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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 accessibility 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
 
inception in 1971, and particularly during the current Phase III
 
(1984-1989).
 

A fully operational outreach capacity for family

planning and other preventive health services is now established
 
in 31 of the 48 provinces of the country. The process of
 
building 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 Public 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 in 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 the remaining
 
life of the Project and in designing the next phase. Discussion
 
with MOPH officials indicates that all major recommendations 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 been increased: 
At
 
least 70 percent of th,- 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 30 provincial
at 

hospitals. 2) The 1987 Demographic and Health Survey (DHS)

indicates that the Project's objective 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 diarrheal disease.
 
At this stage, however, it is 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 local 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 needs to date. 
Problems with logi:;tics of commcodity supply appear to be under 
control. 

The USA II) Missior has expanued the scope of its private 
sector strategy for family planning se rvices and -supplius beyond
that original ]y p1 anned Ior Pha;e II of the Project. The 
Ministry's re1 Uttanee t,:c support the:e a ctivitie;s has ea;ed iln 
recent ye.trs , and the M ifs;ion has ta:,en advlntiage of the 
opportunity to move or-witrd with p 1a s Ior con,;umer and ma rket 
research and devl opinelnt: of sev r,l I peC' I ic pn ,ectorpivate
subproj ect , . lh ,;e act ivi t~if s now ine 1 d,e,,x),1nded commlerci al 
retail contraceptive ] and company-b;ed it p1 ann|i igstlo amii y 
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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 none yet exists.
 
IEC activities have produced many mass mediA messages, but
 
pre-testing is inadequate, quality is uncertain, and the impact

is unknown. Printed material for educational use 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 information system remains plagued by an over­
abundance of data thaL iK unused or unusable for d1cisicn-ilaking 
and program monitoring purposes. 

Transitional Pol icy andProgrtam 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(, 1ercent 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 portion 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 stritegy ol mobile outreatch i; now ia corrner:stone of 
the Mini.stry' s ;trategy for extending coverage, and it h-i begun 
effort; to xpand the ringe of service, thi'; wily. Specifically , 
the stritt.egy cal 1. . or extend nig it b road ra r g eo ,I curiit ive 
pri mary heialth care ser i ce;, pireventiv ami ly pliannin.j, and MCII 
servi ces tl rough mob i I e un i In addi t ion, M0)11t cent. ;] and 
provincialI ev aniin zig a ld mitalnlement idea!; fot ;!,-Vicet.i 
coverage and ", ]Iat(.( l-( "oul ltuC i I i zilt i oil hit; become more 
sophisticited than the ViM,; a)proach. an; forf1 increased 
availability of a Iu 1l range of primary heal th care s-ervices 
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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

during 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 need to make
 
appropriate and careful adjustments 
to meet requirements 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 re not lost.
 

USAID has traditionally maintained that a large
umbrella population and health Project provides necessary
flexibility for the Moi)[ccan 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 quality.
 

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 Projuct management and consolidate future Project
 
activities.
 



INTRODUCTION
 

Prolect 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 objectives. 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 slbprojects.

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 Project has two principal service delivery

components. 
 One is an ontreach program, "Visite a Domicile de
 
Motivation Systematique" (VDMS), which provides integrated family

planning and MCH preventive services. Under this program,

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 surrounding rural dispensaries 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 Phase II 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 level support for reproductive health services,
voluntary surgical contraception, immunization, and control of 
childhood diarrheal disease. 

The Project also includes related activities in 
population policy development; infornuation, 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 organizations,

manufacturing and commercial firms, and health care providers and
 
suppliers. Phase III is currently scheduled to be completed

September 30, 1989. The Mission plans to begin design of 
a
 
follow-on phase during 1989.
 

Evaluation Objectives, Methodology, and Team
 

Objectives. This was a mid-term Evaluation of Phase 
III 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 life 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 
subprojects of the Project. The scope of work also 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 one year before the Evaluation Team'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.
 

Methodolocly. The International Science and Technology

Institute (ISTI) conducted three days of planning with Team
 
members in Washington, March 2, 3, and 4, 1988, before departure

to Morocco on March 5. The Team conducte the Evaluation in 
Morocco from March 6 - April 7. Due to a variety of scheduling
constraints, only two of the five Team 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 necossary about the methodology for
evaluating the program. Mission desianed theVDMS 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
 
ef"fectiveness 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 Team. 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 level 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 levels of family planning service
 
delivery activity, based on selected provincial level data in
 
five of the provinces visited.
 

Team members. 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 MOPI
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management issues. William Trayfors was the A.I.D./Washington

Representative on the team. 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 EvaJuation,

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 Strategy
 

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 is 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 by 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 an. 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 Mlorocco'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 USAID Policy Development Activities
 

Under Phase II 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 development. The
 
specific purpose of policy development assistance during this
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Phase was to incorporate population analyses in the Government's
 
development planning process through use of population growth
 
projections and impact analyses across various development
 
sectors (see Appendix C for the log 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 projection and
 
impact models in organizing a national population seminar in 1985
 
and in preparation of the 1988-92 Development Plan. 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 modeling
 
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 develop 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 seenm 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 POLCY DEVELIOPMENT AND IMPLEMENTATION 

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

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 la
 
Sante de la Population au Maroc, 1987" (ENPS) (see Charts T1-3 in
 
Appendix D).
 

This survey also provides detailed information on

socioeconomic and geographic variation in contraceptive

prevalence in Morocco. In general, prevalence for married women
 
is higher among urban, educated women over 30 with three or more
 
children. Prevalence is 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 is not yet

available that 
 identifies the statistical significance or
 
relative importance of these socioeconomic, geographic, or
 
programmatic factors in contributing to contraceptive use.
 

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 slhow, 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 (4Z percent) of married
 
women who want no more children or who want to wait two years 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 Coverage
 

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 i;i 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 of
percent

eligible couples in Morocco has already been met.
 

The joint efforts of the MOPI 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 MOP}{, currently the largest ofthe is supplier
family planning services and supplies. Almost two-thirds (61
percent) of current users of co.itraception in the ENPS survey
cited the MOPH system as their source of family planning services
 
and supplies. Private sector physicians, clinics, 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, (lid not cite a source (see
Section 6 for additional discus5-ion of the private sector). 

Although the evidence is clear that availability of
family planning services and supplies has increased during Phase 
III, key indicators of -. covcrcge, number ofactual service such as
people served, are not avaii ablo at the central level. The 
current MOPII family planning information ;y;tem i s based ol data
about new acceptors , continuinq u;ers, and vi!s i ts for re-supp y,
all of wh i ch are i nterpreted ;omewhat d if ferently dependi ng on 
tile facility or outreach worker. Reliable numtbe rs of people
served, and the proportion of. target populations reached and 
served, by either fixed facility or outreach health workers, 
cannot be calculated (see Sections 3 and 5 for additional 
detail). 
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.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 50
 
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 th_ 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 zf
 
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
 
equal to the proportion of educated (31 percent) or urban (40

percent) women who want no more children.
 

A variety 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 factors5 related to continuing problems of 
accc.sibility, particularly in rural areas; inadequate 
 or 
misleading information awong current and potential contraceptive 
users about contraceptive methods; inader ate referral and 
follow-up p)rocedures within the health system; restrictive MOPH 
policies and physician attitudes toward surgical contraception;
and misinformation among health personnel about infections and 
side effect.s related t-o contraceptive methods. 

RFCOMM EN [IATI WV; FOP ('()F'I"A(:1' VF_. 'PACTI'1 C A ND COVERPAGE, 

Rhcomnendaition!; pro--entcd in the following sections are 
designed to a dd re:,.! the const ra i nt!; identifi ecd above, awith view 
toward maintaining current level.-. of contraceptyive prevalence and 
creating a base for e>.paflndjni availabiIi ty oI appropriate family 
planning e;ervices and inIorma t ion to meet demand. 



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 throughout
as 

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. JHPIEGO1 and IPAVS 1 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 wmuld 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 111. 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 res;ponse to the expressed demand of women who want 
to limit birth;. There should be much greater use of clinical 
family planning 'services; tfiat provi:le 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 rnarried women us;e the ]tJD and 
only 2 p rcent hiave hid tubal I igat ion (]N1':;, 1987) 

'See g 1o,;a ry Ior the I u 11 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 is presumed to be an extraordinarily high rate of
 
sexually transmitted diseases (STD) in the country (doctors
 
report the rate to range from 40-90 percent) . Because it is 
medically unsound to insert IUDs 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 unlikely 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 is lacking is a scientifically based protocol
 
that would make clear to 
 doctors when ItUDs can be inserted and
 
when they should not.
 

Provid er reluctanc a1 so irihibit:,; p rovi s ion of tubal 
ligation. 5;evera I phy s icians and other health personnel noted 
that perm; nent m,,thods of contraception were not advisable unless
 
a woman i; over 30 arid thas four children, one of whom is a boy
and 2 year; old. Tlhe;e view's; reflect official Policy. This 
problem was aIo not:ed earl ier in the 1983 final Evaluation of
 
Phase 11 of the Project.
 

A :;ec)n d )rob(1em re I ates to tra i n i ng for these 
procedures.;. Aa i i, the 1983 final Evaluation had flagged a 
problem with rest c t t:o io,rmanent methods, noting that minil ap 
tra i n i rir; w,, ; liot )(i rit prov ;ded to enou qb ph ys-t ic ian;, 
particulrly thoe.; in the( private sector. C(nvere,]Iy, although 
many nurse:; hve , n i,, t ra in i riq in 1111) i risert ion, t: ho.s., 
trained have hadt so I ittle, practice in carryinq (Jut in'.sertions 
that they are badly ineedn o1n!retreslier tra ininrig. 

A third roii i re.alets to '. uipjmnent arnd ,a iI ities.. 
This if; not- a proI h rfiwitli respect to 1,a; ,i os;ojiY ,e :,.:e in; 

fact, the inlrrIier ofprovincial liospi ta]l etuillp ,d to
cons i derail ol 
provide I he ;. ,;,Iv icl, sre, linderlit i I i ,,d. OnIt t he other hand, 
many c1 i 11i c do llot hiveI t1e eq iplmeilt lri-ded to prov i(,e Il):; 
(I iqhtinrq, i';ui,n n uipm' , ii t ion it andt ster- ;i ilact,i,"; use).
In part:icular, t l "'l",: t'-i tlie.:; , e. not be,i I ou-()tuillely 
,.!(lu ipped Ito Ir 1)v 1'1'. )()!st part 1i11: 1 P:;, aa I t h1o il1 I is s ari 
excel lent tir' to1I ht i th is M.lhod. 

A Iourrtli el i'l, e ' , 21) r e I rra 'I. At ]Prli;i ,erit 
ther, i 2 ( th ill"i'e lt W(o Le r .,llo fIl l w ; 1.j) ,t1o, 11r cojil ll 1 : t. 
re' eri y 2(1 Seet wheth',' the,. w ,:iail 14, -1err d t ti Illy leceiv,'d the­
steril i ,t i on or l r, '',ldi d Vltwnil,wAI n d i(ec ,deill ;t. (who 
t ,heprrieulun eo , t l *,'ivil),1 esrisel . rayTridel lcorll ect eda. It 
I:; I)(.1 i .v ,iu t :1it , i 1 ,I'lr(p, 1 :1t1 (Io I o f; mrayI w' I():!I th1i ". 
w,1y: (.ourll;I;'I liq I ItV iS s,Il ,ihi i(rr5 slch ,r; cos;t, 
'I1i
I of lil lo(Il I , () i)(-( Iivf jlli rmly of Iset t Ille irnitia I 

rliot ivat ii llIto ( I il1rijf'r( o' 111(1', 
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The Ministry recognizes that the family planning
 
program is currently relying too much on oral contraceptives, and
 
current policy calls 
for broadening the method mix. Preliminary
 
estimates2 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 reinforcing

appropriate delivery and use of clinical family planning services
 
in order to broaden the mix of contraceptive methods.
 

RECOMMENDATONS TO REINFORCE CLTNTCAL FAMIN P1 ANNING SERVICES 

IUD Services
 

1. A revised protocol for IUD insertion should be 
developed that will reinforce proper care ard correct current 
inappropriate practice. It should include specif ication of
 
minimal equipment and space needs. It should 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 IUD insertion when infection is present;
 

Proper diiqncs:;i of infection; 

Approp r i at e and I neCXpens ve treatment modalities for 
infection thti, doe; e,>: ist; and 

Needs I (r 0,eibqui t,, ip rent, and inde ' heoting, lighting 
maternity ,ontc nd service sites.er:;o IUI) 

"All , ';.':;;it t. ::Aloul ( he '.ond uct: Of i II-service 
train i n net,- ',) r nuir-:--s in I .1) i n.sert~ ion and] steril1izat ion 
technique,:; ind In(1 iti,1rant worier:; in ]III) and .;teri] ization 
promotio1n id r , 1 , ,l. 'bI'h I ilndi(lng; of thi: a li(,nt should 
be i nclI!uld.d il the I1,>:t s cl du l ed in1(-:,,v ice ( r cycl age") 
trai i q :;e.;ion:;. 'I'Tle IP) trainling could be carr:ied out on a 
rceiona I ha: I:; -i.' t h1 :ef(nd level ia in i nq carried out by 
mi dw iv.:;, nu r:, hy:;iciinns i t se:; ion..o in se-wees 

';Lm ry i. t1 ,:; necis tlIcr. e:; all services, 
hi(hl ilht irv IIH) md :; eri i zi;,,t ion :.,rvic:;s nee-dr d to meet 
current de,.mi w,,',, ri:;de by the 'leTm anid are, oil file at the 
Mi ss ion. 'T'e ' it ye ba:;o d .' t i flat e's h on urv(oyeod demand. 
Altrnat iv,ee:;t imat e:; bsed on steady grjwth appear in tlhe MOPIH 
Fli vo-Y , r 1'1 ,l'. 
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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 equipment.
 

Tubal Ligati on
 

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

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 she referral and follow-up system
for IUDs and sterilization should be strengthened. A small-scale 
operations research effort could help identify efficient and 
effective methods to manage referrals and generate necessary 
follow-up action. 

Co.ordi n t i or of_ ra in in and__Sorvi ce De ivery 

The AOP"I should play a stronger role in
coordinating the lU'j and sterilization trai__ning and service 
do.Jye_-y efforts of the University Ob-Gyn departments, the NTCRII,
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 at. tra inod. 

Other ('ne. r, 'f ,pt ivw', t heds 

. (;upport: mi ight be provided, perhaps at a lower 
level of (.I ort , for other reliable contraceptive methods, 
including ;p,.rnicid s nit:u raI (e.g.,sympto-therma]) methods, and 
injectabi,,!;, ';pecial Iy through private so-,ctor efforts. 

Ijto rri It i ()I I ua mit nI c a t jon(*rn') 


10. The IEC trat gy ,houI ld be revised and targeted to 
support a1nd prOfIOte broaden i ng of the contraceptive method mix 
(see Soction 4, Recommondation 7). 



- 15 -

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 to broaden the mix of contraceptive methods in use.
 

3.2 VDMS Outreach 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 (see 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 MOPII facilities, whereas 21 percent received them from the
 
Ministry's VDMS outreach workers.
 

VDMS 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 E1I}S survey shows that contraceptive prevalence
in urban areas is virtually identical in VDMS and non-VDMS urban 
prefectures (45- vs. 44 percent) . Prevalence in VDMS rural areas 
is 40 percent higher than in non-VDMS rural areas (25 vs. 18 
percent. See Chart T-4 in Appendix D) . IHigher prevalence rates 
reported for VI)MS provinces nationwide are thus due primarily to 
its strong role in ru ra]1 provinces. 

Th )rogram appears tc help increase overall 
cont racept i ye proeva on1ce throlgh i ts extens ion of services to 
unde-(.. ervet p)opil it ion.; and through i t,; apparent success in 
recru it i nq ni w a {c,- e1 t o r.; . Un der th is i nterpreta t i on, tile 
population served by VIDMS represents; a sizeable net addition t,
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 acceptors 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 living in VDMS provinces and 
prefectures (75 percent). One would expect, if the program is 
working properly, that the majority of new acceptors ana users of 
contraception would be in areas where the majority of the
 
population lives.
 

These data also show the strong role that VDMS outreach 
has played in increasing the availability 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 Child Health Status. Both the 
family planning and other preventive health services included in 
VDMS 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 analysis 3 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 anal ysis 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. becau;e of samplc size on the 
provincial level, data on IMRs for several individual provinces 
are not reliab.le. The aggregated estimates of IMRs for all VDMS 
and all other provinces are based on a large enough number,
however, to provide sufficiently reliable indications of the 
order of 
provinces. 

magnitude of differences between these two groups of 

http:reliab.le
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prog-am) show that IMR was at a lower rate (102) in 1972 in 
provinces that later were selected for VDMS, than in other 
provinces (111) . atInfant mortality began declining 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 (91) (see Chart T28 in Appendix D).
 

Whi'- these data indicate relative differences in
 
infant inortality 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 Cindings are, however, useful in highlighting 
some of the positive changes in child health status that have 
been and are occ:urring in provinces where VDMS is 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 to 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 58 percent in 
1980. Presumably increased availability of family planning 
services is helping women to increase birth spacing. 

3.2.1.3 Impact on thePrimary elth Catre 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 decis ion to integrate family planning and other 
preventive health care service.;. These effects were aIso already 
apparent by the end of Phase I of the Project, but have now been 
extended to an idditiona] 118 provinces. 

One of the strongest aspects o! VDIS has been an
emphasis on developing a caipabi 1ity among provincial and local 
level he-al th personnel to identify the polli a Lion to ,,, .;erved, 
plan cove ra rj e areas;, and i locate s ta f f re.son rcv:; to Ich i ev<e 
objectives o etending ,ervice avaliabl] ity throurjll ,tre'ach 
services. ,;ome 01 the,;e corcept,; exi ;ted h.b I -or Viol; 'Ind have 
since been up] ied in mor e ] iborate ! orii in othl" pIUYV in nd 
with part i cular success in one province,, Agid i r, t) i lot pr i imry
health care (;le--;oins d, ;ant: deIoro Base) vinc,,. The VI)MS 
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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

ad.ninister logistics, 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 systems 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 guide. Itinerant workers in particular are
 
well versed on the basic set of rules outlined in the guide for
 
family p~anning, 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 be
to well developed. In
 
addition, worker knowledge on supplementation of breastfed
 
infants does not appear unitormly 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 to 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 problems. All
 
provincial and service delivery personnel appear 
to collect the
 
required data diligently and complete required reporting on time
 
(set; Section 5).
 

Information from five provinces visited (Agadir,

Marrakech, Safi, El Jadida, and Casablaica-Anfa) shows
 
considerable variation among them. 
 Provinces vary substantially

in past and current recruitment of new acceptors of family

planning services. Condoin use is growing more rapidly in 
some
 
provinces than others, but 
all show the concentration of VDMS
 
outreach 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 cliniic
 
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 variations 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 (e.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 January 1988

and will discontinue funds for the new provinces under Phase III

by January 1989. 
 Due to severe financial constraints, the MOPH
 
maintains it is 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 has madethat been in the program.
Transportation is obviously critical to outreach services andsupervision. Even if there are valid objections to allowances 
for outreach workers, evidence of problems with outreach worker
motivation and difficult working conditions in Morocco suggest
that incentives essential most theseare to of 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 local
 
community contributions to fund this kind of operating
 
cost is generally unreliable and Can 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. 
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VDMS Training
 

2. VDMS worker training should be upgraded and
 
reinforced in the areas of IUDs and sterilization, referral
 
processes, and conditions under which these methods are advisible
 
(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 contraception.

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 in
 
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. chilIren.
It should also reinforce information that too early
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
breastfeed, so that milk supply will. bo maintained. No

a 

supp Iement s or teas should be given in the early months. 

fupecrvis ion 

7. Training of VI)MS ,;upervisorsincludeshould more 
skills in problem solving and worker motivation. 
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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 is appropriate in the 
provision of preventive care, but is not useful or effec7tive 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 (ORS) or ophthalmic
treatments, if included in outreach worker activities, should be
left with people who need 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 visits. 

Ipi emontat ionprr1 

Recommendations 1, 2, 3, 6, and 7 should be implemented
during the remaining life of the Project. Recommendations 4, 5,

and 8, should be considered for a follow-on Phase of the Project.
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4. DEMAND GENERATION THROUGH INFORMATION, EDUCATION, AND
 
COMMUNICATION 

IEC Activities and Strategy
 

4.1.1 Overview
 

Although the Project has undoubtedly played a role in 
increasing the level of awareness in Morocco of family planning
methods (see 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 program. No in-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 effective strategy.
 

Available information provides some indication of the
 
impact of current IEC activities. It is clear that men are less
 
favorably disposed to contraception than women, but that they do 
appear 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. I)iscussion'; with VDMS workers suggest 
tha religious belies and family problems are important 
constraints to fami ly planning and that negative rumors about 
';ontracept ive metlhods are prevalent. The recent consumer 
research study carried out by I-iS (a res;earch firm) also points 
out the exi:Jtence of negitive rumors and misle ading information. 
For example, apparently most private !;ector physician.; th ink that 
ILJDs have a higcjhe r la.i1nr' rate than oral contraceptive. 

TIh VI)1,; li I d -I I ,ct i vene :;s .; urvey al so provides 
preliminar-y (evidelce. of the re I at iye impor-tance of di Iferent 
source!; for 1 p linni ng ini ormat ion in provinces.i ami y VI)M. 
FindingI,; f r,m thi; -iurviy s-how thait VI)IM; outreach vis;it; are the 
111O!-t im)Olrtant .;O-C( il ra 1 a frea i rs:; about,O . klnow] edge 
and 	 !(Ir in formaItion on specil i c met1hod,; of , contracept ion. In 

, I5 d i ai tht. f i fl ofurbin a re t 1,; m' i 5 mo t npo-tant :;ource both of 
the;e kind!; of in format; ion, and i!; t,,,ice a; importint: a; Vl}M;S 
outreach I or I i r;t k.now] eodge. Friend; anid neighbor,; and health 



- 25 ­

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 outreach and
VDMS workers 450
 
physicians have been trained in communications techniques under
 
Phas III. 
 .. ... c .. c Survey should provide some
information on the effectiveness of VDMS workers in providing
family planning and other health information and education. A 
preliminary review of Survey findings suggests that 
the average

amount of time spent in a VDMS household visit (15 minutes) is 
insufficient to communicate adequately theall required

information and to motivate people to adopt contraception, unless
 
they are already disposed to do so. 

