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tCTION MEMORANDUM FOR THE USAID/MOROCCO DIRECTOR
 

DATE: April 22, 1992
 

FROM: 	 Rick Gold, Deputy Program Officer
 

SUBJECT: 	 Revision of Project Data Sheet for Family Planning
 
and Child Survival IV
 

PROBLEM: The Data Sheet accompanying the Project Paper and
 
Project Authorization for Family Planning and Child Survival IV
 
(608-0198) specifies a budget that does not conform with the
 

functional account of the funds expected to be made available to
 

the project.
 

DISCUSSION: When the former USAID Director approved this project
 
in FY 89, the budget of $31 million was expected to be funded
 

$3.2 million; Population
from three functional accounts: Health ­
- $22 million; and Child Survival - $5.8 million. This breakdown
 

reflected the Mission's previous experience with funding
 
new
availabilities and the needs of the project. As the
 

priorities of AID/W and Congress have changed in recent years,
 
the Mission has been encouraged to program more of certain funds
 
and less of others. Therefore, we believe that it is necessary
 
to modify the funds budgeted under each functional account,
 
without changing the value of the project as a whole.
 

The revised facesheet contains a budget of $6 million in Health
 
funds; $16 million in Population funds, $8 million in Child
 

There will be no
Survival funds; and $1 million in AIDS funds. 

changes in project activities nor in the line items of the
 
budget, such as technical assistance, training or commodities.
 

RECOMMENDATION: Please sign the attached face sheet.
 

DATE: ' L,DISAPPROVED
APPROVED 

Dennis M. Chandler 
 'I 

Director
 

Drafting officer: PROG:RGOLD
 

CLEARANCES : i 
PROG :WNance J'; 

RLA: Barring.Iton ,i(Ij
 
PHR:CPayne4_L ,
 
OFM: JFunkey _y 
DDIR:JLowenthal ___
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ACTION MEMORANDUM FOR THE MISSION DIRECTOR 

~4)DATE: AUG 18 1989 
FROM: 	 Kenneh G. Schofield, Program Officer 

SUBJECT: 	 Authorization of the Family Planning and Child Survival IV Project 
(608-0198) 

ACTION:
 

Your approval is requested for the Project Paper and the Project Authorization 
for the Family Planning and Child Survival IV Project (608-0198).
.7 - - , . , 

* ....-. ' ' 

The Family 	Planning and Child Survival IV Project builds on the experience and 
success of three earlier projects (-0112, -0155, -0171) in the family planning 
and mother and child health fields. As such the project will consolidate 
gains achieved to data and expand access to Family Planning and Maternal Child 
Health FP and MCH) services provided through the Ministry of Public health 
(MOPH) primary health care delivery systim. Under a recently revised program 
strategy which combines the "Visites a Domicile pour Motivation Systematique" 
(VDIMS) outreach program, originally developed under an LID financed operations 
research project and the more recent IUhD supported "Soins de Sante de Base' 
(SSB), a more mobile and comprehensive system will effectively bring family 
planning and mother and child health care services to the mset isolated and 
underserved households. The project will also stimulate the provision of FP 
and MCH services through private sector delivery systems, enhance the 
efficiency of selected MOPH program, and explore health financing issues in 
both the public and private sectors. 

The project consists of three min components: 1) broadened access to FP and 
MCH services; 2) increased program efficiency; and 3) health financing. The 
third component In bealth financing will explore the means for "creating 
market opportunities" for health care services. The health financing 
component represents the direction for future USAID assistance in the 
population and health sector. It vill provide the basis for a new health 
financing project scheduled for 1991. 
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project technical assistancs,For each of the components, the will finance 
and in-country training, commodities, and local costs. Under the first 

U.S. 
and MCH services, -the project vill also 

component, for broadened access FP 
Onfaclities. 

finance the repair, renovation, or construction of clinical 
the GON's abilityReview Committee's examination of 

the basis of the Mission 
and maintain the proposed fac5.lities, you sent a 611 (e) 

to construct, utilize 
to the Assistant as Annex I to the Project Paper,included 

for the AKE Bureau. The certification was acknowledged bycertification 

Administrator 

cable, also included in Arnex I.
 

of reducing rapid populationgoalThe project will contribute to the sector 
is to

death Morocco. The purpose of the project
growth and early child in 

child 
improve the impact and sustainabillty of family planning and maternal 

level of $31.0
has a life-of-project AID funding

health program. The project 
of August 31, 1996.million and a PACD 

submitted the Project Identification Document (PID) for 
USAID prepared and 

AID/W requested that additional
1989. Upon review,AID/W approval in January the P9C. 

be added to address sustainabillty issues raised during
information dated March 14, 1989. 
USAID provided the requested information in Rabat 2496, 

harch 30, 1989 and authorized you to 

654 to approve the projectAID/I approved 
your AID 

the 
Redelegatin 
revised PID 

of 
on 

Authority in the 
exercise 

19, 1989. The ANPAC cable raised several 
in State 120849, dated Aprilfield 

They have been appropriately addressed during
 
design issues and concerns. 


project design, and responses are summarized in the Summary and
 
cable also concurred
 

Recommendations 
 Section of the Project Paper. The ANPAC 
l threshold decision.enviroomentain our recomended negative 

Review Committeethe Mission26 and 28 and August 10, 1989On July 21, Mission's final 
the Project Paper and recoemmended revisions. The 

reviewed 
was held on August 17, 1989, at which time 

review of the Project Paper 
to gertaiL changes in the Project Paper. 

appvval was recommended subject 


have now been made.
These 

for vehicle procurement were sought from the 
Two source and origin waivers 

of PID submission.of the ANE bureau at the time The 
Assistant Admnstrator 

approximately 40 
first waiver for the procurement of motorbikes and 

value of $1,500,000
and spare parts for an approximate

all-terrain vehicWle 
on May 13, 1989.Assistant Administrator for AKE 

was signed by the Deputy which
this waiver was superseded by a second waiver 

The motorbike component of 
and spare parts of Japanese source 

peraits the procurement of 400 motorbikes 
waiver was signed 

origin for an approximate value of $450,000. The second 
and 

for ANE on June 28, 1989. Copies of both 
by the Assistant Adminitrator 

J. to the Project Paper.
waivers are included as Annex 
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The Congressional Notification for this project vas submitted to Congress on
July 27, 1989 and expired ithout objection on August 1., 1989. 

RECO*IENDATION: 

That, according to the authority granted to you in AID Redelegation of 
Authority 654, you sign the Project Paper Data Sheet and the attached Project
Authorization, thereby approving the Family Planning and Child Survival IV 
Project with a life-of-project fumding of $31.0 mllion and a PACD of Augu t 
31, 1996. 

APPRO fr*D A DED::__ DSPO3Vo _ _P__o_: 
ChresW onDirector -

Attachment: 
1. Project Authorization 
2. Project Paper 

Drafting Officer:PROG:ABraginaki:ug:8/3/89_A6 

Clearances :PHI: . 
PHR::DGlbb / 

FM: IWar
 
ARIA: a
Liarrin4't6a 

DDIorae\ors
 



PROJECT AUTHORIZATION
 

Name of Country: Morocco Name of Project: 	 Family Planning and 
Child Survival IV 

Number of Project: 608-0198
 

1. Pursuant to Section 104 of the Foreign Assistance Act of 1961, as amended, 
I hereby authorize the Family Planning and Child Survival IV Project for 
Morocco (the "Cooperating Country") involving planned obligations of not to 
exceed $31,000,000 ir grant funds over a six year period from date of 
authorization, subject to the availebility of funds in accordance with the 
A.I.D. OYB/alloment process, to help In financing foreign exchange and local 
currency costs for the project. The planned life of the project is seven 
years from the date of initial obligation. 

2. The project consists of assistance to the Government of Morocco to improve 
the impact and sustainability of family planning and maternal child health 
program and to reduce rapid population growth and early child death. 

3. The Project Agreement which may be negotiated and executed by the 
officer(s) to whom such authority is delegated in accordance with AID 
regulations and delegations of authority shall be subject to the following 
essential terms, together with other terms and conditions as A.I.D. my deem 
appropriate. 

Source and Origin of Comodities, Nationality of Services 

Commodities financed by A.I.D. under the Project shall have their source and 
origin in the Cooperating Country or In the United States except as A.I.D. may 
otherwise agree in writing. Except for ocean shipping, the suppliers of 
commodities or services financed by grant funds shall have the Cooperating 
Country or the United States as their place of nationality, except as A.I.D. 
may otherwise agree in writing. 

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

Charles W. J son, Mission Director 

Date
 

Drafting Officer:R.LA:Baarr-ngton:ub:8/16/89 .&
 

Clearances: 
PROC :KSch
 
PHR:Dcibb HR: CI.haaJ 
CONT:RWariV DDmR: LIorse; L 
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Project Design Committee 

Population Development Officer 
Program Economias t 
Project Development Officer 
Project Development Officer 
Budget and Accounting Officer 
Environmental Officer 
Project Officer
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Program Officer 
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Regional Legal Advisor
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Regional Contracting Officer
 
Enzrgy Officer
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ACROND( AND ABBREVIATIONS-


A&E Architecture and Engineering 

AED Academy for Educational Development 

ACLS Association de Lutte Contre le SIDA 
"Association for the Control of AIDS" 

AIDS Acquired Immune Deficiency Syndrome 

AMPF Association Harocaine 
"Moroccan Association 

de la Planification Familiale 
for Family Planning" 

AVSC Association for Voluntary Surgical Contraception 

CGEN Confederation Generale Economique Marocaine 
"Moroccan Private Employers Confederation" 

CHU Centre Hospitaller et tklversitalre 
"University Teaching Hospitals" 

CNLS Comite National de Lutte Contre le SIDA 
"National Comilttee for the Control of AIDS" 

CNOFS Caic-se Nationale Des Oeuvres de Prevoyances Socials 
"National Social Security Fund for Public Sector Employees" 

CNSS Cause Nationale 
"National Center 

de la Securite Sociale 
for Social Security" 

CSM Contraceptive Social Marketing 

DHS Demographic and Health Survey 

FHI Family Health International 

ENSAA Federation Marocalne 
Assureures 
"Moroccan Federation 

des Societies d'Assurances et des 

of Private Insurance Companies" 

FKSP Federation Mrocalne de Syndicats 
"Moroccan Pharmacists Syndicate" 

des Pharmciens 

FP Family Planning 

GOM Government of Morocco 
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HIV Human Iamuodeficiency Virus 

HMO Health Maintenance Organization 

BR.D Inte--national Bank for Reconstruction and Development? 

IEC Information, Education and Communicatian 

IPPF International Planned Parenthood Federation 

IQC Indefinite Quantity Contract 

IRD Westingboume Institute for Resource Development 

IUD Intra-Uterine Device 

JH/PCS Johns Hopkins University/Center for Population 
ComuIica tions 

JHPIEGO Johns Hopkins Program in International Education for 
Gynecology and Obstetrics 

KAF Knowledge, Attit des and Practices 

LOP Life of Project 

MCH Maternal and Child Health 

MIS Management Information Systems 

MOPH Ministry of Public Health 

MIPA Married Wome of Reproductive Age 

NIRTFH National Institute for Research and Training in Public 
Health 

NTCRH )tional Training Center for Reproductive Health 

OC Oral Contraceptives 

ORS Oral Rehydration Salts 

ORT Oral Rehydration Therapy 

H. Population and Human Resources 

PID Pro',ect Implementation Document 

PMU Project Management thIt, MOPH 
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PVO Private Voluntary Organization 

RFFLMTC Regional Family Planning Logistics and Managemt Training 
Center 

SSB Soins de Sante de Base 
'Basic Health Services" 

STD Sexually Trensmitted Disease 

TA Technical Assistance 

TACS Technical Advisor in Child Survival 

TBA Traditional Birth Attendant 

TFG The Futures Group 

UNFPA United Nations Fund for Population Activities 

UNICEF United Nations Children's Fund 

VEhS Visite a Domicile pour ?otlvatlon Systemntque 
"Household Visits for Systematic Motivation" 

VSC Voluntary Surgical Contraception 

WHO World Health Organizarion 



I. SUMMY AND UcoKKDAMUT1o 

A. Summary Background
 

Over the past decade, Morocco with AID casistance has substantially reduced
 

population growth rates and early child death by improving the access to and
 

use of family planning and maternal and child health services. Under the
 

Population and Family Planning Support III Project (608-0171) substantial
 

progress was made in developing operational methodologies, e.g. OVisite &
 

Domicile pour Motivation Syst6msatiquem (VDNS), for providing these services at
 

the local level. At present, the VDMS component of the GON Family Planning
 

and Maternal and Child Health Care (FP and NCH) program is operating in 30 of
 

45 provinces nationwide. The program has successfully promoted modern methods
 

indicated by the increase in overall contraceptive
of family planning, as 

prevalence from approximately 12.5 percent in 1978, to 35.6 percent in 1987.
 

Mortover, vaccination coverage for children has increased from 50 percent to
 

87 percent, and infant mortality has decreased from 130 per 1000 live births
 

in 1980 to 73 in 1987.
 

problems persist
Despite impressive progress over the last decade, a number ot 


which are exacerbated by recent fiscal austerity masures and systemic biases
 

This can be seen more clearly when national
in the rublic health care system. 

statistics ar6 disaggregated along urban-rural lines, showing wide disparities
 

betwMien urban and rural conditions. Accordingly, the GOB has made an
 

increase in accessibility for rural population groups to PP end NCH services a
 

major objective of the 1988-92 development plan. To that end, the MOPH has
 

a national coverage strategy that involves a combination of fixed
developed 

at
facilities, mobile teams and outreach services to provide basic health care 


low cost.
 

Historically, AID has played a key donor role in the health sector,
 
This role is strongly
particularly in assistance for population program. 


The
complemented by activities and programs of the multilateral donors. 


United Nations Fund for Population Activities (UNFPA) and the World Health
 

Organization (WHO) support Ministry activities in health sector planning and
 

WHO also supports AIDS prevention and control activities. The
management. 

in the implementatien of child
United Nations Children's Fund (UUIC9F) assists 


survival programs. A seven-year World Bank sector loan Is helping the MOPH to
 

expand low cost primary health care infrastructure, strengthen pharmaceutical
 

management, and ccaplete analyses of health sector organization and
 

A new World Bank loan is expected to provide follow-on support in
financing. 

In 4ddition, the World Bank is addressing the MOPH budget
these areas. 


increase budget allocations to the MOPH
constraints, by requiring that the GOB 


as part of the recently negotiated Strqctural Adjustment Loan.
 

B. Summary Proje.t Description
 

The project will contribute to the CDSS sector goal of reducing rapid
 

early child death in Morocco. The purpose of the
population growth :.d 

project is to Improvs impact and sustainability of family planning and
 

maternal child health programs.
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The project builds on the experience and succos of three earlier projects 
1-0112, -0155, -0171) In the family planning and maternal and child health 
field. As such, the project will consolidate gains achieved to date and 
expand access to family planning and maternal and child health (PP and MCH) 
services provided through the Ministry of Fublic Health (NOPH) primary health 
care delivery system. It will also stimulate the provision of P and MCH 
services through private sector delivery systems, enhance the efficiency of 
selected MOPH programs, and explore health financing issues in both the public 
and private sectors.
 

The main components and activities of the project consist of:
 

1. Broadened Access to FP and NCR Services - This will be accomplished
 
through the implementation of a more mobile and flexible outreach referral
 
program, the expansion of clinical services, as veil as social marketing and
 
employee service activities. The project will finance the technical
 
assistance, commodities, training and local costs to further the following
 
objectives:
 

- Ex9ansion of public sector outreach through the upgrading of health 
worker skills, provision of heavy duty motorbikes for itinerant 
health workers, creation of community service sites, and equipment of 
NOPH mobile teams.
 

- Improved access to fixed clinical facilities, including the 1) 
construction, renovation, or repair of 34 rural facilities, 2) 
construction of 12 new family planning reference centers, and 3) 
equipping of voluntary surgical contraception (VSC) ceaters in 15
 
provincial centers and five rural service facilities.
 

- Transfer of a portion of ROPH recurrot operating costs to the 
private sector through the phased design and implementation of social 
marketing sales programs intended to increase the percentage of 
contraceptives and HCH products procured and distributed through the 
private sector. 

- Employee P and NC services provided as part of employee health 
services at the plant level. 

2. Improved Program Efficiency - The project will strengthen skills; upgrade 
management systems; improve date collection and analysis; and develop a 
control and public awareness program for AIDS through the following activities:
 

- Technical and management training for HOPH professional staff, 
including strengtiening both pre-service and in-service training in 
reproductive health and family planning and steps to decentralize 
training in family planning to regional physician and nurse training
 
centers.
 

- Improved data collection and analysis, including the develophent of 
microcomputer applications and automation of the HOPH management 
information system. 
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Production of information, education and comunication materials.
 
particularly for illiterate and seal-literate women. Materials will
 
be designed to help improve the credibility and effectiveness of
 
health workers. Printed materials will be complemented with high
 
quality FP and NCH radio programing.
 

In AIDS control, sero-epidesiological studies aimed at determining
 
the prevalence of the disease; the provision of laboratory equipment
 
and supplies; information campaigns And materials; and technical
 
training for medical staff and the staffs of the Ministries of
 
Tourism, Justice and Interior.
 

3. Health Financig,, - Finally, the project will analyse sustainability issues 
within the health care system and explore the means for =creating market 
opportunities' for health care servicces and products. This will Involve an 
analysis of respective public and private sector roles in the provision and 
financing of health care as well as developing more "consumer responsiveO 
health care systems and appropriate funding mechanisms, e.g., cost recovery, 
insurance and group health plans. Specific activities include: 

- Policy studies, seminars and analyses of constraints to expanded 
private health care and insurance coverage; 

- Establishment of cost accounting system in large public health 
facilities to enhance cost recovery efforts: 

- A feasibility study of the expansion of health Insurance, possibly 

through establishment of HMO's or other alternative delivery systems. 

- Nobilization of local resources to upgrade local health care coverage. 

C. ANPAC Concerns and Design Guidelines
 

1. Recurrent Costs - The ANPAC raised the concern that expanding coverage to 
more difficult or remote areas would represent higher than average costs, and 
therefore the increased cost burden of the project should be fully analyzed in
 
the PP within the context of the likely resource availabilities.
 

Annex C of the PP, Sector Financial Analysis, examines the recurrent costs of
 
the project within the context of expected future NOPF resources
 
avallabilities. Although the projected cost figures are somewhat higher than
 
initially estimated in USLID's first analysis provided in Rabat 2496, the
 
analysis indicates that they are well within the expected growth of the Health 
Ministry's total budget. The cost analysis was based on average costs of 
providiP4 services in similar areas which include remote rural populations. 
In addition, this project includes activities to increase cost recovery in 
public facilities and increased reliance on the comercial distribution of 
contraceptives, both of which will ease pressure on the NOPH budget. 

The GON is aware, if not reconciled to the fact, that AID assistance in
 
expansion of government health services stops with completion of this
 
project. To that end, the 6;ON contribution to overall project costs increases
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progressively to 100 percent over the life of the project. In addition, the
 
GON 1995 budget will include spending authority for the purchase of
 
approximately $2.4 million in contraceptive commoditissr As the disbursement
 
of these funds will not occur until the later part of CY 1996 and run through
 
early CY 1997, these funds are not included in the GO contribution for this
 
project.
 

2. Health Care Financin - While the ANPAC noted that health care financing
 
is a complicated field and will require considerable analysis to develop, it
 
urged the Mission to be creative and aggressive in this area. ANPAC guidance
 
for the PP was to develop both a technical and tactical strategy for the
 
studies, analysis, and pilot testing needed to advance the health financing
 
decisions. Several areas for Mission consideration were identified.
 

A three person team composed of an AID/V representative and two outside 
consultants helped the Mission identify health financing interventions for
 
this project. We have reached agreement with the HOPH on a series of areas
 
in which to focus our efforts, under the overall context of creating health
 
sactor market opportunities by removing barriers to market entry, including
 
administratively set prices.
 

To that end, we will be exploring policy barriers to cost recovery in public
 
and private facilities; the expansion of insurance, including the development
 
of prepaid health delivery systems; and mobilization of community financing
 
for health services. A phased plan of technical assistance, seminars,
 
training and operations research ha. been developed In these areas. The
 
operations research and the feasibility study in expansion of insurance will
 
be designed to lead to the testing of alternative mechanisms to GOK financed
 
health care as oarly interventions in the FT 91 Health Financing Project.
 

3. Policy Dialogue Azenda - The ANPAC noted that a number of Important health
 
slector studies are currently underway funded by other donors and it is
 
important to capitalize on the results of these studies to formulate to
 
appropriate sector policy agenda for the 1990's. The ANPAC stated that the PP
 
should.begin to define this agenda, defining the substantive areas for
 
analysis, and developing a tactical approach for pursuing policy change with 
the GO. The AMPAC also stated that in discussing policy considerations the 
PP should also make clear that consistent with AID policy of "informed free 
choice," the project anticipates changes in contraceptive use based on 
increased access to the contraceptive methods and Improvements in family 
planning outreach services. 

Both the health financing and hospital management studies financed under the
 
IBRD primary health care loan are providing increasing amounts of data and
 
information on the current situation and thus input for Mission plans with
 
respect to health financing Issues. Major gaps remain, however, in
 
information on the private sector, regulatory and legal barriers, and
 
insurance practices and policies. Assistance in each area is programmed soon
 
after project launch. The project will assist the MOPH as well in holding a
 
seminar in October 1989 to present the findings of the Health Financing Study
 
to major institutional actors in the public and private sectors as a basis for
 
drawing up a Moroccan agenda for sector reform. This agenda will provide a
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basis for our own policy dialogue agenda and later assistance in health
 
financing.
 

As the GOM moves into its sector reform, we will be working to focus the
 
reform around what the Moroccan health system should look like in the year
 
2000, and the GONM' goals regarding coverage and quality of care within that
 
system. The 1989 Action Plan Population and Health Policy Agenda has been
 
updated and is attached as Annex L.
 

With regard to "informed free choice," USAID emphasizes in the Project Paper
 
that the thrust of our effort in this area is to widen the choice of
 
contraceptive methods available. This we will do by increasing access to
 
methods, especially clinical ones, that may be more appropriate and acceptable
 
to women at certain stages of their reproductive life.
 

4. Lessons Learned - The PP should contain a ulessons learned" section on the 
Morocco health projects experience and specifically the design approaches that
 
have been developed to better cope with health sector problems.
 

A Lessons Learned section has been Included in Section II of the Project 
Paper, discussing both the successes and some of the less effective aspects of 
the USAID-Morocco experience over the past decade in providing and promoting
family planning and MCH care. 

5. Construction - The cable queried whether a 611 (a) certification was
 
needed and whether a PAR method was inappropriate.
 

A 611 (e) certification has been provided (see Annex 1). It has been
 
determined that a FAR method is not appropriate and that construction services 
will be procured under Host Country contracting (HB 11) procedures with AID 
paying contractors directly on the basis of work performed. No advances of 
AID funds are contemplated. 

D. Recommendation
 

The USAID Project Committee has determined that the proposed activities are 
technically, administratively, economically and financially sound within the 
seven-year project. Consequently, the committee recommends that the Mission 
Director authorize a grant of $31.0 million for the Family Planning and Child 
Survival IV Project. 

E. Waivers
 

Source and origin waivers for procurement of vehicles and motorbikes were 
approved by AA/AXE on June 28 1989. and DAA/ANI on May 13, 1989. 
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I. BACKGROUND. RATIONALI AND DSCRIPTIOMI 

A. Background
 

Morocco is the most populous country in the Maghreb region, with an estimated 
population of 25 million in 1988. Over the past decade, Morocco with AID
 
assistance has substantially reduced population growth rates by improving the
 
access to and use of family planning and maternal and child health services.
 
Under the Population and Family Planning Support III project (608-0171)
 
substantial progress was made in developing operational methodologies, e.g.
 
"Visite i Domicile pour Motivation Systisatique" (VDRS), for providing these
 
services at the local level. At present, the VDRS component of the GOf family
 

planning and maternal child health care (UPand MCH) program is operating in
 
30 of the 45 provinces nationwide. The program coverage is approximately 16
 

Million people. Increased coverage under the FP and MCH program has
 
contributed significantly to increased use of contraceptives and fertility
 
rates have declined steadily over the last decade.
 

The 1987 Demographic and Family Health Survey (DiIS) reports an increase in
 
overall contraceptive prevalence from approximately 19.4 percent in 1979 to
 
35.9 percent in 1987. Moreover, there Is almost universal knowledge on the
 
part of Moroccan women of at least one method of contraception. Family
 
planning services are offered in all Ministry of Public Health (NOPH)
 
facilities, including voluntary sterilization In 30 of the 47 provincial
 
hospitals. Vaccination coverage for children under five has risen from SO
 
percent to 87 percent in the last two years, and infant mortality has
 
decreased from 130 per 1000 live births in 1980 to 73 in 1987.
 

Despite this impressive progress over the last decade, a number of problems
 
persist which are exacerbated by recent fiscal austerity measures and systeomic
 
biases in the public health care systes. This can be seen more clearly when
 
national statistics are disaggregated along urban-rural lines. For example, 
large disparities are evident in contraceptive prevalence rates (52% vs. 25 
respectively) and rural infant mortality rates which are 30 per 1000 live 
births higher then corresponding urban rates. Relatedly, only 15 percent of 

births in rural areas are attended by a qualified health worker, compared to 
50 percent in urban settings. Accordingly, the GO has made an increase in 
accessibility for rural population groups to FP and IM services a mjor 
objective of the 1988-92 development plan. Towards that end, the NOPH has 
developed a national coverage strategy that involves a combination of fixed 
facilities, mobile teams and outreach services. 

Currently, the challenge facing the GON is how to Implement this development
 
objective, i.e., extending FP and 1CH services of reasonable quality to women
 
and children living in the primarily rural areas; in the face of continuing
 

pressure on the MOPH budget. The solution will entail a review of budgetary
 
priorities, greater efforts in the seea of cost accounting and cost recovery
 
and improvements in public henlth care efficiency and, finally, greater system
 
complementarity with privately financed and provided health care, particularly
 
in urban areas.
 



- 7 -


During intensive project review, a number of constraints were identified which
 
limit expansion and improvement of health care in the Moroccan context:
 

FP and MCH Program Coverage - Despite significant advances in the last 10 
years, many of Morocco's women and children continue to suffer froe
 
inadequate, or for a significant number, unavailable health care. Lack of 
coverage, particularly in rural areas, remains an important problem limiting 
the impact of FP and MCH services provided by the OPE. Iaprovements recorded
 

in infant mortality and contraceptive prevalence rates mask large differences
 
between regions and population groups in access to and use of services. Data
 
from recent surveys and NOPH service statistics show significant urban-rural
 
variations in the performance of the Ministry's priority maternal and child
 
health service programs. Vaccination rates prior to the national campaign
 

were nearly 50. higher in urban areas. Five times as many urban as rural
 
women have completed at least one prenatal visit or given birth under the
 

supervision of a trained health worker; and the incidenc* of diarrheal disease
 

is much higher in rural areas.
 

FP and MCH Protram Effectiveness - A key problem area concerns the method mix 
of current contraceptive use, reflecting in part weakness in related BCH 
clinical services program. The 1987 Family Health and Demographic Survey
 
reports that 45% of sarried women of reproductive age, both contraceptive and
 

non-contracepting, went no more children, and an additional 131Lvant to delay
 

their next pregnancy for at least 24 months. Yet 301 of Moroccan women rely
 

on oral contraceptives, due partially to the lack of access in rural areas to
 

the clinical methods (IUD and VSC), both more appropriate responses to
 

fertility desires of most women wanting no more children. Thus the family
 

planning program, despite its successes, falls short of meeting the needs of
 

women for whom pregnancy presents a high risk, including those of high parity
 
and who are over 35.
 

Moreover, Morocco's infant mortality rate of 73 per 1000 in 1987 is relatively 

high for a country at Morocco's stage of development, and accounts for 271 of 

all deaths in Morocco, compared to 31 for developed countries. Forty percent 

of these deaths are of infants less than one month of age, deaths usually 

associated with poor screening and monitoring during pregnancy as well as 

birth complications. Diarrhea Is associated with over 30% of all infant 
caremalnutrition. Medically supervised prenatal and birth monitoring cover 

only a small proportion of total pregnancies and the OPM is just beginning to 

implement a comprehensive strategy to promote improved monitoring of infant 

nutrition and managnent of diarrhea cases. Accordingly. continued 
improvement in the Ministry's pregnancy and birth monitoring and diarrhea 
disease management, including nutritional surveillance, is required to bring
 

about further reductions in infant mortality.
 

FP and NCR Proaram Efficiency - The tenure of the current Minister of Health 
has been marked by an emphasis on improving management, but he faces several 
important constraints. For example, most administrators of the system have 
been trained as physicians, not managers. In addition, the MOPH management
 
information system is clogged with too much data to provide useful information
 

to decision-makers and is unable to provide provincial level Information to
 

allow better tailored responses to local needs. Health personnel at all
 

levels of the syitem need inservice training to upgrade their skills.
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Disease Surveillance and Control - The threat of AIDS and other sexually 

transmitted diseases (STD) has prompted the need to develop capacity within
 
the NOPH to identify "high risk" groups end take steps to check the spread of
 

infectious diseases through better monitoring, social analysis and control
 

techniques. Public awareness campaigns and continuing education for
 
well as "highphysicians in disease surveillance and control techniques as 

risk groupw identification are essential public health functions which are 
inadequately met at this time.
 

Health Care Sustainability - The challenge posed to the health sector at large 

will be to improve coverage and quality of health care services on a 

financially sustainable basis. Public health care systemas are over extended 

in many areas and the quality of health care is often deficient. Given the 

likelihood of continued budgetary restraint related to the econoatc structural 

adjustment program, it is imperative to improve system efficiency and move 

towards greater cost recovery. The expansion of private health delivery 
systems to complement existing public health systems will be necessary to 

achieve overall health sector goals and provide more consumer­
responsive health care. Mechanisms to finance improved health coverage and
 

quality of health care, such as private health insurance, need to be more 
fully developed. Thus, there is a need to define appropriate financial 

incentives and mechanism to encourage private sector provision and financing 
of health care needs.
 

The project will help address these constraints, which are currently binding
 

on the Moroccan health sector through broadening access to FP and NC
 

services, improving program efficiency, and exploring health financing issues
 

in both the public aad private sectors.
 

B. Proiect Rationale and Lessons Learned
 

USAID Morocco's CDSS identifies reduced fertility and decreased Infant and 
child mortality as priorities for AID asisttsce during the 1987-91 CDSS 

period. The project builds on activities initiated under the three previous 

projects. To date, these projects have supported the development and 

expansion of "Visite i Domicile pour Motivation Syst6matique" (VDKS), a 

household level FP and NCR outreach service program; Improved the quality and 

increased availability of permanent contraception; strengthened communications 
between health workers and clients; and improved management and service 

With the addition of Child Survival funds instatistics reporting systm. 
1986, AID intensified support to infant and child health aspects of the
 
program.
 

Lessons Learned - The past 10 years of implementation experience with 

population and family planning programs in Morocco have resulted in some 
significant "Lessons Learned" that underlie design of this project. 

1. Effectiveness of the Primary Counterpart
 

The Ministry of Public Health is an effective and comitted counterpart for 
family planning. As noted in the mid-term evaluation of the Population and 
Family Planning Support III project, the Ministry has managed to develop a 
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nationwide family planning program providing family planning services In all
 
provinces, and at each level of the health system. As -a result in part of 
these actions, contraceptive prevalence has increased from 19% to almost 36%
 
in 10 years; and the program Is regarded as a model for other African and
 
Muslim countries who increasingly send representatives to study its design and
 
implementation.
 

2. Integrated Family Plannina and Matarnal and Child Health Services
 

The integrated approach to family planning and maternal and child health works
 
in Morocco; (1) workers and clients view FP as 
an important ECU Intervention;
 
(2) the MCH approach has made FP more widely accepted by GON officials, the 
religious community, and local opinion leaders; (3) HCH interventions have not 
diluted FP activities; (4) FP is fully Integrated in MOPE filed facility and 
training programs, and increasingly in hospital maternity wards; (5) voluntary

surgical contraception Is offered as a routine intervention at provincial
hospital where staff have been trained in this procedure. In sun, this
 
approach has been both politically appropriate and cost effective in Morocco,
 
making good use of trained medical personnel.
 

3. Population Policy
 

The lack of an explicit national population policy has not been a hindrance to 
the Implementation of programs to reduce population growth rates. As stated 
in the mid-tern evaluation, "the GON's emphasis on an Implementation strategy

rather than explicit policy statements has been successful In accomodating

the attitudes of more conservative government officials and religious
 
leaders," leading to substantial gains in contraceptive prevalence and 
coverage.
 

4. Contraceptive Demand and Method Mix
 

There is a tremendous as yet unmet demand for family planning, with demand 
Increasing faster than the ability of the national family planning program.

public and private, to met it. Furthermore, constraints in the delivery of 
clinical services, and tha impact of door-to-door provision of oral
 
contraceptives for much of Morocco has resulted in 
a disproportionate reliance
 
on oral contraceptives. Thus, at the beginning of the Phase III population
project in 1984, whereas USAID had expected that proportion of total users 
relying on oral contraceptives would decline from 75% in 1983 to 65% In 1988,
instead the proportion increased to 601. Preliminary estimates indicate a
 
demand for 8 to 10 times the current number of IUD and sterilization
 
procedures. Clinical facilities with adequate equipment end trained staff are
 
not yet widely enough available to meet client demand for these methods.
 
Other factors explaining the high usage of orals include the convenience of
 
door-to-door access through VDOS to orals; the relative ease for rural sale
 
workers to explain and promote oral contraceptives compared to other methods
 
requiring more detailed discussion of intimate issues; and the lack of
 
effective educational materials for illiterate and semi-literate women on
 
these other methods. Thus to increase prevalence and to improve the method
 
mix of contraceptive use, there is (1) a need for improved access to clinical
 
methods of family planning; and (2) improved promotional materials and
 
coimunicstions training for workers on these methods.
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5. VDKS Aoproach
 

The VDMS approach has strengthened the overall primary health delivery
 
system. Under the approach, emphasis was placed on developing a capability 
among provincial and local level health personnel to identify the population
 
to be served, plan coverage areas, and allocate staff resources to achieve
 
program objectives. This kind of planning preceded VDKS. but the program
 
provided resources for and allowed phased implementation of the approach at
 
all levels. The experience provided lessons for the Ministry in planning the
 
highly successful 1987 National Imunization Campaign.
 

On the other hand, it has been argued that the VTDS door-to-door approach is
 
costly in urban areas; thus it has been withdrawn from areas where the
 
population can use the private sector and HOPE fixed facilities. In rural
 
areas, the ROPH has been experimenting with combining a variety of approaches 
to meet health needs in difficult-to-access areas in the most cost-effective 
manner. A 1986 World Bank loan helped finance the implementation of a range 
of approaches in three provinces. The current MOPH rural health program 

8trategy incorporates a combination of outreach approaches, including fixed 
facilities, household visits by itinerant agents (such as VDRS agents), 
comaunity level service sites covered on a scheduled basis, and mobile teams 
capable of delivering a wider range of services. These mobile team, equipped 
to provide IUD insertion, pre-and post-natal care and limited curative 
services, have been highly effective in more Isolated rural settings. Under 
this new strategy VDKS agents only cover families residing from 3 to 5 km 
from a facility. Community service sites and mobile teams are used to reach 
more distant population groups. This revised approach will need close 
monitoring of its acceptability by clients served. It will also be necessary 
to monitor those clients who discontinue use of services to ascertain whether 
it is the delivery approach which is the ciritical variable in their
 
decision.
 

6. Management Information System
 

To assure that project impact is maximized, continuing, quantified Information
 
on the operational effectiveness as well as the problems of VDRS and other
 
outreach elements is needed. Thus the management information system must be 
functional and used at various levels of the system. Furthermore, an 

operations research strategy needs to be developed to test systematically 

alternative ways of implementing and managing services at all levels of the 
system, and in the various regions. Thus the management information system 
and the operations research strategy should focus on assuring that the program 

is providing services in the best way possible In terms of quality,
 
acceptability, and costs of services delivered. Devising a system for
 
measuring clients' continuation rates will be an important task.
 

7. Campaigns
 

The =campaign approach" can be useful in mobilizing and sensitizing both
 
providers and the public to the need for and use of primary health care
 

or even family planning in the
interventions, be they immunization, OT, 

correct setting. In the case of the first, the capaign was useful as well in
 



strengthening planning and implementation skills of primary health care across
 
the board in the Ministry of Health. It was equally important in mobilizing
 
resources outside the Ministry, both in the GOK and the private sector, to
 
support a national health effort, and led in fact to new political support for
 
public health activities. It can also be said that the 1987 Immunization
 
campaign created a sense of mission and pride throughout a Ministry which has
 
long suffered from low morale and productivity. 

S. _EC
 

IEC activities should be oriented to outputs as opposed to institutional
 
development. Project interventions aimed at improving production capacity
 
have failed to produce effective materials and messages. This reflects the 
lack of clear IRC goals and objectives. 19C support of the national
 
imunization campaign was output oriented and generally effective.
 

With regard to choice of media, T is not generally appropriate for providing
 
the type of method specific information now needed under the program and is
 
difficult to access due to continuing social and cultural sensitivities.
 
Radio has a wider audience; more cost-effective mossage channels; is
 
accessible for FP messages; and provides greater flexibility to respond to
 
social, cultural and ethnic variations in country due to regional
 
programing. Finally it involves less sophisticated production requirements
 
within MOPH central and local capabilities.
 

9. Project Management
 

The aid-term evaluation of the current project found that the number and 
complexity of activities under the Population and Family Planning Support III 
project was such as to require greater staff depth in USAID to manage and move 
forvard the entire range of project components, address sensitive issues and 
anticipate problems and opportunities. The evaluation suggested that 
additional support was required both for administrative coordination of 
project activities and for technical support to the MOPH and activities with 
the private sector.
 

The Ministry of Public Health staff needs to have a broader understanding of 
overall program objectives and implementation roles. Wider involvement of 
MOPH staff would stimlate greater cross linkages between project supported 
activities and reinforce impact. The "Implementation comittee" approach 
seems to offer the best hope of achieving broader understanding among ROPH 
counterparts and improving overall management performance. 

10. Phaseover and Operatint Costs
 

The phaseover of project costs to the MOPH should be gradual to avoid 
disruption of logistical, supply and other support at the provincial level. A 
gradual reduction in AID local costs support by cost category is more easily 
absorbed in the GOM budget process than is a phaseout tied to geographic areas. 
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C. Other Donors
 

The largest donor in the Health Sector is the Vorld Bank which is currently
 
engaged in a 6 year $28.4 million Health Development Loan begun in 1986, and
 
is preparing a new $160 million sector loan ($100 million IBRD contribution)
 
to be signed this year. The new loan greatly broadens the primary health care
 
emphasis of the Health Development Loan by adding emergency and basic
 
diagnostic services at the first level of referral (863 million), and
 
reinforcement of the administrative and policy reform efforts of the GON ($7
 
million). Nonetheless, the largest part of the loan continues to focus on
 
primary health care ($90 million). The USAID project has been developed in
 
full coordination with Bank and Ministry officials; with health fnancing and
 
sector reform activities jointly discussed at all stages.
 

The Bank's minimal efforts in population under the new loan are balanced by
 
the vigorous if modest $3 million program over the 1987-91 period of UNFPA.
 
The organization is engaged in population education efforts in schools and
 
agricultural extension, assistance in census and demographic work, especially
 
with the Ministry of Plan, and provides technical and training assistance to
 
Ministry of Health programs in family planning and maternal and child health.
 
It coordinates its program closely with USAID Morocco.
 

UNICEF, which provided major help and publicity to the vaccination and oral
 
rehydration campaigns, continues its assistance in these areas as well as
 
nutrition and health education. WID is a major focus of UNICEF's activities,
 
and reinforces the MCI thrust.
 

Although WHO provides minor assistance In terms of financing, i.e., less than
 
$1 million, its technical assistance in AIDS control, public health training,
 
communicable diseases and epidemiology is a most useful complement to the
 
efforts of the other ageacies. WHO is providing increasing help as well to
 
the Institute for Research and Training in Public Health.
 

UNDP is providing some $3 million over the 1988-91 period of technical
 
assistance in hospital maintenance support, and will provide seminar
 
assistance on a regional basis, in health financing.
 

Other bilateral donors include France, Spain, Canada, and China, each of whom
 
provides fellowships, consultant services and commodities.
 

D. Detailed Project Description
 

Goal and Project Purpose - The project will contribute to the sector goal of 
reducing rapid population growth and early child death in Morocco. The 
purpose of the project Is to improve Impact and sustainabiliti of family 
planning and maternal child health programs. 

Project Components and MaJor Activities - This project builds on the 
experience and success of three earlier projects (-0112, -elSS, -0171) in the 
family planning and maternal and child health field. As such, the project 
will consolidate gains achieved to date and expand access to family planning
 
and maternal and child health (PP and NCR) services provided through the
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Ministry of Public Health (MOPH) primary health care delivery system. Under a 
revised program strategy which combines Visit. A Domicile pour Motivation 
Sstfaatipue (VDMS), originally developed between 1978-1980 under an AID 
financed operations research project and the more recent IBRD supported Soins 
de Santi de Base (SSB), a more mobile and comprehensive system will 
effectively bring FP and HCH services to the most isolated and under-served 
households. To date, this program has been successfully implemented in 30 
provinces covering 16 million of Morocco's population. This project will 
expand geographic coverage to an additional 12 provinces covering practically 
all population areas. The two components of the project which grow out of 
previous projects are (a)expansion of the revised VDRS program through the 
implementation of a more mobile and flexible outreach referral program, and 
(b) improvements in FP and MCH programs efficiency. In addition, strengthening
 
the capability of the MOPH to test, monitor and control AIDS will be an
 
important activity. This activity will seek to identify "high risk' groups
 
and develop the means of controlling the disease using technical and
 
behavioral approaches. The third component of the project will analyse
 
sustainability issues within the health care system and explore the means for
 
"creating market opportunities* for health care services end products. This
 
will involve an analysis of respective public and private sector roles in the
 
provision and financint of health care as well as developing more "consumer 
responsive" health care systems and appropriate funding mechanisms e.g., cost 
recovery, insurance and group health plans, etc. This component will lead to 
a Health Financing project in 1991. 

1. BROADENED ACCESS TO FP AND MC SERVICES 

This project component will broaden access to FP and MCH services in both 
rural and urban areas of the country. ffective coverage of the population 
for family planning by the Ministry of Public Health and private services has 
,eached 701, of the Moroccan population in urban and rural areas or 
rpproximately 16 million people. The goal of the outreach program is to reach 
35 of the rural population nationally and close to 1001 of the urban 
population, thus achieving effective family planning coverage for about 90% of 
the Moroccan population. 

As the principal means of reaching rural areas, the project will extend the 
coverage of the VDKS outreach service program into underserved rural areas 
within the 30 provinces already covered and expand coverage to 12 new 
provinces. Because the eztrep* ruralness of the twelve new provinces, and the 
programs limited penetration a rural areas in existing provinces, this 
expansion will help increase coverage from 401 of the rural population or an 
estimated 5 million people in 1989 to 851 of the rural population or 11 
million people by 1996. The project will improve access to clinical services 
at the health center, family planning reference center, and voluntary surgical 
contraception center levels in rural and urban areas within the NOPH health 
system. It will also increase the coverage of FP and ICH services provided by 
the private sector in rural and urban areas by expanding social marketing of 
contraceptives and MCR supplies and introducing FP and NCH services into 
employee health delivery program. 

17 
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a) TDWS Nobile Outreach 

Reaching rural coverage targets will be achieved by introducing the

appropriate features of the HOPH's pilot maternal child health system, "Soins 
de Santi de Base (SSB)," into existing VDNS provinces and by extendingcoverage of the improved system Lo the 12 remaining provinces. Population
located within 3 kWs of existing ROPH rural dispensaries, clinics and health 
centers will be expected to seek both preventive and basic curative care 
at
 
the health facility, with referral for more specialized diagnostic and
treatment services scheduled following careful screening by local NOPH staff.
 
Families residin5 from 3 to 5 kms from the nearest facility will continue to
be covered by home visits similar to VDIS, with fieldworkers issuing referral
 
slips for scheduled preventive clinics. Initially, these home visit; will be
carried out on a monthly basis. 
The project will finance technical and

refresher training for VDIS staff ard supervisors and provide improved supply

kits and vehicle fuel and operating costs for the approximately 1500
fieldworkers assigned to the more remote rural areas. 
 Community service

sites, grouping populations of 300 to 600 people, will be established for
 
population groups located between 5 to 10 kms from the nearest facility.

These sites, operating multipurpose clinics for both preventive and basic

curative care, will be covered by a NOPH fieldworker, at Intervals of every

two to four weeks based on the size and the needs of population covered and
difficulty of access to the site. 
The sites will also receive less frequent

coverage from NOPH mobile teams for more sophisticated k-,tornal and child

health services and IUD insertion. Population groups covered by these sites
 
will continue to seek emergency care at the health facility. 
The project will
finance technical equipment, supplies and storage containers for approximately

3,000 community service sites and 400 heavy duty motorbikes to assure routine
 
coverage of the planned sites. 
 Dispersed populations located beyond 10 kmas

from a facility, will be covered by NOPH mobile service units 
 These units
will be staffed by lightly equipped two to three person teams and offer
 
services similar to those provided at community services sites, including IUD

insertions, pre-natal care and delivery assistance in conjunction with local

traditional birth attendants. 
 The project will finance 40 all-terrain

vehicles along with required technical equipment and supplies for the mobile
 
teams scheduled to provide coverage in these most difficult to reach rural

settings. Administrative supplies, such as forms, bulletin boards (and

related office materials), will also be provided for the outreach system.
 

b) Imoroved Access to Clinical. Services
 

Findings of the National Health Facilities Infrastructure Study completed by

the HOPH in 1987, demonstrate the severity of problems concerning rural

population access to NOPH facilities, particularly facilities capable of
 
providing long-acting, clinically supervised contraceptive methods and a more

sophisticated array of maternal and child health services. 
These problems

have been further aggravated by the deterioration of aging NOPH facilities and

equipment during the recent budget austerity period. 
The mobile service
 
component of planned outreach activities, discussed above, will provide 
some
 
relief of these problems for the most remote areas. 
However, the availability

and quality of FP and RCH services at the health center, family planning
reference center and voluntary surgical contraception center levels must be
 



- 16 ­

staff do not currently possess the necessary training, equipment and supplies
 
to effectively identify, diagnose and treat the growing-number of vaginal
 
infections and sexually transmitted disease (STD) cases encountered throughout
 
the country.
 

The mid-term evaluation of the Population and Family Planning Support III
 
Project (608-0171) and the April 1989 AID financed assessment of service and
 
training activities at the Reference Centers agreed on the Importance of HOPH
 
plans to improve performance at these centers and to upgrade quality of P
 
services in rural facilities, thereby reducing routine gynecological
 
consultations at the centers; increasing availability of long-acting
 
contraceptive methods such as IUD and VSC and reinforcing technical referral
 
and supervision services. The studie alseo address major limitations to IUD
 
insertions, namely the reportedly high incidence of vaginal infections and
 
STDS among women seeking IUDs. A key objective of the project is improving
 
the ability of reference centers to diagnose and treat such infections, and
 
provide training in the identification and management of these infections '!
 
FP staff in lower level service sites.
 

Recognizing the important role to be played by these centors, USAID has begun
 
recruitaent of a long-term advisor, under Population and Family Planning III
 
through he AID/W Technical Advisors in Child Survival Project, to assist the
 
MOPH in improving the performance of these centers in the areas of FP program
 
supervision, training and service delivery. This project will finance second
 
year costs for these advisory services. In addition, the project will finance
 
a limited quantity of antibiotics and related medical supplies, for the
 
treatment of vaginal infections and other STDs, at the eight FP reference
 
centers serving as clinical practice sites for the recently created NOPH
 
regional physician and nurse training centers. These supplies will help the
 
MOPH rebuild confidence in the referral systesi for FP services and increase
 
client caseloads to the levels required to cat'ry-out planned physician and
 
nurse training activities, particularly the identification, diagnosis, and
 
treat2nt of vaginal infections and STDs.
 

(iii) Voluntary Surtical Contraception Center Level - The OPH has
 
developed a national VSC program. working through the National Training Center
 
for Reproductive Health (IrTCU) in collaboration with the Association for
 
Voluntary Surgical Contraception (AVSC) and the Johns Hopkins University
 
Program for International 9ducation in Gynecology and Obstetrics (JHPIEGO).
 
Over the period 1984-1989, with assistance provided under project 608-0171,
 
the Ministry has expanded tubal ligation services to 32 provincial centers
 
throughout Morocco. The expansion of this program, emphasizing high standards
 
of medical quality and full integration of this family planning sorvice as an
 
acceptable option for the protection of maternal and child health in Morocco,
 
has enabled the OPH to perform VSC procedures for 32,000 women, approximately 
6,000 cases per year. 

This achievement has given the MOPH greater confidence in the projected
 
increase: in VSC acceptors relative to other contraceptive prevalence
 
projections included under the Ministry's 1988-1992 development plan. Data
 
from the 1987 DHS indicate substantial, current unmet demand for VSC. Among
 
married women aged 15-49, 431 want no more children end the proportion of
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these women preferring sterilization as a ehothd is considerably higher than
 
the current proportion of women sterilized. Based on further analysis of
 
these data, the HOPH projects demand to be over 60,000 VSC procedures during
 
the 1990-1994 period.
 

The projsct will give the HOPH the capability to meet this unmet demand for 
VSC services and encourage liberization of NOPH eligibility criteria. At
 
present, the program appears to have reached a plateau in terms of its 
capacity to increase the number of VSC procedures to meet actual and expected 
demand. The 1988 AVSC mid-term Assessment of the Morocco program reports that 
a limited amount of the existing unmet demand can be addressed through more 
efficient management of patients and increased availability of physician staff 
at existing centers. The report recounts the considerable hardships currently
 
endured by rural women to obtain VSC services, Including traveling long
 
distances on multiple occasions to coaplete procedures and pre- and post
 
operative consultations. This has led to client loss, even among highly
 
motivated women, and discouraged many potential clients for VSC services from
 
pursuing the procedure.
 

The AVSC report notes, therefore, that extension of the program to the 
remaining unserved provinces and to peripheral sites in larger, more rural
 
provinces will be required to make VSC more accessible to women residing in
 
rural areas. The project will finance technical assistance to the NOPH for
 
improved technical monitoring and program direction, equipment to furnish
 
operating and recovery rooms, and related supplies and materials for the
 
provision of services, in an additional fifteen (15) provincial centers and
 
five (5) rural service facilities. This project will also continue limited
 
operations support in the thirty existing centers.
 

c) Social Marketing - The project will help to transfer a portion of 
MOPH recurrent operating costs to the private sector by financing technical 
assistance, commodities and local costs to increase the percentage of 
contraceptiver and MCH products procured through the private sector. This 
will be accomplished through the phased design and implementation of social
 
marketing sales programs for oral contraceptives, ORS, IUDs, and related child
 
survival supplies. Social marketing will increase the number of sales
 
outlets, and improve the efficiency and lower the costs of local FP and MCI
 
product production.
 

The private sector currently supplies approximately 30, of contraceptives used
 
in Morocco. This percentage represents a slight decline during the past fre
 
years, due to increased public sector distribution In rural areas. Current
 
sales levels have been maintained, however, despite the absence of effective
 
research, marketing and promotional activities and the limitation of
 
relatively expensive product sales prices of contraceptives and other related
 
MCI products to pharmacy outlets.
 

Several factors now favor the expansion of social marketing in Morocco. The
 
private sector in Morocco is quite sophisticated and offers a pharmaceutical
 
manufacturing and marketing infrastructure which complemnts the policy
 
objectives of the MOPH. Major multinational pharmaceutical manufacturers are
 
active through local representatives or subsidiaries. At present there are 17
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brands of oral contraceptives, 3 IUD models, a long-acting injectable 
contraceptive product, three major brands of condoas, and a locally produced 
ORS product. Theo* products are sold through a well organized network of 
pharmaceutical distribution and sales outlets represented throughout the
 
country.
 

Baseline market and consumer research, financed under the Population and
 
Family Planning III project 608-0171, has provided Increased knoledge of the
 
Moroccan comercial contraceptive market and fueled policy dialogue with ROPH
 
and private sector officials. These discussions have led to development of an
 
initial contraceptive social marketing (CSM) program for the promotion of
 
condom sales through the over 1500 pharmacy and medical sales outlets in
 
Morocco. The program, managed by a private pharmaceutical distribution firm,
 
has received the full endorsement and support of the MOPH and began a series
 
of pre-launch promotional activities through Arabic and French language radio
 
broadcasts in June 1989. CSM staff simultaneously programmed space in local 
and regional Arabic and French language newspapers and journals and began
 
product sale in discussiocs with local retailers, with formal program launch
 
scheduled for September 1989.
 

In addition, under a project 608-0171 financed grant, the Moroccan Family
 
Planning Association (ARPF) has successfully implemented a community based
 
sales program for pills and condoms In 12 provinces and prefectures, and a 
mobile sales and promotion program covering local "souks', expositions and
 
festivals throughout Morocco. Approximately 200 sales agents have been 
trained and supplied by ANPF and are now managing local sales programs. LRPF 
plans to extend this program in rural areas of an additional 12 provinces over 
the next two years. The AIPF has placed the Initial order for lnstsllatioD of 
condom vending machines, provided under a grant by UNFPA. Approximately 100 
of these machines will be installed in public shopping areas and large 
commercial firms, and provide individually packaged condoms at 1 dirham (about 
$0.12) per piece.
 

Based on the success of these activities and Mission policy dialogue in the 
sector, the HOPH has recognized the need for increased use of social marketing 
for the distribution and sales of contraceptive and ICH products. Increased 
private sector sales of oral contraceptives and ORS ere of particular interest 
to the MOPH. Oral contraceptives are presently supplied primarily through the 
public sector. Of an estimated demand of 12 million cycles per year the MOPH 
supplies approximately 9 million. The other 3 million cycles are supplied by 
private companies of whtih the market leaders of Haphar (Wyeth), Cooper-Naroc 
(Organon) and Polymedic (Schering). Experience with ORS Is more recent. 
During 1988, the MOPH distributed approximately 3.S million sachets of ORS, 
and a local pharmaceutical laboratory, Cooper-Maroc, increased limited ORS 
production for comercial sales. The MOPH estimates, however, that demand for 
ORS will soon exceed 10 million sachets per year, well beyond the capacity of 
the MOPN ORS production unit. 

While there are many possible design variations for a potential oral 
contraceptive (OC) sales program, the four basic alternatives presented below 
were examined during an April 1989 CSR assessment visit under the AID/W SOlARC 
II project: 
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promotion of an existing oral contraceptive brand by the local importer or
 
manufacturer;
 

promotion of a new, locally-produced or Imported social marketing pill
 
brand at a low price;
 

promotion of several locally available oral contraceptive brands from 
different manufacturers;
 

promotion of a USID-donated and potentially a locally-manufactured oral
 
contraceptive brand.
 

The promotion of locally available contraceptives from different manufacturers
 
represents the most feasible approach to providing several OCs to low-income
 

consumers at an affordable price and to making the entire OC market more
 

accessible to the project's target population. An IUD component could also be
 

added, without difficulty since each of the three existing pill manufacturers
 
also sell imported IUD products. This approach will enhance competitiveness
 

and avoid subsidy dependence within an essentially free market framework. The
 

,pproach emphasizes improved marketing and product promotion, expanded
 

availability of rural sales outlets and lower prices to consumers through
 

improved efficiency and reduced costs in local product production. It does
 

not subsidize the sales price.
 

The project will finance technical assistance, training, commodities and local
 
costs for market research and product promotion sales and distribution to
 

continue implementation of the condom sales program; and design and implement
 
social marketing sales program for oral contraceptives, ORS and related child
 

survival supplies. The OC sales program will be developed in lime with the
 

approach discussed above. Consultanto provided under the AID/W Coatreceptive
 

Social Marketing project will work with private sector and MOPH officials to 

design the most appropriate approach to increase comercial sales of ORS and 

to determine feasibility of adding a locally produced weaning food or other 

NCH products under the program. 

d) £mployee Services
 

Moroccan labor statutes require employers to provide minimm levels of medical 
and social benefits for their employees. A limited survey of chief executive 
officers from 20 firms, each employing over 250 employees, was completed 

during the Spring of 19$7. The results of this study indicated that employers 

favor the introduction of family planning services into their firm's health
 
services could be incorporated
programs and that a wide range of PP and MCH 

without difficulty. Moreover 901L of the firms surveyed provide private health 

insurance coverage for their employees. Comunity level dispensaries are also
 

provided by some firm to serve employee dependents.
 

The recently completed first phase of the NOPH Health Financing Study,
 

financed under 1986 World Bank Health Sector loan, surveyed 60 of the largest
 

Moroccan firms to develop details concerning the magnitude and the allocation
 

of private sector disbursements in this area. Preliminary findings of this
 

survey indicate that among the 38 largest firma sampled, only 8 firms lack 
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on-site medical programs for their employees and even these firms routinely

provide, at least, miniml first aid care. Overall, disbursoments cover
 
employer contributions to social security (CNSS); the costs of private health,
 
accident and disability insurance; factory based occupational health and
 
medical services; and a range of other medical benefits offered by the
 
different employers.
 

