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EXECUTIVE SUMMARY

The Population and Family Planning Support Project has
been successful notably in meeting Project goals for increased
availability and accesslblllty of family planning services and
supplies and for increasing contraceptive prevalence in Morocco.
The Project has also helped bring about significant policy and
program changes in the population and health sector since its
incepticn in 1971, and particularly during the current Phase III
(1984-1989) .

A fully operational outreach capac1ty for family
plannlng and other preventlve health services is now established
in 31 of the 48 provinces of the country. The process of
bu1ld1ng that capacity over the past 10 years has played a major
role in changing the perspectives of both health personnel and
the population with respect to the acceptability of family
planning services. A mobile strategy of outreach based on
systematic planning of coverage areas in zones surrounding rural
dispensaries and health centers is now the cornerstone of
Ministry of »ublic Health (MOPH) policy for extending health
services to the Moroccan population. MOPH officials now speak of
a national family planning program.

The very success of the current Project has helped to
bring about a transition period which requires more than usually
careful management of activities through the end of Phase III and
planning for subsequent family planning and health activities.
Morocco's economic situation has also experienced major changes
in recent years, making government budgetary constraints a major
factor 1in current program operation and in future program
planning and development. The Mission recognizes that these
economic, policy, and program changes have =significant
implications for the future direction of USAID assistance for
family planning and health services.

This mid-term Evaluation reviews and analyzes the
progress of activities under Phase III of the Project, identifies
some of the major transitional issues, and makes recommendations
for strengthening several aspects of the program in tho romalnlng
life of the Project and in designing the next phas Dis sion
with MOPH officials indicates that all major recommendatlons the
Team has made are consistent with current Ministry policy and
priorities.

Overview of Findinqs and Conclusions

Most of the 13 subproject activities are on target and
three of the four main objectives for the end of the Project have
already been reached. 1) Regular availability of a full range of
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family planning information and services has heen increased: At
least 70 percent of the population has access to services, thanks
to the extension of the outreach service delivery program (VDMS)
to a total of 31 rural provinces and urban prefectures and to the
establishment of reproductive health services at 30 provincial
hospitals. 2) The 1987 Demographic and Health Survey (DHS)
indicates that the Project's cbjective of achieving a nationwide
contraceptive prevalence of 35 percent has been achieved. 3)
Awareness has increased of problems of high population growth
rates as policy development activities have resulted in *the
incorporation of specific population and demographic planning and
sectoral models in the Government's development planning process.

The fourth Project objective is to improve maternal and
child health (MCH) status. Availability of integrated outreach
and facility-based family planning and preventive MCH services in

the VDMS provinces obviously helps achieve this goal. Direct
indicators for the effectiveness of the MCH services are not
available, however. The Mission plans to conduct a separate,

in-depth Evaluation of the Phase III child Survival components
for immunization and for control of childhood diarrhezl disease.
At this stage, however, it 1is recognized that the recent
immunization campaign, assisted under the Project's child
Survival component, has vaccinated virtually all children under
5.

Most of the subproject activities are operating with no

major apparent problems. Several initiatives are under way to
support and expand the involvement of ministries in addition to
Health in family planning activities. The recent immunization

campaign demonstrated a major and successful inter-ministerial
collaboration between the MOPH and numerous other ministries at
the central, provincial and 1local levels. The capacity for
providing clinic-based family planning services has been improved
and expanded; comprehensive reproductive health and voluntary
sterilization services have been established in 30 provincial
hospitals, and the National Training Center for Reproductive
Health has become a model regional training center. The
extensive in-service, short-term training conducted under the
Project has generally been appropriate to the neceds to date.
Problems with logistics of comrodity supply appear to be under
control.

The USAID Mission has expanaed the scope of its private
sector strateqy for family planning services and supplies beyond
that originally planned tor VPhase 111 of the Project. The
Ministry's recluctance tc support these activities has eased in
recent vyears, and the Mission has  taken advantage of  the
opportunity to move forward with plans for consumer and market
research and development  of  several specific private sector
subprojects, These activities now include expanded commercial

retail contraceptive sales and  company-based family planning
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service delivery, as well as the originally planned
community-based contraceptive sales activity through the Moroccan
Family Planning Association (AMPF). A major portion of the
Project's activities in family planning information, education,
and communication (IEC) is also implemented through the AMPF.

Two of the subproject activities, both related to IEC
and to information systems, have made less progress and have
presented significant problems to date. The Mission has made
repeated efforts to provide assistance to the Ministry to develop
and implement an appropriate IEC strategy, but l:one yet exists.
IEC activities have produced many mass mediu messages, but
pre-testing is inadequate, quality is uncertain, and the impact
is unknown. Printed material for educational wuse is
inappropriate, confusing, out-of-date in terms of people's
current needs for information, and unused by most health workers.
The MOPH Education Office has had difficulty for years and
remains unable to provide appropriate leadership.

The second activity that has experienced major problems
is development and use of appropriate family planning program
information. The informatinn system remains plagued by an over-
abundance of data thal i. unused or unusable for decisicn-making
and program monitoring purposes.

Trancitional Policy and Program Issues

In spite of the apparent success in meeting most of the
quantitative objectives established for Phase III, certain
weaknesses exist in the quality of these activities, particularly
in service delivery, which pose major policy issues for the
Ministry and USAID. The contraceptive prevalence goal has been
met, but with substantial reliance on oral contraceptives as the

method practiced by 8( jpercent of current users. The VDMS
outreach program has contributed to current acceptability of
family planning, and particularly of oral contraceptives. A

variety of evidence suggests that the family planning poriion of
the program focuses predominantly on promotion and supply of oral
contraceptives and does not include adequate attention to the
full range of available contraceptive methods.

A strategy of mobile outrcach is now a cornerstone of
the Ministry's strategy ior extending coverage, and it haz bequn
efforts to expand the range of services this way.  Specifically,

the strategy calls for extending a broad range 51 curative
primary health care services, preventive family planning, and MCH
services through mobile unite. In addition, MOPH central and
provincial level  planning  and  management  ideas  {for  service
coverage and  related  resource  utilization has  become more
sophisticated than the VDMS  approach. Plans  for increased

availability of a full range of primary health care services
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through a mobile strategy, however, may include services not
appropriate for periodic outreach. Further, plans to extend more
health services to the Moroccan population are being developed
Auring the most severe economic and budgetary constraints in a

decade. The Ministry is currently having difficulty in assuming
transportation and field worker allowance (indemnity) costs of
the VDMS program. It will certainly have greater difficulty

assuming the far higher costs of the family planning and MCH
supplies and commodities that USAID now provides.

These trends in MOPH policy and planning have overtaken
the VDMS program, and both the Ministry and USAID nced to make
appropriate and careful adjustments to meet requiremants of
changing circumstances. They need to do this in a way that
assures that investments and progress to date in family planning
and preventive MCH service delivery are not lost.

USAID has traditionally maintained that a large
umbrella population and health Project provides necessary
flexibility for the Moroccan situation. The scope of activities
now managed by a limited number of Mission staff suggests,
however, that this situation has now reached a point at which
quantity and process are in danger of overriding Juality.

Major Recommendations

The major recommendations are to take immediate steps
to 1) broaden the contraceptive method mix beyond the pill by
strengthening clinical methods of contraception; 2) revise and
target the IEC strategy at all levels; 3) redesign the family
planning information system; 4) assure that the MOPH can assume
recurrent costs of the VDMS program; and 5) expand Mission
resources for Project management ard consolidate future Project
activities.
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INTRODUCTION

Project Background

The overall goal of the Population and Family Planning
Support Project is to reduce Morocco's rapid rate of population
growth and thereby diminish a key constraint to achievement of
the country's eccnomic and social development objectlves To
accomplish this goal, the PrOJect provides assistance to the
Government of Morocco (GOM) in population policy development and
in a range of health sector activities, with concentration on
family planning services and supplies and related maternal and
child health (MCH) preventive services and supplies.

The Project has existed since 1971, Phase I from
1971-1977 and Phase II from 1978-1984. The current Phase III
(1984-1989) is a large umbrella activity with 13 sabprojects.
These subprojects comprise both activities begun in Phase I and
new components, including Child Survival activities added in 1986
and 1987. The subprojects under Phase III were designed,
individually and collectively, to achieve four main objectives:
promote awareness of the problems of high population growth
rates; increase the availability and acceptability of family
planning services and supplies; achieve higher contraceptive
prevalence rates; and improve MCH status.

The Projcct has +two principal service delivery

components. One is an outreach program, "Visite a Domicile de
Motivation Systematique" (VDMS), which provides integrated family
planning and MCH preventive services. Under this progranm,

Ministry of Public Health (MOPH) nurses provide family planning
counseling and supplies and six MCH services (promotion and
supply of oral rehydration therapy ([ORT), nutritional
surveillance, breastfeeding promotion, immunization referral, and
weaning food and iron supplements) on a house-to-house basis in
communities gurrounding rural dis spens aries and in urban areas.
The program began in 3 provinces in 1982, after a pilot Project
in Marrakech, and had become operational in 13 prcvinces by the
end of Pha“e IT of the Project. The current Phase III of the
Project has extended the VDMS program to a total of 31 of the 48
provinces in Morocco.

The other principal service delivery component is
facility-based, with support for clinical family planning and MCH
services in VDMS provinces. In addition, the Project provides
national 1level support for reproductive health services,
voluntary sgsurgical contraception, immunization, and control of
childhood diarrheal disecase. ‘

The Project also includes related activities in
population policy development; information, education, and
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communication (IEC); data collection, analysis, and information
systems; logistics; training; collaboration with ministries other
than Health; and work with private sector organizatijons,
manufacturing and commercial firms, and health care providers and
suppliers. Phase III 1is currently scheduled to be completed
September 30, 1989. The Mission plans to begin design of a
follow-on phase during 1989.

Evaiuation Objectives, Methodology, and Team

Objectives. This was a mid-term Evaluation of Phase
IITI of the Project, with primary objectives of 1) determining the
extent to which the Project's goal and specific purposes are
being or can be met within the 1life of the Project, and 2)
providing recommendations for any changes in Project design or
implementation procedures.

The scope of work, (see Appendix A), specified a set of
11 major questions, each with a series of subquestions, to bc
answered by the Evaluation. These questions cover all 13
subproljects of the Project. The scope of work alsc requested a
review of cross-cutting issues and an assessment of the overall
effectiveness of the Project. Since the scope of work had been
written cne year before the Evaluation Teanm's arrival, the
Mission had already addressed some of the specific questions;
other issues, not included in the scope of work, had arisen by
the time of the Evaluation. The Team leader worked closely with
Mission staff to assure that the Evaluation addressed major
issues at this stage of Phase III.

Methodology. The International Science and Technology
Institute (ISTI) conducted three days of planning with Tean
members in Washingtor, March 2, 3, and 4, 1988, before departure

to Morocco on March 5. The Team conducten the Evaluation in
Morocco from March 6 - April 7. Due to a variety of scheduling
constraints, only two of the five Tecam members were present in
Morocco for this whole period. Other Team members' tour of duty

were 10-21 days in various segments throughout the month.

The Team's findings are based on an extensive review in
Morocco of documents provided by the USAID Mission; data from
national level surveys and provincial and central level Ministry
information systems; interviews with MOPH and other government
officials, as well as representatives of private sector health

service providers, communications, commercial, and research
firms; and site visits to 10 provirces and urban prefectures.
The Team also held mid-tour and final debriefing meetings with

USAID and MOPH officials.

Special comment is necessary about the methodology for
evaluating the VDMS program. The Mission designed the mid-term
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Evaluation of the VDMS program in two components. The first was
an in-depth, extensive field survey of beneficiaries, health
workers, and local government officials. This survey was carried
out by a Moroccan university-based research group, EXPERDATA.
The survey was designed to provide a variety of measures of
eifectiveness of services, health workers, and program
operations, and of beneficiary impact (Appendix B provides the
scope of work for the survey). EXPERDATA had completed the first
phase of descriptive tabulations for all survey questions and
interviews, contained in 12 volumes, in early March. The plan
was to complete the final summary and analysis in the following
month.

The second component of Evaluation of VDMS was to be
carried out by the Evaluation Tean. The Team was to use the
field survey as the primary source of information for evaluating
VDMS and provide a summary of the survey findings. The Team was
able to review selected aspects of the field survey findings
during its tour of duty in March, but the Team and the Mission
agreed that interpretation, analysis, and summary of the
extensive information and findings from the field survey was not
possible at that time, along with completing all other aspects of
the scope of work. Final summary and analysis of field survey
findings will be provided separately by EXPERDATA.

The Team's Evaluation of VDMS thus concentrated on 1)
assessing several aspects of the potential impact of the program,
using available national and provincial 1level data, and 2)
conducting a general review of field operations. Analyses of
impact include an assessment of the effect the program has had on
coverage and availability of family planning services and on
contraceptive prevalence. These analyses also include an
indirect assessment of the program's impact on child health
status and a qualitative assessment of its impact on the primary
health care system more broadly.

The general review of program operations in the field
included site visits to six VDMS provinces and one urban VDMS
prefecture, together with four non-VDMS provinces for comparative

purposes. The VDMS provinces visited included a sample from the
original group (begun in 1982), the second (begun in 1983), and
the most recent (begun in 1986). This review also includes

analysis of variation in 1levels of family planning service
delivery activity, based on selected provincial 1level data in
five of the provinces visited.

Tecam mempers. The Team was composed of five members.
Moncef M. Bouhafa was responsible for Evaluation of the IEC
component. Miriam Labbok was responsible for Evaluation of

medical and other technical aspects of family planning and health
service delivery. Charles Tilquin was responsible for Evaluation
of data analysis, information systems, logistic support, and MOPH
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management issues. William Trayfors was the A.I.D./Washington
Representative on the tean. He conducted the special data
analysis of contraceptive prevalence, coverage, and VDMS impact.
Charlotte Leighton was the Team leader. She was responsible for
Evaluation of the remaining five areas in the scope of work.

The four Team members wrote individual reports in their
areas of expertise. These are on file at the Mission. The Team
leader prepared a draft of the full report of the Evaluation,
which included contributions from each of the Team members'
reports in relevant sections.

The following 10 sections present the Team's findings
and conclusions on each of the principal sets of activities under
the Project, as well as on issues that cut across individual
subprojects. Recommendations follow the presentation of findings
and conclusions at the end of each Section.
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1. POPULATION POLICY DEVELOPMENT AND IMPLEMENTATION

1.1 Government Policy and Implementation Strateqy

The GOM population policy has long been characterized
by action in family pla:aing service delivery, rather than by a
set of explicit population policy statements. In line with this
approach, the MOPH 1is the key ministry responsible for
implementing the government's implicit support for reducing
population growth. The Ministry's implementation strategy is to
provide family planning services as an integral part of other
primary health care services to improve maternal, child, and
family health.

An official family planning program has existed since
1966. The Government's Development Plan set objectives in early
years of the program in terms of modest numbers of '"new
acceptors" and more recently in terms of target rates of
contraceptive prevalence among married women of reproductive age
(15-45) . The 1981-85 Plan called for a prevalence rate of 24
percent by 1985. This rate was achieved bv 1983. The current
1988-1992 Plan calls for a target rate of 45 percent,

One of the frequent comments about the Moroccan
situation is that lack of an explicit, national population policy
has not necessarily inhibited implementation of relevant programs
that help to reduce population growth, at least in the short run.
This appears to be an accurate assessment: The Government's
~approach to population policy anc the MOPH's implementation
strategy have been entirely appropriate and relatively effective
in the Moroccan context to date. Morocco's emphasis on an
implementation strategy through the health sector has continued
to help produce substantial gains in contraceptive prevalence and
coverage (see Section 2).

These gains are at a transition point, however, and
some aspects of HMorocco's family planning program rest on a
fragile base. Sustaining and improving contraceptive prevalence,
and ultimately reducing the population growth rate, are soon
likely to require a stronger public and private expression of
commitment by relevant government officials, as well as increased
GOM funding for family plann:ng and other population activities.

1.2 USATID Policy Development Activities

Under Phase III of the Project, USAID has continued to
provide assistance in population policy development for purposes
of increasing awareness among high government officials of the
problems rapid population growth poses for developnment. The
specific purpose of policy development assistance during this
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Phase was to incorporate population analyses in the Government'
development planning process through use of populatlon growth
projections and impact analyses across various development
sectors (see Appendix C for the loy frame for Phase III).

This purpose has been achieved with the development and
use by the Ministry of Plan of sector specific models in health,
education, and employment in the 1988-92 Development Plan. The
Ministry of Plan used initial results of these prOJectlon and
1mpact models in organizing a national population seminar in 1985
and in preparation of the 1988-92 Development Pian. The Project
has also funded participation of Moroccan officials in
invitational travel, short-term training, and international
conferences on population and development problems.

Top officials in the Ministry of Plan are very
enthusiastic about the population impact and sectoral model ing
exercises and consider impact on population growth a key criteria
in developing priorities for development Projects. The
conference reportedly produced a much stronger appreciation on
the part of Ministry officials of the interaction of their
programs, the relevance of population growth to their programs
and budgets, and a need to devclop solutions within their
programs to help solve "the population problem."

Although these activities appear to be establishing a
positive impact on at least part of the development planning
process, they do not yet seem to have affected the Ministry of
Finance's funding decisions for either the development plan or
for operating budgets of relevant ongoing programs. For example,
the Ministry of Finance cut the MOPH's overall request for the
investment budget for the 1988-92 development plan by 80 percent
(see Section 7 for further details).

USAID Mission personnel have gone beyond the formal
Project plans to initiate frequent discussions with GOM officials
in numerous ministries on formal and informal occasions. These
persistent efforts are likely to have had as important an impact
on developing and sustaining population policy, and especially
health sector implementation efforts, as the formal Project
activities carried out to date in policy development.

RECOMMENDATIONS FOR _POIICY DEVETOPMENT AND IMPLEMENTATION

1. Project goals for incorporating population projections
and modeling in the development planning process have been
achieved. Further USAID assistance 1n this type of policy

development and awarceness, beyond limited action to reinforce
these processes, does not seem necessary for the next phase of
the Project.
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2. USAID should concentrate future efforts at the central
level of government on policy implementation, especially on
practical budgetary issues with the Ministry of Finance, since
funding is a key constraint to implementation of the Government's
implicit policy for reducing population growth.

3. USAID should develop initiatives for the next phase of
the Project that would assist the MOPH increase population and
family planning awareness among Government officials and
community leaders at the provincial and local levels. These
efforts should be part of a larger move to mobilize other
resources in support of family planning.

4, The MOPH should place a high priority on developing
budget and program presentations that would help convince Finance
to allocate scarce budget resources to ongoing programs in family
planning and other related services; the presentations could make
the point that these programs would produce longer range budget
savings.
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2. CONTRACEPTIVE PRACTICE AND COVERAGE

2.1 Prevalence and Practice

National surveys show that contraceptive prevalence
among married women in Morocco has almost doubled in less than a
decade, having risen from 20 percent in 1979 to 36 percent in
1987. Almost 70 percent of this increase has occurred since
1984, when Phase III of the Project began. One of the main
purposes of Phase III of the Project, to attain a contraceptive
prevalence of 35 percent among married women of reproductive age,
has thus already been met.

Most contraceptive practice (81 percent) is currently
based on modern methods, with use of the pill by 23 percent of
married women representing the dominant method (80 percent of
total contraceptive use). Virtually 100 percent of ever-married
women are aware of at least one modern contraceptive method, as
well as a source of supply. Over 50 percent have used at least
one of these methods at one time, according to the recently
completed national family planning and health survey, "Enquete
Nationale sur la Planification Familiale, la Fecondite, et 1la
Sante de la Population au Maroc, 1987" (ENPS) (see Charts T1-3 in
Appendix D).

This survey also provides detailed information on
socioaconomic and geographic variation in contraceptive
prevalence in Morocco. 1In general, prevalence for married women
is higher among urban, educated women over 30 with three or more
children. Prevalence 1is also highest in the central, central
south, and western regions, where many of the VDMS provinces are
located. Specific comparison of prevalence rates in VDMS and
non-VDMS provinces shows a much higher prevalence in VDMS
provinces (40 percent) than in other provinces (25 percent) (see
Charts T4 and 5 in Appendix D).

Although these descriptive data are suggestive of the
impact of various factors on prevalence, analysis 1is not yet
available that identifies the statistical significance or
relative importance of these sccioecononic, geographic, or
programmatic factors in contributing to contraceptive usec.

Historically, contraceptive prevalence rates of 30-40
percent represent a critical point in demographic transition that
can bring about a significant drop in fertility. Recent surveys
in Morocco show, along with increasing contraceptive prevalence
in the past decade, a drop from 5.9 to 4.9 in general fertility
rates, as well as substantial proportions (42 percent) of married
women who want no more children or whc want to wait two yoars or
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more before the next child (13 percent). Desired birthspacing is
more common among married women under 30, whereas women over 30
are more likely to want no more children.

Data analysis is not yet complete for the ENPS survey
on the likelihood that these wishes on the part of younger women
will actually translate into significantly lower fertility rates
in Morocco. Even with contraceptive prevalence rates similar to
those that Morocco is approaching, however, substantial impact on
population growth rates is not always automatic (see Chart T29).

2.2 Availability and Coveraqe

Morocco has made substantial gains over the past decade
in making family planning services and supplies widely available.
Family planning services and supplies are now available at all
(approximately 1,200) MOPH facilities. With the extension of the
VDMS program to 18 additional provinces and prefectuies under
Phase III of the Project, family planning outreach services are
now operational in 31 provinces, which include almost 75 percent
of the population. By this criterion, the Phase III objective of
establishing regular availability of a full range of family
planning information and services for at least 70 percent of
eligible couples in Morocco has already been met.

The joint efforts of the MOPH with USAID to make family
planning information, services and supplies extensively available
have undoubtedly played a major role in increasing the

contraceptive prevalence rates in Morocco. The public sector,
represented by the MOPH, is currently the largest supplier of
family planning services and supplies. Almost two-thirds (61

percent) of current users of coutraception in the ENPS survey
cited the MOPH system as their cource of family planning services
and supplies. Private sector physicians, cliniecs, and pharmacies
provided family planning services and supplies to 21 percent of
women currently practicing modern methods of contraception (ENPS
1987) . The balance, 18 percent, did not cite a source (see
Section 6 for additional discussion of the private sector).

Although the evidence is clear that availability of

family planning services and supplies has increascd during Phase
III, key indicators of actual service coverage, such as number of
people served, are not available at the central level. The
current MOPH family planning information system is based on data
about new acceptors, continuing users, and visits for re-supply,
all of which are interpreted somewhat differently depending on
the facility or outreach worker. Reliable numbers of people
served, and the proportion of target populations reached and

served, by either fixed facility or outrcach health workers,
cannot be calculated (see Sections 3 and & for additional
detail).



2.3 Unmet Demand

Evidence exists of substantial, current unmet demand
for family planning services in Morccco. Among married women
aged 15-49, 43 percent want no more children and 13 percent want
to wait at least two years before another child (Table 4, ENPS,
1987) . These data mean that current contraceptive prevalence in
Morocco could, in principle, be increased immediately by 506
percent, from 36 to 56 percent.

In addition, among married women not now practicing
ccntraception, 37 percent want no more children, 11 percent want
to wait two years or more before the next child, and 16 percent
are undecided about when or whether they want another child
(Table 8, ENPS, 1987). These data indicate that 64 percent of
the married women not now practicing contraception are potential
candidates for family planning services.

Finally, lower rates of use of modern contraception
among uneducated or rural women are not necessarily indicative =€
a lower demand for contraception in this group. The ENPS survey
shows that the proportion of uneducated (37 percent) or rural (35
percent) women wanting no more children is higher than or almost
equel to the proportion of educated (31 percent) or urban (40

percent) women who want no more children.

A varicty of constraints in the health service delivery
system and in available information probably account for findings
that about half the women in Morocco who want to limit or space
births do not practice contraception. These constraints are
likely to include factors related to continuing problems of
accesslibility, particularly in rural areas; inadequate or
misleading information awong current and potential contraceptive
users about contraceptive methods; inadeciate referral and
follow-up procedures within the health system; restrictive MOPH
policies and physician attitudes toward surgical contraception;
and misinformation among health personnel about infections and
side ecffects related to contraceptive methods.

RECOMMENDATIONS FOR CONTRACEPTIVE PRACTICE AND _COVERAGE

Recomnmendations presented in the following sections are

designed to address the constraints identified above, with a view
toward maintaining current levels of contraceptive prevalence and
creating a basc for expanding availability of apprepriate family

planning services and information to meet demand.
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3. SERVICE DELIVERY

3.1 Clinical Family Planning Services

In response to stated MOPH goals, the capacity for
providing clinic-based family planning services for IUD insertion
and tubal ligation has been improved and expanded under Phase III
of the Project. The National Training Center for Reproductive
Health (NTCRH) has developed a model program for training medical
and paramedical personnel in Morocco, as well as throughout
Francophone and Arabic-speaking countries in Africa and the
Middle East. Since 1984 it has trained 400 Moroccan and regional
health personnel in reproductive health technology. The NTCRH is
also responsible for refresher training in clinical family
planning services for MOPH physicians and nurses, monitoring the
performance of hospital staff, and repairing laparoscopic
equipment distributed to participating hospitals.

Phase III goals of establishing availability of
comprehensive reproductive health service capabilities in 30
provincial hospitals throughout the country had been met by the
end of 1987. These are staffed by physicians who have received
certification from the NTCRH.  JHPIEGO! and 1PAVS! have been
providing the technical assistance and monitoring support for
these efforts to expand and strengthen clinical family planning
services.

The increased and improved capacity to deliver clinical
family planning services is, however, not being used with maximum
effectiveness to meet the potential demand (see Section 2). At
the beginning of Phase III, the Mission estimated in the Project
Paper that the proportion of total users who rely on oral
contraceptives would decline from 75 percent in 1983 to about 65
percent in 1988, due to more women using the increased capacity
to deliver IUD and tubal ligation services established during
Phase TI11. Instead, the proportion has increased to 80 percent
of all users relying on the pill.

The extensive use of oral contraceptives is not the
most effective response to the expressed demand of women who want
to limit births. There should be much greater use of clinical
family planning services that provide more permanent and reliable
protection, particularly for women who want no more children.
Although 43 percent of Moroccan married women want no more
children at all, only 3 percent of marriced women use the 1UD and
only 2 percent have had tubal ligation (ENPS,1987).

