 1: Demographics of Surveys.
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2. Evaluation Criteria

2.1. Relevance:

Relevance can be defined as the extent to which the intervention objectives and design respond to
beneficiaries, global, country, and partner/institution needs, policies, and priorities, and continue to do so
if circumstances change. In order to determine the relevance of the project, it is necessary to examine
whether it took into consideration the context of operations, met a real need of its beneficiary population,
and was accessible for the population it was intended to serve. As such, the analysis examined relevance
across three main dimensions: contextual relevance (3.1.1.), alignment with community and stakeholder
needs (3.1.2.), and accessibility (3.1.3.). Broadly, the project was found to be relevant across all of these

dimensions:

Table 1: Summary of Findings (Relevance)

Dimension

Section

Findings

Contextual
Relevance

2.1.1.

The project can be considered highly relevant within the context, as
it addresses particular gaps in healthcare service provision for Syrian
refugees and vulnerable Jordanians. In particular, it provides no-cost
healthcare services to those who otherwise would not have been
able to afford care, and to those within remote and hard-to-reach
areas who are unable to spatially access healthcare services.

Alignment with
Community Needs

2.1.2.

The project was found to broadly align with stakeholder needs, with
beneficiaries noting that the most important healthcare services
were covered. Health awareness session attendees noted that the
topics of the session were relevant to their health interests.
However, there are some key areas where beneficiaries reported
needing services, which were not covered, including dental & eye
care. Furthermore, the project was found to be relevant to the needs
of other stakeholders, including MoH and UNHCR.

Accessibility

2.1.3.

As services were provided at no-cost, all services offered by IRJ’s
programs can be considered financially accessible. Services were
generally considered spatially accessible by beneficiaries. However,
beneficiaries of secondary and tertiary services reported difficulties
reaching the hospital where their procedures would take place; this
was a more common challenge amongst women and Syrians.
Services were very broadly considered socially and culturally
accessible by all project beneficiaries, with participants feeling that
cultural values of privacy and modesty were respected, as well as
reporting a general sense of respect.

2.1.1. Contextual Relevance

This project was found to be highly relevant to the specific context of Syrian refugees in Jordan and
addressed key service gaps faced by Syrian refugees and disenfranchised Jordanians when accessing
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healthcare, including mitigating high costs of medical services, providing medications which may be
unavailable or unaffordable within governmental clinics, and providing clinical access in areas which may
not otherwise have.

For most Syrian refugees, the high costs of healthcare leave them unable to access the care they need.
Furthermore, in October 2014, the Ministry of Health (MoH) announced that it will no longer provide free
treatment for Syrian refugees in Jordan, and that treatment costs for Syrians will be that of non-insured
Jordanians (45 piasters per person, per visit). While these rates may appear to be affordable, key informant
interviews revealed that medical costs can quickly amalgamate when factoring in costs of transportation
and medicine (which is purchased at full price). Furthermore, Ministry of Health clinics and hospitals are
not available in all governorates. There are no governmental hospitals in the Governorates of Agaba and
Tafilah. Additionally, key informant interviewees noted that beneficiaries in areas, which are remote and
hard-to-reach, including informal tented settlements (ITSs), may not have any mechanism for traversing
the long distances between home and healthcare centers. Additionally, many Syrian Refugees have chronic
diseases that need continuous follow-up and medication provisions, along with the acute infections and
the diseases that need surgical intervention which are getting harder to be achieved with less capabilities
and limited infrastructure. The Covid-19 pandemic has exacerbated socioeconomic challenges for
everyone, refugees and host communities alike. Over a third of Syrian refugees lost their source of income
amidst the pandemic, making the financial barriers to healthcare more challenging to overcome.

As such, this intervention was specifically designed to mitigate these challenges. Through providing a
mobile clinic, individuals within remote areas were able to be reached. For example, refugees living within
Rukban camp, an informal tented settlement located in the unadministered space between the Jordanian
and Syrian border, have no access to routine medical services as there are no medical facilities at the camp
and camp dwellers are unable to enter Jordan without explicit permission and security detail.* The mobile
nature of the clinic allowed IRJ to provide much needed services to these highly vulnerable populations
who otherwise may not have access.

Furthermore, the no-cost approach of the IRJ mobile health clinics has provided much-needed assistance
affording medications and routine health services, including both refugees and host community,
particularly for individuals with chronic illness, disease, and disability: over 70% of mobile health clinic
beneficiaries reported that they or a household member had chronic illness or disability. For example,
during the early stages of the project, IRJ was the only organization in Jordan to cover end-stage renal
diseases (ESRD) with full coverage of the service that included the cost of hemodialysis missions (12-14
session per month for each patient), all regular medications, vitamins, blood units and Iron, all regular lab
tests (ex: blood test, kidney function test, hepatitis test), and hospital admission and minor or major surgical
intervention if needed. However, due to budget constraints, IRJ ceased coverage for services other than
dialysis itself in order to be able to continue providing dialysis services coverage. During interviews dialysis
patients noted that they would be unable to afford this life-saving procedure without IRJ; however, they
also noted that they were unable to cover the cost of their other medical needs.

2.1.2. Alignment with Community and Stakeholder Needs

As experts in the Jordanian healthcare field indicated in Klls, access to quality healthcare is a huge challenge
amongst Syrian refugee populations and Jordan’s most vulnerable, particularly for chronic illnesses and

1 Christou, W. (2020, December 1). Al-Rukban camp has no doctors, but that could change. Syria Direct.
https://syriadirect.org/al-rukban-camp-has-no-doctors-but-that-could-change/
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especially for those who are undocumented or living in
remote areas. Focus group discussions (FGDs) confirmed
this, as beneficiary participants overwhelmingly stated that

finding affordable, quality healthcare was a challenge for “They saved my
them. Broadly, FGD participants noted positive perceptions life. The cost of my
of the project and the services, which were delivered, hemodialysis was
specifically mentioning how the project provided them 40 JDs per week. |
healthcare access, which they may not otherwise have had. couldn’t afford

Similarly, all the hemodialysis patients in the Klls noted that
without IR)’s support, they would have been unable to cover
the cost of the life-saving procedure.

that —no one |
know can.”- FGD
Participant

That being said, there were also a number of needs
mentioned by beneficiaries during Focus Group Discussions
that were not addressed by this project. This included a need for eye care, dental care, nerve and neural
damage, psychological and mental health, hearing aids, and orthopedic services (specifically knees and
joints). Upon follow up with IRJ staff, it was noted that some of those unmet needs were referred
elsewhere, while others were not as there were no other organizations providing these services at that
time and/or in the relevant area. Furthermore, while the project did provide much-needed health services
to the population, the rotational nature of the mobile health clinics meant that beneficiaries were not
always able to access healthcare whenever they needed it, as they had to wait until the clinics returned to
their area. This was confirmed within survey findings, as only 20% of beneficiaries reported being able to
consistently access medical care whenever they needed it. However, the vast majority (>95%) said that
they were able to access care at least some of the time, indicating that Mobile Health Clinics did provide
healthcare services for those who were least likely to have regular healthcare access, such as people living
within remote and hard-to-reach areas and informal tented settlements (ITSs).

Furthermore, health awareness sessions (Outcomes 1.2. and 1.3.) can be considered highly relevant to
needs of the population. 99% of participants in health awareness sessions reported feeling that the topic
of the session was relevant to their interests and needs. For future sessions, participants were also asked
if there were any additional topics which they felt were relevant to their community and would likely to
receive more awareness in. 97.7% said that they felt there were additional topics that they would like to
learn about, with the most popular topics being cancer prevention (19.3%), hygiene (36.4%), women'’s
health (18.2%) COVID-19 (68.2%), and Other (29.5%). Within focus group discussions, women in particular
mentioned a need for health awareness sessions on children and infants’ health, specifically mentioning
breastfeeding.

Additionally, the project should be assessed in context with its relevance according to other stakeholder
needs, including the MOH and other actors within the healthcare field. According to one Kl with a
representative of the UNHCR, the intervention was able to achieve its relevance due to the fact that a
baseline study was conducted prior to the implementation, as well as due to the continued communication
with other actors within the field, allowing for relevant adaptations in response to challenges as they
occurred.
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2.1.3. Accessibility

Finally, in addition to being contextually relevant and addressing specific beneficiary, community, and
stakeholder needs, in order to fulfill OECD-DAC standards for project relevance, the project must also be
accessible for the targeted beneficiaries, and have equitable levels of accessibility across gender and
nationality demographics. For the purpose of this evaluation, we have considered accessibility in two
distinct frameworks: spatial and financial accessibility, as well as social and cultural accessibility.

Spatial and Financial Accessibility

Accessibility, both financially and spatially, of healthcare services is a major component mentioned in both
Sphere and WHO guidelines for humanitarian health interventions. Financially, all services offered through
this project were free for any and all beneficiaries, both those from the host community and refugees.
Financial accessibility was thus a cornerstone of the project and the project can undeniably be considered
financially accessible for all beneficiaries.

Additionally, the spatial accessibility of the Mobile Health Clinics was considered, with “accessibility”
referring to the ease or difficulty of patients’ ability to physically go to location of the Mobile Health Clinics
within their community. Participants were also asked the following questions: “How would you rate your
ability to go and receive help at the health clinics? Was the location easily accessible to you?” The majority
of Mobile Health Clinic beneficiaries (52.5%) reported that they found the clinics to be either easy or very
easy to access, with an additional 35.1% reporting okay access. Approximately 12.5%, however, said that
access was ‘very difficult’. Disaggregating these results by nationality, age, disability, and gender (Figure 1:
Accessibility of Mobile Health Clinics), we see that broadly, Jordanians were more likely to report that
access was easy or very easy than Syrians. This finding could be related to the fact that areas in which the
Mobile Health Clinics were more likely to serve Jordanians were less rural, and as such the Mobile Health
Clinics could be parked in a central location.

Furthermore, people with disabilities and/or caretakers were also asked regarding the ease to which they
could physically access mobile health clinics; notably, no significant disparities were seen between those
with household disabilities and those without.

Figure 1: Accessibility of Mobile Health Clinics
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Additionally, in Klls with IRJ staff, it was noted that staff would listen to requests of member of the
community after visiting to take into consideration where to park the health clinics for increased
accessibility in the future.

In addition to ease of access, participants also were asked about consistency of the location of the mobile
health clinics. Cumulatively, 45.4% reported knowing when the mobile health clinics were close to them all
of the time or most of the time. Another 39.2% reported knowing when the mobile health clinics were
nearby sometimes, while the remainder (15.5%) reported only knowing whether they were close by one
time. Examining these results by nationality and gender, Syrians in general reported more consistent
knowledge of when clinics were nearby than their Jordanians counterparts, with 31.8% of Jordanians
reporting they only knew that clinics were nearby one time, compared to only 10.7% of Syrians. This
discrepancy can perhaps be explained by the fact that Syrians generally reported greater dependency on
the Mobile Health Clinics: 28% of Syrians reported mobile health clinics as their usual place of receiving
health services, while only 5% of Jordanians did so. As such, Syrians may be more likely to keep track of
clinic schedules. Additionally, during FGDs, Syrian beneficiaries noted that they often learned of the mobile
health clinic’s locations based on information channeled through Whatsapp or Facebook groups designed
for Syrian refugee, which is a part of the sub-culture for Syrian refugees in Jordan. As such, these social
media channels can be an excellent solution for future projects to use in order to advertise the location
and time of mobile health clinics.

For those receiving secondary and tertiary health services through IRW’s referral program, accessibility of
can be considered the feasibility through which beneficiaries could both physically access services as well
as how easy it was for them to provide the necessary documentation to receive these services. In general,
the evaluation study population reported relative ease, but 23.2% did say that Islamic Relief could improve
its program by facilitating transportation to and from the hospital. During earlier stages of the project,
patients withdrew from getting the service due to inability to afford transportation costs, especially those
who need to reach the hospital regularly such as hemodialysis patients. According to Klls with IRJ staff,
creating new partnerships with more hospitals allowed for a reduction in patients’ transportation distances
and costs.