Discussion 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. theFurther, 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 (see 
Sections 2 and 3). 

VDMS workers vary in the extent and manner they use 
posters and pamphlets. In many instances, numerous copies theof 
same poster were 1ined up next to each other on facility walls,
and the entire, though limited, quantity of pamphlets were lined 
up on the nurse's work table. These same posters were not 
displayed in other nearby public places, nor did VDMS workers 
report using the supply of pamphlets in house visits. The VI)MS 
gu ide has p rov i ded theoretical , rather than practical,
information on how to use these material.. A 1985 Evaluation of 
communication:; t.ra ining in five prov inice:; ,;howed that only 57 
percent ci those receiving traininq t:hought it useful, forwas 
their work; 83 percent reques.-ted Iurther training in communi­
cation:;. Ef1Iorts ,ire now under way to revise the communications 
curricuilum toward more )rcti:cal apriilications. 

4. 1.3 M:;:; fMli ia Act i viti'.e ; 

M.t:;:; mend io crt ivitio:; under the Project have been
carried out through the Moroccan Family Planning Association 
(AMPF) . The AMIP' i:; re:;pon:.ib under lhae III or developing
national IEC act ivitio.:; to pz-)moteIo nrmiy planning through print,
cinema, t:e Vi:;ion and t:rdi t i oni i folk mdia. U.SAI 1) has 

http:re:;pon:.ib
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provided AMPF with excellent and extensive video production
 
equiprment for television and addlitional equipment (a time base
 
corrector, chromo key, and special effects generator) 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 eight-part family planning soap opera. 

The 1983 Evaluation recommended that USAID withhold 
funding for production equipment unless the MOP and AMPF develop 
clear 11::C objectives and develop and implement a plan for 
field-testing materiaIl, with representative populations prior to 
production. Tne Project Paper for Phase Ill. indicates that 
carrying out these actions would be a condition precedent to 
USAID funding of production costs for AMPF IEC ma terials. So far 
as it could be determi ned, any pre-test ing that has been carrieO 
out has been inadcequate, no ovalIuation of AMP12 m es sage impact has 
been done, and a ta rqet audi ence has not beeln defined. 

The tel evi sion spot:s AMP" ha; produced for family 
plann ilg do not ca rry a cl e ar message and potential y transmit 
negative imniq; about Iamily planning. Sys,;tematic testing is 
neces.;a ry to eva 1u, te the prec is! impact Cf these spots,
part:icula.l 1y s;ince tl mass modia appears-, according to the Field 
Effectivenes,- "urVey, to haveCa relatively important role as the 
current source of information about contraception generally, and 
also about ;pec ilic contriaceptive method;. Competence and talent 
in medi a communication clearly exists at AMPF, but it has not 
been directe.d towird a -,yst:(.matic and rel iable family planning 
communi c, t on:.,tra tegy 

Mo r o' ) h ,.1 e.5;t i ma t(d 2 3 t: 0 ev i ; i on sets per
thousand 1)u)u llat ion , with 1 ian .nc Of 2.5) percent in therea so a bout 
number of et::; l, year. About 00 percent of the television 
sets ar'.. ill lour ma O u r 1res!;, Ie, Casl;ablanca,ulbAn 
Marralil'je l, ln(i 1:;. In p i t:o o) the pt-edomi lllllce of sets in 
1argo lrn a le,11;, 11 Vr)wll,; iind s;tt l ent s appear to hive ;ome 
acces:; to tc ,l.vi!;ion. e .; t( lovi: ion product ion caitpacity 
Currently s in Pabat , ifi:1d ,ev 5,ior culrently replr(:ents't,nlt 
the lowest cot derV io; eapr thuu:;aril~d pers-ons! "aChodf 
with an t ioft ot ''t: i,] audi ruse'of 12 mi l ion dur i rg prime 
evening ti me. 

It i! (, i l' t y d' II i III t IcI, AMrI 0 JOl:xea e its 
acces; I , I i i t.'"il : 4 o hr TIM, L)t '11se ()I the 
netwo! Ik:;' ,.: iII jJi 1:t I'; )n i h1r'Iwi ti -r of (.,1j tho 
approvi I P1 I()r- ,r I .l t ;si liq Mil I 1.l(,vi s ion. A nl-w, 
semi-priv it 0. l .v i hot il, . i: S.liO.iil,.( to oti, ill 1989. 
Competiti o lor aes,:; to tldt cha nr1eI will 1u it he,: i.iicreasCe the 
need for qual il y t.l evi!on spts for family plann11ing. 
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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 sector 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 publ ic health issues to make the best use of their 
potential for social marketing in these areas. 

The u!-e of radio for family planning information may be 
the most: cost-elfective way to reach people in Morocco. There 
are over three times a, many radios as tel ev ision sets in the 
country, or 77 per thousand population. In rural areas,
particularly, radios Ir outnumber television sets. AMPF 
routinely produces and airs family planning radio messages (over
30 broadcasts during 1986 and 1987). Both radio and television 
are particularly i mpstant for the country's illiterate 
population.
 

4.2 Social Mobil iz'ation for Immunization 

The MOPI',; mos,;t succe.sful promotional activity to date 
was its recent i mmuni zation campaign. Virtually all children 
under five were vaccinated in 1987 at 11,000 sites throughout the 
country. 'The MO1H u! ,d a we I i-manaed, tai r-eted and systematic
communications: and moL i,iation strategy to do tnis. The tactics 
included u:;ing I(cu5 g rou) resea rch to develop specific materials 
in local dial ect:; t:o descri be the diseases that vaccination 
protects again;t ; (ev4elop ing t nationali logos , slogan;, ald theme 
songs ,11l( ianderv jew.; for tel evi sion spot:;; di stributing iprinted 
promot io nal moito.ri"a]:; through the of ficial new';paleir del ivery 
system; di .'trihiii. inq widely immunization posters, which are still 
found e erywhI'It. in the, (collitr -y ; establ i shi ng no)i i ization 
committees ,t tle nit i ,I ,and provicicil a and local level ; alnd( 
coordinati ng M TI'Itr:la,, r,:':; withIi tlho:e ( o ller mini:;tri:;. 

A s.,a ii ,valuiat ion i!- :;.hdu lI ed o I he i p ofinact 
these act ivit ie:.. I i:; a] rleady ()ear', however-, t hit the strong 
pub lc :,icipp I f t h11 ' Iiog IorI hI i mll- nt ini ',l m i inI provided

i 'tl i , 
activit ie;. is ; I:;, lithe I' tl ; eill 

a u , an rqp a ant i nm''ll i', t0 all 1 :;ov i,,l mobi 1 izat ion 
It j t i zil ition 

activi t ie: 11 iyd ai :t lon 'r role il the :;ucc.ss o the 
im tni (,1 ) i coimp ( i In thin d i dai .'.Ia iC i (-i ti 01r; lideducaitional, messages(l': iili] mahter iials:. 
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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 MOP! 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.
 

Health Education in the MOPIH
 

In principle, the H!ealth Education office of the MOPH 
should be the lead actor in 
 developing, coordinating, and
 
implementing an 1FC strategy for family planning and other health
 
services. This office has long had difficulty playing this role,

however, an(l pre,;entIy doe-, not provide competent leadership or 
support fami1ly 
p lanninq and other health service divisions at the 
central (J tore. provin cial lPvel. 

'Tilt Halth i on.Lducdi- office 
 does not involve the 
relevant hea lth serv,ic program offices in developing the content 
of educationa oind promotionl1 material.s. To fill this gap,
temporary, pa-,]ra Iel education or communication structures have 
been created for specia efforts . This approach was used for the 
immuni z at ion calpa irjn and mly wel l be employed for the upcoming
ORT campai gn. 'ITese are short-term measuros , however, that 
compound rath(or than soylve the ba:;ic problem.
 

' (14.cont-ont. of ti-mi ly planning, ORT, and rutrition
 
informational ater i : in the I ield appear:; to be largely
 
inappropri ate uvll conimus ,tni. ne postor lor (axmpl le, a series 
of pi(.cture o ()iS' wi 1 sick wel 1,.:s st rit ti u that make a chi ld 
was presented in tl, lirOloCn manner (left to right), rather than 
the Arabic. Whi rood f rom right, to left (tle Arabic way), the 
pictures blgi 'q'i th ,A w,,ll (tild and ended with a sick child who 
had just rece.iv e.dtwater Vith orail rehydrt.ion :;olution (ORS). 

lo iy p,')1 io i q post r:; alef_ als ;o ut11V .of date . They
apparently ai, wiri:;O tW i creas i ngt awartes:; o1 tWe broad 
concpt of I mi 1y p1 inn in, Pit thati. Iis llready beeon ac"li eyed
for Ii' a Iy IM0 ;, r 'llt (d lth S poplaltion. f amil1yXocI((.n Most 
planning posit i:; iiv" loen ued;1 I ot" neaIy a dcade. llone- appear 
to tive t,4'4 do" i llod Wi t i lpurt i('1 ,ud in,I i jnc( mind, and 

V i t were notmost hsil tll k(ors, r'i1 rti itht tie, posteors useful or 
appropr iate i 1notm i vit in or i nI 01 ifll pe opl1e. 
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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 rarely available in any health facilities: Only

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.
 

RECOMMENDATTONS FOR TEC
 

MOPH Education Office and TEC Strategy 
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 overall 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 is currently almost exclusively

based or, 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 
personnel 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 orgganiziations might implement most effectively. 

2. For a I ollow-un Phase of the Project, a broader 
range o1 private seector me-dia organizations and associations 
might be used to help implement an IEC strategy. 

Med(I-I.iIrt iv i I iw; 

3 . An in-depth, systematic Eva luat ion should be
conducted of the impact of media (television and radio spots) and
written inateri al (p-iimph1ets and posters) that have been used for 
family planning. Th is should be done before the final Evaluation 
of Phase IIl and be! ore any further development of a 
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communications strategy for these IEC methods to ensure that a
 
valid, objective basis exists for reaching conclusions about the
 
effectiveness of IEC activities. The Evc.luation should identify

which of these methods has the most impact, for which population
 
groups, and for what 
 kinds of messages (e.g., motivation,
 
promotion, general vs. specific informnation).
 

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 the
themes 

Ministry decides are priorities. Any excess capacity that 
now
 
exists should be used to develop video troining materials ( e.g.,

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 them. This approach would provide specific
not 

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 III (see Recommendation 10
 
in Section 3.1).
 

8. For the follow-on Phase of the Project, a 
component in outreach worker trair ing should be considered that 
would increase their skills in community 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 through the VDMS program
 
to identify the population to be served, plan coverage areas, and
 
allocate staff resources to achieve program objectives. This
 
kind of planning certainly existed in Morocco prior to the VDMS
 
program. The design of the VDMS approach, however, calling for
 
phased implementation of activities throughout a majority of
 
provinces and provision of resources needed to 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's
Primary Health Care (SSB) Project and for the National 
Immunization Campaign in 1987. Thus, when the time came to 
prepare for the 1988-1992 development plan for the MOPH, all 
provinces were able 
to participate in conducting inventories 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 Plai,, 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 a 
relatively small number of capable, eneigetic people at Lhe 
central level and in the provinces. Management capabilities it
 
the province, circumscription, and sector levels vary widely in 
terms of the degree of delegation, team-work, program analysis,
and effective coordination of family planning, other preventive, 
and curative care services. 

The use of health personnel time also varied in its 
degree of effectiveness and efficiency, especially at the 
dispensary and health center ] 2vels. Most people visit fixed 
health facilities in the mornings or early evening. Often, 
health workers have virtually nothing to do in the afternoons. 
Facilities may have four or five heal th pers-onnel provdi dng
services to about 20 people, many of whom mu;t wait lor 
substantial periods of time. Prelimi nary findings I rom the Field 
Effectiveness Survey succjest theft one VIs.; outred ch worker 
generally provide; services t:o at eas;t as many people in i 
single visit to an outreach site. This s.eemed true as wel1 for 
outreach workers provid-,ng preventive and curative care in ,S13 
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 only 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 Plant includes proposals for a five-year effort to provide

this training, using 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 levels 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 level responsible for
 
coordinating these activities. The recently established office
 
to manage in-service training (Service de Formation Continu) has
 
conducted a training needs inventory i n preparation for 
developing a rational and targeted plan for future training.
This office is particularly interested in developing the capacity
of its staff at the central and provincial levels to provide
in-service management and organization skil Is training to 
Ministry personnel.
 

An estimated three-fourths of all in-service training
to date has been technical training in various; medical service 
delivery ski1 s and about one-fourth in administrative or 
management skI is. Phys icians currently reoCeIOe no Imanagement or 
administrative training the of their medicalin cours;e studies, 
yet it is pty:;i cians who hold the key planning and management 
posts at the central and provincial level,;. 'Tlle Ministry's 
current priority Ior tho new Institute. i,; to provide initial 
short-term i ntens iv' IIaqem0nt t ro i rig session; theto 
Provincial Chiof' Mudlictl 0I icers. 

T airai n i Ig a:: i s;t inf prov i(t,.d hy IW;A I I) to (Lito to 
st rerigthon , I t nIq ,iriet t in t he (ont: t )I t lit, 1'roject ha.; 
concentirat(d 01n 1 r,1 i i i liq in) dat ol 1I,(,I ion i11d program 

in I VI)1; 1t iss i (, 
recently cuom ss 1io ,dI :4 jdy (f the ogntniI 

admini rati on ii I )-o(gram. h ,I so Iore 
tlllrt Irndu 

related maI ahgem it. ds( it. t ht pirovi n'iwi . I1,n , idtIon,1' 
plans are under wy to 1)r,v ide o nr e-.rm trao i ning a t 
institut ions Moo11,co ; ica I inou:; itde o1 ( to MW0'II li ' ,nn,.I :;Ic if y 
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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 developed 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 effective program management and planning the
 
future direction of family planning services in Morocco.
 

Man agement Tra ini ng 

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 each of the 
Ministry's three principal training structures. 

For the ri.ooining life () Phase II. of the Project,
USAI ) should work ciosely with the Mini stry to identify the most 
appropri ate tch nic li ass i.stance in ma nagement tlat USAID could 
provide i n a f o l ow-on ., ofhao the Project. Pr i or itie; for 
improving managcrinot cipal)i Iiti,5 of the MOII ore to 

)evelop ist i tut i on, i ,(i capacity of tie in-service 
trainiq unit, ;,(1t tho In:;t itnt to) provide ongoing
managemen!lit: -ta ]l run 

' 

corueiit.io it thepio, I ~ i l IVfE 1WI do-Ve Iopinrg
'Vki 1 I:. ir all i If,,rI IT.m ,IIt , l Ivi ltlt on, and 
efI ici l a 1 tcAt u:, r()I,;, .1 f iw. 1' !;r(, of 

A!;:ur t. a "''ia ripunt, t ri inijog" is; practical, 
act ion-r iIii et I- t ],y elevat. 0 iy prolems
and(]e 0 J)n- thlit MUO~iheal th por:oonnelo face, anddoi! 
directetd t owiid pir)V i inq t he skll nt motivaition to 
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accomplish key Ministry objectives for family planning
 
and other MC}I 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 under
 
Phase III or a follow-on phase of the Project.
 

Management Information System
 

3. Steps should be _aken immediately to redesign the
 
family planning information system. This action is needed to
 
improve management of the program and planning for future options

(see Recommendatiois in Section 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 Ministry's information system for the
 
collection, processing, analysis arid 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 inability to
 
use it for decision making, planning, and monitoring purposes.

One of the main recommendations of the 1983 final Evaluation of
 
Phase 11 of the Project was to simplify the family planning
information fy.ystem and develop a standard form for family
planning activities provided at fixed facilities and through VDMS 
outreach.
 

With USA1 I) a; stance, effort; began in 1985 to 
computer i ze the system at t:he central l evel1.. This.i effort 
exper i enc d nIM(I Irou!i p rob 1 -111 ; 101 it d t"0 coIpu t.e r hardware, 
softwlre,, ami dati qu l.ity Colilt-o]. A con;ul tant review in 1987 
reported thatt the comlputl- in the family pl anninug cent-ra] off ice 
wls, over-]oaded al/d dita produced we l-e larqely unu s(od or unusable. 
A r'c uit r.-vi 	;ion dove lopod by the Mini ;try and now being field­

- to buttested t-k step: s;impl]ijy the ;y:;tfem, it: i; unlikely to 
solve the I uidalental pirobl CIrn.; i0 11S0 of diti col ected and 
sy.stem d ,.:iqn (.-,e Appendix F for Iu rther 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 levels 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 doir.g 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 IUD 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 VI)MS outreach data are ;lot
comparable, many women are counted numerous times, and others who 
use contraception may be counted only if a VDM; worker makes a 
visit in a given month. 

Periodic -;urveyt;, s;uch as the 1987 1 1N1S, can he] p
correct thi.; probi em, but do not provide necessary information on 
the rout i ne h,.; nece:;,ary I or elf ect i ve program m,anagement. I t 
is important to di;ti1 nqu ish between data that are es;!-entia] for 
collection a n(l ; roc-es.;i nq on a routine hasi and (da1ta that are 
useful but not critic '-al for cottinuoUn monitoring. A care fuIl y
targeted dat, system, co1upl ed with a f IOXibIe p1lan for perPriodic 
surveys to col I ect 1 t,,; e's;ent Ia1 data, is the, lpproach most 
likely to be'tthe oroduc. rf.;u Its. 

'', ('hn ,I2 I as' i!,t (III:(. to t ho 1,101I, i i I r ,dl!s i qni ng the 
sysftem to In,,tt i 1 por). t int (14 i i Oo -it),1" i nJI 11( 'i.; (',In lv0 p (olrrect
the d(1 ill ioliil I oJ ,) 's ,Id i drint if y w1i ic, i n fornlt ion is 
approplr iat o I or roit i )( di tl co I Ic. Ion. 'lh', hi!;tJory of i (;i)
and .lipjI i (-it ion I I I ni I y pla1nnint i 1i ornl;mtion :;y,;tm in 
Morocco, howtvf-r, :;ti) Id l It po l e that th i; wi I I not he an 
easvy or lircrssariily ;ucef nI process, unle:;s.'; ,tep;aro taken to 
addre;s ,st cnstirai .!;. 
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Most notably, the expectation is that there will be
 
controversy and debate among key Ministry officials and among
consu]lnnt ,lhout 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 necessary 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 wevels of the system tend to want to collect,
 
process, 
 and graph too much data oni a routine basis. The 1983 
Evaluation Team ils,;o noted thi- Lc; jncy. 

It i:; very important that any further assistance be 
spec iical ly ta i1ored to provide the information necessary to 
enable Mini s try of t icial]: to make essential planning and 
management decision,;, as well as to !-ustain and promote the 
family planninig procjram in discussion; with ,ther ministries 
(e.g. , F i n,:t c ) ,andt i n pub I ic. 'Ihe I a t t:e r groups:, are 
particularly i )rt:,nt , q .vo:n the current. budqetary const railts
 
and the cant inninqj pol itici sensitivity o? f amily planning.
 

In sh ,rt 'n s;; , ,onc Ministry of I icil: s about the 
number and ty'e ( W s. rv ic del, iv(.ry i n,i cIt or..s is; more 
important thin ("n:;sin;u; , iq fa:mily p1 n; 4 ao computer
 
experts. '1W Mini;try has to be clear and spTec:i, Ic its
, about 

objectives for family p1lanning so that :;uitable 
 in.icAtor, can be 
ident if ied to t:ra'k and ev, I uate proqrns;:,. Ii nA I Iy, (] ong with 
technicall ly nr,,,siry inlicator-: that are t) be usid by family 
planning ,and ,l ilth e>:pert; in the inistry, several key
indicators have to bw identif ied that are ia:;y to expl,,in and 
quickly understood by people who a ,' not: fa m i y pl anning or 
health expert:;. 

REC M1I:NDATI ,", LOP 'TilL: .AMTI Y PIANN I Nh2 INI( ) ,"A'I1O ,'x'S'1M 

1. 'ihe a,,oily plan ning iuf riat ion :;y: i'm should be 
rede,;igned to i .lent ify th, minirum nui:-ber of Ippropriate program
and serv i ,e il I (',it (),"s< ii#.et,,l f()r r(ou1t li' (V()l l('Vt i on and 
proce';:; n q. I.;y!,t ii ',' h . 1(1 1111fI , () p i I o(t ':;t i ng in ' hi'I 
severa 1 (],'. :. , 0. Jg t ) i 0I - . 'lie rd' ,.!' n n b 
acco lpl im l.l *',it1iil t 1i1,, ",. iA In In ; I iI ' ()1 the I'l (, .Jf'('tall :;hOul(d 
,lot be0 po:;tp,(1H.. unt iA ot ,'t hea,,,th ill or"ation .:ystom': ::; 'ire f ully 

411d t_. s -Uhio -d tha 

4 Ti'ho t r',m loft: on il i]e at the Misision a pr ot;o p1 an that 
Identi fies the princi pal , phased act ion; to accomp] i sh ,red;icn
of the family planning information. Sep report of Charle; 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. 5
 

3. A technical assistance team should be selected
 
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. 6 

5.3 WogK sies - !up r Commodties 

The largest portion of Project costs is for principal 
commodities related to family planning and child survival service 
delivery: oral contraceptives, condoms, RIDs, medical supplies
and equipment for IUD insertion and tubal ligation, Actamine 5 (a
local ly-produccd weaning food) , vaccines, packets of ORS, and 
sca,-!; for g rowth mon itoring. The Miss ion has also provided
supp(-rt for commodit y warehous ing, di st ribution, and logistics 
manai,.rment. M;ost problems with ogist.ics support appear to be 
und ,rF control, and actions are planned with the assistance of the 
Fam ily 1anning Logistics Management Project to address supply
projections, warehouse needs at the central level, and retraining 
for log I st ics management personnel at the central and local 
levels.
 

o;ve rai probl ems were noted with respect to 
commod it i es. The A. I . D. logo currently appears only on 
contraceptive suppl i es, not on boxes of other health service 
commodities; A.1.I). provide:;. Many stocks of condoms are, or soon 
will be, older thin their expiration date. Moreover, the VDMS 
guiue is nt)t t:oti 1l1y reli a le in this matter: it suggests that 
comodit i !; i; condom!; or IUWD; that have passed the printed
expirat ion dit esi still b used if they do not s.how signs of 
deterior"t i on. Act mirli, 5 cartons frequently break, resulting in 
cont:i'L ., "I tht ,ini other product; t:hi'y are placed next to. 
'le'; ini p,. o I e, hxl 1u,iggge de:;ignI d Ior VI)M; worker use 
to ca-ry suppi ie. (i outrei,.csh visits; is heavy, and not easily 
car ied ('n a1 out ez: 1',. Th, central wiarohouse Ior family 
planning :; i,.d. 1(: ont,sup; !lo only month's, -;upply. 