Integrating FP and NCH services into in-house health service program and
 
private insurance components as well, provides a cost effective mans of
 
making FP and MCH services available to more Moroccan employees. To date, AID
 
has provided assistance to three Moroccan firms, representing over 35.000
 
employees, to develop family planning service programs. The project will
 
finance technical assistance and related start-up financing to increase
 
provision of FP and HCH services under employee health programs, both at the
 
worksit, and through employer financed clinics and private Insurance plans,
 
thereby transferring a portion of HOPH recurrent operating costs to the
 
private sector. Furthermore, to increase the availability of IUD dnd VSC
 
services for formal sector employees, the project will finance local technical
 
assistance, training, initial equipment and supplies to Ingtall VSC and
 
related family planning clinical services in the maternity units of twelve
 
(12) CNSS polyclinics. This model may be extended to the provision of other
 
health-care services as well.
 

In summary, to broaden access to FP and NCR services the project will provide
 
assistance for expanded outreach, clinical services, social marketing and
 
emloyee services. The following table shows how the $9,600,000 programed for
 
this component will be distributed by activity and category of inputs. See
 
Table C.l. of the Financial Plan for a more detailed breakout of inputs.
 

Broaden Access to FP and MCR Services (US$ '000)
 

Expanded Clinical Social Employee
 
Activity: Outreach Services Marketint Services Total
 

Inputs:
 

Technical Assistance - 1,300 280 120 1,700 

Commodities 2,550 200 - 180 2,930 

Training 300 2S0 200 200 950
 

Construction - 1,900 - - 1,900
 

Local Cost Support 950 1.070 100 2.120
 

LOP Total 3,800 3,650 1,550 600 9,600
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2. IMPROVED PROGRAM pFICIRNCy
 

The implementation of an expanded; sore mobile and "higher quality ViDNS
 
program, during a period of budgetary restraint, requires greater emphasis on
 
management and the efficient allocation of scarce public health resources.
 
Recent improvements In data collection and analysis of social, demographic and
 
health status characteristics of the Moroccan population has strengthened
 
central management capacity, particularly in the area of program planning.
 
However, the execution of the new FP and NCR strategy will require more
 
decentralized decision-making and reliable field reporting. The second
 
project component will help improve the efficiency of FP and NO programs by
assisting the MOPH to improve its management information system and increase
 
operations research; to expand managerial and technical training; and to
 
expand its information, education, and communications programs. The project
 
will also help the HOPH respond to the now AIDS threat by strengthening its
 
AIDS disease surveillance, monitoring and control program.
 

a) Management Information System and Operations Research
 

In developing plans to delegate increased authority to the provincial level,
 
the HOPH has encountered several problems. Data collection activities have
 
been designed to address national level information requirements, with little
 
attention to increasing the usefulness of data collected for officials at
 
lower levels of the system. Also, to the extent that data has boon evvilable,
 
provincial officials have lacked the analytical tools and training to apply
 
this information in program planning and problem solving to increase program
 
impact and effectiveness.
 

To enable more indepth and systematic monitoring and evaluation of the
 
effectiveness of the revised coverage strategy, the HOPH will establish eight 
field research zones, chosen from current and planned WDlS provinces. These
 
provinces will be selected to provide the most representative range of the
 
social, cultural, ethnic, economic and geographic diversity found in areas
 
covered under the project. Approximately 501 of these provinces will be
 
chosen from the eight mountainous northern provinces, targeted for facilities
 
renovation and extension support, and the numerous southern provinces,
 
scheduled to receive photo voltaic lighting assistance under the project.
 

The research zones will be used for the design and execution of studies to
 
examilne provider and client issues which influence the acceptability, use, and
 
impact of the FP and CI services delivered under the program. Project
 
assistance In the areas of HIS improvement and installation, operations
 
research and other special studies will be provided primarily in these eight

research zones. An illustrative list of questions to be researched is
 
presented under Part V., Project Monitoring and Evaluation Plan.
 

The project will finance twenty-four (24) months of long-tern and ten (10)

months of short-ters technical assistance to work with MOPS central and
 
provincial level officials to assess overall management training needs;
 
identify requirements for specialized data collection activities at local
 
levels; and improve management effectiveness of MOPH FP and KCH service
 
statistics and management reporting systems. The project will finance
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The project will finance seven academic participants and 10 months of
 
short-term technical assistance, plus a limited amount of short-tern and third
 
country training and invitational travel, to develop ex ertise is currently
 
lacking skills areas. Given the limited availability of Moroccan instructors
 
trained in modern health care and hospital administration, the project will
 
finance 24 months of resident advisory services to assist in curricula
 
development and instruction at the new management training institute
 
(NIRTPH). The project will also procure educational materials and equipment
 
and finance local costs for in-country technical and management training
 
activities.
 

c) Information, Education and Communications
 

The HOPH achieved major breakthroughs in mobilizing Moroccan social and
 
political infrastructure to participate in the highly successful national
 
vaccination campaigns held during 1987-88 and the subsequent oral rehydration
 
therapy promotion campaign in July and August 1988. These campaigns
 
heightened awareness of and increased participation in HOPH outreach and
 
facility based programs. The campaign approach, however, is costly in terms
 
of mobilization of resources and continued use of the interventions promoted
 
depends on their strengthened institutionalization under ongoing service
 
programs and routine availability of effective educational and promotional
 
materials.
 

During the past year, the MOPH has worked to develop an integrated 
comunications strategy for the promotion of the Ministry's six priority 
prevention and service programs - vaccination, pregnancy and birth monitoring, 
growth monitoring and infant nutrition, family planning, 03! and 
tuberculosis. A national workshop, bringing together representatives from the 
MOPH, private sector research, advertising and creative agencies, local 
associations, and other government ministries, was held in June 1989 to 
finalize this strategy and develop plans for its nationwide implementation. 

The strategy calls for continued reliance on interpersonal contact between
 
clients and trained health personnel, supported by local auxiliary and
 
community workers, and emphasizes the need to produce improved printed
 
material for illiterate and semi-literate women. The availability of print
 
materials will be closely linked to service availability. In addition, given
 
the key role played by the fieldworker, promotion efforts to improve the
 
credibility of the health worker will be a top priority of materials
 
development.
 

Experience has shown that a single media approach, no matter how well done,
 
has little inpact. So while print materials make sense In the early stages,
 
given the extensive outreach activity planned under the program, they must be
 
accompanied by an effective mass media caapaign. Accordingly, the strategy
 
calls for increased emphasis in the production of high quality PP and NCR
 
radio programing which has an entertainment value as well as an educational
 
message.
 

The proposed emphasis on radio as opposed to TV reflects continuing religious
 
and cultural sensitivities which limit the content of messages which can be
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aired on Moroccan TV. Radio has a larger and more diversified audience, more
 
widespread than television. Produced regionally, radio-favors decentralization
 
in production of messages and programs and can reach rural audiences in
 
several languages. In terms of cost per person reached, radio spots end
 
programs are such less expensive than television, end even print materials. 
Also, for a relatively small investment, the Ministry can produce the bulk of
 
unedited program content, with final editing and production completed in
 
existing comercial or public facilities. Similarly, production can be
 
"portable* requiring little more than a good microphone and tape recorder to
 
collect and test local level content and receive instant feedback.
 

Even though radio is more important, the strategy also recomeends that the
 
MOPH seek to exploit the two Moroccan TV channels, whose impact can be
 
measured and messages periodically revised. Most importantly, the strategy
 
recommends the development of an effective, ongoing evaluation and tracking
 
system to enable systematic review of the Impact of IIC materials and media
 
expenditures and more efficient allocation of resources for FP and nCo
 
promotion activities.
 

To support the MOPH's new IEC strategy, the project will provide short-term
 
technical assistance and finance production of printed materials; radio and TV
 
programming and diffusion; the IKC activities of non government organizations.
 
such as the Moroccan Family Planning Association (AMPF); and research,
 
tracking, and evaluation of ZIC activities.
 

d) AIDS Disease Prevention and Control
 

It is anticipated that Morocco like many other countries will be exposed to
 
risks of STD infections due to Increased international travel e.g., tourism,
 
overseas workers etc. While the known prevalence of AIDS is still quite low,
 
the potential for the spread of this and other infectious diseases remains a
 
potential threat. The NOPH reports 75 cases of HIV 1 infection (and more of
 
HIV 2) detected as of July 17, 1989, with 20 deaths among the 33 AIDS disease
 
cases reported. Of those detected with HIV, 81 percent were men with 76
 
percent of the cases belonging to "high risk* groups. The average age is 30
 
with the following distribution among modes of transmission: homosexual (27%
 

; heterosexuals (6%); blood transfusion (15%); IT drug (30L); homosexual and
 
drug (9%); perinatal (9%); and unknown (41). There is a need to develop
 

greater capacity within the NOPH to track infectious diseases in general and
 
especially AIDS and AIDS related disease, and to take the lead in coordinating
 
with other governmental agencies and non-profit organizations to prevent its
 
spread, particularly aong high risk groups.
 

In December 1986, the GOM set up the Comit6 National de Lutte contre le Sida
 
(CUU.). The strategy for a national program was elaborated by the Chu and
 
implemented under the National Program. In active coll&boration with the
 
Committee this program has the following main objectives:
 

- Information and sensitization of the Moroccan population in the area of 
prevention; 
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Information, education and training of health workers;
 

Involvement of other ministries, particularly Interior, National
 
Education, Information and Justice;
 

- Epidemiologic surveillance; 

- Screening of donated blood; 

Provision of medical support for AIDS patients and asymptosatic patients.
 

Based on discussions with the NOPH and a local MGO, the Association de Lutte
 
Contre L* Side (ALCS), and a review of findings from USAID financed assessment
 
visits made under AIDS CORK aud AIDSTECH, the project assistance will focus on
 
the following areas:
 

- Improving the quality of epidemiological information on the incidence of 
AIDS and other STDs; 

- Gaining better understanding of the attitudes and practices of high risk 
populations as a means of developing counseling, educational and
 
instruction materials to reduce the risks of HIV transmission amon& these
 
groups;
 

- Taking actions to safeguard the national blood supply and transfusion
 
network to reduce risks of secondary HIV transmission in medical
 
facilities;
 

- Developing informational materials to increase public awareness of HIV
 
infection and suggested preventive measures; and
 

- Improving HOPH diagnostic capabilities for HIT infection and other STDs.
 

The project will provide technical assistance and finances the following:
 

Epidemiology - Sero-epIdemiologic studies aimed mainly at establishing the 
prevalence of the disease; the procurement of testing equipment for 
laboratories, including basic laboratory equipment and supplies; and improved
STD surveillance activities at family planning reference centers and lower
 
level -ervice sites.
 

Communication - Information campaigns designed for different population
groups; the production of didactic materials to be used during information 
campaigns and for the training of public sector employees; and studies and 
opinion surveys. 

Trainint - Technical training sessions abroad for university medical staff;
training sessions for hospital paramedical staff and laboratories staff;
training sessions for the staff of the Hinistries of Tourism, Justice and
Interior in the areas of information, prevention and behavior; and ROPH 
physicians and nurse master trainer programas in improved identification,

diagnosis and management of STD with associated laboratory clinical practicum.
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costs for the execution of planned studies. Approximately 7 months of the 

planned technical assistance will be provided by a senior health 
policy expert 

through a series of periodic visits during the first two years of the 

The remaining two months will finance assistance in specific areas
project. 


also provide $80,000 to finance in-country and
of expertise. The project vii 

training in health financing.
short-term U.S. 


The project provides $120,000 to finance a local-hire PSC for a two year
 

in the day to day monitoring and
period. This contractor will assist the GO 


coordination of implementation activities scheduled under the Health Financing
 

component.
 

b) Cost Recovery
 

has taken steps to restructure management of NOPH hospitals,
Recently, the GO 


focusing on improvements in quality and operational efficiency and increased
 

cost recovery. In the aggregate, cost recovery at the hospital level, all
 

7.8n in 1987, and from 4.5% to
facilities, increased from 3.7% in 1980 to 

During 1988 the two
10.81 at the two university teaching hospitals (CHU). 


granted limited autonomy in the management of non-personnel
CHUs were 

and authority to develop fee schedules, collect fees and
operating costs 


for local operating expenses. This decentralization of
retain these revenues 

hospital management has resulted in substantial increases in fees collected by
 

these facilities, leading to the extension of this program to 9 regional
 

hospitals in 1989.
 

As a first step in developing plans for more intensive cost recovery at the
 

an indepth study of hospital
regional level, the HOPH has launched 

Funded under the World Bank, Basic Health Services loan, the
 management. 


study compiled detailed information on the management and operation of 
5 NOPH
 

hospitals and is currently preparing recommndations covering specific
 

management efficiency, quality enhancement and reform measures required 
to
 

improve operation of these facilities. Although overall operating costs have
 

been tabulated for the concerned facilities, the classification of 
costs by
 

functional centers and development of efficiency and or productivity 
criteria
 

included under the terms of
for diagnostic and service programs are not 


reference for this study.
 

is a necessaryDetailed information on the structure of hospital costs 


precondition for the development of fee schedules for partial and full cost
 
a
 

recovery. Accordingly, the project will assist in design and application of 


methodology enabling the NOPH to (i) identify actual costs for diagnostic,
 

auxiliary and clinical services; (iI) carry out periodic efficiency and
 

the ongoing validity of these costs; and (iii)

productivity analyses to assess 

and collection procedures to increase cost recovery among
institute fees 

clients with the ability to pay for their care.
 

The methodology will be developed and tested at the Ilohamed V Regional
 

the Mohamed V District Hospital in Hay Hohammadi,
Hospital in Meknes and 
Casablanca--both located in the central-northwest regions which comprise over 

of public and private sector hospital beds and physician services, 
and in

70 

the Hassan II Regional Hospital in Agadir--located in the predominately rural
 

r 
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southern region which currently has the lowest ratio of hospital beds and 
physician specialists. Bach of these hospitals is included in the World Bank 
study and should benefit from planned management system-and quality 
improvements to be implemented during the final phase of the study. 

The planned methodology will produce the following Information:
 

- detailed presentation of existing cost centers and actual cost
 
experience for specific diagnostic, auxiliary and clinical services;
 

- standardized accounting formats to monitor revenues and costs at the
 
functional center and unit of service level;
 

- software and related documentation for the integration of revenue and
 
cost data in the hospital sanagement information system;
 

- efficiency and productivity criteria for use in updating actual costs
 
and identifying areas of system improvement; and
 

- budget preparation procedures, including techniques to forecast revenues
 
and project costs by functional centers.
 

Costs per procedure within cost centers can be used as a basis for pricing
 
services. However, the development of actual fee schedules and pricing
 
policies will also require information relating to the demand anticipated
 
within the catchment area and a more detailed profile of this consumer base.
 
The project will provide $70.000 per facility to complete required consumer
 
studies; procure microcomputer, software and peripherals; train staff; and
 
purchase necessary materials and supplies. The project will also provide an
 
additional $90,000 to finance six (6) months of short-term U.S. technical
 
assistance.
 

c) Expansion of Private Health Insurance Coverage
 

Under this activity, the project will evaluate current constraints to 
insurance expansion and assess prospects for health maintenance programs and 
alternative private health delivery systems. While third-party insurance 
coverage is an important component of the Moroccan health care market, only 
13% of the population is covered by private health insurance and an additional 
8-10. under government Omtuelless or company self-insurance plans. Thus, 
some 4 million Moroccan employees and dependents benefit from so" form of 
third party relbursement for their health care expenses. There are 21
 
private insurance companies, all Moroccan, of which 3 or 4 dominate with
 
roughly 80 of the market. Most of the insurance policies written are group
 
policies for workers in large private enterprises. Individual policies, while
 
available, tend to be very expensive relative to group policies, in part
 
because of the administrative costs of collection of premiums, and the
 
practice of many Individuals to "self-insure" if they do not have histories of
 
extensive health care utilization.
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Given the abundant supply of doctors and the magnitude of private funds spent
 

on health care, approximately 50. of reported expenditures 
in the sector. it
 

not sore activity in the private health insurance
 
is surprising that there is 


in fact, the industry appears to have stabilized, with coverage rates
 arena. 
 Analysis of
remaining relatively constant during the past several years. 
 more

available data points to structural and institutional impediments to 


Among the factors which seemingly impede further
robust insurance growth. 

legal--regulatory statutes
 

expansion of private health insurance coverage 
are: 


access to capital--bank
hinder development of physician group practices; 


credit Is tight and capital markets underdeveloped; large 
Informal
 

lack of
economy--inefficient premium collection systems; 

insufficient


information--actuarial experience unknown or changing rapidly; 


investment; 	and complex legal restrictions open to interpretation,
return on 

with penalties for misinterpretation.
 

Still, under the appropriate conditions, expansion of health 
insurance
 

represents a viable option to increase private funding for health 
services.
 

To stimulate further local or international investment in this 
regard, the
 

project will finance a detailed feasibility study to compile 
both descriptive
 

end analytical date on the risks associated with expansion of 
private health
 

a variety of options, to a given population. The study will
 
insurance. under 

focus on a specific geographic or "catchment* service area, to assure 

maximum
 

practical value in subsequent development of investment and business 
plans.
 

Beginning with the development of preliminary criteria to identify 
new target
 

populations that can be enrolled in group plans, the project 
will finance
 

studies of actuarial considerations, premium levels, co-payments, utilization
 

and provider arrangements, etc. to enable development of financial 
projections
 

to potential
which would 	indicate the attractiveness of various plans 


The potential audience for this Information Includes a) banks and
 investors. 

insurance companies interested in further Investment in private 

health
 

insurance; b) private physicians or owners of large private 
clinics interested
 

in developing group practices which can offer care on a capitated, 
prepaid
 

basis; c) comercial or industrial firms with large numbers 
of employees and
 

possibly existing self-financed health programs who went 
to consider the
 

option of premium-based systems which shares the risks among 
clients and
 

providers.
 

Although greater health Insurance coverage my be possible 
by simply expanding
 

'the market through existing channels, another option would 
entail the
 

development of health maintenance organizations (HNO) 
or other managed care
 

These programs have proven more effective In reducing
arrangements. 

unnecessary and inappropriate use of health services 

and, thereby, controlling
 

However, rather then undertaking a separate study of 
this option,


costs. 

since a feasibility study for an KNO Includes almost 

all of the elements of a
 

feasibility study for expansion of private health insurance, 
a Odual track"
 

approach will be followed. In addition, the study will examine the
 

include catastrophic care among the
 feasibility of expanding the market to 


range of insurance products available in the sector.
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The feasibility study will include the following elements: 

- legal restrictions and requirements
 
- demand in the local service area
 
- provider attitudes
 
- community comitment
 
- an inventory of providers and facilities
 
- current utilization of health providers and facilities
 
- cost of health care services provided: hospitalization charges, doctor
 

visits, diagnostic tests, special procedures, pharmaceuticals. etc.
 
- size of target population
 
. nature and cost of existing health insurance plans 
- capital requirements
 
- investment alternatives and returns for premiums collected 
- access to public hospital equipment and technology by private
 

health providers
 

The MOPH, in conjunction with an interdisciplinary advisory comitte, will
 
assure overall coordination in the execution of the various elements of the
 
feasibility study. Scopes of work for the feasibility study will be prepared
 
under an IQC or "buy-in" mechanism. The project will provide $300,000 for
 
services under the primary health financing contract for local accounting,
 
management and research firms and Individual consultants to complete the above
 
analyses. An additional $75,000 will be provided for 5 months of short-term
 
U.S. technical assistance to assist In the design, contracting, monitoring and
 
aslysis of the individual studies noted above and development of business 

plans for use in generating concrete investment proposals. 

d) Comunity Services
 

The project will explore GOR plans to mobilize local resources at the
 
community level and collect additional data on utilization and demand for
 
health services in rural comunities. The focus of this effort will be local
 
governing boards (collectivit6s locales) which are to receive 301% of the
 
value-added tax (TVA) now levied on most sales for use in elaborating local
 
development programs and infrastructure. Furthermore, local governments have
 
been delegated authority to assess user fees for the various social services
 
provided by comunity agencies. Given the claim on these limited funds, a
 
deeper look at the potential involvement of comunities in provision end
 
financing of health services is required.
 

On an individual basis and in certain provinces, comunities are providing 
facilities, fuel and som other support for health services, including visits
 
of mobile teams, point-of-contact, the vaccination campaign and follow-on
 
vaccination sessions. These efforts need to be expanded to go beyond what is
 
often personal largesse to include comunity-wide and agreed upon
 
contributions to key services. Research regarding the potential for and
 
interest in such a process, be it through, in collaboration with or separate
 
from the local government structure, could provide a basis for planned
 
USAID-GOM collaboration on a larger scale, i.e. through the Health financing
 
Project FY 91.
 

I t
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III. COST ISTIATICS AND FI-ACIAL PLAV
 

A. Overview
 

The total project cost is estimated to be $109,000,000. AID financed inputs
 

total $31 million in grant funding. The Mission will obligate $19,000,000 of
 

this amount under a Grant to the GOM Ministry of Public Health, with 
the
 

remaining $12,500,000 obligated by AID/W for the central procurement 
of
 

These funds will be obligated over a
 contraceptives for the Morocco program. 


six yea: period, startlim with $4,400,000 In FT 1989. The estimated GOM 

contributiou of approximately $78,000,000 represents the cost of salaries for 

project personnel; local operating costs for supplies, staff 
travel and 

allowances; and international air tickets for project participants.
 

B. Summary Budtet
 

The AID financed 	project costs are provided under standard AID 
expenditures
 

technical assistance, training, commodities, construction and
 categories, i.e. 

local costs.
 

Technical Assistance ($3,240,000)
 

improved service 	quality and program efficiency, as
 The project's emphasis on 

well as the additional AIDS prevention and control and health 

financing
 
USAID and MN
 

activities, will 	require substantial technical support. 
of these areas, particularly AIDS and
 experience and in-house capacity in sow 


health financing, is limited. Accordingly, the project will finance 180
 

months of short- and long-term U.S. technical assistance, including 
seven
 

person years of long term resident advisory services.
 

Technical assistance costs were calculated based on standard 
costs figures
 

compiled by the USAID Controller's office for use in developing 
budgets for
 

USAID funded contracts for short-term (IQCs, institutional 
contracts and PSCs)
 

and long-term TA (institutional contracts, U.S. and local-hire PSCs).
 

Training ($2,730,000)
 

Several of the activities under this project will require 
skills which
 

Therefore,

currently do not 	exist or which are in limited supply in Morocco. 


finance seven long term academic participants, approximately
the project will 
sixty short-term 	U.S. and third country training programs, 

and a limited
 

The project will 	also finance
number of invitational study programs. 

approximately 45,000 training days which will include: specialized 

in-country
 

management, clinical update end refresher training, and workshops 
and seminars
 

to support specific elements of the project.
 

Funding requirements to cover the cost of in-country, academic 
and short-term
 

training scheduled under the project were developed based 
on average costs per
 

in-country training day carried out under Project 0171 
and standard
 

calculations used in programing short-term and academic 
participants under
 

In line with Mission
the USAID Sector 	Support Training Project (0178). 


practices, estimates for short-tarm U.S. and academic participants 
are
 

adjusted to Include annual inflation of approximately 6.5%.
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Commodities (316,240,000)
 

Funding for the procurement of required commodity support represents the 
largest project cost category. LID/V will be provided with $12,000,000 for 
central procurement of contraceptive commodities for the Morocco program. The 
project will also finance procurement of motorbikes and vehicles to increase
 
fieldworker mobility, equipment and supplies for rural FP and NCR outreach
 
service program, laboratory and medical equipment for clinical facilities and
 
surveillance programs, microcomputers and software, and training material and
 
supplies for planned IEC activities.
 

A list of all equipment and materials, including the approximattly $12,000,000
 
in centrally procured contraceptive commodities, is provided under Annex 9,
 
Administrative Analysis. Cost estimates for these commodities were developed
 
using the UNICEF 1989 UNIPAC catalogue, estimates prepared by USAID
 
contractors and U.S. suppliers and local procuremnt experience under project
 
0171. Projected contraceptive procurement requirements were developed, in
 
February 1989, by technical staff under the AID/V Family Planning Logistics
 
Management Contract. Overall contraceptive product costs were calculated
 
based on worldwide guidance transmitted under State 065342.
 

Local Costs ($4,860,000)
 

The project will continue local cost support to strengthen and expand ROPH FP
 
and MCH outreach services, VSC program and implementation of ongoing data
 
collection, special studies and IIC activities. In addition, the project will
 
finance a portion of initial start up and operating costs for the private
 
sector commercial sales and employee service program. The costs of local
 
technical assistmnce and studies associated with the implementation of health
 
financing activities will also be covered. Cost estimates for recurrent
 
operating costs, materials production, data collection, studies and related
 
local costs are based on Mission and MOIPH experience under Project 0171.
 

Construction ($1,900,000)
 

The project will finance the renovation, construction, and or upgrading of
 
thirty-four rural health facilities and twelve family planning reference
 
centers. The installation of photovoltaic lighting systems in seventy rural
 
health facilities will also be covered. Estimated construction costs were
 
prepared by USAID architectural and engineering contractors and are based on
 
prevailing costs per square mter of work and include estimated physical
 
contingencies at approximately 15%. Additional details are provided under
 
Annex E, Administrative Analysis. These estimates will be further refined
 
following final USAID approval of specific facilities to be renovated,
 
expanded or repaired under the project.
 

Other Costs ($2,030,000)
 

The project includes $500,000 for USAID monitoring and evaluation costs and an
 
additional $1,530,000 in contingency, to cover increased costs due to U.S. and
 
or local inflation, at approximately 4.7% of non-contraceptive costs, along
 
with approximately 4% for unforeseen project requirements.
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A sumary of costs (1000) by project subcomponent is presated below.
 

I. Broadened Access to FP/WCH Services 9600 

A. Expanded Outreach 
B. Clinical Services 
C. Social Marketing 
D. Employee Service Programs 

3800 
3650 
1550 
600 

II. Improved Program Efficiency 6050 

A. HIS and Operations Research 
B. Managmnt and Technical Training 

C. Information, Education and Communications 
D. AIDS Prevention and Control 

1130 
2250 

920 
1750 

III. Health Sector Financing 1320 

A. Health Policy Reform 
B. Hospital Cost Recovery 
C. Pvivate Insurance Expansion 
D. Co-financing of Comunities Services 

455 
300 
375 
190 

IV. Project Monitoring and Evaluation 500 

A. Monitoring 
B. Evaluation and Financial Review 

Sub-total of Project Activities 

200 
300 

17470 

V. Contingency (approx. 9, of non-contraceptive costs) 1530 

VI. AID/V Procured Contraceptive Commodities 
PROJECT TOTAL 

12000 
31000 
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C. Financial Plan
 

The Project Financial Plan is illustrated in tables C.1 through C.S. A
 
breakdown of foreign exchange and local currency costs are contained in
 
table C.6.
 

Table C.1
 
Financial Plan by Project Sub-Activity
 

($000) 

I. Broadened Access to FP and RCN Services 9600 

A. Expanded Outreach 
1. 400 motorbikes 
2. 40 all terrain vehicles 

400 
1000 

3800 

3. equipment for 3000 service sites(PC) 
4. supply kits for 1500 fieldworkers 
5. technical equipment for mobile teams 
6. administrative supplies 
7. staff technical/refresher training 
8. fieldworker mobility 

400 
450 
50 

250 
300 
950 

B. Clinical Services 
1. facilities upgrade or remodelling 
2. solar electrification system 
3. VSC services 
4. pharmaceutical supplies 
S. physician and nurse training 

1500 
400 

1300 
200 
250 

3650 

C. Social Marketing 
1. 24 So.s short-term TA 280 

1550 

2. local TA and admin. support 
3. market research 
4. product promotion 
5. sales and distribution 
6. technical training 

220 
250 
400 
200 
200 

D. Employee Service Program 
1. 10 mo. sbort-tem TA 
2. equipment and supplies 
3. clinical training 
4. seminars, studies and local costs 

120 
10 
200 
100 

600 

II. Increased Program Efficiency 6050
 

A. HIS and Operations Research 1130
 
1. 24 mo.s long-term TA 310
 
2. 10 mo.s short-term TA 120
 
3. OR and special studies 180
 
4. 1991 DHS 150 
S. data processing 6quipmnt 100
 
6. printing and forms for HIS 270
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B. Management and Technical Training 
 2250
 
1. 24 so.s long-term TA 300
 
2. 7 academic participants 350
 
3. 10 mo.s short-term TA 120
 
4. ST training and invitational travel 180
 
S. in-country training 900
 
6. training materials and equipment 400
 

C. Information, Education and Communications 920
 
1. 5 ms.s short-tem TA 

2. production of printed materials 

3. radio & TI programing and diffusion 

4. I&C activities w/non-govlt afooc. 

S. research, tracking and evaluation 


D. AIDS Prevention and Control 

1. 15 mo.s short-tarm TA 

2. epidemiological/behavioral studies 

3. laboratory equipment and supplies 

4. production of educational materials 

S. in-country training and seminars 


III. Health Sector Financing 


A. Health Policy Reform 

1. 24 so.s local-hire PSC 

2. 9 sos short-term TA 

3. training and Invitational travel 

4. local seminars and studies 


8. Hospital Cost Recovery 

1. 6 mo.s short-term TA 

2. equipiment and supplies 

3. local seminars and studies 


C. Private Insurance Ezpansion 

1. 5 mo-s short-term TA 

2. local seminars and studies 


D. Co-financiag of Communities Services 

1. 2 so.s short-term TA 

2. seminars, studies and local costs 


IV. Project Monitoring and Evaluation 


A. Monitoring 

1. 12 no.s long-term advisor (TACS) 


B. Evaluation 

1. financial reviews 

2. mid-term and final evaluations 


60 
300 
210 
200 
150 

1750 
180 
150 
70 
400 
270 

1320 

4SS 
120 
135 
so 

120 

300 
90 
60 

150 

375 
75 

300 

190 
30 

160 

500 

200 
200 

300 
60 

240 
Sub-total of Project Activities 17470 

V. Contingency (a9proz. 9, of non-contraceptive coats) 1530 
VI. AID/V Procured Contraceptive Commodities 12000 

PROJECT TOTAL 31000 



Table C. 3 
Component No. 1: Broadened Access to FP/MCH Services 

($000) 

Activity 
 FY: 1989 1990 1991 1992 1993 
 1994 1995 Total
 

A. Expanded Outreach Coverage 400 1130 870 
 430 520 170 280 3800
 

1. 400 motorbikes 
 400 - - ­ - - - 400
2. 40 all terrain vehicles - 400 300 - 200 ­ 100 1000

3. equipment for 3000 service sites(PC) - 150 100 100 - - 50 400
4. supply kits for 1500 fleldworkers - 110 100 
 - 80 100 60 450
5. technical equipment for mobile teens - 50 - ­ - - - 50
6. administrative supplies 
 - 80 - 100 - - 70 250
7. staff technical/refresher training - 70 - 300
100 30 100 ­
8. fieldworker mobility 
 - 270 270 200 140 
 70 - 950
 

B. Clinical Services 
 410 440 610 800 660 580 150 
 3650
 

1. facilities upgrade/remodelling 
 80 - 240 400 
 410 370 - 1500

2. solar electrification systems 30 170 100 50 - ­ 50 400
 
3. VSC services 
 150 270 270 
 250 150 110 100 13004. pharmaceutical supplies 
 - - - 100 - 100 - 2005. physician and nurse training 150 
 - - - 100 - - 250
 

C. Social Harketing 170 200 270 360 360 150 40 1550
 

1. 24 mo.s short-term TA 120 - 80 80 ­ - - 280 
2. local TA and admin. support 50 50 40 
 30 30 20 - 220
3. market research 
 - 50 50 50 50 50 - 250
 
4. product promotion 
 - 100 - 100 100 
 60 40 400

5. sales and distribution 
 - - 50 50 
 80 20 - 200

6. technical training 
 - - 50 50 100 - - 200 

D. Employee Service Programs 
 - 170 30 280 - 90 30 600
 

1. 10 mo.s short-term TA 
 - - 30 90 ­ - - 120
2. equipment and shipping 
 - 100 - 80 ­ - - 180
3. clinical training 
 - 50 - 80 - 40 30 200 
4. seminars, studies and local costs 
 - 20 - 30 ­ 50 - 100
 

Total Project Component No. 1 980 1940 1780 
 1870 1540 990 500 9600
 



Table C.4 
Component No. 2: Increased Program Effficiency 

($000) 

Activity F1: 1989 1990 1991 1992 1993 1994 1995 Total 

A. MIS and Operations Research 50 240 300 170 210 130 30 1130 

1. 24 mo.s long-term TA 50 120 100 40 - - - 310 
2. 10 mo.s short-term TA - - 50 - 40 30 - 120 
3. OR and special studies - - 20 60 100 - - 180 
4. 1991 DHS - 120 30 - - - 150 
5. data processing equipment - - 100 - - - - 100 
6. printing - - - 70 70 100 30 270 

B. Management and Technical Training - 240 370 320 690 450 180 2250 

1. 24 mo.s long-term TA - 100 130 70 - - - 300 
2. 7 academic participants - - - - 350 - - 350 J 
3. 10 mo.s short-term TA - - - 60 40 20 - 120 0 

4. S1 training and Invitational travel - - 30 50 50 50 - 180 
5. in-country training - 40 110 140 250 250 110 900 
6. training materials and equipment - 100 100 - - 130 70 400 

C. Information, Education and Communications - 50 180 230 200 260 - 920 

1. 5 mo.s short-term IA - - 30 30 - - - 60 
2. production of printed materials - 50 50 50 50 100 - 300 
3. radio & TV programing and diffusion - - 50 50 50 60 - 210 
4. IEC activities w/non-gov't assoc.-s - 50 50 50 50 - 200 
5. research, tracking and evaluation - - - 50 50 50 - 150 

D. AIDS Prevention and Control 270 240 400 360 240 240 - 1750 

1. 15 mo.s short-term IA - 40 60 60 20 - - 180 
2. epidemiological/behavioral studies - 70 50 30 - - - 150 
3. laboratory equipment and supplies 250 100 130 120 120 30 - 750 
4. production of educational materials 20 - 80 100 50 150 - 400 
5. In-country training and workshops - 30 80 50 50 60 - 270 

Total Project Component No. 2 320 770 1250 1080 1340 1080 210 6050 



Table C.5 
Component No. 3: Health Sector Flnanclng 

(1000) 

Activity FI: 1989 1990 1991 1992 1993 1994 1995 Total 

A. Health Policy Reform 315 100 40 - - - - 455 

1. 24 mo.s local-hire PSC 60 60 - - - 120 
2. 9 no.s short-term TA 
3. in-country and short-term training 
4. local seminars and studies 

135 
20 

100 
40 
-

-
20 
20 

-
-

-

-
-

-

-
-

-

-
-

-

135 
80 

120 

B. Hospital Coat Recovery 300 - - - - - - 300 

1. 6 mo.s short-term TA 
2. equipment and supplies 
3. local seminars and studies 

90 
60 

150 

-
-
-

-
-
-

-
-
-

-
-
-

-
-
-

-
-
-

90 
60 

150 

C. Private Insurance Expansion 335 40 - - - - 375 

1. 5 mo.s short-term TA 75 - - - 75 
2. local seminars and studies 260 40 - - - 300 

D. Co-flnancing of Communities Services 50 50 90 - - - - 190 

1. 2 mo.. short-ter TA 
2. seminars, studies and local costs 

-
50 

30 
20 90 

-
-

- -
-

-
-

30 
160 

Total Project Component No. 3 1000 190 130 -- - - 1320 

RELATED PROJECT COSTS 

A. Project Monitoring and Evaluation 
B. Contingency 
C. AID/W Procured Contraceptives 

100 
-

2000 

100 
-

2000 

40 
-

1800 

100 
150 

1800 

60 
260 
1800 

-
330 

2600 

100 
790 
-

500 
1530 

12000 

TOTAL PROJECT OBLIGATION 4400 5000 5000 5000 5000 5000 1600 31000 
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Table C.6 

POPULATION AND CHILD SURVIVAL IV Project No. 608-0198 
by Project ComvonentSource and Uses of Funds 

(5000) 

Source of Fundint: AID Host Gov't Project
 
U.S. Total
U.S. DHS DHS
Use of Fundin& 


3215 638S - 62110 71710

I. BROADENED ACCESS TO FP/IMCH SERVICES 


A. Expanded Outreach Coverage (1400) (2400)
 
(1235) (2415)
B. Clinical Services 

(280) (1270)
C. Social Marketing 

(300) (300)
D. Employee Service Program 


2720 3330 - 13985 20035II. IMPROVED PROGRAM EFFICIENCY 


(370) (760)
A. MIS and Operations Research 

(1000) (1250)
B. Management and Technical Training 

(170) (750)
C. IEC 


(1180) (570)
D. AIDS Prevention and Control 


480 840 - 1270 2590
III. HEALTH SECTOR FINANCING 


(255) (200)
A. Health Policy Reform 

(120) (180)
B. Hospital Cost Recover7 

(75) (300)
C. Private Insurance Kipension 

(30) (160)
D. Co-financing of Health Bervices 


635 2665
820 1210
IV. MONITORING, EVALUATION AND CONTINGENCY 


A. Project Monitoring and Evaluation (440) (60)
 
(380) (1150)
B. Contingency 


- 12000
 
V. AID/W Procured Contraceptives 12000 


- 10900019235 11765 78000

TOTAL PROJECT COSTS 


\A
 



- 43 -

D. Methods of Implementation and Financing
 

Methods of 	 Methods of Approximste Amount
 

Implementation 	 Financing ($000)
 

1. Technical Assistance 	 $3740
 

a) AID Direct Contracts 	 Direct payment 1190
 
(operations research, data
 
analysi, management and
 
professional training, health
 
financing, audit and evaluation)
 

b) IQCs/IPAs Direct payment 290
 
(health financing and project
 
monitoring)
 

c) AID Central Contracts Direct payment 2260
 
(social marketing and employee
 
services, professional training
 
and voluntary surgical contraception
 
Family Planning 19C, LIDS
 
communications and tochnical support)
 

2. Commodities 	 16240
 

a) AID procurement Direct payment 12000
 
(contraceptives - (by AID/W)
 
reallotwent transfer)
 

b) 	Host Country Procurement Direct L/Comm 2510
 
(vehicles, medical supplies and and direct payment
 
equipment, educational and
 
production materials, administrative
 
supplies and printed materials).
 

c) 	Contractor Procurement under Direct payment 1730
 
buy-ins to central project contracts (by AID/W)
 
(clinical, laboratory and screening
 
equipment, pharmaceuticals, micro­
computers, training materials, audio
 
equipment)
 

3. Training 	 2730
 

PIO/PS and Invitational travel Direct payment 2730
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4. Local Costs 4860 

a) Host Country contracts 
(fieldworter travel allowances, 
training, IEC. data collection 
and studies, operations research, 
seminars) 

Direct payment 35S0 

b) AID contracts or grants 
to local institutions 
(private insurance and health 
sector reform) 

Direct payment 1310 

S. Construction 1900 

a) AID direct contracts 
(AME studies, photovoltaic 
materials) 

Direct payment 460 

b) Host Country contracts 
(AE design and supervision, 
construction) 

Direct L/Coim 1420 

6. Continzency Funds 

Total 

To be programmd 
as appropriate. 

1S30 

$31000 
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USAID management of project construction activities will be coordinated
 

with a USDH civil engineer in the Office of Project Development and
 
Private Enterprise.
 

USAID's role in the monitoring and certification of construction
 

activities will consist of: 1) the review and approval of tender
 

documents; cost estimates; design plans and specifications; and the & and
 

E and construction contracts, 2) the review of vouchers and periodic
 

monitoring of invoices by the project manager in conjunction with the
 

USAID engineer to certify the appropriateness of making payments. In
 

order to ensure that A.I.D. funds are being used appropriately the
 

monitoring will involve ocassional on-site inspection by the USLID
 

In connection with requests for payment 	to the construction
engineer. 

contractor(s), the A and 9 firm will certify that the construction is in
 

accordance with specifications and GOM standards. This certification
 

will be verified by the SAID engineer.
 

The USAID Mission Is able to provide the necessary support services for
 

proposed direct contractors, management of U.S. and third country short
 

term and academic training, and overseas procurement activities planned
 

under the project. Given its previous experience with AID's procurement
 

procedures, the HOPH will maintain primary responsibility for the
 

procurement of locally available supplies, services and equipment.
 

B. Procurement Plan
 

Commodities and services financed under the project, except 400 heavy
 

duty motorbikes and 40 all-terrain vehicles, will be procured from
 

suppliers in the cooperating country or in the U.S., using established
 

A.I.D. procurement procedures. The 400 	motorbikes will be procured from
 

Japanese sources, under a host country contract with the Yamaha Motors
 

Company. The 40 all-terrain vehicles, assembled in Morocco with over 50.
 

componentry from France, Japan or Great Britain, will be procured through
 

Waivers of A.I.D. source and origin requirements
local Moroccan sources. 

to permit Code 935 prorurement of these 	motorbikes, vehicles and related
 

spare parts have been obtained and are included under Annex J of this
 

Project Paper. A summary of procurement actions scheduled under the
 

project is presented in the following sections.
 

1. 	Commodities - According to currant projections, the general equipment 

I, Administrative Analysis, willand commodity li6 included under Annex 
be procured with project funds. Refinements of this list say result in
 

minor shifts or substitutions from one commodity to another but the
 

estimated $16,240,000 programed for commodity procurement will remain
 

relatively unchanged. More precise details and specifications, for both
 

local and international procurement, will be developed by the NOPH, in
 

conjunction with contracted technical advisors, during the implementation
 

of the project.
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To reduce the management burden on USAID staff, however, the bulk of 
project procurement activities, with the exception of AID/V central
 
procurement at the prograst's contraceptive requirements, vil be carried 
out by the host country or under project technical assistance contracts,
 
as detailed below.
 

a. Host Country Procurement
 

Based on GON performance during the implementation of Project 0171, USAID 
has determined that the MOPH his the capacity to carry out the host
 
country procurement of comodities and services scheduled under the
 
project. The following procurement actions will be carried out using GOM
 
procurement methods, as modified by Handbook 11 requirements, Including
 
advertising and competitive bids, with review and approval of procurement
 
documents by USAID.
 

(i) Project vehicles: 400 motorbikes and 40 all-terrain vehicles.
 

(ii) Technical Materials: Equipment and supplies for 3000
 
community service sites; 1500 VDNS fieldworkers; and 40 mobile
 
service units.
 

(iii) IEC Production: Audio-visual equipment and supplies.
 

(iv) Administrative Support: Administrative supplies, printing
 
and educational materials.
 

b. Procurement by Technical Contractors
 

Several organizations will provide technical assistance in the
 
implementation of the project under buy-ins to AID central project
 
contracts or grants. The remaining technical assistance requirements
 
will be provided under a USAID-direct training and technical assistance
 
(T/TA) cot.tract and a health financing contract. These grantees and
 
contractors will carry out all U.S. based procurement of equipment and
 
supplies linked with the technical services provided under their
 
contracts or grants. The following procurement actions will be carried
 
out by project technical coatractors or grantees.
 

(I) The John Hopkins Program of International Education in Gynocol,)g7

and Obstectrics (JHPIEGO): 25 laproscople surgery kits; 50
 
diagnostic microscopes, slides and related STh screening materirLi
 
for HOPH FP Reference Centers and university teaching hospitals in
 
Rabat and Casablanca; antibiotics and pharmaceutical supplies for
 
treatment of vaginal infections and STDs; and assorted clinical
 
teaching aids.
 

(ii)The Association for Voluntary Surgical Contraception (AVSC): 35
 
sets of Category A surgical equipment and supplies and 15 sets of
 
Category B equipment. (See equipment list in Administrative
 
Analysis).
 



(iii) Family Health International (FHI-AIDSTECH): Equipment and 
related reagents and supplies for HIV screening and confirmation of 
positive samples at 20 provincial blood banks and six-diagnostic 
laboratories. 

(iv)USAID-direct T/TA Contract: 18 microcomputers, software and
 
related peripherals (MOPH provincial research zones-$. Health
 
Information and Statistics Service-2, Continuing Education Service-l,
 
Management Training Institute-4, and cost recovery hospitals-3); and
 
educational materials and equipment.
 

c. AID/V Central Contraceptive Procurement
 

An estimated $12,000,000 in project funding will be realloted to the
 
Science and Technology Bureau, Office of Population (S&T/POP) for AID/V
 
central procurement of the following contraceptive commodities for the
 
Morocco program: approximately 65 million cycles of oral contraceptives;
 
380,000 IUDs; and 21 million condoms.
 

2. Professional and Technical Services - The project will finance 180 
months of short- and long-tem U.S. technical assistance. including seven 
person years of long term resident advisory services to support 
implementation of specific element of the three project components. In 
accordance with recommendations contained in the Kid-Tom Evaluation of 
the Population and Family Planning Support III Project (0171), a portion 
of this assistance will be used to provide greater staff depth, within 
USAID. in areas requiring specific technical competence, i.e. clinical 
training and service delivery. 

The following paragraphs explain how the technical assistance to be
 
provided for each project component will be procured.
 

a. Broadened Access to FP and XCR Services:
 

Technical assistance requirements for this component will require five
 
contracting actions through project financed buy-ins under AID/V central
 
project contracts. First, the project will continue technical assistance
 
in female reproductive health training, under the Instruction and
 
Education in Gynecology and Obstetrics Project, through a buy-in to the
 
AID/V John Hopkins University (JHPIRGO). JHPIEGO will provide support
 
for the execution of in-country and short-tem U.S. training of trainers
 
programs for physicians, nurses and technical staff.
 

Second, a closely linked with assistance provided by JHPIEGO is support
 
planned through a buy-in under the AID/W Cooperative Agreement with the
 
Association of Voluntary Surgical Contraception (AVSC). AVSC will assist
 
the MOPH in improving technical monitoring and direction of the
 
Ministry's VSC program and expansion of this program to additional
 
service sites.
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Third, the project will finance a buy-in under the AID/W AIDSTECH project
 
contract with Family Health International (PHI) to assist the NOPH In
 
developing programs for improved screening, diagnosis and management of
 
AIDS cases. PHI will focus specific attention on the continuing medical
 
education needs of physicians and related health personnel, and the
 
development of protocols regarding treatment, counseling, and
 
cotifidentiallty.
 

Fourth, USAID technical direction of JHPIEGO, AVSC and AIDSTECH
 
consultants and assistance activities will be strengthened through a two
 
year assignment in Morocco by an ezperienced clinical advisor recruited
 
under the AID/W Technical Advisucs in Child Survival Project. The
 
Project will finance international travel, in-country and second year
 
salary costs for this advisor.
 

Technical assistance for planned social marketing and employee service
 
program development will be acquired through a project financed buy-in
 
under the AID/W Contraceptive Social Marketing (SOMARC II) project
 
contract with the Futures Group (TFG). Under the SOARC 1I buy-in, TFG
 
will continue technical and local cost support for the implementation of
 
the condom sales program begun under Project 0171 and assist the GON in
 
the development and Implementation of comercial sales programs for oral
 
contraceptives, IUDs, ORS and related NCH products.
 

b. Improved Program Efficiency:
 

Three major contracting actions are planned under this component. First,
 
the project will finance management, training and general technical
 
assistance under a USAID-direct institutional contract with a U.S. firm.
 
This contract will provide (1) approximately 30 months of short-term
 
technical assistance and 48 months for two long-term advisors, each for a
 
period of 2 years; (2) local administrative, management and logistical
 
support for NOPH in-country training, operations research and related
 
data collection activities; and (3) home office support for the
 
procurement, testing and shipment of commodities purchased in the U.S.
 
and overseas.
 

Several technical assistance for IRC activities financed under the
 
Project will be acquired through buy-ins under the AID/W Population
 
Comunications Services Project contract with the John Hopkins
 
University, Center for Population Communications (JH/PCS) and the AIDSCON
 
Project contract with the Academy for Bducational Development (AID).
 
JH/PCS will continue assistance to the MOPH in the design, testing and
 
production of family planning educational and promotional materials for
 
illiterate and semi-literate womn. The project will also cover the
 
costs, under the JH/PCS contract, for the production of promotional
 
Materials for key child survival interventions. JH/PCS will provide
 
these services through its current subcontract agreements with AID.
 
Third, a direct buy-in for AED services will assist the MOPH in the
 
development of a long-term, low key effort to inform the general public
 
about AIDS and HIV infection, correct misconceptions, and to add
 
information as the public demonstrates growing understanding of this
 
problem.
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c. Health Sector Financint
 

Four AID contracting actions are planned under this compo-nent. First, to
 
accelerate launching of health financing activities, three person months
 
of short term technical assistance will be solicited on an IOC basis to:
 
(a) participate in the establishment of the health financing agenda at 
the GOM health financing conference in October 1989, (b) prepare the 
terms of reference for the hospital cost recovery studies (local 
contract), and (c) prepare the terms of refe.ence for an AID direct 
health financing contract. Second, once the hospital cost recovery terms 
of reference have been prepared with the assistance of the IQC 
contractor, a local contract will be awarded competitively to implement 
the cost recovery study of the three hospitals. Third, an AID direct 
health financint contract will be let, encompassing activities 
anticipated under the sector zeform and health insurance elements 
elaborated in the project description. This contract, awarded in the 
third quarter of FY 90, will Include 18 months of short term technical 
assistance, and $380,000 in local studies and seminars which will be 
implemented by the contractor, or subcontracted by the contractor to 
local firms. Fourth, the project will finance a 2 year PSC to assist the 
GOM, and other Moroccan health organizations and associations, in the 
design and implementation of the health financing activities. 

It is anticipated that the AID Bureau of Science and Technology will be 
awarding a global health financing technical assistance contract by the 
end of fiscal year 1989. If this contract is awarded and the technical 
experts are mobilized in a time frame appropriate for the health 
financing component of this project, it is likely that some of the 
technical assistance may be provided under the S & T contract through 
buy-ins. However, the availability of assistance through buy-ins will 
not obviate the need for an AID direct contract, as the buy-in mechanism 
is extremely unwieldy when it comes to Implementation of studies and 
seminars, as each sub contract must be approved by the S & T project 
officer and the AID/V contracting officer. 

3. Construction - The project will finance the servicea of local 
architectural and engineering, and construction firms to cary out
 
planned facilities renovation and upgrading. These services will be
 
acquired under host country contracts issued by the MOPH. Architects and
 
engineers in the MOPH Construction Unit, in conjunction with provincial
 
level civil works departments of the Ministry of Public Works and the
 
USAID civil englneor, will oversee the technical performance of these
 
local contractors and monitor implementation progress for this project
 
activity. The project will also finance limited architectural and
 
engineering services to assist the MOPH in final identification and
 
surveys of sites for planned renovation, expansion and repair activities,
 
and to carry out procurement and installation of photovoltaic lighting
 
systems.
 

4. Gray Amendment - USATD will encourage, to the maximum extent 
possible, the participation of small and disadvantaged, minority- and 
women-owned or controlled snall business concerns in the implementation 
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of the project. To that end, the Mission had identified at the PID stage 
of design, a set aside of the planned $2.5 to $3 millionAID-direct 
general training and technical assistance (T/TA) contract for potential 
award to an 8(a) firm. As project design progressed, the health
 
financing component of tht project has been greatly expanded, however, 
and 	a significant amount of scheduled technical assistance, training and 
local costs to implement these activities will be programed under this
 
contract. This has lead to the addition of highly specialized expertise 
in the areas of private health insurance and hospital management to the
 
previously envisioned FP and NCH technical training, program supervision.
 
operations research and data collection assistance originally planned
 
under the T/TA contract.
 

These modifications in the envisioned contract scope of work dictate the
 
need for a contractor with proven compentence in a wide range of
 
technical disciplines and ustablished linkages with subcontractor
 
agencies, universities and individual consultants capable of providing
 
the 	required assistance. Based on these circumstances, USAID now
 
believes that an 8(a) contract is not an appropriate procurement node for
 
the required services. There are. however, subcontracting opportunities
 
both in technical assistance and in commodity procurement envisioned
 
under the T/TA contract. Accordingly, the ILFP for this contract will
 
require that all proposals include a plan for the participation of Gray
 
Amendment firms in project implementation. In addition, technical
 
assistance for the aid-term and final evaluation of the project my be
 
provided under contracts with 8(e) firms, and Historically Black Colleges
 
and 	Universities will be considered in a) placement of academic and
 
short-term participants linanced under the project.
 

C. 	Implementation Schedule
 

FY 1989
 

Fourth Quarter
 

1. 	PP approved and seven-year project authorized at 131 million 
2. 	$2 million realloted to AID/V for ST/POP Central procurement of 

contraceptives for Morocco Program. 
3. 	GON counterpart funding levels, implimentation arengements and 

related terms and conditions of the Project Grant kgreement 
negotiated.
 

4. 	Grant Agreement executed, obligating initial tranche of project 
funding. 

5. 	Initial Conditions Precedent (CP) to disbursement met.
 
6. 	PIO/T for 3 os Health Financing IQC.
 
7. 	Recrultment for Health Financing PSC.
 
8. 	Host country contract for procurement of 400 heavy-duty motorbikes 

executed. 
9. 	USAID/NOPH implementation planning meeting hold. 
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FY 1990
 

First Quarter
 

1. 	HOPH coordinator for health sector reform activities designated. 
2. 	Initial project coordination meting bold and CY1990 worhplan for 

each project component developed. 
3. 	GON seminar held to present and discuss results of the MOPH/IBRD 

health financing study. IQC Contractor to participate. 
4. 	 OPE counterpart funding for Project activities Included in GO 

r'1990 budget submission. 
5. 	IQC Contractor develops Term of Reference for AID contract(s) to
 

local research firm(s) for hospital cost recovery.
 

6. 	IcC Contractor develops terms of reference for AID Direct Health
 

Financing Contract.
 
zeecuted under AID/W, JHPIEGO, AVSC. SORKRC II, AIDSCOIM and
7. 	Buy-ins 


AIDSTECH project contracts. 
8. 	Preliminary site surveys and related pre-design studies contracted 

for 	the facilities renovation and upgrades, and the photovoltaic
 

lighting element3 of the project. 
9. 	PIO/T issued, funding International travel and in-country support
 

costs for TACS advisor.
 
10. Multi-disciplinary advisory committees established for each health 

financing subcomponent. 
11. 	Initial agenda ef studies needed to understand and remove barriers to 

greater private sector financing and delivery of health care 

developed. 
12. 	PIO/T executed and RFP issued for USAID-direct contract for
 

management, training and general technical assistance support to the
 

1OPH.
 
13. 	RFP issued for locally contracted hospital cost recovery studies.
 

Second Quarter
 

1. 	Reproductive health trainlq completed for physician and nursing 
clinical faculty at university teaching hospitals in Rabat and 

Casablanca and staff at the tour CNSS polyclinic maternities in 

Casablanca and VSC service programs underway in each of these
 

facilities.
 
2. 	Proposals received and reviewel and contractors selected for hospital
 

cost recovery studies.
 

3. 	Project Agreement amended, obligatinig 1990 funding.
 

4. 	Contraceptive Procurement Tables developed and $2 million in Project 
funds realloted to LID/V for central procurement of contraceptives 
for Morocco Program. 

S. 	Health Financing PSC inplace.
 
7. Project Coordination meeting held and initial project status report
 

prepared and distributed.
 
8. 	Terms of Reference developed for AIDS knowledge, attitudes and 

practice study developed and RFP issued for host country contract 
with local research firm. 
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9. 	RFP(s) issued for Health Financing Contract.
 
10. 	USAID provisional registration completed for local Moroccan AIDS,
 

physician and pharmacists PVO/NGO associations.
 

Third Quarter
 

1. 	Contractor selected for USAID-direct technical assistance and
 
training contractor; and contract negotiated and executed.
 

2. 	NOPH subagreement under AID/W Demographic and Health Surveys II
 
project contract developed and workplan prepared for execution of
 
1991 DHS.
 

3. 	PTO/Ts issued for buy-ins under JHPIEGO, AVSC, SOKARC II. JH/PCS,
 
AIDSCORK and AIDSTECH project contracts.
 

4. 	First group of 600 comunity service sites selected.
 
5. 	Final list of NOPH facilities to be renovated or upgraded and details
 

of work to be completed at each facility, forwarded for USAID 
approval.

6. 	MOPH sub-agreements, covering the 1990-1994 operational program,
 
negotiated with AVSC and JPPIEGO.
 

7. 	Procurement of photovoltaic lighting equipment initiated.

8. USAID OPGs, or ROPH sub-agreements executed with local PVO/NGOs


(ACLS, local pharmacists and physicians associations).
 

Fourth Quarter
 

1. 	Secondary Conditions Precedent, concerning disbursement of facilities
 
renovation and construction funding, met.
 

2. 	RFP issued for host country architectural and engineering (A+1)
 
contractor.
 

3. 	Physician directors for ROPH Regional Training Centers designated and
 
physician instructor training workshop held.
 

4. 	Equipment and supplies ordered for new VSC centers; FP Reference
 
center laboratory units; IDKS field workers; and communties service
 
sites.
 

5. 
Pre-lauch planning and training completed for application of revised
 
coverage strategy within existing VDKS provinces and expansion of the
 
program to 12 new provinces.


6. 	Procurement of first group of mobile service vehicles (IS) initiated.

7. 	Long term resident management and training advisor arrives and
 

CY1990-91 workplan developed for project technical assistance
 
contract.
 

S. 	Rarket research study for oral contraceptive sales program designed
 
and contramtor selected.
 

9. 	Field research zones designated in eight provinces; local staff
 
trained in use of operations research (OR) and related data
 
collection techniques; and initial OR studies underway.


10. 	Health Financing Contract Awarded.
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FY 1991
 

First Quarter
 

1. 	Project coordination meeting held and CY1991 workplan prepared.
 
2. 	MOPH counterpart funds Included in GOM CY1991 budget plan.
 
3. 	Training program developed and contraceptive safety, function and
 

side effects training provided for private pharmacists and pharmacy
 
assistants.
 