Syrians (23.6%) were more likely than Jordanians (12.5%) to agree that the program could improve through
providing better transportation for beneficiaries, and women (35.1%) were more likely than men (13.3%)
to feel so. However, no disparities were found between people with disabilities and people without
disabilities. Furthermore, 78.1% reported that providing necessary documentation was easy or very easy,
while less than 5% reported it as very difficult or impossible. Disaggregating these results by nationality,
gender, disability status, and age, no significant differences were found across age groups or household
disability status, though men were slightly less likely to find document provision easy than their female
counterparts. Furthermore, while Syrians generally reported considerable ease in providing
documentation, they were the only ones who found it to be difficult or impossible. This can be perhaps be
attributed to the fact that many Syrians have arrived in Jordan without any documentation.
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Finally, recipients of secondary and tertiary healthcare services were also asked about their ability to go to
the hospital where their surgery was to take place and receive help (Figure 2). They were asked to answer
the following question: “How would you rate your ability to go and receive help at the hospital where the
surgery was to take place? Was the location easily accessible to you?” As such, this question explored the
physical accessibility of hospitals, including transportation access and distance from the hospital. Broadly
speaking, the majority of participants stated receiving help was either very easy, easy, or okay. However,
when asked to rate their ability to go and receive help at the hospital where the surgery was to take place
in reference to the accessibility of the location, 30.5% said that going to the hospital was very difficult for
them. Examining by nationality, gender, disability,
and age, women (37.8%), and those over the age
of 44 (43.5%) were more likely than average to
report that going to the hospital was very difficult
for them. Furthermore, Syrians were more likely to
say that it was very difficult than their Jordanian Very 11%
counterparts. Interestingly, however, people with | difficult

disabilities and their caretakers were more likely 31%

than non-disabled people to report that it was
‘very easy,” with no significant difference between
rate of which members of households with
disabilities and members of households without
disabilities reported access to be ‘very difficult’
(28.2% and 31.5%, respectively). This is an
indicator that transportation is a challenge for
rights-holders. Staff interviews with IRJ showed
that the number of partnered hospitals has
increased over the years, allowing rights-holders
to visit hospitals closer to their location.

Figure 2: Ease of Going to Hospital of Surgery
Location and Receiving Help

Very Easy

Cumulatively, these results indicate that the spatial accessibility of the program was considered within
program design and participants generally had few accessibility-related issues. However, there are key
areas which may need to be improved upon program continuation. Namely, accessibility to the mobile
health clinics was a challenge for some patients who could not walk upstairs due to a mobility-impairing
disability. As an adaptation strategy, the project’s team members adapted this feedback by providing the
health services in the rooms of partner Community Based Organizations (CBOs), and house visits were also
conducted if needed.

Social and Cultural Accessibility

In addition to the importance of geographical and financial acceptability, the Core Humanitarian Standard
(CHS 1 & CHS 4) as well as WHO and Sphere standards emphasize the importance of socio-culturally
appropriate, people-centered approaches to healthcare. As such, it is important to understand how IRJ)’s
Healthcare Aid Project matched sociocultural contexts: this can be done through examination of
accessibility of information, respecting cultural norms regarding health and privacy, and analyzing the
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overall degree of respect that beneficiaries received. Broadly, IRJ)'s services were found to be highly socially
and culturally accessible, based on the following results:

Beneficiaries of the mobile health clinics were asked about whether staff respected their privacy, including
respecting gender preference of care, covering, etc. Broadly, results indicated that the vast majority of
participants felt that staff respected privacy, with 23.7% reporting that their privacy was respected to a
great extent, 69.1% in an appropriate manner, and only 7.2% to a small extent. No participants said that
their privacy was not respected. These results were generally similar across nationality and age levels.
However, discrepancies were found between males and females, with female beneficiaries more likely to
report that staff respected privacy than male beneficiaries. Similarly, all participants reported that they felt
respected by staff, with 75.3% reporting that they were respected to a great extent, and 24.7% reporting
that they were treated with some respect. No significant disparities were found between age, nationality,
or gender.

Similar results were found within beneficiaries who received secondary and tertiary healthcare, with nearly
all participants reporting that the staff treated them with great respect (50%), with respect (46.3%), or with
some respect (2.4%), with no significant disparities were found across age, nationality, or gender.
Furthermore, 75% of secondary and tertiary healthcare recipients who received home visits for
determining eligibility felt either “at ease” or “somewhat at ease” during their home visit. Interestingly,
Jordanians were more likely than Syrians to report feelings of being anxious or afraid during the home visit,
though no significant disparities were found across gender. This could be because they were more anxious
that they would not receive assistance following the house visit; however, due to the nature of the survey,
it is difficult to determine the exact cause.

Figure 3: How often did staff explain treatments and diagnoses to you in a way that you fully
understood? (Secondary and Tertiary Healthcare Recipients)
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Both mobile health clinic and secondary and tertiary healthcare beneficiaries were also asked about the
degree of accessibility of the information which they received from IRW staff and partners. Across all
demographics, a clear majority of secondary and tertiary healthcare recipients felt that information was
delivered in a way which was easily understood (Figure 3); however, disparities were found across gender
and nationality: 13.9% of Syrians felt that treatments and diagnoses were never fully explained, compared
to 0% of Jordanians. Furthermore, 17.8% of men felt that treatments and diagnoses were never fully
explained, compared to only 5.4% of women. Similar results were found among mobile health clinic
beneficiaries (Figure 4), the vast majority of whom reported that they always or usually fully understood
explanations of treatment plans or diagnoses. However, like secondary and tertiary healthcare recipients,

21



male and Syrian sub-groups reported generally lower levels of understanding than the female and
Jordanian sub-groups. However, unlike secondary and tertiary healthcare service recipients, mobile health
clinic beneficiaries with household disabilities reported lower overall levels of understanding than their
non-disabled counterparts.

Figure 4: How often did staff explain treatments and diagnoses to you in a way that you fully
understood? (Mobile Health Clinic Beneficiaries)
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That being said, beneficiaries in both groups broadly reported that they felt comfortable asking questions
in the event that they did not understand something. For mobile health clinic beneficiaries, 92% reported
being either very comfortable or comfortable asking questions, while 100% of secondary and tertiary
healthcare recipients reported feeling comfortable to a great extent or to an appropriate extent. This
indicates that, while participants may not have fully understood healthcare diagnoses and treatments, staff
were able to create an environment which made beneficiaries feel comfortable to ask for clarification and
further explanation.

Finally, participants in health awareness sessions were asked about the accessibility of information
provided: namely, was it provided in such a way that was easily understandable for them. No participants
reported that information was not understandable, with 65.9% reporting that sessions were conducted in
a way that understandable to a great extent, 31.8% reporting that it was conducted in an appropriate
manner, and 2.3% reporting that it was conducted in a way that was understandable to a small extent. No
significant disparities were found between different age levels, nationalities, or gender.

Cumulatively, these results indicate that the intervention considered cultural norms, particularly regarding
respect for privacy. Furthermore, the intervention was found to ensure that information regarding health
and diagnoses was accessible for beneficiary populations, with the majority of participants reporting that
things were explained to them in a clear way and that they felt comfortable asking questions in event that
they did not understand.

2.1.4. Relevance Conclusion and Recommendations

Examining these factors holistically, we find that the project was relevant to the context in which it was
taking place, and took into consideration the specific challenges and social dynamics within a post-conflict
refugee context (see Section 3.1.1.). Secondly, the project was found to address a relevant community and
stakeholder need, as it provided health services for those who may otherwise not have been able to afford
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them (Section 3.1.2.). That being said there were a number of health service needs that beneficiaries
expressed which were not addressed during the project, and could perhaps be considered in future
iterations of this or similar projects. Finally, the intervention was found to be mostly accessible for the
target population, though this also represents an area in which the project could improve (Section 3.1.3.)
As such, we can determine that this project fulfilled OECD Relevance criteria, but has some areas in which
it could improve its relevance for the community:

Recommendation #1: Improving transportation to and from hospitals for secondary and tertiary healthcare
recipients. 31% of secondary and tertiary healthcare service recipients said that it was very difficult for
them to go to the hospital of their surgery location to receive help. While the cost of post-surgery
transportation is paid to the patient after the surgery check out, providing transportation both prior to the
surgery as well as after surgery will improve program responses as well as empower beneficiaries to
maintain the health benefits associated with the procedure through routine follow-up care.

Recommendation #2: Increasing services available for beneficiaries. Some beneficiaries in FGDs expressed
a desire for increased services. One suggestion was to increase the number of surgeries eligible for
coverage within IRJ’s projects, and further expand the scope of the project to include dental, nerve,
eyecare, and gynecology.

2.2. Coherence:

Coherence can be defined as the compatibility of the intervention with other interventions in a country,
sector or institution, and is inclusive of both external and internal coherence: Internal coherence addresses
the synergies and interlinkages between the intervention and other interventions carried out by the same
institution/government, as well as the consistency of the intervention with the relevant international norms
and standards to which that institution/government adheres. External coherence considers the consistency
of the intervention with other actors’ interventions in the same context. This includes complementarity,
harmonization and co-ordination with others, and the extent to which the intervention is adding value
while avoiding duplication of effort. As such, this evaluation examined coherence across three main
dimensions: coherence with other stakeholders, coherence with international standards, and internal
coherence. Cumulatively, the project was found to be mostly coherent:

Table 2: Summary of Findings (Coherence)

Dimension Section | Findings
Coherence with 2.2.1. Other stakeholders felt that the intervention of IRJ was coherent
Other Stakeholders with other services provided without duplication, as mobile health

clinic allowed them to access under-serviced areas, and dialysis in
general is not covered by other organizations in Jordan.

Coherence with 4,2.2.2. The intervention was found to be in coherence with international
International standards.

Standards

Internal Coherence 2.2.3. Internal coherence of the project can be improved.
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2.2.1. Coherence with Other Stakeholders

Findings from the Klls show that IRJ has formed valuable partnerships with grassroots CSOs as well as
national and international NGOs throughout the duration of the project, including the Qatari Red Crescent,
the Noor Al-Hussein Foundation, UNHCR, the International Organization for Migration, the Danish Refugee
Council, and the Palestine Children's Relief Fund. Within Klls with other stakeholders, IRJ was described as
an “essential partner” and “one of the best in the field”. For instance, their support of beneficiaries of QRC
when a funding crisis led to QRC being unable to provide care was cited as an example of their collaboration.
When asked to describe the experience of working alongside IRJ within the field of providing care for Syrian
refugees, a Public Health Associate at UNHCR described them as being “communicative, cooperative, and
among the best in terms of cooperation”, noting that IR)’s regular attendance of monthly meetings
supported the coherence of its project with policies and programs of other stakeholders and service
providers operating within the same context. Specifically, the coverage of hemodialysis was cited across all
Klls as being a service that is scarce or inaccessible to Syrian refugees in Jordan. Additionally, it was noted
that the mobile health clinics allowed IRJ staff to reach ITSs and provide services to beneficiaries in remote
areas. Key informant interviews with experts also revealed that mobility clinics are essential for reaching
patients in ITSs and remote areas, who are unable to reach other health clinics and who show low health
utilization of MOH clinics.

During interviews, it was made clear that there is a perception among other organizations in the field that
the IRJ)’s intervention as being supportive of the Jordanian health system, thereby reducing the “burden”
of providing healthcare for Syrian refugees and filling a gap or unmet need for providing healthcare for
undocumented Syrian refugees. However, one area of concern mentioned by an expert in the Jordanian
healthcare field was the concern that services were being provided in parallel to the Jordanian healthcare
system, rather than in support of it. One suggestion for future programming was to include within the
health awareness sessions on how refugees can access care through MOH clinics. The provision of services
toJordanians as well as Syrians supported the coherence of the project overall. Jordanians also would utilize
the clinics to access medicine that was unavailable in MOH clinics.