TTI. I,,m I e I t 0 f i 1e at the Mi ss i on suggested
specif icat ion: of hardware, !.o! twire, and e:;timated costs. See 
report of Wil i, m 'I ray!or!;. 

'At. thie io, qnet ofI the Miss on's popuilLt ion of Iic , the Team 
let t a propse;, plii with .cope:; of work and t irntables for a 
technical ,,s:; is;t,,14. team. W,e memo I rom Charles. Ti lquin, to 
Carl Abdou kaliman , March11 25, ]g9r. 
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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 commoditv management
principles to assure they are clear and being used aprropriately.
 

3. Steps should be taken to devel op a di fferent 
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 warehouse 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 Sector Activities and Stratqqy 

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 (see
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 (,see Section 2).
 

At the beginning of Phase I1, the Ministry had been 
reluctant to promote any pharmacy-based contraceptive sales 
effort, especial ]y of subsidized contraceptives. It feared 
opposition of the pharmnacies to the potentia] downward pressure 
on comme rc i a pr i ce; for these product,;, 'As well as the 
possi b i Ii ty of ,! cu turl,] back] a!sh to the advert i, ;i ng that. would 
accompiiny ,a commerc i a I e f fort. The Iii n i ;try a I ;o aint i c i pated 
con f us.i on1 amlOng u;er; o oral cont raccept i ves about numerous 
brands and an increa;e i n .;i de e I ect,; among tho;e who swi tched 
brands . 'inillly, the Mini stry wa :; concernd about a pussible 
decline i n the pe rce ived wort:h of "1 r .e" MOI'I product;. The 
Mini stry's re tictalneeC, ha; e1ae.d ill recent years-, however, and the 
Mis.s.i on ha1l t:lken dva nt:aiq- of t:hf opportulni ty to move forward 
with pl ans I r vn:;umr nd m111r1kt research and development of 
speci I ie priv,,te -tr,uhpr-ojeetl;. 

6. 1.1I AMIl' AT,: iv it i,.'S 

'IT, ma ,o- Privte. -sector activity under the original 
plan f or Ph!,;;t. I i wIs to demonsftrate the leas;ibi 1 ity of 
contra cept i vo :s,,I:; l y non- harina cy :sounrce;s th rough ,;upport to 
the AMI-'. 1 lniild AMI'" ;act iviti ,,,; itncluded seolling contracept ive 
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products in rural towns and villages through resident, local
 
community agents; selling contraceptive and health products in
 
kiosks in urban and semi-urban areas; and holding family planning

"expositions" and sales at fairs, markets 
("souks") 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 is 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 oonths to resident community agents, who charge a small fee
 
(2 DH, about $.25) for one-month's pill supply and .5 DH for each
 
condom. The agents keep 25 
percent of the proceeds and return 75 
percent to the AMPY. AMPF markets three brands of oral
 
contraceptives through this system, none of identical
which is to 
the brand used in the MOPII. 

The AMPF contraceptive sales Project is backed up by
its ongoing mobile team ieort 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 Proje ct, the AMPF had charged fees only in 
urban areas.
 

Overall, the has clinics, 5 ruralAMPY 12 service 
delivery centers, and !j mobile teams in 20 province; and urban 
prefectures , with rural and teamanother center mobile scheduled 
to start operations in AMP'l's Agadir region. According to the 

'lIPS ]9Y07 surv,.y, ,Ibout pe r(.,ent Moroccan married womenI Of who 
use cont ,IC( !pti on rcc(yive thei r service; and ;upp] i es I rom AMPF. 
The AMIF dat.i co I ct. ion system I or contraceptive use ;uf ers 
I rom the 'l i e; e i nit and ading!* ,, a In iqu it o do i on mi;e 

informiat ion :; do(,:; the 
 MO'I fami ly planning information system.
Furth r, th, AM'' i nformati on sy!:tm is not compatible with the 
MOPIH systef. 0 idnt iI i ,d,, )rob]I.m in t:he 19 83 tvaI ualtion. 
Avai ahtl1, AtV'' Id ttho,,eva u;qtst:s, er, tha.t it i)rovidof; a more 
balancid 9iX 11I) O(I-;1I ( t ,t iv.e ;(,1 
MOPIH program. 

o 'In(1 (', v i('.: thtan does the 

O th-r th.1. ) ,1 :;m. lI I !;t Il(y ()I th(, AM' 2 Io- -;ystem
conduc.t .1 1 y tX EI)ATA, I(W i 11-dlptI 1 va I 11ot i ) (if AM''"'1.; 
comm n i ty-1,1:; l pro'jr,:m t,. )I1 e 1',1:;,i I e: tooL a it. be an to 
expandi t-'},rii1 tlh,. ig i13.1 1 our pr' v n . It w.s c('1 ,Ir, 
however, h'i t1(vly 13,31 exi!At el vf'l t he' JSSii t of 
(Ilil i(',t 1()n 11 (/g'I i)p with1 VI14',:; oUt f1fl('lI o i n1 1 tho. !nil', 
plrov i 'c:. Tlhi!; )o:;ib i ity aIy iiot bce so'ri on: ;incc thle AMI'F
mob iloe , 1 : i iv,,ry ('.1I,(cit y Ia' ,'chixt 5 0 FIiI i >:e'., dlI, 

1,1 t VH i:;, #)- i.maI I#'r ''1 than ;. It h(ow4'v,,r, Il (11 lly 4 ,IIIilt in
 
t '1'-h1.,:e'i l I 1il1 r,..a..1 Iw' carO't
(*0I 1 I , p ; y anl :Alo ld Ily uonitor('d

and3(1 f'Vollv,i.ti'd , I t . ,,n' (id Ill (5 5'( i 7).l)4'f 1'',, 
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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 guide includes description

of this method, but it is not a significant part of the training.

It would be usoful 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 Services
 

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 research effort on 
attitudes and practices of consumers, providers, and 
distributors, as well as legal studies, employer-erployee 
studies, and pol icy 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 marketing con tract provides
for promotion and commercial retail s.ales of oral contraceptives 
and condoms through the largest Moroccan pharmaceutical supplier,
SOPHA, a conglomerate that is responsible for 100 percent of 
rural pharmacy salos and 70 percent of all pharmacy sales 
nationwil(. Di .ti ideut.ion outlets will include Morocco's 450 
1icensed pharmici,; an Prha; the !5,000 tobacco shop outlets of 
Regie 'lT( ,tc. In ldtition to iimport: at ion 'Ind di!;tr ibution of the 
products;, the Pr-oj ,ct will includ(, t:r,ainin( for pharmaci ;t:s, 
market roildrch on (:ore;ller attitudI ,; a,'n1d acc :,; to di:;tri bution 
points, alnd product lidv'lt i; i t((J ,ili prl-oll()t i cii. .;OVARC i ; 
providinI Ithe, I zImary t, c a : I (J- (l, v I()mpl(Int oI thechni((7ti 1 i 

commer-ci r1t 1 -,1ae Pr11o j(ect .4.1 

t br, 	 o1rocc ctor'l I t :;- )#.(-t ; with -)1.j i Vite S 

; i(()1- i p; . 1 om t 
e I ) Yq ,o lh-:;| r (1,I l l p . M In i (,( t I :'''i 4 (Io!t I It : l , t ,, (Ig 

It., ii 1 -,iIt;( y i 

r t a a II. a-1 : )t tl,Oc 1 I ov In.,t; , r l , 0 0 

p OI t(I~ I , pho! , t ,,i l'; 'm ill '( Inda !-'Jh i pp i n[o 
ccong I oor 'i~t11', 1 Is lit- 1n.1 t (-Isp] oy('r ill MIoo-v( anld xp' t o 

T, 11) I I , : 1t ot I] t (-'v1 (1,111 i -- it IoI WI t 1i 1 , 000 ( employo(e 
in Ilyv, I oI in ,.. A p(t ' il!It -xi:;t :; t.o t.:pi,id Iaini Ily oll ni1(I 
S,(onvic ' (14.l ively to P-?"ti tI' 4,i, :; iv , lpti' wolk of (1-owt'-:; 'Iand 
diAS n biilt 0r- . '1ht'. oc i et f, I ldll;t. I i(-l 1If Cfhe I I t onI oct 1 



- 43 ­

(CHELCO) is a small 
Rabat-based garment manufacturer, with 800
 
female employees. CHELCO is to be used as a one-year pilot

demonstration Project for the Moroccan garment industry, 
which
 
employs about 130,000 people. The Enterprise program is the
 
primary source 
of technical assistance for the company-based
 
Projects.
 

6.2 Use of Other Ministry Resources
 

The Mission has continued efforts begun under Phase II
 
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 immunization 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 foi- 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 employees 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 childspacing. On receipt of the 
materialts, the Ministry requested copies of brochures for
distribution to all its local field offices. Further discussion 
between UJ;AI D ,staff and Interior officials suqgests the
possibility of collaboration in several important areas through
Interior fie] ofI ice:; responsible for local finance and tax 
revenue (Division Finance and for locald.10 Locale) communities
 
(Direction de Coll,('Ctivites Locale,;).
 

6.3 I,o(.,] I(i v.rinentl a ( Com1inunities 

cutrrnt ludq ot constraints and an active
decentral iz tt ion 1o ] icy linve Ied the MOPI to speak increasingly
of using locl l,,ve l resource; to supplement its activities. 
Commun it y cont r i but i(ns a re i dent i f i 'd a; one way to cover the 
co!;t 5 o t raln i ti of vouchers and of' health worker a11owances 
f-or oult ro,,h f;'h rvirv ,:;. The MOPI Iha- also made exten;ive use of 
1oca I Iv' 1 mob i I i;,l t i oil comini ttees; to he] p imp] ement the recent 

nmmiuni ;,t ion (-nwpa iqn. 
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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 
activities 

from 
that 

this 
can 

study, including recommendations 
be carried out under current law, 

for 
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 pri.vate 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 IIL. 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 (see 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 prc- 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 measurea of the extent to 
which the current, dominant rel iance on oral contraceptives in 
Morocco reflects effective use of this method. 

3. The M01111 and IJ:;A ID should cont ilue the ir efforts 
to col l aborat~e with other mrii tr. .s, epeci al lygovernment ne 
Social Affairs and Intelrior, to extend information aind referral 
services for fami l y p] 1iinI nq nd ot: her p-ever.tiv e MCl :so rv ices. 
Collaboratiye e tortt,; fhouId assure thlt inforiatieional activities 
are consistent with the Miniistry'5 overall I EC strategy. 

4. The Mini !;try ,;hould con;ider i n.;tituti onal i zing
the concept of provincial and local I ve l mobil ization committees 
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used for the immunization campAign. 
 This might involve
 
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 organization 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 1385 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 budget (salaries and support costs) has been 10.5
 
percent in nominal terms from 1980-1986, the operating budget has
 
bern declining by an annual average of 4 percent in real terms
 
ove this period. Most of that decline has been in funding for
 
medicines, vehicle maintenance and gasoline, and other support
 
costs (-7 percent 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 barely 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 year,
1988, 1.3 billion D11 ($165 million), however, is virtually the 
same as for 1987, 1.29 billion DH. This 1988 funding level 
represents less than a I percent increase the prior year,
over 

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 D11 ($250,000) (USAID estimates). This is
 
not a substantial share of the total MOPI operating budget but
 
would still represent a 20 percent increase in the relevant MOPH
 
budget line item ("rubrique") for vehicle maintenance and
 
gasoline (10 million DH authorized for 1988). A funding sou-ce
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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 
 effectively; and to mobilize non-Ministry
 
resources 
in the private sector and in local communities.
 

The Ministry's current policy with respect to charging

fees is open but cautious. There is debate and skepticism
regarding whether the population is either willing or able to pay
fees for most health services, and particularly for family
planning services. The VDMS Field Effectiveness 'Survey provides
some evidence that people are willing pay for familyto planning
services. Findings from this survey suggest that willingness to 
pay depends on whether the question is put to men or women and 
asked in relation to oral contraceptives or family planning
services in general. In 1984, the Ministry proposed a 5 Dli 
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-year study

and experiment to improve the eflectiveness and efficiency of
 
hospital operations, including charging selected lees to 
test 
cost recoery. This study will be conducted in five hospitals
and is one of the components in the Ministry's World 
Bank-assisted SSB Project. The MOPH will also conduct, beginning
in April 1988, a second major long-term (15-18 mcnths) study in
the context of the ;SB Project. Tlii; 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 t i nanc i nq, as well as willingness and
ability of the population to pay fees for health services and 
medicines. 

7.3 tiroj ct Fi nanc i ng Art iv i t i ot 

The 1983 Evaluation of Phase 11l recommended that the 
next phase provide a.,;s i sItan(e to ef forts to develop
self-financi ng capaibi iit:ies- or family planning. Phase TII 
includes one such act v i ty, carried o1t as. part of tho overal 
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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 ot considerable moment: It is the
 
first attempt, after many years 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 adminitration 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 is currently designed will answer these 
questions. it i; 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 Mi;sion has also conducted a range of health sector 
financing activities outs;ide the the
direct auspices of Project.
These have included financing conferences, seminars,
observational travel, provision of documents and materials, and
 
support for a comprehensive analysis, conducted by PRITECH, of
 
the orgariz~ati on and financing of the public and private health 
sector in Morocco. All have been instrumental in encouraging the 
Mini.stry and private heal th care prov i d erf; to consider 
alternative m' ,-ns of f ina nc irg and organizing service delivery. 

p ECOMM I'u r)AT ow; 1.'01p vI t.A c]i c;_ A UI)_CO,,IP !;...iiL 

S• 'Th( i n i ;try and USA I) ;hould continue their 
effor; to addfre," I Inancing issues reiated t:o hospital costs, 
alternative fund i n(3 and org nizationa] arriingements in the 
private ;cct:or, iand loca ]ieve I soulrcev of funding for public
sector he2lth Progres.s in the,;e effort:s imay enable the 
MOIP to allocate more re,'ou ri-ces, to has ic health service delivery,
including family planniiig -c;srvice._-.Al though the!e; effort.; will 
take time to trans1,ate int:o budget ,avings , the sqtudies 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 ove- the next several years on 1) identifying the most
 
efficient and effect:ve 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;
 

Effectivenes,; of VDMS outreach services, using the VDMS
 
Field Effectiveness Survey, supplemented by a targeted

follow-up study in areas where its methodology or
 
findings are unreliable or inconclusive. The Mission
 
should conduct an independent, technical review of
 
principal survey findings before basing 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 III, a serious,
 
in-depth analysis should be conducted of the costs and
 
effectiveness of the VDMS program, compared with other health
 
outreach programs in Morocco, and with facility-based services.
 

For recommendations on funding of allowances and
 
transportation for VDMS fieldworkers, see Recommendation 
1 :n
 
Section 3.2.
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8. TPAINING ACTIVITIES AND STRATEGY
 

Training activities under the Project have been
 
extensive in technical aspects of family planning, MCH and child
 
survival service deli.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 principdl 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 emphasize 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, see 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 rosearch 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 employee 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 research and special studies under Phase
 
III have not fulfilled their promise: 1) pre-testing and
 
systematic impact studies for family planning IEC 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 MOPII 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 generate new data or new operations research 
experiments.
 

2. The focus of the special studies should be on 4-5
priority questions with major po] icy and program implications for 
family pl anning and prevcntive health service delivery in 
Morocco. The studies should be designed so that resul t.; help
provide a sound, objective base for future program de;ign.
Suggested areas for investigation include IEC; cost-s-aving; for 
preventive health outreach; and effectivene:;s and impact of the 
VDMS program, compared with other outreach approaches in Morocco. 
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10. PROJECT MANAGEMENT BY USAID
 

USAID management of the Project is in many respects
exceptionally good. The Project is of the most important inone 

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 opportunities to promote the
availability of family planning services in Morocco. Relations
 
between LJSATD staff and the MOP11 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 Morocco.in The 
subprojects include a major regional outreach family planning and 
preventive health service program; clinically based family
planning and child survival services nationwide; and health 
communication and education efforts nationwide. Phase III 
activities a]h;o include work with numerous ministries additionin 
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 arialyis 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 under ongoing contracts with consulting firms and 
organizations to help provide continuity in particular types of 
trainingc and technica l assi stiance, a process that has produced 12 
subcontractors whose work mus;t he managed and guided. 

C(u -r-ent Mif;:sion sta If resources to manage the Project
include:. , Di vi,; ion )i rector, with all the management 
respons i 1 i I i t: f -; of the Popu I at i on and 1huiman Resources Office, a 
Health Offi(eer and a I'opul ation Of ficer. The Health Officer is 
assigned to helth, triaining, and Title 11 activities, lie is due 
to Ieavo Morocco in the faIll 1(88 anl current p1 an.; do not 
provide for aI tllh O1 1 ir lposition alter hi.; depairture. 

T Ihe 11opllIit oi f . r i; curlrent ] y the only
prof os;ionol , to full-time the lie isa: :igqn,,d work on P roj ect. 
now as.; s:ed by on. full -time ,dmi ii sta:; ive aistant and a 
secretary ju;t ,is-..-iqied in Malrch 1988. The personal service3 
contract i hi red I oca11 y 1987 theess i on, Iro! in to assist 
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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 one 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 people with a 
wider range of skills might have addressed weaknesses. 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 USATD 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 are dropped from the Mission's follow-on activities to 
Phase Ill of the Project. 

3. A review should be undertaken of allocation of 
staff t:i m,, priorities, and objectives to see if some 
reorgani zat ion and consolidation of work might improve 
productivity of curI-ent staff. 

4 Cons;ideration should be given to consolidating
Project activities in the fol low-on to Phase III. A few 
manageahle priorities :hoild be developed for the balance of this 
phase of the Project. For example, the Miss ion might concentrate 
in the remaining life of Pha;e III on 

lN ping to a.;ure tlhat mean'; arc in p alc to su:;tai n 
prog r,,,:; a (11ciev(-d in th V1)M.; province:;; 

Providing ,Ja;:; itan('U to the Milli,;try to re.,;olve key
service, (dl] ivery i:;1ie,; .lch ,:; how to bioa llen the mix 
of COlnt lr,opt Ve mt:hod's and to assess the co:;t.s and 
ef foctiwe ness of 1) alternitive mobile ;tr,ltegies to 
extend C(,verao f o r pi-event ive v.;. curativ e ;orvicesF 
and 2 ) a1]t.n,at i v(, wiy:.; to assure resuppl y of oral 
cont racept; i VOw; ; ind 

Deve I opi ro! ,I v),1n f or consol idated and targeted 
as,.i ;t.,nc' for the, next phas,;e of the Project. 



APPENDIX A.
 

APPENDIX A.
 

Evaluation Scope of Work
 



Appendix A
 

Evaluation Scope of Work
 

Attachment No. 1: STATEX.E4fT OF WOK, 

1. PROGCRAM TO BE EVALUATED
 

The evaluatior it a midterm review of the Population and Family 
Planning iUpport Project, Phane 11 (608-0171), of support provided under 
related centrally funded activitier,, and of expanded i=unization 
activitie; r;upported 
 with lhild Survival fundr;. The project was 
authorized in July 1984 at a five year (19814-1989) activity. 
Life-of-project funding of t5,280,000 approved at that time war, increaced 
In Mzirch 1985 to t17,890,000. Thlir funding war further i ncreared on 
Auguct 7, 1986 io t19,890,000 and to t22,890,000 on Augunt 18_, 1987' when 
addlticnial C11d Survival fundr-, in increments of t2 and t3 million, 
respectively, were obligated under the Project. 

11. PURPOSE OF TIlE EVALUATION 

Thie objective of hii; evaluation i, tvofold: to deteruine the extent 
to which the Project'r goal and apecific purpone are being or can be met 
within the life of project, and to provide the hinclon and the GOX vith 
guldelinec a. to changef; in project detaign or Implementatlon procedurec 
required. -h:: evaluation will altio ar.recr. the continuing validity and 
approprlatener, of the logical framework (Attachment No. 4). 

The evaluation in ucheduled for .'anuary 1988, a bit miore than 
lAlfWay through the currently nntIcipated length of project 'life. 7he 
evaIuat I m addret.ue the overall effectivenenr of the projiect in 
achi eving the r ttted plurpo rif. . . inr, gilthough dlividtil partr. of the 
evalut i n may focu r on one or more of the 12 cul,componet . , for the Mont 
part the quer.t I ona, to 1w- addren.ed by thi evaIuat Ion tean are 
crocr.cutting in nature. Ar nuch they are der.igned to arr.er the extent 

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

Iirage ar! ynergcistic effect of those subcomponents. 

Given the rj or imp;,ortance of the VD4,S progran in USAID'5 population 

and child survival] strategjes, " pecia] study of the field effectiveness 

of that coromont wi I l be carried out as a preliminary part of the 

evaluation. hot studN will be contracted to a toroccan firm which will 
collaborate with ,, (Ali repr(serntative an'd ja U.. tocial scientist with 

experience ir ?Vrocco to carry out the study. U s study will provide 

input to the evaluaton nrd be i ncluded as an appendix to the final 

evaluation report (See Part V, Method- and Procedures). 

III PAfCKPROUNrD 

1his project is a seque) to two earlier projects, Family Planning 

Support I, 1971 to 1977 (600-0112), ind [arm iIy Planni i q Support I, 

M97-M (600-015) Mhe latter, which w; similar itt design to the 

current (1ffort rk'c(2ved a favorijb]c evaluation in Dcerber 1983 In 

additi" tio "Adrv- -une'5 rotednsit'q wt s int tht, evaluation in the ;areas 

of di-ta col br tio aA analsy..j jifnrvt iOn, educat ion jArO corvw:i. o: at ion 

(IFC) an!~ r. ahrat 1cnr with the pr ivate 5('c tc, the. prp~pnt project wa-, 

de"si rned tou r PrA o r ( v aro VparQ'i Pff * lvei iritirvnt ion. * I .. the 

outreac corAr . vp t i v arid MS" iervice dy livery activity, "Visite , 

Domicile de Mo-tivation .ystirn,.,tique" (VDb), -nd clinical family planning3 

services. 

