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Introduction

Young people under the age of 21 represent nearly 50% of the total population in
Jordan. While infants and children have received considerable attention from both the
national government and international agencies, adolescents and youth in Jordan have
not received the same level of attention. As a consequence, the level of service
provision to this large group of the population has often been less than what has been

required to ensure the health, well-being and livelihood of this future generation.

The purpose of this study is to determine the current situation of adolescents and
youth in Jordan utilizing and analyzing available data as botha starting point for
discussion and action and as an initial basis for further inquiry. For the purposes of
this study adolescents and youth have been determined as being between the ages of
12 and 21 - an age grouping consistent with educational age classification - with entry
into Grade 6 at the lower age and graduation from a four year university degree
program at the upper age. This age grouping also reflects at the lower age the onset of
adolescence, while at the upper age of 21 reflective of the continued dependency of
the majority of youth on their family for their basic needs until that age. For the
purposes of this study the entire age grouping of 12-21 has been identified as

adolescent for the ease of language use in the study.

The study is organized into six chapters, each dealing with specific characteristics of
the adolescent situation. Chapter 1 provides a demographic examination of the
adolescent age cohort, providing basic information on the adolescent including age-
sex structure, sex ratios and median age. Chapter 2 offers data and analysis of

adolescent fertility.

Included in this chapter is a discussion of infant and child mortality of adolescent
mothers.  Chapter 3 examines the situation of adolescent health, morbidity and
mortality.  In Chapter 4, an extensive look at adolescent employment and
unemployment is provided, including a section on the incidence of child labour.
Chapter 5 offers insights into some key social characteristics of adolescents including
educational attainment, marriage age, head of household incidence and adolescents
and crime/violence.  Chapter 6 offers information on the attitudes towards

participation of adolescents in the public life of Jordan. Chapter 7, a final chapter,




attempts to summarize the key findings of the study and provide suggestions for

further analysis.

Sources of available data utilized have included:

3  The Jordan Living Conditions Survey, 1996.

The Jordan Population and Family Health Surveys, 1990 and 1997.
The Health, Nutrition, Manpower and Poverty Surveys, 1987 and 1994.
The Employment and Unemployment Surveys, 1997 and 1998.

Jordan Public Security Department, Annual Report, 1997.

Q Q O a Q

Statistical Yearbook, Department of Education, 1996/97.

The selected available data has been disaggregated by gender, age, location and socio-
economic factors where possible and where the statistical validity of the data could be :
retained through disaggregation. The focus of the data analysis was to highlight any
disparities or issues related to the situation of adolescents and youth and the provision

of services to adolescents and youth, particularly adolescent girls and young women.

In some instances, disaggregated data was not available for all ages (12-21). In other
instances, the disaggregation of data and cross-tabulation by gender, age, location and
socio-economic status would have yielded statistically invalid information due to the
relatively small size of the original sample. This was particularly true in the case of
the sample size offered by the Jordan Living Conditions Survey. In many instances,
socio-economic data related to the family of the adolescents was not available for
disaggregation.

This particular study on the current situation of adolescents and youth in Jordan is one
of a series of activities being undertaken by UNICEEF in the plann;ﬂg :Q,tages of : 8; ﬁaj or
four year project entitled “Increasing the Role and Life Choices of Adolescent Girls in
the Jordanian Society”. The overall project’s objective is to expand the horizon and
role of adolescent girls in Jordanian society, focussing on four areas of information,

strengthening the services available to adolescents, strengthening their self-image and

participation rights, and their livelihood options.




Chapter 1
Demographic Characteristics

1.1 Age - Sex Structure

The present age-sex structure of the adolescent population (ages 12-21) is the result of
previous trends in fertility, mortality and migration. The age- sexes structure of the
adolescent population, in turn, influences the rate of population growth, since birth,
deaths and migration occur with unequal frequency at different ages.

In Jordan, in 1997 the estimated total population of adolescents aged 12-21 years of
age was 782,000 of a total population of 4.6 million representing an adolescent
population of about 17 % of the total population.

The age-sex structure of the adolescent population as surveyed by the Jordan Living
Conditions Survey (JLCS) 1996 is presented in Table 1.1. The distribution of
adolescent males and females at each age is given as a percentage of the total

adolescent population.

The table shows that one-third of the total adolescent population were of ages less
than 15 years. The same share was observed for both males and females. The
adolescent population in the age group 15-19 years formed 50.0 percent of the total
adolescent population. The adolescent population aged 20-21 constituted about 17
percent.of the total adolescent population.

The key observation to be made concerning the data provided in Table 1-1 is that the
data indicates there were more individuals entering the adolescent age cohort than
were leaving it (that is, for every 8.0 individuals leaving at age 21, 11.5 individuals
entered at age 12). This age cohort (ages 12-21) will be expected to increase to a total

0f 1,058,000 adolescents in the next ten years.

Table No. 1.1: Percent Distribution of the Adolescent Population Aged 12-21 by Age
in (single years) and Gender, Jordan, 1996.

Age Male Female Total
12 11.2 11.7 11.5
13 11.1 11.4 11.3
14 10.8 10.3 10.5
15 11.0 9.9 10.4
16 10.5 10.6 10.5
17 ‘ 9.8 10.6 10.2
18 ' 10.4 10.0 10.2
19 8.5 8.7 8.6
20 8.8 8.8 8.8
21 7.9 8.0 8.0

Total 100.0 100 100

Jordan Living Conditions Survey 1996.




A comparison of the male and female age-structure revealed some significant
differentials at ages 15 and 17. Male adolescents at the age of 15 constituted 11.0
percent of total males as compared with 9.9 percent for females. In contrast with this,
females at the age of 17 formed 10.6 percent of the total adolescent females as

compared with 9.8 percent for males.

These differentials may be due to the "heaping effect", where the respondents tended
to report certain ages at the expense of their actual ages. The preference for certain
ages, more commonly those ending in "0 " and "5", was pronounced among males
with the distribution mainly towards ages 15 and 20. The preference for these ages
was lower among females with only 9.9 percent and 8.8 percent of females reported at

ages 15 and 20 respectively.
In general, the age distribution of male and females showed the same patterns.

1.2 Gender Ratio (Number of males to females)

The gender composition of a population is the most basic of all demographic
characteristics and it is directly related to the incidence of births and deaths. Table 1.2
presents gender ratios for single ages and total adolescents in 1996. It is observed that
the gender ratios demonstrated considerable fluctuations between ages. Fluctuations
were observed in all the geographic domains (Table 1.3.). Unusually high gender
ratios were found in the Zarqa and Mafraq domain, Balga and Madaba, Irbid, Jarash
and Ajloun and in the South. Also atages 15 and 20 the gender ratios were higher

than at other ages.