4. 	AIDS and HIV infection case management and treatment protocols 
developed and physician training completed. 

S. 	Host country A+E design and construction supervision contractor(s)
 
selected.
 

6. 	Training of trainers workshop, covering idendification, diagnosis and
 
management of sexually transmitted diseases (STh), hold for nursing
 

Instructors from the eight MOPH Regional Training Centers.
 
7. 	First phase of revised FP and MCH coverage strategy implew ted in
 

the thirty existing VDKS provinces and program expanded to twelve
 
additional provinces.
 

S. 	Printed promotional materials for illiterate and semi-literate women
 
produced and distributed.
 

Second uarter
 

1. 	Project Grant Agreement amended, obligating IF1991 funding.
 
2. 	USiD-direct Technical Assistance contract &ad Host country A.+
 

contract amended adding second trench of Incremental funding.
 
3. 	Microcomputer, software and related peripherials procured. 
4. 	 Automation of NOPH family planning and management information system 

completed in eight provinces. 
S. 	Contraceptive Procurement Tables developed and P11991 contreceptive
 

funds realloted to AID/V for central procurement of contraceptives 
for Morocco Program. 

6. 	VSC Services expanded to five additional provincial hospitals. 
7. 	Family planning service program expanded to the seven remaining CUSS 

polyclinic maternities. 
S. 	NOPH Hospital cost and utilization studies completed and revised fee 

schedules developed for three pilot hospitals. 
9. Market Plan developed for oral contraceptive sales program.
 
10.- Project coordination meeting held.
 

Third uarter
 

1. 	Private health Insurance feasibility study completed and business 
plan developed. 

2. 	Eval aation of Project Health Financing component conpleted.
 
3. 	PIO/Ts issued for buy-ins under JHPIEGO, AVSC, SOAItC I, JH/PCS,
 

AIDSCOM and AIDST9CH project contracts.
 
4. 	Second group of 1200 comunity service sites selected.
 
S. 	Field data collection initiated for 1991 DKS.
 
6. 	Procurement of second group of mobile service vehicles (15) initiated.
 
7. 	Regional physician and Nurse training programs underway.
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Fourth Quarter
 

1. 	Pro-launch planning and training completed for application of second
 
phase implementation of revised FP and HCH coverage strategy.
 

2. 	CSN oral contraceptive sales program launched.
 
3. 	MOPH FP and XCH employee service program subagreements developed with
 

10 private firms.
 
4. 	Detailed technical designs and contruction specifications completed
 

for MOPH facility renovation, extension and repair activities.
 
5. 	Staff training completed and AIDS testing initiated in provincial
 

level blood banks.
 
6. 	printed materials for illiterate and semi-literate women evaluated
 

and revised as appropriate.
 
7. 	MOPH IEC subagreement developed with local PVO.
 

FY 1992
 

First Quarter
 

1. 	Project coordination meeting held and CT1992 workplan prepared.

2. 	ROPH counterpart funds included in GON CY1992 budget plan.
 
3. 	RFP issued for host country construction contract(s) for Project


construction component.
 
4. 	ROPH clinical study on the incidence of sexually transmitted diseases
 

(STD) and the effectiveness of NOPH treatment protocols initiated in
 
the 8 family planning reference centers linked with ROPH regional
 
physician and nurse training programs.
 

5. 	Third phase implementation of revised FP and HCI coverage strategy
 
initiated.
 

6. 	Preliminary report for 1991 DHS released.
 

Second Quarter
 

1. 	Project Grant Agreement amnded, obligating FT1992 funding.

2. 	Project technical assistance, and host country As contracts amended
 

adding third trench of Incremental funding.
 
3. 	Host country constructiom contract(s) awarded and renovation.
 

extension and repair work initiated for first group of NOPH
 
facilities.
 

4. 	Contraceptive Procurement Tables developed and PY1991 contraceptive
 
funds realloted to AID/V for central procurement of contraceptives 
for Morocco Progrm. 

6. 	VSC Services expanded to five additional provincial hospitals.
 
7. 	Market Plan developed for oral rehydration salts sales program.
 
8. 	Project coordination meeting held.
 

Third Quarter
 

1. 	Kid-term evaluation of the project completed.
 
2. 	PIO/Ta issued for buy-ins under JHPIRGO, AVSC, SONAIC II. JH/PCS,
 

AIDSCOI and AIDSTECH project contracts.
 
3. 	Third group of 1200 community service sites selected.
 



Fourth Quarter
 

1. 	HOPH FP and MCR employee service program subagreements develoted with 
an additional 10 private firms. 

2. 	Renovation, extension and repair work Initiated for second group of
 
MOPH facilities.
 

3. 	FP and MCH radio spots and programs produced and aired.
 
4. 	Oral rehydration salts (ORS) sales program launched. 

FY 1993
 

First Quarter
 

1. 	Project coordination meting held and CY1993 workplan prepared.
 
2. 	HOPH counterpart funds included in GON CY1993 budget plan.
 
3. 	Impact assessment of ISC promotion materials financed under the 

project completed. 
4. 	Candidated selected for the 7 academic participant slots and begin
 

intensive english language training.
 

Second Quarter
 

1. 	Project Grant Agreement amended, obligating MT1993 funding.
 
2. 	Project technical assistance, and host country A+1 and construction
 

contracts amended adding additional incremental funding.
 
3. 	Renovation, extension and repair work initiated for third group of
 

NOPH facilities.
 
4. 	Contraceptive Procurement Tables developed and FT1993 contraceptive
 

funds realloted to AID/V for central procurement of contraceptives 
for Morocco Program. 

6. 	VSC Services expanded to five additional provincial hospitals and
 
five new rural service sites.
 

7. 	Market Plan developed for IUD and NCR product sales program.
 
B. 	Project coordination meting held.
 

Third Quarter
 

1. 	 P1O/Ta issued for buy-ins under JHPI1GO, AVSC, JE/PCS, AIDSCOWN and 
AIDSTECH project contracts. 

2. 	 Placement completed for long-tem participants and PIO/Ps issued. 
3. 	 Audit of project disbursements completed. 

Fourth Quarter
 

1. 	 Construction work completed for first group of NOPH facilities. 
2. 	Long-term participants depart for U.S.
 

ifA 



FY 1994
 

First Quarter
 

1. 	Project coordination meeting held and CY1994 vorkplan prepared.
 
2. 	MOPH counterpart funds included In GO1l CY1994 budget plan.
 
3. IUD and MCH product sales programs launched. 

Second Quarter 

1. 	Project Grant Agreement amended, obligating FY1994 funding.
 
2. 	Project technical assistance, and host country A+9 and construction 

contracts amended adding additional incremental funding. 
3. 	Construction completed for second group of NOPH facilities.
 
4. 	Contraceptive Procurement Tables developed and FY1994 contraceptive 

funds realloted to AID/V for central procurement of contraceptives 
for Morocco Program.
 

Third Quarter
 

1. 	 Project coordination meting held. 
2. PIO/TI issued for buy-ins under JHPIEGO and AVSC project contracts. 

Fourth uarter 

1. 	 Construction work completed for third group of NOPH facilities. 
2. 	 HOPH evaluation of FP and NCR employee service program subegreements 

completed. 

FY 199S
 

First Quarter
 

1. 	 Project coordination meeting held and CY1995 workplan prepared. 
2. ROPH counterpart funds included in GON CY199S budget plan. 

Second Quarter 

1. 	Project Grant Agreemnt amended, obligating FM1995 funding. 
2. 	 Contraceptive Procurement Tables prepared aend budgetary requirements 

developed for NOPI CY1995-96 contraceptive procuremnt. 

Third Quarter
 

1. 	Project coordination meting held.
 
2. 	Final evaluation of the Project completed.
 
3. 	P1O/Ts issued for buy-ins under JHPIEGO and AVSC project contracts.
 



Fourth Quarter
 

1. HOPH isaues notification of final acceptance of faclirties renovation 
and extension work and final payment made to contractor(s). 

FT 1996
 

First Quarter
 

1. 	Project coordination meeting held and CY1996 vorkplan prepared.

2. 	MOPH counterpart funds included in GO CY1996 budget plan, including


approximately 82.4 million in payment authority to cover billings for 
CY1996 contraceptive shipments. 

Second Quarter
 

1. 	Contraceptive Procurement Tables prepared and budgetary requirements
 
developed for NOPH CY1996-97 contraceptive procurement.
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V. MONITORING AND VALUATION PLAN
 

Continuing monitoring and evaluation is planned to assure Implementation
 
progress, to 
determine whether major project financed activities are
 
effective, and keep track of overall family planning and health status trends. 

a) Implementation Protress - The responsibility for monitoring project
 
progress 
rests with USAID project managers in the Office of Population and
 
Human Resources, in collaboration with the NOPH Project Management Unit and
 
technical advisors financed under the project. These individuals will be
 
assisted by the USAID Controller and Program Officer, and the Regional
 
Contract Officer and Legal Advisor as appropriate. A two day project

orientation meeting of USAID project managers, the MOPH Project Ranagement

Unit, and other involved NOPH staff is scheduled soon after initial obligation
 
to review the overall project design and methods for implementing specific

activities. A second meeting will focus on development of a workplan for
 
CY1990. Thereafter, the MOPH will schedule seal-annual coordination
 
meetings. The fall meeting will focus on developing annual program and
 
financial plans. 
 The spring meeting will focus on progress achieved over the
 
previous calendar year and actual financial contributions to the project by

both parties. The semi-annual coordination meetings, coupled with findings

from any special studies, will provide the basis for routine project status
 
reports forwarded to USAID by the HOPH. 
 These reports will be discussed 
during Mission Portfolio Reviews with the Director and senior staff, and
 
corrective steps will be taken as needed.
 

b) Proaram Effectiveness - As this project will provide the last tranche 
of AID assistance to broaden access to MOPH family planning and maternal and
 
child health services, it is essential that USAID assure itself and the MOPH
 
that each activity is having the type of impact sought and is cost-effective.
 
There are many questions remaining to be answered through a combination of
 
operations research, the mid-term evaluation, and the MOPH's aenagement
 
Information system.
 

For example:
 

- Can the revised VDK outreach strategy assure ratisfactory access to 
family planning and other NO services for target beneficiaries? As 
door-to-door delivery of these services is withdrawn from soa areas, it 
will be important of monitor whether potential clients actually use 
services provided at points of contact or by mobile teams and find then 
acceptable means of seeking resupply for oral contraceptives. Is the MOPH 
able to keep to schedule for visits to contact points over the long run?
 

- What will be the impact of points of contact and mobile teams on use of
 
different methods of contraception? Related to this, what is the average

travel time and difficulty experienced by clients in accessing points of
 
contact and mobile units? Are the Ministry and workers maintaining
 
vehicles, including mobylettes, effectively.
 

- Are women using oral contraceptives correctly and what are their reasons 
for discontinuing use? 
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Can 	an accurate means of monitoring continuation rates be integrated into
 
the 	HOPH's management information system?
 

What is the relative effectiveness and acceptability of male and female 
workers in different regions in outreach situations? Related to this is
 
the 	female worker's satisfaction with outreach work and vhether Improved
 
transport, supplies, training or supervision can make outreach work more
 
acceptable.
 

What is the willingness and ability of couples to pay for contraceptives
 
and 	RCH products by type and distance from sales outlet?
 

Are 	ongoing vaccination and ORS programs maintaining or improving coverage
 

levels attained under campaign approach?
 

-	 What are household-factors influencing the demand for FP and HCH services? 

How effective are client referral and follow-up systems work, e.g. for VSC
 
services or medical evacuation for high risk pregnancies?
 

c) FP and Health Status Trends - The project has set specific targets for 
contraceptive prevalence, fertility rate, infant mortality, vaccination 
coverage, death associated with diarrhea, the proportion of woman receiving 
prenatal care, and the proportion of medically supervised births. These 
indicators will be followed through a number of sources, including the 1991 

Demographic and Health Survey, the 1992 Census, special studies and the NOPH's 

management Information system. 

For 	example, the fourth round of the Demographic and Health Survey (DHS)
 
scheduled for 1991 is the GON1's primary means of tracking contraceptive
 
prevalence. The 1991 round will also have an increased emphasis on
 
fertility. Vaccination coverage, diarrhea deaths, and prenatal care will be
 
followed through the ROPH's management information system and special
 
studies.
 

Evaluation Arrangements
 

Evaluations planned under the project, include an early project review of the
 
health financing component, a aid-term and a full Ead-of-Project evaluation.
 

a) Review of the Health Financing Component
 

A review of the health financing component is planned for April 1991. The
 
review will be completed in time for the findings to be incorporated In the
 
Project Paper for the health financing project scheduled for late ry 1991.
 
The objectives of this review will be to assess USAID's preliminary experience
 
in the four activities under the project's health financing component. The
 
review will specifically assess:
 

1) 	The agpnda tar peliy diAlegus and proliminriy tiNdlnAg Cf research 
concerning the constraints to "market entry* by private health providers 
and financing entities; 
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2) 	The appropriateness and effectiveness of technical assistance and research 
Intended to increase cost recovery in OPH hospitals; 

3) The findings of feasibility studies on the expansion of private health
 
insurance; and
 

4) 	The initial findings of technical assistance and operational research on
 
the potential for local government and community contribution to the
 
financing of basic health services.
 

This review will be conducted In-house by USAID staff, assisted by the design
 

team for the Health Financing project.
 

b) Kid-Term Evaluation
 

A mid-term evaluation of the remaining two project components is scheduled for
 
April 1992. At that point, project activities will be well underway and the
 
need for any "mid-course" corrections will become evident. This evaluation
 
will be contracted to an 8(a) firm.
 

Three areas of inquiry will be included in the evaluation:
 

1) 	First, the most critical question to be addressed at this juncture will be 
whether the mix of delivery approaches is effective in achieving the 
project intent of providing family planning and mother and child health 
care services to rural populations in a cost-effective and sustainable 
manner. The evaluation will evaluate the relative effectiveness of the 
various delivery approaches encompassed in the NOPH outreach strategy and 
make recommendations on appropriate adjustments in the outreach approaches. 

2) 	Secondly, it will be assessed whether the upgraded end newly constructed 
ROPH clinical facilites are operating effectivuly and serving their 
intended clients and whether the referral system is operating more 
effectively, 

3) 	Third, the evaluation will assess whether the timing of commodity 
deliveries coincides with project implementation requirements.
 

Based on findings, recommendations will be made as to appropriate 
adjustments in the mix of service delivery approaches and the actions for 
project implementation necessary to ensure the successful completion of 
USAID assistance. 

) Final Project Evaluation
 

The 	 end-of-project evaluation is scheduled for Spring 1995 and will measure 
the extent to which project activities succeeded in achieving the project 
purpose. Moreover, it will evaluate the extent to which the project series 
I-IV contributed to the achievement of health sector goals and objectives, 
e.g., coverage, efficiency, cost recovery, sustainable preventive health 
care. To assess project impact, the evaluation will be designed so as to
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encompass a critical review of last two decades years of USAID assistance in
 
the 	areas of family planning and mother and child health. This evaluation
 
will be contracted under a direct AID contract. Areas that will be addressed
 
in the context of the final evaluation include:
 

1) 	The effectiveness and efficiency of the FP and ECe public and private
 
delivery systems;
 

2) 	The extent of GON compliance with its responsibility of absorbing the
 
recurrent costs associated with F2 and MCH programs;
 

3) 	The lessons derived from USAID's assistance in the family planning and
 
maternal and child health field that can be useful to AID worldwide in the
 
design of projects in the health sector; and
 

4) 	Recotmendations to the GON on actions it might take to ensure program
 

sustainability.
 

d) Budget
 

The project provides $40,000 for the completion of the health financing 
project component review and $200,000 for the Kid-Tatm and the End-Of-Project 
Evaluations. This is in addition to funding allocated for operations research 
and the Demographic and Health Survey. Given the complexity of measuring 
program effectiveness and tracking family planning and health status, the 
Nission will also budget for an AID evaluation expert TDY soon after project 
launch to help prepare a detailed operations research and evaluation plan for 
the project. The plan will identify all questions to be answered and the 
methodology and sources of data required to answer the questions.
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VI. SUM AYl PROICT AALYSIZS 

Introduction
 

The following summaries of analyses and conclusions are based on the 
Technical, Economic, Sector Financial, Social Soundness, and Administrative
 
Analyses provided In the Annexes to the Project Paper, as well as a series of 
analyses and evaluations carried out over the past severi years under the 
Population and Family Planning III project. In addition, a consulting team
 
was brought in in June 1989 to recommend the best approaches to exploring
 
health financing !ssues. Reports not provided in the annexes, but which are
 
referred to in the Project Paper are available in the Office of Population and
 
Human Rehources, USAID Morocco. The overall conclusion to be drawn from the
 
analyses is that the design of the proposed project is feasible and should
 
have a large impact on family planning and maternal and child health in
 
Morocco.
 

A. Technical Analysis
 

This section summarizes the rationale and technical soundness underlying the
 
interventions planned under the project. The Technical Analysis, Annex A.,
 
identifies seven topics of technical concern and describes how project
 
activities address these concerns. A sumary of these topics follows.
 

1. Contraceptive Technolozi
 

The Morocco Family Planning Program relies on the standard variety of supplies 
(pills, condoms and foams) and clinical (IUDs and female sterilization) 
contraceptive methods. These methods are all well beyond the experimental 
stage and their safety and effectiveness under various program conditions has 
already been established. Knowledge of family planning, almost universal at 
981. of Moroccan women of reproductive age (M1RA). is less pervasive for 
long-acting contraceptive methods and the program is heavily skewed to oral 
contraceptive use, the method of 8O% of contraceptivo users. 

The program's heavy reliance on oral contraceptives, across all age groups,
 
does not accord with health considerations and fertility desires to: a 
significant proportion of Moroccan women. Given the Increased health risks 
associated with oral contraceptive use for higher parity women over 30 years 
old, those who want no more children should ideally be candidates for IUDs or 
VSC. The project will improve the quality of counseling provided these women 
and increase th( availability of IUDs and VSC. Furtharmore, the Project will 
increase the range of method options available under the program, through 
training, commodity and technical assistance to introduce new contraceptive
technologies, including Norplant and long-acting injectable contraceptives, 
folloing FDA approval for these methods. 

2. Need for Family Plannin& Services 

A key indicator of purpose level achievement is attainment of contraceptive 
prevalence (modern methods) of at least 45% of NWRA. Data on Moroccan women's 
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desire for additional children and intention to uso family planning, show
 
This unmet need is estimated at 27.9%
continuing high levels of unaet need. 

of MM and most of the unmet need is comprised of women vfo went no more 

children. Rural women, largely uneducated. are a key target group for NOPH 

family planning and maternal child health service programs. Continued 
family planning services among these women is required
increases in the use of 

to achieve project objectives for increased contraceptive prevalence and to 
decrease maternal mortality. The project will improve both the quality of qnd 

these programs in rural areas. NOPH fieldworkers and clinic staffaccess to 

will receive more training in family planning motivation and counseling. The 

project will also develop printed materials and visual aids specifically 

designed to address the needs of illiterate and semi-literate women, both 
clients and traditional aid-wives. 

3. Family Planning and Maternal Child Health Services
 

FP and HCH Outreach Programs (VDMS)
 

The VDMS program, through its extension of services to underserved populations 

and its success in recruiting new acceptors, has been important in bringing 
areas.
about increases in contraceptive prevalence, particularly in rural 


in 1987 compared to 251
 Contraceptive prevalence in VD4S provinces reached 401 

in non-VDNS provinces. Although differenceb in prevalence levels in urban 

areas of VDiS and non-VDNS provinces was slight, prevalence levels in rural 
areas of VDHS provinces exceeded that in non-VD)S provinces by 501 (281 vs 

19,). VDXS agents were cited as the primary source of contraceptive supplies
 

by 24% of contracepting women in VDKS provinces, and the fact that prevalence
 

was highest in older VDNS provinces suggests that its Impact Increases over
 
time.
 

The VDHS program is currently operating in 30 provinces, comprising about 751
 

of the population. To improve VDKS program efficiency and increase coverage 

in rural areas, especially for more remote populations, this project will 
finance implementation of complementary FP and NCH outreach service 
strategies, Including the use of contact points and mobile teams. These 

OPH Basic Health Services Project
strategies, developed and tested under the 
with the World Bank, have proven cost-effective in extending coverage to 

isolated and sore dispersed population settlements. The project will extend 

this enhanced version of IDIS to an additional 12 provinces. Given current 
to increase program coverage to 851 of
coverage levels, the Project target, 


the- rural population, is a feasible objective.
 

Although VD)S services have also been influential in changing fertility
 
a significant gap between knowledge of contraceptives
preferences, there is 


coupled with the desire to have no more children, and actual use of family 

planning services. Women in VDKS provinces may desire fewer children then 

women in non-VDNS provinces, yet more than half of those pregnant at the time 
of the survey had not wanted to be pregnant, reflecting an unmet need for 

family planning. In addition the steps described below to improve access and
 

the quality of services, the project will conduct qualitative research to
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determine the nature and oxtent of behaviors that result in HIV transmission.
 
Although comending the GON for measures underway to protect the Moroccan 
blood system, the Tean suggested AID financing for comodity and training
 
assistance to extend screening measures to 15 regional blood transfusion
 
centers. Finally the teas recommended that the GOM develop educational and
 
training materials for the general public, specific at-risk groups and for
 
health workers at every level of the system. Drawing on the talent of local
 
private sector research and advertising firma the project will finance
 
development of these materials. In addition, the project will work with the
 
Ministry to help in the development of a program of continuing education and
 
treatment protocols to be used in the Faculties of Medicine and Dentistry.
 
Other basic issues to be addressed in determining the epidemiology of and
 
controlling HIV infection in Morocco raised by the team are addressed in the
 
Technical Analysis.
 

S. Clinical Trainint
 

Morocco has developed an extensive infrastructure to provide professional 
training for physicians, nurses and associated technical staff. The area of 
clinical experience, however, has been more problematic. To date, clinical 
update and in-service training has been highly centralized and little capacity 
exists to provide this training at the regional or provincial level. The 
project will further decentralize MOPH clinical training activities. Regional 
Physician and Nurse Training Centers will be established on the campuses of a 
provincial nursing schools. To strengthen clinical practice components of 
course content, the MOPH will strengthen linkages between the provincial 
nursing school and family planning program management staff, particularly 
staff from family planning reference centees. In addition, the project will 
finance training in academic skills and program management for NOPH physician 
and ns'e trainers, and faculty and clinical campus staff from medical school 
teaching hospitals in Rabat and Casablanca. The project will also install 
family planning service units at the two university clinicel campuses. 

6. Information. Comunication and Education
 

The IEC sector has been the weakest link in Morocco's successful family
 
planning program. A major concern is the continuing weakness of the
 
Ministry's Health Education Service (SES). Given these difficulties, the
 
Mission has assisted the NOPH in decentralizing FP end NCH promotion and
 
fieldworkr comeunication activities. Following a slow start-up and a large
 
scale reorganization the NOPH now attaches more importance to the value of
 
effective abdorwtion, communication and education activities in promoting
 
increased awareness and use of the Ministry's priority FP and NCR service
 
programs.
 

The MOPH has targeted the following three key areas for IEC assistance under
 
the Phase IV project a) improved FP and MCH promotion materials for illiterate
 
and semi-literate woomn clients and traditional birth attendants; b) regional
 
radio programming, with limited reinforcement through general promotianal
 
messages on th two national TV channels; c) improved health worker training
 
in effective communicstion skills; and d) effective IEC tools and visual aids
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for health workers and clinic staff. The need for high quality printed 
materials for Illiterates results from the extremely low rate of female 
literacy in Morocco. Guided presentation of simple print materials by trained 
health workers is therefore one of the few options available to the NOPH to 
communicate more detailed information on the use of specific family planning 
methods and MCH instructions not readily conveyed through mass media 
channels. Since the DHS reports that 68% of women sampled routinely listen to 
local radio broadcasts and 44% watch TV at least once per week, radio and TV 
provide complementary options for VP and HCH promotion. 

The private sector will play a major role in the development of both IRC print
 
and audio-visual materials planned under the project. Private media services
 
in Morocco have grown considerably in the past dectde. Despite the strengths 
of the private sector, many technicAl weaknesses remain. The organization,
 
selection and use of focus groups to develop, test and evaluate interventions
 
for example will benefit from technical assistance provided under the 
project.
 

7. Increased Private Sector Involvement in the Financing and Delivery of
 

Services
 

Social Marketing
 

The private pharmaceutical sector in Morocco is quite sophisticated and offers 
a wide variety of manufacturing and marketing infrastructure which complements 
the policy objectives of the MOPH. The private sector currently supplies 
approxiaately 301 of contraceptives used in Morocco. Products are sold 
through a well organized network of pharmaceutical outlets throughout the 
country. A local pharmaceutical firm has already prepared Plana, with USAID 
assistance and MOPH approval, for a subsidized condom sales program and will 
begin sales in September 1989. The project will supplement these efforts 
through the design and implementation of social marketing sales program for 
oral contraceptives, ORS, IUDs, and related child survival supplies. The 
project will also increase the number of sals outlets, and improve the 
efficiency and lower the coats of local PP and NCH product production. The 
project will not subsidize the sales price.
 

While there are many possible design variations for a potential oral 
contraceptive (OC) sales program, the 1989 CSM assessment report recomends 
the development of a program Cocusing on the promotion of locally available 
oral contraceptives as the most feasible approach to providing several 0Ce to 
low-income consumers at an affordable price and to making the entire OC market 
more accessible to the project's target population. The introduction of a 
USAID donated product which differs in formulation from those currently 
available could cause confusion and potential increases in side effects and 
discontinuation of use by women switching from public to private supply 
sources. Moreover, introducing a new product would require substantial 
investments in licensing agreements, manufacturing capability and quality 
control procedures. 



Expanded Insurance Coveraze
 

Third-party insurance coverage is a small but growing component of the
 
Moroccan health care market, with approximately 131 of the population covered
 
by private health insurance and an additional 8 - 10, under government
"mutuelle" or company self-insurance plans. As a result, over 4 million 
Moroccan employees and dependents benefit from some form of third party
 
reimbursement for their health care expenses. Given the abundant supply of
 
doctors and the magnitude of private funds spent on health care, accounting
 
for approximately 501 of reported expenditures in the sector, it is surprising
 
that there is not more activity in the private health Insurance arena.
 
Accordingly, the project will evaluate current constraints to insurance
 
expansion and assess prospects for health maintenance programs and alteenative
 
private health delivery systems. A feasibility study for expansion of health
 
insurance includes many of the elements required for assessing feasibility of
 
a health maintenance organization or other prepaid health delivery plan. Thus
 
a "dual track" approach is planned, under which the study to expand health
 
insurance could conceivably be enlarged or reoriented into a feasibility study

for a health maintenance organization if an appropriate target group and
 
service and financing organization were identified.
 

B. Economic Analysis
 

The economic analysis (Annex B) consists of two basic analyses: (a) the
 
benefit-cost analysis and (b) the cost-effectiveness analysis. The first
 
analysis shows a highly favorable benefit-cost relationship which justifies
 
undertaking the project to achieve douired fertility reduction. The second
 
analysis investigates the costs of attaining fertility reduction through
 
different mixes of intervention strategies and finds that the proposed mix
 
appears to be cost effectils. It suggist8 conducting operations research to
 
further improve the program's cost-effectiveness.
 

The benefits of fertility reduction have been calculated by Knowles and
 
Benrida using the Moroccan Hunan Resources Planning Model. These benefits
 
were then compared to the costs to family planning users to obtain desired
 
fertility reductions. The benefit-cost ratio exceeds one after only two years
 
and the internal rate of return is 17S percent for the twenty 7ear projection
 
period. The conclusion of this analysis is that an effective family planning
 
program has a rate of return which makes it a higher priority investment then
 
almost any other investment one can Imagine for Morocco.
 

The cost-effectiveness analysis uses preliminary cost date to examine the MOPH 
strategy of using fixed facilities, hon visits (VI)IS) and mobile teams 
depending upon the distance of the population from existing fixed facilities. 
This analysis shows that considerable savings can be realized through greater 
reliance on mobile teams as the MOPH strategy plans to do. However, data on 
program effectiveness in achieving fertility reduction through these different 
intervention modes is still too weak to permit definitive conclusions about 
the optimal coverage strategy. Thus, operations research planned under the 
project 14 required to refine the coveraxs strategy. The cost-effectiveness 
issue Is critIa lly important In an ere of budget stringency, given the 



- 72 -

GOR to reduce its budget deficit. However, the
continuing pressure on the 
effectiveness of the revised delivery strategy in meeting clients' demand for 

services is the other side of the equation which must be evaluated. Given the
 

very high economic and financial returns to family planning generally, more
 

"expensive" delivery systems can be justified if the "frugal* systems under
 

this project prove ineffective.
 

C. Sector Financial Analysis
 

The sector financial analysis covers a series of sectoral public finance
 

issues, shows the potential complemonterities between alternative health care
 

delivery systems and private health insurance, analyzes project recurrent
 

costs to ascertain project sustainability after 1995, analyzes the demand for
 

contraceptives and the adequacy of public sector supplies, demonstrates
 

project conference with AID recurrent cost policy, and discusses the financial
 

management competence of the HOPH.
 

The analysis of recent budgetary trends shows the relative decline in public 

expenditures on preventive health measures and the real decline in per capita 
The analysis argues for ahealth expenditures by the HOPH over this decade. 


a changing role for the HOPE
shift in priorities within the NOPH budget and 


away from that of universal provider and financier of health 
services toward
 

of a guarantor of access to health services, a regulator of quality, and a
 

financier of public goods (such as preventive health measures).
 
one 


The need to improve efficiency brought out by the analysis of budgetary trends
 

leads to discussions of the private provision of health care and of cost
 

recovery in public sector facilities. Cost recovery overall equalled only 4.9
 

percent in 1987 and cost recovery in hospitals amounted to 7.8 percent of
 

their costs. The project will assist in improving hospital cost accounting 

and plans to increase cost recovery in public hospitals. Finally, the private 

provision of health care is linked to the availability of private health 

insurance. The analysis discusses constraints to the expansion of the health 

insurance industry.
 

Finally, the project's recurrent costs are analyzed to determine 
The analysis shows ansustainability of project activities post-1995. 


increase of the recurrent budget in constant 1989 dollars from $8.6 million In
 
and an incremental cost of $500,000 in equipment1989 to $17.5 million in 1995 

to 851 of ruralreplacement costs annually as the program expands cover 

populations and nearly all urban populations. Compared to a projected 
constant dollars) by 1995,increase in the NOMP budget of $64 million (in 1989 


the program is easily sustainable within foreseeable HOPH resource
 

program require a growing proportion ofconstraints. However, expansion will 
budgetary resources, increasing from 4.4% of the NOPH budget in 1989 toNOPE 

7.01 of the budget in 1995.
 

As part of tho recurrent cost analysis, the wholesale cost of contraceptives
 

is projected through 1997 on the basis of achieving the project's target
 
Assumptions about shifts in method aix
contraceptive prevalence rate of 45%. 


and changing proportions of public and private sector supply are used to
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derive the annual cost by public and private sector (and by method) in meeting 
contraceptive demand. When the public sector supply requirements are compared 
to planned USAID-financed procurement, a "gap" appears in 1991 and widens in
 

subsequent years. The need for the GO to fill this contraceptive "gap" is
 
thus identified and quantified.
 

With respect to the Agency's policy for recurrent cost financing, the analysis
 
discusses the four criteria which must be met before recurrent cost may be
 
financed and concludes that it Is appropriate to finance such costs under this
 
project, given the country's policy framework, budget situation, the high rate
 
of return on this use of funds, and the negotiation of a plan to phase out
 
USAID financing of these costs by the end of the project.
 

D. Social Soundness AnAlYsis
 

The primary project beneficiaries are women of childbearing age (between 15
 

and 44) who represent 221 of Morocco's population. The target group most in
 
need of direct services are poor and illiterate or semi-literate women of
 

childbearing age, living in rural provinces with high fertility, low
 
contraceptive prevalence and high infant mortality. Given the regional
 
diversity which characterizes Moroccan terrain and cultural traditions,
 

province spacific data on beneficiaries have to be factored into the design
 
and implementation of service delivery mchanismas.
 

The Moroccan socoi-cultural environment is receptive to family planning and
 

related family health services and there are no insurmountable social
 
obstacles to the implementation of the project. The concept of contraception
 

Is accepted to both space births and limit family size, and the linkages
 

between the spacing of births and mother and child health are increasingly
 
recognized. The 1987 Moroccan Demographic and Health Survey reports almost
 

universal knowledge (97.8%) of at least one modern method of family planning,
 

with over 94% of women interviewed capable of identifying a source of supply.
 
Moreover, public acceptance of family planning is supported by most Moroccan
 

religious leaders. However, a number of socoi-cultural constraints must be
 

addressed In the design and implementation of project activities intended to
 
expend coverage and prevalence of FP and KCH services in underserved rural
 
areas.
 

Four leading constraints to expanded use of modern contraceptive methods and 
MCH services are identified In the Social Soundness Analysis (Annex D). The 

project addresses these constraints in the following manner: 1) Inadequate 
access to FP and HCH services and facilities in many rural areas will be 
improved through the extension of the MOPH FP and NCR outreach program to 12 
additional provinces, and the upgrading and construction of additional 
clinical facilities; 2) Beneficiary perceptions of the public delivery system 
will be enhanced through the upgrading of facilites, the training of MOPH 
workers, mobile outreach designed to improve the quality of outreach and 
duration of consultations, and demand analysis and cost recovery research 
which will serve to identify price-related factors which influence client 

health seeking behaviour; 3) Inadequate information on correct contraceptive 
method use and on the preparation and use of MCH products will be addressed 
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through IEC activities designed to research consumer preferences as well as
 
improve the reliability of information provided through MOPH channels, social
 
marketing activities, pharmacies and physicians; and 4) NOPH worker motivation
 
and perceptions of the FP and HCH Program will be enhanced through training,
 
more decentralized management, improved logistics and supply, and the
 
installation of photovoltaic lighting systems in rural dispensaries and health
 
centers which will improve working and living conditions for rural workers.
 

Finally, information on the socoi-cultural conditions of project beneficiaries
 
has been collected during the three predecessor projects and will continue to
 
be collected during thi project in order. Specifically, a combination of the
 
Ministry's Management Information System, special studies, and operations
 
research will be used to assure that the mix of interventions, i.e.
 
itinerants, points of contact and mobile teams, being used under the revised
 
HOPH outreach strategy is effective in delivering FP and WCH services to
 
target populations, as reflected by both contraceptive prevalence and
 
continuation rates.
 

E. Environmental Analysis Summar?
 

The initial environmental review included in the PID for this project
 
recommended a negative environmental threshold decision based upon Section 22
 
CFR 216.2(c)(1)(i) on the grounds that the project will not significantly
 
affect the physical or natural environment. LID/V subsequently approved a
 
negative threshold decision in the LPIPAC Review Cable, State 120849 (see
 
paragraph SD): This procedure properly satisfies Agency environmental review
 
requirements for this project.
 

F. Administrative Analysis
 

The Ministry of Public Health (MOPH) will be the primary recipient of U.S.
 
assistance under this project, although several project elements will be
 
implemented in conjunction with the private sector and other government
 
agencies. Many of the major project elements are largely a continuation and
 
expansion of activities developed under earlier projects and, therefore, their
 
implementation will rely on existing and well tested administrative
 
arrangements. There are however, new project elements which require the
 
development of untested administrative procedures. In addition, given the
 
number and wide range of project activities, implementation of the project
 
will require the coordinated action of each of the participating agencies.
 
The Administrative Analysis (Annex E.) describes the agencies Involved In the
 
implementation of the project and the framework for coordinating their
 
respective functions.
 

The HOPH has been an effective and committed counterpart for USAID assistance
 
in the sector. The Ministry remains, however, a highly centralized and
 
hierarchical structure, and is only now beginning a reorganization intended to
 
decentralize decision making and strengthen the role of provinces in program
 
administration and planning. The project will assist ongoing MOPH efforts in
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this regard through increased management training of program and
 

administrative staff, strengthening data collection and information systems
 
and improving coordination among the various programs, departments and levels
 
of the Ministry.
 

Under the revised organization, the Directorate of Technical Affairs, the
 

principal counterpart under earlier AID projects, has been broken up, with its
 
new seven directorates.
responsibilities divided among four of the Ministry's 


and three new divisions. Overall management of the project has been assured,
 

however, and could even be enhanced by the reorganization which will give
 

greater responsibility to project managers. The decentralization brings with
 

it, however, the need for more formal means of coordination and collaboration
 

between Ministry elements. Plans for establishment of such mechanisns and
 

details of their operation are briefly discussed under Part IV, Implementation
 

Plan and further described in the Administrative Analysis.
 

The new organization has been approved by the Ministries of Finance and
 
It is expocted
Administrative Affairs and is slowly being put into effect. 


that revisions will be made in the reorganization plan over the next year. In
 

the meantime, the principal counterparts with whoa USAID has worked in design
 

of the project are expected to maintain their responsibilities.
 

The Administrative Analysis also discusses administrative and institutional
 

issues rising out of the implementation experience of earlier projects;
 

identifies the various public and private sector agencies involved in project
 

implementation; describes the management responsibilities of USAID; attests to
 

MOPH staff competence to administer host-country contracting; provides the
 

rationale for the contracting mechanism chosen for planned construction
 

and provides details of plans for the procurement of commodities.
activities; 

technical assistance and construction services financed under the project.
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VII. CONDITIONS, COV&NANTS
 

The project shall be subject to the following essential terms and major
 
conditions, together with such other terms and conditions as A.I.D. may dees
 
appropriate.
 

1. Source and Origin of Commodities, Nationality of Services
 

Commodities financed by A.I.D. with grant funds shall have their source and
 
origin in Morocco or in the United States except as A.I.D. may otherwise agree
 
in writing. Except for ocean shipping, the suppliers of commodities or
 
services financed by grant funds shall have Morocco or the United States as
 
their place of nationality, except, as A.I.D. may otherwise agree in writing.
 

Ocean shipping financed by A.I.D. under the project shall, except as A.I.D.
 
may otherwise agree in writing, be financed only on flag vessels of the United
 
States. The requirements of the Cargo Preference Act will be met with respect
 
to all comodities financed by A.I.D. that are transported on ocean vessels.
 

2. Conditions Precedent
 

A. 	 Conditions Precedent to First Disbursement
 

Prior to the first disbursement under the Grant, or to the issuance by A.I.D.
 
of documentation pursuant to whicn disbursement will be made, the Cooperating
 
Country will, except as the parties may otherwise agree In writing, furnish to
 
A.I.D. in form and substance satisfactory to A.I.D.:
 

A statement of the name of the person or persons representing the Cooperating
 
Country, together with a specimen signature of each person specified in such
 
statement.
 

B. 	 Conditions Precedent to Disbursement for Facilities Construction
 

1) Prior to any disbursement, or to the issuance of any comitment
 
documents under the Project Agreement, to finance architectural and
 
engineering services, except for a preliminary survey of sites, the
 
Cooperating Country shall furnish in form and substance satisfactory to
 
AID:
 

a) 	 A contracting plan for all renovation, upgrading, and construction to
 
be undertaken with project funds;
 

b) 	 a staffing plan for all facilities to be renovated, upgraded, or
 
constructed with project funds;
 

c) 	 a plan for maintaining and supplying facilities which have been
 
renovated, upgraded, or constructed with project funds; and
 

d) 	 an executed contract acceptable to AID for A and K services, to be
 
funded under the project with a firm or firms acceptable to AID, and
 
awarded under competitive procedures acceptable to AID.
 



- 77 ­

2) 	 Prior to any disbursement, or to the issuance of any commitment
 
documents under the Project Agreement, to finance the renovation,
 
upgrading, or construction of any physical facility with project funds,
 
the Cooperating Country shall furnish in form and-substance satisfactory
 
to AID:
 

a) 	 A list of sites on which the renovation, upgrading, or construction
 
will occur;
 

b) 	 design plans and specifications for each site;
 

c) 	 cost estimates for each site;
 

d) 	 invitations for bid for the renovation, upgrading, or construction
 
services prior to their issuance; and
 

e) 	 executed contracts for the construction services to be funded under
 
the project with a firm or firms acceptable to AID.
 

3. Covenants
 

A. The Cooperating Country shall covenant to provide to AID within 90
 
days of initial obligation the names and titles of the director and members of
 
the MOPH Project Management Unit, and the nam and title of the MOPH
 
coordinator for health sector reforn activities.
 

B. The Cooperating Country shall covenant to take whatever steps are
 
necessary to ensure that the computers and motor vehicles financed under the
 
Grant are properly maintained. The Cooperating Country shall covenant to
 
budget sufficient funds on an annual basis for the maintenance, repair, and
 
operating supplies necessary for the computers financed under the grant, and
 
for the maintenance, repair, and operating costs of all vehicles financed
 
under the Grant.
 

C. 	 The Cooperating Country shall covenant to provide or cause to be
 
provided all contraceptives needed to meet the demand in Morocco which are not
 
provided by the private sector or other donors.
 

D. The Cooperating Country shall covenant to encourage an increased role
 
for the Moroccan private sector in the provisiion of family planning goods and
 
services, including the proaotion of a social marketing strategy.
 

E. The Cooperating Country shall covenant to finance an increasing share
 
of the recurrent costs of mobility, contraceptives, and other supplies for the
 
ftmily planning activities financed under the Grant. Tho Cooperating Country
 
shall covenant to assume all recurrent costs for family planning activities by
 
the project assistance completion date.
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F. The Parties will covenant to establish an evaluation program as part
 
of the project. Except as the Parties otherwise agree in writing, the program
 
will include, during the implementation of the Project and at one or more
 
points thereafter:
 

1) 	 evaluation of progress toward attainment of the objectives of the
 
projecL;
 

2) identification and evaluation of problem areas of constraints which
 
may inhibit such attainment;
 

3) 	 assessment of how such information may be used to help overcome such
 
problems; and
 

4) 	 evaluation, to the degree feasible, of the overall development impact
 
of the project.
 

G. The parties will covenant to jointly review and approve each fall the
 
project work plan and financial requirements for the following year.
 

H. The parties will covenant to jointly review each spring the project
 
activities which have been undertaken during the previous year, to discuss
 
progress, adequacy of project contributions, and results, and formulate
 
recomendations for the coming year, to be incorporated into the annual work
 
plan.
 

I. The Cooparting Country will covenant to establish multi-diiclplinary
 
advisory comittees to provide technical direction for surveys and studio
 
financed under the project. Membership for these committees shall be drawn
 
from physician and pharmacist trade and professional associations, private
 
sector banking and research groups, labor organizations, private and public
 
sector agencies, and other involved HOPH departments, as appropriate.
 

J. The Cooperating Country shall covenant that none of the funds made
 
available under the Grant may be used for performanct of abortion as a method
 
of family planning; motivation or coercion of &.: person to undergo abortion;
 
biomedical research which relates in whole or in part to ethods of or the
 
performance of abortion as a method of family planning; or actual promotion of
 
abortion as a method of family planning.
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TECHNICAL ANALYSIS
 

1. Introduction
 

The purpose of the Family Planning and Child Survival IV Project is to improve
 
impact and sustainability of frally planning and maternal child health
 

programs in Morocco. To that end, the Project will broaden access to family
 
planning and maternal child health (FP and MCH) services, increase program
 
efficiency, and explore health care financing options in the Moroccan public
 

and private sectors. The promotion and provision of family planning anO
 
maternal child health services has been a key emphasis under earlier phases of
 
the Project. Phase IV supplements that objective with steps to improve
 
management of services at all levels in the public sector; and stimulate
 
expanded private sector delivery and financing of health services. As part of
 

all of the above, the project will place increasing emphasis on examining
 
factors influencing the demand for health and family planning services.
 

This section discusses technical feasibility issues associated with the
 
achievement of the project purpose and the specific project outputs. The
 
Mission has reviewed findings of an extensive array of surveys, analytical
 

studies and evaluations of ongoing programs in preparation for the Family
 

Planning and Child Survival IV Project. A list of these studies is provided
 
in Attachment No. 1 to this Annex. These background analyses highlight the
 

urgent need to improve the range and quality of MOPH family planning and MCH
 

services programs, assure increased responsiveness to the needs of clients
 
served by these programs and provide additional technical training for key
 
MOPH staff.
 

2. Contraceptive Technology
 

The Morocco Family Planning Program relys on the standard variety of supply 
(pills, condoms and fou) and clinical (IUDs and female sterilization) 

contraceptive methods. These methods are all well beyond the experimental
 

stage, and their safety and effectiveness under various program conditions has
 
already been established. However, knowledge of family planning, almost
 

universal at nearly 9n,of lM1, is less pervasive for long-acting
 
contraceptive methods, and the program is heavily skewed to oral contraceptive
 
use. Furthermore, there has been limited interest in the testing and
 
introduction of new contraceptive technology.
 

Improvements in the quality and coverage of MOPH programs have made family 

planning services and supplies increasingly available over the past several 

years. These improvements have lead to sustained increases in the knowledge 

and use of modern contraceptive methods by Moroccan women of reproductive age 

(MWRA). The 1987 Moroccan Demographic and Health Survey (DHS) reports almost 
universal knowledge (97.8) of at least one modern method of family planning, 
with over 94% of women interviewed capable of identifying a source of supply. 

The survey also reports an increase in overall (modern and traditional 

methods) contraceptive prevalence, from 19.41 in 1979-80 and 25.5% in 1983-84,
 
to 35.9% of MWRA in 1987.
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obtain it. However, knowledge of
Moroccan women know the pill, and where to 
other methods is not adequate. Women have less knowledge about the IUD, 

Existing knowledgesterilization and condoms, or where they may be obtained. 


is also tenuous. For IUD's and female sterilization, iore than two thirds of
 

women cited as "knowing" the method could not lilt it spontaneously; they
 

merely said they recognized a description. Among uneducated women, urban anid 

rural, knowledge of IUDs and female sterilization Is directly related to use 

of both radios and televisions. Only about half of all uneducated rural women 

know of a valid source for IUDs compared to approximately 80. for urban 

women. Lack of knowledge may be an important constraint to choice and proper 

use (also continued une) of an appropriate method, or even to use of family 

planning at all. For example, spontaneous knowledge of female sterilization is
 

low (33%) among women of high parity (5 or more children).
 

Approximately 52% of married women surveyed have used at least one modern
 

method of contraception. Most contraceptive practice is based on modern
 
use modern methods with over 601 of these
methods. At present, 28.91 of MM 


provided by public sector sources. Oral contraceptives, the dominant method
 
are used by 22.91 of married women.
(approximately 80. of modern method use), 


A more detailed presentation of current contraceptive use is presented in
 

Table A.1.
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Table A.l: CURRENT CONTRACEPTION UTILIZATION BY 
MARRIED WOMEN OF REPRODUCTIVE AGE
 

BY DEMOGRAPHIC AND SOCIAL CHARACTERISTICS 

METHODS
 
Demographic --------------------------------------------------------------------------­
and Social PILL IUD FEMALE OTHER ABSTI- WITH- OTHER NO TOTAL
 
Characteristics STERILI- MODERN NANCE DRAWAL TRADITION- METHOD
 

ZATION AL METHODS
 

Less than 30 21.9 2.3 0.3 0.4 1.7 2.5 0.8 70.1 100
 
Over than 30 23.6 3.3 3.5 1.3 2.6 3.6 2.0 60.1 100
 

# of Living
 
Children
 
0-2 children 18.3 2.4 0.3 0.6 2.1 1.8 0.7 73.8 100
 

3-4 children 26.6 4.0 1.8 1.1 2.8 3.8 1.0 58.9 100
 
5 or more 25.0 2.7 4.3 1.3 2.0 4.0 2.8 57.9 100
 

Residence
 
Urban 31.2 5.4 3.8 1.6 4.2 3.9 1.7 48.2 100
 

Rural 17.0 1.1 1.0 0.6 0.9 2.6 1.4 75.4 100
 

Region
 
Northwest 19.4 2.6 1.9 0.9 3.1 5.0 0.4 66.7 100
 
North 17.8 1.8 1.1 0.8 2.3 1.1 2.7 72.4 100
 
Central 28.9 4.6 4.1 0.9 2.6 1.6 1.2 43.9 100
 
East 27.8 1.7 1.1 
 3.8 1.7 1.4 2.6 59.9 100
 
Southeast 32.1 3.3 1.3 0.9 1.7 1.5 2.6 56.6 100
 
Southwest 24.6 2.9 1.7 0.8 1.4 1.5 2.1 65.0 100
 
South 11.0 1.2 1.0 0.1 1.4 8.8 1.3 75.2 100
 

Educational
 
Level
 
None 20.0 2.0 1.9 0.9 1.3 3.1 1.6 69.2 100
 

higher
 

Primary 36.9 4.8 3.7 1.2 4.7 3.5 2.1 43.2 100
 
Secondary or 36.4 10.3 2.8 3.3 10.0 2.6 0.2 34.4 100
 

Total 22.9 2.9 2.2 0.9 
 2.3 3.1 1.5 64.2 100
 

The program's heavy reliance on oral contraceptives, across all age groups, does not
 

reflect health considerations and fertility desires for a significant proportion of
 
Moroccan women. For example, given the increased health risks associated with oral
 

contraceptive use, multi-parous women over 30 years old who want no more children
 

should ideally be candidates for IUD or VSC. Among married women aged 15-49, 49. want
 

no more childven, and of those who practice contraception 65.7 use the pill. Even
 
though the preferred method among women who intend tv use family planning to limit
 
their births is the pill (49%), there is signifeantly greater interest in sterilization
 

and the IUD, 25% and 13 respectively, than the actual method mix would indicate.
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The Project will improve the quality of counseling provided these women and
 

increase the availability of IUD and VSC. Furthermore, the Project will
 

increase the range of method options available under the program, through
 

training, commodity and technical assistance to introduce new contraceptive
 

technologies, including .4orplant and long-acting injectable contraceptives,
 

following receipt of FDA approval for these methods. The UNFP& will
 

provide complementary commodity and local cost support for the introduction
 

of these methods.
 

3. Need for Family Planning Services
 

A key indicator of purpose level achievement is attainment of contraceptive
 
DHS data on Moroccan
prevalence (modern methods) of at least 45% of RWM. 


fertility trends, specifically dat2 on women's desire for additional
 

children and intention to use family planning, show continuing high levels
 

of unmet need. During the past several months, the NOPH, with contract
 
Findings
assistance, has carried out more in depth analysis of these data. 


of these analyses indicate a high degree of feasibility that the projected
 

contraceptive level will be attained.
 

Only a quarter of ioroccan married women want to have a birth within the
 

nezt two years. Close to half never Tsant another birth, and another
 
Given that use of contraception
quartor want to wait at least two years. 


presently covers only a third of NWRA, there is a substantial unmet need
 
Among this
for family planning. This unmet need is estimated at 27.91. 


over half have already become pregnant or aaenorrheic from an
27.91, 

unwanted or mistimed birth. Furthermore, most of the unmet need is
 

comprised of women who want no more children.
 

Table A.2: Unmet Need for Family Planning
 
(Percent of all women)
 

Limiters Spacers Totals 

(want no more (want more later) 
births) 

Non-contracepting 
women at risk of 
becoming 8.8 4.4% 13.21 

pregnant 

Already 
pregnant or 7.01 7.71 14.71 

amenorrheic 

All women 15.81 12.1% 27.91 

The increase in contraceptive prevalence projected under the Project cannot be
 

attained, however, without continued improvements in program performance.
 

Analysis of DHS data show an independent and significant association for both
 

education and place of residence with use of contraception. Harked
 

rural-urban differentials in prevalence remain, even when controlling for
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education; for example, contraceptive use was 22% higher fo;' uneducated urban
 
women compared to their rural counterparts. The reverse Is true as well;
 
significant differences in contraceptive use exist between educated and
 
uneducated women even when residence is taken into account; women with primary
 
education have higher contraceptive use than uneducated women in both rural
 
areas (23.91 higher) and urban areas (13.5% higher).
 

Given the association between residence and education, and use of
 
contraception, one can develop a projection of future users based on the
 
increase in the portion of the population which is educated and urban. Using
 

this methodology, contraceptive prevalence would be estimated to increas from
 
25.5% in 1983-84 to 27.1% in 1987. However, a contraceptive prevalence rate
 
of 35.9% was reported in the DRS. Thus, the increase In prevalence between
 

1983-84 and 1987 was not based solely on changes in the characteristics of the
 

population. Clearly, a large part of the increase in contraceptive use
 
occurring between 1983-84 and 1987 needs to be explained by factors other than
 
an increase in educational attainment and urbanization. This indicates the
 

important role family planning progrdms can play in increasing contraceptive
 
use, and the need for its continued expansion and improvement.
 

Rural women, largely uneducated, are a key target group for ROPH family
 
planning and maternal child health service programs. Although they are 2.7
 

time less likely to use contraception than urban educated women, their lower
 

rates of use are not necessarily indicative of lower demand. The project will
 
improve both the quality of and rural women's access to these programs. MOPH
 
fieldworkers and clinic staff will receive increased training in fmily
 

planning motivation and counseling. The project will also develop printed
 
materials and visual aids specifically designed to met the needs of
 
illiterate and semi-literate women.
 

Without focusing family planning and maternal child health services on those
 
women who are diiadvantaged in term of education and residence, the project
 

will be unable ti, achieve its objective of 451 modern method use by 1996. It
 
should be noted that a 45% modern contraceptive rate implies an overall rate,
 

modern and traditional contraception combined, of 52.2% in 1996. This latter
 

figure compares with a 36% combined, overall rate in 1987. Merely relying on
 

changes in the distribution of women's education and residence will result in
 

a 451 contraceptive prevalence rate, including both traditional and modern
 

methods by 2007, but modern method use of this magnitude could not be attained
 

until substantially later. Thus, development alone cannot solve Morocco's
 
population problem; the project's emphasis on targeting family planning
 
services to rural uneducated women is crucial to the solution.
 



------------------------------------------------------------

-----------------------------------------------------------

-----------------------------------------------------------

- A6 ­

4. Family Planning and Maternal Child Health Service.
 

FP 	and MCH Outreach Program (VDMS)
 

The VDWS program, through its extension of services to underserved populations 

and its success In recruiting new acceptors, has played an important role in 
bringing about the increases in contraceptive prevalence discussed above, 
particularly in rural areas. According to the DHS, coatraceptive prevalence 
in VDHS provinces reached 40. In 1987, as opposed to 257 in non-VDUS 

tfnvinces. Little difference is reported in contraceptive prevalence levels 
in urban areas of VDHS and non-VDHS provinces (521 vs 487.). As reported in 
tho following table, however, prevalence in rural areas of VDNS provinces is
 
50 higher than in rural areas of non-VDMS provinces (28, vs 19n). The
 
greater preponderance of the isast educated in rural areas explains the fact
 

that the VDMS end non-VDNS differential is greater in rural, as compared to
 

urban areas. VDNS accounts for a significant proportion of these higher
 
prevalence rates, with VDNS agents listed as the principal source of
 

contraceptive supply by 24% of contracepting women in VDNS provinces. In
 

addition, prevalence in rural areas is higher in older VDNS provinces,
 
suggesting that the program's impact grows over time.
 

Table A.3: Contraceptive Prevalence in VDMS and Non-VDIS Provinces
 

VDNS 	 Non-


Phase 1 2 3 All Non-


Urban 	 VDiS VDHS
 

No 	School 48 44 49 47 38
 

Primary (56) 57 60 59 69
 

Secondary (57) 72 67 67 (70)
 
and higher
 

Rural
 

No 	School 41 25 21 26 18
 

Primary (63) (50) (49) 52 (32)
 

Secondary (100) (43) (14) (38) (57)
 
and higher
 

50 50 54 52 48
Urban 


43 26 22 28 19
Rural 


36 	 40 25
Total 45 	 40 


' 	 The numbers 1, 2 and 3 indicate the phases of VDMS expansion. 
Indicates rate based on less than 50 cascs. 
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The VDKS program is currently operating in 30 provinces, comprising
 
approximately 75% of the Moroccan population. Based on review of monthly FP
 

and XCH service statistics and management reports, alon with findings of the
 

1988 VDMS Program Assessment, the HOPH has determined that VDMS coverage
 

ranges from 50% to 70% of the rural population in these provinces. Estimates
 

on total FP and MCH program coverage range, therefore, from approximately 621.
 

to 75% of the population, when estimated coverage levels for MOPH urban and
 
are included.
rural fixed facilities, in both VDMS and non-VDMS provinces, 


To improve VDMS program efficiency and increase coverage in rural areas, this
 

Project will finance implementation of complementary FP and MCH outreach
 

service delivery strategies. These strategies, developed and tested under the
 

MOPH Basic Health Services Project with the World Bank, have proven
 

cost-effective in extending coverage to remote and dispersed population
 

The Project will also extend this modified version of VDMS to an
settlements. 

additional 12 provinces. Given current coverage levels, the Project target to
 

increase program coverage to 85% of tile rural population is therefore a
 

feasible objective.
 

As mentioned earlier, the VDMS has made important contributions to increases
 

Use of contraception Is higher
in contrsceptive prevalence realized to date. 


in VD S provinces than non-VDMS provinces, even after taking into account
 

urban-rural residence and educational attainment. Moreover, VDIS services
 

have been influential in changing fertility preferences. Table A,4
 
included in the DHS
demonstrates of pregnant or still amenorrheic women 


survey, twice as many women in non-VDlS provinces had wanted to be pregnant at
 

that time compared to women in VDKS provinces. Although women in VDKS
 
in non-VM)S provinces, use of
provinces may desire fewer children than women 


contraception in VDMS provinces has not kept pace with this demand. For
 

of the women who were pregnant in VDS provinces. 15.6
example, of the 27% 

had not wanted to be pregnant, reflecting unmet demand for family planning.
 