Furthermore, these findings were also replicated within quantitative data. Survey respondents for
secondary and tertiary healthcare services were asked about the mechanism through which they were
referred to IRJ)’s medical assistance program. For the majority of participants (67%), they were referred
directly through field offices. However, a considerable number were referred through IRJ)’s hotline number
(18%), while another 7.3% were referred through other CBOs and NGOs. For participants in health
awareness sessions, over half (55.7%) of respondents said that they heard about the sessions through
CBOs, NGOs, or another charity. This indicates that IRJ has worked with other partners within the field to
coordinate services.

2.2.2. Coherence with International Standards
A summary of how well this project aligns with international standards can be found in Error! Reference
source not found.. However, we can specifically examine how the project aligns with standards for patient-

centered care. Table 3 : Compliance with Good Practices at Mobile Health Clinics % details findings
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regarding good practices for dignity, respect, communication, and privacy of patients at mobile health
clinics. As seen within the table, the vast majority of Mobile Health Clinic beneficiaries felt that they were
treated with dignity at the clinics. Furthermore, over 85% assessed communication as ‘very good’ or ‘good.’
Participants noted that staff always or usually listened to them carefully and that conversations were always
or usually held in private so that any medical information was not disclosed and was protected, in line with
good practices regarding confidentiality and dignity. These results are indicated that the majority had a
positive experience with receiving IRJ)’s services. However, they also indicate that there is room for
improvement with regards to communication between staff and rights-holders.

Table 3 : Compliance with Good Practices at Mobile Health Clinics %

Very Good Good Moderate Poor
How would you rate your experience being 28.9 59.8 11.3 0
treated with dignity at clinics?
How well did the staff communicate with you? 25.8 59.8 14.4 0

Always Usually | Sometimes | Never

How often did staff listen carefully to you? 41.2 45 .4 13.4 0
How often were your talks with your doctor 30.9 54.6 11.3 3.1
done privately, so others could not overhear?

Furthermore, focus group discussions with participants revealed that beneficiaries of mobile health clinics
generally had positive perceptions of the clinic infrastructure and sanitation. During interviews, IRJ staff
shared procedures for ensuring cleanliness and maintenance of the clinic and its equipment.

For beneficiaries of secondary and tertiary health services, the degree to which the IRJ team upheld good
communication and follow-up practices with participants was examined. Compliance with these practices
is important not only for building patient trust, but also ensuring that health outcomes remain positive in
the long-term. In general, beneficiaries noted high levels of satisfaction with pre-surgery communication.
However, 28% of participants also noted that after their surgery they did not receive any communication;
this was also cited as a major area in which the program needed to improve, with 20% of survey
respondents agreeing that there was a need for greater post-surgery communication. However, in
interviews with IRJ staff, it was reported that every surgery recipient also received follow-up visits. Thus,
there is a possibility that these individuals who reported not receiving communication may not have
identified IRJ as the organization communicating with them, which could be symptomatic of a larger
recurring name-recognition challenge, as explored within section 2.2.3. Internal Coherence.

This thus represents a specific area in which IRJ can improve its secondary and tertiary healthcare program.
Additionally, in Klls and FGDs, some hemodialysis and primary service beneficiaries noted instances where
they did not receive a follow-up or referral. One beneficiary in an FGD noted that his daughter had been
struggling with pain in her leg, but that they did not receive follow-up from IRJ. In a KIl with a hemodialysis
patient, he noted that he requested cash assistance from IRJ, but did not receive follow-up on his request.
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Table 4: Compliance with Good Communication Practices (Secondary and Tertiary Healthcare) %

Very Good Good Moderate N/A
How well did the staff communicate with you 29.3 59.8 11.0 0
after initial consultation?
How well did staff community with you after 28.0 35.4 8.5 28.0
your surgery

2.2.3. Internal Coherence

With regards to internal coherence and synergies between the interventions on healthcare and other IRJ
interventions, it was noted that the united database provided an excellent reference point and allowed for
reduced duplication of efforts, in particular with needs assessment of beneficiaries. Patients in Klls were
not aware of other IRJ initiatives. However, a challenge of the database was that some of the participants
of the FGDs were included in the database despite not receiving services by IRJ. However, this confusion
could also be attributed to a lack of name brand recognition for beneficiaries with IRJ, as follow-up
guestions indicated that they indeed did receive healthcare services, but did not recognize IRJ’s name as
an organization. This is a challenge that was confirmed through Klls with IRJ’s staff, one of whom noted
that at times beneficiaries would mistake IRJ’s name during follow-up. Other IRJ projects implemented at
the time include cash transfers, which could overlap with the targeted beneficiary group.

Additionally, internal coherence takes into consideration the consistency of the intervention with the
relevant standards the organization has set for itself. As the FGDs and surveys have revealed inconsistencies
in the application of referral criteria and follow-up on complaints mechanisms, this indicates that internal
coherence could be improved.

For an in-depth analysis of the project’s coherence and alignment with international standards, please see
Section 3. Alignment with International Standards.

2.2.4. Coherence Conclusions and Recommendations

The intervention is in coherence with other stakeholders, as the Klls with experts in the health sector and
with other actors in the field show. Additionally, surveys, FGDs and Klls with beneficiaries indicate high
quality of services which is in coherence with international standards. However, intersections and
integration between other programs could be strengthened. Additionally, beneficiaries were not aware of
IR)’s other projects, indicating that IRJ)’s visibility and branding among targeted populations could be
strengthened. As such, internal coherence could be improved. Recommendations include:

Recommendation #3: Invest in outreach components at the local community levels. This will allow
beneficiaries to know more about IRJ)’s ongoing interventions, which would improve the coherence of

future activities.

Recommendation #4: Improving integration with MOH. Greater integration of MOH strategies and
programs into the planning and design stages of interventions, as well as building ongoing collaboration to
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support the development of MOH’s capacities. Staff could be trained to be more aware of MOH national
strategies.

Recommendation #5: Improving awareness of IRJ amongst beneficiaries. This study found that beneficiaries
were at times unaware of the role of IRJ in providing their care, and did not know about other IRJ projects.
As such, there is a need to improve awareness of IRJ as an actor, in order to ease monitoring and evaluation
processes. Staff should be trained not only in the services they provide but also in IR)'s other programs, as
well as how to best inform beneficiaries of such programs when relevant.

Recommendation #6: More internally consistency in the application of policies and procedures. Based on
our findings, there is a need to improve internal coherence of the program through increasing consistency
of use of procedure, including for evaluation criteria, referral criteria, post-surgery communication and
response to complaints and feedback mechanisms.

Recommendation #7: Greater post-surgery communication for secondary and tertiary healthcare service
recipients. Over 20% of participants noted that more support and follow-up was needed post-surgery.
Furthermore, 28% of beneficiaries reported that they did not receive follow-up communication after their
procedure from IRJ staff.

Recommendation #8: Continue to target under-represented areas, such as rural camps, in future
interventions. A baseline needs assessment could be conducted before such future initiatives to ensure
that support is given to the in-need communities.

2.3. Efficiency

Efficiency can be defined as the extent to which the intervention delivers, or is likely to deliver, results in
an economic and timely way. This refers to the conversion of inputs (funds, expertise, natural resources,
time, etc.) into outputs, outcomes and impacts, in the most cost-effective way possible, as compared to
feasible alternatives in the context. “Timely” delivery is within the intended timeframe, or a timeframe
reasonably adjusted to the demands of the evolving context. Based on these criteria, two specific areas
were examined: cost efficiency and timeliness. Generally, the intervention was found to be generally
efficient both in terms of cost as well as timeliness, though timeliness of medicine distribution needs to be
improved:

Table 5: Summary of Findings (Efficiency)

Dimension Section | Findings

Cost Efficiency 231 The intervention was found to be highly cost efficient, with several
provisions made which allowed for increased cost efficiency,
ultimately allowing the IRJ team to exceed the number of
beneficiaries in every program area.

Timeliness 2.3.2. The intervention was found to be conducted in a timely way, with
most survey participants reporting satisfaction with clinic wait times
and service delivery times. However, beneficiaries noted a key
challenge regarding the timeliness of medicine distribution.
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2.3.1. Cost Efficiency

Generally, this project was found to be highly cost efficient. There were a number of project changes which
occurred during the duration that allowed budgeted resources to be utilized in the most efficient and
impactful way possible, including:
e Reallocation of funds for software development to allow tracking of medical records and medicine
stocks within the mobile clinics.
e 9-month extension due to delays in government approvals and COVID-19.
e Revised budget to recruit an additional medical team.
e 2-Month extension to utilize project savings and to bridge gaps between phase 2 and phase 3
services.

The intervention was cost-efficient in its ability to exceed targets within the same budget:

e Due to negotiations and favorable prices received from the suppliers regarding the health kits.

e Due to lower costs than anticipated based on negotiations with service providers and partnership
with organizations such as the PCRF, the intervention was able to service a higher number of
patients needing surgical interventions. Additionally, the team exceeded the target of the surgical
interventions because the team had lower costs than anticipated based on negotiations with
suppliers.

e Through establishing relationships with multiple hospitals and negotiating for better prices, the IRJ
team were able to be more cost-efficient in meeting the intervention’s outcomes.

e Through choosing generic medication over brand-name medications and negotiating with
pharmaceutical suppliers, the IRJ] team were able to be more cost-efficient in meeting the
intervention’s outcomes.

These negotiations allowed the project to take place at an increased efficiency in cost.

2.3.2. Timeliness

With regards to timeliness, generally, mobile health clinic beneficiaries reported that wait times at the
mobile health clinic were prompt, with 15.5% reporting them as very good, 64.9% reporting them as good,
and 17.3% reporting them as moderate. Furthermore, disparities across nationality and gender were not
significant. However, those over 44 were slightly more likely than younger counterparts to report slower
wait times; that being said, only 5.1% of respondents over the age of 44 reported wait times as ‘bad’.
Furthermore, participants were asked how often they had to wait to receive services at the mobile health
clinic; given the rotational nature of services and the fact that the clinic is not present every single day in
each area, most (89.7%) reported wait times of less than three days, with approximately half saying that
they were able to receive services the same day as when they needed them.

For secondary and tertiary healthcare recipients, only approximately 8.5% reported that the program
needed to reduce wait times, while the remainder felt that wait times were reasonable and did not need

improvements.

Regarding the timeliness of medicine distribution, it was noted during one of the Klls with a dialysis patient
that medicine arrives at the end of the month, which caused some issues if medicine was needed at the
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beginning or in the middle of the month, particularly for emergency cases, as approvals would take some
additional time.

Additionally, one evaluation of timeliness includes whether the timeframe was reasonably adjusted to the
demands of the evolving context. Within consideration of challenges such as delayed MOH approvals,
weather conditions, and the COVID-19 crisis, it can be considered that the timeframe adjustments were
reasonable and in line with the demands of the evolving context.

2.3.3. Efficiency Conclusions and Recommendations

Broadly, the intervention was found to be highly efficient, both in terms of financial management as well
as timeliness of service delivery. However, one area stands out as in need of improvement, which is the
mechanism through which beneficiaries receive medications:

Recommendation #9: Adjust mechanism for medicine distribution for dialysis patients. As noted by
beneficiaries, the current mechanism allows for medication to only be distributed towards the end of the
month, and required approvals to receive early. This is in line with the monitoring and evaluation policies
of IRJ; however, it may present issue in the event that medicines were needed urgently. As such, a re-
adjustment of the medicine provision system may be considered.

Recommendation #10: Future interventions should replicate the efforts of negotiating prices to ensure the
most efficient cost during the procurement of supplies and service so that the best price can be obtained.
Additionally, the existing networks and connections within players of the health field in Jordan should be
maintained in order to ensure efficiency in future interventions.

