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HLCTION MEMORANDUM FOR THE USAID/MOROCCO DIRECTOR

DATE: April 22, 1992

¢4

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
from three functional accounts: Health - $3.2 million; Population
- $22 million; and Child Survival - $5.8 million. This breakdown
reflected the Mission's previous experience with funding
availabilities and the needs of the new 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
Ssurvival funds; and $1 million in AIDS funds. There will be no
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.
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Dennis M. Chandler !

Director

Drafting Officer: PROG:RGOLD
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ACTION MEMORANDUM POR THE MISSION DIRECTOR

) §W batz: AUG 18 1389

FROM: RKenneth G. Schofield, Program Officer

SUBJECT: Authoriration of the Pamily Planning and Cbild 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).
2 . Y

e N STy

The Family Planning and Child Survival IV Project builds ou the experience and
success of three earlier projects (~-0112, -01SS, ~0171) in the family plamuing
and mother and child health fields. As such the project will consoclidate
gains achieved to date 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 system. Under a recently revised progras
strategy which combines the “Visites a Domicile pour Motivatico Systematique”
(VDMS) outreach program, originally developed under an AID financed operations
research project and the more recent IBRD supportad "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 most 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 programs, and explore health financing issues in
both the public and privats sectors.

The project consists of three sain components: 1) broadened access to FP and
MCH services; 2) increased program efficisncy; &nd 3) health financing. The
third component in bealth finsncing will explore the mesns for “creating
market opportunities” for health care services. The health finsacing
couponent represents the directiocs for future USAID assistancs in the
populaticn and health sector. It vill provide the basis for a nev health
financing project acheduled for 1991.

U~
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For each of the components, the project will finance technical assistsncs,
U.S. and in-country training, commodities, and local costs. Under the first
component, for broadened access FP and MCH services, the project will also
finance the repair, removatiom, or construction of clinical facilities. Oun
the basis of the Mission Review Committee's examination of the GOM's ability
to eonstruct, utilize and saintain the proposed facilities, you seat & 611 (e)
certification included as Annex I to the Project Paper, to the Assistant
Adainistrator for the ANE Bureau. The certification was &cknowledged by

cable, also included in Arnex I.

The project will contribute to the sector goal of reducing rapid population
grovth and early child death in Morocco. The purpose of the project is to
improve the impact and sustainability of family planning and maternal child
health programs. Tha project hes a life-of-project AID funding level of $31.0
million and a PACD of August 31, 1996. ‘

USAID prepared and submitted the Project Identification Document (P1D) for
AID/W approval in January 1989. Upon review, AID/W requested that additional
information be added to addresa sustainability issues raised during the PRC.
USAID provided the requested information in Rabat 2496, dated March 14, 1989.
AID/w approved the revised PID oo March 30, 1989 and suthorized you to
exercise your AID Redelegation of Authority 654 to approve the project in the
fleld in State 120849, dated April 19, 1989. The ANPAC cable raised several
design issues and coucaruns. They bave been appropriately addressed during
project design, and respouses are susmarized in the Summary and
Recoamendatiocns Sectica of the Project Paper. The ANPAC cable also concurred
{p our recomaended negative enviropmental threshold decisico.

On July 21, 26 and 28 and August 10, 1989 the Mission Reviev Committee
reviewed the Project Paper and recommended revisicns. The Mission’s final
review of the Project Paper vas held oo August 17, 1989, at which time
apptroval vas recoamended subject to certain changes in the Project Paper.
These have now been made. '

Two source and origin waivers for vehicle procurement were sought from the
Assistant Adainistrator of the ANE Bureau at the time of PID subsission. The
first vaiver for the procuresent of sotorbikes and approzimately 40
all-terrain vehicles and spare parcs for an approximste value of 41,500,000
vas signed by the Deputy Assistant Administrator for ANE on Msy 13, 1989.

The motorbike compoment of this waiver vas supersedad by a second waiver which
peraits the procurement of 400 motorbikes snd spere parts of Japsnese source
and origin for sn approximate value of $450,000. The second waiver was signed
by the Assistant Administrator for ANE on June 28, 1989. Coples of both
waivers are included as Annex J. to the Project Paper.
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The Congressional Notification for this project was submitted to Congress on
July 27, 1989 and expired without objection oo August 11, 1989,

RECOMMENDAT ION:

That, according to the authority granted to you in AID Redelegation of
Authority 634, you sign the Project Paper Dmta Sheet and the attached Project
Authorization, thereby approving the Family Planning and Child Survival IV
Project with a life-of-project funding of $31.0 million and & PACD of August
31, 1996.

Charles W
Director

APPROVE%AZV W‘“&y Date 'i}'ggi DISAPPROVED :
(}bhnlon

Attacheents:
1. Project Authorization
2. Project Paper

Drafting Officer:PROG:ABraginski:ug:8/3/89 ﬁ’ﬁé

Clearances:PHR:
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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”) imvolving planned obligations of mot 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.1.D. OYB/allotment process, to help in financing foreign exchange and local
currency costs for the project. The plamnned life of the project is seven
years from the date of initial cbligation.

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

3. The Project Agreement vhich may be negotiated and executed by the
officer(s) to whoa such authority is delegated in accordance with AID
regulations and delegations of suthority shall be subject to the following
essential terms, together with other terms and conditiocns as A.l1.D. may deem

appropriate.

Source and Origin of Commodities, Nationality of Services

Commodities financed by A.l1.D. under the Project shall have their source and
origin in the Cooperating Country or in the United States except aa A.I.D. may
othervise 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.l.D.
may otherwise agree in writing.

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

Charles W. J on, Misaion Director

m_&;% 18, 19%9

Drafting Officer:RIA:BBJrrinston:ub:8/16/89__£2t25

Clearances: ‘:

PROG:KSch

PHR : DG1bb HR: CRahoaan G
CONT :RWari DDIR:LMorse
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LIST OF PROJECT DESIGN AND MISSION REVEIW COMMITIEE MEMBERS

Project Design Committee

Carl Abdou Rahmasn Population Development Officer
Jampes Smith Program Economist

Don Masters Project Development Officer
Aleksandra Braginski Project Development Officer
Kay Freeman Budget and Accounting Officer
Eric Loken Enviroomental Officer

Michael Huffaman Project Officer

Migssion Review Committee

Charles W. Johnson Mission Director

Linda Morse Deputy Director

Keoneth G. Schofield Program Officer

Dale C. Gidbd Chief, Population and Human Resources Office
Belinda Barrington Regional legal Advisor

Richard Warin Controller

Christine Faschini Regional Contracting Officer

Stephen Klein Enargy Officer

Rollo Ehrich Agricultural Development Officer

Robert Dodson Private Enterprise Officer
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FP

GOM
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ACRONYMS AND ABBRREVIATIONS -

Architecture and Engineering
Acadenmy for Educational Development

Association de lLutte Contre le SIDA
"Association for the Camtrol of AIDS"

Acquired Immune Deficiency Syndrome

Association Marocaine de la Planification Familiale
"Moroccan Association for Faaily Planning”

Association for Voluntary Surgical Cantracepticno

Confederation Generale Ecanozique Marocaine
“Moroccan Private Employers Canfederation”

Centre Hospitalier et Universitaire
"University Teaching Hospitals®

Comite National de Lutte Contre le SIDA
"Naticoal Committee for the Catrol of AIDS™

Caicse Naticnale Des Oeuvres de Prevoyances Socials
"Naticnal Social Security Fund for Public Sector Employees

Caisse Nationale de la Securite Sociale
"Natimal Center for Social Security”

Contraceptive Social Marketing

Desographic and Health Survey

Family Health Internaticnal

Federation Marocaine des Societies d'Assurances et des
Assureures

"Moroccan Federation of Private lnsurance Companies”

Federation Marocaine de Syndicats des Pharmaciens
“Moroccan Pharmacists Syndicate”

Family Planning

Government of Morocco
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HIV
HMO

1BRD
IEC

IPFF
IQC
1RD
IuD
JH/PCS

JHPIEGO

KAF
LoP
MCH
MI1S
MOFH
MWRA
NIRTFH

NIQRH

ORS

@RI

PID

PMU
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Human Imswodeficiency Virus
Health Maintenance Organization

Internatiomal Bank for Reconstruction and Developament?
Information, Education and Communication

Internatiocnal Planned Parenthood Federation
Indefinite Quantity Cantract

Westinghouse Institute for Resource Developaent
Intra-Uterine Device

Johns Hopkins University/Center for Population
Communicaticas

Johns Hopkins Progras in Internatianal Educatian for
Gynecology and Obstetrics

Knowledge, Attitudes and Practices
Life of Project

Maternal and Child Bealth
Management Information Systeas
Ministry of Public Realth

Married Women of Reproductive Age

National Institute for Research and Training in Public
Health

Natimal Training Center for Reproductive Health
Oral Contraceptives

Oral Rehydration Salts

Oral Rehydration Therapy

Populstion asd Human Resources

Prcject lmplementation Document

Proiect Management Unit, MOPH



-1:-

PVO Private Voluntary Organization

RFFLMIC Regional Family Planning logistics and Management Training
Center

SSB Soins de Sante de Base
“Basic Health Services”

SID Sexually Treusmitted Disease

TA Technical Assistance

TACS Technical Advisor in Child Survival

TBA Tradi timal Birth Attendamnt

TFG The Futures Group

UNFPA United Natiocns Fund for Population Activities

UNI1CEF United Nations Children*s Fund

VIMS Visite s Domicile pour Motivation Systematique

"Household Visits for Systematic Motrivation”
vsC Voluntary Surgical Contraception

WHO World Health Organization



L. SUMMARY AND RECONNENDATIONS

A. Summary Background

Over the past decade, Korocco with AID cssistance has substentially reduced
population growth rates and early child death by improving the access to and
use of femily planning end msternal and child heslth services. Under the
Population and Femily Planning Support III Project (608-0171) substantial
progress was made in developing operationsl methodologies, e.g. “Visite &
Domicile pour Motivation Systémstique® (VDMS), for providing these services st
the local level. At present, the VDMS coaponent of the GOM Family Planning
and Keternal and Child Health Care (FP and MCH) program is operating in 30 of
45 provinces nationwide. The program has successfully prosoted modern methods
of family planning, ss indicated by the increase in overall coatraceptive
prevalence from spproximstely 12.5 percent in 1978, to 35.6 perceat in 1987,
Korsover, vaccination coverage for children has increased from 50 percent to
87 percent, and infant mortality has dacreased from 130 per 1000 live births

in 1980 to 73 in 1987.

Despite impressive progress over the last decade, s nuaber of problems persist
which are exacerbated by recent fiscal austerity measures and systemic biases
in the public health care systea. This can be seen more clearly when nationsl
stacistics acs cisaggregated slong urban-rursl lines, showing wide disparities
betw.en urban and rursl coanditions. Accordingly, the GOM has made an
increase in accessibility for rural population groups to FP and NCH secrvices &
major objective of the 1938-92 developaent plan. To thet end, the NOPH has
developed a national coverage strategy that involves & combination of fized
facilities, mobile teams and outrasch services to provide basic health care at
low cost.

Historically, AID has played s key donor role in the heslth sector,
particularly in assistance for population programs. This role is strongly
complemented by sctivities and programs of the multileteral donors. The
United Nations Fund for Population Activities (UMFPA) and the World Health
Organization (WHO) support Ministcy sctivities in health sector plenning and
management. WHO also supports AIDS prevention and control activities. The
United Nations Children‘'s Fund (UNICEF) essists in the implementaticn of child
survival programs. A savon-yesr World Bank sector loan is helping the MOPH to
expand low cost primary health care [nfrastructure, strengthen pharmaceutical
mspagement, and ccaplete snalyses of heslth sector orgenization and

financing. A new Worid Bank losn is expected to provide follow-on support in
these areas. In addition, tho World Bank is addressing the KOPH budget
constraints, by requiring that the GON increase budget sllocations to the MOPH
as part of the recently negotlisted Strusztural Adjustment Loan.

B. Summary Projert Description

The project will contribute to the CDSS sector gosl of reducing rapid
population growth -:d early child death in Morocco. The purpose of the
project is to improvs impsct and susteinability of femily planning end
nsternal child health programs.
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The project bullds on the experience and succecs of three esrlier projects
/-0112, -01S5, -0171) (n the family plenning and maternal and child health
field. As such, the project will consolidate geins achieved to dete and
expand access to family planning snd maternal and child health (FP and NCH)
services provided through the Ministry of Fublic Health (MOPH) primary heslth
care delivery system. It will also stimulate the provision of FP end NCH
secvices through privete sector delivery systems, enhance the efficiency of
selected MOPH programs, snd explore health flnancing issues in both the public

and private sectors.
The main components end ectivities of the project consist of:

1. Broadened Access to FP and NCH Services - This will be accomplished
through the implementation of & more mobile and flexible outresach referral
program, the expansion of clinicel services, as well as social marketing and
enployee service activities. The project will finence the technical
assistance, commodities, training and local costs to further the following
objectives:

- Exnansion of public sector outreach through the upgreding of heglth
vocker skills, provision of heavy duty motorbikes for itinerant
health workers, crestion of community service sites, end equipment of
HOPH mobile teams.

- Improved eccess to fizxed clinicel facilities, including the 1)
construction, renovetion, or cepair of 34 rural facilities, 2)
coastruction of 12 new family plenning reference centers, and 3)
equipping of voluatery surgical coatraception (VSC) ceaters in 15
provincial centers and five rural service facilitiss.

- Transfer of & portion of ROPH recurcsat spersting costs to the
private sector through the phased design and implementation of socisl
nerketing sales programs intended to increese the percentage of
contraceptives and MCH products procured and distributed through the
privete sector.

- Employee FP and NCH services provided as part of employee health
services at the plant level.

2. Improved Progrem Efficiency - The project will strengthen skills; upgrade
Renagement systeas; improve date collection end enelysis; and develop s

control and public awareness program for AIDS through the following aectivities:

- Technical and mansgenent treining for MOPH professional steff,
fncluding strengthiening both pre-service and in-service training in
reproductivo health end family plenning and steps to decentralize
teaining in family planning to regional physician end nurse training
centers.

- Improved dats collection and analysis, including the developwent of
microcomputer spplications snd sutomation of the NOPH management
information systea.
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- Production of information, education and communication materijals,
perticulerly for illiterste and semi-literste women. Naterisls will
be designed to help improve the credibdility end effectiveness of
health workers. Printed materisls will be complemented with high
quality FP and NCH radio programming.

- In AIDS control, sero-epidemiological studies simed at determining
the prevalence of the disease; the provision of ladboratory equipment
and supplies; informetion campaigns ind materiels; and technical
training for medicel staff end the staffs of the Ninistries of
Tourism, Justice and Interior.