This large unmet need is an indication of the lag time between desire and
 

actual use of contraception.
 

Table A.4: Unmet Demand for Family Planning, VDMS vs Non-VlKS
 

VDKS Non-VDMS
 

Pregnant or amenorrheic 27.21. 34.21,
 

(as a percentage of all women)
 

Pregnant or amenorrheic 11.61 22.5
 

(wanted to be).
 

11.7%
15.6
Unmet Demand for PP 


The Project will conduct in depth qualitative research to better understand
 

and address this large gap in demand for and use of contraception. Given the
 

in VDKS areas, the Project will also further
continuing high fertility levels 

examine behavior of currently contracepting women to assure proper use of oral
 

contraceptives and identify factors leading to discontinuation of
 

contraceptive use.
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Expansion of VDMS program coverage and planned improvements in the quality of
 

FP and MCH services delivered under the program will contribute as well to the
 

maternal and child health objectives- At the purpose
achievement of GO 

level, the Project seeks to increase vaccination coverage from 87% to 95% of
 

reduce the number of infant deaths associated with
infants 0-5 years old; 
diarrhea by 50.; and increase the proportion of women receiving prenatal care 

.and the proportion of medically supervised births from 25% to 50 


Increasing the range and quality of services provided by VDMS is critically
 

important for the achievement of these objectives.
 

Under the revised service packago for the planned 3,000 comunity service
 

sites, VDMS agents will motivate woman and other community members regarding
 

prenatal care; identify and complete preliminary medical histories and basic
 

lab work for pregnant women; provide tetanus toxoid immunizations; supervise
 

local traditional birth attendants; and refer women for prenatal
 

consultations. These agents will also identify, treat and or refer cases of
 

infant diarrhea; vaccinate infants 0-5; and provide counseling and referral
 

for IUD insertion and female sterilization. The Project will finance
 

training, commodity and logistic costs to facilitate performance of these new
 

tasks by VS-fieldworkers and to improve the quality, availability and
 

operational effectiveness of backup technical referral and supervisory support.
 

A list of services offered Is presented under Attachment 2 to this Technical
 

Analysis. The MOPH has extensive experience in delivery of the FP and NCH
 
The technical
interventions added under this revised service package. 


soundness of these interventions has been established under AID assisted
 

programs worldwide.
 

Experience in Morocco has demonstrated that the use of mobile teams in
 

combination with outreach agents and point of contact at scheduled community
 
the rural
service sites is a cost-effective means of delivering services to 


The Project will closely
population groups targeted under the Project. 

monitor implementation of this revised multiple-component delivnry strategy,
 

its continuing acceptability and responsiveness to the
however, to assure 

needs of the communities served. Most important will be the addition to the
 

Ministry's management information system of a usable method for tracking
 

contracepting continuation rates at local provincial and national levels.
 

Technical assistance provided for the HIS will focus on this as an early
 

output of tasistance.
 

Clinic Based Family Planning Services
 

The MOPH has demonstrated an effective capacity to provide clinic-based family
 

planning services for IUD insertion and voluntary surgical contraception
 

(VSC). Since 1984. the Ministry, in conjunction with the National Training
 

Center for Reproductive Health (NTCRN), installed IUD programs in
 

approximately 600 facilities and expanded tubal ligation services to 32
 

The 1988 Mid-term Evaluation of the Population and Family
provincial centers. 

Planning Support III Project and Assessment of the AVSC Voluntary Surgical
 

Contraception Program noted the high quality of MOPH clinical training and
 

services programs and recommended steps to increase availability and.
 

utilization of these programs.
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Public knowledge and awareness of IUD insertion and VSC as family planning
 

methods is widespread among the Moroccan population. LUD services are
 
available at the lowest levels of the system with reportedly very low
 
incidence of post-insertion infection and the medical quality of the VSC
 
program meets international standards of medical practice. Yet the Ministry's
 

increased and improved capacity to deliver clinical family planning services
 

has not resulted in significant change in the structure of modern
 

contraceptive method usage in Morocco. In fact, during the period 1983-84
 

through 1987, the proportion of total users who rely on oral contraceptives as
 

their principal method of family planning actually increased from 75% to 80
 

of modern method use.
 

Accordint to the 1987 DHS, only 2.9%. of married women use the IUD and only
 

2.2 have had tubal ligation, in spite of the large number of married women
 

(approximately 49.) who have already achieved their desired family size and
 
want no more children. Ideally, multi-parous women over the age of 30 who
 

want no more children should be candidates for an IUD or VSC. However, the
 

choice of contraceptive method in this age group still heavily favors oral
 
contraceptives. The aid-term evaluation and AVSC assessment reports identify
 

several reasons for this apparent contradiction.
 

First, as a result of gaps in training and diagnostic capability, there is a
 

reluctance on the part of MOPH physician and nursing staff to insert IUDs. A
 

major contra-indication to IUD insertion is the presence of a pelvic
 

infection. Difficulties in accurately diagnosing these Infections have proven
 

a barrier to IUD use. Although a valid medical concern, the reported number
 

of serious pelvic infections among women seeking IUDs is disproportionately
 
high given that only an estimated 1.7% of women are sterile. The absence of
 

up-to-date protocols, detailing under which conditions IUDs may be placed,
 

further exacerbates this problem. Protocols in evidence at most sites are
 

primarily those which nurses received during their formal education. The team
 

recommended, therefore, that scientifically based protocols be developed and
 

implemented, coupled with appropriate training in the diagnosis and treatment
 
of pelvic infections and sexually transmitted diseases (STDs), as a means to
 
increase use of this method.
 

The MOPH, with technical assistance provided by JJPIEGO, Is currently
 

developing technical guidelines concerning the identification and management
 

of STDs and will issue revised protocols for IUD insertion following the
 
A second and related IUD training constraint
completion of this exercise. 


concerns the lack of practice that many of the NOPH physicians and nlses
 

trained in this procedure hove had in actually carrying out insertions. This
 

coupled with the changes in IUD models provided by the MOPH, has lead to an
 

erosion of their skills and Lead for refresher training. The Project will
 

finance technical and refresher training for MOPH physicians and nurses to
 

address these constraints.
 

Provider reluctance, although to a lesser extent, also inhibits provision of
 

tubal ligation services. This is due in part to strict application of
 
on the age, number
conservative MOPH criteria which place minimum requirements 
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Given the large unmet demand on
 
and sex of children for women receiving 

VSC. 

the part of women who currently conform to this criteria, this 

MOPH policy is
 
However, lack of
 

not viewed as a major constraint to the program at present. 


training in and use of minilap procedures as well as of adequate facilities
 

has also limited the availability of VSC procedures and are being 
addressed
 

under the Project. Finally, official relaxation of the criteria limiting
 

sterilization will be the subject of longer range policy dialogue 
with the
 

Ministry, to determine the most propitious time to press on this 
question.
 

A third concern relates to the availability of services. Many of the
 

facilities offering IUD services are poorly configured and 
equipped.
 

Furthermore, almost 50% of these facilities in rural areas do not have
 

electricity, creating serious problems with lighting and 
electrical equipment
 

needed for IUD insertion and other clinical procedures. 
The problem with VSC
 

centers is more linked to their location primarily In urban areas and the
 

frequent lack of availability of these services because 
of other demands
 

placed on physician and operating room staff trained in
the procedure. Still,
 

analysis of existing unmet demand indicate 
that additional VSC sites are
 

required for provincea not currently covered.
 

The final concern relates to the need for improved coordination among the
 

Ministry's curative, ambulatory and outreach programs and 
more effective
 

Referral
 

systems for family planning and other clinical services have 
been largely
oversight of program referral and technical supervision 

activities. 


Although general knowledge of IUD and VSC Is increasing,
ineffective. 

significant differentials exist between spontaneous and prompted 

knowledge of
 

the** methods. Even when prompted, only 43.2% of rural women both know of 
IUD
 

ana VSC and of a source to obtain these services. In addition, when referrals
 

are given there is no follow-up to determine ifwomen referred actually
 Little
 
recsived the medical consultation, IUD insertion or VSC 

recommended. 


distinction is made between clients having been reerred by staff at lower
 

levels in the system and regular walk-in cases. Consequently, large numbers
 

of acceptors are lost, and reference center staff devote 
a considerable
 

percentage of their time on routine ob/gyn consultations 
which could be
 

managed at lower levels in the system.
 

The MOPH has taken steps to improve pr.-;m management. 
The director of the
 

h/A physician, hns been reassigned
family planning reference center, an 

?amily planning activities at the
 technical oversight responsibility ftr K'' 

and follow-up responsibilities
Family planning r
provincial level. 


have been clarified and reference centur staff will be 
more actively involved
 

Improved tralnling in IUD and VSC motivation and
 in field supervision. 

counseling for VDMS fieldworkers will provide further 

improvements in this
 

Given MOPH successful completion of planned 
clinical training for
 

area. 

physicians and nurses, use of IUD and VSC should 

increase both in numbers of
 

users and as a proportion of overall contraceptive prevalence, 
and the
 

Ministry should experience little difficulty the expansion of 
these programs
 

as proposed under the Project..
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haternal Health Services
 

The GON has identified reduction of infant mortality to-below 50 deaths per
 
1000 births as the overriding goal of MOPH maternal child health programs
 

included in Ministry's 1988-1992 Development Plan. Over the past decade,
 

Morocco has recorded sustained progress in this area. The 1987 DHS, compiling
 

data for the period 1982 through 1986, reports a decline in infant mortality
 
nationwide from the 91 per 1000 reported in 1980 to 73 per 1000 in 1987.
 
However, infant mortality remains pronounced in rural areas as evidence by
 

1977-1986 statistics which show mortality rates of 91 per 1000 in rural areas
 

as compared to 66 per 1000 in urban areas.
 

The proportion of these infant deaths occurring in the first month of life
 

is of particular significance when considering MCH priorities. In Morocco, 41
 

of the 73 infant deaths per 1000 births occurred during the first month.
 

Some of these deaths, those related to congenital abnormalities and hereditary
 

diseases, are unavoidable. However, a certain percentage, those related to
 

trauma during delivery, are preventable through effective prenatal education
 

programs leading to identification and referral of high risk pregnancies for
 

specialized medical attention. An extremely low percentage of Moroccan women
 

are now receiving these services. According to the DHS, only 25. women
 

received at least one prenatal consultation prior to their last birth and only
 

261 of births were assisted by a trained health professional. Here too, wide
 

variations are reported for urban and rural areas in prenatal care--48.2% in
 

urban areas as opposed to 12.6 for rural communities; and assistance at
 

birth--56.2. vs 10.6%. Further analysis of who provided labor and delivery
 

management revealed that 57.7 of all deliveries were attended by traditional
 

birth attendants (TBAs). Approximately 201 of births were with nurses or
 

midwives and about 61 were with doctors. An additional 16 were identified as
 

"other" which, according to officials managing the survey, generally refers to
 

other family members and neighbors.
 

These data have been useful in assisting the MOPH to refine strategies and
 
programs developed to enable pregnant women gain access to quality care and
 

services of trained health workers. The plan of action developed by the MOPH
 

is carefully designed, reasonably phased, and focuses on more effective use of
 

existing resources in three major areas: a) improved training of VDKS
 

fieldworkors and clinic staff and incorporation of prenatal care under the
 

revised VDW(S service package; b) improved identification, documentation and
 

referral of high risk cases; and c) improved and expanded service capability
 

at existing facilities and delivery sites.
 

The Ministry has designed an in-service training program with emphasis in the
 

areas of prenatal care, delivery and postpartum care. During the fall of
 

1988, training of trainers was completed for a team of 210 trainvrs, 60 from
 

the central level and 150 regional. These trainers have subsequently
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completed general update and refresher training for over 3,600 nurses. The
 
Project will finance follow-up training in prenatal, delivery and postpartum
 
care, more specifically directed to the utilization of-the newly developed
 
prenatal record, delivery assistance and providing technical support to the
 
over 13,000 TBAs identified in a recent census completed by the MOPH.
 

Recognizing the role good documentation can play in improving the quality of
 

care delivered and strengthened technical referral and supervisory
 
performance, the MOPH has developed a prenatal record card which will be used
 
throughout the country. The prenatal record systematically guides staff at
 

lower service levels, through the necessary components of a prenatal visit,
 

with checkpoints to aid in the identification of high risk pregnancies.
 

Furthermore, the record provides guidelines concerning the most appropriate
 

site for delivery and assures continuity of information, with regard to a
 

woman's pregnancy, during routine prenatal consultations and in the event of
 

referral; and facilitates effective supervision and client follow-up.
 

Finally, to improve service in rural areas, the MOPH will increase the number
 

of existing facilities equipped with at least one maternity bed along with
 

related lcbor and delivery equipment. The Project will assist the WOPH, in
 

this regard, by financing the remodelling or upgrade of 24 rural dispensaries 
and health centers, and providing photovoltaic lighting in en additional 70 

facilities without electricity. Based on findings of architectural and 

engineering assessments completed during preparation work for the design of 

this Project, USAID has determined that the designs and plans for proposed 

facility renovation and lighting activities are technically sound, and that a
 

reasonably firm estimate of the cost to the U.S for this assistance has been
 

developed. A detailad description of proposed facility renovation and
 

lighting assistance is presented in the Adfinistrative Analysis.
 

5. AIDS Prevention and Control
 

Although health officials in Morocco have been cognizant for several years of
 

the threat posed to Morocco by worldwide increases in the incidence of AIDS,
 

the GO wan initially slow to admit officially that AIDS and HIU infection
 
Since
exist in Morocco. Cases were not formally reported to WHO until 1988. 

that time, howevmr, the GON has allocated $1.5 million towards AIDS prevention 

activities and realized notable accomplisLAents in the planning and 
In June 1988, USAID
implementation of an impressive array of programs. 


scheduled Assessment Missions, under the AID/W AIDSCON and AIDSTECH project
 
contracts, to review GON progress to date and in identifying requirements for
 

additional donor assistance ia this effort.
 

Since little is known about the sexual behaviors of Horoccans, the Assessment
 

Team recorandod that studies be undertaken to determine the nature and extent
 

of behaviors that result in HIV transmission. The Project will finance
 

completion of these studies. A valuable by-product of such studies is the
 

working linkages established with those persons being studied. Efforts will
 
are
be made to maintain and strengthen these contacts once the studies 

completed. In reviewing steps taken by the GON to prevent secondary 

tranecission, the team determined that measures currently being taken by the 
MOPH to protect the Moroccan blood system were technically sound.
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Blood screening IA now routine at university hospitals in Rabat and Casablanca
 
and will soon be extended to 15 additional sites. Technicians at the blood
 
bank have also already received extensive training in ELISA testing procedures
 
and technicians at additional sites will be trained under the Project. These
 
measures were developed with the assistance of a long-term advisor provided
 
under the collaborative agreement between the MOPH and the National Blood
 
Transfusion Center of France and the Government of France. The Project will
 
finance additional commodity and training assistance to complete extension of
 
these screening measures to the 15 regional blood transfusion centers.
 

The team also identified the following needs to be addressed to further
 
determine the epidemiology of AIDS and HIV infection in Morocco: a)
 
establishment of a system for maintaining the confidentiality of blood test
 

results; b) strengthening the system for reporting communicable diseases of
 
public health importance to a central epidemiology unit; c) reinforcement of
 
the cadre of MOPH epidemiologists in the skills necessary for designing and
 
performing the studies required to follow this new epidemic; and d)
 
implementation of programs of information, education and counseling in
 
hospitals and other public health venues which routinely see or interact with
 

women. The Project will finance technical assistance and training to address
 
these issues, including short-term and academic training in epidemiology at
 
U.S. universities, and improve S!'D screening diagnosis and case management In
 
MOPH family planning and HCH centort.
 

Finally the team recommended that the GOO develop educational and training
 
materials for the general public, specific at-risks groups and for health
 
workers at every level of the system. Specifically to be provided under the
 
Project is continuing medical education for physicians and protocols regarding
 
treatment, counseling, and confidentiality. The team recommended that these
 
public education and training activities be limited to a long-term, low key
 
effort to inform the general public, education in nature, to correct
 
misconceptions about AIDS and HIV infection, and to add Information as the
 
public demonstrates growing understanding. Drawing again on the talent and
 
availability of local private sector research and advertising firms, the
 
Project will finance development of these educational materials.
 

6. Clinical Training
 

Morocco has developed extensive infrastructure to provide professional 
training for physicians, nurses and associated technical staff. During March 

and April 1989, consultants under the AID/V Population Technical Assistance 
project and the Project 0171 financed RONCO Family Planning Training Contracts 
completed evaluations and assessments of short-term family planning training 

program conducted by the ITCIH and the Ministry and of basic and short-term 
family planning training programs for MOPH nurses. In each case, the
 
consultants found didactic materiale and training content to be technically
 

sound and comprehensive; training staff highly competent and motivated; and
 

organization and implementation of training program handled in a professional
 
manner.
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The area of clinical experience, however, has been more problematic. To date,
 

clinical update and in-service training has been highly centralized and little
 

capacity exists to provide this training at the regional or provincial level.
 

Numerous physicians and nurses have received the necessary teLhnical
 

training. However, additional training in academic skills is required to
 

enable these clinicians to organize and carry out in-service training for
 

local staff. The MOPH has also experienced difficulty in assuring adequate
 

caseloads, during clinical practice components, for courses held at regional
 

and provincial levels. With the exception of students rotating through the
 

national medical school teaching programs have experienced
NTCRH, the two 


similar problems. Although instruction in family planning service delivery is
 

not routinely
included in course content, family planning services are 

in Rabat


available in maternity hospitals at the university clinical campuses 


and Casablanca.
 

The MOPH clearly possesses the technical and operational skills 
to carry out
 

Since 1984, the Ministry,
training activities proposed under the Project. 


with technical assistance and local costs provided under Project 
0171, has
 

completed basic technical and refresher training for over 4,000 
nurses,
 

representing approximately 26,000 training days for training of trainers 
and
 

Over this sam period, the National Training
second generation trainees. 


Center for Reproductive Health (NTCRH), a JHPIGO Regional Training 
Center
 

providing training for physicians, nurses and technicians In female
 

reproductive health, has trained 169 obstetrician-gynecologists and 
surgeons
 

in laparoscopic tubal ligation and 310 nurses and technicians in operating
 

room techniques and family planning information and services.
 

The Project will increase decentralization for MOPH clinical training
 

Regional Physician and Nurse Training Centers will be established
activities. 

on the campuses of 8 provincial nursing schools. To strengthen clinical
 

course content, the NOPH will increase coordination
practice components of 


between the provincial nursing school and family planning program 
management
 
Family


staff, particularly staff from family planning reference centers. 

the principal clinical site for all
planning reference centers will serve as 


Activities currently underway
provincial level training in family planning. 

increase lOPH staff
 to strengthen referral procedures and follow-up and to 


competence in the diagnosis and management of vaginal infections and other
 

STDs will result in consistently higher case loads at these family planning
 

reference centers.
 

In addition, the Project will finance training in academic skills 
and training
 

program management for NOPH physician and nurse trainers and 
faculty and
 

clinical campus staff from medical school teac Ang hospitals 
in Rabat and
 

The Project will also install family planning service units 
at
 

Casablanca. 

the two university clinical campuses.
 

and Education
7. Information, Comunication 


has been the weakest link in Morocco's successful family
The TEC sector 


planning program. The Mid-term Evaluation of Project 608-0171 described the
 

unclear and and lacking specific goals and
Ministry's IEC objectives as 


objectives. The team recommended that the focus of Mission strategy for IEC
 

/I 
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all levels. A mcjor concern
assistance to the Ministry be revised at 

discussed in the report is the continuing weakness of the Ministry's Health
 

Education Service (SES). Under Project 0171, the SES was assigned lead
 

responsibility for the management of IEC activities funded by the Project.
 

However, neither the director nor the staff of the SES are specialists in
 

comunications and the service has been unable to carry out this role.
 

Given these difficulties, the Mission has assisted the MOPH in decentralizing
 

FP and MCH promotion and fieldworker comunication activities. Following a
 

slow start-up and a great deal of administrative reorganization, the MOPH has
 

began to assign Increasing importance to the value of effective information,
 
awareness and
communication and education activities in promoting increased 


use of the Ministry's priority FP and MCH service programs. Much of this new
 

enthusiasm can be directly attributed to the series of high!7 successful
 

national vaccination campaigns carried out by the MOPH in 1987, 1988 and 1989.
 

The campaign atmosphere resulted in the Ministry breaking new ground in
 

several areas. With funding and technical assistance provided under Project
 

0171, the MOPH brought in communication expertise from the Moroccan Institute
 

of Journalism to assist the Ministry in developing promotion strategies and
 

plans trained health workers in "social marketing," used privat& advertising
 

agencies and professional research firms in designing and testing promotion
 

materials, staged media covered events, briefings and press releases, and made
 

effective use of a variety of national, regional and local media channels.
 

Drawing on these experiences, the Project will implement and evaluate the
 

impact of a limited number of stretegic promotion messages for MOPH priority
 

program.
 

Under Project 0171, USAID has provided technical assistance to the NOPH to
 

refine promotion strategies for the Ministry's vaccination, ORT, family
 

planning, pregnancy monitoring and birth surveilance, bresatfeeding and infant
 

nutrition programs. Based on further analysis of DHS data and findings of
 

market and behavioral research conducted over the past three years by the MOPH
 

and private firms, the NOPH has targeted the following three key areas for IEC
 

assistance under the Phase IV project: a) improved PP and MCI promotion
 

materials for illiterate and semi-literate women, including clients and
 

traditional birth attendants; b) local and regional specific radio
 

programiug, with limited reinforcement through general promotional messages
 

on the two national TV channels; c) improved health worker trauiing in
 

effective communication skills; and d) effective IRC tools and visual aids for
 

health workers and clinic staff.
 

The need for high quality printed materials for illiterates results from the
 

In self-assessments offered
extremely low rate of female literacy in Morocco. 


by the approximately 7,000 women In the DHS mample, approximately 6% read with
 

no difficulty, another 4% with limited difficulty and fully 90% do not read at
 

all. Guided presentation of simple print materials by trained health workers
 

Is therefore one of the few options available to the NOPH to communicate more
 

detailed information on the use of specific family planning methods and MCH
 
The DHS
instructions not readily conveyed through mass media channels. 


reports that 68% of women sampled routinely listen to local radio broadcasts
 

and 44% watch TV at least once per week. The significant audience coverage by
 

Moroccan radio and TV provide complementary options for FP and MCH promotion.
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The private sector will play a major role in the development of both IEC print
 
and audio-visual materials planned under the Project. Private media services
 
in Morocco have grown considerably in the past decade. - Morocco is the only 
country in Africa with the exception of Gabon to have a privately owned and
 
operated radio station, and is the only country in Africa with a private
 
television staLlon. This media has resulted in an active private sector in
 
the field of product promotion as well as market research. Over the past
 
several months, these agencies have been more active in marketing social
 
issues such as immunization, water conservation, accident prevention and so
 
on. While the strengths of this sector are noted, it should also be mentioned
 

that some weaknesses remain. The organization of and selection of focus
 
groups for example will benefit from technical assistance provided under the
 
Project.
 

The proposed emphasis on radio as opposed to TV reflects continuing religious
 
and cultural sensitivities which limit the content of messages which can be
 

aired on Moroccan TV. Radio has a larger and more diversified audience, more
 

widespread than television. Produced regionally, radio favors
 
decentralization in production of messages and programs and can reach rural
 

audiences in several languages. In terms of cost per person reached, radio
 

spots and programs are much less expensive than television, and evea print 
materials. Also, foL a relatively small investment, the Ministry can produce 
the bulk of unedited program content, with final editing and production
 
completed in existing commerc~al of pubic facilities. Similarly, production
 
can be "portable" requiring little more than a good microphone and tape
 

recorder to collect and test local level content and receive instant feedback.
 

Unfortunately, both radio and TV are used less frequently by rural, illiterate
 
women, a key target group of HOPH programs. The key contact in choosing to
 
use family planning in Morocco remains the family and contact with the health
 
worker. Thus, assuring the availability of simple visual aids and promotion
 
materials at this level will continue as a top priority of OPH IEC activities.
 

8. Increased Private Sector Involvement in the Financina and Delivery of
 

Services
 

Social Narketina
 

The private pharmaceutical sector in Morocco is quite sophisticated and offers
 
a wide variety of manufacturing and marketing infrastructure which complements
 
the policy objectives of the MOPH. Major multinational pharmaceutical
 
manufacturers are active through local representatives and subsidiaries. At
 
present there are 17 brands of oral contraceptives, 2 IUD models, a
 

long-acting injectable contraceptive product, three major brands of condoms, 
a
 

locally produced ORS product and several imported locally mixed weaning foods 
on the market. The private sector currently supplies approximately 307. of 
contraceptives used in Morocco. This percentage represents a slight decline 

during the past few years, due to increased public sector distribution in 

rural areas. Current sales levels have been maintained, however, in the 
absence ot effective research, marketing and promotional activities and in 
spite of relatively axpensive product sales prices. 
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These products are sold through a well organized network of pharmaceutical
 

distribution and sales outlets represented through the country. There are
 

over 1500 pharmacies and medical sales outlets, and the MOPH has begun
 

discussions with local authorities and pharmacy representatives on the
 

development of alternative sales arrangements in under-served rural areas. A
 

local pharmaceutical firm has already prepared plans, with USAID assistance
 

and MOPH approval, for d subsidized condom sales program and will begin sales
 

in September 1989. The project will supplement these efforts through the
 

design and implementation of social marketing sales program for oral
 
The project
contraceptives, ORS, IUDs, and related child survival supplies. 


will also increase the number of sales outlets, and improve the efficiency and
 

lower the costs of local FP and MCH product production.
 

While there are many possible design variations for a potential oral
 

contraceptive (OC) sales program, the four basic alternatives presented below
 

were examined during an April 1989 CSM assessment visit under the AID/W SONARC
 

II Project:
 

- Promotion of an existing orai contraceptive brand by the local 

importer or manufacturer. 

- Promotion of a new, locally-productcd or imported social marketing 

pill brand at a low price. 

- Promotion of several locally available oral contraceptive brands 

from different manufacturers. 

- Promotion of a USAID-donated and potentially a locally- manufactured 

oral contraceptive brand. 

The assesement report recommends the development of a CSM program focusing on
 

the promotion of locally available oral contraceptives as the most feasible
 

approach to providing several OCs to low-income consumers at an affordable
 

price and to making the entire OC market more accessible to the project's
 

target population.
 

Several technical considerations figure prominantly in the assessment team's
 

The number one private sector oral contraceptive brand.
recomendation. 

approximately 950,000 cycles in 1988, is a low-dose biphasic product. This
 

pill is the comrcial equivalent to Lo-Femenal, the low dose formulation
 

around which the HOPE and AID world wide programs have standardized to reduce
 

side-effects a~d adverse health consequences associated with oral
 

contraceptive use.
 

Two of the 3 pharmaceutical firms producing oral contraceptives in Morocco
 

currently manufacture low dose pills and the third firms currently has a
 

licensure agreement for a low dome pill and could introduce this product with
 

Promotion of several local available oral contraceptive
little difficulty. 

(OC) brands from different manufacturers provido ...,eral Os to low-incoe
 

consumers at an affordable price, and since all or most of the major firms
 

participate, the entire OC market becomes more accessible to the project's
 

Offering a range of high- quality products on a continuous
target population. 
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basis clearly increases program impact on contraceptive usage and 
overall
 

prevalence. Existing promotional and distribution schemes can be used, and
 

the project benefits from the experience, goodwill and-brand image already
 

established in the marketplace.
 

Given the relatively high number of oral contraceptive brands already 
in the
 

market, there is a strong technical argument against the introduction 
of a
 

USAID-donated product or a new locally-produced or imported pill 
brand by a
 

AID currently supplies two products for commercial retail sales
 new firm. 

The formulation of these pills differs from
 programs, Norquest and Norday. 


the low dose public sector pill and would cause confusion and potential
 

increases in side effects and discontinuation of use by women 
switching from
 

public to private supply sources.
 

Finally, introducing a new product and distribution or manufacturing partner
 

in the process, lacking experience in manufacturing and marketing 
OCs means
 
Licensing


that substantial investments would have to be made in both areas. 


agreements, manufacturing capability and quality control procedures 
would all
 

have to be put in place.
 

Expanded Insurance Coverage
 

For private providers of health care to play an expanded role in the delivery 
their

of health services, it i essential that an effective demand exist for 

services. This iplies that consumers of health care must have the means of 

paying for services being rendered. The most effective way of providing a 

means to purchase services provided for a fee is through effective 
health
 

an important cowponent
insurance program. Third-party insurance coverage is 

of the Moroccan health care market, with approximately 13% of the population 

covered by private health insurance and an additional 8 - 107 under government 

Nmutuelle" or company self-insurance plans. As a result, over 4 million 
some form of partyMoroccan employees and dependents benefit from their 

reimbursement for their health care expenses.
 

and the magnitude of private funds spent
Given the abundant supply of doctors 

in the sector, it 
on health care, approximately 507 of reported expenditures 

is somewhat surprising that there is not more activity n the private health
 

In fact, the industry appears to have stabilized, with
insurance arena. 

coverage rates reaining relatively constant during the past 

several years.
 

Accordingly, the project will evaluate current constraints to 
insurance
 

prospects for health maintenance programs and alternative
expansion and assess 

health delivery systems. A detailed feasibility study will be carried
private 

data on the means of and risks associated with expansion of
 out to compile 
given population.

private health insurance, under a variety of options, to a 

target
Beginning with the developoent of preliminary criteria to identify new 

populations that can be enrolled in group plans, the Project will finance
 

studies of actuarial considorations, premiun levels, copayments, utilization
 
enable (aelopment of financial projects
and provider arrangements, etc. to 

which could be presented to potential investors. Since a feasibility study
 

for expansion of health insurance includes many of the alements 
of a
 

U
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feasibility study for a health maintenance organization or other prepared
 

health delivery plan, the study will assess feasibility-of both expansion of
 

insurance programs as well as the development of an HMO.
current private 

is being proposed, permitting AID to
Essentially a "dual track' approach 


follow either or both, as opportunities present themselves.
 

A key technictl issue which will be addressed during execution of the planned
 

feasibility study is the development of recomuended procedures to monitor and
 

control the health care provided under proposud insurance options, with
 

respect to cost, utilization, and quality. Cost and utilization can be
 

somewhat controlled under the HMO model by involving 
the doctors in the
 

It is critical, however, that
financial risks and benefits of the HMO. 


independent medical review of the quality of care is also provided in the
 

system, especially given the relative absence of competition.
 

For the traditional indemnity type insurance plan, the problem relates more 
to
 

controlling unnecessary and or inappropriate use of services and the resultant
 
Under this model, particularly in
escalation in the costs of providing care. 


a first "dollar" health insurance coverage situation 
such as that found in
 

is loss constrained by price and tends to
Morocco, the consumer of health care 

over consume health services at the time of illness.
 

Therefore, the project, in conjunction with the planned assessment of
 

the expansion of private health insurance, will finance
constraints to 

technical assistance and local costs to develop procedures enabling more
 

effective monitoring of the quality and appropriateness of health care
 

provided under the various insurance plans in Morocco.
 

The above reflect the rationale and technical soundness underlying the
 

interventions planned to increase the effectiveness of family planning and
 

mother child health services and the GOR's kIDS prevention program. 

4A'
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ATTACHMENT No. 1
 

Analyses et Tendances Dfmographiques au Maroc. 1986. Ministry of Plan,
 
Centre d'Etudes et de Recherche D6mographiques.
 

Enterprise Private Sector Study. 1987. The Enterprise Project, John
 

Snow, Inc. An assessment of attitudes of Moroccan private firms
 

towards introduction of family planning activities in employee
 

health services.
 

Etude Oprationnelle des Programmes VDMS. 1988. Experdata Inc.
 

An extensive evaluation of all aspects of the VDKS program vhich
 

provided the basis for the midterm evaluation of the Population and
 

Family Planning Project.
 

Femes et Condition Faminine au Maroc. 1989. Ministry of Plan, Centre
 

d'Etudes et do Recherches Demographiques.
 

Harway, Michelle. 1988. Assessing the Social Factors Affecting the
 

Delivery of Family Planning and Mother Child Health Services.
 

Maternal Child Health.
Knowledge. Attitudes and 	Practices Study of 


1985-86. LMS Conseils. A two part study for the oral rehydration
 

and vaccination campaigns.
 

le Monde, 1987. United Nations Childrens
La Situation des Enfants dans 

Fund.
 

Leighton, Charlotte, et. 	al. 1988. Mid-Term Evaluation of the Population
 

and Family Plannint Support Project Phase I1 608-0171, Morocco.
 

Midterm Assessment of the Voluntary Surgical Contraception Program. 1988.
 

Association for Voluntary Surgical Contraception and the National
 

Training Center for Reproductive Health.
 

National Family Planning and Fertility Study 1979-80. The
 

Moroccan component of the World Fertility Survey in four volumes.
 

National Survey of Family Planning. Fecundity and Health in Morocco. 1981. 

The Demographic and Health Survey (DHS) administered and analysed by 

the HOPH and Westinghouse Health Systems. 

Planning. 1983-84. Demographic and
National Survey of Health and Family 
Health Survey (DHS) administered and analysed by the NOPH and 

Westinghouse Health System. 

National Survey of Family Planning, Fecundity, and Health in Morocco.
 

1987. Demographic Health Survey (DHS) administered and analysed by
 

the HOPH and Westinghouse Health System.
 

Pritech, Norris et. al. 	 1986. An Indicative Survey on Health Services
 
indom of Morocco: A Report to the Minister of
Development inthe 


Health.
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Ross, John, et. a.. 1988. Family Plannin and Child Survival: 100
 
Developint Countries.
 

Social Marketing Feasibility Study. Part I. 1986-87. LAS Conseils and
 
the Moroccan Family Planning Association. A qualitative and
 
quantitative study of contraceptive knowledge, attitudes and
 
practices of coupleo.
 

Social Marketing Feasibility Study, Part II. 1988. Creargie Maroc. A
 
qualitative study on married couples attitudes towards the family,
 
family planning and contraception, and alternative service sites.
 

VDMS Field Effectiveness Survey, 1988. 12 Volumes. EXPERDATA.
 

Vogel, Ronald and Suzanne J. Stinson. 1989. The Health Services Market
 

in Morocco: Structure and Performance. Management Sciences for
 
Health.
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ATTACHMNENT No. 2
 

a) 	Family Planning g) School and environmental hygiene 
- Patient history; - BCG vaccination; 

- Family planning promotion; - Vision -tsting; 

- Contraceptive supply; - Provision of ophtalmic ointment; 
- Referrals for IUD and VSC; - Screening and surveillance of 
- Health Education; endemic and epidemic disease;
 

- Surveillance of Souks;
 
- Disinfection and surveillance
 

of water spots;
 
- Care and treatment of minor
 
wounds and lesions, etc.
 

b) Pregnancy Surveillance h) Care 
- Patient history; -Taking of temperature. 
- Urine analysis; 
- TB testing (bacilloscopy); 
- Referral for symptons of birth 

difficulty; 
- Blood pressure testing; 
- Hemoglobin testing; 
- Anti-tetanus vaccination. 

) 	National Imunization Program i) Health promotion
 
- Vaccination follow-up; - Health mapping;
 

for infants and children - Administrative information;
 
- Children immunization vaccination; - Public relations;
 
- Health education.
 

d) 	Diarrhea Control J) Supervision and training
 
- Screening; - Community agents;
 
- Treatment of common cases; - Traditional midwives.
 
- Referral of serious cases;
 
- Health education.
 

e) 	Nutrition promotion 
- Weighing; 
- Screening;
 
- Nutrition education;
 
- Treatment of moderate cases with Actamine 5;
 
- Surveillance of moderate cases by weighing;
 
- Referral of serious cases;
 
- Provision of Vitamine D2 for control of rachitism;
 
- Provision or referral for Actamine 5.
 

f) 	Control of infectious diseases
 
- Screening by:
 
- TB testing (bacilloscopy);
 
- Urine analysis (bilharziosis);
 
- Malaria testing;
 
- Referral of suspect cases for treatment;
 
- Administration of treatment
 
- Follow-up of cases;
 
- Worm and microbe surveillance;
 
- Epidemiological survey of detected cases.
 

VI.
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SCONONIC ANALTSIS
 



ANO I
 

FCONOKIC ANLTSIS
 

The project is economically Justified on the basis of (i) benefit-cost
 

analysis of fertility reduction and related improvements in maternal child
 

cost effectiveness of proposed project interventions. The

health, and (ii) 


was based on project benefits, defined as the savings in
benefit-cost analysis 

on health and education associated with a birth averted, as
public expenditure 

costs of the proposed project. It demonstrates that
compared to the 

in family planning in Morocco represent very high rates of return
investments 
and compare very favorably with alternative public sector investments. 

use of rural dispensaries,the mix of project interventions, theConcerning 
teams appears to minimize

health centers ard VDMS in conjunction with mobile 
the revised GOM outreach strategy

costs per rural beneficiary. Therefore, 


based on mobile units is economically sound as discussed below.
 

1. Benefits of Fertility Reduction 

of the Futures Group and Ahmed Benrida, Chief of the Human
James C. Knowles 

the Ministry of Plan, collaborated in the development of 
Resources Division of 

to project benefits
the Moroccan Human Resource 4 Planning Model which was used 

and costs for alternate population projections. (See Appendix to this 

Annex). The model calculated only the benefits to the government through 
and health made possible

reduced government expenditures on primary education 
private benefits or costs.

by slower population growth. It did not calculate 

The costs to the government are the funds expended in the health budget for 

family planning programs. 

of onlyare dramatic. There is a payback periodThe results of their model 
from reduced health costs are experienced almost 

two years. Benefits 
is 163

immediately from a decline in fertility. The internal rate of return 

five years and is 175 percent for the twenty-yearpercent after only 
return to

protection period. This analysis shows that there is a high 
are high, reaching 264 

investment in family planning in Morocco. The benefits 
persist into the future.

million Dirhams per year by the tenth year, and they 
to over 2 billion Dirhamsbenefits net of cumulative costs amountCumulative 

in twenty years.
 

the desired fertility reductions
The family planning costs per user to obtain 


(pill, condom, IUD, sterilization) to reach
 
are estimated for each commodity 

level. These costs include the
the necessary contraceptive prevalence 


wholesale price of the commodity and its distribution costs. The estimated
 

the same as typical private sector pharmacy
full costs are approximately 
after only years if these

prices. The benefit-cost ratio exceeds one five 
if family planning

cost estimates are doubled. Knowles further states, "Even 

were ten times higher (i.e., higher by an order of magnitude),
cost per user 

one the year 2004."the benefit-cost ratio would exceed by 
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that an effective family
The inescapable conclusion of this analysis is 

has a return which makes it priority investment
planning program rate of a 

one can imagine in Morocco.
relative to almost any other investment 

2. Probable Impacts from the Expansion of Coverage 

the family planning maternal child health outreach
Through this project, 

level which permits improved coverage of rural 
program will be funded at a 

in the program and an extension of coverage to all but 
populations currently 
fifteen percent of the rural population in 42 provinces. We estimate that 

from about five million rural people currently to 85% 
coverage will increase Benefits will thus
of the total rural population of 14.1 million in 1992. 

million rural inhabitants.accrue to twelve 

With respect to contraceptive prevalence, rates should quickly rise to no less 
only) rural28.5% (modern methods among

than current acceptance rates of about 
now reached by the program. With a modest improvement in urban 

populations should 

(modern methods only) nationally as compared to 30% in 1988. Based oncoverage from non-VDMS sources, overall prevalence rates rise to 43% 

in a reduction in total 
experience in other countries, this should result 

fertility from about 4.4 to 4.8 currently to the 
3-3.5 range as couples
 

size more often than is now possible.achieve desired family 

populations from the 50% 
As stated above, increasing program coverage of rural 

in VDHS provinces to 852 coverage of rural 
to 702 now typically covered 
populations in all provinces, should raise contraceptive 

prevalence rates in 

from 202 methods to 272. However, if contraceptive
rural areas (modern only) 

oldest VDMS provinces can be achieved nationally, the 
prevalence rates in the 

rural areas and 45Z nationally with 
overall rate can be raised to 43Z in 

virtually no change in current urban contraceptive 
prevalence.
 

such changes in prevalence rates is not a 
The reduction in fertility from 

simple relationship, but countries with similar prevalence 
rates enjoy total
 

fertility rates of 3.2 to 3.3 as compared with 4.4 
to 4.8 in Morocco today.
 

This translates into at least a 252 decline in fertility, 
thus reducing the
 

rate to only 25 or 26 per thousand (from 34 per thousand 
crude birth 
currently). With a continuing decline in the crude death rate 

also likely
 
ratelow as 7 per thousand, the annual growth

from 10 per thousand now to as 
1.8 or 1.9 percent.range to aboutwould drop from the 2.4-2.6 percent 


as
the number of births averted would equal many as 
By the end of the project, 

family planning maternal child 
225,000 to 250,000 annually as a result of the 

fertility withThis is a considerable decline in
health outreach program. 
aa~or implications for population distribution and 

requirements for public
 
and maternal child health 

infrastructure, especially in primary education 

care, as discussed in Knowles and Benrida.
 

and supporting improvements in 
The cost of achieving this fertility reduction 

to increaseand child health is a recurrent budget estimatedmaternal 
to $17.5 -illion annually by 1995 with modest 

gradually from $13.2 million 
investments in facilities and equipment during the 

project estimated at only
 

$1.5 million.
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3. Evidence of Fertility Reduction
 

A note of caution which should be introduced in the analysis in Sections 1 and 

2 above is the question of cost-effectiveness of the family planning program. 
While a ten-fold increase in the cost of reaching the desired fertility 
decline would appear to provide the program with a large safety margin before 
the wisdom of this investment might be questioned, the case rests on the 

assumption that Increased contraceptive prevalence level achieved by the 
FP/MCH program are in fact leading to reduced fertility. In other words, if 

the program does not result in a change in the fertility behavior of the 
"users," then the program is not worth financing no matter what it costs. On 

the other hand, to the extent that the program is successful in reducing 
supported up to the point at which additionalfertility, then it should be 

resources result in just sufficient reductions in fertility to warrant the 

expenditure.
 

Considerable progress has been made in reducing the Crude Birth Rate to about 
1000 in 1965 and 44 per 1000 in 1980. Much of34 per 1000 in 1987 from 49 per 

this improvement is undoubtedly attributable to the increase in contraceptive 
in turn is partly due in recent years to the expanded accessprevalence, which 


brought about through the VDMS program.
 

Evidence for the impact of the program is the data comparing VDNS and non-VDMS
 

provinces. Contraceptive prevalence Is higher in VDMS provinces as presented
 
in the technical analysis section. There has been no attempt to control for
 

the effect of greater economic well-being with the exception of urban vs.
 

rural residence and the level of education. Other variables could also
 

explain higher contraceptive prevalence independently of the VDMS program.
 
been very effective inHowever, the raw data suggest that the program has 

raising contraceptive prevalence rates.
 

Additional operations research in the field on the different methods used to 

distribute contraceptives and educate or inform users will be undertaken to 

confirm that the program contributes to reductions in fertility. Secondly, 

the project will generate better fertility data by province to estimate the 
ultimate impact of changing socio-econonic conditions and the family planning 
program. 

4. Extent of Coverage
 

Assuming that increasing contraceptive prevalence reduces fertility, we would 

ideally wish to compare the cost of reaching the most isolated populations 

with the benefit derived from fertility reductions in that population. As the 
shows, the cost of reaching isolatedanalysis by Knowles and Benrida 

onepopulations would have to exceed ten times the current average cost before 
would conclude that the investment should not be made. Thus, the outreach 
program (VDMS and mobile teams) should be expanded to all populations except 

perhaps virtually inaccessible groups subsisting on mountain tops and groups 
which do not wish to reduce their fertility (if there are any such groups).
 

In fact, preliminary data from the cost-effectiveness study show that rural 
groups are being reached quite economically through mobile teams at regular 

contact points. (A discussion of cost-effectiveness issues is provided 
below.). Thus, the case for near universal coverage, whether through public 
outreach or comercial programs, is compelling. 
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Child Health Care_5. Benefits and Costs of Maternal 

integral part of 
The provision of additional maternal child health care as an 

terms of reduced morbidity and 
the VDMS program yields benefits both in 

terms reduced fertility due to
mothers and children and in ofmortality among 

improved health conditions which make couples more secure in having fewer 
effects add to thehealth conditions. Thesechildren than under poor 

reduced fertility because there 
child survival which results from 

are fewer high risk births. 
increased 

of the GOM is weli established and continues to 
The integrated FP/MCH strategy healthfrom 
evolve approaches and delivery mechanisms. The benefits improved 

care for rural populations at general public 
expense accrue to individual
 

The cost of providing these health care
and to society.beneficiaries services for this 

is added to the cost of providing family planning
services 

Benefits from fertility reduction alone are 
sufficient to carry the
 

project. 	 at the same time as the family
such health providedadded cost of care 

planning services.
 

of Alternative Approaches to the 
6. Program Mix - Cost-Effectiveness 

Provision 	 of Family PlaniJng and Maternal Child Health Care 

and merits careful 
The issue of the most cost-effective program mix is complex 

of this project. Preliminary data from 
in itself during implementationstudy the family 	planning portion of 

Group study of costs for providinga Futures per user for different 
this program show the Z.-.llowing average costs 

approaches. 

Annual Cost per User Estimates, 1987
 
Family Planning
 

Fixed Facilities (ambulatory only) 
g Users
Avg. Cost/User 


142,713
$ 7.53- urban
Dispensaries 	 110,576
W5.18
- rural 

42,487
$11.29
Health Centers - urban 

23,967
$30.82
- rural 

16,047
$34.71

Reference Centers 


Itinirants (VDMS)
 

51,203
$35.18
- urban
VDMS 
 111,120
$27.65
- rural 


38,129
$11.29

Mobile Teams 


Cost per user, all public ambulatory 
$20.35
 

services
 

536,242
Total Users 
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These data indicate (1) that rural services are more expensive than urban 
services in general due to the lower densities of rural populations, and (2) 
that mobile teams appear to be a highly cost-effective method of serving rural 
populations when compared to either fixed facilities or VDMS. The apparent 
anomaly of VDMS costing more in urban areas than in rural areas is explained 
by the relatively small number and dispersion of VDMS users in urban areas,
 
with many urbanites relying on other sources of supply, or simply being away
 
from home at work and thus difficult to serve through a home visit program. 
This raised the cost of conducting VDMS to higher-than-expected levels in
 
urban areas. Operational problems, availability of other sources of supply
 
and lack of cost-effectiveness resulted in a Ministry decision to stop VIMS
 
services in urban areas.
 

The conclusion which the MOPH has already reached is that its strategies 
should rely as much as possible on mobile teams to reach rural populations. 
This implies a lar.ger radius of coverage for rural fixed facilities, with
 
personnel dividing their time between providing service at the dispensary and 
going out to contact points at regular pre-announced times to serve 
populations distant from the centers. 

Cost-Effectiveness of GOM Strategy
 

These preliminary data on costs per user for family planning only show that
 
the MOPH's new coverage strategy relying more heavily on mobile teams should 
be less costly (and thus permit greater coverage for the same budget amount) 
than reliance on the use of hose visits by a single worker. These new 
strategies will also reduce the per user cost in rural areas to the level 
obtained in urban health centers, although perhaps not as low as the costs in 
urban dispensaries. Note that the contact point is less costly because the 
transportation cost of the home visitoz is largely shifted to the beneficiary 
population and the number of people who can be seen in one day by a health 
worker is increased by eliminating his/her travel time between homes. Also, 
infrastructure costs appear to be lower than those borne in fixed facilities. 

While the cost data are limited to time and materials for family planning
 
only, it is likely that the same general conclusions hold for the basic health
 
care portion of the health worker's intervention. Thus, we expect to see an 
increase in population coverage under this project at a per user cost which is 
considerably less than it would have been through a simple expansion of the 
home visit program or fixed facilities.
 

Under its newly defined strategy for covering the rural target population in 
42 provinces, the MOPH will create 3,027 contact points requiring 303 agents 
and 35 new mobile units making 56 such units altogether. It will also 
continue the home visit program requiring 126 suburban visitors, 1184 full 
time agents, 231 half-time agents and 280 nurses for mobile teams from the 
Rural Health Centers. 

Attempting to cover the target rural population in 42 provinces with a simple
 
expansion of the current delivery mix in rural areas would cost 210 DH/user
 
($24.71/user) or 147,218,000 DH (17,320,000/year) vs. 55,716,200 DH or
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$6,864,000 now. Changing the mix to rely more heavily on the lower average 
cost mobile teams reduces the average cost per user considerably, thus 
allowing coverage to shift. 

By shifting to greater reliance on mobile teams, total cost will rise to no 
more than 130,000,000 DH or $15.3 million, an estimated savings of over $2.0 
million/yr. compared to the previous coverage strategy applied to the entire 

rural population. (See Table "New MOPH Rural Strategy Impact" for cost 
comparisions.) We believe this to be a conservative estimate of potential 
savings due to increasing efficiency in use of fixed facilities personnel and 
equipment which could reduce their per user costs to levels approaching those 
of urban dispensaries and health centers. 

Attempting to provide FP/MCH coverage through dispensaries or rurel health 

centers would require significantly greater 	initial investment in 
user higherinfrastructure and, if preliminary cost per data is correct, 

annual costs than the mobile team strategy employing regular contact points.
 

As an indication of the differences in cost, 57.8Z of the rural population is 
now more than 3 kilometers from a dispensary or rural health center. 

If the GOM wanted to provide coverage for all but 102 of the rural population, 

and assuming sufficient clustering of the population to place fixed facilities 
within reasonable range, the number of dispensaries and rural health centers 

would have to be more than doubled. Given the dispersion of the rural 
population not now served by fixed facilities, it is likely that a coverage 
strategy through fixed facilities would require a tripling or quadrupling of 

dispensaries.
 

Recognizing the cost of a conventional strategy as well as the cost of the 

home visit progran, the GOM has evolved a strategy of mobile teams serving 
contact points. Preliminary data indicate the cost-effectiveness of this
 
approach to providing basic FP/MCH coverage. 

As of now, the strategy calls for few new fixed facilities, relying on mobile 

teams for outreach beyond 5 kilometers, home visits in a limited range of 3 to 

5 kilometers, frou fixed facilities (varying by locality and terrain), and 
a 	 thanstrengthening of the referral system to provide higher level of care 

the outreach program can make available at contact points. 

Further reflnement of this coverage strategy is called for. For example, 
reliance on a home visit program could be reduced in favor of additional 
contact poInts for mobile teams if they prove to be as cost-effective as the 

research combined with datapreliminary data indicate. Continuing operations 
on fertility behavior to gauge program impact will help refine the strategy 
not only in terms of fixed facility vs. contact point vs. VDMS but also in
 

of best approaches in assessing and meeting clients' requirements forterms 
contraception.
 

Finally, In order for the MOPH to refine its coverage strategy, the
 
of preventivecost-effectiveness data should be extended to the full range 

health care and basic curative services offered through these modes of FP/MCH 

delivery in rural areas. 



NEW MOPH RURAL STRATEGY IMPACT 

Current Simple 
Program 1987 Program New Annual Cost 
estimated Expansion Strategy (000's of dirhams) 
Pgp. Served Users Pop. served Users Pop. served Users col.(1) Col. (2) Col (3) 

(1) (2) (3) 

Rural 
Dispensaries 1,835,290 110,576 3,334,700 225,030 3,391,500 228,060 23,663 49,156 4B,976 

Rural Health 
Centers 048,000 23,967 1,540.800 103,970 1,484,000 100,140 6,279 27,241 26,237 

Rural 
V.D.M.S. 1,646,710 111,120 3,871,250 261,230 2,020,900 136,370 26,113 61,389 32,047 

Mobile Teams 685,000 30,129 1,610,150 I08,670 3,460,700 233530 3,660 1O432 2 2,419 

5,015,000 283,792 10,357,100 698,900 10,357,100 698,900 59,715 147,218 129,"676 



projections. The projected differences in public costs between 
the two sets of projections were assumed to represent the 
potential benefits accruing to the public treasury from adhering 
to the more rapid fertility decline scenario (i.e., the Medium 
variant);
 

3) Public sector family planning costs were projected for 
each of the two fertility decline scenarios. The increase in 
family planning costs associated with the more rapid of the two 
fertility decline scenarios (i.e., the Medium variant) was 
assumed to represent the cost side of the benefit-cost analysis. 

4) The annual streams of public sector benefits and costs
 
were discounted and cumulated and both benefit-cost ratios and
 
the internal rate of return were computed for each year of the
 
projection (see Table 1).
 

A fuller discussion of the methodology employad and the 
assumptions made is provided in a technical appendix. 

The results of the analysis are indeed dramatic. The main 
points are as follows: 

1) Cumulative benefits exceed costs after only two years
(i.e., the payback period is two years). Benefits in tha form 
of reduced health costs (e.g., maternal/child health) are 
experienced almost immediately fros a decline in fertility, while 
benefits in the form of reduced primary education coats begin to 
be felt after seven years (i.e., by 1994).
 

2) The benefit-cost ratio is greater than one after only two 
years (i.e., beginning in 1989), rising to thirteen after 
twenty years (2007). Even a doubling of the estimated family
planning costs per user does not significantly alter the 
qualitative conclusions reached by the analysis (the benefit-cost 
ratio would still be above one by 1992). Even if family planning 
cost per user were ten times higher (i.e., higher by an order of 
magnitude, the benefit-cost ratio would exceed one by the year 
2004.
 

3) The internal rate of return is 175 ircent for the 
twenty-year pro1action period and is 163 percent after only 5 
years (the inte¢mal rate of return so high because of the rapid 
payback per 4 od). 

4) After ten years (1997), the projected annual benefits 
exceed costs by 264 million Dirham. At the end of twenty years,

the projected annual savings rise to more than 1.3 billion 
Dirham. These projected annual savings are equal to 14.3 (12.4) 
percent of the projected total public education and health sector 
costs under the Medium (High) variant population projections in
 
2007;
 



5) By the end of the twenty-year projection period (2007), 
the cumulative benefits of lover fertility exceed the cumulative 
costs by over 10 billion Dirham (even disco._,nted cumulative 
bentefits exceed discounted cumulative costs by over 2 billion 
Dirham). 

6) The results in Table 1 are conservative for several
 
reasons, among which: 

- benefits are limited to only two sectors, primary 
education and health; the results would be even stronger if other 
sectors--such as secondary education, water and sanitation and 
housing--were included; 

- the benefit-cost ratios and internal rates of return
 
include only benefits experienced up to and including the year
 
for which these measures are calculated (i.e., the analysis
 
neglects the benefits from fertility reduction in years 1-20
 
which would be felt in years 21 and later); the results would be
 
even stronger if future benefits were included as well (although
 
the effect would be minimal, due to discounting, for a projection
 
period as long as twenty years); and
 

- the cost of training the necessary additional teachers and
 
health personnel necessary to serve a larger population is not 
included in the analysis; according to Tables 3 and 4, 22,065 
more teachers and 425 more doctors are required by the year 2007 
with the High variant as compared to the Medium variant 
population projection.
 

The analysis clearly indicates how important it is for the 
Government of Morocco to adhere to a pattern of fertility decline 
similar to the Medium variant hypothesis employed by CERED (and 
which has been widely adopted by GOM in its long-term planning).
 
According to the projections in Table 6, this implies that 
the prevalence of modern contraceptive methods will have to 
increase from 29 to 38 percent by 1994 (an increase of 31 percent 
in only seven years) and that this rise in prevalence will entail
 
increases in public sector family planning costs from 
approximately 74 million Dirham in 1987 to 105 million Dirham by 
1994 (an increase of 42 percent). 



Appendix: Technical Notes 

2oInain EP ing 
The population projections presented in Table 2 yere obtainedusing a cohort-component population projection program developed
initially by the Research Triangl. Institute (Wolovyna, 1988) and
adapted for inclusion in the Moroccan Human Resources Planning

Model. There are slight differences between the projections in
Table 2 and those produced by CERED due 
to the use of differentcouputer programs. In both cases, the actual projections weremade using five-year age groups (i.e., ages 0-4, 5-9, 10-14,...)
at five-year time intervals (1987, 1992, 1997,...). The
resulting 5-year projections (those presented in Table 2) 
were
interpolated using Beers coefficients to obtain single year of
 age distributions (ages 0,1,2,3,4,5,6,7,...) at five year
intervals (i.e., 1982, 1987, 1992, 
... ) and then were linearlyinterpolated to obtain single year of age projections for theintervening years (e.g., 1982, 1983, 1984,...). 
 The single year
of age projections were used as input to the education sector
projections, as explained below.
 

The education sector projections were made using the EDUJC model
(Knowles and Benrida, 1986), which 
 is also part of the HumanResources Planning Model. EDUC's methodology is similar to that
developed by UNESCO saveral years ago, i.e., 
a grade transition
model is employed, which moves children through the school system
according to initial enrolment rates (applied to children seven
 years of age, in the Moroccan model), and fixed repeater,
promotion and drop-out rates. 
The education submodel providesvery detailed projections of both recurrent and capital costs,
with recent parameter values drawn from unpublished World
Bank/Ministry of Education projections and from Denrida (1985).The projections in Table 3 are based on the assumption that theinitial enrolment rate (i.e., the ratio of enrolment in grade oneto children age 7) rises from 0.80 in 1987 to 1.00 in 2007 
(i.e.,
increases by 0.01 each year), so that primary school enrolment isassumed to be virtually universal by the en of the projection
period. 
If the initial enrolment rate were held constant, the
benefit-cost ratios would be somewhat lower (however, this would
be contrary to CON policy and to recent trends: from 1972-73 to
1982-83, the initial enrolment rate increased from 45% to 75%). 

