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PROJECT AUTHORIZATION

Name of Country: Morocco Name of Project: Pooulation/Family

1.

2.

3.

Planning Support I1I

Number of Project: 608-0171

Pursuant to Section 104 of the Foreign Assistance Act of 1961, as
amended, I hereby authorize the Population/Family Planning Support III
Project for Morocco (the "Cooperating Country") involving planned
obligations of not to exceed $5,260,000 in grant funds to be obligated
in FY84 in accordance with the A.I.D. 0YB/allotment process, to help ia
financing foraign exchange and local currency costs for the project.
The planned project activities cover a period of five years.

The project consists of the provision of technical assistaace, training
and commodities to assist the Cooperating Country to expent the
availability of basic family planning and health services, to reduce the
population growth rate, and to improve the health status of Moroccan
pmothers and children.

The Project Agreement(s) which may be negotiated and executed by the
officer(s) to whom such authority is delegated ia accordance with A.I.D.
regulations and Delegationms of Authority shall be subject to the
following essential terms and covenants aad major comnditioms, togetner
with' such other terms and conditious, as dA.l.D. may deex appropriate:

ae Source ans Origin of Commodities, Nationality of Services

Commodities finacced by A.I.D. under the project shall have their
source and origin in the-Cooperating Country oT in th. United
States except as A.I.D. may otherwise agree in writing. Except for
ocean shipping, the suppliers of commodities or services shall have
the Cooperating Country or the United States as their place of
nationality, except as A.l.D. may otherwise agree in wrilting.

Ocean shipping financed by &.I1.D. under the project shall, except
as A.L.D. may otherwise agree in writing, be finarced only on flag
vessels of the United States.

b. Conditions Precadent

The Project Agreement shall contain a condicion precedent ia
substance as follows:



Ce

Prior to any disbursement, or the issuance of any commitment
documents under the Project Agreement, A.I.D. shall assess the
adequacy of the accounting and management systeam(s) of the
implementing agencies of the Cooperating Country and shall
determine that this system(s) 1s able to effectively account for
the disposition of A.X1.D. funds made available under this project
to the implementirg agency.

Covenants

The Project Agreement shall contain covenants in substance as
follows:

The Cooperating Country agrees that further to A.I.D. Policy
Determination No. 3 dated September, 1982, informed comsent shall -
be obtained and documented for all requestors of sterilization
services; that other temporary family planning methods shall one
available at sterilization service facilities; and that neither
abortion nor abortion-related activities will be conducted a::
facilities receiving A.I.D. assistance.

TN
Lok L (fane
Robert C. Chase
Director, USAID/Morocco

pwes__ T LYK

Clearances:PRCG:W3Rhodes: (drait)
RLA:AWilliams: (draft)
CONT:MSMacthews: (draft)
A/DIR:HPetrequin:



ACTION MEMORANDUM FOR THZ MISSION DIRECTOR, USAID/RABAT

: (=
FROM William S. Rhodes, USAID/PROG‘&J

SUBJECT ¢ Authorization of Morocco's Populatinm and Family Planning
Support III Project (608-0171)

PROBLEM

Your signature is required on the Project Paper facesheet and the Project
Authorization of Morocco's Population and Family Planning Support III Project.

DISCUSSION

On March 28, 1984, the Mission Review Committee, under the USAID Director's
chairmansuip, reviewed and recommended approval of the Population and Family
Plananing Support III Project. As you will note in the Project Paper, the
planned project activities cover a period of five years at a total estimated
to A.I.D. cost of §17,890,000. State 132642, redelegated authority to you to
authorize this project for up to 320.00 million. However, State 134720 has
authorized only a one year FY84 obligation of $5,260,000. As you know, that
cable explained to the Mission that Administrator McPherson, after extensive
consultation with "The Hill", and in view of the Government-wide policy
discussion on family planning, had decided to "approve authorization of the
5,260 miilion dollars for life-of-project funding ia FY'84 in lieu of 17.9
million over the five year life.” As this decision was the resuit of high
ievel discussions in Washlngton, we were instructed to change the
authorization and grant agreements previously drafted to reflect it. This we
have done. We have also been informed informally that the Agency will do
everything in its power to assure that the authorization of additionmal funding
for this (and other) population projects is obtained in FY1985 and beyond.
This situation will be duscussed with GOM Ministry of Health officials prior
to the signing of the Project Agreement.

The goal of the project is to reduce Morocco's rapid rate of population growth
and thereby diminish a key constraint to achievement of the countrv's ecsncmic
and social development objectives. Previous activities in family planning
have shown that a strong correlation exists between the availability of family
planning services and lower fertility rates. The purpose of this project,
therefore, is to extend the availability of family planning informatioun and
services so as to reach seventy percent of the loroccan population and thereby
to attain contraceptive prevalence of thirty-five perzent of married women of
reproductive age (MWRA) by 1988. Further, the project will intruoduce
population planning, analysis, modeling and forecasting methods into the GOM
development planning process.

The project consists of eleven sut-project acuivities which are described in
detail in the Project Papar. The project will provide one loug-teram resident
coatractor to work with the Moroccan Family Planning Association (AMPF) to
develop a contraceptive sales program, and several short—teram consultants co
te distributed across the eleven activities. There will be long- ard

W



short-tern training in support of the sub-project activities and a substantial
component of in-country, in-service training in family planning for Ministry
of Public Health (MOPH) personnel. Commodities include contraceptives,
medical/surgical equipment, data processing equipment and software,
fieldworker supplies, information/education materials, dietary supplements,
and other miscellaumeocus items. Major project outputs iaclude: 1) household
service~delivery programs for fauily planning/health/nutrition services
operational in Morocco's most populous provinces and major cities; 2)
reproductive health/voluntary sterilization servicas available in provincial
hospitals; 3) contraceptive and health products marketed by the private
sector in selected villages and urban areas, and through rural markets
(souks); 4) family planning/health information regularly presented via radio,
T.V., print naterials, and by housenold visitors; and 3) population analyses
incorporated lnto the GOM development planning process.

The project design reflects the findings of a recent (Decembar 1983)
end-of-project evaluation for the Family Planning Support II Project
(608-0155), including a long-term training component as a means of building a
cadre of professionals with skills relevaut to population and family planning
programs. One concern raised by AID/W and discussed at length during the MRC
review is that the poject should address adequately the assistance to and the
role of the private sector in project implementation. The project speaks to
this concern at considerable length, as summarized in Rabat 3484, Iaitiatives
vis-a=-vis the private sector include: 1) suppert Sor Morocco's Family
Planning Association (AMPF) to launch a contraceptive sales activity ia
villages, rural souks, and urban areas, and to develop family placning
information/motivation materials aad training programs; 2) funding for an
Operation Program Grant (OPG) to support the development of a natural family
planning (NFP) project with l'Heure Joyause, a Moroccan Private Volunteer
Organization (PVO); and 3) family planning training to be provided by MOPE to
private pnysicians and pnarmacists %o iaprove their effactivenass as family
planniag agents.

0f the 55,260,000 to be obligated by this agreement, $3,505,300 will be
obligated through the ProAg and an OPG with 1'Heure Joyeuse; the remaining
$1,655,000 will be committed to the procurement of family planning commoditie

through a centrally fuanded contract. '

A Congressionsl Advice of Program Change was submitted to Congress——and per
State 194957 expired without objection on Jume 30, 1984. This Congressional
Notification showed A.I.D. FY84 and Life-oi-Froject funding authorized at
$5,260.00 million. It also motad that “he overall project is "a “ive=vear
activity.” There are mo current human rights issues under Secticn 116 of the
Foreign Assistance Act that would preclude provisica of this assistance to
Horocco.

Pursuant to Redelegatlon of Authority No. 113.3A, vou have authority to
authorize projects not in excess of 510 million. Pursuant to Statz 134720 you
tave been authorized to approve this project for §5,260,000.

7~


http:t5,260.00

RECOMMENDATION

That you approve the project by signiﬁg the Project Paper facesheet and the
project funding by signing the attached Project Authorization.

APPROVED: Ry R

DISAPPROVED: " .

DATE: MATRYER!
=

Clearances:PROG:SWRhodes: (drafe)
RLA:AWilliams: (draft)

CONT :MMatthews .Z‘ - r"“lr‘

A/DIR:HPetrequin:
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PROJECT SUMMARY

The Morocco populatlon rrogram, after a long and indifferent
start, 1s showing considerable promise. A recent evaluation
(December, 1983) of the predecessor éroject 608-0155 reported
that Moroccan.contraceptive prevalence had increased from about
12% of married women of reproductive age (MWRA) in 1978 to
aﬁproximatalz 27% of MWRA in 1983. Moreover, in areas served by
the project's village outreach VDMS* program, prevalence was

found to be between 407% and 50% of MWRA.

These results represent the beginning of a potentially very
strong program — judged even by service and pravalence
standards more commonly applied to Zast Asizn, rather than
Near/Mid—Easﬁern population programs. However, the streng:ﬁ and
long~term sustainability of the pgogram are still lizited in ;

number of key respects. These iaclude:

1. Incomple Coverage: The esisting MOPH service delivery

system of fixed clinics and VDMS field workars is

@

effectively reaching only about 40% of the Mornecan

populaction.

Visite 2 Domicile de Mctivation Systematique. Ministry of Public

Health (MOPH) health workers deliver integrated health/nutrition/

family planning services at the household .level in 13 of Morocco's
45 provinces and prefectures.
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Exclusivity: Related to the coverage constraint, family
planning (FP) service delivery is still a praserve confined
largely to the GOM/Ministry of Public Health (MOPH). The
private sector has yet to demonstrate its potential as a

major source of low-cost FP services.

A weak 'population'" perspective: The GOM's liberalization

of contraceptive ﬁvailability -~ through the MOPH s&stem'—-
does not necessarily reflect a clear or pervasive
understanding among GUM planners of the long-term
implications of rapid population growth in Morocco. While
these issues are being discussed with considerable
frequeacy in public, population considerations have not yet
been adequately factored into the GOM planning or )

policy-making process.

Fragility: The MOPH has moved fairly quickly to make up
for several years of prior passivity on family planniﬁg.
hecent progress has been due in good part, however, to the
personal commitment of a relatively smail number of senior
personnel within the MOPH. The consolidation of the zains
of the past faw years is partly contingent upon the
stability of chis leadership =- at least until the FP
program has been in place long enough, and built a
permanent clientele large enough -- to ensure icts

institutionalization within in the GOM infrascructuras.



As the recent pépulation project evaluation (December, }983)
pointed out, Morocco has made substantial recent gains in its
efforts to address its problem of rapid and excessive population
growth. The country's annual rate of population increase
remains very high, however, at approximately 2.8% per year; and
until the limiting factors indicatad above are effectively
addressed, further progress in reducing this rate of growth will
be blunted. The overall Goal of project 508-0l7l therefore

remains essentially the same as the goal of the predacessor

project 608-0155, namely to reduce Moroczo's rapid rata of

population growch, and therebv diminish a key constraint to

achievement of the country's aconomic and social development

gbjectives.

This PP proposes to support a set of mutually-reinforcing
activities which will address the program weaknesses nocad
above, and thareby contribute meaningfullv zoward attainment of
the project goal. These activicies fall into four broad
categorizss including:

L. An_increase in program coverags by expanding and adding GOM

FP/health service networks to additiomal arsas cf the
country;

2. The establishment of new service natworks, sarticularlv ia

the orivata sector;

3. The elavation of oooulation conceras in the GOM develsoment

planning process, part.cularly in association wizh the

Ministry of Plan; and
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4 The continuation/consolidation of major elements of the

program 'base' developed under project 0155 to ensure the

effective institutionalization of these elements in the GOM

family planning program.

Expressed as a specific Project Purpvose for achievement by 1988,

these activities are intended to:

1. Estabiish regular availability of a full range of FP
information and services for at least 70% of eligible
couples in Morocco;

2.  Produce national contraceptive prevalence of 35% of married
women of reproductive age (MWRA); and

3. Introduce population planning, analysis, modaling and
forecasting metﬁads into the GOM development planniag

process.

The four general categories of project activities which will
produce this project purpose can be further divided into 12
specific Qutputs, which will be treated in this PP as separate

subprojects. They are:

* l. VDMS Expansion to 18 Provincess.
2. Establishment of family planning/health outreach
services in major urban areas.
* 3. Improved training and services at the National Training
Canter for Reproductive.Health.

4. Establishment of voluntary sterilization/reproductive

health services in 30 provincial hospitals.



i 5. Improved Information, Education and Communications
(IE+C) programs in the GOM and privatas sector.
* 6. Improved family planning service availability through
all clinics and outreach activities (commodities).
7. Establishment of a contraceptive sales program in the
private sector. |
8. Establishment of a natural family planning program in
the private sector.
* 9. Establishment of family planning information and

service activities in other GOM ministries and agancies.

* 10. Improved operations research, data collection and
analyses.
* 11. Improved population analysis and nlanning in the

Ministry of Plan.

* ' 12. Improved technical and management skill? (training)

Activiries marked with an asterisk (*) include components Which
were begun under project 0153, and which are being continued
under this follow-on project. All other activities are being

iniciatad under this project.

Inouts: The astimated total U.S. cost of the project FY 1984-38

will be 317.9 million. Major cost components ars:
Technical Assiszance ¢ $2.4 millionm
Commodities : $7.9 million

(includiag $6 million for

contraceptives).



Training (U.S., 3rd country, and

in-country) : $1.3 million
Local Cost Support ;i $4.8 million

Evaluation, Audit, Contingencies/

Inflation i $l1.4 milliom

GOM and private sector costs are expectad to be the equivalent
of $34 million over the five-year project period. (Most of
these costs will be in-kind). Thus, the U.S. contribution to

the program represents about 34% of overall program costs.

C/



II. BACKGROUND, RATIONALE AND DESCRIPTION

A. Background

The Government of Morocco (GOM) has maintained an official
family planning program since 1966, although organizational
problems and political sensitivity inhibited its
implementgtion for almost 15 years. The 1968-72
Development Plan set a target of 500,000 new acceptors
during the five-year period; less than 20% of this goal was
achieved. The 1973-77 Plan revised the target downward to
391,400, acceptors, and about 75% of this goal was
achieved. Following an intarim Plan (1978-30) without a
specific TP objective, the 1981-85 Plan called for the
attainment of a contraceptive prevalence rate of 245 of
married women of reproductivé age (MWRA) by the end of the
Plan perind. It was during this latest Plan period that
the Ministry of Public Health (MO0PY) tegan to seriously
pursue its own family planning (FP) objectives. The 2lan's
prevalence target for 1985 was surpassed in 1983, and will

probably reach 30% of !MWRA by the end of 1983.

USAID support for GOM populatiom activities during these
periods reflected the vigor (Qr lack thereof) with which
the GOM pdrsued its family placning program. Tﬁus, 2roject
608-0112, which coverad the period 1971-77, was modest in
lts objectives and in its results. A éollow-up project,
608-0155, both reflected and faciiitafed the GOM's
intention éo expand its FP activities. A brief history of

these earlier projects, and their relationship to the



FY 1971-77: Family Planning Support (608-0112)-

USALID assistance during this period was modest, amounting to
approximately $3 million over seven vears. USAID financed
the construction of 13 provincial family planning reference
centers, a family planning headquarters building in Rabat,
and the purchase of contraceptives, supplies and equipment
for the'national FP program. Very little parricipant
training was offered, due in part to the non-availability of
training programs conducted in the French laaguage. Progress
under the project was slow and uneven; A 1976 evaluation
report was very critical of the program, suggesting that AID
should suspend further assistance if several important
changes were not forthcoming. Partly as a result of that
report, USAID and the GOM Ministry of Public Health (}OPH)
undertpok the design of several new activities, represented
essentially by project 608-~0155. The FP éervice delivery
system in place at the end of project 0112 (1977) was weak:
contraceptives were available through approximately 300
larger health facilities of the MOPY, but only by physician
orescription, following a physical examination of the
client. In 1378, USAID/Rabat estimated that the MOPH served
approximately 150,000 contraceptive clients, or 34 of MWRA.
The private sector served approximately 200,000 persons (7%

of MWRA) for a combined prevalence rate of 127 MWRA.



FY 1978-83: Population/Family Planning Support II (608-0153)

This follow-on project was far more ambitious than its
predecessor project. It provided $11 milliom (including 36
million centraily-funded support) to attain three broad
objectives: 1) to increase ccatraceptive prevalance by 1437%;
2) to increase the population awareness and commitment of key
GOM officlals and opinion leaders; and 3) to generate new
demand for FP services. The project was designed to produce
8 outputs -—— categorized in the Project Paper as subprojects

~— to attain these purposes:

l. Cowmpletion of the Marrakech pilot househoid delivery
(VDMS) program.

2. Expansion of household delivery (VDMS) services to 10
provinces. (Later increased to 13 provinces, as three
of the original 10 split into smaller proviaces).

3. Construction and equipping of 10 additional Family
?lanning Reference Centers.

4. Develop Professional Skills/of key GOM and private
sector personnel (Participarnt Trainiag).

J. Improved FP service availability in MOPH health
facilities (provision of contraceptive supplies).

6 Establishment of a commercial distribution program.

7. Zstablishment of a Yational Information, Education azd
Communication (IZ+C) program rooted in che privatce
sector. )

8. Complefion of a national fertility and family planning

survey.
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Four additional outputs/subprojects were subsequently added
to the project; using a combination of AID/W and bilateral

funds. These were:

9. RAPID (Futures Group) computer simulations of the
development impact of demographic trends.

lC  Establishment of a National Training Centar for
Reproductive Health in Rabat. (USAID, AVS, JHPIEGO).

11 Completion of a Contraceptive frevalence Survey, (USAID,
Westinghouse), aand

12 Establishment of communicatious/FP training in Nursing

and Midwifery Schools. (USAID, INTRAH).

The late 1983 project evi.uation found that ll of the
foregoing 12 subprojects were completed or under way. The
exception was the commerzial discribution program, i.e., the
subsidized sale of contraceptive products through commarcial

outlets. Some of the key results of this program were:

1 Attainment of contraceptive prevalence astimated to be
approximataly 27% MWRA, or more than double the 1973

level;

2 Heightened official/popular attention to population
concerns, represented by the inclusion of FP targets ia
the 1981-85 GOM Five Tear Plan; public discussion of
population/development issues at numerous colloquia,
including the Moroccan Royal Academy sessions of 1982

and 1933; the issuance of a family planning postage
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stamp; a RAPID preseantation to Prime Minister and
Cabinet in 1983; promirent coverage of population issues
in the quasi-official press; and regular radio/T.V.

broadcasts of FP promotional messages; and

3. Clear evidence that FP practice in Morocco has increased
as the availability of FP information and services
expanded. As of 1984, FP servicgs were routinely
available in all 1200 MbPH health facilities (compared
to 300 facilities in 1978). Moreover, these services
were proviced by paramedics, rather than physicians.
IUD-insertions are now offered by trained nurses in §60
of these health facilities. Paramedic-delivery of
integrated FP/Health/nutrition sarvices at the househola
level (VDMS) Qas well under way in thirteen of the

country's 45 provinces.

In consequence of this expanded service network, the
MOPH was serving approximately 600,000 F? clients at
the end of 1983, or 17% of MWwRA. Thus, while overall
prevalence more than doubled during 1978-83, from 127 to
27%, contraceptive prevalence attributabie to the GCM
program (65% of FP users) increased more than

three-fold, from 5% in 1978 to 1/% in 1983.

Project 0155 did include some disappointments: The MoP',
which carefully guards its government-sanctiomed
responsibility for oversight of pharmaceutical distribution,

has continued to oppose an expanded commercial sector.role in



;he sale of low~cost coatraceptive products; comstruction of
the 10 FP Reference Centers moved ahead more slowly than
anticipated; and a second-stage expansion of VDMS in ten
provinces was delayed until fall, 1983, pending the late
arrival of UNFPA-provided mopeds for VDMS fieldworkers.
However the overall objectives of Project 0155 were met or
exceeded, even if the respective contributions of the
individual subprojects to these objectives were not always as
originally anticipated. The lack of a commercial
distribution network, for example, was partially compensated
by an unexpectedly vigorous GOM/MOPH effort to augment and
“paramedicalize” its own FP delivery system. Ao added
benefit arising from Project 0155 was its effect on the
development of GOM policy and action im the areas of health
and natrition. Thé VDMS househnld-delivery concept was
tested in Marrakech province in 1978-80 as a uni-purpose r?
activity. The pilot project clearly demonstrated, however,
that modest increments in resources could enzble the existing
health infrastructure: to reach considerably larger numbers of
people with other basic health services as well as FP. USAID
and the MOPH subsequently proceeded to develop a "package" of

integrated services* which would be provided at the

Contraceptives (pills, condoms, referrals for IUD's and
sterilizations); oral renhydration salts (ORS) training
and therapy; diet supplements for pregnant/nursing women;
promotion of breastfeeding and good weaning practices;
immunizatiow verification awd referral.
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‘hous ehold level in 10 (later iacressed to 13) provinces. The
additional design, training.and operational requirements of
this revised VDMS project delayed its launching in the first
group of three provinces until May, 1982. In USAID's view,
however, the broader scope ~— and impact =— of the expanded
project warranted this delay, as did the MOPH's associated
deci;ion to move the first level of its FP/health system away

from fixed clinics and onto the doorsteps of its clieats.

Another unforseen development under this project was the
MOPH's decision to move ahead with sterilization training aand
services —— a contraceptive modality previously discounted by
the MOPH as overly-sensitive in Morocco. The National
Training Center for Reproductive Health in Rabat is currently
training Moroccan physicians from around the country in
sterilization techniques, and is a regional training facility
for JHPIEGO-sponsored trainees from other francophone and

arabic-speaking countries.

RATIONALE AND SUMMARY DESCRIPTION

1. General

Recent demographic trends In Morocco have been similar
to those in other developing countries, namely, an
accelerated rate o population growth resulting from 2
marked decline in mortality and the persistence of nigh
fertility. As of mid-year, 1334, the population was

estimated to be approximately 22 million persons, making
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Morocco the most populous of the Maghrebian countries.
The average_annual growth rate during the 1971-82 period
wés approximately 2.8%. This rapid rate of growth has
resulted in a population in which 45% of the population
is under 15 years of age, and has very likely been a
gsignificant factor in promoting a sustained movement

from rural to urban areas.

For the remainder of the century Morocco will face the
consequences of past rapid growth. Considerable
investment will be necessary to meet basic needs, to
expand and upgrade education opportunities, and to
create jobs at a rate adequate to reduce unemployment
and to absorb the large number nf youthful entrani: into

the labor market.

Morocco, like many other countries beset by population
growth rates far in excess for their current ability to
generate development resources, must embark on an
integrated development program which includes measures
to reduce population growth concurrent with afforts to

stimulate growth in other development sectors.

This long-term effort clearly suggests an overall

?roject Goal for the population project presented in

this PP, namely, to reduce Morocco's rapid rate of
population growth and thereby diminish a key constraint
to achievement of the countrv's economic and social

development objectives.

\
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The necessity to undertake measures to achieve this goal

is cited in AID Policy Paper Population Assistance,

dated September, 1982, which notes that "continued high
rates of population growth significantly increase the
cost and difficulty of achieving basic development
objectives by imposing burdens on economies presently
unable to provide sufficient éoods and services for the

rowing population."

The introduction, within the past few years, of
GOM-sponsored family planning activities appears to have
contributed to a reduction in the rate of population
érowch == a reduction most likely reinforced by other
socio-economic changes also occurring during this
period. Current feftili;y nonetﬁeless remains very
high, due in considerable measure to a continuing lack
of effective family planning information and services

for a large proportion of the Moroccan population.

Current contraceptive pravalence, as mentioned
previously, is estimated to be 27% MWRA. The results of
the Marrakech pilot VDMS project; the VYDMS/Expansion
projci, and the 1982 Westinghouse Contraceptive
Prevalence Survey (CPS) indicate, however, that betwesan
50%~65% of Moroccan couples would accept 3 modern
contracaeptive method if such methods were made available

to them.
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Moroccan experience to date serves to confirm this
linkage between contraceptive service availability and
level bf concracepcive.practice: since 1978,
contraceptive prevalence has more than doubled,
concurrent with a major expansion of FP service
availability. This general relationship betwesn FP
service availability and FP practice is reflected in the

A.I.D. Policy Paper Population Assistancs, which notas

that "a balanced program which provides modern
contraceptive .services and information, combined with
strong community and family support for family planning,
is‘the most effective way of helping couples achieve

their fertility goals."

Given this powerful relationship between family planniag
service availability and lower fartility, USAID has

identified the expansion of such service systems as the
primary Purpose of this project. Of the project's :hree
subpurposes, two relate directly to FP service extension

and expansion. These are:

- The establishment of regular availability of a full
range of family planning services for at least 70%
of eligible couples in Morocco; and

- The attainment of contraceptive prevalence of 35%

of married women of reproductive age (MWRA).



A third sub-purpose of the project reflects the need to
forge a clearer perceptional linkage in the minds of GOM
planners between the Goal statemént and the FP service
elements of the Purpose statement. That is, the GOM
must begin now to consider the consequences of rapid
population growth more realistically in its long-term
development planning. Moreover when these relationships
between population growth and development objectives are
more closely observed, as for example in the RAPID
models, a case for morve vigorous family planning efforts
becomes compelling. A third sub-purpose of this

project, then, is

- to introduce population planning, analysis,
modeling and forecasting methods into the GOM

developmentplanning process.

As uoted, effective family planning programs matarially
advance a couniry's socialband economic development by
diminishing the cost and difficulty of achieving that
country's basic development objectives. At the family
level, family planning also provides critically
important health benefits for mothess and young
‘children. In Morocco, the health benefits qf the family
planning program are amplified by che program's
integration with other mutuallv-reinforcing health

services.

-]17=-
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The proféund effects of rapid population growth on
national and family well-peing are acknowledged in the
annual CDSS and ABS statements of USAID/Morocco. The
USAID Mission has moreover identified Population/Family
Planning as a primary concera of U.S. assistance policy
in Morocco, along wich efforts to increase food
production and the developmeat of domestic energy
resources. The Mission is alsoe examiﬁing the

closely-related problems of rapid urbanization.

The MOPH: Its Primary Role under the Project

The Government of Morocca, represented largely by the
Ministry of Public Health (MOPH), has demonstrated a
substantial commitment to field an expansive FP

program. It has taken major steps -- often involving
difficult policy d;cisions, given the generally
conservative milieu of the Moroccan healzh establishment
=~ to make this program work. These have included the
"paramedicalization" of FP services (including insertion
of TUD's by nurses); the initiatic. of sterilization
training and services; che delivery of FP services to
individual households; and the public promotion, via
print and broadcast media, of family planning. It
snould be noted that thess measures wers taken in the
continuing absence of an explicit GOM policy on
populaction. The policy contaxt which does eavelop the
FP program is the GOM/MOPH objective of promoting

maternal and child health, including che 1981-1985 /



Five-Year Plan affirmation that fertility management is
an essential element of an MCH program. (The Plan also
established a family planning target of 2&2
contraceptive prevalence by the end of the Plan
period). The mixed~-irony of the Morocco FP program is
that it has exceeded in ambition and scope the programs
of many countries having mere forthright population
policies, even while it has. set theoretical limits on
itself -- by defining and defending population actions
in MCH terms. In the view of the GOM/MOPH, this MCH
definiti;n allows sufficient latitude to undertake a
.vigorous FP program which will address both demographic
and health concerns, while simultaneously sheltering the
program from the potentially-hostile reaction of
elements which might feel compelled to react against a
more explicit GOM population policy. USAID/ﬁorocco is
in general agreement with this GOM/MOPH strategy,
particularly in light of the GOM's preparcdness to
pursue family planning-as-MCH to its fullest logical
expression, i.e., the delivery of FP and related health
services to the vast majority of fertile—-age couples in
the country. Under this project USAID will support
major components of this MOPH service-extension effort,
including the expansion of the VDMS project;
establishment of FP/health outreach services in Morocco'
larger cities; the introduction of voluntary
sterilization/reproductive health services into
provincial hospitals; and by pfoviding training and
é;mmodity.assistance, includin; contraceﬁcives, for the

growing national program.

W
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Private Sector

The major share of USG support provided under the
proposed project will be used ton strengthen and expand
the MOPH service delive v system. But even under the

best of conditions, the MUPH could not be expected to

. reach all potential FP clients, suggesting the need for

complementary service networks. In contributing to the
creation and mobilization of these additional networks,
USAID will attempt to influence the evolution of the
Moroccan population program by strengthening the role of
the private sector as a major partner in the program,
i.e, to underwrite thé private sector's demonstration
that it can be an effective, efficient future
alternative to the public sector as a source of

inexpensive FP/health services.

The majof private sector activity under the project will
be a contracaptive sales program to be conducted oy the
[PPF-affiliated Moroccan Family Planning Association
(AMPF). The AMPF will sell contraceptive and health
products in villages, urban areas and rural souks in a
potentially powerful test of the capacity of the
Moroccan private sector to eventually assume this
function. The AMPF will also be responsible for the
development of national IZ+C activities to promote
family planning through p;int, cinema, TV and

traditional/folk media.



Other project components involving the private sector
include support for the natural family planning (NFP)
training and service activities of a Moroccan %VO,
L'Heure Joyeuse; and a series of training programs to
expand the role of pharmacists and private physicians as

FP motivation and service agents.

Other GOM

a. Some specialized GOM ministries, agencies and
parastatals provide FP information and services to
their own constituencies (military, police,
railroad workers, etc.). The MOPH, however, is the
only GOM agency currently providing these services
to the general public. As noted previously
however, even the most comprehensive public and/or
private service networks generally fail to achieve
universal coverage of a population. Further to
this project's aim to maximize such coverage, USAID
will continue activities begun under Project 0155
to more fully engage other public service GOM
ministries (Mandicrafts and Social Affairs, Youth

and Sports; Agriculture) in the FP program.

b. As discussed previously, the GOM's response to
population concerans to date has largely baen
limited to a family planning approach. In USAID's
viéw, this approach can produce a powerful and

cost~effective impact on Moroccan fertility, and is

23~
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within the neér-cerm resource constraints of the
GOM and A1lD. Tﬁis approach should be broadened,
however, to take cognizance of the GOM's
responsibility to plan for the impact of population
growth and change across other‘economic and social
sectors. That is, a FP service program per se
risks the possiblity of ignoring the fine-tuning
and cargéécing of resources which would flow érom a
deeper understanding of the broader determinants of
individual and national fertility. This project
will thersfore include rescurces to reinforce the
data collection, analysis and planning capability
of the GOM to develop a more complete population

planning approach to national development problems.

Together, the various activities to be undertakan
with the GOM and cheiprivate sector include 12
Qutputs which will collectively produce a
broad~based population/family planning program.

These are:

*l. Expansion of the VDMS household-delivery
program to L8 provincas. (Current covarage:
13 provinces).

2. Establishment of F? outreach services in the
urban slums of Casablanca, Mohammedia,
Rabat-Salé, and Tangier.

*3.  Continuation of voluntary sterilizaCion (vs)

service and training activities the National

_ Traininz Center for Repraducrive Healrh

nl/



*5.

*6.

8.

*9l

*10.

rll.

12,

Establishment of VS services in 30 provincial
hospitals.

Expanded IE+C activities (in the MOPH and
AMPF).

FP service availability in all (1200) MOPH
health facilities (contraceptive supply).

A contraceptive sales program in the private
sector (AMPF).

Establishment of a natural family planning
(NFP) training and service program. (L'Heure

Joyeuse).

Expansion of FP information/service activicties

of other GOM ministries and ageﬂcies.
Operations Research/Data Collection and
Analysis (Ministries of Health and Plan).
Population Policy Development (Ministry of
Plan).

Professional Skills.Development/?arCicipan:

training (various ministries).

Outputs marked with an asterisk (*) were initiated under Project

0155, with varying degrees of achievement. They will recaive

continued support during this project; other outputs are new.

Each of these outputs is described in detail in the following

‘Section C, Detailaed Descriptionm.

«25= -



The relatiouship between the project's outputs and its
purpose arises from a number of assumptions/propositions
which can plausibly be ;egarded as having been affirmed co a
large dajree by experience in Morocco and most other
developing countries currently supporting population/ family-

planning program, i.e. that:

- High fertility norms ‘and societal props
notwithstanding, a sizable demand exists for FP services
(the so called "unmet need"). This proposition is
buttressed by the results of the Morocco CPS, which
noted a substantial unsatisfied demand for FP services

in Morocco.

- A properly designed and managed FP program can satisfy
much of this ummet contraceptive need. The dramatic
increases in Moroccan contraceptive prevalence,
concurrent with an expansion of the FP servics network,

support this proposition.

- A fairly well-managed FP program is a cost-effactive
means to attain a decline in fertility. Cost-benefit
analysis of family planning and other development
projects support this contention. (See Economic

Analysis)



The health benefits ==~ reduced maternal and child
mortality and morbidity -- warrant the expenditure on F?
program. FP has been shown to have a powerful role in
improving these indices of health status (See Social

Soundness Analysis).

Inputs: This Project Paper proposes comprehensive support
S ——

for continuing and new elamenrts, noced above, of Morocco's

national population/family planning program. U.S. assistance

will include participant training, technical assistance,

commodity support and local cost support.

).

Trainingz, The project includes funding for two broad

categories of training and invitational travel: a)
U.S./3rd country and in-country :}aining generally
supportive of the overall program, e.g, in data
processing and analysis, program
managemenc/admini;tration, research methodology, program
evaluation, in-service health worker training, etc.; and
b) U.S./3rd country and in-country training directly
supportive of the individual project accivities, e.g,
fieldworker/manager training under the VDMS, Urban
Services, Contraceptive sales, =2tc. sub-projects.
Funding under the first category améunts to $550,000,
including $300,000 for out-of-country training and

$250,000 for training in Morocco. Funding under the

second, sut-project-specific, category amounts to

-27=
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$780,000 for U.S./3ed country and in-country training.
Total training and invitatiomal travel sipport amounts

to $1,330,000.

Technical Assistance requirements for this project are

expected to be provided in part by AID/W-funded grantees
and contractors auchorizgd to assist in specialized
applications including project evaluation, survey and
operations research, research design, market research.
Howeve}, it is also expected that a substantial portion
of the TA provided by AID/W intermediaries will be
funded under the proposed project. These TA costs
amounting to $2.4 million are distribucsd throughout the
various subprojects. Two significant components of T4

costs include;

a) a resident contractor to manage the AMPF private
sector contraceptive sales activity for 24
person-monchs. The estimated cost of this contract
($250,000) may be adjusted, depending on the
contracting mechanism to be ucilizad, i.a., PSC or
institutional contract. This latter decision will
be made following a project feasibility assessment

scheduled to take place in early FY 1985.

b) A supplemental grant ($1,320,000) to the
Association for Voluntary Sterilization (AVS) to
support the extension of VS/reproductive health

services to provinecial
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4)

5)

hospitals. USAID funds will be transferred from USAID
to the existing AID/W-AVS cooperative agreement to

enable AVS to carry out these activities in Morocco.
The project also includes $75,000 to
cover various consulting requirements expected to arise

during the project.

Commodity Support estimated to be $8 million over tha

life of the project, includes contraceptives ($6
million), medical/surgical equipment ($500,000);
data-processing equipment and software ($%00,000);
fieldworker supplies ($200;000); IE+C supplies
($300,000); weaning food ($200,000) and miscellaneous

materials ($600,000) for the various sub-projects.

Local Cost Support totalling $4.8 million over LOP will

fund the start-up and operating costs in-country of the
various sub-projects. Activities having a significant
local cost component include VDMS ($3.1 million); Urban

Services ($950,000); and Private Sector Sales ($950,000).

Other Costs: The project includes contingency/inflation
costs totalling $1.2 million for miscellaneous and
unforseen costs/cost adjustments; $80,060 to cover the
costs of at least two intensive project evaluations and
audits as considzred necessary during the LOP; and
$75,000 -- mentioned praviously =-- for unspecified

technical assistance.



The estimated total cost of the project to the U.S. for the
period FY 1984--38 will be $17.9 million, includiag $11.9
million bilateral project costs and $6 millioa for

ceatrally-procured contraceptive supplies.

A summary of AID financial inputs for the project period (FY
1984-88) is presented in the following Table 1, arranged by
each of the 12 major outputs. Additiondl detail is provided

in the Cost EZstimate and Financial Plan, pages 96-115.



TABLE 1

Summary of Prooosed Costs by Activity

($000's)

Qutput No. Activity Fygs LOP
1 VDMS/Expansion 1500 3200
2 FP Services in Urban Areas 350 1000
3 National Training Center for

Reproductive Health 100 250
4. VS/Reproductive Healéh in
Provincial Hospitals 500 1320
5 IE+C | 200 750
6 Iuproved FP services (Commodities) 17801 69552
7 Private Sector Contraceptive
Sales ~0- 1300
8 Natural Family Planning (NFP) 70 120
9 Non-MOPH FP Activities -0- 300
10 Operations Research/Data Analysis 100 575
11 Population Policy Development 55 200
12 Training/Invitational Travel 120 550
13 Other Costs/Contingencies:
a) Technical Assistance -0- 75
b) Zvaluation/Audit 20 80
c) Contingencies/Inflaticn 175 1215
TOTALS.(incl. contraceptives) 4970 17,890
(excl. coatraceptives) 3315 11,890
1 Includes $1.66 million for centrally procured contraceptives.

2. Includes $6 million for centzally procured contraceptives.®



=32=

DETAILED DESCRIPTION

This project can perhaps be most clearly understood by
focusing on the project outputs, including a description of

the inputs proposed to achieve each of these outputs.

It should be noted that each of the 12 outputs, while
obviously related to the others , is 'a self-contained
package, and can couveniently be thought of as the outcome of
a separate sub-project. Moreover, each of the 12 outputs

requires a relatively independent set of management actions

. which must be considered with, but is distinct from, the

other 1l outputs. These subprojects/outputs ére as follows:

Qutput Number l.: Expansion of the VDMS Household Deliverv

Program to 18 Provinces.

Between 1978-1980 USAID assisted the GOM Ministry of Health
in the conduct of a pilot program in Marrakech province to
test the feasibility of household-level delivervy of .
contraceptive services. Trained health workers made two hooe
visits to virtually all women aged 15-44 in Marrakech
province, the second visit after a three or four-month
interval. The health worker asked families about their
contraceptive practices and fertility; explained various
contraceptive methods, and provided oral concracebcives or

condoms sufficient fer 4-3 mouths.
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If condoms were declined and if qral contraceptives were
contraindicated, women were referred to the nearest MOPH
medical facility. At the second visit, healthworkers checked
any problems related to the contraceptive method used, and
offered a re-supply of contraceptives if so desired by the

clients.