3. Health Financi.g - Finelly, the project will anslyse sustainability issues
within the heslth care system and explore the means for “"cresting market
opportunities” for heslth care serviccs and products. This will involve an
snalysis of respective public and privaete sactor roles in the provision and
financing of health care as well as developing more “consumer responsive®
health care systems and appropriste funding mechenisms, e.g., cost recovery,
insurance and group health plans. Specific activities include:

- Policy studies, seminars and enalyses of constraints to expanded
private heelth care and insurance coverage;

- Establishment of cost accounting systems in lerge pudblic health
facilities to enhance cost recovery efforts;

- A feasidility study of the expsnsion of health insurance, possibly
through establishment of HNO's or other alternative delivery systeas.

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

C.  ANPAC Concerns and Design Guidelines

1. Recurrent Costs - The ANPAC raised the concern that expanding coverage to

more difficult or remote sreas would represent higher than aversge costs, and

therefore the increased cost burden of the project should be fully analyzed in
the PP within the contest of the likely resource aveiladilities.

Annex C of the PP, Sector Financial Anelysis, examines the recurrent costs of
the project within the context of expected future BOPH resources
dvailabilities. Although the projected cost figures are somevwhat higher than
initielly estimated in USAID's first analysis provided in Radat 2496, the
analysis indicates that they are well within the expected growth of the Health
Ministey's total budget. The cost snelyeis wes based on avecage costs of
providing services in similar areas which include remote rural populations.

In eddition, this project includes activities to increase cost recovery in
public fecilities end increased relisnce on the commerciel distridution of
contraceptives, both of which will ease pressure on the NOPH budget.

The GOX is aware, if not reconciled to the fact, that AID assistance in
expsnsion of government health services stops with completion of this
project. To that end, the GOM contridbution to overall project costs increases

oy
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progressively to 100 percent over the life of the project. In addition, the
GOM 1995 budget will include spending suthority for the purchase of
spproximately $2.4 million in contraceptive commodities:- 4As the disbursement
of these funds will not occur until the later part of CY 1996 and run through
early CY 1997, these funds sre not included in the GOM contribution for this

project.

2. Health Care Financing - While the ANPAC noted thsat health care finsncing
is o compliceted field and will require consideradble snalysis to develop, it
ucged the Mission to be crestive and aggressive in this area. ANPAC guidance
for the PP was to develop both a technical and tacticsl strategy for the
studies, analysis, and pilot testing needed tc advance the health financing
decisions. Seversl areas for Nission consideration were identified.

A three person team composed of an AID/W representative and two outside
consultants helped the Mission identify heslth financing interventions for
this project. We have reached agreement with the NOPH on a series of areas
in which to focus our efforts, under the overall context of cresting heslth
sector market opportunities by removing barciers to market entry, including

sdministratively set prices.

To that end, we will be exploring policy barriers to cost recovery in pudblic
and private facilities; the ezpansion of insurance, including the development
of prepaid health dolivery systems; and mobilization of community financing
for health services. A phased plea of technical assistance, seaminars,
training and operations resesrch ha. been developed in these areas. The
operations research and the feasibility study is expansion of imsurance will
be designed to lead to tha testing of alternative mechanisms to GOM finenced
health care as a2arly interventions in the FY 91 Health Financing Project.

3. Policy Dislogue Agends - The ANPAC noted that s number of important health
sector studies ere currently uaderway funded by other donors and it is
important to capitalize on the results of these studies to formulate sn
sppropriste sector policy sgenda for the 1990‘'s. The ANPAC stated thet the PP
should. begin to define this egends, defining the substentive areas for
analysis, and developing s tactical approach for pursuing policy change with
the GON. The ANPAC also stated that in discussing policy considerations the
PP should also make clesr that consistent with AID policy of “informed free
choice,” the project anticipetes changes in contraceptive use based on
increased access to the contraceptive methods and improvements in femily
planning outreach secrvices.

Both the heslth finencing and hospital management studies financed under the
IBRD primary health care losn are providing incressing smounts of dats and
information on the current situstion and thus input for Mission plans with
respect to health financing issues. MNajor gaps remain, however, in
information on the private sector, regulatory and logal barriers, end
insurence practices and policies. Assistance in each ares is progremmed soon
sfter project launch. The project will assist the MOPH as well in holding e
seainar in October 1989 to present the findings of the Health Finsncing Study
to major institutional actors in the public and private sectors as s basis for
draving up & Moroccan agends for sector reform. This agends will provide a
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basis for our own policy dialogue agends and later sssistance in health
financing.

As the GON moves into its sector reform, we will be working to focus the
reforn around what the Moroccan health system should look like in the year
2000, and the GOM's gosls regarding coverage and quality of care within that
systen. The 1989 Action Plan Population and Heslth 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 ares is to widen the choice of

contraceptive methods available. This we will do by incressing access to
nethods, especially clinical ones, that msy be more sppropriste and nccoptnblo

to women at certain stages of their reproductive life.

4. Lessons Learned - The PP should contain & "lessons learned® section on the
Norocco health projects experience and specifically the design spproaches that
have been developed to better cope with heslth sector probless.

4 Lessons Learned section has been included ia 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

fanily pleanning end NCH care.

S. Construction - The cable queried whether s 611 (e¢) certification was
needed and whether s FAR method was inappropriate.

A 611 (e) certification has been provided (see Annex I). It has been
deterained that s FAR method is not appropriate and that construction services
will be procured under Host Country contracting (HB 11) procedures with AID
peaying 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 sctivities are
technically, administratively, economically and financially sound within the
seven-year project. Consequently, the committee recommends that the Mission
Director authorise & greant of $31.0 million for the Family Planning end Child

Survival IV Project.
E. Waivers

Source and origin waivers for procurement of vehicles and motorbikes were
spproved by AA/ANE on June 28 1989, and DAA/ANE on Nay 13, 1989.



II. BACZGROUND, RATIOMALE AWD DESCRIPTION
A. Background

Morocco is the most populous country in the Meghred region, with an estimated
population of 25 million in 1988. Over the past decade, Norocco with AID
assistance has substantially reduced population growth rates by improving the
access to snd use of family planning and msternsl sad child health secvices.
Under the Population and Pamily Plenning Support III project (608-0171)
substantisl progress was made in developing operationsl methodologies, e¢.g.
*Visite & Domicile pour Motivation Systématique" (VDHS), for providing these
services at the local level. At present, the VDAS component of the GOH family
planning and maternal child health care (FP end KCH) program is opersting in
30 of the 45 provinces nationwide. The program coversge is spproximately 16
million people. Increased coversge under the FP and NCH program has
contributed significantly to incressed use of contraceptives and fertility
rates have declined steadily over tha last decade.

The 1987 Demographic and Pamily Health Survey (DHS) reports an increase in
ovarall contraceptive prevalence froam approxisately 19.4 percent in 1979 to
35.9 percent in 1937. Noreover, there is almost universel kanowledge on the
part of Moroccan women of at least one method of contraception. Femily
planning services are offered in all Ministry of Public Health (MOPRH)
facilities, including voluntary sterilization in 30 of the 47 provincial
hospitals. Vaccination coversge for children under five has risen from SO
perccent to 87 percent in the last two years, and infant mortelity has
decressed from 130 per 1000 live births in 1980 to 73 in 1987.

Despite this impressive progress over the last decade, s number of prodleas
persist which are exacerbasted by recent fiscal susterity measures and systeaic
biases in the public health care systema. This can be seen more clesrly when
aationsal statistics are disaggregated along urban-rursl lines. For example,
lacge disparities are evident in coatraceptive prevalence rates (521 vs. 25%
respectively) and rural infent mortality rates which are 30 per 1000 live
births highec then corresponding urban rates. Relatedly, only 15 percent of
births in rursl aress sre sttended by s qualified heslth worker, compsred to
SO percent in urban settings. Accordingly, the GOX has made an incresse ia
sccessibility for rural population groups to FP and NCH services s major
objective of the 1988-92 development plen. Towards that end, the MOPR has
developed u« natjonsl covarsge strategy that involves a combinstion 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 NCH services of reasonsable quality to women
and children living in the primarily rursl areas; in the face of continuing
pcessure on the NOPH budget. The solution will eantail & review of budgetary
priorities, greater efforts in the ares of cost sccounting and cost recovery
and improvements in public health care efficiency and, finally, grester systea
complementarity with privately financed end provided heslth care, particularly
in urbdban areass.
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During intensive project review, s number of constraints were identified which
limit expansion and improvement of health care in the Moroccan context:

FP_and NCH Program Coverage - Despite significant advances in the last 10
years, many of Morocco's woman and children continue to suffer froam
insdequate, or for & significant number, unaveilable health ceare. Lack of
coverage, particularly in rural areas, remsins an important problem limiting
the impact of FP and NCH services provided by the NOPH. Improvements recorded
in infent mortality and contraceptive prevalence rates mask large differences
between regions and population groups in access to and use of secvices. Data
from recent surveys and MOPH service statistics show significent urban-rural
variations in the performance of the Ministry's priority matornsl end child
heslth service programs. Vaccination rates prior to the national campaign
were nearly 50% higher in urban sress. Five times as many urbden as rursl
women have completed at least one prenatsl visit or given dbirth under the
supervision of a trained heslth worker; and the incidencs of discrheal disease

is much higher in rural aress.

FP_and NCH Program Bffectiveness - A key problem ares concerns the method aix
of current contraceptive use, reflecting in part weskness in related NCH
clinical services programs. The 1987 Family Heelth and Demographic Survey
reports that 43% of marcied women of reproductive age, both contraceptive and
non-contracepting, want no more children, and an sdditional 131 want to deley
their next pregnancy for at lesst 24 months. Yet 80% of Noroccen women rely
on oral contraceptives, due partislly to the lack of access in rursl ereas to
the clinical methods (IUD end VSC), both more appropriate resposses to
fertility desires of most women wenting no more children. Thus the feaily
plenning program, despite its successes, falls short of meeting the needs of
vomen {or whom pregnancy presents s high risk, including those of high parity
and who are over 35.

Moreover, Morocco's infant mortslity rste of 73 per 1000 in 1987 is relatively
high for s country st Morocco's stage of development, and accouats for 27% of
a1l deaths in Morocco, compared to 31 for developed countries. Forty percent
of these desths are of infants less than one month of age, desths usually
associated with poor screeaing snd monitoriag during pregnancy as well as
birth complications. Disrches is sssoclated with over 30% of all infant
mslnutrition. Medically supervised prenstsl care sad birth monitoring cover
only s small proportion of total pregnsncies and the NOPH is just beginning to
inplement & comprehensive strategy to promote improved monitoriag of infaent
nutcition end mansgement of diarches cases. Accordingly, cont inuved
improvement in the Kinistry's pregnency and birth monitoring and dierches
disease mansgement, including nutritionsl surveillerce, is required to bring
sbout further reductions ia infent mortality.

FP_and NCR Progrem Efficiency - The tenure of the current Rinister of Health
has been marked by an emphasis on improving mansgement, but he faces several
important constraints. PFor example, most edministrators of the systea have
been trained ss physicians, not mensgers. Im eddition, the HOPH mansgement
information system is clogged with too much dats to provide useful information
to decision-mskers and is unadble to provide provincisl level information to
gllow better tailored responses to locel needs. Health personnel at all
levels of the system need inservice training to upgrede their skills.

.\{\/,



Disesse Surveillance and Control - The threst of AIDS and other sexually
trensmitted diseeses (STD) has prompted the need to develop capacity within
the MOPH to identify "high risk® groups and take steps to check the spread of
infectious diseases through better monitoring, social analysis and control
techniques. Public awsreness campaigns and continuing education for
physicians in disesase surveillance and control techniques as well as “high
cisk group® ldentification are essential pudblic health functions which are

inadequately met at this time.

Health Care Sustainsbility - The challenge posed to the heslth sector at large
will be to improve coversge and quality of heslth care services on a

financiaelly sustainsble basis. Public heslth care systems are over extended
in many sress and the quality of health care is often deficlent. Glven the
1ikelihood of continued budgetary restraint related to the economic structural
adjustaent program, it is imperstive to iaprove systeam efficiency and movo
towards grester cost recovery. The expansion of private health delivery
systems to complement existing pudlic heslth systems will be necessary to
schieve oversll health sector goals and provide more consuser-

responsive heslth care. Nechanisms to finsnce improved health coversge and
quality of health care, such as private health insurance, need to be more
fully developed. Thus, there is s need to define sppropriate financisl
incentives and mechanisms to encourage private sector provision and finencing

of health care needs.

The project will help address these constreints, which sre currently binding
on the Moroccan health sector through broadening access to FP aad NCH
services, improving progrea efficiency, ead exploring health financing issues

in both the pudblic end private sectors.

B. Project Restionsle end Lessons Lescrned

USAID Norocco's CDSS ldentifies reduced fertility and decressed infant and
child mortality as priorities for AID assisteace during the 1987-91 CDSS
period. The project builds on sctivities initisted under the three previous
projects. To date, these projects have supported the development and
ezpansion of “Visite d Domicile pour Motivation SystématiQue® (VDHS), a
household level FP snd NCE outresch sorvice program; improved the quality and
ineressed aveilability of permanent contraception; strengthened coamunications
between heslth workers and clieats; and improved mansgement and service
statistics reporting systems. Vith the addition of Child Survival funds in
1986, AID inteasified support to infent snd child health aspects of the

progrea.
Lessons Lesrned - The past 10 years of implementation experience with

population and femily planning programs in Morocco have resulted in some
significent "Lessons Learned” that underlie design of this project.

1. Effectiveness of the Primary Counterpact

The Ministry of Public Health is an effective and committed counterpart for
femily planning. As noted in the mid-term evaluetion of the Population and
Femily Planning Support III project, the Ninistry has managed to develop s
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pationwide femily planning program providing femily planning services in all
provinces, and at each level of the heslth systes. As s result in part of
these actions, contraceptive prevalence has incressed from 19% to slmost 361
in 10 years; and the program is regarded as s model for other Africen and
Nuslim countries who increasingly send representatives to study its design end
implementation.

2. Integrated Family Planning and Maternal and Child Health Secrvicas

The integrated approach to family planning and maternsl end child heslth works
in Morocco; (1) workers and clients view FP as an important MCH intervention;
(2) the MCH approach has made FP more widely accopted by GOM officials, the
religious community, and local opinion leaders; (3) MCH interveations have not
diluted FP activities; (4) FP is fully lntegrated in NOPH fixed fecility and
teaining programs, and increasingly in hospital maternity wards; (S) voluntary
surgical contraception is offered as a routine intervention at provincial
hospital where staff have been trained in this procedure. In sum, this
spproach has been both politically eppropriate and cost effective in Norocco,
making good use of trained medical personnel.