The health sector model is drawn directly from the HumanResources Planning Model and is fairly simple in structure.
Essentially, it applies exogenous service ratios (e.g.,population per physician) to projections of the total populationto project the number of public sector physicians, hospital beds,
health centers and dispensaries. The service ratios are assumed
 



to increase over time from their estimated 1987 values to attain 
Ministry of Plan norms by the year 2005 (Mini-stere du Plan, Kars, 
1987). The ratios used are as follos: 

Service Ratio 1987 Norm (2005)
 
------- ee-----------------------------------------------
Population per Physician 7467 4000
 
Population per Hospital Bed 747.5 400
 
Population per Health Center 61864 45000
 
Population per Dispensary 17990 15000
 

Recurrent costs (CURRENT), in millions of Dirhan, are projected 
as a function of the number of public sector physicians (DOCS), 
hospital beds (BEDS), health centers (CENTERS) and dispensaries 
(DISPENS), estimated vith data for the period, 1968-84. The 
equation used in the model is the following one (t-statistics are 
reported in parentheses beneath the coefficients): 

CURRENT - -1318.84 + 0.9185*CENTERS + 0.2868*DISPENS 
(4.12) (2.94)
 

+ 0.04483*BEDS + 0.2953*DOCS
 
(3.80) (4.90)
 

N-17 R2 -0.99
 

Capital costs (CAPITAL], in millions of Dirhan, are projected as 
a function of changes in the number of hospital beds, health 
centers and dispensaries, vith the parameters estimated from 
historical data for the period, 1968-84: 

CAPITAL - 170.947 + 1.371*(CENTERS-CENTERS[-l]) 
(1.21) 

+ 1.626*(DISPENS-DISPENS(-1]) + 82.875*(BEDS-BEDS(-1
(2.95) (1.42)
 

R 2N - 17 m 0.44 

Family Planning 
Family planning costs are projected vith the family planning 
subnodel of the Human Resources Planning Model. This model is 
essentially the age-specific version of the Target model 
(Bongaarts and Stovaer, 1986) and is used to project levels of 
contraceptive prevalence and numbers of contraceptive users 
consistent vith a particular pattern of fertility decline. The 
1987 DHS survey (i.e., Ministere de la Santo Publique, Rapport 
Preliminaire, 1988) is the source of most of the data used in 
this model. The family planning model also yields projections of 
the numbers of contraceptive users by method: pill, IUD, 
sterilization, and other modern methods (e.g., condoms). 
Contraceptive supply requirements from the public sector are 



----------------------------------------------

projected by multiplying the total number of users of each method
by a fixed proportion who receive their supplies from a public
sector source 	 (or from a publicly subsidized private sector 
source, such as AIPF), and by assuming, in the case of public
sector pill users, that 13 cycles per year are required per user 
and, in the case of public sector condom users, that 100 condos 
per year are required per user. The number of IUD's required
each year depends on the growth in the number of IUD users and in 
the proportion 	of previous users who discontinue use in each year
(the IUD discontinuation rate, assumed to be 0.15). The number 
of sterilizations performed each year is assumed to depend the
increase in the number of sterilization 

on 
users, the proportion of 

previously sterilized women who drop out each year (due to death,

divorce, widowhood), and the number of sterilized women age 49
 
who pass into the non-fertile age group (ages 50+) each year due
 
to aging.
 

Public sector family planning costs are obtained by multiplying
the number of public sector commodities required (pills,
condoms), public sector IUD insertions and sterilizations
 
performed by the full cost of each commodity or service. The 
full cost of a cycle of pills, for example, includes not only the
commodity's wholesale value but also public sector distribution 
costs. The costs of distributing VDKS commodities, which have
been examined in some detail (EXPERDATA, 1988), were used to 
calculate full cost to wholesale price ratios for pills, condoms 
and iud's. The resulting full cost estimates, along with typical
private sector commodity prices are as follows: 

Commodity 	 Wholesale Estimated Private Sector
 
Price Full Cost Price (Pharmacies)
 

Pill 
Condom 
IUD 

1.10 Dh. 
0.44 
7.53 

8.42 Dh. 
3.37 Dh. 

57.62 Dh. 

7.90 - 16.60 Dh. 
3.50 Dh. 

70.00 Dh. 

The estimated full costs--8.42 Dh. per pill cycle, 3.37 Dh. per
condom and 57.62 Dh. IUD inserted--wereper 	 used to project the 
costs reported in Table 5, along with an estimate of 250 Dh. per
sterilization performed. These full cost estimates are believed 
to be conservative (with the possible exception of the assumed 
sterilization cost) because they are based on the actual cost 
experience of what is often considered to be a relatively
expensive distribution network (VOKS).
 

enefit/Cosl a 

A benefit-cost ratio is calculated for each year, as the ratio of 
cumulative discounted benefits to cumulative discounted costs, up
to and including the year for which the ratio is calculated 
(i.e., the stream of benefits occurring beyond the projection
period due to fertility reduction occurring in the projection
period is not included). In calculating the benefit-cost 
ratios, a ten percent discount rate is used. 



In addition, the internal rate of return is calculated for each 
year of the projection period, utilizing the stream of all 
benefits and costs experienced up to an including the .year for 
which this measure is calculated (as vith the benefit-cost ratio, 
future benefits are not included). The internal rate of return
 
is defined as the discount rate which makes the cumulative
 
discounted benefit stream exactly equal to the cumulative
 
discounted cost stream.
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Table 1: Benefit Cost Calculations 

BENEFITS : Current Benefits
 
COSTS : Current Costs 
CUXBNFIT : Cumulative Discounted Benefits 
CUMCOSTS : Cumulative Discounted Costs 
DISBNFIT : Discounted Benefits 
DISCOSTS : Discounted Costs 
BCRATIO : Benefit-Coat Ratio
 
IRR : Internal Rate of Return 

PERIOD/ BENEFITS COSTS* CUMBNFIT CUNCOSTS 
(Dirham/10A6) (Dirham/1046) (Dirhaz/106) (Dirham/10-6) 

1987 
1988 
1989 
1990 
1991 
1992 
1993 
1994 
1995 
1996 
1997 
1998 
1999 
2000 
2001 
2002 
2003 
2004 
2005 
2006 
2007 

0.000 
4.223 
10.359 
18.123 
27.569 
38.765 
53.797 
95.927 
150.002 
216.735 
292.745 
385.675 
485.148 
596.467 
719.871 
854.732 
1007.831 
1172.820 
1352.726 
1549.663 
1767.135 

1.760 
3.971 
6.238 
8.640 

11.174 
13.832 
16.615 
19.523 
22.560 
25.731 
29.029 
32.457 
36.021 
39.728 
43.582 
47.575 
51.705 
55.955 
60.299 
64.715 
16.456 

0.000 
4.223 
14.582 
32.705 
60.274 
99.039 

152.836 
248.763 
398.765 
615.499 
908.244 
1293.919 
1779.067 
2375.534 
3095.405 
3950.137 
4957.968 
6130.789 
7483.515 
9033.178 
10800.313 

r----------------------------------------------------­
1.760 
5.731 

11.969 
20.609 
31.783 
45.615 
62.230 
81.753 

104.313 
130.044 
159.073 
191.530 
227.550 
267.278 
310.860 
358.435 
410.140 
466.095 
526.394 
591.109 
607.565 

* Family planning costs have been shifted nine months forward intime, compared to the costs reported in Table 6, to provide amore realistic time profile of family planning costs in relation 
to observed fertility declines. 

•* (see note on following page)
 



Table 1 (continued) 

PERIOD/ DISBNFIT 
(Dirhau/10A6) 

DISCOSTS 
(Dirhau/10A6) 

BCRATIO* IRR** 

1987 0.000 1.760 0.000 
1988 3.839 5.370 0.715 --­

1989 12.400 10.525 1.178 0.604" 
1990 26.016 17.017 1.529 1.249 
1991 44.846 24.648 1.819 1.514 
1992 68.916 33.237 2.073 1.627 
1993 99.283 42.616 2.330 1.680 
1994 148.509 52.634 2.822 1.715 
1995 218.486 63.159 3.459 1.735 
1996 310.403 74.071 4.191 1.745 
1997 423.268 85.263 4.964 1.750 
1998 558.445 96.639 5.779 1.752 
1999 713.028 108.116 6.595 1.753 
2000 885.803 119.624 7.405 1.753 
2001 1075.368 131.100 8.203 1.754 
2002 1279.984 142.489 8.983 1.754 
2003 1499.318 153.742 9.752 1.754 
2004 1731.354 164.812 10.505 1.754 
2005 1974.653 175.658 11.241 1.754 
2006 2228.036 186.239 11.963 1.754 
2007 2490.709 188.685 13.200 1.754 

** The benefit-cost ratio and the internal rate of return in a 
given year is calculated for all benefits and costs incurred up 
to and including that year. The internal rate of return is 
defined only for years in vhich cumulative benefits exceed
 
cumulative costs.
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---------------------------------------

Table 2: 	Population by five-year age groups, at five-year intervals,
 
for Two Fertility Scenarios: CERED Medium and High
 

POP55 : Population in five-year age groups 

REGION : Total PERIOD : 1987 

AGE5/ POPs5 (/10-3) 
BY SEX Female 	 male Total 

0-4 1816.000 1885.000 3701.000 
5-9 1487.000 1525.000 3012.000 

10-14 1424.000 1475.000 2899.000 
15-19 1243.000 1309.000 2552.000 
20-24 1120.000 1083.000 2203.000 
25-29 986.000 980.000 1966.000 
30-34 758.000 772.000 1530.000 
35-39 571.000 553.000 1124.000 
40-44 437.000 386.000 823.000 
45-49 473.000 384.000 857.000 
50-54 352.000 336.000 688.000 
55-59 355.000 315.000 670.000 
60-64 198.000 215.000 413.000 
65-69 220.000 209.000 429.000 
70-74 83.000 104.000 187.000 
75 + 158.000 158.000 316.000 

Total 11681.000 11689.000 23370.000 

AGE5/ POP5S(High) (/10A3)

BY SEX Female Male Total
 

0-4 1816.000 1885.000 3701.000
 
5-9 1487.000 1525.000 3012.000
 

10-14 1424.000 1475.000 2899.000
 
15-19 1243.000 1309.000 2552.000
 
20-24 1120.000 1083.000 2203.000
 
25-29 986.000 980.000 1966.000
 
30-34 758.000 772.000 1530.000
 
35-39 571.000 553.000 1124.000
 
40-44 437.000 386.000 823.000
 
45-49 473.000 384.000 857.000
 
50-54 352.000 336.000 688.000

55-59 355.000 315.000 670.000
 
60-64 198.000 215.000 413.000
 
65-69 220.000 209.000 429.000
 
70-74 83.000 104.000 187.000
 
75 + 158.000 158.000 316.000
 
Total 11681.000 11689.000 23370.000
 



----------------------------------------------

Table 2 (continued)
 

REGION : 

AGES,/ 
BY SEX 


0-4 

5-9 

10-14 

15-19 

20-24 

25-29 

30-34 

35-39 

40-44 

45-49 

50-54 

55-59 

60-64 

65-69 

70-74 

75 + 


Total 


AGES/ 
BY SEX 


0-4 

5-9 


10-14 

15-19 

20-24 

25-29 

30-34 

35-39 

40-44 

45-49 

50-54 

55-59 

60-64 

65-69 

70-74 

75 + 


Total 


Total PERIOD = 1992 

POPS5 
Female 

----------------------------------------­

(/10A3) 
Kale Total 

1959o045 

1790.469 

1478.333 

1415.102 

1231.437 

1106.943 

972.623 

745.811 

559.725 

425.821 

456.236 

334.192 

328.329 

175.051 

180.013 

135.941 


13295.070 


Female 


2027.989 3987.035 

1853.259 3643.728 
1514.428 2992.760 
1463.741 2878.843 
1293.132 2524.569 
1067.286 2174.230 
964.743 1937.366 
757.751 1503.562 
539.773 1099.498 
373.180 799.001 
365.540 821.776 
312.190 646.382 
281.883 610.212 
181.640 356.692 
161.343 341.356 
141.029 276.970 

13298.908 26593.977 

POPS5(High) (/10A3) 
Kale Total 

2050.184 

1790.469 

1478.333 

1415.102 

1231.437 

1106.943 

972.623 

745.811 

559.725 

425.821 

456.236 

334.192 

328.329 

175.051 

180.013 

135.941 


13386.208 


2122.336 4172.520
 
1853.259 3643.728
 
1514.428 2992.760
 
1463.741 2878.843
 
1293.132 2524.569
 
1067.286 2174.230
 
964.743 1937.366
 
757.751 1503.562
 
539.773 1099.498
 
373.180 799.001
 
365.540 821.776
 
312.190 646.382
 
281.883 610.212
 
181.640 356.692
 
161.343 341.356
 
141.029 276.970
 

13393.254 26779.463
 



-------------------------------------- 
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Table 2 (continued)
 

REGION : Total PERIOD : 1997
 

AGE5/ 
BY SEX 


0-4 

5-9 


10-14 

15-19 

20-24 

25-29 

30-34 

35-39 

40-44 

45-49 

50-54 

55-59 

60-64 

65-69 

70-74 

75 + 


Total 


AG2S/ 
BY SEX 


0-4 

5-9 


10-14 

15-19 

20-24 

25-29 

30-34 

35-39 

40-44 

45-49 

50-54 

55-59 

60-64 

65-69 

70-74 

75 + 


Total 


PoP55 (/1O^3) 
Female Male 
 Total
 

2040.437 

1936.389 

1781.608 

1470.393 

1403.592 

1218.786 

1093.639 

958.649 

732.451 

546.469 

411.647 

434.359 

310.229 

291.705 

144.138 

196.550 


14971.042 


Female 


-- --­2114.303 4154.740 
1999.232 3935.621 
1841.928 3623.536 
1504.056 2974.450 
1447.657 2851.250 
1276.212 2494.999 
1052.384 2146.024 
948.733 1907.382 
741.289 1473.740 
523.201 1069.671 
356.315 767.962 
340.840 775.199 
280.562 590.790 
239.430 531.134 
141.159 285.297 
173.189 369.739 

14980.492 29951.534 

P0P55(High) (/10^3) 
Male Total 

2285.246 

2026.473 

1781.608 

1470.393 

1403.592 

1218.786 

1093.639 

958.649 

732.451 

546.469 

411.647 

434.359 

310.229 

291.705 

144.138 

196.550 


15305.936 


2367.174 4653.219
 
2092.241 4118.714
 
1841.928 3623.536
 
1504.056 2974.450
 
1447.657 2851.250
 
1276.212 2494.999
 
1052.384 2146.024
 
948.733 1907.382
 
741.289 1473.740
 
523.201 1069.671
 
356.315 767.962
 
340.840 775.199
 
280.562 590.790
 
239.430 531.134
 
141.159 285.297
 
173.189 369.739
 

15327.171 30633.106
 



Table 2 (continued) 

REGION : Total PERIOD : 2002 

AGES/ 
BY SEX Female 

POPSS (/10A3) 
Male Total 

--------------------- ----------- -----­
0-4 2057.315 2133.754 4191.069 
5-9 2021.711 2089.700 4111.410 

10-14 1928.455 1988.597 3917.052 
15-19 1773.556 1830.721 3604.277 
20-24 1460.097 1489.189 2949.286 
25-29 1391.053 1430.722 2821.775 
30-34 1205.968 1260.384 2466.352 
35-39 1079.750 1036.825 2116.575 
40-44 943.192 930.151 1873.343 
45-49 716.471 720.353 1436.824 
50-54 529.440 501.039 1030.480 
55-59 392.984 333.397 726.380 
60-64 404.688 307.600 712.288 
65-69 276.967 239.577 516.544 
70-74 241.696 187.298 428.994 
75 + 201.684 175.869 377.553 

Total 16625.027 16655.175 33280.202 

AGE5/ 
BY SEX Female 

POP5S(High) (/10A3) 
Kale Total 

w------------------------------­

0-4 2492.717 2585.333 5078.050 
5-9 2264.272 2340.419 4604.691 

10-14 2018.171 2081.111 4099.282 
15-19 1773.556 1830.721 3604.277 
20-24 1460.097 1489.189 2949.286 
25-29 1391.053 1430.722 2821.775 
30-34 1205.968 1260.384 2466.352 
35-39 1079.750 1036.825 2116.575 
40-44 943.192 930.151 1873.343 
45-49 716.471 720.353 1436.824 
50-54 529.440 501.039 1030.480 
55-59 392.984 333.397 726.380 
60-64 404.688 307.600 712.288 
65-69 276.967 239.577 516.544 
70-74 241.696 187.298 428.994 
75 + 201.684 175.869 377.553 

Total 17392.706 17449.987 34842.692 



---------------------------------------

Table 2 (continued)
 

REGION : Total PERIOD : 2007
 

AGZ5/ 

BY SEX 


0-4 

5-9 


10-14 

15-19 

20-24 

25-29 

30-34 

35-39 

40-44 

45-49 

50-54 

55-59 

60-64 

65-69 

70-74 

75 + 


Total 


AGZ5/ 
BY SEX 


0-4 

5-9 


10-14 

15-19 

20-24 

25-29 

30-34 

35-39 

40-44 

45-49 

50-54 

55-59 

60-64 

65-69 

70-74 

75 + 


Total 


POP55 (/10A3)
 
Female Male Total
 

2017.475 

2042.556 

2014.944 

1921.275 

1763.203 

1449.069 

1378.580 

1192.714 

1064.288 

924.397 

695.697 

506.858 

367.515 

363.123 

231.003 

277.769 


18210.464 


Female 


2094.916 4112.392 
2113.639 4156.194 
2080.115 4095.059 
1977.937 3899.212 
1814.637 3577.841 
1473.800 2922.869 
1415.100 2793.680 
1243.905 2436.619 
1018.603 2082.891 
906.045 1830.442 
691.807 1387.503 
470.425 977.283 
302.182 669.696 
264.122 627.245 
188.727 419.730 
210.436 488.205 

18266.396 36476.860 

POP5S(High) (/10A3) 
Male Total 

--------- m---------m---------m--------------­
2691.845 

2474.834 

2256.693 

2010.657 

1763.203 

1449.069 

1378.580 

1192.714 

1064.288 

924.397 

695.697 

506.858 

367.515 

363.123 

231.003 

277.769 


19648.244 


2795.172 5487.016
 
2560.961 5035.794
 
2329.684 4586.377
 
2069.955 4080.611
 
1814.637 3577.841
 
1473.800 2922.869
 
1415.100 2793.680
 
1243.905 2436.619
 
1018.603 2082.891
 
906.045 1830.442
 
691.807 1387.503
 
470.425 977.283
 
302.182 669.696
 
264.122 627.245
 
188.727 419.730
 
210.436 488.205
 

19755.560 39403.803
 



--------------------------------------------------

Table 3: Primary Education Projections for Two Population Scenarios
 

TOTENROL : Total'enrolment (all grades)
TOTTEACH : Total number of teachers 
CLASSES : Number of Classes 
ROOKS : Number of Classrooms 
NEWROOKS : New Classrooms Required 
CURRENT : Total Recurrent Costs 
CAPITAL : Total Capital Costs 
TOTCOST : Total Cooit (Recurrent + Capital) 

PERIOD/ TOTENROL TOTENROL(High) TO!. LEACH 
(/10A3) (/10A3) 

1987 2855.198 2855.198 78763
 

2006 5221.198 5919.616 144033
 
2007 5294.046 6093.919 146043
 

1988 2957.196 2957.196 81578
 
1989 3068.746 3068.746 84655
 
1990 3195.639 3195.639 88156
 
1991 3341.279 3341.279 92173
 
1992 3503.029 3503.029 96635
 
1993 3674.517 3674.517 101366
 
1994 3847.317 3850.002 106133
 
1995 4007.265 4024.567 110545
 
1996 4155.352 4195.795 114630
 
1997 4291.952 4364.096 118399
 
1998 4420.432 4532.218 121943
 
1999 4542.161 4701.575 125301
 
2000 4657.689 4872.777 128488
 
2001 4766.677 5045.425 131495
 
2002 4868.712 5218.710 134309
 
2003 4965.828 5393.897 136988
 
2004 5057.186 5569.643 139509
 
2005 5142.301 5744.967 141857
 



--------------------------------------------------------------------

Table 3 (continued) 

PERIOD/ 

1987 

1988 

1989 

1990 

1991 

1992 

1993 

1994 

1995 

1996 

1997 

1998 

1999 

2000 

2001 

2002 

2003 

2004 

2005 

2006 

2007 


PERIOD/ 

1987 

1988 

1989 

1990 

1991 

1992 

1993 

1994 

1995 

1996 

1997 

1998 

1999 

2000 

2001 

2002 

2003 

2004 

2005 

2006 

2007 


TOTTEACH (High) CLASSES CLASSES (High) ROOKS 

78763 69066 69066 51727 
81578 71534 71534 53575 
84655 74232 74232 55596 
88156 77301 77301 57895 
92173 80824 80824 60534 
96635 84737 84737 63464 
101366 88885 88885 66571 
106207 93065 93130 69701 
111023 96934 97353 72599 
115746 100517 101495 75282 
120389 103821 105566 77757 
125027 106929 109633 80084 
129699 109873 113729 82290 
134421 112668 117871 84383 
139184 115304 122047 86357 
143964 117772 126239 88206 
148797 120122 130476 89965 
153645 122332 134728 91620 
158482 124390 138969 93162 
163300 126299 143193 94592 
168108 128061 147410 95912 

ROOMS(High) NEWROONS NEWROONS(High) CU
(dirham/10E 

1871 2027.9e
 
53575 2107 2107 

51727 1871 


2118.04
 
2289 2216.17
 

57895 2577 

55596 2289 


2577 2326.74
 
60534 
 2928 2928 2452.58
 
63464 3233 
 3233 2592.18
 
66571 3424 3424 2741.22
 
69750 
 3381 3512 2893.74
 
72913 3246 
 3511 3039.11
 
76015 3046 3467 
 3177.85
 
79064 2851 
 3429 	 3310.00
 

3437.91
82110 2716 	 3441 

85178 
 2606 	 3479 3562.49
 

3528 3684.05
88279 2504 

91407 2396 	 3569 
 3802.23
 

2280 3596 3916.59
 
97721 2200 

94547 


3647 	 4028.64
 
4137.62
100905 	 2105 3673 


2000 3681 4243.04
104081 

3685 4344.83
107245 1895 


110403 1793 3694 
 4443.01
 



Table 3 (continued)
 

PERIOD/ 


1987 

1988 

1989 

1990 

1991 

1992 

1993 

1994 

1995 

1996 

1997 

1998 

1999 

2000 

2001 

2002 

2003 

2004 

2005 

2006 

2007 


PERIOD/ 


1987 

1988 

1989 

1990 

1991 

1992 

1993 

1994 

1995 

1996 

1997 

1998 

1999 

2000 

2001 

2002 

2003 

2004 

2005 

2006 

2007 


CURRENT(High) 

(dirhaO/10A6) 


2027.981 

2116.049 

2216.170 

2326.746 

2452.584 

2592.182 

2741.223 

2895.678 

3051.973 

3208.276 

3364.841 

3523.719 

3686.023 

3852.286 

4022.270 

4195.402 

4372.738 

4553.277 

4736.275 

4921.550 

5109.392 


TOTCOST 

(Dirham/10^6) 


2362.478 

2494.694 

2625.411 

2787.493 

2976.112 

3170.254 

3353.462 

3498.357 

3619.542 

3722.452 

3819.793 

3923.619 

4028.409 

4131.851 

4230.719 

4324.325 

4422.084 

4513.984 

4600.671 

4683.694 

4763.550 


CAPITAL 

(dirha/106) 


334.497 

376.645 

409.241 

460.747 

523.528 

578.073 

612.239 

604.611 

580.432 

544.601 

509.788 

485.701 

465.913 

447.794 

428.482 

407.727 

393.443 

376.364 

357.623 

338.858 

320.540 


TOTCOST(High)
 
(Dirhan/10-6)
 

2362.478
 
2494.694
 
2625.411
 
2787.493
 
2976.112
 
3170.254
 
3353.462
 
3523.640
 
3679.798
 
3828.116
 
3977.977
 
4135.999
 
4308.026
 
4483.008
 
4660.451
 
4838.441
 
5024.745
 
5209.933
 
5394.410
 
5580.340
 
5769.886
 

CAPITAL(High)
 
(dirha/10A6) 

334.497
 
376.645
 
409.241
 
460.747
 
523.528
 
578.073
 
612.239
 
627.96?
 
627.825
 
619.840
 
613.136
 
615.280
 
622.003
 
630.722
 
638.181
 
643.039
 
652.008
 
656.655
 
658.135
 
658.790
 
660.494
 



------------------------------------------

Table 4: Projected health sector costs for tvo fertility scenarios 

DOCS 
BEDS 
CENTERS 
DISPENS 
CURRENT 
CAPITAL 
TOTCOST 

PERIOD/ 

1987 

1988 

1989 

1990 

1991 

1992 

1993 

1994 

1995 

1996 

1997 

1998 

1999 

2000 

2001 

2002 

2003 

2004 

2005 

2006 

2007 


: Number of public doctors (projected) 
: Number of hospital beds (projected) 
: Number of health cantors (projected) 
: Number of dispensaries (projected) 
: Recurrent health costs (projected) 
: Health capital costs (projected) 
: Total Health Expenditures (Current+Cap.) 

DOCS DOCS (High) BEDS 

1643.492 1643.492 

1731.366 1732.256 

1828.185 1830.981 

1929.084 1934.831 

2034.171 2043.951 

2142.323 2157.266 

2261.214 2282.941 

2388.619 2418.658 

2525.554 2565.471 

2673.358 2724.752 

2833.906 2898.394 

2999.505 3081.027 

3179.663 3280.843 

3374.712 3498.468 

3586.273 3735.865 

3814.625 3993.720 

4056.883 4271.476 

4324.399 4580.447 

4618.576 4922.872 

4943.146 5303.496 

5302.064 5727.507 


31347.493
 
33023.440
 
34868.335
 
36790.741
 
38792.680
 
40852.707
 
43117.070
 
45543.324
 
48150.692
 
50964.655
 
54020.803
 
57172.362
 
60600.432
 
64311.139
 
68335.110
 
72677.420
 
77282.739
 
82366.914
 
87956.116
 
94120.755
 
100935.201
 

j 



Table 4 (continued)
 

PERIOD/ 

1987 

1988 

1989 

1990 

1991 

1992 

1993 

1994 

1995 

1996 

1997 

1998 

1999 

2000 

2001 

2002 

2003 

2004 

2005 

2006 

2007 


PERIOD/ 


1987 


1988 

1989 

1990 

1991 

1992 

1993 

1994 

1995 

1996 

1997 

1998 

1999 

2000 

2001 

2002 

2003 

2004 

2005 

2006 

2007 


BEDS (High) 

31347.493 

33040.420 

34921.658 

36900.335 

38979.184 

41137.643 

43531.375 

46116.071 

48911.730 

51944.418 

55250.092 

58726.224 

62528.804 

66669.521 

71185.528 

76089.592 

81370.677 

87243.866 

93751.138 

100982.051 

109034.351 


DISPENS 


1302.515 


1349.172 

1399.824 

1450.421 

1500.781 

1549.816 

1602.724 

1657.372 

1713.933 

1772.717 

1834.267 

1892.939 

1954.140 

2017.129 

2081.851 

2147.341 

2210.839 

2277.242 

2345.496 

2415.499 

2486.870 


CENTERS CENTERS (High) 

378.769 378.769
 
394.693 394.896
 
412.030 412.660
 
429.616 430.896
 
447.410 449.561
 
465.096 468.340
 
484.252 488.905
 
504.268 510.610
 
525.227 533.529
 
547.256 557.776
 
570.559 583.542
 
593.410 609.538
 
617.521 637.171
 
642.701 666.270
 
668.978 696.882
 
696.083 728.764
 
723.156 761.408
 
751.834 796.350
 
781.832 833.343
 
813.180 872.460
 
845.816 913.685
 

DISPENS(High) CURRENT 
(Dirhau/106)
 

1302.515 1293.000
 

1349.865 1422.341
 
1401.964 1564.090
 
1454.742 1710.731
 
1507.997 1862.297
 
1560.625 2016.893
 
1618.124 2186.281
 
1678.214 2366.731
 
1741.023 2559.529
 
1806.797 2766.418
 
1876.007 2989.891
 
1944.386 3217.893
 
2016.323 3464.472
 
2091.100 3729.615
 
2168.689 4015.180
 
2248.157 4320.957
 
2327.783 4642.030
 
2412.078 4994.336
 
2500.030 5378.899
 
2591.586 5799.976
 
2686.419 6261.901
 



------------------------------

TAble 4 (continued)
 

PERIOD/ 


1987 

1988 

1989 

1990 

1991 

1992 

1993 

1994 

1995 

1996 

1997 

1998 

1999 

2000 

2001 

2002 

2003 

2004 

2005 

2006 

2007 


PERIOD/ 

1987 

1988 

1989 

1990 

1991 

1992 

1993 

1994 

1995 

1996 

1997 

1998 

1999 

2000 

2001 

2002 

2003 

2004 

2005 

2006 

2007 


CURRENT (High) CAPITAL CAPITAL(High)
 
(Dirhau/10^6) (Dirhau/10^6) (Dirham/10A6)
 
-----------;------------;-------------------- ­

1293.000 

1423.750 

1568.498 

1719.756 

1877.591 

2040.158 

2219.961 

2413.081 

2620.828 

2844.954 

3087.940 

3341.194 

3616.682 

3914.749 

4237.675 

4585.743 

4957.336 

5368.140 

5820.182 

6318.929 

6870.188 


TOTCOST 
(Dirhau/10A6) 

400.000 400.000 
407.532 410.346 
429.968 435.918 
436.645 445.743 
443.135 455.410 
445.647 461.146 
470.895 491.012 
488.321 512.616 
507.736 536.183 
529.937 562.471 
556.252 592.764 
558.865 605.857 
587.619 640.940 
615.418 675.594 
645.701 713.345 
674.471 750.301 
692.986 782.851 
739.597 842.666 
786.274 903.978 
838.660 972.723 
896.506 1049.019 

TOTCOST(High) 
(Dirhan/10-6) 

1693.000 

1829.873 

1994.058 

2147.376 

2305.432 

2462.540 

2657.176 

2855.053 

3067.265 

3296.355 

3546.143 

3776.757 

4052.091 

4345.033 

4660.881 

4995.428 

5335.017 

5733.933 

6165.173 

6638.635 

7158.407 


1693.000
 
1834.096
 
2004.417
 
2165.499
 
2333.001
 
2501.305
 
2710.973
 
2925.697
 
3157.011
 
3407.426
 
3680.704
 
3947.052
 
4257.623
 
4590.343
 
4951.020
 
5336.045
 
5740.187
 
6210.805
 
6724.161
 
7291.653
 
7910.207
 



Table 5: Public Users, Supply and Cost by 
for Two Fertility Scenarios 

UTILPUB : Public Users by Method 
APPRVPUB : 
COUTPUB : 

Public Supply by Method 
Public Cost by Method 

METHOD: Pill 

PERIOD/ UTILPUB UTI (High)LPUB 
(/10-3) (/10A3) 

1987 596.955 596.955 
1988 644.911 628.213 
1989 694.696 660.208 
1990 746.759 693.379 
1991 801.696 728.333 
1992 859.873 765.455 
1993 921.107 804.618 
1994 985.410 845.831 
1995 1052.363 888.660 
1996 1121.426 932.518 
1997 1192.238 977.000 
1998 1264.321 1021.678 
1999 1338.162 1067.013 
2000 1413.966 1113.185 
2001 1492.063 1160.488 
2002 1572.697 1209.150 
2003 1655.554 1258.936 
2004 1740.991 1310.207 
2005 1828.819 1362.890 
2006 1918.750 1416.862 
2007 2010.556 1472.068 

(Modern) -Method 

APPRVPU5 APPRVPUB (High) 
(/10-3) (/10^3) 

7760.409 7760.409 
8383.847 8166.773 
9031.049 8582.708 
9707.561 9013.932 

10422.048 9468.332 
11178.350 9950.917 
11974.388 10460.029 
12810.329 10995.806 
13680.722 11552.584 
14578.534 12122.735 
15499.091 12701.003 
16436.178 13281.817 
17396.105 13871.172 
18381.558 14471.409 
19396.823 15086.346 
20445.059 15718.948 
21522.203 16366.170 
22632.882 17032.691 
23774.648 17717.575 
24943.752 18419.206 
26137.228 19136.883 



-----------------

---------------------------------------------------------

Table 5 (continued) 

PERIOD/ COUTPUB COUTP!1D (High)
 
(Dirhau/10^6) (Dirham/tOAG)
 

1987 65.324 65.324
 
1988 70.572 68.745
 
1989 76.020 72.246
 
1990 61.717 75.876
 
1991 87.729 79.701
 
1992 94.095 83.763
 
1993 100.796 8.048
 
1994 107.832 92.558
 
1995 115.159 97.245
 
1996 122.716 102.044
 
1997 130.465 106.912
 
1998 138.353 111.801
 
1999 146.433 116.762
 
2000 154.729 121.815
 
2001 163.275 126.991
 
2002 172.098 132.316
 
2003 181.165 137.764
 
2004 190.515 143.374
 
2005 200.125 149.139
 
2006 209.967 155.046
 
2007 220.013 161.087
 

(EMTHOD: ZUD 

PERIOD/ UTILPUB UTILPUS(High) APPRVPUB APPRVPUB(High)

(/10A3) (/10A3) (/10A3) (/10-3) 

1987 76.786 76.786 11.518 11.518

1988 82.783 80.773 
 17.964 15.803
1989 89.031 84.872 
 19.134 16.523
1990 95.591 89.141 
 20.406 17.320
1991 102.540 93.659 21.808 
 18.228

1992 109.922 98.473 
 23.317 19.224

1993 117.713 103.565 24.864 
 20.245
1994 125.913 108.936 26.472 
 21.308

1995 134.458 114.S20 
 28.073 22.344
1996 143.267 120.234 29.638 
 23.320
1997 152.282 126.017 
 31.182 24.252
1998 161.431 131.805 
 32.677 25.124

1999 170.777 137.658 
 34.262 26.063
2000 180.353 143.606 
 35.911 27.043
2001 190.213 149.694 
 37.652 28.086
2002 200.396 155.957 
 39.479 29.186
2003 210.869 162.366 
 41.317 30.283

2004 221.676 168.967 43.248 
 31.451
2005 232.769 175.728 45.177 
 32.613
2006 244.074 182.603 
 47.068 33.749

2007 255.536 189.562 
 48.933 34.872
 



------------------------------------------------------------

Table 5 (continued) 

PERIOD/ COUTFUI COUTPUB (High) 
(Dirhan/lO6) (Dirham/10A6) 

1987 0.664 0.664
 

1988 1.035 0:911
 
1989 1.103 0.952
 

1990 1.176 0.998
 

1991 1.257 1.050
 

1992 1.344 1.108
 

1993 1.433 1.167
 

1994 1.525 1.228
 

1995 1.618 1.288
 

1996 1.708 1.344
 

1997 1.797 1.397
 

1998 1.883 1.448
 

1999 1.974 1.502
 

2000 2.069 1.558
 

2001 2.170 1.618
 

2002 2.275 1.682
 

2003 2.381 1.745
 

2004 2.492 1.612
 

2005 2.603 1.879
 

2006 2.712 1.945
 

2007 2.820 2.009
 

METHOD: Sterilitsaton
 

APPRV'U.B APPRVPUB(High)UTILPUS UTIIPUB(High)PERIOD/ 
(/10-3) (/10^3) (/10-3) 

2.446 

6.004 

6.218 

6.461 

6.780 

7.172 

7.593 

8.059 

8.491 

8.850 

9.144 
9.352 
9.614 
9.924 

10.319 

10.782 

11.255 

11.777 

12.198 

12.449 

12.568 


1987 51.528 

1988 55.048 

1989 58.785 

1990 62.785 

1991 67.102 

1992 71.761 

1993 76.738 

1994 $2.031 

1995 87.570 

1996 93.262 

1997 99.039 
1998 104.816 
1999 110.643 
2000 116.557 
2001 122.629 
2002 128.909 
2003 135.391 
2004 142.109 

2005 148.955 

2006 155.772 

2007 162.446 

51.528 

54.102 

56.806 

59.678 

62.773 

66.120 

69.697 

73.501 

77.472 

81.518 

85.579 
89.581 
93.575 
97.592 

101.688 

105.900 

110.216 

114.663 

119.155 

123.569 

127.823 


(/10^3) 

2.446
 
5.041
 
5.149
 
5.282
 
5.488
 
5.769
 
6.081
 
6.436
 
6.760
 
7.014
 
7.207 
7.325 
7.496 
7.706
 
7.984
 
8.314
 
8.646
 
9.018
 
9.306
 
9.460
 
9.511
 



---------------------

Table 5 (continued)
 

PERIOD/ COUTPUD 

(Dirhan/10^6) 


1987 0.611 

1988 1.501 

1989 1.554 

1990 1.615 

1991 1.695 

1992 1.793 

1993 1.898 

1994 2.015 

1995 2.123 

1996 2.212 

1997 2.286 

1998 2.338 

1999 2.404 

2000 2.481 

2001 2.580 

2002 2.695 

2003 2.814 

2004 2.944 

2005 3.049 

2006 3.112 

2007 3.142 


METHOD: Other Modern Methods 

PERIOD/ UTILPUB 
(/10A3) 

COUTPUB(High) 
(Dirhau/10A6) 

0.611 
1.260 
1.287 
1.320 
1.372 
1.442 
1.520 
1.609 
1.690 
1.753 
1.802 
1.831 
1.874 
1.926 
1.996 
2.079 
2.162 
2.254 
2.327 
2.365 
2.378 

UTILPUB(High) APPRVPUB APPRVPUB(High) 
(/10A3) (/10^3) (/10-3) 

--------------------------------------------------------------­
1987 20.864 20.864 2086.401 2086.401 
1988 22.383 21.925 2238.272 2192.505 
1989 23.980 23.028 2398.033 2302.838 
1990 25.674 24.190 2567.442 2419.010 
1991 27.486 25.432 2748.643 2543.161 
1992 29.428 26.765 2942.767 2676.513 
1993 31.489 28.184 314C.245 2818.302 
1994 33.671 29.687 3367.140 2968.742 
1995 35.950 31.254 3595.027 3125.358 
1996 38.296 32.853 3829.563 3285.272 
1997 40.685 34.463 4068.528 3446.346 
1998 43.092 36.062 4309.166 3606.208 
1999 45.533 37.667 4553.336 3766.699 
2000 48.023 39.289 4802.287 3928.875 
2001 50.582 40.945 5058.237 4094.532 
2002 53.228 42.649 5322.768 4264.899 
2003 55.953 44.394 5595.349 4439.372 
2004 58.773 46.191 5877.258 4619.112 
2005 61.656 48.018 6165.553 4801.837 
2006 64.558 49.843 6455.817 4984.254 
2007 67.449 51.642 6744.910 5164.210 



Table 6: Contraceptive Prevalence (Modern Methods)
 
and Program Cost for Two Fertility Scenarios
 

PREVLNCE : Contraceptive Prevalence
 
TOTCOST : Total Public Cost
 

PERIOD/ PREVLNCE PREVLNCE (High) TOTCOST TOTCOST (High
 
(Dirhaa/10^6) (Dirham/106
 

0--------------------------------------------­
1987 0.286 0.286 73.624 73.62 

1988 0.299 0.292 80.645 78.29 
1989 0.312 0.297 86.751 82.23 
1990 0.325 0.303 93.153 86.33 
1991 0.339 0.309 99.935 90.68 
1992 0.352 0.314 107.140 95.32 
1993 0.364 0.320 114.729 100.22 
1994 0.377 0.325 122.710 105.39 
1995 0.389 0.331 131.004 110.74 
1996 0.402 0.336 139.531 116.20 
1997 0.414 0.341 148.247 121.71 
1998 0.426 0.346 157.084 127.22 
1999 0.437 0.351 166.143 132.82 
2000 0.449 0.356 175.449 138.52 
2001 0.461 0.361 185.056 144.39 
2002 0.473 0.366 194.991 150.43 
2003 0.484 0.371 205.200 156.61 
2004 0.496 0.376 215.740 162.99 
2005 0.508 0.381 226.538 169.51 
2006 0.519 0.386 237.528 .76.13 
2007 0.531 0.391 248.685 182.86 
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SECTOR FINANCIAL ANALYSIS
 

The financial analysis reviews recent budgetary trends affecting the public
 

health sector and the implications these have for renewed efforts in the 
area
 

of cost recovery. In this context, public finance issues are outlined and
 

integral part of the policy dialogue agenda conducted under the
will be an 

The analysis also highlights potential complementarities arising
project. 


from alternative health care delivery system and private health 
insurance.
 

The recurrent cost burden of this project is analyzed in terms of project
 
The demand for
sustainability after AID funding ceases in 199S. 


contraceptives and the adequacy of public sector supplies is 
analyzed to
 

The conformance of
 
assure that the contraceptive prevalence target 

can met. 


recurrent cost financing by the project to the AID Recurrent Cost 
Policy Paper
 

Finally, the financial management competence of the HOPH is
is examined. 

discussed.
 

1. Recent Budtetary Trends
 

The public sector dominates the provision of health care in Morocco 
with
 

its services. In
 
approximately eighty percent of the population depending on 


terms of the public sector health budget, the HOPH Is responsible for more
 
Alarmingly,


than 90 percent of expenditures financed by government revenues. 


when inflation and population growth are taken into account, 
the HOPH budget
 

recent years. Noreover, the
 
has been declining in real per capita terms in 


relative distribution of expenditures within this limited budget 
have
 

Thus the preventive
continued to favor curative urban-based health care. 


health care share of the NOPH budget shown in Table I has declinad 
in relative
 

terms from 7.6 percent in 1980 to 5.7 percent by 1987. Furthermore, fiscal
 

austerity measures have led to curtailment of the investment budget 
and a
 

This has had serious implications
recurrent costs expenditures.
cut-back in 

for both program coverage and quality of services provided under 

the public
 

health care system.
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Table I 

PUBLIC EXPENDITURES ON HEALTH IN MOROCCO
 
1980-1984-1987
 

(DH,O00)
 

Thousands of DHS 1980 1984 1987 Average Annual Rate of Increase
 

Amount 2 Amount 2 Amount 2 80-84 84-87 
-

80-87 

Hospital Care 414.4 55.2 604.4 56.2 816.8 57.3 9.9 10.6 10.2.
 
Ambulatory Care 173.5 23.1 267.5 24.9 315.6 22.1 11.4 5.7 8.9
 

Total Medical Care 587.9 78.3 871.9 81.1 1,132.4 79.4 10.4 9.1 9.8
 

Environmental/
 
Health Prevention/ 56.7 7.6 70.0 6.5 82.0 5.8 5.4 5.4 5.4
 
Sanitation
 

Medical Education* 27.1 3.6 20.1 1.9 54.9 3.8 -7.2 39.7 10.6
 

Administration 78.6 10.5 112.7 10.5 157.1 11.0 9.4 11.7 10.4
 

Total 750.3 100.0 1,074.8 100.0 1,426.3 100.0 9.4 9.9 9.6
 

Major sources of expenditures: Min. of Public Health, Min. of Defense,
 
Min. of Interior (Local Collectives), Min. of Social Affairs, and Min.
 
of Agriculture. Ministry of Public Health In responsible for 902 of
 
public health care system.
 

The entry does not Include the volume of treatments given by teaching physicians in the CHU (18.5 million
 
DHS In 1980; 24.8 million DHS In 1984; and 29.8 million DHS In 1987). These expenditures were Included
 
under the heading, personnel costs for hospital care.
 



Table II, presents detailed time-series expenditure data, Showing trends 
in 

MOPH recurrent and total budget (recurrent plus investmnt)- for the years 1980 
to 1986. The data are given in both nominal and real torms, and are also 

Between
 
converted to a per capita basis based on estimated system 

coverage. 


1982-1986, the population of Morocco increased from 20.4 to 22.7 million, 
or
 

Although HOPH recurrent and total expenditures steadily
11.3 percent. 
increased in nominal terms throughout the first half of the 1980s, they 

declined, in real terns, by 23.1 end 19.4 percent respectively. In last two
 

columns of table II these real expenditures are calculated on a 
per capita
 

basis, using the total Moroccan population as the denominator. The data show
 

that real per capita recurrent expenditures by the HOPE 
were 30.3 DR in 1982,
 

and had fallen to 21.0 DR by 1986, the last year for 
which NOPE data were
 

likewise, real per capita total expenditures by the 
HOPE fell from
 

available; 

41.6 DH in 1982 to 30.1 DR in 1986. The respective parcentage changes in
 

these numbers were a minus 30.7 percent and a 
minus 27.6 percent.
 

It can be argued that these government per capita 
data do not present a
 

realistic picture, because, at the same time that HOPH real expenditures were
 

declining, the demand for services in HOPE facilities was declining, due to:
 

health insurance and the building of the affiliated
 (1) the spread of CNOPS 
mutuelles clinics for government employees; (2) 

the building of 12 CUSS 

multi-purpose clinics that could be used by anyone 
willing to pay their fees,
 

and (3) to growth in other forms of private health 
insurance and in health
 

This argument is legitimate, and with what data
 in the private sector. 


available, another set qf per capita calculations 
were made and put into
care 


were 

Table II 
in the parentheses in columns 1, 6 

and 7 to take into account the
 

population actually served by the MOPE and excluding 
the estimated 4.9 million
 

people using health services delivered outside the 
NOPH.
 

Thus there were 17.2 million beneficiaries in 
198S dependent solely on the
 

MOPH for health care services. If this number Is taken as the base in
 

calculating per capita expenditures, then for 1985 
the expenditure was 29 DR
 

and 34,5 DR for recurrent and total budget respectively. 
Comparing 1985 data
 

with 1982 data (shown in the parentheses in Table II) the drop appears less
 

Thus even adjusting expenditure data for those 
who are wholly


precipitous. 

dependent on HOPH facilities, the per capita 

expenditure continues to show a
 

This raises the issue of relative priorities
decline albeit more gradual. 

budget and the relative cost-effectiveness of individual
 within the MOPE 

public health care programs. 
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Table II
 

BUDGET OF HOPH
 
(millions of DH)
 

Year Population 
in millions 
(coverage) 

Recurrent 
Budget 
(nominal) 

Total Recurrent 
Budget Budget 
(nominal) (real) 

Total 
Budeet 
(real) 

Budget 
(real) 
per cap 

Budet 
(real) 
per cap 

1980 701.2 938.9 630.2 759.5 

1981 803.1 1,103.1 613.S 821.5 

1982 20.4 
(18.8) 

904.6 1,149.2 618.4 849.4 30.3 
(32.9) 

41.6 
(45.2) 

1983 20.9 914.2 1,053.S 640.6 813.6 30.7 38.9 

1984 21.5 985.1 1,171.1 533.0 614.2 24.8 28.6 

1985 22.1 
(17.2) 

1,137.9 1,637.9 498.5 592.6 22.6 
(29.0) 

26.8 
(34.S) 

1986 22.7 47S.6 684.4 21.0 30.1 

% change 

82-86 +11.3 -23.1 -19.4 -30.7 
-(11.9) 

-27.6 
-(23.7) 

82-85 

Recurrent Total
 

laroc entre les Contraintes
 
Ahmed El Hariti, "Le Syst&me de Sant6 au 
SOURCE: 

Financi6res et leg 1zigencel Socialeg," 1988
 

Centre d'Etudes et de Recherchel D6mographiques.
 

"Analyses et Tendances... *, 1986, p. 207
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The most fundamental option available to the ROPH is to reallocate its budget
 

to increase Its Investments in health prevention and promotion activities by
 

shifting resources away from curative care provision. First, this concept of
 

"ohifting" resources within the NOPH budget Is a practical one, given the
 

unlikelihood that additional budgetary resources will become available for
 

in health prevention and promotion activities. Second, it is an
investment 

efficiency-enhancing option since it Improves the overall cost-effectiveness
 

of the HOPH budget (comparing investment returns between preventive and
 

curative care). Third, from a public finance point-of-view, health prevention
 
"public goods, that Is, difficult if not
and promotion are referred to as 


impossible to price in the market (since their benefits are not easily
 
Because of this
excluded from persons who do not pay a price for them). 


feature, the government Is the most efficient, if not the only possible
 

provider of these services. Finally, and directly related to the Project, the
 

NOPH has been working with AID and other health donors over the last decade 
to
 

develop and refine its primary health care/health prevention strategy and
 

It is therefore well prepared to direct increased investments into
 program. 

these activities in the 1990s.
 

Operationally this means first, the so-called "divestiture" of certain
 

population groups from the HOPH rolls, by fact of their use of private clinics
 

and/or insured status. This could occur officially, as part of a new policy
 

to target HOPH subsidies to poorer population groups, both urban and rural.
 

are being used to provide essentially "back
As it is now, scarce NOPH funds 

up" services to population groups that can afford to and actually prefer to
 

use alternative services. Secondly, end necessarily linked to resource
 
The future
reallocation, is the future of the evolving role of the NOPH. 


evolution whereby NOPH gradually "divests" itself (officially) of its role as
 

a universal provider and financier of health services and Instead becomes a
 

guarantor of access to services by the population, regardless of ability to
 

pay, a regulator of health services quality, in both the public and private
 

sectors, and a financier and stimulator of demand for public goods that are
 

relevant to the epidemiological trends of the modernized industrial sectors of
 

Morocco.
 

2. Cost Recovery and Private "Providers"
 

In light of the above budgetary realities, there is a need to improve public
 

health system efficiency and cost recovery from those who can afford to pay.
 
a
The identification and estimation of the costs of providing services is 


prerequisite to the establishment of fees which are related to actual costs
 

through a social pricing formula. In addition, there needs to be a regular
 

adjustment of fees to reflect inflation and improvements in medical
 

technology. Finally, the institution must adopt en efficient fee collection
 

system with a formula for determining how such of collected fees remain with
 

the institution and how much are redistributed through the system. The
 

application of cost accounting will help identify cost saving opportunities
 

internally as well as stimulate market entry by private providers of both
 

health (are and financing e.g. health insurance. The greater the cost
 

recovery effort within the public health system, the stronger the inducement
 

will bei for private health providers to enter the "health care market" and
 

service. specific market sogments. The more competitive cost structure of
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before full public sector cost
 private providers may permit market entry even 
creation of market opportunities for the private
 recovery is attained. The 

sector through the pricing mechanism is an important operational approach 

which this project will support through policy dialogue, design and 

installation of cost accounting methodologics, reform 
implementation studies 

and pilot efforts.
 

3. Cost Recovery in the Public Sector
 

Cost recovery in the health-care sector refers to charging 
prices for medical
 

goods and services that have often, in the past, been 
provided free-of-charge
 

in government health-care facilities. Many professionals in the health care
 

field have balked at the thought of this practice, 
because one of the major
 

But, these same
 
purposes of public facilities is to serve the poor. 


professionals have now come to realize that cost 
recovery can achieve a
 

One
 
multiplicity of desirable objectives, if it is 

carefully designed. 


objective of cost recovery can be to raise additional 
financial resources for
 

the public health care system. 3owever, people who can afford to pay for
 
if its quality is
 

health care will usually only pay for the public 
health care 


Within 

this kind of economic context of pricing and quality change, charging nominal 

prices, or even higher than nominal prices, only 
to the public sector 

superior to that provided by the private sector at comparable prices. 

clientele who can afford to pay the prices, provides 
additional revenues with
 

v'hich to improve the quality of care for all of the 
public sector.
 

Moreover, jnversely-graduated cost recovery can also provide 
the price signals
 

within the health care system that could also lead 
to a more rational use of
 

the total system through referrals, and that could 
mean greater levels of
 

For example, it has often been observed in many developing

quality of care. 

countries that people bypass lower-level facilities 

in order to go to higher
 

levels for treatment that could have more appropriately 
been given at the
 

Reasons for this kind of behavior include the desire
 lower-level facilities. 

for specialist services and for a better quality of care, because lower-level
 

a price structure were to
 
facilities often do not have drugs and supplies. 

If 


be implemented that would charge relatively higher 
fees at the tertiary level
 

no fees at the primary level, then many people
of the system, and very low or 

first seek treatment at lower levels. would have an economic incentive to 

This incentive would be even more strongly reinforced 
if care-giver referrals
 

to higher levels of the system went uncharged, and 
if some of the revenue
 

gains from the higher levels of the system were 
to be channeled down to the
 

lower levels, in order to improve quality there.
 

Of course, equity considerations always dictate 
that government be extremely
 

careful in ascertaining who are the extremely poor 
among its clientele, and
 

not charging then, except if they use higher level care, without first
 

The major incentive that higher-level facilities 
have
 

obtaining a referral. 
 percentage,

to collect these user fees is that they be allowed 

to retain some 


for example 50 percent, of the fees that they collect 
(the other 50 percent
 

going to the XOPH for distribution to lower levels 
of the system) and that
 

their budgets be not diminished by the MOPH by the 
amounts that they are
 

allowed to retain from their cost-recovery efforts.
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Cost-recovery efforts in the public health care 
sector in Morocco are
 

cost
 
presently not widespread. The data that are available lndi-cate that 


recovery, as a percentage of total government 
health expenditures was 2.6
 

. This
 
percent In 1980, 4.8 percent in 1984. and 4.9 percent 

in 19871/


compares to a 1986 cost recovery ratio of 12.1 
percent in Ghana. a country
 

On the other hand,
 
with a considerably lower per capita income than Morocco. 


cost recovery at the all-hospital level in Morocco increased from 3.7 percent
 

and 	cost recovery at the C.H.U. increased from
 in 1980 to 7.8 percent in 1987. 
 Also, the C.H.U.
These trends are encouraging.
4.5 	percent to 10.8 percent. 

a new cost-recovery schedule, together
in Casablanca is presently preparing 


with a plan for new quality improvements, 
that, it hopes, will eventually
 

raise its cost-recovery ratio to about 
50 percent.
 

The 	nine newly-autonomous regional hospitals 
will also soon begin more
 

Cost-recovery policy
 
Intensive cost-recovery and quality-improvement 

efforts. 


issues that remain to be resolved included (a)
the development of better
 

methods of identifying and exempting the truly poor from payment, 
(2)
 

establishing percentage amounts to be retained 
by the facilities practicing
 

the cost recovery, and (3)devising a revenue-sharing 
formula to be used by
 

the MOPH in order to distribute an HOPH share of cost recovery 
to poorer,
 

lower-level facilities.
 

An area closely related to cost recovery 
is cost reduction. Implicit in the
 

goal of cost recovery is a thorough understanding 
of the cost structure. Once
 

actual costs are quantified, one has a better 
rational base for setting prices
 

one 	has not been closely monitoring costs,
for health services. However, if 


these "costs" may reflect inefficiencies and 
costs that can be reduced or
 

eliminated.
 

a four-step procesp:
Conceptually, cost recovery Is 


1. 	Identifying existing costs and cost centers
 

2. 	Measuring productivity and efficiency
 

improved operations
3. 	Revising cost estimates based on 


4. 	Setting prices that reflect cost as well 
as desired
 

incentives to use
 

Each of these steps requires considerable effort 
and development of standards
 

on a "procedure"

and 	measures for collecting cost data and 

analysing It 

different medical services (cost
basis--different laboratory tests or 	 in this important


The 	project will provide technical assistance
centers). 

area on a pilot basis.
 

DUpenses Publiaues, de
 
Groupement ICONE/SEDES. Premiers Rdsultats des 


Sant6 au Maroc. 1980. 1984. 1987, Rabat 1989
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4. Expanding Health Insurance
 

Increasing coverage in the health insurance 
market could be a viable
 

To do this requires Identifying
alternative to existing public sector care. 

new target populations that can be 
enrolled in group plans, particularly those
 

identification
Preliminary criteria for this 
in the "informal" sector. 

to be considered, for example:
process needs 


- administration procedures for premium collection 

- health care service and facility 
accessibility
 

- acceptance of the insurance concept 
by the target enrollee population 

insurer.
 
acceptance of the population by 

an 
-

are preliminarily identified, a 
feasibility
 

Once potential enrollment groups 

if the financial elements are sound, 

for
 
to be carried out to see
study needs 


example: actuarial considerations. premium 
levels, copymenta. utilization
 

expectation, preferred provider 
arrangements, etc. Based on one or more
 

target populations, the feasibility 
study should result in financial
 

projections which indicate the attractiveness 
of the project to investors, and
 

public policy interests.
 

Industry is that 60% of
 
An investment constraint imposed 

on the Insurance 


reservos must be invested in bonds issued or guaranteed by 
the government.
 

Unlike the U.S. government bond market, the interest rates 
and yields in
 

The government borrowing

Morocco do not fluctuate with investor demand. 

are below international money rates, 
and below domestic
 

=market" yields 

The government also requires the banking

borrowing rates.private-sector 3016 of bank
bonds, amounting to roughly

purchase governmentsystem to private sector, in 1982
shifting toward the 

deposits. Although the balance is 


government borrowing, from all domestic 
sources, consumed more than 70. of
 

Insurance companies are potentially 
a huge


in Morocco.
total credit available but they require
in the U.S.. 

source of private sector financing, 

as they are 


a greater variety of investment 
vehicles than is currently offered 

between the
 

Imposed government bond purchases 
and the underdeveloped Casablanca 

stock
 

exchange.
 