Urder this third starle of assistarnce inr population and family 

plannrgj to the (t'., service, both fror fixed center-s rd tlhrough the 

outreach .act ivity , VDt. tve teiri greatly r1v p.rved. IhN pr-cjram nOW 

covers 2B pr ovinrces arwI lprefture' which, inc lude n.arly 70 percent of 

the Opu I a,t i (crd tinq to 1 e nati l,,} ( ont r. c lt wee prv; a once 

survey carried uut Itn I9M3, prevalence ,:,tioridp' ha,,d reached 26 percent 
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vith a combinAtion of modern and traditional methods. With the expansion 

of actlvitiet under this phase of the project, including an increase in 

the nuzbcr of personncl trained in surgical contraception and IUD 

inserticrn, as well as the extension of VDMS to an additional 15 provinces 

and prefecturers, it is anticipated that prevalence will have increased 

substantially, nearing the estimrited targeted level of 351 by 1988 

discussed in the Project Paper. 

The project 'c; 12 uubcomponentr, are designed individually and 

collectively to support increased accessibility and acceptability of 

farily plfnning services. In respponse to earlier evaluation findings a 

ep irsc h ; been placed under the project on (1) broadening the 

capahIlity of the private ;ector in family planning promotion and service 

dolivery; (2) i thi private and public nervice capabilitier,upgrnding in 

(loe I npm'nt, tort In ani difioeminniton of pronotionnl mnterials in family 

pl;~nni ngan' child survival technologics; (particularly oral rehydration 

[) St11(-n I m uni zat I(In) , and (3) improving HOPH capabi1- t Ier, to 

coil ect, ann] yz e , and tuie data gathered on family planning and child 

.uiv1vi 1 V"erviceF to moni tor and marLFe pe-rfo rMancc. Specific 

fuC oMIc'tcn 1 each of thefse thrust1;, Hos t of theadd rCI r; important 

iut,comlonnt 1 , ho.ever , I . thet of V vhich more than 23wJM5 receiver 

p': cent o! prcoct fundelag, 'ith four of the other vubcomponentr. relating 

lar jy Ito ,uppoJrt (!A thnt nctivity. Irproving the effectivenesr. of VDMS 

Is US/i I)' . ,:11d the H1 i t y. lamjor focus under the project at present. 

Th,' emplr ar. On VI).!S, vith Ito combination of the key rix HCI/child 

r.u r r v, vii i!)tervnt ioni. reflctis the fact that the GO continues to 

ru , , t V L ll at 10:1, 'a1n.I y III innIng ttc t Iv t I or. vl thin the f ranmework of 

It r. r ,t :nn I I th progi nr, ociruslng ulnct entirely on childchid he 

rl ImCig. n itn Irocy, di1ogu', U;AI t. iizs ta-ltaneourly continuing to 

~c(,uI;,V. -re" ,.r cOnl cliouneFtr . Of the implictitionr. of the country's 

grovth it, tc oni deve 2opment. Step, In that ,ollcy dialogue axe designed 
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to increase G I esolve to affect the growth rate as demonstrated 15y
resource 
 aI] ccation, organizational 
 and vnanaqement 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, engagitg especially the ministry of Plan, and the private sector 
including the Moroccan Family Planning Association. 

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

IV. SCOPE OF LWRK 

A. Overa ]l Questions: The evaluation team will be asked to 
address
 
a set of eleven rmajor project-related questions. For each of these majorquestions, a series of subquestiors has been posed to guide the team in
specific areas of inquiry. The team will be expected to generate data,both qualitativ( and quantitative. based on interviews, field visits, andreview of a wide range of documentation and rratcrials. 

I. Contraceptiv(. P raC t c,- what extent has contraceptive 
prevalence increased among the tarmlet population? 

2. Coveracp -- lo what extent are contraceptive information and 
services available to the Moroccan population (rural, urban, byregion)? Ar-e gaps a furction of a lack of resources, 
infrastrvcturo. ,;triag(,r-ont or what? 

(Note In rspondirig to the above questions in particular the team 
will be expected to revi(w preliminary results of the National
r£urvey of Fari )y P1lanri rv. Frtility. isnd FlAmi ly HltCa]th 1987
([rJPFFSF) as w(-] a s(,r vice tatistics and results of any 
provinci.I or othewr studi vs.) 
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3. 	 Population Fu~arene55-1o what extent are key GO officials 

o 	 t,.kire of rapid population growth as a development problem? 

Government and private fitmly pliAiriny activitiesO 	 Aware of 


and results?
 

o 	 Committed to resolving or addressing the problem of rapid 

population growth? 

a) To what 	 extent has an increased awareness been translated 

into effective 5upport for population and family planning 

activities? Into increaised public communication about such 

activitie and about the prograM? 

b) To what extent are population information and demographic 

variables integrated into development planning and resource 

allocation? What 5;p(cific use of this infornkition has been made in 

development planning-? In re source allocation? 

4. 	 Demnd-s5 there any evidenc" from the ENPFFSP and Dther 

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 comuri cat ions 

strategies and planning at national and provincial level? To what 

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

atb) Are iAudiovisual mterials and equipment available 

national and provinc ir-l level to promote and support service 

delivery?
 

c ) What is th, capacity of the ?MDPH ard the rMPF to develop. 

test, produce ard disseminate aippropriate audiovisual materials? 
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d) To what extent have modern techniques 
andfor attitudinalmarket 
research message testing and 
impact education 
been used in
 

the development of promotional materials. 

To what extent
e) have project activities in
resulted 

increased 
knowledge 
 of confidence 
 in and 
 use of contrac2ptive
 

services?
 

f) What project activities 
appear 
to be most effective 
in
 
creating demand? 

5. VDMS-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-feeding 
and correct
weaning practices, and immunization? Input for much of this section
 
will come 
from the 
assessment 
of VDMIS 
 field effectiveness 
to be
carried out 
prior to the evaluation (see 
Section IV. 
B, Methods and
 
Prozedures).
 

a) What evidence exists of 
the effectiveness of 
VDMS workers
in various kinds of environments, i.e., urban, rural; and periurban? 

I) What are the 
 strengths-
 and weaknesses 
 of VDMS
 
workers by sex, 
in each environment?
 

2) What steps 
have been taken to increase 'ffecti'veness
 
or resolve problems faced by VDMS workers by sex, 
in each?
 

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

4) What problems are faced by VDIS workers in r-romoting
and providing fanilv planning services? In other area,,?
 

b) Has adequate 
 logistic su,)port, in the form of transport 
and supplies, been provided 
to VDMiS agents?
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c) To 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 use 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, communications, 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
 

oral rehydration therapy, vaccination referrals and administration,
 

and nutrition education been followed up and evaluated?
 

9) Is the packet of services provided by the VDrS workers 

appropriate in terms of target population's needs, demands, training 

of the VL 1S worker, and his/her credibility? 

h) To what extent is there an effective referral system 

between the VDMS worker and the health system, i.e., for 

immunizations? for cases of acute diarrhea; for malnutrition; for 

family planning services or complications; for pre- znd post-natal 

care? for other reasons? 

i) What forms of formal or informal collaboration are
 

prevalent betwe'en V1thS 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?
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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 VDIIS 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 sho~jld be
 

taken to strengthen the effectiveness of the VDMS program?
 

6. Data Collection and Analysis-To what extent do the data
 

collection and analysis systems of, and special studies carried out
 

by, the GO (tOPIH and MlOP) and private sector family planning
 

organizations provide accurate, timely and useful information on
 

service effectiveness and outputs needed to mznitor performance and
 

to manage effectively?
 

a) Assess the OPH monitoring syster. 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?
 

j What use is made of data collected at circumscription, 

been particularlyprovincial and central levels? What data have 
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useful for monitoring performance and 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
 

sources of family planning

studies of cost effectiveness of various 


services7
 

the

d) To what extent is there collaboration between 


use
collection, analysis, and of
Ministries of Health and Plan in 


data?
 

e) To what extent has the project contributed to improving
 

use demographic and FP

GOI capacity to collect, process, analyze and 


statistics?
 

extent is the project providing assistance
7. 	 Training-To what in
 

needs and organizing, implementing and

diagnosing training 


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 needed?
 

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 wihat extent has communications training undertaken
 

worker skills in promoting and explaining family planning

increased 


and child survival skills?
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B. Logistics Support--Is a full range of contraceptive supplies as 

well as other VDMS and MCH materials available on a continuincr 

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 VD S and MCH
 

commodities? Is provision made for adequate shelf life at all
 

levels 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 weaknesses exist in the public sector family
 

planning activities that could be filled by the private sector? 

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

Mission's private sector family planning strategy? 

c) To what extent are current activities in the private 

sector effective in increasing family' planning acceptance? In 

creating demand? 

d) What progress has been made in establishing a natural 

family plannirng capacity in the private sector? (Number of persons 

trained; numbers practicing; results?) 

e) What steps have been taken to eliminate administrative and 

legal barriers to the delivery of rP products and services by 

private sector providers? 
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10. Financing-To what extent are project activities fostering
 

increased Moroccan (public and private) financing for family
 

planning activities?
 

a) To what extent is adequate financing available for
 

services 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 VDIS for
 

the health system? Is informnktion available that permits regular
 

.monitoring of relative cost effectiveness of this outreach effort in
 

rural, urban, and periurban areas, as opposed to service from fixed 

centers and other alternatives? 

I.. Project rklniaement and Desgqn~-hat strengths and weaknesses 

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

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

strengthened?
 

a) USAID
 

1) Has Mission staffing been adequate to meet project
 

needs in terms of:
 

(a) 	 Management of technical assistance
 

(b) 	 Development and processing of documentation
 

(c) 	 monitoring of performance
 

(d) 	 Identifying probhhms i:,- possibilities for their 

resolution, Jrnd r . sponding to Identified GOM
 

concerns about the project 

(e) 	 Administr;4tive and secretarial support 
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2) 
 What 	 steps, regarding 
project design 
or 	 project

implementation 
structure 
in the Mission 
need 
to be taken to
 
increase project effectiveness?
 

b) 	 COM
 

1) Has Gc staffing and 
organization, particularly 
at
the 	 central 
 level, 
 been adequate 
 to 
 provide necessary

leadership, 
 support, 
 supervision 
 and 	 monitoring 
 to 	 the
project? 
 To 	 what extent, 
is 	authority, 
 responsibility 
and
 support 
 effectively 
 delegated 
 or 	 provided 
 to 	 the field
 
(provinces) for implementation of the project?
 

2) Are there additional policy and 
organizational 
steps

that 	the CGO could take 
to facilitate and promote 
child 	spacing
 
and 	family planning?
 

c) Other 1Donors
 

What collaboration 
and/or coordination 
has 	 taken place with
each 
of 	the fo]lowing organizations 
 (UNFPA, UNICEF, 
IPPF, WHO)?
What 	problems 
 been 	noted?
have 	 In what areas, should 
coordination
 

be strengthened'?
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Scope of Work for VDMS Field Effectiveness Survey
 

1. 	 BACKGROUND
 

In Morocco the VDM1S program w5as launched in 1977 in the Province of 

Marrakech as a pilot program . The purpose of the prograsm was to stud), 
the acceptance of FP services by the population and to collect useful 
data in this area. The encouraging data which were obtained have lead to 

an expansion of the VDMIS program in additional provinces and prefectures, 

28 at the boment, where basic health services a-e delivered including:
 

0 	 Family planning services
 

* 	 Oral rehydration therapy (ORT)
 

* 	 Control of child protein caloric ka1- ''rition
 

* 	 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 VDeiS program is one of the 5 coverage strategies used by the
 

Ministry of Public Health (MOPH) in attempts to assure the delivery of
 

basic health services in Morocco. More than 70% of' the population of
 

Morocco is presently living in areas covered by the VDMS program. Sirie
 

this 	program is now entering its fifth year of operation (a table listing
 

provinces and prefectures concerned by each of tile three phases u4
 

program implementation is presented under Attachment No. 1), the VMOP}
 

wants to evaluate the VDMS technical, operational and fin anria]
 

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

II. 	 PURPOSE
 

The purpose of this assessment is to collect information on the
 
results obtained by the VDMS program in urban as well as rural areas, arid
 

to provide m:iPH decision makers with the field leve). information required
 

to consider the changes to be made in the comprehensive approach, as wo))
 
as content, of the program in conformity with the MOPH basic health
 

services strategy developed in the provinces of Settat, gadir ;.J
 

Taroudant.
 

This 	study will be used by an evaluation team charged with reviewing 
the current collaborative program between USF::, and the MOPH in the art.­
of population and family plannirg actz.%'*ies. Thiv results and 

conclusions of this study be must availat,( prior to the montf, v 

December 1907. This Rrp concirrns the implem°etation of a study for the 
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MOPH which will provide 
the Ministry with qualitative and quantitatjve
infor-mation on the implementation of the VDMS program. This study Will 
be funded by USAID.
 

III. OB3ECTIVE THEOF PROJLCT
 

The 3pecifc objectives 
of this study are to: 

A. Collect information on how the VDIS pro9ram is perceived by: 

1. Persons usin the services (the population, community) andlocal officials (local authorities, elected officials awc people 
from
 
other sectors) 

2. M)PH staff (VDtIS Ac-nts, 3upervisor3, and personnel based
in t*FPH fixed facilities) 

B. Revicw the program's impact in changing th attitudes andpractices of consumert toswjard the use of FP and maternal child hoalth
services
 

C. Identify the progrars,' positive and/or negative effect 
relative
to other ? OPH preventive health prcxrams: 

I. Attitudes and work cornditions 
2. Volunie of services provided

3. Monitorinq and supervision of projram activities 
4. Population coverage
 
5. Program planning and r-liigcment 

D. Collect information concerning attitudes relative to 
 thhe
following points:
 

I. Possibilities 
for increased local participation in 
the

firiarc ijng of zervices 

2. Peor-qanizin 9 aspects of the program to reduce costs
without reduction in the quality of services offered (personnel, :upportmaterial s, increa;sed use of resources available in the community or 
through other ministry programs) 

E. Identify uspects of VD,1'the prowrarr which support i tsadaptation in line with the MOPH basic health strategy anrd potentia)obstacles linked to inodifyin program this manner.the in 
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TV. SCOPE OF WORK
 

A. Qualitative Research
 

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

a. VDMIS Clients (women) 

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

* Tie nature 
of services delivered by rank of

importance. Assess to what extent 
FP/MCH service needs are satisfied arid
identify which other needed 
services should be provided.
 

• The level of motivation created by the VDMS
workers (thru communication and demonstration activities).
 

* Changes in attitudes ard practices noticed by
VDfIS agents and thru review of services statistics.
 

• Level of under-3tandinj of activities and
services provided 
(FP, ORT, protein caloric malnutrition, vaccinations, 
anemia, etc.). 

.b. Local Authorities 

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

0 Levc l of effectiveness of male VDMfS workers
relative to female workers. 

* Identification 
 of other groups (Women's

associationi, social "ffairs, etc) or/and other staff 
 categories

(traditional midwives, community agents 
etc) able to provide or to help

to provide services off,,red under the VDMIS program. 

* ypes of changes to he made in the organization
of the prtxjrii,,i to render it nmore efficient. Irbdicate such changes.
 

o yevol of potentiAl community financial support
-vailatIblt. tor thr, prorra . 

C. V[e1!.; L4orkers "nd SupVrvi sors the survey to becorvlucted injr*j the VbiMS worLers and supervisors wi) I focus on establish 
the following points: 
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* Worker opinions concerning the VOMS program and 
their role In the program. 

* Types of groups (women's associations. social
 
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 t'KH. 

* Opinion of the staff on all the services and 
commodities be ing provided. Other 3ervices requested by rank of
 
priority, including those which are not provided.
 

Problems encountered and how they are being
 
resolved.
 

0 Collaboration of the VDMS workers with people 
from other organization,, agencies, institution3 (local authorities, 
elected members, staff from other health programs). 

* Views of workers concerning their working
conditions and the logistic suppojrt they receive. 

* Type of trainin received and appropriateness
 
for assigned tasks.
 

* Changes in the attitudes and practices of the 
women rccorded by the workers while delivering VDMS services. 

* Means used by VDIS staff to monitor and evaluate 
their activities. 

* Nature of relations between VDMIS agents and
 
their supervisors.
 

2. Observations and Interviews: the second compornent of the 
qualitative study will consist in observing the VOMS workrrs on the field 
and in interviewing the VDM1S workers, their supervisors and the staff 
working in dispensaries, clinics and health and reference centers. The 
following issues will be addressed: 

a. fAttitudes and reactions of VDS clients relative to 
the sex (, ale. fer.ale) of the VDf1S worker. 

b. lype of inforvration actually provided by VDMS workers 
to their clients (for each activity). 
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c. To whtat extent is the VOMS worker convinced regardirg
the efficiency of the door-to--door method of providing health sQrvices in
general. Is the worker well qualified.
 

d. Procedures used by VDM1S workers to introduce their
visit and 
offer their services. Identification 
of most appropriate

procedures and of the blunders to be avoided. 

e. Appropriateness of the utilLzation by the VDMIS worker.of demonstrations as a motivational and info-vational tool. Describe 
process and accaracy rf execution. 

f. Type of documentation being maintained and in whatcondition. Describe general status of forms. notes, tables and repurts
maintained by the workers.
 

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

h. Avcrage number of clients 
visited each day relative 
to the number expected and perceptions concerninq the adequacy of
 
coverage.
 

i. Type 
 of services delivered to households by
geographic areas. 
 Changes recorded in services provided. Indicate the
 
quantity for each service. 

.j. Availability 
 in a timely manner of needed
commodities. Types 
of problems encountered 
regarding transportation.

Usefulness of carryir items in the VDfIS bag.
 

k. Type of inforrmtion available on costs and budget.

How is it collected and used.
 

1. How are cost data taken into consideration.

activitie. projected accordirKj to available budget and 

Are 
required expenses.
Type of activities being undertaken based on fund availability. 

M . ChangKes in the attitude of thc. VDriS worker vis-,--vis
services to be delivered as a result of the allowance received, in 
the

VDMiS program, in a clinic or in an other situations. 

n. Problems related to the fact that the agent is a nnor a won6-An. Chanrnes which could be rrwde to addr(,-es these problems. 

o. Charnes recorded in the L),''Avior of the populationcovered urver the V~rIm progran and which ca- be attributed to srvices 
delivered urder Vf)mi5. 

P. Perceived value of to. VDI S worker p i .tior.Turnover rate of VDMP workers. Why do they .-. 
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q. 3ob opportunities due to 
VD9S experience (within ?MOPH
 
or SmoM.horQ 
*le). Other Jobs pr-eferrQd by VDS worker, 
in the health
 
system; why7
 

r. Acceptance of clients 
toards 1) the VDIS agents; 2)services provided; 
and 3) the way services are delivered (to their home,
or in a renter). (List any 
m.isir services; 
services to be delivered at

home preferably; and services 
to be provided outside the VDMS program).
 

s. Level of efficiency of th, agent in terms of
cormunication of infors.ation and organizing demonstrations.
 

t. Knowledge 
acquired by VDMS ueneficiaries (FP, ORT,
protein caloric malr-u:-ition, vaccination, anemia, etc) 
in relation with
 
the above.
 

u. Cehavior expected 
from beneficiaries 
to obtain health

services in case 
the VtrIS program was cancelled. 
 Listing of alternatives.
 

v. Opinion of various 
officials regarding the 
impact of
 
the VDtMS 
on remaining MDPH activities.
 

W. Frequency of VDM1S visits. Time devoted by 
tne worker

(enough or not) durirn visit. 
 Number of visits desired per year.
 

x. CT rxe- in the profile of tMOPH clients following the

introduction of V&DMS. 
 Reasons for these changes.
 

y. List of interventions viewed as 
inappropriate or less

important for the area or 
region in question.
 

B. Quantitativo Research
 

The collection of quantitative data on progress recorded in the
implementation 
of the VDMS project and the Ministrys' child survival
 
programs w:11 be conducted on the 
basis on the indicators/measures of
 
program efficiency listed 
below. In order to analyze such data it is
 
necessary to 
know which data are available, at what level and to be able
 
to follow thcir circulation.
 

1. Basjc Project A'ctivities/ServJce Inforration
 

Durin 3 the study, inforinition on the following subjects

will be identified arv- collected:
 

a kjz er and percentage of VDlS workers having receivedappropriate trainir3 in PF, oR, vdaccirat icn, anemia, br(eastfeedi ry,
nutrition, etc.
 

b. DwOf referentceVs being done, Their nature.direction. level of c -dination within t w roPH system or with others. 
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c. 	 Process b2ing followed to establish a schedule of
visits. Num er of visits per year, and frequency. Length of the shortest 
one, and of the longest one.; , 

d. 	 Quantit-4 
of ORT packages being distributed (in the
 
field and by each agent).
 

f. 	 Number and type of vaccination completed. 

f. 	 Percentage of vaccinated children per type of 
vaccination. 

9. 	 Available products: Quantity 
 of 	ORS distributed
 
number of dozes 
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
 
progranmed. 

j. 	 Access to availab]e inforrmation 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 infornmtion, commenting of 
 the. Reliability of this
 
infornation (a more comprehensive evaluation of infornmation reliability
 
will 	be conducted later).
 

a. 	 Number and percentage of health worke-s able 
 to
demonstrate their knowledge and ability in ORl/FP/varcination/ 
breastfeedir3/nutrition/anenia, etc. 

b. Number and percentage of persons aware of
ORT/FP/vacci at ion/br;astfeedirv/tutrition/anemia, ctc 

c. 	 Number und percentage of children who have received 
&II vaccinat io.. 

d. 	 Number and p-rcentAge of children breastfed and
receiving add...onal food at 6 w-or.hs.-­
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e. Number and percentage of children who have beenweighed duriNg 3 previous mionths. Number and percentage of high riskchildren who have been followed. 

f. Available informTation on cvt. for each type of
 
activity.
 

Also, the .vailability of following constants 
should be
 
rev iewed:
 

a. Mrtality rate/age (0-12; 13-60).
 

b. fortality as 
 related to diarrhoeas (0-60)/10.OO0.
Was the child suffe-.rog from diarrhoea during 
the period preceding his
 
death?
 

c. 
 Severe rate of dehydration associated with diarrhea.
 

d. Mortality rate associated with measles.
 

e. 
 Mortality rate associated with neonatal tetanus.
 

/1 
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William Trayfors, AID/ represcntative
 
submitted to USAID/Rabat March 1988.
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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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MOROCCO: USE OF CONTRACEPTIVE METHODS
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Three successivc surveys have shown increasing prevalence of contraceptive
 
use. 2>,e to definitional problems, only the "any methodP-
 index is available
 
fcr 1970-80. 
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MOROCCO: EVER USE OF CONTRACEPTION
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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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MOROCCO: CONTRACEPTIVE PREVALENCE
 
NON-SINGLE FEMALES 15-49 (1987 ENPS)
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Urban contraceptive prevalence is considerably higher than rural prevalence.
 