3. Population Policy

The lack of an explicit netional population policy has not been a hindrsnce to
the implementation of programs to reduce populetion growth rates. As steted
in the mid-term evaluation, “the COM's emphesis on an implementation strategy
rather then explicit policy statements has been successful in sccommodating
the attitudes of more conservative government officials end religious
leaders,"” leeding to substential gains in contraceptive prevaleace and

coverage.

4. Contraceptive Demand and Nethod Mix

There is a tremendous es yet unwet demand for family plenning, with demand
increasing faster then the ability of the nationsl femily planning program,
public end private, to meet it. Furthermore, constraints in the delivery of
clinicel services, and the impact of door-to-door provision of oral
contraceptives for auch of Norocco has resulted in & disproportionsate relisnce
on oral contraceptives. Thus, et the deginning of the Phase III population
project in 1934, whereas USAID bad expected that proportion of totel users
relying on orsl coatraceptives would decline from 75% in 1983 to 651 in 1988,
instead the proportion iacressed to 80%. Preliminary estimetes indicate a
densad for 8 to 10 times the current number of IUD and sterilization
procedures. Clinical fecilities with adequate equipment and trained staff are
not yet widely enough availadble to meet client demand for these methods.
Other factors explaining the high usage of orals include the convenience of
door-to-door access through VDNS to orsals; the relative cese for rursl male
workers to explein and promote orsl contraceptives compared to other methods
requiring more detailed discussion of intimate issues; and the lack of
effective educational materials for illiterate and semi-literete women on
these other methods. Thus to incresse prevalence and to improve the method
aix of contraceptive use, there is (1) a need for improved access to clinical
methods of family plenning; end (2) improved promotionsl materials and
communications training for workers on these methods.
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5. VDMS Approach

The VDHS spproach has strangthened the overall primary health delivery
syitem. 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 sreas, and sllocate staff resources to echieve
progrem objectives. This kind of plenning preceded VDNS, but the program
provided resources for and allowed phased implemsntation of the spproach at
sll levels. The experience provided lessons for the Ninistry in plenning the
highly successful 1987 Netional Immunization Campaign.

On the other hand, it has been argued that the VDNS door-to-door approsch is
costly in urban aress; thus it has been withdrawn from sress where the
population can use the private sector and MOPH f{ized feacilities. In rural
areas, the NOPH has been experimenting with combining e verlety of approaches
to meet health needs in difficult-to-sccess sreas in the most cost-effective
manner. A 1986 World Bank loan helped finence the implementation of s range
of approaches in three provinces. The current MOPH rural health progrea
strategy incorporates s combination of outreach approaches, including fized
fecilities, household visits by itinerant agents (such as VDHS agents),
comaunity level service sites covared on a scheduled basis, end mobile teams
capable of delivering s wider range of services. These mobile teams, equipped
to provide IUD insertion, pre-and post-natal care end limited curative
services, have been highly effective in more isolated rural settings. OUnder
this new strategy VDHS agents only cover families residing from 3 to S tms
from e facility. Coammunity service sites and mobile teams are used to reach
more distant population groups. This revised epproach will need close
monitoring of its acceptability by clieats served. It will elso 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. Nanagement Information Systeam

To sssure that project impact is maximized, continuing, quantified informstion
on the operstional effectiveness as well as the problems of VDHS and other
outresch elements is needed. Thus the management jaformation system must be
functionsl and used st various levels of the system. Furthermore, an
operstions research strategy needs to be developed to test systematically
slternstive ways of implementing and managing services at all levels of the
system, and in the various regions. Thus the mansgement information systea
and the operations research strategy should focus on assuring that the program
is providing services in the best way possible in terms of quality,
scceptability, and costs of services delivered. Devising a systeam for
messuring clients' continustion rates will be an importent task.

7. Cempaigns

The "campaign approach® can be useful in mobilizing snd sensitizing both
providers and the pudblic to the need for end use of primary health care
interventions, be they immunization, ORT, or even family planning in the
correct setting. In the case of the first, the campsign was useful as well in
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strengthening planning end implementation skills of primery health care scross
the board in the Kinistry of Health. It was equally importent in mobilizing
resources outside the Rinistry, both in the GON and the privete sector, to
support & national heelth effort, end led in fect to new politicel support for
public health sctivities. It can elso be seid thet the 1987 immunization
campaign created o sense of mission and pride throughout & Kinistry which hes
long suffered from low morele end productivity.

8. IEC

IEC activities should be oriented to outputs es opposed to institutionsl
development. Project interventions aimed et improving production capacity
have failed to produce effective materials and messeges. This reflects the
lack of clear IEC goals end objectives. IEC support of the national
imaunizetion campaign wes output oriented and generslly effective.

With regard to choice of medis, TV is not generelly appropriate for providing
the type of method specific information now needed under the progrem and is
difficult to access due to continuing social end cultural sensitivities.
Redio hes & wider sudience; more cost-effective message channels; is
sccessible for FP messosges; end provides grester flexibility to respond to
social, cultursal end ethnic varietions in country due to regionel
programming. Finelly it involves less sophisticated production requirements
within MOPH central and local capebilities.

9. Project Mansgement

The mid-tecm evaluation of the current project found that the number and
complexity of sctivities under the Population and Pamily Plenning Support III
project was such as to require greater oteff depth in USAID to manage and move
forward the entire range of project components, eddress sensitive issues and
anticipate problems and opportunities. The evelustion suggested thet
additional support wes required both for administretive coordination of
project activities end for technical support to the MOPH eand activities with

the private sector.

The Ninistry of Public Health steff needs to have a broeder understanding of
overall progrem objectives and implementation roles. Wider involvement of
NOPH staff would stimulete greater cross linkages between project supported
sctivities and reinforce ispact. The "implementstion committee" aspprosch
seems to offer the best hope of echieving broader understeanding among NOPH
counterparts and improving overeall mensgement performance.

10. Phaseover and Operating Costs

The phaseover of project costs to the MOPH should be gradusl to avoid
discuption of logisticel, supply end other support at the provincial level. A
gradual reduction in AID local costs support by cost category is more easily
sbsorbed in the GON budget process then is a phaseout tied to geographic aress.

Py
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C.  Other Donors

The largest donor in the Health Sector is the World Benk which is currently
engaged in & 6 year $28.4 million Health Development Loen degun in 1986, end
is preparing a new $160 million sector loen ($100 million IBRD contribution)
to be signed this year. The new loan greatly droadens the primary health care
emphasis of the Health Development Loan by adding emergency and basic
diagnostic services at the first level of referral ($63 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 heslth ceare ($90 million). The USAID project has been developed in
full coordination with Bank and Ninistry officials; with heelth fnancing and
sector reform activities jolntly discussed at all stages.

The Bank's minimal efforts in population under the new loan are dalanced by
the vigorous if modest $3 million progrem over the 1987-91 period of UNFPA.
The organization is engaged in population education offorts in schools and
agriculturel extension, essistance in census and demographic work, especially
with the Ninistey of Plen, end provides technicel and training assistance to
Ninistrcy of Health programs in family plenning end maternsl and child health.
It coordinates its programs closely with USAID Norocco.

UNICEP, which provided major help end publicity to the vaccination and oral
rehydretion campaigng, continues its assistence in these areas as well as
nutrition eand heelth education. WID is & mejor focus of UNICEF's activities,
end reinforces the NCH thrust.

Although WHO provides minor sssistance in terms of fineancing, i.e., less than
$1 million, its technicel assistence in AIDS control, public health treining,
communicable diseases and epidemiology is & most useful complement to the
efforts of the other agencies. WHO is providing incressing holp as well to
the Institute for Resesrch and Ireining in Public Health.

UNDP i3 providing some $3 million over the 1988-91 period of technicsl
assistance in hospital maintenance support, end will provide seminar
assistance on & regional dasis, in health finencing.

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

D. Detailed Project Description

Gosl 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 ia to improve impact and sustainebility of family
planning end maternal child health prograas.

Project Components and Major Activities - This project builds on the
experience and success of three esrlier projects (-0112, -0155, -0171) ia the
family planning and maternsl and child health field. As such, the project
will consolidate gains achieved to date and expand access to family planning
and meternal and child health (FP and MCH) services provided through the
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Minlstry of Public Health (MOPH) primary health care delivery system. Under a
cevised progran strategy which combines Visite & Domicile pour Motivation
Systéaatique (VDMS), originally developed between 1978-1980 under om AID
financed operstions research project and the more recent IBRD supported Soins
de Santé de Bage (SSB), s more mobile and comprehensive system will
effectively bring FP and NCH services to the most {solated and under-served
households. To date, this progrem has been successfully implemsnted {n 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 sre (s) expansion of the revised VDNS progrem through the
implementation of a more mobile and flexible outresch referral program, and
(b) improvements in FP and NCH program efficiency. In addition, strengthening
the capadility of the MOPH to test, monitor and control AIDS will be an
inportant activity. This sctivity 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 anslyse
sustainability issues within the health care system and explore the means for
"creating market opportunities” for health care services and products. This
vwill involve an analysis of respective public and privete sector roles in the
provision and finsncing of health cere as well as developing more “"consumer
responsive” health care systems and eppropriate funding mechanisas e.g., cost
recovery, insurance and group health plans, etc. This component will lead to
s Health Financing project in 1991.

1. BROADENED ACCESS TO FP AND MCH SERVICES

This project component will broaden eccess to FP and MNCH services in both
rursl and urban areas of the country. Effective coverage of the population
for family planning by the Ninistry of Public Health end private services has
seached 70% of the Noroccan populetion in urban and rurel aceas or
rpproximately 16 million people. The gosl of the outreach program is to reach
'$5% of the rural population nstionally and close to 1003 of the urbaen
population, thus achieving effective family planning coverage for about 90%L of
the Noroccan population.

As the principal mesns of reaching rursl sress, the project will extend the
coverage of the VDS outresch service program into underserved rural aress
uithin the 30 provinces slready covered and expand coversge to 12 new
provinces. Becsuse the extreZs rurealness of the twelve new provinces, end the
programs limited pemetration of rurel sress in existing provinces, this
expansion will help incresse coversge from 40% of the rural population or aa
estimated S million people in 1989 to 85% of the rursl populetion or 11
aillion people by 1996. The project will improve access to clinicel services
st the heslth center, femily plenning reference center, and voluntary surgical
contraception center levels in rurel end ucrban areas within the NMOPH heslth
system. It will also incresse the coverage of FP and KCH services provided by
the private sector in rural and urban sreas by expsnding socisl marketing of
contraceptives and NCH supplies end introducing FP and MCH services into
employee health delivery programs.
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e) VDNS Mobile OQutreach

Reaching rural coversge targets will be achieved by introducing the
appropriste features of the NOPH's pilot maternal cnild health system, “Soins
de Senté de Base (SSB)," into existing VDNS provinces and by extending
coverage of the improved systeam to the 12 remaining provinces. Population
located within 3 kms of existing NOPH rural dispensaeries, clinics and health
centers will be expected to seek both preventive and basic curstive care at
the health fecility, with refarral for more specislized diagnostic and
trestaent services scheduled following careful screening by local MOPH staff.
Families residing from 3 to S kms from the nearest facility will continue to
be covered by home visits similar to VDS, with fieldworkers issuing referral
slips for scheduled preventive clinics. Initislly, these home visits will be
carried out on s monthly basis. The project will finance technical and
refresher training for VDS steff anrd supervisors and provide improved supply
kits and vehicle fuel and operating costs for the spproximately 1500
fieldworkers assigned to the more remote rursl aress. Community service
sites, grouping populations of 300 to 600 people, will be established for
population groups located betwses S5 to 10 kas from tho nearest Yecility.
These sites, operating multinurpose clinies for both preventive and basic
curstive care, will be covered by & MOPH fieldworker, at intervels of every
two to four weeks based on the size and the neads of populstion covered and
difficulty of sccess to the site. The sites will also recoive less frequent
coversge from MOPH mobile teams for more sophisticated metsrnal and child
heslth services and IUD insertion. Population groups covered by these sites
will continue to seek emergency care st the heglth facility. The project will
finence technical equipment, supplies end storage containers for spproximately
3,000 community service sites and 400 heavy duty motorbikes to sssure routine
coverags of the plenned sites. Dispersed populations located beyond 10 kms
from & facility, will be covered by MOPH mobile service units These units
will be staffed by lightly equipped two to three person teams and offer
secvices similar to those provided et community services sites, including IUD
insertions, pre-natal care and delivery assistence in conjunction with local
traditional birth sttendants. The project will finance 40 sll-terrain
vehicles along with required technical equipment and supplies for the mobile
teams scheduled to provide coverage in these most difficult to resch rursl
settings. Administretive supplies, such as forms, bdulletin bosrds (snd
related office materials), will also be provided for the outreach system.

b) Improved Access to Clinicsl Services

Findings of the Netional Health Pacilities Infrastructure Study completed by
the MOPH in 1987, demonstrate the severity of problems concerning rural
population access to MOPH facilities, particularly facilities capable of
providing long-acting, clinically supervised contraceptive methods snd & more
sophisticeted array of matornal and child health services. These prodblems
have been further aggravated by the deterioration of sging MOPH facilities and
squipment during the recent budget susterity period. The mobile service
component of planned outreach activities, discussed sbove, will provide some
relief of these problems for the most remote aress. However, the availability
and quality of FP and MCH services at the health center, family plaenning
reference center and voluntary surgical contraception centaer levels must be
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staff do not currently possess the necessary training, equipment and supplies
to effectively identify, diagnose and treat the growing -nuaber of vaginal
infections and sexually transmitted disease (SID) cases cncountered throughout

the country.

The mid-tern evaluation of the Population and Family Planning Support III
Project (608-0171) and the April 1989 AID finsnced assessment of service and
training activities at the Reference Centers agreed on the importance of NOPH
plans to improve performance at these centers and to upgrada quality of FP
services in rural facilities, thereby reducing routine gynecological
consultations at the centers; increasing availability of long-scting
contraceptive methods such as IUD and VSC and reinforcing technical referral
and supervision services. The studies alro address msjor limitations to IUD
insertions, namely the reportedly high ircidence of vaginel infections and
SIDS among women seeking IUDs. A key vbjective of the project is improving
the adility of reference centers to disgnose and treat such infections, and
provide training in the identification and mansgement of these infections .y
FP steff in lower level service sites.

