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Introduction 
 

The Inter-Agency Standing Committee (IASC), a global humanitarian body devoted to the improvement 

of humanitarian coordination, established an IASC Task Force in 2005 on Mental Health and 

Psychosocial Support (MHPSS) in emergency settings, to address the need for concrete guidance on 

how to organize mental health and psychosocial support in emergencies. Its members consist of UN 

agencies, the International Federation of Red Cross and Red Crescent Societies, a large consortium of 

NGOs such as the International Council of Voluntary Agencies and Interaction, as well as NGOs. In 

2007, the Task Force achieved its initial goal of developing a practical, inter-agency, multi-sectoral 

guidance with the publication of the IASC Guidelines on Mental Health and Psychosocial Support in 

Emergency Settings. The guidelines were launched in Geneva on 14 September 2007. 

Furthering its work, the IASC Global Reference Group and the World Health Organization (WHO) 

developed a άп²ǎέ tool (Who, What, When, Where) to map MHPSS services in emergencies. The 

purpose of the tool is to gain a clearer picture of who is doing what, where and until when. Unlike 

other άо²ǎέ mapping tools often used across sectors, this tool also provides a comprehensive 

overview of the size and nature of an emergency response with respect to MHPSS. WHO and 

International Medical Corps (IMC) first piloted the tool in Jordan in 2009 in cooperation with UNICEF. A 

refined tool was applied for the second mapping in 2010, based on emerging issues and lessons learnt 

from previous mappings conducted in Jordan, Nepal and Haiti. Subsequent mappings were conducted 

in Jordan in 2010/2011, 2012, and 2013 with the last 2 mappings including Protection elements 

(specifically Gender-Based Violence and Child Protection) alongside MHPSS. Using the data and 

feedback collected by agencies that piloted the tool, the IASC Reference Group developed a manual for 

conducting 4Ws mappings. This manual was published in 2013 and is available for download from the 

Mental Health and Psychosocial Support network, mhpss.net. 

The 2014 4Ws mapping specifically focuses on MHPSS interventions only, collecting information about 

the range of MHPSS activities provided to all beneficiary groups in Jordan. As such, this mapping aims 

to provide a more comprehensive picture of MHPSS services available in Jordan. The list of MHPSS 

activities as recommended by the IASC Reference Group, which include by category; community-

focused MHPSS, case-focused MHPSS, and general support for MHPSS, is provided in Annex 2.  

This mapping took place during a significant time of turmoil within the Eastern Mediterranean Region, 

with ongoing strife in Syria, Gaza and Iraq. In less than three years, the Syrian conflict has forced well 

over 3 million of the ŎƻǳƴǘǊȅΩǎ ŎƛǘƛȊŜƴs to take refuge in neighboring countries. To date, it is estimated 

that over 600,000 displaced Syrians reside in Jordan1. Exposure to violence, loss and displacement, in 

                                                           
1UNHCR Syria Regional Refugee Response: Inter-Agency Information Sharing Portal. 
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addition to social and psychological stressors after displacement, as well as pre-existing MHPSS 

problems, have various implications on the MHPSS sub-sector and services in Jordan.  

Timeframe 
 

The assessment took place between the months of July to September 2014. The estimated data 

collection timeframe was initially two weeks; however, as fieldwork coincided with last week of 

Ramadan and subsequent Eid/summer holidays, the deadline was extended three times to 

accommodate additional inputs by agencies.  

 

Objectives 
 

The overarching aims of the interventions mapping exercise center around enhancing coordination, 

collaboration, referral systems and accountability for all involved agencies, improving the transparency 

and legitimacy of the MHPSS sub-sector through structured documentation, and providing data on 

patterns of practice to inform lessons for future responses. The information provided by the 4Ws 

mapping can feed into national plans for emergency preparedness, and can be used to identify gaps in 

service provision, geographic and target group coverage, human resources and technical expertise. It 

can also be used by participating organizations to plan for their programming and funding appeals. 

 

The specific objectives of the 2014 MHPSS mapping are to: 

 

1. Compile an updated profile of MHPSS programs and services in Jordan for women, girls, boys 

and men, in particular their reach and capacity; 

2. Facilitate an assessment of the gaps in MHPSS activities, the provision of support to target 

groups, workforce capacity and skills, and funding of the sub-sector; 

3. Raise awareness of and increase stakeholder engagement in preparing a coordinated MHPSS 

response plan; 

4. Disseminate findings and recommendations of the mapping to the MHPSS working group and 

other stakeholders. 

 

The 4Ws Mapping Process 
 
A team of personnel from the World Health Organization and the International Medical Corps were 

dedicated to facilitate this mapping exercise. IMC contracted a technical consultant to write up the 

final report, and WHO assigned two staff members to work part-time on the mapping. The WHO staff 

prepared both the English and Arabic versions of the 4Ws tool, revised according to recommendations 

from the 2013 mapping exercise.  
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The finalized 4Ws tool was attached to an informational package and sent via email to participating 

agencies. The package consisted of: 

 

- A one-page introduction to the 4Ws exercise; 

- An Excel data file with four sheets to: 1) capture information about the organization, 2) capture 

details of activities; 3) delineate the list of 11 MHPSS activities and corresponding sub-activities 

4) capture information on target groups; and 

- The 2013 4Ws mapping report. 