VDIMS Provinces have a higher prevalence rate than do non-VDMS provinces, especially
 
in rural areas.
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RURAL/URBAN AND VDMS VS. NON-VDMS
 

PERCENT
 
30 

25i
 

2 0 ­

1 5 

10 

5 

0 
URBAN RURAL TOTAL
 

SOURCE: ENPS 1987
 

= VDMS M NON-VDMS
 

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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MOROCCO: NEW PILL ACCEPTORS 1981-87 
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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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MOROCCO: MOPH FP ACTIVITY 1981-1987
 
IN VDMS VS. NON-VDMS PROVINCES
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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
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This chart illusLtates the exceptionally strong impact of VDMS on recruitinq
 
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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MOROCCO: CUMULATIVE NEW FP ACCEPTORS
 
MOPH SERVICES 1981-1987 (ALL METHODS)
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Over the 9Si-87, VDMS accounted for rore than twice as many new acceptors 
cra ..as.. 3d n- D-, rovinces, and slightly more new acceptors of other
 

,,~thods. NE tUD acce: ors and VSC acceptors recruited and referred by the
 
VDMS -roram anre NOT counted as VDMS activity. 
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AGADIR: RESUPPLY FOR ORALS AND CONDOMS
 
FIXED AND AMBULATORY SERVICES
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Family planning activity in Agadir has been steadily growing since 1979.
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AGADIR: NEW ACCEPTORS BY METHOD
 
FIXED AND AMBULATORY SERVICES 1979-87
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Note the generally increasing level of new acceptors for the past decade,
 
especially of condoms since 1983.
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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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In Marrakech, there has been a decline of new acceptors of orals since
 
1984, and a slight increase in IUD use.
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MARRAKECH: NEW ACCEPTORS FOR ORALS
 
FIXED CENTERS 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 V-DMS outreach.
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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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MARRAKECH: FAMILY PLANNING ACTIVITY
 
VDMS vs. FIXED SERVICES 1983-1987
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In Marrakech, the overwhelming percentage of all family planning activity is
 
carried out by the outreach program, a steady trend since 1984.
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SAFI: NEW ACCEPTORS ORALS
 
VDMS vs. FIXED SERVICES 1981-1987
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Note the tremendous increase in new acceptors of orals with the introduction 
of VDMS in Safi Province in 1986. 
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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.
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EL JADIDA: NEW ACCEPTORS 1982-1987 
FIXED + VDMS -- ALL METHODS 
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El Jadida appears to be having a continuing problem in recruiting new
 
acceptors for family planning.
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EL JADIDA: NEW ACCEPTORS ORALS
 
VDMS vs. FIXED SERVICES 1982-1987
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Since 1982 there has been a big decline in new orals acceptors, both in VDMS
 
and in the fixed centers.
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EL JADIDA: FAMILY PLANNING ACTIVITIES
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Overall family planning activity in the province seems not to be impressive.
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CASABLANCA-ANFA: VDMS NEW ACCEPTORS
 
JULY 1986 THROUGH JANUARY 1988
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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
 
and continuing to the end of the year. Outlook for 1988???
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CASABLANCA-ANFA: VDMS FP "USERS"
 
JULY 1986 THROUGH JANUARY 1988
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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.
 



CHART T2?
 

M-T'0 . EP TI" E PRE"'ALE-].,-'E B ( PFCVI MOE
 
PEP.R'U E[Fr 5.:Llr,,' HLA TI''1.L A",,EFA.',T 

. 
.... 

p- .... °. .. ./. / ... .. -. 

-­ 1 2 i- .- / . ,- ."- -- Z .-.. .1' 

-- -" " " ', -I.--.- - -' - " - . . / 
L J1 

- n yz/, , ..- .. ....­ - / , 1 -0-/, -," . .'*' , .l .. -. - .N 

-W .. ft-I . -' .. a­

(J-) 2 to __. ..... " , t" ,.; ' .. , .. . t , " ,, T / aI
,~ 

small. 

4- ..... ,., /... 

-24 
-. ./" 2 , .o 

,r,-C1 . - - - ." " , -

. .- o 
-

/-" /: , ,, 

LL ,.-... J ~ ~ ~E,.I ,, .5 .oL)-L." .. - -" . .. 

-I._. ... ,, .....,,.',.."JULY/,1 -" 

4-Thschr sos 
toteEPSfnigs-ATO 

ho roice hihar blw 
o 

h ntonl vrae acrdn
"tenmbrcat 2 and T26' ar s" a 



FTiI[I F, F L..IT'- TRENDS M :C,CC
 
11'­

1£.: _FF, --t-- . .
 

¢,...., -­

" 1 ¢ ' - M 

-11-NMOROCCO 
Lii 

-75 

7) 

1 7-51977-5 9 - Z5 

0 ------ ,!(s e- ' NQ: -VC--

It would appear that infant mortality is significantly lower in VDMS provinces. 
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MOH Management Training Structures and Personnel Needing Training
 

11. Project Management
 

b) Minist6re de la Sant6
 

En injectant do nouveaux moyens et renouvelant les fagons de penser 
et de travailler, le projet VDMS a contribu6 & revigorer le management & 
tous les niveaux du syst me de sant6. Le VDMS a remis au premier plan 
une notion fondamentale en sant6 qui est celle de couverture*; il a 

confront6 les administrateurs avec la n6cessit6 de la planification, la
 
programmation, i'6valuation, le monitoring dans un systhme qui s'6tait
 
assoupi. Le VDMS a aussi contribu6 & faire comprendre l'importance de la
 
communication aussi bien avec les clients qu'entre agents du systhme de
 
sant6. En brof, le VDMS a favoris6 la redynamisation non seulament de la
 
planification familiale mais aussi de l'ensemble des soins de sant6 de
 
baso. Il a 6t6 un des facteurs qui ont amen6 le Ministre & tous les
 
niveaux & s'engager sur la voie du "management moderne" dans lo secteur
 
sanitaire. C'est co qui a permis au Ministhre non seulement d'introduire
 
avoc succhs lo programme dans trente Provinces, mais aussi d'6tencre
 
rapidement a toutes les provinces certains 616ments essentiels de son
 
projet do soins de sant6 de base; i.e.: d'amener les provinces & faire le
 
bilan de lour infrastructure, ciconfectionner un nouveau plan do
 
couverture, i red6ployer lours ressources, a participcr activement & la 
pr6paration du PLAN 1988-1992 en r6alisant un PLAN PROVINCIAL, toutes ces
 
op6rations culminant dans les Journ6es Nationales de Vaccination dont le
 
succes a d6montr6 l'incontestable maltrise du Ministhre au niveau do la
 
planification, de la programmation, de la communication et do l'ex6cution.
 

Ces r6alisations n'ont copendant 6t6 possibles quo grace -a
 
l'ongagement et - l'implication do tous les instants d'un petit nombre
 
d'individus tr6s bien form6s ot exp6riment6s qui oeuvrent au niveau
 
central)(K. Le fait quo le syst6mo de sant6 d6perde do ces quelques
 
personnes pour so dynamiser, innover, so d6velopper, atteste do la
 
fragilit6 des changemnents en cours. Ii est donc important do donner
 
rapidement i un plus grand nombro d'individus, aussi bien au niveau
 
central quo p6riph6rique, les (onnaissances, habilet6s et attitudes qui
 
leur permettront d'(tre i lour tour des agents plut6t que des ex6cutants
 
du changement
 

Assez pariAdoalneent, le Ministaro a peu investi en moyons humains au 
niveau de la gestion centrale du programme do PF ot do cc fait, c'ost 
peu pros lo niC ne nombre do personnel quo celui qui a pilot6 
Pimplantation du programme dans trois provinces en 1982, qui g6re
 
maintenant cueui-ci dans plus do trente provinces. Ceci t6moigne
 
incontest.ablo ioent d'uno crois .Sance ph6no6nrale do ]a productivit6 de cc 
MCOmflporsCne]l MisA en monte tenps a constitu6 sinon un frein, du moins 
une contrainto 1,u p1 cn 6paroui5ss omrnt du programme national do 

,I---
'--Corte tfiAron do corc,,voir ]ia couv,.,rture dAns VD[MS est simpliste 
Ot sa ,tr,AtfJi , West, qu'un "ron kec" do 1'itin(,r,nce trAd itionnelle. Il 
fa]iA i t ceprid,irt pF).asor piAr IA pour Arr iver aux s t rat gi vgs plus 
sophi-t iquc,,! proj tt 9; 

* Lia ct o iv , observcnio.miw !, (t. iau riiv Pau de Provinces ou ]es
"performnance.s" du .y.,,'-me d6pondont Iargemont do ]a personnaIit6 et des 

comp6trices du miedc ir-chef. 

Vj 
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planification familiale. Le SCPF a du 
en effet et malheureusement
 
consacrer 
l'essentiel do ses efforts A "administrer" vignettes,
 
indemnit6s, stocks, etc., plut6t qu'. 
"g6rer" le programme, c'est-A-dire
 
1) A rechercher tous les moyens pour le faire tendre le plus vite et le
 
mieux possible vers ses objoctifs fondamentaux de diminution de la
 
mortalit6 et do la morbidit6 maternelle et infanto-juv6nile et
 
d'augmentation de 1'intervalle interg6n6sique, et 2) i pr6parer l'avenir
 
en 61aborant des scenari originaux pour faire suite i la strat6gie VDMS.
 
La lenteur du d6veloppement et de la mise en op6ration d'un v6ritable
 
syst6me d'information do gestion par objectif, do m6me qu'un certain
 
d6s6quilibre actuellement observ6 dans le mix de m6thodes contraceptives,
 
t6moignent A leur fagon de la contrainte pr6citee.
 

En bref, donc, si le programme de PF est "administr6" de fagon tras
 
satisfaisante, ii lui reste encore a ai.,6liorer sa capacit6 de g6rer A
 
tous les niveaux en fonction de ses objectifs fondamentaux et de produire
 
les id6es ct d'6tre & l'origine des initiatives qui assureront non
 
seulement sa survie mais aussi son plein 6panouissement.
 

Management training
 

Depuis quelque5 ann6es la fagon do "g6rer" les services de sant6 a
 
beaucoup 6volu6 au Maroc. 
 D'un style do management paternaliste,
 
hi6rarchique, statique et bureaucratique, non responsabilisant et pout
 
motivant pour les agents, on est pass6 a une gestion plus active at
 
cr6ative, plus stimulante redonnant lour vraie place aux objectifs
 
fondamentaux du syst~me do sant6: 
 fournir des soins et services
 
pr6ventifs et curatifs do qualit6 et accessibles. L'image do la sant6
 
publique aupr s de la population s'est am6lior6e. 
 Des besoins et des
 
attentes ont 6t6 cr66s. En m~me temps, 
on a r6alis6 quo les ressources
 
dont dispose et dont disposera le syst~me sont et resteront tras
 
limit6es. Le Ministre 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-6tre convaincre le gouvernement de lui on accorder plus - boucle de
 
feedback n6gative). Tirer le maximum de profit, cela signifie qu'il faut
 
et faudra 6tre hautement productif aussi bion en dispensant des services
 
de qualit6 que dans les efforts consacr6s i obtenir le support et 
 'aide
 
des autres minist~res, des collectivit6s locales et des clients
 
oux-memes. C'est 
tout un d~fit et les agents du Ministate sont les 
premiers i&admettre qu'ils sont mal prepares le rolover. Un plan 
global do formation en nianagement i tous les niveaux est ainsi esquiss6 
dans le PLAN 1988-1992.
 

L'importance fondanentalo et la n6cessit6 de la formation an 
management ost donc econnue par le Minist6re de la Sant6. 11 convient 
cependant d'insister sur Ie fait quo les actions de formation sont 
d'autant plus indisponsibles dans le contexte maroc,.in do dispensatiun 
des services de sart( que celui-ci se caract6risv par: 

1) un (developpenrient importAnt des progriAmmes dans los derni6res 
ann~es: e!ens i orn du V[.)", progrAcifie do vaccinatior, projet do 
d 6 veoppem,'t dos -.oins do sant6 do bias, etc. 

2) ure stacrgation des r ,ources huni, irwes, m dicales et Surtout 
param6dicabes, disponibies pour g6rer et exe-cutr les actions sanitire3. 

http:maroc,.in
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La coexistence de ces deux ph6nombnes appolle donc une plus grande 
rationalit6 dans l'utilisation du personnel, sinon la pression t6t ou 
tard fera "sauter le couvercle de la marmite". Elle implique aussi quo 
les agents sanitaires soient capables de mobiliser les ressources locales 
pour combler, au moins en partie, le d6ficit en ressources humaines 
auquel le systhme de sant6 doit faire face. Or, cette capacit6 do 
mobiliser d6pend essentiellement de la cr6dibilit6 de ces m6mes agents,
 
cr6dibilit6 qui est el1e--m6me fonction do la pertinence et de
 
l'efficacit6 do lours actions, donc de lour capacit6 d'utiliser leur
 
temps de la fagon la plus rationnelle possible. On en revient ainsi a la
 
question do la rationalit6 de l'utilisation des ressources d6j invoqu6e.
 

Or, ii existe au moins deux conditions n6cessaires & une utilisation
 
rationnelle des ressources: c'est quo les agents soient bien form6s
 
techniquement, mais aussi ot peut-6tre surtout qu'ils soient capables de
 
bion diagnostiquer les probl6mes, d6terminer et prioriser les besoins,
 
identifier et comparer les diff6rentes options disponibles pour y
 
r6pondre, programmer leurs actions, 6valuer enfin les r6sultats de
 
cellos-ci.
 

Si 'on accepte le postulat que la formation technique des personnels
 
est assez bonne, et si 'on considbre par ailleurs quo, dans le cadre de
 
cette formation technique, les agents 3anitaires sont peu expos6s aux
 
th6ories/concepts/outils etc. de la planification, do la programnmtion ot
 
do la 9estion, il apparait assez evident qu'un effort tout particulier de
 
formation doit 6tre consenti rapidement dans cc sectour, Ceci n'exclut
 
6videmment pas la n6cessit6 de certaines actions sp6cifiques do formation
 
continue a car-act re technique. On devrait cependant s'attendre a ce quo
 
dans le 
futur, les proportions respectives de la formation technique et 
de la formation en "gestion" dans l'effort global de formation soient 
invers6es, savoir 75% pour la gestion et 25% pour le technique. 

Dans le pr'sent )rojet AID, on a fait beaucoup do formation continue 
mais essentiellement de la formation technique. La formation on
 
communication donn6e a plus de 5000 agents nest cependant pas sans 
rapport avec les habilet(s que doit poss6dor tout gestionnaire. Une 
containe do gestionnaires provinci;Aux ont aussi reou une formation en 
qestion du VDM1S: sa portee 6'tait cependant tr~s limit6e puisqu'il 
s'agissait essentielloiment do qestion des indemnit6s, dvs vignettes, (Jes 
stocls, etc. du programme. Dans cc type de formation, on apprend on 
gCn6ral plus des rocettes ad hoc qu'on acquiert des connaissances do base 
(cc qui ne veut pis dire quo co n'6tait pas n6cessaire pour lo bon 
fonctionrionwnt du programme), 

Diver 0*,, -sos sions do forin,,tion do courte dur ' en planific Ation, 
progrtinmf,tion ot. ovaluation ont aus!si ("tU organt 5(es iu Maroc par divers 
doniatour,. MA 1hourou ' eniri t sar, (r Ande coordinator) ot el e5 n'ont 
touch, qu u'n riombr rtstreirit d'iridividus. Un certain nombre de cadres 
du Mini ,tire Wit ,'usS briofici , do s tagovs/Ludrs ,e court(- ou nioyenne 
dure',o 4'A ]o t4-(rjour. 1] (,St impo05 itHo do r ontor tout(-s c,5 actions do 
formA io n m-ak i I (St (ort,i r qj '(,11 4-. ort vu do ImpAct -, Cv soot eles 
q u IiA v 'C ' ,ivo',r n'n,,rit de pro(jrord tti(,' ( )tomr V[M , .!;f 'iot I v Prtl orit cOnidu it 

Iosv Adr v !,, uy !,ti sa r 
t 

i, 'A trl (w(1 o t io r r on r rlu' i mod'roiv d(- Ia 

(3'o , (tr i, 

r'avc".Le lMfi i ste ro, compt, A i , {' ,ord. ] 1 .1i1ii'it .Iur tr is structures 
puur- supporter son offort dv form,Ation on iiAriJ(J(,morit. 
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L'Ecole des Cadres du Coll6ge de Sant6 Publique qui existe depuis
 
.... ans
 

Le Service do formation continue cr66 au d6but 1988
 
L'Institut de Recherche et Formation on Sant6 Publique dont la 

cr6ation devrait avoir lieu prochainement.
 

1) L'Ecole des Cadres
 

L'Ecole des Cadres produit les ASDES (Agent de Sant6 Dipl6m6s d'Etat
 
Sp6cialis6s) qui sont des param6dicaux appel6s & exercer des fonctions
 
d'enseignement ou d'encadrement. La formation des ASOES reste
 
essentiollement technique. Le curriculum de l'Ecole des Cadres est
 
cependant en 6volution et pourrait l'avenir 6tre davantage ax6 sur
 
l'acquisition de connaissances, attitudes et habilet6s de gestion.
 
Actuellement, co curriculum est encore faible dans le secteur de 
 'art et
 
de la science de la gestion. (Il reste que malgr6 cette relative
 
pauvret6, les param6dicaux ont quand m6mo ainsi la chance d'6tre expos6s
 
A quelques principes et outils de gestion, chance quo les m6decins n'ont
 
pas, la gestion 6tant totalement absente de lour formation. C'est un
 
probl6mo grave puisque cc sont ceux qui occupont les fonctions (do
 
gestion) cl6s dans le secteur de la sant6 publique).
 

2) Le service de formation continue
 

Depuis 1981, un grand nombre d'actions de formation continue 
ont 6t6
 
conduites mais sans grande planification, ni coordination, ni 
6valuation. Aucune structure n'6tait en offet responsable de la
 
formation continue au niveou du Ministre et les donateurs ne se 
pr6occupent guLre do coordonner lurs actions. D6s lors, chacun des 
services ou divisions r6alisait ind6pendamment se propres actions do 
formation avec 'aide des diff6rents donateurs. Cotte fagon do proc6der 
6tait par certains c6t6s peu productive; exemples: redondances dans le 
contenu do cortaine s iActions do formation, 6clatement dans le temps et 
dans P'srpaco d'a-tions qui auraient pu fort bion Etre r6alis6es 
cons6cutivenrit daris ur, n e lieu, etc. 

D pIlus, lot, (Actilons do formation 'taient command6eos du niveau 
central (,t rm 6eporidii nt pA! toujours, au moins !n torme do priorit6s, 
au)" ksoli dw, d if f~r rnto s province s/prfec tures 

Ptar iillurs, los aictions do forTrirtion technique ont it6 beaucoup 
plus rinubrvu-, ueesquo de en organisation/gestion:10'5iACtions foi,ntion 
+ 75% pour 1w. pronie os ver'sus 25% pour les socondes. 

Io Mirnist,ro i r(',(vwnwrt d',:idC', do cr-, er Urit? structure responsable do 
Ia for,;iat iun (om t iru,, .,ri diroctour- ( I P riomi, 1v 22 janvier 1988. Il 
est .t st( d'urw ('qui[rw do qutre portsnrus , toutes iiyant uric for-Ation 
para(d i (l,A C(ot. to , trur:ture doi t rl4i t nant " f: ir S i paI ACV" , so faire 
reconrina tr ,pr 1 ,., utro!r srv i(cS pours-;a Comptorco ot I'excellence 
des s orvi(es, qu'ol ol, I our rn-rid, ]1 (,t ;4 nutr quo lo direct.our do la 

furm it b)r (uti n i r i . pA,A d '4t ri to(, i i(',r, rchique, sur I vos autro s 

di v -, i (t is 4, 1 r v i ((,. Iu ,) AJt.Oriti'- rio put otro quo foricti r iel ,e t ne 
i i % r.A (dunm r riwo tt1ji. ((Airl-, Im ,t ur( , )'i Ii'1 A (uoI]Iv pr-r idriAii( dI .CA i ons 

d ri-. ., t rii, jaJ tIn]I [)rp i r i. ( or r i,,p{ridr ()rit wv tortes, (-t AkJx bo ' inoirs ausss 
1)j r (id rii vo,iu ( onit ra] qu,(, d 14 ,r np',r I I v t crt air) que Ital o . 
per ,pt In(r d "itl ,()I Ii pitut qr 4nidontorit var j or d 'utt ni v lu A ]'iAut re, d'un 
prtiqJr.ill(, o d'i ( rt(1i in ,r v i o ; n ii, tre aris ctto ri('rsp( i t uctve a 

V 
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direction de la formation continue doit donc se doter rapidement do
 
m6canismes lui permettant, de concert avec toutes los instances
 
concern6es, d'identifier les besoins de la fagon la plus objective
 
possible.
 

La direction de la formation continue conduit actuellement une
 
premi6re action d6cisive en ce sens. Ii s'agit d'6tablir le bilan do
 
toutes los actions de formation continue conduite au Maroc dans le
 
secteur do la sant6 depuis 1981. L'enqu~te, dont le terrain est
 
maintenant tormin6, comporte trois parties:
 

partie I: chaque province/pr6fecture fait le bilan de toutes les
 
actions de formation dont a b6n6fici6 son personnel
 

partie II: chaque action de formation est d6crite
 
partie III: le portrait de chaque formateur actuel et potentiel
 

est 6tabli (on a ainsi recens6 + 500 formateurs A
 
travers le syst6me de sant6).
 

Les donn6es de l'enqu te sont en cours d'exploitation par le SIES.
 
De plus, la base de donn6es qui vient d'6tre constitu6e travers
 
'enqu6te devrait cin rtir 6e maintenant .tre mise A jour au fur et &
 

mesure d- la r6alisomtion de nouvelles actions do formation.
 

On peut donc dire qu' ]'heure actuelle, la relative confusion qui a
 
pr6valu dans le pass6 au niveau do la formation continue a c6d6 la place
 
a la coordination et i la concertation. Cependant, l'6difice qui vient
 
d'6tre b&ti est encore fragile; sos ressources humaines sont pou
 
nombrouses et manquent elles-m mes de formation, sos moyens sont eux
 
aussi tr s limit6s. Soutien et renforcement sont donc de mise.
 