Isce glossary for the full names of  these and other
organizations widely known by their acronyms.
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The very low levels of use of IUDs and tubal ligations
may reflect delivery constraints of those two methods, rather
than the actual level of demand for them. Provider reluctance
may be one factor. In the case of IUDs, the concern is related
to what 1is presumed to be an extraordinarily high rate of
sexually transmitted disecases (STD) 1ina the country (doctors
report the rate to range from 40-90 percent). Because it is
medically wunsound to insert 1IUDs in persons suffering from
certain STDs, this is clearly a valid concern. Given Morocco's
reportedly low sterility rate of 1.7 percent, however, it is
highly wunlikely that STDs are as prevalent as reported. The
problem may be that doctors are making incorrect diagnoses. It
is also probable that they are not providing the simple and
appropriate treatments that are available to cure most of these
patients. What 1s lacking is a scientifically based protocol
that would make clear to doctors when IUDs can be inserted and
when they should not.

Provider reluctance also inhibits provision of tubal
ligation. Several physicians and other health personnel noted
that permonent methods ot contraception were not advisable unless
a woman is over 30 and has four children, one of whom is a boy
and 2 yecars old. These views reflect official nolicy. This
problem was also noted carlier in the 1983 final FEvaluation of
Phase 11 of the Projcct,

A second  problem relates to training for these
procedures, Again, the 1983 final FEvaluation had flagged a
problem with respect to permanent methods, noting that minilap
training wos  not  being  provided to  enough  physicians,
particularly those in the private sector, Cenverasely, although
many nurses have  received  training  in 1UD insertion,  those
trained have had oo tittle practice in carrying out insertions
that they are badly in neced of retresher training.

A third concern relates to cquipment and facilities.
This is not a problem with respect to laparoscopy services: in
fact, the considerable number of provincial hospitals equipped to
provide theoe services are underutilized, On the other hand,
many clinics do not have the cquipment needed to provide JUDs
(lighting, surgica  cquiprent, sterilization tacilitics and use).
In particalar, toc new paternitics are not heing  routinely
cquipped  to provide  postpartum 1UDs,  although  this  is an
excellent time to beorin this method.

A tourth joaoblem relates Lo referralsns. Al preaent,
there s no recogqnition tor the jtinerant worker who (ol lows: upa
referral to see whether the woman referred actually received the
sterilization or 1UD vecommended.  Phas, wopnen who decide against
the procedure aftter recerving counsel may remain undetected. It
15 believed that o large nupber of  acoeptors may be lost thin
way: Counseling time dn very briet and concerns such an cont,
lack of transport, o nconvenience  pmay o oftoet the initial
motivation to undergo the prccedure,
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The Ministry recognizes that the family planning
program is currently relying too much on oral contraceptlves and
current policy calls for broadening the method mix. Preliminary
estimates? indicate a need for 8-10 times the current number of
IUD and sterilization procedures to meet current demand within an
appropriate method mix.

The following provides recommendations for relnforc1ng

appropr;atc delivery and use of clinical family plannlng services
in order to broaden the mix of contraceptive methods

RECOMMENDATIONS TO REINFORCE CLINTICAIL, FAMILY PIANNING SERVICES

JUD Services

1. A revised protocol for IUD insertion should be
developed that will reintorce proper care and correct current
inappropriate practice, 1t should include gaspecification of
minimal equipment and space needs. It chould be based on a

special study of current problem areas, including but not limited
to

Vaginal infections in various areas of Mcrocco and the
handling of 1UD inscrtion when infection is present;

Proper diagncsis ol intfection:

Appropriate and  inexpensive  treatment modalities for
intection that doco exist; and

Heeds  tor  adequate  cquipment,  heating, and lighting in
maternity centers and 1UD service sites,

o An  arscesoment chould be conducted of  in-service
training necds  for o npurses in 1D incertion and sterilization
techniques and tor itinerant workers in IUD and sterilization
promotion and referral. The findings of this assessment should
be  included  in the  next  scheduled  in-service ("recyclage')
training sesoions, The TUD training could be carried out on a
reional  baris with  second  level  training  carried  out by
midwives, nurcces or physicians in a one-week session.

TEotimaten  of necessary  increases  in all services,
highlighting 10D and  steriiization  cervices needed  to  meet
current  demand were made by the Team and are on file at the
Minsion. The cstimates  are  based  on  surveyed demand.
Alternataive cntinates based on steady growth appear in the MOPH
Five-Year plan,
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3. Postpartum IUD insertion should be encouraged and
included in training sessions for nurses based in maternities, as
well as training for outreach workers in how to explain and
promote this option.

4. Maternities should be provided with necessary
inexpensive cquipment.

Tubal Ligation

5. The NTCRH should continue and increase training in
quality female sterilization procedures, including mini-
laparotomy.

O. Consideration should be given to opening
additional training center(s) that specialize in mini-lap with
laparoscopy as a secondary method. These centers could be

located at universities with medical faculties in coordination
with the National Center. Additional training centers would also
facilitate training for private health care providers.

Referral Services

7. Management of the referral and follow-up system
for IUDs and sterilization should be strengthened. A umall-scale
operations resecarch effort could help identify efficient and
effective methods to manage referrals and generate necessary
follow~-up action.

Coordination of Training_and Service Delivery

8. The !MOPH should play a stronger role in
cocrdinating che 1UD and sterilization training and service
delivery efforts of the University Ob-Gyn departments, the NTCRH,
and the centers of reference and maternities. The Ministry could
also support these efforts by assuring that trained personnel
remain at a center offering sterilization until replacement
personnel are trained.

Other Contraceptive Methods

9. Support  might be provided, perhaps at a lower
level of effort, tfor other reliable contraceptive methods,
including spermicides, natural (e.q.,sympto-thermal) methods, and
injectables, copecially through private sector efforts.

Information, Dducation, Communication
10,  The TEC strategy should be revised and targeted to

support and promote broadening of the contraceptive method mix
(see Section 4, Recommendation 7).
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Implementation Priorities., Studies, training needs
assessments, protocol development, and equipment supply for
strengthening IUD services and the related referral system should
begin within the remaining life of Phase III of the Project.
Other recommendations may be approached as part of a three-to-
five year plan to strengthen clinical family planning services
and tc broaden the mix of contraceptive methods in use.

3.2 VDMS OQutreach Services

3.2.1 Impact of the VDMS Program

3.2.1.1 Impact on Coverage and Prevalence. Although
accurate data on family planning service coverage in terms of
number of people or percent of target population served are not
available (sce Section 2), the role of the VDMS program in
increasing the availability and accessibility of family planning
services and supplies can be inferred from available data. These
data provide mixed evidence.

Although the program is operational in provinces with
75 percent of Morocco's population, VDMS outreach plays a notable
but not a dominant role in overall coverage for family planning
services and supplies. According to the ENPS survey, only 17
percent of women using modern contraception cited VDMS outreach
as their source. More than twice that proportion, 41 percent,
cited the Ministry's fixed facilities as their source. Other
Ministry mobile teams accounted for only 4 percent. Slightly more
than one-third, 35 percent, of women using pills received them
from MCPH facilities, whereas 21 percent received them from the
Ministry's VDMS outreach workers.

VDMS5 appears to play a major role in extending coverage
to populations who would otherwise be unlikely to receive family
planning services because of inaccessibility to fixed health
facilities. The ENPS survey shows that contraceptive prevalence
in urban arcas is virtually identical in VDMS and non-VDMS urban

prefectures (4% vs. 44 percent). Prevalence in VDMS rural arcas
is 40 percent higher than in non-VDMS rural arecas (25 vs. 18
percent. See Chart T-4 in Appendix D). Higher prevalence rates

reported for VDMS provinces nationwide are thus due primarily to
its strong role in rural provinces.

The  program  appears  tc help increase overall
contraceptive prevalence through its extension of services to
underserved  populations  and  through  its  apparent  success  in
recruiting new  acceptors, Under this interpretation, the

population served by VDMS represents a sizeable net addition to
the total number of women practicing contraception in Morocco
today.
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Data based on new acceptor rates from the MOPH
information system in VDMS compared with non-VDMS provinces
support this interpretation. (Although there are serious
definitional problems with data on new acceptors and on all users
collected by the MOPH, these data do provide indications of an
order of magnitude of differences among provinces, if not precise
calculations.) Charts T6-11 in Appendix D show that VDMS
provinces account for 70 - 80 percent of new acceptnrs and of
users of contraception in Morocco since 1983, and for about 70
percent of new acceptors of oral contraceptives over the period

1981~1987. These proportions of "coverage" correspond well to
the percentage of total population 1living in VDMS provinces and
prefectures (75 percent). One would expect, if the program is

working properly, that the majority of new acceptors and users of
contraception would be 1in areas where the majority of the
population lives.

These data also show the strong role that VDMS outreach
has played in increasing the availabilicy and use of oral
contraceptives. On a cumulative basis, VDMS provinces accounted
for more than twice as many new acceptors of pills as did
non-VDMS provinces over the period 1981-1987. VDMS and non-VDMS
provinces are equal, however, in new acceptors for facility-based
family planning services over this period (Chart T-9). Charts
T12-25 in Appendix D also show that VDMS outreach activities are
far more responsible for recruiting new acceptors of oral
contraceptives than are the fixed facilities in VDMS provinces.

3.2.1.2 Impact on_ ¢hild Health Status. Both the
family planning and other preventive health services included in
VOMS outreach services could be expected to have a positive
impact on child survival and child health status in general. A
reliable in-depth analysis of these potential impacts is,
however, a quite complicated undertaking and is beyond the scope
of this Evaluation.

A preliminary analysis3 of historical trends in infant
mortality rates (IMR) in VDMS compared with other provinces from
1972-1987 (i.e., before and after the introduction of the VDMS

3This analysis carried out by the Evaluation Team uses a
provincial breakdown of the ENPS national survey data. A note on
the validity of these data is in order to ensure appropriate
interpretation of the findings. Because of samplc size on the
provincial level, data on IMRs for several individual provinces
are not reliable. The aggregated estimates of IMRs for all VDMS
and all other provinces are based on a large cnough  number,
however, to provide sufficiently reliable indications of the
order of magnitude of differences between these two groups of
provinces.
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program) show that IMR was at a lower rate (102) in 1972 in
provinces that later were selected for VDMS, than in other
provinces (111), Infant mortality began declining at a faster
rate in VDMS than in other provinces during the 1970s before VDMS
began &nd has continued to decline at somewhat faster rates than
in other provinces since 1981. By 1987 estimated infant
mortality in VDMS provinces (67) was substantially lower than in
other provinces {21) (see Chart T28 in Appendix D).

Whii=2 these data indicate relative differences in
infant mortalitv trends between the two types of provinces, they
do not show that service delivery by VDMS is responsible for
these declines in infant mortality. A different type of analysis
would be necessary to verify the statistical significance of
these differences and, more important, to separate the relative
contribution of health service delivery from the many other
factors related to socioeconomic and environmental conditions
that also strongly affect infant mortality.

These {indings are, however, useful in highlighting
some of the positive changes in child health status that have
been and are ocucurring in provinces where VDMS 1is located.
Continued reinforcement of the MOPH's family planning and MCH
services in these provinces can help to strengthen and perhaps
accelerate this trend.

Recent evidence of longer birth intervals in Morocco
also lends credence 0o the idea that improvements have occurred
in child health status. The ENPS survey found that in 1987, 65
percent of all births (excluding first order births) occurred at
greater than 24 month intervals, compared with %8 percent in
1980. Presumably increased availability of family planning
services 1is helping women to increase birth spacing.

3.2.1.3 Impact on the Primary lHealth Care System.
VDMS has helped to strengthen the entire primary health care
system in provinces where it is located. Most of this effect
derives from the decision to integrate family planning and other
preventive hecalth care services. These effects were also already
apparent by the end of Phase 11 of the Project, but have now been
extended to an additional 18 provinces.

One of the gstrongest aspects of  VDMS has been an
emphasis on develcping a capability among provincial and local
level health personnel to identify the population to be scrved ]
plan coverage arcas, and allocate staff resources to achieve
objectives of extending service availability through outreach
services. Some of these concepts existed bofore VOMS and have
since been oplied in more elaborate form in other provinces and
with particular success in one provinee, Agadir, a pilot primary
health care (55B~-Soins de Sante de Base) provincee. The VDMS
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program has consistently stressed these principles, directed
training toward these skills, and made them operational on a
regular basis. In so doing, VDMS has helped increase knowledge
of health needs of populations living near health facilities and
introduced and established public heal-h concepts of orientation
toward the people to be served.

It has also emphasized and established capabilities to
adninister 1logistics, personnel, and vehicle support at the
central and local levels. Further, transportation support for
VDMS outreach and supervision allows itinerant nurses to carry
out other health activities in their coverage area (e.g., malaria
control, water control) and provides the means for supervision of
all activities at the health center and dispensary level.

All these capabilities and processes can be easily
generalized and applied beyond family planning and other
preventive health outreach service delivery. The approach of
indirectly strengthening the broader system through the outreach
component cannot be relied on much further, however, if continued
or additional gains in health status are to be expected. Similar
efforts are now necessary to strengthen directly the back-up
referral, supervisory, and management csystems of the primary
health care system if family planning and other preventive health
services are to continue to be effective.

3.2.2 Program Operations at the Field Level

3.2.2.1 Service Delivery. Technical aspects of
outreach service delivery in all provinces visited appear to be
generally good. The basic knowledge of VDMS outreach workers and
supervisors is quite high when measured by the important points

in their training gquide. Itinerant workers in particular are
well versed on the basic set of rules outlined in the guide for
family planning, diarrhea, and immunization. This finding is

supported by the knowledge test given to VDMS workers in the
field effectiveness survey.

Although training to date appears to have been
effective in providing basically sound technical skills, problem
solving skills to meet requirements of daily situations that go

beyond the rules do not appear to be well developed. In
addition, worker knowledge on supplementation of breastfed
infants does not appear uniformly adequate. At least some

workers have been promoting the idea that all infants should
receive supplements by four months, an idea that has harmed
breastfeeding practices in many countries.

The practice of providing at least three cycles of oral
contraceptives at each resupply visit seems now +o be well
established. This practice has probably increased acceptance of
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the method as a long-term preventive health measure, rather than
as curative medicine that must be carefully controlled and
stopped as soon as possible. (The practice of providing one
cycle at a time continued to exist in one of the non-VDMS
provinces visited.)

The current package of supplies carried by VDMS
outreach workers includes oral contraceptives, oral rehydration
salts, condoms, actamine, iron/folic acid tablets, aspirin,
gauze, mercurochrome, and a scale for baby weighing. The family
planning and other preventive health services currently delivered
by VDMS workers represent an excellent choice for periodic
visits. One of the main advantages of the VDMS outreach service
package is that it comprises a simple set of preventive health
care services that address principal maternal and child health
problems, as well as a select few curative and first aid
services.

Problems included the notable variaticn in VDMS
outreach worker motivation and in quality of supervision. These
may pose an important constraint to adequate outreach service
delivery.

3.2.2.2 Support Systems. The family planning
commodity logistics system seems to be working well. All sites
visited had ample supplies of contraceptives, though some
supplies of condoms are approaching expiration. Data collection
for VDMS activities seems to present no major problenms. All
provincial and service delivery personnel appear to collect the
required data diligently and complete required reporting on time
(see Section 5).

Information from {ive provinces visited (Agadir,
Marrakech, Safi, El Jadida, and Casablanca-Anfa) shows
considerable variation among them. Provinces vary substantially
in past and current recruitment of new acceptors of family
planning services. Condowm use is growing more rapidly in some
provinces than others, but all show the concentration of VDMS
cutreach on promotion of oral contraceptives. Evidence of the
impact of VDMS outreach on use of fixed facilities for family
planning services, especially on increasing referrals for clinic
based contraceptive services (IUD insertions), is inconclusive in
this data set, but all provinces snow that fixed facilities have
a substantially lower level of family planning activity than does
VDMS outreach.

These wvariations suggest that, despite a good
performance in the aggregate, the VDMS program has weaknesses at
the local level that should be addressed by day-to-day program
managers. These questions will be best resolved once the
Ministry establishes specific program goals (c¢.g., increase total
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contraceptive rates vs. recruitment of new acceptors vs. numbers
of people served vs. relative use of pills and IUDs) against
which to monitor and measure progress and designs the information
system to produce the related, appropriate indicators (see
Section 5).

3.2.3 USAID Assistance

USAID's assistance to VDMS program operations at the
field level has included financial and technical support for 1)
transportation and allowances (per diem and incentive payments)
for outreach workers and supervisors; 2) training in technical,
communications, administrative, and data collection activities
for outreach workers and supervisors; and 3)contraceptive
commodities and supplies, as well as selected maternal and child
health medical supplies. The principal VDMS activity that USAID
has supported in Phase III of the Project has been to extend the
VDMS program to 16 additional provinces, following the basic
model already tested and established for the first 15.

The extension gives every indication of proceeding as
planned. The remaining, scheduled training activities for the
new provinces, as well as scheduled refresher training for
pre-existing provinces, appear to be on track. Major variations
in quality of services, management, data analysis, and other
matters did not appear to vary by length of time VDMS had been
operational.

The only major problem observed was in conjunction with
the planned Phase III phase-down of USAID funding support for
allowances and gasoline for VDMS provinces in the first and
second phases. Under this plan, the Mission had stopped
providing these funds for 13 of the provinces as of Januvary 1988
and will discontinue furds for the new provinces under Phase III

by January 1989. Due to severe financial constraints, the MOPH
maintains it 1is unable to assume responsibility for these
payments at present (see Section 7). This presents a dilemma.

It is apparent that immediate withdrawal of funding
support for transport and allowances--that is, withdrawal of
USAID funding without the Ministry covering the costs--would have
a major negative impact that would likely negate much of the
investment effort that has been made in the program.,
Transportation is obviously critical to outreach services and
supervision. Even 1f there are valid objections to allowances
for outreach workers, evidence of problems with cutreach worker
motivation and difficult working conditions in Morocco suggest
that incentives are essential to most of these personnel if they
are to maintain their current level of activity.
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RECOMMENDATIONS FOR VDMS OUTREACH SERVICES

Funding Support for Field Worker Allowance and Transportation

1. USAID should not withdraw funding support for
allowances and transportation costs before the end of Phase III
unless means are in place to cover these costs and sustain
progress achieved in the VDMS provinces. The Ministry and USAID
should jointly take action to assure that means are in place
within the remaining life of Phase III.

Although this issue is best understood as part of a
larger recurrent cost and budgetary problem facing the MOPH (see
Section 7), the following set of complementary actions are
suggested for implementation within the remaining life of Phase
III:

The Ministry and USAID should not rely on amounts
included in the Ministry's budget request or
authorization as assurance that funding is actually
available. Direct negotiations with the Ministry of
Finance are necessary to assure that budget allocations
are made in the current situation of government budget
constraints.

The Ministry should make every effort to assure
adequate funding in its operating budget for
transportation costs to cover the basic level of
outreach service delivery it wants to assure
nationwide. Worldwide experience shows that 1local
community contributions to fund this kind of operating
cost 1is generally unreliable and c¢an increase in-
equalities in service delivery capabilities.

Steps to reduce the costs of allowances should be
considered, perhaps by providing selective payments,
instead of providing allowances to all outreach workers
and supervisors and to principal provincial level
personnel.

Supervision as a means of motivation should be

improved. A special study should be conducted to
determine other non-financial means of worker
motivation.

VDMS Training

2. VDMS worker training should be upgraded and
reinforced in the arecas of 1UDs and sterilization, referral
processes, and conditions under which thece methods are advisable
(see also recommendations in Section 3.1).



- 22 -

3. VDMS worker training needs upgrading and
reinforcement to encourage problem solving. Basic rules should
be set forth in as simple a manner as possible, and training
should reflect questions that actually arise in the field.

VDMS workers should know what to tell a woman when she
switches from one brand of oral contraceptives to another, how to
respond if a woman has been given contradictory information by a
doctor, how to respond to common rumors about contracepiion.
Some rules can be stated simply, such as indicating that all
types of oral contraceptives can begin on day 1 of the menstrual
cycle and condoms need not be associated with other methods, but
use of spermicide with them increases efficacy considerably. The
guide could be made more useful by setting out basic messages 1in
boxes, providing illustrations that workers could use with women
during discussion, and developing a small notebook, to which
pages could be added, with major information only on each item or
task the worker must do.

4, In-service training ("recyclage") should be
conducted for VDMS itinerant workers at least annually. Periodic
meetings for VDMS itinerant workers should be scheduled to share
technical information, solve problems, and provide worker
motivation.

5. Video could be used for training and problem
solving, particularly to show difficult worker-client situations
and to promote discussion for possible solutions, as well as to
allow workers to share experiences in a productive manner. This
method can also assure quality and consistency throughout all
training sites.

6. Training in food supplementation for breastfed
infants for VDMS workers should be reinforced and upgraded.
Training should include information that a breastfed child may
grow at a slightly different rate from a bottlefed baby, creating
a different growth curve than is illustrated in the present
growth chart based on data collected on bottlefed U.S. children.
It should also veinforce information that too carly
supplementation can shorten breastfeeding and threaten child
health. Workers should be well trained that supplementation need
not begin until month 6, and for infants growing well, not until
even later. When introduced, it should only be given after a
breastfeced, 5o that milk supply will be maintained. No
supplements or teas should be given in the early months.

Supervision

7. Training of VDMS supervisors should include more
skills in problem solving and worker motivation.



Additional Services

8. Consideration should be given to adding one or two
additional services or supplies to the VDMS outreach program,
These must be chosen carefully for their suitability for a
periodic visit and should be selected according to specific
health needs in each province.

The kind of service and/or supply must be governed by
this consideration: Periodic outreach 1is appropriate in the
provision of preventive care, but is not useful or effecztive for
cure or treatment of disease which can occur at any time before

or after a health worker's visit. Similarly, medicines for
periodic outreach must be chosen quite differently from medicines
and essential drug lists for fixed facilities. Treatment

modalities, such as oral rehydration salts (CRS) or ophthalmic
treatments, if included in outreach worker activities, should be
left with people who neced them since recurring problems will
arise between visits. The concept cf leaving a small stock with
an interested, well-informed community representative is one way
to provide a bridge between viscits.

Implementation priorities

Recommendations 1, 2, 3, 6, and 7 should be implemented
during the remaining life of the Project. Recommendations 4, 5,
and &, should be considered for a follow-on Phase of the Project.
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4. DEMAND GENERATION THROUGH INFORMATION, EDUCATION, AND
COMMUNICATION

4.1 IEC Activities and Strateqy

4.1.1 Overview

Although the Project has undoubtedly played a role in
increasing the level of awareness in Morocco of family planning
methods (sec Section 2), the precise role of Project activities
is difficult to determine. Project activities have included
making family planning information available nationwide through
the mass media, the Ministry's Health Education office, and,
intensively, through the VDMS outreach progran. No 1in-depth
evaluations of any of those strategies has been carried out; what
pre-testing is carried out is not usually conducted with groups
representative of most of the population. IEC objectives have
becii unclear and the Five-Year Plan identifies only very general
goals. The 1983 Evaluation of Phase II of the Project noted
these same deficiencies.

The Ministry has just recently completed a preliminary
communications strategy, with assistance from USAID and RONCO.
This will be developed further in the coming months. There is a
question, however, whether adequate capability exists to
implement an ecffective strategy.

Available information provides some indication of the
impact of current 1EC activities. It is clear that men are less
favorably disposed to contraception than women, but that they do
appecar very responsive to child health messages. A study of the
recent immunization campaign showed that, in 8 out of 10 cases,
the husband was a key factor in encouraging mothers to take their
children to be vaccinated. Discussions with VDMS workers suggest
thav religious beliefs and family preblems are important
constraints to family planning and that negative rumors about
contraceptive methods are prevalent. The recent:  consumer
rescarch study carried out by IMS (a research firm) also points
out the exiustence of negative rumors and misleading information.
For example, apparently mocst private sector physicians think that
1UDs have a higher failure rate than oral contraceptives.

The  VDMS  Field  Effectivencss  Survey also  provides
preliminary cvidence of the relative importance of different
sources  for family planning  information in  VDMS  provinces.
Findings from this curvey chow that VDMS outreach visits are the
most important source in rural arecas for first knowledqge about,
and for information on specific methods of, contraception. In
urban arcas, mans media is the most important source of both of
these Kinds of information, and is twice as important as VDMS
outreach for first knowledge. Friends and ncighbors and health

.
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personnel at the MOPH facilities play an equal role in urban
areas for first knowledge, but friends and neighbors have almost
no role, in either urban or rural areas, in providing information
about specific methods.

4.1, : VDMS Information Activities

Approximately 2,000 VDMS outreach workers and 450
physicians have been trained in communications techniques under
Phasc III. the rield xrrectiveness Survey should provide some
information on the effectiveness of VDMS workere in providing
family planning and other health information and ecducation. A
preliminary review of Survey findings suggests that the average
amount of time spent in a VDMS houschold visit (15 minutes) is
insufficient to communicate adequately all the required
information and to motivate people to adopt contraception, unless
they are already disposed to do so.

Discussicon with VDMS workers in the field strongly
suggests that they find it easiest to provide information about
the pill and that they are reluctant to discuss more
controversial methods, such as the condom. Further, the typical
translations they use for IUDs, "the small operation," and tubal
ligation, "the big operation," are not likely to help promote
either method. Use of these terms also confuses clients about
the difference between permanent and non-permanent methods (sce
Sections 2 and 3).

VDMS workers vary in the extent and manner they use
posters and pamphlets. In many instances, numerous copies of the
same poster were linced up next to each other on facility walls,
and the entire, though limited, guantity of pamphlets were lined
up on the nurse'ss work table. These same posters were not
displayed in other necarby public places, nor did VDMS workers
report using the supply of pamphlets in house visits. The VDMS
guide  has  provided theoretical, rather than practicai,
information on how to use these materials. A 198% Evaluation of
communications training in five provinces showed that only 57
percent c¢f those receiving training thought it was useful for
their work; 83 percent requested further training in communi-
cations.  Efforts are now under way to revise the communications
curriculum toward more practical applications.

4.1.3 Mass Media Activitios

Mass  media activities under the Project have been
carried out through the Moroccan Family Planning Association
(AMPF) . The AMPI 05 responsible under Phase 111 7or developing
national IEC activitics to promote family planning through print,
cinema, television and  traditional folk media, USAID  has
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provided AMPF with excellent and extensive video production
equipnent for television and additional equipment (a time base
corrector, chromo kKey, and special effects gencerator) is
scheduled for delivery soon. AMPF has negotiated a co-production
agreement with the national television agency (RTM) and produced
and aired three two-minute family planning educational messages
and an cight-part family planning soap opera.

The 1983 Evaluation recommended that USAID withhold
funding tor production equipment unless the MOPH and AMPF develop
clear TEC objectives and develop and implement a plan for
field-testing materials with representative populations prior to
production. he Project Paper for Phase 111 indicates that
carrying out these actions would be a condition precedent to
USAID funding of production costs for AMPF IEC materials. So far
as it could be determined, any pre-testing that has been carried
out has been inadequate, no evaluation of AMPF message impact has
been done, and a target audience has not been defined.