Recognizing the important role to be played by these centors, USAID has begun
recruitmant of a long-term advisor, under Populstion and Family Planning III
througr .he AID/W Technical Advisors in Child Survival Project, to assist the
MOPH in improving the psrformance of these centers in the aress of FP program
supervision, treining and service delivery. This project will finance second
year costs for these edvisory services. In addition, the project will finunce
e limited quantity of antibiotics and related medical supplies, for the
treatment of veginal infections and other SIDs, st the eight PP reference
centers serving as clinical practice sites for the recontly created MOPH
regional physician end nurse training centers. These supplies will help the
NOPH rebuild confidence in the referral systen for FP services and increase
c¢lient caseloads to the levels required to carry-out planned physician and
nurse training activities, particulerly the identification, diagnosis, and
treatannt of vaginal infections and SIDs.

(111) VYoluntary Surgical Contraception Center Lsvel - The MOPH has

developed s nationsl VSC program, working through the Netionsl Training Center
for Reproductive Health (NICRH) in colleboretion with the Association for
Voluntery Surgicel Contraception (AVSC) and the Johos Hopkins University
Program for Internationsl Bducation in Gynecology and Obstetrics (JHPIEGO).
Over tho period 1984-1989, with assistence provided under project 608-0171,
the Ministry hes expended tubsl ligation services to 32 provincisl centers
throughout Morocco. The expansion of this program, emphasizing high standards
of medicsel quality ond full integration of this family plenning sorvice as en
acceptable option for the protection of maternal end child health in Morocco,
has enabled the MOPH to perform VSC procedures for 32,000 women, approximstely

6,000 cases per year.

This achievement has given the MOPH greater confidence in the projected
increca22s in VSC acceptors relative to other contrsceptive prevalence
projections included under the Ministry's 1983-1992 development plan. Dats
from the 1987 DHS indicate substantial, current unmet demand for VSC. Among
married women aged 15-49, 431 want no more childrea cnd the proportion of
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these women prefercing sterilitation as a method is consideradly higher thaen
the current proportion of women sterilized. B8ased on further enslysis of
these data, the NOPH prejects demand to be over 60,000 VSC procedures during

the 1990-1994 period.

The projsct will give the NOPH the capabjlity to meet this unmet demand for
VSC services and encoursge liberization of MOPE eligibility criteria. At
present, the program appears to have reached a platesu 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 Norocco program reports that
s limited amount of the existing unmet demsnd cen be eddressed through more
efficient management of patients and increased availability of physiclan staff
at existing centers. The report recounts the considersble hardships currently
endured by rural women to obtsin VSC services, including traveling long
distences on multiple occesions to complete procedures and pre- and post
operstive consultations. This has led to client loss, sven among highly
motivated women, and discouraged many potential clients for VSC services from

pursuing the procedurs.

The AVSC report notes, therefore, that extension »? the program to the
resaining unserved provinces and to peripheral sitves in larger, more rural
provinces will be required to make VSC more accessidble to women residiang in
rural aress. The project will finance technical sssistance to the MOPH for
improved technicsl monitoring end program direction, equipment to furnish
operating and recovery rooms, snd related supplies and materisls for the
provision of services, is an edditional fifteean (15) provincial centers end
five (5) rural service fecilities. This project will also continue limited
operations support in the thirty oxisting centers.

c) Sociasl Marketing - Ihe project will help to transfer a portion of
HOPH recurrent operating costs to the private sector by financing technical

assistance, commodities and local costs to increase the percentage of
contraceptiver and NCH products procured through the private sector. This
will be accoaplished through the phased design end implementsation of social
marketing sales programs for orsl contracegtives, ORS, IUDs, and relsted child
survival supplies. Socisl marketing will incresse the number of sales
outlets, and lmprove the efficiency and lower the costs of locsl FP snd NCH

product production.

The private sector currently supplies approximately 30% of contraceptives used
in Morocco. This percentage represents a slight decline during the past few
years, due to increased pudblic sector distribution in rursl srees. Current
sales levels have been maintained, however, despite the sbsence of effective
tesearch, marketing and promotional sctivities and the limitation of
relatively expensive product sales prices of contraceptives and other related
MCH products to pharmacy outlets.

Several factors now favor the expansion of social marketing in Morocco. The
private sector in Norocco is qQuite sophisticated and offers a pharmaceutical
menufacturing and marketing infrastructure which complements the policy
objectives of the MOPH. Major multinational pharmaceutical menufacturers are
sctive through local representatives or subsidiacies. 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 condoms, and s locally produced
ORS product. These products are sold through a well organized network of
pharmaceutical distribution and sales outlets represented throughout the

country.

Baseline market and consumer research, finenced under the Population and
Fanily Planning III project 608-0171, has provided increased kaouledge of the
NMoroccan commercial contraceptive market and fueled policy dialogue with MOPH
and privete gsector officials. These discussions have led to development of an
initiel contraceptive socisl uarketing (CSM) progrem for the promotion of
condom sales through the over 1500 pharmacy and medical seles outlets in
Norocco. The program, msnaged by a private pharmeceutical disteidution firm,
has received the full endorsement and support of the KOPH and began a series
of pre-launch promotional activities through Arabic and French language radio
broadcasts in June 1989. CSK steff simulteneously programmed space in locsl
and regional Arebic and French language newspapers and journals and began
product sale in discussiors with local retsilers, with formal program launch
schaduled for September 1989.

In addition, under a project 608-0171 finenced grant, the Moroccan Family
Plenning Associstion (ANPF) has successfully implemented a community based
osles program for pills and condoms in 12 provinces and prefectures, and a
mobile sales and promotion program covering local “"souks®, expositions and
festivals throughout Norocco. Approrimetely 200 =ales agents have been
trained and supplied by AMPF and are now managing local sales programs. ANPF
plans to extend this program in rursl sress of an additional 12 provinces over
the next two years. The ANPF has pleced the initial ocder for installatiosu of
condom vending machines, provided under & grant by UNFPA. Approximetely 100
of these machines will be installed in public shopping aress and large
comaercicl firms, and provide individuslly packeged condoms at 1 dirham (about

$0.12) per plece.

Based on the success of these activities and Nission policy dislogue in the
sector, the NOPH has recognized the need for increased use of social markating
for the distridbution end sales of contraceptive and NCH 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
pudblic sector. Of an estimated demand of 12 million cycles per year the MOPH
supplies approximately 9 million. 7Ihe other 3 million cycles are supplied by
private companies of which the market leaders of Hepher (Wyeth), Cooper-Raroc
(Orgenon) and Polymedic (Schering). Bxperisnce with ORS is more recent.
During 1988, the MOPH distributed approximately 3.5 million sachets of ORS,
and ¢ local pharmaceutical laboratory, Cooper-Naroc, increased limited ORS
production for conmercial sales. The MOPH estimates, however, that demand for
ORS will soon exceed 10 million sachets per year, well beyond the capacity of
the NOPH OBRS production unit.

While there are many possible design variations for s potential oral
contraceptive (OC) sales program, the four basic elternatives presented below
vere examined during an April 1989 CSH assessment visit under the AID/W SOMARC

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 & low price;

- promotion of several locally available orsl contraceptive brands from
different manufacturers;

- promotion of a USAID-donated and potentially s locally-msnufactured ocal
contraceptive brand.

The promotion of locally aveilable contraceptives from different manufactucers
represents the most feasible approach to providing seversl OCs to low-income
consumers at en affordable price and to making the entire OC market more
eccessible to the project's target population. An IUD componsat could also bde
added, without difficulty since each of the three existing pill manufacturers
also sell imported IUD products. This approech will enhance coapetitiveness
and avoid subsidy dependence within an essentially free market framework. The
approach emphasizes improved marketing and product promotion, ezpanded
availability of cural sales outlets and lower prices to consumers through
improved efficiency and reduced costs in locsl product production. It does

not subsidize the sales price.

The project will finance technicel assistance, training, coamodities and local
costs for msrket research and product promotion sales and distribution to
continue implementation of the condom sales program; and design end implement
social marketing sales programs for oral contraceptives, ORS end related child
survivel supplies. The OC seles program will be developed in liae with the
approach discussed sbove. Consultants provided uader the AID/W Contreceptive
Social Marketing project will work with private sector end KOPH officials to
design the most appropriste approsch to increase comnercial sales of ORS and
to determine feasibility of edding a locslly produced weaning food or other

NCH products under the prograa.

d) Employee Services

Moroccen labor statutes require employers to provide minimum levels of medical
end socisl benefits for their employees. A limited survey of chief ezecutive
officers from 20 firms, each employing over 250 employees, was completed
during the Spring of 1987. The results of this study indicated that employers
favor the introductioa of femily plenning services into their firm's heslth
programs and that e wide range of FP and NCH services could be imcorporated
without difficulty. MNoreover %01 of the firms surveyed provide private heelth
insurence coverage for their employees. Community level dispensaries are also

provided by some firms to serve employee dependents.

The recently completed first phese of the MOPH Health Financing Study,
financed under 1986 World Bank Health Sector loan, surveyed 60 of the largest
Moroccan firms to develop details concerning the msgnitude and the allocation
of private sector disbursements in this area. Preliminary findings of this
survey indicate that among the 38 largest firms sampled, only 8 firms lack

DL
NS
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on-site medicsl programs for their employees snd even these firms routioely
provide, st least, mainimal first sid care. Oversll, disbursements cover
eaployer contributions to socisl security (CNSS); the costs of private health,
sccident and disability insurance; factory based occcupational health and
medical services; and a range of other medical benefits offered by the

different employers.

Integrating FP and MCH services into in-house health service programs snd
private insurance components as well, provides s cost effective mesns of
meking FP and NCH secrvices available to more Noroccan 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 NMCH services under employee health programs, both st the
worksite snd through employer financed clinics and private insurance plans,
thereby transferring a portion of NOPH recurrent operating costs to the
privete sector. Furthermore, to incresse the availability of IUD «nd VSC
services for formsl sector employees, the project will finance local technical
sssistance, training, initisl equipment and supplies to install 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 gervices as well.

In susmary, to brosden access to FP and NCH services the project will provide
assistance for expanded outreach, clinical services, socisl marketing snd
emloyee services. The following table shows how the $9,600,000 progresmed for
this component will be distributed by activity and category of imputs. See
Table C.1. of the Financial Plan for a more detailed breakout of inputs.

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

Expanded Clinical Social Eaployee

Activity: Qutreach Services Harketing Services Total
inputs:
Technical Assistance - 1,300 280 120 1,700
Commodities 2,550 200 - 180 2,930
Training 300 250 200 200 950
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

!
42\\
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2. IMPROVED PROGRAN EPFICIENCY

The implementation of an expanded; more mobile and “higher quality® VDNS
progran, during & period of budgetary restrsint, requires greater emphasis on
mansgement end the efficient allocetion of scarce public heelth resources.
Recent improvements in data collection and anslysis of social, demographic and
health staetus characteristics of the Moroccan populstion hes strengthened
central mansgement capscity, particulerly in the ares of prograa planning.
However, the execution of the new FP and NCH strategy will require more
decentralized decision-making and relisdle field reporting. The second
project component will help improve the efficiency of FP and NCH programs by
assisting the MOPH to improve its menagement information system snd increase
operations research; to expend managerisl end technical trainiag; and to
expand its informetion, education, and communications programs. The project
will also help the HOPH respond to the new AIDS threat by streagthening its
AIDS disease surveillance, monitoring and control progrem.

s8) HNenagement Information System and Operstions Research

In developing plans to delegate increased authority to the provincisl level,
the MOPH has encountered several problems. Data collection sctivities have
been designed to address nationsl level information requirements, with little
sttention to increasing the usefulness of dets collscted for officials at
lower levels of the system. Also, to the extent that dats has been evuilable,
provincisl officiels have lacked the snalytical tools and training to apply
this informstion in program planning end problem solving to incresse program
impact and effectiveness.

To enable more indepth snd systematic monitoring snd eveluation of the
effectiveness of the revised coverage strategy, the MOPH will establish eight
field research zones, chosen from current end planned VDNS provinces. These
provinces will be selected to provide the most representstive range of the
social, cultursl, ethnic, economic end geogrsphic diversity found in sreas
covered under the project. Approximstely 501 of these provinces will be
chosen from the eight mountainous northern provinces, targeted for fecilities
renovation and extension support, snd 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
exemine provider and clieat issues which influence the acceptability, use, and
impact of the FP and NCH services delivered under the program. Project
sssistance in the areas of NIS improvement and installation, operstions
research and other special studies will be provided primerily in these eight
research zones. An illustrative list of questions to be researched is
presented under Part V., Project Nonitoring and Evaluation Plan.

The project will finance twenty-four (24) moaths of long-term and tem (10)
months of short-term technical assistence to work with MOPH central and
provincial level officiale to assess overall management training needs;
identify requirements for specislized data collection activities at local
levels; and improve msnagement effectiveness of MOPH FP end NCH service
statistics and management reporting systems. The project will finance
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The project will finance seven scademic participants and 10 months of
short-term technical assistance, plus s limited amount of short-term and third
country training and invitational travel, to develop expertise ia currently
lacking skills areas. Given the limited aveilability of Moroccaa instructors
trained in modern health care snd hospital sdministration, the project will
finance 24 months of resident sdvisory services to assist in curriculas
development and instruction at the new mansgement training institute

(NIRTPH). The project will slso procure educational materials and equipment
lndlfinance local costs for in-countey technical and management training
activities.

c) Informetjon, Bducation and Communjcations

The MOPH achieved major breskthroughs in mobilizing Moroccan social and
political infrastructure to pacrticipate in the highly successful nstional
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 incressed participation in MOPH outreach and
facility based programs. The campsign approach, however, is costly in terms
of mobilization of resources snd continued use of the interventions promoted
depends on their strengthened institutionalization under ongoing service
programs snd routine availability of effective educational and promotional

materials.

During the past year, the NOPH has worked to develop an integrated
comaunications strategy for the promotion of the Ninistry's six priority
prevention and service programs - vaccination, pregnancy and birth monitoring,
growth monitoring and infant nutrition, femily plenning, ORT and

tuberculosis. A national workshop, bringing together representatives froa the
NOPH, private sector research, advertising and creative agencies, local
associations, and other goverament 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 betwsen
clients and trained health personnel, supported by local auxiliscy and
community workers, and emphasizes the need to produce improved printed
material for illiterate and semi-literate women. The availadbility of print
nsterials will be closely linked to service availability. 1In addition, given
the Xey role played by the fieldworker, promotion efforts to improve the
credibility of the health worker will be a top priority of materials

developaent.

Experience bas shown that & single media approach, no matter how well done,
bas little impact. So while print materisls make sense in the early stages,
given the extensive outreach asctivity plenned under the program, they must be
accompanied by an effective mass medis ceampaign. Accordingly, the strategy
calls for increased emphasis in the production of high quality FP snd NCH
radio programming which has an entertainment value as well as an educstionsl

message.