Table No. 1.2: Gender Ratios for the Adolescent Population
“Aged 12-21, Jordan, 1996.~ o

Age Sex Ratio
12 : 101
13 103
14 111
15 118
16 105
17 98
18 109
19 103
20 105
21 104
Total 106

Jordan Living Conditions Survey, 1996




These deviations are believed to be due primarily to the effects of age-heaping (see
.explanation in Chapter 1.1) in all the identified domains rather than the effects of
mortality and in-country migration. These deviations may also be the result of the
sample size of the JLCS. Some countries that demonstrate such gender ratio
deviations also have high female mortality exceeding that of males during childhood
and the adolescent period. In the case of Jordan, where female mortality is very low,
the reasons for the higher gender ratios are not clearly evident and may warrant

further investigation.

The results of JLCS have also recorded unusually low gender ratios for some ages in
all the geographic domains, for which the reason may be age heaping as well. The low
gender ratios of less than 100 reported at ages under 15 for the Zarqa and Mafraq
domain, Balqa and Madaba domain, Irbid and the South are unique and may warrant
additional inquiry. The table also shows that the variations in gender ratios among the
geographic domains generally became progressively greater with age. The ratios
ranged from 99 in the Zarqa and Mafraq domain to almost 109 in the Jarash and
Ajloun domain for ages under 15 years; from 89 in Jarash and Ajloun domain to 148
in the South for age 15 years and from 97 in the Amman domain to 117 in the Zarqa

and Mafraq domain for the group of adolescents aged more than 15 years.

The final row of Table 1.3 shows that the gender ratios for the total adolescent
population in all the domains ranged from 101 in the Amman domain to 111 in the
Zarqa and Mafraq domain. Differences in age structure may be an important factor in
explaining this gap between the Amman domain and other domains, since the Amman
domain had a much higher proportion of its population in the older ages. Preference
for male child survival may also be more prevalent in domains outside of Amman.

Table 1.3: Gender Ratios for the Adolescent Population Aged 12-21 by Geographic Domain,
Jordan, 1996.

Age Amman Zarqa Balqa And | Irbid Jarash South
And Madaba And
Mafraq ‘ Ajloun

12 102 83 100 105 100 130
13 110 100 98 87 111 113
14 110 119 117 126 - 119 75
15 106 125 126 134 89 148
16 108 105 111 117 103 73
17 91 109 95 114 104 . 96
18 109 160 98 80 100 132
19 93 106 114 121 100 111
20 83 109 135 137 142 103
21 104 116 118 88 124 103

Total 101 111 109 109 108 106

Jordan Living Conditions Survey 1996.




1.3 Median Age :
The median age represents that age at which 50% of a given population is below that

age and 50% of the given population is above that age. The median age of a
population reflects the cumulative effects of the demographic components of
population growth, which include fertility, mortality and migration. Changes in age
composition of the population because of changes in the levels of fertility, mortality

and migration will consequently affect the value of the median age.

Table 1.4 presents the calculated median age for the total adolescent population
according to the geographic domains. As shown in the table, minor variations among
the domains were observed with the median age ranging from 16.4 years in the Zarqa
and Mafraq domain to 16.7 years in the Amman and Irbid domains. These results
suggest that the past fertility levels in the Amman and Irbid domains are lower than
other domains. In contrast, the low level of median age in the Zarqa and Mafraq

domain and in the South domain reflects the high fertility levels in the past.

As Amman and Irbid are both urban areas, the lower birth rate could be attributable to
easier access to and longer attendance at school by adolescents in urban areas as well
as easier access in urban areas to reproductive health care, including family planning

and contraceptive methods.

Table 1.4: Median Age for Adolescent Population Aged 12-21 by Geographic
Domain, Jordan, 1996

Domain Median Age
(in Years)

Amman 16.7

Zarqa and Mafraq 16.4
‘BalgaandMadaba | = 166 | N -

Irbid 16.7

Jarash and Ajloun 16.5

South 16.4

Total 16.6

Jordan Living Conditions Survey 1996.

The median age of the entire population was age 15.0 years in 1997 and was
estimated to be age 18.7 yearsin 1997. This data suggests there was likely a similar
shift in the median age of the adolescent population aged 12-21 years during the same

time period.




Chapter 2

Adolescent Fertility and
Childhood Mortality

This chapter deals with two major issues, namely adolescent fertility (its trends, levels
and patterns) and childhood mortality among children of adolescent females. The
approach combines information primarily from two surveys - the 1990 and the 1997
Jordan Population and Family Health Surveys. (JPFHS).

2.1. Adolescent Fertility

Young people below the age of 21 make up nearly half of Jordan's population. The
popula_tion of young people under 21 inJordan is expected to double between 1998
and the year 2018. The family formation patterns of these young people as they
mature and begin to have their own families will determine Jordan's population

growth rate and size for the next 20 years and beyond.

The gradual rise in the age of marriage is offering new opportunities for females.
Since almost all pregnancies occur within marriage in Jordan, a later age of marriage
for females also protects them from the potential physically and psychologically
detrimental effects of early pregnancy and childbirth. However, 16.4 percent of
females aged between 15 and 21 years in Jordan are married (see additional
discussion in Chapter 5.2 on age of marriage). Most of the females who enter

marriage as an adolescent have children even before they reach the age of 20 years.

Numerous studies demonstrate that both the adolescent mother and her child face
increased health risks as well as limited social and economic options when compared
with those who marry and have children at later ages. Very young adolescent females

have a higher rate of maternal mortality, higher infant and childhood mortality and

higher rates of low birth weight.

2.1.1. Exposure to Pregnancy and Birth ’

The 1990 JPFH Survey
The results of the 1990 Jordan Population And Family Health Survey indicated that the
level of adolescent childbearing in Jordan was low with 7.4 percent of adolescent females

aged 15-19 in the sample having given birth or were pregnant with their first child.

(Data is available for 15-19 year olds, however data for 20 and 21 year olds is not provided as

the statistics for 20 and 21 year olds are included in the statistics for 20-24 year olds and is not
able to be separated out easily. Pregnancy and childbirth for ages under 15 is considered

negligible).
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The results of the survey, as shown in Table 2.1 indicate that among adolescent
females 18 years of age, one in seven (14 percent) was pregnant with her first child or
had become a mother already. This increased to 18 percent for adolescent females 19

years of age.

Differentials in the proportions of adolescent females who had begun childbearing
were more pronounced according to the age of the adolescent (Table 2.1.). The
proportions started very low, 0.6 at age 15, increased rapidly in the following two

ages (2.8 at age 16 and 6.3 at age 17) and reached the highest value at age 19 (18.0).

Place of residence (urban or rural) showed a less significant role, where the proportion
of adolescent females who had begun childbearing was similar in the different places

of residence (about 7.0 percent each).