The Marrakech pilot program was probably one of AID's more
successful operations research projects. It clearly
demonstrated to the MOPH that household~level distribution of
contraceptive supplies by trained paramedical personnel was
logistically and politically feasible. Also, the very high
client acceptor rates (approximacely 60%) produced by the
pilot project revealed the dimensions of the unmet demand for
FP services in Morocco. In the wake of this successful trial
effort, the MOPH decided to expand the home visiting program
— but with a major change: while the Marrakech pilot project
had tested the feasibility of delivering one service, family
plannirg, to individual households, the "Expansion” project
was established as a family plamning/primary health care
program. USAID was in general agreemeat with the political
and practical bases for this decision -- given the fact that
the health workers' household visits might represent the only
likely contact between the MOH health delivery system and

much of Morocco's rural populationm.



The change nonetheless required a substantial re-design
effort, including most notably the identification of an
optimum “package” of health and family planning services to
be offered by'the MOPH household visitors. Following
extensive review of various service combinations through
1980/81, the elemeﬁts of this package were officially

established in 1981 to include the following:

1. Family planning, including the distribution of oral
contraceptives and condoms, and service referral for

IUD-1insertion and‘sterilizations.

2. Immunization verification and referral, upon examination
of vaccination record cards for all family members.

S« Oral rehydration therapy (ORT), including
household-level instruction in causes of/treatment for
infant diarrhea, and provision of family supplies of

oral rehydration salts (ORS).

4. MCH/uutrition, including promotion of breastfeeding and
good weaning practices; growth-monitoring of chiidren
under two years of age; and provision of dietary

supplements for nursing or lactating women.
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Training modules —for trainers and trainees -- were
develope& in 1981 for each of these interventions with
assistance from USAID aﬁd Johns Hopkins University. UMICEF
provided pre-packaged ORS, and funds to open a small (MOPH)
factory for local production of ORS. UNFPA provided mopeds
for household visitors. USAID provided support for
incremental costs such as gasoline, fie;dﬁorker indemnite,
contraceptives, weaning food, training of tfainers'
workshops, reporting forms, and posﬁers and b?ochures
promoting the program. Ter provinces were selected for
participation in the VDMS project — the primary selection
criteriun being high populationsize. These initial ten
provinces consequeﬁtly included about AOﬁ of Morocco's
population in the country's then - 34 provinces and

prefectures.

Because of the greater amount of information and material to
be transferred from healthworker to household, under the
revised project the number of annual visits per household was
increased from the original-design level of two, to a new
level of 4-5 visits per househol& per year. Each VDMS worker
was expected to make 12-15 household visits per day, for
approximately 200 days per year. USAID also supported an
expaasive effort to t;ain 600 nurses in IUD~insertion
techniques, and provided IUD-insertion equipment for a like
numper of rural and urban dispensaries in order to make a

reality of VDMS referral for IUD services.
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inally, in May, 1982, the revised and expanded YDMS project
was launched in the three provinces of Meknes, E1 Jadida and
Beni Mellal. The second seven provinces we£e scheduled to
launch VDMS one year later (May 1983), but were delayed until
November, 1983 by the late arrival of the second group of
UNFPA funded mopeds. (By that gime three of the latter group
of provinces had been sub-divided into smaller provinces,

such that VDMS is now in place in a total of 13 provinces).

As of April, 1984, the VDMS project had been under way in the
three original "expansion” provinces for almost two years,
and for six months in the second group of 10 provinces.
Together, these 13 provinces still ccoprise about 40% of the
Moroccan population, or 8.8 million people. VDMS services in
these provinceslare delivered by 2,200 MOPH nurses and

practical nurses specifically-trained for this project.

Data from the current VDMS provinces, and particularly from
the three “older” pfovinces, indicate that the project is
performing to expectations. Contraceptive prevalence ranges
from 40% to 50% of MWRA in VDMS project areas, for an average

prevalence of about 457,

Moreover, approximately 90% of all households in the thres
original project areas have been provided at least one of rhe
array of VDMS services, suggesting that the project is well
accepted by the community, and that it may be produciag a
similarly high impact on the health status of the client

population.

._?7 L(’
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The follow-on project for FY 1984-88 will continue and expand
the VDMS activity on the premise that this sub- roject has
special potential to decrease fertility and to improve
individual health status in Moroccoe. VDMS will produce these
effects via the application of measures strongly endorsed in
AID population and health policy stateménts, including the
promotion of integrated health/FP services; reliance on

. existing health service infrastructure and non~-physician
personnel; and the promotion of health care at the
community-level. The VDMS project has also demonstrated the
accuracy of a proposition fundamental to the development of a
family planning program: that FP acceptance and use 1s a

direct function of contraceptive availability.

Under the new project 608-0171, USAID will continue support -
for the three "original™ VDMS érovinces of Meknes, El Jadida
and Beni Mellal through FY 1985, and for the second group of
10 provinces through FY 1986. This schedule would be
generally consistent with USAID's stated intention under the
predecessor project 608-0155 to support VDMS ia each
participating province for three years — a commitment
foreshortened by the delayed launch of the VDMS program, and
the terminatioa of Project 608-0155 in FY 1984. USAID's
three~year commitment would therefore be honored by extending

VDMS support under the new project.
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The added advantagg to this extension is that external
support for VDMS will continue into the next GOM Five-Year
Plan period, 1986-50, thereby ensuring the uninterrupted
conduct of the program pending MOPH efforts to target
additional GOM resources for VDMS under the nexﬁ Plan. As an
inducement to this MOPH effort, USAID will propose to the GOM
that AID will support the extension of VDMS to five
additional provinces in 1986 if the GOM budgets the funds
necessary to adequately continue VDMS in the original 13
provinces. USAID support for these five added provinces
would however be limited to two years. In all, these 18 VDMS
provinces plus the complementary urban and private sectonr
activities described below, will make effective contraceptive
services routinely available to about 70% of the Morocecan

population.

Issue: The foregoing discussion assumes that the GOM will
prepare its next Five-Year Plan (1936-90) on schedule. USAID
points out the posSibility, however, that the austerity
measures currently being undertaken by the GOM may result in
a one-year delay in preparation of the next Plan. That is, a
belated Five-Year Plan would cover the period 1987-91, and an
interim plan/austerity budget would be in force for 1986G.

The MOPH has already taken steps under the curreat Five Year
Plan to institutionalize VDMS in its regular budget. (USAID,
for example, ﬁéys indemnit&s, or fieldworker incentives, for
only two of the fieldworkers' 4-5 annual visits. The MOPH
pays the balance). In;the event of a strict austerity budget

in 1986, and the possible inability of the MOPH to assume new 17V



cost burdens for that interim period,, USAID proposes to
extend assistance across this period, to maintain the annual
levels of VDMS funds reflected in the MOPH budget, i.e., as
the baseline against which the GOM willicalculate budgets

post-1986.

A consequence of this one-year delay would be an extension of
USAID suppSrt for all 13 VDMS provinces through FY 1986.
USAID's proposal to sponsor an additional five provinces for
two years, subject to the GOM's assumption of prior VDMS
costs, would remain in effect -~ but with a start-date one
vear later, in FY 1987. This Project Paper proposes
therefore funding authorization sufficient to meet VDMS costs
fer che original 13 VDMS provinces thru FY 1986, i.e. in the
event of such a delayed GOM Plan/budget ;ommitment. USAID
support (most of which are for local costs) for the VDMS
project will be approximately $1.1 milion per year for the 13
provinces for.CHo years ($2.2 million), and $500,000 per year
(81,000,000 for FY 1987-88) for the five new provinces. The
.total funding authorizatiom sought for the VDMS project is

therefor: $3.2 million for the period FY 1984-88.

Qutput number 2: Family Planning Services in Urban Areas

Morocco is 43% urban (compared to 35% in 1971). As is the
case in many developing countries, the urban populaticn in
Morocco is’ increasing at a much higher rate than the rural

population -- the product of a high level of rural to urban



migration and continuing high tlrth rates in urban areas.
(The 1982 census indicates that the inter-cemsal growth rate
of the urban population was 4.4%/year, while rural growth

averaged l.4%/year).

Although the 1982 census revealed a higher growth rate for
provincial urban centers than for Casablanca and Rabat-Sals,
these two urban centers remain the end-points of a
substantial share of the rural exodus. In the absence of an
adequate supply of land and affordable housing in these

cities, a substantial proportion of in-migrants establish

dwelling§ ino shanty-towns, or bidonvilles. The spontaneous
settlements are growing even faster than their hos: cities —
probably at a rate of 7-10 per cent per year (Revised Shelter
Sector Assessment USAID, 1982). Given their nominally
"illegal" status, these urban squatter settlements are often
afforded very low priority in the provision of a public
services. The MOPH has indicated, however, its intention to
extend integrated health/F? services to these urban

communities.

The YDMS project does, of course, have an urban component:
the provincial capital of each VDMS province is covered by
the same household-visitation procedure used in rural areas,
Urban VDMS workers work on foot, however —-- mopeds are
reserved for rural outreach workers; urban VDMS workers
receive a lower daily indemnitd than rural VDMS agents; and

overall VDMS/urban costs are lower in consequence of this

lower indemnit@ and non-use of mopeds, gasoline and oil.

=40~
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Notwithstanding this existing “"urban” program, VDM3 has
largely by-passed the population concentrations in
Casablanca, Rabat/Salég and-Tangier. For the most part, this
disregard for the large cities reflects the MOPE's
acknowledgement that basic health/F? services are generally
available — through both.the public and private sectors -
in the netropolitan areas. Indeed, virtually all of
Morocco's 450 pharmacies and 90% of the country's privgte
doctors and dentistgq are found in Morocco's ten largest
cities. Moreover, indices of health status, fertility and
contraceptive practice reveal significant urban—rufal

differences in Morocco (as elsewhere).

These data mask, however, the dramatic differences, within
the cities theméelves; in public access to basic health/FP
services. Residents of the raﬁidly-growing squatter
settlements in and around the larger cities claim little
physical or financial access to these services even though
their living conditions make them especially vulnerable to

health dangers

Under this project, the MOPH will organize and implement a
household-visitation program specially-designed to meet the
needs of urban slum~dwellers and residents of "temporary”
settlements in an around the country's three 1rge§t cities.
This activity is essentially and u{ban variant of the larger
VDMS project; but it will benefit from design factors which

will consider the different nature and characteristics of its
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client bopulationE lacking the tfaditionality, stability and
tribal)ethnic coheﬁiveness of rural village life, but expos ed
to positive lures of'“modernity" via TV, movies, advertizing,
and possibly wage-employment, which make -hem perhaps
more-inclined to adopt "modern" fertility practices. The
project will -include technical assistance to identify these
speclal characteristics with more precision to aid the

preparation of a directed information/motivation effort.

Delivery of services will be on the VDMS/urban model: a
“package"” of integrated FP/health services will be nffered by
a professional health worker, and persous requiring
additional ca%e énd/or a cliaical FP method will be referred
to the nearest MbPH medical facility. Some complementary
back-up to this system will be provided by the contracentive
sales progr%m of the private Méroccan Family Plannirg

Association (AMPF), as described under Output 7.

USAID plans to support this activity for three years,
beginning with Casablanca in FY 1985, and addingz Rabat/Salz
and Tangier.in FY 1986. USAID support will include start-up
costs (training, materials, IE+C), and operatiag costs,

essentlially on the VDMS model.

Total AID costs for this activity are estimated to be
$1,000,000 during LO?, mnot includiag the cost of

contraceptives.
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Qutput Number 3: The National Training Center for

Reproductive Health (NTCRH)

The NICRH, established with USAID, JHPIEGO* and IPAVS**
assistance under Project 0155, officially tegan activities in
November, 1982. Its purpose is to serve as a naticnal
training and referral center for reproductive healthk, and to
train medical and paramedical personnel in surgical

techuiques of family health/family planaing.

The NTCRH is located in the former Rabat Maternity Hospital,
. the Center houses a 30-bed maternity aund ob/gyn service; a
complete teaching facility including claésrooms, a library
and offices; technical facilities including two operating
theatres, three recovery wards of 10 beds each, and all’
necessary ancillary services; and a endoscopic repair and
maintenance. (RAM) center to service all donated endoscopic

equipment in Morocco.

Under Project 0155, the NTCRH was renovated and equipped to
commence its training and service activities. Medical staff
of the Center were trained at Joans Hdopkins and/or at Tunis
under the JHPIEGO program; and the M technicians were

trained in equipment maintenance ia the U.S. and Tunis.

* Jontins Hopkins Program for International Education in Gynecology
and Obstetrics.

X International Project, Assoclation for Yoluntary Sterilization.



47

Since the Center's opening in 1982, it has conducted four
training courses in IUD-insértion techniﬁues for 50 senior
nurse-trainers from various provinces; aud'five courses in
reproductive health/surgical techniques for 40 Moroccan aad
nine foreign physicians. The Center also provides training

on a cost-reimbursable basis for private-sector physicians.

The Center perfcrms approximately lOO.surgical contraception
procedures “er month. Further to AID Policy Determinaﬁiou
Number 3 of September,' 1982, informed consent is obtained and
documented for all requestors of surgical contraceptive
services. Other, temporary family planning methods are
available on~site at the NTCRH to ensure a free choice of
contraceptive method. Neither abortion nor abortion-related
activities are conducted at the Center. All FP services are
provided free of charge to reqﬁesfing patients, and no
payments or other incentives are offered to potential

requestors for any contraceptive method.

In 1983 the NTICRH was designated by JHPIEGO as an
international training facility for JHPIEGO-sponsored
trainees from other francophone and arabic countries in
Africa and the Middle East. As noted above, nine foreign
physicians had attended this training program as of March,

1984.
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USAID's role as a donor to the NTCRH will be relatively
modest under this new'projeccl reflecting 1) the completion
of "start-up” activities -- renovation znd equipping of the
center — undertaken during the predecessor project; and 2)
an expanded role of JHPIEGO and AVS as NTCRY sponsor. As the
NICRH is now a reglonal trainiug center for francophone and
arabic countries, a substantial portion of NTCRH training
costs will be met by JHPIEGO in furtherance of that
organization's global training program. AVS will also
supporf a portion of the center's administrative costs via
the AVS-MOPH sterilization services project described under
Qutput Number 4. The MOPH itself will comtinue to be the
primary comtributor to the NTCRH, providing annual costs of
approximately $1.5 million for the center's operation,

maintenance and personnel.

USAID's total contribution to the NTCRH over the five~year
period FY 1984-88 will be $250,000, ﬁo be used for special
training, service and research costs not otherwise covered by
the MOPH, JHPIEGO or AVS; local costs for NTCRY training and
service programs 1ia non-surgical Sorms of contraception
(Lncluding injectable and/or implantablie contraceptives afcrer
these methods obtain FDA approval for use in the C.Sa)s
training.for paysiclans and nurses responsible for the
technical supervision of clinical F? activities; and
operations research into other clinical 7P methnds coasiderad

for introduction into the national FP program.
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The bulk of USAID costs ($200,000) will be used to meet local
costs of these service, training and research activities; and
approximately $50,000 will be used for the purchase, in the
U.S. or Morocco, of medical supplies and equipment required

by the Center. >

By the end of the project, the NTCRH will have trained more
than 150 Moroccans and international physicians in techaniques
of reproductive health and surgical contraception, performed
approximately 5,000 surgical procedures, and will have
established itself as a national center of excellence in
training, service and research in family

planning/reprcductive health.

Finally, the NICRH will play a central role in the initiation
and continued technical oversight of the sterilization
services activity described under Output Number 4, below.

The Center will train hospital personnel responsible for
activities under the sterilization program, provide refresher
training, monitor the performance hospital staff, and
répair/maintain laparoscopic equipment distributed to the

participating hospitals.
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Qutput Number 4: Sterilization/Reproductive Health Services

The MOPH plans to widen the availability and accessibility of
surgical reproductive health services including

sterilization diagnosis and treatment of disorders of the
reproductive system, and treatment for infertility. This
will be achieved by the installation of comprehensive
reproductive health service capabilities'in 30 provihcial

hospitals throughout the country by the end of 1983.

The nospitals participating in this program will be staffed
by surgeons and ob/gyns who have graduated from the NTCRH
training program in surgical reproductive health procedures.
The project will provide medical equipment and supplies for
the 30 participating hospitals, the preparution of "dedicated
space” 1f necessary, reimbursement to nospitals for
incrament;l costs ingurred by their provision of free VS
services, and partial support for a project management
cellule located at the NTCRH. This lécter unit will be
responsible for Moroccan logistics and technical oversignt of
the overall program, further to the NTCRH's role as training
institution and national reference center for reproductive
health techniques. The NTCRH will be responsible for
ensuring that all surgical procedures, including
pre-operative assessment and post-operative Zollow=-up, will
be conducted in accordance with éhe medical standards of the
NTCRH and AVS gu%delines — both of which incorpérate the
requirements of AID Policy Determination.Number 3 (Voluntary

Sterilizaticn) dated September, 1982,
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wihis will be a phased, five-year project. During the first .
year of activity, up to five hospitals will be selected in as
many provinces. As noted above, these institution& will be
staffed by physicians who have received certification on the
surgical techniques of fertility management (laparoscopy,
diagnostic endoscopy and minilaparatory) from the NTCRH. In
addition, the NTCRH will ensure that the province—-site for

each hospital has the following'éharacteristics:

- approval of the provincial medecin-chef to undertake

surglcal family health services;

- potential caseload or demand for VS services (preferably

a proviace~site of the VDMS program);

- adequate facilities and staff to conduct services once

additional resources are provided.

The specific resource requirements of each hospital
participating in this program will be assessed separately
(e.g,, service subsidies to cover expendable supplies and
other costs of surgical procedures, equipment, renovation to
upgrade existing space or create new space for sufgical
proéedures). No hospitals requiring renmovation will be
selected during the first year of the project, however., This
decision reflects an effort to promote rapid expansion of
services during the first year of the project, during which
time much of the project's implémerntation features will be

tested and refined.



Subject to ;uccessful performance, and adjﬁscments as
necessary, during the first year of project ac:i;iCy, ten
additional hospitals will be added during the second year,
and fifteen hospitals during the third year. Each hospital
will receive a maximum of three years of support, after which
the added services are expected to become a routine part of

the hospitals' health services.

The total estimated cost of this activity will be $1.3
million over five years including $213,000 for management,
supervision and operational costs of the NTCRH; $590,000 for
et ipmgnt; $450,000 for service subsidies and consumable
suppiies); $30,000 for redovation; and 325,000 for AVS
technical assistance and monitoring. This support will be
provided by AVS, using USAID/Morocco bilateral funds to be
transferred to AVS' existing eooperacive agreement with
AID/Washington.* This AVS Project Sub-agre;ment for this

activity is attached as Annex V.

Funds will be obligated under a USAID-GOM Project Agreement, and
transferred by PIO/T and funds citation to AID/W the AVS
Cooperative Agreement

Vg
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Qutput Number S: Improved Information, Education and

Communication (IE+C)

Under the predecessor project 608-0155, USAID provided IE+C
assistance fo both the MOPH and to the IPPF-affiliated
Moroccan Family Planning Association (AMPF). The generally
observed distinction in our assistance for the two
organizations held that USAID supported develoﬁment of print.
materials (poster, brochures, VDMS-related hand-outs) with
the MOPH, and broadcast materials (radio, T.V. spots) with
AMPF. The latter activity included the purchase and
installation of a videc-studio at AMPF headquarters in

Rabat. In the area of personnel traiuing ia IZ+C, however,
USAID.broadly supported the activities of both organizations:
with assistance from USAID and INTRAK, the MOPH developed
nursing school curricula for FP/health communications (mow in
use in 30 nursing schools); and provided IF+C training for
apﬁrokimately 300 health education persomnel from all.of
Morocco's then - 39 provinces. AMPF also used USAID
assistance to conduct ten conferences and training workshops
for journalists, women's groups and personnel frem other GOM
micistries, including Agriculture, Youth and Sports, and
Yandicrafts and Social Affairs. To date, AMPF has trained
approximately 260 other-ministry personnel as FP motivation
agents. Early in 1984, AMPF sponsored a "National Conference
on Family Planning and éocial/Economic Development"”, which
was attended by leaders of goverament, all major political

parties, unions and the private sector.
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Under this project, USAID will continue relatively broad IE+C
support for both the MOPH and the AMPF,.at roughly the same
funding-level as was established under project 608-0155
(approximately $150,000 per year, or $750,000 over the FY

1984-88 period).

Although USAID assistance for AMPF IE+C activities will
remain within previously-established funding levels, some
importaqt innovations will be introduced: In addition to
AMPF's, radio and TV advertising, conferences, workshops,
etc., the Association will experiment with information media
more consistent with Morocco's aural tradtion, such as folk
entertainers, storytellers, etc. In the electronic-media
area, AMPF will allow other private, social welfare agencies
and/or GOM agencias to use its. video-production studio on a
modest-fee basis to produce public service messages, on the
condition that FP messages De woven into the content of these

productions.


http:AMPF,.at
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IE+C assistance for the MOPH will continue its emphasis on
FF. Special, additional emphases will however include the
development of materials to reinforce ORT efforts,
particularly the "why-when-and how to" messages conveyed by
MOPH outreach workers; the strengthening of
breastfeeding/good weaning practices; and improved
communications in support of infant/child vaccination and
immunization. Assistance in these latter categories will be

provided via the AID/W cooperative agreement with PRITECH.

In all aspects of IE+C assistance, particular attention will
be given to improved targetting of print, film, broadcast and
interpersonal communications; and on strengtéened pre-testing
of IE+C materials. Further to the recommendation of the
December, 1983 eyaluation of Project 155, GOM and AMPF
proposals to produce IE+C materials will be accompanied by
requestors' workplans for pretesting of proto-type materials,
and for assessments of the results of these tests, as
precedent to AID funding of.produccion costs for these
materials. These latter efforts will be conducted with

technical assistance from Johns Hopkins/PIP and PRICOR.



Qutput MNumber 6: Improved Family Planning Services (FP

Commodities)*

Coutraceptives represent the largest single project cost
under project 608-0171, as they did under project 608-0155.

" The new éroject estimates a LOP requirement, FY l984-8é, of
$6 million for approximately 30 million monthly cycles of
otal contraceptives, 3 million condoms, 300,000 IUD's, and
3,000,000 foaming tablets. In addition, USAID has estimated
that $500,000 will be required for medical supplies and
equipment to extend the availability of clinical FP services
through to the lowest (dispeusary) level of the MOPH health
system; $200,000 for IE+C equipment; $200,000 fot |
‘data-processing equipment and software; and $100,000 for VIDMS
fieldworker supplies (e.g., shoulder sacks, client record
forms, etc.). (By comparisomn, project 608-0155 provided
approximately 35.5 million for oral contraceptives, condoms
and IUD's, and $800,000 for medical supplies and equipment

over the period FY 1978-83).

Contraceptive use has almost tripled over the past six years,
from approximately 350,000 users in 1978, to wore than
900,000 in 1983. The bulk of this increase is attributable

to the official

Includes commodity costs (47 million) broadly supportive of the
overall project, but excludes coumodity costs (31 milliom)
directly linked to the individual subprojects.
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GOM program, whose '"market share' of contr;c;ptive cliepts
rose from 150,000, or 43% in 1978, to approximately 600,000
users, or 65% of total clients in 1983. Private sector sales
of contraceptives also increased over the same period, albeit
at a slower rate of gain than the MOPH program. On the basis
of Westinghouse CPS data, USAID estimates that commercial
sales of oral contraceptives increased 65% between 1978 and
1983 -~ from 200,000 clients in 1978, to about, 330,000 in

1984,

Contraceptive practice in Morocco is expected to continue to
increase gradually over the next five years, from the current
contraceptive prevalence rate of 272 ﬁﬁRA, to 354 - 40% of
MWRA in by 1988. The contraceptive "mix", however, is also
expected to change as more women take advantage pf the IUD
services installed over 1983-84, and the increasing
availability of sterilization services as described under
Output No. 4. Briefly, USAID estimates that the proportion
of total users who rely on oral contraceptives will decline
from 75% of all users in 1983, to about 65% in 1988 --
although total use of oral contraceptives will continue to
increase. The projected condom requirement assumes increased
use of this method as a result of VDMS discribution from 1%
of users in 1983 to 2.5% in 1988 -- a possible ceiling (in

Morocco) for this low-preference item.



IUD use is expected, as noted, to increase overall, and
relative to other, noan-clinical ﬁethods. At present, about
10% of contraceptive users rely on the IUD. The projected
LOP requirement for IUD's presumes that this proportion will
tise to about 20% by 1988, in response to the
receutly-inﬁtalled availability of these setrvices, and their

utilization by VDMS veferral patients.

The commodity vrequirements for the sterilization and
reproductive health sub-project are inecluded undar Qutput
Number 4. USAID would note its projection, however, that VS

will account for about 10% of all FP acceptors by 1983.

The $500,000 projected for medical supplies and equipment.
will provide IUD-insertinn capacity in each of the 200
dispensaries wnich the MOPH intends tc construct and/ot
Tenovate over the next five years, purchase occasional
technical publications (usually in french) for Moroccan
project petrsonnel, and purchase trial quantities of new or
promising countraceptive products appropriate to the Moroccan
program. These might include, for example, modest quantitias
of injectable cnntraceptives (Depo-Provera) ot implantable
contraceptives (Notplant) if and when these products receive

fDA approval for purchase and distribution by A.I.D.

The project will also provide $200,000 for the purchase of
the locally-produced weaning food Actamine 5 to be
distributed at MOPH/MCH clinics and by healsh workers under

the VIMS and Utrban Services subprojects; and $200,000 for the ’1£

\



purchase of data-processing equipmeat and supplies; and
$100,000 for the purchase of miscellaneous supplies such as

reference materials, sample supplies of new coutraceptive

products, etc.
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Qutout Number 7: Private Sector Activities

Summagz

Of the 12 outputs planned for the predecessor project
608-0155, only one =-- establishment of a contraceptive retail
sales program -~ was not achieved. The Ministry of Health,
which was a signatory to the Project Agreement concerning
this activity, subsequently declined to ;anction
contraceptive distribution by non-health professionals.
(Private sector sales are currently limi.»d to licensed
pharmacies). The subproject discussed in this section
represents an actempt by USAID and the non-government
(IPPF-affiliated) Moroccan Family Planning Association (AMPF)
;o demonstrate the feasibility of a liberalized,
~ontraceptive-sales activity to a still-reluctant GOM, and to
lay the groundwork for a far more expansive role for the

private sector in furthering Morocco's population goals.
The AMPF program will include three components:

l.  Contraceptive sales by resident agencs in rural
"localités" (towns/villages).

2. Family planning/health product sales thru kiosks in
urban and semi-urban areas; and

3. FP expositions/sales at fairs, souks and public evencts.



Each of these activities is outlined below. A more detailed
presentation of the overall subproject will be prepared upon
the coméletion of a feasibility assessment in late 1984. Tha
assessment will examine the technical merits of the AMPT

program, as well as AMPF's administrative capacity to carry

it out.

Current Private Sector Involvement in Familv Planning

Relationship to MOPH Activities: The private sector already

serves a substantial, and growing, number of FP clients in
Morocco. In 1979, USAID estimated that approximately 200,001
persons obtained contraceptives from the private sector i.e.
pharmacies.* Basad on findings of the 1982 Contraceptive
Prevalence Surves (CPS), USAID estimates that about 330,000
persons currenctly purchase their contraceptives ﬁrom the

private sector == a 65% increase since 1979,

Contraceptive sales in Morocco are limited to approximately 450
pharmacies, most of which are in urban areas. The overall
commerical distribution system in Morocco includes an estimated
50,000 retail ouclets as follows: Pharmacies: 450
Parfumeries: 70
Drogueries-parfumeries: 260
Libre-service: 50
Large food stores: 3000
Smaller stores/
épiceries: 40,000-50,000

All of these stores are concentrated in urban areas, especially
Casablanca (with nearly 20,000 in the greater metropolitan area.

There are about six pharmaceutical wholesalers and 300 general
wholesalers, also concentrated in the cities. They provide
physical distribution and many also pruvide storage facilities.
Companies with relatively strong distribution svstems, like
Gillette, reach as many as 20,000 of these outlets.’

-60-
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If private-sector prevalence had held constant at the 1979
level, less than 7000 of these 130,000 new clients would be
attributable to population growth among the fertile
population over that period. Clearly, private sales have
grown considerably, in respomse to increas;d demand for
contraceptives -- even while the domestic price of
contraceptive products has more-or-less doubled since 1979,
(from DH5 per cycle of oral contraceptives in 1979 to DH9-10

per cycle in 1984. Condoms have risen from a 1979 price of

DH1 per piece to approximately 2DH per piece in 1984).

The reason(s) for these rising sales is not
readily-apparent: The monthly cost of conéraceptive
protection remains relatively high == indeed probably beyond
the reach of Morocco's urban and rural poor. Pharmacies, and
the private physicians who prescribe (but do not dispense)
contraceptives are virtually all concentrated in urban
areas. The total number‘of pharmacies -—- 450 nationwidde =--
has remained relatively unchanged since 1979. (The GOM
prohibits individual ownership of more than one pharmacy).
And contraceptive advertising, while not explicitly
prohibited by the GOM, is virtually non~existant --

reflecting MOPH opposition to the advertising of any

pharmaceutical products.

Given these limits on the private sector, it is tempting €9
suggest one apparent explanation for the increase in
contraceptive sales: the MOPH's concommitant eforts to

popularize and de-sensitize contraceptive use through its own

A
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clinics and outreach agents. This relationship may be
over-stated. At the same time, its obverse is apparently not
true, i.e., that a more vigorous public sector program has
drawn clients away from the private sector. Both sectors

have shown healthy growth.

This upward trend in pharmacy-based sales suggests that the
pharmacies themselves might serve as a base, or a point of
entry, for a program to market contraceptives and related
health products on a subsidized basis. Indeed, informal
inquiries among individual pharmacists do not reveal any
vigorous opposition to this possibility. To date, however,
the MOPH has dismissed the prospect of a pharmacy-based (or

other-retail-based) sales program. Among the concerns cited

by the MOPH are the following:

- A presumed objection from pharmaceutical companies
currently probiding contraceptives to the commercial
market. A subsidy program would put downward pressure
on commercial prices -- and profit margins -- whicH
these companies require to maintainm their investments in
Morocco;

- Risk of a cuICur;l backlash to the product promocion and
advertising efforts needed to support a pharmacy-based
subsidized sales program.

- Client confusion over brand-multipiicity; an increase in
product-switching; and an attendant increase in side

effects among pill-users;
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- A decline in clients' perceived worth of the "free" MOPH

product.

In addition to these concerns is the MOPH attempt to enhance
its claim to additional GOM budgetcary resources at a time of
rigorous fiscal austerity. The MOPH has always been
forthright in noting its "political” use of the family
planniﬁg program to bolster MOPH internal argument; for
increased GOM funding. 1In this contaxt, the MOPH is not
prepared to be perceived as shedding a major MOPH
responsibilty--and budget category-—to the private sector.
Reinforcing this MOPH position is the widespread Moroccan
suspicion -- doubtless sharad within the MOPH ~-- that
pharmacies and pharmacists prey on sickness and injury by
charging excessive prices for essential medicaments.. (In
fact, prices and margins are fixed, with wholesaler and

retail margins established at 10%Z and 30% respectively).

Despite this mixture of genuine and otherwise-strongly-felt
concerns, the MOPH is becoming modestly comscious of its need
to remain flexible on the sales issue. This changing mood
is due partly to the persistent encouragement of donors, but
also to the Ministry's desire to remain abreast of the
conventional international wisdom in the population field.
Still unable or unwilling to concede a subsidized sales
program through retail outlets/pharmacies, the MOPH is taking
what it considers to be appropriate steps for Morocco. These

include its intention to sponsor (an AlD-supported) series of



FP training programs for pharmacists to increase their skills
as FP motivation/counselling agents; and a willingness to
acquiesce in the implemencation of the AMPF sales activities

described below.

The AMPF Program: Some General Considerations:

The AMPF activities presented in this PP reflect tradeoifs
implicit in the foregoing discussion of private sector
capacity and MOPH reluctance. Compared to classical social
marketing schemes, the three AMPF sales activities are
relatively modest: They lack national coverage, at least in
their initial phases; they add to, rather than co-opt, the
existing retail system; and they will forego high-visibility
promoction and advertising. On the other hand, they have the

' of demand exists

potential to demonstrate that another "tiex'
for FP and related health products i.e., between high-priced
products at pharmacies, and free products through the MOPH.
In the longer run, the AMPF program conceivably anticipates
the eventual replacement of the MOPH in villlage-level
distribution of contraceptives. Such MOPH programs as VDMS
and éhe Urban Services activity are le-sensitizing
contracaptives among the general publiz while they are
boosting prevaleuce. In the process, they are gradually
undermining the '"'special character of faﬁily élanning and
contraceptives as Health Ministry reserves, and are preparing
the market ccnditions ~-- permanent, high deﬁand for services
-- which can be effectively satisfied by the AMPF and/of

other elements of the private sector, such as the

- -

non-pharmaceutical elements of .

-§4=
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the Moroccan ratail systea. In order for che grivate sector
to play that eventual role, % =must demomstrate aow that it
'has the technical, logistic and adminiscrativa capacity zo do
S03 and the public mustc be shown to be repomnsive to sales
efforts which are not geared to an urban, middle-class
cllientele. In brief, the ultimate success of the AMPT
project will depend om its ab;lity to demonstrata that the
private sector caan Suaction as

fectivily as, or better than

af
the MOPH in providiag F? services.

The MMPT Sales Program: Descriotion

The three sub-activitias nf the AMPT 3ales Sudproject Zollows:

L. Comtraceptive Szlag through 7illzga Azents

In 1977 AMPT inictiared 2 amobila 7P ifaforzacioun aad
service program ia the Rabat-Sals arez. 4& yezr lacer,
in 1978, AMPF expanced tals program to (and iz cegices
around) Casa?lanca, Tanglar, Marrakech acd Fes. Tha
- progzan utilized Zfive zobile F? units orovided to che
associatlon oy IPPF/loadom. although AMIT rafarvad =g
this activity as a.cocmunity-tased distrisusicn (C2D)
praogram, it did zmot veflact the Xey charactaristics of a
C3D aceivity, Ll.e., z2s serxzament, lo=villzza resanca

0f T2 ageat

]

e

o The program was iz fac: =z =0bils

[}

Te-supply 2rnject, wherany AMPT vans visitasd =owms and

7illages on a regular scheduls o direezly weesupply TP

\a/

zhe 2obila

clients enlistad duriz; srevious visits o
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unit. More recently, both USAID/Morocco and
representatives of IPPF/London have urged AMPF to
consider a more cost-effective approach to village-level
provision of services, i.e., a program less dependent on
costly and possibly-erratic mobile units, and more
consistent with CBD fundamentals. The 5cheduled
ternination of IPPF support for the mobile project in.
1984 added some urgency to these recommendations — as
did USAID's insistence that AID support for a follow-on
activity would be contingent upon major changes in

project design and costs factors.

The new activity discussed herein is a trial of such a
revised approach. Specifically, AMPF will recruit and
train 30 community FP agents from as many towns/villages
icn the four provinces of Kenitra, Khemisset,
Temara-Skhirat and Salé (all of which fall within the
Jurisdiction of the Rabat/Headquarters branch of the
AMPF). The population of the 30 localitds is eétimated
to be approximately 660,000 persons, or about 103,000
families. Selection of individual agents will be made
In consultation with local government, religious and
social welfare authorities. Following the traiﬁing of
these agents, AMPF will conduct an information campaign
in the participating provinces viz radio spots aad
mobile unit visits, to introduce the new program to the
local population. The 30 CBD agents will contact
village leaders to introduce themselves and to des;ribe

the new service; and will act as resident re-supply . Q;D
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agents from their places of residencs. These
residences/re-supply depots will be clearly identifiad

by promizencly-displayed signs showing the AMPF logo.

These CBD agents will also establish 30 “users clubs”

(club volontaires) of F? acceptors which will mesat

regularly for mutual reinforcement and information

exchange.

A key feature of thiﬁ proéram is that clients will be
ch#rged for'contiaceétive products. fhe AMPF has
notionally estdblished a price of DE2,00 (approximaéely
$0.26) for a ome-monuth supply of contraceptives (ome
cycle of oral cortzaceptives or 10 condoms). Thais srice
ls cteatative, pending.fucure assessment of copular
demand for coutraceptive products at :that price. A
final, optiﬁum price will be detervined on the basis of

analysis of the trade~offs betweea cos= and sales volume.

USAID's contribution to this activity will ircclude
operating costs for ‘an AMPF vehicle for supervision and
re-supply (visics will be far lass Irequent than under
the currect mobile unit project, as eaca C3D agent will
maintain substantial stocks of contraceptive products):
$5,000/ year; personnel costs (driver, jrojecs
supervisor, tomoraria Zor cthe 30 C3D zgents):

517,000/ vear; project aaterials (acceptnr Zoras and

files, AMPF sigms): 33,300/year; tzainiag for CBD

W\
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agents; $5,000; and costs of the 30 “users clubs":
$7,500/year. The total two-year cost to AID for this
activity will be approximately $§71,000. AMPF has
egtimated that the project will recruit 22,000 new FP

users during this two-year period.

Non-USAID support for the project will include the
IPPF-pfovided project vehicle, and contraceptive
products also supplied by IPPF. Revenues generated by
the project will be retained by AMPF and the CBD agents
on a 50-50 basis, or as established on the basis of
price-and-matgin tests "to be conducted under the
project. AMPF will apply its revenue toward overall
operating costs of AMPF's natiomal ﬁrogram, in ar effort
to comuence practical steps toward financial

Independence from foreign donors (1.e., AID and IPPF).