In an environment of controlled 
investment, it can be difficult 

for insurance
 
The problem is
 

a profitable return on their assets. 
companies to make 


exacerbated if they do not have good actuarial 
data to assess their future
 

It is challenging enough to meet 
these future liabilities when
 

liabilities. a wide range of investment
 
good actuarial data Is available 

and there is 

constrained it is much harder.
 

When either of these Is 

opportunities. 


The insurance industry does not 
appear to be est.ablished enough 

or large
 

enough to have reliable actuarial 
data from its own experience. 

Further, it
 

it available, would not reflect 
the
 

is possible that historic experience, 
were 


same characteristics in new target populations for 
expanded health coverage.
 

may have different health problem 
and
 

In part because new populations
This is 


utilization tendencies, but also 
because now policies may increase
 

accessibility and utilization of 
health care.
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To influence utilization patterns, and reduce the risk from Inaccurate
 firm of "co-payment"
actuarial predictions. it is highly recommended that some 

a nominal payment that
 be built into health benefits. A to-payment is usually 


is made to the health provider, by the consumer, at each visit. This
 

dissuades the consumer who is covered by a third-party payor from
 so.
 
over-utilizing the provider when the consumer doesn't incur any 

cost for do 


S. Recurrent Costs
 

The expansion of the family planning and maternal child health 
care program
 

will have significant but easily absorbable recurrent cost implications 
for
 

At the same time, the expected
the budget of the Ministry of Public Health. 


increase in private health care financing, increased recovery 
of costs in
 

public facilities, and increasing reliance on commercial distribution of
 

contraceptives are expected to increase the resources available 
for health
 

care. If such resources are not simply captured by the Ministry of Finance to
 

reduce the overall budget deficit of the GON, they can be 
used to increase
 

and to Increase public health care
financing for preventive health care 
 Also, as
 
coverage In rural areas not well served by the health care system. 


Knowles and Benrida showed in their benefit-cost analysis 
(see appendix to
 

Economic Analysis) the benefits due to averted pregnancies and births, and
 

reduced infant morbidity and mortality, will far outweigh 
the expected level
 

It is a program which will pay for
 of recurrent costs from the program. 

itself.
 

The Mission first estimated the costs of an expanded family 
planning and XCH
 

These estimates have been further refined and are
 program in Rabat 2496. 

presented below.
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Table III 

Annual Operating Costs of the Project Estimated by the MOPH
 
(in thousands of dollars)
 

1992 1994 1996 Total.
1990 1991 1993 1995 


Recurrent Budget:
 

9,516 11,126 11,126 11,126 11,126 72,984

Salaries 7,837 11.126 

Fieldworker
 

829 914 1,008 6.125

Allowances 752 790 871 960 


517 569 626 689 758 4,057

Mobility 428 470 


399 439 483 2,586
300 363
Supplies 273 330 

2,421 2.383 15,666


Contraceptives 1,982 2,091 2.170 2,260 2.359 


13.167 15,189 15,635 15.758 101,418
Subtotal 11,271 14,973 15,425 


1,904 13,328

1CH 1,904 1,904 1,904 1,904 1,904 1,904 


13,175 15,071 17,093 17,539 114,746

Grand Total 16,877 17,329 17,662 


of which: USAID Project Budget
 

0 950
140 70 0

Nobility 270 270 200 


2,600 0 12,000
2,000 1,800
Contraceptives 2,000 1,800 1,800 


2,600 12,950

USAID Total 2,270 2,270 2,000 1,940 1,870 0 


These figures are higher than initially estimated in the interim report 
on
 

recurrent cost financing. However, the basic conclusions of that interim
 

analysis remain unaltered. The recurrent costs are well within the expected
 

growth of the health ministry budget, particularly to the extent that 
the
 

increase cost recovery in public facilities and to rely sore on
efforts to 

commercial distribution of contraceptives succeed.
 

The expansion of the PP and MCH program through VMRS and mobile 
teams will
 

as shown in the table
raise annual operating costs to $17.5 million by 1995 

In addition, equipment will have
 above as coapared to $8.6 million in 1989. 


This includes medical equipment and the
 to be replaced periodically. 

additional vehicles and motorbikes used by itinerant agents and mobile teams.
 

Assuming a 5 year useful life in rural conditions, the OPH will have to
 

devote about 4.3 million Dirhams or nearly $500,000 to renew equipment 
for
 

However, as discussed In the section on cost-effectiveness,
this program. 

The figure for 1995 includes
 

coverage will also increase In rural areas. 


$11.1 million in salary costs, nearly $2.1 million in allowances,
 

transportation and supplies, and $3.49 million in contraceptives 
and MCH
 

The salary portion of the expanded program consists for the most
products. 

remain employed with
 part of employees already on IOPH payrolls and likely to 


or without an expanded PP end NCH. The recurrent cost of the program to the
 

MOPH is thus $17.5 aillion in operating costs and $0.5 million 
in capital
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costs annually by 1995. This incremental cost is readily abeorbed by an MOPH
 
This projection


budget which we project to increase by $64 million by 
1995. 


is based on moderate but steady growth in GDP projected 
by the World Bank and
 

a constant share of the NOPH budget in the general and annexed budgets 
of the
 

GON equal to about 3.5 percent. Absorption of the increasing cost of the
 

rural outreach program will require a shift within the 
MOPH budget, from 4.4%
 

To the extent that curative health
 of the budget in 1989 to 7.0% in 1995. 

shifted to the private sector through cost recovery in
 care expenditures are 


public hospitals and the shifting of contraception costs to the private
 

sector, the ROPH budget could decline in relation 
to GDP and still absorb the
 

recurrent cost of the FP and HCH outreach program.
 

Given the strategy to reduce per user costs discussed 
in the economic analysis
 

(see section on Program "Nix* and Cost-Effectiveness), 
continuing att. tion
 

during the project to refinement of this strategy, 
other measures by the ROPH
 

to recover costs, and the potential contribution of a future health 
financing
 

initiative, the prospect of maintaining an effective 
outreach program without
 

an inordinate increase in the KOPH budget Is excellent.
 

6. Demand for Contraceptives and the Adetuacv of Public 
Sector Supplies
 

While the conclusion of the recurrent cost analysis 
is that these costs are
 

readily manageable within foreseeable OPH budget resources, there is
 

nonetheless a significant recurrent cost issue with 
respect to the public
 

Projections of
 
supply of contraceptives during the life of the 

project. 


contraceptive use through 1997 made to calculate 
their rocurrent costs show a
 

growing gap between the amounts consumed each year 
from public sector supplies
 

and the amounts financed by USAID to replenish public 
sector stocks of
 

(See below) Unless other sources of supply for the public
contraceptives. 

increased, it would appear that the UShID-financed 

supplies will
 
sector are 


to keep up with the growth in demand for contraceptives 
from
 

not be adequate 

the public sector. Various short-term strategies such as reduction of 

stock
 

levels from the current norm of a one-year supply to 
a lower level (e.g. six
 

months) and advance ordering for earlier delivery can 
insure that there are no
 

interruptions in supply during the project for users 
of public sector sources
 

of supply. However, it is clear from this analysis that the GON 
must assume
 

responsibility for procuring public sector supplies 
beginning with the 1994
 

budget year, or pursue a more aggressive social marketing 
strategy to bring
 

about a shift more rapidly to private sector sources 
of supply and thereby
 

ease the pressure on public sector supplies.
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1996 1997
1994 1995
1992 1993 


All Rethods (dollars)
Total Cost ­

4,124,447

3,613,867 3,937,254 4,066,778


3,035,172 3,311,239 


Public Share of Cost (dollars)
 

2,382,680 2,295,270

2,3S9,088*1 2,421,142
Total 2,170,812 2,260,619 ­

(USAID)M(2,000,O00) (1,800,000) (1,800,000) (1,800,000) 
(2,600,000) 

-217,320 2,295,270559,088 621,142

"Gape 170,812 460,619 


Private Share of Cost (dollars)
 

1,829,177
1,516,112 1,684,098

864,359 1,050,620 1,254,780 

0.11 0.09
0.21
0.19

growth 0.21 0.22 


*USAID-financed procurement ordered 
two years before 

use in 1997
 
*IGOR must budget $2.4 million in 1994 

for delivery in late 1996; 


The two-page table following this discussion 
entitled *Projection of
 

Contraceptive Demand and Sources (1986-1997)" 
shows the projected growth of
 

contraceptive use and the cost to the 
public sector for providing its share of
 

The cost figures built into the calculations 
are S .13 per cycle
 

.145
the total. .045 a piece for condoms and $ 
of oral contraceptives, $1.45 per IUD, 

$ 
The use of oral contraception is projected 

to decline
 
per unit of spermicide. 
 During the sam
 
from 821 of all modern methods in 1986 to 661, 

in 1997. 


period, the use of IUDs is projected 
to increase from 9. to 17% and the use 

of
 

The public share in
 
sterilization is projected to increase 

from 6% to 12. 


of providing reversible contraceptive 
methods will decline from 791L
 

the cost in 1997 and from 97% of all condoms and
 
of oral contraceptives in 1986 to 57% 


However, the public sector is assumed 
to remain the
 

spermicides to only 56%. 


primary source of IUDs with its share declining only gradually 
from 96% to
 

When these assumptions are combined 
with the growth of the population at
 

91. 

risk (married women of reproductive 

age) and the targeted increase in
 

contraceptive prevalence, the result 
Is a growing budget for contraceptives 

to
 

At that time a peak of $2.4
 
be financed by the public sector through 

1995. 

amount of contraceptives will be
 

million Is reached. Approximately the sam 

in 1996 and thereafter the amount will
 

provided through public sector sources 


decline slowly as the private sector 
share increases faster than the overall
 

growth in contraceptive use.
 

The desired growth in contraceptive 
use during the project is accomplished 

by
 

rapid growth of private sector supplies 
and a slower rate of growth for public
 

sector supplies due to the declining 
share of the public sector for all
 

In spite of annual 20. growth rates 
for the
 

contraceptives except IUDs. 


private sector, the amounts supplied 
through USAID financing will fall 

behind
 

At this point, in-country stocks can 
be
 

the amounts used annually by 1991. By the
 
drawn down below the one-year level 

in order to keep up with demand. 


a six-month level unless other sources 
of
 

end of 1994. stocks will be at about 
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By the end of 1995 stocks could decline to only a
supply are expanded. 

three-month supply, but the final USAID order of $2.6 

million will restore
 

Thereafter HOPH-procured contraceptives
part of the depleted stocks in 1996. 


(orders beginning in 1994 for delivery In 1996) 
will keep abreast of the
 

demand and maintain stocks at a five to six-month 
level.
 

The conclusion of this analysis is that USAID financing 
will not suffice to
 

procure all necessary public sector contraceptives. 
Depending upon the MOPH's
 

desired stock level for contraceptives, the GOR sust begin to assume
 

responsibility for procurement of contraceptives 
as early as 1992 but no later
 

than 1994 to avoid shortfalls in availability of 
contraceptives to the target
 

population.
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Projection of Contraceptive Demand and Sources 
(1986-1997)
 

1986 1987 1988 1989 1990 1991 

MWRA 
Prevalence Rate 
Users 

3,491,536 
0.27 

953,189 

3,608,459 
0.29 

1,042,845 

3,729,245 
0.31 

1,144,878 

3,854,143 
0.32 

1,248,742 

3,983,811 
0.34 

1,362,463 

4,118,88 
0.3: 

1,482,80K 

Projected Method Mix 

Pill 
IUD 
Condoms & Spermicide 
Sterilization 

0.82 
0.09 
0.03 
0.06 

0.82 
0.10 
0.03 
0.06 

0.81 
0.10 
0.03 
0.07 

0.80 
0.10 
0.03 
0.07 

0.79 
0.11 
0.03 
0.08 

0.7: 
OX 
0.0: 
0.& 

Total 1.00 1.00 1.00 1.00 1.00 1.0t 

Users by Method 

Pill 
IUD 
Condoms & Spermicide 
Sterilization 

784,475 
87,693 
23,830 
57,191 

852,004 
99,070 
27,114 
64,656 

925,062 
112,198 
30,912 
76,707 

998,994 
124,874 
36,214 
88,661 

1,069,534 
148,509 
42,236 

102,185 

1,138,79 
174,97 
50,41 

118,62-

Total Estimated Consumption - Reversible Methods 

Pill 
IUD 
Condoms (852) 
Spermicides (15%) 

10,198,173 
31,319 

2,025,599 
357,446 

11,076,053 
35,382 

2,304,768 
406,709 

12,025,801 
40,071 

2,627,588 
463,676 

12,986,920 
44,598 

3,078,258 
543,203 

13,903,939 
53,039 

3,590,218 
633,545 

14,804,27' 
62,48 

4,285,4 
756,22 

Total Cost - All Methods 

Pin 
IUD 
Condoms 
Spermicides 

1,604,173 
54,949 
110,294 
62,714 

1,742,263 
62,078 
125,495 
71,357 

1,891,658 
70,304 

143,072 
81,352 

2,042,843 
78,247 

167,611 
95,305 

2,187,090 
93,057 
195,487 
111,156 

2,328,71 
109,63 
233,34 
132,68 

Total 1,832,130 2,001,193 2,186,387 2,384,006 2,586,789 2,804,37 

Public ShAre in Distribution 

Pill 
IUD 
Condoms & Spermicide 

0.79 
0.96 
0.97 

0.78 
0.95 
0.94 

0.77 
0.95 
0.91 

0.76 
0.94 
0.87 

0.75 
0.94 
0.83 

0.7 
0.9 
0.7 

Public Share of Cost (dollars) 

Pill 
IUD 
Condoms 
Spermicides 

1,267,296 
52,751 

106,985 
60,832 

1,358,965 
58,974 

117,965 
67,076 

1,456,577 
66,789 
130,196 
74,030 

1,552,560 
73,552 
145,822 
82,915 

1,640,317 
87,473 

162,255 
92,259 

1,699,9t 
101,9( 
184,34 
104,81 

Total 1,487,865 1,602,980 1,727,592 1,854,850 1,982,304 2,091,OE 

Private Share of Cost (dollars) 

To al1 344,264 398rate 458 7? 529 7 
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Projection of Contraceptive Demand and Sources (1986-1997) 

1992 1993 1994 1995 1996 1997 

PlRA 4,259,480 4,405,848 4,558,273 4,717,049 4,875,012 5,038,26' 

Prevalence Rate 0.38 0.40 0.42 0.44 0.45 0.4 
Users 1,614,343 1,766,745 1,923,591 2,084,936 2,193,755 2,267,21, 

Projected Method Mix 

Pill 0.75 0.74 0.72 0.70 0.68 0.6 

IUD 0.13 0.13 0.14 0.15 0.16 0.1" 
Conr)ms & Spermicide 0.04 0.04 0.04 0.05 0.05 0.0! 

Stwrilization 0.09 0.09 0.10 0.10 0.11 0.1; 

Total 1.00 1.00 1.00 1.00 1.00 1.0( 

Users by Method 

Pill 1,215,600 1,302,091 1,393,062 1,459,455 1,491,754 1,496,36' 

IUD 203,407 236,744 273,150 312,740 351,001 385,42 
Condoms & Spermicide 58,116 69,903 84,638 104,247 109,688 113,36 

Sterilization 137,219 159,007 182,741 208,494 241,313 272,06: 

Total Estimated Consumption - Reversible Methods 

Pill 15,902,803 16,927,184 17,979,807 18,972,914 19,392,798 19,452,74 

IUD 72,645 84,551 97,554 111,693 125,358 137,65 

Condoms (85%) 4,940,064 5,856,967 7,194,485 8,861,289 9,323,790 9,636,02. 

Spermicides (15%) 071,745 1,033,546 1,269,570 1,563,702 1,645,317 1,700,41. 

Total Cost - All Methods 

Pill 2,485,781 2,662,646 2,828,224 2,984,439 3,050,487 3,059,91. 

IUD 127,456 148,345 171,159 195,965 219,940 241,51 

Condoms 268,986 318,912 391,740 482,497 507,680 524,68 
Spermicides 152,948 181,336 222,746 274,351 288,671 298,33 

Total 3,035,172 3,311,239 3,613,867 3,937,254 4,066,778 4,124,44 

Public Share in Distribution 

Pill 0.70 0.67 0.64 0.60 0.57 0.5 

IUD 0.93 0.92 0.91 0.90 0.90 0.9' 

Condoms & Spermicide 0.74 0.68 0.64 0.60 0.56 0.5 

Public Share of Cost (dollars) 

Pill 1,740,047 1,783,973 1,810,063 1,790,664 1,739,778 1,652,35 

IUD 119,535 136,479 155,754 176,369 197,946 214,94 

Condoms 199,050 216,860 250,713 289,498 284,301 272,83 
Spermicides 113,181 123,308 142,557 164,611 161,656 155,13 

Total 2,170,812 2,260,619 2,359,088 2,421,142 2,382,690 2,295,27 

Private Share of Cost (dollars) 

Total 864,359 1,050,620 1,254,780 1,516,112 1,684,098 1,829,17 

(annual growth rate) 0.21 0.22 0.19 0.21 0.11 0.0 



- C16 ­

7. Recurrent Cost Financing Policy
 

• direct funding of
 
According to the AID Recurrent Cost Policy Paper, 

,. 

recurrent costs, either at the project or budget level, is only 
justifiable
 

under fairly narrow conditions. These conditions, which have been spelled 
out
 

in this paper include:
 

or clear movement toward such a policy
(a) An acceptable policy framework 


framework;
 
(b) An assurance that recurrent cost support 

has higher developmat impact
 

than new investments;
 
(c) An inability of the host country to undertake 

recurrent cost financing;
 

(d) A carefully phased plan exists 
for shifting the entire burden to 

the bost
 

government."
 

recurrent ROPH operating costs 
(mobility costs and
 

The financing of 

contraceptives) under this project 

are justified with respect to all 
four
 

As discussed in the F'Y 1991 Action Plan, the Moroccan
 
criteria listed above. 


macroeconomic framework has been 
liberalized over the past six years 

and
 
In addition,
 

more open, market-oriented economy. 

continues to evolve toward a 


health sector policies are being 
reformed to encourage private sector 

health
 

care, social marketing of contraceptives, 
and public sector cost recovery, 

all
 

of which will reduce the burden of 
operating costs on the HOPH and raise
 

revenues adequate to cover recurrent 
costs. Moreover, USAID will maintain a
 

policy dialogue on recurrent cost 
problems and the project will provide
 

The economic
 
technical assistance to support 

reforms under the project. 


analysis in the Project Paper has 
demonstrated a high rate of return 

to this
 

project, showing the rate of return 
to this use of funds to be greatly 

in
 
Third. with
 

alternative new investments for Morocco. 
excess of that on 


respect to ability to finance recl 
'rent costs, Morocco has been unable 

to
 

finance all of its recurrent costs and still maintain a critical minimum 
of
 

public investment (as agreed upon in the World Bank 
Structural Adjustment
 

its budget under the program negotiated 
with the
 

Loan) due to the pressure on 
 Finally, a clear plan
 
IMF to steadily reduce an unsustainable 

budget deficit. 


for completely phasing out USAID 
financing of recurrent operating 

costs will
 

be prepared and negotiated in detail 
with the GON for both mobility costs 

and
 

the procurement of contraceptives 
(discussed above) for inclusion in 

the
 

The decline in USAID financing of mobility 
coets over time
 

Project Agreement. 

and the phase-out for support of 

contraceptives Is presented abova.
 

Discussions with the GON on the 
magnitude and the timing of the phae-out will
 

a clear, mutually acceptable plan 
for the progressive assuiiption of
 

result in 

all recurrent cost financing by 

the MOPI to be incorporated in the Project
 

Thus, Morocco meets the terts of 
the agency's recurrent costs
 

Agreement. 

terms of (1) an acceptable policy framework, (2)

a higher
 
policy in 
 an 

development impact than new investments, 

(3) inability to finance recurrent
 
(and to
shift the burden to the GOM 


costs, and (4) a carefully phased 
plan to 


the Moroccan private sector as well).
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8. Financial Management Competence
 

The HOPH will process disbursements for ongoing 
FP and MCH program activities,
 

financed with GOM resources, using standard MOPH accounting 
and financial
 

The GOM accounting and financial management system
management systems. 

a nation-wide basis and
 

manages financial transactions and disbursenet 
on 


includes required procedures, controls and documentation 
to enable retroactive
 

and financial review of the use of disbursements 
recorded under the
 

audit 

system.
 

The project provides limitiad funding, on a progressively decreasing scale, to
 

finance MOPH recurrent ezponditures for the purchase 
of gasoline and
 

These goods and
 
maintenance services for HOPH vehicles and motorbikes. 


services are procured under contract with the 
GOR National Transportation
 

Office (ONT), with disbursement handled through 
USAID direct payment to ONT.
 

Under project 0171 and earlier phases of the project, the MOPH has
 
an effective
 

demonstrated, as confirmed during earlier project 
audits, 


capacity to manage the goods and services provided 
under OUT contracts.
 

All remaining USAID inputs for the purchase of 
goods and services, including
 

construction 4ervices, will be provided under 
host country, USAID direct or
 

AID/H central project contracts with disbursements 
proceused through USAID
 

direct or kID/V direct payment mchanisms, 
as appropriate.
 

Accordingly, USAID has determined that NOPH financial 
management competence
 

to discharge its
 
and accounting systems are adequate to enable the 

Ministry 


financial and disbursement responsibilities 
during project implementation.
 



ANKEX D
 

SOCIAL SOUNDN SS ANALYSIS
 



ANNEX D 

SOCIAL SOUNDNESS ANALYSIS 

1. Introduction
 

Despite the fact that all Ministry of Public Health facilities now offer basic
 

family planning and mother and child health services, access to satisfactory
 
care is still difficult for a large number of rural Moroccan families. This
 

project will broaden access to family planning and mother and child health
 

services for underserved rural and urban populations. This section provides a
 
profile of -rimary beneficiaries and discusses the socio-cultural feasibility
 

of extending family planning and mother and child health service coverage.
 

Of key importance is the receptivity of rural populations to expanded and new
 
forms of FP and MCH coverage planned under the project. The project will also
 
explore means of encouraging the private sector to organize and finance
 
alternative health care systems. Some aspects of that activity, I.., client
 

and comunity participation in health financing, are briefly addressed here as
 

well.
 

This analysis is based on the report "Assessing the Social Factors Affecting
 
the Delivery of Family Planning and Mother and Child Health Services" by
 
Michele Harway, and a series of recent studies, the results of which are
 

summarized in that report and cited as Attachment No. 1 to the Technical
 
Analysis.
 

2. Project Beneficiaries
 

The target group for the proposed program can be conceptualized as forming two
 

concentric circles. The inner circle represents the target group ROST in need
 

of services; that is, poor and uneducated women of childbearing age (between
 
15 and 44), living in rural provinces with high fertility, low contraceptive
 

prevalence and high Infant mortality rates (Provinces such as Azilal,
 
These women
Chefchaouen, Eassaouira, Ouarzatate, Taounate, Tata and Tetouan). 


usually have four or more children, and live from 3-10 kilometers from a fixed
 

medical facility, often in mountainous terrain without roads. The outreach
 
strategy of the project focuses on these women, the most difficult to reach
 
with acceptable services.
 

The next circle around this inner circle represents most of the rest of
 
Morocco, excluding the very wealthy and most highly educated. Here again,
 

primary targets are women of childbearing age, especially the poor and
 
uneducated, and those with many children, but includes those living in urban
 

areas, in other provinces and less difficult to access areas. These women are
 

the potential beneficiaries of other project interventions including social
 
marketing, factory-based services, fixed facility improvement, etc.
 

Selected data on the following pages of direct relevance to family planning
 
and mother and child health demonstrate the reality and challenge of meeting
 
the needs of this target group.
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HEALTH, DEMOGRAPHIC. AND EDUCATIONAL FACTS ON MOROCCO 

YEAR OF 
DATA 

DEMOGRAPHY
 

25 1988

Total Population (in millions) 1987
47%
Urban 


53% 1987
Rural 

35 1987


Crude Birth Rate 

10 1987


Crude Death Rate 

2.51 1987


Population Grobfth Rate 

4.9 1987


Total Fertility Rate 

Percent of Women of Childbearing Age (15-44)
 

35.6% 1987
Using Contraception (Traditional and Modern) 

28.9%
Using Modern Methods only 1987
 
521 1987
Urban 

25% 1987
Rural 


HEALTH 

64.4 1987

Female Life Expectanc7 (0 of years) 


61.5 1987

Male Life Expectancy 


73 1982-1986

Infant Moetality (less than 1 year per 1000 live births)) 


31 1982-1986
Mortality Rate for Children ages 1-S (per 1000) 


Percent of Births under Medical Supervision 26% 1987
 

Percent of Children 1-S Immunized against
 
Tuberculosis, Diptheria, Measles, Polio,
 

87% 1987
Tetanus, and Whooping Cough 


EDUCATION
 

Adult Literacy Rate
 
45% 1985
Males 

22% 1985
Females 


Percent of Children enrolled in Primary School
 
97% 1980-84
Males 

611 1980-84


Females 

-Percent of Children enrolled in Secondary School
 

35% 1980-84
Males 

24% 1980-84
Females 


INCOME
 

Per Capita Income (1988 Exchange Rates) 850.
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General Population Data: Fifty three percent of Morocco's estimated 25
 
Some 41% are below the age of 15;
million people live in rural areas today. 


241 or almost 6 million are women of childbearing age; and 15% or 3.8 million
 
approximately $850.
are children under S. Per capita income in 1988 was 


Basic Education: Female illiteracy rates nationwide, while declining, remain
 

extremely high. In 1982, 72.9. of Moroccan females 10 and over were
 

a rate declining to 56.1% for those 10-14, reflecting increases in
illiterate; 

female education. Urban rural differentials are substantial. Although some
 

42.41 	of urban women were illiterate, the figure rose to 90%,for rural women.
 
increase in girls attending
Yet between 1978 and 1986, there was a 7.8 


Koranic schools, a 9.2 increase in pre-schools, and a 4% increase of those in
 

primary schools. Although the increase of females in primary school is lower
 
the rural school system expands in
than the increase in Koranic schools, as 


line with current GON goals, these numbers are expected to grow more rapidly.
 

Employment: Although slightly less than 12. of women were formally employed
 
in urban areas), in 1986 26% of
(salaried) in 1982 (9% in rural areas and 15% 


the urban actively employed, and 43% of the rural actively employed were
 

women, for a national average of 351. Formal unemployment is high (35-41%)
 
Feamale employment
for women with low or intermediate levels of education. 


data, however, do not capture women's labor in the household, on the farm or
 

in the informal sector which is constant, physically demanding, and generally
 

underpaid. This is the fate of sany women agricultural workers, numbers of
 

whom, if married, are currently spouseless and forced to support themselves
 

and their families with 10 hour-a-day, 6 day-a-week backbreaking jobs. Time
 

to seek health care for children or themselves is limited to emergencies,
 

often too late. Furthermore, many of these women never appear on formal
 

employment records since, by employing workers for less the 6 months,
 

employers can avoid paying social security or providing any benefits.
 

Most families (74) live in homes containing two rooms or less, lacking most
 
More than 80% of such homes lack
modern comforts especially in rural areas. 


In 1984, less than 601. of the population had
toilets, 98 running water. 

reasonable access to safe water, a figure that has changed little since then.
 

Infant Mortality: Infant mortality represents 27% of all deaths at all ages
 

in Morocco (1988). Infant mortality data, of varying quality, are available
 

by province, with rates in rural areas still substantially exceeding urban
 

rates. The national infant mortality rate of 73 per 1000 live births covers
 

rates exceeding 100 per 1000 births in some southern provinces and in the
 

northern Rif areas, and as low as 55 for Rabat.
 

Infant mortality rates are higher for young mothers, particularly for
 
Rates are highest in provinces such as
illiterate mothers in rural areas. 


Ouarzazate, Tata, Marrakech, Essaouira, Azilal, Taounate, Chefcahouen, and
 

Tetouan. For ages one to five, mortality rates are 52 per thousand (1987).
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Ministry of Health data indicates diarrhea and contagious diseases, especially
 

the leading causes of infant mortality. These are followed by
measles, as 

malnutrition in children and pregnant women, closely-spaced births, 

and
 

medically unsupervised pregnancies and births.
 

Age at First Marriage/ Marriage Stability: Women's age at first marriage in
 

22 years, with women marrying at a younger age in rural areas, i.e.,
1982 was 

21 vs about 24 in urban areas. Higher numbers of unmarried women in the 20-24
 

Rabat, Marrakech,
year age bracket are found in large cities such as 

and more) than in areas
Casablanka, Meknes, Oujda, Kenitra and Mohammdia (551 


such as Ouarzazate, Tata, and Guelmin, where three-quarters of women will have
 

married by that age.
 

More than 12% of
Marriages are often unstable, in both rural and urban areas. 


marriages celebrated between 1975 and 1980 dissolved 
within two and a half
 

common, with 70 of divorcees and widows
 years. Yet remarriage is 

remarrying. Nonetheless, the lives of women without or between husbands,
 

usually with more than one child, can be particularly difficult.
 

Fertility: The total fertility rate, the total number of children a woman
 

will give birth to over her childbearing years at current rates of
 

reproduction averaged 4.9 and ranges from a high of 7.96 for Chefchaouan 
to a
 

low of 3.45 in Rabat. The average rural rate is 5.86; fertility rates vary
 

by instructional level of the mother, ranging from 2.3 children born to 
women
 

with higher education, versus 5.2 born to illiterate women.
 

The urban population in 1987 approximated 12 million people,
Urbanization: 

accounting for 471 of Morocco's population. The population of larger cities
 

in Morocco almost doubled, while the number of medium sized cities tripled
 

between 1960 and 1982, reflecting large scale, often two-stage, rural
 

migration.
 

Given the regional diversity which characterizes Moroccan terrain and cultural
 

traditions, Berbers and Arabs; mountain, plains, and desert people; 
Rif,
 

Atlas, and Anti-Atlas traditions; agriculturalists and herders; and
 

differences in colonial heritages: e.g., the Spanish North versus the
 

French-occupied center and south, it is essential that service interventions
 
Thus province
be tailored to the socoi-cultural realities of each situation. 


specific data on beneficiaries must be factored into the design and
 

implementation of specific service delivery mechanisms for each province.
 

This need is recognized in the project's multiplicity of service delivery
 
as in social
approaches under the new MOPH outreach strategy, as well 


Monitoring of the
marketing campaigns, which include regional radio messages. 


acceptability of these and other interventions in the target populations is
 

key to their effectiveness.
 

3. Soclo-Cultural Context
 

The Moroccan socio-cultural environment is largely receptive to family
 
The
planning, especially in the context of related family health services. 


concept of contraception is generally accepted, both to space births and to
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limit family size; and the linkages between the spacing of births and mother
 

and child health are increasingly recognized. Public acceptance of family
 

planning is supported by most Moroccan religious authorities, although
 

conservative attitudes continue to prevail among some health provider4 and
 

some government officials. The support of religious leaders is expected to
 

continue and increase following the recent declaration by the Grand Mufti of
 

Egypt on the desirability of family planning in developing countries.
 

Recent surveys suggest a strong desire on the part of Moroccan women to limit
 

their family size and space births. The surveys indicate that 40% to 50 of
 

married women do not wish to have more children, and 13 would like to
 
Yet, only 24% of rural women use
postpone the birth of their next child. 


modern contraceptives. Men's attitudes and motivations for participating in
 
Contraceptive use or family
contraception are generally poorly understood. 


planning is reported by several observers to be a male-female struggle over
 

the right to decide on reproductive matters. Leading socio-cultural
 

constraints to increased prevalence of modern contraception are discussed
 

below. Although there are no insurmountable acial obstacles to the
 

implementation of the project, socio-cultural constraints need to be explored
 

further to expand coverage and prevalence of family planning and mother and
 

child health care, especially in underserved rural areas.
 

4. Concept and Methods of Modern Contraception
 

Overall, 97% of Moroccan women know about some form of modern contraception.
 

Most couples in urban and rural areas can identify the three major modern
 
as
reversible methods of contraception, with the pill cited in some studies 


The functioning of the
the ideal contraceptive despite its side effects. 


various methods, however, is not well understood. Consumers and potential
 

consumers are rarely informed by family planning experts about how a method
 
information gap allows for the proliferation
works to prevent pregnancy. This 


of usually misleading and/or frightening rumors about contraceptive products,
 

i.e., oral contraceptives are toxic; the IUD, known as "the small
 

operation," essentially involves surgery, to be avoided unless very ill. The
 

majority of couples stated that their major sources of information concerning
 

contraception were family and friends, and information exchanged in gathering
 

places such as "souks" or "hmas." This underlines the need for good public
 

education in family planning, and points up the possibility of using these
 

informal networks when possible to promote preventive health measures.
 

a
Most couples consider the existence of more than five or six children in 


family to be a financial burden. Yet attitudes about family planning are
 

based on the couples' perceptions of the respective roles within the family,
 

the child and the woman in society. The decision to accept family planning is
 

rarely tied to the notion of "planning" or birth spacing. In fact, most
 

couples, especially in rural areas, understand family planning to mean
 

Their use of family planning may reflect their
limiting family size. 

a person, who in addition to rearing the
recognition of the mother as 


Couples who reject contraception, on the
children, may work outside the home. 

Although
other hand, generally reject the concept of limiting family size. 


they may not feel the need to have children for their economic usefulness,
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helpful workers, with a
 children, especially young women, are regarded as 

as essential, or long enough, to be a
 girl's education not yet regarded 


Although research has revealed much about men and 
women's-attitudes
 

burden. 

about contraception, more subtle attitudinal factors 

remain to be understood,
 

To that end the project will finance a
 again on a regionally specific basis. 


number of attitudinal studies of various socio-economic and 
geographic groups,
 

improved IE&C materials, operations research 
and health
 

as part of research on 

financing feasibility studies.
 

In terms of methods of modern contraception, there is overwhelming 
reliance on
 

Studies of knowledge and awareness of various
 the use of oral contraceptives. 

methods indicate that the pill is known by 97% of women, followed by 

791
 

77% of female sterilization, 59% of condoms, 56% of
 
awareness of IUDs, 


of vaginal methods. In contrast to the pill, the
 
injectable methods, and 24% 


condom is the modern, reversible method that 
seems to be the least
 

Because sen tend to be reluctant to talk about 
FP, and because of
 

acceptable. 

the negative association of condoms with extramarital 

sex, substantial public
 

education will be necessary to achieve any large 
increase in condom use.
 

Among other things, this could have important ramifications 
for the success of
 

are
Surgical contraceptive methods 

any condom-based AIDS control program. 

viewed with a certain reluctance. This is related, in part, to the finding
 

that Moroccans tend to consider surgery and subsequent 
hospitalization as
 

The acceptance of tubal
 
desperate measures to be taken for the very ill. 


In theory, tubal
 
ligation is likewise limited and subject to cultural 

norms. 


ligation is available only to women aged at least 
28 but not older than 42,
 

with spousal consent, from families with at least 
four living children, one of
 

In practice,

whom 	must be a boy, with the youngest at least 

two years old. 


however, it appears that these criteria are applied 
flexibly, depending on
 

Because side
 
both the provider's views and the client's own 

situation. 


effects are more limited competed to IUDs, tubal 
ligations may be more
 

Additional attitudinal research will be needed
 acceptable to eligible women. 


and is financed in the project for the design of 
appropriate information and
 

on the various contraceptive methods.
outreach strategies 


Modern Contraceptive Methods
 
5. 	 Constraints to Uxpanded Use of 


and CH Services
 

CH Services
 
a) 	 Client Knowledge and Use of Family Planning and 


Despite the fairly widespread acceptance of the 
concept of contraception, the
 

level of understanding about correct usage of products 
and actual prevalence
 

fall below potential demand. Similar shortcomings exist in the use of BCH
 

services and products.
 

Recent survey findings indicate that the pill, 
in particular, is often used
 

Many women have the notion of taking the pill 
for a few months,
 

incorrectly. 
 It is
 
then stopping for a period "to let their bodies 

rest" and begin again. 


unclear what contraceptive methods, if any, are 
used during the Oresto period.
 

Furthermore, both studies and anecdotal evidence exist 
that many women
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Yet,
continue to believe the pill should be taken only and always after sex. 


other studies show that most health workers know and can explain the correct
 

way to take the pill, what to do if one or two are missed, etc. What is still
 

needed thus is substantial public education about the correct use of orals,
 

about rumors, and side effects. Both rumors and side effects are often taken
 

less seriously than they should be by health professionals and by outreach
 
workers intent on covering as many clients as possible. Finally, research
 
work on continuation rates, and service statistics that track such rates
 

accurately are essential in assuring that (1) outreach strategies are
 

acceptable and effective, and (2) reported prevalence indeed leads to lower
 

fertility.
 

While the notion of having an IUD inserted is readily accepted by Moroccan
 

women, few women choose this option, and it is unclear how such the IUD share
 

of prevalence will increase because of reported side effects and the earlier
 

mentioned fear of "surgery.* VSC similarly has a low market share, but
 

because of its more limited side effects, is likely to benefit quickly from
 

the increase of trained doctors who can perform this surgery, and thus easier
 

access for clients to this method. Most VSC clients see satisfied with the 

services. Many women referred other women for services. Judging by the
 

number of women who are on waiting lists in many provinces for VSC, there is
 

significant unmet demand.
 

Vaginal methods are almost unknown in Morocco. The fact that major donor
 

organizations have not focused on these methods is responsible. With proper
 
education, there may be a market for such vaginals as foaming tablet, sponges,
 

ovules, etc. Proper sanitation will be a concern with all these methods, as
 

will the potentially high failure rate associated with incorrect use. But
 

these methods are likely to have appeal to an increasing private sector market
 

for birth control in urban areas among educated women.
 

Despite its negative image, condom use is Increasing. Detailed information is
 

lacking about current condom users. Better understanding of the current
 
market is needed to design public education materials to expand condom use,
 
both as an AIDS control and a family planning method.
 

Misconceptions about the effectiveness and proper preparation and use of
 

products is also an obstacle to increased use of NCII services and the
 

reduction of Morocco's high rate of infant mortality. For example, mothers in
 

each kind of setting are often found to restrict the intake of water and often
 

found protein by their diarrhea-struck children. Diarrhea and vomiting are
 

perceived as a healthy purging that will lead to a relief of sickness. The
 

persistence of such beliefs is related to the ambivalence and Information
 

provided by many service providers about ORT. According to the UAP study
 
carried out before the 1988 Child Diarrhea Control Campaign, only 31, of women
 

who consulted pharmacists concerning diarrhea were given ORS, and in only 10%L
 

of cases was ORS prescribed by doctors, though public sector doctors are more
 

likely to proscribe ORS. The gap between prevalence and apparent demand is
 
related to inadequate access to FP and HCH services in rural areas and the
 
quality of available information about family planning and MCH services.
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The 1987-88 National Health and Demographic Survey reported that although
 

just over a quarter of women had medically supervised births, in rural areas
 

with only 12.6% of these women receiving any
this figure was a low 10, 

prenatal care from a doctor, nurse/midwife or nurse. Regional differences,
 

as well as cultural patterns exist here as
reflecting accessibility to care 

as education increases, women are more likely to
well. In general, however, 


have received both prenatal care and medical supervision for births.
 

Although much of the misinformation and gaps in client knowledge can be
 

sources of information, health professionals also do
ascribed to the informal 

not always provide complete and adequate advice on FP products and their
 

A survey of private health professionals indicates that they do
 correct use. 

not feel as informed as they would like to be and that it is the least well
 

informed pharmacy assistants who have the greatest contacts with the 'poorerm
 

Currently neither the formal nor the informal comunications networks
client. 

in operation provide the medical community or the public with appropriate 

or
 

high quality information about family planning method and their correct 
use.
 

The project will finance I&C activities designed to research consumer
 

preferences as well as improve the reliability of information provided through
 

NOPH channels, social marketing activities, private pharmacies and
 

Since there often is a close and trusting relationships between
physicians. 

women clients and traditional midwives, training of traditional midwives in
 

family planning and mother and child health and other community workers is
 

planned under the project and will particularly benefit the most remote and
 

nomadic populations, where comunity participation is essential for the
 

delivery of minimal services. In addition, pharmacists and pharmacy
 

assistants will receive training in contraceptive technology, including
 

management of side effects, and family planning comunications.
 

MCH Services and Facilities
b) Access to FP and 


Access to fixed HOPH facilities is limited in many rural areas and to date
 

mobile outreach services have not been available in all 
provinces. The
 

shortage in clinical facilities has had a particularly adverse impact on women
 

of high parity and those over 35, who no longer want children or wish to delay
 

That 801L of Moroccan women rely on oral contraceptives,
their next pregnancy. 

which is not the most appropriate method for women wanting no more children,
 

reflects in part insufficient access to clinical facilities that provide IUD
 

insertions and VSC services, as well as the misperceptions and fears
 

associated with more reliable and permanent clinical 
methods.
 

to the KOPH FP and MCH program to 12 new
The project will extend access 

These provinces
provinces located mostly in the northern region of Morocco. 


are relatively isolated with limited transportation infrastructure. 
Mobile
 

units will be created to reduce beneficiary travel time by meeting at service
 

Improved access to clinical facilities
sites located in a given area. 

financed under the project will include the upgrading of rural dispensaries;
 

upgrading or construction needed to create 12 additional family planning
 

reference centers, and the equipping of 15 additional provincial centers and 5
 

rural facilities for voluntary surgical contraception.
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c) Beneficiary Perceptions of the Public Delivery System
 

Even when health facilities are available, however, they are, especially at
 

lower levels of the health system, often insufficiently used. Reasons include
 

cultural patterns, with clients seeking help in the mornings in connection
 

with visits to the souk, women's inability to leave the house alone to seek
 
a
help at a clinic, the perceived lack of qualified personnel (i.e., 


physician) at the dispensary level, lack of pharmaceuticals, and a general
 

dissatisfaction with the facility or reception by the staff.
 

Many clients perceive MOPH facilities and services to be unsanitary and
 

inefficient. In fact, existing facilities are often in poor physical
 
Rural dispensaries
condition, under-equipped and lack sufficient supplies. 


rarely provide the privacy for adequate FP services or beds for births, and
 

clients have noted difficulty in obtaining ORS, and other HCH products. The
 

qtality of client interaction with health workers is also often limited by
 
an unfamiliarity with
comunication barriers, including but not limited to, 


local dialects.
 

According to recent surveys, although effective comunication between clients
 

and health workers was somewhat limited by the worker's inability to speak the
 

local dialect (11%) and the use of technical terms that the clients cannot
 

understand (127.), most restricting was the fact that workers do not
 
Given cultural sensitivities, male
demonstrate the use of products (5716). 


workers are particularly reluctant to provide adequate explanation and
 
are often
demonstration of products to woman clients, and women clients 


This problem is
reluctant to aeek FP and MCH services from male workers. 


especially acute in remote rural areas where itinerant workers tend to be male
 

due to the difficulties associated with work and travel in remote regions. The
 

amount of time outreach workers have been able to spend with each client also
 

bears directly on the quality of communication. Workers have been evaluated
 

on the basis of the number of houses they have visited by the end of the day
 

rather than the quality of the interaction. In the past, health workers may
 

little as three ainutes to devote per household. Although this
have had as 

may be an adequate amount of time to leave additional cycles of pills, it does
 

not allow for child weighing, demonstration of ORS, or a convincing discussion
 

on the wisdom of chan6lng contraceptive Pethods. Changing the basis of the
 

evaluation of outreach workers' activities to take into account actual
 

accomplishments and quality of interaction is important to improving the
 

impact of these programs. 

Finally, there is some indication from the evaluation of the VYIDS program and 

social marketing feasibility studies that client perceptions of NOPH services 

may be negatively influenced by their free-of-charge nature. An assumption, 
not as valuable as something thatnoted often, that if something is free it is 


an assigned value, might be interfering with the level of acceptability.
has 

On the other hand, VDXS workers for the most part indicate that even a small
 

In one study, womun
payment would be impossible for most of their clients. 


who said they were happy to receive and use such item as ORS stated that they
 
if needed by their children. This
would not purchase these same item, even 


is borne out as well by the fact that few women frequent the AMPF centers
 

where small payments are required for FP supplies. And yet families with
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Additional
 
financial means prefer private medical and pharmaceutical outlets. 


research in this area is needed to define price-related 
factors which
 

-

influence client health-seeking behaviour in various 

populations. 


Project activities intended to improve client perception of the quality 
of
 

include the upgrading of facilities mentioned above, 
training


MOPH services 

for HOPH workers, mobile outreach coverage designed 

to improve the quality of
 

services and duration of consultations. In addition, demand analysis and cost
 

identify price-related factors which
 recovery research are planned to 


influence client behaviour.
 

d) MOPH Worker Perception of the FP and NCH Program
 

The mid-term field evaluation of the AID-supported 
VDXS program showed that
 

staff morale among NOPH itinerant workers is an 
obstacle to improved service
 

VDMS workers' job satisfaction was shown to diminish
 delivery. 

correspondingly as distance from the MOPH centers 

increases, reflecting a need
 

to improve supportive supervision. Correspondingly, client satisfaction with
 

the VDMS program also decreased as distance from 
a fixed medical facility
 

wider rap&* of services.
increases, and clients expect and need a 


Work environmnt-related factors which lower morale 
include problem with
 

staff reimbursement for travel expenses, 
repair of motorbikes, restocking of
 

Most (74%)

supplies, and the difficulty of reaching remote rural 

outposts. 

a major obstacle.
 

rural workers cited serious transportation problems 
as 


Inadequate management and supervision of outreach workers 
has also been shown
 

Personal
 
to undermine the quality of coverage provided by ROPH 

workers. 


inconveniences associated with rural life. i.e. the lack of electricity,
 

running water and access to recreation, also undermine 
the morale of rural
 

workers in general.
 

Recognizing the needs of their target populations, 
VDNS workers recomended
 

that a greater effort be made to provide services 
for households far from
 

health facilities by providing "points de rasseamblemontsO 
or "points of
 

contact" and by stocking .points de approvisionnemant,* 
where rural families
 

could obtain pills and other supplies. The planned expanded use of mobile
 

teams and points of contact responds to the wider 
needs for health and family
 

The extent to which, however, the
 planning services of these people. 


convenience of door-to-door service is lost, and 
leads to family planning
 

areas where VDKS visits are withdrawn. This
 
drop-outs will be monitored in 


will be done using as a baseline a "census" of households 
taken by point of
 

contact and mobile team workers before the program 
begins, and then followed
 

up specifically to note discontinuation rates.
 

VDNS workers also urged that greater efforts be 
made to involve other
 

Broadening the
 
ministries in support of the family planning and MCH programs. 


to the
 
efforts to work with other ministries beyond the 

central level 


provinces should be easier with the Ministry of 
Health's efforts to
 

decentralize program management, and should be 
a focus of USAID attention.
 

Under the project, worker motivation will be 
enhanced as well through more
 

decentralized management and improved mobility 
of the enhanced FP and MCH
 

program.
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The expansion of the traditional VDMS approach of door-to-door visits to
 
include wider use of point of contact and the mobile team concept should
 

improve logistics and supply if planning and supervison are adequate. The
 

installation of photovoltaic lighting systems in approximately seventy rural
 

dispenaries and health centers will improve working and living conditions for
 

rural workers. Finally, worker motivation can be improved by providing basic
 

quantitative skills training making it possible for them to monitor progress
 
and see results of their efforts.
 

6. Programmatic and Stratety Issues
 

a) Relative "Nix" of Interventions
 

What seems to be the most effective approach in a country as diverse as
 

Morocco is to have a multiplicity of service delivery approaches tailor-made
 
to the different regions or populations. Thus the project will support the
 
expansion of the MOPH outreach system by introducing appropriate features of
 

the MOPH's pilot maternal child health system, "Soins de Sante de Base"
 

(SSB). The enhanced strategy incorporates a combination of outreach
 
approaches, including fixed facilities, household (VDWS) visits by itinerant
 
agents, community level service points covered on a schoduled basis, and
 
mobile units capable of providing a wider range of services, especially to the
 

"inner circle" of beneficiaries. Given that the SSB strategy has been
 

implemented since 1984 in only three provinces, it is important to monitor
 
its effectiveness in terms of the various outreach approaches and their
 
application of family planning services in outlying rural areas. Two obvious
 

problems with the approach are that (1) some women, in accord with local
 
mores, do not leave their homes, and thus will no longer benefit from access
 

to servicas; and (2) som terrain, within 3 kilometers of health centers, may
 
be mountainoue making access to health care sore difficult than in flatter
 
outlying regions. Finally, to be successful, the approach is dependent on the
 
MOPH arranging, publicizing, and observing schedules for both point of contact
 
and mobile teams, implying a need for good logistic planning, budget support
 
and Pupervison.
 

The necessity to tailor program elements to terrain must be counterbalanced
 
with an awareness of the cmonaelements which the different Moroccan regions
 
share. These include central government structures which unite the various
 

regions and socio-cultural factors such as the "souk," the whana,, and the
 

mnosque.u These all offer possibilities to be considered for providing
 
information and sometimes services in family health care.
 

b) Relative Effectiveness of Male and Female Workers
 

Surveys show that women clients tend to be more responsive to female workers.
 
Due In part to cultural sensibilities, male workers are often reluctant to
 
provide female clients with detailed explanations of contraceptive products.
 

An effort is being made to increase the female staff in fixed facilities and
 
mobile outreach teams. However.the MOPH has decided to rely almost
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exclusively on male itinerant workers for door-to-door work, due to the
difficulties associated with outreach work in 
remote rural are", and past

negative experiences of female outreach agents. 
Additional information is

needed on the potential for effective outreach work by male and female

workers. 
 During the first year of project activities, there will be a review

of data regarding effectiveness of male and female outreach employees 
as an
input into the design of expanded support for such activities. Moreover, a

review of the satisfaction of female workers with their responsibilities will
be undertaken, including the steps needed to increase their effectiveness and

satisfaction. Given the socoi-cultural diversity of Morocco, research on the
receptivity of clients and appropriateness of communication channels must be
conducted on a region-specific basis, ideally through a series of focus groups

conducted in oach key region by qualified NOPH staff.
 

In short FP and MCH program interventions will be monitored closely in 
terms
of socio-cultural effectiveness and ways to improve effectiveness, e.g. gender

mix of HOPH outreach workers.
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ADIIIJISTRA!V ANLYSII.
 

ARRANGKENTS AND RESPONSIBILITIESA. ADMINISTRATIVE 

The Ministry of Public Health (MOPH) will continue to be the primary recipient 

of U.S. assistance under this Project, with several elements implemented in 
Many ofconjunction with the private sector and other government agencies. 

the major elements of the project are a continuation and expansion of 
Thereactivities developed with assistance provided under earlier projects. 


are, however, new project elements (particularly health sector financing, AIDS
 

prevention and control, and to a lesser extent, facilities renovation and
 

extension) for which there is limited prior experience. In addition, given
 

the number of activities, Implementation of the project will require the
 

coordinated action of each of the participating agencies. A description of
 

the key agencies involved in the project is presented below.
 

1. Ministry of Public Health
 

The Ministry is In the early stages of a major reorganization which will
 

involve some key counterparts. The current and evolving organigrams are
 

presented under tables E.1 and 9.2, respectively, and illustrate this
 

Currently, the Ministry has two Directorates, that of Technical
analysis. 

To date, the Directorate of Technical
Affairs and of Administrative Affairs. 


Affairs (DAT) has held primary responsibility for the entire range of the
 

Ministry's curative and preventive health care programs, includiag 
AID, World
 

Actual implementation
Bank, and other donor-supported activities. 


responsibilities of the predecessor AID project were assigned to DAT's
 

Division of Population which comprises practically all programs 
dealing with
 

preventive care, including family planning, mother and child health, health
 

The Service of Family Planning coordinated
education, potable water, etc. 


day-to-day management of the project 0171, working closely with 
other Services
 

in the Division handling related child survival interventions (immunization,
 

ORT, nutrition).
 

Under the revised table of organization, the DAT has been broken 
up, with its
 

responsibilities to be shared between four of the Ministry's now seven
 

new divisions. Specifically, the Division of
 
directorates, and three of the 

the new Directorate of Prevention and
 Population will be largely subsumed into 
project management and

Health Training which will become the seat of 
Project assistance for prevention and control of AIDScoordination. 


be managed by the Directorate of Human Spidemiology
activities, however, will 
and Health Programs; technical and management training activities 

by the
 

and the data management and special studies
Directorate of Human Resources; 

activities, including the 1991 Demographic and Health Survey, will 

be the
 

responsibility of the Division of Planning, Statistics and Data Processing.
 

Activities with the private sector and health financing will 
Involve the
 

Directorate of Regulations and Control, the Division of Coordination 
of
 

Autonomous Institutions, and the Division of Pharmaceuticals.
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TABLE E.2
 

(abbreviated) -
Proposed Organization of the Ministry of Public Health 

V-npcor aln Divisit, fnnj~ Statistics 
atin of AutooiOSecretary Gener l [Divisi on 1 


W~ativ=i1 

Institute 


National of Hygiene
Pharmaceutica _; "ofo ca sPharmaceutlaboratoryDvso iiino oitc upr 
riiational Center of bood Trans usZon 

of Direction of Direction of Direction of Direction of Direction of Direction ofIDirection 
Dergency Financial Human Regulation ellthPreventive lalth Epidemiology 

adTraining and tIedc eore Resources and Control Copration-

I .... Health Pran (Investment (Operational 

Relief )udget )
 

i ofof '"Tma 


[Buildings/Arch. Training Juridic AffIiri
-Dsopulation* E. H - -

- - r - ­e ch. 

Health Education Non-Infec. Dia. iowediT Equip ei Rs it 

Materm l Infectious Ds.- in I Health CastrolInvestmat Bdget I I Hed. Prof.
II 

Health ,_.__I
 

inclues
* includes Services 

of School Health Service of
 

Family Planning Dermtology
 
Rehabilitation & & 3TD's(AIDS)
 

Geriatrics 

Resional Health bervices]
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and district health services. He is supported in this role by a service of
 

Research and Evaluation and two standing coordination-coittees 
for hospital
 

A copy of the revised organigram for
operations and basic health services. 

Copies of the previous
Provincial Health Services Is presented in table 3.3. 


provincial level organigram are presented also as tables 1.4 and B.S.
 

The revised structure will facilitate improved coordination in client referral
 

and follow-up, more effective technical back-up and supervision; 
and increased
 

participation by clinical staff in planned FP and NCR training programs.
 

2. USAID
 

USAID officers will continue to exercise primary responsibility 
for the
 

this Project Paper. Specific project
management of activities discussed in 


management responsibility will rest with the Population and 
Humam Resources
 

a
 
(PHR) Division of USAID. PHR staffing will include the 

Division Chief; 


Population Officer; a projoct-fundeG Child Survival Advisor (TAGS); a Special
 

Projects Officer; and a FSN professional employee. A local hire PSC health
 

OPH in the development and coordination of
 finance advisor working with the 


planned sector reform activities will also assist in assembling information to
 

enable more effective GOR monitoring of the Project.
 

the Project Officer for the
 As in the past, the Population Officer will act as 


project, with management responsibility for the various 
subproject components
 

shared by the remaining USDH staff identified above. Based on USAID
 
increased


experience with the predecemsor Project 608-0171, the Mission 
has 


staff depth in key technical 3kills areas, i.e., certain aspects of child
 

survival, health finznc!ng, to enable more effective management 
of the
 

numerous and complex assistance activities scheduled under 
the Project.
 

reduce the manag3ment burden. USAID will consolidate technical
Furthermore, to 

in specific fields under a single contractor, who will be
essistance 


responsible for necessary coordination and follow-up. For example, one firm
 

will handle private sector activities, another IE&C, and a third, 
technical
 

across the board. Nonitoring of this latter
assistance and training needs 

The general
contract will be the task of the new Child Survival advisor. 


training and technical assistance services will be r~ov!44d under 
an AID
 

direct institutional contract for managemeat, training and technical
 

This contract will provide: (1) approximately 30 months of
assistance. 

,ihort-term technical assistance and 48 soothe for two long-term advisors, 

each
 

for a period of 2 years; (2) local administrative, management and logistical
 

support for 1OPH in-country training, operations research and related data
 

(3) home office support for the procurement.
collection activities; and 

in the U.S. and overseas.
testing and shipment of commodities purchased 

In
 

involved in efforts to expand private
addition, there will be multiple actors 


health insurance and carry out necessary sector reform measures. Given USAID
 

interest in playing a more active role in moving these activities 
forward and
 

assuring coordination, the Mission will also contract assistance 
requirements
 

for these project elements, under a separate USAID direct contract. 
Ongoing
 

areas will continue to be
 assistance requirements in specific technical skills 


acquired through buy-ins under AID/W central project contracts.
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In this regard several AID grantee and contractr organtzations 
will
 

These include:
participate in the project. 


The Johns Hopkins Program for International Bducation 
in Cynocologi


a) 

and Obstetrics (JHPIRGO).
 

in strengthening both pro-service and in-service
 JPHIEGO will assist the MOPH 
The contractor will also
 

training in reproductive health and family planning. 

to decentralize clinical update and
 assist the Ministry with next steps 


refresher training programs and to establish 
Regional Physician and Nurse
 

Training Centers for clinical instruction in family planning techniques. These
 

centers will be located in Agadir, Marrakech, 
Kenitra, Fez, Casablanca, Rabat,
 

The centers will be operated In close collaboration with
 
Heknes, and Oujda. 


the National Trainig Center for Reproductive 
Health, University Teaching
 

Hospitals (CHU) in Rabat and Casablanca, and HOPH provincial-level 
schools of
 

JHPIRGO will also assist in establishing family

Nursing and Midwifery. 
 the National Center
 in private sector organizations, such as 
planning services 

for Social Security (CUSS) and under private employee 

service programs.
 