Table No. 2.1: Percentage of Adolescent Females Aged 15-19 who are Mothers or
Pregnant with Their First Child, by Selected Background Characteristics, Jordan,
1990. :

Background Already Pregnant Percentage who have
characteristics | Mother | with first child begun childbearing
S

Age

15 0.2 0.3 0.6

16 1.2 1.6 2.8

17 4.3 2.1 6.3

18 9.2 4.2 13.5

19 15.3 2.7 18.0
Residence

Large cities 5.6 1.8 7.5

Other urban 5.1 1.9 7.1

Rural 5.0 2.7 7.7

Region
-Amman - 1 53 | 1.6 | 6.9 4
Zarqa & Mafraq 4.7 1.9 6.6

Irbid 53 2.4 7.7

Balqa - Madaba 3.6 4.2 7.8

South 9.9 33 13.2
Education

No education 8.3 2.3 10.6
Primary 8.8 4.2 13.0
Secondary 4.8 1.7 6.5

More than 0.8 2.1 - 3.0
secondary

Total 5.3 2.1 7.4

Jordan Population and Family Health Survey, 1990
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Classifications by regions however reflected considerable differences where the Southern

region had the highest proportion (13.2) followed by Balga and Madaba (7.8).

Educational level also showed a strong role in the incidence of childbearing. The
proportion of adolescent females who had begun childbearing decreased as
educational level increased (13 percent for women with primary education and 3.0

percent for women with an educational level higher than secondary).

The 1997 JPFH Survey

The results of the 1997 JPFHS Survey (Table 2.2) show that the proportion of
adolescent ‘females who had begun their childbearing constituted 5.7 percent of the
total ever married adolescent females. The proportion of adolescent females who were
mothers formed the majority of the total adolescent females who had begun

childbearing (73%), while the rest were pregnant with their first child.

~ Comparison between the results of the 1990 Survey and the 1997. Survey revealed
that there was a significant decline in the proportion of adolescent females who had
begun childbearing, decreasing from 7.4 percent in 1990 to 5.7 percent in 1997. This

decrease represents a decline of about 23 percent.

The results of the 1997 survey also show-as in 1990- that there was a positive
association between age of the mother and having children. Mothers aged 15 years of
age constituted a very small proportion or about 3 percent of total adolescent mothers,
while mothers aged 18 years formed about 29 percent. Mothers at age 19 constituted

about half of the total adolescents or 47%.

Differentials between urban and rural areas were minor where the proportions of
adolescent females who had begun childbearing were 5.7 percent in urban areas and
5.9 percent in rural areas, but these differentials become significant if we consider the

proportion of adolescent females who were already mothers.

Differentials between regions were significant mainly between the northern and the
southern regions where the proportions of adolescent females who had started their

childbearing was 6.1 percent in the north and 4.8 percent in the south.

1




Educational attainment could be the most effective factor influencing the incidence of

child bearing. The results revealed that the proportion of adolescent females who were

already mothers decreased as educational level increased.

Table 2.2: Percentage of Adolescent Females Aged 15-19 Who Are Mothers or Pregnant |
Their First Child, By Selected Background Characteristics, Jordan, 1997.

Background Already Pregnant Percentage who Total
characteristic Mothers with have begun
‘ first child childbearing
Age
15 0.5 0.5 1.0 531
16 1.7 0.3 2.0 507
17 2.4 1.8 42 513
18 5.9 2.5 8.5 500
19 10.1 3.8 13.9 472
Residence
-] Urban 3.9 1.9 5.7 2,070
Rural 4.6 1.3 5.9 452
Region :
North 4.5 1.6 6.1 681
Central 3.9 1.8 5.7 1.689
South 3.0 1.8 4.8 153
Educational Level
Attended
No Education * o * 25
Primary 7.8 4.8 12.7 158
Secondary 3.9 1.7 5.6 2,154
Higher 0.6 0.0 0.6 181
Total 4.0 1.8 5.7 2,523
Note: An asterisk means that the figure is based on fewer than 25 unweighted cases,
and has been suppressed.

Jordan Population and Family Health Survey, 1997

Taken together, the findings illustrate that " education and urban location delay child

bearing. Less education, being married earlier and lack of knowledge about or access

to contraception are characteristics of females who start their child-bearing early.
Selected Comparisons-1990 and 1997 JPFH Surveys

Table 2.3 presents the distribution of ever-married females aged 15-49 by age at first
birth and by current age for 1990 and 1997.

The age at which childbearing is initiated is an important demographic and health

indicator that is directly related in Jordan to changes over time in the age at first marriage.
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As shown in the table, the proportion of females with no births tended to be higher in
all age groups.in 1997 in comparison with 1990. - This trend is consistent with the
increase in the age at first marriage during the same periOd 0f 1990-1997 (see Chapter
5.2 for amore complete discussion). Some of the factors contributing to this increase
in the age of marriage might be the increase in educational attainment, economic

factors and increased awareness of the dangers of early pregnancy.

It should be noted that around three percent of all ever married females aged 15-19
gave birth to their first child before age 18 in both 1990 and 1997, although the
incidence of early childbearing has decreased during the same period. About one in
every five females, aged 45-49 in 1997 had their first birth at ages 18 and 19
compared to one in ten females aged 20-29. Less than 7 percent of females aged 25-
29 in 1997 had already had a child before age 18 compared with 14.4 percent of
females at the same age in 1990.

Although the rate of having children at an early age is declining, the proportion of
births occurring to females under the age 20 remains high, representing a potential for
increased health risks for mother and child.

Table 2.3: Percent Distribution of Adolescent Females Aged 15-49 by Age at First Birth and
by Current Age, Jordan, 1990 and 1997,

1990
Current | Women with Age At First Birth (%) ‘ Total
Age No Births (%) -
<15 | 15-17 | 18-19 | 20-21 | 22-24 | 25+
15-19 94.7 . 3.4 1.9 L . . 100.0
20-24 64.8 0.3 7.6 12.9 9.3 5.1 - 100.0
25-29 32.1 0.6 13.8 15.5 14.0 16.7 7.3 100.0
30-34 13.6 1.8 19.3 19.2 15.8 17.3 13.0 100.0
35-39 8.3 1.3 21.5 22.7 16.7 16.1 13.3 100.0
40-44 3.9 2.7 19.3 22.1 19.3 20.7 | 12.0 100.0
45-49 4.0 3.7 16.6 21.7 23.6 184 | 11.9 100.0 -
Jordan Population and Family Health Survey, 1990
1997
Current | Women with Age At First Birth (%) Total
Age No Births (%)
<1S | 15-17 | 18-19 | 20-21 | 22-24 | 25+
15-19 96.0 0.2 2.8 1.0 | NA NA NA 100.0
20-24 69.2 0.1 5.9 10.8 9.8 4.1 NA 100.0
25-29 38.6 0.1 6.6 10.5 15.0 19.7 9.5 100.0
30-34 23.5 0.2 9.0 14.1 15.0 18.9 19.3 100.0
35-39 14.6 1.1 15.0 14.8 14.4 17.3 22.9 100.0
40-44 8.6 1.4 17.5 18.9 18.0 18.6 17.1 100.0
45-49 7.1 1.2 16.3 | 20.3 22.4 15.2 17.6 100.0

NA = Not applicable
____ = Less than 0.05 percent

Jordan Population and Family Health Survey, 1997
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2.1.2. Trends in Fertility Patterns

Age specific fertility rates taken from a number of different surveys are presented in
Table 2.4. Considering the results of all surveys, one can notice the continuous decrease
in fertility rates for all age groups dufing the period 1976-1997. If this trend continues, the
fertility rate for the total population and for adolescent females will continue to decrease,
however the rate of decrease will not' be as rapid as in earlier years (1976 to 1983). This
decline has resulted in total fertility being decreased from 7.4 children per female of child
bearing age in 1976 to 4.4 children per female of child bearing age in 1997. The share of
the younger age group 15-19 was relatively small, but still contributes significantly to
overall fertility rates. Childbearing was concentrated among females aged 25-34.
Comparing total fertility rates for females aged 15-19 and 20-49, the rate for the younger
age group was about 5 percent of the total fertility rate of the older age group (20-49). In
general, age specific fertility rates started very low at the beginning of the childbearing
period, (15-19) increased sharply at the following age group (20-24) and reached the peak
at the age group 25-29. Beginning at age 30, age specific fertility rates tended to decrease
slowly, then sharply declined at the end of the childbearing period.