Subject to the successful implementation (and revision
as necessary) of this trial program in the four-province
area noted alove, USAID and AMPF will consider the
extension of the project to the 15 additional provinces
served by AMPF's other four regional branches iz
Casablanca, Tangier, Marrakech a;d Fes. These latter
programs would commence in FY 1987 and countinue thru FY
1983 at an additional cost of $140,000, bringing total

LOP cost of this activity to approximately $210,000.
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Riosk Sales:

Under this activity, AMPF will coﬁstruct, furaish and
operate, on a trial basis, 10 kiosks which will sell
contraceptive and health products at less than market
prices to the low;income residents of friage communities
(squatter settlements/bidoavilles) in Rabat aad
Casablanca. If the trial vecture is successSul, AMPT
will comstruct and operate an addéitional 40 such units

to serve additional settlements in and around the cities

-of Rabat, Casablanca, Tangler, Marrakach and Fes. Each

kiosk will cust approximately $4,000, and will be
readily-transportable by pick-up tzuck to emable
experinentation.with various locations. The kiosks will
sell coatraceptive products (pills, cordocs,
spernicides); baby-nealth supplies (Actamize 5, oral
rehydration salzs, vaccination calendars); and some
school supplies (paper, notebooks, pencils); acd wiil he
staffed by "social aides” trained by AMPF. ?Project
costs to USAID for tﬁe 10-unit trial over the two year
period FY 1985~86 would be 3139,000 imcludiag 340,700
for comstzuctilea of the 10 %fosks; 358,200 for
maiatezance; 32,000 for traiaing; 32,000 Zor
Tansportation; 362,000 personnel costs ({acluding

salary of 32,300/year for 10 kicsk operacors, zad

&L~ - o v ol
36,000/ 7ear Sor a project coordinator); and 32

wn

, 900 Zor
sales articlas (excludizg comtraceptives and ORS whaica

Jouid be donated 5y I2PF arpd the MOPH, Tespectively).
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This activity will require careful advance preparation,
and close coordination between USAID, AMPF,
klosk-fabricators, vendors of sales articles, and
municipal authorities in Rabat and Casablanca. Indeed,
for these reasons, and in view of AMPF's lack of prior
experience in such an endeavor, USAID is approaching
this activity far more conservatively than AMPF has
proposed. (The AMPF proposal calls for the comstruction
and operation of 20 kiosks per year for five years
beginning in 1984, for a total number of 100 units by

1988).,

In USAID's judgement, a 10-unit trial, spread over two
years, will be within the management capacity of the
AMPF branches in Rabat and basablanca, and will provide
a practical test of the program's capacity for
expansion. Such an expansion, e.g., up to a total of 50
units, would nonetheless be prieceeded by a careful
evaluation of the trial activity's performance, and an
assessment of the management capacity of the other AMPF
branches to successfully undertake the project.
additional AID costs of & 40-unit exparsion in FY
1987-88 would be approximately SSSO!OOO, for a total

activicy cost of $683,000 during LOP.

Sales revenues earned by the kiosks will be retained by
AMPF and re-invested in the project, primarily to cover
the purchase-cost of non~donated commodities sold by the

kiosks. The economic viability of this project — i.e.,

W)
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its ability to cover most of itz own running costs
excepting domatad contTaceptives and aealth suppliss -
will be key Zactor ia USAID's comsideration of a project

expansion in FY 1987.

USAID notes that the population groups served by this
activity could be altermatively veached viz the

TDMS/uzrban or C3D approaches described oreviously.

-USAID's interest in the (more=or-lesss) "3Jixed unitc” ‘

approach of the klosks project is based, however, on the
larger principle which it would demomstzate to the GOM
aud the commerzcial community: that the retail sale of

coutTaceptive products is polizically and £iaancially .

o

£

feasible, and that nou-prhazmaceutical outlass caa
aflectively utilized as sourcses of such producss.

Unambigic: 5 demomstration of this potential could cleas

the way for a far mora active rola for thae "regulaz’
commercial retall systam as a souzce for I? infor=aticn

aad services.

‘Mcbile F? Sales at fairs, souks and oublic avents:

The rural market, or scuk, is ome of Moroczo's zajor
social and economic izmstitutions =— and is scill cthe

arizary locus Zor zostT commerzial ITimsactions Zar the

b

jority of zural MYoroczans.

Zastivals (goussems) and local or ragilonal alkx

celebrations also attTac: large crowds thosughous zhe

. : A
rear, Thls sub=acsivity avploiss the maskes socancial \0
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(and the often commercial character) of these large
popular assemblies, by making contraceptive products
available for sale at these public gatherings. The
"outlets” for these sales will be similar to those
normally-utilized at souks and fairs. i.e., collapsabl
truck-transportable tents. The AMPF version, however,
would include fittings and amenities which would allow
it to be used for sales-plus-public motivation
activities, such as showing movies/filmstrips/siices
public discussions, and folk-entertainment with family

planning themes (See p. 54 Qutput Number 5)

ANPF has had previous experience with this approach.
The Association's IPPF-supported Lexposition tent” is
{requently used in urban settings as an educative and
promotional device. The essential difference between
the on-going and new activities is the decision to
utilize the exposition tents a; sources of contraceptive
services, as well as FP information. This project will
add four (4) new exposition units to the one (1) unit
currently utilized b§ AMPF/Rabat (Headquarters) branch.
i.2., to equip 2ll five branches with this FP outreach
capability. Each regional tranch }ill be responsitle
for the day-to-day operatiorn of its unit dincluding the
preparation and execution of an annual visitation
schedule to regional souks, fairs and Zestivals.
AMPF/Rabat will have overall responsibility for the

project, and will coordinate the activities of the other

four regional branches.

A
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Tae AID comtribusion n support of this activicy, 7
' 1985-38 will bve $143,000, including a oné-:ime (Y 1985)
cost of 360,000 Zor procuremen: amd outfitting of four
(4) exposition teats (imcluding tents, display panels
and cases, movie/slide screens); a2ad annual costs (57
1985-88) of 310,000 for tramsportation and maintenance,

and $12,000/year Zor AMPT field perscunel.

Other support for this activicy, including
contraceptives, salary support for AMPF headqua:térs
staff, project vehicles and movie azd slide projectors,
will be provided by AMPF/IPPF. 45 {a the case of t-
two sales progzams discussed previously, MPF will
ratain sales ravecues gemeratad 3y chis droiecst and
apply chem toward zeering operational costs a7 the AMIT

progras.

Together, the three activizles described above Teprasant
2 major expamsion of AMPT inmvolvement iz dalivess (i.a.
sales) of contraceptive aad health sroduces. I
successIul, the three venturss could have a aroiound

‘A

¢ 50 perception of conzracapiivas

(2N

fzpacz orw popular =
as routipne consucmer Ltams, and Yascen the iavolvement
of Morocco's expacsive small-retailor s¥stam iz the
provisioz ol che;e services. Thaa ToMS and Trhan
Services proiacts will concurTanily e de-avstiiving and

de=sersitizing coacraceptives 5Sv nmaking them 2z szazdazd

fixture ia zany ursan aad rural aousahoids, thu
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building a strong and continuing demand which can

eventually be met by the private sector.

The cost to AID for AMPF's combined, three-part program
will be approximately $1,050,000 over the FY 1984-88
period, exclusive of technical assistance — a
relatively modest investment in terms of these
activities' potential to effgct the evolution of the

Horoccan FP program.

Implementation Issues/Technical Assistance

JUSAID's primary concern in suppérting these initiatives will
te the management capacity of AMPF to make them work. AMPF
is iﬁ the process now of upgrading and expanding its
management structure, with assistance from IPPF/London. . The
actual amount and pace of USAID investments in support of
these three activities will be a function of AMPF's ability
to imstall the administrative measures necessary to

effectively carry out its expanded role.

Technical assistance for the combined activity will be
provided in two stages: First, USAID will draw upoun the
services of the AID/W-funded contractor (curreatly the
Futures Group) retained to conduct pre-project feasibility
studies of commercial and social marketing projects to
conduct a pre-launch assessment of the AMPF project package.

This study will include an assessment of the projec%'s

/\\
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technical faasibiliey and propvosed structure, and of AMPT's

management capacity to carsy it ouc.

Upon completion of a successful feasibility study, and
AMPT-USAID agreementc to undertake such changes as might be
suggested by that scudy, USAID will recruic a resident
contractor via either a PSC or institutiomal contract to work
with AMPF in the execution of the project. This conzractor,
centaéively funded at a cost of $250,000 Zor 24
person-months, will work direccly wich AMPF during the
initial critical period of project planmiag, orzanizacionm,
training, and cesting on a pilat basis. A detailed scope of

work for the contractor will be prepared upon compleciom of
the project feasibility assessmenc. It is expected, howevar.

that the major tasks which he/she will underzake wizh zhe

AMPF will include:

- The ascablishment af am overall workplam for che
project, includiag implementaticn plans Zor the seperaza
elemencs (CBD sales, souk/moussem sales, kiosk salas) of

the larger aczivicy;

-

»-

- v
-

- Preparation 9f a1 program promoticn scracagy, i.a.,
design of appropriace logos, product names and

packaging, point-of-sala and/or consumer iastructionatl

als;

1)

atar

ish mechods and crizaria Scr selaczicn of salas

]
m
n
o
r—

sta

prepare a training plan Zor sales agan:cs;

[4]

geacs

- Istabiish optimum pricas amd margins for salas sroduczs;

AV
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- Esnabligh procedures for receipt, stocking, distribution
and accountability of project commodities;

- Establish procedures for accounting and concrol of
prgject recelpts and disbursements;

- Establish procedures for measurement of program results
against objectives;

- Conduct test(s) of project activities in limited,
pre~launch geographic areas;

- Establish collaborative relationships with the MOPH and
the medical, pharmaceutical and business community;

- Train AMPF counterpart staff to continue management of

the program.

The total USG cost for this private sector sales program,
-including $1,050,000 for the three sub-activities and
$250,000 for contract technical assistance, will be

$1,300,000 over LOP.

/(’/



Qutaut Yumber 3: Nztural Tamily 2lzazi=z

The AID policy statameat ‘on Dopulation Assistance (Septembes,
1982) expresses the Agency's iatemtica — Zuztier to Section
104(b) of the Foreign Assistance Act as ameaded in 1881 — to
easure that inforzation and services :elatigg to. natural
family plamnizg (NT?) aze izcluded zs appropriata azong
population activities supported by AID.

Under this subproject USATD/Morocco will.execu:e.a gzarnt with
a Moroccan PV0 to offer NZ? irnformation, traizing and |
services for indigent couples {a Casablaanca. Thua trainizg

component of the project will also emable professionmal scasis

Ll

[0

i

of the ?Y0 to izczrlugs ¥F?P into the hezlth 228 soc
" service programs oI otler private amd govern=anl sgameias ia

Morocco.

Specifically, USAID will suppors the NT? prog-am of l'Heura

Joyeuse (fappy Hour), a Morocecaz 2VQ afifilizced with cthe
Izatertaticzal Tederation for Tazily Life Pwocotioz (IZTLD).
The sub-project will fzcluda thrae zajor acziviziss gver she

thrae-vess jericd L684-19346:

«]7=-


http:progr.am

~78-

1) the training of lay-educators in the delivery of NFP
services, 2) the diffusi;n of information and education in
the use of the NFP self-observation method of regulating
fertility and 3) the training of trainers who will be capable
of training the personnel of other Moroccan PVO's to offer
NFP as a service to their clientele. These are described'in

more detail below.

l. Training of Lay-Educators: Eight educators will be

trained in NFP over the life of the project. Their
training will include/six months didactic training in
apatomy and physiology, psychology, and communication,
and instruction in teaching self-observation of the
signs of fertility as a mgthod of regulating fertility.
This six month training will be followed by closely
supervised field work in which the trainees will work
with couples who desire to practice family planﬁing
using this method of self-observation. This will
involve the counseling and education of the couple in
NFP as well as the follow-up care necessary to assuze
that the couple understands and can :eéd the

paysiological signs of fertility.

2, Diffusion of Information: This activity will

institutionalize within the organization a system for
diffusing information about NFP. The educators will

organize group discussions for the women who-visit the
center's existing MCH clinic and introduce NFP to them

as a method of fertility regulation. As successful



utilization of this method raquizss the cooperation of
the couple, women #ill be asked to raturz %o the centar
with their husbands for fuzther iastruction. Further,
1'Heuze Joyeuse educators will visit the hooes of the
women who utilize the PVO's other serviées to infora and
educate them aﬁou: the NF? method. Ouce a couple has
chosen to uge NF? as their Zamily slapaing method, tha
educators will provide individual and a small group

' counsaling and educatinn sessions for iadividuzl woman
and for couples. Group couaseling sessions will he
offered either at 1l'Heure Joyeuse, or 15 several usars
of the method live near each other, iz private hoces.

.

iy

L'Heure Joyeuse's experieace witi a pilot NFP activ

fadicaced that aew usess of the seli-obsaerrarion zezhod
will Tequire supplameatal iastrucczion zod accouragement

on a weekly basis for about 2-3 rmonths to susure

(R 14

acceptance and contiauazion of the zmetiod. L'Haura

Joyeuse nas estimatad that appéoxi:ately 340 couples
will adopt NF? over the three-yeas period of the project.
1l'Heure Joyeuse will develop an illustsasad Srochuza and
audio~visual aids comcerzing YT? azethods to saizicraa
tle education azd coussaling sassions. This II+C

@aterial will de cdeveloped Zor two audiencss «— o= =h

.couple and Zor the traizing of personrmal,


http:educato.rs

~80-

3. The Training of Trainers: The project will train eight

NFP educators. Four of these trainees, i.e., those who
demonstrate exceptional ability, will be selected to be
trained as trainers and will receive supplemental

training.

These four women will train the personnel of other
organizations interested in iategrating NFP into their
regular services. One of these four women would be

selected to supervise the activities.

At the end of the second year of the project l'Heure
Joyeuse will organize a one week semizar on NF? for
organizations in Morocco currently involved in family
ﬁlanning; These include, but are not limited) to the
MOPH, Association Marocaiﬁe de Planification Familiale
(AMPF) and the Natiomal Social Security Organization
(CNSS). Tue puréose of this seminar would be for
1'Heure Joyeuse to share their experierce and to explore
the desire of these organizations to become more

actively involved in the provision of NF?P services.

USAID support for this project will total approximately
$120,000 for the three-year period 1984-86, including 575,600
for salaries; $18,000 for training and the in-country
seminar; $12,000 for commodities, and $15,000 for operating

and miscellaneous costs.



USALD notes that L'Heure Joyeuse does not intend %o offer 72
services other than NF? to potactial clientcs. The
organizacion has indicated its willlagness, howevar, to refar
patleats who will not or camnot utilize NFP to other sources,
€eg., to MOPH or AMPF clinics and/or fieldworkers. This
understandiag will be iacorporatad izto the USAID-L'Heure

Joyeusa grant agreement.

-81l=
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Qutput Number 9: Other-Ministry FP Activities

Both USAID and external evaluators of project 608-0155 have
commented on the predominant role of the MOPH as the primary
provide of FP services in Morocco. This central role has
been sanctioned by the GOM Cabinet, and is closely~guarded by

the MOPH itself.

Under project 0155, USAID has triéd, with modest success, to
broaden Moroccan institutional involvement in the FP program.
Over 200 fieldworkers of the Ministry of Youth and Sports,
the Ministry of Agriculture, and the Ministry of Handicrafts
and Social Affairs have been trained in FP under the USAID
assistance program with AMPF, USAID has arranged third-party.
support for FP activities of the Moroccan military, and has
provided clinical FP ﬁ:aining in the U.S. for medical
personnel of the Caisse Nationale (national social security
system). The fuller potential of the extensive outreach
systems represented by these other ministries remains,
however, largely unrealized — due to the Health Miaisory's
continuing reluctance to permit substantial other~minis€ry

involvement in the provision of F? and/or health services.

As mentioned previously, the GOM has been displaying an
incre;siﬁg willingness to ‘consider the problems of rapid
population growth in a broader perspective, anq to submit the
issue for wider public and official discussion. This
peightened pdblié dialogde could conceivably lead to a GOM.

conclusion that population growth demands
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a4 more urgeat, expansive respouse., In that instance, the
varlous service systams of other GCM and quasi-govermmental
ainistries and agenciles could be aczivatad to fill their own

nlches iz a broader F? outzeach program.

Under this subproject, USAID will anticipate =— and seek to
encourage — the develoément of F? activicies iz
minissries/agencies other than the MOPY¥. USAID Sunds will be
uég@ for traiaing and invitational travel zraats foé key
personnel Iroz various micistries/agencies; medical supplies
and equipment to support the clinical F? activities of
non-MOPH orgaﬁizanions such as the Calsse atiorals, the
Qffice Che:ifien des Phosphates, and the 0f3ice National das
Chemirs de Fer, and seed-morey for various non-MCPY agencies
to launch F? service activitiss. Thais subproject will =
‘liaked closely with aMPF IZ+C/cmaiaing asctivities (Outsuc Yo.
5), i.e., to both direct amnd to follow-up oz AMPT's
coutinuing program of F? traiaing for persocrel {rom ncn-MCRE
agencies.

USAID estizatas that LCP costs Zor this activizy #ill he

$300,000, :facludizg $100,300 Zor tzaizizg azd :zavel zrznss;

operaticral costs for con-MOPH F? orograms.
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Qutput Number 10: Operations Research/Data Collection and

Analysis

Operations Research: Operations research (OR) is an

essentiai element in FP program planning, supervision and
evaluation ~- whether it is used to diagnose problem
situations, or to test new, more cost-effective, approaches
to service delivery. The conszquences of a well-@esigned and
executed OR préject can be far-reaching -- as illustrated by
the role of the Marrakech pilot VDMS project as antecedant to

the current VDMS/Expansion project.

The MOPH has indicated its strong interest in pﬁrsuing a
vigorous OR program which will provide management feedback on
selected aspects of the FP program, and which would test
adaptations/additions to the current program. Specific
research topics of joint interest to boch USAID and the MOPYH

include:

- an examinatlon of the potential role of traditional

birth attendants (TBA's) as village~level FP agents;

- Investigation and trial of FP/MCH service delivery

mechanisms in urban and squatter settlements.

- studies of the delivery, acceptance and continuation of
new contraceptive techniques. This will include an
examination of the local feasibility of injectable

and/or implantable contraceptives if and when” these


http:examinati.on

methods are approved for procurement by AID (aand after
clinical trials of the method at the Natiomal Irainiag

Center for Reproductive Health =-— see Qutput Number 3);

- a continuing series of mini-impact assesgments of the
differential effects of various program elements, a.g.,
IE+C media (print, broadcast, inter-personal); cl;ent
satisfaction/continuation vates by type oi
service~providor; fiéld—testing of vevised reacord

keeping and teporting procedures; and

- a test of fee—for-sarvice approaches to aealth care and

F? at MOPH hospitals and cliaies.

The capacity of the MOPH to perfora QR — iacludiag seleczion
and training of data=collactors, taceipt and manipulacion of
data, and publication of rasults —— has Ye«n demoustzarad by
pravious MOPH execution of the Marrakech project, the Morncco
portion of the World Fertility Survey, and two ContTaceptivce

Prevalence Surveys.

foraover, the ongoing Healch Management Izgrovemen:t voiesc:
(808-9151) is contributing to the development of 2
much=improved M0PH management information syscem (MIS),
lacludizg data processing equipment, softwara and iTaining,

. ~

which will Zacilitaza the conduct 0f z =ora acziva IR
program. 7Zhe USAID contsilucien in support of IR aczivicies
ann

will total approximacaly 3300,30C 2ot tachuical assistznce,

local costs of tvaining, praparation and orizting of

N
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questionnaires, fieldwork, and report publication. USAID
expects that additional technical assistance requirements for
these activities will be available under the AID/W-funded

Operation Research Project (936-3030).

Data Collection and Analysis: Related data

collection/analysis activities to be conducted under this
project fal% under three categories: execution of two
contraceptive prevalence surveys (cpS) during the LOP; the
analysis/publication of data produced by the Morocco National
Fertility Survey =-- the Morocco portion of the World
Fertility Survey (WFS); and - continuing analysis and

refinement of MOPH services statistircs.

The two CPS's will be necessary to measure longitudinal
changes in contraceptive practice in Morocco -- including
changes actributable to the various project activities
described in this document, and chosé produced by other
non-program variables. With its use of a consistent master
sampling frame and methodology and comprehensive
questionnaire, contraceptive prevalence surveys offer a
perspective on evolving program impact not otherwise
available from FP proéram service statistics. The two CPS's
planned for this project would be conducted by the MOFH with
technical assistance from the AID/W-funded organization which
successfhlly competes for the successor-contract to the

current, Westinghouse CPS contract, utilizing supplemental

USAID funds for local pufchase of materials for training,
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questlonnaizes and report publication. The cost to USAID is

estizated to be approxizately $150,000 for these suzveys.

The Morocco Natiomal Fertilicy Survey (NFS/WFS) was completed
in 1980 and the country report produced im 1983, Its five
volumés contain a wzalth of data on Moroccan fertility,
mortality, morbidity, marriage pattarzs, occupation,
education, 2come, and the later-relationships pecwgen these
aund ‘other soclo-economic factozrs. USAID and the MOPY are in
agreement that the utility of these data will be a Sumction
of the extent to which they ares made generally—availabla Sor
analysis and Interpretatioc — by the GOM, the acadamic

community and the private sector.

Under tlis projacs, USAID will suppor: NFS daza
user-workshops (two likely), and occasional semizazs Sy the
MOPH and other GOM organizatilons to presant the rasults of
these workshops and related analyses o other potential

Je

users. Tie total cost to USAID Zor these activities wil

approximately $25,000.

H0PH service statistics aza vary complarca arnd derziled — Ses
lack the synthesis/analytic treacsent necessary to zake them

of practical use to GOM program za

{3

Zor the C2S's is to 3ill the information gazs Llaft v an
izadaguata service statistics svstaz. The zTo
oo data-zanagement ‘znovafions fazzoduced undar the Zealsh
Management Izprovenment 2zojecs zo further sITangihan zhe

colleczlom, procsssinzg zud an Llysis/presenzacioz of MO?Y 'Bq




d#ta, with particular reference to FP, ORT, child health
status and iﬁmuniza:ions. The primary AID.contribution to
this effor: will be technical assistance via USAID
supplemeatation of existing AID/W agreements with CDC/Atlanta
and/or PRICOR. The estimated cost of this TA will be 550,000

over LQP.

Zotal USG costs for the foregoing OR amd data management

activities 1s expected to be approximately §575,000.
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Qutput Number 1l: Population Policy Devaelooment

Morocco's population problem is gaiaing lucreasing 2ttenciom
as a legitimate, and urgeat, concera of the GOM. The Morocco
Royal Acadeny meetings of April and December, 1982 and th;
GOM Cabinet discussion of Fabruary, 1983*% a1l emphasized the
ckallenge posed by rapid population growth to Mortocco's
future economic and social davelopmeat. In practice,
however, “population” concerng in Morocco are generally
subsumed under a "fami;y planning” rubriec, while lictle is
belng dome to inculcate a broader "population” perspective ia
ghe plans and budgets of other ministries, e.g., education,
labor, public work an& agricultura. Under this project,
USAID will seek out opportunities to enlist sanior=ievel 'GOM
planners Zzom sther aiaisctziass to particijate in aporopriata
seminars, workshops and short=-term training on the
development implicariouns of population growetlk, aad co ofiar
such techanical assistance 33 alght be required to help'
lzsticutionalize a broader framework Zor dealiag with

population as a development issue. Teachaical assistance aav

® A R2PID prasentation was zmade ar this deercing o the Prine
“laiscer and rthe Cabinet. The Jrasancation was =zde v the
Hdialster of Healch, with the assistanca of an MOPY statistician
tTained by che Tutures ‘Group under zhe ‘“oroccoa/2WPTD subprojecz.

Qb
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iaciude provision of short-term instructors to the Natiomal
Institute for the Arnalysis of Economic Statistics (INSZL) —
the economics/statistics traianiag school of the GOM Ministry
of Plan and Professinmnal Training; short-term assistance to
the Ministry of Plan in the preparation of the Five-Year Plan
for 1986=-1990; and particiéation ir special conferences
and/or colldquia on aspects of planning for population

~ growth, e.g., future sessions of the Royal Academy and/or the

Maghrebian Population Association.

USAID activities under this subproject will be coordinated
closely with Project 608-0162, “Statistical Services", This
latter activity includes a new component, added in FY 1983,
to assist the GOM Ministry of 2lan improye its arcaiysis and
placaing applications of data derived Srom the 1982 census,
and from a series of post—censﬁs surveys to be conducted
througn FY 1935. It also iacludes a population modeling and
forecasting activity which might serva as the poiat of access
for subsequent USAID assistance in selected aspects of the

Five=Year Plan.

USAID support for this activity will include 2 mix of USAID
and AID/W-funded techrical assistance, of which the USAID
cost is estimated to be $150,000. The cost of training and
lavitatiocal travel funds will total an additional $50,000
for Moroccan participation in US/iztermational conierences
and training programs on populatiou and development. Total

LOP cost for this activity will be $200,000.

e\
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Beyond tha foregoi;g "project” aspects of populatica policy
developmené, USAID will contizue iIs practice of engagicgz
senlor GCM and privafe sector lszders on the issue of
population growth, and its implications for developmeat in
Morocco. Moreover, USAID megotiations wirh the GOM ou orher
elements of the USG assistance portfolioi(PL-4§0 resources,
food productiom, housiag, enerzy) will be used zs pccasicus
to underscore the intimate relatiousaip batwesen population
growth aad th; likelihood of succéss in these other efforcs.
The recently updated Yorocco RAPID model will he ampluved as

appropriate Iin these discussions, alonz with materizls which

may be daveloped under the (AID/%W-fuaded) RAPID IT Zroject.

Qutout Jumber 12: 2wnfassional rills Develoczenc (T=z:

1

USAID will cormtizue to pursue & siailar t=ainmis agproac
under the new project as was employed duriag orojec:
608-0135: an empinasis oc short-tera, task-orisntad tTaizing
in the U.S. arnd thizd countries; and ia=countzy
(institucioral and OJT) traiaing iz 52 Zor cus—ecs s=d

Jotential proviiers 92 T? ianformatiss and

arricas. Tha

-ee T

Toject also iaclucdes Zuading Zor 43 person-nmcnchs of
=2 &

abilicy o 2fZacz zrogran davelocaent.


http:a:a;r.se
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The international and in-country training opportunities
funded under this subéroject will support the.attainment of
the broader objéctives of the overall program. Other
training costs directl§ supportive of individual subprojects
are included in the AID contributions for those separate
activities. Short-~term international training/invitatiomal
travel under this subproject will include the participation
of women mznagers (or potential managers) in CEFPA* courses,
or other programs oriented toward reinforcing the role of
female leaders; training in new contraceptive technologies;
participation in international conferences and workshops
(esg. annual IUSSP*x meetings, University of Chicago summer
workshops; participation in the 1984 World Population
Conference; FP management and training programs at University
of ?ittsburgh, University of Comnecticut, San Diego |
University, etc.); and special training/travel for key
opinicn leaders and decision-makers in the GOM and Moroccaz
private sector. USAID anticipates funding approximately 10
person-months of such short-term training per year over the
LOP, and approximately &4 person-months per year of
invitational travel for technical and/or policy level
personnel to undertake visits abroad for purposes other than
training per se. The total LOP cost for 75 persom months of

short-term international training will be $200,000.

* Center for Population Activities

*x International Uaion for. the Scientific Study of Population



Loog-tera t-alaing will be offered fa the Sields of heal:h
management, operations Tesearch aad evalﬁa:ion, ard/uz
commnniéacions, depending on the availahility of qualified
candidates. Lomg-tera training costs for 438 person~amcaths of
tTaining will be approximately $100,000. Im-country trainiag
Eo'be supported by this subproject will concentrate on the
development and imstituciomalization of population, F?
dealth-relatad skills in both the public and private

secéors. Ezamples of such training will iaclude in-sexzvice
tralning for 1200-1800 physician-g:aduates'se:ving taeir
“obligated service™ (two years) -to various GOM miazistries apd
agencles; the development and installation (%2 collaboracion
with WEQ/Zuropean Region) of a F2 zcdule iz the Mcrocesn
2edical sczool cuzziculunm; support Zor a MQPE-spcusosed IT

tTaialag progzan Ior (privacts) sharzaciscs; acd orovision of

refresher training in F? and ralacad healr: etiviczies for

11

MOPR clicical and field persorcamel. .USAID astimates cha- the
cost of these in-couatry training program will e

approxizately $5250,000 over the LOP.

The total USG costs of 77.S. acd {2=counczy
tTainizg/invizational «tTavel under this 5ulproiecs will e

$550,000.

0 rapear, ke 3330,00C cizad zbove doas =0f iacluca tT=zizizg

costs <izecmly zssocizzad wish gther suderajecss sueh zs

tiy

tZalaizg "DMS and "uzban projec:” Zleldworkars; AMD
“contraceptive salas” personnel: aad VS/zepreductive nealih

Faoa: Bl - fod A=~ a - - AP AP A ‘mep i

-
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sub-project budgets of these individual activities. Training
funds provided under this subproject will svpport training
activities in areas now covered by other subprojects, and
particularly in skills areas which cut across all or most of

the individual sub-projects.

MISCELLANEQUS

Technical Assistance: A portion of the techuical assistance

requirements of thils project will bte available under
AID/W-funded grants, contracts and IQC's. Given recent
trends toward bilateral funding (i{.e., on a supplemental
basis) of the TA services provided by AID/W grantees and
contractors, the project includes approximazely $1.6 million
for TA. These costs are distributed across the various
subprojects as shown in Section II, "Cost Estimate and
Financial Plan” . USAID expects, however, that additional
needs will arise for specialized TA in areas not covered by
existing AID/W-funded agreements, and for applications not
foreseen in the subpro;.ct/output descriptions set forth
above. USAID estimates that this supplemental TA will

require approximately $75,000 over LOP.

Evaluation: The evaluation plan for the project is described
in Section V.III. of this Project Paper. USAID estimates
that approximately $60,000 in USAID Zfunds will be tequired
during LOP for the execution of this evaluation plan, i.e.,

for consultants, travel, per diem, report publication, etc.

(x5



Audit: The project includes $20,000 to cover the cost of
in-country audits should such audits be cousiderad aecassacy

by AID.

Coutingencies/Inflation: Major departures/additions to this
P

Projzct Paper will be re-megotiated with the GIM and
reflacted in revision(s) to the.PPn The scope of this
project paper is clearly ambitious, however, such that the
veed, if any, for additiomal funding for unforeseen
activities should be modest. ("Other Costs” under project
608-0155 totalled $100,000). For project 608-0171, USAID has
proposed that funding authovity for "Contiagencies/Iaflacion”
totalling $1,214,000, couszistent withwcontingency/cost
escalatinn guidance transmitted to USAID per State 101215

dated April 4, 1984,

Total Iunding for Evaluatiom, Audit, short tera technical
assistance not associated with specific outputs,

coutingencies and inilation amouzts to 31,365,060,

v
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COST ESTIMATE AND FINANCIAL PLAN

AID's contribution to this project is projected to bYe $17,89C,000
for fiscal years 1984-88. During this same period the GOM is
expected to provide resources valued at roughly $34 nillion, for a
total program cost of about $52 million. The AID proportionate

share of the prograzm will be approximately 34%.

The respective inputs of AID and the GOM to the project are
presented in the following Tables 2-17. A4ID costs reflect
estimated increases over LOP due to inflation and changes in

currency exchange rates.
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Table 2

Project Inmputs for Qutout 1 (VDMS)

(in $000)

Technilcal Assistance

~ Short-term consultants
(program assessment, training,
data aaalysis) 8 p/m

Commoditiss

- Contraceptives
- Fieldworker supplies

Other Costs

- Personnel

- Transport/travel
- Administracion
» Training

- Motivation

Total Zxcluding Contraceptives
Includiag Concracentives

= Personne’,
- Transport/tzavel

- Administration

total

+ G0M Toral

3/

Non-additive. Costs rafle

2ersonnel costs of approximataely 3162,3500 per sroviace ner vaar Zov
13 TDMS provinces (13 proviacss x

salary per vear ner workar).

Personnel costs of approximately 3162,300 Per year jer groviace jer
13 provinces through 7Y 1988, olus coscs
sroviacss

7ear for 5 additiomal VDMS

FY 1984

(1,200)
90

970
285
40
105
10

1500
,700)

7N
=

2,1002/
304/
566/

2236

3736

ted under inputs

200 YDMS workers aach

Zor

FY 84-88

80

(5,000)L/
175

2000
600
93
220
30

3230
{8200)

for OQutput No. A.

aa oA

31325

of 5162,300 cer orovince per
the period 7Y 1937-38.



4/

5/

6/

7/
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Transport/travel costs of approximately $6125 per province per year
for 13 provinces. :

Transport/travel costs of approximately $6125 per province per year
for 13 provinces through FY 1988, plus costs of $6125 ner province
per year for 5 additiomal VDMS provinces for the period FY 1987-88.

Administration costs of approximately #4300 per province per year for
13 provinces.

Administratiou costs of approximately 54300 per province per year for
13 provinces through FY 1988, plus costs of $4300 per province per
year for 5 additional VDMS provinces for the period ¥Y 1987-83.

(7
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Tabla 3

Projecs Inruts for OQuzouc 2
(FP/MCH Servicas im Ucban arsas)

13G00)
AID FY 1984 FY 84-88
Technical Assistance
- Short-term consultancs
(program design, training,
evaluation) 4 p/m 10 40
Commodities
- Con:racépcives (400) (1,500) L/
-~ Fieldwork supplies 40 100
Cther Costs
= Personfel 150 500
- Transporc/cravel 40 160
- Administration 30 85
= Training 70 159
- Motivation 10 25
AID Total 3Ixcluding concracepcives 350 1000
Including contraceptives (750) (2,300)
gow %/
= Personnel 5 4000
~ Transporc/travel ‘ 2 70
- Adminiscracion 10 350
GO Tocal 17 L5420
AID + GOM Tocal 287 3420

L/ Non-~additive. Costs reflected under imputs for Qutruc No. 5.

2/ GZstimations Sasad on c¢osts of implemencacing urdan 2lzmeazs of zhs
JDMS projec:t. Aczual levels of GCM suopors fcr zhis zezivicy will -e
astabiished Icllewing avaluaticn 3f :he Trban Servicas roiacse

Ale



AID

GOM

AlD

gable 4

Project Inputs for Outpur No. J

(National Training Center for Reproductive Health (NTCRH)

(8000)

Technical Assistance

~ Short-term TA
(Operations and clianical research,
curriculum development) 4 p/m

Commodities

~ Medical supplies and equipment
= Contraceptives 1/ '
Otuer Costs

- Training °

- Research
- Administration

Total

2/

- Land value 3/

- Rent and maintenance

= Furniture and equipment 3/

- Personnel

- Vehicles

- Operatioral Expenses and
Fatient services

- Administration

Total

'+ GOM Total

1/

-3/

Trial quantities of new contraceptive produc
operations/clinical research prior to introduction iaty the natioral

program.

Non~additive.

Ore-time expenses.

FY 1984

50
-0-
25

10u

500
100
100
310

50

85
20

‘

-
-

FY 84-88

35

40
10

100
25
40

500
500
100
1550
50

425
100
(4543)

250

Costs reflected under inputs for Qutput No. 4,
Voluntary Sterilization/Reproductive Health Services).

-100-
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Isble 5

Project Inputs for Qutout MNo. &

(Voluntary Sterilization/Revroductive Health Sarvices)

(5000)
AID FY 1984 FY 84-88
- Supplement to AVS Cooperative
Agreement
- Technical Support 10 30
- Service Costs 125 580
- Equipment 335 600
- Renovation 0= 30
- Administration 30 100
AID Total 500 1320
cou
- Land value* ‘ 500 : 309
- Rent and maiacenance 100 300
- Furaiture and equipmenc® 100 =09
- 2ersonanel 310 1330
- Venicles* 30 39
= Operatiional expenses and
- services 33 423
= Adminisctrztion 20 100
GOM Total 515 3223
AID + GOM Tortal 1013 4343

* One-time expenses.



Table 6

Project Inputs for Output No. 5
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(Information, Education ond Communications = IE+C = Activities

($000)
alId £Y 1984 FY 84-88
Technical Assistance
- Short-term counsultants
(materials design and pre-
testing; design of inf rmation/
motivation strategies) 6 p/m 20 60
Commodities
= Paper, ink, printing supplies,
film and videotape 20 80
= AV equipment and supplies 60 250
Other Costs
~ Personnel (AMPF IE+C staff)
60 p/m : 8 40
- Population conferences,
seminars, training sessions 20 55
- Field-testing IE+C approaches 2 10
- 2roduction costs of IE+C
materials (inc. sub-contracts
with advertising agencies) 70 255
AID Total 200 750
AMPF/IPPF
- IPPF Grant 400 2000
- GOM Grant to AMPF 8 40
- AMPF Service revenues 35 175
+ AMPF/I2PF Total 443 2215




Table 6 Continuation

GoM FY 1984 FY 84-38
- Personnel 1/ : 140 700
- Tramsportation 2/ 55 275
GOM Total 195 975
AID, AMPF/IPPF, GOM Total 88 - 3940

1/ Reflects salary costs of 45 (full-time) provincial F.2.
Motivation/Education Officers at $3139 per year per onfficer.
2/ Estimation, based on annual operating costs of one (1) MOPH mobils

' F? exposition unit (55000/year), and 23 mobile health aducation/F?
service units ($50,000/year).

-102-



Table 7

Project Inputs for Output No. 6

(Improved Services - Commodities)

(S000)
AID FY 1984 FY 84-88
- Oral Countraceptives 1355 4855*
- IUD's 100 450*
- Condoms 100 350=
- Foaming Tablets 100 300
- Medical supplies and equipment 75 500
=~ Weaning food . 50 200°
= Data processing equipment and
softwarea -0- 200
= Miscellareous -0- 100
AID Total ; 1780 6955
con
~ Persounel 1950/ 9750
- Transportation 452/ . 225
GOM Total 1995 9975
AID + GOM Total 3775 16,930

1/ One full-time FP worker pet clinic in 1200 clinics at 351625 salary
per worker per vear.,

2/ Estimate-based on approximate cost of transporting supplies to and
within 45 provinces and prefectures at + $1000 per year per province.

*  AID/W procurement



Table 8

Project Iaoucs for OQueour Ne. 7

(Privaca Sector ConCracavtive Sales = AMPYF)

don-addicive: Co3ts are sefleczad under iapucs for OJucpuz Mo. 3,

IZ+C.