The  television spots  AMPEY has produced  for family
planning do not carry a clear message and potentially transmit
negative images about tamily planning. Systematic testing is
nccecessary to  evaluate  the precise  impact ¢t these spots,
particularly since the mass media appears, according to the Field
Effectiveness Survey, to have a relatively important role as the
current source of information about contraception gencrally, and
also about specific contraceptive methods.  Competence and talent
in media communication clearly exists at AMPF, but it has not
been dirccted toward a systematic and reliable family planning
communications strateqgy.,

torocceo  has  an estimated 23 television sets  per
thousand population, with an increase of about 2.9 percent in the
number of sets cach year., About %0 percent of the television
sets are in tour major urban areas, Rabat-Sale, Casablanca,

Marrakech, and Poo. In spite of the predominance ot sets in
large urban arcas, all towns and scettlements appear to have some
access to television. Fxcess television production capacity

currently exists in Rabat, and television currently represents
the lowest cost advertising media per thousand persons reached,
with an estimated potential audience of 18 million during prime
evening time,

It 1o currently difticult for AMPE to increase  its
access to televicion time olota on the RIM, because of  the
network'ss restrictions on the number  of  coap operas  and  the

approval process  lor advertising  on televicion. A new,
semi-privite televicion channel is scheduled to open in 1989,
Compctition for access to that channel will turther increase the

need for quality television spots for family planning,
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Television has been successfully used in Morocco for
public service messages on immunization, hygiene, and water
conservation. In these cases, focus group research was conducted
in advance, and private sector agencies have played the key role
in developing messages.

Several private sector organizations and associations
have begun to specialize in market research in public health and
other social secctor issues. These firms appear to be highly
professional in their approach, though they could benefit from
updated knowledge on current social marketing techniques. They
also need more technical information and background on family
planning and public health issues to make the best use of their
potential tor social marketing in these arcas.

The uce of radio for tamily planning information may be
the most cost-cffective way to reach people in Morocco. There
are over three times as many radios as television sets in the
country, or 77 per thousand population. In rural areas,
particularly, radios tar outnumber television sots. AMPF
routinely produces and airs family planning radio messages (over
30 broadcasts during 1986 and 1987). Both radio and television
are particularly important for the country's illiterate
population.

4.2 Social Mobilization for Immunization

The MOPH': most successful promotional activity to date
was its recent immunization campaiqgn. Virtually all children
under five were vaccinated in 1987 at 11,000 sites throughout the
country. The MOPH used a well-managed, taraeted and systematic
communications and mobilization strategy to do tnin. The tactics
included using focus group rescarch to develop specitfic materials
in local dialects to describe the diseases that  vaccination
protects against; developing national logos, slogans, and theme
songs and interviews tor television spots; distributing printed
promotional materials through the official newspaper delivery
system; distributing widely immunization posters, which are still
{found cverywhere  in the  country; cestablishing mobilization
committees at the national and provincial and local levels: and
coordinating MOPH resources with those of other ministries.

A scparate cvaluation ic scheduled of the impact of
these aoetivitjorn, v an already olear, however, that the strong
public support of the Fing tor the immunizat ion Camnpaign provided
a unique  and  dmportant  incentive to all social o mobilization
activities, It in alno Jikely that the social wmobilization
activitics  played o stronger  role  in the success  of  the
immunization campaign than did the specitic communications and
cducational messages and materials.
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For example, one survey of the communications aspect
conducted after the first round of the campaign found that about
half the people interviewed recognized the logo and 40 percent
were able to associate it with immunization. Given the intensity
with which the logo was communicated, (up to 130 minutes of
television time and appearance in all MOPH facilities), a higher
recognition rate was to be expected. Special surveys remain
necessary to determine the reason for low recognition rates. For
example, it may be that greater exposure is necessary and/or that
logos in general, or the immunization logo specifically, are not
a particularly effective communication mode for the Moroccan
population.

4.3 Health Education in the MOPH

In principle, the Health Education office of the MOPH
should be the lead actor in developing, coordinating, and
implementing an IEC strategy for family planning and other health
services. This office has long had difficulty playing this role,
however, and presently does not provide competent leadership or
support family planning and other health service divisions at the
central or the provincial level,

The Health  Bducavion office does not involve the
relevant health service program offices in developing the content
of ecducational and promotional! materials. To fill this gap,
temporary, parallel cducation or communication structures have
been created tor special efforts.  This approach was used for the
immunization campaign and may well be enployed for the upcoming
ORT canmpaign. These  are short-term measura2s,  however, that
compound rather thon solve the basic problen.

The content  of  tamily planning, ORT, and rutrition
informational wmaterials in the tield appears to be  largely
inappropriate and contus 1ng. One poster, for example, a series
of pictures demonstrating that ORT will make a sick child well ,
was presented in the Huropcean manner (lett to right), rather than
the Arabic, When read trom right to lett (the Arabic way), the
pictures began with o well child and ended with a sick child who
had just received water with oral rehydration solution (ORS) .

Family planning posters are aloso out of  date. They
apparently are addressed to increasing awarcness of the broad
concept. of tamily planning, but that hes already been achieved
for nearly 100 percent of the Morocoan population. Most family
planning posters have been usned for nearly a decade,  None appear
to have bLeen desiguned with o particular audicnce in mind, and
most health workers reported that the posters were not useful or
appropriate in motivating or intorming people.
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The distribution process for educational materials is
also inadequate. The Health Education office seldom produces
enough materials for target audiences, does not seem to have an
idea of how many pamphlets or posters are adequate for each level
of the health system, and uses a distribution system separate
from the one for family planning and other health commodities and
supplies. A small pamphlet developed for the immunization
campaign was wrarely available in any health facilities: Oonlv
5,000 copies had been produced and these were destined for
distribution primarily to educational institutions and students.
The only poster that had been well distributed was the poster
developed separately through the immunization office (PNI) for
the recent campaign.

RECOMMENDATIONS FOR IEC

MOPH Education Office and IEC Strateqgy for Family Planning

1. The Ministry should take immediate steps to find
lasting solutions to 1) the Health Education office's lack of
effectiveness, and 2) its cverall organizational inability to
develop a well-designed, coordinated, and targeted IEC strategy
for family planning. Failure to do this is probably one of the
reasons that contraceptive use 1is currently almost exclusively
based orn the pill and that only half of the women wanting to
limit ‘or space births are currently using modern methods of
contraception.

The Ministry does not have to be the lead actor in
implementing all components of the IEC strategy. Neither should
a non-governmental organization, such as the AMPF, necessarily
have primary responsibility for developing the Ministry's
national mass media communications strategy and content for
family planning. The Ministry should identify areas for its own
personncl to implement based on its current competence, personnel
capabilities, and resource constraints. A clear policy must be
developed with specific goals, criteria, and monitoring
mechanisms., Activities must be identified that other public or
private organizations might implement most effectively.

2. For a follow-un Phase of the Project, a broader
range of private sector media corganizations and associations
might be usned to help implement an TEC strategy.

Media activities

3. An in-depth, sgsystematic Evaluation should be
conducted of the impact of media (tclevision and radio spots) and
written materials (pamphlets and posters) that have been used for
family planning. This should be done before the final Evaluation

of Phase II1 and before any further developnent of a



- 30 -

communications strategy for these IEC methods to ensure that a
valid, objective basis exists for reaching conclusions about the

effectiveness of IEC activities. The Ev.luation should identify
which of these methods has the most impact, for which population
groups, and for what Kkinds of messages (e.g., motivation,

promotion, general vs. specific inforwmation).

4. A fact-finding study should be carried out in
representative urban and rural areas of Morocco to identify
rumors that are prevalent among men and women about contraception
and about different contraceptive methods. The findings of this
study should be used to help develop new strategies and content
for media and health worker messages.

5. No further video production equipment should be
provided to AMPF until it has developed a clear strategy based on
a systematic approach and in harmony with whatever themes the
Ministry decides are priorities. Any excess capacity that now
exists should be used to develop video training materials ( e.qg.,
self-teaching, exchange of experiences) for health personnel.

6. Consideration should be given to including a
component in a new media strategy that would promote the role of
health personnel as providers of family planning. This would
enhance their prestige, facilitate their work, and serve to
motivate themn. This approach would not provide specific
information about contraceptives, which is not appropriate for
mass media.

Activities of VDMS and other health personnel.

7. The family planning infcrmation and education
strategy for health personnel, both those who conduct outreach
and those who provide clinical family planning services, should
be redesigned. The new strategy should correct over-reliance on
oral contraceptives and diversify the method mix. New materials,
new verbal messages, and a new communication training component

will have to be designed. Experienced fieldworkers who have had
the most contact with the population should be involved in
creating these new materials. This activity should be carried

out within the remaining life of Phase II1 (sce Recommendation 10
in Section 3.1).

8. For the follow-on Phase of the Project, a
component in outrcach worker trairing should be considered that
would increase their skills in commnunity mobilization.
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5. MOPH PLANNING, MANAGEMENT, AND ADMINISTRATIVE SUPPORT

5.1 MOPH Planning and Management of the Family Planning
Program
5.1.1 Planning and Management Capabilities

One of the strongest aspects of the Project has been
its emphasis on developing a capability throuah the VDMS program
to identify the population to be served, plan coverage areas, and
allocate staff resources to achieve program objectlve . This
kind of planning certainly existed in Morocco prior to the VDMS
progranm. The design of the VDMS approach, however, calling for
rhased implementation of activities throughout a majority of
provinces and provision of resources needed tc do so, allowed
Ministry personnel at all levels of the system to carry out these
activities more effectively than they had in the past.

The example of the VDMS program has served as a basis
for subsequent major program efforts, such as the Ministry!
Primary Health Care (S5B) Project and for the National
Immunization Campaign in 1987. Thus, when the time came to
prepare for the 1988-1992 dcvelopmont plan for the MOPH, all
provinces were able to part1c1pate in conducting 1nventor1cg of
their resources and designing new coverage and related resource
allocation plans. With the successful completion of the first
year of the immunization campaign and development of the Five-
Year Plan, the Ministry had begun to establish a reputation for
strong and capable program planning, development, and
implementation.

Much of the success of implementing program plans,
whether for VDMS or other efforts, however, has depended on 4
relatively small number of capable, enerJgetic people at c¢he
central 1level and in the provinces. Management capabilities at
the province, circumscription, and sector levels vary widﬂly in
terms of the degree of delegation, team-work, program analysi
and effective coordination of family planniag, other prevcntlv
and curative care services

The use of health personnel time also varied in its

degree of effectiveness and efficiency, especially at  the
1spensary and health center 1:zvels. Most people visit fixed
health facilities in the mornings or ecarly evenings. Often
health workers have virtually nothing to do in the afternoons.
Facilities may have four or five health personnel providing
services to about 20 people, many of whom must wait for
substantial periods of time. Preliminary findings from the Field
Effectiveness  Survey suagest  that  one  VDMS  outreach  worker
gencrally provides services to at least as many people in a
single visit to an outreoch site. This seemed true as well for

outreach workers provid:ng preventive and curative care in 588
provinces.
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Time requirements and organization of service delivery
are naturally different, depending on the nature and location of
the health services provided. The large discrepancies observed,
however, suggest that a more in-depth review of use of existing
health personnel and management of service delivery at
dispensaries and health centers is warranted.

Although certain basic planning and administrative
processes appear to be established in the VDMS program, broader
management capabilities are necessary to help the program sustain
and extend its current coverage level. For example, routine
administrative, supervisory and data gathering functions do not
appear to present major problems, but supervision is not
effectively used for problem solving or motivation. Further,
nearly all dispensaries visited had displays of tables and graphs
on the walls, but neither the nurses nor the supervisors appeared
to use these data to track program progress in relation to goals
or to identify problems, strengths and weakness, or as a means of
using available resources more effectively.

The office at the central level responsible for the
family planning and VDMS program has a total of four personnel,
most of lower grade level, plus the director. This number is
almost identical to the number assigned to the program in 1982,
when the VDMS program existed in orly three VDMS provinces. The
current staffing level is clearly insufficient to carry out
responsibilities for planning, managing, monitoring, and suppor
for 31 provinces and prefectures, as well as necessary
coordination with other health services in the central office.

Central office personnel are forced to concentrate on
daily administrative matters that must be accomplished, rather
than on managing the VDMS and family planning program. For
example, the provinces aggregate and send a great deal of program
data to the central level. The VDMS office has neither the staff
nor the computer capacity, however, to summarize and analyze the
data routinely, in a form useful to decision making and program
monitoring.

Dependence of the Ministry's family planning services,
as well as of other preventive and primary health care services,
on a few individuals means that achievements to date are fragile.
This is particularly true as under the Ministry's
decentralization policy, reliance increases on provincial level
staff to design solutions to major resource problems and to
devise implementation strategies for the Ministry's national
policy goals. The capacity the Ministry demonstrated in the
recent immunization campaign to manage and mobilize resources
needs to be strengthened, extended beyond campaign efforts, and
institutionalized in a solid management system.
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It is thus important to provide a larger number of
personnel at the central and provincial levels with broader
planning, Evaluation, and management capabilities. Although the
need for reinforced management capability is broader than the
family planning program, the success of an integrated preventive
health care strategy will continue to depend on management skills
throughout the Ministry's primary health care system.

5.1.2 Management Training Activities

The Ministry recognizes a need for more extensive
training in management skills for all levels of personnel. The
1988-92 Plan includes proposals for a five-year effort to provide
this training, wusing three principal structures: the newly
established office in the central Ministry for in-service
training (Service de Formation Continu); the health training
school for all 1levels of nursing (Ecole des Cadres); and a
planned, graduate level Institute for public health training and
research (see Appendix E).

Since 1981 a great deal of training activity has
occurred throughout the MOPH system. Until recently, however,
there was no office at the central 1level responsible for
coordinating these activities. The recently established office
to manage in-service training (Service de Formation Continu) has
conducted a training needs 1inventory in ©preparation for
developing a rational and targeted plan for future training.
This office is particularly interested in developing the capacity
of 1its staff at the central and provincial 1levels to provide
in-service managemecnt and organization skills training to
Ministry personnel.

An estimated three-fourths of all in-service training
to date has been technical training in various medical service
delivery skills and  about one-fourth in adninistrative or
management skills.  Physicians currently receive no management or
administrative training in the course of their medical studies,
yet. it is physicians who hold the key planning and management
posts at the central and provincial levels. The Ministry's
current priority fcr the new Institute is to provide initial
short-term intensive  management training  cessions  to  the
Provincial Chiet Medical Officers.

Training ascistance  provided by USAID  to  date  to

strengthen  management in the context  of  the  Project  has
concentrated on  training in  data  collection  and  program
administration in  the VDMS  program, The Mission also more
recently commissioned o ctudy of the organizational structure and
related management necds at the provincial level. In addition,

plans  are under  way to  provide  longer  term training  at
institutions outside of Morocco to MOPH personnel specifically in



- 34 -
planning and managing family planning and primary health care
programs. Six people will be chosen soon for this training, with
a total of 20 to participate over the next several years.

Planning and administrative training under VDMS, along
with training provided under the auspices of the Primary Health
Care Project and for the National Immunization Days (JNV), have
all contributed to a base for developing broader management
skills. These efforts, along with the current Minister's
emphasis on management, have also develcped a strong appreciation
among Ministry personnel of a need to increase their skills in
organizing and allocating scarce resources.

RECOMMENDATIONS FOR _MOPH _MANAGEMENT OF THE FAMILY PLANNING
PROGRAM

Central Level Staffing

1. The Ministry should make every effort possible to
assign more personnel to the family planning office at the
central level. The small staff size of the central office is a
major constraint to cffective program management and planning the
future direction of family planning services in Morocco.

Management Training

2. The Ministry's current emphasis and general
direction of the plans under way to improve management skills are
appropriate. In line with these plans, Appendix E provides

suggestions for specific management training actions that could
be undertaken over the next five years for and by cach of the
Ministry's three principal training structures.

For the renaining life of Phase 111 of the Project,
USATD should work closely with the Ministry to identify the most
appropriate technical assistance in management that USATD could
provide in a follow-on Phase of the Project. Priorities for
improving management capabilitics of the MOPH are to

Develop institutionalized capacity of the in-service
training unit and the Iestitute to provide ongoing
management training;

Concentrate  at the provincial level  on developing
oskille in  planning, managoement Fvaluation, and
efficiont and offective use ol resource:s;

Acsource  that "managemnent training" 1. practical,
action-oricented, dircetly relevant to daily problems
and decisions that Moroccan health personnel face, and
dirccted toward providing the skills and motivation to
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accomplish key Ministry objectlves for family planning
and other MCH preventive services.

USAID has an advantage, compared with other donors, in
its ability to identify this type of assistance and should make
it a high priority for any further training assistance wunder
Phase III or a follow-on phase of the Project.

Management Information System

3. Steps should be caken immediately to redesign the
famlly planning information system. This action is needed to
improva management of the program and planning for future options
(see Recommendations in Section 5.2).

5.2 Data Collection, Analysis, and Information Systems

The major data collection activity under Phase III of
the Project involves carrying out two contraceptive prevalence
surveys, with a primary purpose of filling information gaps in
the Ministry's service delivery statistics. The first scheduled
survey has been successfully carried out by the Ministry with
assistance under the A.I.D.-funded Westinghouse Demographic and
Health Surveys (DHS) Project (ENPS 1987). This provides the best
available data on contraceptive prevalence, practice, demand, and
availability and coverage of family planning services and
supplies.

The other major data-related objective under Phase III
is to strengthen the Minis stry's information system for the
collection, prececessing, anaiysis 2nd presentation of family
planning and preventive child health services data. By all
accounts the family planning information system has been
consistently plagued by an abundance of data and an 1nab111ty to
use it for decision making, planning, and monitoring purpos
One of the main recommendations of the 1983 final Evaluation of
Phase 11 of the Project was to simplify the family planning
information cystem and develop a standard form  for family
planning activities provided at fixed Iacll;t]nﬁ and through VDMS
outreach.

With USAID assistance, efforts began  in 1985 to

computerize the system at  the central  level. This effort
expericenced numerous  problems  related  to computer  hardware,
software, and data quality control. A consultant review in 1987

reported that the computer in the family planning central office
was overloaded and data produced were largely unused or unusable.
A recent revision developed by the Ministry and now being field-
tested takes steps to simplify the system, but it is unlikely to
solve the fundamental problems in use of data collected and
system design (see Appendix FPofor further detail).,
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The current information system includes several
separate components to track logistics, transport, allowances,
and other administrative matters, as well as service delivery.
Most of the problems in design and definition exist in connection
with service delivery indicators, however. In addition, the
process of data collection for the amount of information
currently involved does not pose as much of a problem as does
analysis and appropriate use.

"New acceptors" and other indicators are enumerated at
all 1levels in both the VDMS and the fixed facilities. Staff
diligently aggregate this data by circumscription, province,
month, and year and submit the reports to the central office,
but neither the central, provincial, nor the dispensary level
VDMS workers routinely analyze or use this data for program
planning, monitoring, or Evaluation (see Section 5.1.1). The
major constraints to their doirg so are 1) lack of skills in
family planning program analysis and monitoring, and 2) lack of
microcomputer capacity to facilitate the task.

Problems with definitions and design of the current
family planning information system also mean that some of the
data currently collected is misleading and other key indicators
are not available (see Section 2). For example, the system does
not produce a reliable count or estimate of number of women
scheduled to be visited, number provided with pills, condoms or
IUDs, or number of women referred for an 1UD insertion or tubal
ligation. The lack of consistent definition and application of
the terms 'new acceptor," "continuing user," and "visits for
resupply" mean that facility-based and VDMS outreach data are hot
comparable, many women are counted numerous times, and others who
use contraception may be counted only if a VDMS worker makes a
visit in a given month.

Periodic surveys, such as  the 1987 ENPS, can help
correct this problem, but do not provide necessary intformation on
the routine basis necessary tor effective program management. 1t
is important to distinguish between data that are escential for
collection and processing on a routine basis and data that are
usetul but not critical for continuous monitoring. A carcfully
targeted data system, coupled with a flexible plan tor periodic
surveys to collect less essential data, is the approach most
likely to produce the best results.

Technical  accistance to the MOPH in redes iqning the
system to mect dimnportant decicion-making needs can help correct
the detinitional problems and  identity which  information i«
appropriate for routine data collection, The history of design
and  application of o family planning  intormation system  in
Morocco, however, chould alert people that this will not be an
casy or neceassarily successtul process, unless steps are taken to
address pant constraintes,
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Most notably, the expectation is that there will be
controversy and decbate among key Ministry officials and among
consul'ant~ akout what the service delivery indicators should be
(e.g., new acceptors vs. couple years of protection vs. users vs.
continuing users) and which ones are necessory for what level of
decision making (central office vs. province vs. service delivery

site). The most controversial issue is the number and type of
service indicators needed at the central level. Ministry

personnel at all levels of the system tend to want to collect,
process, and graph too much data on a routine basis. The 1983
Evaluation Team also noted thio Lendency.

It is very important that any further assistance be
specifically tailored to provide the information necessary to
enable  Ministry ofticiale  to make essential  planning  and
nanagement  decicsions, as o well as te sustain and promote the
family planning program in discussions with other ministries
(e.qg., Finance) and In  public. The  latter qgroups  are
particularly inportant, given the current budgetary constraints
and the continuing political sensitivity of tamily planning.

In chort, concensus apong Minicstry ofticiale about the
number and  type  of  key  service delivery indicators s more
important than consencus arong  tamly  planning  and  computer
experts. The Minlstry has to be clear and specitic about its
objectives tor family planning so that suitable indicators can be
identificd to track and cvaluate progress., Finally, along with
technically necessary indicators that are o be used by tamily
planning and  health  experts  in the Ministry, ceveral ey
indicators have to be jdentificd that are casy to explain and
quickly understood by people who are not tamily planning or
health experts.

RECOMMENDATIONS FOR THE FAMTILY PLANNING THFORMATION SYSTEM

1. The ftamily planning intormation sy:sten should be
redesigned to identity the minimum number of appropriate program
and  service  indicators needed  tor routine collection  and
processing, The  new syoten cshould underqgo pilot testing in
several (eraor,, cight) province:n, The  redecigqn can be
accorplished within the reraining lite of the Project and chould
not be postponed until other health information oystems are full Y
upterationai, C

“The team left on file at the Mission a propoted plan that
identifics the principal, phased actions to accomplich redesign
of the family planning information. See report of Charles Tilquin.,
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2. Microcomputers, related software, and on-site
training should be provided to the central family planning office
and the pilot provinces.

3. A technical assistance tecam should be seclected
that includes an appropriate family planning program specialist
and an information systems specialist with a strong practical
orientation and extensive field experience in developing
information systems for ministries' use in decision-making.®

5.3 Logistics Support for Commodities

The largest portion of Project costs is for principal
commodities related to family planning and child survival service
delivery: oral contraceptives, condons, IUDs, medical supplies
and equipment for IUD insertion and tubal ligation, Actamine 5 (a
locally-produced weaning food), vaccines, packets of ORS, and
scales tor growth monitoring. The Mission has also provided
suppcrt tor comnodity warehousing, distribution, and lcgistics
mandaement ., Most problems with loglstics support appear to be
under control, and actions are planned with the assistance of the
Family Planning Logistics Management Project to address supply
projections, wiarchouse needs at the central level, and retraining
for logistics management personnel at the central and local
levels.

Several problems were noted with respect to
commodities, The A.1.D. logo currently appecars only on
contraceptive gsupplies, not on boxes of other health service
commodities A.I.D. provides. Many stocks of condoms are, or soon
will be, older than their expiration date. Morcover, the VDMS
guige 15 not totally reliable in this matter: it suggests that
commoditics cuch an condoms or IUDs that have passed the printed
cxpliration date can otill be used if they do not show siqgns of
deterioration.  Actamine % cartons {requently break, resulting in
contamination of that and other products they are placed next to.
The saingle prece of leather luggage designed tor VDMS worker use
to carry supplics for outreach visits is heavy and not casily
carried on o notorceycle, The  central warehouse for family
planning supplics holds only one month's supply.

¥ - . .

2The Team lett  on file at  the Mission suggested
specifications o! hardware, sottware, and cotimated costs, See
report of Willianm Traytoras.

AU the tegquent of the Miscion's population office, the Team
lett a proposced plan with scopes of work and timetables for a
technical assistance toean. S memo from Charles Tilquin, to
Carl Abdou Rahrmaan, March 24, 1988,
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RECOMMENDATIONS FOR COMMODITIES LOGISTICS SUPPORT

1. The A.I.D. logo should be on all health service
commodities to reflect the breadth of A.I.D. support for primary
health care in Morocco.

2. USAID and the MOPH should continue their efforts
to assure that commodity condition is monitored periodically and
the first in, first out principle is applied. The Ministry

should review the current guide on these commodity management
principles to assure they are clear and being used apr.ropriately.

3. Steps should be taken to develop a different
packaging system for Actamine 5.

4., A lighter weight container is needed for VDMS
workers.

5. USAID should assure that plans for a new central
warehouse are implemented in time to meet the anticipated need
for substantially more space. The Ministry should provide

assurance that sufficient numbers of trained personnel will be in
place to manage the central warchouse and related supply,
inventory, and distribution.
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6. MOBILIZATION OF NON-MOPH RESOURCES

Extensive efforts are under way to encourage the use of
resources in addition to those of the MOPH to help extend the
availability and use of family planning and other health
services. Principally involved are the private sector, other
Government ministries, and local governments and communities.

6.1 Private Scctor Activities and Strateqy

The USAID Mission has expanded the scope of its private
sector strategy for family planning services and supplies beyond
that originally planned for Phase III of the Project. These
activities now include expanded commercial retail contraceptive
sales and company-based family planning service delivery, as well
as the originally planned community-based contraceptive sales
activity and IEC component, both being carried out by AMPF (sce
Section 4). The Mission is implementing the family planning
private sector strategy through a large, umbrella Operating
Project Grant (OPG) to the AMPF.

The current strategy is  designed to increase
substantially the availability and distribution of oral
contraceptives and condoms and to develop alternative sources of
family planning services over and above the 20 percent of married
women who now use private sector sources for family planning
services (usce Section 2).

At the beginning of Phase 111, the Ministry had been
reluctant to promote any pharmacy-based contraceptive sales
effort, cspecially of subsidized contraceptives. It feared
opposition of the pharmacies to the potential downward pressure
on commercial  prices  for  these products, as well as  the
possibility of & cultural backlash to the advertising that would
accompany a commercial ceffort. The Ministry also anticipated
confusion among users of  oral contraceptives about numerous
brands and an increase in side effects among those who switched
brands. Finally, the Ministry was concerned about a possible
decline in the perceived worth of "froe" MOPH products. The
Ministry's reluctance has cased in recent years, however, and the
Mission has taken advantage of the opportunity to move forward
with plans for consumer and market research and development of
specific private scctor subprojects,

6.1.1 AMPE Activities

The major private sector activity under the original
plan  for Phase 111 was to  demonstrate the feasibility of
contraceptive sales by non-pharmacy sources through support to
the AMPY.  Planncd AMPF activities included selling contraceptive
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products in rural towns and villages through resident, local
community agents; selling contraceptive and health products 1in
kiosks in urban and semi-urban areas; and holding family planning
"expositions" and sales at fairs, markets ("scuks") and public
events, Original plans also called for support for the natural
family planning training and service activities of a Moroccan
private voluntary organization (PVO), L'Heure Joyeuse.