 

The mapping team made initial contact with a total of 55 participating agencies by email (members of 

the MHPSS sub-working group), to request information for the 4Ws mapping through a contact person 

from each agency. Organizations were offered the option of self-completing the survey, or receiving 

support by a member of the project team through phone or face to face interview. Follow-up emails 

and phone calls were made over a three week period to collect the complete information for the 

mapping. Forty-seven out of 55 organizations listed in the database completed the survey, with the 

deadline extended three times to accommodate late submission requests. Two organizations replied as 

having no activities that matched the assessment components, and the remaining six organizations did 

not respond to email requests and subsequent contact attempts by project team. 

 

Data collection tool 

 

As in previous years, Microsoft Excel was utilized for data collection. The 4Ws tool was amended to 

focus on MHPSS activities and sub-activities, and to add additional features recommended from the 

2013 mapping exercise (for example, to include a drop down list of governorates, and to include a 

specified list of target groups disaggregated by age, gender and nationality). Valuable feedback was 

provided by the data manager regarding the toolΩǎ άuser friendlinessέΣ which was instrumental to 

ensure the method of data collection remained flexible to allow as many respondents as possible to 

complete the exercise.  

 

Data collection for each organization was recorded onto an excel spreadsheet. Details of each 

spreadsheet were then copied to a larger predesigned aggregate spreadsheet, which formed the main 

database for the purposes of collating and synthesizing the mapping data. As ongoing data collection 

occurred, the aggregate sheet was continuously updated and amended. The final stage involved 

analysis and reporting of the findings.  

 

A consultation workshop was held on 17 September 2014 for the MHPSS working group members, to 

disseminate preliminary mapping findings, consider implications of the emerging issues, themes and 
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recommendations (See Annex 4 for summary). Various discussions among MHPSS stakeholders were 

held, and recommendations were incorporated in the final report.  

 

Findings 
 

Who and What 
The 2014 mapping encompassed a cohort of 47 organizations that collectively deliver MHPSS services, 

programs and activities for communities across the Kingdom. A list of organizations contributing to the 

mapping is found in Annex 1.The mapping identified that the agencies collectively deliver more than 

450 services, programs and activities for citizens and displaced populations living in various 

governorates. Their profile was diverse, with organizations varying in their scale of operations, the mix 

and type of services they deliver, and the locations which they serve.  

 

Moreover, there was considerable diversity in the length of time organizations have operated on the 

ground. Some had accrued decades of experience operating in the country, while at the other end of 

the spectrum; others had been operating for no more than one or two years. Table 1 lists organizations 

with the reported activities in each category. 

 
Table 1: Organizations and focus of activities 

Name of organization 
Community-

Focused MHPSS 
Case-Focused 

MHPSS 
General 
MHPSS 

ActionAid Arab regional initiative Ҟ Ҟ Ҟ 

Al Kitab Wa Sunna Ҟ Ҟ 
 

Al Takaful Ҟ Ҟ Ҟ 

ARDD-Legal Aid Ҟ Ҟ Ҟ 

Bright Future for Mental Health Ҟ Ҟ Ҟ 

CARE International/ Jordan Ҟ Ҟ Ҟ 

Caritas Jordan Ҟ Ҟ Ҟ 

DRC: Danish Refugee Council- Jordan Ҟ Ҟ Ҟ 

Fida International Ҟ 
 

Ҟ 

Finn Church Aid (FCA) Ҟ 
  

Handicap International (HI) 
 

Ҟ 
 

The International Catholic Migration 
Commission (ICMC) 

Ҟ 
  

International Medical Corps (IMC) Ҟ Ҟ Ҟ 

INTERSOS Ҟ 
  

Islamic Charity Society Center (ICSC) Ҟ Ҟ Ҟ 

Jesuit Refugee Service (JRS) Ҟ Ҟ 
 

Jordan Red Crescent Ҟ Ҟ Ҟ 

Danish/ Italian Red Cross Ҟ Ҟ Ҟ 

Jordanian Psychological Association (JPA) Ҟ Ҟ Ҟ 

Jordanian Society for Widow and Orphan Ҟ 
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Care (JSWOC) 

King Hussein Cancer Center (KHCC) Ҟ Ҟ 
 

Lutheran World Federation (LWF) Jordan Ҟ Ҟ Ҟ 

Medecins du Monde - MDM Ҟ Ҟ 
 

Ministry of Health (MoH) Ҟ Ҟ Ҟ 

Ministry of Social Development  (MoSD)* Ҟ Ҟ 
 

Moroccan medical-surgical field hospital 
 

Ҟ 
 

Nippon International Cooperation for 
Community Development (NICCOD) 

Ҟ Ҟ 
 

Noor Al Hussein Foundation, Institute for 
Family Health (NHF /IFH) 

Ҟ Ҟ Ҟ 

Palliative Care & Pain Management Clinic Ҟ Ҟ 
 

Qatar Red Crescent (QRC) Ҟ 
  

Save the Children International (SCI) Ҟ 
  

Save the Children-Jordan (SC-J) 
 

Ҟ 
 

Terre des Hommes ς Lausanne (Tdh- L) Ҟ Ҟ Ҟ 

The Center for Victims of Torture (CVT) Ҟ Ҟ Ҟ 

UPP Ҟ Ҟ 
 

War Child UK Ҟ Ҟ Ҟ 

World Health Organization (WHO) Ҟ Ҟ Ҟ 
* including Dar Al Wifaq, Child Care Center/Hashemi Shamali, Child Care Center/Shafa Badran/Amman, Dar Al 
Hanan Girls Care Center/Irbid,  Girls Care Center/Rusaifeh, Girls Education and Rehabilitation Center/Amman, 
Juvenile Education and Rehabilitation Center/Amman, Juvenile Education and Rehabilitation Center/Ma'an, Al 
Hussein Social Institute/Amman, Juvenile Education and Rehabilitation Center/Irbid and Juvenile Education 
Center/Rusaifeh. 