. =106

AID FY 1984 FY 84-38
Technical Assistance
= Resideat contract
specialisc ~ 24 p/m -0~ 250
Cormedities
- Promotional materials -0~ 150
- A.V. equzpmen: and supplies -0- 20
- Contracepcives (To be provided by I2PF)
Qther Costs
- Personnel Q= 380
=~ Transportation -0- 80
~ Traiaing -()= 35
= Local contracts (construction
of kiosks, souk taacs -Q- 250
- Maintanance ~0=- 435
- Miscallaneous ()= 90
‘'otal AID Costs Q= 1300
Mpr/IPRF L/
- I2PF Grant (400) (2060)
- GOM Grant (8) (40)
- Service revenues 2/ (33) {175)
MOF/I29F Toral (443) (22135}
scal AID + AMPER/TDDOT == 1200

TO e ravised when subprojac: hHacomes cperacional. Salas af

concracaptive and relazad health products will produca
wiich will be rafleczad as an AMPF concribution co che

AMPT ravenues
drojacct



Table 9

Project Inputs for Cutput No. 8

(Natural Family Planning)
($000)
AID FY 1984
Commodities
-~ A.V. equipment and supplies 6
- IE+C materials 2
- Reference materials 2
- Instructional aids 2
Other Costs
~ Salaries (240 p/m) 45
- Training 6
- NFP Seminar )
- Operations and maintenance X 3
-~ Qutreach services 4
AID Total ' 70
L'Heure Joveuse
- Revenues fclinic, daycare
center, canteen) 7
~ Donations from sponsors 3
-~ GOM subsidy 2.5
L'Heure Joyeuse Total 12.5
AID and l'Heure Joyeuse Total 82.5

-105-
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NN

20

10
7.5
37.5

157.5



Table 10

?roject Icouts for Qutout No. 9

(Nou=MOPH Familv Plazning Accivisies)

(3000)

AID | FY_1984

Commodities

= Medical supplies Q=

- Promotional, IE+C mpaterials -Q-

raining/t=aval grancs Q-

Other Costs

- Program Operatiouns ' -Q-
alD Cost Q-
Gax

2ersonnel, fa&ili:ies,

tr2asport -0~
Tocal AID + GOM -0-

FY 84-38

~1
w

190 |

100

300

w
(]

w
wn
(@]

* Rougi ‘estimzte, depending upon Ty?e and extenr of progracs to e

deveioped.
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Table 11

Project Inputs for OQutput No. 10

(Operations Research/Data Analysis)

AID FY 1984 FY 84-88

Technical Assistance

- Short-term consultants
(OR design/analysis; CPS
planning and analysis; TA
in FP served statistics,
etc.) 30 p/m 50 370

Commodities
- Printing supplies (research

reports, questionnaires, etec.) 10 - 25
- Data processing materials 5 25

Other Costs

- Fieldwork (enumerators, gas +

oil, supervisors) 20 150
- Seminars, workshops 5 15
- Training (enumerators) 5 30
- Travel grants (conferences;

analysis/report preparation) 5 30

AID Total 100 ' 575



gt
-~ Adminiscracion , -0~ 140
= Field operacions -0~ 50
- Data processing -0- 16
- Data analysis 0= 6
= Logistical support -0= 5
= Seminars -0- 2
sOM Total Q- 219
\ID and GOM Tocal 100 1%

Minioum concribution. B3ased oa GOM support provided for
Contraceptive Prevalence Survey (C?S) of 1983-84. Estimace
represents GOM costs of two addirional CPS's; GOM costs for other
elements of the OR/Data Analysis activizy are not includad.

-108-
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Table 12

Project Inputs for Qutput No. 11

(Population Policy Development)
($000)

FY 1984 FY 84-88

Technical Assistance

- Supplements to AID/W grants/
contracts for ST technical
assistance (IPCP; RAPID II,
etc.) 10 p/m ' 50 156

Training and Travel Grants

- Training (population modelling,
econometrics, development
planning, micro-computer

applications) 7 p/m 5 35

- Conferences, seminars -0- 15
AID Total 55 200
Gom

- Personnel 26 79%
GOM Total 26 79
AID + GOM Total 81 279
"

Estimated on the expectation that GOM personnel time will match ST
technical assistance time on an at least 1:1 ratio (150 p/m of
technical assistance x $500/month GOM salary for one counterpart)
plus GOM personnel costs for 7 p/m of training (7 p/m x $500/month
salary. -

W\



Total

Total

AID +

Table 13

Project Inputs for Qutput No. 12:

(Professional Skills Development = Participant Traimianz,

(S000)

FY 1984 FY 84-83
Training Grants
Short-term, varicus fields)
50 p/m 50 150
Invitational travel
(conferences, seminars,
professional meetings) 20 p/m 20 50
Long term training, U.S. 48 p/m - 100
In-country training
(in-serrice FP/health
training; special programs for
pharaacists, T3As, private
physiclans, etc. 30 230
AID Costs 120 530
Personael 8 591
Travel 3 152
GOM 13 74
GOM Total 131 624

1/ GOM salary costs during 118 p/m of traianiag and travel at 55C0/anonch.

2/ Zstimated cost of 15 roundtrip air tickess te the U.S.

~ 0~
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Table 14

Other Costs - Evalu~tion, Audit, ST
Consultants, Countingencies/Inflation

AID FY 1984 FY84-88
Evaluation ’ 20 60
Audit - 20
Consultants - 75
Contingencies/Inflation* 175 1214
TOTAL 195 1369

* Calculated per price escalation guidelines contained in State 101216
dated April 6, 1984, Estimzted annual price increases are:
1984 ¢ 3.5%
1985 ¢ 8%
1986-88 : 9%

\%0\



Table 15

USAID Assistance by Output and Funding Category, FY 1984-88
(U.S. Dollar and Local Currency)

Techuical ‘ Local

Output . Assistance Commadities Truluingll Othevr Costs $ Currency Total
1.  vins 80 175 220 2725 100 3100 3200
2. Urban Services 40 : 100 150 710 50 950 1000
3. nrcrit 35 50 100 65 75 175 250°
4. VS/Repraductive .

Health 1320 (600)2/ - - 620 700 1320
S.  1EHC 60 330 55 305 ' 350 400 750
6. FP Services - 69553/ | - - 69553/ - 69553/
7. Private Sector Sales 250 170 35 845 270 1030 1300
8. NIFP - 12 10 98 10 110 120
9. _Other-Minlstry FP | - 100 100 100 ) 25 275 300
10, GOperations Research/ .

Data Analyses 300 50 60 165 325 250 -575
11. Population Policy .

Development 150 - 50 - : . 150 50 200
12. ‘Tralnlug - - 550 - 300 250 550
13. Evaluation, Audit

Contiupgencles/

Inflation 200 - - 1170 3800 570 1370

p X
TOTAL 2415 7942 1330 6183 10,030 7860 17,620




With the exception of the $550,000 shown for output No. 12, these
costs are for U.S./3rd country and in-country training directly
supportive of the various subprojects. Training funds under
Output No. 12 are for general, system-wide training costs im such
areas as pregram management and evaluation, research methedology,
data processing; in-service training, etc.

Nou-additives Commodity procurement for Qutput No. 4 will be
effected by AVS under their (USAID-supplementary) ‘cooperative
agreement with AID/W.

Includes 5,955,000 for centrally-procured contraceptives.



Table 16

Suumary Table:

GOM Countribution, FY 1984-88

(5000)
activicy FY 1984 FY 84-88 (LOZ)
1. VDMS ' 2,236 13,018
2. Urban Services 17 4,420
3. NICRH 1/ v/
4, VS/Reproductive Health 515 3,225
5. IEC 638 2/ 3,190 2/
6. FP Services ; 1,995 9,973
7. Private Sector Sales Y 3/
8. Natural Family Planuing 13 4/ g 4/
9. Other-Miaistry ¥? Activities == 20
10. Operations Resaarch/Data ,
Analysis -0~ 219
11. Population Policy Development 26 - 79
12. Training 11 74
Toral - 3.851 34,288
1/ NTICRH costs are included urnder item & (VS/Raprocductive Hezlth) as the
NICRH is the GOM agency raspousidle fotr iaplemencation of tha lattar

oroject.
2/ Includes contziburions from &MPF, IPPF/London, and GOt
3/ AMPF and I?PF/lLondon coattibution. Shown under item % 3,

4/ L'Heure Joveuse contributiou.



Summaty Table: USAID Assistance by Category,

FY 1984 thru FY 1988

Funding Category Total
Technical Assistonce 2,4351/
Commodities . _ 7,9422/
Training/Invitational Travel

(U.S. and in-country) 1,330
Other Costs 4,8133/
Evaluation, Audit, Contingencies/Inflation 1,370
Total " 17,890

2/

3/

Major items include a supplemental grant to AVS ($1,320,000) for
the VS/Reproductive Health subproject; a resident contractor for
24 person-months to assist in the contraceptive sales activicy
($250,000); skort-term TA in population policy development
($150,000); aad ST/TA in operationms research, CPS's and data
collection/analyses ($300,000).

Includes $6 million for contraceptives; $500,000 for clinic
equipment and supplies; $500,000 for IZ+C equipment and materials;
$200,000 ior data processing equipment and supplies; and $740,000
for miscellaneous requirements of the various subprojects.

Inciudes in~country operating costs of the various sub-projects
exclusive of in-country training costs of the various activities.
These latter costs are included under "Zraining/Invitational
Travel,” along with the cost of training not linked to any
specific subproject. - :

&



Table 18
Summary of Prooosed AID QOblizatious, FY 1984-38
{3000)
Inputs for Description FY 1984 FY 85 FY 86 FY 87 FY88 Total
Oucput = 1 VDMS 1500 700 500 400 100 3200
Quzput - 2 'Urban Services 350 °  2s0 200 100 100 1000
Output - 3 NTCRH 100 50 50 30 20 250
Qutput = 4 VS/Reproductive |
Health 500 400 300 100 20 1320

Qutput = 5  IE+C Activities 200 150 - 150 150 100 7350

Qutput = 6 Iaproved Setvices

- Contraceptives*(1635) (1000) (1000) (1100) (1200) (3953)

= Other .
Commodities 125 350 300 125 100 100C

Qutput = 7 Pvt-=Sector Sales -0- 600 420 200 80  13d0
Qutput = 3 Natural Family

?laaning 70 30 20 - - 120
Qutput - 9  Other-Miaisesy

£? Programs -0~ 50 100 100 50 300
Qutput -10 Ops. Rsch/Data

Collection and

Analysis 100 150 200 100 25 573

. Output =11 ~ Pop Poliey '

Developzent 55 50 50 30 15 2C0
Quetput =12  Traiaiag 120 200 150 50 30 330
Other Costs Evaluation,

Audic ST

cousultaats,

coutingencies 195 350 330 230 225 1370

(39 )

Zotal (incl. contraceptives (4370) (£330)(3720) (273%) (2063)(17.390)
Actual oblizacions (execluding codtTaceptives)
. 3315 3330 2790 1533 365 11,233

* To be purchased by ATD/% with Zunds transferved Srom USALD OY3 to S+T
3ureau. These costs are iacluded ia USAID obligatfons undar bilateral
?Toject Agreements.
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IMPLEMENTATION PLAN

As this is largely a continuing project, many of its major
elements (Output nos. 1, 3, 5, 6, 10, 11, 12) will continue to be
implemented in accordance with past experience. There are,
however, elements (particularly Output No. 7 =-- Private Sector
Distribution/Sales) for which no implementation experience has
thus far been accumulated. Other new project elements will
closely follow the experience of existing project (e.g., Output
No. 2, "Urban Services" is patterned after the VDMS project), or
benefit from the experience of similar efforts in other countries

(e.g., Output No. 4, "VS/Reproductive Health Services").

fmplemencacion of the overall projecc.will begin with the signing
of an "umbrella" Project Agreemeﬁt in June, 1984. The PfoAg will
describe the purpose of the project, its major inpucs and planned
outputs. An inicial obligation of $3,170,000 will be made at this
time plus an in~kind contribution of contraceptives valued at
$1,800,000. Implementing documents (PI0's, in country grants)
will be prepared shortly thereafter. The major implementation
actions further to each of the 12 Qutputs are shown in the

following pages.
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Maior Imvlementation Actions for

Qutout Nc. 1 - VDMS/Expansion

Action No. Deseription

1. "ProAG sigmed

2. MOPH firmly identifies five (35)
additional VDMS proviaces

3. "MOPY establishes budget for
continuatlion of VDMS in Beal Mellal,
Meknes and ELl Jadida begianing
January, 1986

4, Project evaluation

Se Pre-launch assessment in the 5 new
VDMS provinces

6o PIL/initial release of funds for
project activities in
5 aew provinces

7. Supervisor/Trailner training for
personnel from 5 new provicces

8. Fleldwvorker traiaing iz 5 new
provinces

9. MCPH begins fundizg for VDMS in
Beni Mellal, Meknes and El Jadida

10. Initiation of fieldwork ia 5 new

proviaces
Zvaluation
MOPH establishes tudget for

contiauation of VDMS activitiss in
10 provinces

Target Date

June, 1984

December, 1984

March, 1985

March, 1985

June, 1985

Septamber, 1285
dovember, 1535
January-February, 1586
Jaauary, 1986

March, 1286

March, 1286

July, 1986



13.
14,

le

16.
17.

18.

PIL for continuing VDMS assistance
to 5 provinces S

MOPH begins fuanding VDMS in 10
provinces

Project evaluation

MOPH establishes budget for VDMS
in 5 provinces

Release of funds for 5 provinces thru
December, 1987

MOPH assumes funding respounsibility
for the 5 provinces

October, 1986

January, 1987

March, 1987

July, 1987

October, 1987

January, 1988
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Mrjor Iavlementatioa Azticus for

OQuttut Ne. 2 = T2/MCH Services iz Urhan ireas

1.
2.
3.
b

S
B

7

8.

10.
11.

12.
13.

Descziption f

Preliminary pianniné with MORY
ProAé slgned

Préject workplan finallzed

¥easibility assessmentis in project
areas completed

Evéluation

Funds released for initial acrivicies
in Casablanca

Supervisor/trainer trainiag iz
Casablaaca

Fleldworker traiaing

Initiacice of 3ialdworzk iz
Casablacea
Evaluation

Supervisor/tralner training for
addicional Casaktlanca prefactures

Tieldworker training

Taiciation of fieldwork in addicional
prefactures

Pre~Zrojaecs
Tangler

plaoniz

traizin

.
izing 2

-
doe.

Supervisor/trainer
Rzbat-Sald aad Tazgier

Fleldworkar training Iz Rabacz-3al:
and Taagier

ladtiazion of Flaeldwork iz 1bac-33l3
and Tanglar

ia 2zbaz~-Sald 3=d

Target Data

February - May, 19
June, 1984

November, 1384

FeSruary, 1985 .
March, 1985

Juane, 19835
Sentemper -

Octobar, 1285

Novenber, 1235

September, 1986

Oezocer -
Novenber, 1348

December, 1985

Jazuazy, 237
Tecruazy, 1237



18.
19.

20.

21,

22,

Evaluation

Final-year assistance plan completed
by USAID and MOPH

MOPH identifies budget resources
to support program activities
beginning January, 1987
Evaluation

Final disbursement for project
activities

=120-
March, 1987

June, 1987

July, 1987
March, 1988

September, 1988
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Major Imolamentation Actions for

OQutput No. 3 - Nacional Training Center for

Riproductive Health

Action No.. Descripotion Target Date
1. JHPIEGO and AVS agreements executed
wich NTCRH March = May, 1984
2. ProAg 'signed . . June, 1984
3. NTCRH annual workplan prepared/USAID Augusc, 1984
assistance requirements established September, 1984
4, Equipmeat ovdered; consultants
requested November, 1934
S. Evaluation : March, 1985
6. JHPIEGO and AVS agreements renewed June, 1985
7. USAID assistance raquiremeats
established; consultants scheduled June - Augusec, 1985
3. .Evaluacion ' . March, 19858
9. JHPIEGO/AVS agreements signed June, 1986
10. USAID assistance requirements
established September, 1986
11. Equipment ordered/consultants
scheduled November, 1986
12. Evaluacion : March, 1987
13. JUPIEGO/AVS agreements renewed June, 1987
14, Final-year assistance plan prepared Augusc, 1987
15, Consultants/equipment ordered Occober, 1987

l6. Svaluation March, 1988
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Major Implementation Actions for

Qutput No. 4 - Voluntary Sterilization/Reproductive

Health Services

Pre-project planning with AVS, MOPH

PIO/T executed for AVS services

AVS grant agreement amended

Site visits to first five provincial

NICRH establishes project management

Services begin in 5 hospitals

PIO/T executed '
Equipment ordered for 10 hospitals

Services begin in 10 hospitals

PIO/T for AVS services

Action No. Description
1.
2. ProAg signed
3.
be
S
hospitals
6.
unit
7. Equipment ordered
8. Equipment arrives
9.
10. -AVS site visit
11. Evaluation
12.
13. AVS grant amended
14,
15, Equipment arrives
16.
17. AVS site visit
18. Evaluation
19.
20.

AVS grant amended

Target Date
January - May, 1984

June, 1984
July, 1984

August, 1984
September, 1984

September, 1984
September, 1984
December, 1984
January, 1985
January, 1985
March, 1985
June, 1985
July, 1985
July, 1985
Octobter, 1985
November, 1985
Novomber, 1985
March, 1986
April, 1936

May, 1986



al.
22.
23.
24,
25.
26.

27.
28.
29.

Equipment ordered for 15 hogpitals
Equipment arrives

Serviées begin in 15 hospitals

AVS site visit

Evaluation

AVS support for inmitial five

" hospitals ends

Evaluation
AVS support for 10 hospitals ends

AVS support for 15 hospitals ends

May, 1986
July, 1986
August, 1986
August, 1986
March, 1987

December, 1987
March, 1988
October, 1988
July, 1989



Action No.
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Major Implementation Actions for

Qutput No. 5 - IE+C Program

Description

1.

2.
3.
be
Se

6.

7
8.
9.
10.
11.

12.

13.
14,

15.

16.

17.

Development of annual IE+C workplans
with AMPF and MOPH

ProAg signed

Short-term consultants scheduled
Equipment ordered

Evaluation

Development of annual IE+C workplans
with AMPF and MOPH

Equipment arrives

Short-term consultaats scheduled
Equipment ordered

Evaluation

Equipment arrives

Development of annual IE+C workplan
with AMPF and MOPH

Short~term consultants scheduled
Evaluation

Development of annual workplan with
AMPF and "MOPH

Short-term consultants scheduled

Final Evaluation

Target Date

May, 1984

June, 1984
September, 1984
November, 1984

March, 1985

May, 1985
June, 1985
September, 1585
November, 1985

March, 1986

April, 1986

June, 1986
September, 1986

March, 1987

June, 1987
September, 1987

March, 1988
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Maijor Implementation Actions for OQutput

No. 6 = Improved Services (Commodities)

Descrintion

1.
2.
3.
2
5.
6.
7.
8.

Annual needs assessed (ABS)

* ProAg signed

PI0/C's prepared
Evaiuation

ABS

PI0O/C's prepared

Evaluation

ABS

PI0/C's prepared

Evaluation

ABS

PIC/C's prepared
Evaluation

ABS

PIC/C's prepared

Targec Date
April, 1984

June, 1984

July - August, 1984
Mazch, 1985
April, 19385

June - July, 1985
March, 1986
april, 1986

Mﬁy = June, 1986
Mfarch, 1987
April, 1987

May = June, 1987
March, 1988
april, 1988

June = July, 1988
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Major Implementatiou Actions for

Qutput No. 7 - Private Sector Distributiou/Sales Program (AMPF)

Action No. Descriptionm

1. Initial AMPF proposal submitted

2. Proposal revised

3. AMPF study tour: other commercial/
sales programs

4, Feasibility study

S, Implementation decision

6. USAID~AMPF Grant Agreement signed

7. lContract'technician recruited

8. Technican arrives

9. Project workplan completed

10. USAID-AMPF grant agreement revised

11, Pilot activities launched

12, Special assessment of pilot activities

13, Inplementation desision

14, USAID-AMPF agreement revised

15. Project expansion, as feasible

16. Evaluation

17. Implementation decision: project
expansion/contractor assistance

18. Contractor services end

19. USAID-AMPF agreement revised

20. Evaluation

Target Date
January, 1984

February - April, 1984

May, 1984

November -
December, 1984

January, 1985
March, 1985

March - April, 1985
August, 1985
December, 1985
January, 1986
March, 1986

July, 1986

August, 1986
September, 1986

October -
December, 1985

March, 1987

April, 1987
August, 1987
September, 1987

March, 1988
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Major Implementation Actions for Qutput

No. 8 = Natural Family Planning

Description

1.

2.

3.

3.

e

7o

Execute USAID - L'Heure Joyeuse
grant agreement

Eight persons trained as NFP
trainer:

Clinic training of- acceptors and
ovtreach visits begin

Evaluation

~ Supplemental training completed

fcr four "master trainers”

USAID - L'Heure Joyeuse graat
agreemneut amended

Evaluatior.

Instructional materials revised
on basis of eliaic/outzeach experience

National Serainar na NFP

Deter=mination of other-ageucy
interest in MF?

L'Heure Joyeuse technical assistance
to install NFP? in other agencies'
programs (possible follow-on
activity)

Target Date

July, 1984
December, 1984

Januarzy, 1985

March, 1985
May, 1985

December, 1983

March, 1986

April, 1986

October, 1936

January, 1987

March, 1987
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Major Implementation Actions for

Outﬁut No. 9 - Other Ministry FP Activities

Action No. Description

6.

7

8.

10.

11.
12.
13.

14,

15.

Exploratory meetings with various
ministries and AMPF

éhort-term cousultant training and
equipment p<eeds identified for
initial activities

Determination of assistance
mechanism (e.g., augmented AMPF

grant or direc*t support to other
ministries)

Evaluation
Equipment ordered
Equipment arrives

Consultant visits/ST trainin
completed . :

Initial activities reviewed/Evaluation

Determination of assistance '
requirements for expanded activities

Short term consultants scheduled;
equipment ordered

Expanded activities lauached
Evaluation

Consultant, training and equipment
requirements established

Consultants, training scheduled/
equipment ordered

Evaluation

Target Date

September, 1984 -
January, 1985

February, 1985

March, 1985
March, 1985
June, 1985

October, 1985

february, 1986

March, 1986
June, 1986

July, 1986

November, 1986

‘March, 1987

april, 1987

.July, 1987

March, 1988

\’V/\
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hat ¥ 3 o

Major Implementation Actions for

Qutput No. 10 - Operations Research/Data inalysis

Description

1.
2.

3.

4.

3.

0. .

ProAG signed

National Fertility Survey (WFS)
seminar

1984 Contraceptive Prevalance
Survey (CPS) report issued

" OR workplan and schedule prepared

Short-term consultant assistance
scheduled

Evaluation
PIO/T executed for 1986 C2S

Flaldwork for imitial OR study
completed

QR Report issued

1286 CPS Questiomnaire/sample
finalized

C3S field iaterviewers trained
C?S fieldwork complete&
Evaluatilon

Short-term comsultants schaduled
OR fleldwork completed, 2ad study
Evaluation

OR Report issued, 2nd scud§

210/T for 1988 C2s

Tarzer Data

June, 1984
July, 1984

September, 1384

December, 1934

January, 1985
March, 1985

Juna, 1985

July, 1985

Noveaber, 1235

becember, 1935
Jaouary, 1986
February, 1986
March, 1986
June, 1986
December, 1986
March, 1287
April, 1987

July, 1987



19

20.

21.
22.
23.

24,

25,

26.

27.

Changes introduced in FP/MCH service
statistics system

Questionnaire/sample completed for
1988 cpPs

CPS fieldworkers trained
CPS fieldwork completed
Evaluation

Revisions completed in FP/MCH
service statistics system

OR workplan prepared/ST consultants
scheduled

OR fieldwork completed 3rd study

OR report issued, 3rd study
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September, 1987

November, 1987
December, 1987
February, 1988

March, 1988
April, 1988

May, 1988
July, 1988

September, 1988
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Major Implementation Actions for

Qutout No. 11 - Populatiou Policy Develooment

Descripntion

l.

2.

3.

Se
6.
7.

16.

Prelimipary planning with Ministzy
of Plan and 0ffice of the Prime

* Minister

Assistance plar prepared for
ianitial activities

ProAg signed -

PIO/T executed for ccmsultant and
ST training support

Initial activities begin
Evaluation |

PIO/T executed for consultaat/
training assistaacs

Zvaluacion

Asgistance nlan ;evised
PI0/T executad
Evaluation

ProAgz

Assistance plan prepared
PI0/T executad
Evaluation

Assistanc2 pian prepared Ior end-ni-
project activities

PIO/T revised for residusl/
terminal activities

Target Date

May - Juune, 1984

June, 1984

June, 1984

September, 1984
November, 1584

March, 1985

August, 1985

March, 1986

Harch, 1937
April, 1987

day - June, 1987
July, "1987

March, 1288
April, 1988

May, 1938
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Major Implementation Actions for

Qutput No. 12 - Training

Description

1.

2.

General agreement with GOM
ProAg signed

Annual training plan prepared for
in-country training

Schedule prepare& for short-
term consultants for in-country
training activities

Evaluation

Annual training plaa prepared

Schedule prepared for short-term
consultants

Evaluation

"Annual training plan’ prepared

Short-term consultants scheduled
Evaluation

annual training plan prepared
Short-tern consultants scheduled

Evaluation

Target Date
May,-l984.

June, 1984

August, 1984

March, 1985
March, 1985

August, 1985

October, 1985
March, 1986
August, 1986
October, l§86
March, 1987
August, 1987
October, 1987

February, 1988
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MONITORING PLAN

All project activities, including those funded by AID/W
grantees-countractors, will be monitored by USDH staff of
USAID/Morocco. Direct monitoring will be the respousibility of
the Project Managers in the USAID Population, Health and Social
Setvices (PHSS) Division. These individuals will be supported by
the USAID Coutroller, Regional Contract.0fficer, Regional Lagal
Advisor, and Program O0fficer in mﬁtters pertineat to these lat:ter

officers' areas of respounsibility.

USAID Project Maragers will participate ia all project
evaluations, and will emsure that evaluation fiadings and
recommendations are reflected in revisions, as approoriate, ia

project design or executiom.

Initial releases of funds to each of the suobprojects will bYe mada
only upon receipt of detailed budget estimates. Subsequent
Teleases «will be made upon caceipt of adequate justification Zor

additional funds and evidence of expenditure of prior releases.

Progress/perforaance raports will se raquired semi-znnualily Zrca
recipients oy the Project Managers, and retained for reference

during routine and intensive project evaluation.
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ve. SUMMARIES OF ANALYSES

A. Social/Beneficiary Analysis

Societal benefits of reduced fertility include higher per
capita income, greater public access to educational, health
food and recreational resources; reduced strain om public
infrastructure such as transportationm, water, .sewerage and

housing; and a lower liwelihood of social/political unrest.

At the level of individual well-being, the advantages of
decreased fertility include lower maternal morbidity and
mortality; lower infant mortality; and a reduced incidence ¢

illicit abortion.

Family planning also offers to women the means to take
control of their own fertill“y and to thereby alter the
traditional patterns of childbearing which have kept them
from fgller participation in the social and economic

development process.
Finally, family plarning offers to individual couples the

means to realize their basic human right to determine their

own fertility.

. .’!';
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These societal and individual benefits are of pacticular
signific;nce In Morocco: a rapidly-growing population
(doubling time: 27 years) is absorbing the bulk of the
'country's economic gains and investment in new social
infrastructure; infant mortality is very high (110 ser

, thousand), notwithstanding the country's "middle~income”
status; women's participation in social and economic life is
iacreasing, but still lags far behind their male
counterpafts; and the "unmet need" for F? services is
substantial: according to the 1982 CPS, aporoximataly 50% af
current nbn—users of a contraceptive method would accapt P
1f 2 method were offered to them. (Potential number of
immediate acceptors: 1.206,000 p;rsons). This augmented
practice of FP would translate iato sgbstan:ial reductions ia
infant mortalicy (WHO has estizated that the widaspread
adoption of F? could reduce infant mortality iz =most
developiag countries by 25%). These improvements iz child
suzvival and health status would be Zurther reinforced by the
Morocco prograa's prac:ice of linkiag 72 with ocher MCH
services such as ORT, expanded immunization, and chiid grovth

monitoring/promotion of b:eés:feeding.

~133-
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B. Administrative Analysis

l. AID: The Population, Health and Social Services (PHSS)
Division of USAID Mission will continue to exercise
primary responsibility for the management and oversight
of the project. The three USDH staff in this division
will be augmented bty a resident contractor who will
assist in the management of the private sector (AMPF)

contraceptive sales activity.

A number of AID grantee/contractor organizations will
also participate in the prcject. Major intermediaries
will include the Association for Voluntary Sterilization
(AVS),'which will assist in the implementation of the

- Voluntary Sterilizatiun/Reprodgctive Health sub-project;
Johns Hopkins/PIEGO, which will continue to support the
National Training Center for Reproductive Health; and
Westinghouse (or its successor), which will assist in
the execution of two Contraceptive Prevalence Surveys.
Other supporting organizations or AID/W-funded programs
will include Johns Hopkins-PIP; CDC/Atlanta; INTRAH,
PRICOR, IPDP and RAPID-II, each of which will assist in
pertinent aspects of IE+C development; program logistics
and evaluation; training, operations research; and

population policy development.
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GOM: The Ministry of Public Health will continue to be
the primary reciplent of 7.S. assistance under this
project. The management and administrative capacity of
the MOPH to conduct a natiomwide FP/MCH program has been
tested under the predecessor project 6§08-0155, and Zound
to be adequate. The ongoing Health Management
Improvement Project (608-0151) is further strengthening
MOPH administrative sub—szstem§ which support the F?
program. Most USAID financial assistance for the MOPK
will continue to be channeled through the Miﬁ;st:y of
Finance; but occasional support will be provided
directly (e.g., to the National Traiaing Center for
Reproductive Heai:h), and via direct USAID payment for
goods and services deliverad by local veadors to the
MO0PH. At the province lével primary respousibilicy Zor
execution of the program will rest with'che provincial

medecin chef, and under ais direction, the medecia chef

of SIAA? — the MOFH asrhulatory and primary healtﬁ cace

system.

Other GOM mixistries participating iz the projectc will

iaclude the Ministsy of Plam and ?vofassional Trainiag
—— USAID's primary izstitutional coumterpart for
expanded activities toward develo@men: of a broader
populaticn policy framework Zor Yorocco -- and the
Miaistoles of Handicrafts and Social Affairs,

Agriculture, and Toutk and Spor:s.
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Persounel from the latter.group of ministries were
trained under projecf 608-0155 as FP motivation agents;
this new project will encourage the assumption by these
ministries of a more active, l.e., service-delivery role
in a larger population proéram. If that transition is
possible, USAID will execute a separate, “"umbrella"
Project Agreement with the Ministry of Finance on behalZf
of the different participating ministries. In the
interim, USAID will continue support for FP training
activities for other-ministry personnel via USAID

assistance for AMPF.

Private Sector: AMPF will undertake two broad
activities under the prqjeét: a) a continuation of its
on~going IE+C and other-ministry FP training programs;
and b) a contraceptive sales project in villages; urban
areas and rural souks. USAID support for the IZ+C
activity will continue under the same arrangement
established under. project 608-0155: assistance resources
will be channeled directly to AMPF, although the
organization's IE+C/training program will be included

under USAID's Project Agreement with the MOPH.
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AMPF's contraceptive sales project will be admi;iscerad
undar a seba:ata agreement (most likely: Field Support
Grarnt or OFG) between USALD arnd AMPF. The specific
teras of this agreement will be determired fullowing a
pre-project feasibility study of cthe sales project to be
conducted in early FY 1985. That study will alsu
exa?ina ir more detail the capacity of AMPF to assume
the added technical and adairistrative burder of tails

subproject.

L'Heure Joyeuse, a Moroccar PY0 aifiliated with the
Interrnational Federatiun fur Family Life Prumotion
(IFFL?), will conduct a NF? program in Casablarca with
assistance p:ﬁviﬂed by a Flald Support Granl zgsecsent

wich USAID.
Both AMPF and 1'Heure Joyeuse have satisfied all of the
AlD certificatior requirements estadiishing their

eligibility to raceive USG assistarncsa.

Otber Dorors: The only outher =aiur dourmur o T2
-

Morocecarn populatiorn program is the United Yatlocs Fund

for Populatioc Activiities (UNF?A).

UNTPA Is currently administering z 178.1-36 assisiancea
program naving a value of approxizateiy 35 ailliorn.

USAID-UNTPA coordiration is ciuse and Zreguent.



C.

including joint programming of funds in complementary
areas of activity, and routine sharing of project
reports and evaluations, USAID staff worked closely with
the UNFPA Needs Assessment Team (1980) which laid the
grougdwork for the existing UNFPA program; and expects
to similarly cooperate with the next Team visit im late

1985 or early 1986.

Technical Feasibility Analysis

The key objective indicators that this project has attained
its purpose will be: 1) the regular availability of FP/MCH
information and services for 70% of the Moroccan population;
2) contraceptive prevalence of at least 35% of MWRA; and 3)
the incorporation of populatiﬁn analyses, planning and

forecasting into the GOM development planning process.

Population coverage of the project was estimated by the

December, 1983 evaluation tc include about 40% of the
population (i.é., 8.8 million people in 13 VDMS provinces.
Other, non-outreach, elements of the project was not factored
in to this estimation). The new project will build upon this
base by adding 1) five new VDMS provinces (population:
3,500,000); 2) FP/MCH services i~ Morocco's larger cities
(population: 4,000,000); and a private s ~tor contraceptive

sales program which will initially reach about 700,000
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persons. (Agair, moc-outreach elements of the program. such
as VS and other clirical services, are cot ircluded). These
mew activities will add approximataly 8,200,000 to the
"reach” of the existirng program, for in end-of-projact
coverage of over 17 millior parsons, or about 702 of the

total population ir 1988.

. The natioral comtraceptive prevalence which would be producad

by the foregoirg (70%) coverage projective car be estimatad
or the basis of current preavalscce in project arnd rom=-pruject
areas of the country. This amalysis (See Arnex VIII.)
suggest thac national'conﬁraceptive prevalerce in 1933 would
be as high as 39% of MWRA, irdicating that tha 35% target

estadlished for the project is ralatively comsazvaciva.

Incorporating population considerations into the GOM's

development plarring process will be a multi-ctrack efroret.

At the project/imstituticnal level, USAID will buiid upor
currert relatiornships wicth the Ministry of Plar (I2DP
project, RAPID, the Statistical Services ?roject) to devalop
a oroadar “population” perspective ir thar Ministry's
plarning activitles, with particular attercioe Lo praeparacion

of the next Five Year ?lar (1986-1990). The Miristry's
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considerable technical depth and high~calibre leadership will
- facilitate the attainment of this objective to bring the
"population factor" to the attention of Morocco's senior

leadership, apnd to opinion-shapers in the private sector.

On a broader level, USAID negotiations with Moroccan
counterparts on other bilateral matters--including PL-480
resources, food production, housing'guarantees, and energy
production--will underscore the intimate linkages between
these development concerns and population growth. These
linkages will be reviewed with GOM leadership at the highest
levels to promote a heightened appreciation of the need for a

comprehensive approach to population issues.
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Ecoromic Analvsis:

The EZconomic Analysis attached as Arnex IX demonstrates the
high return to investments ir family plarring services which
mairctain ard then increase the rate of contraceptive

prevalerce. First, a simulation producad using the RAPLD

"model for Morocco shows that the benefits of reducing the

birth rate are many orders of magrnitude graater than the
costs of éroviding the recessary sarvices. Secornd, a
benefit~cost aralysis using Moroccan data or consumptivn arnd
productivity, and makirng axtremely conservative astizatas .
about the effactiveress of the family planring services,
shows that berefits exceed the costs in all cases. in spite

of the very aodest assumptioms about bemefits.

The Ecoromic Aralysis :iso discussas the questiorn of progran
size. It corcludes that prugram exparsion represents a gooud
use of resources, and suggests that the case for evern greater
coverage aight evertually bYe analyzed drawing upon the
post-census sample survey <data soon to be released, ard the
datioral Contracsptive Pravalance Survey. adairistrative and
other cornstraints to expamsion of Lhe program saould e
examirad following acalysis of tha data with Lie idea of
providing coverage everywhere it is ecoromicallv zztional to

do SO
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Firancial Analysis:

The GOM Five-Year Plarn, 1981-85, included for the first tim
a specific budget for family plarning activities. (Total;
Approximately $17.6 million at the 1981 exchange rate, or
about 2% of the MOPH budget for 1981-85). USALD ard the MOPY
aralysis of anticipated GOM support over Lhe life.of Eh-s
project indicate that the GOM will provide the equivalert o

approximately $34 million in program suppurt durirg 1984-83.

The major componerts of recurrert costs pust-project will
include corntraceptive supplies ($1.5 - 2 milliorn/year);
supplies, wmaterial, replacement of durable equipment ard FP
program'uperating costs (32 million/year); and personrel

costs of the FP delivery system.

The recurrent cost of conlraceptive supplies will be very
modest or absent, nowever, given the likely contiruirg
availability of these products from exterrnal donurs. Other
-commodities, equipmert ard operating cusfs represent ornly
1.7% of the toutal MOPH budger; ard in view of the GOM's
strong comnitment to the FP program, USAID doues rot
articipate significant GOM difficulties ir meeting these
costs. Urder-utilized GOM persornel engaged in the FP
program were largely ir place before the program was
orgarized, and are not likely to be reduced upoun conclusion

of project assistarce.
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The GO%NMiais:ries of Finance aad Public Health have

demonstraced their competence under the pradecessor project
155 to receive, disburse and adequataly account for ALD
funds.

Tﬁe USAID Controller will undeztae an assessment of the
current GOM acounting systam and will cereify che adequacy
of that syscem srior to the inicial disbursement of funds
under the project. Methods of implemencation and financing
proposed for procurement of goods and services will allow
USAID/Morocco to exercise adequata surveillance over =he
disposition of projecc-funded resources. The;e procurement
methods are set forzh on pages 9 ;nd 10, Aarnex X (¥inancial
Analysis); All methods of Eihancing have primary been
approved in the gzeneral “Mission Financing Policv and

Proceduras."
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VI. COMDITIONS, COVENANTS AND NEGOTIATING STATUS

Conditions

No disbursements shall be made to the GOM uncder this project until
AID has assessed the adequacy of the accounting and management
system(s) of the GOM implementing agencies, anc determined that
this system(s) is able to effectively account for the disposition
of AID funds made available under this project to the
implementating agency and help prevent misuge, waste and fraud of

U.S. Government provided funds..