Data on the mean number of children ever born alive from the 1990 and 1997 surveys is
presented in Table 2.5. The table shows the mean number of children ever born in five-
year age groups of females, providing an indicator of the momentum of childbearing. It is
clear from the table that the mean number of children ever born for the younger cohort of
females (15-19 years of age) was much less than the mean for older cohorts of females
whether in 1990 or 1997. These differences are due mainly to the gradual increase in age
at marriage- a situation that has also been positively associated with rising school

enrolment, free compulsory education and longer periods of attendance at school.

Table 2.4: Age Specific Fertility Rates and Total Fertility Rates from Selected Surveys,
Jordan, Various Dates '

Age JFS | JFFHS | JPFHS | JPFHS
- Group | 1976 | 1983 | 1990 | 1997 + -
15-19 0.071 | 0.049 0.049 0.043
20-24 0.300 | 0.228 0.219 0.172
25-29 0.367 | 0.335 0.296 0.246
30-34 0.332 | 0.305 0.264 0.206
35-39 0.240 | 0.233 0.188 0.144
40-44 0.112 | 0.127 0.079 0.048
45-49 0.047 | 0.940 0.019 0.011
TFR 15-19 0.36 0.25 0.25 0.22
TFR 20-49 7.0 6.34 5.33 4.14
TFR 15-49 7.4 6.6 5.6 4.4

TFR- Total Fertility Rate

Jordan Family Survey, 1997

Jordan Family and Health Survey, 1983

Jordan Population and Family Health Surveys 1990 and 1997
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Table 2.5: Mean Number of Children Ever Born by Age of Female, Jordan, 1990 and 1997

Age Group JPFHS JPFHS

1990 1997
15-19 0.10 - 0.06
20-24 0.80 0.60
25-29 2.40 1.78
30-34 4.60 3.26
35-39 - 6.20 4.78
40-44 7.40 6.17
45-49 7.70 6.72
Total 2.70 2.25

Jordan Population and Family Health Surveys 1990 and 1997

Information on birth spacing for 1997 is presented in Table 2.6. From the data, there
is clear evidence that younger mothers tend to have fewer months between births,
almost one-half of the mothers between ages 15-19 have had their next birth within 7-
17 months since the previous birth. In general, for all mothers, higher education tends

to result in a decrease in the number of months since the previous birth.

Table 2.6: Percent Distribution of Births by Age Group of Mothers by Number of
Months Since Previous Birth and Selected Background Characteristics, Jordan, 1997.

Background Number of Months Since Previous Median No. of
Characteristics Birth Months Since Last
Birth
7-17 | 18-23 | 24-35 | 36-47 | 48+
Age of Mother 15-146.5 | 39.7 | 10.7 32 | 0.0 18.8
19
20- 1284 | 294 | 29.8 79 | 4.6 22.3
29
30- | 173 | 18.8 | 299 | 14.0 | 20.0 28.5
39
40+ | 9.7 | 11.5 | 26.0 | 153 | 37.6 37.8
Birth Order 2-3 1290 | 268 | 27.9 8.3 8.0 22.6
4-6 16.5 | 20.5 |/ 303 | 13.6 |19.2 27.8
7+ 143 | 18.1 | 30.8 | 145 | 222 29.9
Residence 21.0 | 224 | 285 | 116 | 165 26.1
Urban
23.7 | 243 | 329 | 10.8 | 83 24.9
Rural
Educational Level | 163 | 184 | 353 | 154 | 14.6 27.8
None
19.1 ] 21.2 | 303 | 11.2 | 182 26.4
Primary
22.1 | 24.0 | 28.5 | 109 | 145 25.0
Secondary
235 221 | 289 | 11.5 | 14.0 253
Higher .
Total 21.5 | 22.8 | 293 | 114 | 14.9 25.5

Jordan Population and Family Health Survey, 1997
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It is suggested that since obtaining higher education tends to delay marriage to a later age,
there is pressure on more highly educated mothers to have all their children as soon as
possible after marriage thus effectively reducing the time between births. Urban
mothers are more likely to have longer birth internals than rural mothers, perhaps due to

better access to and knowledge of contraceptive methods are.

Comparisons between the 1990 and 1997 surveys show a general increase in birth spacing
for all mothers from 24.0 in 1990 to 25.5 in 1997. The most significant contributor to this
increase in the birth internal between 1990 and 1997 appears to be the increase in
educational levels of females, in spite of the pressure more highly educated mothers

experience in having their children as soon as possible after marriage.

2.2. Trends in Infant and Childhood Mortality
Infant and childhood mortality is generally considered a composite indicator of the

various, economic, biological and health characteristics of a population.

Similarly, differences in the mortality rates among children at the early years of age,
across the country and among sub-populations within a country may be interpreted as

reflections of disparities in the level of the quality of life.

Table 2.6 presents estimated levels of infant and childhood mortality from the 1990
and 1997 JPFH Surveys. In general, all measures of mortality during the childhood
period show evidence of decline. The most striking example of the sharp decline in
infant and childhood mortality rates was for female infants and children. The infant
mortality rate fell from 37 in 1990 to 23 per thousand in 1997 and mortality within the
first five years of life fell from 43 to 30 per thousand during the same period. The
comparative analysis of differentials of child mortality according to selected
- ~background characteristics of mothers is shown in Table 2.6. Three demographic
variables have been found to be particularly important predictors of child mortality
and child survival. These are the gender of the child, the age of the mother at the birth
of the child, and the birth interval. Place of residence also has been included in this
analysis to investigate the relationship between residence and the levels of infant and

child mortality.

The results of the 1990 and 1997 surveys show different patterns of mortality among male
and female infants and children; Post-neonatal mortality rate (PNN) or deaths occurring at

ages 1-11 months tended to be higher for females than males (15.9 per thousand females
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It is suggested that since obtaining higher education tends to delay marriage to a later age,
there is pressure on more highly educated mothers to have all their children as soon as
possible after marriage thus effectively reducing the time between births. Urban
mothers are more likely to have longer birth internals than rural mothers, perhaps due to

better access to and knowledge of contraceptive methods are.