 
Figure 1 below illustrates the concentration of services according to the three major categories of 

activities in the 4Ws mapping (list of activities and sub-activities can be found in Annex 2).  

 
Figure 1: Concentration of activities per focus 

 
Results indicate that 40% of the reported activities 
are άŎƻƳƳǳƴƛǘȅ-ŦƻŎǳǎŜŘέ ŀŎǘƛǾƛǘƛŜǎ ǎǳŎƘ as 
information dissemination, community mobilization, 
safe spaces, psychological support in education and 
supporting the inclusion of social/psychological 
considerations in other sectors. While, 36% of 
activities concentrated on άcase-ŦƻŎǳǎŜŘέ 
interventions such as psychosocial work, 
psychological interventions, and clinical management 
of mental disorders by specialized and non-
specialized health care providers. About 25% of 
ŀŎǘƛǾƛǘƛŜǎΣ ŀǊŜ άƎŜƴŜǊŀƭ ŀŎǘƛǾƛǘƛŜǎ ǘƻ ǎǳǇǇƻǊǘ aIt{{Σέ 
and include activities covering assessments, training, 
research, and supervision. 
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Figure 2: Concentration of activities and organizations on the IASC MHPSS intervention pyramid 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 

 

Figure 2 displays concentration of organizations and activities on the IASC MHPSS intervention 

pyramid. The pyramid depicts the continuum of MHPSS services ranging from general/basic services to 

specialized interventions.  

 

The majority of activities surveyed (38%) fell under [ŜǾŜƭ н ƻŦ ǘƘŜ ƛƴǘŜǊǾŜƴǘƛƻƴ ǇȅǊŀƳƛŘ άǎǘǊŜƴƎǘƘŜƴ 

community and ŦŀƳƛƭȅ ǎǳǇǇƻǊǘέΦ ¢his represented a minimal decrease of 1% from the 2013 mapping 

but a significant decline of 17% when compared to 2012.  

 

[ŜǾŜƭ о ŀŎǘƛǾƛǘƛŜǎ άŦƻŎǳǎŜŘ όǇŜǊǎƻƴ-to-ǇŜǊǎƻƴύ ƴƻƴ ǎǇŜŎƛŀƭƛȊŜŘ ǎǳǇǇƻǊǘǎέ ŀŎŎƻǳƴǘŜŘ for 31% of total 

interventions, corresponding to respective decreases of 10% from 2013 and 16% from 2012. 

 

[ŜǾŜƭ м ŀŎǘƛǾƛǘƛŜǎ άǎƻŎƛŀƭ ŎƻƴǎƛŘŜǊŀǘƛƻƴǎ ƛƴ ōŀǎƛŎ ǎŜǊǾƛŎŜǎ ŀƴŘ ǎŜŎǳǊƛǘȅέ ŀƳƻǳƴǘŜŘ ǘƻ мф҈ ƻŦ ǘƻǘŀƭ 

activities and have increased 2% from 2013, but decreased 6% as compared to 2012. 

 

[ŜǾŜƭ п ŀŎǘƛǾƛǘƛŜǎ άǎǇŜŎƛŀƭƛȊŜŘ ǎŜǊǾƛŎŜǎέ ŀƳƻǳƴǘŜŘ ǘƻ мн҈Φ [ŜǾŜƭ п ǊŜƎƛǎǘŜǊŜŘ Ƙƛghest increase of 9% as 

compared to the 2013 mapping at 3% of total activities. These findings mirror Level 4 activities 

reported in the 2009 mapping. A total of 13 organizations are currently involved in the provision of 

 

Al Takaful,  Bright Future  
, Caritas, Handicap  

International, IMC,  KHCC, MdM,N 
HF - IFH, NICCOD,  CVT, Moroccan  

medical - surgical field  
hospital, MoH/ WHO 

ActionAid, Al Kitab wa Sunna, Al  
Takaful, ARDD - LA, Bright  

Future, Care, Caritas, DRC, Handicap  
International, ICMC, IMC, Islamic Charity  

Society Center, Jesuit Refugee Service, JRC/  
IRC/DRC, Jordanian Psychological  

Association, KHCC, LWF, MdM, MoSD, NHF - 
IFH, NICCOD,  Palliative Care & Pain  
Management Clinic, SC Jordan,  Tdh - 

L, CVT,  UPP, War Child UK, MoH/ WHO 
ActionAid, Al Kitab wa Sunna, Al Takaful, ARDD - LA, Bright  
Future, Care, Caritas, DRC, Fida International, Finn Church  

Aid, IMC, INTERSOS, Islamic Charity Society Center, Jesuit Refugee  
Service, JRC/ IRC/DRC, Jordanian Psychological  

Association, Jordanian Society for Widow and Orphan  
Care, KHCC, LWF, MdM, MoSD, NHF - IFH, NICCOD, Palliative Care &  
Pain Management Clinic, Qatar Red Cresent, SC International, Tdh - 

L, CVT,  UPP, War Child UK, MoH/ WHO 

12% Specialized Services 

31% Focused (Person - to - 
person) non - specialized  
supports 

38% Strengthen community  
and family support 

19% Social considerations  
in basic services and  
security 

Level 1 

Level 2 

Level 3 

Level 4 

ActionAid ,  Al Kitab wa Sunna,  Al Takaful,  ARDD - LA,  Bright Future, Care,  Caritas,  IMC, Islamic  
Charity Society Center, Jordanian Psychological Association, Jordanian Society for Widow and  
Orphan Care, KHCC, MdM, NHF - IFH, NICCOD, Palliative Care & Pain Management Clinic,  Tdh - 
L,  CVT,  War Child UK,  MoH/ WHO 
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LŜǾŜƭ п άǎǇŜŎƛŀƭƛȊŜŘ ǎŜǊǾƛŎŜǎέΦ This number has nearly doubled from the 2013 mapping where the total 

number of organizations operating at level 4 stood at seven.  