Implementation of the community-based contraceptive
sales Project 1is well under way, having expanded beyond the
original four provinces to include over 100 community agents in
12 provinces of AMPF's Rabat and Casablanca regions. Under this
Prcject, AMPF mobile teams provide contraceptive supplies every
three months to resident community agents, who charge a small fee
(2 DH, about $.25) for one-month's pill supply and .5 DH for ecach
condom. The agents keep 25 percent of the proceeds and return 75
percent to the AMPF. AMPF markets three brands of oral
contraceptives through this system, none of which is identical to
the brand used in the MOPH.

The AMPF contraceptive sales Project is backed up by

its ongoing mobile team ettfort and fixed clinic sites. Small
fees are also charged for IUD insertions and family planning
consultations provided through these services. Prior to the

community-based sales Project, the AMPF had charged fees only in
urban arcas.

Overall, the AMPF has 12 clinics, 5 rural service
delivery centers, and 5% mobile teams in 20 provinces and urban
prefectures, with another rural center and mobile team scheduled
to start operations in AMPF's Agadir region. According to the
ENPS 1987 survey, about 1 percent of Moroccan married women who
use contraception receive their services and supplies from AMPF.
The AMPE data collection system for contraceptive use suffers
from the same  ambiguities  of  detinition and misleading
information a5 does the MOPH family planning information asystem,
Further, the AMPE information syctem is not compatible with the
MOPH  system, o problem identitied in the 1983 LEvaluation.
Available AMPE data sugqests, however, thiet it provides a more
balanced mix of TUD and oral comtraceptive services than does the
MOPH program,

Other  than o amall  study  of  the  AMPE fee system
conducted by  EXVFECDATA,  no  in-depth  Bvaluation  of  AMPF'a
community-based  cales program took place  betore 1t began to
expand  heyond  the  original  tour provinees, It was clear,
however, that  controverny had existed over the pocsibility  of
duplication and overlap with VDES outreach offorts in the same
province:, This possibility may not be serioun since the AMPE
mobile and fized service delivery capacity represents a o much
cmaller ¢ftort than VHMG. It i, however, the only experiment in
community-baced pill recupply and should be carctully monitored
and evaluatoed before the ond of Phase 111 (oo Section 7).
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6.1.2 Natural Family Planning

With the termination of the grant to L'Heure Joyeuse,
the natural family planning research and development activity has
moved to AMPF, where it utilizes the services of the L'Heure
Joyeuse-trained Project staff. This is currently a relatively
limited activity, involving promotion of periodic abstinence and
the sympto-thermal method. The VDMS quide includes description
of this method, but it is not a significant part of the training.
It would be useful to assess the results of this activity after a
year's operation to see if it merits further expansion.

6.1.3 Expanded Commercial Contraceptive Sales and
Company-Based Family Planning Secrvices

The Mission has substantially expanded original private
sector activities over the past three years. It has completed
the first phase of a major social marketing rescarch effort on
attitudes and practices of consumers, providers, and
distributors, as well as legal studies, employer-employee
studies, and policy awareness workshops for the business and
manufacturing community. Contracts now under negotiation or
recently signed include support for additional commercial
promotion and sales of contraceptives, as well as provision of
family planning services and information through company-based
health services for employees of three Moroccan companies.

The  contraceptive social marketinog contract rrovides
for promotion and commercial retail sales of oral contrazeptives
and condoms through the largest Moroccan pharmaceutical supplier,

SOPHA, a conglomerate that is responsible for 100 percent of
rural pharmacy sales and 70 percent of  all  pharmacy sales
nationwide. Distribution outlets will include Morocco's 450

licensced pharmacies and perhaps the 4,000 tobacco shop outlets of
Regie Tabac. In addition to importation and distribution of the
products,  the Project will include training for pharmacists,
market research on consumer attitudes and access to distribution
points,  and  product  advertising  and  promoticn. SOMARC iu
providing the primary technical assistance for development of the
commercial retail sales Project.,

The three subprojects with  Moroccan private  sector
firms alco include o major pilot effort that involves over 34,000
employce:s, The Groupe  office  Cherifien  des Phosphates,  a
parastatal phosphate  mining, processing  and  chipping
conglomerate, 10 the largest cemployer in Morocco and expects to
serve approzizately 14,000 family planning acceptors. Regie des
Tabacs dn a0 parastatal tobaceo orqanization with 3,000 enployecoes
in tive provinces, A potential exints to expand family planning
service delivery to Reqgic's oxtensive network ot growers  and
distributor:s, The  Socicete Industriclle  Chella  Confection
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(CHELCO) is a small Rabat-based garment manufacturer, with 800
female employees. CHELCO 1is to ke used as a one-year pilot
demonstration Project for the Mcroccan garment industry, which
employs about 130,000 pecople. The Enterprise program is the
primary source of technical assistance for the company-based
Projects.

6.2 Use _of Other Ministrvy Resources

The Mission has continued efforts begun under Phase IT
of the Project to encourage the involvement of ministries in
addition to the MOPH in promoting the availability and use of
family planning services and supplies. The 1983 Evaluation of
Phase II noted that field level linkages between health personnel
and those of other ministries (e.g., Social Affairs, Agriculture)
had not been fully exploited (see Section 4). That such
collaboration could produce sterling results was demonstrated in
the 1987 iammunization campaign. This level of collaboration is
not yet institutionalized, but now a strong and positive base has
been laid to keep these linkages open and possibly to use them to
further the goals of the family planning program.

One of the major efforts under Phase III of the Project
to expand the family planning activities of other ministries has
included training for Ministry of Social Affairs fieldworkers in
family planning motivation and referral. By the end of 1987, 650
Social Affairs fieldworkers ("monitrices") had received this
training. The Ministries of Public Health and of Social Affairs
have also issued formal directives encouraging field level
collaboration between employeces of the two ministries.

The Mission stimulated the interest of the Ministry of
Interior in family planning by providing, through the Ambassador,
some well-done materials on childsapacing. On receipt of the
materials, the Ministry requested copies of brochures for
distribution to all its local field offices. Further discussion
between USAID  staff and  Interior officials suggests the
possibility of collaboration in several important areas through
Interior field offices responsible for local finance and tax
revenue (Division de Finance Locale) and for local communities
(Direction de Collectivites Locales).

6.3 Local Government and Communities

Current  budget  constraints and an  active

decentralization policy have led the MOPH to speak increasingly
of using local level resources to supplement its activities.
Community contributions are identified as one way to cover the

costs of transportation vouchers and of health worker allowances
for outreach gervice:s, The MOPH has also made extensive use of
Tocal Tever mobilization committees to help implement the recent
immunicat ion campaiagn,
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Some efforts have been undertaken or are planned to
study the feasibility of participation by local governments and
communities in health activities. One component of the major
health sector financing study the Ministry plans to begin in
April 1988 will -examine the potential availability and
feasibility of financing for health service delivery from local
communities ('"collectivites locales"). Another, smaller scale
study already under way by Ministry personnel is reviewing
current activities of a sample of provinces and communes in
relation to health, as well as relevant laws and regulations.
Findings from this study, including recommendations for
activities that can be carried out under current law, are
expected in June 1988.

RECOMMENDATIONS FOR _MOBILIZATION OF NON-MOPH RESOURCES

1. The Ministry and USAID should continue their
support for activities already begun in the private sector, but
no new activities or extensions should be initiated until the
impact and results of current activities are fully evaluated. A
separate, in-depth evaluation of private sector activities should
be scheduled for the final evaluation of Phase ITI. It should
include impact of private sector activities on use of MOPH family
planning services, their effect in increasing availability of
services and supplies for people not now served by the public
sector, their effect on issues previously of concern to the
Ministry (sce Section 6.1), and their impact on the contraceptive
method mix (especially use of commercially marketed oral
contraceptives and condoms).

2. Monitoring should take place of the promotion
activities for pills and condoms to be conducted under the
contract with SOPHA. Systematic pre- and post-testing of

messages is planned, including the use of focus groups, to see if
these strategies prove useful for adoption in the MOPH IEC

strategy. Consideration should be given to including in SOPHA's
market research activities a study of user-effectiveness for oral
contraceptives. This information does not now exist for Morocco

specifically and could prove useful as a measure of the extent to
which the current, dominant reliance on oral contraceptives in
Morocco reflects effective use of this method.

3. The MOPH and USAID should continue their efforts
to collaborate with other government ministries, ocspecially
Social Affairs and Interior, to extend information and referral
services for family planning and other prevertive MCH services.
Collaborative cfforts should assure that informational activities

are consistent with the Ministry's overall IEC strateqgy.

4, The Ministry should consider institutionalizing
the concept of provincial and local level mobilization committees
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used for the immunization campaign. This might invoilive
establishing the committees on a permanent basis for purposes of
promoting use and availability of preventive health services,
including family planning.

5. USAID should consider, for design of subsequent
phases of the Project, alternatives to implementing the entire
private sector strategy through an OPG with the AMPF, as well as
using this organizaticn for pilot projects and the national
communications strategy. Although the current arrangement
provides considerable flexibility, it does not allow for
diversification and competition, which is one of the purposes of
promoting increased private sector participation.
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7. FINANCING AND COST ISSUES

7.1 MOPH Budget Constraints
Financing and cost issues have become increasingly
important in the course of Phase III of the Project. of

immediate concern is the problem the Ministry faces in taking
over operating (recurrent) costs for fieldwor:er allowances and
gasoline in VDMS provinces, as USAID begins to withdraw funding
(see Section 3).

At the heart of the situation is that the MOPH's recent
budget allocations have not kept pace with either inflation or
population growth. For example, the Ministry's total investment
and operating budget in 1285 in real terms was only 75 percent of
the level of the 1980 budget. Real per capita spending in 1985,
51 DH ($6 at the 1988 exchange rate), was equal to the Ministry's
budget per capita in 1965 (see Appendix G).

Although the average annual increase in the MOPH
operating bucdget (salaries and support costs) has bheen 10.5
percent in nominal terms from 1980-1986, the operating budget hac
be~n declining by an annual average of 4 percent in real terms

ove this period. Mcst of that decline has been in funding for
medicines, vehicle maintenance and gasoline, and other support
costs (-7 peéercent real decrease vs. -3 percent decrease in
salaries). Support costs for health workers now represent only
27 percent of the total operating budget, compared with 45
percent in 1970. Very limited hiring is now permitted, and

personnel levels harely stay even with turnover and retirement.

The share of the total government operating budget
allocated to MOPH operations had been cut in half, from 8 percent
to 4.6 percent, from 1970 to 1985. In the past three budget
years, the MOPH share has increased slightly to 5 percent for

1988. The operating budget authorized for the current vyear,
1988, 1.3 billion DH ($165 million), however, is virtually the
same as for 1987, 1.29 billion DH. This 1988 funding level

represents less than a ! percent increase over the prior year,
lower than either the rate of population growth or inflation.
Further, the Ministry of Finance had not yet released actual
allocations for these authorized amounts as of the end of the
first quarter of this fiscal year.

The implications for the VDMS Project are apparent.
Estimated annual costs for gasoline ("vignettes") for 28 VDMS
provinces are 2 million DH ($250,000) (USAID estimates). This is
not a substantial share of the total MOPH operating budget but
would still represent a 20 percent increase in the relevant MOPH
budget 1line item ("rubrique") for vehicle maintenance and
gasoline (10 million DH authorized for 1988). A funding sou-rce
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for field-worker allowances is even harder to identify. The only
apparent budget line item, other than salaries, that might fund
these payments is authorized at 3 million DH for 1988. Estimated
average annual allowance costs of 7.3 million DH ($912,000) are
more than double that amount.

7.2 MOPH Financing Policy

The Ministry's 1988-92 Plan reflects recognition of
increasingly limited resources. The planning process recently
undertaken by central and provincial Ministry personnel has led
them to speak often of the need to reduce costs of current
activities; to increase their ability to use and manage existing
resources more cffectively; and to mobilize non-Ministry
resources in the private sector and in local communities.

The Ministry's current policy with respect to charging
fees 1is open but cautious. There is debate and skepticism
regarding whether the population is ecither willing or able to pay
fees for most health services, and particularly for family
planning services. The VDMS Field Effectiveneos Survey provides
some evidence that people are willing to pay for family planning
services. Findings from this survey suggest that willingness to
pay depends on whether the question is put to men or women and
asked 1in relation to oral contraceptives or family planning
services 1in general. In 1984, the Ministry proposed a 5 DH
charge ($.60) for an outpatient consultation visit at MOPH
facilities, but the Parliament rejected the proposal.

In April 1988, the Ministry will begin a two-yecar study
and experiment to improve the c¢ffectiveness and efficiency of
hospital operations, including charging selected fees to test
cost reco.ery. This study will be conducted in five hospitals
and 1is one of the components in the Ministry's World
Bank-assisted SSB Project. The MOPH will also conduct, beginning
in April 1988, a sccond major long-term (15-18 mcnths) study in
the context of the S5B Project. This study will review all
sources and methods of financing in the public and private health
sectors in Morocco, assess the overall efficiency and
effectiveness of national health expenditures, and identify other
potential sources of financing, as well as willingness and
ability of the population to pay fees for health services and
medicines.

7.3 Project Financing Activities

The 1983 Evaluation of Phase 11 recommended that the
next phase provide assistance to efforts to develop
self-financing capabilities tor family planning. Phase TI1
includes onc such activity, carried out as part of the overali
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private sector strategy: the initiation of charging small fees
for oral contraceptives and condoms in AMPF's community-based
contraceptive supply Project (see Section 6).

This experiment is of considerable moment: It is the
first attempt, after many vyears of consideration under the
Project, to conduct a pilot experiment with community-based
supply. Given evidence presented in this report of the
likelihood that the main family planning activity carried out by
VDMS outreach workers is pill supply and re-supply, the
feasibility of alternative supply mechanisms is a major program
issue. It is not clear that the current VDMS practice is the
most cost-effective use of health personnel time or that it is
the most cost-effective way to assure availability of
contraceptive re-supply.

Evaluation of the AMPF community-based Project could
help provide some answers to these questions. This activity
presents an opportunity to test both 1) the financing
implications (for cost recovery, for administration of a fee
system, and for consumer willingness and ability to pay) of
charging fees for contraceptives, and 2) the cost-effectiveness
of local, non-pharmacy sources of contraceptive supply.

It is doubtful, however, that the AMPF community-based
supply Project as it 1is currently designed will answer these
questions. It is important that the Mission review the design of
the Project from this point of view to see if it will in fact
help provide some answers to key program cost and effectiveness
issues.

The Mission has also conducted a range of health sector
financing activities outside the direct auspices of the Project.
These have included financing conferences, seminars,
observational travel, provision of documents and materials, and
support for a comprechensive analysis, conducted by PRITECH, of
the organization and financing of the public and private health
sector in Morocco. All have been instrumental in encouraging the
Ministry and private health care providers to consider
alternative means of financing and organizing service delivery.

RECOMMENDATIONS FOR FINANCING AND COST 1SSUES

1. The  Ministry and USAID  should continue their
efforts to address financing issues reiated to hospital costs,
alternative  funding and  organizational arrangements in  the
private sector, and local level sources of funding for public
sector health services.  Progress in these cfforts may cnable the
MOPH to allocate more resources to basic health service delivery,
including family planning services. Although these efforts will
take time to translate into budget savings, the atudies and
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experiments being undertaken warrant monitoring to identify
immediate actions that the Ministry could take to improve
efficiency and to mobilize other resources to achieve its program
objectives.

2. The Ministry and USAID should place a high
priority over the next several years on 1) identifying the most
efficient and effective ways to extend family planning and
related preventive maternal and child health services and 2)
developing viable cost recovery mechanisms for primary health
care services, including family planning.

Within the remaining life of Phase III, special studies
should be conducted on

Cost saving strategies for VDMS outreach services;

Effectiveness of VDMS outreach services, using the VDMS
Field Effectiveness Survey, supplemented by a targeted
follow-up study in arecas where 1its methodology or
findings are unreliable or inconclusive. The Mission
should conduct an independent, technical review of
principal survey findings before tasing program
decisions on the survey. Particular attention should
be directed to the sample design and phrasing of
questions; and

Cost-effectiveness of community-based vs. outreach
worker supply methods for oral contraceptives, using
the AMPF project if appropriate.

3. For the final Evaluation of Phase I1II, a serious,
in-depth analysis should be conducted of the costs and
effectiveness of the VDMS progranm, compared with other health
outreach programs in Morocco, and with facility-based services.

For recommendations on funding of allowances and
transportation for VDMS fieldworkers, sece Recommendation 1 ’n
Section 3.2,
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8. TRAINING ACTIVITIES AND STRATEGY

Training activities under the Project have been
extensive in technical aspects of family planning, MCH and child
survival service del’very; related IEC; and selected aspects of
program administration. Training has been a major component of
subprojects related to VDMS, AMPF, other ministries (Social
Affairs), reproductive health and voluntary sterilization, and
population policy development (see Appendix H).

The principal training strategy of the Project is to
concentrate on periodic in-service, in-country training and
short-term overseas training, with an action and task
orientation. The Mission's long-term training strategy is
currently to ecmphasize strengthening of planning and management
skills for family planning and primary health care services.

This strategy is appropriate and no major problems were
identified in implementation of this component.

RECOMMENDATIONS FOR TRAINING

For recommendations on training for service delivery,
see Section 3.1, Recommendations 4-7 and 9 and Section 3.2,
Recommendations 2-6.

For recommendations on training for IEC, sce Section 4,
Recommendation 7.

For recommendations on management training, see Section
5.1, Recommendation 2.
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9. RESEARCH ACTIVITIES AND STRATEGY

The Mission has concentrated its research activities
under Phase III on several important data collection activities
related to knowledge, attitudes, and practice in family planning
and MCH (e.g., ORT, immunization); consumer, health service
provider, employer, and ecmployee attitudes toward family
planning; and a major field survey of the VDMS program. At least
two new service delivery approaches have been initiated that
could be used for operations research analysis: VDMS services in
urban areas and the AMPF community-based contraceptive supply
project. Several of these data collection and research
activities were planned in the original design for Phase III;
others have gone substantially beyond the original plans.

In three areas rescarch and special studies under Phase
IIT have not (fulfilled their promise: 1) pre-testing and
systematic impact studies for family planning I1EC activities; 2)
relative effectiveness and relative costs of VDMS outreach
services; and 3) impact of the VDMS outreach services on
contraceptive prevalence and on coverage (see Sections 4, 5, and
7).

RECOMMENDATIONS FOR RESEARCH PRIORITIES

1. USAID and the MOPH should jointly develop a
targeted research and special study agenda for short-term
analyses to be carried out in the remaining life of Phase III.
The research agenda should make use of the extensive data and
service delivery experiments that already exist, before
attempting to gencrate new data or new operations research
experiments.

2. The focus of the special studies should be on 4-5
priority questions with major policy and program implications for
family planning and preventive health service delivery in
Morocco. The studies should be designed so that results help
provide a sound, objective base for future program design,
Suggested arcas for investigation include 1EC; cost-savings for
preventive health outrecach; and effectiveness and impact of the
VDMS program, compared with other outreach approaches in Morocco.
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1C. PROJECT MANAGEMENT BY USAID

USAID management of the Project is in many respects
exceptionally good. The Project is one of the most important in
the Mission's program in Morocco and receives considerable
attention from the Mission director and his senior staff. That
most Project sub-activities are on track or have exceeded
original plans is a testament to the competence and hard work of
the Division Director, Population Officer and Health Officer. The
staff has done particularly well in developing new openings and
taking advantage of unanticipated cpportunities to promote the
availability of family planning services in Morocco. Relations
between USAID staff and the MOPH are outstanding.

The Project demands significant management effort and a
wide range of skills and competencies. The Project now has 13
subprojects, includes the Mission's entire $22 million population
and health program, and touches nearly every aspect of the
public, private, and PVO health system in Morocco. The
subprojects include a major regioral outreach family planning and
preventive health gservice program; clinically based family
planning and c¢hild survival services nationwide; and health
communication and education efforts nationwide. Phase 111
activities also include work with numerous ministries in addition
to Public Health, private sector organizations and commercial
firms. All  these activities require training, logistics
management, purchasing, contracting and managing technical
assistance, special studies and research, and specific kinds of
data analysis and program monitoring.

The Mission has chosen to manage all Project activities
with its own staff resources, rather than to contract out all or
a portion of the Project management. Certain activities are
conducted wunder ongoing contracts with consulting firms and
organizations to help provide continuity in particular types of
training and technical assistance, a process that has produced 12
subcontractors whose work must be managed and qguided.

Current. Mission staff resources to manage the Project
includes o Division Director, with all the management
responsibilitices of the Population and Human Resources Office, a
Health Officer and a Population Officer. The Health Officer is
assigned to health, training, and Title 11 activities. He is due
to leave Morocco in the fall 1988 and current plans do not
provide for a Health Officer position after his departure.,

The Population  Officer is  currently  the only
professional assigned to work full-time on the Project. He is
now assisted by one full-time administrative assistant and a
secretary  just assigned in March 1988, The personal services
contract.  professional  hired locally in 1987 to assist  the
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Population Officer particularly on the VDMS Field Study is not
scheduled to be replaced or continued after April 1988. The
Mission has planned@ for some months to hire ocne more full-time
professional to work on the Project in a PIT position, but is
having difficulties in filling the position.

Although the Mission has managed the Project relatively
successfully to date with a limited number of personnel, these
personnel are currently overextended, all regularly working 10
hours/day and part-time Saturdays and Sundays. It is unrealistic
to expect continued adequate planning, management, and monitoring
with the current number of staff assigned full-time to the
Project. Several areas were noted in which more pecople with a
wider range of skills might have addressed wecaknesses. In
addition, considering the scope of the health system involved in
the Project and the specific child survival activities, against
the limitation in the amount of time that the Health Officer can
devote to these responsibilities, it is clear that the health
components do not get the attention they deserve.

RECOMMENDATIONS FOR USAID PROJECT MANAGEMENT

1. Recruitment efforts should be continued to fill a
full-tim. PIT position assigned to the Project.

2. A full-time Health Officer position should
continue to exist, unless all health components other than family
planning arec dropped from the Mission's follow-on activities to
Phase TIT of the Project.

3. A review should be undertaken of allocation of
staff time, priorities, and objectives to see if some
reorganization and consolidation of work might improve
productivity of current staff.

q. Conslderation should be given to consolidating
Project activities in the follow-on to Phase III. A few
manageable priorities should be developed for the balance of thisg
phase of the Project. For example, the Mission might concentrate
in the remaining life of Phase 1I1 on

llelping to assure that mcans are in place to sustain
progress achlieved in the VDMS provinces;

Providing assistance te the Ministry to resolve key
service delivery issues such as how to broaden the mix
of contraceptive methods and to assess the costs and
effectiveness of 1) alternative mobile strategies to
extend coverage for preventive vs., curative services,
and 2) alternative ways to assure resupply of oral
contraceptives; and

Developing a  plan for consolidated and targeted
assiatance for the next phase of the Projecct.
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Appendix A

Evaluation Scope of Work

Attachment No. 1l: STATEMENT OF WORK

1. PROGRAM TO BE EVALUATED

The evaluation i a midterm review of the Population and Family
Planning support Project, Fhape 111 (608-0171), of support provided under
related centrally {unded activities, and of expanded irmunization
activities wupported with Cuild Survival {funds. The project wasg
authorized 4n  July 1984 ag a five year  (1984-1989) activity.
Life-of-project funding of 35,280,000 approved at that tise was increasged
in March 1985 to $17,890,000. Wir funding wac further 4ncreaced onp
August 7, 198C to $19,890,000 and to $22,890,000 on Auguct 16, 1987 when
additional Child Survival funds, 1n Increments of $2 and $3 nillion,

reopectively, vere oblipated under the Project.

11.  PURPOSE OF THE EVALUATION

The objective of this evaluation 15 twofold: to determine the extent
to which the Project's gpoal and npecific purpose are being or can be et
within the life of project, and to provide the Mincion and the GOM with
guldelines ar to chanpes in project decign or ifcplementation procedures
required.  The evaluatioa will aluo accect the continuing validity and

appropriatencss of the logical framework (Attachment No. 4).

The evalustSon 4n scheduled {or January 1988, a bit more thap
balfway through the currently anticipated leugth of project ‘1ile. The
evaluation addrecses  the overall effectivenent of the project dp
achieving the stated purponern. Thuc although 4ndividual partec of the
evaluntion may focur on one or wore of the 12 tubconponentn, for the posnt
part  the questionr. to be addresced by the evaluation teso are

crosrcuttiog in unature. Ar nuch they are decigued to acnecrn the extent


http:addren.ed
http:addret.ue
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-not only of the effectivencess of specific subcomponents, but also of the

linkage arnd synergistic effect of those subcomponents.

Given the nagor dmportance of the VOMS program in USAID's population
anc child survival strategies, a special study of the field effectiveness
of that component will be carried out as a preliminary part of the
evaluation. That study will be contracted to a Moroccan firm which will
collaborite with & GO ropresentative und a U.S. social scientist with
experience in Morocco to carry out the study. This study will provide
input to the cvaluation and be included as an appendix to the final

evaluation report (Sce Part V, Methods and Procedures).

111. BACKGROUND

Thit project is a sequel tc two earlier projects, Family Planning
Support 1, 1971 to 1977 (606-0112), and Faraly Planning Support 11,
1978-1684 (60K-0155).  The latter, which was similar in design to the
current effort, receaved o favorable evaluation in December 1983, Ir;
acdition Lo addressang weabnesses noted in thit eveluation in the arcas
of dati collertion wnt analysis; infarmation, cducation and comtunication
(IFECY; and collaboration with the pravaete sector, the present project was
designed  to reanforce  and crppand  effective Jnterventions, 1.c¢., the
outrcach contraceptive and MIH service dolivery activity, "Visite ¢
Domicile de Motivation Systératigue™ (VDMG), and clinical family planning

services.,

Under  this  third stage of assistance in pepulation and family
~planning to the G4, scervices both from fired centers and through the
outreach activity, VDA, have been greatly cipanded., The program now
covers 28 provinces and prefectures which include nearly 70 percent of
the population ficcording  to the nutions] contraceptive prevaience

survey carmied out an 1903, prevalence natiomeide had reached 26 percent
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vith a coobinstion of modern and traditional methods. With the expansion
of activities under this phase of the project, including an increase in
the nuzber of personnel trained in nurgical coontraception end IUD
insertion, &5 well as the extension of VDHMS to an additional 15 provinces
and prefectures, it 15 anticipated that prevalence will have increased

substantially, nezring the estimited targeted level of 352 by 1988

discussed in the Project Yaper.