The proposed emphasis on redio as opposed to IV reflects continuing religious
and cultursl sensitivities which limit the content of messages which can be

:v}; ",“
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aired on Moroccan TV. Radio has s larger and more diversified sudience, more
widespread than television. Produced regionally, redio-favors decentralization
in production of messages and programs and can reach rursl audiences in

several langusges. In terms of cost per person reached, radio spots and
programs are much less ezpensive than television, and 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 commercial 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 moce important, the strstegy also recommends that the
NOPH seek to exploit the two Noroccan IV channels, whose impact can be
measured and messages periodically revised. MNost importantly, the strategy
recommends the development of an effective, ongoing evaluation and tracking
systea to enable systematic review of the impact of IEC materials and medis
expenditures and more efficient allocation of resources for FP and MCH

promotion asctivities.

To support the MOPH's new IEC strategy, the project will provids short-tera
technical assistance and finance production of printed materials; readio and TV
progremming end diffusion; the IEC activities of non goverament organizations,
such as the Noroccan Family Planning Associstion (ANPF); and research,
tracking, end evaluation of IEC activities.

d) AIDS Disesse Prevention and Control

It is enticipated that NMorocco like many other countries will be ezposed to
risks of STD infections due to incressed internstional travel e.g., tourisam,
overseas vorkers etc. While the known prevalence of AIDS is still quite low,
the potential for the spread of this and other infectious diseases remains o
potential threat. The MOPH 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 dicease
ceses reported. Of those detocted 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 (273
; heterosexuals (6%); blood transfusion (15%); IV drug (30L1); homosezual and
drug (9%); perinatal (9%1); end unknown (41). There is a need to develop
greater capacity within the NOPH to track ianfectious disesses in general and
especielly AIDS and AIDS relsted discase, and to take the lead in coordinating
with other governmental agencies snd non-profit organizations to prevent its

spread, particulerly among high cisk groups.

In December 1986, the GON set up the Comité National de Lutte coantre le Sida
(CNLS). The strategy for e nationsl progrem was eladorated by the CNLS and
implemented under the National Program. In active colluboration with the
Committee this program has the following main objectives:

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

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

- Epidemiologic surveillance;

- Screening of donated dlood;
- Provision of medical support for AIDS patients end ssymptoastic pntlanis.

Based on discussions with the MOPH and a local NGO, the Associstiom de Lutte
Contre Le Sida (ALCS), and & review of findings from USAID finenced assessment
visits made under AIDS COMM aid AIDSTECH, the project assistance will focus on
the following areass:

- Improving the quality of epidemiological information on the incidence of
AIDS end other SIDs;

- Gaining better understanding of the attitudes and practices of high risk
populations as & means of developing counseling, educational and
instruction materisls to reduce the risks of HIV transmission among these

groups;

- Taking actions to sefeguard the netional dlood supply and transfusion
network to reduce risks of secondary HIV transmission in medical

facilities;

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

- Improving MOPH diagnostic cepabilities for HIV infection and other STDs.

The project will provide techaical assistance and finances the following:

Epidemiology - Sero-epidemiologic studies simed mainly st estsblishing the
prevalence of the disease; the procurement of testing equipment for
laboratories, including basic laboratory equipment end supplies; and improved
SID surveillance activities ot family planning reference centers and lower

level rervice sites.

Communjcation - Information cempsigns designed for different population
groups; the production of didactic materisls to be used during informstion
campaigns and for the training of public sector employees; and studies and

opinion surveys.

Iraining - Technicel training sessions abroad for university medicel staff;
teaining sessions for hospital parsmedical staff end laboratories staff;
training sessions for the steff of the Hinistries of Tourism, Justice snd
Interior in the areas of information, prevention and behavior; and MOPH
physicians and nurse master trainer programs in improved identification,
diagnosis and management of STD with associated laboratory clinical practicum.

/?}f7
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costs for the execution of plenned studies. Approximately 7 months of the
planned technical sssistence will be provided by s senior health policy expert
through s series of periodic vigits during the first two years of the

project. The remsining two months will finance sssistance in specific areas
of expertise. The project will slso provide $80,000 to finsnce im-country and
short-tera U.S. training in heslth financing.

The project provides $120,000 to finance & local-hire PSC for a two year
period. This contractor will assist the GOW in the day to day monitoring and
coordinstion of implementation sctivities scheduled under the Health Financing

component.

b)  Cost Recovery

Recently, the GOM has taken steps to restructure mansgement of MOPH hospitals,
focusing on improvements in quality and operationsl efficiency and increased
cost recovery. In the aggregste, cost recovery st the hospital level, all
fecilities, incressed from 3.7% in 1980 to 7.8% ia 1987, and from 4.5% to
10.81 at the two university teaching hospitals (CRU). During 1938 the two
CHUs were granted limited sutonomy in the nanagement of non-personnel
operating costs and authority to develop fee schedules, collect fees and
retain these revenues for locsl operating expenses. This decentralization of
hospiteal mansgement has resulted in substantisl increases in fees collected by
these facilities, leading to the extension of this program to 9 regional

hospitals in 1989.

As & first step in developing plans for more intensive cost recovery st the
regionsl level, the MOPH has launched an indepth study of hospital
management. Funded under the World Bank, Basic Heslth Services loan, the
study compiled detsiled information on the mansgement and opecation of S MOPH
hospiteals end is currently preparing recommendations covering specific
nensgenent efficiency, quality enhancement and reform messures required to
improve operation of these fscilitles. Although oversll operating costs heve
been tabulated for the concerned facilities, the classification of costs by
functionsl centers and development of efficiency and or productivity criteris
for diagnostic and secvice programs sre not included under the terms of

reference for this study.

Detailed information on the structure of hospital costs is a necessery
precondition for the development of fee schedules for partial end full cost
recovery. Accordingly, the project will assist la design and epplication of a
methodology enabling the MOPH to (1) identify sctual costs for disgnostic,
suziliacy and clinicsl services; (ii) carey out periodic efficiency and
productivity enslyses to assess the ongoing velidity of these costs; and (iii)
institute fees and collection procedures to incresse cost recovery among

clients with the sbility to pay for their care.

The methodology will be developed and tested st the Nohamed ¥V Regional
Hospitel in Meknes and the Nohamed V District Hospital in Hey Mohammadi,
Cessblancs--both located in the central-northwest regions which comprise over
70% of pudblic and privete sector hospital beds and physicien services, and in
the Hessan II Regionsl Hospitsl in Agadir--located in the predominstely rural
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scuthern region which currently has the lowest ratio of hospital beds end
physiclan specislists. Bach of these hospitals is included in the World Bank
study and should benefit from planned management system and quality
improvenents to be implemented during the final phase of the study.

The planned methodology will produce the following information:

- detalled presentstion of existing cost centers and sctual 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 dats in the hospital meansgement information system;

- efficiency and productivity criteria for use in updating sctual costs
and ldentifying areess of systema inmprovement; and

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

Costs per procedure within cost centers can be used as a basis for pricing
services. However, the cdsvelopment of actual fee schedules and pricing
policies will also require information relating to the demand anticipeted
within the castchment sres and a more detailed profile of this consumer base.
The project will provide $70,000 per facility to complete required consumer
studies; procure aicrocomputer, software and peripherals; train steff; 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.

¢) Expansion of Private Heslth Insurance Coverage

Under this activity, the project will evaluate current constraints to
insurance expansion and assess prospects for health maintenance programs and
elternative private health delivery systems. While third-party insurance
coverage is an important component of the Noroccan health care market, only
13% of the population is covered by private health insurance end an additional
8-10%1 under goverament “mutuelles” or company self-insurance plans. Thus,
some 4 million Noroccen employeces and dependents benefit from some form of
third party reimbursement for their health care expenses. There are 21
privete insurance companies, all Noroccan, of which 3 or 4 dominate with
roughly 801 of the market. HNost of the insurance policies written are group
policies for workers in large private enterprises. Individual policies, while
availadle, tend to be very expensive relative to group policies, in part
because of the administrative costs of collection of preaiums, and the
practice of many individuals to "self-insure” if thay do not have histories of
extensive health care utilization.
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Given the sbundant supply of doctors and the pagnitude of private funds spent
on heslth csre, spproximately 501 of raported expenditures in the gector, it
is surprising that there is not more sctivity in the private heslth insursnce
srens. 1In fact, the industry sppescs to have stabilized, with coversge rates
rensining relatively constant during the past several years. Analysis of
aveilable data points to structursl and institutionsl impediments to more
robust insurance growth. Among the factors which seeningly impede further
expansion of private health insursnce coversge are: legsl--regulatory statutes
hinder development of physicien group practices; access to capital--bank
credit is tight end capital sarkets underdeveloped; large informal
economy--inefficient preamiua collection systems; lack of
information--actusrisl ezperience unknown or changing repidly; insufficiest
return on investment; and complex legel restrictions open to interpretation,

with penalties for misinterpretation.

Still, under the appropriste conditions, expension of health insurance
represents & viable option to incresse private funding for heslth services.
To stimulate further local or intecnetional investment in this regard, the
project will finence 8 detailed feasibility study to compile both descriptive
end snalytical dets on the risks sssociated with expansion of private heelth
insurance, under a variety of options, to s given population. The study will
focus on s specific geographic or “catchment® service sreg, to assure maximum
practical velue in subsequent development of investment and business plens.

Beginning with the development of preliminary criteria to identify new target
populations that cen be enrolled in group plens, the project will finence
studies of sctusrisl considerations, pcemium levels, co-psyments, utilization
and provider arrangements, etc. to ensble development of financial projections
which would indicete the attractiveness of verious plens to potential
investors. The potentiel sudience for this informstion includes &) banks and
insurance compenies interested in further jnvestment in private health
insurance; b) private physiciens or owners of large private clinics interested
in developing group practices which can offer care on s capitated, prepsid
besis; ¢) commercisl or industrisl firms with lacge 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 grester heslth insurance coversge may be possible by simply expanding
‘the market through existing channels, snmother option wuuld entail the
development of heslth msintenance organizations (HMO) or other managed cace
arcangements. These programs have proven more eoffective in reducing
unnecessary and inappropriste use of health services end, theredy, controlling
costs. However, rather then undertaking a separate study of this option,
since & feasibility study for an HMO includes slmost all of the elements of &
feasibility study for ezpsnsion of pcivate health insursnce, @ *dusl track”
spproach will be followed. In eddition, the study will examine the
feasibility of expanding the merket to include catastrophic care among the
range of insurance products available in the sector.

o
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The feasidility study will include the following elements:

- legal restrictions end requirenments

- demand in the local service area

- provider attitudes

- community comnitaent

- an inventory of providers and facilities

- current utilization of health providers and facilities

- cost of health care services provided: hospitalization charges, doctar
visits, diegnostic tests, specisl procedures, pharmacecuticals, etc.

- size of target population

- nature snd cost of existing health insurance plans

- capital requirements
- investment slternatives and returans for premjiums collected

- access to public hoapital equipment and technology by private
health providers

The MOPH, in conjunction with an interdisciplinary advisory committee, will
assure overall coordination in the execution of the various elements of the
feasibility study. Scopes of work for the feeasibility 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 edditional $75,000 will be provided for 5 months of short-term
U.S. technical assistance to assist in the design, contracting, monitoring and
enalysis of the individual studies noted above and development of business
plans for use in generating concrete investment proposals.

d) Community Services

The project will explore GON plans to mobilize local resources at the
community level and collect additional dats on utilization and demsand for
health services in rural communities. The focus of this effort will be local
governing boards (collactivités locales) which sre to receive 0% of the
value-added tax (TVA) now levied on most sales for use in elaborsting local
developaent programs snd infrastructure. Furthermore, locsl governments have
been delegated suthority to assess user fees for the various social services
provided by community agencies. Given the clsims on these limited funds, a
deeper look et the potentisl involvemsnt of communities in provision and
finsncing of health services is required.

On an individual basis and in certain provinces, communities are providing
facilities, fuel and some other support for heslth services, including visits
of mobile teams, point-of-contsact, the vaccination campaign and follow-on
vaccination sessions. These afforts need to be expanded to go beyond what is
often personal largesse to include community-wide and agreed upon
contributions to key services. Research regarding the potentisl for and
interest in such s process, be it through, in collaboration with or saparate
from the local government structure, could provide s basis for plenned
USAID-GON collaboration on s larger scale, i.e. through the Health Financing

Project FY 91.

, l’l
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III. COST ESTIMATES AND PINAKCIAL PLAN

A. Qverview

The total project cost is estimsted to bLe $109,000,000. AID financed inputs
total $31 million in grant funding. The Mission will obligate $19,000,000 of
this amount under s Grant to the GOM Ninistry of Public Health, with the
remeining $12,500,000 obligated by AID/W for the central procurement of
controceptives for the Morocco program. These funds will be obligated over s
siz yeas period, starting with $4,400,000 in FY 1989. The estimated Gon
conteibution of spproximstely $78,000,000 represents the cost of saleries for
project personnel; local opecating costs for supplies, steff travel and
ellowances; and international air tickets for project pacticipaats.

B. Summary Budget

The AID financed project costs are provided under standard AID expenditures
categorinss, i.e. technical assistance, tesining, commodities, construction and

local costs.
Technical Assistance ($3,240,000)

The project's emphasis on improved service quelity snd progras efficiency, as
well as the edditional AIDS prevention and control end health finsncing
sctivities, will requice substantisl technical support. USAID and NOH
experience and in-house cepacity in some of these aress, psrticularly AIDS and
heslth 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 coatracts and PSCs)
and long-term TA (institutional contracts, U.S. sand local-hire PSCs).

Training ($2,730,000)

Seversl of the activities under this project will require skills which
currently do not exist or which are {n limited supply in Morocco. Therefore,
the project will finence seven long term scadeamic participants, spproximately
" sizty short-term U.S. and third country treining progrems, and s limited
aumber of invitationsl study programs. The project will slso finsnce
spproximetely 45,000 treining days which will include: speclalized in-country
management, clinicel update and refresher training, and workshops and seminars
to support specific elements of the project.

Funding requirements to cover the cost of in-country, acedemic and short-teram
training scheduled under the project were developed based on average costs per
in-country training dey carried out under Project 0171 and standard
calculations used in programming short-term and scadeaic participants under
the USAID Sector Support Training Project (0178). In line with Hission
practices, estinates for short-term U.S. snd academic participants are
sdjusted to include annual inflation of approzimately 6.5%.