 

Table 2 and Figure 3 show the changes in concentration of activities across the pyramid level over the 

years.

  
Table 2: Concentration per level on IASC MHPSS intervention pyramid (2009-2014)  
 
 
 
 
 
 
 
 
 
 
Figure 3: Concentration per level on IASC MHPSS intervention pyramid (2009-2014)  

 

Pyramid Level 2009 
2010/ 
2011 

2012 2013 2014 

Level 4 14% 12% 5% 3% 12% 

Level 3 21% 35% 15% 41% 31% 

Level 2 65% 48% 55% 39% 38% 

Level 1 0% 5% 25% 17% 19% 
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Concentration of services by activity type 
 

Figure 4 below displays the frequency of activity categories per activity code (in total 11 main activity 

codes). The most frequently reported activities included Ψstrengthening of community and family 

supportsΩ (activity 3) with 20%, followed by Ψpsychosocial interventionsΩ (activity 7) with 14% and Ψsafe 

spacesΩ (activity 4) with 13%. The most under-represented services were Ψclinical management of 

mental disorders by non-specialized health care providersΩ όactivity 9) with 4%, Ψfacilitation of 

conditions for community mobilization, community organization, community ownership, or community 

control over emergency relief in generalΩ (activity 2) with 4% and Ψpsychological support in educationΩ 

(activity 5) with 2%. 

 

It is important to note however, that a lower concentration of specialized services is expected, as 

activities which are at a higher level of the pyramid target a smaller percentage of the population (for 

example, the clinical management of mental disorders by specialized health professionals). Similarly, it 

is recommended that lower level activities will have a higher comparative frequency, which means that 

findings captured through this mapping suggest that level 1 and 2 activities should be more 

represented (for example, facilitation of conditions for community mobilization and organization, 

supporting the inclusion of social/psychological considerations in other sectors). 

 

Figure 4: Concentration of activities per code 
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Analysis of Selected Activities 
 
Activity code (11.4): Psychosocial support for staff/volunteers (including refugee volunteers) 
 
Psychosocial support for staff/volunteers is provided by 28% of the surveyed organizations. The large 

majority, 34 organizations (72%), do not provide this service. Working with populations exposed to 

humanitarian crises may cause some distress for humanitarian staff/volunteers; this is especially true 

for MHPSS service providers. Agencies should ensure that the psychosocial wellbeing of their staff and 

volunteers is maintained and enhanced through access to self-care and stress management activities, 

in addition to peer and/or professional support when needed. 

 
Figure 5: Availability of psychosocial support for staff/volunteers per organization 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Activity code (4.1-4.4): Safe spaces including child friendly spaces, youth friendly spaces and women 
centers 
 
Figure 6: Availability of child friendly spaces, youth friendly spaces, women centers and other safe spaces per 
organization  

 

A total of 16 organizations (approximately 34%) 

provide safe spaces. The majority (46%) are child 

friendly spaces followed by youth friendly spaces 

(31%). These spaces provide a safe and secure 

environment to key beneficiary groups, and 

contribute to supporting stability and resilience 

within an often unstable humanitarian 

environment. One example of Ψother safe spacesΩ 
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included spaces available during summer camp for Cancer patients. 

 

Activity code (7.2): Case management, referrals, and linking vulnerable individuals/families to 

resources (e.g. health services, cash assistance, community resources, etc.) 

 

Figure 7: Availability of case management, referrals and linking beneficiaries to resources per organization  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 7 above depicts that 43% of the total organizations (20 organizations) provide case management 

services, referrals and linking vulnerable beneficiaries to resources. This reflects a good level of 

coordination/communication among partners about available services and resources. 

 
 
Activity code (8.4): Interventions for alcohol/substance use problems & Activity code (8.5): 
Interventions for developmental disorders/intellectual disabilities 
 

Previous reports2 have indicated a gap in specific interventions to address developmental disorders 

and intellectual disabilities. Discussions among the MHPSS working group members also suggested a 

need for a better understanding of available services for alcohol and drug use problems. The 

significance of the latter issue arises as the use of alcohol/drugs may sometimes be adopted by 

beneficiaries as a coping strategy after experiencing distress. Such specialized services are considered 

Level 4 activities on the IASC intervention pyramid.  

 

Figures 8 and 9 below indicate percentages of the provision of these services considering the total 

number of organizations, as well as the organizations operating at Level 4. Specifically, interventions 

for alcohol/substance use problems are provided by four Level 4 organizations (31%), while 

                                                           
2
 Help Age International and Handicap International, Hidden Victims of the Syria crisis: disabled, injured and older refugees, May 2014. 
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interventions for developmental disorders/intellectual disabilities are delivered by three Level 4 

organizations (23%). This suggests that further attention needs to be placed in order to meet the 

specific needs of beneficiaries with developmental disorders/intellectual disabilities, and beneficiaries 

with alcohol/substance use problems, including the provision of information about the nature and 

availability of existing services to address these problems.  