3) L'Institut de recherche et formation en sant6 publique
 

Enfin, troisi6me structure, le Minist6re projette de cr6er un 
Institut de Recherche et Formation en Sant6 Publique (IRFSP) qui, selon 
le Plan, serait "sp6cirlis6 dans la formation des cadres sup6rieurs 
(m6dicaux, param6dicau, et administratifs) dans le domaine de 
ladministration sanitaire, oe l'6pid6nmiologie et la m6decine sociale.
 
Cette, institution se chargerait de 'organisatio, du recyclage et de la
 
formation (courte, moyenne, ]onq,.e dur6e) pour r6pondre aux besoins du
 
Minist6re do la Sant6 Publique et ceux d'autres organismes. Cette 
institution devra 6tre un important outil de d6veloppement de la 
recherche op6rationnelle sur le syst me sanitaire, 6tre ouverto sur los 
diverses institutions do formation et do recherche universitaire et 6tre 
capable do d6volopper des liens avec les divers secteurs do 
]'administration .... Cette institution devrait 6tre suffisamment souple 
pour .chapper aux contraintes structurellos imposees par le 
fonctionneinnt du riisti':re, sans toutefois avoir 1'ind6pendancc qu'ont 
los Univorsit's par rApport aux priorites ot aux n6cessit6s du plan do la 
santU ot dos dJff6rent-s projets g6ros par l Minist~re". 

Cotto volonto6 s' st concrotJs6e par 1a rise sur pied d'un comit6 
technique (t scientifique de 1 rnembros, Au moins trois missions 
d'iAs s s tarwe t.echriquo( de courto dur(o, (doux supportes par 1'ACDI et 
]urn support ee pAr ]'Al) on f6vrior 1908 ), ont k6 consacroes au projet 
do I'l R";P AiA 1 'hooro ,dCtie]1e, est pro vu, avant njme ]a constitution 
forme.Ie de '1RIS11, qu'un embryon do progrimme (5 6 cours do 3 cr6d its 
= 45 houres) soit lanc6 par Iv biais de sessions intonsives associant des 
porsonnes r(ssourcvs iwarociaines et 6trangyres. 

http:forme.Ie
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Nous venons de voir quo le Minist6re disposait ou allait disposer do
 
trois structures pour assurer la formation en gestionx. On pout
 
maintenant essayer d'estimer quelles sont les client6]es potentielles de
 
ces structures pour juger de limportance de l'effort 6 fournir (on so
 
pr6occupera seulement ici de la client~le des agents oeuvrant pour et
 
dans les soins de sant6 de base aussi bien au niveau des administrations
 
centrales et provinciales quo du terrain).
 

Cette client~le pout grossi6rement 6tre d6crite comme suit (on notera
 
que notre soul propos ici est de donner des ordres de grandeur):
 

Administration centrale
 
M6decins hors cadresx(M 50
 
Autres hors cadres 25
 
Cadres m6decins, param6dicaux, administrateurs 100
 

Sous total 175
 

Administrations provinciales
 
M6decins chefs de provinces (= hors cadres) 50
 
M6decins chefs du SIAAP 50
 
Administrateurs-6conomes do provinces 50
 
Administrateurs-6conotres du SIAAP 50
 
Majors du SIAP 50
 
Autres administrateurs 250
 
Animateurs de la province m6dicale et du SIAAP 500
 

Sous total 1OCO
 

Terrain
 

M6decins chefs de circonscription 500
 
Majors do circonscription 500
 
Chefs de secteur 1500
 

Sous total 2500
 
Grand total 3675
 

Cette client&le par profession se distribue donc A peu pros de la
 
fagon suivante:
 

M6decins 675
 
Param6dicaux (ASDES ot ASDE) 2610
 
Admini strateurs-6conomes 390
 

SCes structures sont aussi responsables do la formation technique A
 

divers dogr~s ot gidiff6rents niveaux.
 

00 Par "hors cadre" on entend ici les plus hauts responsables. 
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En ce qui concerne les param6dicaux, la majorit6 de ceux-ci sont des
 
ASDE. En effet, en 1987, selon les donn6es du PLAN, les param6dicaux se
 
r6partissaient comme suit:
 

ASDES ASDE ASB Total
 

SSB 113 1789 7039 8941
 
Hopitaux 256 3533 6242 10031
 

Admin. provinciale ) 
( 411 1151 1108 

Admin. centrale + en ) 
formation + en affectation ( 1469 

Total 780 6473 14389 21641
 

Ces donn6es indiquent que, sur les quelques 2600 param6dicaux
 
former en management, au moins 2000 sent des ASDE qui donc n'ont aucune
 
formation en management. C'est aussi le cas des m6decins.
 

Les nombres pr6sent6s ci-dessus montrent que la tache est surmontable
 
et cela dans une p6riode relativement restrointe (± 5 ans) si on procede
 
de fagon diligente. Les t&ches qui apparaissent les plus pressantes A
 
1'heure actuelle sont les suivantes:
 

- renforcement du curriculum do 1'Ecole des Cadres dans 
le secteur
 
de la gestion; ceci implique en particulier le renforcement d'un certain
 
nombre d'enseignants dans cc secteur et l'ongagement de quelques
 
enseignants sp6cialis6s en gestion des services de sant6;
 

- renforcement du service de l'Education continue (moyens humains
 
et techniques) au niveau central et provincial (i.e.: responsables
 
provinciaux de la formation continue);
 

- cr6ation de 1'6quipe de 1'Institut de recherche et formation en
 

sant6 publique;
 

- 6valuation des besoins de formation tous les niveaux;
 

- 6tabli:sement d'un plan global de formation pour les cinq
 
prochaines ann6es et programniation des activit6s do formation.
 

Recommandations
 

11 est certain que la formation en gestion d6passe la probl6rnatique
 
de la planification familialeO. Il reste cependant quo le succis de cc
 
programme continuert de d6pendre de fagon critique des capacit6s de
 
managemenrt des agernts du Minist're, o particu]ier au niveau du terrain.
 

[ 
la cr6ation d'un centre r6gional de formation on logistique PF. Ce typo 
d'action est 6videmnent tr' s important pour am6liorer IQ management do la 
PF mais ii a des ]imites 6vidontes. 

+ La mission AID et le MinistUre 6tudiernt actuelleniroi. la possibilit6 do 



E-8
 

Dans cette perspective, nous recommandons A 'AID de supporter
 
substantiellement les entreprises de formation en management 'u Minist6re
 
au niveau de la formation continue, de l'Ecolo des cadres et de l'Institut
 
de formation et recherche en sant6 publique.
 

Un premier support pourrait tre offert au niveau de l'identification
 
des client~les et de la d6termination des besoins de fcr-,nation de chacun
 
des groupes cibles. Une 6tude devrait aussi 6tre entreprise sur les
 
modalit6s d'op6rationalisation de la formation, tant en cc qui concerne les
 
caract6ristiques des clients potentiels (plan de carri~re, disponibilit6,
 
int6r6t, etc.) qu'en cc qui concerne le partage des responsabilit6s entre
 
les diff6rentes structures de formation. Cette 6tude devrait d6boucher sur
 
une planification-programmation globale du recyclage et de la formation en
 
management. Par ailleurs, certaines actions sp6cifiques peuvent ainsi 6tre
 
faites par chacune des structures.
 

1) Formation continue
 

La nouvelle direction de la formation continue a besoin d'6tre
 
renforc6e et aid6e. Ceci pourra prendre diff6rentes formes:
 

a) L'6quipe elle-m~me de cinq personnes doit avoir la possibilit6 de 
se ressourcer et de compl6ter sa formation en terme de: 

- leadership, habilet6s de direction; 
- planification; 
- gestion de programmes, en particulier: analyse 

cot-efficacit6 des diff6rentes strat6aiies; 
- d6veloppement de mat6riel didactique; 
- analyse qualitative: entrcvues semi-structur6es, etc. 
- recherche op6rationnelle. 

Les besoins en formation de chaque membre de l'6quipe devraient 6tre 
6valu6s et un plan de formation 6tabli qui ne mette pas en p6ril le bon 
fonctionnement du nouveau service. 

b) La direction do la formation continue devrait disposer d'un 
micro-ordinateur pour g6rer elle-mme et exploiter sa banque de donn6es sur 
les formateurs et les actions do formation. Un technicien en informatique 
devrait 6tre mis & sa disposition ou bien quelques mombres de l'6quipe 
devraient Ctre form6s & l'utilisation de logiciels comme LOTUS 1-2-3 et 
DBASE III.
 

c) Pour en finir avec les goulots d'6tranglenient au niveau central, 
le Ministre vout autonomiser la p6riph6riex. Ceci est particuli6rement 
vrai on 6ducation continue. Une fois 1'op(ration "bilan" actuellement en 
cours tormirce, on pourra mieux corner les besoins de formation des 
formateurs, on particulier dins cette perspective d'autonomisation. 11 
faudra renforcer la formation des ,lormateurs en cons6quence. On devra 
aussi pra-ter un oeil attentif aux besoins do formation du responsable
 
provincial do la formation continue qui, i&priori, devrait b6n6ficier do 
formation dAns les domnAiries d6jiA identifi6s ci-dossus pour, les mombres de 
1' 6 quipe do direction de la formation con:inue. 

V Ceci doit ,tre fait iavec beaucoup do prudence ot siulemont dians certaines 
1imi tes. Le contra] doit garde - Ia haute main sur 1e curriculum, Io contenu 
do chacun des cours/module-s. 3 devra aussi procder' iAune 6vauwation 
syst6matiquo des nseignements. 
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d) La province pour tre autonome devra aussi disposer de support
 

didactique et bibliographique, d'outils p6dagogiques. Elle devra tre
 
dot6e de r6troprojecteurs, de machines de tirage, 6ventuellement
 
d'6quipement video.
 

e) II serait par ailleurs tr~s avantageux que chaque province ou
 
service/organisation puisse faire profiter les autres de 
ses
 
exp6riences. Ainsi un journal ou une "Newsletter" devrait 6tre cr66 pour
 
servir de v~hicule a ces 6changes. L'organisation de s6ances de
 
formation sur la fagon de pr6parer un texte apporterait de meilleures
 
garanties de succes a une telle entreprise.
 

2) Ecole des cadres
 

L'Ecole des cadres aura certainement besoin d'aide dans les momes
 
domaines que ceux evoqu6s ci-dessus pour le service de 1'Education
 
continue:
 

- recyclage de certains de scs ei.seignants en qestion; 
- assistance technique & court terme pour le d6veloppement du 

curriculum; 
- enrichissement de la biblioth~que; 
- mat6riel p6dagogique. 

3) Institut de recherche et formation en sant6 publique
 

L'AID a fourni une assistance technique & court terme pour d'une part
 
analyser le contexte (physique, politique, 16gal, etc.) dans lequel la
 
cr6ation de l'Institut s'inscrit et en identifier les forces et les
 
contraintes, et d'autre part pour corner les clients potentiels,
 
d6terminer leurs besoins et commencer & b&tir un curriculum et &
 
limplanter. Il est souhaitable que 'AID continue & supporter cet
 
effort de conception et d'op~rationalisation. L'AID pourrait aussi
 
fournir une certaine aide au niveau des moyens mat6riels (livres,
 
mat6riel de bureau, etc.). Il parait cependant plus prioritaire et
 
essentiel que 'AID aide & la formation (MSc, PhD) du futur staff de
 
l'Institut et qu'elle contribue au d~marrage aussi rapide que possible
 
des programmes de l'Institut en aidant & amener ici des enseignants
 
6trangers qui nourront 6tre pair6s & des enseignants marocains.
 

On notera aussi que l'Institut est appel6 & faire de la recherche
 
Op6rationnelle dans le secteur do la Sant6. Dans la mesure o6 certaines
 
6tudes de recherche op6rationnelle seraient prochainement entreprises en
 
relation avec la planification familiale, il serait opportun d'6tudier la
 
possibilit6 d'y associer d'uno mani6re ou I'autre l'Institut.
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Appendix F
 

History of Family Planning Information System 
Problem
 

Data collection and analysis
 

L'implantation du systme VDMS s'est accompagn6e de l'implantation
 
d'un certain nombre de formulaires permettant de suivre les activit6s du
 
programme sur le terrain (fiches VDMS Il et VDMS 1/2) A partir
 
desquelles on peut remplir d'autres fiches rendant compte mensuellement
 
(et par passage) des activit6s 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 activit6s de PF prenant place dans ces
 

formations. En combinant aux differents niveaux, les donn6es issues du
 
VDMS avec celles issues des formations fixes, on peut en principe 6tablir 

un bilan complet des activit6s de PF et mesurer un certain nombre 
d'indicateurs de performance (couverture, prevalence...). Il existe 
aussi dans leVDMS d'autres formulaires destines a la gest*on des 
indemnit6s, des vignettes et des stocks. 

M6me dans sa derni~re version (guide VDMS -2 me edition- juin 1987),
 
le syst~me de fiches VDMS apparalt lourd (redondant, r~p6titif) &
 
manipuler. Nous avons cependant pu constater que partout les fiches VDMS
 

1/1 et 1/2 sont remplies par les itin6rants et qu'ils ne font pas
 
beaucoup d'erreurs*. Selon les endroits, les fiches VDMS 2/1 ot 2/2 sont
 

plus ou moins bien remplies, ce qui doit affecter dans une certaine
 
mesure la qualit6 des donn6es des cumulatifs 2/3 et 2/4. Si beaucoup de
 
temps est consacr6 6 remplir ces fiches, et au niveau de ]a
 

circonscription et do la Province & produire des grands tableaux et
 

diagrammes(*, on utilise par ailleurs tr~s peu ces donn6es pour g6rer le
 
programme VDMS en fonction d'objectifs de productivit6, couverture,
 
pr6valence, etc.
 

A compter de 1985, on a voulu informatiser au niveau du Minist re le
 
syst~me manuel des formulaires VDMSE*-. L'historique de cette
 
informatisation est fait plus en d6tail en annexe No. .. Ici nous nous
 
contenterons d'en 6tablir le bilan. On a d'abord tent6 d'informatiser
 

les rapports d'activit6s 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 probl~mes rencontr6s dans cette
 

SCompte tenu des problmes de d6finition des concepts de nouvelle
 
acceptante ot d'abandon. Ce concepts sont & notre avis difficiles &
 

manipuler, ce qui r6sulte dans la production des donn6es peu fiables. Ils
 
devraient & notre avis 6tre abandonn6s. Le soul concept vraiment utile est
 
selon nous celui d'utilisatrice .. acceptante (ancionne ou nouvelle, sans
 
distinction).
 

Y( Cette p-oduction bouffe un temps consid6rable pour une fonction 
essentiellement d6corative, les donn6es n'6tant pas utilis6es p'ur g6rer. II 
serait plus rentable d'exiger plut6t du personnel concern6 qu'il consacre le 
..emps ainsi gagn6 A r6fl6chir sur les donn6os ot & ossayer do g6rer on 

fonction do ce qu'elles disent sur l'atteinte des objectifs. 

MH Ce nest jamais tr6s efficace que de vouloir informatiser tel quel, sans
 
le romettre on question un syst6me con1u initialement pour tro utilis6
 
manuellement. On aboutit toujours a une solution sous-nptimale, parfois m6me
 
4 quolque chose de peu fonctionnel
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entreprise r6sultent d'une part de la mauvaise conception de la fiche
 

VOMS 2/4 elle-m~me et des insuffisances du SETI (Service d'exploitation
 

et traitement de l'information) du Minist~re et d'autre part du fait que
 

le consultant fourni par 'AID a collabor6 a cette d6marche plut6t quo
 
d'essayer de proposer une approche plus raisonn6e de l'informatisation.
 

A compter de mai 1987, un ordinateur IBM PC-IT est mis A la
 

disposition du SCPF puisque l'autonomisation des utilisateurs finaux
 

semble tre la seule voie permettant de pallier aux carencet du SETI. Un
 

syst~me centralis6 do gestion des indemnit6s VDMS est d'abord
 

d6velopp6 et mis en op6ration avec de nombreux probl mes (dus en
 

particulier au "bugs" dans le logiciel INFORMIX et au manque de formation
 

du personnel du SCPF). Ce syst~me fonctionne cependant tant bien que
 

mal. A l'heure actuelle, la gestion des vignettes est elle aussi
 

partiellement informatis6e avec LOTUS et la gestion des stocks est en
 

d6veloppement. L'ordinateur IBM PC-AT utilis6 aussi pour le traitement
 

de texte et pour la saisie des donn6es est compl6tement satur6.
 

En mai 1987, le syst~me d'information de la Planification familiale
 

est evalu6 par les consultants long terme du projet FPLM (Family
 

Planning Logistics Management). Ils concluent que le syst~me collecte
 

trop d'informations dont une grande partie est inexploitable ou
 

inexploit6e, qu'il ne correspond pas aux bosoins r6els des op6rations de
 

aestion de la PF, qu'il est surtout un moyen de contr6le des activit6s et
 

d'archivage des donn6es. Suite a cette 6valuation, le projL-t FPLM
 

fournit un consultant & court terme qui pr6pare une proposition
 

pr~liminaire de la conception administrative du syst~me d'information de
 

la PF int6grant la gestion des informations de r6f6rence, la gestion des
 

activit6s, des indemnit6s, des vignettes, des stocks, la production
 

d'indicateurs et la gestion du plan d'action. Cot effort de r6flexion
 

6tait vraiment n6cessaire pour apporter davantage d'analyse dans une
 

dmarche ob jusqu'ici on lui a pr6f6r6 l'action.
 

A peu pros simultan6ment, la Division de la Population produit un 

"Guide d'utilisation du syst6me d'information du Programme National de 

Planification Familiale". Le syst~me propos6 dans ce guide correspond 

grosso-modo £ celui dont une proposition pr6liminaire de conception a 6t6 
faite par le consultant FPLM. 

Globalement, les orientations prises sont excellentes: on structure,
 

on simplifie, on 6vite les redondances et les r6p6titions, et surtout on
 

s'inscrit franchement dans une perspective do management par objectifs.
 
Au niveau op6rationnel, le caract6re approximatif du guide laisse
 

malheureusement planner des doutes sur la qualit6 des informations qui
 

seront produites par ce nouveau syst me. Certes, on proc6de actuellement
 

A un essai pilote du syst~me dans 2 Provinces. Mais c'est pou productif 

de proc6der do la sorte (c'est comme b~tir un pont t partir d'une 
maquette et do plans "provisoires" on proc6dant $Ldes ajustements au fur 

et a mesure de sa construction sur le terrain. Ce sont ces ponts-lk qui
 

croulent ! Avant d'aller sur le terrain, mrme do fagon pilote, on
 

devrait avoir un produit final, c'est-a-dire des formulaires en principe
 
d~finitifs, un guide d6taill qui donne une d(finition precise de tous
 

les termes, indicatours, cat(gories utilis6s. Ce n'est pas le cas du
 

guide actuel. Le processus de mise au point du nouveau syst~me, tel
 

qu'ongag6, pourrait durer longtemps parce qu'on privil6gie i tort )a
 

conception par essai ot erreur i la conception logique et structur6e.
 
Pourtant les leons du pass6 indiquent qu'en mati6re d'informatisation un
 

trop grand empresseent no donne gu6re do r6sultats.
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En r~sum6 donc, on a progress6 consid6rablement depuis 1985 en ce qui
 
concerne les syst~mes d'information manuel et informatis6.
 
Foridamentalement, les orientations sont correctes: volont6 de
 
simplification et d'int6gration, finalit6s ad6quates; certaines
 
contraintes demeurent qui g~nent encore la r6alisation d'un syst~me
 
d'information tout A fait op6rationnel, k savoir:
 

- une certaine confusion Entre comp6tence et exp6rience en PF et
 
comp6tence et exp6rience en syst6mes d'information;
 

- une trop grande propension A passer rapidement A l'action sans 
prendre le temps de bien analyser les probl~mes; 

- secondairement, linsuffisance de l'6quipement informatique et 
des ressources humaines du SCPF en particulier en informatique et
 
syst~mes d'information (compte tenu des carences du SETI);
 

Recommandation
 

L'essai pilote manuel du nouveau syst~me d'information de la PF
 
n'6tait pas indispensable. On aurait pu directement pr6parer le support
 
informatique du syst~me. Pour que cette informatisation soit couronn6e
 
de succ~s, il faudrait reprendre minutieusement l'analyse des indicateurs
 
de performance dont la nomenclature et les d6finitions sont encore trop
 
approximatives. Il faudrait d6finir sans ambiguit6 les diff6rentes
 
cat6gories de chacun des ph6nom~nes sur lesquels il est n~cessaire de
 
collecter des donn6es pour mesurer les indicateurs. Il faudrait
 
effectuer l'analyse fonctionnelle du systme en partant du principe qu'il
 
sera informatis6 au niveau central et au niveau des Provinces; en
 
particulier pr6ciser le contenu des extrants, specifier le contenu des
 
intrants, les modalit6s d'acquisition des donn6es en particulier revoir
 
les formulaires de recueil des donn6es au niveau de la circonscription,
 
du secteur et de la prestation des services. Ensuite, il faudrait faire
 
le d6coupage du syst6me pour la programmation, effectuer celle-ci, tester
 
les programmes, r6diger un guide d'utilisation du syst6me pour les agents
 
qui recueillenL les donn6es, un guide d'utilisation pour les agents
 
appel6s & utiliser les donn6es pour ia gehLiun et urn guide d'utilisation
 
des programmes informatiques supportant le systme. On pourrait alors
 
faire un essai pilote du nouveau syst me informatis6 aux niveaux
 
Provincial et central.
 

Cette d6marche, si elle est couronn6e de succ s, pourra alors servir
 
de mod~le au d6veloppement d'un syst6me national d'information sanitaire
 
int6grant les autres activit6s sanitaires. II nous apparalt cependant
 
pr6matur6 d'attaquer directement la r6alisation du syst6me complet ou
 
m6me de n'importe quelle autre de ses futures composantes avant de s'6tre
 
fait la main sur celle qui & l'heure actuelle est la plus avanc6e, le
 
sous-syst~me de PF.
 