A
o
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Commodities (8$16,240,000)

Funding for the procurement of required commodity support represeats the
largest project cost category. AID/W will be provided with $12,000,000 for
centrsl 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 MCH outresch
service program, laboratory and medical equipment for clinicsl facilities and
surveillance programs, microcomputers and software, and training materisl and
supplies for planned IEC activities.

A list of all equipment and materials, includieg the approximatsly $12,000,000
in centrally procured contraceptive commodities, is provided under Annex E,
Adninistrative 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 procuremsnt experience under project
0171. Projected contraceptive procurenent requirements were developed, in
February 1989, by technical staf{ under the AID/W Pamily Planning Logistics
NManagenent Contract. Overall contraceptive product costs were calculated
based on worldwide guidance transmitted under State 065342.

Local Costs ($4,860,000)

The project will coatinue local cost support to strengthen and expand MOPH PP
and NCH outreach secvices, VSC programs and implementation of ongoing data
collection, special studies and IEC activities. In addition, the project will
finance a portion of initial start up and operating costs for the private
sector commercial sales and employese service programs. The costs of local
technical assistance and studies associated with the implementation of heslth
financing sctivities will also be covered. Cost estimstes for recurrent
operating costs, materials production, data collection, studies and related
local costs are based on Hission and MOPH expericnce uader Project 0171.

Construction ($1,900,000)

The project will finance the renovation, construction, and or upgreding of
thirty-four rural health facilities and twelve family planning refecrence
conters. The installatica of photovoltaic lighting systems in seventy rural
hoalth facilities will also be covered. Estimsted construction costs were
prepared by USAID architectural and engineering contractors and are based on
prevailing costs per square meter of work end include estimated physical
contingencies at approximately 15%. Additional details are provided under
Annex E, Administrative Analysis. Thes¢ estimates will be further refined
following final USAID epproval of specific facilities to be renovated,
eipanded 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 approzimately 4.7% of aon-contraceptive costs, along
with approximately 4% for unforeseen project requirements,
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A sumnmary of costs ($000) by project subcomponent is presented below.

I.

II1.

III.

VI.

Broadened Access to FP/MCH Services

A. Expanded Outresach
B. Clinical Services
C. Social Marketing
D. Enployee Service Programs

Improved Program Efficiency

KIS and Operations Research

Hanagement and Technical Training
Itnformation, Bducation and Communications
AIDS Prevention and Control

= N2

Health Sector Financing

Hoalth Policy Reform

. Huspital Cost Recovery

Pr:ivate Insurance Expansion

. Co-financing of Communities Services

oOOwM

Project Monitoring and Bvaluation

A. Monjtoring
B. Bvaluation and Pinancial Review
Sub-total of Project Activities

Contingency {(approx. 91 of non-contraceptive costs)

AID/W Procuged Contraceptive Commodities
PROJECT TOTAL

3800
3650
1550

600

1130
2250

920
1750

45S
300
378
190

200
Jo0

9600

6050

1320

500

17470

1530

12000
31000
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C. Financlal Plan

The Project Financial Plan is {llustrated in tables C.1 through C.5. A
breakdown of foreign exchange and local currency costs are contained {n
table C.6.

Table C.1
Financial Plean by Project Sub-Activity
($000)
I. Broadened Access to PP and NCH Services 9600
A. Expanded Outreach 3800
1. 400 motorbikes 400
2. A0 all terrain vehicles 1000
3. equipment for 3000 service sites(PC) 400
4, supply kits for 1500 fieldworkers 450
S. technical equipment for mobile teams SO
6. edministrative supplies 250
7. staff technicel/refresher training 300
8. fieldworker mobility 950
B. Clinical Services 3650
1. facilities upgrade or remodelling 1500
2. solar electrification systeas 400
3, VSC services 1300
4. pharmsceutical supplies 200
S. physician and nurse training 250
C. Social Narketing 1550
1. 24 no.s short-tera TA 280
2. local TA and adain. support 220
3. market research 250
4. product promotion 400
S. sales and distridbuticn 200
6. technical training 200
D. Employee Service Programs 600
1. 10 mo.s short-tera TA 120
2. eQquipment and supplies 180
3. elinicel training 200
4. seminars, studies and local costs 100
I1. Incresased Program Efficiency 6050
A. KIS and Operations Research 1130
1. 24 mo.s long-tera TA 10
2. 10 mo.s short-tera TA 120
3. OR and special studies 180
4. 1991 DHS 150
S. dats processiug equipment 100
6. printing end forms for NMIS 270



III.

Iv.

VI.
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B. NMansgement and Technicel Training
1. 24 mo.s long-tera TA 300
2. 7 academic participants aso
3. 10 mo.s short-tera TA 120
4. ST training end invitational travel 180
S. in-country training 900
6. training materiels and equipment 400
C. Informstion, Bducation and Communications
1. 5 mo.s short-term TA 60
2. production of printed materials 300
3. radio & IV programing end diffusion 210
4. IEC activities w/non-gov't aessoc.s 200
S. research, tracking and evaeluation 150
D. AIDS Prevention and Control
1. 15 mo.s short-term TA 180
2. epidemiological/behavioreal studies 150
3. laboratory equipment and supplies 150
4., productjon of educationsl materials 400
S. in-country training and seminars 270
Health Sector Finencing
4. Health Policy Refora
1. 24 mo.s local-hire PSC 120
2. 9 mo.8 short-tera TA 13S
3. treining and invitetionel travel 80
4. local seminars and studies 120
B. Hospitel Cost Recovery
1. 6 mo.s short-tera TA 90
- 2. equipment and supplies 60
3. local seminars end studies 150
C. Private Insurance Expansion
1. S mo.s short-term TA 75
2. locel seminars and studies 300
D. Co-financing of Communities Services
1. 2 mo.s short-term TA 30
2. seminars, studies and locael costs 160

Project Monitoring and Eveluation

A. Nonitoring

1. 12 mo.s long-tern advisor (TACS) 200
B. Evaluation

1. financial reviews 60

2. nid-term and final evaluations 240

Sudb-total of Project Activities
Contingency (epprox. 9% of non-contraceptive costs)
AID/W Procured Contraceptive Commodities

PROJBCT TOTAL

2250

920

1750

4SS

300

375

190

200

300

1320

500

17470
1530
_12000
31000

tj: v



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

Table C.3

Activity FY:

Expanded Outreach Coverage

1. 400 motorbikes

2. 40 all terrain vehicles

3. equipment for 3000 gervice sites(PC)
4. supply kits for 1500 fieldworkers

5. technical equipment for mobile teams
6. administrative supplies

7. staff technical/refresher trafuning
8. fieldworker mobility

Clinical Services

1. facilities upgrade/remodelling
2. solar electrification systems
3. VSC services

4. pharmaceutical supplies

5. physician and nurse training

Social Marketing

1. 24 mo.s short-terms TA

2. local TA and admin. support
3. market research

4. product promotion

5. sales and distribution

6. technical training

Employee Service Progranms
1. 10 mo.s short-tera TA

2. equipment and shipping
3. clinical craining

4. seminars, studies and local costs

Total Project Component No. 1

(3000)
1989 1990 1991 1992 1993 1994 1995 Total
400 1130 870 430 520 170 260 3800
400 - - - - - - 400
- 400 300 - 200 - 100 1000
- 150 100 100 - - 50 400
- 110 100 - 80 100 60 450
- 50 - -~ - - - 50
- 80 - 100 - - 70 250
- 70 100 30 100 - - 300
- 270 270 200 140 70 - 950
410 440 60 800 660 580 150 3650
80 - 240 400 410 370 - 1500
30 170 100 50 - - 50 400
150 270 270 250 150 110 100 1300
- - - 100 - 100 - 200
150 - - - 100 - - 250
170 200 270 360 360 150 40 1550
120 - 80 80 - - - 280
50 50 40 30 30 20 - 220
- 50 50 50 50 50 - 250
- 100 - 100 100 60 40 400
- - 50 50 80 20 - 200
- - 50 50 100 - - 200
= 170 30 280 - % 30 60
- - 30 90 - - 120
- 100 - 80 - - - 180
- 50 - 80 - 40 30 200
- 20 - 30 - 50 - 100
980 1940 1780 1870 1540 990 500 9600

-6‘-



Component No. 2:

Table C.4

Increased Program Effficlency

(3000)

Activity Fy: 1989 1990 1991 1992 1993 1994 1995 Total

A. MIS and Operations Research 30 240 300 170 210 130 30 1130
1. 24 mo.s loung-ters TA 50 120 100 40 - - - 310

2. 10 mo.s short~ters 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.s8 long-term TA - 100 130 70 - - - 300

2. 7 academic participants - - - - 350 - - 350

3. 10 mso0.s short-term TA - - - 60 40 20 - 120

4. ST training and invitational travel - - 30 50 50 50 - 180

5. in-country training - 40 110 140 250 250 110 900

6. training materiale and equipment - 100 100 - - 130 70 400

C. Information, Education and Commsunicationa - 30 180 230 200 260 - 920
1. 5 mo.s short~ters 1A - - 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. 1BC activities w/non-gov 't assoc.s - - 50 50 50 50 - 200

5. research, tracking and evaluation - - - 50 50 50 - 150

D. AlDS Prevention and Control 270 240 400 360 240 240 _—_ 1750
1. 15 mso.s short-term 1A - 40 60 60 20 - - 180

2. epideamiological/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
TJotal Project Component No. 2 320 770 1250 1080 1340 1080 210 6050

- ov-



Table C.5
Component No. }: Health Sector Financing

Activity FY:
A. Health Policy Reform

1. 24 o8 local-hire PSC
2. 9 no.s short-tera TA
3. in-country and short~tera trafaing
4. local seminars and studies
B. Hospital Coat Recovery
1. 6 mo.s short-term TA
2. equipment and supplies
3. local seminars and studies

C. Private lnsurance Expansion

1.5 mo.s short-term TA
2. local seminars and studies

D. Co-financing of Communities Services

1. 2 m0.8 short-term TA
2. seminars, studies and local costs

Total Project Component No. 3

RELATED PROJECT COSTS
A. Project Monitoring and Evaluation
B. Contingency

C. AID/W Procured Contraceptives

TOTAL PROJECT OBLIGATI1ON

(3$000)

1989 1990 1991 1992 1993 199 1995 Total
315 100 0 - - = = 45
60 60 - - - - - 120
135 - - - - - - 135
20 40 20 - - - - 80
100 - 20 - - - - 120
300 - - - - - - 300
90 - - - - - - 90
60 - - - - - - 60
150 - - - - - - 150
335 _40 - - - = - 375
75 - - - - - - 75
260 40 - - - - - 300
_30 _30 %0 - il = - 130
- 30 - - - - - 30
50 20 90 - - - - 160
1000 1930 130 - il - - 1320
100 100 40 100 60 - 100 500
- - - 150 260 330 790 1530
2000 2000 1800 1800 1800 2600 - 12000
4400 5000 5000 S000 5000 5000 1600 31000

-I?-
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Table C.6

POPULATION AND CHILD SURVIVAL IV Project Mo. 608-0198
Source and Uses of Punds by Project Component

($000)
Source of Funding: AlD Host Gov't Project
Use of Funding 0.S. DHS _B.S. _DHS Total
I. BROADENED ACCESS TO PP/MCH SERVICES 3215 638S - 62110 71710
A. Expanded Outresch Coverage (1400) (2400)
B. Clinical Services (1235) (2415)
C. Social Narketing (280) (1270)
D. Enployee Service Programs (300) (300)
II. IMPROVED PROGRAM EFFICIENCY 2720 3330 - 13985 20035
A. NIS and Operetions Research (370) (760)
B. Mansgement and Technical Training (1000) (1250)
C. IEC (170) (7150)
D. AIDS Prevention and Control (1180) (S70)
III. HEALTH SECTOR FIMANCING 480 840 - 1270 2590
A. Health Policy Refora (255) (200)
B. Hospital Cost Recovery (120) (180)
C. Private Insurance Expansion (75) (300)
D. Co-financing of Health Services (30) (160)
IV. MONITORING, EVALUATION AND CONTINGENCY 820 1210 - 635 2665
A. Project Monitoring and Evaluation (440) (60)
B. Contingency (380) (1150)
V. AID/W Procured Contraceptives 12000 - - - 12000
TOTAL PROJECT COSTS 19235 11765 - 78000 109000
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D. HMethods of Implementstion and Financing

Nethods of
Implementation

1.

a)

b)

c)

e)

b)

c)

Technical Assistance

AID Direct Contracts

(operations research, datas
analysic, management and
professional training, health
financing, audit and evealustion)

IQCs/IPAs
(health financing and project
monitoring)

AID Central Contracts
(social marketing and employee
services, professional training

Hethods of Approximste Amount

Finsncing ($000)

Direct payment 1190
Direct payment 290
Direct payment 2260

and voluntary surgicel contraception

Faaily Plenning IBC, AIDS

communications and technicel support)

. Commodities

AID procurement
(contraceptives -
reallotaent transfer)

Host Country Procurement
(vehicles, medical supplies and
equipment, educationsl and

Direct payment 12000
(by AID/W)
Direct L/Comm 2510

end direct payment

production materials, sdainistrative

supplies snd printed materisls).

Contractor Procurement under

Direct payment 1730

buy-ins to ceatral project contracts (by AID/W)
(clinical, leboratory end screening

equipment, pharmsceuticals, ajcro-

computers, training materials, eudio

equipment)

. Treining

PIO/PS and invitationsl travel

Direct payment 2730

$3740

16240

2730



4.

e)

b)

s)

b)

6.

Local Costs

Host Country contracts
(fieldworker travel sllowances,
training, IEC, date collection
snd studies, operations research,
seminars)

AID contracts or greants
to local institutions
(pcivate insurance and heslth

sector reform)

. Construction

AID direct contracts
(AGE studies, photovoltsic
meterials)

Host Country contracts
(AGE design and supervision,
construction)

Contingency Funds

Totsl
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Direct parment

Direct payment

Dicect psyment

Direct L/Comm

To be programmed
s appropriaste.

3550

1310

480

1420

4860

1900

1530
$31000
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USAID mansgement 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 conatruction
sctivities will consist of: 1) the review and spproval of tender
documents; cost estimates; design plans and specifications; snd the A end
E and construction contracts, 2) the review of vouchers snd periodic
monitoring of invoices by the project msnager in conjunction with the
USAID engineer to certify the sppropriateness of making payments. In
order to ensure that A.I.D. funds are being used sppropriately the
monitoring will involve ocassional on-site inspection by the USAID
engineer. In connection with requests for psyment to the construction
contractor(s), the 4 snd B firm will certify that the construction is in
eccordence with specifications end GOM standerds. This certification

will be verified by the USAID engineer.