2.4. Effectiveness:

Effectiveness can be defined as the extent to which the intervention achieved, or is expected to achieve,
its objectives, and its results, including any differential results across groups. The OECD-DAC criteria for
determining effectiveness of a project focus specifically on whether the proposed outcomes of the project
were met, and whether those outcomes were delivered equitably across gender, nationality, and age.
Furthermore, it is important to examine whether complaints were addressed in order to assess the degree
to which the project was adapted to ensure effectiveness throughout the program period. Broadly, this
evaluation has found that the planned outcomes were all either achieved or mostly achieved (Section
3.4.1.). Furthermore, outcomes were generally equal across populations, though there are a few key areas
where statistically significant differences in outcomes were found, indicating that there are some areas in
which adjustments should be made to improve equitable outcomes (3.4.2.). Finally, IRJ was found to have
a formalized feedback and complaint mechanism through a hotline system, and complaints were taken into
consideration by the team whenever possible. However, Klls and FGDs with beneficiary indicate that in
some cases, beneficiaries were unaware of the complaint mechanism or did not receive follow-up.

Table 6: Summary of Findings (Effectiveness)

Dimension \ Section \ Findings
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Achievement of 2.4.1. The intervention successfully achieved planned outcomes.
Planned Outcomes
Equitability of 2.4.2. Jordanians were more likely than Syrians to say that they
Outcomes received the help they needed at MHCs.
Jordanians had generally higher rates of satisfaction with
Mobile Health Clinic services than Syrians.
FGD participants noted that they felt that that the services
were equitable, regardless of factors such as nationality.
Feedback and 2.4.3. A feedback and complaints system was present
Complaints However, some beneficiaries in FGDs and Klls noted that
they were unaware of the system, or did not receive follow-
up.

2.4.1. Achievement of Planned Outcomes:

Central to determining the overall effectiveness of the program, in alignment with OECD criteria, is
examining the extent to which the intended outcomes of the project were achieved. Through an
examination of project documents, the following intended project outcomes were identified:

Table 7: Intended Outcomes

Outcomes | Outcome 1: Improved Health Conditions for the | Outcome 2: Improved quality of life and access to
targeted beneficiaries through a mobile health | healthcare services for the target population
facility

Outputs Output 1.1: 30,000 beneficiaries in Jordan Output 2.1.: Improved access for secondary and

benefited from quality primary healthcare
services through 2 mobile clinics.

tertiary healthcare for 610 beneficiaries in Jordan
during the project period

Output 1.2: Enhanced health knowledge
through awareness sessions provision for 1000
beneficiaries in Jordan during project duration.

Output 1.3.: Distribution of 1,000 health
materials according to the need and the topic
discussed in the sessions

Examining output 1.1., project documents indicate that mobile health clinics provided primary health
services to 32,100 beneficiaries, exceeding targets. Furthermore, survey results indicated that participants
were generally satisfied with mobile health clinic services, with 72.1% reporting being very satisfied or
somewhat satisfied. Only approximately 3.1% of participants felt dissatisfied with services, and less than
1% said that they did not receive the help that they needed. Furthermore, 85.6% of mobile health clinic
beneficiaries felt that staff at mobile health clinics communicated with them either very well or well, with
the remaining 14.4% reporting the communication was moderately good. As such, we find that output 1.1.
was effectively achieved.
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Examining Output 1.2, intended outcomes were achieved and exceeded. According to narrative reports,
1,766 people participated in health awareness sessions. Survey results also indicate that these awareness
sessions were perceived as very useful for participants: 96% of survey participants reported being very
satisfied or satisfied with the awareness sessions, and 97.7% reported having greatly or appropriately
improved understanding of the topic which was covered. Topics included first aid, personal hygiene, winter
diseases, and diabetes, among others. As such, we find that output 1.2. was effectively achieved. However,
while there were sometimes evaluations of changes to knowledge levels from the baseline in health
awareness sessions, evaluations were not done following all health awareness sessions.

For Output 1.3., project documents indicate that 1,537 individuals were provided health kits, which
exceeded project targets of 1000 individuals. While not every participant in health awareness sessions
received a kit, 83% felt that the distribution of the kit was fair and depended on clear criteria; this
percentage is quite close to the proportion of participants who received a kit (84%). Finally, 88.6% of health
awareness session participants reported that sessions are their preferred means of receiving information,
with only approximately 1% preferring to read brochures. Reasons for this are varied. During FGDs and Klls,
it was made clear that being able to ask medical questions to health care professionals was extremely
significant for beneficiaries as a motivating factor; beneficiaries also trusted information coming directly
from medical professionals more than information coming from brochures or social media posts.
Additionally, the impact of health kits on the effectiveness of the health awareness sessions cannot be
under-stated. During a Kll, one staff member noted: “You can tell people how to take care of a burn, but if
you don’t actually provide them with the first aid kit, they won’t be able to take care of their children if they
get burnt. You can advise people to brush their teeth or practice other forms of hygiene, but if they can’t
afford a toothbrush and toothpaste, then their teeth are not going to get brushed.” As such, we find that
output 1.3. was effectively achieved.

Examining Output 2.1, project documents indicate that 787 individuals were provided with surgical
interventions, with an additional 17 patients who were provided with weekly hemodialysis sessions which
they otherwise would not have been able to access. Of the participant sample, Error! Reference source not
found. shows the proportion of patients receiving each type of healthcare service. Additionally, 84.1%
stated that their health has improved either greatly or somewhat following the surgery, with more than
half saying that it has improved greatly. Over 90% stated that they were either very satisfied or satisfied
with the services that they received as a whole. That being said, approximately 15% stated that their health
has either gotten worse, stayed the same, or initially improved but has now gotten worse. Furthermore,
around 28% of participants said that they did not receive any post-surgery follow-up from the IRJ team,
with 22% of participants saying that ‘more support and follow-up’ post-surgery was necessary. As such, we
find that Output 2.1. was mostly achieved, but there are several areas for improvement in order to
maximize effectiveness out outcomes.

2.4.2. Equitability of Outcomes:

While the project was able to achieve demonstrably positive outcomes for nearly all participants, it is
important to determine if these outcomes varied across demographics to determine if the project was
applied equitably and fairly across all areas. Across all of the analyzed programs (Mobile Health Clinics,
Secondary and Tertiary Health Services, and Awareness Sessions), few significant disparities were found
across gender, nationality, and age group in terms of service delivery, satisfaction with services, and quality
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of services; as such, we can say that outcomes were generally equitable. This was confirmed within focus
group discussions, where participants noted that there was no discrimination in treatment: “Citizens and
refugees were treated the same,” one beneficiary noted. That being said, there were some areas in which
disparities did arise, indicating that equitability of outcomes can still be improved to close gaps on these
specific metrics.

Mobile Health Clinic Beneficiaries

When examining the results for Mobile Health Clinic Beneficiaries, it is important to recognize that, broadly
speaking, Syrians are much more likely to rely on the Mobile Health Clinics as a form of primary healthcare
than Jordanians, with 28% of Syrians saying it was the usual place they went to seek care, while only 4.5%
of Jordanians said so. In the FGDs, Jordanians noted that they would rely public hospitals or military
hospitals, while Syrians noted that they would rely on the UNHCR or non-profit organizations such as Caritas
or the Red Cross. This is an indicator of the need within these communities, as Jordanians are able to access
and utilize healthcare from public clinics by the MOH more easily than Syrian refugees, and are likelier to
have health insurance. Thus, the varied level of healthcare access that Syrians and Jordanians have helps
to explain sharp disparities in the receipt of healthcare seen between Syrian and Jordanian Populations in
Figure 5. Jordanians generally have greater healthcare options than their Syrian counterparts, and do not
need to rely on humanitarian aid to receive care.

Figure 5: In the last 12 months, did you receive healthcare when you wanted it?

Disability 16.9 83.1 0
Female 18.6 80.4 1
Male 21.9 75 3.1
Syrian 9.3 89.3 1.3
Jordanian | . 50 | | 50
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Always Sometimes Never

For individuals who accessed mobile health clinic services, Jordanians were more likely to report that they
have received the help which they needed (Figure 6). That being said, only a small number of Syrian
participants (1.3%) reported that they did not get the help they needed at all. Similarly, people with
disabilities and their household members were less likely than their non-disabled counterparts to report
that they received the help that they needed, though very few (1.5%) reported not receiving any help at
all. Similarly, satisfaction levels with mobile health clinic services were slightly higher amongst Jordanians
than amongst Syrians, though very few Syrians (4%) reported complete dissatisfaction (Figure 7).
Furthermore, female beneficiaries also reported generally higher level of satisfaction than male
beneficiaries with the services that they received from mobile health clinics. Within focus group discussions,
female beneficiaries emphasized feeling respected by the staff and feeling comfortable with the staff.
Female beneficiaries were also more likely to be receiving service from female staff. Finally, people with
disabilities generally had lower satisfaction rates than people without disabilities, however, like Syrians,
very few reported complete dissatisfaction. The lower rate at which people with disabilities and their
household members reported receiving the help the needed, as well as their lower overall satisfaction with
services, may in part attributed to the greater likelihood of people with disabilities to have health challenges
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that require specialist attention, and as such were not provided within the scope of the mobile health
clinics.

Figure 6: Experience at Mobile Health Clinics
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Jordanian
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Figure 7: Satisfaction with Mobile Health Clinic Services
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Awareness Session Participants

For Awareness Sessions, satisfaction was found to not vary significantly across nationality or age.? However,
men were less likely with women to report high levels of satisfaction, with highest rates of dissatisfaction
also being found among male participants (Figure 8: Satisfaction with Awareness Sessions).

Similarly, men were less likely than women to report a great deal of improvement in their understanding
of the topic covered within awareness sessions, with 52.6% of men and 73.9% of women reporting great
deal of improvement. Furthermore, Syrians were slightly less likely than Jordanians to report a great deal
of improvement, and were more likely to say that they experienced moderate improvements than
Jordanian participants. That being said, only approximately 2% of Syrian reported no knowledge gain,
indicating that 98% still identified some benefit to their participation in the awareness sessions.

2 Given the 10% margin of error, differences across nationality cannot be considered statistically significant.
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Furthermore, survey findings found that Syrians (94%) were the most likely to say that awareness sessions
were their preferred form of knowledge dissemination.

Figure 8: Satisfaction with Awareness Sessions
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Figure 9: Improvement of Understanding
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Examining the relevance of session topics to the interests and health needs of participants, there were no
significant differences across gender, age, or nationality; a vast majority of participants in every category
reported that health sessions were relevant. Finally, provision of health kits also took place during the
awareness sessions; these health kits were not
distributed to every participant, however, and
eligibility for kits depended on a number of
criteria which varied between different types of -
kits. For example, Children’s Hygiene kits were 70
distributed only to those between the ages of 7 60
to 18, while breast cancer awareness kits were 50
given only to women between 20-60 years of 40
age. 70% of all available kits were to be 30
distributed to Syrians, while 30% were to be 20
distributed to Jordanians, in line with 10

ann

Figure 10: Percent of Participants who Received Health
Kits %

governmental rules regarding humanitarian aid 0
operations. It thus becomes important to Male  Female Syrian Jordanian Less than Over 44
ensure that no single group felt 25 Years Years Old

disproportionately excluded from receiving old
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health kits. Findings show that distribution was quite equitable across gender and nationality. However,
older participants (44 years or older) were significantly more likely than the youngest participants (25 years
or less) to receive health kits. However, due to the small sample size (only 6 under the age of 25), the
margin of error regarding health kit provision is quite large. As such, these results are not statistically
significant. In KlIs with IRJ staff, it was noted that there were certain criteria in place for the distribution of
health kits, aiming at the distribution of one health kit per household, with a distribution of approximately
70% Syrians and 30% Jordanians receiving health kits during health awareness sessions, and with different
criteria for different kits (based on age, disability/having the relevant chronic illness such as asthma or
having a member of the household with that chronic illness, sex — for breast cancer health kits specifically,
etc.). The knowledge and experience of local CBOs was also relevant to the distribution of health kits as
well as gathering participants for health awareness sessions.