The project's 12 spubcooponents are designed 4individuclly and
coilectively to osupport increased accescibility and acceptability of
facfly plenning servicern. 1In responce to earlier evaluation findings a
cephasis her been placed under the project on (1) broadening the
capability of the private sector in family planning promotionvand service
delivery; (2) uppgrading both private and public service capsbilities in
development, testing and dissecinstion of promorionnl materials in family
planning and child nurvival technologies (particularly oral rehydration
therapy  end  femunization), and (3) iomproving MOPH capabllities to
collect, nnalyze, nnd urne data gathered on {amily plaaoning and child
rurvival  services to  wonitor end manage  performance. Specific
rubcozponentes nddresr each of these thrusts. Hoot d{important of the
pubcomponentn, however, 46 that of VDMS which receiver more than 23
pereent of project funding, ith four of the other subcomponents relating
Tarpely to suppart eof that activity. Improving the effectivenernr of VDHS

f6 USAID't end the Mindetry't eajor focurn under the project at present.

The emphacin on VDMS, with {ts combinuntion of the key rix MCH/child
rurvival dutevventdions reflects the fact that the GOM continues to
rupport population end fanily plaouning cctivities within the {ravewvork of
ftr moternal child bealth proprarn, focusing almont cntirely on child
npacing. In fto policy dinlopue, USAID {6 riwmultancourly continuing to
cucourape rpreater GOM connclounnesr of the fwplicatione of the country's

provih rate on developzent.  Stepe 4n thnt policy dialopue are desigoed

e



to increase GOM iesolve to affect the growth rate as demonstrated by
resource allccation, organizational and management improvement, and
greater collaboration with the private sector. This dialogue and rela‘ed
activities broaden the focus of the project beyond the Ministry of
Health, engaging especially the Binistry of Plan, and the private sector

including the Morocean Family Planning Association.

Project activities with both the Ministries of Health and Plan are
carried out in collaboration with those of other donors in particular the
UNFPA, UNICEF and the IPPF.

IV. SCOPE_OF WORK

A. Overall Questions: The evaluation team will be asked to address
a set of eleven major project-related questions. For each of these major
questions, a sories of 3ubquestions has been posed to guide the team in
specific arcas of inquiry. The team will be expected to generate data,
both qualitative and quantitative, based on interviews, fiecld visits, and
review of a wide range of documentation and matcrials.

1. Contraceptive Practice—To  what oxtent has contraceptive

prevalence increasoed among the target population?

2. Coveraae -- To what extent arce contraceptive information ard
services available to the Moroccan population (rural, wurban, by
region)? fire gaps  a  function of a lack - of resources,

infrastructure, managenoent or what?

(Note: 1In responding to the above questions in particular the team
will be expected to revieu preliminary results of the Hqtiona]
Survey  of Family  Planning, Fertility, and Family Health 1987
(ENPFFSFY,  as  well s service  statistics and results of any

provincial or other studies )

A



3. Populatijon Awarencss—To what extent are key GOM officials
(o} fwiare of rapid population growth as a development problem?
o Avare of Government and private family planning activities

and results?
o Committed to resolving or addressing the problem of rapid

population growth?

a) To what cxtent has an increased awareness been translated
into effective support for population and family planning
activities? Into increased  public  communication about  such

activitice and about the program?

b) To what extent are population information and demographic
variables integrated into development planning and resource
allocation? What specific use of this information has been made in

development planning? In resource allocation?

4. Demand—Is there any evidence from  the ENPFFSP and >Other
sources of an increase in demand for far.ly planning services? To

what extent can changes be related to project activities?

a) What is the status of development of communications
strategies and planning at national and provinciul level? To what

extent are messages adapted to the needs of the target audience?

b) Are audiovisual materials and equipment available at
national and provincial level to promote and support service

delivery?

c) What is the capacity of the MOPH and the AMPE to develop,

test, produce und disscminate mppropriate audiovisual materials?
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d) To what extent have modern techniques for attitudinal and
market research message testing and impact education been used in

the development of promotional materials. .

e) To what extent have project activities resulted in
increased knowledge of confidence in =2nd use of contraceptive

services?

f) What project activitjes appear to be most effective in

creating demand?

5. VOMS—To what extent is VDMS having an impact on contraceptive
prevalence, and on knowledge, attitudes and practice of mothers
regarding family planning, use of ORT, breast—feoding and correct
weaning practices, and immunization? Input for much of this section
will come from the assessment of VDMS field effectiveness to be
carried out prior to the evaluation (sce Section IV. B, Methods and

Prezedures).

a) What evidence exists of the effectiveness of VDMS workers

in various kinds of environments, i.e., urban, rural: and periurban?

1) What are the strengths - and weaknesses of VDMS
workers by sex, in cach environmen@?

2) What steps have been taken to increase effectiveness
or resolve problems faced by VDMS workers by sex, in cach?

3) What factors seem to be most effective in
influencing contraceptive rates in cach environment?

4) What problems are faced by VDMS workers in rromoting

and providing family blanning services? In other areas?

b) Has adequate logistic support, in the form of transport

and supplies, been provided to VDMS agents?

J



c) Jo what extent is supervision of VDMS workers systematic,

with feedback provided to the worker and to the system?

d) What is the effect of VDMS on the wuse of health
centers/dispensaries for each of the following: family planning

services, diarrhea control, immunizations, other kinds of care?

e) To what extent has VDMS training been adequate in the
following areas: technical skills, communicatfons, data gathering

and analysis?

f) To what extent has training in technical aspects of VDMS
work, i.e., family planning promotion and service delivery, use of
ora)l rehydration therapy, vaccination referrals and administration,

and nutrition education been followed up and evaluated?

g) Is the packet of services provided by the VDMS workers
appropriate in terms of target population's nceds, demands, training

of the VUMS worker, and his/her credibility?

h) To what extent is there an ecffective referral system
between the VDMS  worker and the health sy:tem, i.e., for
immunizations? for cases of acute diarrhea; for malnutrition; for
family planning services or complications; for pre- and post-natal

care? for other rcasons?

i) What forms of formal or informal collaboration are
prevalent between VOMS workers and other social agencies, including
but not limited to the Ministry of Social Affairs and Artisanal
Centres Socio-educatifs, the Ministry of Education, and the Ministry

of Agriculture?

(!



j) Which of the 5 VDMS interventions is of greatest
importance in terms of (a) time or effort expended, and (b) in the

minds of;

o VDMS workers
o SIAAP medicine chef
o Provincial medicine chef.

o Population

From the above, to what extent can a correlation be drawn between

effort expended, perceived significance of the intervention, and

effectiveness?

k) What steps, at provincial and central levels should be

taken to strengthen the effectiveness of the VDMS program?

6. Data Collection and fAnalysis—To what extent do the data

collection and analysis systems of, and special studies carried out
by, the GOM (MOPH and ™MOP) and prévate sector family planning
organizations provide accurate, timely and useful information on

service effectiveness and outputs needed to monitor performance and

to manage effectively?

a) Assess the MOPH monitoring system as a means of providing
a monthly or quarterly estimate of method and province specific
family planning acceptor and prevalence rates? immunization rates?
diarrheal illness and use of .ORS? Are results fed back to officials
responsible for program implementation; within what time period?
Are necessary data available from the MOPH system to provide

required periodic reporting on child survival activities?

£y What use is made of data collected at circumscription,

provincial and central levels? What data have been particularly
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useful for monitoring performance &nd making decisions? For
identifying problems and taking action? What efforts are being made
to assure that data collected are (1) limited to what is useful and

(2) provided in a form appropriate for effective management.

c) To what extent is information on costs available to permit

studies of cost effectiveness of various sources of family planning

services?

d) To what extent is there collaboration between the

Ministries of Health and Plan in collection, analysis, and use of
data®? .

e) To what extent has the project contributed to improving

GOM capacity to collect, process, analyze and use demographic and FP

statistics?

7. Training—To what extent is the project providing assistance in
diagnosing training needs and organizing, implementing and

evaluating training programs to meet those ‘needs?

a) What changes have taken place in management practices or
systems as a result of management training under the project? What

further training is nceded?

b) To what extent has training under the project in (a) IUD
insertion and (b) surgical contraception been backed up with

effective counseling and follow-up?

c) To what extent has communications training undertaken

increasced worker skills in promoting and explaining family planning

and child survival skills?

b’
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B. Logistics Support--Is & full range of contraceptive supplies as

well as other VDMS and MCH materials available on a continuing
basis at central, provincial and circumscription level as required

for effective service delivery?

Has a system been established that permits timely ordering and
resupply of contraceptive materials and other VDMS and MCH
commodities? Is provision made for adequate shelf life at all
lJevels of the system? Are supply shortages identified quickly and

remedied?

9. Private Sector—To what extent have activities supported under

the project contributed to increasing the involvement of the private

sector in the promotion and delivery of family planning services?

a) What gaps and wecaknesses exist in the public sector family

planning activities that could be filled by the private sector?

b) To what extent have these been adeguately addressed in the

Mission's private sector family planning strategy?

c) Jo what extent are current activities in the private
sector ecffective in increasing family planning acceptance? 1In

creating demand?

d) What progress has been made in establishing a natural
family planning capacity in the private sector? (Number of persons

trained; numbers practicing; results?)

e) What steps have been taken to elimjinate administrative and
legal barriers to the delivery of FP products and services by

private sector providers?

b(

e,
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1. Financing—To what extent are project activities fostering .

increased Moroccan (public and private) financing for family

planning activities?

a) To what extent 1is adequate financing available for
serQices at present? Is there any evidence that cost is an obstacle

to greater prevalence?

b) To what extent have self financing experiments carried out

by the AMPF been successful? Which ones. In what context?

c) What are the longer range cost implications of VDMS for
the health system? Is information available that permits regular
.monitoring of relative cost effectiveness of this outreach effort in
rural, urban, and periurban arecas, as opposed to service from fixed

centers and other alternatives?

1}. Project Management and_Design—What strengths and weaknesses

tharacterize management of this project on both USAID's and the '

GO's side? How can the management of the project on both sides be

strengthened?
a)  USAID
1) 'Has Mission staffing been adequate to meoet project

needs in terms of:

(a) Management of technical assistance

(b) Development and processing of documentation

(c) Monitoring of performance

(d) Identifying problems ard possibilities for their
resolution, und r sponding to identified GOM
concerns about the project

(e) Administrative and sccreturial support
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2) What steps, regarding project design or project
implementation structure in the Missjon need to be taken to

increase project effectiveness?

b)  con

1) Has GOM staffing and organization, particularly at
the central level, been adequate to provide necessary
leadership, support, supervision angd monitoring to the
project? To what extent js authority, responsibility and
support  effectively delegated or provided to the field

(provinces) for implementation of the project?

2) fire there additjonal policy and organizational steps
that the GOM could take to facilitate and promote child spacing
and family planning?

€) Other Gonors

What collaboration and/or coordination has taken place with
each of the following organizatjons (UNFPA, UNICEF, IPPF, WHO)?
What problems have been noted? 1In what areas, should coordinatjon

be strengthened?
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Appendix B

Scope of Work for VDMS Field Effectiveness Surve§

1. BACKGROUND

In tMorocco the VDMS program was launched in 1977 in the Province of
Marrakech as a pilot program The purpose of the program was to study
the acceptance of fP services by the population and to collect usefu)
data in this area. The encouraging data which were obtained have lead to
an expansion of the VDMS program in additional provinces and prefectures,
28 at the moment, where basic health services ace delivered including:

° Family planning services

® Oral rehydration therapy (ORT)

® Control of child protein caloric mal- “rition
e Control of pregnant and feeding womer. anemia (iron deficiency)
. Reference of non-vaccinated or partially vaccinated children to

insure completion of all required vaccinations.

The VDMS program is onc of the S coverage strategies used by the
Ministry of Public Health (MOPH) in attempts to assure the delivery of
basic health services in Morocco. More than 70X of the population of
Morocco is presently living in arcas covered by the VDMS program. Siave
this program is now entering its fifth year of operation (a table listing
provinces and prefectures concerned by cach of the three phases of
program implementation is presented under Attachment No. 1), the ™OPH
warits to evaluate ‘the VDMS technical, operational and financial

capacities to provide a package of family planning and basic MCH/child
survival services.

II. PURPOSE

The purpose of this assessment 1is to collect information on the
results obtained by the VDMS program in urban as well as rural arecas, ard
to provide MOPH decision makers with the field leve)l information required
to consider the changes to be made in the comprehensive approach, as we))
&s content, of the program in conformity with the tMOPH basic health

services strateqgy dcveloped in the provinces of Settat, agadir
Taroudant.

atod

This study will be used by an evaluation team charged with reviewing
the current collaborative program between USAIL and the tOPH in the arve
of population and family plannirg  actaiv.ties. The results and
conclusions of this study be must availatic prior to the month
December 1967. This RFP concerns the impleme-tation of a =tudy for the
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FOPH which will provide the Ministry with qualitatjve and Quantitatijve

information on the {mplementation of the VOMS program.  This study wil)
be funded by USAID.

III. OBJECTIVE OF THE PROJLCT
The specific objectives of this study are to:
A. Collect information on how the VDMS program is perceived by:

1. Persons using the services (the population, community) and

local officials (local avthorities, elected officials arc people from
other sectors)

2. MOPH staff (vDMS “57nts, supervisors,

and personnel based
in MOFH fixed Tacilities)

B. Review the program's impact in changing th attitudes and
practices of consumer: toward the use of FP and maternal child health
services

C. Identify the program's positive and/or negative effect relative
to other MOPH preventive health programs :

1. Attitudes and work conditions
2. Volume of services provided
3. Monitoring and supervision of proyram activities
4. Population coverage
5. Program planning and management
D Collect information concerning  attitudes relative to ‘he

following points:

1. Possibilities for increased local

participation in the
financing of services

2. Reorganizing aspects of  the program to reduce costs
without reduction in the quality of services offered (personnel, suppurt
materials, increased use of resources availlable in the

community or
through other ministry proyrams)

L. ldentify aspects of the VDRSS program  which support  its
adaptation in line with the MOPH basic health strateqy and potentiu)l
obstacles linked to modifying the program in this manner,



IV. SCOPE OF WORK

A. Qualitative Research

1. Initial Research: a preliminary qualitative study
conducted among VDMS clients, field agents and supervisors, focussirg on
the following points:

&, vDrsS Clients (women)

° Differences in cultural attitudes toward male
and female VDMS workers.

. The nature of services delijvered by erank of
importance. Assess to what extent FP/MCH service needs are satisfied and
identify which other neceded services should be provided.

° The level of wmotivation created by the vDMS
workers (thru communication and demonstration activities),

. Changes in attitudes and practices noticed by
VDMS agents and thru review of services statistics.

. Level of wunderstanding of  activities and
services provided (FP, ORT, protein caloric malnutrition, vaccinations,
anemia, etc.).

b. Local Authorities

. Opinions concerning the services provided by the
VDMS  program; how are these services perceived in  terms of © their
usefulness or inadequacy and w;th respect to need for such services.

. Level of effectiveness of‘ male VDMS workers
relative to female workers

. Identification of other groups (Women's
associations, social  affairs, etc) or/and other staff categories
(traditional midwijves, community agents etc) able to provide or to help
to provide scrvizes offoared under the VDMS program.

. Types of change: to be made in the organization
of the program to render it more efficient. 1Irndicate such changes.

a tevel of potentiul community financial support
avallable to the progran.

C. Vi, Workers and  Supervisors: the survey to be
conducted among the VOMS workers and superviscrs will focus on establish
the following points;
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° Worker opinions concerning the VDMS program and
their role in the program.

° Types of groups (woumen's associations, socia)
affairs or other) and other staff categories (traditional midwives,
community agents, or other) able to deliver, or help to deliver, services
offered under the VDMS.

° Type of information communicated to women about
FP and tCH.

° Opinion of the staff on &ll the services and
commodities being provided. Other s¢rvices requested by rank of

priority, including those which are not provided.

° Problems encountered and how they are being
resolved.

. Collaboration of the VDMS workers with people
from other organizations, agencies, institutions (local authorities,
elected members, staff from other health programs) .

Y Views of workers concerning their working
conditions and the logistic suppoart they receive.

XY Type of training received and appropriateness
for assigned tasks. :

] Changes in the attitudes and practices of the
women recorded by the workers while delivering VDMS services.

. Means used by VDMS staff to monitor and evaluate
their activities.
° Nature of relations between VDMS agents and
their supervisors.
2. Observations and Interviews: the sccond component of the

qualitative study will consist in observing the VDMS workers on the field
and in intervicwing the VOMS workers, their supervisors and the staff
workina in dispensaries, clinics and health and reference centers. The
followirng issues will be addressed:

a. fttitudes und reactions of VDMS clients relative to
the sex (male, ferale) of the VDMS worker,

b, Type of information actually provided by VIMS workers
to their clients (for each activity).



€. To what extent {s the WDMS worker convinced regarding
the efficiency of the door-to—door method of providing health services in
general. Is the worker well qualified.

d. Procedures used by VDMS workers to jntroduce their
visit and offer their services. Identification of most appropriate
procedures and of the blunders to be avoided.

e. Appropriateness of the utilization by the VDMS worker

of demonstrations as a motivational and informational tool. Describe
proress and accuracy of execution.

f. Type of documentation being maintained and in what
condition. Describe gencral status of forms, notes, tables and reports
maintained by the workers.

g. Type of feedback provided by supervisors to VDMS
workers about their work (skills, maintenance of files, etc).

h. fiverage number of clients wvisited each day relative
to the number expected and perceptions concerning the adequacy of
coverage,

i. Type of services delivered to houscholds by
geographic areas. Changes recorded in services provided. 1Indicate the
quantity for cach service.

BE Aivallability in a timely manner of needed
commodities. Types of problems encountered regarding transportation.
‘Usefulness of carrying items in the VDMS bag.

k. Type of information available on costs and budoet .
How is it collected and used.

l. How are cost data taken into consideration. Are
activities projected according to available budget and required expenses.
Type of activities being undertaken based on fund availability.

m. Changes in the attitude of the VDMS worker vis—a-vis
services to be delivered as a result of the allowance received, in the
VOMS program, in a clinic or in un other situations.

n. Problems related to the fact that the agent is a4 man
or a woman. Changes which could be made 1o address these problems .

o. Chamges recorded in the behavior of the population
covered wurder the VDRSS program and which car be attributled to services
delivered under VDHMS,

p. Perceived value of tle vD™MS  worber <s.tion
Turnover rate of VDMS workers., Why do they le. -



q. Job opportunities due to vD#S
or somewhere else). Other jobs

system; why?

experjence (within MOPH
preferred by VDMS workers in the health

r. Acceptance of clients towards 1) the VDMS agents: 2)
services provided: and 3) the way services are delivered (to their home,
or in a rente-). (List any missing services; services to be delivered at
home preferably; and services to be provided outside the VDMS program) .

B . Level of efficiency of the agent in terms of
communication of information and organizing demonstrations.

t. Knowledge acquired by VDMS oeneficiarjes (FpP, ORT,
protein caloric malnui-ition, vaccination, anemia, etc) in relation with
the above. '

u. Behavior expected from beneficiaries to obtain health
services in case the VDMS program was cancelled. Listing of alternatives.

v. Opinion of various officials regarding the impact of
the VDMS on remaining MOPH activities.

w. Frequency of VDMS visits. Time devoted by tne worker
(enough or not) during visit. Number of visits desired per year.

x. Changes in the profile of MOPH clients following the
introduction of VDMS. Reasons for thesoe changes.

Y. List of interventions viewed as inappropriate or less
important for the wrea or region in question.

B. Quantitative Research

The collection of qQuantitative data on progress recorded in the
implementation of the VDMS project and the Ministry's child survival
programs will be comducted on the basis on the indicators/measurcs of
program efficiency listed below. In order to 2nalyze such data it is

necessary to know which data are available, at what Jevel and to be able
to follow their circulation.

1. Basic Project Activities/Service Information

During the study, information on the following subjects
will be identified an? collected: '

a homber and percentage of VDMS workers having received
appropriate trainieg in PP, ORT, vaccinaticn, anemia, breastfeeding,
nutrition, etc,

b. Tem of references  being  done.  Their nature,
direction, level of ¢ ~dination within trs FOPH system or wjith others.

) f\‘/
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c. Process bzing followed to establish a schedule of
vis{ts. Wumber of visits per year, and frequency. Length of the shortest
one, and of the longest one.- ; e em

AN

d. Quantity of ORT packages being distributed (in the
field and by each agent).

.. Mumber and type of vaccination completed.

f. Percentage of wvaccinated children per type of
vaccination,

g. Available products: Quantity of ORS distributed
number of doses provided for each type of vaccination

Other products available: type and amount

h. How many health centers are equipped with a cold
chain,

i. How product needs are determined, requested and
programmed .

j. Access to  available  information on coverage,

programming. Objective of information and how they are recorded.

k. How the information on costs, coverage and impact is
used.

2. Indicators of System Efficiency and Quality Control

The evaluation will determine which indicators among those
listed below are available and will desicribe the methods being used for
collecting the information, commenting of the. Reliability of this
information (a more comprchensive evaluation of information reliability
will be conducted later).

a. Number and  percentage of health workers able to
demonstrate their knowledge and ability in ORT/FP/vaccination/
breastfeeding/nutrition/ancmia, etc.

b. Number  and  percentage  of  persons  aware of
ORT/FP/vaccinatxon/brcastf«oding/nutrition/anemia, cic

c. Number and percentage of children who have recejved
all vaccinatiors. ‘

d.  Number and  percentage of children breastfed and
receiving add...onal food at 6 morths, ‘

f
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€. Nuwber and percentage of children who have been
weighed during 3 previous months. Number and percentage of high risk
children who have been followed.

f. Available information on c¢osts vor cach type of
activity.

Also, the rvailability of following constants should be
reviewed:

a. fortality rate/age (0-12: 13-60).

b. Fortality as related to diarrhoecas (0~60)/10.000.
Was the child suffe-.ng from diarrhoea during the period preceding his
death?

c. Severe rate of dehydration associated with diarrhea.
d. Mortality rate associated with measles.
e. fortality rate associated with neonatal tetanus.
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APPENDIX D.

APPENDIX D.

Special Data Analysis of Contraceptive Prévalence and VDMS Impact

Excerpt from report of evaluation team member
William Trayfors, AID/W represcntative
submitted to USAID/Rabat March 1988.



CHART T1

MOROCCO-CONTRACEPTIVE KNOWLEDGE 1979-
NON-SINGLE FEMALES AGED 15-49

PERCENT
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Findings from the three cited surveys show high levels of contraceptive
knowledge. By 1987, almost 100 percent of married females 15-49 knew at
least one contraceptive method.
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CHART T2

MOROCCO: USE OF CONTRACEPTIVE METHODS
MARRIED WOMEN AGED 15-49

PERCENT
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Three successive surveys have shown increasing prevalence of contraceptive

use. lJue to definitional problems, only the "any method” index is availabla
G%h fcr 1372--80.
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CHART T3

MOROCCO: EVER USE OF CONTRACEPTION
NON-SINGLE FEMALES AGED 15-49

PERCENT
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As these surveys show, Moroccan women are gaining experience in the use of
contraceptives, with ever use approaching 60 percent.
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CHART T4

MOROCCO: CONTRACEPTIVE PREVALENCE
NON-SINGLE FEMALES 15-49 (1987 ENPS)

PERCENT

50

40

30 |

20

v=-a

k\

v

RURAL

ALL METHODS

I3 VDMS PROVINCES NON-VDMS PROVINCES

Urban contraceptive prevalence is considerably higher than rural prevalence.
VDMS Provinces have a higher prevalence rate than do non-VDMS provinces, especially

in rural areas.
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MOROCCO: PREVALENCE ORALS & CONDOMS
RURAL/URBAN AND VDMS VS. NON-VDMS

PERCENT
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The prevalence rate for use of orals and condoms is much higher in VDMS
provinces than in others, especially in rural areas.
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CHART T6

MORGCCCO: NEW PILL ACCEPTORS 1981-87
VDMS VS. NON-VDMS PROVINCES

Thousands
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This chart demonstrates the important impact of VDMS on new acceptors of orals
during the 1981-87 period.
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CHART T7

MOROCCO: MOPH FP ACTIVITY 1981-1987
IN VDMS VS. NON-VDMS PROVINGCES

Millions
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—— VDMS  ~—+= NON-VDMS

VDMS accounted for the lion's share of family planning activities during the
period following 1983.
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VDMS PERFORMANCE VS. NON-VDMS 1981-87
WEIGHTED ON POPULATION COVERAGE BASIS

TIMES MORE EFFECTIVE

'!98 1985 1986 | 1987
NEW ACCEPTORS OF ORALS

This chart illusirates the exceptionally strong impact of VDMS on recruiting
= new acceptors for oral contraceptives during the period 1981-87. Compared

to non-VDMS provinces, the performance varied between 2.0 and 7.1 times as
effective.
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CHART T9

MOROCCO: CUMULATIVE NEW FP ACCEPTORS
MOPH SERVICES 1981-1987 (ALL METHODS)
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Thousands

NEW.OTHER
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the pericd 1281-87, VDMS accounted for more than twice as many new acceptors
als a5 did non-"DME provinces, and slightly more new acceptors of other

ds. OTE IBD acc e cors and VEC acceptors recruited and referred by the
prozran are NOT counted as VDMS activity.
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CHART 712

AGADIR: RESUPPLY FOR ORALS AND CONDOMS
FIXED AND AMBULATORY SERVICES

Thousands
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Family planning activity in Agadir has been steadily growing since 1979.
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CHART T13

T

AGADIR: NEW AGCCEPTORS BY METHOD
FIXED AND AMBULATORY SERVICES 1979-87
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CHAKL '1'14

AGADIR: RECAPITULATIF ANNUEL
DES ACTIVITIES DE P.F.
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Unlike much of the rest of the country, IUD use has been increasing in
Agadir.
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MARRAKECH: NEW ACCEPTORS BY METHOD

VDMS + FIXED CENTERS 1983-1987
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MARRAKECH: NEW ACCEPTCORS FOR ORALS
FIXED GENTERS VS. VDMS 1983-1987
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There has been a substantial decline in new acceptors of orals in Marrakech
since 1984, both in the fixed facilities and in VDMS outreach.
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CHART T17

MARRAKECH: REVISITS FOR PILL RESUPPLY
FIXED CENTERS VS. VDMS 1983-1987
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Overall, there appears to have been a pretty steady trend in revisits for
orals in the outreach program.
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MARRAKEGH: FAMILY PLANNING ACTIVITY
VDMS vs. FIXED SERVICES 1983-1987
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arrakech, the overwhelming percentage of all family planning activity is
carried out by the outreach program, a steady trend since 1984.