The USAID NMission is sble to provide the necessary support services for
proposed direct contractors, management of U.S. and third country short
term and scadenic trsining, snd oversess procurement activities planned
under the project. Given its previous expecience with AID's procurement
procedures, the MOPH will maintein primary responsibility for the
procurement of locslly available supplies, services snd equipment.

B. Procurement Plen

Commodities and services finsnced under the project, except 400 heavy
duty motorbikes and 40 sll-tercrsin vehicles, will be procured from
suppliers in the cooperating country or in the U.S., using established
A.1.D. procurement procedures. The 400 motorbikes will be procured from
Japanese sources, under s host country contract with the Yamaha Hotors
Company. The 40 sll-terrain vehiclas, assembled in Norocco with over 501
componentry from France, Japan or Great Britein, will be procured through
locel Moroccan sources. Weivers of A.I.D. source and origin requirements
to permit Code 935 procurement of these motorbikes, vehiclos and related
spare parts have been obtained and sre included under Annex J of this
Project Paper. A summary of procurement sctions scheduled under the
project is presented in the following sections.

1. Commodities - According to currsnt projections, the genersl equipment
and commodity lisc included under Annex B, Adainistrative Analysis, will
be procured with project funds. Refinements of this list may result in
minor shifts or substitutions from one commodity to snother but the
estimated $16,240,000 progremmed for ccmmodity procurement will remain
relatively unchanged. Nore precise details end specifications, for both
local and internstionsl procurement, will be developed by the MOPH, 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 asctivities, with the exception of AID/W central
procurement of the program’s contraceptive requirements, will be carried
out by the host country or under project technical assistance contracts,
a8 detajled below.

a. Host Country Procurement

Based on GON performance during the implementation of Project 0171, USAID
has determined that the MOPH has the capacity to carcy out the host
country procurement of commodities and services scheduled under the
project. The following procurement sctions will be carried out using GONM
procurement methods, as modified by Hendbook 11 requirements, including
advertising and conpetitive bids, with review and approvel of procuroncnt

documents by USAID.

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

(i1) Technical Naterials: Bquipment and supplies for 3000
community secvice sites; 1500 VDNS fieldworkers; end 40 mobile

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

(iv) Administrative Support: Administrative supplies, printing
end educationsl materisls.

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 technicel assistance requirements
will be provided under s USAID-direct training and technical essistsnce
(I/TA) contract and a health finencing contract. These grantees and
contractors will carry out all U.S. besed 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 contractors or grantees.

(1) The John Hopkins Program of International Bducetion in Gynecoligy

and Obstectrics (JHPIRGO): 25 laproscopic surgery kits; SO
disgnostic microscopes, slides and related STD screening materiuis
for MOPH FP Reference Centers and university teaching hospitais in
Rebat and Casablence; antidiotics end pharmaceutical supplies for
treatment of veginal infections end STDs; and essorted clinical
tesching aids.

(1i) The Association for Voluntary Surgical Contraception (AVSC): 23S
sets of Category A surgiceal equipment and supplies and 15 sets of
Category B equipment. (See equipment list in Administrative
Analysis).

4‘2/
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(iii) Family Health Internationsl (FHI-AIDSTECH): Equipment end
related resgents and supplies for HIV screening end confirmation of
positive samples at 20 provincial blood banks end six diagnostic

laboratories.

(iv) USAID-direct T/TA Contract: 18 microcomputers, software and
related peripherals (MOPH provincisl resesrch zones-8, Heslth
Information and Statistics Service-2, Continuing Bducation Service-l,
Management Training Institute-4, and cost recovery hospitals-3); end
educational materials and equipment.

¢. AID/W Central Contraceptive Procurement

An estimated $12,000,000 in project funding will ba reslloted to the
Science snd Technology Buresu, Office of Population (S&I/POP) for AID/W
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 finence 180
months of short- and long-term U.S. technical essistance, including seven
person years of long term resident advisory services to support
implementation of specific element of the three project components. Ia
sccordance with recommendations contained in the Nid-Term Bvaluation of
the Population and Family Plenning Support III Project (0171), s portion
of this essistance will be used to provide greater staff depth, within
USAID, in sreas requiring specific technical competence, i.e. clinical
teaining end service delivery.

The following parsgraphs explein how the technical assistance to bde
provided for each project component wWill be procured.

a. Brosdened Access to FP snd MCH Services:

Technical sssistance requirements for this component will require five
contracting actions through project financed buy-ins under AID/W central
project contracts. First, the project will continue technical essistance
in femsle reproductive health treining, under the Instruction ead
BEducstion in Gynecology and Obstetrics Project, through a buy-in to the
AID/W John Hopkins University (JHPIRGO). JHPIRGO will provide support
for the execution of in-country and short-term U.S. treining of trainecs
programs for physiciens, nurses snd technical staff.

Second, a clossly linked with assistance provided by JHPIEGO is support
planned through a buy-in under the AID/W Cooperstive Agreement with the
Association of Voluntary Surgical Contraception (AVSC). AVSC will assist
the ROPH in improving technical monitoring and direction of the
Ministry's VSC program and expsnsion of this progrem to sdditional

service sites.
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Third, the project will finance ¢ buy-in under the AID/W AIDSTECH project
contract with Family Health International (FHI) to assist the MOPH in
developing programs for improved screening, disgnosis and msnagement of
AIDS cases. FHI will focus specific stteantion on the continuing medical
education needs of physicians and related health personnel, and the
development of protocols regarding treatment, counseling, and
confidentiality.

Fourth, USAID technical direction of JHPIBGO, AVSC and AIDSTBCH
consultants and assistance activities will be strengthened through s two
year assignment in Morocco by an experienced clinical edvisor recruited
under the AID/W Technicel Advisiucs in Child Survival Project. The
Project will finance international travel, in-couatry and second year
salary costs for this advisor.

Technicel assistance for planned social marketing and employee service
progran development will be acguired through s project financed buy-in
under the AID/W Contraceptive Socisl Marketing (SOMARC II) project
contract with the Futures Group (IFG). Under the SOMARC II buy-in, IFG
will continue technical and local cost support for the implementstion of
the condom ssles progream begun under Project 0171 and assist the GOM in
the development and implementation of commercisl sales prograams for orsl
contraceptives, IUDs, ORS and related NCH products.

b. Improved Progrem Bfficiency:

Three msjor contracting sctions sre plenned under this component. PFirst,
the project will finance management, treining and general technical
assistenco under s USAID-direct institutionsl contract with & U.S. firm.
This contract will provide (1) approximately 30 months of short-tera
technical essistance and 48 months for two long-term advisors, each for a
period of 2 years; (2) local edministrative, management end logistical
support for MOPH in-country training, operstions research and related
dats collection sctivities; and {3) home office support for the
procurement, testing and shipment of commodities purchesed in the U.S.
and overseas.

Several technical assistance for IRC ectivities financed under the
Project will be acquired through buy-ins under the AID/W Population
Communications Services Project contract with the John Hopkins
University, Ceater for Population Communications (JH/PCS) snd the AIDSCON
Project contract with the Academy for Bducational Development (AED).
JH/PCS will continue assistence to “he MOPH in the design, testing and
production of family pienning educational and promotional materials for
illiterate and semi-literate women. The project will slsoc cover the
costs, under the JH/PCS contract, for the production of promotional
meterials for key child survivel interventions. JH/PCS will provide
these services through its current subcontract sgreements with ABD.
Third, a direct buy-in for AED services will essist the MOPH in the
developnent of & long-term, low key effort to inform the general public
sbout AIDS and HIV infection, correct misconceptions, and to add
information as the public demonstrates growing understanding of this
problem. '

Y
:
T
.
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c¢. Hesalth Sector Financing

Four AID contracting actions are planned under this component. Pirst, to
sccelerate launching of heslth financing ectivities, three person months
of short tera technical assistance will be solicited on an IQC basis to:
(a) participate in the establishment of the health financing agends at
the GOM health financing conference in October 1989, (b) prepare the
terns of reference for the hospital cost recovery studies (local
contract), and (c) prepare the terms of refecence for an AID dirwct
health financing contract. Second, once the hospital cost recovery terms
of reference have beon prepared with the assistence of the IQC
contractor, e local contract will be awarded comapetitively to implement
the cost recovery study of the three hospitals. Third, an AID direct
health financing contract will be let, encompessing activities
anticipated under the sector reform and health insurance elemants
elaborated in the project description. This contract, awerded in the
third quarter of FY 90, will Ilnclude 13 months of short term technical
assistance, and $380,000 in 1ocal studies and sominars which will be
implemented by the contractor, or subcontracted by the contractor to
local firms. Fourth, the project will f{inence & 2 year PSC to assist the
GOX, and other NMoroccan health organizations and associations, in the
design and iaplementation of the health finsncing activities.

It is enticipsted thet the AID Bureau of Science end Technology will be
awarding a global health financing technical assistance contract by the
end of fiscal year 1989. If this contract is ewarded end the technical
experts are mobilized in e time frame appropriste for the health
finencing component of this project, it is likely that some of ths
technical assistance may be provided under the S & T contract through
buy-ins. However, the aveilability of essistence through buy-ins will
not obviate the need for an AID direct contrsct, as the buy-in msechanism
is extremely unwieldy when it comes to implementstion of studies aend
seminars, as each sub contrsct must be approved by the S & T project
officer and the AID/W contracting officer.

3. Construction - The project will finance the servicss of locsl
srchitectural snd engineering, end comstruction firms to carcy out
planned facilities renovetion end upgrading. These services will be
scquired under host country contrsacts ispued by the MOPH. Architects and
engineers in the MOPH Construction Unit, in conjunction with provincisel
level civil works departments of the Ninistry of Public Works and the
USAID civil englneor, will oversee the technical performance of these
local contractors and monitor implementstion progress for this project
activity. The project will slso finance limited architectural and
engineering services to assist the MOPH in finel identification and
surveys of sites for planned rsnovation, expsnsion and repair activities,
and to carry out procuremsnt end installestioa of photovoltalic lighting

systems.

4. Gray Amendment - USAID will e¢ncoursge, to the meximum extent
possible, the participation of small and disadvantaged, minority- and
women-owned or controlled small business concerns in the implementstion

VA
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of the project. To that end, the Mission had identified st the PID stage
of design, a set asgide of the planned $2.5 to $3 million_AID-direct
general training and technical assistance (T/TA) contract for potential
avard to an 8(a) firm. As project design progressed, the health
financing component of ths project has been greatly expanded, however,
and s significant amount of scheduled technical assistance, training and
local costs to imploment these activities will be programed under this
contract. This has lead to the addition of highly specialized expertise
in the areas of private heslth insurance and hospitsl management to the
previously envisioned FP and NCH technical training, program supervision,
operations research and data collection assistance originally planned
under the TI/TA contract.

These modifications in the envigioned contract scope of work dictate the
need for s contractor with proven compentence in s wide range of
technical disciplines and wstablished linkages with subcontractor
agencles, universities and individual consultents capable of providing
the required assistance. Based on these circumstances, USAID now
believes that an 8(a) contract is not an appropriate procurement mode for
the required services. There are, however, subcontrecting opportunities
both in technical ssaistance and in commodity procurement envisioned
under the T/TA contract. Accordingly, the RFP for this contract will
require that all propossls include & plan for the participation of Grey
Anendment firms in project implemsantation. In addition, technical
assistance for the mid-term and {inal eveluation of the project may be
provided under contrscts with 8(a) firms, end Historically Black Colleges
and Universities will be considered in a) placement of academic and
short-term participants Cinanced under the project.

C. Implementation Schedule

FY 1939

Fourth Quarter

1.
2.

PP spproved and seven-year project authorized at $31 million
$2 millicn reslloted to AID/W for ST/POP Ceatrsl procurement of
contraceptives for Norocco Program.

GOM counterpart funding levela, implemectation arrangements and
related torms and conditions of the Project Graat Agreement
negotiated.

Grant Agreement executed, obligating initisl tranche of project
funding.

Initial Conditions Precedent (CP) to disbursement met.

PIO/T for 3 mos Heelth Finsncing IQC.

Recruitment for Health Finsncing PSC.

Host country contract for procurement of 400 heavy-duty motorbikes
ezecuted.

USAID/MOPH implementstion planning meeting held.
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FY 1990

First Quarter

1.
2.

3.

10.

11.

12.

13.

MOPH coordinstor for health sector reform sctivities designated.
Initial project coordination meeting held and CY1990 workplen for
esch project component developed.

GON seminar held to present and discuss results of the MOPH/IBRD
health financing study. IQC Contrsctor to participste.

MOPH counterpart funding for Project sctivities included in GON
771990 budget subajssioa.

IQC Contractor develops Terms of Reference for AID contract(s) to
local resescch firm(s) for hospitel cost recovery.

IGC Contractor develops terms of reference for AID Dicect Health
Finencing Contract.

Buy-ins executed under AID/W, JHPIEGO, AVSC, SOMARC II, AIDSCOMN end
AIDSTECH project contracts.

Preliminery site surveys and relsated pre-design studies contrected
for the facilities renovation and upgrades, end the photovolteic
lighting element: of the project.

PIO/T issued, funding internstionsl travel and in-country support
costs for TACS advisor.

Nulti-disciplinery sdvisory committees established for each heslth
finencing subcomponent.

Initisl sgenda c? studies needed to underitand end remove barriers to
grester private sector financing and delivery of health care
developed.

PIO/T ezecuted and RFP issued for USAID-direct contract for
management, training end gemersl technicel sssistence support to the
MOPH.

RFP issued for locally contracted hospitsal cost recovery studies.

Second Quarter

1.

» W
P

Reproductive heelth trainidg completed for physicien and nursing
clinicel faculty at uaiversiy tesching hospitals in Rebat and
Cassblance sud staff at the four CNSS polyclinic maternities ia
Ceseblanca and VSC service programs undecway in each of these
fecilities.

Propossls received and reviewed and contractors selected for hospital
cost recovery studles.

Project Agreement amended, obligating FY1990 funding.

Contraceptive Procurement Tebles developed end $2 aillion in Project
funds reslloted to AID/W for central procurement of contraceptives
for Norocco Program.

Health Financing PSC inplace.

Project Coordination meeting held and initial project status report
prepared and distriduted.

Terms of Reference developed for AIDS knowledge, sttitudes and
practice study developed end RFP issued for host country contract
with locsl research firm.

g
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9. RFP(s) issued for Health Finencing Contract.
10. USAID provisional registration completed for local Noroccan AIDS,

physician and pharmacists PVO/NGO associations.

Third Quarter

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

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

3. P10/Ts issued for buy-ins under JHPIEGO, AVSC, SONMARC II, JU/PCS,

AIDSCOMM and AIDSTECH project contracts.