Another factor for the relevance of health awareness session lay in the fact that the topics would change
depending on seasons. For example, in winter, wounds from burns are more common in ITSs as tents lack
heat and refugees turn to unsafe heating practices — such as fires - to shelter from the cold. The staff would
conduct health awareness sessions relevant to burn wound care during the winter season.

Secondary and Tertiary Health Services

Finally, beneficiaries of secondary and tertiary health services were also examined to ensure that all
outcomes were delivered equitably. Firstly, examining overall satisfaction rates (Figure 11: Satisfaction
with Secondary and Tertiary Health ServicesFigure 11), we can see that those over the age of 44 were
more likely to report being very satisfied with their services than average. However, there were no
significant differences in those reporting to be ‘very satisfied’ across nationality and gender. However,
Syrians were more likely than Jordanians to report being ‘somewhat satisfied’, and males more likely than
females. As such, we can see that Jordanian and female beneficiaries reported generally higher satisfaction
rates then their Syrian and male counterparts. Importantly, individuals with disabilities and/or their
household members actually reported generally higher satisfaction rates with secondary and tertiary health
services than their non-disabled counterparts, in contrast to satisfaction rates regarding mobile health clinic
services.

While health improvements are dependent on a number of factors, many of which are outside of the
control of the IRJ team, it is important to determine if there are any significant differences in health
outcomes across gender and nationality (. Age was not factored into this analysis, as age of the patient can
have a considerable impact on recovery and surgery outcomes. The proportion of individuals who reported
that health had improved greatly or somewhat did not vary significantly across nationality or gender.
However, Syrians were more likely than Jordanians to report that their health stayed the same following
the surgery. People with disabilities and/or their household members were more likely to report that their
health improved greatly or somewhat than non-disabled counterparts.
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Figure 11: Satisfaction with Secondary and Tertiary Health Services
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Figure 12: Post-Surgery Outcomes
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Furthermore, in order to determine eligibility for secondary and tertiary healthcare services, the IRJ team
developed a system for determining eligibility criteria, which included a home visit. However, the
application of this system was not found to be uniform across all beneficiaries. For example, only 31.7% of
participants reported receiving a home visit prior to their surgery. That being said, when examining this by
various demographics, no differences were found across gender, nationality, or age regarding the likelihood
to receive home visits. Within key informant interviews with IRJ staff, reasons for not conducting home
visits were explored. It was noted that home visits were at times irrelevant for patients who had already
had a home visit and needs assessment. Home visits are also notably not the most efficient systems for
determining eligibility, particularly for urgent surgeries. As such, different measures for ensuring that the
beneficiaries are eligible for IRJ)’s services should be developed.

Finally, participants were asked about what aspects of the secondary and tertiary healthcare service
program need to be improved (Table 8: Beneficiaries' Perceptions of Areas which Need Improvement).
Examining these impacts across gender and nationality can provide insights into the degree to which the
program’s design worked or did not work for beneficiaries, and if any particular demographics were
impacted by certain program shortcomings. Non-disaggregated results can be found within Table 8.
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Significance testing was then performed for each question across nationality, gender, and age to determine
if there are any statistically significant differences in responses.

Within nationality, Syrians were more likely than Jordanians to report needs for reduced wait times. Within
Klls, potential reasons for this were explored. Firstly, areas where many Jordanian citizens were present
(e.g. outside of remote ITSs) are likelier to have more people who are utilizing the MOH’s clinics. Jordanians
also would utilize the clinics to access medicine that was unavailable in MOH clinics.

Across gender, women were more likely than men to report need for easier transportation to and from
the hospital, with 35% of women stating that this was a necessary program improvement. In general,
women in Jordan are more impacted by the lack of accessible public transportation, as they are more likely
to face sexual harassment and more likely to be the primary caretakers of young children, increasing cost
and difficulty of accessing hospitals through public transportation. Additionally, women are less likely than
men to be the head of household, and thus have less flexibility with income to be spent on travel.

Table 8: Beneficiaries' Perceptions of Areas which Need Improvement

Area of Improvement % Who Agree
Reduced Wait Times 8.5

More Support and Follow-up Before Surgery 4.3

More Support and Follow-up After Surgery 22.0
Improvement treatment and professionalism from staff 1.2

Easier transportation to and from the hospital 23.2

2.4.3. Feedback and Complaints Mechanisms

The project also included a feedback and complaints mechanism through hotlines, which participants in
FDGs were actively aware of. Hotline numbers were available within the mobile health clinics, and were
provided to patients receiving secondary and tertiary care, as well as beneficiaries attending health
awareness sessions. As such, participants were able to voice concerns about anything that they were
dissatisfied with, which would then be logged on the register of complaints. Additionally, beneficiaries
were able to request follow-up. Moreover, some patients were able to visit the IRJ field offices in-person
to register a complaint or provide feedback, or otherwise communicate directly with staffers in the field.
The hotlines were free to callers.

Staff described those complaints by beneficiaries as being rare and noted that they would respond to
beneficiaries’ requests through meeting them whenever possible. However, staff also noted that
complaints and requests would often include things that were not possible due to budget constraints or
that were out of scope of the project, such as the creation of full-time clinics or providing coverage to
surgeries that were out of the scope of the project. The response procedural policy to complaints or
feedback is to refer the complaint or feedback to the relevant entity or personnel within IRJ, investigating
complaints, and replying to the beneficiaries with the result of the complaint or feedback.

However, some beneficiaries in the FGDs noted that they were not aware of the feedback and complaints
mechanisms, or that they did not receive follow-up. Additionally, the feedback and complaints mechanism
could be expanded on to allow for further inclusion of beneficiaries who did not have a working phone and
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could not physically access the IRJ)'s offices. One challenge for a feedback and complaints mechanism could
be to accommodate for anonymous complaints or feedback from beneficiaries who are unable to read or
write.

To increase the inclusivity of the feedback and complaints mechanisms, IRJ staff could verbally emphasize
that they are receptive to receiving feedback as an addition to the current methods of informing patients
of how to submit feedback and/or complaints.

2.4.4. Effectiveness Recommendations and Conclusions

Based on these findings, the project was largely effective in achieving its proposed outcomes fairly and
equitably.

However, there were some key areas which should be improved to improve the effectiveness of the
intervention. The following recommendation should be taken into consideration with restrictions such as
limitations in budget.

Recommendation #11: Greater clarity on schedule and location of mobile health clinics. Creating
mechanisms that allow beneficiaries to know the schedules and timelines of the mobilities.

Recommendation #12: Improving feedback and complaints mechanisms. Ensure that beneficiaries are
aware of complaint mechanisms and feedback mechanisms, and ensure both equal access and that cases
are responded to and followed up on. Beneficiaries could be consulted in both the design stages of future
projects as well as during the implementation of the project regarding which channels would be effective
and how to make the channels more accessible to them.

Recommendation #13: Standardization of surgery eligibility criteria. The review found that a majority of
respondents said that they did not receive pre-surgery home visits, which were a part of the process for
determining service eligibility. In order to ensure transparency, maintaining standardized eligibility criteria
and assessment processes is essential. If home visits are not a practical or optimal mechanism for
determining eligibility, and alternative process must be developed which can be implemented uniformly
across all potential beneficiaries.

2.5. Impact:

Impact can be defined as the extent to which the intervention has generated or is expected to generate
significant positive or negative, intended or unintended, higher-level effects.

Table 9: Summary of Findings (Impact)

Dimension Section | Findings
Long-Term Impacts | 2.5.1. Broadly, the intervention was found to be highly impactful for
recipients, particularly the secondary and tertiary healthcare
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services. Additionally, Klls with hemodialysis patients indicated that
the services were deeply impactful for them on an individual level.
Impacts Across Sub- | 2.5.2. Impacts across sub-groups were found to be relatively equitable. In
Groups instances where they were not equitable, women were actually
more likely than men to experience positive impacts.
Implications for 2.5.3. Community members expressed feeling that the project was highly
Replicability and impactful, and that they desired the project to be continued and
Sustainability scaled-up in future iterations.

2.5.1. Long-Term Impacts:

The long-term intended result of the project is improving the access of quality healthcare of vulnerable
Syrian refugee communities in Jordan, reducing mortality and improving life quality. IR)’s provision of life-
saving procedures — including both tertiary services such as surgeries and dialysis — created long lasting and
transformational effects on the lives of participants. Participants noted improved mental health outcomes
as well as improved economic capacity and livelihoods across their entire families in the aftermath of one
family member receiving healthcare. As seen within Figure 12: Post-Surgery Outcomes, a vast majority
of secondary and tertiary healthcare recipients noted that their health improved post-surgery, with 58.5%
saying that it improved greatly. During FGDs, these sentiments were echoed by patients, who emphasized
that services received by IRJ — particularly surgeries — were impactful to their lives and to the lives of
members of their households. One patient in a FGD stated: “I can’t understate the impact that the surgery
has had on my life. How can | measure the impact of something that allowed me to sleep without pain for
the first time in months?”

Additionally, the project had positive impacts that were not necessarily intended. For example, one
unintended impact of the project in the aftermath of the COVID-19 pandemic was increased awareness in
the population on the Coronavirus, specifically with regards to preventative measures such as social
distancing, masks, and especially vaccines. Klls showed that beneficiaries who were otherwise hesitant to
take the vaccine or did not believe in the Coronavirus felt comfortable asking questions and trusting IRJ)’s
medical staff, particularly in primary healthcare and awareness sessions contexts. Additionally, the health
awareness sessions would often cover greater ranges of topics due to the presenters creating sufficient
room for questions, comments and interaction with beneficiaries. For example, one female medical staff
member noted that she frequently provided information on gynecological and reproductive health,
breastfeeding, pregnancy, and early childhood care during health awareness sessions.

Through health awareness sessions, participants were able to receive information on the prevention of
disease. Klls with healthcare experts in Jordan indicated that prevention of disease is frequently one of the
most impactful solutions to the healthcare challenges in the Syrian population, noting that undocumented
refugees, urban refugees, and refugees living in ITSs are particularly vulnerable to the gap in equitable
health care treatment. Additionally, experts revealed through interviews that challenges in under-
utilization of refugees of MOH health clinics — due to barriers such as distance, pricing, and bureaucratic
challenges — meant that prevention of disease is of heightened importance.
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Klls with partners of IRJ showed that the networks built with/between local CSOs and international CSOs
were impactful, as were the collection and creation of a detailed database on beneficiaries. The creation
of these networks, alongside the collection of data, was cited as a positive impact of IR)’s project.

2.5.2. Impacts Across Sub-Groups:

As seen within Section 3.4.2., outcomes were generally equitable across sub-groups. However, in instances
where results were not equitable, women were actually more likely than men to note positive experiences
and high rates of satisfaction.

2.5.3. Implications for Replicability and Scalability:

Within the Focus Group Discussions and interviews with beneficiaries, it was made clear that the
community feels there is a need for these projects and a desire for it to continue and to be scaled up. In
particular, the need for eyecare, dental care, nerve and neural damage, psychological and mental health,
hearing aids, and orthopedic services (specifically, knees and joints were mentioned) was noted within the
FGDs.

Additionally, during Klls with experts on healthcare in Jordan and partnered organizations such as UNHCR,
PCRF, and QRC, it was noted that the hemodialysis component of the project was urgently needed withing
the Jordanian context, as IRJ was at times the only organization providing this service, and continues to be
the only organization providing this care to Syrian refugees in the South of Jordan. A scaling-up in terms of
coverage of other chronic illnesses was noted, with chemotherapy for cancer patients being mentioned as
an unmet need for the Syrian refugee population.