CHART T19

SAFl: NEW ACCEPTORS ORALS
VDMS vs. FIXED SERVICES 1981-1987

Thousands
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Note the tremendous increase in new acceptors of orals with the introduction
of VDMS in Safi Province in 1986.



CHART T20

SAFI: FAMILY PLANNING ACTIVITY
VDMS vs. FIXED SERVICES 1983-1987
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Overall, it would appear that there has been a slight increase in
family planning activity since 1981.

1982 1583 1984 1985 1986 1987
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CHART T21

EL JADIDA: NEW ACCEPTORS 1982-1987
FIXED + VDMS -- ALL METHODS
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EL JADIDA: NEW ACCEPTORS ORALS
VDMS vs. FIXED SERVICES 1982-1987

Thousands

| E

/////////

25

7//////h1

1983 1984 1985

1982

ices VDMS
ine in new orals acce

S

|
o
n
g
@
.m
g

LA



OM

CHART T23

EL JADIDA: FAMILY PLANNING ACTIVITIES
ALL METHODS 1982-1987

Thousands
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Overall family planning activity in the province seems not to be impressive.
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CHAPRPT T24

CASABLANCA-ANFA: VDMS NEW ACCEPTORS
JULY 1986 THROUGH JANUARY 1988

Thousands
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Note the big jump in new acceptors with the introduction of VDMS in late 1986.

Then, the huge impact of the vaccination campaign beginning in March-April 1987
Outlook for 1988222

and continuing to the end of the year.
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CHART T25

CASABLANGA-ANFA: VDMS FP "USERS”
JULY 1986 THROUGH JANUARY 1988

Thousands
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Similar trend for "users" as for new acceptors shown in Ch-rt T24.
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This chart ranks provinces (using ENPS province numbers) according to their
prevalence as compared to the national average, showing those provinces which
are above average.
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Appendix E
MOH Management Training Structures and Personnel Needing Training

11. Project Management

b) Ministére de la Santé

En injectant de nouveaux moyens et renouvelant les fagons de penser
et de travailler, le projet VDMS a contribué a revigorer le management &
tous les niveaux du systéme de santé. Le VDMS a remis au premier plan
une notion fondamentale en santé qui est celle de couverture¥®; il a

confronté les administrateurs avec la nécessité de la planification, la
programmation, 1'évaluation, le monitoring dans un systéme qui s'était
assoupi. Le VDMS a aussi contribué a faire comprendre 1'importance de la
communication aussi bien avec les clients qu'entre agents du systéme de
santé. En bref, le VDMS a favorisé la redynamisation non seulament de la
planification familiale mais aussi de l'ensemble des soins de santé de
base. Il a ¢té un des facteurs qui ont amené le Ministére a tous les
niveaux a s'engager sur la voie du "management moderne” dans le secteur
sanitaire. C'est ce qui & permis au Ministére non seulement d'introduire
avec succeés le programme dans trente Provinces, mais aussi d'étencre
rapidement & toutes les provinces certains éléments essentiels de son
projet de soins de santé de base; i.e.: d'amener les provinces a faire le
bilan de leur infrastructure, a confectionner un nouveau plan de
couverture, a redéployer leurs ressources, a participer activement & la
préparation du PLAN 1988-1992 en réalisant un PLAN PROVINCIAL, toutes ces
opérations culminant dans les Journéez Nationales de Vaccination dont le
succes a démontré 1'incontestable maitrise du Ministére au niveau de la
planification, de la programmation, de la communication et de 1'exécution.

Ces réalisations n'ont cependant éLé possibles que grace a
l'engagement et & l'implication de tous les instants d'un petit nombre
d'individus tres bien formés et expérimentés qui ocuvrent au niveau
central®¥®,  Le fait que le systéme de santé déperde de ces quelques
personnes pour se dynamiser, innover, sc développer, atteste de la
fragilité des changeiments en cours. Il est donc important de donner
rapidement a un plus grand nombre d'individus, aussi bien au niveau
central que périphérigue, les cannaissances, habiletés et attitudes qui
leur permettront d'étre a leur tour des agents plutdt que des exécutants
du changement .

Assez paradoxalement, le Ministére a peu investi en moyens humains au
niveau de la gestion centrale du programme de PF et de ce fait, c'est a
peu pres le méme nombre de personnel que celui qui a pilotd
1"implantation du programme dans trois provinces en 1982, qui gére
maintenant celui-cil dane plus de trente provinces. Ceci témoigne
incontestablement d'une croissance phénoménale de la productivité de ce
méme personnel mais en méme temps a constitué sinon un frein, du moins
une contrainte au plein ¢panouissement du programme national de

* Certes, la fagon de concevoir la couverture dans VOMS est simpliste
et sa stratégie n'est qu'un "remake’ de 'itindérance traditionnelle. Il
fallait cependant passer par 1o pour arriver aux stratégies plus
sophistiquees du projet S50,

¥X La miome chose a ¢LE observie au niveau des Provinces ol les
"performances” du systome dopendent largement de la personnalité et des
compétences du médecin-chef .

\y;,
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planification familiale. Le SCPF a du en effet et malheureusement
consacrer l'essentiel de ses efforts & "acdministrer" vignettes,
indemnités, stocks, etc., plutdt qu'a "gérer" le programme, c¢'est-a-dire
1) & rechercher tous les moyens pour le faire tendre le plus vite et le
mieux possible vers ses objectifs fondamentaux de diminution de la
mortalité et de la morbidité maternelle et infanto-juvénile et
d'augmentation de l'intervalle intergénésique, et 2) & préparer l'avenir
en élabeorant des scenari originaux pour faire suite & la stratégie VDMS.
La lenteur du développement et de la mise en opération d'un véritable
systéeme d'information de gestion par objectif, de méme qu'un certain
déséquilibre actuellement observé dans le mix de méthodes contraceptives,
témoignent & leur fagon de la contrainte précitée.

En bref, donc, si le programme de PF est "administré" de fagon trés
satisfaisante, il lui reste encore & anéliorer sa capacité de gérer a
tous les niveaux en fonction de ses objectifs fondamentaux et de produire
les idées ¢t d'étre & l'origine des initiatives qui assureront non
seulement sa survie mais aussi son plein épanouissement.

Management training

Depuis quelques années la fagon de "gérer" les services de santé a
beaucoup évolué au Maroc. D'un style de management paternaliste,
hiérarchique, statique et bureaucratique, non responsabilisant et peut
motivant pour les agents, on est passé a une gestion plus active et
créative, plus stimulante redonnant leur vraic place aux objectifs
fondamentaux du systéme de santé: fournir des soins et services
préventifs et curatifs de qualité et accessibles. L'image de la santé
publique aupres de la population s'est améliorée. Des besoins et des
attentes ont été créés. En méme temps, on a réalisé que les ressources
dont dispose et dont disposera le systéme sont et resteront treés
limitées. Le Ministérc et ses agents n'ont donc pas d'autre choix que de
tirer le maximum de profit de ces "maigres" ressources (ce qui pourrait
peut-étre convaincre le gouvernement de lui en accorder plus - boucle de
feedback négative). Tirer le maximum de profit, cela signifie qu'il faut
et faudra &tre hautement productif aussi bien en dispensant des services
de qualité que dans les efforts consacrés & cobtenir le support et l'aide
des autres ministeres, des collectivités locales et des clients
ecux-mémes. C'est tout un défit et les agents du Ministére sont les
premiers & admettre qu'ils sont mal préparés a le relever. Un plan
global de formation en management & tous les niveaux est ainsi esquissé
dans le PLAN 1988-1992.

L'importance fondamentale et la nécessité de la formation en
management est donc  econnue par le Ministore de la Santé. 11 convient
cependant d'insister sur le fait que les actions de formation sont
g'autant plus indispensables dans le contexte marocin de dispensalion
des services de santé que celui-ci se caractérise par:

1) un développement important des programmes dans les derniores
années:  erxtension du VOMS, programme de vaccination, projet de
développement des soins de santé de base, etc.

2) ure stagnation des ressources humaines, médicales et surtout
paramédicales, disponibles pour gorer et exocuter les actions sanitaires.

AN
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La coexistence de ces deux phénoménes appelle donc une plus grande
rationalité dans l'utilisation du personnel, sinon la pression tdt ou
tard fera "sauter le couvercle de la marmite”. Elle implique aussi que
les agents sanitaires soient capables de mobiliser les ressources locales
pour combler, au moins en partie, le déficit en ressources humaines
auquel le systéme de santé doit faire face. Or, cette capacité de
mobiliser dépend essentiellement de la crédibilité de ces mémes agents,
crédibilité qui est elle--méme fonction de la pertinence et de
1'efficacité de leurs actions, donc de leur capacité d'utiliser leur
temps de la fagon la plus rationnelle possible. On en revient ainsi a la
question de la rationalité de l'utilisation des ressources déja invoquée.

Or, il existe au moins deux conditions nécessaires & une utilisation
rationnelle des ressources: c'est que les agents soient bien formés
techniquement, mais aussi et peut-étre surtout qu'ils soient capables de
bien diagnostiquer Jes problémes, déterminer et prioriser les besoins,
identifier et comparer les différentes options disponibles pour y
répondre, programmer leurs actions, évaluer enfin les résultats de
celles—ci.

Si 1'on accepte le postulat que la formation technique des personrnels
est assez bonne, et si l'on considére par ailleurs que, dans le cadre de
cette formation technique, les agents sanitaires sont peu exposés aux
théories/concepts/outils etc. de la planification, de la programmation et
de la gestion, il apparait assez évident qu'un effort tout particulier de
formation doit &étre consenti rapidement dans ce secteur. Ceci n'exclut
¢videmment pas la nécessité de certaines actions spécifiques de formation
continue a caractére technique. On devrait cependant s'attendre a ce que
dans le futur, les proportions respectives de la formation technique et
de la formation en '"gestion" dans 1'effort global de formation soient
inversées, a savoir 75% pour la gestion et 25% pour le technique.

Dans le présent orojet AID, on a fait beaucoup de formation continue
mais essentiellement de la formation technique. La formation en
communication donnée a plus de 5000 agents n'est cependant pas sans
rapport avec les habiletés que doit posséder tout gestionnaire. Une
centaine de gestionnaires provinciaux ont aussi recu une formation en
gestion du VDMS: sa portéce ¢tait cependant trés limitée puisqu'il
s‘agissalt essenticllement de gestion des indemnités, des vignettes, des
stocks, ectc. du programme. Dans ce type de formation, on apprend en
général plus des recettes ad hoc qu'on acquiert des connaissances de base
(ce qui ne veut pas dire que ce n'était pas nécessaire pour le bon
fonctionnement du programme) .

Diverses sessions de formation de courte durdée en planification,
programmation ot évaluation ont aussi ¢Lé organisées au Maroc par divers

donateurs.  Malhcurcusement sans grande coordination et e¢lles n'ont
touchdé qu'un nombre restreint d'individus. Un ce-tain nombre de cadres
du Ministoere ont aussi bénélicié de stages/éludes de courte ou moyenne
durde G 1'extérieour. 11 est impossible de recenser toutes cos actions deo
formation mais i1 est certain qu'elles ont eu des impacts. Ce sont elles
qui avee 1'avenement de programmes comme VDMS, SSH ot le PRI ont conduit
lew cadres du systiome de santé o une conception resolument moderne de la

gestion,

Le Ministere compte o 1'aven:s cssentio]lemont sur trols structures
pour supporter son e¢ffort de formation en manugement
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L'Ecole des Cadres du Colleége de Santé Publique qui existe depuis
.... ans

Le Service de formation continue créé au début 1988

L'Institut de Recherche et Formation en Santé Publique dont la
création devrait avoir lieu prochainement.

1) L'Ecole des Cadres

L'Ecole des Cadres produit les ASDES (Agent de Santé Dipldmés d'Etat
Spécialisés) qui sont des paramédicaux appelés & exercer des fonctions
d'enseignement ou d'encadrement. La formation des ASOES reste:
essentiellement technigue. Le curriculum de l1‘'Ecole des Cadres est
cependant en évolution et pourrait & l'avenir &tre davantage axé sur
l'acquisition de connaissances, attitudes et habiletés de gestion.
Actuellemert, ce curriculum est encore faible dans le secteur de 1'art et
de la science de la gestion. (Il reste que malgré cette relative
pauvreté, les paramédicaux ont quand méme ainsi la chance d'étre exXposeés
a quelques principes et outils de gestion, chance que les médecins n'ont
pas, la gestion étant totalement absente de leur formation. C'est un
probleme grave puisque ce sont ceux qui occupent les fonctions (de
gestion) clés dans le secteur de la santé publique).

2) Le service de formation continue

Depuis 1981, un grand nombre d'actions de {ormation continue ont été
conduites mais sans grande planification, ni coordination, ni
évaluation. Aucune structure n'était en effet responsable de la
formation continue au niveau du Ministoére et les donateurs ne se
préoccupent quere de coordonner leurs actions. Doés lors, chacun des
services ou divisions réalisart indépendamment ses propres actions de
formation avec 1'aide des différents donateurs. Cette facon de procéder
¢tait par certains cotés peu productive; exemples: redondances dans le
contenu de certaines actions de formation, Gclatement dans le temps et
dans l'espace d'attions qui auraicnt pu fort bien étre réalisées
consccutivement dans un méme licu, eotc.

De plus, les actions de formation détaieont commandées du niveau
central et ne répondaient pas toujours, au moins an terme de priorités,
aux bosoins des dif férentes provinces/préfoctures.

Pur willeurs, les actions de foruution technique ont été beaucoup
plus nombreuses que les actions de formation en organisation/gestion:

+ 75% pour les premicres versus 25% pour les scecondes.

Le Ministére a réconment décidé de créer une structure responsable de

Ja fornation continue Son directeur o ¢16 nommd le 22 janvier 1968, 1)
est wsnisté d'une dquipe de quatre personnes, loutos ayant une formation
paramcdicale.  Cotte structure doit maintenunt "faire sa place”, se¢ faire
reconnaitre par les wutlres cervices pour sa compétence ol )'excellence
des services qu'elle leur rend. 11 ¢ot o noter que le directour de la
formation continue n'a pas d'autorité hidrarchique sur les autroes
divisions ot cervices.  SHon autoritdé ne peut étre que fonctionnelle et ne

Y sera donc reconnue que dans la mesure oa les actions quielle prendra
dauns les procheans mois correspondront aur attentos el adx besoing auss)
bien du miveau central que de la périphérie. 11 est certain que la
perception des besorns peut grandement varier d'un niveau o ] 'autre, d'un
programme ou d'un tervice a un autre. Dans cette perspective, la
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direction de la formation continue doit donc se doter rapidement de
mécanismes lui permettant, de concert avec toutes les instances
concernées, d'identifier les besoins de la fagon la plus objective
possible.

La direction de la formation continue conduit actuellement une
premiére action décisive en ce sens. Il s'‘agit d'établir le bilan de
toutes les actions de formation continue conduite au Maroc dans le
secteur de la santé depuis 1981. L'enguéte, dont le terrain est
maintenant terminé, comporte trois parties:

partie I: chaque province/préfecture fait le bilan de toutes les
actions de formation dont a bénéficié son personnel

partie II: chaque action de formation est décrite

partie III: le portrait de chaque formateur actuel et potentiel

est établi (on a ainsi recensé + 500 formateurs &
travers le systéme de santé).

Les données de l'enguéte sont en cours d'exploitation par le SIES.
De plus, la base de données qui vient d'étre constituée a travers
1'enquéte devrait a nartir de maintenant étre mise a jour au fur et a
mesure do la réalisation de nouvelles actiors de formation.

On peut donc dire qu'a 1'heure actuelle, la relative confusion qui a
prévalu dans le passé au niveau de la formation continue a cédé la place
& la coordination et a la concertation. Cependant, 1'édifice qui vient
d'étre bati est encore fragile; ses ressources humaines sont peu
nombreuses ¢t manquent clles-mémes de formation, ses moyens sont eux

aussi tres limités. Soutien et renforcement sont donc de mise.

3) L'Institut de recherche et formation en santé publique

Enfin, troisieme structure, le Ministére projette de créer un
Institut de Recherche et Formation en Santé Publique (IRFSP) qui, selon
le Plan, serait "spécisrlisé dans la formation des cadres supérieurs
(médicaux, paramédicaux ¢t administratifs) dans le domaine de
l'administration sanitaire, de 1'épidémiologie et la médecine sociale.
Cette institution se chargerait de l'organisation du recyclage et de la
formation (courte, moyenne, longte durée) pour répondre aux besoins du
Ministere de la Santé Publique et ceux d'autres organismes. Cette
institution devra ¢tre un important outil de développement de la
recherche opérationnelle sur le systéme sanitaire, étre ouverte sur les
diverses institutions de formation et de recherche universitaire et étre
capable de développer des liens avec les divers secteurs de
1'administration.... Cette institution devrait étre suffisamment souple
pour échapper aux contraintes structurelles imposées par le
fonctionnement du Ministere, sans toutefois avoir l'indépendance qu'ont
les Universités par rapport aux priorités et aux nécessités du plan de la
sant¢ ot des différents projets gérés par le Ministere®,

Cette volonté s'est concrétisée par la mise sur pied d'un comité
technique et scientifique de 15 membres.  Au moins trois missions
d'assistance technique de courtoe durde, (deux supportces par 1'ACDI et
1'une supportdée par 1'A1I0 en février 1988), ont ¢Lé consacrées au projet
de 1'IRFSP. A 1'heure actuelle, 11 est provu, avant méme la constitution
formelle de 1'IRFSP, qu'un embryon de programme (5% & 6 cours de 3 cradits
= 4% hcures) soit lancé par le bilais de sessions intensives associant des
personnes ressources marocaines et eétrangéres.,
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Nous venons de voir que le Ministére disposait ou allait disposer de
trois structures pour assurer la formation en gestion¥, On peut
maintenant essayer d'estimer quelles sont les clientéles potentielles de
ces structures pour juger de l'importance de l'effort a fournir (on se
préoccupera seulement ici de la clientéle des agents oeuvrant pour et
dans les soins de santé de base aussi bien au niveau des administrations
centrales et provinciales que du terrain).

Cette clientéle peut grossiérement étre décrite comme suit (on notera
que notre seul propos ici est de donner des ordres de grandeur):

Administration centrale

Médecins hors cadres¥X 50
Autres hors cadres 25
Cadres médecins, paramédicaux, administrateurs 100

Sous total 175

Administrations provinciales

Médecins chefs de provinces (= hors cadres) 50
Médecins chefs du SIAAP 50
Administrateurs—économes de provinces 50
Administrateurs—-économes du SIAAP 50
Majors du SIAAP 50
Autres administrateurs 250
Animateurs de la province médicale et du SIAAP 500
Sous total 10C0
Terrain

Médecins chefs de circonscription 500
Majors de¢ circonscription 500
Chefs de secteur 1500
Sous total 2500
Grand total 3675

Cette clientecle par profession se distribue donc & peu prés de la
fagon suivante:

Médecins 675
Paramédicaux (ASDES et ASDE) 2610
Administrateurs—économes 390

X Ces stiructures sont aussi responsables de la formation technique a
divers degrés et & diffdérents niveaux,

¥K  Pur "hors cadre” on entend ici les plus hauts responsables,
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En ce qui concerne les paramédicaux, la majorité de ceux—ci sont des
ASDE. En effet, en 1987, selon les données du PLAN, les paramédicaux se
répartissaient comme suit:

ASDES ASDE ASB Total
s$S8 113 1789 7039 8941
Hopitaux 256 3533 6242 10031
Admin. provinciale ) 1200
( 411 1151 1108
Admin. centrale + en )
formation + en affectation ( 1469

Total 780 6473 14389 21641

Ces données indiquent que, sur les quelques 2600 paramédicaux a
former en management, au moins 2000 scnt des ASDE qui donc n'ont aucune
formation en management. C'est aussi le cas des médecins.

Les nombres présentés ci-dessus montrent que la téche est surmontable
et cela dans une période relativement restreinte (+ 5 ans) si on procéde
de fagon diligente. Les taches qui apparaissent les plus pressantes &
1'heure actuelle sont les suivantes:

- renforcement du curriculum de 1'Ecole des Cadres dans le secteur
de la gestion; ceci implique en particulier le renforcement d'un certain
nombre d'enseignants dans ce secteur et l'engagement de quelques
enseignants spécialisés en gestion des services de santé;

- renforcement du service de 1'Education continue (moyens humains
et techniques) au niveau central et provincial (i.e.: responsables

provinciaux de la formation continue);

- création de 1'équipe de 1'Institut de recherche et formation en
santé publique;

- évaluation des besoins de formation a tous les niveaux;
- établissement d'un plan global de formation pour les cing

prochaines années et programmation des activités de formation,

Rocommandations

Il est certain que la formation en gestion dépasse la problématique
de la planification familiale*., Il reste cependant que le succés de ce
programme continuera de dépendre de fagon critique des capacités de
management des agents du Ministere, en particulier au niveau du terrain.

¥ La mission AID et le Ministere ¢ludient actuellement la possibilité de
la création d'un centre régional de formation en logistique PF. Ce type
d'action est évidemment trés important pour améliorer le management de la
PIr mais il a des limites ovidentes,
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Dans cette perspective, nous recommandons & 1'AID de supporter
substantiellement les entreprises de formation en management ~u Ministére
au niveau de la formation continue, de 1'Ecole des cadres et de 1'Institut
de formation et recherche en santé publique.

Un premier support pourrait étre offert au niveau de l'identification
des clientéles et de la déetermination des besoins de fermation de chacun
des groupes cibles. Une étude devrait aussi étre entreprise sur les
modalités d'opérationalisation de la formation, tant en ce qui concerne les
caractéristiques des clients potentiels (plan de carriére, disponibilité,
intérét, etc.) qu'en ce qui concerne le partage des responsabilités entre
les différentes structures de formation. Cette étude devrait déboucher sur
une planification-programmation globale du recyclage et de la formation en
management. Par ailleurs, certaines actions spécifiques peuvent ainsi &étre
faites par chacune des structures.

1) Formation continue

La nouvelle direction de la formation continue a besoin d'édtre
renforcée et aidée. Ceci pourra prendre différentes formes:

a) L'équipe elle—méme de cing personnes doit avoir la possibilité de
se ressourcer et de compléter sa formation cn terme de:
- leadership, habiletés de direction;
- planification;
- gestion de programmes, en particulier: analyse
colt-cfficacité des différentes stratéaies;
- développement de matériel didactique;
- analyse qualitative: entrevues semi-structurées, etc.
- recherche opérationnelle.

Les besoins en formation de chaque membre de 1'équipe devraient &tre
évalués et un plan de formation établi qui ne mette pas en péril le bon
fonctionnement du nouveau service,

b) La direction de la formation continue devrait disposer d'un
micro~ordinateur pour gérer clle-méme et exploiter sa banque de données sur
les formateurs et les actions de formation. Un technicien en informatique
devrait Gétre mis & sa disposition ou bien quelques membres de 1'équipe
devraient étre formés & l'utilisation de logiciels comme LOTUS 1-2-3 et
DBASE III.

c) Pour en finir avec les goulots d'étranglement au niveau central,
le Ministtre veut autonomiser la périphérie¥, Ceci est particuliérement
vrai en ¢ducation continue. Une fois l'opération "bilan" actuellement en
cours torminée, on pourra micux cerner les besoins do formation des
formateurs, en particulier dans cette perspective d'autonomisation, 11
faudra renforcer la formation des {ormateurs en conséquence. On devra
aussi préter un oeil attentif aux besoins de formation du responsable
provincial de la formation continue qui, a priori, devrait bénéficier de
formation dans les domaines déja identifiés ci-dessus pour les membres de
1'équipe de direction de la formation continue.

X Ceci doit ¢tre fait avec beaucoup de prudence et sculement dans certaines
limites. Le central doit garde s la haute main sur le curriculum, le contenu
de chacun des cours/modules. 11 devra aussi prociéder a une Gvaluation
systématique des enseignements.,
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d) La province pour étre autonome devra aussi disposer de support
didactique et bibliographique, d'outils pédagogiques. Elle devra &tre
dotée de rétroprojecteurs, de machines de tirage, éventuellement
d'équipement vidéo.

e) Il serait par ailleurs trés avantageux que chaque province ou
service/organisation puisse faire profiter les autres de ses
expériences. Ainsi un journal ou une "Newsletter" devrait étre créé pour
servir de véhicule & ces échanges. L'organisation de séances de
formation sur la fagon de préparer un texte apporterait de meilleures
garanties de succés & une telle entreprise.

2) Ecole des cadres

L'Ecole des cadres aura certainement besoin d'aide dans les mémes
domaines que ceux évoqués ci—dessus pour le service de 1l'Education
continue:

- recyclage de certains de se¢s eiiseignants en gestion;

- assistance technique a court terme pour le développement du
curriculum;

- enrichissement de la bibliothéque;

- matériel pédagogique.

3) Institut de recherche et formation en santé publique

L'AID a fourni une assistance technique & court terme pour d'une part
analyser le contexte (physique, politique, légal, etc.) dans lequel la
création de 1'Institut s'inscrit et en identifier les forces et les
contraintes, et d'autre part pour cerner les clients potentiels,
déterminer leurs besoins et commencer a batir un curriculum et a
l1'implanter. Il est souhaitable que 1'AID continue & supporter cet
effort de conception et d'opérationalisation. L'AID pourrait aussi
fournir une certaine aide au niveau des moyens matériels (livres,
matériel de bureau, etc.). Il parait cependant plus prioritaire et
essentiel que 1'AID aide a la formation (MSc, PhD) du futur staff de
1'Institut et qu'elle contribue au démarrage aussi rapide que possible
des programmes de 1'Institut en aidant & amener ici des enseignants
étrangers qui nourront &tre pairés a des enseignants marocains.

On notera aussi que 1'Institut est appelé & faire de la recherche
Opérationnelle dans le secteur de la Santé. Dans la mesure ol certaines
études de recherche opérationnelle seraient prochainement entreprises en
relation avec la planification familiale, il serait opportun d'étudier la
possibilité d'y associer d'une maniére ou l'autre 1'Institut.

NG
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Appendix F

History of Family Planning Information System Problem

Data collection and analysis

L'implantation du systéme VDMS s'est accompagnée de 1'implantation
d'un certain nombre de formulaires pecrmettant de suivre les activités du
programme sur le terrain (fiches VDMS 1/1 et VDMS 1/2) a partir
desquelies on peut remplir d'autres fiches rendant compte mensuellement
(et par passage) des activités au niveau du sous—secteur (VDMS 2/1), du
secteur (VDMS 2/2), de la circonscription (VDMS 2/3) et de la Province
(VDMS 2/4). D'autres formulaires, au niveau des formations fixes,
permettent de rendre compte des activités de PF prenant place dans ces
formations. En combinant sux differents niveaux, les données issues du
VDMS avec celles issues des formations fixes, on peut en principe établir
un bilan complet des activités de PF et mesurer un certain nombre
d'indicateurs de performance (couverture, prevalence...). Il existe
aussi dans le VDMS d'autres formulaires destinés & la gestion des
indemnités, des vignettes et des stocks.