 
Figure 8: Availability of interventions for 
alcohol/substance us problems per organization 

Figure 9: Availability of interventions for 
developmental disorders/intellectual disabilities 
per organization

 

 
 
 
 

 
 
 
 
 
 
 
 
 
 
 

Activity code (9): Clinical management of mental disorders by non-specialized health care providers  
 

A general comparison of activities reveals that ǎŜǊǾƛŎŜǎ ǘƻ ŀŘŘǊŜǎǎ ǘƘŜ Ψclinical management of mental 
disorders by non-specialized health care providersΩ account for only 4% of the total activities. A further 
analysis of the activity across organizations shows that 38% of organizations operating at Level 4 
reported providing this service (10% of the total organizations).  
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Figure 10: Availability of clinical management of mental disorders by non-specialized health care providers per 
organization  

 
 

 
While the activity is provided by 5 organizations, coverage of service provision is relatively widespread 

as shown in figure 11 below. However, greater service representation is needed in the governorates of 

Jarash, AjlounΣ aŀΩŀƴΣ ¢ŀŦƛƭŜƘ ŀƴŘ !ǉŀōŀΦ 

 

Figure 11: Availability of clinical management of mental disorders by non-specialized health care providers per 
governorate 
 

 

 

 

 

 

 

 

 

 

 

                                                 

58%

42%

Activity Provided in 
Governorates

Provided
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Profile of MHPSS target beneficiaries by age, gender and nationality 

 

This section explores the profile of MHPSS target beneficiaries based on age, gender and nationality 

disaggregation, and helps reveal whether specific target groups are either under-represented or over-

represented as target beneficiaries of MHPSS services. 

 

By Nationality 
 
Figure 12: Reported target population nationalities 
 

36%

24%

19%

15%

6% Syrian Beneficiaries

Jordanian
Beneficiaries

Iraqi Beneficiaries

Other Beneficiaries

Humanitarian
workers/ Volunteers

 
 

Figure 12 shows the distribution of beneficiaries by nationality targeted for MHPSS services in 2014. 

According to UNHCR estimates3, as of June 2014, the total population of concern registered in Jordan is 

638,383 persons, including 605,157 Syrians, 28,809 Iraqi refugees and 4,417 refugees of other 

nationalities. As in the 2013 mapping, Syrians still represent the largest demographic group targeted by 

MHPSS actors, representing 36% of the target population. At 25%, Jordanian beneficiaries represented 

the second highest target group, followed by Iraqis with 19%. However, the significant variation in this 

ȅŜŀǊǎΩ Řata indicates that more Iraqis are targeted this year compared to 2013 by at least 9%. 

 

                                                           
3
 UNHCR Jordan Overview as of June 2014. 
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Moreover, the vast majority of targeted Syrians (79%) reside in non-camp settings, which is consistent 

with the estimated 75% to 25% ratio of Syrian refugees concentration in host communities and camp 

settings respectively4.  

 

Figure 13: Syrian beneficiaries targeted camp vs. non-camp (percentages) 

 
 
By Age  
 
The largest age group of beneficiaries targeted by MHPSS services is between 0 to 18 years, 

representing 52% of the serviced population. This is followed by beneficiaries with the ages of 18 and 

over, representing 48% of the serviced population, which shows an approximately equal targeting 

among the two age groups.   

 

Having almost half of the target population as children and adolescents under the age of 18 indicates 

that MHPSS services appear to focus well on early interventions. This is expected to support the early 

detection and management of MHPSS problems, which in turn often leads to better health and 

psychosocial outcomes for beneficiaries.  

 
Figure 14: Beneficiaries by age (percentages) 

 

0-18
52%

18 and 
above
48%

 
 
                                                           
4
 2014 Syria Regional Response Plan- Jordan.  
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By Age and Gender 
 
Females (25.5% women, 25 % girls) represent 50.5% of the targeted population, while males represent 

the remaining 49.5% (22.8% men, 26.7% boys). Data reveals that boys are targeted by approximately 

4% more services than men, while girls and women are almost equally targeted. Women are targeted 

by 2.7% more services than men, while boys are targeted by 1.7% more services than girls. Overall, the 

figures indicate a relatively similar distribution of the four age and gender groups as beneficiaries 

targeted by MHPSS services.  

 
Figure 15: Gender distribution of beneficiaries targeted by MHPSS services  

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Similarly, when comparing individual activities, data reveals that all age and gender groups are similarly 
targeted across activities as demonstrated in Figure 16 and Figure 17.  
 
Figure 16: Distribution of activities by age and gender 
 

 
Activity 

Girls Boys Women Men 

1 Information dissemination to the community 7% 7% 8% 8% 

2 
Facilitation conditions for community mobilization, 
organization and ownership 4% 4% 5% 5% 

3  Strengthening of community & family support 19% 20% 21% 20% 

4  Safe spaces 20% 19% 18% 16% 

5  Psychological support in education 2% 2% 2% 2% 

6 
Support inclusion of social/psychological considerations in 
other sector 3% 3% 3% 3% 

7 Psychosocial interventions 13% 14% 11% 11% 

25.0%

26.7%
25.5%

22.8%

20%

21%

22%

23%

24%

25%

26%

27%

Girls (0-17) Boys (0-17) Women (18 and
over)

Men (18 and over)
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8 Psychological interventions 15% 16% 15% 16% 

9  
Clinical management of mental disorders by non-
specialized health care providers 5% 2% 4% 5% 

10 
Clinical management of mental disorders by specialized 
health care providers 7% 7% 6% 7% 

11 General activities to support MHPSS 5% 6% 6% 6% 

 
 
Figure 17: Distribution of activities for girls and boys 
 
 
 

 
 
  

 

 

 

 

 

 

 
Figure 18: Distribution of activities for women and men 
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Cost of MHPSS Service Provision  
 

Similar to previous years, the majority of MHPSS services (92%) are provided free of charge by 

organizations to all population groups. A small number of organizations reported charging partial or 

minimal fees for their services. 