The Association for Voluntary Surgical Contraception 
(AVSCQ,


b) 


AVSC will assist the HOPH in the further expansion of the national
 

reproductive health and surgical contraception 
program described under the
 

AVSC will purchase medical supplies
 
clinical services element of the project. 


and equipment, finance operational expenses 
for the program, and provide
 

Funding
 
technical supervision for hospitals participating 

in the sub-project. 


for this activity will be provided under the 
Project via a buy-in to the
 

existing AVSC grant agreement with AID/Washington.
 

Resource Development IRD).

c) The Westinghouse Institute for 


In conducting the 1991
 
IRD will finance technical assistance to the 

ROll 


Demographic and Health Survey (DHS), disseminating the results to policy
 

makers and family planning program administrators, 
and strengthening HOPH
 

IRD
 
institutional capabilities for undertaking future 

surveys of this type. 


funded through the AID/V Demographic and Health 
Surveys


assistance will be 
Project Contract.
 

d) The Johns Hopkins University (JHU). Center for Population
 
Comunications.
 

JHU will assist the MOPH In identification of the information and education 

programs; execution of marketing and needs of the HOPE family planning and MCHI 


audience surveys; production of FP and MCH promotion 
materials; and design.
 

IEC program. This
 
implementation, and overall assessment of the Ministry's 


buy-in under the A:D/W Population
assistance will be provided through a 


Comunication Services (PCS) Project Contract.
 



e) AcNdemy for Iducetionsl DevelOWent (AID).-and Family Health 

International (PHI). 	 -- -

AED and FHI will provide technical assistance, under 
buy-ins to the AID/l
 

AIDSCOM and AIDSTSCH project contracts, for AOPH surveys 
to determine the
 

incidence and prevalence of V'"T infections and AIDS, and attitudes towards
 

AIDS; research to test and evaluate AIDS intervention programs 
and
 

and provision of blood screening equipment and other 
prevention


hypotheses; 

commodities.
 

Other Public and Private Sectir Orxanizations
3. 


The MOPH will also receive assistance from several other 
public and private
 

Following is a list of the specific organizations which
 sector organizations. 

w;:* participate in the implementation of the project.
 

A. 	 Autonomous Training Institions
 

Five autonomous training institutions will provide training 
and technical
 

supervision to fatilitate implementation of the clinical 
services, employee
 

services, technical and management training, and AIDs 
prevention and control
 

A brief description of these institutions is
 eleients of the Project. 

presented below.
 

(I) 	The National Training Center for Reproductive 
Health
 

(NTCRH):
 

a national family planning and reproductive health 
service and
 

The NTCRH is 

training facility, with a 30-bed maternity and obstetrics-gynecological
 

The center functions under the joint
service, located in Rabat, Morocco. 


auspices of the Ministries of Health and Education, 
and has provided regional
 

training for Moroccan participants in sub-Saharan Africa, 
under an agreement
 

The NTCRH offers training for physicians, nurses
 with 	JHPIEGO, since 1981. 

a full range of reproductive health. The Center's
 

and technical staff In 

technical staff consist of 12 physician specialists in 

obstetrics, gynecology
 

22 resident physicians, who are specittlizing in
 and reproductive suegery; 

obstetrics and gynecology, 80 nurses and another 62 administrative 

and service
 

personnel.
 

Since 1984, the NTCRP has trained approximately 150 physicians and 
over 270
 

paramedical personnel in laparoscepic tubal ligation proeduroz, 
operating
 

The ITCRH also
plauning information and services. 
room 	techniques, and famill 

a clinical rotation site for approximately 80 medical 5th
 annually serves as 


and 6th year students. The Center has performed over 6,000 tubal ligations
 

and provided technical supervision for an additional 
16,000 such procedures
 

The NTCRK will
 
performed in MOPH provincial centers throughout the country. 


provide similar clinical training and technical supervision ass'stance under
 

the Project.
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(ii) University Teaching Hospitals (CHU):
 

The 180-bed Averroeslaternlity Hospital (Rabat) and the 248-bed Maternlty-de 

Ibm Sine (Casablanca) will also become &ors actively involved in family 
Each of
planning clinical training and program supervision under the Project. 


these maternities carries out over 12,000 deliveries per 
year and serves as
 

one of the nine medical facilities comprising the CHU clinical campus 
of Rabat
 

and Casablanca.
 

Instruction and service programs at the two CHU maternities are similar 
to 

by each with approximately 30-40 resident 
programs managed the NTCRH, 
physicians completing their specialty in obstetrics and gynecology, 

and an
 

additional 120-160 5th and 6th year medical students rotating through these
 

facilities on an annual basis.
 

(iii) Management Trainin& Institutes
 

Two newly created managemont training institutes, the National Institute for
 

Research and Training in Public Health (NIRTPH) and the 
Regional Family
 

Planning Logistics and Management Training Center (REPLWYC}, 
will assist the
 

MOPH in carrying out planned management training activities financed 
under the
 

project.
 

The NIRTPH has been established as an autonomous institution 
under the
 

auspices of the HOPH. The institute is currently located on the grounds of
 

the WOPIi College of Public Health and will begin offering masters 
level and
 

short term-training, in public health and hospital management, 
in September
 

1989. The REPLMTC, also housed on the grounds of the College 
of Public Health,
 

was established in March 1989 with assistance provided under the 
AID/V Family
 

This center will offer short-term
Planning Logistics Management Project. 


training amd technical assistance in FP program and logistics management, 
with
 

the initial course scheduled to be held in December 1989.
 

b. Private Voluntary Orzanizations (PVO)
 

Two PVOs, the Moroccan Family Planning Association and the Moroccan 

Association for the Prevention and Control of AIDS, will assist 
the NOPH in
 

the implementation of the IEC and AIDS prevention and control elements 
of the
 

project.
 

(I) The sso:iation Marocaine do Planification Familiale (AMPF)
 

AMPF, the Moroccan affiliate of the International Planned Parenthood
 
OPH in the development of FP
Federation (IPPF), will continue to assist the 

Founded in 1966, and accorded
promotional and educational materials. 

Is recognized by the GON as a 'societ6
IPPF-affiliate status in 1971, AM.PF 


beneficialcivile" -- a non-government organization engaged in socially 

activities. 
 Its primary functions are to: (1) motivate, hiform and educate
 

the ,Lzoccan people about the advantages of family planning; and (2) provide
 

family planning services to the Moroccan people, especially the rural
 

population who do not have access to the "Ministry of Public Health
 

facilities" (AMPF constitution, 1974). 
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ANPF has a staff of 65, including 9 administrative personnel, 12 II&C staff, 

and 44 persons involved in FP service provision. 7Working out of Rabel 

Headquarters and branches in Marrakech, Fes, Tangier, Casablanca, and Agadir, 
a FP service delivery program using
the organization operates 12 FP clinics; 


mobile units and community based sales agents; and an extensive 
FP I1&C
 

program, including radio, TV, public exhibitions and training 
workshops for
 

In
 
personnel from various Moroccan government and non-govarnment 

agrncies. 

October, 1983 the Mission registered ANPF as a FVO eligible to seek U.S. 

Government resources. 

(ACLSL)
(ii) Association de Lutte Contra le SIDA 

ACLS, a non-profit organization created In 1987, will assist the MOPH and the
 

GOM National Commission for the Prevention and Control 
of AIDS, in the
 

implementation of the full range of activitico planaid 
under the AIDS
 

prevention and control element of the project, particularly 
those activities
 

requiring more direct contact with mambers of high risk 
population groups.
 

Members of the ALCS, for the most part, are drawn from 
the Moroccan medical
 

The Executive Board of the Association includes several 
senior GOM 

community. 
 The President of the
 
officials and the ACLS has the endorsement of the MOPH. 


an active member of the GN AIDS Commission and is recognized

Association is 


leading expert on the prevalence and transmission of AIDS inMorocco.
 as a 

series of AIDS information brochures and
 To date, ACLS has developed a 


pamphlets; completed a 12,000 sample survey on knowledge, attitudes and 
rovided counseling to
 

practices concerning AIDS and HIV infection In Morocco; 

AIDS patients and family members; and established a 
telephone hotline to
 

provide information on AIDS and HIV infection and suggested 
preventive
 

measures.
 

E1 Jadida,

The ALCS operates out of Casablanca and has regional 

offices in 
iu planning to open additional offices in other major

Marrakech and Rabat. It 
the Association are dissemination ofcities. The main objectives of 

and medical support for asymptomatic patients and AIDS 
information, and moral 

ACLS recently forwarded USAID documentation on its legal status,
patients. 
membership, financial resources, and procedures'and plans 

for future
 

USAID is presently reviewing these materials in anticipation of 
activities. 

.ecommending formal AID registration of the Association 

as an authorized
 

indigenous PVO eligible for direct financial assistance 
from AID.
 

c. Private Sector Aencies
 

The principal private sector ageacies involved in the project are the Moroccan
 

Physician and Pharmacists Professional Associations and 
the National Center
 

Other potential private sector participants
for Social Security (CQSS). 

include the Moroccan Private Employers Confederation (CGEM), the 

Moroccan
 

Federation of Private Insurance Agencies (FISAA), and the National 
Social
 

Security Fund for Public Sector Employees (CNOPS).
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(I) Conseil do lOrdre des Redecias
 

The "Conseil de l'Ordre des Redocinso is a Moroccan professional society,
 

roughly equivalent to the American Medical Association in the U.S., 
for
 

Moroccan physicians from the public, private, military and academic sectors. 

The Conseil is directed by a national governing board comprised of the
 

presidents of its 7 regional branches, representatives from each of 
the
 

concerned medical sectors and an executive seretariat. The president of the
 

national body, as well as those for the 7 regional branches, is appointed by 

Royal Decree, assuring continuity in operation and policies espoused by the 

Conseil and ready access to senior levels of the government. 

In May 1988, the Conseil, under the auspices of the King, hosted a national 

to health care in Morocco. The seminar was opened by theseminar on access 

600 physicians in
Prime Minister and featured active debate by the over 

of the plenaryattendance, with the Minister of Health chairing several 
Several of the
sessions and remaining throughout the three day workshop. 


recomendations developod during the seminar figure prominently among the
 
examined under the project. The Conseil has

health sector policy issues to be 
improvement of medicalbeen a leading voice for health sector reform and 

practice in Morocco and will be represented on the technical advisory 

committee.
 

the regional conseils - and especially that of the
In addition, certain of 

north central region - have been particularly interested in health financing
 

issues, holding seminars, discussing standards of practice and alternative
 
Given their smaller size, these organizations
financing and delivery systems. 


may serve as more useful partners for specific dialogue In health 
financing
 

than would the Conseil itself.
 

(ii)The Federation Marocaine de Syndicate des Pharmaciens
 

(FMSP)
 

The FXSP is a national trade association grouping the 16 local and regional
 
Although, the Federation
professional associations of Moroccan pharmacists. 


l'Ordre des Redecins et des
works in close collaboration with the Conseil do 


issues coucerning the moral and professional Integrity of
Pharmaciens on 

medical and pharmaceutical practice in Morocco, its principal role is to
 

assist in addreasing the practical concerns of its membership, i.e. laws 
and
 

regulations governing the installation of new pharmacies and medical 
product
 

access to credits; continuing professional and
sales outlets (depots); 

In this


technical education; pharmaceutical pricing and sales margins; etc. 


role, the FMSP, through the Syndicat des Pharmaciens do Rabat, has assisted 
in
 

development of plans for the new condom sales program, scheduled for launch 
in
 

ISP will continue participation of this nature in the
September 1989. The 

implementation of project 0198, working with the NOPH to develop social
 

marketing sales programs for contraceptives and XCH products, and to create
 

rural pharmaceutical and medical product sales outlets.
 



- -|9 ­

(iii) Caisse Nationals do le Securite Social* (N0) 

The CNSS, a public institution, was established in 1959 as the centerpiece 
of 

what is known in Morocco as a system of social protection for the salaried 

labor force in the private sector. CNSS generates revenues 
for its programs by 

and contributions for all private sector firms. 
mandatory employer employee 

the law: (1) familyaccording toThere era three types of benefits programs 
for and maternity leave;

benefits; (2) short-term indemnity benefits illness 
for retirement, workers compensation and survivors 

and (3) long-term paymrnts 
delivery, since 1979,

The CNSS has been involved in health servicebenefits. 
through its family benefits branch.
 

financed a 
From 1979 through 1988, the CNSS developed, organized, 

and 
a 

clinic system which consists of 12 facilities that contain 
multipurpose 
total of 1280 beds nationwide and employ 229 full-time 

physicians. The 

project will strengthen the capacity of the 
CNSS to provide reproductive 

health and family planning training to CNSS's 
16 full-time and 46 part-tim
 

physician OB/GYN specialists and related paramedical 
staff; and to install VSC
 

services in the maternity units of these 12 polyclinics. 
The CNSS will also
 

participate in the planned private health insurance 
feasibility assessment and 

will figure in subsequent deliberations on 
options to expand private insurance 

coverage. 

arocaine des Societes d'Assurances et des 
(iv) The Federation 

and Cais.e Nationals des Oeuvres de 
Assureures (FlSLA) 

Prevoyance Socials (CUOPS)
 

be invited to participate

Among other private sector organizations which 

will 

in the planned private health insurance feasibility 
assessment are the 

Federation Marocaine des Societes d'Assurance 
at des Assureures and the Caisse 

Nationals des Ouevres de Prevoyance Socials.
 

to
 
The FMSSA is 
a national trade association whose 

principal responsibility is 


represent the 21 Moroccan private insurance 
companies in negotiations with the
 

GON. These negotiations primarily involve officials 
within the Ministry of
 

Finance's "Direction des Assurances et do Is 
Prevoyances Socials," concerning
 

laws and regulations governing insurance industry operations and prLcing.
 

Private insurance firms represented by FMSSA 
normally offer health insurance
 

policies, often part of a group insurance 
gackage, to private sector
 

iurance is not regulated, and does 
employers. Although the price of health 

to their
 
not have a fixed price, insurance companies are 

regulated as 


investments (60i of reserves must be invested 
in bonds issued er guaranteed by
 

Pricing for these group premiums are set
 tte GON at below market rates). 
 year to
of sickness and utilization, and adjusted each 

basec on expectations These
there is competition in rates. 
reflect the actuAl experience, although 

the Moroccanapproximatley 13. of 
policies currently provide coverage for 


population.
 

of 8 autonomous public-sectora loose organizationThe CNOPS consists of 
for both the financing and delivery of groups, responsibleemployee mutual 

the umbrella organization of the
 Although the CNOPS functions as
health care. 




8 

a310­

mutual groups and maintains its own separate administrative offices, each of
 

the mutuals manages its own benefit progrea. Membership In six of the eight
 

mutual groups is voluntary. The two remaining groups, covering the Moroccan
 

armed forces and dependents, require compulsory participation for mbers
 

under their aegis. In 1988, this enseable of mutual groups, under the
 

umbrella of CNOPS, had 650,000 members, or 80 percent of all public sector
 
employees.
 

(v) Confederation Generale Econoaique Marocaine
 

The Confederation Generale Sconomique Marocaine (CGEH) is the private 

employers confederation, often viewed as the functional equivalent of the U.S. 
National Association of Manufacturers. The CGER was established in Casablanca 

more than 20 years ago and between 1976 and 1985, its membership grew from 180 

to 4,000 members, including 45 professional associations. The proclaimed 
goals ol the federation are to promote a rational economic developaent policy 
and to strengthen the role of private enterprises in Morocco's economic and 
social development. USAID and the NOPH, and AID contractor staff, have 

approached CGEN as a potential participant in the project. In this role, CGE 

would communicate information and stimulate interest in the planned employee 

service activities to the numerous Moroccan employers subscribing to the CGKM 

newsletter.
 

3. 2IfTUTONAL ISSS 

The MOPH has been an effective and coimitted counterpart for USAID assistance 

in the sector. The Ministry remains, however, a highly centralized and 
hierarchical structure, and has moved slowly in delegating decision making 
authority to program managers at the central level and Increasing the role of 
provinces in program administration and planning. The project will assist 
ongoing ROPH efforts in this regard through increased management training of 

program and administrative staff; strengthening data collection and 

information systems; and improving coordination among the various programs, 
departments and levels of the Ministry. To this end, an analysis of ROPH 

performance and capabilities in the following program management areas was 
completed during the design of the Project.
 

1. Project Direction
 

One of the strongest aspects of the predecessor projects has been the emphasis 
on strengthening institutional capacity within the HOPH. Yet much of the 
Ministry's success in implementing Iamly planning and maternal child health 

programs has depended on a relatively small number of capable, energetic taff 

at the central level and in the provinces. The HOPH is aware of the fragility 

this creates in assuring long-tern continuity and effectiveness in program 

management. The Ministry has, therefore, taken steps to improve thh 

situation. 
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To improve program management at the central 
level, the Kinistry establlshed G 

Project management Unit (PMW), within the MOPH Division of Populatioci and has 

progressively strengthened the managerial 
capacity of the PFU by Increasing
 

The M is
 
both the number and technical competence of assigned staff. 


directed by the Chiof of the MOPS Family 
Planning Service, with administrative
 

and technical support provided by a senior 
administrator (a USAIDJPH
 

participant under the Health Management project 
0151); the adminstrative
 

a recently

a data management assistant; 


assistant for the Population Division; a nurse midwife; and additional secretarial
 
recruited public health physician; 


and logistics personnel from the Division 
of Population.
 

In 1986 the Ministry appointed a former 
Provincial Medical Director to manage
 

and coordinate USAID Child Survival assistance 
for the national vaccination
 

The project coordinator bas been extremely successful in directing
 program. 

national vaccination campaigns during 

each of the last three years and
 
As a result, the
 

improving the performance of tho ongoing 
cervice program. 


MOPH has institutionalized this approach and 
designated program managers for
 

The PU coordinates
 
each of its 18 preventive health service 

programs. 


program manager activities, particularly 
those receiving USAID assistance.
 

These program managers will be members 
of the planned Project Coordination
 

Committee for Project 0198.
 

2. Project Coordination
 

The Ministry's hierarchical structure 
has hindered coordination both among 

the
 

various ROPE departments involved in 
the project and with other concerned
 

At the central level, the P1W
 
public and private sector organizations. 


structure has been effective in improving 
coordination among MOPH vertical FP
 

and MCH programs. Management and technical direction for VSC services, 

however, has been assured primarily 
by the NTCRH, with little involvemnt 

by
 

from the faculty of university 
central level technical staff in the ROPS or 

Personal and professional
 
teaching hospitals (CHU) in Rabat and Casablanca. 


and MOPH central level officials have 
also
 

conflict among key 3TC 

the limited coordination and delineation 

of responsibility
 
contributed to 

between this largely hospital-based program 

and the FP outzoach and referral
 

programs responsible for client motivation 
and recruitment.
 

Similar problems have arisen in the execution of clinical training programs.
 

Conflicts have developed between ROPH 
and ) "'Ustaff concerning selection of
 

physicians and nurses to receive clinictl 
t:rci .ig, and over responsibility
 

on the performance of these V'; 'cs 
upon their return to the
 

for follow up 
 !,lved in clinical updating and
 
provinces. To date, the CHUe have not be, 


Due to #ianned expansion, in both the
 
rafresher training for NOPS staff. 


public and private sectors, of the VSC program and the decentralization 
of
 

HOPR clinical training activities, the 
Ministry has initiated steps to clearly
 

outline the operational roles and responsibilities 
of fCREH, CHU and ROPH
 

staff in the implementation and technical monitoring 
of these programs.
 

Technical assistance (AVSC and JHPIRGO) 
financed under the project will assist
 

the MOPH in this regard. In addition, both the NTCEH and the 
two CRUs will be
 

represented on the Project Coordinating 
Committee.
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At the provincial level, the revised organizational structure will facilitate
 

overall coordination between curative and preventive service 
programs.
 

However, thert. are wide variations in management capabilities, 
at the
 

Understandably, staffing,
province, district and lower levels of the system. 


administration, and organization of service delivery are different from
 

province to province, depending on local conditions. Certain basic-planning
 

and administrative processes have been developed during the inplemntation 
of
 

VDKS and the design and testing of the basic health services (SSB) strategy,
 

to standardize management practices and improve program planning 
and
 

Improvements are required in this
implementation. Nonetheless, additional 


area to broaden staff capabilities and strengthen management systems. 
The
 

project will finance short- and long-term advisory and training assistance to
 

address this need.
 

At the central level, the Ministry has assigned responsibility 
for technical
 

oversight and coordination of all provincial level FP 
activities to the
 

Director of the Provincial Maternity Hospitals, who also 
carves as the
 

This official will 
assure coordination
Director of the FP Reference Center. 


between the FP Reference Center; FP outreach and fixed facility programs;
 

nurse training, including clinical precticums; and surgical
physician and 

Technical assistance provided under the JHPIEGO and
 contracetion activities. 


AVSC contracts will assist in identifying rc-quired modifications 
in local
 

procedures and carrying out related staff training.
 

3. Decentralized Management and Planning
 

The bureaucratic and hierarchical emphasis of MOPH management 
and reporting
 

routine tasks by

system leads to an inordinate amount of time spent on 


Both central and provincial level
 administrators and program managers. 


managers have therfore, been unable to spend sufficient 
time monitoring the
 

effectiveness and impact of ongoing program and planning new 
initiatives.
 

The lack of training in modern mnagement practices 
and the absence of
 

effective information systems further complicates this problem.
 

The recently approved HOPH central and provincial reorganization 
will
 

streamline current reporting and administrative relationships 
and decentralize
 

The project will
decision making authority to lower levels in the system. 


provide two long-term resident advisors and 10 months of short-term 
technical
 

assistance to assist the HOPH in the development and implementation of
 

the design and execution of operations research
 management training programs; 

and special studies; and the revision and provincial level automation of the
 

Ministry's FP and MCH service statistics and management reporting 
system (HIS).
 

The revised MIS will be geared for more effective use as a monitoring 
and
 

planning tool. In line with veconmendations of the Mid-term Ivaluation of
 

project 0171, the revised system will enable the MOPH to maintain up-to-d..O
 

information on the total number of continuing and new family planning
 

information on discontinuation of contraceptive use,
acceptors, as well as 

The MOPH has established quantified
vaccination coverage, and other MCH date. 


targets at tht national, provincial and local level for all key program
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Interventions and will routinely monitor implementatiOn performance against
 
These data will be verified and
these targets, using the revised NIS format. 


further refined through operations research and special studies to be 

undertaken by the MOPH. 

4. Staff Competence
 

The Technical Analysis (included under Annex 6) demonstrates that the NOPH 

possesses the clinical and operations expertise to carry out the planned FP
 

and MCH program expansion and health sector reform activities. In an area
 

more relevant to this analysis, the MOPH will be responsible for host country
 

procurement of approximately $4 million in goods and services financed under
 
project
the project. These procurement actions will involve the purchase of: 


vehicles; medical equipment and supplies; audio-visual equipment and supplies;
 

end administrative supplies, printing, and educational materials. The
 

Ministry will also contract locally available architectural, englneering and
 

construction services, and limited technical assistance for the implementation
 

of studies and assessments in the area of health care financing and delivery
 

in Morocco.
 

The MOPH has an effective procurement service, experienced in both domestic
 

and International procurement, and has demonstrated the capacity to manage
 

contracts awarded to Moroccan and overseas suppliers. Under project 0171, the
 

Ministry has procured goods and services for an estimated total value of
 

include the purchase of an estimated
$2,500,000. These procurement actions 


$565,000 in printed materials, administrative supplies and fieldworkor
 

eKuipment; $225,000 for infant weaning supplies; $370,000 for locally
 

available advisory services; and $1,350,000 for project vehicles and spare
 

parts.
 

followed standard GOK
In iaplementing these procurement actions, the NOPR ha 

procedures, including advertising to insure full and open competition and 
USAID has
procurement of goods and services at the lowest available cost. 


bid openings, reviews of technicalparticipated as an observer in MOPH 
and contract awards, and has found GO practices to conform with AIDproposals 

procedures and requirements.
 

Due to some initial confusion, however, many of the comodities procured under 

0171 by the Ministry were purchased under NOPH purchase orders (abons de 

commande") or contracts that did not include all of the standard terms and 

conditions required under AID financed host country contracts. In bringing
 

this point to the attention of HOPH officials, USAID was required to be
 

extensively involved during the development of a recently prepared MOPH host
 

country contract for the procurement of project vehicles. This experience has
 

improved NOPH understanding of AID host country contracting procedures and
 

increased the Ministry's ability to carry out similar contracting activities
 

in the future. The Implementation Seminar to be held in the first month of
 

the project will rminforce understanding of AID policy and regulations In
 

procurement. Accordingly, based on GOM performance during the implementation
 

of Project 0171, USAID has determined that the OPM has the capacity to carry
 

out the host country contracting of goods and services scheduled under the
 

Project.
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s. Construction ManaKmenit
 

Host country contracting will be used to procure the architectural and
 
USAID
 

engineering (A&E) and construction serv!ces financed under the Project. 


has had sixed experience Uith the implementation of construction by the NOPH.
 

During the late 1970s and early 19805, under Project O1SS. USAID financed the
 
These facilities were
 construction of ten Family Planning Reference Centers. 


While seven of
 
constructed under fixed amount reimbursement (FAR) procedure. 


the ton facilities were coaplete4 to technhLal standards and 
submitted the
 

required documentation on time for AID reimbursement prior 
to the PACD,
 

three sites were unable to meet payroll and discontinued 
work
 

contractors at 

Although two of these facilities were
 midway through the construction period. 


eventually completed, the experience highlights a key 
problem with ;OB
 

financed construction in Morocco, namely the slowness 
of the GON in making
 

This problem results in contractors
 payments to suppliers and contractors. 


stopping work for long periods of time, sometimes 
even going bankrupt, which
 

discourages the interest of contractors in submitting reasonable bids 
for
 

Builders prefer to bid on private sector projects,
future GON projects. 

particularly now that demand for construction in the 

private sector have
 

a few slow years.
picked up after 


More recently, however, construction has been a substantial 
component of the
 

ongoing IBRD 1985 Health Sector Loan project. Under the IBRD project, the
 

HOPH was the contracting agency with the Ministry 
of Public Works (NOPN)
 

serving as its Lepresentative. The CPW receives a modest fee for services
 

The World Bank's project finances 68% of total coastruction 
costs,


rendered. 
 Construction
 
the rest being financed by the Ministry of Finance 

budget. 


implemented to date is of good quality and the supervision by the Direction
 
However, the project


dep Equipments Publics of the NOPW has been excellent. 


has experienced serious delays due to the slowness 
of the Nor in releasing the
 

Mechanisms have been modified several
 321 GON contribution to the project. 
 lengthy delays.

times and seem to have improved though there are still som 


Thus, although the ROPH, in conjunction with the NOPV, has demonstrated 
the
 

capacity to supervise and monitor extensive construction 
activities, it
 

in meeting its payment obligations to
 continues to experience difficulties 

Likewise many of the earlier problemas under the USLID project
contractors. 
 that time. 


were due to the severe budget crunch experienced by 
the GON at As
 

a result, the HOPH was not able to meet its payment obligations and project
 

UIhile the GON budget situation has improved since
 implementation suffered. 
 To
 
that time, similar problem with construction payments 

continue to exist. 


avoid delays in the implementation of construction elements of the project
 

USAID has opted for direct payments by AID to host 
country contractors.
 

C. PROCUREMENT PLAN
 

- The following is an illustrative 1. General Equipment and Comoditi lit 


list of commodities and equipment which will be procured 
under the project.
 

Refinements of this list may result in minor shifts or substitutions from one
 

another but the estimated $16,240,000 programed for 
commodity


commodity to 




Nore precis, details and
procurement will remain relatively unchanged. 


specifications, for both local and i-ternational procurement, will be
 

developed by the MOPH, in conjunction with contracted technical advisors,
 

during the implementation of the Project.
 

a) Equipment and Supply list. for the 3000 Comunity Service Sites 

Basic furniture:
 
1 folding table lxO,6xO,8
 

3 folding chairs
 
1 wooden box lxO,751O,Sa
 

1 isothermal container
 

1 lighting lamp butagaz (3k&)
 

1 bottle of butagaz for lamp (3kg)
 

1 cloth umbrella 1,80a
 

I empty container for water (1OL)
 

Technical Equipment
 
I blood pressure tester
 

1 stainless steel tray for Instruments
 

1 stainless steel curved basin
 

1 box of bandages and antiseptics with:
 

I pair of Mayo scissors
 

1 pair of curved Mayo scissors
 

2 forceps
 
1 scalpel bolder
 
blades for the scalpel
 

assorted needles
 

1 needle bolder
 

4 plastic liquid dispensers
 

5 plastic medicine dispensers
 

the 1500 field agents
b) Equipment and Supply lists for 


1 blood pressure tester
 

I stainless steel tray for instruments
 

I stainless steel curved basin
 

1 box of bandages and antiseptics with
 

1 pair of Mayo scissors
 

1 pair of curved Hayo scissors
 

2 forceps
 
1 scalpel holder
 
blades for the scalpel
 

assorted needles
 
1 needle bolder
 

4 plastic liquid dispensers
 

5 plastic medicine dispensers
 

c) Equipment and Supply lists for the 35 Mobile Service Units
 

Basic Furniture:
 
1 light tent for camping (5z3n)
 

A .8a)
1 folding table (1m z .6x 


3 folding chairs
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2 mlnilap kItt
 
i vasectoY kit
 
1 pelvic emergency surgery kit
 

1 manual aspirator
 
1 manual resuscitator
 
1 emergency oxygen resucitation unit (demand 

resuscitation)
 

Intubation equipment:
 
1 larayagoicoPe
 

10 airways
 

5 ondotracheal tubes
 

1 basic IV stand
 

10 bottles Sporocidin concentrate
 

Category B Equipment (15 sets)
 

1 manual operating table (Adjustable to trandelenburg
 

position
 
1 gynecological exam table
 

1 examination lamp
 
exam and OR
2 revolving stools for 


1 adult scale
 

1 0 lamp
 
1 basic instrument table
 

1 stretcher
 
1 autoclave
 
1 anesthesia machine
 

Including related peripherals, and software
 
f) Microcomputer system 


1 IB-AT or compatible, equiped with 
512K main memory, 1.2
 

megabyte floppy disk drive (standard), 
one 360K IBM-PC type
 

an 60287 math co-processor,
floppy disL drive (option), 


graphics controller cards, 2 asychroaoun 
serial ports and one
 

parallel port.
 

1 Bernoulli box, equiped with two drives
 

10 Bernoulli boi cartridges
 

500 feet of RS-232C connection cable
 

I IPSON LQ-1500 DOT matrix printer 
(200CPS)
 

1 IIWAC T switch (ABCD)
 

2 IBM-PC to centronics printer cables 
(1 male-male)
 

1 SOLA voltage regulator (220-volt, 
50 Hertz, 500 VA)
 

color monitor
1 quadchro 

1 monochrome monitor
 

3 boxes of 3N double-ized, quad-density diskettes 
(for 18-AT
 

drive)
 

10 ribbons for RPSON LQ-1500 printer 
unit
 

1 dust cover for I8-AT
 

1 dust cover for Bernouli Box
 

cover for EPSON LQ-1500 printer
1 dust 

I cleaning kit for disk drives
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2 	 IvWAC plastic dikett't,holders (for holding up to 50. 

diskettes) 
I DBASE III software package 

1 LOTUS 123 software package 

1 PC-2622 terminal emulation software package for IBR-AT, PC-DOS 

1914 3. 34th, Suite
3.0 (From Walker, Richer 	and Quinn, Inc., 

(206) 624-0503
301, Seattle, WA 95103, Phone: 


1 	Edix software package
 
1 	SPSS/PC roftwars package
 

1 	Quick Code Software package (for dBase III) 

1 Quick Report Software package (for dBase III) 

3 	copies "Lotus, La Pratique" (French language Instruction
 

manual.
 

g) Other Commodities
 

The project will also procure laboratory equipment and supplies 
for AIDS
 

detection and screening in 20 provincial-level blood banks and 6 diagnostic
 

laboratories; 50 microscopes, slides and related pharmaceutical supplies for
 

diagnosis and treatment of vaginal infections and STD. in 
FP Reference
 

Centers, Regional Physician and Nurse Training Centers and Hospital Raternity
 

Units; and assorted educational equipment, training and printed materials and
 

administrative supplies.
 

h) Contraceptives 

Estimated Contraceptive Rsquirmnts (000)
 

1912 1993 1994 	 TOTAL
1989 1990 1991 


A. Pills
 
10,730 11,160
Lo Femenal 9,622 10,115 10,430 11,000 63,107
 

341 346 1,903
Overette 247 313 324 332 

B. Condoms
 
3,654 3,984 4,602 	 21,276


Sultan 2,676 2,910 3,3E0 


(52 cm)
 

C. IUDs 
78 89 379


Copper 38 41 so is 


T380A
 

-	 The Project will finance 180 months2. 	 Professional and Technical Services 

tem U.S. technical assistance, Including seven
of short- and long-

implement
person years of long taem resident advisory services to 


elements of the three project components.
specific 
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a) Loni-Term Technical Assistance
 

Scopes of Work for the resident 
Management and Data Collection 

Advisor, and
 

the Hospital and Health Care Adainistration 
Training Advisor, the local-hire
 

Health Financing PSC, and the 
USAID Technical Advisor for Child 

Survival
 

(TACS) are presented below.
 

and Data Collection Advisor (Institutional 
contract)
 

(i) Manaement 


the counterpart of
 
The Management and Data Co1lection 

Advisor will function 
in 

as 
the provision of
 

the Director of the MOPH Project 
Management Unit (PMW) 


The consultant will work as an integral
 
technical assistance to this project. 


Its director and concerned 
program managers
 

PRU and assist 
member of the follows:

involved in the Project as 


Design management information 
systems and standard operating 

procedures
 
-
for use by the P1W and provincial 

staff to manage all phases of 
project
 

implementation.
 

annual project planning cycle 
which
 

Design and operationalize an 
-

fomulates comprehensive annual proj(ct werkplans and budgets 
in
 

accordance with the GOP planning 
cycle sad assures timely allocation 

and
 

disbursement of funds.
 

Oversee the design and implementation 
of project related operations
 

-
research and special studies, 

assessments, and p!lot demonstration
 

efforts.
 

Coordinate the identification of additional technical 
assistance needs
 

-
in the area of management systems 

development and operations research,
 ofof work and oversee recruitment 
develop the necessary scopes 

consultants.
 

data collection and analysis
 
- Coordinate determination of management, andof suitable short-term U.S. 
training needs, identification in design andassiststudy training opportunities. and 
observational 
execution of in-country training 

programs to address these needs.
 

all short-term consultants providing 
Provide technical oversight of- system and operationsthe management informationassistance under 

research sub element of the Project.
 

carry out these responsibilities, 
the Consultant should have a
 

In order to health with specificof public
minimum of 10 years experience in the field 

systens and the execution 
design of management InformationIn theexperience in a developingactivitiescollection

of surveys, studies and related data 
The Consultant should be conversant 

in public health administration
 
country. A
 
In general and indicators of FP and MCH program performance 

in particular. 


one of the allied health sciences 
is
 

doctoral degree or its equivalent 
in 


Fluency Inwritten and spoken French 
will be required at the S-3
 

desirable. 

and R-3 level.
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(i) 	 Hospital and Health Care Admlftustration Training Advisor­

(Institutional Contract)
 

The Consultant villI be the counterpart of the Director of the NOPH Institute
 

of Research and Training in Public Health, and will function as an integral 

member of faculty and training staff for the Institute. The Consultant will 

assist the Director of the Institute in carrying out planned management 

training and applied research activities to be undertaken by the Institute, as
 

follows: 

Develop training plans and curricula for hospital and health services
 -

a trainer or lecturer in
 administration and actively participate as 

and short-tern participant
in-country management training for long-


programs offered by the Institute.
 

Design the format and practical instrument for pre- and post-training

-

at the Institute.
evaluation of instruction programs 


Review findings of HOPH/IBED hospital management 
study, develop
-

methodology, analysis plan, questionaires and related data 
collection 

and assist the NOPH in the execution of a health careinstruments 

assessment.
management training needs 


on the findings of the health care management training 
needs
 

- Based 
NOPH 	staff
 

assessment, develop a multi-year training plan to address 

training needs in hospital and health services management.
 

- Coordinate the identification of additional technical assistance needs
 

in the area of health care manageent curricula development 
and training,
 

develop the necessary scopes of work and oversee recruitment of 

consultants.
 

Provide technical oversight of all short-term consultants 
providing
-

assistance under the management and technical training supplement 
of the
 

Project.
 

to carry out these responsibilities, the Consultant should 
have a
 

minimum of 8-10 years experience at the university level in the instruction of

In order 


hospital and health services administration or public health 
manageent
 

The Consultant should be conversant in public health administration
 courses. 

in general and hospital and health services management in particular. A 

health sector plunning and managementdoctoral degree or its equivalent in 

a masters degree in one of the allied health sciences is desirable.
plus 

Fluency in written and spoken French will be requ' red at least an S-3 and R-3
 

teach in French.

level, with demonstrated capability to lecture ant 


Health Financing Advisor (local-hirePSC)
(iII) 


This 	local-hire advisor will assist the NOPH in the design, implementation and
 

coordination of health sector financing and sector reform 
activities financed
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a counterpart to the 
under the Project. The Coetractor will function 88 

principal staff assistant of the NOPH 
coordinator for sector reform and 

provide assistance as follows: 

Review and analyze data on the financing, 
organization and regulation 

-
a basis for providing up-to-date
 

of the Noroccan Health Sector as 


information on required studies, training, 
technical assistance and
 

reform moesures to increase private 
sector involvement in the financing
 

and delivery of health services.
 

Coordinate preparation and program 
developiment activities for
 

-

short-tem technical assistance visits 
by senior health planning and
 

policy reform consultants; hospital 
cost recovery and private health
 

insurance management advisors.
 

Assist in development of terms 
of reference for locally contracted
 

-

hospital cost recovery, private 

insurance expansion, and related 
policy
 

health sector
 
development studies in areas of 

interest for required 


monitor performance of local contractors 
in carrying out
 

reform, and 
these studes.
 

- Follow up on recommendations of short-tern 
health sector financing 

advisors fi".naced under the Project 
and track MOPH progess in completing
 

included under ancual project workplans.
activities 


OPH in preparation of routine project 
monitoring reports.
 

- Assist 

The Consultant should have a masters 
degree in public health (MPH) or business
 

other post graduate training at an 
equivalent level in 

administration (MBA) or of 
a related specialty. The advisor must be fluent in French 

with a minim 

three years of professional experience 
including international experience in
 

program or financial managemnt.
 

(TACS)

(iv) USAID Technical Advisor for 

Child Survival 


The Child Survival Advisor will work 
under the day to day supervision of 

the 

guidance of the Division Chief of the 
Population Officer, and the overall 

The contractor will assist in 
and Human Resources Division.USAID Population and 

the management of child survival, health 
(including AIDS) 

and survey work, and provide coordination 
to
 

population-related programs He/she will
 
professional and clinical training programs 

supported by AID. 

Health and otherUS1ID Mission, Hinistry of

work closely with the the Project
the timely and effective Implementstion of 

ensureorganizations to 
through the provision of the following assistance:
 

Provide technical, programing and budgetary 
advice to the HOPH and
 

-
USAID in all aspect of child survival and other health 

programs, 
and information aspects of 

AIDS. Nonitor financial, logisticsincluding 
AID suppmrted health and family planning activities.
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- Assure that all AID reporting requirements on impact and financing of 
child survival and other health activities (including AIDS) are met.
 
Ass!st the NOVU in metting up reporting and tracking system to provide
 

such Information in an efficient manner.
 

Review and analyze data on health and family planning programs as a
-
basis for providing up-to-date information on impact, effectiveness,
 
outputs and inputs to programs; prepare graphics and other materials for
 
us. in presentation on such programs to mission, public or private sector
 
audiences.
 

- Assist the HOPH in the design, implementation and evaluation of 
clinical family planning training and technical support programs. 

- Provide technical and management assistance to the division, Ministry 

of Health and other moroccan public and private institutions in
 

designing, Implementing and evaluating professional and clinical training
 

programs in child survival, AIDS, and family planning.
 

Draft materials for use in publicizing AID contributions to health and
-

family planning programs, including speeches, press releases, etc.
 

The TACS advisor must have a masters degree In public health or clinical
 

training and post graduate training at an equivalent level in a related
 
specialty. The advisor must be fluent in French with a minimum of five years
 

of professional experience including international experience in the
 

management of mother and child health programs, especially in clinical
 

training and health communications.
 

b) Short-Term Technical Assistance
 

As a complement to the two (2)long term advisors and the local hire health 

financing PSC, the project will finance 96 months of short term technical 
Final definition of the particular specialities of
assistance for the MOPH. 


this assistance will be made by the MOPH and USAID early in project
 

implementation and will depend, in part, on the expertise of the long tern
 

advisors. At minimum, however, areas to be addressed with short term
 

technical assistance will include (i)social marketing, research and
 

comaunication materials production; (ii)clinical training, evaluation, and
 

curricula development; (iII) epidemiological surveillance and laboratory
 

support systems; (iv)health sector financiPg and policy reform; (v)hospital
 

and financial management; and (vi) administration of private health Insurance
 
programs.
 

3. Construction Services
 

The project will upgrade twelve rural dispensaries to health center status,
 

through the addition of FP and KCH service modules and delivery units.
 
Required repairs and renovations will also be undertaken In approximately ten
 

existing rural health centers to increase capacity and improve the quality of
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services provided by these facilities. Twelve additional MOPH facilities will
 

undergo minor repairs or improvements. Twelve new Family Planning Reference
 
Centers also will be established, through the upgradq of existing urban
 

dispensaries or the construction of new facilities adjacent to existing health
 
The project will also finance the installation of
centers or dispensaries. 


photovoltaic lighting systems in approximately seventy rurel dispensaries and
 

health centers, currently not covered under the GOM electrical grid, and
 

associated staff housing for these facilities (approximately 100 units).
 

During the preparation of the Project Paper, USLID contracted the services of
 

a local architect, with extensive knowledge of construction practices and
 
pricing in Morocco and prior experience in the design and development of plans
 

and estimates for USAID financed construction activities. The contractor,
 

working with Mission and GOM staff, prepared a detailed technical assessment
 

of planned construction activities, including preliminary plans and cost 

estimates as well as suggesting contracting mechanisms for required A # Z 

design and supervision and construction management. Through the LID/V Bureau
 

of Science and Technology, the Mission also contracted the services of an
 

engineer, specializing in renewable energy supply systems, to complete a
 

similar technical assessment for proposed photovoltaic lighting assistance 
to
 

While copies of each of these assessment
be provided under the Project. 

reports are available in the project files, a summary of the key points
 

developed during the assessment mission is provided below.
 

a. 	Renovation, Extension and Repair of NOPH Health Centers and
 

Dispensaries
 

P and HCH
Many 	MOPH facilities are quite old, with delivery of priority 

services constrained due to serious functional deficiencies, and need
 

This
improvements, particularly in the organization of space or amenities. 


situation, in part, has resulted in smaller than capacity attendance by rural
 
The project will
populations to clinic based FP and HCH service programs. 


begin to address this problem in selected rural settings, through limited
 

facilities renovation, extension and repair assistance within the following
 

parameters:
 

(i) 	Criteria for Facilities Selection
 

Provinces will be selected based on the following criteria:
 

Provinces with high Infant mortality and low contraceptive prevalence.
-
as a rule, located away from the country's
These provinces are, 


mainstream socio-economic activities, with populations spread out in
 

remote locations and under represented in terms of KOPH infrastructure
 

and service programs.
 

Provinces with large pen-urban areas with fast growing population
 

where existing FP/ICH services are overextended. These provinces attract
 

the migration of the rural population, and quite often house large urban
 

populations with limited financial means and high birth rates.
 

-
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Facilities within province will be presolected based on:
 

- gaps in OPM services coverage; and physical deficiencies of the 

facilities identified in the Health Plan established by each province in 
1987. The information provided by the Health Plan has been-incorporated 
into a data* bank by the Infrastructure Division of the OPH and can be 
conveniently retrieved. 

and finally selected based on:
 

- field work conducted in each selected province, interviews with the 
provincial NOPH representatives as to the evolution of 
physical/population needs since the Plans were prepared. 

Based on preliminary application of the above criteria, the NOPS and
 

USAID have agreed that the renovation, extensions and repair assistance
 

will be concentrated in approximately 8 provinces located in northern
 

Morocco (Al Hoceima, Larache, Nador. Sidi [ates, Tanger, Tetouan,
 

Taounat, and Taza).
 

(ei) Technical Program
 

The NOPH has developed standard plans and configurations for its four
 

principal preventive care facilities - basic rural dispensaries, 
dispensary/clinics, health centers and reference centers. These plans are 

structured to enable the progressive upgrade and extension of a particular 

facility to the next higher level of sophistication in line with the growth 

and medical care needs of the population served. Based on the level of 

sophistication, these facilities include space for medical consultation -­
triage, examination and treatment; maternal and child health -- MCR clinics, 

FP counseling and services; maternity care -- pro-natal education and 

screening delivery and recovery; and related support -- pharmacy, storage and 
files. 

The twelve facility upgrades to health center status will be limited to the
 

construction of approximately 115 square meters (a2) in addition service
 
areas. In cases where the unit to be extended is very small, the extension
 
will be slightly larger. Where the unit is relatively large the extension
 

will be smaller than average size and the existing unit may undergo
 

improvements to suit its new function. In all cases, the extensions will be
 

designed to be functionally integrated with existing structures.
 

Individual facilities worksheets, identifying physical deficiencies for MOPH
 
facilities, were reviewed to reach agreament on facility renovation work in
 

ten existing health centers to be financed under the project. These
 
worksheets were completed for each OPH facility, during the development of
 
the National Health Plan prepared in 1987, and are maintained in the OPH
 

infrastructure data bank. Based on the findings of this review, the required
 
facility renovation work has been grouped under 7 categories, with categories 
1 - 3 representing approximately 60. of the estimated costs for planned 
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These categoriel include I) major structural 
repairs; 2)
 

renovation work. and sealing; 4) woodwork; S)
 
surfacing of walls and floors; 3) water-proofln 
 The minor
 
plumbing; 6) electrical work; and 7) painting and glass 

work. 

repair work scheduled for twelve additional 
facilities will be primarily
 

In which facilities are
 - 7 and confined to areas 
limited to categories 4 


located which will be renovated or upgraded 
under the project.
 

b. FamilY PlanninR (FP) Reference Centers
 

The twelve FP Reference Center sites will 
be selected using criteria similar
 

in the selection of health centers and 
dispensaries
 

to those developed for use 
assisted under the Project, focusing 

increased attention on contraceptive
 

mix, and overall family planning program 
performance in 

prevalence and method criteria, 
the concerned provinces. Based on preliminary application of these 

FP Reference Centers will be established 
in the provinces of Larache, Sidi 

[acea, Chaouen, Teounat, Fee, Marrakech. 
Taroudant, Tisnit, Errechidia and
 

Three centers will also be established 
in the Prefecture of
 

[henifra. 
 These centers will be 
Casablanca, In Ain Chock, Al Fide and Mobamedia. 

district hospitals, health centers or
 establishad on sites where urban or 

Depending on the site and the existing 

building(s),

located.
dispensaries are 
 as a free standing unit or as an
 

the reference center will be built either In either case the reference
 
extension of the existing health facility. 


center will consist of a unit of approximately 
130 m2.
 

C. Photovoltaic LihtinL
 

Good lighting is critical for the practice 
of certain medical services. In
 

of rural facilities is 1987
 
facilities electricity is not available 

(SOI

many nor are other adequate 
across Morocco; less than 30L in southern Morocco), 


Even natural light does not always penetrate 
well inside
 

lighting systems. 
This situation prevents the NOPI staff 

from dispensing FP end
 
the facilities. 


needed and contributes to the instability 
and low productivity
 

HCH services as 
 difficult conditions and 
of HOPH personnel who have to perform 

their tasks in 

lacking minimum comfort. Accordingly, the project will equip seventy 
health 

centers, dispensaries and related staff 
housing with photovoltaic (7) systems 

a
 
for lighting and television. More specifically, each facility will 

receive 


lighting PV kit of 150 Vt, possibly more 
if necessary; each staff housing unit
 

basic PV kit (50 Vt) for 2 lights and a 
radio or television
 

will receive a 

Spare parts will also be provided.
set. 


The following criteria will be used in 
the selection of facilities to receive
 

(I)
facilities must be located in: 
photovoltaic lighting assistance: 


provinces which benefit from excellent insolation 
all year around; (ii) areas
 

no electric grid and where there is no 
short/medium term plan
 

where there Is 

be those facilities, within a province, 

that show the
 
to install it; and (iII) 


greatest need for it.
 

d. Cost Estimates
 

Cost estimates for proposed construction 
activities financed under the Project
 

were prepared by USAID A.E design consultants, 
working in close collaboration
 

with HOPH engineering and program staff.
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(i) Facility Renovation, Extension and Repair
 

Cost estimates for this activity were prepared based on a review of 

architectural plans and designs for facility configuration models adopted for 

MOPH preventive health facilities; and facility date sheet identifying 

physical deficiencies in existing NOPH facilities. Based on the findings of 
this review, technical programs, identify space requirements for the planned
 

extensions and the specific categories of renovation and repair work to be
 

undertaken, were developed and converted against prevailing unit cost
 

estimates, by m2 of construction and catesory of renovation and or repair, to
 

determine the overall budget for this activity. Site visits were then carried
 

out at the provincial level to check central level data against actual local
 

conditions, and the cost estimates were modified, as appropriate. The
 

projected cost of this activity, Including approximately 15% to cover
 

unforseen physical contingencies, Is presented below.
 

Type of Intervention Number Unit cost/intervention Overall costs Total
 
design construction Design Const.
 

FP Reference Center 12 3,880 27,730 46,590 332,770 379,360 301. 

Health Center Upgrade/ 
Renovation 22 3,790 27.110 83,500 596.370 679,870 551 

Facility Repair 12 1.420 13.570 17,100 162,900 180,000 151 

Subtotal desian and Civil Work 147,190 1092,040 1.239.230 1001,
 
Physical Contingencies 22,080 163.810 185.890
 
Total Construction 169,270 l.255.850 1,425.120
 
Related Manazement Costs 74,880
 

Grand Total 
 11500.000
 

(ii) Photovoltaic Lightina
 

Cost estimates for this activity were developed by the USAID Renewable Energy
 

Advisor, in collaboration with HOPH engineering and program staff and
 

officials from the "Centre di D)veloppem,nt des Energies Renouvelables, of the
 

GON Ministry of Energy. These estimates were developed through compiling unit
 

costs for an estimated seventy (70) 150 watt photovoltaic (PV) systems, at
 

approximately $2,500 per system, for the concerned health facilities;
 

approximately one hundred (100) 50 watt P system, at approximately $1,000
 

per system, for related staff housing; costs of associated spare parts and
 
as
equipment; and transportation, installation, training and monitoring costs, 


presented below:
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$ 275,000Photovoltaic systems 

(70 at $2,500 *a. and 100 at $1,000 sa.)
 

50,000
Equipment and spare parts 


installation and Transportation 45,000
 

Training and technical monitoring 30,000
 

$ 400,000
 

e. Required Services
 

(one per group of provinces)
Approziaately 3 or 4 Joint venture A+9 groups 


will be contracted by the NOPH to prepare A.E studies, and each sonitor
 

construction of approximately two to three building contractors. 
in
 

additional 6 to 8 building contractors will be contracted by the Kinistry 
to
 

The tenderi will be aimed at regional medlua sizo
 carry out the civil works. 

contractors, "tous corps d'6tat," who are likely to be interested by the size
 

of the contracts and possess the responsibility to complement these
 

construction activities.
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ANEX G 

IL)GICAL aAISM
Project TItle &?br: FMMIIY HAIMM ANDM) D SURVMALiA (60B-198) 

?AW IVE 3MU 

Prjet 

To reduce rapid population grwth 
ad early child death in Wrooo. 

Prjetxt~cetOnidoo 

To impro lpect Md 
sustalizublity of fmLly pmmxz 
and atemal child health prcgmw, 
in Horuco. 

(B]I1NI VNMVA BJeau 

essr of Goal Akhiemt: 

1) 	 Total FtJlity Rate reduce from 4.9 
to 4.0. 

2) afnt mrtality reu from 73 to less 
thmn 50 per 1,000. 

3) Ikterol motality qumtlffed and redce. 

that will Indicate~parpoebaa basl ecail 

1) 	 cwtraceptive pvalc of 451 u methodm 
amng Prriled I of Reprouctiv Ae (MA) 
attained ax! the amber of mople practfrion 
fmily plaiso increasd fr 1,145,000 In 
1988 to 2,194,000 in 1996. 

2) 	AvailabLUty of Qiality fmily plumnk sod 
mother and child Infoxartna and vice 

Date prerpar: July, 1989 

MEMN OF VOFICAfn 

GM Minlstry of Plai mltI-round 
d raic m.xvy, 1992 census, and 
post Ca1l reports. 

(*te: North Africa PRe ml ffeure 
I1 3 cited at 500 dmm.tb/I0,O0 

births In Foily Ouuig mod Cild 
Survival, John A. n et al, 19M.) 

1) 	 MH, IEAIh rcords and repxrta. 

2) 	 F? prcgram aervice statitk: 
armlysis of contracetiv stock 
flu. 

3) 	CGitracptie revleme surys. 

licrrsmed frum 7G to 9( of l - - p,,Iaticm; 4) Nticol Family Imalth mod 
oevJtion covereW increasd from 87%to 952; 

death asoclated with diarre deceimie by 5(; 
[E o.rtion receiving premtalof w care 
increased from 25? to 50%; ad roprtion of 
mmdicaly supervisal birth inreaed frtu 
262 to 502. 

3) 	Stabilize MDHi budget at 3.52 of GaH budgt.
Increase expeditbme an rural catrach frtc 
4.4% to 7.XX of MIM budpt. Incmrease per 
capita expeudltiimocbrstesector souroef. urativ health frm 

Damiraodc &w'eys. 
5) 	 (D] budet, toml I 

acomtn, houmatld esdfture 
airwy data, and lnoaam reccrds. 

Life of Project:
Fro P/89 to FY 96 
Iotal US. Rnding: 031,000 

DM§nI A9JF*l(M 

As5U.pt(X3 fr Ahieving 
Goa Mrats: 

T m catr cpitiw 
pr-milance Is tranalated 
Into fertility d1c1zn. 

AMssiptiau for achIevJng 
_ 

otim d dmmid for 
moderm omtracptiv due 
to family preferen for 
aimcdbirths or to 
limit fmily size. 
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IDGI(kL ERMSM 

Projet Qtputa-" 1 itude of Qtputs: Nuis of Verification: I]rtant siaticma: 

1) Pkuly plAming and mterml 
child hlth outah service 
jw(~ m operartoMAl nsUobC-de. 

1) FP/4( outrech service jrqg 
in 12 addltiCORI KWIMM ad 
wvsvp In rral arm Intend 
by 202 to 85 In 3)e istin 
P . 

1) (b-site verifcetton of project 
activity and exinzti of 
cAot reoords micintaj by 

fllielxkere and fixed 
facilities. 

1) ]msed avallablity of high 
quality FPJI services wil result 
In ceased use of these servies by 
Moths a children. 

2) Prxy azwllan and birth 
moitoring, JIM and VSC prCerms 
expmdad. 

2) 34 rual faciItLim upogrsa c 
repaired i iqmo service at 24 FP 
rfereu entes ad cutxuctmI 
of 12 new oenters; aid VSC services 
etabhlid In 15 additional 
prvincal centers and five navl 
facIlItI . 

2) Site visits and reviews of 
mondly ad quarterly service 
reports. 

2) Mew 0M will ointinue to fIme the 
osts of outreach se-vic In the 30 

exist z [rovinces. 

3) braxl condo social rketag 
giram and lauch social 

mrketing pgm for oral 
com rceptive,(CS, and related 
CS uppUes. 

3) 900 adkUtial FPh(/M irolit 
alms outet estabhlihed. 

3) moty distribuion mlm 
reports. 

3) local ots of Productim cam be 
re& a m vOlus Imm and 
theme reduictics can be passed an to 
clits. 

4) Bqaoee services 
expuded, 

rcgram 4) liuAll VSC and related Afnir l 
service In 12 polyclinics; ad 
integrate FT/HOI servce into 
20 privte layee rZogrm. 

4) Quarterly wsvic statistics 
reprta forwazded to the lHll. 

4) Beefits of FP/MOI orvide Packs 
will be attractive enough to attrt 
privte sector firm; ad 

5) PIHi andx gi mm imet 
perfonmee at all l els Impm-
ved & profeasional amd mwgWrial 
tainig Prqas streogthened. 
dlnistrativ staff training. 

5) Reprod"iicw health training 
pro lotalled at 5 
aitlawl training sites; 
350 physkcian, 2,200 nurs, and 
4,500 tecdrkim and adminita­
tors tmitne; aame~t Inforlm­

5) Reine of training rero 
mmsment system. 

, 5) local ad epsutriate Mk available. 

tion systm revmped. 

6) EffcU e, FP, CRS, Infant vaci-

nation ad nutrition eduation 
Ir mon ufterials developed. 

6) liti-a a mterials pirduction 

ad IBC Pft don plm developed 
and Im mentad. 

6) tmitoring of radio, 

mvi prentatioms. 

T.V. , 6) GMl will authoize "air-time" for 

broadcast F? msenes. 
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LCE1CAL FR*M (Gt d) 

7) AIlS and STD 
In plaoe. 

arveilance prpgra 7) 5 suidles amvx tI ; 50,000 health 
pers.nel and cotawwsuing staff 
trained; and 13 diaxtlcl 
laatories m~u' 

7) Copies of mvey reports &review 
of training and screening record. 