Méme dans sa derniére version (guide VDMS —2éme edition- juin 1987),
le systéme de fiches VDMS apparait lourd (redondant, répétitif) &
manipuler. Nous avnns cependant pu constater que partout les fiches VDMS
1/1 et 1/2 sont remplies par les itinérants et qu'ils ne font pas
beaucoup d'erreurs¥. Seclon les endroits, les fiches VDMS 2/1 et 2/2 sont
plus ou moins bien remplies, ce qui doit affecter dans une certaine
mesure la qualité des données des cumulatifs 2/3 et 2/4. Si beaucoup de
temps est consacré a remplir ces fiches, et au niveau de la
circonscription et de la Province a produire des grands tableaux et
diagrammes¥*¥, on utilise par ailleurs trés peu ces données pour gérer le
programme VDMS en fonction d'objectifs de productivité, couverture,
prévalence, etc.

A compter de 1985, on a voulu informatiser au niveau du Ministére le
systéme manuecl des formulaires VDMS¥¥¥, | 'historique de cette
informatisation est fait plus en détail en annexe No. .. Zci nous nous
contenterons d'en établir le bilan. On a d'abord tenté d'informatiser
les rapports d'activités provinciaux VDMS 2/4 (un tel rapport est produit
par Province chaque mois, ce qui donne un total de plus ou moins 30 x 12
fiches = 360 fiches/an). Les multiples problémes rencontrés dans cette

X Compte tenu des problémes de définition des concepts de nouvelle
acceptante ct d'abandon. Ces concepts sont & notre avis difficiles a
manipuler, ce qui résulte dans la production des données peu fiables. Ils
devraient & notre avis ¢tre abandonnés. Le scul concept vraiment utile est
selon nous celui d'utilisatrice .. acceptante (ancienne ou nouvelle, sans
distinction).

¥X  Cette p-oduction bouffe un temps considérable pour une fonction
essentiellement décorative, les données n'étant pas utilisées pour gérer. Il
serail plus rentable d'exiger plutét du personnel concerné qu'il consacre le
“emps ainsi cagné & réfléchir sur les données et a essayer de gérer en
fonction de ce qu'elles disent sur l'atteinte des okjectifs,

HHH Ce n'est jamais tres efficace que de vouloir informatiser tel quel, sans
le remettre en question un systéme congu initialement pour &tre utilisé
manuellement. On aboutit toujours & une solution sous—nptimale, parfois méme
a quelque chose de peu fonctionnel !
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entreprise résultent d une part de la mauvaise conception de la fiche
VDMS 2/4 elle-meme et des insuffisances du SETI (Service d'exploitation
et traitement de 1'information) du Ministére et d'autre part du fait que
le consultant fourni par 1'AID a collaboré a cette démarche plutdt que
d'essayer de proposer une approche plus raisonnée de 1'informatisation.

A compter de mai 1987, un ordinateur IBM PC-NAT est mis a la
disposition du SCPF puisque l'autonomisation des utilisateurs finaux
semble étre la seule voie permettant de pallier aux carences du SETI. Un
systeme centralisé de gestion des indemnités VDMS est d'abord
développé et mis en opération avec de nombreux problémes (dus en
particulier au "bugs" dans le logiciel INFORMIX et au manque de formation
du personnel du SCPF). Ce systéme fonctionne cependant tant bien que
mal. A l'heure actuelle, la gestion des vignettes est elle aussi
partiellement informatisée avec LOTUS et la gestion des stocks est en
développement. L'ordinateur IBM PC-AT utilisé aussi pour le traitement
de texte et pour la saisie des données est complétement saturé.

En mai 1987, le systéme d'information de la Planification familiale
est evalué par les consultants a long terme du projet FPLM (Family
Planning Logistics Management). Ils concluent que le systéme collecte
trop d'informations dont une grande partie est inexploitable ou
inexploitée, qu'il ne correspond pas aux besoins réels des opérations de
gestion de la PF, qu'il est surtout un moyen de contrdle des activités et
d'archivage des données. Suite a cette évaluation, le projet FPLM
fournit un consultant & court terme qui prépare une proposition
préliminaire de la conception administrative du systéme d'information de
la PF intégrant la gestion des infcrmations de référence, la gestion des
activités, des indemnités, des vignettes, des stocks, la production
d'indicateurs et la gestion du plan d'action. Cet effort de réflexion
était vraiment nécessaire pour apporter davantage d'analyse dans une
démarche ou jusqu'ici on lui a préféré l'action.

A peu prés simultanément, la Division de la Population produit un
"Guide d'utilisation du systeme d'information du Programme National de
Planification Familiale'". Le systéme proposé dans ce guide correspond
grosso-modo a celui dont une proposition préliminaire de conception a été
faite par le consultant FPLM.

Globalement, les orientations prises sont excellentes: on structure,
on simplifie, on évite les redondances et les répétitions, et surtout on
s'inscrit franchement dans une perspective de management par objectifs.
Au niveau opérationnel, le caractere approximatif du guide laisse
malheureusement planner des doutes sur la qualité des informations qui
seront produites psr ce nouveau systeme. Certes, on procéde actuellement
a un essal pilote du systeme dans 2 Provinces. Mails c'est peu productif
de procéder de la sorte (c'est comme bitir un pont a partir d'une
~maquette et de plans “provisoires" en procédant a des ajustements au fur
et & mesure de sa construction sur le terrain. Ce sont ces ponts~la qui
croulent ! Avant d'aller sur le terrain, méme de fagon pilote, on
devrait avoir un produit final, c'est-a-dire des formulaires en principe
définitifs, un guide détaillé qui donne une définition précise de tous
les termes, indicateurs, catégories utilisés., Ce n'est pas le cas du
guide actucl. Le processus de mise au point du nouveau systieme, tel
qu'engagé, pourrait durer longtemps parce qu'on privilégie a tort Ja
conception par essai et errcur a la conception logique et structurée,
Pourtant les lecons du passé indiquent qu'en matiere d'informatisation un
trop grand empressement ne donne guére de raésultats.
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En résumé donc, on a progressé considérablement depuis 1985 en ce qui
concerne les systemes d'information manuel et informatisé.
Fondamentalement, les orientations sont correctes: wvolonté de
simplification et d'intégration, finalités adéquates; certaines
contraintes demeurent qui génent encore la réalisation d'un systéme
d'information tout a fait opérationnel, & savoir: '

- une certaine confusion entre compétence et expérience en PF et
compétence et expérience en systemes d'information;

- une trop grande propension a passer rapidement & l'action sans
prendre le temps de bien analyser les problémes;

- secondairement, l'insuffisance de 1'équipement informatique et
des ressources humaines du SCPF en particulier en informatique et
systemes d'information (compte tenu des carences du SETI);

Recommandation

L'essali pilote manuel du nouveau systéme d'information de la PF
n'était pas indispensable. On aurait pu directement préparer le support
informatique du systéme. Pour que cette informatisation soit couronnée
de succes, il faudrait reprendre minutieusement 1'analyse des indicateurs
de performance dont la nomenclature et les définitions sont encore trop
approximatives. Il faudrait définir sans ambiguité les différentes
catégories de chacun des phénoménes sur lesquels il est nécessaire de
collecter des données pour mesurer les indicateurs. Il faudrait
effectuer 1'analyse fonctionnelle du systéme en partant du principe qu'il
sera informatisé au niveau central et au niveau des Provinces; en
particulier préciser le contenu des extrants, spécifier le contenu des
intrants, les modalités d'acquisition des données en particulier revoir
les formulaires de recueil des données au niveau de la circonscription,
du secteur et de la prestation des services., Ensuite, il faudrait faire
le découpage du systéme pour la programmation, effectuer celle-ci, tester
les programmes, rédiger un guide d'utilisation du systéme pour les agents
qui recueillent les données, un guide d'utilisation pour les agents
appelés a utiliser les données pour la gestion el un guide d'utilisation
des programmes informatiques supportant le systéme. On pourrait alors
faire un essai pilote du nouveau systéme informatisé aux niveaux
Provincial et central.

Cette démarche, si elle est couronnée de succes, pourra alors servir
de modele au développement d'un systéme national d'information sanitaire
intégrant les autres activités sanitaires. Il nous apparait cependant
prématuré d'attaquer directement la réalisation du systéme complel ou
méme de n'importe quelle autre de ses futures composantes avant de s'étre
fait la main sur celle qui a 1l'heure actuelle est la plus avancée, le
sous—systeme de PF.

Nous recommandons donc & la mission de 1'AID d'aider le Ministére de
la Santé dans la démarche précitée de la fagon suivante:
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Actions dans )'ordre chronologique

Finalisation du contenu PF du systéme:
indicateurs et dictionnaire de donngdes

Renforcer capacités physiques informatiques
du SCPF

Renforcer capacités humaines du SCPF. Au
moins un analyste--programmeur et un opérateur/
préposé a la saisie

Analyse fonctionnelle du systéme informatique
central-provincial

Programmation et tests

Cocumentation des programmes et guide de
1'vsager du systéme informatique

Guide de l'usager des formulaires de
cueillette des données

Guide de l'utilisateur du systeme pour la
gestion

Implantation pilote

¥

(une demi journéc).

Support RID

Expert en PF
(deux a trois
semaines)

Fournir micros et
périphériques et
logiciels au SCPF

(MOH )

Deux analystes—-
programmeurs dont un
chef de projet (trois
mois pour le chef et
deux mais pour
1'analyste)

(Aide d'un analyste
et d'un programmeur
du SETI et de
1'analyste-
programmeur du SCPF
pendant la méme
période)

(SEIS ~ SCPF)

(Service conseil
DAT - SCPF)

Fournir micro
périphériques et
logiciels aux
Provinces pilotes.
Fournir formation en
informatiqueX,

Si le systéme est bien congu, cette formation pourra C¢tre trés légeére

Cependant si on veut que les personnes formdes

puissent aller plus loin que ne le permet la version de base du systéme
(c'est-a~dire faire plus que rentrer les donndées et sortir les extrants

statutaires),
111,

LOTuUsS 1, 2, 3, 5PSS/PC, etc.

il faudra leur donner unc formation complémentaire en DODASE
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ANNEXE

Historique de ]l'informatisation du systéme d'information
du programme national de Planification Familiale

Systéme expérimental pour traitement de la fiche VDMS
2—-4 sur lemini-ordinateur HP3000 de la SETI avec le
logiciel V-3000. Fonction principale: contrdler et
corriger les formulaires VDMS 2-4 fournis par les
provinces.

Saisie d'une centaine de fiches VDMS 2-4.

Les fiches saisies semblent ne pas avoir até
traitées. La raison est qu'il n'existe pas d'outil
complémentaire a V-3000 (REPORT/3000, RAPID/3000) qui
permettent de produire des états a partir des données
saisies,

Test d'une deuxiéme approche utilisant V-3000

mais remplagant le programme de saisie standard,
ENTRY, par un programme "sur mesure' permettant

un acces plus rapide aux enregistrements lors des
mises & jour. Cette version a été écrite par le
consultant AID. (On notera cependant que les
logiciels permettant de produire des états a partir
des donncees saisies n'existent toujours pas).

Une tentative d'exploitation des fiches déja
saisies (voir ci—dessus) montre que celles—ci sont
en fait e¢n grande partie inexploitable du fait de
problémes survenus lors de la saisie.

Test d'une troisieme approche sur HP 3000 utilisant
le logiciel GENASYS pour créer une base de données
et les écrans de saisie correspondant. Cette
approche permet de produire des états et de
satisfaire des interrogations simples. Le systéme
a 6té développé par le SETI.

Moyennant certaines conditions, un transfert des
données est possible sur le PC-AT (qui est installé
au méme moment & la Division de la Population) pour
effectuer des analyses statistiques.

Installation d'un BM PC-AT & la Division de la
Population (Service central de la Planification
Familiale) avec un ensemble complet de logiciels
incluant LOTUS 1 2 3 et SPSS/PC.  Des cours sont
donnés & 3 personncs du SCPF, 1 personnes du SE1S et
2 personnes du SETI.

Selon le rapport du consultant AID, la salsic des
VDOMS 2/4 de 1'annde 1986 ost complote.  Cependant
aucun ¢tat n'a ¢té produit, aucun controle des
donndes n'a éLé mis en ocuvre, aucun dossier
d'analyse ni aucune documentation n'existe. De
nombreux problemes semblent subsister en ralson des
contraintes dues a GLNASYS/IMAGE ot contrarient la
mise ¢n oecuvre du systeme.

octobre 1985

novembre~
décembre 1985

juillet 1986

aout 1986

juillet
aolut 1986

mars 1987

N\

"V
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La saisie des fiches VDMS 1/1 est recommandée pour mars 1987
valider les taux de prévalence issus du traitement

des fiches 2/4. A titre d'essail, un échantillon de

0.5% des fiches des provinces de Meknes, El Jadida

et Béni-Mellal seront saisies. L'ensemble de la

fiche sera saisi et non sculement les informations

sur la derniére visite.

Installation du logiciel de base de données INFORMIX mars 1987
sur le PC-AT du SCPF. Formation de neuf personnes.

La version INFORMIX implantée est la derniére ct de

nombreux problémes de jeunesse sont apparents.

Développement et mise en opération d'un systéme de mars 1987
gestion des indemnités VDMS, Le svstome aui

concerne 3500 agents fonctionne sur le PC-AT avec

INFORMIX. Le consultant note que le IBM PC-AT est

insuffisant: difficulté de concilier les activités

de programmation avec celles de saisies, traitement,

gestion ou formation.

Développement d'un systeme permeitant de traiter la mars 1987
fiche 2/4 sur le PC~AT. Reste & le tester. La

salsie devralt continuer & se faire sur le

mini-ordinateur HP 3000 et les données seraient

ensuite transférées sur le PC-AT.

Un programme de saisie de la fiche VYDMS 1/1 est mars 1987
préparé sur le PC-AT au cas ou la saisie ne pourrait
se faire sur le HP 3000 !

Une base de donndes pour la gestion des inventaires mars 1987
est préparée. Le systome devrait permettre le suivi

des produilts consommables distribués dans le cadre du

VOMS. Seuls les tables et écrans de saisie ont 6té

préparés.  Les rapports et ¢tats restent & faire. Le

travail reste aussi & faire en ce qui concerne la

gestion des vignettoes.,

Les consultants & long terme du projet FPLM dvaluent mai 1987
le systeme d'information. Ils concluent que le systeme

collecte trop d'informations dont une grande partle

sont inexploitables ou inexploitées, Le systeéme ne

correspond pas aurx hesoins réels des opdrations de

gestion de la PP 11 correspond plur & un moyen de

contrale des activités et a 1'archivage des données

collectées qu'a un outil de gestion. Le micro-

ordinateur ¢t par ailleurs saturd.

Proposition d'une version prélimineire de la soptembre 1987
conception wdmrmstrataive du systeme d'information

pour la PP opar un consultant G court terme du projet

FPLM.  Le systeme dovrait antégrer:

- la gestion des anformation de réforence;

- la gestion des andemnités (déja informatisées);
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- la gestion des stocks (en développement par le
personnel du SCPF);

- la gestion des activités (informatisation partielle/
fiches VDMS 2/4);

-~ la gestion des transports (partiellement informatisée
sur LOTUS);

—~ la production d'indicateurs;

- la gestion du plan d'action.

Production d'un guide d'utilisation du sytéme
d'information du PNPF par la DAT (Division de la
Population) avec la collaboration du SEIS.

Essal pilote du systeme précité dans les provinces de
Meknés et Khémisset.

octobre 1987

février 1988
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Appendix G

TABLE 1

MOPH OPERATIONAL AND INVESTMENT BUDGET (IN 1000 DH 1965-1985)

| ] MOPH BUDGET | TOTAL MOROCCAN BUDGET [ wEATH |
| L OFERATING BUDGET ] | | | | ] M| @ @ 13) |TOTAL BUDGET|
| ] () (2) I o ) | (5 I @& I ] | ] (5] 6) | IN ‘970 |
| L ] Investment] | Operating|investmant| | | | | | | CONSTANT
i [Ferscnnat {Percent|Suppt lesjPercent]| Tota! | Budgat | Total | Budget | Budget | Totat | [ | | | | DIRtamM

I I I I I I I ! |

! | | I |
<535 : 43.65 |184,211] 25,045

f
|
! ! d
l l I I 1 l l ! 1 l l 1
|
l

~)

l ! I ! | ! I !

I
|
|
09,250] 1,755,558] _774,157] 2,670,815] E..071 9.72| 11.97] 3.23] 7.83| 183,330 |
I I
|
237,405] 2,718,679 1,132,861] 3,851,540f 91.02f 7.55] 8.91| 1.09] A.14] 231,405 |

]

|
{
]
]
1370 | 119, 1%
l
|
!

| |
! !
! I
. | 5%.23 ] 96,752 | 44.77 |216,088] 21,317
f I l l I I ! I ! ! I I ! !
1 I i l | ] | | l | | l | | o
1975 1 203,775 | £3.09 122,150 | 36.91 1330,925{ 105,483 | 436,408] 9,848,511] 6,200,015]15,136,526] 75.85]  1.74) 26.17] 1.69] 2.09] Ay, 507 |
! [ I ! I I I I ! l I l ! I ! ! I
I ! | ! ! | | l ! | ! | l | J 1 -
1060 1 424,250 1 67.29 267,101 | 32.71 [630,101] 129,04 [ 759,485112,634,510] B,427,960]21,062,470] 82.97] 4.99] 17.03] 1.53] “%.61] 526,143 |
! ! ! ! ! | ! I ! ! ! ! I I I I |
| L 1 | l | l L | | I ! | | L1 __
TRl iy | rzesd 267,905 | 27.20 [965,098] 185,000 11, 171,098]21,223,076112,281,750] 33,565, 376]_B4.12] 4.63] 15.88} 1.51] 3.49] v e |
! ! ! | ! ! I I ! ! I ! I I I I !
| | | | l I | 3| | | l | l | ] ] !

Source: PRITECH, Norris et.al. (1986)
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TABLE 2

ACTUAL MOPH BUDGET LEVELS COMPAPED TO THOSE LEVELS NEEDED
T0 MAINTAIN CONSTANT PER CAPITA PURCHASING POWER, 1970-1975

Actial MOPH
Actual 1870 MOPH 1970 MOPH Budget Per Capita
Actual MO Budget in Budget Per as % of 1970 MOPH
Total MOPH Budget Current Capita in Budget Per Capita in
Population Budget Per Capita Yalues Current Yalues Current Values
YEAR (mil1ions) | (DH Millions) (DH) (DH M11ions) (DH) Col.34Col.5
1970 16.0 237.4 14.84 Z7.4 14.84
1975 17.7 436.4 24.66 403.7 2.81 1083
1930 2.2 759.5 37.60 686.3 3.9 1117
1985 3.0 1,171.1 .92 1,167.0 50.74 100%
NOTE: During the past five years, the relative declire in the level of resources cammitted W the MPH bud-

get has erased all of the gains that had been achieved auring the previous 15 years. This is suggest-
ed in the final colum of Table 1 (p. 7), which shows that the MPH budget, in constant dirhan, rose
fran DH188.3 million in 1965 to DHS26.1 in 1980-before dropping back to DH309.4 in 1985. Given the
70 percent increase in population during the sam period, the 1985 figure is--when averaged over the
larger population—little different than the 1965 figure.

Table 2 above illustrates this point from a different perspective by adjusting the MM budget alloca-
tion of 1970 for subsequent price inflation (8.6 percent yearly) and population growth (2.6 percent
yearly The actual 1975 MOPH budget per cpita was about 108 percent of the 1970 per capita budget (in
1975 currency values), and the 1980 per capita hudget was higher still at 111 percent of the 1970 per
Capita budgzt (in 1930 currency values). However, by 1985 the MIPH budget per capita had dropped back
0 exactly the sam level of resource camiitment as was made 15 years earlier.

Given the level of investment in buildings and equipment which 1s implicit in previously increasimg

resource canmittents to the sector, gwermment's cutbacks in the ludget must imply same sigqnificant
Tosses in the productivity of tose investrents.

Source: PRITECH, Norris et.al. (1986)
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Detailed Summary of USAID Training Activities under Phase III

POPULATION AND FAMILY PLANNING SUPPORT III (608-0171)

INVITATIONAL TRAVEL

Title of Course/Conference Dates Place Participaunts
UXTNA/ JHU-PCS workshop ' 02/18-22/85 Dakar Abdelhaq Jouahri, MOPH
Noureddine Sail, RIM CANCELED
Mohamed Graigaa, AMPF
CEDPA workshop 03-18/4-19-85 Washington Laila Soulami, MY&S
Ivoriaa Parlia=eatarian's Conf. 03/21-23/85 Abidjan Dr. Mohamed Rachidi (Khouribga) CANCELED
IUSSP Geaeral Conference 06/05~12/85 Florence Fouad Lahlou, MAAS

HMohamed Abzad, MOP
M'Hanmed Guakrio, MOPH
Chaoukl Benazzou, Dep of Prime Minister

JHU/PCS Ccz=unication Workshop 07-29/08-16-85 Baltimore Mohamed Graigza, AMPF
Anina Naim, AMPP
Hawmid El Achhab, MOPH (Settat)
Malika Meliani, RTM

3rd Aczual Medical & Scientific 09/09-13/85 Bordeaux Dr. Ahmed Moussaoui, NTCRH CANCELED
Ceanfereace (SAC)

Int. Cenf. ca Ccatraceptior 09/23-26/85 Chicago Dr. Ahmed Moussaoui, NTCRH CANCELED
{4th Annual Heeting)

ANE Evaluatican Conference 03/29-10/04/85 Tunis Carl S. Abdou Rahmaan, USAID/PHR
John Giusti, USAID/PROG
Zhor Laaziri, MOPH
Boudour El Aoufi, Prime Minister Office
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Health Financing Mobile Seminar

Oral Rehydratiou Therapy
Congrés International de la
FIDAF

AVSC
2nd International Maternal
and Child Health

JHPIEGO
Adzinistrator's Course
Infertilily Course -STD
Infertility Course =-STD

Microsurgery for Tubal |
Reanastozosis

Adzinistrator’s Course

Infertity Course -STD

Nurse Faaily Plazning trg Progranm

Acadezic Skills Course

11/16-26/85

04/02-04/86

06/24-07/04/86
11/23-25/84

June 1984

06/17-28/85
11/11-22/85

03/22-04/04/86

05/01-21/86

03/30-04,/10/87
04/13-05/03/87

06/1-16/37

Ucited States

Cairo, Egypt

Ottawa

Tunis

Baltimore

Baltimore
Baltimore

Baltimore

Baltimore
Baltimore

Dakar

Baltimore

Prof. M. Abderrahmane Alaoui M'Hamdi, C.H.U. Kbt.

Dr. Noureddine Benomar El Alami, C.H.U. Casablanca

Dr. Chakib Bourquia, C.H.U. Casablanca

Col. Major M. Idriss Archane, Hop. Militaire, Rbt

Prof. Ahmed Alaoui Belghiti, Conseil Nat. de
1'ordre des Medecins

M. Mustapha Chafik, CNOPS

M. Abdelmoughit Slimani, CNSS

M. Abderrahmane Chaoui, MOF

M. Ahwmed El1 Hariti, MOPH

Dr. Azzedine El1 Mansouri, MOPH (Marrakech)

Dr. Mohamed Zarouf, MOPH
Dr. Abderrahim Barodi, Hopital d'Enfants

Hassan Alaoui, Heure Joyeuse

Dr. Abdellatif Chaoui, NTICRH

¢-H

Dr. Al1 Rachidi, MOPH Marrakech
Dr. Mohamed Hassar, MOPH Beni Mellal

Dr. Ali Salamitou, MOPH Nador
Dr. Parid Jouahri, NTCRH

Dr. Khalil Sebti, NTCRH

Dr. Mokhtar Belghiti

Dr. Abdelwahab Bachouchi, NTCRH

Hassan Alaoul, Heure Joyeuse
Zohra Loumatine, Heure Joyeuse

Dr. Karim Mentak, NTCRH



IFFL? (FIDA?P
Séalnalire Inter-Africain sur
les céthodes Naturelles de PP

Sézinaire Pan-Africain de la
PN

Congrés Interuaticnal de la
FIDAF

RONCO/Pop
Short-tera trg

FP? Prograam Management
IESC Workshop

INPLAN
Rupid II Workshop

PATHFINDER/BOSTON
World Assez=bly of Youth's
Workshop .

MSH/BOSTCN
For=atio ez Gestion PP
(ler Réuaieca du Conité
Ccasultatif Réglconal Francophone

RONCO/PAC 1

Curriculua Development in eclinical
FP skills for paramedical worker

keglonal FP workshop

01/21-25/85

07/21-8/02/85

06/24-07/04/86

4/98-06/07/86

4/28-6/14/86

11/17-12/13/86

05/12-16/86

06/10-16/86

04/06-10/87

06/16-07/04/87

02/26-03/02/88

Brazaville

Ile Maurice

Ottawa, Canada

u.s

Santa Cruz

Santa Cruz

Harare

Banjul
(The Gambia)

Boston

Istambul

Tunis

Baptiste Cohen, Heure Joyeuse

Baptiste Cohen, Heure Joyeuse

Baptiste Cohen, Heure Joyeuse

PIO/P Abdellah El1 Medhi, AMPP CANCELED
PIO/P Zineb Alaoui, MAAS

PIO/P Abdellatif Fonajar, AMPF

M. Abdel Jabar Gandasi, MOPH CANCELED

Dr. Abdelhaq Jouahri, MOPH

Farouk Chahir, JOM Casablanca
Mohamed Lechhab, JOB Tangiers

Dr. Mohamed Zarouf

Karkhach Patiha, Reference Center, Oujda

Friz Patira, PP counselor

Lasel Hagsania, RC, Rabat

El Haddadi Khadija, NICRH

Hafs Khadija, FP Counselor, Casa—-Anfa

Hamdene Mahjouba, RC, Marrakech

HMehandi Mohamed, FP Counselor, Meknes

Benamar Mouzna, Midwife/staff traimer

Sabir Tahra, Midwife/staff school certificate

Dr. Abderrahmane Zati, MOPH
Dr. Mustapha Tyane, MOPH
M. Mohamed Boulgana, MOPI

£-H



Vorld Federatica Steering
Comaittee Meeting/Workshop

06/23-26/86

IN-COUNTIRY TRAINING AT NTCRH

Rabat

Trg in fertility cares services for
Physicians in the Arab World

7-H



MEETINGS

Réuaicn du Conseil Internaticaal
w7 fuzded Experts Meeting
Iaterzaticzal Ceouncil Meeting

Iatercaticzal Advisory Cozmittee
Heezizng

Rétaica d'experts ea Services
Professioznels d'espacezent des
Naissances

STAJECT

Préventioca et traitezeant de la
sterilice

Fleld ceczsultant visit to
izstall the lsprocator in
ceatral hospital

Fleld cozsultant visit to
install 2 laprocators in
C.H.U Zeraida & Xouds

DATES

April 1984
09/26-29/84
Septeaber 1985

01/24-30/87

05/11-14/87

DATES

04/14-05/03/86

08/29-09/05/87

03/10-19/88

JHPIEGO EXPERTS MEETING

PLACE

Turquey
Rio de Janeiro
Gazmarth

Lauzanne

Abidjan

JHPIEGO CONSULTANCY VISITS

PLACES

Dakar

Nd jamena

Alger

EYPERTS
Prof. M.
Prof. M.
Prof. M.