Nous recommandons donc & la mission de PAID d'aider le Minist re de
 
la Sant6 dans la d6marche pr6cit6e de la fagon suivante:
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Actions dans l'ordre chronologique 	 Support AID
 

1. 	Finalisation du contenu PF du syst~me: Expert en PF
 
indicateurs 	et dictionnaire de donn6es (deux A trois
 

semaines)
 

2. 	Renforcer capacit6s physiques informatiques Fournir micros et
 
du 	SCPF p6riph6riques et
 

logiciels au SCPF
 

3. 	Renforcer capacit6s humaines du SCPF. Au (MOH)
 
moins un analyste--programmeur et un op6rateur/
 
pr6pos6 la saisie
 

4. 	Analyse fonctionnelle du syst~me informatique Deux analystes­
central-provincial 	 programmeurs dont un
 

chef de projet (trois
 
mois pour le chef et
 

deux 	mois pour
 
5. 	Programmation et tests l'analyste)
 

(Aide d'un analyste
 

et d'un programmeur
 
du SETI et de
 
l'analyste­

6. 	Documentation des programmes et guide de programmeur du SCPF
 
l'usager du syst~me informatique pendant la m~me
 

p~riode)
 

7. 	Guide de l'usager des formulaires de (SEIS - SCPF)
 
cueillette des donn6es
 

8. 	Guide de l'utilisateur du syst~me pour la (Service conseil
 
gestion DAT - SCPF)
 

9. 	Implantation pilote Fournir micro
 
p6riph6riques et
 
logiciels aux
 
Provinces pilotes,
 
Fournir formation en
 
informatiquex.
 

SSi le systme est bien congu, cotte formation pourra Otro tres l6g~re 
(une demi journ6c). Cependant si on veut que les personnes forme-es 
puissent aller plus loin que ne le permet la version do base du syst~me 
(c'est---dire faire plus quo rentrer les donn6es et sortir les extrants 
statutaires), ii faudra leur donner une formation compl6mentaire en DBASE 
1I1, LOUS 1, 2, 3, SPSS/PC, etc. 
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ANNEXE
 

Historique de l'informatisation du syst6me d'information
 
du programme national de Planification Familiale
 

- Systhme exp6rimental pour traitement de la fiche VDMS octobre 1985 
2-4 sur lomini-ordinatour HP3000 de la SETI avec le 
logiciel V-3000. Fonction principale: contr6ler et 
corrigor les formulaires VDMS 2-4 fournis par les 
provinces. 

- Saisie d'une centaine de fiches VDMS 2-4. novembre-
Les fiches saisies semblent ne pas avoir 6t6 d6cembre 1985 
trait6es. La raison est qu'il n'existe pas d'outil 
compl6mentairo i V-3000 (REPORT/3000, RAPID/3000) qui 
permottent de produire des 6tats c partir des donn6es 
saisies. 

- Test d'une deuxi me approche utilisant V-3000 juillet 1986 
mais remplagant le programme,de saisie standard, 
ENTRY, par un programme "sur mesure" permettant 
un acc6s plus rapide aux enrogistrements lors dos 
mises jour. Cette version a 6t6 6crite par le 
consultant AID. (On notera cependant que les 
logiciels pormettant do produire des 6tats partir 
des donn6es saisies n'existent toujours pas). 
Une tentative d'exploitation des fiches d6j 
saisies (voir ci-dessus) montre quo colles-ci sont 
on fait cn grande partie inexploitable du fait de 
problimes survenus lors de la saisie. 

- Test d'une troisihme approche sur HP 3000 utilisant aout 1986 
le logiciel GENASYS pour cr6er une base de donn6es 
et les 6crans de saisie correspondant. Cotte 
approche permet de produiro des 6tats ot de 
satisfaire des interrogations simples. Le systhme 
a 6t6 d6volopp6 par le SETI. 
Moyennant certaines conditions, un transfert des 
donn6es est possible sur le PC-AT (qui est install6 
au mnio moment i la Division de la Population) pour 
effectuer des analyses statistiques. 

Installation d'un 11M PC-AT " la Division de la juillet 
Population (Serilce central de la Planification ao~t 1986 
Familiale) awec un ensemble complet do logiciels 
incluant LOWS 1 2 3 et SPSS/PC. Des cours sont 
donn6s i- 3 personnes du SCPF, I porsonnes du SElS et 
2 personne', du SETI. 

Solon Ie riApport du consultant AID, li saisic des mars 1987 
VDMS 2/4 do 'ann6e 1986 est compl, te. Cepersdant 
iAucun rt,At n'a 6t6 produit, aucun contr6l, des 
donn6es n'a 6t6 nlis en oeuvre, aucun dossier 
d'analyse ni aucune documentation rexiste. De 
nombrvux problimrus semblont subsister en raison des 
contriintes dues GENASYS/IMAGE et contrarient la 
mise en oeuvre du syst~me. 
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- La saisie des fiches VDMS 1/1 est recommand6e pour mars 1987 
valider les taux de pr6valence issus du traitement
 
des fiches 2/4. A titre d'essal, un 6chantillon do
 
0.5% des fiches des provinces de Mekn~s, El Jadida
 
et B6ni-fMellal seront saisies. L'ensemble de la
 
fiche sera saisi et non seulement les informations
 
sur la derni~re visite.
 

- Installation du logiciel de base do donn6es INFORMIX mars 1987 
sur le PC-AT du SCPF. Formation de neuf personnes. 
La version INFORMIX implant6e est la dernihre et de 
nombreux problhmes de jeunesse sont apparents. 

- D~veloppement et mnise en op6ration d'un syst6me de mars 1987 
gestion des indemnit6s VDMS. Le svqtfma oui 
concerne 3500 agents fonctionne sur le PC-AT avec 
INFORMIX. Le consultant note que le IBM PC-AT est 
insuffisant: difficult6 dc concilier les activit6s
 
de programmation avec cellos de saisies, traitement,
 
gestion ou formation.
 

- D6veloppement d'un syst6me perme'Ltant do traiter la mars 1987 
fiche 2/4 sur le PC-AT. Reste 6 le tester. La 
saisie devrait continuer & !e faire sur le 
mini-or-dinateur HP 3000 et les donn6es seraient 
ensuite transf6r6es sur le PC-AT. 

- Un programme de saisie de la fiche VDMS 1/1 est mars 1987 
pr6par6 sur le PC-AT au cas o6 la saisie ne pourrait 
so faire sur le HP 3000 1 

- Une base de donn6es pour la gestion des inventaires mars 1987 
est pr6par6e. Le syst~me devrait permettre le suivi 
des produits consommables distribu6s dans le cadre du 
VDMS. Souls les tablos ot 6crans de saisie ont 6t6
 
pr6par6s Les rapports Pt 6tiats restent A faire. Le
 
travail reste aussi Z4 faire en co qui concerne la
 
gestion des vignettes. 

Les consultants A long terme du projet FPLtI 6valuent mai 1987 
le systAme d'inforitAtion. Ils concluent que le syst~mo

collecte trop d'irnforr:,tions dont une grande partie
 
sent inexploitables ou inexploit6es, Le systmo ne
 
corres pond pA ,u e o!, rCe ]s
orus des op, rations dc 
ostion (J 1l 11 ; i] correspond plus i un moyen do
 

cont r61e dos , _t it ites et a P ar'chiviv des donnoes
 
col]]eCtees quJ',otin outl do ostion. .o micro­
ordiriatour w t [,(or , i] eurs satur,. 

Propo-. it ion d'ur v(,r' Jon pr(,] Jmi r (,iredo I, saptombre 1907 
conceptionl ar ih1ritr At.tiy du syterm, d'infor-itation
 
pour ICAI'l , r ur (,nul t,nt 'icourt tenr e du projt
 
FrPil. i.e .,y,t(,rme dovr,A t inte13r r:
 

- la g s1itoion d(A, 1trfor ,t.or do rlfl,r nco,
 
- la gest ior dos iridormrtit(*s (d(Jj,, informtis (s); 
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- la gestion des stocks (en d6veloppement par le 
personnel du SCPF); 

- la gestion des activit6s (informatisation partielle/ 
fiches VDMS 2/4); 

- la gestion des transports (partiellement informatis6e 
sur LOTUS); 

- la production d'indicateurs; 
- la gestion du plan d'action. 

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

octobre 1987 

Essai pilote du syst~mo pr6cit6 dans 
Mekn s et Kh6misset. 

les provinces de f6vrier 1988 
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TABLE I
 

N4OMI OPERATIONAL AND INVEST14ENT BUD(T (IN 1000 OH 1965-1985)
 

I 
 (~M BUDGET 

TOTAL M RSc,,ERkrTINGB P(IOCCAN BLIGT
r IEAL.TIfI
I


I (IBUGE)(1) (2)
(1) I (2) (3) l (4) 
)3_L ro3)u_ xrI 

(5) (6) (3)
I (4) I (3) M5)l
Invst.wntl I OperatinglInv-st.,nt (6) 1 IN '970 
lPe el' rcntSu lies 1'ercentl Total , 

I ! I I I cONSTANrr I udg.t Total Sudget 1udg,tI Total L
I I I I I LI I L DIRIAM .
II I
1265 ,I I I I I1, 9? 1 43.65 1184,,211 25,045. 3 I I 1 209,2501 1,755,5581
I 1 I 774,7571 2,670, 151
I I .071I 9.721 11.971 .-231 7.8 1 _13_ 3_3I I I
L__ _!I __
_ 
 IL 
 LLI I

1I I 1 55.23 I 956.752 1I 44.77 1216,0091 21,317 1I I 237 4051 2,710,6791 1,132,8611 3,851,5401 91.021
I I I I I 7.551 9A I.09 6.1 -. 237I I I I I I I I 01

! I I 
 I I I 
 I 
I"6 I oI I ., II3.1l J330,9251 105,483 j 436,40[1 04f5 11I I I I I6,200,015115,136,5261 75.851 7.741
L1!I I I I I 26.171I1.691I 2.nnI '2nA,T7-I I I I 
 I 
 I I
 

1 F.._1J-44,, II67.? I1:11101 1 3,-.71 16301,1 1 ,I I I 79 n5I12,36 4 l51
I I 427,96021,062,4701 82.971
I I I I 4.991I 17.031 1.531 .',l 5.6 1I I I
 

I I'1 ,1-7 7 1 r,) 1Z67,005I27.2'0 [90o8I 196.000 11 171S I i t-22112.I I :Ii,2, .750133,565,3761 84.121 4.631I ! II I I I I 15. wnI 1.511 3.4' 1I I ! I II I I I II I I!I I I I ­1 __ I _ _ _ 

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



TABLE 2 

PCUAL ?U'H BLUXT LEVELS COAPMD TO THOSE LEVELS NEED 
TO MAINTAIN CUSTANI" PER CAPITA PUR5AIJ FOWER, 1970-1975 

ktu-Al M)P 

tual 
ktull 1970 DiPH 1970 DFPH Budget Per Capita

MP,I Budget in Budget Per as %of 1970 MOPHTotal M3PH Budget Current Capit a in Budget Per Capita inPopulation Budget. Per Capita Values Curremt Values Current ValuesYEAR (millions) (i Millions) (10) (Di Millions) (0H) Col .3Co1.5
 

1970 16.0 237.4 14.84 237.4 14.84
 

1975 17.7 436.4 24.66 403.7 22.81 108% 

1980 20.2 759.5 37.60 686.3 33.98 111% 

1985 23.0 1,171.1 50.92 1,167.0 50.74 1000 

tJTE: During the past five years, the relative declire in the level of resources camiitted to the MtPH bud­get has erased all of the gains that had been achieved during the previous 15 years. This is suggest­ed in the final colum of Table 1 (p. 7), Wich shos that the MDPH budget, in constant dirhiam,fran DH188.3 million in 1965 to Di526.1 in 1983-before dropping back to }{309.4 
rose 

in 1985. Given the70 percent irrease in population dring the same period, the 1935 figure is--when averaged over thelarger population-little different than the 1965 figure.
 

Table 2 above illustrates this point fran a different perspective by adjusting the MOPM 
 budget alloca­tion of 1970 for subseq _mnt price inflation (8.6 percent yearly) and population growth (2.6 percentyearly The actual 1975 tMJF1 budTet per capita was about 108 percent of the 1970 per capita budget (in1975 curTery values), and the 1980 per capita hudget was higher still at 111 percent of the 1970 percapita budget (in 1930 curremy values). hjk-ver, by 1985 the MOFI budget per capita had dropped backto exactly the same level of resource conritnt as was mwde 15 years earlier.
 
Given the level 
 of invesn2t in buildings and equiprent Wlich is irT;licit in previously increasingresource ccTmiitTrlTts to govemthe sector, nt's cutbacis in the budget must inrdly some. siqnlficant
losses in the productivity of those investnnts. 

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

\
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IAU NO 7: EV(LUTION COMiPARATIVE D1U [A,4T;f.tI 1[U 1I]NISTERE D1 LA 
PAP RAPPORT AU BUDGET DE ['[IAT POUR ILAPERIODE (1i'i,-19!:.;,
 

(Ell
10019 L11) 

Idi1''!E BUDGET DE FONIIOIWEMENT EUDGET D'INVSTISSMIENT BUDGET G'.ILAL 

EF.UDGET
 
S................... 
....... 
...
 

I SANTE ETAT I JSAITE EIAT 1 SANTE ETAI 
;AItaES "PUBLIOUE 'E.F.S/ B.EIPUBLIQUE I.I.S/ I.EPUBLIUUE .G.Si G.E
 

1968 203196 2421053 8.39 13156 11.55: 1.14 216352 359:: ,.05

1969 210934 25461 4 8.28 14035 : 1.17 224969 57431, 
 .0I 

1970 21601,2 2/1,5 7.95 21317 1250 : 1.09 237405 7 (..13
171 195 2W 7.36 14313 130lot. 1.09 23129 4 544. .. 4NOE, 

1772 22290; 3145533 7.09 29996 160,,'7 1.86 252903 4254>: 5.32 
1973 236666 35131' 
 6.74 23650 I1Q,5? I.9[, 260324 471l111


6122 45 41053 11974 287201 4.69 32Kv;., 1.23 328254 ',,.
1775.2 328254 V) ,,
1975 3.09,4 ',,11 3.74 105483 Q: 11 1.6S 436407 1.)1L.;'4 21,
1')76 362, : ,213 <'J, 4.41 1 206677 . 2.10 569216 1,20774"' : ,.15..... 

1977 401,869 L)23,5519 4.58 195466 1174'" 1.66 602329 206 1 2
 

781I 497t015 :4 (P T4 5.26 146500 : 1.ii 644315 I7%591,0 . 
!'79 531994 1 221'1 5.08 119196 i: 1.3 6591 '0 1J'f;[)I: 3.41 
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Detailed Summary of USAID Training Activities under Phase III
 

Title of Course/Conference 


ULTNA/JHU-PCS workshop 


CEDA workshop 


lvorian Parlianentarian'o Conf. 


IUSSP General Conference 


JHU/PCS Cc--unication Workshop 


3rd Annual Medical & Scientific 

Conference (SAC)
 

Int. Ccnf. on Ccntraception 

(4th Annual Meeting)
 

ANE Evaluation Conference 


POPULATION 

Dates 


02/18-22/85 


03-18/4-19-85 


03/21-23/85 


06/05-12/85 


07-29/08-16-85 


09/09-13/85 


09/23-26/85 


09/29-10/04/85 


AND FAMILY PLANNING SUPPORT III (608-0171) 

INVITATIONAL TRAVEL 

Place Participants 

Dakar Abdelhaq Jouahri, MOPH 
Noureddine Sail, RTH 
Mohamed Graigaa, AMPF 

CANCELED 

Washington Laila Soulami, MY&S 

Abidjan Dr. Mohamed Rachidi (Khouribga) CANCELED 

Florence Fouad Lahlou, HAAS 
Mohamed Abzad, MOP 
M'Hamed Ouakrim, MOPH 
Chaouki Benazzou, Dep of Prime Minister 

Baltimore Mohamed Graigaa, AMPF 
Amina Naim, AMPF 
Hamid El Achhab, MOPH (Settat) 
Malika Meliani, RTM 

Bordeaux Dr. Ahmed Moussaoui, NTCRH CANCELED 

Chicago Dr. Ahmed Moussaoui, NTCRH CANCELED
 

Tunis Carl S. Abdou Rahmaan, USAID/PHE
 
John Giusti, USAID/PROG 
Zhor Laaziri, MOPH
 
Boudour El Aoufi, Prime Minister Office
 



Health Financing Mobile Seminar 


Oral Rehydration Therapy 


Congras International de la 

FIDAF 

AVSC
 
2nd International Maternal 

and Child Health
 

JHPIECO 
Administrator's Course 


Infertilily Course -STD 


Infertility Course -STD 


Microsurgery for Tubal 

Reanastonosis
 

Administrator's Course 


Infertity Course -STD 


Nurse Family Planning trg Program 


Academic 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 


06/01-21/86 


03/30-04'10/87 


04/13-05/03/87 


06/1-16/37 


United States 


Cairo, Egypt 


Ottawa 


Tunis 


Baltimore 


Baltimore 


Baltimore 


Baltimore 


Baltimore 


Baltimore 


Dakar 


Baltimore 


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

l'ordre des Medecins
 
M. Mustapha Chafik, CNOPS
 
M. Abdelmoughit Slimani, CNSS
 
M. Abderrahmane Chaoui, MOF
 
M. Ahmed El Hariti, HOPH
 
Dr. Azzedine El Mansouri, MOPH (Marrakech)
 

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

Hassan Alaoui, Heure Joyeuse
 

Dr. Abdellatif Chaoui, NTCRH
 

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

Dr. All Salamitou, MOPH Nador
 

Dr. Farid Jouahri, NTCRH
 

Dr. Khalil Sebti, NTCRH
 

Dr. Mokhtar Belghiti
 

Dr. Abdelwahab Bachouchi, NTCRH
 

Hassan Alaoui. Heure Joyeuse
 

Zohra Loumatine, Heure Joyeuse
 

Dr. Karim Mentak, FTCRH
 



IFFL? (FIDAF
 

Siminaire Inter-7-fricain sur 

les mithodes Naturelles de PF
 

Seminaire Pan-Africain de la 
P FN
 

Congr~s Intertational de la 

FIDAF
 

RONCO/Pop
 
Short-term trg 


FP Program Management 


IE&C Workshop 


LNPULAN
 
Rpid II Workshop 


PATH7ilNhD/BOSTON
 
World Assenbly of Youth's 

Workshop 


MSH/BOSTCN 

Formation en Gestion PF 

(ler Riunion du Comiti
 
Consultatif R6gional Francophone
 

RONCO/PAC II 
Curriculum Development in clinical 
FP skills for paramedical workers 

kegional FP workshop 


01/21-25/85 


07/21-8/02/85 


06/24-07/04/86 


4/08-06/07/86 


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 


lie 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 El Medhi, AMPF CANCELED
 

PIO/P Zineb Alaoui, MAAS
 

PIO/P Abdellatif Ennajar, AMPF
 

H. Abdel Jabar Gandasi, MOPH CANCELED
 
Dr. Abdelhaq Jouahri, MOPH
 

Farouk Chahir, JOH Casablanca
 
Mohamed Lechhab, JOB Tangiers
 

U 
Dr. Mohamed Zarouf
 

Karkhach Fatiha, Reference Center, Oujda
 
Friz Fatima, FP counselor
 
Lasel Hassania, RC, Rabat 

El Haddadi Khadija, NTCRH 
Hafa Khadija, FP Counselor, Casa-Anfa 
Hamdane Mahjouba, RC, Marrakech 
Mehamdi Hohamed, FP Counselor, Feknes 
Benamar Moumna, Midwife/staff trainer 
Sabir Tahra, Midwife/staff school certificate 

Dr. Abderrahmane Zahl, MOPH
 

Dr. Mustapha Tyane, MOPH
 

H. Mohamed Boulgana, MOPU
 



IN-COUNTRY TRAINING AT NTCRI1 

Vorld Federation Steering 06/23-26/86 Rabat Trg in fertility care services for 
Co-=ittee Meeting/Workshop Physicians in the Arab World 



JHPIEGO EXPERTS MEETING 

MEETI"GS DATES PLACE EXPERTS 

Rfiua.oa du Conseil. International 

'F funded EZ;erts Meeting 

April 1984 

09/26-29/84 

Turquey 

Rio de Janeiro 

Prof. H. Tahaf Alaoui 

Prof. M. Tahar Alaoul 

Ineratc-al.Ccuncil Meeting Septe=ber 1985 Ga=marth Prof. M. Tahar Alaoui 

late.-atic=a 
Meeting 

Alvis)ry Co=aittee 01/24-30/87 Lauzanne Prof. M. Tahar Alaoui 

R uicc d'exerts ea Services 
Professio-=els d'espace=ent des 
Naissances 

05/11-14/87 Abidjan Prof. M. Tahar Alaoui 

JHPIEGO CONSULTANCY VISITS 

ST3JECT DATES PLACES CONSULTANTS 

Prfiventica et 

stiriliti 
traitezent de la 04/14-05/03/86 Dakar Abdelwahab Bachouchi 

Field ccsultant visit to 
install the 1a;rocator in 
central hospital 

08/29-09/05/87 Ndjamena Dr. Ahmed Houssaoui 

Field co=sultaat visit to 
Install 2 laprocators in 
C.H.U Zeraida & Kouba 

03/10-19/88 Alger Dr. Ahmed Moussaoui 



OBSERVATIONAL STUDY TOURS 
(In-Country) 

Visitors Dates Program 

Senegalse Religious Leaders 2/11-25/85 Moroccan Family Planning Program 

Ye=enese Kealth Workers 3.8-21/85 MOPH basoc health and FP service delivery 

Ye=emese Health Workers 12/16-20/85 MOPI{ nation wide fieldworkers trg activities 

Setegalese F? Leaders 06/08-12/87 Evaluation of FP program in Morocco 

C'ad ia=s 09/14-24/87 First-hand about the Moroccan FP program 

Mauritanlam X4H Representatives 10/18-25/87 Successfulness of Moroccan FP program 

Ivoriam FOSA Cfficials 
Pakistani parliamentarians Planned 
Somalia religious & Political Leaders 



OBSERVATIONAL STUDY TOUR
 
(3rd Country)
 

PLICEDATES
PROGRAM 

11/03-14/86 Thailand &
Contraceptive Social Marketing 


Indonesia 


Pataya, Thailand
ANE Regional Contraceptive 02/14-18/88 


Social Marketing Conference 02/21-25/88 Cairo, Egypte 


PARTICIPANTS
 

Carl S. Abdou Rahmaan, USAID/PHR
 
Prof. M. Tahar Alaoul, NTCRH
 
M. Mohamed Graigaa, AMPF
 

Dr. Najib Tazi, SOPHA-Rabat
 
H. Salah Aachik, Rdgie des Tabacs
 

Car. S. Abdou Rahmaan, USAID/PHR
 
Dr. Mohamed Zarouf, MOPH
 
Dr. Mustapba Denial, MOPH
 
M. Ahmed Kchichen, MOPH
 
M. Mohamed Graigaa, AMPF
 
Dr. Najib Tazi, SOPHA-Rabat
 



OBSERVATIONAL STUDY TOUR 
(3rd Country)
 

DATES PLACEPROGRAM 

Thailand &
Contraceptive Social Marketing 11/03-14/86 
Indonesia 

ANE Regional Contraceptive 02/14-18/88 Pataya, Thailand 


Social Marketing Conference 02/21-25/88 Cairo, Egypte 


PARTICIPANTS 

Carl S. Abdou Rahmaan, USAID/PHK 
Prof. H. Tahar Alaoui, NTCRH 
M. Mohamed Graigaa, AMPF
 
Dr. FsJib Tazi, SOPHA-Rabat
 
M. Salah Aachik, R6gie des Tabacs
 

Car. S. Abdou Rahmaan, USAID/PHR
 
Dr. Mohamed Zarouf, MOPH
 
Dr. Mustapha Denial, HOPH
 
H. Ahmed Kchichen, MOPH
 
H. Mohamed Graigaa, AMPF 
Dr. Najib Tazi, SOPHA-Rabat
 



RONCO IN COUNTRY TRAINING 

Service Central de P? 