 

Figure 19: Cost of MHPSS service provision 
 

 
Where 
 

The following section provides an overview of the frequency and distribution of MHPSS services across 

governorates, with a more detailed geographic distribution by district/neighborhood for Amman, Irbid 

and Mafraq governorates. 

 
Figure 20: Geographic distribution of activities per governorate (percentages) 
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Similar to ǘƘŜ ǇǊŜǾƛƻǳǎ ȅŜŀǊΩǎ mapping, the 2014 mapping evidenced continuous concentration of 

activities in Amman and the Northern areas of the country mirroring the proportion of Syrian refugees 

in these areas, with the largest percentage of MHPSS activities concentrated in the three governorates 

of Amman (19.5%), Irbid (17.6%) and Mafraq (16.5%), followed by the Central governorate of Zarqa at 

мпΦн҈Φ ¢ƘŜ {ƻǳǘƘŜǊƴ ƎƻǾŜǊƴƻǊŀǘŜǎ ƻŦ !ǉŀōŀΣ ¢ŀŦƛƭŜƘΣ aŀΩŀƴ ŀƴŘ YŀǊŀƪΣ ƛƴ ŀŘŘƛǘƛƻƴ ǘƻ ǘƘŜ /ŜƴǘǊŀƭ 

governorate of Madaba, had the least concentration of MHPSS activities, with the lowest being in 

Aqaba.  

 

Notably, the frequency of services in Ajloun has increased compared to the 2013 mapping (from 1 to 

30). Similarly, Al Tafileh witnessed an increase in frequency of activities (from 1 to 11), with Jerash 

increasing from 2 to 31. On the other hand, activity frequency in Aqaba showed a decrease in 2014 

(from 13 to 1). While initial analysis seems to indicate that the governorates of Amman, Irbid and 

Mafraq are well supported, further analysis is needed to understand the distribution of services within 

these governorates.  

 

Distribution of Services in Amman 

 

The breakdown of activities per neighborhood in Amman is shown below in Figure 21. The numbers of 

reported activities have dropped slightly since the 2013 mapping. As with previous mappings, the 

highest concentration of activities is located in Al Hashemi Al Shamali. As many respondents did not 

provide specific information related to service area, it was difficult to determine whether specific areas 

in Amman were under reached 

Figure 21:  Activity frequencies per neighborhood in Amman 
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Distribution of Services in Irbid and Mafraq 
 
Within the governorate of Irbid, the large majority of services (65%) are based in the districts of 

Ramtha and Irbid City. As in the 2013 mapping, Mafraq remains the third most supported region. Most 

ƻŦ ǘƘŜ ǎŜǊǾƛŎŜǎ ǎŜŜƳ ǘƻ ōŜ ǿŜƭƭ ŘƛǎǘǊƛōǳǘŜŘ ōŜǘǿŜŜƴ ½ŀΩŀǘŀǊƛ ŎŀƳǇ ŀƴŘ aŀŦǊŀǉ ŎƛǘȅΦ ¢ƘŜ ŦǊŜǉǳŜƴŎȅ ƻŦ 

ŀŎǘƛǾƛǘƛŜǎ ƛƴ ½ŀΩŀǘŀǊƛ ŎŀƳǇ ŘŜŎǊŜŀǎŜŘ ŎƻƳǇŀǊŜŘ ǘƻ ǘƘŜ нлмо ƳŀǇǇƛƴƎ όŦǊƻƳ су ǘƻ онύΣ ŀƳƻǳƴǘƛƴƎ ǘƻ ŀ 

decrease of 48% to 41% of the total activities in Mafraq.  

 
Figure 22: Activity frequencies per neighborhood 
in Irbid 

Figure 23: Activity frequencies per neighborhood 
in Mafraq 
 

 
Figure 24 below provides a comparison of activities in all governorates by the target population 
serviced. Both the Jordanian and Syrian populations are served in each governorate, with varying 
percentages between the governorates. MHPSS service in Irbid and Mafraq, for example, target a 
majority Syrian population, while services in Amman and Zarqa target a majority Jordanian population. 
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Figure 24: Concentration of activities and population per governorate 
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Figure 25: Density map of services per governorate and population  

 

The map indicates 

the concentration 

of activities in 

percentages per 

governorate, as 

well as the 

corresponding 

population 

percentages. The 

geographic 

divisions were 

mapped out to 

delineate the 

Northern areas 

(Irbid, Mafraq, 

Ajloun and Jarash), 

the Central areas 

(Amman, Zarqa, 

Madaba and 

Balqa), and the 

Southern areas 

ό!ǉŀōŀΣ aŀΩŀƴΣ 

Tafileh and Karak). 

The country map indicates that 44.4% of MHPSS services are located in the Northern governorates and 

43.65% are located in Central governorates. The South is served by 10.86% of services.  