IRJ are currently implementing a similar project, indicating successful replicability.
2.5.4. Conclusions and Recommendations:

The intervention generated positive impact on the life of beneficiaries through providing them with access
to quality primary, secondary, and tertiary care; hemodialysis treatment; and increased health awareness.
Additionally, the intervention had an unexpected impact of improving COVID-19 awareness and reducing
vaccine skepticism. Another positive impact was improved mental health and financial well-being of
households benefiting from the intervention, as reported by FGDs and Klls. The following recommendations
to increase the level of impact include:

Recommendation #14: Increase budget or locate additional funding to allow a larger number of
beneficiaries to be served and to cover a wider variety of services, specifically including more surgeries.
This could be in the form of new phases of the same project, or new projects with different donors.

Recommendation #15: Consider implementing similar initiatives addressing the healthcare needs of the
Syrian population to improve their access to quality healthcare, quality of life, and mortality rate.

Recommendation #16: Designing a comprehensive approach at a programmatic level rather than single
projects. While single projects such as this one do have significant impacts, these impacts can be maximized
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through adopting a comprehensive approach into all healthcare activities, and ensuring that these activities
complement each other. In particular, interventions can take into consideration a preventative and early-
warning approach in order to maximize impact while reducing overall health risks amongst the target
population.

Recommendation #17: Include preventative and early warning awareness to more common and chronic
health issues for the awareness-raising component to ensure more long-term impact. Jordan has exhibited
an epidemiological shift from infectious disease to chronic disease. As such, preventative medicine has
become increasingly important in the overall health scheme; however, Jordanians may lack the awareness
of factors which contribute to long-term chronic illness. In order to ensure that healthcare services
comprehensively address the health needs of the community, adding a preventative medicine component
to awareness sessions as well as the comprehensive approach through which IRJ operates its health
programs.

2.6. Sustainability:

Table 10: Summary of Findings (Sustainability)

Dimension Section | Findings

Sustainability 2.6 Some aspects of the intervention were found to be sustainable in
that their impact would be continuous in the aftermath of the
project, such as increased health awareness and improved life
quality for the majority of patients of surgeries. However, other

aspects of the project require continued support in order for the
benefits to be sustained. The initiative’s sustainability can be
increased through a focus on developing MOH’s local capacity;
however, there are associated challenges with this as well.
Environmental sustainability was taken into consideration at the
design and implementation of the initiative, e.g. responsible disposal
of waste.

Sustainability can be defined as the extent to which the net benefits of the intervention continue, or are
likely to continue.

IR)’s thorough databases and support to partners have allowed for further networks of support to be
developed across the field. In particular, IRJ)’s mobile health clinics have enabled the organization to provide
services to ITSs in remote regions that are otherwise inaccessible and where the population is without care.
IRJ)’s staff have mapped the existence of these “forgotten” communities and connected their residents to
other projects with partners, allowing other organizations within the field to be able to more easily service
these populations in the long-term. This benefit is likely to continue in the aftermath of the intervention.

One consideration for the improvement of sustainability following the end of the project was related to
purchasing a hemodialysis machine and donating it to the Ministry of Health to be used in a public hospital
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on both patients from the host community, with a potential agreement for the MOH to also provide this
service to Syrian refugees for free or for reduced cost. This suggestion was examined through the Klls and
was a subject of disagreement. One health expert noted that this would potentially be challenging to
implement, as public hospitals in Jordan have received donated equipment that is “gathering dust” and
going unused due to high costs of operating the machines, or a lack of capacity among employees on how
to use the machines. On the other hand, another expert stressed the significance of developing the capacity
of local institutions to avoid the challenges of parallel systems of healthcare existing for refugee and host
populations.

Secondary and tertiary healthcare services (in particular, life-changing and life-altering treatments,
including surgeries) can provide long-term benefit to individuals, households and communities. Early
detection of an illness through a primary care examination can similarly hold long-term benefits for
individuals.

Health awareness sessions contributed to long-term increase of health literacy among the population. As
mentioned in the Impact section, one of the results of the project that can provide ongoing benefit to
individuals and communities beyond the project time period is increased awareness on vaccines, and
individuals showing less vaccine hesitancy with regards to the COVID-19 vaccine. This is especially
significant when considering that the pandemic has impacted refugee populations more harshly than host
populations, and with considerations to the detrimental impact of the virus on people with disabilities — as
well as Long Covid leading to the development of chronic health conditions within previously-healthy
individuals. The benefit of beneficiaries having increased health awareness is likely to continue, particularly
as IRJ staff noted in the interviews that they would ensure that community leaders were present in the
health awareness sessions in order to allow trickling down of information to their household and
community members.

Within the dialysis component of the project, it is clear from Klls with rightsholders that without additional
support, they would be unable to continue receiving the life-saving treatment.

The benefits of surgical care for patients are more long-term, as many of the surgeries conducted
throughout the project are life-altering and will improve the patients’ quality of life in the long-term.

With regards to environmental sustainability, according to Klls with IR)'s staff, environmental
considerations relevant to the intervention were factored into the design and implementation of the
project. For example, waste disposal was discussed with members of IR)’s staff during the Klls, and it was
affirmed that the waste disposal processes were designed with both hygiene and environmental factors in
mind.

2.6.1. Sustainability Conclusions and Recommendations:

Some components of the project lend themselves to long-term benefit, such as life-saving and life-altering
surgeries as well as increased health awareness in communities. However, as noted by beneficiaries and
experts alike in the Klls and FGDs, once the intervention is concluded, patients will be unable to access
treatment. Different stakeholders had different suggestions for how to improve sustainability.
Improvements and recommendations to sustainability may potentially include:
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Recommendation #18: Investing in the development of the MOH’s health services, such as by purchasing
a hemodialysis machine and donating it to a public hospital in order to service the host community and
possibly with an agreement to provide a certain number of free or discounted services to the refugee
community. However, prior to this commitment, there should be a dialogue with the MOH to ensure that
the equipment — for example — is needed, that there are sufficient resources for maintenance, and to
provide training to MOH staff on how to operate and maintain the equipment if needed.

Recommendation #19: Consider implementing a train-the-trainer component awareness sessions for local
CBOs and community leaders.
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3. Alignment with International Standards

The World Health Organization’s Global Health Cluster has developed a number of key domains for ethical
humanitarian intervention.? Under these standards, healthcare interventions should be: people-centered,
safe, equitable, effective, integrated, timely, and efficient. These standards are aligned with the Core
Humanitarian Standard and incorporate Sphere’s Minimum Standards for Healthcare as a practical
expression of the right to healthcare in humanitarian contexts. This section will provide a brief summary of
the project’s alignment with these standards, while the analysis section of the report has provided more
details regarding the findings.

Domain

Standard

Findings:

People
Centered

Presence of Feedback &
Complaint Mechanism

A feedback and complaint mechanism is present, and beneficiaries in
interviews and FGDs were aware of it. Beneficiaries are able to reach IRJ
staff by hotlines and email.

Healthcare is Dignified
and Compassionate

According to the surveys, FGDs, and interviews, the vast majority of
beneficiaries described their experience positively and that it was
marked with respectful treatment by IRJ staff.

Patient rights are upheld:
informed consent, privacy,
and confidentiality

Patients agreed that they felt their privacy was respected. Broadly,
results indicated that the vast majority of participants felt that staff
respected privacy, with 23.7% reporting that their privacy was
respected to a great extent, 69.1% in an appropriate manner, and only
7.2% to a small extent. No participants said that their privacy was not
respected. For mobile health clinic beneficiaries, 92% reported being
either very comfortable or comfortable asking questions, while 100% of
secondary and tertiary healthcare recipients reported feeling
comfortable to a great extent or to an appropriate extent. A clear
majority of primary, secondary and tertiary healthcare recipients felt
that information was delivered in a way which was easily understood,
and all health awareness session participants described information as
accessible.

Healthcare is Accessible

52.5% of mobile health clinic beneficiaries reported that access was very
easy or easy. 12.5% reported access to be very difficult.

Jordanians were more likely than Syrians to find access to mobile health
clinics be very easy or easy.

45.4% reported that they knew when mobile health clinics were close-
by always or most of the time.

78.1% of secondary and tertiary health service beneficiaries reported
that providing necessary documentation in order to demonstrate
eligibility for secondary and tertiary healthcare services was easy or very
easy.

Healthcare is Relevant
and Meets Patient Needs

According to Klls, surgical care is a prominent need among Syrian
refugees, being especially important after becoming completely
unaffordable with the latest changes in coverage policies by the
government. According to the baseline assessment studies conducted
by IRJ)’s team, more than 5 out of 10 of all household members reported
a need for medications. During FGDs and interviews, patients
mentioned healthcare needs that were unable to be met by the project
as they were not covered within the scope of the project’s activities

3 https://reliefweb.int/report/world/quality-care-humanitarian-settings-june-2020
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(providing services related to the following: dental, nerve, eyecare,
gynecology, etc).

Safe infrastructure and
facilities

The infrastructure and facilities utilized during the project were safe.

Disaster preparedness and
risk mitigation strategies
were developed

Due to the Coronavirus pandemic, risk mitigation strategies were
developed and deployed.

WASH Standards are
upheld

Within key informant interviews, IRJ staff, as well as external experts
within the humanitarian health field, noted that IRJ upheld WASH
standards. External experts and partner organization staff noted that
IR)’s clinics are well-known for their cleanliness and high-quality
services, confirming their adherence to WASH standards.

IPC Standards are upheld

According to Klls with IRJ staff and other actors in the health field, IPC

Safe standards were upheld.
Presence of System for A reporting and monitoring system for medical events was in place
reporting and monitoring | through hotlines and was communicated to beneficiaries.
medical events
Presence of policy for Policies for reporting abuse and sexual violence were in place through
reporting abuse and hotlines and was communicated to beneficiaries as well as staff.
sexual violence
Safe management of Policies and safety standards were in place for the safe management of
medications and medications and equipment; staff were trained in this procedure and
equipment were able to implement it. Due to pre-emptive concerns regarding
medication and equipment moving in the mobile health clinic during
transportation times, additional guidelines were implemented
regarding positioning of medication and equipment.
Equitable | Careis impartial and See section 3.4.2. Equitability of Outcomes
equitable in delivery, is
not biased against any
age, disability, gender, or
nationality group.
Service delivery
mechanisms are equitable
Effective Clinical care is performed | Participants in FGDs for primary, secondary and tertiary healthcare

effectively

services noted that the clinical care they received was high-quality and
improved their lives

Advice given by healthcare
staff is appropriate and
helpful

Participants in FGDs agreed that the advice given by healthcare staff was
appropriate and helpful.

Patients are given follow-
up or referral

Patients are given follow-up and/or referrals; however, in FGDs and Klls,
some beneficiaries noted instances where they did not receive follow-
up. Please check 3.4 Effectiveness section for detailed analysis on
quality and equitability of the referral system.

Essential  package  of
health services (EPHS) are

According to interviews with IRJ)’s staff, EPHS are available and referral
is possible.
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available or referral is
possible

Essential medicines are

At times, according to FGDs with primary healthcare beneficiaries, the

available clinics would run out of medicine or there would be a shortage, and
they noted that antibiotics and some pain killers — including medicine
for nerve or spinal damage — was unavailable. However, most rated
the availability of medicine as good or excellent.

Essential  devices and | Essential devices and equipment are available within the mobile health

equipment are available

clinics.

Adequate number of
health staff with diversity
of skills, languages,
ethnicities, and at least

Adequate number of health staff with diversity of skills, languages,
ethnicities, with equitable gender representation (50% or more
female) was present.