Comparisons between the 1990 and 1997 surveys show a general increase in birth spacing
for all mothers from 24.0 in 1990 to 25.5 in 1997. The most significant contributor to this
increase in the birth internal between 1990 and 1997 appears to be the increase in
educational levels of females, in spite of the pressure more highly educated mothers

experience in having their children as soon as possible after marriage.

2.2. Trends in Infant and Childhood Mortality
Infant and childhood mortality is generally considered a composite indicator of the

various, economic, biological and health characteristics of a population.

Similarly, differences in the mortality rates among children at the early years of age,
across the country and among sub-populations within a country may be interpreted as

reflections of disparities in the level of the quality of life.

Table 2.6 presents estimated levels of infant and childhood mortality from the 1990
and 1997 JPFH Surveys. In general, all measures of mortality during the childhood
period show evidence of decline. The most strikiﬁg example of the sharp decline in
infant and childhood mortality rates was for female infants and children. The infant
mortality rate fell from 37 in 1990 to 23 per thousand in 1997 and mortality within the
first five years of life fell from 43 to 30 per thousand during the same period. The
comparative analysis of differentials of child mortality according to selected
background characteristics of mothers is shown in Table 2.6. Three demographic
variables have been found to be particularly important predictors of child mortality
and child survival. These are the gender of the child, the age of the mother at the birth
of the child, and the birth interval. Place of residence also has been included in this
analysis to investigate the relationship between residence and the levels of infant and

child mortality.

The results of the 1990 and 1997 surveys show different patterns of mortality among male
and female infants and children; Post-neonatal mortality rate (PNN) or deaths occurring at

ages 1-11 months tended to be higher for females than males (15.9 per thousand females
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and 13.7 per thousand for males). The same tendency applied to the infant mortality rate (
I') which represents the probability of dying between the birth of the child and one year of
age (37.3 per thousand for females and 36.4 per thousand for males).

Table 2.6: Infant and Childhood Mortality by Selected Characteristics, Jordan, 1990
and 1997

Background 1990 (1) 1997 (2)

Characteristics '
NN | PNN | C T NN | PNN I C T

Sex of Child
Male 226 | 13.7 | 364 | 6.0 | 422 ) 21.6 | 12.8 | 343 | 3.7 | 379
Female 212 [ 159 | 373 | 5.6 | 427 ] 14.8 86 | 234 | 6.6 | 299
Age of Mother
at Birth
<20 275 (241|515 7.1 | 582 264 | 233|497 | 55 | 549
20-29 200 | 16.1 | 362 | 5.6 | 415 162 94 | 256 | 4.7 | 30.2
30-39 227 (104 | 33.1 | 5.6 | 385 | 186 | 102 | 28.8 | 5.4 | 34.1
40-49 2941 79 | 373 | 81 | 451 | 342 81 | 423 | 85 | 504
Previous Birth
Interval
<2 years 249 [ 19.1 | 440 | 7.5 | 512 | 243 | 124 | 367 | 6.2 | 42.6
2-3 years 121 ] 99 | 220 | 43 | 262 116 83 | 199 | 3. 23.7
4 years and] 175 | 96 |27.1 | 3.8 [ 308 ] 151 | 11.6 | 26.7 | 5.7 | 32.2
more
Residence
Urban 1219 | 139 {357 | 49 | 404 17.8 89 | 267 | 47 | 313
Rural 22.1 | 17.2 {392 | 84 | 473 ] 203 | 187 { 39.1 | 6.9 | 45.7

NN-  Neonatal Mortality Rate
PNN- Post Neonatal Mortality Rate
I-  Infant Mortality Rate

C-  Child Mortality Rate

T-  Total Combined Mortality Rate

Sources: (1) Dept. of Statistics, 1992", Jordan Population and Family Health Survey 1990

Amman
(2) Dept. of Statistics, 1998", Jordan Population and Family Health Survey 1997
Amman. ‘

In contradiction to post-neonatal and infant mortality rates, the neonatal death rate (NN)
which represents the probability of dying between birth and one month of age and the
child mortality rate ( C) which represents the probability of a child who survives to age
one year dying between age one and age five, were higher for males than females. The
over-all infant and childhood mortality rate which represents the probability of dying
between birth and age 5 years, tended to be slightly higher for females than males in 1990
(42.7 per thousand for females and 42.2 per thousand for males). In 1997, while the total
infant and childhood mortality rate declined from 1990, the rate for males was 37.9 and
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Chapter 3
ADOLESCENT HEALTH

- The purposes served by health, morbidity and mortality statistics are many. These
statistics are essential to public health authorities for the control of disease and
epidemics and for the location, design, and administration of public health and
medical care facilities and services, including rehabilitation programmes, and for
estimating health, labour force needs. Voluntary health bodies also rely on morbidity

data for their operations in both the solicitation and disbursement of funds.

According to the World Health Organization "Health is a state of complete physical,
mental and social well-being and not merely the absence of disease or infirmity".

Deviations from this ideal may be regarded as morbid conditions. (WHO, 1961).

This section will discuss some health issues affecting adolescents in Jordan by relying
on the data collected by the 1996 Jordan Living Conditions Survey. These issues
include the perceived health status of the person, prevalence of health problems
during the tWo weeks preceding the interview, and the utilization of health services. In
addition, information on smoking among the adolescent population will be provided
as smoking is considered a key health risk and may also be indicative of the potential

occurrence of other substance abuse issues.

3.1 Self-Appraisal of Health Status ,
Although a person will usually regard his or her health status in relation to daily

activities, he or she may be aware of symptoms of poor health but continue to conduct

daily affairs in the usual fashion.

As shown in Table 3.1, the majority of adolescent males and females surveyed were
satisfied with their present state of health. About two-thirds of adolescent males and
females reported that they were in very good health. One-third of adolescent males and
females considered themselves in good health, while a small propottion among males
and females considered their health as fair. Adolescents who considered their health as

bad constituted only 0.5% of the total adolescents surveyed.

Table 3.2 shows that with an advance in age, increasing self-dissatisfaction was
reported by adolescents with their state of health. The 1996 JLCS recorded that
whereas 3.2 percent of males at age 15 years were not satisfied with their state of

health, the figure rose to 16.0 percent at age 20 years.
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Table 3.1: Percentages of the Adolescent Population Aged 15-21 years by Gender and
by Personal Health Assessment, Jordan, 1996

Personal Health | Male Female Total
Assessment
Very Good 65.4 66.9 66.1
Good 28.8 273 28.1
Fair (moderate) 5.1 5.5 5.3
Bad 0.7 0.3 0.5
Very bad . . .
Total 100.0 100.0 100.0
(898) (883) (1782)

Jordan Living Conditions Survey, 1996.