Training of Trainers 
(VDMS launch) 11-28/12/06/85 Central level 120 trainers 

1760 provincial VDMS trainees 

Training and conzunications June 1986 Provincial level 118 trainers 
activities (VDXS launch) 1565 provincial VDMS trainees 

Training of trainers for December 1986 Central level 18 trainers 
Beni Xellal, El Jadida & Meknes 

Provincial training sessions January 1987 Beni Mellal, 18 trainers 
El Jadida and 173 VDMS agents 
Meknes 

Journ.e d'Tnfor=ation en Gestion 3-30/4-2-87 Central level 100 cadres des anciennes et 
nouvelles provinces 

Etude et traite=ent des fiches April 1987 Beni Mella, 15 trainees 
YDMS 1/1 El Jadida & 

Meknes 
Training in the use of March 1987 Central level FP services personnel 

microconputer 

Provincial TOT 7/6-11/87 Central level 33 provincial trainers 

Preliminary provincial level 
study of the continuing 

1/12-15/88 Rabat, Meknes 
Marrakech 

45 paramedical MOPH personnel 

Education structure 

TOT Apr-Sep. 1988 11 provinces 44 provincial trainer 
210 trainers of Circonscription Sanitaire1450 Agents VDMS 



Education Sanitaire: 

Training Program Dates ParticiFants 

Evaluation de ll=pact de la 
for-atica en cc=unication sur 
les prograzcs ce Sant6 Familiale 

January 1985 28 Agents, MOPH 

Jounz6e de reflexion sur les 
activitl3 d'iducation pour la Santg 

September 1985 40 animateurs provinciaux d'6ducatioa 

forn=atic 
visuelle 

ea c =ualcaticn audio- October 1985 students of 6cole des cadres 

Si=inaires provinclaux des =6decins 
de circonscripticns Sanitaires sur 
la co--uaicaticm appliqu~es aux 
progra--es de Santi Faniliale 

March 1986 197 physicians 

S=--inaires provinciaux de Co=uni-

cation appliquie au progranme de 
Santi Fariliale 

June 1986 229 agents, MOPH 

C 



Ministlere des Affaires Sociales (MAAS)
 

Training Progran 


Enqurte sur 1'6valuation des 

besoins en for-atioa des
 
Directrices et nonitrices des
 
Centres Socio-Educatifs
 

Dipouille=ent du questionnaires 

d'6valuation des besoins en
 
for ation
 

Elaboraticn des messages de base, 

des plans des cours et des
 
modules de formation
 

Fiiticn du =odule de formation 


Joumn6e de travail 


Fornaticon des Forceateurs a 

l'cole de Marrakech
 

Rivisica du progra--e de 

de fcz=ation
 

Rivisica et finitin du module 

Journee pr~paratoirej r~gionales 

abat, Agadir et Tangerf 


Sessions de formation 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 enqu~teurs
 

3 MOPH/MAAS
 

7 MOPH/MAAS
 

4 MOPH/MAAS
 

9 MOPH/MAAS
 

37 trainers
 

10 trainers
 

6 MAAS/MOPH
 

30 Dir. des CSE,
 
39 animateurs et 4 formateurs
 

600 monitrices
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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 l'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) "Uv 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 111 (608-171) Project
 
Paper Supplement Child Survival". August 7, 1986.
 

USAID/Rabat (1987) "Child survival Strategy". USAID (1987) "Population
 
and Family Support 111 (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 cooperating
 
agencies, Ministry of Health staff offices, and other puLlic 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.
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i-,TER LIST OF AVAJLIBLE DOCUMENTS 

Background information: 

Government of Minrocco
 

-Projet_ de drvIioppement des services de sart6 MOPH/If. & WHO
 

April 1984
 

-1987 Healt. Flan MOPH 
July 1987
 

-1982 Nationwide census MOP/CERED
 
-Projections de la pnpulatinn au maroc.
 

March 1985 
-Niveaux r~cents de la mnrtalit6 au maroc - Tables de mortaliti
 

April 1986
 

-Migrations internes au maroc 1975 -1982
 
April 1986
 

-Analyses et tendances d6mngraaiiques au maroc
 

Sept. 1986
 

-Migration mrocaine a 1' tranger
 
Nov. 1986 

-R&sum6 des d6bats du s~minaire national sur l'int6gration des variables
 

d~mngrap.ilques dons la planification.
 
Dec. 1986
 

-Variations r6gionales de la mnrtalt6 infantile au maroc MOP/CERED
 

Feb. 1987
 

-Les d~t~rminants de la 	mnrtalt6 infantile au marnc " 

Nov. 1987 

-Niveaux rLcents et tendances de la f6condlt6 au maroc " 

Oct. 1985 
Oct. 1987 

-Dynamique d6mngrafiilque des centres urbains ,u maroc: 1960-1982. 

Sept. 1987 
-La nuptialft f6minine au maroc 

Marc 198, 
-Enqutre natlionale sur la famille et le planification familLale (ENFPF) 
1979-1980 4 volumes MOPII/VFS 
-Enquite natioale sur la pr6valence contraceptive 1983-84 (ENPC) MOPH/DHS 
-Les r6sultats pr6liminaires de l'enqu6te nntinna2] sur la planification 
familiale et la Gant' 1987 (ENPq) MOPH/DHS 
-ENPS: Rapport de syntfi 	se sur les r(sultat, de la pr--enqu~te
 
MOPH/DHS March 1987 
-Guide pour I' 1aboratlon d'un plan d'extenr.0on de la cnuverture sanitaire 
MOPH/Inf. 	 May ]086
 

-Flas&ks MOPH/Mec. 	 ]'Avortement 
]or, C Jibatalrvf,, etc. 

Misc. reports on MOP1 fservicet;: 
-Documertt, from the "Seminare fiI;ur ]et; CO,ndtton; do I 'accis aux soins 
Ordre National der, m6decinr; Feb. 1986 
-Study of tite "Division def, Affaire, Technique'" operations 

Strat -ge Conell June 1987 

*Most of Lie GOM reportf, can be foutd in Dale Glbb'f; office. 
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UNFPA 
-Rapport de la 26me miss;n sur l'6valuation des besoins d'aid,- en 
matitre dc population. Nov. 1985 

Nov. 1986 
-Etude, recn:man8atons et plan d'action concernant les personnels de 
sant&. (w/WHC) Dec. 1986 
-Cnmmunicattor. e- nati re de sant, et de la planification familiale 

Aug. 1987 
-Consolidatior et extension du VDMS au Maroc 

Dec. 1986 

WH0
 
-Etat d'avancement du projet-SSb pilot project in Settat and Agadir
 

Marein 1983
 
-Evaluation des deux uiases du projet
 

Dec. 1986
 

World Bank
 
-Revue du secteur population
 

Feb. 1987
 
-Staff appraisal report: Health development project
 

May 1985
 

Available docurnents by sub project: 

%TDMS 

Irip reports: 

J31 (FFL !) 
-Rapp-ort 
-Rapport 

tec'nique: 
teciinlque: 

Descouens et 
Descnuens 

Halpert May 1987 
Sept. 1987 

-Conccption administrative du syst±me 
d'informtinn pour la gestior de la 
planiftca,.lon fari]iale: Fortin Sept. 1987 
-Rapport prlimnr.alre: Descouens Jan. 1988 

MSH (FPKT) 
-Report from tie Ist meeting of 
4e I rancoplorrr rep I nral advisory 
committee (FKAC): April 1987 

MOPH 

-Guide I)MISO: Iivi,,ton de la Population 1987 
-Programmre nation,],ie de planificatior. 
familial,:.: Feb. 1988 

EXPERDATA 
-all avala,](, evllua.ltion dncumentatlo: questionnaires, methodology,. 
preliminary resultb Feb. 1988
 

\At
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NTCRH
 
JHP!EGO 

-Pro-grac continuation proposals for Jan. Dec. 1985
-


Jan. - Dec. 1986
 
Jan. - Dec. 1987
 

-Les rapports trimestriels Mard - Sept. 1985
 
April - Sept. 1986
 

April - Sept. 1987
 
-Les rappnrts annuels March '15 - March '86 

April '86 - March '87
 
-Program and materials for the "Programme de contraception chirugicale;
 
reunion de coordination avec lej centres provinciaux"
 

Oct. 1985
-The Senegal wnrksliop Dr. Bachouchi 
 April 1986
 
-The visit to Chad Dr. Moussaoul 
 Sept. 1987
 

Trip reports:
 
-NCA and NMA 20 status review 
 Burkman 
 June 1985
 
-NMA 20 agreement review Wallace 
 Feb. 1987
 

AvSC 
-Les rapports trimestriels NCTRH to AVSC: all of .985
 

all of 1986
 
Jan.-Sept. 1987
 

Trip reports:
 
-agreewcnts review 
 Dimassi 
 Jan. 1985
 
-supervision review Dimassi/Ellis May 1985
 
-program status review Dimassi Sept. 1985
 
-project monitoring review Dimassi 
 March 1986
 
-NTCRH computer needs assessment Soulas 
 Aug. 1986
 
-medical sites assessment 
 Oct. 1986
 
-2nd yr. project needs assessment Duwve/Dimassi Dec. 1986
 
-medical sites assessment 
 Dr.s Bibi & Khairullah Dec. 1986
 
-client satisfaction survey Holmgren & Landry April 1987
 
-monitoring and client survey Duwve 
 Nov. 1987
 
-client satisfaction survey Duwve/Dimassi Jan. 1988
 
and program development
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IE&C
 
?'ANOFF
 

-see OR/DA list 

JOH'S HOPKINS 
-Report on Arab world communications workshop 
 Aug. 1985
 

RONCO/POP/IE&C suppnrt
 
-Review of N.Y. and Canadian commercial firm
 
capabilities 
 Carter 
 Sept. 1986
 
-IE&C technical proposal Dupr6 
 Feb. 1987
 
-Evaluation et plan d'action (MOPH) E6 ols/El Amri 
 June 1987
 
-Strat~gles et plan d'action (MOPH) Ecnnls, et. 
al. Oct. 1987
 
-IE&C tecnnical proposal (MOPH) Dupr6 
 Jan. 1988
 
-MOPH/SES working document 
 El-AmrI
 

A .PF 
-all documents received hii pertain to its IE&C activities 

MOPH/SES
 
-"Rapport sur l'6valuation de l'impact
 
de la formation en communication 
 1986
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ORID. and Population Policy 
INF.AN (K11) (U. of Mic~lgar) 
-"Pour ur module de planificatinn des 
ressnurces humaines au 
maroc" 

-Near East conference on population
 
and development modeling 


Trip reports:
 
-Population needs seminar 

-Review status of plinning model 
-install HOST at the MOP 
-Develop human res. planning model 
-Microcomputer training 

COLUMBIA UNIVERSITY
 
-OR projects to strengtien F.P. and
 
IE&C programs 


Trip reports:
 
-VDMS urban expansion 

-Operations research proposal 

-Operations research status 


RAPID I (Futures) (U. of Michigan)
 
-Draft of ENFPF and ENPC comparison
 
module 
 MOPH/SEIS 


Trip reports:
 
-Development of ENFPF and ENPC comparison
 

June 1985
 

Sept. 1987
 

Oct. 1985
 

Jan. 1986
 
Sept. 1986
 

Dec. 1986
 
June 1987
 

Dec. 1985
 

Apr 1985
 
June 1986
 
Nov. 1987
 

Jan. 1986
 

April 1985
 

Jan. 1987
 
Feb. 1987
 

April 1987
 

June 1987
 

July 1987
 
Aug. 1987
 
Oct. 1987
 
Nov. 1987
 

module 


WHS/FHDS
 
Trip reports:
 
-Installation of microcomputer
 
equipment at SEIS 

-Summary of ENPS Pilot test 

-Training of interviewers and
 
superviors for ENPS 


-installation of and training on
 
software for ENPS 

-Discussion of furtier analysis of
 
ENPS data 

-Check status of ENPS data analysis 

-Presentation of ISSA course 

-Check status of ENPS data analysis 


Knowles/Benrda 


Knowles 


Wyatt 


Wawer/Mannff 


Wawer 


Wawer/Thaddeus 


Middleburg 


Taafe 

Ayad 


Ayad 


Croft 


Frank 

Croft 

Canales 

Croft 
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Tralr.it:g 

ROMCD/popua- tot
-Tec if cal proposal 
-Business prnpnsal 1985
 
-incrrporation of family planing

education in KtvtS 
 services 
 Jabre 
 July 1986
-4 ; semi annual rep-Irt Sept. 1987
-5taj semi annual wnrkplan Nov. 1987

-Assessment of = e Primary Heclth 
Care delivery system 
 Tilquin/Gaumer 
 July 1987
 

Trip reports:
 
-Development of 
1st seni annual
 
workplan 
 Carter 
 Sept. 1985
-Technical assessment of TOTVDMS Wilson Oct. 1985
-Development of 2nd semi annual work­
plan and cclection o1 info on VDMS
training & ist semi a,,:nua] report Carter April 1986
 
-Data coll ection and computer i:;.tIonof VDMS info sy te,: tiI-A 
 Aug. 1986

-Development of eml3rd annual work­
plan and 
review of training activities

& 2nd semi annual report Carter Oct. 1986
-TOT/VDMS 
 Jabre 
 Dec. 1986
 
-Development 4of - i remi annual work­
plan and review of training activities
 
& 3rd semi annual report 
 Carter March 1987
-Check of VDMS Info sytem SnulaE"
-Training of MAAS workers Jabre April 1987 

June 1987
-TOT/VDMS 

July 1987
 

RONCO/PAC 11 
-Contract between MOPH and RONCO 
-Semi annual report 


March 1986
-Report from the Turkey wnrks op June 1986-PAC 11 SOW Milroy/Jabre 
 July 1987
 

Trip reports:

-Introductory visit 
 Mllroy/Fernac 
 March 1985
 
-Training in family planning

communications Roberts 
 May 1985

-Development of Agreement w/MOPH Fernin' 
-Development of training objectives Roberts April 1986
-Communicatio1n; training for MT.; GerimnAr1 --Cnmmunicati'on!; training Gersiman May 1986
-Survey of MOPH micro computer
capabiltle, 
 Milroy 
 Oct. 1986
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Otier Miristries 
CHiLD-,FN 'S T LE\ISIO NETWOFj (TYe Ministry of Youti and Sports) 
-A 
to 

proposal for an Arabic language reading program
be jointly produced witi Jordanian television and 

*o be expnrted to other Arabic states Marc:i 1965 

RONCO/Population 
 (The Xiristry of Social Affairs and Artisanal - MAAS) 
-Tie incf-rp-,ratlon of family planning

education into tS services Sylla Nov. 1985
 
-Follow up on "incnrpnratl.on 
project" Jabre 
 Dec. 1986
 
-A study of MAL.tS centers clients' needs Feb. 1987 
-Training and workshop materials March 1987
 

http:incnrpnratl.on


'-9
 

Private Sector
 
SO.hRt:
 
-A pre-assessment of te feasibility
 
of a subsidized contraceptive marketing
 
program for Morocco Farley/Samuel Jan. 1979
 

-Evaluation pr&liminaire de la
 
faisabilit d'un programme de
 
mar"eting social au maroc Baue,/Rushman Feb. 1985
 
-1st riase (ifmarket research:
 
Qualitative study of consumers,
 
doctors and Tiiarmacists LIMS Conseil 
 Oct. 1986
 
-Contraceptive Social Marketing ob­
servation tour for Morocco of Thai­
land and Indonesia McGriff 
 Nov. 1986
 
-2nd phase of market research:
 
Qualitative study of consumers Cr6argie Maroc Sept. 1987
 
-2nd pase of market researcn:
 
Qualitative study of distributors Dec. 1987
 
Trip reports:
 
-Development of RFPs for 1st pase
 
of market researd and recruiting of AlMPF
 
research director & group of research
 
firms Harway Nov. 1985
 
-Selection of AMPF research director and
 
7f research firm Harway Jan. 1986
 
-Monitoring of research and training
 
3nd coordination of study tour Ruachman 
 March 1986
 
-Assessment of progress of 1st phase
 
if market research Fidiman Aug. 1986
 
-Assistance in completion of 1st
 
phase of market research 
 Dec. 1986
 
-Monitoring of 2nd phase of market
 
research Harway 
 Oct. 1987
 

ENTERPRISE
 
-Workplan: Year 11 
 Oct. 1986
 
-Semi annual report 
 March 1987
 
-Family Planning and private firms
 
Ln Morocco: Legal aspects Mnudden 
 April 1987
 
-Employer/employee study LMS Conseil July 1987
 

rrip reports:
 

-Laying of groundwork for the
 
ENTERPRISE project in Morocco Raleigh/Harris May 1986
 
-Feasibility study of Family
 
,lanning services in private firms
 
ind coordination of dinner/debate Ralei4/O'Brien Dec. 1986
 
-Development of sub-project pro­
)osals Raleiei/Cantlay April 1987
 
-Completion of development of sub­
)rojects Raleii/LeComte/Hayek Aug. 1987
 
-Finalization of agreements wit
 
YPF, OCII, CHELCO and R6gle Raleieg/Cantlay/Liberl Nov. 1987
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Private 
kiACi 

sector, cont. 

Trip report6: 
-Survey of parmaceutical dis­
tribution capabilities Decouers/Halpert 
-Assessment of capacities for 
local productio cf OCPs Morrow Nov. 1987 

L'HEURE JOYEJSE 
-Activity report for 2/84-3/85 March 1985 
-Report on Pan-African seminar Conen Sept. 1985 
-Assorted trip reports Inlaoui Sept. 1984 

Feb. 1985 
Jan. 1986 

-Various documents and IE&C 
materials 1985-1987 
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uild Survival 

VACCINATI 0; PTrb3RA!S 
-general file 
-Propsition cde programmatton de l'aide am~ricaine dans 
le cadre du "Qhild
 
Survival"
 
-Focus group interviews regarding

vaccination awareness 
 MOPH July 1987
 
-Study of media impact of "Vaccination
 
Days" programming 
 LMS Conseil 
 Nnv. 1987
 
-"Vaccination Days" site visit 
 Eimer 
 Dec. 1987
 
-Preliminary 
tables of '-esults
 
from *tie "Vaccination Days" MOPH 
 Jan. 1988
 

PRITECH 
-ORT/EP1 Assessment and project 
proposal for Morocco Echols, et. al. May 1985 
-An indicative survey of Health 
Services Delivery:
recommendations 

Report and 
Norris, et. al. Jan. 1986 

URC
 
-Assessment of the Health Management
 
Improvement Project 
 Dec. 1984
 

*Most of the (hild Survival documents can be 
found in Paul Enmer's office.
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Appendix J 

Persons Interviewed
 

Ministere de la Sante Publique
 
S.E. Taieb Bencheikh 

Dr. Abdelhay Mechbal 

Dr. Abdelhaq Jouahri 

M. Ferkli 


Dr. Mostafa Tyane 

Dr. Abderkarin El Amri 

M. Mohamed Laaziri 

M. Ghiban 


Ministre
 
Directeur des Affaires Techniques
 
Directeur Adjoint, des Affaires Techniques
 
Directeur des Affaires Administratives
 

Chef du Service de Programmation Sanitaire
 
Chef du Service Central d'EducationSanitaire
 
Responsable du Division de l'Infrastructure
 
Responsable du Division du Budget
 

VDMS and Planification Familiale
 
Dr. Mohamed Zarouf 

M. Brahim Oucherif 


PNI
 
Dr. Mohamed Denial 

M. Bimegdi
 
Dr. Amina Saad
 

PSMI
 
Dr. Alfreda Belhaj 

Dr. Zerrari Abdelouahab
 
ime. Moumena Benai,,ar
 
Dr. Najia Hajji
 

Formation Continu
 
Dr. Mohamed El Omrani 

M. Mohamed El Ghazouani
 
Mme. khadija Zouhar
 
Mme. Fatima El Fatimi
 

Cellule d'Economie
 
Bouchaib Wasfi
 
Abdelkader Belkheidri
 

Chef du Service de la Planification Familiale
 
Administrateur Divisionnaire
 

Responsable du Programme National d'Immunisation
 

Chef du Service
 

Chef du Service
 

National Training Center for Reproductive Health (CNFRH)
 
Dr. Mohamed Tahar Alaoui Directeur
 
M. Haj Mimoun Boukhrissi Administrateur
 
Mme. Fassi Fehri Coordinatrice de Formation
 

\i\ 
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Ministeere de l'Interieur
 
M. Lhabibi Responsable pour l'Etat Civil
 

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

Association Marocaine de Plarification Familiale (AMPF)
 

M. Abdallah El 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. Hlamid Oubrik
 

LMS Conseils 
M. AbdoIkebir
 
M. Abdcnbi Louitri
 

UNF PA 
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 Prefecturesn 

In each of the following Provinces and Prefectures, the team met 
with the Chief Medical 
Provincial level staff, 
service delivery sites 

Officer of the Province and his principal 
as well as health personnel at 3-4 

(e.g., rural dispensaries, health centers, 
mobile teams). 

Agadir Fes 
Azilal Khenifra 
Beni-Mellal Marakkech 
Casablanca Safi 
El Jadida Settat 