50% female
Integrated | Presence of mapped and During Klls with partner organizations’ staff, it was noted that IR)’s
well-planned referral referral system was among the most reliable and quickest within the
system with minimal field. The referral system includes phone calls, in which IRJ refers
delays patients to secondary and tertiary care, refers beneficiaries to other
programs and partners, and accepts referrals from partners for patients.
Referral System protocol is | The referral system protocol included phone calls, and at times would
standardized be more flexible in order to accommodate emergency cases.
Monitoring of referrals | According to IR)’'s M&E team, monitoring of referrals was conducted.
was conducted
Timely Patients have reasonable Only 5% of participants reported wait-times were ‘bad’ for Mobile
waiting times Health Clinics.
Less than 10% of participants felt that faster wait times was a needed
improvement for secondary and tertiary healthcare services.
Patients have functional Patients have functioning referral mechanisms, as is supported by the
referral mechanisms findings of the surveys, FGDs and Klls.
Efficient Healthcare is evidence- Healthcare provided is evidence-based.

based

Appropriate medications
and equipment are kept
in-stock

Appropriate medications and equipment are kept in stock; however, at
times medications would run high demand or would be cut off from
the Jordanian market.

There is collaboration
between providers to
synergize programming

IRJ collaborated with a wide range of providers in the field to synergize
programming, including grassroots CSOs as well as national and
international NGOs throughout the duration of the project, including
the Qatari Red Crescent, the Noor Al-Hussein Foundation, UNHCR, the
International Organization for Migration, the Danish Refugee Council,
and the Palestine Children's Relief Fund.
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4. Recommendations and Conclusions

Holistically examining the results of this assessment, we can see that broadly individuals reported high
levels of satisfaction with IR)’s programs. Both beneficiaries as well as key partners within the health and
humanitarian services field highlighted the positive impacts of the program. The intervention was found to
meet a relevant need, as well as to have accomplished its goals efficiently and coherently. Regarding
sustainability, there are some considerations in place for improving the long-term sustainability and
extending the ongoing benefit and impact for the community.

That being said, this review has also identified a number of key areas which may require improvement or
revision in further iterations or continuation of this project:

Recommendations for Relevance:

The project was found to be extremely relevant contextually and for stakeholder needs.
Additionally, relevant changes were made to adjust to the evolving context in the aftermath of the
COVID-19 pandemic.

Recommendation #1: Improving transportation to and from hospitals for secondary and tertiary healthcare
recipients. 31% of secondary and tertiary healthcare service recipients said that it was very difficult for
them to go to the hospital of their surgery location to receive help. As such, providing transportation both
prior to the surgery as well as after surgery will improve program responses as well as empower
beneficiaries to maintain the health benefits associated with the procedure through routine follow-up care.

Recommendation #2: Increasing services available for beneficiaries. Some beneficiaries in FGDs expressed
a desire for increased services. One suggestion was to increase the number of surgeries eligible for
coverage within IRJ)’s projects, and further expand the scope of the project to include dental, nerve, eyecare,
and gynecology.

Recommendations for Coherence:

The project was found to be coherent, without duplication, and coordinated effectively with other
actors in the field. However, the internal coherence of the initiative and future similar initiatives
can be improved.

Recommendation #3: Invest in outreach components at the local community levels. This will allow
beneficiaries to know more about IRJ's ongoing interventions, which would improve the coherence of
future activities.

Recommendation #4: Improving integration with MOH. Greater integration of MOH strategies and
programs into the planning and design stages of interventions, as well as building ongoing collaboration to
support the development of MOH'’s capacities. Staff could be trained to be more aware of MOH national
strategies.
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Recommendation #5: Improving awareness of IRl amongst beneficiaries. This study found that beneficiaries
were at times unaware of the role of IRJ in providing their care, and did not know about other IRJ projects.
As such, there is a need to improve awareness of IRJ as an actor, in order to ease monitoring and evaluation
processes. Staff should be trained not only in the services they provide but also in IR)’s other programs, as
well as how to best inform beneficiaries of such programs when relevant.

Recommendation #6: More internally consistency in the application of policies and procedures. Based on
our findings, there is a need to improve internal coherence of the program through increasing consistency
of use of procedure, including for evaluation criteria, referral criteria, post-surgery communication and
response to complaints and feedback mechanisms.

Recommendation #7: Greater post-surgery communication for secondary and tertiary healthcare service
recipients. Over 20% of participants noted that more support and follow-up was needed post-surgery.
Furthermore, 28% of beneficiaries reported that they did not receive follow-up communication after their
procedure from IRJ staff.

Recommendation #8: Continue to target under-represented areas, such as rural camps, in future
interventions. A baseline needs assessment could be conducted before such future initiatives to ensure
that support is given to the in-need communities.

Recommendations for Efficiency:

Broadly, the intervention was found to be highly efficient, both in terms of financial management as well
as timeliness of service delivery. However, one area stands out as in need of improvement, which is the
mechanism through which beneficiaries receive medications:

Recommendation #9: Future interventions should replicate the efforts of negotiating prices to ensure the
most efficient cost during the procurement of supplies and service so that the best price can be obtained.
Additionally, the existing networks and connections within players of the health field in Jordan should be
maintained in order to ensure efficiency in future interventions.

Recommendation #10: Adjust mechanism for medicine distribution for dialysis patients. As noted by
beneficiaries, the current mechanism allows for medication to only be distributed towards the end of the
month, and required approvals to receive early. This is in line with the monitoring and evaluation policies
of IRJ; however, it may present issue in the event that medicines were needed urgently. As such, a re-
adjustment of the medicine provision system may be considered.

Recommendations for Effectiveness:
The project was largely effective in achieving its proposed outcomes fairly and equitably.

However, there were some key areas which should be improved to improve the effectiveness of the

intervention. The following recommendation should be taken into consideration with restrictions such as
limitations in budget.
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Recommendation #11: Greater clarity on schedule and location of mobile health clinics. Creating
mechanisms that allow beneficiaries to know the schedules and timelines of the mobilities.

Recommendation #12: Improving feedback and complaints mechanisms. Ensure that beneficiaries are
aware of complaint mechanisms and feedback mechanisms, and ensure that cases are responded to and
followed up on.

Recommendation #13: Standardization of surgery eligibility criteria. The review found that a majority of
respondents did not receive pre-surgery home visits, which were apart of the process for determining
service eligibility. In order to ensure transparency, maintaining standardized eligibility criteria and
assessment processes is essential. If home visits are not a practical or optimal mechanism for determining
eligibility, and alternative process must be developed which can be implemented uniformly across all
potential beneficiaries.

Recommendations for Impact:

The intervention generated positive impact on the life of beneficiaries through providing them with access
to quality primary, secondary, and tertiary care; hemodialysis treatment; and increased health awareness.
Additionally, the intervention had an unexpected impact of improving COVID-19 awareness and reducing
vaccine skepticism. Another positive impact was improved mental health and financial well-being of
households benefiting from the intervention, as reported by FGDs and Klls. The following recommendations
to increase the level of impact include:

Recommendation #14: Increase the budget to allow a larger number of beneficiaries to be served and to
cover a wider variety of services, specifically including more surgeries.

Recommendation #15: Consider implementing similar initiatives addressing the healthcare needs of the
Syrian population to improve their access to quality healthcare, quality of life, and mortality rate.

Recommendation #16: Designing a comprehensive approach at a programmatic level rather than single
projects. While single projects such as this one do have significant impacts, these impacts can be maximized
through adopting a comprehensive approach into all healthcare activities, and ensuring that these activities
complement each other. In particular, interventions can take into consideration a preventative and early-
warning approach in order to maximize impact while reducing overall health risks amongst the target
population.

Recommendation #17: Include preventative and early warning awareness to more common and chronic
health issues for the awareness-raising component to ensure more long-term impact. Jordan has exhibited
an epidemiological shift from infectious disease to chronic disease. As such, preventative medicine has
become increasingly important in the overall health scheme; however, Jordanians may lack the awareness
of factors which contribute to long-term chronic illness. In order to ensure that healthcare services
comprehensively address the health needs of the community, adding a preventative medicine component
to awareness sessions as well as the comprehensive approach through which IRJ operates its health
programs.
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Recommendations for Sustainability:

Some components of the project lend themselves to long-term benefits, such as life-saving and life-altering
surgeries as well as increased health awareness in communities. However, as noted by beneficiaries and
experts alike in the Klls and FGDs, once the intervention is concluded, patients will be unable to access
treatment. Different stakeholders had different suggestions for how to improve sustainability.
Improvements and recommendations to sustainability may potentially include:

Recommendation #18: Investing in the development of the MOH’s health services, such as by purchasing
a hemodialysis machine and donating it to a public hospital in order to service the host community and
possibly with an agreement to provide a certain number of free or discounted services to the refugee
community. However, prior to this commitment, there should be a dialogue with the MOH to ensure that
the equipment — for example — is needed, that there are sufficient resources for maintenance, and to
provide training to MOH staff on how to operate and maintain the equipment if needed.

Recommendation #19: Consider implementing a train-of-trainer component awareness sessions for local
CBOs and community leaders.
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Annexes

Annex 1: Demographics of Surveys

Table 11: Final Survey Samples

Survey Number of Beneficiaries Sample Size
Mobile primary health clinic 32,100 97
patients
Secondary and tertiary care 787 82
patients
Health awareness recipients 2698 88

Table 12: Secondary and Tertiary Healthcare Survey

Demographics Table 13: Mobile Health Clinic Survey Demographics

Gender Gender

Male 54.9 Male 33.0

Female 45.1 Female 67.0

Nationality Nationality

Syrian 87.8 Syrian 77.3

Jordanian 9.8 Jordanian 22.7

Palestinian 2.4 Age

Age Average Age: 41.3

Average Age: 40.2 Disability:

Disability: Prevalence of disability or | 67.0

Prevalence of disability or 54.9 chronic disease

chronic disease Last Visit to Mobile Health Clinic
Last 30 days 3.1
Last Two Months 21.6
Three months or more 75.3
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Figure 13: % of Secondary and Tertiary Healthcare

Table 14: Health Awareness Session Survey A -
Beneficiaries Receiving Each Type of Procedure

Demographics

Gender
Male 21.6 Other 7
Female 78.4 _
Nationality Cardiovascular [ 2.4
Syrian 56.8 Neurological 2.4
Jordanian 43.2 Urology py
Age
Average Age: 40.2 Orthopedics 761
Location Ear, Nose, and Throat | 7.3
Amman 28.4
Opthamology 7.3
Zarga 1.1
Irbid 1.1 Gynocologist 7.3
Mafraq 12.5 General Surgery 439
Ramtha 10.2 checialict Comeuliat
t tat 2.
Karak 16 pecialist Consultation 4
Ma’an 10.2 0 10 20 30 40
Other 14.8
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Annex 2: Survey Tools

Mobile Health Clinic Beneficiaries
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Annex 3: Kll Topic Guides

Interview: Dialysis Patients

(S S a pa) Al AL

Cladd oy LghlSH o3 Alise iy Lo 58 (Gl 38 50 O S JLiall ST o€ jlie e (S i) S5 oa
M}S_}Sge‘jamg;\jﬁlain:uai:tahub&u\caa_y@ﬁuﬁ‘)\)\GS@LY\ULG\J\MLML@.AMGJ\M\:QLGJ\
8 aad) Wseae @Oyl e &l G S aall dle Jl) clesdd agilal e JSEY) e IS5 Gl i
g oo e ) galiind 3B S IS 1Y) e Al jaa ga AGELAD 038 (e i all Al AleY) dadaie ae LS lia
pelal o T an 55 Y (AT Al sl adel JUa 1) adpant Sy iS5 520 5T (s 03)Y1 (3 duedladl DY) dalaie

gosall 3¢y laiall = Sall il

00 8 Apedluy) A3 ) daliia U8 e (S sy Lgd oy sy 3 A 3 B2l o8 Lo
s 3-1

s 6-4

812 - )l 6

ST das

I A O B O

Saaliall 138 ) Glilla) Caci (o

¢ S Jae Slens el 5 J8 el 2! Jaals (S Jae S 5 gila e ll meim gy (IS (i

Caallad (Al SN pllal (5 siie i S (Jud) 58 10 5 1 gnd) 58 1 a5l Cun 010 A 1 00 f) g plasinls
S0 (8 Apadlu) A ) daliia ¢ 5 e oLl aavic