Covenants

Further to AID Policy Determination No. 3 dated September, 1982,
informed consent shall be obtainedland documentated for all
requestors of sterilization serQices; other, temporary family
plananing methods shall be available at sterilization service
facilities; aund neither abortion nor abortion-related activities

will be conducted at facilities raceiving AID assistarce.

Negotiating Status

The elements of this project have been discussed at senior-levels
of the Ministry of Public Health, the Ministry of Planm, the
Moroccan Family Planning Association, UNFPA and MICEF. All

parties nave indicated approval in principle.

Following approval of this PP, USAID will proceed to conciude a
formal agreement (Prodg) with the Government of lforocco —

represented by the Ministry of Finance -- outlining the project

(
W

purpose, and describing the major activities of the project. It

TG TUTI T TS TSR T U i v, e Y- U Y
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EVALUATION ARRANGEMENTS

Several evaluative procedures have been built inco this project.
These procedures are both specific to the twelve separate outputs
(subprojects) and gereral, to evaluate overall prougress toward che

pre ject purpose.

The status of the irdividual mubprojects will be formally assassad
ot ar arnual basis by the USAID project officer and thae Mission
Evaluation Officer, with the flrst such avalv+.ion schedulad for
Marc: 1985. Two of the subsequent assassmernts — i March, 1288
and March, 1983 — will be special Ln—depLh‘evalua:ions and will
ioclude participants from AID/W and possidly other orzarnizations.
This projact includ;s up to 380,000 in project funds to cover Lze

costs of these intensive avaluatiorns.

The arnual evaluations will examire the izplementation plans for -
each of the various activities to determine {Z Lhey are or

schedule, or 1f rnot. to identify special problems impeding

tn

execution of the sub-project acd to determice if any

laplementation plarn(s) needs to e modified.



The two intensive evaluatiéns will undertake these same.tasks,
with additiénal emphasiz on program and environmental elements
that affect all of the sub-—activities. Important assumptions.
affecting achiesvement of the project purpose (e.g., timely GOM
financial support), and the general socio-political-economic
setting underlying the project will be examined to determine if
they are still valid. Significant baseline statistics and other
reliant dati will be examined to determine the degree of progress

toward atrtainment of the project purpose.

The primary sources for baseline statistics and indicators of
change over LOP include the Morocco Jational Fertility Survey
(WSS) of 1980; the 1982 and 1984 Contraceptive Prevalence Surveyg;
and two additional CPS's to be conducted in 1986 and 1988. The
Miuistry of Plan has tentatively scheduled a Demographic Survey
for 1986 which may also provide a data-source for project

evaluation.
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5C(2) PROJECT CEECKLIST

Listed below are statutory
criteria applicable generally to
projects under the FAA and
project criteria applicable to
individual funding sources:
Development Assistance (with a
subcategory for criteria
applicable only to lcans); and
Economic Support Funds,

CROSS REFERENCES: IS COUNTRY ' Yes
CHEECKRLIST UP
TO DATE? HAS
STANDARD ITEM
CHECRLIST BEEN
REVIEWED FOR
THIS PROJECT?

A. GENERAL CRITERIA FOR PROJECT

1. FY 1982 Appropriation Act 1.
Sec. 523; FAA Sec. 634A;
Sec., 633(b).

(a) Describe how

authorizing and .

appropriations committees

of Senate and House have

been or will be notified

concerning the project;

(b) is assistance within (b) ~¥es
(Operaticnal Year Budget) ~.
country or international

organization allocation

reported to Congress (or

not more than $1 million

over that amount)?

2. FAA Sec. 6ll(a)(l). Prior 2

to obligation in excess
of $100,00, will theres be
(a) engineezing, (a) TYes
financial or other plans
necessary to carry out

‘ the. assistance and (b) a () Yes
reasonably firm estimate
of the cost to the U.S.
of the assictance? :




FAA Sec. 6ll(a)(2). 1If 3. No further legislative action
further legislative is requested.

action is required within

recipient country, what

is .basis for reasonable

expectation that such

action will be completed

in time to permit orderly

accompliShment of purpose

of the assistance?

FAA Sec. 61l1(h); FY 1982 4, N/A
Appropriation Act Sec.
301. If for water or

, water-related land
resource construction,
has project met the
standards and criteria as
set ferth in the
Principles and Standards
for Planning Water and
Related Land Resources,
dated October 25, 19737

FAA Sec. 6ll(e). TIf 5. N/A
project 1s capital
assistance (e.g.,
construction), and all
U.S. assistance for it
will exceed 31 million,
has Mission Director
certified and Regicnal
Assistant Administrator
taken into consideration
the country's capability
effectively to maintain
and utilize the project?

FAA Sec. 208. 1Is project 6. N/A
susceptible to execution

as part of regional or

multilataral project? 1If

so, why is project not so

executed? Information

and conclusion whether

assistance will encourage

regional development

programns.




-3=

FAA Sec. 50l1(a).

Informatisn and
conclusions whether
project will encourage
efforts of the country
to: (a) increase the
flow of international
trade; (b) foster private
initiative and '
competition; and (c¢)
encourage development and
use of cooperatives, and
credit unions, and
savings and loan
associations; (d4)
discourage monopolistic
practices; (e) improve
technical efficiency of
industry, agriculture and
commerce; and (£)
strengthen free labor
unions.

FAA Sec. 601(b).

Information and
conclusieons on how
project will encourage
U.S. private trade and
investment abroad and
encourace private U.S.
participation in foreign
assistance programs
(including use of private
trade channels and the
services of U.S. private
enterprise).

FAA Sec. 612(b), 636(h);

FY 1982 Appropriation

Act Sec. 507.  Describe

steps taken to assure
that, to the maximum
extent gossible, the
country is contributing
local currencies to meet

. the cost cf contractuail

and other services, and

foreign currencies owned
by the U.S. are utilized
in lieu of dollars.

8. U.S. technical consultants will
assist. in implementation of the
project. U.S. universities and
business will provide training for
host country nationals. .

9. The Project Agreement will so
provide
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ll.

12.

13.
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FAA Sec. 612(d). Does 10
the U.S. own 2xcess )

foreign currency of the
country and, if so, what
arrangements have been
made for its release?

FAA Sec. 601({e)., Will 1.

the project utilize
competitive selection
procedures for the
awarding of contracts,
except where applicable -
procurement rules allow

otherwise?

FY 1982 Appropriation Act 12.
Sec. 521l. If assistance
1s for the production of
any commodity for export,
is the commodity likely
to be in surplus on world
markets at the time the
resulting productive
capacity beccmes '
operative, and is such
assistance likely to
cause substantial injury

. to U.S.-producers of the

same, similar or
competing commodity?

FAA 118(c) and (d). 13.
Does the project take
into account the impact
on the environment and
natural resources? 1If
the project or program
will significantly affect
the global commons or the
U.S. environment, has an
environmental iapact
statement been prepared?
If the project or progranm
will significantly affect
the envirenment of & -
foreign count:y, has an.
environmental assessment
been prepared? Does thLe

N/A

Yes

N/A

‘N/A
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project or program take
into consideration the
problem of the :
destruction of tropical
forests?

FAA 121(d). 1If a sahel
project, nas a
determination been made
that the host government
has an adeguate systemn
for accoun:ing for and
controlling receipt and
expenditure of project
funds (dollars or local

.currency generated

therefrom)?

B. FUNDING CRITERIA FOR PROJECT

l.

Development Assistance.

Project Criteria

a. FAA Sec. 102(b), 111,

113, 28l(a). Exten: to

which activity will (23)
effectively involve hhe
poor in development, by
extending access to
economy at local level,
increasing
labor-intensive
production and the use of
appropriate technoloyy,
spreacding investment out
from cities to small
towns and rural areas,
and insuring wide
participation of the poeor
in the benefits of
development on a
sustained basis, using
the appropriate U.S.

institutions; (b) help

develop cooperatives,
especially by technical
assistance, to assist
rural and urban poor to
help themselves toward

14, N/A

a. (a) The project will expand the
availability of family planning and
health services and thereby increase
the quality and quantity of health
care for tne country's poor. ‘

®) N

‘F’ ‘~
o -
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better life, and
otherwise encourage
denocratic private and
local governmental
institutions;
the self-help efforts of
developing countries; (d)
promote the participation
of women in the natiocnal
economies of developing
countries and the
inprovement cf women's
status; and (e) utilize-
and encourage regiocnal
cooperation by developing
*countries?: ~

b. FAA Sec. 103, 103a,
194, 105, 106. Does the
project £f1t the criteria
for the type of funds
(functional account),
being used?

c. AA Sec. 107. =Is
emphasis on use of
appropriate technology
(relatively smaller,
cost-saving, labor-using
technologies that are
generally niost
appropriate for the small
farms, small businesses,
anc¢ small incomes of the

poor)?

d. FAA Sec. 1ll0(&). Will
the recipient country
provide at least 25% of
the costs of the progranm,
project, or activitiy
with respect to which the
assistance is to be
furnished (cr is the
latter enst-sharing
recuirement hning waived
for a "relatively least
developed” country)?

(c) support

a. (c) This project was

proposed by the Moroccan Governmment,
which has committed ‘significant
human and financial resources

toward its implementation.

(d) Pregnant and lactating
women ‘are a high priority target
population of the GOM health
system.

(e) The GOM National Training
Center for Reproductive Health
will train physiclans and nurses
from other Arabic and francophone
speaking countries in the region.

b. Yes
c. Yes
d. The GOM will provide in-kind

and financial resources representing
more than 507% of the cost of the
entire program.
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e. FAA Sec. 110(b).
Will grant capital
assistance be disbursed
for project over more
than 3 years? If so, has
justification
satisfactory to Ccngress
been made, and efforts
for other financing, or
is the recipient country
"relatively least
developed"?

f. FAM Sec. 122(b). Does
the activity give
reasonab’e promise of
contributing to the
development of economic
resources, or to the
increase of productive
capacities and
self-sustaining economic
growth?

g. FAA Sec¢. 281(b).
Describe extent to which
program recognizes the
particular needs,
desires, and capacities
of the people of the
country; utilizes the
country's intellectual
resources to encourage
institutional
development; and supports
civil education and
training in skills
required for effective
particpation in
governmental processes

Development 3ssistance Project

Criteria (Lcans Onlv)

a. FAA Sec., 122(b).
Information and
conclusicn on capacity of

e. No grant capital assistance
will be provided under the
project.

f. Yes

g. The program is focused on
expanding the delivery of family
planning and health services

to improve the health status of the
pooulation. Project activities
include the training of Moroccan
health personnel in the medical
aad management techniques
necessggx\to plan, implement and
evaluate an integrated health and
family planning program.

a, N/a
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the coun:ry to repay the
loan, at a reasonable
rate of interest.

b. FAA Sec. 620(d). 1If
assistance 1s for any
productive enterprise
which will compete with
U.S. enterprises, is
-there an agreement by &the
recipient country to
prevent export to the
U.S. of more than 20% of
the enterprise's annual
production during the

.life of the loanz.

€. ISDCA of 1981, Sec. 724
(¢) and (d). It for
Nicaragua, does the loan
agreement reguire that
the funds be used to the
maximum extent possible
f£or the private sector?
Does -the project provide
for monitoring under FAA
Sec. 624(g)?

Project Criteria Solely for
Economic Support Fund

a. FAA Sec. 531(a). WwWill
this assistance promote
economic or political
stability? To the extent
possible, does it reflect
the policy directicons of
FAA Section 102?

b. FAA Sec. 531(ec). Will
assistance under this
chapter be used for
military, or paramilitary
activities?

¢. FAA Sec. 534, *%Will ESF
funds ce us2d to finance
the ceonstruction of the
operation or maint2nance

b. N/A

b. N/A.

c. N/A
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of, or the supplying of
fuel for, a nuclear
facility? If so, has the
President certified that
such use of funds is
indispensible to
nonproliferation

objectives?

FAA Sec. 509. If

commoditizs are to be
granted si that sale
proceeds will accrue to
the recipient country,
have Specizl .Account
(counterpart)
arrangements been made?

. N/A

\\9

\
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TOATIRMAL FOMERT PROFOSAL

. AVS SUBAGREEMENT NO. MOR-03-SV-l-A, MOROCCO

Section A: Program Summarv

TIILE: - Natiecnal Program for Reproductive flealth
GRANTEE: National Training Canter for Reproductive iizalth
PROJECT
DIRECTOR: Professor Mohamed Tahar Alaoui

Director

National Training Center for Reproductive Health
Zaakat Soeckarno ‘
Rabat, MOROCCO

PROGRAM .
DURATION: Five (5) Years (renewable on a wvearlv basis pending

the availabilicy of funds) April 1, L9854 ro June 30. [95¢.
BUDGLT
DURATION: Fiftez=n (15) months; April 1, 1984 to Junme 30, 1985
3UDGET
TOTAL: $350,480 (US) - Marimum

PROGRAM GOAL

The purpose of this subazreement to the Moroccan .tional Trainiag
- Center for Reproductive Health is to widen the availability and
accessability of surgical reproduciive health services. This will be
achieved through the provision of operatiomal suopers to the National
Training Center in Rabhat for its service activities and by a ccmpre=
hensive follow-ur ~¥fort of graduate NTCRH trainecs to assist their
institutions | che establishmer : and expansion ol services. Over the
course of Lhe five year program duratieon, up to thirty lacilities will
have institutionalized surgical repreductive heallh =zcrvices as park
of their on-going service activitics.
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PROGRAM SUMMARY

The primary goal of this five year effort is to erpand the availabilitvw
and accassability of high quality surgical familv health services through-
out Morocco. The ¢ssential building block of this expansion is the
National Training Center for Reproductive Health (NTCRH), the model
family planning/reproductive health service and training facilicv in
the country. The strategy of the program is to incorporate service
delivery into the on-going reproductive health activities of pro-
vincial Ministry of Public Health (MOPH) facilities in a logical and
low-key manner., This will be done through a comprehensive trainee
follow-up effort whereby institutions of NTCRH trainees are provided
the necessary support and technical guidance to enable trainees to
utilize their skills. Through this comprehensive approach, the founda-
tion is being laid Ior a solid national service program, with the NTCRH
taking the lead r:lwe in training, supervision and quality assurance.

At the present tire, there is no explicit policy cn voluntary surgical

- contraception in Mirocco. In fact, there is no stated population

policy; however, familv planning service deliverw is a verv importunt
part of the Minist:v of Public Health's efforts to improve infant and
maternal health. 3Surgical family health services are now not part ot
the national family planning program, but they are provided on a limitad
basis in some urban and provincial hospitals on the grounds of medical
justificacions.

The NTCRH's creation was a major step forward in the introduction orf
surgical family heilth services through the trainiag of medical per-
sonnel. However, beyond training, a more aggressive approach is required
in order to expand services. A preliminary needs assessment conducted

by AVS at the request of the NTCRH and USAID/Rabat indicated that a
provincial hospital's capability for providing these services is limited,
despite the availlability of trained szaff., This is due to the fact thac
although such services are often requested by women, their performance

is often displaced by the performance of more pressing, emergency surgery.
Thus, this project addresses the need for dedicated space and the expen-
dable supplies which are required for the performance of this elective
surgery. :

Over the course of the next rfive vears, up to thirzv (30) inscitutions,
which have had staff trained in surgical familyv health procédures at che
NTCRH, will be given the basic support to initiate and expand sarvices.
Each participating institution will be gziven a maximum of three vears
assistance, after which it is anticipated that rhe facilicy will have
been given the necessary means to implement its service program with its
own resources. tloreover, once demand for services builds, the facilicty
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will be in a better position to allocate resources to the provision of
services.

The total cost of thte program over the five years is approximately

$1.3 million. The major inputs to the provincial hospitals are for
equipment, minor renovation and expendable supplies, and to the NTCRH
for its service, and program supervision activities. The program is
co-funded by the John Hopkins Prcgram for the International Education
of Gynecologists and Obstetricians (JHPIEGO) which provides suppott

for the NTCRH's training activities at a funding level of approximately
$250,000 per year.

SUMMARY OF PROGRAM QBJECTIVES

L. Continue the delivery of surgical family health services at the
National Traiaing Center for Reproductive Health in Rabat.

2. Provide assistance to institutions of graduate trainees 2f the
fational Training Center for Reproductive Health in the establisn-
ment of surgical family health szrvices. During the first project
year, five (5) institutions will be included in che program.

3. Provide cn-going technical supervision to trainees te maincain
quality control and continuity in iastruction for surgical family
health activities.

4. Strengthen the management capacity of the Nacional Training Center
for Reproductive Health to adminiscer the nacional program.
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IT. PROGRAM JUSTIFICATION AND BACKGROUND

The Ministry of Fublic Health (MOPH) has the primary responsibility

in Morocco for th: implementation of family planning activities on the
premise that family planning is directly related to familv health and
the individual's wall-being. hus, the MOPH has under-aken to inte-
grate family heal:h activities in all its service prozrams and has
succeeded in introducing chem into virtually all the Miaistry's 1,200
facilities (provincial hospitals, health centers and dispensaries).
The MOPH is the only govermmental department involved in the delivery
of family plannin; services and accounts for a large por:ion of the
actual services deiivered in this country of over 20 millioa.

Several innovative f{amily planning programs have been undertaken b
the MOPH, such as the VDMS program (Visites a Domicile de Mctivation
Svstematique) which offers five health interventions, including family
planning, at the household level by visiting health workers., This
program is operating in three provinces with plans for axpansien into
another eight. Ia uddition, there are thirteen (and aacther five under
construction) "reforence'" centers at the provincial level: che purpose
of this network is to service as technical back-up for all family
planning activites offered in the province. Thus, the family planning
infrastructure is rery well-developed in Morocco and is well-suitad

to an effort desiined to introduce surzical familv health services on
a wide scale.

Against this backc :op, the National Training Canzer for Reproductive
Health (NTCRH) was created in 1979 and officially becan activities in
November 1982. 1Its purpose is to serve as a centar for excellance for
reproductive health activities in Morocco and to train medical and
paramedical persornel in the surgical techniques of famil:y health. The
rationale for the srovision of surgical family health services is based
upon the well-kncwn risks of high paricy among women over 30, especially
those who have had previous high-risk pregnancies. Given an historical
emphasis on curative rather than preveantive service (although this is
beginning to chang: in Morocco due, in larze par:t, to the efforts of

the MOPH), many women do not have access to pre-natal carc and thus zhe
problems associated with high-risk pregnancies continue, especially in
the rural areas. The NTCRH was created to address this problem through
the provision of specialized training in surzical Zamilv nhealch methods.

The NTCRH is locatzd in the former Maternity Hospital in Rabat and is
supported througn a1 joint effort by the MOPH, the United 5taces Agancy
for International Development/Rabat, Johns Hopkins Program for che Inter-
national Education of Gynecologists and Obstetricians (JHPILEGO) and

the Association for Voluntary Sterilization's Internation Program. The
NTCRH houses a 3i}-bed maternity and obstetric/gvnecolowv service; a
complete teachinp facility, including classrooms, a librarwv and offices;
technical facilities, including two opecatinge rooms and three recovery

wards with a total of thirty beds and all ancillars worcicesy and
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a laparoscopic repair and maintenance center to service all publiclv-
donated equipment in Morocco.

Since the facility opened in November 1982, betwcen 30 and 100 surgical
procedures are performed per month. - The first physician's training
course was held in late April 1983 and two more followed in June

and September. It is anticipated that 40 trainees will be instrucced
during a year's time (l0 trainees per course, 4 courses per year) in
surgical methods of family health and in 1984 trainees from Franco-
phone African countries will be accepted into the program as well,

Now that traini: ~cetivities have been inaugurated and are underway

at che NTCRH, thei.« is a need for the NTCRH to ready itself co serve

in a technical capreity once these trainees retura to their home instcitu-
tions which are, ir most cases, provincial hospitals.,

As the foundation upon which a national surgical family health sezvice
program can be built, the NTCRY is commictcted to taking special cars

Lo ensure quality training and service delivery. The NTCRH is ks an
excellent position, as the model reproductive health facilitv in Mor-
occo, to serve-in the role of technical advisor to its ctrainees and
can ensure quality coiatrol by providing assistance to and maincaining
a formal link with chem. This project will provide the means for

the NTCPH to serve in this capacity and will result in a national,
coordinated effort to establish surgical family health services in

30 insticutions over a five year period.
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III. PROGRAM OBJECTIVES AND 6ESCRIPTION

l. Continue to deliver surgical family health services at the National
Training Center for Reproductive Health. )

The National Trainiag Center for Reproductive Health is the model center
In Morocco for ‘the delivery of surgical family health servrices. These
services are conducted as a tripartate effort involving z:mecology, ob-
stetrics, and family plauring. An active surgical service program

will be undertaken :nd it is estimated that 800 proc2dures via lupar-
oscopy and minilapicotomy will be financed by AVS under the tirsc-vear
subapreement. The cemaining surgical proccanres cosductaed in conjunceion
with training will e supported by JHP C530; however, all precedures
perfowmed at the NTCRH recgardless of financiag will be repurced to AVS,

All services, incluiing preoperative assessments and post-aperative
follow-up, will be :onducted in acccrdance with NTCQH and AVS medical
guldelines under th2 supervision of the MNTCRH's qualified ce~hn-cal
personnel, the curricula vicae of whom are on file 2t AV5. Trainees
in laparoscopv are specialists in ubstetrics,g'mecolngy or surgerv,
whereas general practitioners are eligible for traininy in ninilap-
aronomy.

All requestors of surzicel services will he provided with pre- and
post-operative ccurseling, and informed consent will be obcained

a.d documented acco:ding to AVS ~equirementf for same. An informed
consant form in compliance wvith AVY requirements is on file at AYS,

Tc ensure a free chonice of contraceptive method, a full ranze of

temorarv family planning methods is available to all pot=ntial

requestors of surgical methods at the raference centzr on the grounds of
the NTCRH. The obs:ietric/gynecology servicn and reference center are the
main referral point: for the NTCRH and are responsible for the inaitial
counseling of requeitors. Pre- and post-operative ccunselinz is then
provided by the physician. Neither abertion or aborticn-related activities
as prohibited by AV are provided by the NTCRH. Post-operacive follow-up
visits take place eight davs after surgaryv at the NTCRI.

Provide assistance to insticutions of graduate trainees of the Mational

- Training Center for Reproductive Health in the astablishment of surzical
family health services. During the first project vear, five (5) institu-
will be included in the program.

"~
-

Selection

The National Training Center for Renvoductive Hoalth (MTCY iy respon-
ikl Far galaerine rh-  <qjpens and thoir institariong wiich will Yo
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assisted with vegari to the establishment of surgical family health
services. A list of participating institutions to be included

in the project over the next five years is found in the Financial
Plan (Section IV) of the subagreement document.

Institutions with pgraduate trainees who have received certification in
the surzical technijues of fertility management (laparoscopy and mini-
laparoctomy) will be selected by the NTCRH Project Director for partic-
ipation in the prcpram. The trainee's skills, motivacion and interest
will be of primary importance; however,he/she must come from an
iscitution with the following characteristics:

"o approval or support of the medecia-chef of the
province to undertake surgical familv health
activities

o potential caseload and demand for services (prefer-
ably a province in which there exists a MOP! refar-
ence center or VDMS program)

0 adequate facilities and staff to conduct service once
project inputs are in place

Prior.tu the implerentation of the program, the }NTCRH will submit a
definitive list of ianstitutions selected for inclusioa under the first
vear project. Also, the NTCRH will submi: to AVS the names of the
trainees who will ke the operating surgecns under the srogram at the
provimicial hospitals.

Provision of Resources

Following selectiun, the NTCRH will determine the lavel of resource
requiced by each participating institucion for service deliverv. T
types of support will be given as noted below:

S
hree

© Expendable suvpplies -- The NTCRH will be responsible for
procuring, packaging and distributing packazes of expen-
dable supplies to the participating instituzions. The
standard "kit" will include such thinas as catzut, neecdles,
sutures, gloves, etc. for use in tha proovam.

The NTCRH will make available an initial supply to eacn
facility.at the start of the program. QRenlenishment
will depend upon the level of services performend and
the submission of statistical reports

o Ranovation -- No major ra2novation is foreseen for anv
of the participating institutions; eather, lunds will
be included under the five vear project fer 15 of the 39

b P I
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.

ance, painting, cleaning and electrical installations
of dedicated space, if necessary.

Equipment -- With razard to the provision of equipment,
the needs of the participating institutions may differ;
therefore, the equipment to be nrovided under this prozra
has been divided into two categzories. Category A ;qulpnenc
consists of small items of medical and curgical equipment,
and will be given to all participatinz institutions in
otvder to ensure that all the appropriate items exist to
initiate services. Categorv B Lzuipment consists of
capital cperating room equipment and will be provided to
those facilities which lack the neuessar: aequiprent to
esuablish a surwzical program. Under the vear-one budgzer,
it is anticipated that thrac of the five inscitutions wil!
receive Category B Equipment. In the lonz run undzr the
five years of the program, it is forescen that 20 of the 20
institutions will requirs Categorv 8 Zquivment.

AV5 will provide and ship the equipment according to these
pre~-packaged catagories to facilitaze the warshousing

and distribution of equipment tc the hosoitals in the out~
lying provinces.

Service Daliverv

The NTCRH will be responsible fcr ensuring that all surzical family heal
services, includiny pre-operative assessment and post-operative follecw-
up, will be conduc:ed in accordance with the medical standards of the
NTCRH and AVS guicdelines. All requestors of surzical methods will be
provided with pre- and post-operative counselingz and informed consent
will be obtained and documented according to AYS reoulrnmencs for same.
The informed consent form currently in use at the NTCRH will pe nade
available to insti:utions participating in this nrogram.

Temporary family planning methods are available on-site at =ach provinci
hospital to ensure a free choice of family planning method to all raques
of surgical services. In addition, there are mobile familw olanninz tea
reference ceaters :n?! VDMS teams in select nrovinces which mav serve to

counsel and refer clients to the surzical service as well as to orovide

temporary methods, VNeither abortion nor abortion related activities

as prohibited by AVS are or will be conducted in these facilities usinz

AVS funds,

For budgetary purpcses, the estimated caseload at each service site is
250 procedures for an annual level under the ¥car-one project of 1:250
procedures. Howevcr, the caseload mav vary from site tu site and some "
readjustment may e necessary during the course of the provram. \\
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Provida on-going technical supervision to trainees to maintain yualicy
control and continuity in instruction for surgical Fﬂle“ health
activicies.

To ensure that a strong link is maintained between the WTCRH and its
graduate trainees which are participating in the program, medical .
supervision visits will 'be undertaken by NTCRH techmwical staff. Thrae
visits are programed under the first year budget for each of the five
institutions; however, the frequency of visits will decrease in sub-
sequent project yeirs as the program matures. Of these three visits,
two are considered routine, whereas the third will be in the event

of an emergency (i.e., to investigate a complication).

The function of the routine visits will be to:

o obsarve rhe performance of surgical procedures by the
trainee

o ihack compliance with basic medical standards and
pragram plicies such as informmed consenc

o crrovide additional assistance or instruction on
site as necessary

¢ cbtain feedback on the prozress of the program

These medical supervision visits are =o be distinguished from those includ:d
under the NTCRH's cperativunal budget (JHPIECO) for short-cerm trainee folluwe-
up and the installiztion of the laprocater. These visits, on the othar hand
are intended to prcvide supplementarv, in-depth medical suservision of the
trainee's activities once the project inputs are in place (or the purpose

of program monitoring and evaluation.

Medical field visits will be the responsibility of the Medical Field
Coordirators who are designated {rom the t=ch11ﬂ Y/eraining scaff of che
NTCRH on a rotating basis. This system will easure the availabilicy a:z
all times of qualified medical staff to address the needs of the
national program.

Strengthen the management capacity of the Mational Tr:xnxn" Center fcr
Reoroductlvn Healzh to administer the national nrocram.

A special administrative unit will be established wizhiin the NTCRH

to attend to the administrative management of the prosram: It will
consist of the Pronject Director, Program Manager, Administrator/Accoun-
tant, the Medical Field Coordinators, and a Secretarv. The job respeon-
sibilities of these positions are on file at AVS.
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The major duty ‘of the administrative unit is to manage all aspects

of the program, including the development of all necessary svstems,
standards and procedures for program and supervisory activities; the
preparation and submission of all reports; the procurement, packagzing

and distribution of expendable supplies; the warehousing and distribution
of AVS-provided equipment] program assessment and evaluation; and thke
monitoring of all contractual and medical requirements, including inforned
consent,

Program supervision "ill be accomplished through the receipt, monitoring
and follow-up of statistical and medcial reports from all participating
institucions; and from administrative visits to each facilicy at least
once during the course of its first vear in the program. (These visits
will coincide with one of the medical supervision visi:ts praviously
mentioned.)

Finally, to promote and ensure the narticipatine insti-utisas’ cooper-
ation with and understanding and commitment zo the national pregram, a
ccordination -meeting will be held at the NTCRH vace 3 vear which will
include the medecin-chef and the administrative director of the provinces
in which the program will take nlace. The purpose of this coordinartion
meet ing will be to:

¢ review the objectives and plans for the srogran

" review the logistics ol the procgram, inciuding supnlies
and equipment provision

¢ review routine reporting and administrative regquire-
ments

o discuss medical standards and in‘ormed consent
procedures

o obtain feedback on progress »° Liu program.
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, Section B: Budget

I. IN-COUNTRY PROGRAM COSTS

A. NATIONAL TRAINING CENTER FOR REPORDUCTIVE HEALTH

L. SERVICES (1S5 months) § 245,000 (US)

Institutional reimbursement for program
activities ($30/case x 800 cases not per-
formed in conjunction with JHPIECO training
program)

2. NATIONAL PROGRAM SUPERVISION/COORDINATION § 21.975 (us)

a. ?er:nnnel (15 months)

Program Direcuor . ' honorar
Program Manager ($6,500 «x

607%) §4,875

"Medical Field Coordinator

(512,000 x 20%)- $3,000
Accountant/Administrator

(20%) 900
Secretary (20%) 600

b. Supervisorv Field Visits

Administrative Supervision -
l visit x 2 days x $50/day x
5 centers 500
. Medical Supervision - J visits
(2 routine, 1 emergency) x
2 days x $50/day x 5 centers  $1,5Q0

¢. Coordination Meeting - Rabat

2 persons (medecin chef and admin-
istracive director) x 2 dayvs x
$50/dav x 5 centers $1,000

d. Operational Expenses

. Communizations $2,500
Printine/Office supplinrs 1,750

Warehous ing/distribution of
equiprint 2,250

e. Local Pu:chase equipment

Photoropiar 3,000
calculatnr 104
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Project Year Coverage of Provinces Mew Provinces/Equiprment Mesds
Year Four 25 continuation pro- none S sets A for re-
vinces ' placerment
Year Five 15 continuation pro- none 5 sets & for ro-
vinces placement

Details regarding the types and level of AVS support to the NTCRH over

the next five years are contained in the section of the document eatitled
"Budget Notes. A reduction in the level of fundinz to the NTCRH is
planned for the third project period so as to begin the phasing-down of
project inputs by AVS. This phasing-down is then continued throuch the
fifth vear, after which time the MOPH will assume the financing of the
NTCRH. .

An overview of the contributions to the NTCRH are set forth below. These
figures are arnual estimates (except for AVS's figures which are based

on the l5-month project duration).

Ministry of Health Contribution

Land value (cne-time expense) ° $500,000

Rent and maintenance ) ~ 100,000

Furniture and equipment(one-time 100,0n0
expense)

Salaries f{or medical and adminis- 310,000
traciv: personnel

Vehicles (one-time expense) 50,000

Operational expenses (drugs, x-rays, 50,000
laboratory expenses

Family planning services 353,000

Administ~.,.ion 20,000

Total (excluding cne-time expenses) £315,000

JHPIECO

Contribution for all costs asscciated §250,000

with training, including the pro-
vision of laprocators and spare
parts

AVS

s
~1
w
(@]
w

Includes support for the NTCRH's §3
service, and program
supervision costs; plus support
of five provincial ho“pitals
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B. © PROVINCES PROGRAM

L.

SERVICES (12 months)

Expendatle supplies ($20/case
x 250 cases/center x
S5 centers

IT. AVS COSTS

A. EQUIPMENT - AVS PURCHASE

25,000

"~

§ 25,000 (us)

SUB-TOTAL INCOUNTRY

(See Sec. B: Equipment Category Brecakdowns)

1.

"~

B x
10 .sets A x

FOR 5 CEMTERS IN PROJECT YEAR 1

J sets B x $§15,000 ..
5 sets A x $ 3,500

FOR 1O CENTERS IN PROJECT
YEAR 2

7 sets

SHIPPING, HANDLING,SURCHARGE
(35%)

45,000
17,500

105,000
35,000

70,875

COSTS: S 70,97

§273.375 (us).

\0

‘.

(us)
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B. TECHNICAL SUPPORT S 6,080 (uUs)

4 programmatic site visits
travel (4 x $500) 2,000
per diem (4 visits x
7 days x $60/day) 1,680

1 medical site visit
travel 1,500
per diem (15 days x $60/day) 900

C. DANK TRANSFER CHARGES S 50 (US)

SUR-TOTAL
AVS COSTS:

<

279,503 (Us)

TNTAL _PUDGET: $3530.480 (US)
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EQUIPMENT CATEGORY BREAKDOWNS

A. Category A Equipment ($3,500/set)

o e = N WL W

set pelvic exam instruments )
sphygmomanometers (] each for the exam, OR and recovery rooms)
stethoscopes (1 each for the exam, OR and recovery rooms)
thermometers (1 each for the exam, OR and recovery rooms)
minilap kits

vasectomy kit

pelvic emergency surgery kit

manual aspirator

manual resuscitator

emergency oxygen resuscitation unit (demand resusitation)

[ntubation equipment:

1 Laryngoscope
10 airways:
5 endotracheal tubes

basic IV stand
bottles Sporocidin concentrate

B. Categerv B Equipment {S15,000/set)

o o e N = e e

manual operating table (adjustable to trendelenturg position)
gynecological exam table

examination lamp

revolving stools for exam and OR

adult scale

OR lamp

basic'instrument table

stretcher

autoclave

anesthesia machine
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BUDGET NOTES -- OVERVIEW

YEAR 1

YEAR 2 YEAR 3 YEAR 4 YEAR 5 TOTAL

NTCRH

SERVICES § 24,000 $ 24,000 $ 25,000 $ 20,000 $ 20,000 SUL3 000
SUPERVISION 21,975 21,000 23,000 20,000 14,500 100,475
PROVINCES

SERVICES 25,000 75,000 150,000 125,000 75,000 450,600
EQUIPNENT 273,375 273,375 23,625 23.625 0 394,000
RENQVATIO!! 0 10,000 20,000 0 0 30,600
TECHNICAL SUPPORT 6,080 6,080 6,080 i.ZAO. w,250 25.720
TOTAL: $350,430 $403,375 $274,705 S192,865 SLL3,760 51,369,125

Note: These figures do not include Bank Trans(ler Chiarpes of $30 per year.
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BUDGET NOTES

NATIONAL TRAINING CENTER FOR REPRODUCTIVE HEALTH

l. SERVICE

Institutional r:zimbursement for program.activities is calculated at
30/case. This includes $20 for expendable supplies, $6 for operational
expenses and $4 for food. These funds are to be used only for those casus
not done in conjunction with the JHPIEGO training program as JHPILZGO has
budgeted $30/case under its cost per trainee reimbursement scheme.

This subsidy will be in affect for the two project vears, after which time
it will be reduced to $25 for the third year and $20 in the fcurth yvear and
fifth year in an effort to promote institutiomalization.

2. NATIONAL PROGRAM SUPERVISION
a. Personnel
Program Dirzctor -- No AVS funding is foreseem for this position as

JHPIEGO is paving funds representing 42% of the NTCRH Director's FT
salary under its program. ‘

Program Manager -- AVS is assuming 60% of the FT salary of cthis position
and JHPIEGO is assuming the remainder.

The Medical Field Coordinator position will be budgeted at 207 of a ¥T
medical position at the NTCRH; however, the position will be carried uut
by several physicians who will rotate to do the field work.

The Accountant/Administrator and Secretarv will receive an "indemnits"
representing approximately 20% of their FT salaries for overtime wor i d
on this project; however, it is assumed that they will spend more than
204 of their time om this project.

The same salary levels are foreseen for the fivn project years.

b. Supervisorv field visits

Each visit is calculated on the basis of $50/day fer two days and this
amount is intended to cover both travel and per diem. This is an
average for budgeting purposes but will be disbursed on an actual cuss
basis. '

Administrative visits will be performed by the Program Manager and
Medical visits will be performed by thiz Medical Field Coordinacor.
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Notes

Under the first year program, five centers will receive | administrative
visit and up to three medical supervision visits (2 for routine follnw=-
up and one in the event of an emergency).

Under the second year program, it is foreseen that each of the centers
will receive up to one administrative and two medical Field visits on
the average.

In the third year, the institutions included uader the project will
receive an average of one administrative and one medical visit durin:
the year although it is anticipated that nor all of the institutions
will be covered since some of the "older" centers may not require
supervision and some of the "newer'" ore may requirc more than one
medical visit. In the fourth and Fifth project year, the same formula
will apply; one administrative and one medical visic is foraseen for
each of the participating institutions (25 in vear 4 and 15 in year 3).

Coordination Meetings in Rabat

During the first and second program years, funds are provided for two
persons from each of the centers to attend a coordination meeting in
Rabat about the project's implemencaticn. It is anticipated that the
medecin-chef of the province and the hospital administrator will attend

‘this coordination meeting as they will be oversceing the activities in

each of the provinces.

During the third program year, two persons from cach of the new cent
included under the program will sttend the courdination meeting; whe
one person wiil attend from the "older" centers.

Under the [ourth and £ifth year, each of tle participating centers will
send one person to the coordination meer ing.

Operatio- .. Expenses

These funds are included for communications, nrinting, and warchonsin:

-and distribution of equipment.

Year | $6,500
2 : 7,000
J 5,000
4 5,000 .
5 : 2,509

-

\%
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Dis?ribucion of equipwent will be implemented through the National
Office of TFansportaCLon. Each trip is calculated on the average to be
$100 per trip. (Although more will be budgeted for multiple trips).

PROVINCES PROGRAM

l.