8) lncre1 understamxing of policy 8) Wodiops, 
iBus 4ilch affect efficency and 
ost remvery In public facilities 
and dch hinde expasio of 
privare finaing and delivery of 
haialth services. 

semlnars and anvile. 8) Ozaultant reports. 8) ulltical and econic climte 
remain favorable to expasion of 
private sector activltes. 

9) De pi and applicatio of metho-
daLqy to devec detailed 
Informtlon on struture of 
hospital costs. 

9) ethIodoky developed 
hospitals. 

at three 9) GCmadtant reports. 

l0)Feasbillity stwdy for 
estabhishing an *0 or expmlding 
private health Inmrmxoe. 

10)Series of stuiles 1emdIng 
to one or more pl-. 

lOl)Ommailtnt reports. lD)}IM ermax es mmlng fro 
to pi activits. 

stuxies 

U)Daand analyses at local 
co ni.ty level axd mdmdm 
for local financing and ost 
recovery. 

il)Nm!r of pllc 
detendne. 

sites to be 11)Qmeiltant reports. 

FY895: 
Techncal amlstarxe: 
Ccdies: 
Tim1nIng: 
oastruction 

Loml ets 
Cotinncy 
Total 

3,740,000 
16,240,000 
2,730,000 
1,900,000 
4,860,000 
1 ,530 ,000 

31,00,0 

See Thtaunl Plan 1) IlSAID and AID grant/esomtractor 
reports. 

2) Shiping doo.mmts ax! repar on 
ctrcetive ax! cowndity 
dellveries. 

3) Cmltant reports. 
4) PlOftn, PO/Cs, PO/Ps. 
5) I&AID financial .rear. 
6) SFIO-34o abuitted by recipient

agenciles. 

7) Related projct reports. 

1) Inputs available an a rteely Ism . 

) GM c effectiely al ob and utilize 
AD-provlded rescmnres. 

1bc:0386r 
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G"LETTER OF REQUEST 



Y	 I.-4C-0i oROYAUME DU MAROC O C

DE LA 	 SANTEMINISTERE 	 j4ij JN4..~h6 

PUBLIQUE 	
4 

LE NIKISTRE DR LA SANTE PUBLIQUE
--	 '---
16 AOUT 199 	 _ 

MONSIEUR LE DIRECTBUR DR L'AGENCH
 

POUR LE DSVELOPPEENT INTERNATIONAL
 

DES ETATS-UNIS D'AMERIQUE
...... '4
PH-'
l :RABAT 	 ­

._. Cler Monsieur JOHNSON,
 

Dana le Cadre do nos discussions avec Tous et Yoe
 

la Sant6 Publique sollicite do
collaborateurs, le Minist~re do 


IUS-AID do proc6der & l'approbation du don des 31 millions do
 

dollarde pour financer l'6x6cution do la phase IV du projet
 

activit6s do
d'assistance du Gouvernement Am6ricain pour lea 


do survie 4s l'onfant au Maroc.
planitication familiale et 


Le but du projet oat do :
 

1 - Aesuror un plus grand acc6s de la population
 

aux services do planification familial* et
 

do sant6 maternelle et infantile.
 

2 - An~liorer la qualite et l'efticacit6 de la
 

gestion des programmes sanitaires et des
 

6quipoments du Ninist6re de la Sant6 Publique
 

Continuer los r6iormes sanitaires en vue d'un
 

plus grand. implication du secteur priv6 dane
 

3 ­

le financement at le prestations de service.
 

Lo projet sra ez6cut6 par lo Ministars de la San
 

Publique ave: la participation du secteur pri6, des organisation
 

at associw.ions non gouvernementales.
 

Rn attendant la finalisation du document du proje
 

propos6 ot la discussitin des aodalit6s de son 6xecution , Jo voLf8 

pris do croire, Monsieur le Directeur, en me sent ments respectu 

. e ,, .'•3 	 14 .anu 

RAI1L
 

6. -33 9 ~lAOUTAN .1	 S 

C -( 	 -OP 
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O°""i' --"RON Cop', 
DI lUFF 1 -797;/61 227 ON o

IN, UUM 21 
 CLASS iI tks rrf,..oCllOE: AU/i5/so AID

YM A MBIUARBS AT AAPILY DI zICV14'eNvN. 
TO SECST41y VASSDC IMMIDIATS 5I2 -Di8TD2 I:33laz~iTOap 

ITCLI12: 1. PRtO%:KSCOFIKL..
UNCLA$ S TION 0i OF * liAW 1797j DIT: DI '' ' 
ADM AID "DISTI: AID DeM14 

,ccr oIq7
10R AA/ANt ADILMAN FRDM DIRICTOR JOHNSON. A. , 

1.0. 12355. N/A
SUJJECT: 3:(z) CERTIFICATION ?(;I MOROCCO FAMILT 9'.. .
PUNWNING xND CHILD SURVIVAL IT
PROJECT (6a3-0,98). t 

REFS: STATE 120843
 

1- TOUR IMMEDIATE CONSIDERATION IS REQUESTED OF THE
FOLLOW iNG CIERTIFICATION OF THU FINANCIAL AND HUMAN

R.SOURC13 CAPABILITY OF THI ,0VtRNM'fNT OF THE IN.-DOM

OF MOROCOo TO EFFECTIVLY UTILIZE AND MAINTAIN CAPITAL

INPUTS PROVIDED UNDER TU FAMILY PLANNING.AND CHILD

SURVIVAL IT PROJECT. UNDkR DELCEATION OF AUTHORITY

NO. 4b4. vt HAVI ATUTHRITY TO RECSII AND TAKE INrO

CONSIDI2Eh'TION SUCH CERTIFICATIONS, AND TRIS AUTiORITT

HAS NOT VE N REDELEGATED TO TI FIELD. AUTHORIZATION 
OF THE PRO.TECT IS SCHDULED TO OCCUR THIS 4EEr. 
 THE

TEXT OF 113E CERTIFICATION FOLLOdS: 

2. *TRIS PROJECT REPRESENTS A COTIMUATION AND
EXPANSIOK OF ACTIVITIES DEGUN UNDER 19REE EARLIE!
 
PROJECTS IN TEE FAMILY PLANNING AND CHILD HEALTH

FIELD. TEE PROJECT 'ILL EXPAND ACCESS TO FAMILY

PLANNING kND MLTERNAL 
 -iILD HEALTH (FP/MCH) SERVICES
PROVIDED THROUGH THE MINISTRY OF PUBLIC HEALTH (MOPE)

PRIMAR" %iEALTH .ARF DELIVE.E" STSTEM. TO ACHIEVE THIS,

T3F PROJk,'-T WILL EIP.ND GiCGRAPIC COVERA;3 TO AN


DDITICNAL '2 PROVINCES COVERING THE REMAININS RURALAND UN!OERSRVED POPULATION IN MOROCCO. 
IN ORDER TO INCREASE THE AVAILA)ILITV OF CLINICAL 
SERVICE NOGRAS IN SPKIFIC RURAL SITTINGS, THE
PROJECT -ILL FINANCE RE'4ODELIN' OR EITENSIONS TOUPGRADE 4 pOH FACILITIES. THESE UPGRADED FACILITIES
WILL SUPIVoRT MOPL. EFFORTS TO INCREiASE THE USE OF MORE
RELIA-L AND PERMANENT METHODS'OF FAMILT PLANNING
(IUDS ANL VSC). IT IS ANTICIPATED THAT TWELVE RURML
DISPENSARIES WILL ?E UPGR&DED, T9ROUH THE ADDITIO OF
FP/'*^.Z S&-RVICE ODULES AND DELIVER' UNITS, ?C THE
HEALTH CENTER LEVEL. IN ORDER TO INCREASE SERVICE
CAPACITY. AT THE HEALTM CENTER LEVEL, AN. ESTIMATED TEN
FACILITIES WILL ?E RE%(OVkTED. TWELVE FACILITIES WILL
UNDER.O ' INOR REPAIRS OR IMPROVEMINTS. IN ADDITION,
THE PROJk'CT J'ILL FINAN.E THE ISTABLISHMENT, THROUGH
FACILITY UP. RADES CR NE. CONSTRUCTION, OF UP TO TWELVt 

UNLASSI ,ED R.ABAT 797
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ACTION AI13 INFO: DCt' ICON/5 iI':t,..; r". *Y 

LOC: 310 145
V ZCZCRA0542EE404 

24 AUG 88 1615
OC RUFERA 
CN: 47346
 
CERG: AID
 

DI RUIEC #161? 2361e14 

ZNR UUuuu ZZE 

DIST: AID
o 241616Z AUG 89 
F, SECSTATE WASEDC 

TO AMIMBASSY RARAT IMMEDIATZ 2685 
3i
 
UNCLAS STATE 2?1617 

AILAC FOR MISSION DIRECTOR CHARLES JOHNSON IUN k-L ..................
 
E.0. 12356: NIAU - a..CUE DATE:..AL ..
TAGS: 

SLIJECT: APPROVAL OF 611(l) CERTIFICATION FOR MOROCCO ,PFO: --
FAFILT PLANNING AND CHILD SURVIVAL IV PROJECT (60 8 - 0 19 8 

REI: RAFAT 07979 

I. THERE IS A QUESTION WHETHER SUCH CERTIFICATION IS 
NTDIE YRCM READING OF RELEVANT STATVTE AND AID 
HANDkOOLS REGARDING DEFINITION OF "CAPITAL ASSISTANCE 
PRCJICI" IN SEC. 611(E) CONTEXT. kE UNDERSTAND THAT THE 
ISSUE OF WHETHER CAPITAL COMPONENT IN A PRHDOMINENTLY TA 
ACTIVITY COl'iS WITHIN SIC. 611(E) IS BEING SUBMITTED BY 
PIC TO ITS GC OTFICE JOR tETERMINATION. HOWEVER, GIVEN 
TfI NIEL TO MOVE URGENTLY VITH PRCECT OBLIGATION, WE 
H VE TALEN THE PRUDENT COURSE ANI CCNSIDERED 611(l) 
CIRTIFICATION AS REQUESTED REFTEL. 

2. TEE AA/ANE HAS RECEIVED SUFJECT CERTIFICATION PER
 
RIFTEL ANI BAS TA&EN INTO CONSIDERATION THE
 
JESTIICAlICK STATEr IHER!IN. THY. AA/ANE HEREBY CONCURS 
WIlB THAT CERIIFICATION AND THE USAIL DIRECTOR MAY 
PROCEED WITH NEGOTIAIION OF PROJIrT AGREEMKNT. AS TO 
WHi' IR 2oT CERTIFICATICN AND REVIEW OF CERTIFICATION 

FlNCIIChS CAN PE DELIGATED 70 MISSICNS IN FACE OF SIC. 
611(l) LANGLAGI IS ALSO SDBJTCT OF ATTENTION BY PPC AND
 
ISS GC CIFICE. WE WILL &EP YOU AFPRISED. EAGLEBURGER
 
B :
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AGENCY FOR INTERNATIONAL OEVELOPMENT
 
WAbmINGYTo. 0 c M2
 

Waiver Number. - ANE/89/G/25/608-0198 

ACTION MEMORANDUM FOR THE AssrSTANT ADMINISTRATOR, BUREAU FOR ASIA
 
AND NEAR EAST
 

FROM: 	 ANE/PD, Bruce J. Odell
 

SUBJECT: 	 Morocco -- Population and'Child Survival IV Project
 
608-0198
 
Source and 	Origin Waiver for Motorbikes
 

a. Cooperating Country: 	 Morocco
 

b. Authorization: 	 608-0198
 

c. Nature 	of Funding: Grant
 

d. 	Description of Goods: Approximately 400 motorbikes and
 
related spare parts
 

e. Value of Goods: 	 $450,000
 

f. Probable Source: 	 Japan
 

g. Probable Origin: 	 Japan
 

Action: Authorization is required for a procurement source and
 
OiTgin waiver to permit USAID/Rabat to purchase 400 motorbikes and
 
spare parts from Japan for a total value of approximately
 
$450,000.
 

Authority: A.I.D. financing of motor vehicles is governed Ly

HandbookIB, Chapter 4C2, which stipulates that (I) vehicles must
 
be manufactured in the United States unless special circumstances
 
exist, as required by Section 636(i) of the Foreign Assistance
 
Act, and (2) the source and origin of the vehicles must be from
 
countries within the authorized Geographic Code, as required by
 
Handbook iB, Chapter 5B. As a general rule, the industrially
 
advanced countries, other than the United States, are ineligible
 
source countries.
 

Discussion: This supersedes the motorbike component of Waiver No.
 
ANE/89/G/18/608-0198, signed by the Acting AA on 13 May 1909,
 
which designated Morocco as the source on the basis of erroneous
 
information that the bikes would be assemlled In Morocco from
 
components imported from Japan. When it was discovered later that
 
the motorbikes are manufactured entirely in Japan, it was decided
 
to issue a further waiver, for the motorbikes alone, with Japan
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ehown for both source and origin. The non-motorbike component of
 
W'iver No. ANE/89/G/18/608-0198, in the amount of $1,050,000, is
 
unaffected by the above considerations, and consequently remains
 
in force (Tab A).
 

The value and purposes for which the motorbikes are intended 
remain the same as described in Waiver No. ANE/89/G/18/608-0198, 
and consequently are not repeated herewith, except to note that, ­
for reasons of economy and simplicity, motorcycles with engines of 
small displacement (less than 100cc) are appropriate to this 
project. Experience with motorbikes in current use shows that 
they are poorly adapted to the rugged terrain and climate. 
Motorbike downtime for repair and maintenance has been a leading
 
obstacle to health workers' spending more time in the field.
 
Additional and more rugged motorbikes are needed to address the
 
mobility issue.
 

Justification: There are no U.S. or other Code 941 country
 
manufactured motorbikes equipped with small (50cc) high
 
compression motors, heavy duty frames and suspension systems. The
 
Mission has further determined that no alternate models of U.S.
 
motorbikes are sold in Morocco and that no spare part or service
 
capability exists for U.S. vehicles, particularly in the remote
 
areas of Morocco where the bikes will be used. Spare parts azd
 
maintonance facIliLIda du exist In Morocco tor the proposed Code
 
935-manufactured motorbikes.
 

Under Handbook AE, Chapter 4C2D, you are authorized to waive
 
source and origin requirements under FAA Section 636(i) for motor
 
vehicles, if you ;ind that special circumstances exist. in this
 
case, the lack of adequate spare parts and service facilities for
 
U.S.-manufactured motorbikes constitutes "special circumstances.,
 
Pursuant to Handbook 18, Chapter 5B4A(2), source/origin waivers
 
are permitted where the commodity is not available from countries
 
included in the authorized geographic code. As described above,
 
motorbikes and spares of U.S. source and origin are not available
 
from the authorized geographic code.
 

The Miasion has already consulted GC and M/SER/OP with respect to
 
this waiver action, which supersedes the motorbike portion of
 
Waiver ANE/89/G/18/608-0198. (The lattei waiver covered
 
motorbikes and cars for a combined value'of $1,500,000, in the
 
expectation that both kinds of vehicles were assembled in Morocco
 
from imported components.)
 

Recommendation: That, based on the foregoing and by signing
 
below, you (1) waive the authorized Geographiu Code for source and
 
origin from Code 000 to Code 935, to permit procurement of
 
appropriate motorbikes and spare parts for a total value of
 

E5& 6esi ,'oT:6o
Cold ZI.OG1SVIE Z19ww 
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approximately $450,000 pursuant to [iandbook 1B, Chapter 5B4A(2);
 
(2) cerify that the exclusion of procurement from Free World
 
countries other than the Cooperating Country and countries
 
included in Code 941 would seriously impede the attainment of U.S.
 
foreign policy objectives and objectives of the foreign assistance
 
program pursuant to Handbook 1B, Chapter 5B4B: and (3) certify
 
that special circumstances exist and that you accordingly waive
 
Section 636(i) of the FAA of 1961, as amended.
 

Approved:
 

Disapproved:
 

Date: __ _ _ _ _ _ _ 

Attachment:
 
Tab A -- Waiver ANE/89/G/25/608-0198 dated 13 May 1989
 

Clearances:
 
DAA/ANE:RBrown
 
ANE/PD/MNE:PSMatheson -(raf

ANE/PD/PCS:JBritt 
 _3__t_ 

ANE/MENA:RDelaney (draft)
 
GC/ANE:DLuten (draft)
 
ANE/TR:TLukas (per UT
 
M/SER/OP/COMS:JFrame ________
 

ANE/TR/ARD:JLee '(draft)
 

cc: 	 USAID/Rabat
 
MZAAA/SER:JOwens
 
AnE/PD/PCS:Waiver Book
 
ANE/PD pile
 

IRabat 5668 and BWickland:27 Jun 89:ext. 79979:doc.6429d)
 

00-d4Z-Ve--Z 8E i~/34 VI:0 61 /Z, SZ79W'Z 
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Waiver Numberi. AME/O9/O/18/608-0198 

ACTION; MEMORANDUM -FOR".T9B 'ASSISTANT ADMINISTRATOR, BUREAU'FOR ASIA
 
ANDi',NEAR EAST"-: 

- ... Cj . : " .... • . . ... 

PROM:J..-1.. AND/PD, -Ronald F. Venezia.-:
 

SUBJECT: Source and Origin 
faiver for Project Vehicles in
 
Morocco Population/Faiuily Planning Support IV Project
 
(608-0198)
 

a. Cooperating Country: 


b. Authorization: 


C. Nature of Fundingi 


*d. Deo0ription of Goods: 


. . 

e, Value of Goods: 


f. :Probable Source: 


g. " Probable.Origin: 


Morocco
 

Project Agreement 608-0198
 

Development AsSistance Grant
 

Approximately 40 all terrain or

• ni van type vehicles1 400 motor 
bikesj and related spare parts. 

$1,500,0o0
 

Morocco
 

Over 50 percent componentry from

France, Japan, or Great Britain
 
(Code 935)
 

Problem: Authorization, is:required for a .procurement source and

ii.nalv.' to pewr'it'.'the,'purchase -of vehicles iand. spare parts

aa1e4mbled in Morocco;.f com; riench,.!Japanese, or BiStish origin.,
Components, and procured."through local Moroccan sourcei for an
 
approximate totalvalue of $1.5 million.
 

Discussion: The proposed procure ont of approximately 40 vehicles

and:i400. tor bikes will be funde* under the Population and Family
Planning IV Project (608-0198). Vhese vehicles and motor bikes
 
.llbe:u.d by.the Moroccan.'Minitry of Public Health (MOPH)

.offctiiJ ':t.o:increase.:' a lily?:PlannIng and Mother Child Health­
,.,(P/MC).! Prcograh"ucoverage. i remote.. rural areas. ,:*"....
 

-. ,, .. ...IZ W .E ... .Z0/8 . 6% 1 



The FP/MCH outroach-program provides services tO'rural areas too
 
remotevto'benefit from fixed mOPH facilities. 
The re~ently

completedVDMS.Field Studyand the midterm 'valuation 
of the Phase
 
III Population Project show a leveling off'in program

effectiveness. The studies also indicate that this problem

increases in direct relationship to the distance from the nearest
 
MOPH fixed facility and the difficulty of terrain.
 

Therefore,- improved outreach capabilities from fixed health
 
facilities is critical to achieving the higher coverage goals of
 
the MOPH. Due to Morocco's wide geographical diversity, the
 
logistics ..nvolved with an outreach operation are enormous with
 
the 'most critical constraint being the mobility of trained
 
perse6onel. Thus, rural service delivery, and improved management

and supervision at the province level require increased mobility.
 

The enhanced mobility of MOPH staff will be even more critical to
 
the success of project objectives under Phase IV. This project
 
aims to expand outreach services to twelve additional provinces

and increase services to more than 30% of the population living in
 
the more remote and hard to access areas of provinces already
 
covered under Phase III. Experience with the
 
motorbikes/mobylettes used pcesently showe 
that they are poorly

adapted to the rugged terrain and climate. Motorbike downtime for
 
repair and maintenance has been a leading obstacle to workers not
 
spending more time in the field. Additional and heavier
 
motorbikes are needed to adequately address the mobility issue.
 

The heavier motor bikes procured under this project will service
 
community operated centers ('points de contact'), at six to ten
 
kilometers from a fixed MOP! facility. Additional vehicles will
 
improve supervision and provide mobile service units to 
areas more
 
than ten kilometers away from the nearest MOPH fixed facility.

USAID initiated this outreach effort under previous projects and
 
remains the lead donor supporting this program.
 

C 

AID financing of motor vehicles is governed by Handbook IS,

Chapter-.4C2.. It stipulates: (1) vehicles must be manufactured In
 
the Unitqd States, unless special circustances exist, as required

by Section 636(1) of the Foreign Assistance Act; (2) the source
 
and origin of the vehicles must be from countries within the
 
authorized geographic code, as required by Handbook 1B, Chapter
 
591 and (3) passenger car procurement must be justified in the
 
project paper or a later submission to AID/W. As a general rule,
 
the industrially advanced countries, other than 
the United States,
 
are ineligible source countries.
 

-3d3#d :60 6861 '2rSO9 dSI Bt = 9 && 



The following points witlh reep.ect to vehicle availability and use
 
in Morocco'are relevant to thia'waiver:
 

1. Based on Mission consultations with O.S. firms in Morocco,
 
I.e., General Motors, Ford and Jeep, it was determined that no 
appropriate U.S. vehicles are sold in Morocco and that no spare 
parts or service capability exists in Morocco for U.S. vehicles at 
the present time. Any auch vehicles which do exist bave been 
brought in on a case-by-case basis and have proven difficult to 
maintain. The situation is not likely to improve in the 
foreseeable future. 

2. Consistent with waiver policy guidelines contained in Handbook
 
IB, preference will be given to.procurement of vehicles which are
 
assembled in Morocco.
 

3. Spare parts and maintenance personnel are available for the
 
proposed foreign manufactured vehicles. In addition, local sales
 
representatives of these vehicles are ready sources for additional
 
spare parts, and assure local maintenance capacity to keep the
 
vehicles running.
 

4. Pursuant to Handbook iB, Chapter 5B4c(2), GC and M/SER/OP have
 
been consulted with respect to this waiver action.
 

Authority: Pursuant to Handbook lB, Chapter 4Cd, you are
 
authorized to waive source and origin requirements under FAA
 
Section 636 (i) for motor vehicles, if you find that special
 
circumstances exist. in this case, the special circumstances are
 
the lack of adequfte service facilities and supply of spare parts
 
for U.S. manufactured vehicles. Pursuant to Handbook 18, Chapter
 
5B4a(7)t source/origin waivers are pecitted under circumstances 
deemed critical to the success of project objectives. As
 
described above, procurement and utilization of the vehicles in
 
question are critical to successful project implementation.
 

Recommendation: Based on the foregoing, that by indicating your
 
,approval beloy; you: 

*purusant Lo Handbook iD, Chapter 534&(7), waive the authorizeda. 
geographic co'1e for source and origin from Cod* 000 to Code 935 to 
permit the pr curemsnt of the project financed vehicles and spare 
parts described herein at an approximate cost of $1.5 million:
 

b. In accordance with Handbook 13, Chapter 594b, certify that the 
exclusion of :procurement from free world countries other than the 
cooperating dountry and countries included in Code 941 would 
seriously impede the attainment of U.S. foreign policy objectives 
and objectives of the foreign assistance program; and 
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C. CertifY that special circumstances exist to waive and do 

hereby waive Section 636(1) of the FAA of 1961, as amended.'
 

Approved: tf1i V- Tht O1, 

Disapproved:
 

Date: ,W 

Clearances:
 
AA'/ANE: Wruller
 

ANE/PD/MENA: PSMa theson (draft)
 
AND/MNA :RDelaney
 
GC/ANE: DLuten (draft)
 
ANE/TR: BTurner
 
ANE/TR/HPN :CPayne
 
M/SER/OP/COMS:J Frame
 

cC: 	 USAID/Rabat
 
M/AA/SER:JOwOns

ANE/PD File
 

ANE/PD/MENA:Dias ters:sw:04/24/ 89:7-9065 :Doc. 96261d
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5C(2) PROJECT CHECKLIST
 

Listed below are statutory criteria 
applicable to projects. This section is 
divided into two parts. Part A. includes 
criteria applicable to all projects. Part B. 
apolies to projects funded from specific 

sources only: B(1) applies to all projects 
funded with Development Assistance; 8(2) 
applies to projects funded with Development 
Assistance loans, and 8.3. applies to
 
projects funded from ESF.
 

CROSS REFERENCES: 	 IS COUNTRY CHECKLIST
 
UP TO DATE? HAS
 
STANDARD ITEM
 
CHECKLIST BEEN
 
REVIEWED FOR THIS
 
PROJECT?
 

A. GENERAL CRITERIA FOR PROJECT
 

1. 	 FY 1989 Appropriations Act Sec. 523;
 
FAA Sec. 634A.
 

If money is sought 	to be obligated Congress yas notified on July 27
 
for an activity not previously 1989. The project Agreement
 
justified to Congress, or for an vill not be signed until the
 

amount in excess of amount waiting period has expired.
 

previously justified to Congress,
 
has Congress been properly notified?
 

2. 	 FAA Sec. 611(a)(1). Prior to
 
obligation in excess of $500,000,
 
will there be (a) engineering, (a) Yes
 

financial or other plans necessary
 
to carry out the assistance and (b) (b) Yes
 
a reasonably firm estimate of the
 

cost 	to the U.S. of the assistance?
 

3. 	 FAA Sec. 611(a)(2). If legislative None required.
 
action is required within recipient
 
country, what is the basis for a
 
reasonable expectation that such
 
action will be completed in time to
 
permit orderly accomplishment of the 
purpose of the assistance?
 

4. 	 FAA Sec. 611(b); FY 1989
 
Appropriations Act Sec. 501. If
 
project is for water or
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_.. 	 /A
water-related land resource 


construction, have benefits and
 
costs been computed to the extent 
practicable. In accordance with the
 
principles, standards, and
 
procedures established pursuant to
 
the Water Resources Planning Act (42
 

U.S.C. 1962, et se.)? (See A.I.D.
 
Handbook 3 for guidelines.)
 

5. 	 FAA Sec. 611Ce). If project is 

capital assistance (e.g.,
 
construction), and total U.S.
 
assistance for it will exceed $1
 

million, has Mission Director
 
certified and Regional Assistant
 
Administrator taken into
 
consideration the country's
 
capability to maintain and utilize
 

the project effectively?
 

6. 	 FAA Sec. 209. Is project 

susceptible to execution as part of
 

regional or multilateral project?
 
If so, why is project not so
 

executed? Information and 

conclusion whether assistance will 

encourage regional developsent
 
programs.
 

7. 	 FAA Sec. 601(m). Information and 


conclusions on whether project will 

encourage efforts of the country to: 


(a) increase the flow of 

international trade; (b) foster 

private initiative and competition; 

(c) encourage development and use of 
cooperatives, credit unions, and 

savings and loan associations; (d)
 

discourage monopolistic practices;
 
(e) improve technical efficiency of
 

industry, agriculture and commerce;
 
and (f) strengthen free labor unions.
 

B. 	 FAA Sec. 601(b). Information and 

conclusions on how project will 

encourage U.S. private trade and 


investment abroad and encourage
 
private U.S. participation in 

foreign assistance programs 

(including use of private trade 


Yes
 

No.
 

Assistance will not encourage
 
regional development programs.
 

Project will have very little
 
impact on areas a and c-f.
 
A major component of the project
 
will explore ways to increase
 
the involvement of the Moroccan
 
private sector in the financing
 
or provision of health care
 
services.
 

Project will have very little,­
if any, impact on US private
 
trade and investment abroad.
 

The project will, however, make
 

use of US private enterprise
 
in the provision of technical
 
assistance and training.
 

"
 
"I- r 
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channels and the services of U.S. 
private enterprise). 

9. 	 FAA Sec. 612(b), 636(h). Describe 


steps taken to assure that, to the 
maximum extent possible, the country 
is contributing local currencies to 
theet the cost of contractual and 
other services, and foreign 
currencies owned by the U.S. are 
utilized in lieu of dollars. 

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

excess foreign currency of the
 

country and, if so, what 
arrangements have been made for its
 
release?
 

11. 	 FY 1989 Appropriations Act Sec. 

521. If assistance is for the 

production of any commodity for 

export, is the commodity likely to
 
be in surplus on world markets at
 
the time the resulting productive
 
capacity becomes operative, and is
 
such assistance likely to cause
 
substantial injury to U.S. producers
 

of the same, similar or competing
 
commodity?
 

12. 	 FY 1989 Appropriations Act Sec. 

549. Will the assistance (except 

for programs in Caribbean Basin 
Initiative countries under U.S. 
Tariff Schedule "Section 807," which 
allows reduced tariffs on articles
 
assembled abroad from U.S,-made
 
components) be used directly to
 
procure feasibility studies,
 
prefeasibility studies, or project
 

profiles of potential investment in,
 

or to assist the establishment of
 
facilities specifically designed
 
for, the manufacture for export to 

the United States or to third 
country markets in direct 
competition with U.S. exports, of
 

textiles, apparel, footwear, 
handbags, flat goods (such as
 
wallets or coin purses worn on the 
person), work gloves or leather
 

The G0OM will provide. laries of 
counterpartsj local currencies 
for local cost expenditures. 
Budget expenditures vill be 
monitored yearly. No US oamed 
LC is available for this proJect. 

No.
 

Assistance vll not be used
 
for the production of any
 
comodity for export.
 

No.
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wearing apparel?
 

13. 	 FAA Sec. 119(g)(4)-(6.. Will the 
assistance (a) support training and (a) No. 

education efforts which improve the 

capacity of recipient countries to 

prevent loss of biological 

diversity; (b) be provided under a (b) o.
 

long-term agreement in which the
 
recipient country agrees to protect
 

ecosystems or other wildlife 
(c) 	No.
habitats; (c) support efforts to 


identify and survey ecosystems in
 

recipient countries worthy of
 
(d) 	No.
protection; or (d) by any direct or 


indirect means signifiwantly degrade
 

national parks or similar protected
 

areas or introduce exotic plants or
 

animals into such areas?
 

FAA 121(d). If a Sahel project, has 	 N/A
14. 

a determination been made that the 
host 	government has an adequate
 

system for accounting for and
 

controlling receipt and expenditure 
of project funds (either dollars or
 

local currency generated therefrom)?
 

15. 	 FY 1989 Appropriations Act. If N/A 
a United
assistance is to be made to 


States PVO (other than a cooperative
 

development organization), does it
 

obtain at least 20 percent of its
 

total annual funding for
 

intcrnational activities from
 
sources other than the United States
 
Government?
 

No assistance will be made
 16. 	 FY 1999 Appropriations Act Sec. 

to a 	PVO that does not meet•539. If assistance is being made 
auditing requirements of
 available to a PVO. has that 

AID or is not registered
organization provided upon timely 
with 	AID.
request any document, file, or 


record necessary to the auditing
 

requirement of A.I.D., and is the 
PVO registered with A.I.D. ? 

N/A
17. 	 FY 1969 Appropriations Act Sec. 


514. If funds are being obligated 
under an appropriation account to
 

which they were not appropriated,
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has prior approval of the"
 
A;propriations Comittee$ of
 
Congress been obtained?
 

18. 	 FY 1989 Appropriations Act Sec. 

515. If deob/reob authority is 

sought to be exercised in the
 
provision of assistance, are the
 
funds being obligated for the same
 
general purpose, and for countries
 
within the saw general region as
 
originally obligated, and have the
 
Appropriations Committees of both
 
Houses of Congress been properly
 
notified?
 

19. 	 State Authorization Sec. 139 (as 

interpreted by conference report). 

Has confirmation of the date of
 
signing of the project agreement,
 
including the amount involved, been
 
cabled to State L/T and A.I.D. LEG
 
within 60 days of the agreement's 
entry into force with respect to the 
United States, and has the full text 
of the agreement been pouched to 
those same offices? (See Handbook 
3, Appendix 6G for agreements 
covered by this provision). 

8. FUNDING CRITERIA FOR PROJECT
 

1. 	 Development Assistance Project
 
Criteria
 

a. 	 FY 1989 Appropriations Act 

Sec. 548 (as interpreted by
 
conference report). If
 
assistance is for agricultural
 
development activities
 
(specifically, any testing or 
breeding feasibility study, 
variety improvement or 
introduction, consultancy, 
publication, conference, or 
training), are such activities 
(a) specifically and
 
principally designed to
 
increase agricultural exports
 
by the host country to a
 
country other than the United
 

If deob/reob authority is used,
 
procedures will be followed.
 

Case Zablocki Act requiremen.s
 
will be met.
 

N/A
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States, wbwre the export would 
lead to direct competition in 
that third country with exports 
of a similar commodity groM or 
produced in the United States, 
and can the activities 
reasonably be expreted to cause 
substantial injury to U.S. 
exporters of a similar 
agricultural commodity; or (b) 
in support of research that is 
intended primarily to benefit 
U.S. producers7 

b. FAA Sec. 102(b), 111, 113, Project will improve the 
29I(a). Describe extent to sustainability of the GOM's 
which activity will (a) health programs by increasing 
effectively involve the poor in 
development by extending access 

their efficiency, by increasing 
cost recovery in public facilities 

to economy at local level, and by stimulating greater 
increasing labor-intensive 
production and the use of 
appropriate technology, 

financing and provision of health 
services by the private sector. 
The project will contribute to 

dispersing investment from the improvement of women's 

cities to small towns and rural health status through birth 
areas, and insuring wide spacing, birth monitoring, and 
participation of the poor in the provision of related basic 
the benefits of development on health services. 
a sustained basis, using the 
appropriate U.S. institutions; 
(b) help develop cooperatives, 
especially by technical 
assistance, to assist rural and 
urban poor to help themselves 
toward a better life, and 
otherwise encourage democratic 
private and local governmental 
institutions; (c) support the 
self-help efforts of developing 
countries; (d) promote the 
participation of women in the 
national economies of 
developing countries and the 
improvement of women' s status, 
(e) utilize and encourage 
regional cooperation by 
developing countries. 

c. FAA Sec. 103, 103A, 104, 105, 
106, 120-21. Does the project 

yes 

fit the criteria for the source 
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of funds (functional account)
 
being used?
 

d. 	 FAA Sec. 107. Is emphasis 
placed on use of appropriate 
technology (relatively smaller, 
cost-saving, labor-using
 

technologies that are generally
 
most appropriate for the small
 
farms, small businesses, and 
small incomes of the poor)?
 

e. 	 FAA Sec. 110, 124(d). Will the 

recipient country provide at 

least 25% of the costs of the 

program, project, or activity
 
with respect to which the
 
assistance is to be furnished
 
(or is the latter cost-sharing
 
requirement being waived for a
 
"relatively least developed"
 

country)?
 

f. 	 FAA Sec. 128(b). If the 

activity attemps to increase
 
the institutional capabilities
 
of private organizations or the
 
governaent of the country, or 
if it attempts to stimulate 
scientific and technological
 
research, has it been designed
 
and will it be monitored to 
ensure that the ultimate 
beneficiaries are the poor 
majority?
 

g. 	 FAA Sec. 291(b). Describe 
extent to which program 
recognizes the particular 
needs, desires, and capacities 
of the people of the country; 
utilizes the country's 
intellectual resources to 

encourage institutional 
development; and supports civil 
education and training in 
skills required for effective 
participation in governmental 
processes essential to 
self-goverrment. 

N/A
 

The GOM will provide at
 
least 25% of the costs of
 
the program.
 

Yes
 

Project design has paid close 
attention to the needs, 
desires and capacities of 
Moroccan people as discerned 
through various surveys and 
evaluations conducted over 
a period of years. (See the
 
Social Analysis for further 
details). One project component 
will expore the feasibility of 
increased participation of 
local government in basic 
health service delivery. 



h. FY 1969 APrOopriations Act 

Sec. 536, Ar am~ of the funds 
to be used for the performance 
of abortions as a method of 
family planning or to motivate 

or coerce any person to 

practice abortions? 

Are any of the 
to pay for the 

funds to be 
performance 

used 
of 

No. 

involuntary sterilization 
method of family planning 

as a 
or to 

coerce or provide any financial 

incentive to any person to 

undergo sterilizations? 

Are any of the funds to be used No. 

to pay for any 
research which 

biomedical 
relates, in 

whole or in part, to methods 

of, or the performance of. 

abortions or involuntary 
sterilization as a means of 

family planning? 

i. FY 1989 Appropriations Act. 

the assistance being made 
Is No. 

available to any organization 

or program which has been 

determined to support or 

participate in the management 
of a program of coercive 

abortion or involuntary 

sterilization? 

If assistance is from the 
No. 

population functional account, 

are any of the funds to be made 

available to voluntary family 

planning projects which do not 

offer, either directly or 

through referral to or 
information about access to, a 

broad range of family planning 

methods and services? 

j. FAA Sc. 601(e). Will the 

project utilize competitive 
selection procedures for the 

Yes 

awarding of contracts, except 

where applicable procurement 
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rules allow-otherwise? 

k. FY 1989 1- rooriations Act. The general training and technical 

What portion of the funds will 
be available only for 
activities of economically and 
socially disadvantaged 
enterprises, historically black 
colleges and universities, 
colleges and universities 
having a student body in which 
more than 40 percent of the 

assistance contract envisioned 
under the project will require too 
broad a range of proven competence 
-to limit the prime contractor to 

minority firms. Hovever, sub­
contracting opportunities will be 
encouraged for both TA and comodit 
procurement, TA for evaluations vil 
be provided by 8(a) firms and 

students are Hispanic HBCU's will be considered for 

Americans, and private and placement of participants. 

voluntary organizations which 
are controlled by individuals 
who are black Americans. 
Hispanic Americans, or Native 
Americans, or who are 
economically or socially 
disadvantaged (including women)? 

1. FAA Sec. 118(c). Does the Assistance complies with Reg. 16. 

assistance comply with the 
environmental procedures set 
forth in A.I.D. Regulation 167 
Does the assistance place a 
high priority on conservation 
and sustainable management of 

The nature of this project does 
not lend self to activities 
promoting tropical forests. 

tropical forests? 
Specifically, does the 
assistance, to the fullest 
extent feasible: (a) stress the 
importance of conserving and 
sustainably managing forest 
resources; (b) support 
activities which offer 
employment and income 
alternatives to those who 
otherwise would cause 
destruction and loss of 
forests, and help countries 
identify and implement 
alternatives to colonizing 
forested areas; (c) support 
training programs, educational 
efforts, and the establishment 
or strengthening of 
institutions to improve forest 
management; (d) help end 
destructive slash-and-burn 
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agriculture Y Supporting 

stable and PrOductive farming 

practices; (e) help conserve 
forests which have not yet been 

to increasedegraded by helping 
production on lands already
 
cleared or degraded; (f) 

watershedsconserve forested 
and rehabilitate those which 

have been deforested; (9) 

support training, research, and 

other actions which lead to
 
=resustainable and 
sound practices
environmentally 


for timber harvesting, removal, 
and processing; (h) support 

research to expand knowledge of 
tropical forests and identify
 

alternatives which will prevent
 
or
forest destruction, loss, 


conserve
degradation; (i) 


biological diversity in forest 

areas by supporting efforts to 

identify, establish, and 

maintain a representative 
network of protected tropical 
forest ecosystems on a 

by making theworldwide basis, 
establishment of protected 
areas a condition of support 
for activities involving forest
 

clearance or degradation, and
 

by helping to identify tropical
 

forest ecosystems and species
 

in need of protection and
 

establish and maintain
 

appropriate protected areas;
 

(j) seek to increase the
 

awareness of U.S. government
 

agencies and other donors of
 

the immediate and long-term 
value of tropical forests; and
 

(k) utilize the resources and
 

abilities of all relevant U.S.
 

government agencies? 

If the 
m. 	FAA Sec. 111(cl3j. 

assistance will support a
 

program or project
 
significantly affecting
 

(includingtropical forests 

N/A
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projects involving the planting
 

of exotic plant species), will
 

the program or project (a) be
 

based upon careful analysis of
 

the alternatives available to
 

achieve the best sustainable
 

use of the land, and (b) take
 

full account of the
 

environmental impacts of the
 

proposed activities on
 
biological diversity?
 

n. FAA Sec. 118(c)(14). Will 
assistance be used for (a) the 

procurement or use of logging 
equipment, unless an 
environmental assessment 
indicates that all timber 

harvesting operations involved 

will be conducted in an 
environmentally sound manner 

and that the proposed activity 
will produce positive economic 

benefits and sustainable forest 
management systems; or (b) 

actions which will 
significantly degrade national 
parks or similar protected 

areas which contain tropical 

forests, or introduce exotic 

plants or animals into such 

areas?
 

o. 	 FAA Sec. 11(c)(15). Will 
assistance be used for (a) 

activities which would result 

in the conversion of forest 

lands to the rearing of 
livestock; (b) the 

construction, upgrading, or 

maintenance of roads (including 
temporary haul roads for 
logging or other extractive 

which pass throughindustries) 
relatively undegraded forest
 
lands; (c) the colonization of 


forest lands; or (d) the 

construction of dams or other 

water control structures which 

flood relatively undegraded
 

forest lands, unless with
 

(a) No.
 

(b) No.
 

No.
 

(b) No. 

(c) No.
 

(d) No. 
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respect to each such activity
 
an environmental assessment 
indicates that the activity
 
will contribute significantly
 
and directly to improving the
 
livelihood of the rural poor
 
and will be conducted in an
 
environmentally sound manner
 
which supports sustainable 
development?
 

p. 	 FY 1989 Appropriations Act. If N/A
 

assistance will come from the
 

Sub-Saharan Africa DA account,
 
is it (a) to be used to help 
the poor majority in
 
Sub-Saharan Africa through a
 
process of long-term
 

growthdevelopment and economic 
that is equitable,
 
participatory, environmentally
 
sustainable, and self-reliant; 
(b) being provided in
 
accordance with the policies
 
contained in section 102 of the
 

FAA/ (c) being provided, when
 

consistent with the objectives
 
of such assistance, through 
African, United States and
 
other PVOs that have
 
demonstrated effectiveness in
 

the promotion of local
 
grassroots activities on behalf
 
of long-term development in
 
Sub-Saharan Africa; (d) being
 
used 	to help overcome
 
shorter-ters constraints to
 

long-term development, to
 
promote reform of sectoral
 
economic policies, to support
 
the critical sector priorities
 
of agricultural production and
 

natural resources, health, 
voluntary family planning
 
services, education, and income
 
generating opportunities, to
 
bring about appropriate
 
sectoral restructuring of the 
Sub-Saharan African economies,
 

to support reform in public
 

administration and finance and 
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to establish a favorablt ­

environment for individual 
enterprise and self-sustaining 
development, and to take into
 

account, in assisted policy
 

reforms, the need to protect 
vulnerable groups; (e) being 

used to increase agricultural 

production in ways that protect 
and restore the natural 
resource base, especially food 

production, to maintain and 
improve basic transportation 

and communication networks, to 

maintain and restore the 
natural resource base in ways
 

that increase agricultural
 

production, to improve health
 

conditions with special
 

emphasis on meeting the health
 

needs of mothers and children,
 

including the establishment of
 

self-sustaining primary health
 

care systems that give priority
 

to preventive care, to provide
 

increased access to voluntary
 

family planning services, to 

improve basic literacy and 
mathematics especially to those 

outside the formal educational 
system and to improve primary 
education, and to develop
 

income-generating opportunities 

for the unemployed and 
underemployed in urban and 
rural areas? 

N/A
2. 	 Development Assistance Project 
Criteria (Loans Only) 

a. 	 FAA Sec. 122(b). Information
 

and conclusion on capacity of
 

the country to repay the loan, 

at a reasonable rate of 
interest. 

b. 	 FAA Sec. 620(d). If assistance
 

is for any productive
 
enterprise which will compete
 

with U.S. enterprises, is there
 

an agreement by the recipient
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country to prevent export *to
 
the U.S. of more than 20% of
 
the enterprise's annual
 
production during the life of
 
the loan, or has the
 
requirement to enter into such
 

an agreement been waived by the 
PresidQnt because of a national 
security interest?
 

c. 	 FY 1989 Continuinq Resolution.
 
If for a loan to a private
 
sector institution from funds
 
made available to carry out the
 

provisions of FAA Sections 103
 
through 106, will loan be
 
provided, to the maximum extent
 
practicable, at or near the
 
prevailing interest rate paid
 
on Treasury obligations of
 

similar maturity at the time of
 
obligating such funds?
 

d. 	 FAA Sec. 122(b). Does the
 
activity give reasonable
 
promise of assisting long-range
 
plans and programs designed to
 
develop economic resources and
 

increase productive capacities?
 

3. 	 Economic Support Fund Project N/A 
Criteria 

a. 	 FAA Sec. 531(a). Will this
 
assistance promote economic and
 
political stability? To the
 

maximum extent feasible, is
 
this assistance consistent with
 

the policy directions,
 

purposes, and programs of part
 
I of the FAA?
 

b. 	 FAA Sec. 531(c). Will
 
assistance under this chapter
 

be used for military, or
 

paramilitary activities?
 

c. 	 ISOCA of 1985 Sec. 207. Will
 
ESF funds be used to finance
 
the construction of, or the
 

operation or maintenance of, or
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the supplying of fuel for, a
 
nuclear facility? If so, has
 
the President certified that
 
such country is a party to the
 
Treaty on the Non-Proliferation
 
of Nuclear Weapons or the
 
Treaty for the Prohibition of
 
Nuclear Weapons in Latin
 
America (the "Treaty of
 
Tlatelolco"), cooperates fully
 
with 	the IAEA, and pursues
 
nonproliferation policies
 
consistent with those of the
 
UnitWe StaQ37s
 

d. 	 FAA Sec. 609. If commodities 
are to be granted so that sale 
proceeds will accrue to the 
recipient country, have Special 
Account (counterpart)
 
arrangements been made?
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5C(3) STANDARD ITEM CHECKLIST
 

Listed below are the statutory items which
 
normally will be covered routinely in those
 

provisions of an assistance agreement dealing
 
with its implementation, or covered in the
 

uses
agreement by imposing limits on certain 

of funds.
 

These items are arranged under the general
 
headings of (A) Procurement, (6)
 
Construction, and (C)Other Restrictions.
 

A. 	PROCUREMENT
 

1. 	FAA Sec. 602(a). Are there Yes 
arrangements to permit U.S. small 
business to participate equitably in 
the furnishing of commodities and 
services financed? 

2. 	 FAA Sec. 604(a). Will all Yes
 
procurement be froma the U.S. except
 
as otherwise determined by the 
President or under delegation from
 

him?
 

3. 	 FAA Sec. 604(d). If the tjprating N/A
 
country discriminates against marine
 

insurance companies authorized to do
 
business in the U.S., will
 
commodities be insured in the United
 
States against marine risk with such
 

a company?
 

4. 	 FAA Sec. 604(e): ISDCA of 1960 Sec. N/A 
-705(a). If non-U.S. procurement of 
agricultural commodity or product
 
thereof is to be financed, is there
 
provision against such procurement
 
when 	 the domestic price of such 
commodity is less than parity?
 
(Exception where commodity financed
 
could not reasonably be procured in
 
U.S.)
 



5. 	 FAA Sec. 604(Q). Will construction 

or engineering services be procured
 
from firms of advanced developing
 
countries which are otherwise
 
eligible under Code 941 and which
 
have attained a competitive
 
capability in international markets
 
in one of these areas? (Exception
 
for those countries which receive
 
direct economic assistance under the
 
FAA and permit United States firms
 
to compete for construction or
 
engineering services financed from
 
assistance programs of these
 
countries.)
 

6. 	 FAA Sec. 603. Is the shipping 

excluded from compliance with the
 
requirement in section 901(b) of the
 
Merchant Marine Act of 1936, as
 
amended, that at least 50 percent of
 
the gross tonnage of commodities
 
(computed separately for dry bulk
 
carriers, dry cargo liners, and
 
tankers) financed shall be
 
transported on privately owned U.S.
 
flag 	commercial vessels to the
 
extent suci vessels are available at
 
fair and reasonable rate?
 

7. 	 FAA Sec. 62:(a). If technical 

assistance is financed, will such
 
assistance be furnished by private
 
enterprise on a contract basis to
 
the fullest extent practicable? 

Will the facilities and resources of 

other Federal agencies be utilized,
 
when they are particularly suitable,
 
not competitive with private
 
enterprise, and made available
 
without undue interference with
 
domestic programs?
 

8. 	 International Air Transportation 
Fair Zompetitive Practices Act, 
1974. If air transportation of 
persons or property is financed on 
grant basis, will U.S. carriers be
 
used to the extent such service is
 
available?
 

-o.
 

No.
 

Yes
 

The use of other federal agencies
 
is not contemplated at this time.
 

Yes
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9. FY 1989 Appropriations ACt -Sec.--

504. If the U.S. Governeft i" 

Yes 

party to a contract for procurement, 

does the contract contain &- " 

provision authorizing termination of 

such contract for the convenience of 

the United States? 

10. FY 1989 Appropriations Act Sec. 

524. If assistance is for 

consulting service through 

procurement contract pursuant to 5 

U.S.C. 3109, are contract 

expenditures a matter of public 

record and available for public 

inspection (unless otherwise 

provided by law or Executive Order)? 

Yes 

11. FY 1989 Appropriations Act Sqc. 

584. For all direct AID contracts 

or solicitations, and all 

subcontracts entered into under such 

contracts, does the contract, 

solicitation or subcontract include 

a clause requiring that United 

States marine insurance companies 

have a fair opportunity to bid for 

marine insurance when such insurance 

Yes 

is necessary or appropriate? 

B. CONSTRUCTION 

1. FAA Sec. 601(d). If capital (e.g., 

construction) project, will U.S. 

engineering and professional 

services be used? 

Given small size of proposed 

contracts, local consulting 

firms vill be used. 

2. FAA Sec. 611(c). If contracts for 

construction are to be financed, 

will they be let on a competitive 

basis to maximum extent practicable? 

Yes 

3. FAA Sec. 620(k). If for 

construction of productive 

enterprise, will aggregate value of 

assistance to be furnished by the 

U.S. not exceed $100 million (except 

for productive enterprises in Egypt 

that were described in the CP), or 

does assistance have the express 

N4/A 

approval of Congress? 
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C. OTHER RESTRICTIONS
 

1. FAA Sec. 122(b). If development 

loan repayable in dollars, is 

least 2 percent perinterest rate at 

annum during a grace period which is 
not to exceed ton years, and at 

least 3 percent per annum thereafter? 

2. 	 FAA Sec. 301(d). If fund is 
established solely by U.S. 
contributions and administered by an 

international organization, does 

Comptroller General have audit 
rights? 

3. 	 FAA Sec. 620(h). Do arrangements 

exist to insure that United States 

not used in a manner
foreign aid is 
which, contrary to the best 
interests of the United States, 

promotes or assists the foreign aid 
projects or activities of the 

Communist-bloc countries?
 

4. 	Will arrangements preclude use of 
financing: 

A. 	 FAA Se. 104(f); FY 1909
 
Approprl.itions Act, Sect. 525
 

and 536 (1)To pay for 
as aperfor.ance of abortions 

method of family planning or to
 

motivate or coerce persons to
 

practice abortions; (2) to pay 

for performance of involuntary
 
sterilization as method of
 

family planning, or to coerce
 
or provide financial incentive 
to any person to undergo 
sterilization; (3) to pay for 
any biomedical research which 
relates, in whole or part, to 

methods or the performance of 
abortions or involuntary 
sterilizations as a mans of
 

family planning; or (4)to 

lobby for abortion?
 

N/A
 

N/A
 

Yes
 

Yes
 

Yes
 

Yes
 

Yes
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b. 	 FAA Sec. 493. To make 


reimbursements, in the form of
 

cash payments, to persons whose
 

illicit drug crops 
are
 

eradicated?
 

FAA Sec. 620(g). To 	compensate
c. 

owners for expropriated or
 

nationalized property, except
 

to compensate foreign nationals
 

in accordance with a land
 

reform program certified by the
 

President?
 

d. 	 FAA Sec. 660. To provide 

training, advice, or any
 

financial support for police,
 

prisons, or other law
 

enforcement forces, except for
 

narcotics programs? 

e. 	 FAA Sec. 662. For CIA 

activities?
 

f. 	 FAA Sec. 636(i). For purchase, 
lease, exchangesale, long-term 

or 9-.-!ranty of the sale of
 
mot.r jehicles manufactured
 

outside U.S., unless a waiver
 

is ob.aind?
 

g. 	 FY 1989 Appropriations Act Sec. 


303. To pay pensions,
 

annuities, retirement pay, or
 

adjusted service compensation
 

for prior or current military
 

personnel?
 

h. 	 FY 1989 Appropriations Act Sec. 


505. To pay U.N. assessments, 
arrearages or dues? 

i. 	 FY 1919 Appropriations Act Sec. 

506. To carry out provisions 
of FAA section 209(d) (transfer 

of FAA funds to multilateral
 

organizations for lending)?
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Yes
 

Yes
 

Yes
 

Yes
 

Yes 

Yes
 

Yes
 

Yes
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j. FY 1989 Appropriations Act Sec. , Yes 

510. To finance the export of 

nuclear equipment, fuel, or 

technology? 

k. FY 1989 Appropriations Act Sec. - Yes 

511. For the purpose of aiding 
the efforts of the government 
of such country to repress the 

legitimate rights of the 
population of such country 

contrary to the Universal 

Declaration of Human Rights? 

1. FY 1989 Appropriation Act Sec. Yes 

516; State Authorization Sec. 

109. To be used for publicity 

or propaganda purposes designed 
to support or defeat 
legislation pending before 
Congress, to influence in any 

way the outcome of a political 
election in the United States, 

or for any publicity or 
propaganda purposes not 

authorized by Congress? 
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ANNEX L
 
POLICY AGENDA - REDUCED POPULATION GROWTH AND IMPROVED PRIMARY HEALTH CARE
 

Current Policy 


Problem Area: 
 Public
 
Sector Health Financing
 
Both curative and 

preventive services in the 

public service are largely

free of charge. Except in 

the autonomous hospitals 

(4 at present, 12 by 1990), 

any fees collected are 

returned to the central 


treasury.
 

Ministry of Health 

percentage of overall GON 

budget Is low in comparison 

with other countries at the 

same level of economic 

development (32 compared to 

5-82), diminishing in real 

terms; and programmed 

largely for curative 


services.
 

Policy Sou-ht 


A rational and effective 

cost recovery system 

applied in all public 

sector health facilities. 


Ministry of Health budget

Is increased, and a 

greater proportion is 

allocated for primary 

health care services. 


Next Steps 


USAID will assist the MOPH to (a)

identify actual costs for diagnostic,

auxiliary and clinical services;

(b) assess validity of costs through 

periodic efficiency and productivity
analyses; and (c) Institute fees and 
collection procedures to Increase cost 
recovery among clients able to pay. 

USAID to continue consultations with 

the MOPH, MOF, MOEA, the Conseil 

and Syndicat de l'Ordre des MNdecins
 
regarding the modification or abolition
 
of fee schedules in the private

sector. 
A plan of action in this area
 
will be developed after presentation
 
of results of the Health Financing

Study and review of possibilities.
 

USAID will complete (1) on-going work

with Ministry of Health on benefit-

cost analyses of family planning and 

primary health care services to 

support MOPH request for additional 

resources; and (2) analysis of 

program cost effectiveness as a basis 

for international program decisions 

and budget allocations.
 

Benchmarks
 

Methodology developed and
 
tested at hospitals in
 
Meknis, Hay Mohammadi
 
and Agadir by 12/31/90.
 

To be determined by
 
December 1.
 

Ministry of Health
 
successfully presents a
 
larger budget request for
 
CY 1990, including an
 
increased proportion and
 
absolute amount 
for
 
preventive and primary
 
health care services.
 



Current Policy 


Problem Area: Lack of
 
Dynamism In Private Health
 
Care Sector
 

A variety of policies and 

practices, and a lack of 

enabling legislation 

combine to limit new 

private sector initiatives 

In the delivery and 

financing of both curative 

and preventive health 

services. 


Problem Area: Population
 
Policy
 

The GOM's response to rapid 

population growth remains 

centered in the Ministry of 

Health. 


Policy Sought 


Policies and procedures 

developed and publicized 

to encourage greater 

private sector action In 

health delivery and 

financing. 


Broader active 

involvement of the CON as 

well as the- private 

sector In the promotion 

of family planning 

services, 


Next Steps 


Following the presentation of the 

results of the Health Financing Study & 

consultation with the MOPH, Ministry of 

Finance, and professional associations, 

USAID will develop the Terms of 

Reference for the feasibility study for
 
expansion of health insurance and an
 
agenda of other studies needed,
 
Including those of legal and regulatory
 
issues, to understand and remove
 
barriers to greater private sector
 
delivery and financing of health care.
 

USAID will increase Involvement of 

other ministries In family planning 

promotion, especially the Ministry 

of Interior and local governments
 
(CollectIvItis Locales) through wider
 
presentation of the -Family Planning
 
Saves Lives" message.
 

The social marketing program for 

contraceptives will be extended,

increasing outlets beyond the pharmacy 

sector, 


Community sales points for
 
contraceptives and pr ary health care
 
supplies established.
 

Benchmarks
 

Terms of Reference for the
 
feasibility study for
 
expansion of insurance and
 
the agenda for other studleh
 
developed Second Quarter.
 

Ministry of Interior openly
 
supports family planning
 
programs.
 

Contraceptives, I.e. condoms
 
and orals, promoted openly I

pharmacies, and sold outside
 
pharmacies.
 

0389r
 