Tleagh clile Jeud) (o QIS 48l 3lal) 48 )l g dnall dlelin gl KU sl = 5 45 )l aui CaS o
il JS

R

sl e g A

\_)JU

Ll | sa 5y ol

S aiiuall 7l o) Jia) & A A1 4a) 55 Lexie Jaii 13l o
Slae 2Y) Al sha dule ) bl oy suidll o eLdaYl (380 Ja o

ozl
Y

$UaY) Al ol Al Jadad (panati 13ka 1ans 13
feliba Ao 0aL¥) 3 i) BleY) dabiia (o Jsaad) SN dane 23l A5 T Cas e

$ A Jre ol aas cailS ll JSLaa 5 pla) o SN Jane 38 je sila g0 5,08 ol CaS
65



Lalasiins) Gliey 48 55 g 2401 3 5 g0 o yah Jgb ¢ AaDls) A2 Y) Aaliia b Galalal) e (5 580 A il i< 1)) o
Sacall o Jpanll §f (5 <Al aaiil

el il 5 AV daall dle ) claliial o Lo o S Jaue Cilids CiDIA, @

sl i) fAaglial) Adini

felarall oda oda ) Jgpa gl e alE el Ja

S0V (A Al Bley) dakia je sl dgn gl ey b -

) o S L) 1 -

96 5 pdall elgil 3 e i Lo clan oY1 A LYl oY) dabiie culili o -

§ bl eladle AaSi dghaas e 1508 cuS o -
S ot e 4SS Aghass YA (e clac ) (oAl Aakiia o siadl (e i€ Jgb @S Y1 S a1 1)
fely alall

90y saall Cin D) Bac Lusa A ) ApaBluy) e Y) daliia ¢ 5 pdie Gauai] Cluasi gl oSl da - -

Interview: IRJ Staff:

(OB (3 LoDl BLEYI 9ol ga) Aylaadl o

G cdgl s aiblie cund G pasead) Sl ol o 2yl pasly Aslaslaslly LLamddl Glaball (S 5S0 pud
Fardall e @uss (§ Budeluwll (§ 0paiil

Tl (o Lo 113k o9 all 7l @i oS« ple S

S pgidaney Wl &l e il / ST 8E Slus] eliSey il pns o ¢ lgale clas 31 6,391 iy laally 4las

S @)l a4 wiiss (douall due gl / (S Juwut / 32019 Dg3ledl / 3991 le)l) £9 nall (yo 55 (ST

S onloeally sl Ml Slabist (G5 g9 el 1 (3 deddall Gleds) OF jaad Jae

Lol Gle b a1 Blasy ladie ST G0 gl 0922 darliz Lo el g2 lad ¢ GAS e8I S0 o) 13)e

¢ Somsad! 0 o lans ASYI el o0

Gl Loty (@)l lodzdl oy It o gl 52439 £l 0l dguogll s polal Sl o wiins U

bt oo sl Ul Jgsogll (Sl (ye OF 5l dins (aS3 ¢ @i Dl2Yl 36 13

§ ladasally £9 il paeal 3 Sl Jo

T inall ouosal dddos Capg SiSay Jo ¢ @aiy LY C3E13)

ddagiuall dc gazmall po Elolss Cauas (oS - omygad) G dovall Ble )l Ol il @i lgiodsinl (2l Slsdl (o Le-
¢ Eo il dpais S
89 uall prasas U3 dudlanly duclaizVl (g lall e (oS § il Ol lis| Gugial §9 4l O 23 G ST )
doludl dup gl ¢ dallal dpall dalaio ¢ duall 8)139) ()31 rdmall dxianll Closl o £9 il prasad g yoladll 03 o
le )l @uat) Jdl dgaell go il £9 )l O diiad Gao ST U ¢ @aiy LY OB 13] § (DUl G958 Busiell @
T3kl "Y" Glgzll 0813

Soduaisy £9 sall uanal st sl @i dlels SYI el @R (e

66



ng C)bd\ LAl - &ﬁkﬁ\ji LyUJ‘ douall Lle ) ) Jao gl Cus (o cpdudiunad] (o 3900 due e @« Ailnadl 398 -
ROK) Jl Lag 51.>b.>;.]\ 4.9.&33 ¢ M\

S Cblgiadl LB / Casais / ole ALY plas o e ST gl @l wlsh=Yl Lo

T3 diasall o1l 2e oo Yo (SN et e @5 (e 1SN 05 13l

§ g all i b (S Jowd) dx 1 e Dlaglae o] Jo-

¢ ddaa)l douall dile g ¢ 63 LM Jia) S Jows (o250 gzl (&) dsbasdl Ol adgs cbiSen ail coynde Jo
) S (slis! zlaily

S o2l Yoyl Il dAdlad e ST1n ol i ol ¢ $IS oS5 @) 13)-

gl sl (@ Wik o (ol douall e gill Ao Aol (e 18 gl d5al) puall (£5) OF i Jo-
Finz b _pe / dom b o douall due gl Oludr OF il 13k
§ paizal 838 o )9l o § ppal] dimsall & il Gludr guo9 (30 uST (oS-

S il Olud (3 bl b« dabise gublgs Jo> & gd Ol die o
LAl SV
S paizmall e S 1A 08 gl 2)
Foludadl duass Ll eligaly &l basdl (o b
b3 &Sy ¢ Sl O (ye BN Al sl s 4l o ST o 1l Sylaed e (slaizd! Bladl dsgy so ST )
S oy Ao 58 o) Sl dieT dlas
Sleols e ) Sl gpgall Hlasl @5 oS
sodiie O 13] Lo (8,5 - o T duall dpis e @3 3T a8 Slgad o 0SS o) iyl Al yo M b (61 Al <8 Jo
§abizen Ko lohad 13ld ¢ IS S5 @) 13] Talilas b ggzle 2 429 e 09,39 dsall dole I
SO bl 0da go Olalaiall 0ds clales as
S sl £g5 Led ¢ SIS 11 4S5 @ 13] Sobasull oo ae Jolatl) il s Do) (o GBI el ol Sl jaid o -0
§axliss

Slabudly ¢py3Il dmall Hle )l sudo go Gl do 3T oS ¢ Jlall Jus de §89 el dnais e Covid-19 3T aS's -
§ dumuall
Fleoads SiSer Y @l loasdl (o Lo SENEYN 18 ID £9 el Clual Guas cankaial (Se (ST L -0

?Méeﬂ;w&ymdmgﬁgloQW\BJ@JM}&M\QAW@a,?bjtaggim&;u_
Tegrall @ sl Jd caasdtinnl] (o Lgale Jguamll 553 (3| Slaglaall (p Leo
G abizes St dladio S blas ST s o « £ dl cdaST o day OYI

€ petedicnsll Gl Joos o £9 ol O aas -
Couanll / Conn 9 18 LMol BLeY! o wiias Jo-

67



Interview Guide for External Experts:

(LM BEYI flga RW (fbga 1a)) bliall S
cdgll de aiblio cwd U paseadl Sal 4lgSeg ddugiuall cilially g9 ol (o suad (asles hlawll dgis (2
ol 1A @S (§ Bieluedl (§ 0 paiiul (Sl

dole Al
T3l SO 3 gl M douall dile | Slous 18165 / Jguo gl A5G| O gouds oS @
TAly Lgililly AdgY dole )l H0195 (o B9,0 drgs Jo -

T rgd) (5 2L Luomso ol b1 doladl drlonll O et (a8
ozl oM/ paizmell Al dle )l Sl @ (p o cilidymn Je 2ly -
Tlamy9 Wlawseall J313 Ogdums cpddl cpiMl o dovall OlalasYl Caliss Jo -
Sl gatzme § 8lhally dyl o wlabasdl Giliss Jo -

SO0 3 owgedl M douall dile ) i) Wl 8552 gall OlerSlindl / edsadl (o b aclole u> de o
839 095 98 Lo Seypygand! cxmd &omall dile ) cppunse) goyylin Wl Jais a) (elindaie BMs0) labaiell p e -
SasayV douall
alad Y gl witas ) Dl (o Lo Wl 0dudid oy las Jadll jass -

sl D dvall Gle I 4dg1) Jadasatll die ganilell lgrlsr 3 (o) dasSyll bl (o Lo echily @

189l dpols Al
SOV (3 deodul BleY dolaio b cpo (rygand) Al Dile )l pdgn @le e @S Un ool Lizhlan bbs .
oYl Lg &3 Aol dle Yl dda_uub Ly A el o ¢y LY a1
Tearkall oo ddyai b gl (2 Tlie Cdye aSd i HYI 1Y) -
(s LY B 13 S9! 142 (3 0 3 LuadlY) B! dalars ao cudud sl Cdas g8 (oad LY 513 -
SOl ouids Y
gl 142 Old (oo Seg aall e plall Cloggin 9o o -

Clede 55 &) douall LleJl Olrlist (2 b ORI 3 () geud! il dowall Lle I adga) alass cuS13) o
o Sl 30 SO ggd! O35l 4 iy (S A9 sl ol I (S g Lo cilaglinn (Sliodiia ol (3) o ®
SleadES aduy o Sduleyll oda

§ 6,3 Ol §all ol duagSodl gl jo bo -

S omgadl (i L9Vl 4893 (Suo i S -

2liy23 oy il iumae (50Le IS (e sl (i A9 domall Bl Eeadlea) BLEY) daliio a0
Sl Joline (3 Ol e goidl 1 O daiad Jo

8slall (3o (o250l am Boliiul pue Olewl el Ao -

Sl oda Jio Hlad! cpuwss e S -

Casitlly L6l le )l e 0991 3 Ogygad! 052l duam Jo ccbloglas (o @
68



TeadS aduy o Tlledl 0da oy e Bypai o -
Songadl eI Il Sledsdl 008 Jguo9 cpenssd (S Sl diial a8 -
Sty Ll LleyIb 3laks lod i Olrlasl STekly plo -

Sele S 00 3 I ot e 1853 Sk i3 (&S @
Sl o S Jows ] drd) s (&S -
S Jrs ] 5250 gl M Jgig Oganls &S -
S ongadl oo SI1 Jue Slods ) Jgo gl (e S 4 diias CaS cliaso 53 O813) -

T U (21 dmbiandl 9ol puss U § o250l oo 13le cclipsg Slidyan do 2y @

lia) S! (3 ot e 513 ST o) () e (5290 grlios ()1 BbesSHI Bole )l £55 Lo cclips o 2L o
(ol dlmall 3 alelalls pols- JIgud

Caouall Bleyl dlro § U205 §T 3 leimlls Gl dde (5531 dimip Ozl Sla o o
o) gend] eSS U L";:,,aj\ L;Cﬁ‘” (o5 g.a:«s‘ﬁLC Sy o

§ piznall Olrlily (£9)] gbqaﬁsigm -

Suall (o)l s oSy Al Al AS -

S 8oLy Adlad SSYI 058w il il S S5l g b -
C03I & 53 p2leIls o lel dall Gl n3g5 e 3TU8 19-Covid Of a3 (oS e

Sl oW deall Gle I g3 e S &3 o diiad Ge ST J) -
SO O dudiy (po J8T ol AST pgale 3T Jo clanedtl e Tebgb G909l 0951 36 G ST U] -

owgad! o douall ke )l @uss £9 e Juais e 355 0f oS Ll wains (@)1 639 Jalgall (o Lo @

69



Annex 4: FGD Topic Guides
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