SERVICES

It is anticipated that each institution will perform na the average 230
cases per year. The NTCRH will purchase and distribute stocks of surgical
and medical supplies to each of the participating centers. The per case
cost of these expendable supplies is calculated to be $20. Each insti-
tution is eligible to receive up to three years of support, after which
time it is assumad that the center will absorb the cost of the service

program.

EQUIPMENT

The equipment to be provided by AVS is diviced into two categorias. Set A
includes all minor surgical .instruments and emergency equipment and will be
given to all participating institutions. Setr B, on the other hand, includes
major capital equipment items for the less-equipped centers. Set & is
calculated to cost $3,500 and Set B to cost $515.000. Shipping and handling
is estimated at 35 percent.

Year | : 5 Sets A
. 3 Sets B

Year 2 : 10 Sets A
7 Sets B

Year J : 15 Set A

10 Sets B
Year 4: 5 Sets A (fot :nrlacvmqnt)
Year 5 : S Set A (for replacement)

Provisions for Years | and 2 will be budgeted nnder the first project rear;

Year 3 will be provided under the svcond projrri: and ruplacement sets will

be provided under the third and fourth yraes.
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MINOR RENQVATIONS

Minor renovations will include such things as paincing, electrical
installations, maintenance, etc. Mo renovations Are fornseen for the (irst
project year in an effort to facilitate the implementation of -the program.

Under the second and third project years. it is anticipated cthat 5 and iU
centers will require minor renovation averagiag $2.000 paer center.

TECHNTCAL SUPPORT

Technical support from AVS staff will be conducted on site and funds are
included for travel and per diem for four prozrammatic site visits by
Africa/Middle East Regional Office staff and one medical site visic by £¥S
Medical Division staff. This frequency of visits will be maincaincd duriuyg
the first three project years after which time zhe frequency will be reduced
to two programmatic and one medical site visit per wvear for the fourth and
fifth project years.
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ANNEX VI

SOCIAL SOUNDNESS AND BENEFICIARY ANALYS1S

A.

Introduction

The societal benefits of family planning have been discussed
widely in recent yeﬁrs. Frequently-cited conseqﬁences of
decliring fertility have ircluded such broad social ard
econcmic berefits as higher per capita income, greater public
access to educational, health, “ood, and recreatioral
resoﬁrces; reduced strair orn public irfrastructure such as
transportation, watar, sewerage and housirg; and a lower
likelihood of political/social urnrest. At the micro-level,
some advantages of decreased fertility have been remarked to
include lower maternal morbidity ard mortality; lower irfant
mortality; improved nurrition; ard réduced inciderce of
abortion. Family plarnirng has also beer cited as an ecornomic
"good" but with social/ethical overtores, l.e. as a mears
whereSy women may alter their traditional patterns of
childbearing arnd thereby seek broader participation 1n.social
and economic life. Apd, es affirmed at the Bucharest
Populatiorn Cornferecce of 1974, ard echoed ir AID policy
statements, the ability of couples to volurtarily determine
their own fertility is ar iralierable humar right -- the
observance oi which is facilitated by the availabiliiy of

family plarning information ard services.
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This section will touch briefly on some of the foregoing
social consequences of declining fertility -- particularly
those which clearly affect individuals at the personal and
family levell This discussion is not comprehensive, given
the large volume of existing literature on the subject, and
the generally-acknowledged perception that voluntary
fertility management is a desirable goal for most

individuals, societies and governments.

The following table offers a partial overview of the social

context of the Morocco Population/Family Planning Project:

SOCIAL/ECONOMIC INDICES FOR MORCCCO, 1934
Total Population (mid=1984 estimacte) 22 million
Crude Birth Rate 38 per 1000

Crude Death Rate

Rate of Natural Increase approx.
Years to Double Population

Percent of Total Population under Aze 15
Population Distribution, Urban/Rural

Rate of Growth of Urban Population

Years to Double U~ban Population

Total Females 15-49 Years of Age

Married Females 15-49

12-13 per 1000
2.6% per annum
27 years

42.1%

62.7%/57.3%

4.9 million

3.4 million






B.

Sncial and Cultural Factors

The relatiouship of social and cultural factnrs to fercilicy
practice in Morocco has not been well-examined in the
literature. Two studies have, however, offered snme
Morocco—specific conclusinas cecacerning the significance nf
the factors in regard to pnpulation pnlicies and programs.
Robert Fermes, ir "Sccial and Cultural Facters Involved in
Population Program Strategy in Moroccn™ (APHA, 1977),

nbserved that:

1) There are no significant cultural or religinus

constraints to family planning in Morocco;

2)  The rapidly changing nature of particularly urban but
also rural life in Morocco has created a growing demand

for contraceptive services; and

'3)  This demand is nnt always clearly recngnized by high

Hlornccan nfficials (or by foreigners).

Basically, Fernea argues that che basic human needs nf the
poor (health care, shelter, clothing, fond, emplovment,
educatinu) are much the same as thnse of the relatively

well-nff; thus the demand nf contracepting already exists.



Fatima llernissi, in a unpublished "reflectinus paper”

prepared at USAID's request in 1983, generally shared, and

elaborated upon, Fenea's key nbservations. Mernissi’ noted

that:

1)

2)

The Moroccan religinus community is currently troubled
by the pnssibly incﬁnsistency of family planﬁing with
"ecorrect” behavinr. The religious leadership wiil
quickly support FP, however, nﬁce the level of popular
acceptance of countraceptive practice rises to a point
which clearly expresses the will of the Ulema or Islamic
community. Mernissi claims that FP practice in Nofocca
has already reached that level, and that the open
endorsement of the réligious and political leadership is

imminent;

Changing patterns of family structure -- including the
dimiaished importance of the extended family as mediator
and safety net for broken marriages -~ are compelling
Moroccan women tn bte more independent and assertive in
establishing their fertility gnals. Specifically,
Méroccan women are chonsing to have fewer children for
what a.pear to be contradictory reasons: 1) to leave
themselves relatively unencumbered (marriageable,
employable) in the event of 2 failed marriage; and b) to
produce a more “modern” domestic enviroanment for a
husband whpse self-and-family—image has been changed Ly
urbanizatinn and the influx of Western notions of

"modern” family life. N\



3)  Related tn No. 2, above, Meruissl claims that changes 1in
popular attitudes toward "traditinn” and "modernity” are
pervasive -~ and clearly in the direction of modernity.
One aspect of this change -- which may be an acceptaunce
of nuter forms rather than internalized values -~ is the
identificatinn nf a smaller family with a "berter” life.

Government leaders, meanwhile, retain a patronizing image of

the country's citizenry as conservative, tradition-bound, and

unprepared for an explicit, public discussinn »f pepulation
issues. Again, Mernissi believes that gonverumen:
prououncements will very shortly fall in line behind popular

practice.

Both writers' presumptions of the sncial and cultural
acceptability nf FP in Morncco h;ve veen supported by survev
and accuai prngram experience. Conutraceptive practice in
Morocco nas imnvariatly increased in response to increasad
availability of FP services -- ia apparent reflection nf a
considerable latent and hitherto unmet need for these
services. USAID and the GOlf nonetheless agree that
comprehensive knowledge of the socin-economic correlates of
populatinn planning in !arncco is scill lackinz. Analysis of
the recently-published Natinnal Fartiiity Survey (cthe Mornccn
portion of the World Fertility Survey - WFS); rthe 1933-84
Contraceptive Prevalence Survey (fieldwnrk under wvay in
December, 1933 —-January, 1984); and the 1982 natinnal census
during the new project perind will provide extensive new

informatinn about the social and econnmic dimeusinnsg nof

6=



C. Beuneficlary Analysis

An assessment of the impact of family planning om selected

aspects of social and individual well-being follows:

1. Maternal and Chiléd Healcth*

Family planning impacts directly and iméortantly nm
health, and particularly on maternal and infant health.
High fertility is associated with high infaat mortality;
and maternal mortality -— the risk.of dying in

. childbirth —— is greatly affected By the tntal nugber of.

| children that a women bears in her lifetime. It is also
affected by the age'at which she bears these children
and the spacing between bregnancies; These factnrs of
number and timing also have a major impact on the chance

fach of her children will have for survival.

* The following discussion of maternal and child health benefits of
family planning draws on several snurces. See Annex for a list
of resource dncuments cousulted for this and other sections nf the

Project Paper.

o



Women's Health: Pregnancy and childbirth are among the
most lmpnrtant causes nf death of women nf child-bearing
age in mnst developilag cnuntries. The effect of
pregnancy and birth on a woman's health is, in part,
determined by the number of pregnancies she has had and
the spacing between each pregnancy. A birth interval of
less than nne year is commonly two to three times
riskier than a birth interval of two to three years or
greater. Moreover, international data show that the
risk of maternal death for high~order pregnancies holds
true regardless nf the woman's social level. The ma.jor
reason that maternal deaths increase with birth order is
that complicatinus of pregnancy and childbirth rise
sharply among third and later births. Such
complications include hemorrhage, pulmonary embnlisam,
toxemia and anemia. While these complications kill mauy
women, they weaken and injure many more. Women of high
parity are alsn at an increased risk of develnping
diabetes, cancer of the cervix, rheumatnid archritis, .
hypertension énd malnutrition. {Fathers of large
families, incidently, are more likely tn develop

hypertensinn and gastric ulcers).

NV



A mother's age at pregnancy is also an im&ortant factor
in determining maternal health. Childtearing in the
teens and past mid-thirties is riskier for both the
mother and her offspring than when the mother is in her
twentles. As in the case of high-birth nrder risks, the
age-felated risks of pregnancy are not confined to poor
women. These risks are exacerbated for the poor,
however, because poorer womeu are far less likely tn
face problems in a hospital, or with access to gond

medical care.

Moreover, complications which might be managable in a
hospital become far more serinus, or life-threathening,
if they'occur when a women is delivering her baby at
home, with the help of a relative nr untrained midwife
-~ the situation in Morocco, where 85% nf all deliveries

are {n the hone.

Infant and Child Health: The same factors which
increase risks to maternal health also affect the
survival chances of children. A child's chances of
deing born healthy, and of surviving the first few years
>f life, are reduced by close birth intervals, high

>arity, and age of the mother.
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International data (WFS, WHO studies) show aa increase
in death amnug infants born after'short intervals, with
this risk to infant health continuing even after the
first year of life. 'This higher rate of fetal and
infant deaths may be due, in part, to the lack nf time
for the mnther's bndy tn fully recover after the last
pregnancy, (the "maternal depletion syndrome") and by
too-rapid weaning from the breast because nf a

subsequent preguancy.

Iaternational studies also show a strnug and consistent
relatinuship bLetween birth order aand child nealth,
whereby fetal death rates increase with birth order.
While all of the reasons far thnis relationship are ant
clear, part of the explanation may lie in the
birthweight of the infant. Begianing with the fourth
child, the proportinmn of babies of low dirthweight

lncreases steadily.

Low birthweight infants have a much nigher risk of dying
during the first year; and they may alsn have more
health problems than other children, if they survive.

(A WHO Scientific Group has prnpesed that part of the
effect of birth order nn child health prnbably nperates

through nutritinnal factors:
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"The incidence of dlarrheal disease, the principal cause
of deatﬁ 1n less developed countries during the first
two years of life, is clearly associated with poor
weaning practices, and early weaning often follows a
short pregnancy interval. The ensuing malnutritionm,
which reaches its peak during the secound year of life,
1s also related to the high incidence of other
infectious diseases.” - WHO Techuical Report Series No.'

842, Geneva, 1970).

The health of infants is also affected by their mother's
age when they are born. WFS data from several countries
indicate that infant mortality of women under the age of
twenty is:considefably higher than that of a mother iﬁ
her twenties. Children born to nlder women are more
likely to suffer debilitating, and ponssibly

life~threathening, health problems.

in summary, the health status of women and children in
developing countries is determined ton a significant
extent by the number of children women bear, the age at
which they begin and complete this childbearing, and the
intervals between births. Tre most practical way to
affect the health risks posed by thése factors 1is
through the use of family p}anning. Findings from the
Morncco portion of the'World Fertility Survey and the
Morocco Contraceptive Prevalence Survey have idepnrified

a large unmet-demand for family planning.
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These surveys show, for example, that approximately 50%
of Moroccan women who currently do not use a mndern
cnntraceptive methnd would accept and use such a methnd
if it were made available to them. If these women did
practice family plamning, most of the pregnaneies/births
which would be avoided wnuld nccur among the riskier,
high pari.y mothers, leading tn a significant decline in

both infant and maternal mortality.

It should be noted that current rates of infant
mortality in Morncco are higher than might te predicted
on the basis of the cnuntry‘s near-middle~income status:
overall, infant mortality is apprnximately 110/1000
births, including an urban rate of 100/1000 births and 2

rural rate of 119/1000 births.

The tole nf FP services as a basic public health measure
in this context is evident particularly when FP services
are combined with such life-saving and health-enhancing
measures as ORT and increased immunizatinun. Less
immediately obvinus tut just as meaningful ia the larger
run, will be the reactions nf parents to declining
lunfant mortality in Horoccn. It {s generally presumed
that high fertility -- in llornccan and in nther
develnping countries -- is at least in part a respnnse

to high infant and child amortality.

Q\
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That 1s, improved child survivorship will (eveutually)
lower the probability that parents will want additional
children, this strategy of lowering fertility by
réducing child mortality has in fact retained
considerable appeal to thnse GOM policy-makers who

coutinue to perceive political/cultural barriers to the

- widespread acceptance of modern contraceptive practices.

Family Planning and Illegal Abortinm

Moroccan law permits a therapeutic abortion if the
mother's health is in danger and i1f the husband and
attending physician both give their permission for the
procedure. While this law might seeﬁ relatively liberal
in theory, in practice abnrtion is generally considered
to be illegal. And beyond this popular perception of
abortion as being formally illegal it is almost
universally-regarded as sinful within the Muslim,
community. Put briefly, legal atortiom is not available

in Moroccn.

The incidence of illicit abortinm is not known, given
the difficulty of obtaining inform~tinm about
1llegal/sinful acts. Moroccan healch officials
privately concede that illegal abortion is widespread --
one physician suggesting that about nne-half of the
ob—gyp teds in most major hospitals were occupled by
women suifering from the sequacli of induced abortions

initiated by non-medical practitioners.

v

G\
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The potential for preventing deaths (both maternal and
fetal) from illegal abortinn through family planning is
clearly very great, siuce these pregnancies are
unwanted. Ou the premise that the primary purpeose of
family planning 1is to permit couples tn have wanted
children, abortien -- in addition to {its moral aand
ethical considerations -- must be viewed as ‘a
cnusequence of the non-use (nr incnrrect use) of

coutraceptlve services.

Efforts to extend the availability of contraceptive
informatinn and services in Morncen are therefnre seen
by the GOM as, inter alia, a means to reduce the
fncidence of abortina as both a public health problem,

and as an assault upon the Mornccan social counscience.

Family Planning and the Role nf Women

The status of women 1s markedly ambivalent at every
level nf the Mornccan social structure: several female
members of the Moroccan Royal Family hold preminent
positinons as honorary heads nf varinus social welfare
nrganizations (including Patroness nf che Mnroccan
Family Planning Assnciatinn); but there are no women at
the highest level nf gnvernment, nn female ministers nf

state, no members of parliament.



Women are entering the professional levels of goverument
and commercial service in increasing numbers, and women
now account for almost 40% of the work force. But wnmen
frequently hold jobs that men will not'accept because of

lov wages and the routine nature of the work.

Thé ambivalent.status of women 1is.reflected in the law.
A woman's right to vote is quaranteed by the
coustitution; but she must have male authorization to
accomplisn any official act. She needs the permission
of a husband or brother to manage the inheritance of her
children, to obtain a passport, or to travel abroad. A
husband can legally prevent his wife from working after

marriage.

The Moroccan Federation of Business and Professinmal
Women has preseuted recommendatinns to parliament
calling for changes in the law, and particularly of
statuces covering divorce, alimouy -and polygamy (still
practiced by five per cent of the population). Other
Moroccan observers feel, however, that it is custom and
tradition, rather than the law, which more effectively
bind Moroccan women to the househnld -- and to their

role as wife and mathar.

15~
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The inaccessibility of education facilities to Moroccan
women has reinforced the effects of law, custom and
tradition. Moroccan girls first entered the school
system in 1943; and at present, less than 60% of
zligible girls are enrolled in primary schools.
Moroccan society reflects this legacy of educational
neglect of women: the illiteracy rate for females is
almost 30 percent nationally, and about 96 percent in

rural areas.

Family planning has frequently been advocated in chis
context as a "liberating" factor which would enable
women to establish and realize their owm fertiliéy
goals, and to thereb& participaﬁe far more fully in a
country's economic and social development. Other
observers have pointed, however, that the promotion of
family planning to, and adoption by, poor uneéucated
women is a priori hindered by their non-literacy and

adhesion to "traditional" fertility norms.

This latter argument implies that provision of FP
information and services per se is an inadequate
response to the problem of excess fertility, and that
prior/alternative expenditures for Ffemale literacy
training, skills developmenc, job creation etc. would
represent a stronger investment toward reduction of a

country's high rate of population growth.
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Survey data in Morocco do in fact reveal the
differential patterns of contraceptive use frequently
reported in other developing countries: Coutraceptive
use in Morocco rises with educational level (as well as
with age, urban residence and family income). The
Morocco WFS (1980) for example, reported contraceptive
prevalence to be approximately 16% among illiterate
women, and about 45% for women who completed primary or
primary and secnundary school. Similarly, the
Contraceptive Prevalence Survey (1982) reported
contraceptive practice ranging from 20.2% amnng women

sans instructinm, to 457 among wnman who completed

primary school, and to 667% among women who completed
secondary school. Although a causal relationship cannnt
-be inferred to exist bet&een level of education and
level of contraceptive practice, the strong correlation
between these factors suggest careful consideratinn of
female education and literacy training as appropriate

"population” investments.
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A second look at the Morecco data suggests cautinm,
however, in embracing that cnnclusion. As nnted
previously, the Morocco WFS and CPS indicate that
épproximately 50% of current non-users of contraceptives
would accept/use a FP method if it were made available
to them -- suggesting a thenretical coantraceptive
prevalence for Morocco of abnut 60% (25% current
prevaleunce plus 50% of current aon~-users) if FP methnds
were universally- available. In more practical terms,
contraceptive prevalence in the VDMS provinces 1is
already between 40% and 50% - or aboqt double the
prevalence found 1in thesas areas pre-VDMS -- withnut any

accompanying change in other socin-economic factors,

The point tn be made is that investments in female
education, skills training, jnt development, etec. have
absolute merit if and by themselves, but nnt necessarily
as essential means to reduce fertility. This pnint is
especially pertinent given the differentiafi cnst needed
to achieve a change in a socin—ecgnnmic factor, such as
education, which would result in a specific fertilicy
decline, as against the far less cnstly investment
needed for the develnpment nf FP service delivery

svstems.
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AID's Population Assistance Policy Paper notes this

distinction in observing that ".... contraceptive use
has the greatest pntential impact nun fertility; indeed,
in the abseunce of modern family planning services, soﬁe
soclo~economic changes (e.g., improved child health and
changing patterus of breastfeeding) may actually lead to
higher birth rates. In short, modern coutraceptives
provide the means by which individual couples can

achieve their desired family size most effectively,

safely, and humanely.” (p.4).

The apprnach set forth under this project, them, is 2
"family planning” approach to fertility reduction in
Morocco. It -is acknowledéed, however, that the largaly
- FP strategy described herein represents only omne
portion of a "populaticn” prngram — che latter being
defined as including other elaments of the U.S.
assistance program in Morncco designed specifically to
enhance the rnle of women in the development process.
These latter activities have included an industrial and
commercial job training project for wnmen with the
Ministry of a skills-develonpment/income~generating
prnject with the Union des Femmes Marncaine; and
specialized training programs in the U.S, Snr women from

various GCM and private nrganizations.
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These complemeuntary activities,lalong with other
pnsitive sncial changes under way in Morocen, will
possibly reinfnrce the fertility-reductaon effrct of the
FP program which.this project supports directly. As
Fatima Mernissi has pointed out, however, the "direct"
role of family planning on women's rights, freedonm nf

ackinu and self-expression in Morncco is in itself a

potent force for social change in the cnuntry.



ANNEX VII

ADMINISTRATIVE ANALYSIS

Implemertation of this projec; will require the coordinated action
of AID (includirg, primarily, USA1D/Moroceo, and various
AID/W-funded grantees/ contractors); GOM institutions (ircluding
primarily the Ministry of Public Health, with additional
participation by the Ministries of Plan, Hardicrafts and Social
Affairs, Youth and Sports, and Agriculture); the Moroccan private
sector (primarily the IPPF-affiliated Morocecan Family Plarnnirng
Association - AMPF); arnd other donors‘(including primarily

UNFPA). The respective structure and resporsibilitiss of these

parties are as follows:

A, AID

USAID direct-hire personnel will continue Lo exercise primary
responsibility for the managemert of activities discussed in
this Project Paper. Specific projecl management
resﬁonsibility will rest with the Pupulation, Health and
Soclal Services (PHSS) Division of USAID. PHSS USDH staffing
will include a Divisiﬁn Chief/Population Officer; ard
Assistant Population Qfficer; aqd a Health/tlutrition

Officer. As in the past, the Divisiun Chief and the
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Assistant Populatinn Officer will act as project officers for
each of the several sub-projects, with the specific division
of such responsibilities to be jointly agreed to by the two
officers in consultation with the USAID Direétor and Deputy
Director. The Assistant Population Officer will also manage
the on-golng Statistical Services Project -- a census, survey
. and data agalysis activity with the Ministry of Plan —

currently projected to continue through FY 1985.

The Health/Nutrition Officer will manage the Health
Management Improvement Prmject (also expected tn continue
tarough FY 1985); the PL-480 Title II program (ghru FY 1988);
and the Social Services Training Project (until early FY
1985). He (she) will also assist in providing technical
oversight for health/nutritioﬁ elements (ORT, breastfeeding,
growth monitoring) of cthe populationa project, with particular

reference to the VDMS program.

USAID experience with the predecessor project 608-0155
demonstrated that the distribution of tasks described above
will fully engage the time of three USAID professional staff,
but will leave little opportunity for the staff to engage in
forward planning, program development, and coordinatinm of
the divérse activities of the Division. D)oreover, the
addition to the project nof new, labor-intensive actlivitieg —-
particu}arly the private sector subproject -- creates a need

for additiounal contract staff.



‘In view of the special nature and skill-requirements nf the
(AMPF) countraceptive sales projects, USAID propnses to
execute a contract for a techniczl specialist who will manage
these private sector activities. Thkis conntract may be either
a PSC or an {nstitutinnal contract depending on the outcome
nf a broject feasibility study to be cnnducted in early FY
1985. USAID has includad funds for a 24-month PSC in this
Prnject Paper. 4An institutional contract, if necessary,
would presumably be cn~funded by USAID and the AID/W-financed

Contraceptive Retail Sales (CRS) pronject.

Several AID grantee/contractor nrganizations will alsn

participate in the prnject. These include:

l.  The Association for Vnluntary Sterilization (aVS), which

will assist in the implementatinn nof the national
reproductive health/ surgical cnutraceptinn project
described under Qutput 4. AVS will purchase medical
supplies and equipment, provide operating expenses fnr
the prngram, and provide technical supervision fnr
hnsbitals participating in the sub-prnject. Funding for
this activity will be provided by USAID/Morocen, via a
supplement to AVS' existing grant agreement with

AID/Washington.



2. Johns Hopkins PIEGO will continue to support training

costs for Moroccau and other francophone/arabic-speaking
professionals at the National Training Center for
Reproductiv2 Health, Rabat. Funding for this activity
will be made available under the AID/W-JHPIEGO grant

agreement.

3. Westinghouse (or successor—contractor) will provide

technical assistance for the execution nf two
contraceptive prevalence surveys (CPS') during the
life—of-project. Consts for these surveys will be shared
by USAID (local costs) and by the AID/W contract (fnr
contractor core costs and analysis work performed in the

U-So)-

Otﬁer technical assistance will be provided under
AID/W~funded ;greements in such areas as IE+C materials
development (Johns Hopkins, PRICOR); operations research
(Family Health Intermational, Johns Hopkins); FP records and
data management (CDC); and private sector prnject design
(Futures); and analysis and evaluation of fP/health
Interventions (MSH). USAID +1ill also draw on perscunel from
these and other organizatinns to assist in the performance of
project evaluations, as described in the Evaluation Plan,

Sectinn



B.

con

The Ministry of Public Health (MOPH) will continue tn be

the primary fecipient nf U.S. assistance under this
project. The formal structure of the MOPH has been
described in detail elsewhere (The Morocco Syncrisis,
1977; Project Paper 608-0155 for the Health Management
Improvement Project, 1981) and will not be repeated
here. The organizatinn chart reproduced on the next
page will facilitate the following discussion of
USAID-MOPH relationships concerning administration of

the populatinan assistance prngram.

The Minister of Public Health is the Ministry's
signatory ton the USAID Prnject Agreement concerning the
major elements of this project. While the Health
Minister has nnt routinely participated in ptoject
negotiations or reviews, he has been vignrously, and
publicly, supportive of the prnject. In 1983 the
Minister made a RAPID-assisted presentation to the Prime

Minister and Cabinet.

The Secretary-General is the senlor most career civil

servant in the MOPH. He tno, has been very



Organtzation Chart of the Moroccan Ministry of Pyblic Health,

[Tnspector

1 Hunster

General)

—t

1976

- . - e e —— . . _—
RatTonal Tnstitute - 12aTt un
of Hygiene —_—
_ oo e i Secretar TR
HationaT Labsratory For— | Conputer Services | . ~ —neneral {Special Weaith Advisori
__Drug Control '— » grener
~
‘Hationa) Blo6d Transfus on] |
[} llcm.:tolugy Center
— e
Lfnwromenlal Hygiene - Dlrecl.l(.m of / Direction of
- iTechnical Affairs iministrative Af
[ MR etTaTE Sevice ) : \
Division of Divisfos of bivislon of
Bivision of Division of Divlslon of Personne} & Haterfal & General
fEpidemiolog Infranstructure ation _@?gg(_ ___g_qg_l&tpl Affallrs
i L rL o ’J Iy T “ilT S T 1
: f" ] [ =1 Ui
8 L
“ = o
L -
1 I Y o , | g o g
g (& |IB £ < o IREE 5 : S
a 3 3 " £ . s| gl v 2 I 2 " = & g
v " U < [ = o = alls o ' Q — o - ]
@ i~ - " - o e X B < 2 |2 ! o aQ -
= a a < = x —— o el la] 1] 1S l P o 8 - o “w
2 0 I 2 ~ s g I3] (2] [:]]3] |2 g g g g 2l (3
:__, ; o ~ < = x w o o - 1 . !-— '; & E‘ 3 é‘ S x &‘
c ot C Q ) - -~ — - c E S o o o
< [ = b IR - = - . c - = < € 5 -
3 “ [ — c - o = ~ e al jo [y = 3 ] E - wn @
5 2 g e S 5 HIRANE BHE = 18] ‘g i8] |3 3 E s 2 2 z
o - @ @ o Q ISREIREIRET 3 ‘o @ [ =4 < ; = -
o) [&] 2] |z 2] |2 CANNES L= é x| E.J 3] 2 £ |£] 12 Y& | £ 3...' ] 18
- . I.-. ry r - .. . ’ -,-_..—. ) - ) N .-.l ) ‘I
I Hedical Reqior {1 Medfcal Region 111 Medical § chtuﬁ[ IV Medical Region V Medical RegionT Vi Medical Region VIT Medical
of the South Tensife of the Cullm o ot the North North-Central | - East Region South-
\’\. el I TTTE S mmee TN — . I R "“gﬁnrﬂ'_‘“
[T T S P R
po—e — N i . .
(3] = - . e R
- H ; ’ . <
e < * < ol lu ’ : " , E 1
< 3l e =2 3] [ = HEEBE [:, ! z f 2
o o o - 1] H g j =
2 SISl 128 (3] 2 ~ ZE-:]:E%«EE, of 0|23 o 3 g |2
2 siEl e B4 e S IERE N R R R R - sl B g
=l PlEHE B3 s : 31 120 iE 2| st Elisl gl 81 5| Bl Ll s ENENE Eifg
. J1.4 N I © of lep i B i IS A T P f‘ =2 bvf I 1 I of if
3 al a1z 28 13l 13 N RE R EFURNEN S '>'l SR ;.’ IR I I R 1 K 4111 RN
R -y R = = M I
£ EjE(lE] E£o 8 &'-l £ gl :gj g8 g 8: 15 %0 i3: i3 8l 13l iz |3 g8l 13 ,3-' 8 8
el 2, a, ) & a el 8, [EENGY Rty 2l al a lad gy la] R
Note: There are ng regyional level activities 4s yel, nor any delegation of dutharity, responsibility, etc.  Inis s L8il) in the planning < tage.
Source: “20 vears cf Public Health,* Ministry of Pyblic Healtk, 1924,



supportive of the project since 1978. A public
administrator By training, the Secretary-General {s
USAID's project counterpart for the Health Management

Improvement Project.

The Director of Technical Affairs is diresctly
responsible for the Ministry's curative and basic health
care programs, and is the direct counterpa?: nf the
USAID PHSS Division chief f£or the bulk of activities
under this project. He 1is also the chairperson of tb

MOPH Comité Technique, which has been designated by the

Health Minister to oversee implementatinn nf the !NOPH
family planning program. That Committee includes the
Chief nf the MOPH Populatinn Divisinn and the Directors
nf the Offices of Family Planning, Health EZducatinm,
dutrition and MCH, Health Statistics, and as an ex
officio member, the Chief nf the Infrastructure Divisinn
(responsible for long-term planning of MOPH human and
physical resnurces). The Technical Committee meets on
an at least monthly bases with USAID/PHSS staff. ‘hile
the Director of Technical Affairs is clearly responsible
for the general directinn established by the Committee,
the group itsa2’f is unusual for the vigor -- and
nccasional dissent -- with which it examines program

performance and options.



USAID maintains day-to-day liaison oh project matters
with the Chief of the Family Planning Office and/or with
his supervisor, the Chief of the Population Division.
The family Planning Office serves as the secretariat for
the FP Technical Committee; collects and summarizes FP
services statistics from the provinces; o;erseas the
disbursement of USAID and otheér-donor funds in support
of the program; compiles fiscal and progress reports;
schedules in-country training programs; clears and
warehouses imported contraceptive commodities; and
serves as liaison on FP matters between tha MOP

Technical Committee and provincial health personne.,.

At the province-level (see charts, following pages) the
MOPH health system is managed by a medcin chef who
reports to the province governor and to the MOPH

Director of Technical Affairs.

\
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The provincial health network includes three comﬁonents;
hospitals, laboratories, and the primary health care
system (SIAAP), each of which is headed by a functinmnal

medecin chef. The latter service -- SIAAP — is

respousible for the netwnrk of health clinics and
dispensaries (typically about 25-30 per province)
located throughout each province; the MCH clinics
attached to each hospital; the nutreach workers based at
these facilities, and mobile health/FP vans. This STAAP
network represents the delivery system for the MOPH FP

program, including the VDMS pronject.

All together, MOPH (nnmn-hospital) heafith facilities
include 860 dispensaries (656 rural, 210 urban) each
staffed by 4-5 nurses and practical nurses; amd 260
Health Centers (150 rural, 110 urban) staffed Lv a
physician and 8;lO nurses and practical nurses. All of
these facilities nffer FP information and services to
walk-in clients. In VDMS proviaces, the practical
nurses in these faci;ities are tralned and equipped as
VDMS outreach workers, and deliver health/FP/nutrition
services nn a dnor-to-door basis approximately 20 days
per month. The nurse-supervisors are alsn trained as
VDMS supervisors, and make perindic field visits tn

oversee the work of the outreach agents.

Nurses in most (600) of the 860 dispensaries have been

trained and equipped to do IUD-insertionns.
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Another UNFPA MNeeds Assessmené Mission will probably be
fielded iun late 1985 early 1986. As was the case with the
1979 team visit, USAID expects to cousult closely with the
UNFPA mission, and that their report will reflect UNFPA-AID a
division of labor in keeping with the special competencies of

our two organizatioms.

Qb
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In 20 of Morncéco's 45 provinces, Family Planning
Reference Centers (generally attached to proQincial
hnspitals) provide FP training to health persnnnel;
provide FP services tn walk-in clients; and provide
follow-up care to persnns referred to the Center &ty
other facilities (e:g. for FP side effects or

complicatinms).

The Medecin Chef nf SIAAP and ultimately, the provincial

Medecin Chef are also responsible for all administrative

aspects of the FP program, including the
cnllection/summarization and forwarding of service
statistics; receipt, storage and distributinn nf
cnntr;cepﬁives and other project éupplies (Actamine,
ORS, diet supplements, IZ+C materials, etc); arranging
{n-service FP training fnr provincial nealth personnel;
and -- in VDMS provinces -— the receipt and
accountability of USAID-provided funds for the VDMS
project. This latter responsibility is shared with the
province-level d&légué nf the Ministry of Finance.
(USAID funds provided by USAID to support VDMS field
activities are transmitted by check froam USAID to the

Hinistry of Finance, Rabat.

M
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The Finance Ministry subsequently authorizes its
- representatives in the VDMS provinces to establish MOPH
lines of credit for the VDMS program in accordance with
provincial VDMS budgets agreed to previously by

USAID/Rabat and the MOPH. The provincial medecin chef

is thereafter provided mbnthly advances by the
province-level nffice of the Finance Ministry.
Subsequent allotmerts for VDMS activities are provided
by the Finance délégué upon receipt of proof of

expendlture of the prior release.

Summary records nf these releases and expenditure
reports are forwarded on a trimester basis to the
MOPH/Rabat, which provides them to USAID as bases for
MOPH requests for additinnal tranches nf USAID funds for

VDMS.

USAID support for the various FP activities of the MOPH
will continue to be provided indirectly -—— through the
Ministry of Finance — for anst costs, and directly to
the MOPH and/or local vendors of goods and services for
selected items/activities. These latter instances will
include USAID in-country purchase of nff-the-shelf or
locally-produced supplies and equipment (IE+C materials,
Actamine V, medical supplies, etc.); support for local

conferences and training sessions; and support for the
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National Training Ceunter for Reproductive Health. (The
NICRH is a qhasi-autonomnus institution of the MOPH, and
1s authorized by the MOPH tc maintain direct

relationships with various donor agenciles).

All of the elements nf this project which invnlve the
participation: nf the MOPH will be included in Project
Agreements negotiated with the MOPH and signed by the
Health Minister. These Agreements will be
approved/signed by the Ministry of Finance on behalf of

the GOM.

Two pnints should be noted concerning the foregoing
discussion of USAID-MOPH administrative procedures: 1)
the MOPH administrative system which will support this
project has been tested and refined in the process ot
lmplementing the predecessor-project 608-0155, and has
demonstrated its capacity to function effectively.
Implementation nf the former project required that
hitherto lacking or inadequate procedures be installed
or improved, including, inter alia, the establishment of
a funding mechanism fnr the VDMS project; the creation
nf a special bank acount for the NTCRH; application nf a
Fixed Amount Reimbursement procedure for constructinm of
FP Reference Centers; and the develnpment of improved
fiscal and performance reporting procedures within the
MOPH. Overall, the MOPH is still troubled bty serious
management shortcoming and archaic administrative

systems.
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But the MOfH has shown a capacity to effectively
undertake th; FP program, including a willingness to
experiment with the management ianovatiouns needed to do
so. 2) The Health Maunagemeunt Improvemeut Project is
addressing many of the Ministry's management frailties.
Special problem areas being ;éeated by the managemeut
project include persounnel admini;;ration/manpoyer
planning; pharmaceutical.logistics; motnr pool
management; and finauncial reporting. The project is
also assisting the MOPH in the design and imstallation
of a computerized management information system (MIS)
which wfll link many of the Ministry's disparate
elementé into a more coherent —- and marageable —-
organiz;tion. By design, the Management Project
fo;usses on these broadef sub-systems which serve as the

administrative underpinning for MOPH programs.

-Conversely, the managemeut project has not been nriented
in any special sense toward family planning program
management. Nonetheless the systematic improvements
wrought by this project will mnst likely reinfor;e the
organization's overall capacity to field a vigorous FP

program.

er
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Other GOM Hlnistries/Agencies: Under the predecessor
project 608-0155, USAID supported the introductinm of
population/FP components into the programs of several
non-MOPH ministries and ageuncies. This suppnrt included
assistance for AMPF's series of FP training programs for
personnel from the Ministries of Agriculture, Secial
Affairs, and Youth and Sports; provisinn of suppoart for
other ministry personnel to attend U.S. and
third-country conferences and training programs; and
technical assistance and some commndity sﬁpport (a
microcomputer plus peripherals and software -- including
RAPID), and user training for the Mizistry of Plan.
These activities were carried nut within the overall
rubric of USAID's Project Agreement with the MOPH, and

were modest in thelr scope and cost,

The new project will continue to support AMPF's
other-ministry training programs, with particular
emphasis on traiing of exteusion and nutreach workers of
these ministries in FP communicatinns and service
delivery. To the fullest extent possible, USAID will
direct post-training assistance to these ministries to

enable them to expand their nwn FP programs.
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This support will be provided via project agreements
with these ministries, or 1f that froves impractical,
via supplemen;al USAID dssistance for AMPF (see below).
It must be noted, however, that the likelihnod of an
expansive, other-ministry FP program is rather low. The
GOM has given the MOPH sole responsibility for provision
of public sector FP services; and the MOPH is quick to
point out that its own extensive FP program obviates the
need fér the duplicative efforts of potentially~damaging
"non-professional” FP agents. A practical compromise
being explored by AMPF and USAID is to utilize
AMPF-trained outreach workers from nther ministries as
the CBD (Contraceptive Sales) agents described under

-

Qutput 7.

USAID relatinnships with the Ministry of Plan are more
direct. A separate project, "Sgatistical Services"
(608-0162) is covered by its own prnject agreement,
which includes technical assistance, participant
training and commodity support for data collection, and
planning. The U.S. Bureau of the Census will provide
consultant assistance under that project through FY
1985; and Research Triangle Institute is helping
incorporate methndnlogies to improve long-term planning
with special reference to the effects of population

growth across various development sectors.



C.

(RTI assistance is provided under a USAID funding
supplement to the AID/W~funded IPDP ;ontract. Project
608-0171 will continue direct support for pnpulation .
activities at the MOP via prnject-funded technical
assistance from IPDP and/or RAPID-II; USAID spousnrship
of MOP participation in population conferences and
workshops; and training grants for mid-level MOP"

analysts and planners.