Prof. M.

Prof. M.

Tahar Alaoui
Tahar Alaoui
Tahar Alaoui

Tahar Alaoui

Tahar Alaoui

CONSULTANTS

Abdelwahab Bachouchi

Dr. Ahmed Moussaoul

Dr. Ahmed Moussaoui

S¢~H



Visitors

Seaegalse Religious Leaders
Yezezese Health Workers
Yezezese Health Workers
Secegalese F? Leaders

Chadiacs

Mauritaaiaa MJH Represeatatives
Ivoriax MCSA Cfficlals

Pakistan!l parliazeantarians
Sozslia religicus & Political Leaders

OBSERVATICNAL STUDY TOURS

(In—Country)

Dates

2/11-25/85
3.8-21/85
12/16-20/85
06/08-12/87
05/14-24/87

10/18-25/87

Planned

Progranm

Morcccan Faally Planning Program

MOPH basoz health and FP service delivery
MOPH nation wide fieldworkers trg activities
Evaluvaticn of FP prograa in Morocco
First-hand adout the Moroccan FP program

Succesafulness of Moroccaa FP program

9-H
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PROGRAM

Contraceptive Social Marketing

ANE Reglonal Contraceptive
Social Marketing Conference

DATES

11/03-14/86

02/14-18/88
02/21-25/88

OBSERVATIONAL STUDY TOUR

(3rd Country)

PLACE

Thailand &
Indonesia

Pataya, Thailand
Cairo, Egypte

PARTICIPANTS

Carl S. Abdou Kahmaan, USAID/PER
Prof. M. Tahar Alaoul, NTCRH

M. Mohamed Graigaa, AMPF

Dr. Naojib Tazi, SOPHA-Rabat

M. Salah Aachik, Réglie des Tabacs

Car. S. Abdou Rahmaan, USAID/PHR
Dr. Mchamed Zarouf, MOPH

Dr. Mustapha Denial, MOPH

M. Ahmed Kchichen, MOPH

M. Mohamed Graigaa, AMPF

Dr. Najib Tazi, SOPHA-Rabat

L-H
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PROGRAM

Contraceptive Soclal Marketing

ANE Regional Contraceptive
Social Marketing Conference

DATES
11/03-14/86

02/14-18/88
02/21~-25/88

OBSERVATIONAL STUDY TOUR

(3rd Country)

PLACE

Thailand &
Indonesia

Pataya, Thailand
Cairo, Egypte

PARTICIPANTS

Carl S. Abdou Rahmaan, USAID/PHR
Prof. M. Tahar Alaoui, NICRH

M. Mohamed Graigaa, AMPF

Dr. Najib Tazi, SOPHA-Rabat

M. Salah Aachik, Régie des Tabscs

Car. S. Abdou Rahmaan, USAID/PHR
Dr. Mohamed Zarouf, MOPH

Dr. Mustapha Denial, MOPH

M. Ahmed Kchichen, MOPH

M. Mohamed Graigaa, AMPF

Dr. Najidb Tazi, SOPHA-Rabat

8-H



Service Central de PP

Training of Trainers
(VIDMS lauach)

Trainiag and cozzuaications
activities (VDS lauach)

-
-

iners for

Iralining o Te
£l Jadida & Meknes

£
Beal Mellal,

Proviacial tralanilng sessioms

Jourzée d'Inforzmation ean Gestion

Etude et traiteszeat des fiches
YDHS 1/1

Tralning in the use of
olcrocoxzputer

Provincial T0T

Preliciaary provincial level
study of the continuing
Educatioa structure

T0T

RONCO IN COUNTRY TRAINING

11-28/12/06/85

June 1986

Deceaber 1986

January 1987

3-30/4-2-87

April 1987

Harch 1987

7/6-11/87
1/12-15/88

Apr-Sep. 1988

Central level

Provincial level

Central level

Beni Mellal,
El Jadida and
Meknes
Central level
Beni Mella,
El Jadida &

Meknes

Central level

Central level

Rabat, Meknes
Marrakech

11 provinces

120 trainers

1760 provincial VDMS trainees

118 trainers

1565 provincial VDMS trainees

18 trainers

18 trainers
173 VDMS agents

100 cadres des anciennes et
nouvelles provinces

15 trainees

FP services personnel

33 provincial trainers

45 paramedical MOPH personnel

44 provincial trainer
210 trainers of Circonmscription Sanitaire
1450 Agents VDMS

6-H



Education Sanitaire:

Training Progran

Evaluatica de 1'Izpact de la
forzatican ez cozzunicatiom sur
les progra=z=es cde Santé Familiale

Journée de reflexioca sur les
activités d'éducation pour la Santé

forzaticm ea cozzunlcatica audio-
visuelle

Seézizalires proviaclaux des cédecins
de circcascriptiozs Sanitalres sur
le coz=unicaticmn appliquées aux
prograz=es de Saanté Faaziliale

Séxinalres provinciaux de Cozzuni-
catlioa appliquée au prograzne de
Santé Faz=iliale

Dates

January 1985

September 1985

October 1985

March 1986

June 1986

Participants
28 Agents, MOPH

40 animateurs provinciaux d'éducation

students of école des cadres

197 physicians

229 agents, MOPH

0I-H
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Ministl{ere des Affaires Sociales (MAAS)

Training Progra=z

Eaquéte sur 1l'évaluation des
tesolns ea forzatica des
Directrices et conitrices des
Centres Scclo-Educatifs

Déroulllezest du questionnaires
d'évaluation des tesoins en
forzation

Eladoratica des zessages de base,
des plaas des cours et des
zodules de forzatiem

Fizitica du =odule de forzatiom

Jourzée de travail

Forzatica des Forzateurs a
1'école de Marrakech

Révisica du prograzze de
de forzation

Révislien e:r fialtien du module

Journée préparatoires réglosales
Ratat, Agadir et Tangerf

Sessions de forcation dansq

Dates

January 1987

Feb. 2-12, 1987

Feb., 13/March 1, 1987

March 2-13, 1987
April 2-4, 1987

April 5-18, 1987

April 21-24, 1987

April 30/March 15, 1987

6/15 - 7/3/87

7/13 -8/1/87

Participants

4 enquéteurs

3 MOPH/MAAS

7 MOPH/MAAS

4 MOPH/MAAS
9 MOPH/MAAS

37 trainers

10 trainers

6 MAAS/MOPH

30 Dir. des CSE,
39 snimateurs et 4 formateurs

600 monitrices

11-H
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Appendix I
BIBLIOGRAPHY

Principal Documents Consulted

EXPERDATA, (1988). VDMS Field Effectiveness Survey. March 1988. 12
volumes.

Ministere du Plan, Royaume du Maroc, (1987) "Plan d'Orientation pour le
Developpement Economique et Social 1988-1992", 2 volumes, July 1987,

Ministere de la Sante Publique, Royaume du Maroc, Service des Etudes et
de 1'Information Sanitaire, Demographic and Health Surveys, Institute for
Resource Development - DHS, IRD Westinghouse (1987) "Enquete Nationale
sur la Planification Familiale , La Fecondite, et la Sante de la
Population au Maroc (ENPS) 1987“. Fevrier 1988.

Ministere de la Sante Publique, Royaume du Maroc, "Plan d'Orientation
pour le developpement Economique et Social 1988-1992", October 1987

PRITECH, Norris et.al. (1986) "An Indicative Survey on Health Services
Development in the Kingdom of Morocco: A Report to the Minister of Public
Health.

USAID (1984) "Project Paper. Population/Family Planning Support III,
(608-0171)".

USAID/Rabat (1986) "Country Development Strategy Statement, FY1988,
Morocco".

USAID/Rabat (1986) "Ov .rview of USAID Strategy Options to Increase
Promotion and Distribution of Family Planning Products and Services by
Moroccan Private Sector Providers".

USAID/Rabat (1986) "Population and Family Support III (608-171) Project
Paper Supplement Child Survival". August 7, 1986.

USAID/Rabat (1987) “Child survival Strategy". USAID (1987) "Population
and Family Support III (608-171) Project Paper Supplement Child
Survival". August 18, 1987.

USAID/Rabat (1987) USAID Morocco FY 1988 Action Plan.

Weissman, Juliana; Wawer, Maria; Friedman, Jay (1983) "Final Evaluation
of the Morocco Population and Family Planning Support Project Phase II
(608-0155) December 1983.

World Bank (1985) "Staff Appraisal Report Kingdom of Morocco Health
Development Project."

Numerous files and documents provided by USAID/Rabat, Project cocperating
agencies, Ministry of Health staff offices, and other public and private
sector organizations and agencies in Morocco. including those in the
following Master List of Project documents on file at the USAID mission
in Rabat.

At
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radTER LIST OF AVAILABLE DOCUMENTS

Background icfrrmatiorn:

Goverrmect of Mnrocco
~Projc: de develnppemecnt des services de sarté MOPH/Icf. & WHO
April 1984

-1967 Heelt: Flarn MOPH

July 1987
-1982 Natinrnwide census  MOP/CERED
=Projections de la pnpulaziorn au maroc.

March 1985

-Niveaux récerts de la mnrtalité au marnc - Tables de mortalité
April 1986

-Migratioos irnternes au maroc 1975 -1982
april 1986

-Aralyses et tendances démographiques au maroc
Sepz. 1986
~Migratior murocaine a 1'étranger
Nov, 1986
-Résumé des débats du séminalre mational sur 1'irctégratior des variables
démngrapiiques dans la planificatior.
Dec. 1986
-Variatiocs régiopales de la mortalité irnfartile au maroc MOP/CERED
Feb. 1987
-Les déteérminants de la mortalité irnfartile au maroc °
Nov, 1987
-Niveaux récents et terdances de la fécorndité au maroc
Oct. 1985
Oct. 1987 _ ‘
-Dycamique démngrapiique des cerntres urbains uu maroc: 1960-1982.
Sept. 1987
-la puptialité fémicine au maroc
March 1987
-Enquéte catiocale sur la famille et le plarificatior familiale (ENFPF)
1979-1980 4 volumes MOPH/WFS
~Erquéte natioucale sur la prévalence contraceptive 1983-84 (ENPC) MOPH/DHS
-Les résultats préliminaires de 1'enqulte matinrnale pur la plarification
familiale et la santé 1987 (ENPS) MOPH/DHS
-ENPS: Rapport de synthése sur les résultats de la pré-erngulte

MOPH/DHS March 1987

~Guide pour 1'élaboratior d'un plarn d'extension de la couverture saritaire
MOPH/Inf. May 1586

~Flashes MCPH/Mec. 1'Avortement

les Célibatairen, etc.

Misc. reprris orn MOPH services:

~Dncuments from the "Séminatre sur les conditions de 1'accés aux Boins
Ordre Natinnal des médecins  Feb. 1986

-Study of the "Division den Affatrer Techniques™ operations

Stratégie Consetl June 1987

*Most of tic GOM reports can be found ir Dale Gibb's office.
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NFPA
~Rapport de la 2¢me cissinr sur 1'évaluatiorz des besnirns d'aid: er
matiere de pnpulstion. Nov, 1985
Kov, 1986
-Etude, recozmzzndatinns et plarn d'action concercart les persncnels de
sarzé. (w/wid) Dec. 1986 »
-Copmunicatinn en matiére de sacté et de la plarificatior familiale

Aug. 1987 A

=Corsnlidation et extersior du VDMS au Marnc
Dec. 1986

WHO

“Etat d'avarcemert du projet-SSb pillnt project ir Settat and Agadir
March 1983

-Evaluatior des deux piases du projet
Dec. 1986

World Bark

~Revue du secteur populatior
Feb. 1987

-Staff appraisal report: Health development project
May 1985

Available dncumerts by sub project:

VDMS

Trip reporis:

J31 (FPLM)

-Rappart techicique: Descouers et Halpert May 1987
-Kappnrt tecinique: Descouens Sept. 1987
=Corcepiion adminictrative du systéme

¢'irformation pour la gestior de la ‘

planificatior familiale: Fortin Sept. 1987
-Rappnrt préliminaire: Descouens Jar. 1988

MSH (FPMT)
=Report from the lst meeting of
tie fraccopione replonal advisory

committee (FRAC): April 1987
MOPH

-Guide VDMS: Division de la Populatior 1987
-Progrannc rationale de placificatiorn

familiale: Feb. 1988
EXPERDATA

~all avallatle e¢valuation documentation: questionnaires, methodology,.
prelimivary results Feb. 1988



1-4

NTCEY
JHPIEGO
-Prograc cortiruatior proprsals for

-Les rappnrts trimestriels

~Les rappnrts anruels

Jac. - Dec. 1985

Jar. - Dec. 1986

Jac. - Dec. 1987
March -~ Sept. 1985
April - Sept. 1986
April - Sept, 1987
Marchi °‘B5 - March '86
April '86 - March '87

-Program acd materials for the "Programme de coctraceptior chirugicale;
réucior de coordicatior avec les cectres provinclaux”

-The
-The

Sernegal workshiop Dr. Bachouchi
visit to Chad Dr. Moussaoui

Trip reports:
~NCA and NMA 20 status review
-NMA 20 agreemert review

AvsC
-les

rapports trimestriels NCTRH to

Trip reports:
—agreewcnts review
-supervision review
-program status review
-project moritoring review -
~NTCRH computer needs assessment
-medical sites assessment

-2ad vr. preject needs assessment
-medical sites assessment
—-cliert satisfactioc survey
-mocitoring ard cliert survey
—cliect satisfaction survey

and program development

Burkman
Wallace

all of 1985
all of 1986
Jan.-Sept, 1987

AVSC:

Dimassi
Dimassi/Ellis
Dimassi
Dimassi
Soulas

Duwve/Dimassi

Dr.s Bibi & Khairullah
Holmgren & Landry
Duwve

Duwve/Dimassi

. Aug.

Oct. 1985
April 1986
Sept. 1987

June 1985
Feb, 1987

Jan. 1985
May 1985
Sept. 1985
March 1986
198¢
1986
Dec. 1986
Dec. 1986
April 1987
Nov. 1987
Jan. 1988

Oct.



IE4C
MaNOFF

-see OR/D4 1ist

JOENS HOPKINS

-Report on Arab world comzucicatiors worksiop

RONCO/POF/1E&4C suppnre

-Review of N.,Y. and Caradiar commercial firm

capabllizies

-IE&C techrical proposal
-Evaluation et plac d'actior (MOPH)
-Stratégies et plar d'action (MOPH)
-1E&C tecarical propnsal (MOPH)
-MOPH/SES wnrking documer®

AMPF

Carter

Durré

Ect 0ls/El Amri
Echols, et. al.
Dupré

El-Amri

-all documerts received wiich pertair to its 1E&C activities

MOPH/SES

-"Rappnrt sur l'évaluatior de 1'1impact

de la formatior er commuricatinn

Aug.,

Sep:.

Feb.
June
Oct.
Jar.

1986

1985

19806
1987
1987
1987
1988



I-6

OR/DA arnd Populatinr Policy
INFLAN (KTI) (U. of Miciigar)

-"Pour ur ondéle de plantficatinr des

Tessnurces humaices au marnc”
-hear East conferernce oo populatior
ard developoert mndeling

Irip repnreis:

=Populaztor needs sezirar

-Review s%atus of placnirg model
-Icstall HOST ut the MOP

-Develrp humar res. placricg mndel
-Hicroconputer trairicg

COLUMBIA UNIVERSITY
-OR projects tn strengzier F.P. ard
IE4C programs

Irip reports:

-VDMS urbar expansiorn
—-Operatiorns research proposal
-Operations research status

RAPID 11 (Futures)
-Draft of ENFPF arnd ENPC comparisor

module

Trip repores:

lkeowles/Berrida

Knowles

Wyatt

Wawer/Manonff

Wawer

Wawer/Thaddeus

(U. of Michigar)

MOPH/SEIS

~Developmert of ENFPF and ENPC comparisoc

mndule

WHS/FHDS

Trip repnrts:

-Installatior of microcomputer
equipmert at SEIS

-Summary of ENPS Pilot¢ test
-Traicirg of interviewers and
supervisers for ENPS

-lestallatior of ard traicing on
software for ENPS

-Discussior of further analysis of
ENPS daza

-Qieck status of ENPS data analysis
-Presentatior of ISSA course

-Qieck status of ENPS data analysis

Middleburg

Taafe
Ayad

Ayad

Croft
Frank
Croft

Canales
Croft

June 1985
Sept. 1987
Oct. 1985
Jar. 1986
Sept. 1986

Dec. 1986
June 1987

Dec, 1985

Apr 1985
June 1986
Nov. 1987

Jac. 1986

April 1985

Jan. 1987
Feb., 1987

April 1987
June 1987
July 1987
Aug. 1987

Oct. 1987
Nov, 1987
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Traircing
RONC37Pnpula:inc

-Tecacical propngal

—-Busizess prapnsal

=lnceorporation of family placring
educstion 1in M44S gservices Jabre
=42 gexi anrual repors

-5% semi acnrnual wnrkplarn

~ABSessnent of te Prirary Heclth

Care delivery systen Tilquic/Gaumer
Trip repnres:

=Developmert nf 1lst semi arrual

workplan Carter
-Tecirical assessment nf VDMS TOT Wilsnr
-Developmert of 2rd serm! arrual work-

plar and collectiior of {nfn or VDMS

trailcing & 1st sex! annual Tepnrt Carter

-Data collectior and cocputerication

of VDMS irnfo systen T.oulag

—~Developmert of 3rd rem! arnrual work-

plar ard review of traicing activicles

& 2rd semi arrual report Carter
-TOT/VDMS Jabre
-Developmert nf 4¢ pem! arnual work-

plar acd review of traicing activities

& 3rd semi acrual report Carter
~Qieck of VDMS {nfo sytenm Soulae
-Traircing of MAAS workers Jabre

~TOT/VDMS

RONCO/PAC 11
-Cortract betweer MOPH and RONCO

=Sem!{ arrual report
=Report fron the Turkey wnrkshop

-PAC 11 SOW Milrey/Jabre
Trip reports:

=Ictroductory visit M{lroy/Fercac
-Trairieg iv family planricg

commurications Roberts
=Developmert of Aprecment w/MOPH Fernan
-Developmert of training objectives Roberts
-Copmurications training for MDs Gerthman
~Commuricat!ors training Gershimar

-Survey of MOPH micro computer
capabil{tics Milroy

May 1985

July 19806
Sept. 1987
Nov, 1987

July 1987

Sept, 1985
Oct. 1985 .
April 1986

Aug. 1986

Oct. 1986
Dec. 1986

March 1987
April 1987

June 1987
July 1987

March 1986
June 1986

July 1987
March 1985
May 1985
April 1986
May 1986

Oct. 1986
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Otier Mirtistries

CHILDZENTS TELEVISION NETWORE (The Yicistry of Youth ard Spnres)

=A propneal Inr ar Arabic language reading prograo

to be joirntly produced wizi Jordaciar televisinrc ard

to be expnried to otier Arabic states Maren 1965

RONCG/Populazior  (The Miristry of Soclal Affairs and Artisacal - MAAS)
~The ircorprrazior of family plannicg

educatior irto M44S services Sylla Nov, 1985
-Follow up or "i{ncorporation -

project” Jabre Dec., 1986
-A sftudy of MAAS cernters cliernts' npeeds Feb. 1987
-Trairicg ard workshiop materials March 1987


http:incnrpnratl.on
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Privaze Sector

-A pre-assessoment of e feas{bllity

of a subsidized cortraceprive markezicg

Program for Meroccoe

~Evaluatior prélimiraire de la
faisabil{té d'ur programme de
marketing sncial au maroc

~-16t phase of market research?
Qualitative study of corsumers,
doctors ard pharmacists
-Corntracepzive Social Marketing ob-
servatioc tour for Morocco of Thai-
land and Indonesia

-2rd phase of narket research:
Qualitative study of consumers

-2nd phase of market research:
Qualitarive study of distributors
Trip reports:

-Developmert of RFPs for ls: phase

Farley/Samuel

Baugh /Ruschmar

1MS Conseil

McGriff

Créargie Maroc

L]

of market research ard recruiting of AMPF

research director & group of research

firms

-Selectior nf AMPF research director

2f research firm

-Moc{toring of research and trairning

ind coordinatior of study tour

-Assessment of progress of 1st phase

"f market research

-Assistance in completiorn of 1st
mase of market research
-Moznitoring of 2nd phase of market
rtesearch

INTERPRISE

“Workplarn: Year 11

-Semi annual report

"Family Planning and private firms
it Morocco: Legal aspects
-Employer/employee study

frip reports:

-Laying of groundwork for the
INTERPRISE project irn Morocco
‘Feasibility study of Family
lanning services ir private firms
ind coordinatior of dinner/debate
-Development of sub-project pro-
osals

-Completiorn of development of sub-
rojects

‘Finallzatiorn of agreements with
MPF, OCP, CHELCO ard Kegle

Harway
and
Harway
Ruechman

Fighimar

Harway

Moudden
LMS Conseil

Raleigh/Harris

Raleigh/0'Brien
Raleigh/Cantlay
Raleigh/LeComte/Hayek

Raleigh/Cartlay/Liberd

Feb, 1985

Oct. 1986

Nov, 1986
Sept. 1987

Dec. 1987

Nov. 1985
Jan. 1986
March 1986
Aug. 1986
Dec. 1986

Oct. 1987

Oct., 1986
March 1987

April 1987 -
July 1987

May 1986

Dec. 1986
April 1987
Aug. 1987

Nov., 1987



Private sectnr, conrt,

FLACT

Trip reports:

-Survey of pisrmaceutical dis-
tributior capabilisies
-Assessmert of capacities for
local production cf OCPs

L'HEURE JOYEUSE

-Activity repor: for 2/84-3/85
-Repnrt or Par-Africarc seminpar
-Assorted trip reports

-Various documerss and IE&C
materials

Decouers/Halpert

Morrow

Cohen
Inlaoui

Nov, 1987

March 1985
Sept. 1985
Sept. 1984
Feb. 1985
Jac. 1986

1985-1987
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hild Survival

VACCINATION PRUSRAMS

=Seneral fille

~Propasitinc de prograzzatior de 1'aide américaine darns le cadre du "Child
Survival”

—Focus group interviews regarding

vaccicatior awarcness MOPH July 1987
=Study of media impact of "Vacciratiorn

Days" progranming LMS Corseil Nov. 1987
-"Vacciratior Days" site visit Eimer Dec. 1987
-Prelimirary tables of results )

from the "Vacciratior Days” . MOPH _ Jac. 1988
PRITECH

-ORT/EPI Assessmect and project

proposal for Morocco Echols, et. al. May 1985

-Ac indicative survey of Healtn
Services Delivery: Repor: and

recommerndations Norris, et. al. Jar. 1986
URC

-Assessment of the Health Management

Improvement Project Dec. 1984

*Most of the hild Survival documents can be found im Paul Phmer's office.
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Appendix J

Persons Interviewed

Ministere de la Sante Publique

S.E. Taieb Bencheikh Ministre

Dr. Abdelhay Mechbal Directeur des Affaires Techniques

Dr. Abdelhaq Jouahri Directeur Adjoint, des Affaires Techniques

M. Ferkli Directeur des Affaires Administratives

Dr. Mostafa Tyane Chef du Service de Programmation Sanitaire
Dr. Abderkarin E1 Amri Chef du Service Central d'Education Sanitaire
M. Mohamed Laaziri Responsable du Division de 1'Infrastructure
M. Ghiban Responsable du Division du Budget

VDMS and Planification Familiale

Dr. Mohamed Zarouf Chef du Service de la Planification Familiale
M. Brahim Qucherif Administrateur Divisionnaire

PNL

Dr. Mohamed Denial Responsable du Programme National d'Immunisation
M. Bimegdi

Dr. Amina Saad

PSMI

Dr. Alfreda Belhaj Chef du Service

Dr. Zerrari Abdelocuahab
Mme. Moumena Benamar
Dr. Najia Hajji

Formation Continu

Dr. Mohamed E1 Omrani Chef du Service
M. Mohamed E1 Ghazouani

Mme. khadija Zouhar

Mme. Fatima E1 Fatimi

Cellule d'Economie
Bouchaib Wasfi
Abdelkader Belkheidri

National Training Center for Reproductive Health (CNFRH)

Dr. Mohamed Tahar ATaoui Directeur
M. Haj Mimoun Boukhrissi Administrateur
Mme. Fassi Fehri Coordinatrice de Formation

\J



Ministeere de 1'Interieur
M. Lhabibi Responsable pour 1'Etat Civil

Ministeere du Plan
M. Ahmed Benrida Chef de la Division Ressources Humaines

Association Marocaine de Planification Familiale (AMPF)

M. Abdallah E1 Madhi Directeur Executif
M. Mohamed Graigaa Directeur de Programme
EXPERDATA

M. Hassan Rifki

M. Mohamed Rachid Sbihi
Mr. B. Chedati

M. Mohamed Abouwakil

M. Mohamed Er-Rahhaly
Mme. Saadia Sareh

M. Abderrahamane Brachmi
M. Hamid oOubrik

IMS Consclls
M. Abdelkebir
M. Akdenbi Louitri

UNFPA

Heidi Swindells Deputy Representative
UNICEF

Dr. Akali Health Officer
USAID/RABAT

Charles W. Johnson Director

Janet Ballantyne Deputy Director
Dale Gibb Director, PHR

Carl Abdou Rahmaan Population Officer
Paul Ehmer Health Officer
Kenneth Scholfield Program Officer
Randal Thompson Evaluation Officer
Jennifer El Warari Population staff
zhora Chbicheb Population staff

Provinces and Prefectures

In each of the following Provinces and Prefectures, the team met
with the Chief Medical Officer of the Province and his principal
Provincial 1level staff, as well as health personnel at  3-4
service delivery sites (e.g., rural dispensaries. health centers,
mobile teams).

Agadir Fes
Azilal Khenifra
Beni~-Mellal Marakkech
Casablanca Safi

El Jadida Settat