Table 3.2: Percentage Distribution of the Adolescent Population Aged 15-21 years
by Gender, Age and by Personal Health Assessment, Jordan, 1996

Age and Gender Very Good Fair Bad | Total
Good (moderate) | |
Male
15 84.7 12.1 1.9 1.3 | 100.0
16 59.2 34.9 59 _ 100.0
17 62.1 28.8 83 0.8 | 100.0
18 71.3 26.1 2.6 . 100.0
19 66.7 28.1 52 o 100.0
20 55.7 28.3 13.2 2.8 | 100.0
21 47.5 52.5 - - 100.0
Female -
‘iSW - 7 82.87 7 12.0 5.2 __ | 100.0
16 64.2 28.5 6.6 0.7 | 100.0
17 65.4 32.7 1.9 _ 100.0
18 65.4 323 2.3 _ 100.0
19 70.8 | 234 5.8 . 100.0
20 70.1 23.9 5.1 09 | 100.0
21 43.4 41.0 15.8 _ 100.0

Jordan Living Conditions Survey, 1996.
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Similarly, for adolescent females about 5.0 percent at age 15 years were not satisfied

with their state of health while 15.6 percent at age 21 -years were not satisfied.

Variations among males and females with regard to their assessment of their own

health status were minor, with a slight increase of the proportion of females who

considered their health as very good (66.9 percent), compared with 65.4 percént for

males.

The vast majority of adolescent males and females aged 15-21 years were
satisfied with their present status of health.

There was no differential between adolescent males and females concerning

~ appraisal of health status, 94 percent of males and females said that they were in

good health.

The assessment of health status in Table 3.3 shows significant variations among
males according to the geographic domains. About 76 percent of adolescent
males living in Balqa and Madaba domain said that they had very good health,
while only about 53 percent of adolescent males living in Irbid said that they
had good health.

About 5 percent of adolescent males in Jarash and Ajloun domain indicated that
they were in bad health. |

Adolescent males with high educational levels and adolescents who were living
in rural areas were more likely to assess their health as very good, while
adolescent males with lower educational levels and adolescents living in urban
areas were more likely to assess their health to be fair or bad.

Adolescent females who were living in the South geographic domain and those
who were living in Balqa and Madaba domain tended to say that they were in
very good health.

Adolescent females with higher education tended to say that they were in very
good health, while adolescent females with lower educational levels did the
opposite.

Rural adolescent females were more likely to say that they were in a very good

health in comparison to urban adolescent females.
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Table No. 3.3: Percent Distribution of Adolescent Males and Females A ged 15-21, by
Personal Health Assessment and Selected Background Characteristics, Jordan, 1996

Background Health Assessment Total
Characteristic
Very good Fair Bad
__good (Moderate)
Male ‘
Domain
Amman 61.0 31.9 7.1 . 100.0
' (364)
Zarqa and Mafraq 67.3 29.6 0.6 2.5 100.0
| (159)
Balqa and Madaba 76.2 14.9 8.9 . 100.0
(101)
Irbid 52.7 357 4.6 __|. 100.0 -
(154)
Jarash and Ajloun 73.8 21.4 4.8 | 100.0 (42)
South 74.7 22.8 2.5 100.0(79)
Total 65.4 28.8 5.1 0.7 | 100.0(898)
| Educational Level
None 69.7 27.3 3.0 100.0(33)
Less than Secondary 61.6 30.2 7.1 1.1 | 100.0(255)
Secondary 43.3 46.7 8.3 1.7 | 100.0(60)
Intermediate Diploma 100.0 100.0(12)
University 100.0 - 100.0(2)
Place of Residence ,
Urban 63.4 30.2 5.8 0.6 | 100.0(755)
Rural 73.8 23.3 2.3 0.6 | 100.0(172)
Female ‘
Domain
Amman ‘ 72.0 24.4 3.6 100.0(361)
Zarqa and Mafraq 54.9 35.3 9.8 100.0(133)
Balqa and Madaba 71.4 24.3 4.3 - 100.0(70)
Irbid 61.1 32.1 6.8 100.0(162)
Jarash and Ajloun 673 31.0 1.7 ] 100.0(58
South 71.7 19.2 7.1 2.0 1 100.0(99)
Educational Level
None ' 64.3 21.4 14.3 100.0(14)
-Less than Secondary - 589 | 347 6.0 — |04 |100.0251) |
Secondary 58.1 32.3 9.6 100.0(62)
Intermediate Diploma 96.4 3.6 100.0(28)
University 100.0 - 100.0(1)
| Place of Residence _
Urban 65.3 29,1 5.6 100.0(657)
Rural 72.0 22.2 4.9 0.9 1 100.0(225)

Jordan Living Conditions Survey 1996.

3.2 Acute Illness and Injury
Generally, the incidence of an acute condition starts at a time early in the beginning
of the adolescence period, rises then diminishes at later ages. The situation is shown

in Table (3.4) for the period two weeks before the interviews for the 1996 JLCS. Both
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sexes showed fluctuating levels of acute illness or injury incidence at each age, but a
general trend to a higher incidence of acute illness or injury at higher ages. Injury for
the purposes of this report refers to bodily harm by either one's own actions or the

actions of others.

The table also shows that about (8) percent of the total adolescent population were
exposed to acute illness or injury. The proportion of females who were exposed to
illness and injury was higher than the proportion of males (8.7 percent versus 7.7
percent). It must be noted that these figures represent only those acute illnesses and
injuries reported. In addition, at the adolescent ages females, more so than males,
under go considerable physiological changes that may contribute to higher reporting
by females. In explanation of the lower morbidity rate of adolescent males from acute
illness and injury conditions, it has been suggested that, for the same symptoms,
adolescents females were more likely than adolescent males to report the illness and
injury. Furthermore, household respondents in the 1996 JLCS interviews were more
frequently females than males. These reporting females may have recalled more of
their female children's illnesses and injuries than those of their male children. An
important element in the higher incidence of acute and injury conditions among

females at ages 18-21 years may be also due to the additional risk associated with
pregnancy and childbirth.
Table 3.4: Percentages of the Adolescent Population Aged 12-21 Who Were Exposed

To Injury or lliness During The Two Weeks Before The Interview By Age and Gender
and by Place of Residence , Jordan, 1996.

Age Male | Female | Total
12 7.6 8.4 7.9
13 8.4 7.3 7.9
14 . 9.5 6.8 8.3
15 8.6 7.8 8.3
16 7.7 8.4 8.1
17 8.8 7.0 7.9
18 5.3 10.5 7.8
19 6.4 10.4 8.3
20 8.5 8.3 8.4 : !
21 4.8 14.3 9.5
Total 7.7 8.7 8.2
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Table 3.4: Continued from Page 23

Gender Urban | Rural
Male 8.7 44
Female 8.7 7.4

Total 8.9 5.9

Jordan Living Conditions Survey, 1996.

- The proportion of adolescent females who reported they were exposed to illness or
injury was higher than the proportion of adolescent males (8.7 percent and 7.7

percent for females and males respectively).

- The pattern of exposure to illness and injury shows significant fluctuation with

age among both males and females.

- The highest proportion of adolescent males who were exposed to illness or injury
was found at age 14, while the highest proportion among females was found at
age 21. This difference between the genders, may be attributable to the ages at

which males and females become physically active outside the home.

The Amman and Zarqa and Mafraq geographic domains showed the highest

exposure rates to injury and illness in comparison with other domains (9.8% for
Amman and 8.8% for Zarqa and Mafraq). The implication of the data appears to

be that higher rates of injury and illness for adolescents exist in urban areas.