Private Sector

1. The Associatinn Marancaine de Planification Familiale

(AMPF)

AMPF 1s the Moroccan affiliafe of the Internatinmnal
Planned Parenthood Federatinn (IPPF). Founded in 1966,
accorded IPPr-affiliate status in 1971, AMPF is

recognized by the GOM as a "societ& civile" -- a

non-government organization engaged in sncially
beneficial activities. Its primary functions are .to:
“1) motivate, inform and educate the !lornccan penple
about the advantages of family planning; and 2) provide
family planning services to the Mornccan penple,
especially the rural populatinmn who do not have access
to the Ministry of Public Health facilities" (AMPF

constitution, 1974).

-18-
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AMPF has a staff of 65, including 9 administrative
personnel, lZ.IE+C staff, and 44 persnus involved in FP
service provision. Working nut of Rabat Headquarters
and branches in Marrakech, Fes, Tangier and Casablanca,
the organization operates 12 FP clinicg;‘an FP service
delivery program using mobile unitg; and an extensive FP
Iﬁ;C program, including radio, TV, public exhibitions .
and training workshnps for personnel from various

Moroccan agencies, bnth government and non—-government.

The AMPF annual budget is approximately $540,000, -
lncluding an annual IPPF grant of $400,000; USAID (IE+C)
annual support totalling $100,000; a GOM grant of
$75,000; and sales/service income totalling $35,000,

The organization has been exempted by the GOM from
paying taxes. Commodities imported by the AMPF £or use
in {its programs.are similarly exhnnerated from import
taxes. AMPF is audited ann;ally by the Morocco nfficers

of Price Waterhouse and Co.

In October, 1983 USAID/Moroncco certified that AMPF met
the basic condition§ for eligibility to seek U.S.
Govertment resources. USG funding for AMPF has to datg
been provided under the aegis of a USAID Project

Agreement with the MOPH.
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This Project Paper propnses to 1) continue USAID supporr
for AMPF's IE+C program desribed under Qutput 5; and 2)
initiate and provide suppnrt f£or the three FP service
activities (contraceptive sales using CBD agents, kinsks

and souk teants) described under OQutput 7.

Funding fof AMPF IE+C acFivities will cnntiaue under the
saﬁe arrangement followed by project 608-0155 -~ i.e.,
as part of USAID's overall Project Agreement with the
MOPH. (This mechanism encourages MOPH-AMPF conrdination
of IE+§ activities). The contraceptive sales
activities, hovever, will be funded and administered
under a separate agreemeut between USAID and AMPF. The
specific nature of this agreement (Field Support Grant,
OPG, contract, etc.) will be determined following a

sub-project feasibility to be conducted in early FY 1985.

Continuing the practice of the predecessnr project,
funds provided by USAID for AMPF activities will be kept
separate from funds received by AMPF from IPPF and from
domestic sources. AMPF has established'a separate bank
account for USAID project funds; and the disposition of
AID funds has been/will continue to be included in the

annual AMPF audit cnnducted by Price Waterhouse and Co.
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As discussed in the opening paragraphs of this
Administrative Analysis, USAID propnses tn recruilt
resident coantract technician (PSC or institutinmal
contract: to be determined in early FY 1985) to
manage/monicor'the AMPF contraceptive sales progranm.
This technician will be knnwledgable in the pertinent
aspects of marketing; prnduct and councept promotinmg
logistics; and project performance evaluation. Ee will
be located at the offices of USAID/Moroccn, but will
work on a close day to day basis with tﬁe staff and
technicians nf AMPF. As mentidned previously, prior to

the recruitment of this technician, USAID

and éhe ANfF will cnnduct a joint assessment of the
feasibility of the coutraceptive sales subprojects wnich
have been proposed by AMPF. This assessment will
include the participatinn of the USAID Population
Officer and/or Assistant Population Officer, and
short-term counsultant Assistance from the AID/W-funded
organization (Futures Group, as of this writing)

contracted by AID/W to conduct such pre-project studies

This pre-project assessment will also examine the
management and administrative implicatioﬁs of an
expanded program burden_ﬁor the AMPF. 1In May, 1983,
IPPF/London conducted a management audit.of AMPF, and
identified what the auditnrs felt to be meaningful

constraints to broader action by  AMPF. These included



the absence of a full-time Executive Directnr (the
current ED works part-time); the lack of clear lines of
respousibility for program speratious nr administration;
inadequate representation of reginnal branches on the
AMPF National Council; and a weak evaluatinmn procedure
for assessing project performance. Tﬁe management audit
team proposed a renrganization plan to AMPF -- a plan
which the Association declined in favor of its own,
alternative plan. AMPF 1s still in the process of
adapting its alternative renrganizationn plan, which
nonethelzss reflects some key elements of the IPPF
repoft. The nutcome of this effort will be a factor in
USAID's decision concerning the scope of our assistance

program with AMPF.

USAID's pre-prnject assessment of AMPF's project
propnsals will cousequently include an assessment of the
nrganization itself, and a2 determination concerning

AMPF's capacity to undertake those projects.

L'Heure Joyeuse

L'Heure Joyeuse 1is a lloroccan PV0O affiliated with the
International Feweration for Family Life Promntinm
(IFFLP). USAID plans to suppnrt the National Family
Planning program of 1l'lieure Joyeuse (see Output 8) via
an Operatinnal Program Grant (OPG) or Field Suppnrt

Grant to be executed between USAID and 1'lleure Joyeuse.

4
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USAID/Morocco certified 1'Heure Joyeuse' eligibility to

seek U.S. Government resources in October, 1983.

Other Private Sector Considerations

The predecessor pfoject 608-0155 drew heavily upon
the Morocran private sector as a vendor of goods
and services in support of the project. In-country
manufacturers provided most of the medical
equipment and supplies purchased for 600 MOPH
dispensaries, for the 10 FP Referemce Centers, and
for the National Training Center for Reproductive
Health. A Moroccan cooperative produced the
shoulder-sacks used by VDMS fieldworkers; and a
Horoccan private.company produces the weaning food
(Actamine V) distributed by MOPH clinics and VDMS

agents.

Oral rehydration salts (ORS), introduced into
Morocco by UNICEF/MOPH, are now being produced for
the consummer-market by a private manufacturer
(Cooper-Maroc). The new project will continue this
practice of looking to/etimulating the Moroccan
private sector as a vendor of first recourse for

project goods and services.

B
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The predecessor project has stimulated a multitude
nf small-scale, private-seétor activities, nn
single one of which carries significant develnpment
potential, but which together suggest a healthy
trend in thé evolution nf the overall project.

Examples include the provision of training to

- private physicians, on a fee-basis, by the NTCRH;

AMPF's training/installatina of FP service
persnnnel in the health units of factories in and
around Casablaaca; AMPF's iatrnduction of FP into
some 40 Red Crescent facilities around the country;
and the sponsorship, by local pharmaceutical
compapies, nf a physicians' cnnference nn
cnntraceptive technnlngy, held in Casablanca in
late 1983. The new project will continue to seel
out such eveunts/trends in an effort to expand
private sector participation in the Morncen FP

program.

Ny
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Other Domors

UNFPA is the only other major dounor to the Morocco population

program.

The current UNFPA assistance prngram was designed on the
findings of a comprehensive Needs Assessment Mission‘fieided
in Morocco in late 1979. Initiél assistance further to thgt
assessment was provided in 1981, fnllowing the
review/approval of the UNFPA Goveruning Council in June of
that year. The UNFPA project portfolio amounts to
approximately $5 million over the perind 1981-86 and.includes

the f£ollowing activities:

1. Household-Based FP/MCH Services: $438,000 provided to
the MOPH during CY 1983-84 primarily to support the VDMS
project. Includes funds for 700 mopeds amd about 15

four—gheel vehicles.

2. Census mapping and rural data bank: $968,000 prnvided
to the Ministry of Plan during the perind CY 1981-83,
primarily to support preparation of the 1982 census, and

the costs of a resident cartographer.

3. FP/MCH Equipment: $469,000 provided to the MOPI during
1981-82 to furnish medical supplies and equipment to 1350

Health Centers.
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Professional training: $811,000 provided tn the MOPH
during 1981-83 to support in~service FP training, and to
develop/revise the curricula at nursing and midwifery

schools.

Population Education in Rural and Slum Areas: $520,000
to be provided to the Ministry of Youth and Sports to
support FP/IE+C through the Ministry's mobile uvaits.

This activity has not yet been launched as .of early 1934.

Demngraphy Instructions at the Natiomal Institute for

Statistics and Applied Economy (INSEA): $307,000

provided to INSEA, Ministry of Plan, during 1982-84 tn

fund the costs of a demography instructor, and to
develop a demography optinn within INSEA's master degree

program.

Population Educatinn: $446,000 provided to the Ministry
of Education during the periond 1982-85 to develop
population education curricula for primary and secnndary

schonls.

Narional Househonld Survey Capability Program (MHSCP):
$210,000 provided to the Ministry of Plan during the
period 1983-86 tn conduct a series of specialized

pnst-census surveys.
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9. Assistance to the Cencer Sor Demographic Studies and
Research: $331,000 provided to the Directorate of
Statistics (DS) Ministry of Plan over the perind 1982-85
to support the costs of a demngraphic analysis unit

within DS.

10. Population Education within Health Education: $480,000
provided to the MOPH during the period 1982-83 to
develop the phsycical and human resources at the MOPH

IE+C prduction unit.

USAID-UNFPA coordination 1s very close in Mnrocco.:- Both
agencies routinely snare project documents and
correspoudence, and undertake joint.preogramming of project
funds in areas where our assistance 1ls mutually-complementary
(VDMS, IE+C, commodity procurement, nrofessinnal train;ng,
and assistance for the Ministry of Plan). Comstralnts to
more effective coordination have included a perhaps
too-frequent turnover of UNFPA/Moroccn staff (three UNFPA
Representatives have served in Morocco during the tenure of
the current USAID Population Officer, 1930-84); and a
particularly-rigid and time-consuming requirement that UNFPA
defer to UNFPA/New York for relatively minor variatiomns in
its assistance program. However, these factors have not
seriously affected an excellent history of open, practical

collabtnration between USAID and UNFPA.



ANNEX VIII

TECHNICAL FEASIBILITY ANALYSIS

This section will consider the project's practical feasibility of
attairing its overall purpose, arnd of achievirg its specific

outputs.

A. The Pfoject Purpose is to establish a brouad-based population
program capable of producing a significant reduction in
Morocco's rapid rate of population growth. The key objective

irdicators of Project Purpose attainment will irclude:

l. The regular availability of FP irformation and services

for at least 70% of eligible couples in Moruccu;

2. Contraceptive prevalence ir Morocco of at least 35% of

MWRA.

3. The ircorporation of population analyses, planning and

forecasting into the GOM develupmert planning process.

1. Population Coverage: Project 608-0155 greatly expanded

the availability of FP irformatior and services in
Morocco érimarily by 1) installirg FP services ir all
1200 MOPH health f;cilicies; 2) trairing and equipping
nurses to provide IUDs at 600 rural and urbar
dispersaries; and by establishing the (household—levéi)

VDMS project ir 13 of the country's more populous “V

D
AV



Proie;t 608-0171 wiil further augment the exiscing
coverage primarily by 1) extending VDMS to five
additiounal provinces; 2) launching an "urban-variant” of
VDMS in Morocco's larger cities; 3) establishing
commercial sales activities in selected villages,
"bidonvilles and peri-urban areas; 4) establishing
sterilizatinn services in provincial hospitals. Still
estimates nf the actual population coverage attained by
1984 — and to be attained by 1988 -- must be suggested
with caution. For example, althnugh FP services were
routinely available throughout the MOPH's natinmal
health delivery system by 1984, the "thinness” of the
clinical elements of that system, and its
less-than-universal use by potential clients, compel the
use of a modest "coverage” factor for these health
facilities. Similarly, the recent availability of IUD
services and the planned introductinn of sterilization
services represent significant increases ia program
coverage, but do not lend themselves to counfident
estimatinns of the incremental program "reach" which
they represént. Other eleaents of program activity are

far more susceptible to such estimatiomns. YDMS, with



its village maps, household lists and iudividuglized
record-keeping system, easily lends itself to analysis
of population coverage. Indeed, the 1983 evaluation nf
project 608-0155 referred essentially to the VDMS
project when it reported that the project had reached
approximately 40% of the Moroccan population. (The 13
VDMS provinces have a population of approximatealy
8,800,000 persons, ar 40% of Moroccn's 22 million’

people).

The 70% coverage target established for the new
population project preserves this rather narrow
definition of population coverage. That is, the:
population covered by over 1200 fixed fa:ilities
offering pills, condoms, IUDs, NFP, and sterilization
services are counted as within, rather than additional
to, the pnpulation served by VDMS and nthe;
outreach-type activities. Thus, the prnjected increase
"in population coverage -- from 40% coverage in 1984 to
70% coverage in 1983 — refers only to accretions in
coverage due to the extensinn and/or establishment nf
household~level activities such as VDMS, urban services
and the CBD/sales program. Increased coverage
represented by the intrnduction of sterilization
services and the enhanced “drawing power" of static
health facilities will remain -~ 2s was the case with

clinic-based services under project 155 -~ a non-add.



The 70% population coverage projected for this prnject
therefore represents a conservative estimate, much as
the 40% coverage reported for prnject 155 was modest {in
its disregard for coverage reyresented by the MOPH
statlic delivery system. ﬁoreover, by retaining a
similar definition nf program coverage in 1933 and 1988
subsequent evaluations nf program perfnrmance will Le

more meaningiul.

Program coverage according to this narrow definition is

therefore considered to include the proportion of the

total population which resides in an area effectively

served by an active outreach program. In 1984,

approximately 40% of the Moroccan populatinn resided in
13 VDMS provinces. By 1983, approximately 70% nf :the
population will reside in such "service areas” as a
result of the extension nf VDHS to additinnal prnvinces,
and the launching of new outreach programs in Morncco's
larger cities and in rural and semi-urban areas not
served by VDMS. The impact nf these new activities nn
population coverage is illustrated by the folleowiag

table:



An Estimate of the Population Coverage to be
Attained by Selected Elements of

Project 608-171, 1984-88.

Pop. Served = of Pop. Served % of
Activities 1984 Total 1988 Totzl
VDMS (13 provinces) 8,800,000 40 9,800,000 40
VDMS (5 provinces) - - © 3,750,000 15
. FP services in
Rabat-Salé, Casa,
Tangler - - 4,900,000 20
Non-adds: Clinic-
based FP services
. provided by MOPH,
AMPT, other -
ninistries
 CBD/sales - - (680,000) (3)
TOTAL - 8,800,000 40 18,450,000 75
Total Population 22,000,000 24,500,000

Note: CBD/Sales were not counted because some of the population in the
four pilot provinces will also be “"covered” by the VDMS program.
This component may be expanded to include an additional 2,000,000
persons depending on the outcome of the pilot project.

Al
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Contraceptive Prevalence: The level of contraceptive

practice targetted for this prnject, 35%, is

conservative. According to the December, 1983 project
evaluation, contraceptive practice in Morocco was about
27% MWRA at the time of the evaluation. (Calculated on

an estimated 3,500,000 MWRA in Morncco in late 1983).

. This prevalence figure reflected contraceptive

prevalence averaging 457% in three proviaces where the
VDMS project was fully operational during the perind for
which prevalence was estimated, and a lower prevalence
level in non-VDMS portions of the country.

The components of this natinnal prevalence of 27% MURA
therefore included:

457 prevalence (ln Meknes, Béni Mellal and El Jadida)
among 332,500 women representing 9.5% of MWRA in

Moroccon; and

25% prevalence among 3,200,000 MWRA elsewhere in the
country (or 80.5% of MWRA)

So that

.45(332,500 MWRA) + .25(3,200,000 MWRA) = 949,625 MWRA
were practicing contraceptinn at the end nf CY 1983.
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As discussed above, (Population Coverage), the

proportion of the Moroccan populatinn to be covered by
FP nutreach activities will be about 70% by the eund of
1988. Assuming that levels of cnutraceptive practice in
these new project areas will be more-or-less the same as
that attained in the "nriginal” VDMS provinces (45%
average), than national prevalence in 1988 shnuld be
cbmprisea of the £nllowing elements:

45% prevalence among 2,730,000 MWRA (or: 70% of the
projected 3.900,000 MWRA in Morocco at the end of 1988);
plus

25% prevalence among 1,170,000 MWRA (30% nf the
projected MWRA) who reside in "ron nutreach” areas in
1938;

So that:

.45(2,730,000 MWRA) + .25(1,170,000 MIRA) = 1,521,000
MWRA practicing cnntraception at the end of 1988

Or: 1,521,000 ¥WRA : 3,900,000 eligible wemen = 39%
¢nutraceptive prevalence natinnwide.

The 35% contraceptive prevalence targetted for this
project is therefore a feasible objective, assuming
effective implementation nf the major elements nf the

project.

Estimating Project Effect on the Crude Birth Rate (CBR)

USAID 1is not prnpnsing a specific CBR zs a project
objective to be attained by 1988, primarily btecause
changes in the CBR over time can Le attributed tenuously
at best to the various activities nf a papulation

project.
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The linkage between projéct activities and countraceptive
prevalence, however, is more direct —— as demoustrated
by the example nf the Morncco VDME project, which nearly
dou? ed levels of countraceptive practice in VDMS prnject
areas. Soée analysts (most nntably Dornthy lortman,
Populatinn Council) have nnnetheless examined the
relatinnship between the CBR and cnntraceptive
prevalence in several develnping natinns, and found that
prevalence is a generally gnod indicatnr of the CBR. In
a study of contraceptive practice 15 23 developing
cnuntries,* Nortman found that the relatinnship between
prevalence and CBR cnuld be expressed as the regression
line

T.= 46;7 - W43%,

where T = CDR and X = contraceptive prevalence.

The predictive value of this equation for Horncco would
of course te very rough, as it disregards such ;ariables
as cnntiaceptive mix, coutinuatinn rates, age structure,
fecund females exposed to risks of pregnancy, etc.
Moracco's fit to this regression line is fairly close,
however: using WFS/Marocco dacta for 1980 (CIR: 41;
contraceptive prevalence: 19%) the equationn produces a
predicted CBR nf 38.53 vs the actual CBR nf 41, If we
presume that this relatinnship of predicted-to~actual

CBR nbtains for other prevalence values

Population Councii Factbook, p. 101. 1976



(i.e., predicted CBR = 94% nf actual CBR), we can
project an estimated relationship. between the 35%
prevalence targetted for this project and the CBR {n

1988. This would be expressed by the modified equatiou:
094 Y = 46-7 - 43X-
Substituting the 35% prevalence target for 1988,

94 Y = 46.7 - 43(.35)

Y = 33.7 '

Recalling the cautinn with which this indicator should
be apprnached, we can suggest that the increased levels
of contraceptive practice prnduced by this project may
result in a CBR of +34 by end-of-prnject 1988. This
would be a promising beginning, given Mornccn’'s prnbatle
CBR nf 44 in 1978. The country would still face a
considerable demographic challenge, however: replacement
fertility for Morocco (assuming a Crude Death Rate - CDR
- of 13 per thousand) would nnly be reached when some

80% of MWRA were practicing a coutraceptive method.
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POPULATION DATA/PROGRAM IMPACT, 1978-88

1978/ 19842/ 19882/
Population . 18,500,000 (est) 22,000,000 24,500,000
Crude Birth Rate 44/1000 38/1000%/ 32-34/10003/
Crude Death Rate 13-14/1000 12-13/1000 12-12/1000
Rate of Natural Increase 237 ] 2.6% 3/ 2.2% 3/
Total Females, 15-49
Year of Age 4.1 million : 4.9 millinn 5.5 millioun
Married Females,
15-49 2.9 million* 3.5 million . 3.9 million
Estimated Contraceptive |
Prevaleuce . 360,000 950,000 1,365,000
Estimated couples as

% MWRA 12.5%* 27% 35%

1/

2/

USAID/Mnrocco estimates, 1978 (Source: Project Paper 608-0155 dated
08/14/78). )

USAID/Mntocco estimates, 1984.

Derived estimates based on a presumed relatinanship between CBR and
coutraceptive prevalence expressed by the regression equatiom

94 Y = 46.7 ~ 43 X. The actual relationship may vary as the
contraceptive mix, continuation rates, etc: change over time. These
estimates should be appronached with caution.

N
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Population and Development Planning: The predecessor

.project 608-0155 and the associated project 608-0162

(Statistical Services) initiated a aumber of activities
which have created a stronger GOM "population"
orientation toward develnpment planning. The
consequences of these previous efforts will become
apparent ﬁuring Prnject 171. Specificaily, the Ministry
o{ Plan has indicated its intention to conduat in-depth
analyses of the Morocco.portion of the World Fertility
Survey, and to integrate these analyses intn the
Ministry's related work with the 1982 Morocen ceumsus.
As a first étep in this process, Morocco WFS data were
included in a census data workshop with USAID and U.S.
cenSus Bureau assistance at the Ministry of Plan im

early 1984,

Second%y, the Ministry of Plan is currently
participating in an Integrated Populatinn.and
Development Project (IPDP) with assistance from USAID
and Research Triangle Institute. That activity is
specifically designed to strengthen the Ministry's
capacity to carry out population analysis, planning,

modeling and forecasting as part of overall development

/L¥\7
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planning efforts. When the.IPDP prnject ends in late
1984, the Ministry of Plan will possess the augmented
technical skills (and dispositimrm) needed to continue
this integrative apprnach to population planning.
fechnical assistancé and training resources heing made
available under project 171 will capitalize on this
prior activity and will further eucnurage and promnte a

brnader pnpulation perspective within the ministry.

RAPID, meanwhile, has teen installed at the Ministry of
Plan Institute for the Scleutific Analysis af Ecnunmic
Statistics (INSEA), and is used as a teching tonnl for

all INSEA-trained cemographers and ecnnomists.

Qutputs: Technical Feasibility of Achievement

The various outputs, or subprojects, of this project can be

gathered into two groups. These are 1) coutinuing activities

whose feasibility and performance have teen established under

project 155; and 2) new activities which are still untested

in practice.

A\



The first group of technically proven. activities includes the

following:

- VDUMS ‘

- National Training Center for Reproductive Health (NTCRH)
- Improved FP Services (Commodity Supply)

- Professicnal Skills Development (Training)

- Information, Educatinn and Communications (IE+C)

- Operations Research and Data Collection/Analysis

- Population Policy Developument.

VDHS, of course, will be expanded during the 1984-88 perind;
.but this expansion will duplicaté the budget, training,
logistics, etc., of the existing program. The NTCRH,
commodity support, training and IE+C activities will alsn
follow the patterns established under project 155, alteit
with relatively minor refinements suggested by the December,
1933 project evaldﬁtion.. The iustitutional competence nf the
GOM to conduct operatinns research and periorm data analysis
has been satisfactorily demonstrated by the VDMS/Marrakech
pllot project, the Moronccn/WFS, and two coutraceptive
prevalence surveys. “And as discussed above, USAID and the
GOM Ministry of Plan have begun a fruitful collabnarating
toward the development nf a broader GOM perspective re:
population policy issues, iucluding MOP participation in an

IPDP project.
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The second group of aztivities are new. They renefirt,
however, from a coasiderable amount of preparatnry

experience. These subprojects include:

- Urban Family Plauning/MCH

- Sterilization/Reproductive Health Services
- Private Sector Activities

- Natural family Plauning

- Other Ministry FP Activities

Urban Family Planning/MCHServices: The categorization of

"urban FP/MCH sérvices" as a separate subprnject/ouﬁput is
arguable. Since its inception, the VDMS prnject has had
“rural” and “urban" components, each of which utilized
different workplans, budgets aﬁd resnuces. VDMS urban
hnusenold visitors, for example, work on font rather than use
mopeds; their daily "contact rate” is higher (e.g. 20-20
houses/day, rather than the VDMS rural wotker's 12-15 houses
per day); and the daily "indemnitization" or incentive
payment for urban VDMS workers is 10DH*, as oppnsed to LSDH
fnr VDUS rural workers. This urban aspect of the YDMS

. Project has already been extended tn 13 of linrncco's larger
cities -~ i.e., the provincial capitals of the 13 VDMS

provinces.



*8DH = $1.00

As a practical matter, the subproject described in this
sectinn is an extension of the urban compnment nf VDUS to
Morncen's three metropolitan centers of
Casablanca/Mohammedia, Rabat-Salé and Tangler. These three
centers are treated separately for two essential reasoums.
First, they are "VDMS" project areas which happen to be 100%,
urban and.therefore reflect different population
characteristics than "mixed" urban/rural VDMS provinces.
Such characteristics include a higher pre-project
cnutraceptive prevalence rate; higher population densities;
and proximity to alternative sources of supply for FP
services. These factors suggest that a lesser per capita
lavestment would be required tn implement a program -- and,
as implied previou;ly, that will indeed be the case. USAID
assistance for the urban serQicés project will not ianclude
funds for moped nperatinns, or repairs, and will provide
household visitnr subsidies at the lower, urban rate used in

the VDMS provinces.

-15-
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Secondly, the pre-project levels Qf contraceptive practice
are, as menticned, higher in cities than in rural areas. The
increment in contraceptive practice tn be attained by this
project will therefore be less than that achieved by VMDS
activities elsewhere. The lower-cost approach used in urkan
areas will however keep the return-on-investment (i.e., cost
per new acceptor) of eﬁis activity from stfaying tno far from

that realized by the provincial VDMS program.

Thirdly, the "urban” subprnject is treated separately from
VDMS because the areas served by the former activity will
include large population settlements -- bidonvilles and
smaller squatter areas — which will require specia%
adaptations to the “"standard" VDMS househnld apprnach. (The
latter, for example, maps and numters the hnuseholds in

legally-recognized towns/villages and draws up hnusehnld

lists/visitatinn schedules based ‘thereon. The VDMS pro ject
1s a "daytime” activity, but in urban areas, the eligible
adults might all be at work, requiring special efforts during

evenings, weekends, etc.).

The adaptations required by these special characteristics
will be relatively minnr, however, relative tn the larger
tody of prior VDMS-derived experience which will be brought

to the implementation of this activity.

D



The physicial fafrastructure in place in these urban areas 1is
fairly strong. Each of the three metropnlitan centers has a

netwnrk of urban dispensaries at which the househnld visitors

will be based; each is served by a hospital and at least one

Family Planning Reference Center.

Administratively and logistically, the Casablanca/Mohammedia
area preseunts the greatest challenge. That "urbam strip”
includes 5 prefectures, each nf which would figure seéarately
In the projoct's administrative and reporting system. The
area alsn includes the most daunting of Mornccoe's slum
settlements. Project activity in Rabat-Salé and Tangier, by
comparison, will be relatively less difficult — although
these cities share many of the Casablanca areas's fundamental

characteristics.

The MOPH has declared its intentinm tn launch a YDMS~-style
program in these large metropolitan areas; and the
provincial/prefectural medecin-chefs respousivle fnr these
areas have indicated their readiness to cooperate. As was
the case with the VDMS project in the participating
provinces, the MOFH and provincial/prefectural staff will
pursue t one year, i.e., thru FY 1985, of preliminary study,
persounel-orientation, and budget preparatinm prior to

initiating formal training and fieldwork in the areas.

-17-

£,
e

& .



USAID will participate 1in this preparatory phase.of activity,
pnssibly to the inclusinn of specialized technical assistance
as needed. That planning perind may reveal special problems

requiring adjustment in the scope and tlming nf the

subproject.

Sterilization/Reproductive Health Services: The Devember,

1983 evaluatinn nf project 0155 found a substantial latent,
but as-yet unmet demand for vonluntary .-erilizatiom (VS)
services in Moroceco. Waiting-lists for VS procedures at
provincial hospitals were (are) frequently six mon£hs nt
more. Where VS services have been made available, e.g., at
the NTCRH, popular demand f£nr VS has promptly risen tn the
Zull absorptinn capacity of these imstitutinans. (The NTCRH

is currently performing about 100 VS procedures per month).

The aim of this subpfoject is to permanently install VS and
related health services in the surgical and/or ob-gyn
departments of 30 provincial héspitals. The approach is
straightforward: The AID grantee organization AVS will
follow NTCRH "graduates" back to their provincial hospitals;
and assist these hnspitals to identify the specific
commodity, space and financial requirements necessary tn
institutionalize VS/health services; and provide this
assistance in cnnjunctinn with the NTCRH, which will be
responsible for in-country management and technical oversight
of the program. As mentionéd, the apprnach is cnaventinmal,

and has been employed with considerable success by AVS in

‘several couuntries.

-18-
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USAID accepts the technical premise of this prnject -- that
acceptauce of VS services in Morncco will increase markedly
as these services are emplaced around the country. USAID is
also coufident of AVS' managerial competence to undertake
primary responsibility for this pr;ject, based nn that
organization's record with similar activities wonrldwide over
the past 12 years. The major concern shared by both USAIﬁ
and AVS in apprnaching this subprnject is the conordinative
capacity of the NTCRH. The NTCRH is an excellent
services-and-training facility. 1lorenver, the NTCRH Director
has indicated his intention to establish an internal project
management unit within the NTCRH, snlely respnnsible for the
_execution of this prnject. Overseeing the VS/health
activities of up to 30 provincial hospitals will nnnetheless
represent a major new responsibility for the Center -- and
will bear careful monitoring/éontinuing assessment by USAID

and AVS.

The draft assistance agreement prepared by AVS reflects this
concern by calling for a gradual phasing-in nf participating
hospitals over three years. This approach will provide an
opportunity to observe the administrative capacity of NTCRH
as it takes on this task, charges, and to make such changes
as mlght be necessary prior to the expenditure nf the bulk of

sub-project funds.

"
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Private Sector Activities: A 1979 market feasibility study

in Moroncco* repnrted that a subsidized cnntraceptive
marketing program could conceivably be mounted by the
Moroccan private sector. . However, the report noted twn
particular, unresolved objections on the part of the MOPH: an
aversion to public, and especially TV, advertising of

- contraceptive products; and concernlnver the potential
objectious by pharmaceutical companies currently prnviding
conﬁraceprives in the commercial market. (The study did not
remark on the refusal of the MOPH to meet with the study team
during the first week of their 10-day stay in Mnroccn).
The position of the MOPH toward cnmmercial sales nf
contraceptive products has remained essentially unchanged
over the five years since the feasibility study. Largely
because of these continuing objectinms, USAID has snught to
re-design a private-sector contraceptive sales activity in a
manner which would both 1) test the practical feasibility of
contraceptive sales; and 2) permit the MOPH to assume a more
benign pnsture toward such activities. The "package" of AMPF
sales initiatives described under Output No. 7 is therefore
modestly ambitinus in scnpe and coverage: it would reach
680,000 persouns in tté early puases, and wnuld be extendable

to a total of more than 2,000,000 persnus if practicatble.

"A Preliminary Assessment of the Feasibility of a Subsidized
Contraceptive Marketing Program for Mnroccn." Jnhan U. Fariey and

Steven J. Samuel, January, 1979. . f)#)x
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The activity would &*ffer from convertional social marketing
programs, however, ir that it would add commercial sales
outlets to the existing revail system, rather than irntroduce
contraceptive products into the existing system. lMoreover,
these new elements -- CBD agernts, kiosks, ard movable
souk/exposition tents — would complete with, rather thar

co~opt, other elements of the private sector (i.e.,

pharmacies) currently sellirg contraceptive products.

The capacity of AMPF to effectively marage an exparnsive
commercial sales program is also untried. As discussed in
Section VII. "Admiristrative Aralysis,” AMPF is ir the
process of re-organizing to improve its overall maragement
strength. Their steps toward that end carrot be considered

separately from the technical merits of the subproject.

As of this writirg (Spring; 1984), AMPF ar.d USAID have
icknowledged a mutual commitmert to the principle of
axpendirng availability of contraceptive services via sales o
-he public. Further to this mutual understarnding, USAID and
\MPF have developed the set of activities preserted under
Jutput 7. However, that propused package of sales activities
- plﬁs AMPF's maragement capacity to execute them -- have

ot yet beer subjected to hard critical scrutirny. USAID
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plans to conduct this assessment early in FY 1985, .with
techical assistance from the Futures Group (an AID/W
contractor retained to carry sut preliminary feasibility
studies of contraceptive sales projects). If that study is
positive, USAID ﬁill proéeed to recruit a éon;ractor (PSC or
institutional, as suggested by the feasibility study) to work

with AMPF on project implementation.

The scope of work for the feasibility study will not,
however, be limited to an assessment of AMPF and the three
activities proposed under Outputs Number 7. USAID will
lovite the study team to cousider/recommend such other
private sector sales initiatives as might warrant further
development in Mornccon, and will.be prepared to cousider
alternative uses, 1f necessary, of prnject funds currently

identified for the three AMPF activities.

Natural Family Planniﬁg: The NFP program proposed by L'Heure

Joyeuse 1s carefully designed, reasnnably phased, and godest

in its overall targets.

1'Heure Joyeuse itself is a well-established PY0 in
Casablanca, and currently conducts a wide range nf MCH,
indigent feeding and social welfare programs. Its competence

to undertake this subproject is evidently strong.



The specific family planning method to be presented by this
subproject (the so-called "Billings" or vaginal mucosa
method) has its relatively major drawbacks. These have been
documented in the FP literature. These.technical, i.e., low
method-reliability, factors must be put in the context
however, of compelling ethical/moral reasnns for making NFP
available to couples whn prefer to use such methods. Thus,
while USAID is ambivalent coucerning the potential
effectiveness of this subproject, i.e., as a family planning
activity, these technical counsideratinns are deferred in the
interest of ensuring a full range of FP services for all
persnus, cnusistent with their personal beliefs and

preferences.

Other-Ministry FP Activities: The techmnical feasibility nf

individuval FP activities with various G0M agencies will
depend on the implementing institutionm, type of project,
calibre of persnnnel, etc. The;e basic questions can only be
considered in light of specific project proposals from GOM

ministries/agencies.

A
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A more fundamental issue will be the extent to which majnr

intitiatives in FP service-~delivery will be feasible in view

of the lealth Ministry's proprietary approach to this ‘
subject. Mndest forays in this direction will continue under
project 171 as they h;ve uuder prnject 155, e.g.
training/supplying perhaps 200 social wnrkers and exteansion
workers per year as FP motivators and occasinnal suppliers.
More ambitinus programs will follow when the MOPH decides, or
is instructed, tn facilitate broader GOM participation in FP

service activities.

The feasibility of conducting non-service population
activities with other GOM entities has been well-established
under pronjects 155 and 162 (Statistical Services). These
activities will continue to fncus on population policy
develoément wich the Ministry of Plaun; training of
other-ministry personnel as FP mntivators; and semsitization
of public-interest groups (journalists,
religious/political/uninon leaders, women's groups, etc.) to

the dimensions of Morocco's populatinon problem.
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ANNEX IX

ECONOMIC ANALYSIS

A. Macro-Ecornomic Modeling Approach to Measufing Benefits

Morocco is one of the first countries for which a RAPID
presentation was devised. Futures Group updated this
péesenéation in early 1983, so the data ares the best
available from that time.* The following analysis used the
simple macro—economic.model in RAP1D to compare the results
of three different scenariog¢ for fertility rates. In an
optimistic projection "A" the crude birth rate declires from
almost 41 per thoﬁsand in 1985 to 36.5 per thousand in 1990.
This is the presumed trend lire in the absence of project
608-0171 if the existing program is maintained at minimal
levels by the GOM, reflecting the withdrawal of exterral
support. In a second pessimistic projection "B",
conéraceptive prevalence declines preciptiously from the
current 27% to about 20% of MWRA in the absence of continued
AID assistance. In this séenario-che FP service network
collapses for lack of a well-established family planning
clientele, lack of political will to make family plarning a

national 'policy issue and to

Results from the 1982 post-census survey will provide more accyrate
baseline data for RAP1D. We propose Lo do this once the resulls are
published and available for analysis. Unitl ther, we are relying on
the official baseline developed for the RAPID presentation.

oty v

n?



allocate scarce foreign exchange for contraceptives in the
VDMS provinces and the 1200 MOPH clinics. The private sector
and a small public sector program continue to cover 12% of
MWRA as the public sector role is cut in half due to the
withdrawal of outside support. Some observers contend the FP
system 1is still so fragile that it would collapse all the way
back to the situation prevailing in the early seventies, a
modest private sector presence and almost noﬁ—existent public
services. The contention of these observers is that the
family planning network is too young to have built up a
substantial élientele.which would protest reductions iu
service. Projection "C" shows the results expected from an
extension of coverage assisted by project 608-0171. The
crude birth rate falls from 41 per 1000 in 1983 to slightly
less than 34 per 1000 in 1990. From 1990 to 2030, all the
projections converge on a total fertility rate slightly above

replacement level.

RAPID Projections

A B C

Optimistic Pessimistic ith Project

Contraceptive

Prevalence Crude

(% MWRA) Birth Rate % IWRA CBR % MWRA CBR
1980 12 43.43 12 43.43 12 43.43
1985 27 40.51 27 40.51 27 4Q0.51
1990 29 36.51 20 40.44 35 33.84
2000 35  33.84 24 38.86 43 30.11




The results of this projection exercise shows a difference in
annual per capita income of almosty fifteen dollars as early
as 1990 and over eighty dollars by 2000. When compared with
the pessiﬁistic.scenario, expanded FP activities yield nearly
thirty-five dollars higher per capita incomes in 1990 and
result in more than one-hundred forty dollars higher per

capita income by 2000.