 

Table 3 on the following page shows the concentration of activities per governorate, the size of the 

general population in each governorate, and activity concentration per 100,000 of the general 

population. The percentages of displaced Syrians are also listed per governorate.  
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Table 3: Activities per governorate and population 

 
Figure 26: Activities per governorate from the 2012, 2013, and 2014 mappings 

               

Govern orate 
Concentration 

of activities 
(freq)  

Jordanian 
Population      

(#) 

Jordan ian 
Population     

(%) 

Per 
100,000 

Jordanians 
(freq)  

Displaced 
Syrians           

(#) 

Displaced 
Syrians           

(%) 

Per 
100,000 
Syrians 
(freq)  

Amman 91 2,473,400 39% 3.67 167,898 28% 54.19 

Irbid 82 1,137,100 17.80% 7.21 142,473 24% 57.55 

Mafraq 77 300,300 4.70% 25.64 156,256 26% 49.27 

Zarqa 66 951,800 15% 6.93 51,767 9% 127.49 

Balqa 31 428,000 7% 7.24 19,326 3.20% 160.4 

Jarash 31 191,700 3% 16.17 11,168 1.90% 277.57 

Ajloun 30 146,900 2% 20.42 10,094 1.70% 297.2 

Karak 18 249,100 4% 7.22 9,638 2% 186.76 

Maôan 17 121,400 2% 14 7,158 1% 237.5 

Tafileh 11 89,400 1% 12.3 2,491 0.40% 441.6 

Madaba 9 159,700 2% 5.63 10,431 1.70% 86.28 

Aqaba 1 139,200 2% 0.71 2,959 0.50% 33.8 

        *Note: Numbers of displaced Syrians were estimated using UNHCR data as of August 2014. Numbers of 
Jordanians were estimated using Department of Statistics data as of August 2014.  
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In general, there has been a wider distribution of MHPSS services across governorates over the years. 

At 19.5% of the total activities, Amman still remains the governorate with the highest concentration of 

MHPSS activities in 2014. However, data also indicates that the governorate has witnessed an 

incremental decrease in levels of service provisions since 2012. 

 

At 17.6%, Irbid had the second highest concentration of activities, followed by Mafraq with 16.5%. 

Compared to the 2013 mapping, both evidenced a decrease in reported activities by 8% and 6% 

respectively.  

 

Other governorates, namely Ajloun, Jarash and Tafileh, have registered an increase in MHPSS activities, 

mirroring an increasingly larger number of displaced Syrians residing in their communities since the 

2012 and 2013 mappings. 
 
 
Figure 28: Psychosocial Support Services provided to boys and girls (below 18 years)  
 

 
 

The above figure depicts concentration of community-based and non-specialized psychosocial services 

targeting boys and girls. Amman takes the lead with about 23% of the total activities, followed by Irbid 

(19.6%) and Zarqa (13.3%). Madaba, Tafileh and Aqaba were among the governorates with the lowest 

percentages of psychosocial services targeting boys and girls.  
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Figure 29: Distribution of Level 4 activities 

 

 
 

Thirteen organizations are providing Level 4 activities. The highest concentration of Level 4 specialized 

services was observed in Amman (27.5%), followed by Irbid (25.6%), Zarqa (14.6%) and Mafraq (12%). 

Level 4 activities seem to be limited in all other governorates.  

 
Figure 27: Setting where MHPSS services are provided 
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MHPSS services are provided in a wide range of settings to accommodate different levels of care, and 

the varying needs of MHPSS beneficiaries. The majority of services (63%) are offered at centers, while 

18% are offered at specialized clinics. Only 1.7% of services are provided through home visits, while 2% 

of MHPSS services are provided in schools. As the 4Ws mapping only includes information from MHPSS 

service providers, further information is needed from Education Sector partners to determine if 

additional MHPSS services are provided in schools beyond what was captured through this exercise. 

 

When 
 
In mapping MHPSS services, the 4Ws tool also sought to identify the sources of funding for 

ƻǊƎŀƴƛȊŀǘƛƻƴǎΩ ǇǊƻƎǊŀƳǎΣ ǎŜǊǾƛŎŜǎ ŀƴŘ activities. Diverse funding sources were indicated, including 

various donors and multiple funding cycles including recurrent funding, fixed funding, and one-off 

grants.  

 
 
Figure 30: Status of implementation of activities 

 

Figure 30 shows the 

breakdown of activities as 

related to their status of 

implementation. Respondents 

indicated that the majority 

(92%) of their activities are 

άŎǳǊǊŜƴǘƭȅ ǳƴŘŜǊ 

ƛƳǇƭŜƳŜƴǘŀǘƛƻƴέΦ 
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Figure 31: Funding cycle per activity 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 31 shows the length of funding (or funding cycles) for activities reported. Results indicate that 

the majority of funding cycles (46%) were in the Ψ1 year or moreΩ category. These results evidence a 

marked change from the 2013 mapping, in which the majority of funding, approximately 52%, was in 

the shortest cycle of one to six months. Longer funding cycles are desirable for MHPSS actors as they 

enable more efficient planning towards service provision, sustainability and continuity of care.  