- The variation in reporting about exposure to illness or injury was significant by
level of education. About 14 percent of adolescents with university education -
reported acute illness or injury. This higher rate may be due to a greater
knowledge of illness and injury by the adolescent as well as the greater individual

independence of university students and thus having greater exposure to hazards.

- The exposure rate in urban areas (8.9%) was higher than rural areas (5.9%).
While urban males and females had similar rates, rural males appeared to either

be less exposed to illness or injury or do not report.
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Table No. 3.5: Percent Distribution of the Adolescent Population Aged 12-21 years
by Exposure Status To Injury or Iliness During The Two Weeks Preceding the

Interview by Selected Background Characteristics, Jordan, 1996.

Background Characteristics Exposure Total
Yes No
| Aze
12 7.9 92.1 988
13 7.9 92.1 973
14 8.4 91.6 910
15 8.3 91.7 888
16 8.0 92.0 909
17 7.9 92.1 878
18 7.8 92.2 868
19 8.4 91.6 729
20 8.4 91.6 739
21 9.5 90.5 664
Total 8.2(700) | 91.8(7845) 8545
Domain
Amman 9.8 90.2 3387
Zarqa and Mafraq 8.8 91.2 1429
Balga+madaba 5.7 94.3 810
Irbid 8.4 91.6 1575
Jarash and Ajloun 3.6 96.4 470
South 5.6 94.4 874
Total 8.2(700) | 91.8(7845) 8545
Educational Level
None 6.5 93.5 217
Less than Secondary 7.4 92.6 1681
Intermediate Diploma 8.4 91.6 419
Secondary 7.9 92.1 101
University 14.3 85.7 14
Other 0 100 1
Total 7.5(182) | 92.5(2250) 2432
Place of Residence 100%
Urban 8.9 91.1 6512
Rural 5.9 94.1 2033
Total 8.2(700) | 91.8(7845) 8545

Jordan Living Conditions Survey, 1996.

Further research is suggested to identify the types of injuries faced by adolescents.

Information on injury and illness also needs to be documented and disseminated to

parents and adolescents on the types of hazards that can cause illness and injury in an

effort to educate individuals and thereby reduce the rates of illness and injury.

3.3 Mortality

The main sources of the present analysis of mortality among the adolescent

population are from demographic surveys conducted by the Department of Statistics,

namely: The Health, Nutrition, Manpower and Poverty Survey (HNMPS) of 1987,
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and the accompanying survey of 1994. Unfortunately, mortality statistics from the
two mentioned surveys are classified by five-year age intervals which make it difficult
to separate the data to conform to the adolescent age group of 12-21 years. However,
the present data is useful to develop a general understanding of mortality levels
among youth. Age-specific death rates and the probability of surviving for the
adolescent population for 1987 and 1994 are presented in Tables 3.6 and 3.7. From

these tables one can notice the following:

- Age specific death rates for adolescents aged (10-14) and (15-19) was low for

both males or females.

The increase in mortality observed in 1994 may be due to changes in the number

of cases of death or the problems in reporting or surveying.
- Age specific death rates for females showed a significant increase with age in both
1987 and 1994,

Probability of surviving at ages 10-14 shows an increase during the period 1987 to

1994 for males, while the probability of surviving for females at age 10-14
showed a slight decline during the same period.
- Probability of death for both males and females at age 15-19, showed a
slight increase from 1987 to 1994.

Table 3.6: Age Specific Death Rates For Age Groups (10-14) and (15-19) by Gender,
Jordan, 1987 and 1994 K

Age Group 1987 1994

Male | Female | Male Female
10-14 0.0009 | 0.00025 ] 0.00067 | 0.00072
15-19 0.0009 | 0.00067 ] 0.00106 | 0.001.05

Health, Nutrtior; Manpower and Poverty Surveys, 1987 and 1994

Table 3.7: Probability of Death (A4) and Probability of Surviving (B) For Ages (10-14)
and (15-19) by Gender, Jordan, 1987 and 1994

Age 1987 1994
Group ,
Male | female Male female
a b a b a b a b
10-14 0.00450 | 0.99550 | 0.00125 | 0.99875 | 0.00433 | 0.99567 | 0.00443 | 0.99557
15-19 0.00450 | 0.99550 | 0.00340 | 0.99660 | 0.00646 | 0.99354 | 0.00621 | 0.99379

Health, Nutrition, Manpower and Poverty Surveys, 1997 and 1994
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3.4 Utilization of Health Services

The results of the 1996 JLCS findings on the utilization of health services show that
41.0 percent of adolescent population who were acutely ill or injured consulted health
services. About 43 percent of adolescent femalés who were acutely ill or injured
consulted about their illness while about 39 percent of adolescent males did. Table 3.8
presents the percentages of the Jordanian adolescent population who were acutely ill
or injured and who did not consult medical services as classified by sex and domain.
Variations in consultation were substantial among the geographic domains as well as

between males and females.

In fact, the magnitude of variations between Amman and other geographic domains is
striking, the consultation level was found to be significantly lower among the
adolescent population who are acutely ill or injured residing in Balga and Madaba
domain (about 26 percent), Jarash and Ajloun domain (about 29 percent) and the
South (about 31 percent), although differences were significant between the domains
with high consultation levels. The highest level of consultation was observed in the
Amman domain where about 46 percent of adolescent population who were acutely ill
or injured consulted health services. Zarqa and Mafraq domain occupied the second
highest position with 40 percent. High consultation in some geographic domains may
be partly attributable to the availability of health services in these domains in
comparison with other domains or perhaps a higher awareness among adolescents in

Amman of health services and the benefit of consultation in treating illness and injury.

In addition to the differences between geographic domains, large variations in
consultations between males and females were found in some domains, particularly in
Balga and Madaba domain, Jarash and Ajloun domain and in Amman domain.
However, it should be noted that variations in consultation levels may be more
indicative of the socio-economic conditions of households. Income of household is
often the single most influential factor in the decision to obtain consultation.
Regardless, the significant variations noted may warrant further investigation to
determine the specific reasons for the lack of consultation by some groups of

adolescents in Jordan.
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Table 3.8: Percentages of the Adolescent Population Aged 12-21 Who Were Il or
Injured During The Two Weeks Before The Interview, Who Didn't Consult Medical
Services by Geographic Domain and Gender, Jordan, 1996

Domain Male | Female | Total
Amman 56.3 |509 53.5
Zarqa & Mafraq 62.9 |58.1 60.0
Balgqa & Madaba 773 |66.7 73.9
Irbid 594 |62.3 62.1
Jarash & Ajloun 66.7 | 72.7 70.6
South 169.6 |68.0 69.4
Total 609 |57.2 59.0

Jordan Living Conditions Survey, 1996.

Table 3.9 shows that the vast majority of adolescents who were acutely ill or injured
and consulted about their illness or injury consulted a doctor (included general
practitioner and specialist doctor). About 3.0 percent consulted a pharmacist while the

proportion who consulted the traditional healer was very small (0.5 percent).