While the gains are fairly impressive in the near-term of
five to fifteen years (less than a geuneration), the
phenomenon of momentum in population growth makes the
potential gains even more substantial in one generation
(thirty years):. In our scedarios, income per capita would be
9.6 per cent higher than the optimistic alternative and 24.3
per cent higher than the pessimistic alternative projection.
These ever-widening differences are due in substantial
measure to the loss of momentum which weuld be involved in
failing to consolidate and build upon the family planning
service infrastructure already existing in 1984,

Crude Birth Rate

YEAR . PROJECTION
A B C

1980 45,59 43.43 43.43
1985 40.51 40.51 50.51
1990 36.51 40.44 . 33.84
1995 35.14 42.1 30.21
2000 33.84 38.86 30.11
2005 31.92 35.43 29.23
2010 29.47 32.29 27.39
2015 26.94 29.8 . 24.96
2020 24,58 27.41 22.62
2025 22.31 . 24.54 20.69
2030 20.32 21.22 19.03



Total Population (millions)

YEAR PROJECTIONS
A B C
1980 20.3 20.3 20.3
1985 23.41 23.41 23.41
1990 26.67 27.17 26.34
1995 30.37 31.98 29.3
2000 34.54 37.2 32.71
2005 39.06 42,94 36.47
2010 43.72 . 48,82 40.36
2015 468.42 54,93 44,19
2020 53.08 61.21 47.9
2025 57.54 67.25 51.38
2030 61.53 72.58 54.53

Per Capita Income

YEAR PROJECTION
A S B c
1980 868.45 © 868.45 868.45
1985 984.19 984.19 984.19
1990 1128.87 1108.24 1143.05
1995 1295.58 1230.39 1343.01
2000 1483.86 1379.26 1572.14
2005 1721.05 1565.33 1843.04
2010 2009.51 1799.66 2176.89
2015 2371.38 2090.11 2598.23
2020 2826.92 2451.7 3133.18
2025 3408.74 2916.25 3816 .93
2030 4166.06 3531.67 4700.55

Micro-economic 3enefits

The assumed reductions in fertility rates through i&creaseg
in contraceptive prevalence in the macro~economic analysis
are a function of the desire of Moroccan couples to have
smaller families than was the case in the past. Without this
motivation on the part of Moroccan couples, tﬁe

macro-economic benefits would simply not materialize.



Evidence from the "Provincial Contraceptive Survey, 1981-82"
published in January, 1983 suggests that there is a high
level of unmet demand for contraceptive services. Data
reproduced from the survey (Table 7.12, p. 79) shows
sixty-one per cent of all married women would like to have no
more children. The percentage rises from 11% at ages 15-19
to 85f86% at ages 40-49 as couples attain or surpass their

family-size goals.

Distribution (in per cent) of married women waunting no more births
according to urban or rural residence.

15-19 202 11 52 16 1.02 9
20-24 2.01 32 1.68 36 2.18 30
25-29 3.5 55 2.8 60 3.98 51
30-34 5.00 70 411 74 5.59 67
35-39 6.49 83 5.85 90 6.97 79
40~44 6.83 86 6.36 92 7.20 82
45-49 6.45 85 6.03 83 6.7 86
TOTAL 445 6L b2 68 4.65 57
Living

Children (3.74) = (3.53) - (3.88) -
Deceased  (.71) - (+59) - (.77) -



When these figures are compared with average parity figures
for the same age-groups, it appears that there is a general
preference among younger women to achieve smaller family
sizes than has generally been the case for women now
completing their families. Even if women wanting no more
children have a slightly greater average parity than the
other women in thelr age group, it appears that achievement
of the desire.to stop having children would resﬁlt (in the
next generation, about thirty years from now) in completed
family sizes which average 2 to 3 surviving children (one
deceased) in urban areas (they now average five living, one
to two deceased) and 4 to 5 surviving children (one deceased)
instead of five to six living, one to two deceased in rural
areas. These figures indicate a demand for fapily planning
services to reduce fertility from its curreat levels,

particularly in urban areas.

Hypothetical completed family sizes according to distribution of
married women (in percent) wanting no more birth by urban and
rural residence

Urtan Rural
Hypothetical Hypothetical
desired average
Percent of average completed Percent of completed
women family size women family size
16 1 9 2
20 2 21 3
24 3 21 4
14 5 16 6
16 6 12 7
10 7 21 g

(100) 3.28 : (100) 5.12



C. The Human-Investment Approach to Prograw Beneflts

"The annual cost of maintaining the VDMS program, fired-clinic
contraceptive delivery, the National Center for Reproductive
Health and the motivational and training elements judged
essential to keep the rate of contraceptive prevalence at its
current level of 27% is $8.3:million. This figure includes
USAID and GOM contributions to the operation and maintenance
of the current system. It also includes pro—rate& costs of
GOM administrative and health officials which we are

" conservatively not counting as a GOM contribution to the

projecte.

Following the human investment approach of Stephen Enke as
extended by George Zaiden of the VWorld Bank,* we have made
some rough estimates of the cost-benefit ratio for a program

to maintain the current level of contraceptive prevalence.

Population Reference Bureau, "Population Bulletin: Third World
Family Planning Programs: l{easuring the Costs,” Vol. 38, llo. 1,
February, 1983. '



In fact some evidence* guggests that the crude birth rate may
have dropped to as little as 38 per thousand with a 27%
érevalence rate. Thus we are conservatively estimating only
half as many averted births as may truly be the case. In
addition, we have taken a range of values for consumption
(from a conservative 77% of total output to the actual 89% of
output) seeking not to overstate the berefits (savings) from
averting a birth. For productivity, we have taken the
average output per adult 15 to 54 years of age and excluded
children and people over age 55 from the potentizlly active

populations

We have not attempted to estimate the positive, but much’
smaller effects on wage-productivity or public savings.
Excluding these factors reduces the benefit-cost ratio
somewhat. The table below shows the results of these

calculations. 7The benefit-cost ratios are clearly and

Preliminary analysis of the 3% Post Enumeration Sample Survey of
the 1982 Morocco census. The age distribution in 1982 seems to
reflect falling fertility during the previous 10-15 years. Based
on mortality estimates (derived from cumulated survival ratios
between 1971 and 1982) 5 preliminary rejuvenation from 1982 to
1967 reveals a CER of 43.9 for the period 1967-72; 42.8 for
1972-775 and 37.8 for 1977-82. (Informal communication, Peter
Johnson, U.S. Bureau of the Census to Garard Bowers, USAID
Population Officer, March, 1984).



significantly greater than one even théugh we have

systematically understate the potential benefits. These

calculations confirm the tenefits derived in the RAPID model

above.

Net Present Values

($ per prevented birth)

DISCOUNT RATE

Benefits

Consuwption

Wage-productivity effect

Public-savings effect

Costs
Productivity
FP services
TOTAL

Benefit-Cost Ratio

10

6,118-6,852
(not estimated)

(not estimated)

4,635-5,320
96-115
4,731=4,750

1.13-1.45

15

3,575-4,004
(nét estimated)

(not estimated)

1,690-1,939
89-115
1,779-1,805

lo74"2025

C. Economic Considerations Relating to Program Size

The economic desirability of pursuing the project activity of

maintaining the current rate of coantraceptive prevalence and

thus keeping the birth rate down by 3 per 1000 is clearly

established. The only serilous question remaining is the

scaling of the activity. "A Study of Economic Evaluation

Procedures for Population-Related Projects” by Warren

Robinson and Wayue Schutjes states "At the macro level,


http:1.74-2.25
http:1.13-1.45

-10-

socletal benefits can be gained as long as there is a
difference between actual fertility and ZPG or replacement
levels.” Since the growth rate in Morocco is still above
2%/yea£ there 1s no question there are significant benefits
to reducing the growth rate as the calculations have shown.
We have also seen in the micro-economic anzlysis that there
is a large unmet demand for family planning sérvices as
evidenced by the high proportion of married women wanting no
more children. Thus, the conditions exist for a
comprehensive family planning program which reaches into
every region of the country in one way or another. Given the
demand for services and the high rate of population growth,
the liniting factor in expanding services is essentlally the
cost of providing them. These costs may be nigher than
potential'benefits in very sparsely populated areas or areas
with a poor transportation and communications
infrastructure. The limiting factor in AID's assistarce in
expanding VDMS coverage beyond 70% of the population is
partly a matter of capacity to manage any greater coverage
and partly a matter of changing the methods of service
delivery ia the remaining areas. To go beyond 70% of the
national population may require methods of operation wnich
differ from VDMS and similar outreach efforts to bhe
cost-effective, and this issue should Se examined at greater

length by other donors and/or ty AID if we decide to go
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beyond this project. For the time being, the main constraint
for 1984-88 is the rate at which the population coverage can
be effectively consolidated in the 13 original provinces and
extended to the next 5 provinces and the urban areas of

Casablanca, Rabat-Salé and Tangier.

Even at much higher unit-costs of family planning services 15
sparsely populated areas, a convincing economic case can very
likely be made for outreach programs to supplement the
fixed-clinic coverage of almost the entire population of the
country as soon as possible. Data from the natiouwide
post-census sample surve; should be analyzed as quickly as it

becomes available to help determine:

1) The unmet demand for contraceptive services in provinces

with only fixed-clinic facilities; and

2)  The cost of providing outreach services (these costs

will probably te higher in more heavily rural areas).

Then the type of calculations made above to assess benefits
and costs should be made for all areas with no outreach
program. To the extent these calculations show a positive
benefit-cost ratio, the administrative difficulties and other
problems or Issues involved in expanding faster should be

addressed and soiutions found.

N\
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le have chosen to examine the cost of maintaining established
gains in order to demonstrate the high.return of the activity
to date. The targets for expended coverage have been set
conservatively and it is'eminently reasonable to assume they
will be met and probably surpassed. Since the expansion of
the system is expected to have the same average cost per new
acceptor as the first group of provinces, a decline of only 2
additional births per thousand in the crude birth rate will
be sufficient for the expansion to have a benefit-cost ratio
greater than one at discount rates of ten percent or above.
This very modest performaace "requirement” should be easily

surpassed 1in fact.

To reiterate our basic conclusion, at high rateé of
population growth ({i.e. above.l.S per cent per yeér) there
-are large potential economic tenefits from reducing the birth
rate. (The same statement cannot bé made so unequivocally
about raising the death rate because of the loss of
lovestment in an individual up to the time of death, not to
mention the moral implications of practicing euthanasis,
infanticide and so on). These benefits are sufficiently
large that it is rationél to spend rather large sums per
averted birth because of the considerable savings in both
private and public experndictures in educating and maintaining
an indi;idual before he or she becomes a productive member of
society. With the high rate of population growth and a
demonstrated demand for.contraceptive services in Horocco,
the economic case ﬁgr investment in family pianning services

0

is irresistibly strong. fU



ANNEX X

FINANCTAL ANALYSIS

The Financial Analyses for Project 608-0151 (Health Management
Improvement) discussed the overall financial structure of the MOPH
and the Ministry's procedures for allocating health resources.
‘This section will deal more particularly with the financial
components of the Population/Family Planning Project, and che
project's financial viability in the context of the current

program of GOM economic austerity.

A, Financial Viability of the MOPH/FP Program: The Budget and

accounting system of the MOPH is not organized in a fashion
that allows an accurate determination of the costs of various
programs, activities or facilities. The most explicit such
cost dis-aggregation attempted by the MOPH is represented by
the ministry's Health, Nutrition and Family Planning budzct
prepared for the 1981-85 Five Year Plan. This is showa on

the following page:



MOPH Proposed Budget for Family Planning 1981-85

(DH 000)*

Costs/Year 1981 1982 1983 1984 1985 Total
1. Construction 400 400 400 400 1,600
2. Educational

Materials 2,095 1,754 2,528 2,122 2,551 11,050
3. Contraceptives 7,598 5,878 6,516 9,296 11,785 41,073
4.  Equipment 1,800 2,600 1,400 1,400 1,400 8,600
5. Operating Costs

of 22 Mobil

Units 600 600 600 600 600 3,000
6. Record keeping 250 275 303 333 366 1,527

TOTAL 12,343 11,507 11,747 14,151 17,102 66,850

%

Source: Economic and Social Development Plan, 1981-85. A report of.
the National Commission on Health, Nutrition and Family Planning.
Ministry of Public Health, April, 1¢80.

AV



While not an accurate portrayal of likely annual budgets for
the Plan period, the Plan document does serve the dual
purposes of establishing (or delet{ng) budget lines in the
overall GOM budget, and in establishing proportional
allocations of resources among varicus programs. In the case
of the 1981-85 Plan, Family Planning was for the first time
identifi;d as a separate line item on the MOPH budget, and
was allocated (the 198l equivalent of) approximately $17.6
willion, or about 2% of the MOPH budget proposed for
1981-85. The Plan document acknowledges that an unspecified
portion of these funds will be provided by external donors
(AID and UNFPA), but does not attribute proportionate shares

of the total among the MOPH and external sources.

Estimating the actual GOM cost of the family planning program
is further complicated by the fact that the delivery of FP
services is thoroughly integrated with other health

services. USAID and the MOPH have consequently endeavorad to
estimate MOPH "system" costs attributable to the FP program.
This analysis focused on costs clearly supportive of FP
activities, including for example, salaries of full-time FP
and VDMS wérkers, but excluding pro-rata salaries of health
personnel who provide FP and related services only on a

part-time basis. Other major components of GOM costs



include the MOPH budget for the NTCRH and MOPH costs of
fielding the Cont%aceptive Prevalence Surveys. GOM costs
estimated on this attribution basis total approximately $34
million for the Five-Year period FY 1984-88. These are shown
on Tables 2-17 in Section II, "Cost Estimate and Financial

Plan".

The Total post-project recurrent costs of the expanded family
planning delivery system are made up of three comporents.

The first is contraceptive supplies. These supplies are.
expected- to cost $1.5 to $2 million per year by 1988 for the
eighteen provinces and the urban areas served by the outreach

system. The second is supplies, material, replacment of

durable equipment and operating costs of VDMS, urban services

and hospital-based services. .These are estimated to be $2
million per year in costs added to the current health system
operating costs. The third component is personnel costs of
the family planning delivery system. This component is given
special attention in the paragraph following the table
because of the nature of employment in the public health

systam.

The table below shows the recurrent costs of the VDMS, urban
and hospital-based services and their probable funding

sources, all expressed in millions of 1984 dollars

b

N\



Item Annual Cost Source of Funds
Contraceptive Supplies : 2.0 Primarily USAID
Equipment and Operating Costs 2.0 GOM
Personnel 4.0 GOM

Total Recucrent Costs 8.0 6.0-GOM; 2.0-USG

Thé’third component is the bulk of the recurrent costs. This
is principally the salary cost of the time devotéd to VDMS by
the mobile health workers. This group of health workers and
their supervisors are largely already in place in all
provinces. There has been virtually no requirement to hire
new personnel in order to carry out the VDMS project, Nor
will the extension of VDMS activities require more personnel
in the MOPH. In other words, prior to the advent of VDMS,
mobile health workers were uﬁderemployed, lacking as they did
the means and the organization to carry public health and/or
family planning services to the population in their service
areas. Nonetheless, in spite of their low productivity, the
MOPH did not attempt to reduce the size of its work force.
Nor is it likely to do so in the future except through
attrition when it is constrained from hiriag replacements.

In such a situation, most of the recurrent cost of personnel
to maintain the service levels attained througn this project
is not an additional cost to the GOM. TIt is a cost which
would be borme irrespective of the productivity of the
personnel. Thus, although thi; personnel time is a
contribution of the GOM t; thé %roject, there is no real
opportunity cost .to utilizing this underemployed- resource of (

MOPH personnel.



The same reasoning as‘above does not apply to either of the
first two components. However, with respect to the first,
contraceptive supplies, it is highly probable the U.S. will
continue its policy of supplying contraceptives to keep
family planning program operating on as large a scale as
possible Ehroughout the world. We do not anticipate
significant reductions in contraceptive availability on a
grant basis. This recﬁrrent cost will presumably be borne by

an external donor and not by the GOM.

The only recurrent costs with a real opportunity cost are
those associated with imported commodiéies, equipment,
supplies gas and oil, and premium payments above customary
salaries. " This is the- second component, estimated to be two
million dollars per year by the end of the project. Since
this amount is only 1.7% of the total MOPH budget, and in
view of the Health Ministry's strong commitment to YDMS and
related activities as a proven program, USAID does not
énticipate significant difficulties in the GOM meeting these
costs fully. .In other words, the amounts involvéd are
relatively small and there is an increasingly stronger
commitment to the activity on the part of the MOPH and the

GOM. ‘For these reasons, we are confident the recurrent costs

of the program will be met.

During the project itself we will have ample opportunity to
witness the strength of the MOPH commitment, first as the
initial three provinces are phased oyt of USAID support, and

later as the next tea provinces are weaned from USAID - ,GQW



ability of the GOM to provide adequate fircancing to mairtain
program levels will permit USAID to irntervene arnd propose
remedial actions if the GOM proves urable to mairtain
previously attained program levels. Amurng the available
options is the possibility of using PL 480 Title I
coucterpart furnds as mentioned ir the NEAC Review of the
Coﬁcept Paper (State 264368). Thus far, counLérpart furds
have been used strictly irn support of a drylarnd agriculture
strategy. The uses are negotiated for each furnding tranche
with the Miristry of Firance and the Ministry of Agriculture
and Agrariar Reform. However, if USAID were to observe a
weakening of resolve or a tightering of the MOPH budget whicn
reduced program levels in "graduate" provinces, USALD would
propose a remedy to this situation fo restore adequate
furdirg levels. Ore such approach could be the earmarking of
PL 430 Title I counterpart furds. However USAID does rot
anticipate havirg to resort to this alterrative in the near
future arnd expects to rely on increasing levels of MOPH
firancirng as a result of the strength of GOM commitment to

the program.

The firarcial implications of the Project assume a different
dimersion wher considered in the longer term, arnd acruss the
overall GOM budget. That is, the "axterralities" of family

plarrning/fewer births impact significartly on the firancial

resources required ir other secturs (education, agriculture,
water, housing, etc.) From this latter perspective, the

project will result in a major cost savirgs Lo the GOM (See

—_——
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Financial Viability, Private Sector: The financial viability

of the AMPF Cortraceptive Sales Project-is not yet clear,
pending completion of a project feasibility study in the fall
of 1984. The experience of sales programs in other countries
is too varied to allow firm predictions for Morocco, beyond
the observation that program (sales) receipts will not be
sufficient to cover total program costs. These receipts will
nonetheless contribute significantly to the.paymént of ;uch
costs, excluding the cost of contraceptive products. The
sales project is itself a pilot activitiy, a key object of
which ;s to determine the pricing of contraceptives and
related health products in a manner which will optimize the

trade~offs between price, sales volume and revenue.

/



Methods of Implementation and Financing

Method of Implementation

1.

3.

TA

a. -AID/W grants, contracts.
and cooperative agree-
ments

b. -USAID-PSC

Commodities

a. =AID central procurement
(Contraceptives)

b. -Direct AID contract
procurement
(medical supplies and
equipment; audio-visual
equipment; ADP supplies

¢. —~Purchase Orders
(data-processing
supplies, weaning food)

ds ~H.C. Procurement
(expendable medical
supplies, printing
stock; healthworker
supplies).

Other

a. -0PG* with Moroccan
PV0 L'Heure Joyeuse
for NF? activity

Method
Financing

Unknown ~ Contractl
specific method of
financing

Diréct Paymen;

Unknown - assume
Direct Payment

Direct Payment

Direct Payment

Direct Letter of
Commitment

Direct Payment

Approximate
Amount (3000

20002

250

59553

1400

350

235

120



b. -H.C. Agreement with Direct Payment
the Moroccan Family
. Planning Association
(AMPF) for IE+C .
activities 250
c. -QpG4 Direct Payment
for Private
Sector Sales Activity 1000
d. -Local cost support for
various sub-projects.
Funds to be forwarded
through GOM Ministry of
Finance Direct Payment 4710
e. -Local cost support for
National Training Center
for Reproductive Health,
Funds to be forwarded
directly to NTCRH. Direct Payment 250
f. -Miscellaneous - evaluation, Miscellaneous in
audit, techaical assistance, accordance with
contingencies. overall Mission
Financing Policy
and Procedures, 1370
TOTALIQ..l.......'C l7|890
1 The project manager for these AID/W-funded organizatious are
located in AID/W, tesulting in the Possibility of diminished USAID
financial oversight of coutractor/grantee expenditures, USAID
will address this potential vulnerability by requesting voucher
approval authority for in-country expenditures by these
organizations, or if that Proves impractical, for regular grantee/
contractor financial vreports to be teviewed by the USAID Project
Officer.
2 Includes AVS purchase of commodities valued at approximately
$600,000 for subproject No. 4, VS/Reproductive Health Services.
3 Fund to be administerad by AID/W via non-funded PIO/C to enable
AID/GSA procurement. The in-kind value of contraceptives will be
shown in the USAID-GoM Project Agreement but funds will not be
obligated by this Proag.
4 Obligation documents., These costs will not be meflected in the
USATID-GOM Project Agreement.
e \ .
N.B. With the exception of Nos. 2.a (Contraceptives); 3.a (NFP); and

J.b (Private Sector Sales), funds for all project activities will
be obligated,via_USAID-GOM Project Agreement(s) for project

608-0171,



Commodity Procurement by Source and Origin

Value
Type of Commodity Source Origin (3000)
Contraceptives U.S5. . U.S. 5,955
Medical Supplies and Equipment U.S. U.S. 800
Yorocco Morocco 200
Audio-visual supplies and U.S. U.S. 240
equipment Morocco France/Japan 10
Morocco Motocco 40
Data Processing supplies U.S. U.S. 100
and equipment Morocco U.S. 35
France U.S. 50
Weaning food Morocco Morocco 200
Printing supplies Morocco Europe 35
Health worker supplies
(sacks, moped racks,
clipboards) Morocco Motocco 275
Totals All Procurement: $7940
UuS' SOUI‘CE/U.S- Origin T e 7093
Morocco Source/U.3. Origin : 35
Morocco Source/Morocco Origin : 715
Morocco Source/non-U.S./non- .
Morocco Origin : 45
Non-U.S. Source/U.S. Origin 50



As discussed above, (Population Coverage), the

proportion of the Moroccan population to be covered by
FP outreach activitiles will be about 70% by the end of
1988. Assuming that levels of contraceptive practice in
these new project areas will be more-or-less the same as
that attained in the "original” VDMS provinces (45%
average), than national prevalence in 1988 should be
cbmpriseﬁ of the following elements:

45% prevalence among 2,730,000 MWRA (or: 70% of the
projected 3.900,000 MWRA in Morocco at the end of 1988);
plus

25% prevalence among 1,170,000 MWRA (30% nf the
projected MWRA) who reside in "non nutreach" areas in
1988;

So that:

.45(2,730,000 MWRA) + .25(1,170,000 MWRA) = 1,521,000
MWRA practicing contraception at the end . of 1988

Or: 1,521,000 MWRA : 3,900,000 eligible women = 39%
contraceptive prevalence natinnwide.

The 35X contraceptive prevaleuce targetted for this
project is therefore a feasible objective, assuming
effective implementation nf the major elements nf the

pro ject.

Estimating Project Effect on the Crude Birth Rate (CBR)

USAID is not proposing a specific CBR as a project
objective to be attained by 1988, primarily because
changes in the CBR over time can be attributed tenuously
at best to the various activities of a papulation

project.
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The linkage between projéct activities and contraceptive
prevalence, however, is more direct -- as demoustrated
by the example nf the Morncco VDMS project, which nearly
doubled levels of contraceptive practice in VDMS project
areas. Soée analysts (most nntably Dornthy Hiortman,
Population Council) have nnnetheless examined the
relatinnship between the C3R and contraceptive
p.-evalence in several developing natinns, and found that
prevalence is a generally good indicator of the CBR. In
a study of contraceptive practice ig 23 developing
countries,* Nortman found that the relationship between
prevalence and C3R could be expressed as the regressinn
line

Y.= 46;7 - 43X,

where 7Y = CBR and X = c¢nutraceptive prevalence.

The predictive value of this equation for Morncco would
0 course te very rough, as it disregards such variables
as cnntfaceptive mix, continuation rates, age structure,
fecund females exposed to risks of pregnancy, etc.
Moroccn's fit to thls regression line is fairly close,
however: using WFS/Morocco data for 1980 (CDR: 41;
contraceptive prevalence: 19%) the equation prnduces &
predicted CBR nf 38.53 vs the actual C3R nf 41, If we
presume that this relatinuship nf predicted—to-actuzl

CBR obtains for other prevalence values



(i.e., predicted CBR = 94% of actual CBR), we can
project an estimated relationship. between the 35%
prevalence targetted for this project and the CBR in

1988. This would be expressed by the modified equation:
094 Y = 46.7 - 43Xo
Substituting the 35% prevalence target for 1988,

094 Y = 46-7 e 43(035)

Y = 33.7

Recalling the cautinm with which this indicator should
be approached, we can suggest that the increased levels
of contraceptive practice prnduced by this project may
result in a CBR of 434 by end-ni-project 1988. This
would be a promising beginning, given Mornccn's probatle
CBR nf 44 1in 1978. The country would still face a
considerable demographic challenge, however: replacement
fertility for Morocco (assuming a Crude Death Rate - CDR
- of 13 per thousand) wouid nuly te reached when snme

30% of MWRA were practicing a countraceptive method.



POPULATION DATA/PROGRAM IMPACT, 1978-88

Population

Crude Birth Rate

Crude Death Rzte

Rate of Natural Increase
Total Females, 15-49
Tear of Age

Married Femzles,

15-4%

Estimated Contraceptive
Prevalence

Estimated couples as

s MWRA

1978%/
18,500,000 (est)
44/1000

13-14/1000

aor
~tsa

4.1 million

2.9 million*

360,000

12.50%

1/ USAID inroceo escimates, 1978 (Source:

08/14/78).

2/ USAID/inrocco estimates, 1984.

094 Y = a6a/‘ - 43 Xl

19842/
22,000,000

~at

38/1000~"

12-13/1000
3/

2.0%
4.9 millinn
3.5 million

950,000

27%

eitimates should be approached with cautinn.

19882/

24,300,000
32-34/1000/

12-12/1000
, 3/

2 ~
viaio

5.5 millinn

3.9 million

1,365,000

Project Paper 608-"155 dated

3/ Derived estimates btased on = presumed relatinnship between C3R aad
coutraceptive prevalence expressed by the regression equatiom
The actual relatinuship may vary as the

coutraceptive mix, continuation rates, etc: change over time.

These



Population and Development Planuning: The predecessor

.project 608-0155 and the associated preject 608-0162

(Statistical Services) initiated a number of activities
which have created a stronger GOM "population”
orientation toward development plauning. The
consequences of these previous efforts will become
apparent ﬁuring Project 171. Specificaily, the Ministry
of Plan has indicated its intention to conduct in-depth
analyses of the Morocco portion of the World Fertility
Survey, and to integrate these analyses into the
Ministry's related work with the 1982 Mornccn ceusus.
As a first étep in this process, Morocco WFS data were
Included in a census data workshop with U3AID and U.S.
ceusus Bureau assistance at the Ministry of.Plan in

early 1984,

Second%y, the Ministry of Plan is currently
participating in an Integrated Populationn and
Development Project (IPDP) with assistance from USAID
and Research Triangle Institute. That activity is
specifically designed to strengthen the Ministry's
capacity to carry out pnpulation analysis, planning,

mndeling and forecasting as part of overall develnpment

“lle
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planning efforts. When the.IPDP prnject ends in late
1984, the Ministry of Plan will possess the augmented
technical skills (and dispositirn) needed to continue
this integrative approach to population planning.
fechnical assistancé and training resources heing made
available under project 171 will capitalize on this
prior activity and will further euncnurage and promnte a
brnader populatinn perspective witnin the ministry. |
RAPID, meanwhile, has been installed at the Ministry of
Plan Institute for the Scientific Analysis of Ecnunnic
_Statistics (INSEA), and is used as a teching tnal for

all INSEA-trained demographers and ecounomists.

Qutputs: Techuical Feasibility of Achievement

The various outputs, or subprojects, of this project can be

gathered into two groups. These are 1) continuing activities

whose feasitility and performance havs 'een established under

project 155; and 2) new activities which are still untested

in practice.



-13-

The first group of technically proven- activities includes the

following:

- VDS
- National Training Center for Reproductive Health (NTCR.
- Improved FP Services (Commodity Supply)

- Professional Skills Development (Training)

- Information, Educatinn and Communications (IE+C)
- Operations Research and Data Cnllection/Analysis
- Population Policy Development.

VDS, of course, will be expanded during the 1984-88 perind;
.but this expansion will duplicaté the budget, training,
loéistics, etc., of the existing program. The NTCRH,
commodity suppore, traininé and IE+C zctivities will alse
£ollow the patterns established under project 155, albveit
with relatively minor refinements suggested by the December,
1933 project evaluation. The iustitutional competence nf the
GOM to conduct nperations research and perfiorm data analysis
has been satisfactorily demonstrated by the VDMS/Marrakech
pilot project, the Morocen/WFS, and two cnutraceptive
prevaleunce surveys. “And as discussed above, USAID and the
GOM Ministry of Plan have begun a fruitful collabaration
toward the development of a brnader GO perspective re:
populatinn policy issues, including MOP participatinon in an

IPDP project.

-
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The second group of activities are new. They benefit,
however, from a cousiderable amount nf preparatnry

experience. These subprojects include:

=  Urban Family Plauning/MCH

= - Sterilization/Reproductive Health Services
- Private Sector Accivities

- Natural family Planning

- Other Ministry FP Activities

Urban Family Planning/MCHServices: The categorization of

"urban FP/MCH services" as a separate subprnject/ouﬁput is
arguable. Since its inceptinm, the VDHMS project nas had
"rural” and "urban" ccampnnents, each nf which utilized
different workplans, budgets aﬁd resouces. VDHS urban
housenold visitors, for exzaple, work nn fnnt rather than use
mopeds; their daily "countact rate” is higher (e.g. 20-20
houses/day, rather than the VDMS rural worker's 12-15 nouses
per day); and the daily "indemnitization” or incentive
payment for urban VLMS workers is L0DKE*, as opposed to 15Di
for VDUS rural workers. This urban aspect oI the YIDMS
project has already been extended tn 13 of ilorncen's larger
cities -- i.e., the provincial capitals of the 13 VDMS

provinces.
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As a practical matter, the subprnject describted in this
sectinn is an extension of the urban component of VDUS to
Mornccn's three metropenlitan centers of .
Casablanca/Mohammedia, Rabat-Salé and Tangier. These three
centers are treated separately for two essential reasoms.
First, they are "VDMS" project areas which happen tn be 100%,
urban and'therefore reflect different population
characteristics than "mixed" urban/rural VDMS pravinces.

Such characteristics include a higher pre-project
contraceptive prevalence rate; higher pnpulation densities;
and proximity to altermative sources of supply for FP
services. These factors suggest that a lesser per capita -
lavestment would be required tn implement a prngram —- and,
as implied previougly, that will indeed be the case. USAID
assistance for the urban ser&icés project will nnt include
funds for moped nperatinms, or repairs, and will provide
household visitor subsidies at the lower, urban rate used in

the VDMS provinces.

*8DH = $1.00



Secondly, the pre-project levels Qf coutraceptive practice
are, as mentioned, higher in cities than in rural areas. The
increment in countraceptive practice tn be attained by this
project will therefore be less than that achieved by VDS
activities elsewhere. The lower—cost approach used in urban‘
areas will however keep the returu-na-investment (i.e., cost
per new acceptor) of éﬁis activity from stfaying too far from

that realized by the provincial VDMS program.

Thirdly, the "urban” subpronject is treated separately from
VDMS because the areas served by the former activity will
include large population settlements -- bideuvilles and
smaller squatter areas —-— which will require specia%
adaptations to the "standard” VDMS househnld appreach. (The
latter, for example, maps ard numbers the households in

legally-recognized towns/villages and draws up househnld

lists/visitatinun schedules based thereon. The VDHS project
1s a "daytime"” activity, but in urban areas, the eligible
adults might all be at work, requiring special efforts duriag

evenings, weeliends, etc.).

The adaptations requirad by these special characteristics
will vte relatively minnr, however, relative to the lacger
body of prior VDMS-derived experiance which will be trought

to the Izplementation of this activity.
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The physicial infrastructure in place in these urban areas is
fairly strong. Each of the three metropolitan centers has a

network of urban dispensaries at which the househnld visitors

will be based; each is served by a hospital and at least one

Family Planning Reference Center.

Administratively and logistically, the Casablanca/Mohammedia
area presents the greatest challenge. That "urbaan strip"
includes 5 prefectures, each nf which would figure seéarately
in the project's administrative and reporting system. The
area also includes the most daunting of Morocco's slum
settlements. Project activity in Rabat-5alé and Tangier, oy
comparison, will be relatively less difficult — although
these citigs share many of the Casablanca areas's fundamental

characteristics.

The MOPH has declared its intentinm tn launch a VDMS-style
program in these large metropolitan areas; and the
provincial/prefectural medecin-chefs respnnsible f£nr these
areas have indicated their readiness to cooperaté. As was
the case with the VDMS project in the participating
provinces, the MOPH and provincial/prefectural staff will
pursue t oune year, il.e., thru FY 1985, of preliminary study,
personnel-orientation, and tudget preparatinn prior to

initiating formal training and fieldwerk in the areas.



USAID will participate in this preparatory phase.of activity,
possibly to the inclusion of specialized technical assistance
as needed. Thnat planning perind may reveal special problens

requiring adjustment in the scope and timing of the

subproject.

Sterilization/Reproductive Health Services: The Decemter,

1983 evaluatinn of prnject 0155 found z substantial lateur,
but as-yet unmet demand for wnluntary sterilization (VS)
services 1in Moroccon. Waiting-lists for VS procedures at
provincial hospitals were (are) frequently six monghs or
more. Where VS services have been made available, e.g., at
the NTCRH, popular demand fnr VS has prowptly risen tn the
full absorptinn capacity of these institutinas. (The NTCRY

1s currently perinraming about 100 VS procedures per monch).

The aim of this subpéojecc is to permaunently install VS and
related health services in the surgical and/or nb-gyn
departments of 30 provincial hospitals. The approach is
straightlorwvard: The ATD grantee nrganization AVS will
follow NTCRH "graduates” back to their provincial hospirals;
and assist these hospitals to identify the specific
commodity, space and financial requirements necessary to
institutionalize VS/health services; aud provide this
assistance in cnujunctinn with the NTCRM, which will bte
responsible for in-country management and technical oversight
of the prngram. As mentionéd, the approach is cnnventinmal,

-

and has been employed with considerable success by AYS in

-18-
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USAID accepts the technical premise of this prnject -- that
acceptance of VS services in Moroccn will increase markedly
as these services are emplaced around the country. USAID is
also confident of AVS' managerial competence to undertake
primary responsibility for this pr;ject, based nn that
organizatiou's record with similar activities worldwide over
the past 12 years. The major coucern shared by both USAID
and AVS in apprnaching this subprnject is the coordinative
capacity of the NTCRH. The NTCRH is an excellent
services—and-training facility. tiforeover, the NTCRH Director
has indicated his intention to establish an internal project
management unit within the NTCRH, solely respnusible far the
_executinn nf this prnject. Overseping the VS/health
activities of up to 30 provincial hospitals will nnnetheless
represent a major new responsibility Inr the Center -- and
will bear careful monitnring/;ontinuing assessment by USAID

and AVS.

The draft assistance agreement prepared by AVS reflects this
concern by calling f£or a gradual phasing-in nf participating
hospitals over three years. This approach will provide an
opportunity to observe the administrative capacitv of MTCRY
as it takes on this task, charges, and to make such changes
as might be necessary prior tn the expenditure of the bulk of

sub-project fuunds.
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Private Sector Activities: A 1979 market feasibility study

in Morocco® repnrted that a subsidized contraceptive
marketing program could counceivably be mounted by tne
Moroccan private sector. . However, the report noted twa
particular, unresnlved objections on the part of the MOPH: an
aversion to public, and especially TV, advertising of

+ contraceptive products; and concern.nver the potential
objections by phirmaceutical companies currently providing
contraceptives in the commercial market. (The study did not
remark on the refusal of the MOPH to meet with the study team
during the f£irst week of their 10-day stavy in Morocco).
The position nf the MOPH toward commercial sales nf
coutraceptive products has remained essentially unchanged
nver the five years since the feasihility study. TLargely
because of these contizuing otjectinms, USAID has sonught tn
re-design a private-sector contraceptive sales activity in a
manner which would both 1) test the practical feasitility of
contraceptive sales; and 2) permit the MOPH to assume a wore
benign pnsture tecward such activities. The "package” nf ANPF
sales initiatives described under Qutput Nn. 7 is therefonrs
modestly ambitinus in scope and coverage: it would reach
680,000 persons in itg early phases, and wnuld be extendable

to a total of more than 2,000,000 persons if practicable.

"A Preliminary Assessment of the Feasibility of a Subsidized

Coutraceptive Marketing Program for Marecen.” Jnhn U. Fariey and W&\)



The activity would d*ffer from convertional social marketing
programs, however, in that it would add commercial sales
outlets to the existing retail system, rather than introduce
contraceptilve products into the existing system. loreover,
these new elements -- CBD agents, kiosks, ard movable
souk/exposition tents — would complete with, rather thar
co~-opt, other elements of the'privaté sactor (i.e.,

pharmacies) currertly selling contraceplive products.

The capacity of AMPF to effsctively manage an expansive
commercial sales program is also untried. As discussed ir
Sectior VII, "Admiristrative Aralysis,” AMPF is irn the
process of re~organizing to improve its overall maragement
strength. Their steps toward that end carrot be cornsidered

separately from the technical merits of the 'subproject.

As of this writirg (Spring; 1984), AMPF arnd USAID have
acknowledged a mutual commitment to the principle of
expendirg availability of contraceptive services via sales to
the public. Further to Lhis mutual understanding, USAID and
AMPF have developed the set of activities presented under
Qutput 7. However, that propusad package of sales activities
- plﬁs AMPF's maragement capacit to execute them -- have

cot yet beern subjected to hard critical scrutiny. USAID

’
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plans to cnnduct this assessment early in FY 1985, .with
techical assistance from the Futures Group (an AID/VW
contractor retained to carry out preliminary feasibility
studies of contraceptive sales projects). IZ that study is
positive, USAID Qill proéeed tn recruit a éontractor (PSC or
institutional, as suggested by the feasibility study) to work

with AMPF on project implementation.

The scope of work for the feasibility study will not,
however, he limited to an assessment of AMPF and the three
activities proposed under Outputs Number 7. USAID will
invite the study team to cnusider/recnmmend such other
private sector sales initiatives ss might warrant further
development in Morocco, and will be prepared to consider
alternative uses, if necessary, of prnject funds currently

identified far the three AMPF activities.

datural Fanmily Planuning: The NF? progran propnsed by L'Heure

Joyeuse is carefully designed, reasonabtly phased, and modest

in its overall targets.

1'Heure Joyeuse itself is a well-established 2V0 in
Casablanca, and currently conducts a wide range nf MCH,
indigent feeding and soclal welfare programs. Its cnapetence

to undertake this subproject is avidently stroag.