 
Discussion  
 

Service Coverage and Distribution 
 
The 2014 mapping indicated variances in the distribution of services across the levels of the IASC 

intervention pyramid as compared to the previous ȅŜŀǊΩǎ ƳŀǇǇƛƴƎ. Data evidenced an increase of 

services at Level 4 (case-focused specialized services) from 3% in 2013 to 12% in 2014. Level 3 activities 

(focused non-specialized supports) witnessed a notable decrease compared to the 2013 mapping, from 

41% to 31%), which could be partially due to the exclusion of Child Protection and SGBV data for this 

ȅŜŀǊΩǎ ƳŀǇǇƛƴƎ, as these areas included numerous focused services targeting specific population 

groups (e.g. survivors of gender-based violence, children with specific protection concerns). Activities 

at Level 2 and Level 1 were approximately the same between 2013 and 2014.  
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Similar to the 2012 and 2013 mappings, data reveals a lower proportion of Level 1 activities compared 

to what is recommended by IASC intervention pyramid. This has been previously anecdotally 

accounted for through the substantial provision of Level 1 services by the Government of Jordan and 

local communities, with the support of international partners (i.e. security, shelter, food, etc.). 

However, as the Syrian crises continues to be a protracted concern, the resources and natural supports 

available in Jordan are become increasingly burdened5. Moreover, this mapping reveals very limited 

activities targeting the integration of social/psychological considerations in other sectors, which 

remains a seeming area of action for the MHPSS sub-sector. This is especially important to ensure 

sufficient focus on preventative and protective measures and activities.  

¢Ƙƛǎ ȅŜŀǊΩǎ ƳŀǇǇƛƴƎ ǎƘƻǿǎ ǘƘŀǘ {ȅǊƛŀƴǎ ŀǊŜ ǘƘŜ ƳŀƧƻǊ ǘŀǊƎŜǘŜŘ ōŜƴŜŦƛŎƛŀǊȅ Ǉƻpulation.  To date, the 

influx of Syrians arriving to Jordan has not halted, and is placing considerable burden on local host 

communities and their basic health, social and economic services. To address this situation, the 

Ministry of Planning and International Cooperation (MOPIC) has required aid agencies to include 30% 

Jordanian beneficiaries in all projects targeting Syrian refugees. In light of this, it is important that 

direct support be provided to vulnerable Jordanians in host communities of the Northern governorates 

of Irbid and Mafraq, to help mitigate the impact of the Syrian crisis in these highly-affected areas. It 

should be noted that MHPSS activities in the North targeting vulnerable Jordanians are well 

represented in correlation to local population size. 

Overall, the concentration of services in the Central zones were found to be in direct proportion to the 

Syrian populations residing in host communities but are not entirely matched to the Jordanian 

population size in the region. Similarly, while overall percentages of services in the North were 

significantly larger than the Jordanian population, they were less in proportion to the percentage of 

displaced Syrian population. For example, the governorate of Irbid, reportedly has 24% of the Syrian 

population, but only 17.45% of total services. Also, Mafraq has 26% of the Syrian population with 16% 

of services. These findings by no means infer that services in both of these governorates are 

insufficient in meeting the needs of the Syrians residing there. Further scrutiny is needed to determine 

whether an increase in service provision is indeed required. 

While the South shows the highest correlation of services to both Jordanian and Syrian populations, it 

remains the most under-served area with 10.86% of the total services. The data shows that new 

programs have been initiated in Tafileh, Ajloun and Jarash, areas where few activities were reported in 

the 2013 mapping. This suggests that MHPSS coverage has increased to encompass new areas and 

previously underserved communities. 

 

 

 

                                                           
5
 Jordan National Resilience Plan 2014-2016. 
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Challenges 

 

Tool-specific challenges and limitations  

 

Based on lessons learned from past mapping exercises, the project team made some improvements to 

some elements of the 4Ws tool. The team initially explored the options of transferring data from Excel 

to Access and using VBA programming to add pop-up boxes to the current Excel sheet. However, a 

decision was made to maintain the Excel sheet as to keep the process as close as possible to previous 

years.  

 

Feedback consequent to the mapping indicated that the organizations found it relatively easy to 

complete the 4Ws tool. The codified data points for activity and sub-activity were simpler to complete 

compared to last year where MHPSS and Protection codes were integrated. CǳǊǘƘŜǊƳƻǊŜΣ ǘƘƛǎ ȅŜŀǊǎΩ 

mapping included specific coding in order to produce more precise information on target group 

categories, specifically adding age and gender disaggregation, which was regarded as helpful by the 

respondents.  

 

As with the previous mappings, there is a need to ensure a unified understanding of specific language 

used in the MHPSS sector. Anecdotal evidence indicates a possible inclination for different agencies to 

define their MHPSS services in different ways, leading to inconsistencies in some reported activities. 

 

While the majority of organizations reporting the funding sources per activity and location, many did 

not submit funding amounts. This may be due to the fact that the person filling in the 4Ws tool was not 

aware of funding allocations at their organization. Moreover, some respondents said that they lacked 

sufficient time to collect funding amounts. Due to these shortcomings, ǘƘƛǎ ȅŜŀǊΩǎ ƳŀǇǇƛƴƎ ǿŀǎ ƴƻǘ 

able to provide a detailed assessment on the scale and scope of current interventions as related to 

funding amounts in order to disseminate useful data for regional funding opportunities. 

 

Despite these challenges, the final aggregate data spreadsheet was relatively easy to cross-tabulate for 

analysis. The sorted and collated data was extracted through filter and sort commands, and use to 

create products such as service directories.  

 

Sectoral challenges and limitations 

 

Key factors affecting the sustainability of the MHPSS activities are related to policy and program 

priorities, funding, available infrastructure, governance and management, and the local social and 

economic contexts. The issues impacting the capacity of organizations to deliver appropriate, 