The reﬁults revealed small differences between males and females according to the
person consulted during the illness orinjury. Adolescent females tended to consult
the pharmacist more than males, while adolescent males tended to consult traditional
healers for treatment more than females. These findings are contrary to popular belief
and other information that would indicate the reverse situation is true for older ages.
The inconsistency may either be the result of insufficeint data being available to
validate the findings or that there is a real shift in the nature of consultation being

under taken by the younger population. This warrants further investigation.

As shown in Table 3.10, there were large Vvariations in the place selected for
consultation. A little over 40 percent of adolescents who made a consultation had that
consultation in a governmental health center. About one-third of consultations were
held in private clinics, and about 15.0 percent in governmental hospitals. The rest of
the adolescents made the consultation in other places such as: (private hospitals 3.9%,

pharmacies 2.9%, UNRWA Clinics 2.1% and 2.1% at home).

Females consulted governmental health centers and pharmacies more than males.
About 46 percent of females consulted the governmental health centers compared
with about 38 percent of males. About 4 percent of females consulted the pharglacists

in comparison with about 2 percent for males.
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Overall, governmental health services provided the main place of consultation for acutely
ill or injured adolescents, followed by the private sector, while UNRWA clinics were

places of consultation for a small proportion of acutely ill and injured adolescents.

Table 3.9: Distribution of Adolescents Aged 12-21 years Who Were Acutely Ill or Injured
and made a Medical Consultation by Gender and by Person Consulted, Jordan, 1996.

Person Consulted Male Female Total

General 70.2 70.0 70.2

practitioner

Specialist Doctor 25.4 26.1 25.7

Pharmacist 2.4 3.9 3.1

Traditional 1.0 . 0.5

Healer

Other 1.0 0.5

Total 100.0 100.0 100.0
(205) (207) (413)

Jordan Living Conditions Survey, 1996.

Table 3.10: Percentage Distribution of Adolescents Aged 12-21 Who Were Acutely Il or
Injured and made a Health Consultation by Gender and by Place of Consultation,

Jordan, 1996.

- Place of Consultation Male Female Total
Private Hospital 4.8 34 3.9
Government Hospital 17.9 11.1 14.5
Private Clinic 32.9 32.7 32.7
UNRWA Clinic 1.4 2.9 2.1
Government Health 38.2 46.2 424
Center
Pharmacy 1.9 3.8 29
At Home 2.9 1.5
Total 100.0 100.0 100.0

(207) (208) (413)

Jordan Living Conditions Survey, 1996.

Further research is required on how consultations take place, the reasons for the

consultations and the results of the consultations, especially for adolescent females.

3.5 Chronic Diseases and Serious Health Problems

It is important to note that the data presented in Table 3.11 understates the prevalence
of chronic diseases and health problems for the adolescent population as a whole since
they exclude the institutionalized adolescent population, among whom the prevalence
may be very high. As indicated in the table the prevalence rate of chronic diseases and

~ health problems is low whether among adolescent males or females.

About 2.5 percent of the adolescent population surveyed, aged 12-21 reported that
they had chronic disease or health problems. The proportion of adolescent males who

have chronic diseases or health problems constituted 2.7 percent of the total
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adolescent males, in comparison with 2.2 percent for females. In general, prevalence
rates were very low among adolescent males and females and ranged between 1.1
percent at age 16 years and 5.6 percent at age 20.0 years for males, and between 1.0

percent at age 16 years to 3.3 percent at age 14 years for females.

Table 3.11: Age-Specific Prevalence of Chronic Disease or Serious Health Problems
among Adolescents Aged 12-21 by Age and Gender, Jordan, 1996.

Age Male | Female | Total
12 2.2 1.2 1.7
13 2.9 3.1 3.0
14 2.3 3.3 2.7
15 2.7 1.5 2.1
16 1.1 1.0 1.0
17 1.2 2.2 1.7
18 3.7 2.9 3.3
19 3.7 3.1 3.3
20 5.6 2.5 2.4
21 2.7 2.1 2.4
Total 2.7 2.2 2.5

Jordan Living Conditions Survey, 1996

3.6 Smoking

Table 3.12 provides data on the prevalence of tobacco smoking (includes cigarettes,
pipe, cigars and arguilah) among adolescents aged 15-21 'years by gender and
frequency of smoking. The prevalence of smoking among the total adolescent
population was about 15.0 percent in comparison with the estimated rate for the
population aged 15 years and above of 24 percent. Variations between males and
females were high with about one-fourth of adolescent males smoking daily while
only 0.3 percent of females reported smoking daily; approximately 4.0 percent of
adolescent males smoked occasionally compared with about 2.0 percent for female
adolescents. It is suggested that there may be severe under reporting of the- prevalence

of smoking among adolescents, especially among adolescent females where smoking

is not viewed favourably by the family or society. The most frequent age (or mode)

for beginning smoking for males was 17 years and for females 22 years.

Table 3.12: Percentage Distribution of the Adolescent Population Aged (15-21) years
by Gender and Frequency of Smoking, Jordan, 1996.

Frequency of Male | Female | Total

Smoking

Yes/Daily 23.4 0.3 12.0

Yes/Occasionally 4.0 1.6 2.8

No/Never 72.6 98.1 85.2

Total . 100.0 | 100.0 | 100.0
(898) | (652) | (1782)

Jordan Living Conditions Survey, 1996.
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Chapter 4

ECONOMIC CHARACTERISTICS

The economic activities of a people are among the most important topics of
investigation. Detailed and current data regarding the employed and employment
available population have become essential to effective administration by business,
organized labour, and the government on several levels. Government relies upon such
data for the study and operation of its social programs, to ascertain the general
condition of the country’s economy and to identify areas of labour shortage or
surplus. To business such data are valuable not only for measuring economic change,

but also for the study of markets and for locating sources of labour supply.

Adolescent labour has become an important issue and occupies an advanced position
among the social issues of many countries. The proportion of adolescent labour of the
total labour force could be used as an indicator of the standard of living in the country
since there are numerous factors standing behind this phenomenon such as the poverty
of the household, high educatioh drop out rates, family dissolution, and other socio-
economic factors. The Labour Law of 1996 raised the minimum age for formal
employment from 13 to 16, thus matching the age of compulsory education. However,
the law does not cover children working in family enterprises, agricultural activities
and domestic labour, in effect those areas where a significant proportion of females
are employed. In addition, the law would appear to permit vocational training of
children as young as 7 since no minimum age is specified in the_ legislation.

In attempting to understand the situation of economic activity of adolescents, it is
important to appreciate that most of the information collected on economic activity is
related to formal employment activities - that is employment activities that are
governed or affected by the laws and legislation of a country. This approach has not
been able to measure, in any meaningful way, the prevalence of informal economic
activity, for example, family work, housework and child labour. For the ciata provided
from the Jordan Living Conditions Survey, an attempt has been made in the survey to
include the participation of individuals in both informal and formal sectors of the
economy, however the data sample for ages 12-21 is not large and presents challenges

for valid interpretation.
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