First group of 600 community service sites selected.

5. FPinal list of MOPH facilities to bo renovated or upgraded and details
of work to be completed at esch facility, forwarded for USAID
approval.

6. NOPH sub-agreements, covering the 1990-1994 operstional progran,

negotiated with AVSC and JHPIRGO.

Procurement of photovoltaic lighting equipaent initiated.

8. USAID OPGs, or MOPH sub-egreements executed with locsl PVO/NGOs
(ACLS, local pharmecists and physicians associations).

»

-2
.

Fourth Quarter

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

2. RFP issued for host country srchitectural and engineering (A+B)
contractor.

3. Physician directors for MOPH Regionsl Training Centers designated and
physicien instructor trsining workshop held.

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

5. Pre-lauch planning end trsining completed for spplication of revised
coversge strategy within existing VDNS provinces and expsnsion of the
program to 12 new provinces.

6. Procurement of first group of mobile service vehicles (15) initiated.

1. Long tera resident mansgement and training edvisor arrives and
CY1990-91 workplan developed for project technicsl sssistance

© contract.

8. MNarket research study for orel contraceptive sales program designed
and contracior selected.

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

10. Health Financing Contract Awarded.
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FY 1991

Ficst Quarter

1.
2.
3

Project coordinstion meeting held and CY1991 workplen prepared.

MOPH counterpart funds lncluded in GOM CY1991 budget plan.

Training program developed and contraceptive safety, function and
side effects training provided for private pharmacists and pharmacy
sssistants.

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

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

Training of trainers workshop, covering idendification, diegnosis and
manegexent of sexually transmitted disesses (SID), held for nursing
instructors from the eight MOPH Regional Training Centers.

First phase of revised FP and NCK coverage strategy implem-cted in
the thirty existing VDMS provinces and progrem expanded to twelve
sdditionsl provinces.

Printed promotional materials for illiterste and semi-literate women

produced and distributed.

Second Quarter

9.

10.

Project Grant Agreement emended, obligating FY1991 funding.
USAID-direct Technical Assistance contract and Host country A+B
contract amended adding second tranch of incremeatal fundlag.
Microcomputer, software and related peripherials procured.
Automation of MOPH femily planning and msnagement information systea
completed in eight provinces.

Contraceptive Procuresent Tables developed and FY1991 contraceptive
funds reslloted to AID/W for central procurement of contraceptives
for Morocco Program.

VSC Services expanded to five additional provincial hospitals.
Family planning seevice programs expanded to the seven remaining CNSS
polyclinic maternities.

NOPH Hospital cost and utilization studias completed snd revised fee
schedules developed for three pilot hospitals.

NMarket Plan developed for oral contraceptive sales prograa.

Project coordination meeting held.

Third Quarter

1.

W

NN S

Privata health insurance feasibility study completed and dusiness
plan developed.

Evalistion of Project Health Financing component conpleted.

PIO/Ts issued for buy-ins under JHPIEGO, AVSC, SOMARC II, JH/PCS,
AIDSCOMM and AIDSTECH project contracts.

Second group of 1200 community service sites selected.

Fleld dats collection initiated for 1991 DHS. .
Procurement of second group of mobile service vehicles (15) initiated.
Regional physician and Nurse training programs underway. )

LI
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Fourth Querter

1. Pre-launch planning snd trajning completed for application of second
phase implementation of revised FP and NCH coversge strategy.

2. CSH oral contraceptive sales program launched.

3. NOPH FP and MCH employee service program subsgreements developed with
10 private ficas.

4. Detsiled technical designs and contruction specifications completed
for MOPH fecility renovetion, extension and repsir activities.

S. Staff training completed und AIDS testing initiated in provimeisl
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.
2.
3

Project coordination meeting held and CY1992 workplan prepared.

MOPH counterpart funds included in GOM CY1992 budget plan.

RFP issued for host country constructior contrsct(s) for Project
construction component.

MOPH clinical study on the incidence of sexuslly transaitted diseases
(STD) end. the effectiveness of MOPH treatment protocols initiated in
the 8 fanily plenning reference centers linked with NOPH regionsl
physician and nurse training programs.

Third phese implementation of revised FP and NCH coverage strategy
initiated.

Preliminary report for 1991 DHS releassed.

Second Quarter

-~
.

Project Grant Agreement amended, obligating FY1992 funding.

Project technical assistance, and host country A+E contracts amended
adding third tranch of incremental funding.

Host country constructioa contrect(s) awarded and renovetion,
extension and repair work initiated for first group of MOPH
fecilities.

Contraceptive Procurement Tables developed and FY1991 contraceptive
funds reslloted to AID/W for central procurement of contraceptives
for Morocco Prograa.

VSC Services expanded to five additional provincial hospitals.
Market Plan developed for orsl rehydration sslts sales progrea.
Project coordination meeting held.

Thied Quarter

Mid-term evaluation of the project completed.
PIO/Ts issued for buy-ins under JHPIBGO, AVSC, SOMARC II, JH/PCS,

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

n
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Fourth Quarter

NOPH FP and MCH employee service program subsgreements develoned with

1.
an sdditional 10 private firms.

2. Renovation, eitension and repsir work initisted for second group of
NOPH faclilitlies.

3. FP snd NCH radio spots sand programs produced and aired.

4, Oral cehydration salts (ORS) sales program launched.

FY 1993

First Quacter

1,
2.
3

4.

Project coordination meeting held and CY1993 workplan prepsred.
MOPH counterpart funds included in GON CY1993 budget plen.
Inpact assessment of IEC promotion materials financed under the

project completed.
Cendidated sslected for the 7 academic participant slots and begin

intensive english langusge training.

Second Querter

-3
-

Project Grant Agreement amended, obligeting FY199) funding.

Project tschnical assistancs, and host couatry A+B end construction
contracts amended adding sdditional incremental fundinmg.
Renovation, extension snd repair work loitiated for third group of
NOPH fecilitiss.

Contraceptive Procuremsnt Tables developed and FY199) contraceptive
funds reslloted to AID/W for central procurement of contraceptives
for Norocco Program.

VSC Services eixpanded to [ive additional provinciel hosplitsls and
five new rurel service sites.

Nerket Plan developed for IUD and NCH product sales programs.
Project coordination meeting held.

Thicd Quacter

1.

2.
3.

PX0/Ts issued for buy-ins under JHPIRGO, AVSC, JE/PCS, AIDSCOMN and

AIDSTECH project contracts.
Placemnent completed for long-term participants end PIO/Ps issued.

Audit of project disbursements completed.

Fourth Quarter

1.
2.

Construction work completed for first group of MOPH fecilities.
Long-term participents depart for U.S.

‘KA
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FY 1994
First Quarter

1. Project coordination meeting held and CY1994 workplan prepared.
2. NOPH counterpart funds included in GCXN CY1994 budget plan.
3. IUD and NCH product sales programs launched.

Second Quarter

1. Project Grant Agreement amended, obligating FY1994 funding.

2. Project technical assistance, and host country A+E and construction
contracts amended adding edditional incremental funding.

3. Constructicn completed for second group of MOPR facilities.

4. Contraceptive Procurement Tables developed and FY1994 contraceptive -
funds realloted to AID/W for central procurement of contraceptives
for Morocco Program.

Third Quacter

1. Project coordinstion meeting held.
2. PI0/Ts issued for buy-ins under JHPIBGO and AVSC project contracts.

Fourth Quarter

1. Conntrucilon work comapleted for third group of MOPH facilities.
2. HNOPH evaluation of FP and NHCH employee service program subagresments
completed.

FY 1995

First Quarter

1. Project coordinstion meeting held and CY1995 workplan prepared.
2. NOPH counterpart funds included in GON CY1995 budget plan.

Second Quarter

1. Project Grant Agreement amended, obligating FY199S5 funding.
2. Contrsaceptive Procurement Tables prepaced and dudgetary requicements
developed for MOPH CY1995-96 contraceptive procurement.

Thied Quarter

1. Project coordinaetion meeting held.
2. Final eveluation of the Project completed.
3. PIO/Ts issued for buy-ins under JHPIEGO and AVSC project coatracts.

W
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Fourth Querter

1. MOPH issues notification of finel acceptance of facilities renovation
and extension work and final payment made to coatractor(s).

FY 1996
First Quarter

1. Project coordinstion meeting held and CY1996 workplan prepared.
2. HNOPH counterpart funds included in GOM CY1996 budget plan, including
spproximately $2.4 million in payment suthority to cover billings for

CY1996 contraceptive shipments.

Second Quarter

1. Contraceptive Procurement Tables prepared and budgetary requirenents
developed for MOPH CY1996-97 contraceptive procurement.
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v. MONITORING AND EVALUATION 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.

o) Implementation Progress - The responsibility for monitoring project
progress rests with USAID project mansgers in the Office of Population and
Human Resources, in collaboration with the MOPH Project Nensgement Unit and
technical advisors financed under the project. These individusls will be
sssisted by the USAID Controller and Program Officer, and the Regional
Contract Officer and Legal Advisor as appropriste. A two day project
orientation meeting of USAID project managers, the NOPH Project Hanagement
Unit, and other involved MOPH staff is scheduled soon after initisl 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 NOPH will schedule semi-annusl coordination
meetings. The fall meeting will focus on developing annuel program and
financisl plans. The spring meeting will focus on progress schieved over the
previous calendar year snd actual financisl contridbutions to the project by
both parties. The semi-annual coordinstion meetings, coupled with findings
from any special 3tudies, will provide the basis for routine project status
reports forwarded to USAID by the MOPH. These reports will be discussed
during Nission Portfolio Reviews with the Director and senior staff, and
corrective steps will be taker as needed.

b) Program Effectiveness - As this project will provide the last trsnche
of AID essistance to broaden access to MOPR family planning and materasl snd
child health services, it is essential that USAID assure itself and the NOPH
thet each activity is having the type of impact sought snd is cost-effective.
There are many qQuestions remaining to be answered through s combination of
operations research, the mid-term evaluation, and the NOPH's menagement

information systea.

For example:

- Can the revised VDS outreach strategy assure ratisfectory access to
femily planning and other KCH services for target beneficiaries? 4s
door-to-door delivery of these services is withdrawn from some sress, it
will be important of monitor whether potential clients actually use
secvices provided at points of contact or by mobile teams and find thes
acceptable means of seeking resupply for orsl contraceptives. Is the MOPH
sdle to keep to schedule for visits to contact points over the long run?

- What will be the impsct of points of contact and modile teems 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 msintaining
vehicles, including mobylettes, effaoctively. :

- Are women using oral contraceptives correctly and whaet are their ressons
for discontinuing use?

S



- 62 -

- Can an sccurate means of monitoring continuation rates be integrated into
the MOPH's managemsnt information systea!

- What is the relative effectiveness and acceptability of msle and female
workers in different regions in outreach situations? Related to this is
the female worker's satisfaction with outreach work and whether 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 MCH products by type and distance from sales outlet?

- Acre ongoing vaccination and ORS programs msintaining or improving coverage
levels attained under campaign approach?

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

« How effective are client referral and follow-up systems work, e.g. for VSC
services or medicel 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 essociated with diarches, the proportion of women 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
asnagerent information systea.

For example, the fourth round of the Demogrephic end Heslth Survey (DHS)
scheduled for 1991 is the GON's primary meens of tracking contraceptive
prevelence. The 1951 round will also have an incressed emphasis on
fertility. Vaccination coverage, diarches desths, and prenatal care will be
followed through the FOPH's management information system and special
studies.

Evaluation Arrangements

Evaluations planned under the project, include an early project review of the
health financing component, s mid-term and e 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 incorporeted in the
Project Paper for the health financing project scheduled for late FY 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 aessess:

1) The agenda for psilsy disiegue and preiiminary findingn of rosearch
concerning the constraints to "market entry” by private heslth providers
and finencing entities;
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2) The appropriateness and effectiveness of technicel assistance and research
intended to increase cost recovery in NOPH hospitals;

3) The findings of feasidility studies on the expansion of private hesalth
insurance; and

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

This review will be conducted in-house by USAID steff, assisted by the design
team for the Health Financing project.

b) Mid-Term Bveluation

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 tecome evident. This evaluation

will be contracted to an 8(a) ficrm.
Three areas of inquiry will be included in the evalustion:

1) First, the most critical question to be eddressed at this juncture will be
whether the mix of delivery approaches is offective in achieving the
project intent of providing family planning end mother and child health
care services to rural populations in & cost-effective and sustainadle
manner. The evaluastion will evaluate the relative effectiveness of the
verious delivery approaches encompessed in the NOPR outreach strategy and
make recomnendations on eppropriate adjustments in the outruach approachess.

2) Secondly, it will be assessed whether the upgreded and newly constructed
MOPH clinical fecilites are operating effectively and serving their
intended clients and whether the referral system is operating more
effectively,

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

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

¢) Final Project Bvaluation

The end-of-project evgluation 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 sectoér goals and objectives,
e.g., coverage, efficlency, cost recovery, sustainsble preventive health
care. To assess project impact, the evaluation will be designed so as to
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encompess & critical revisw of last two decades years of USAID assistance in
the areas of family planning end mother snd child health. Thias evaluation
will be contracted under ¢ direct AID contrect. Areas that will be addressed

in the context of the final evaluation include:

1) The effectiveness and efficlency of the FP and MCH public and private
delivery systeas;

2) The extent of GON compliance with its responsibility of absorbing the
recurrent costs associated with F? and HCH prograas;

3) The lessons derived from USAID's assistence in the femily plenning sad
maternal and child health field that can de useful to AID worldwide in the

design of projects in the health sector; and

4) Recommendations to the GOM 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 Nid-Tatm and the End-Of-Project
Bvealuations. This {s in addition to funding sllocated for operations research
end the Demographic and Health Survey. Given the complexity of measuring
program effectiveness and tracking family plenning and health status, the
Nission will also budget for an AID evalustion expert IDY soon after project
launch to help prepare a detailed operations research and evaluation plan for
the project. The plen will identify all questions to be answered and the
methodology and sources of data required to snswer the questions.

B
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VI. SUMFARY PROJECT AMALYSES

Introduction

The following summaries of anslyses and conclusions are based on the
Technical, Economic, Sector Finencial, Social Soundness, and Administrative
Analyses provided in the Annexes to the Project Paper, as well as s series of
snalyses and evaluations carried out over the past ssveral years under the
Population and Faaily Plenning III project. In addition, a consulting teaam
was brought in in June 1989 to recommend the best approaches to exploring
health (inancing !ssues. Reports not provided in the annezes, but which are
referred to in the Project Paper are availsble in the Office of Populstion and
Human Resources, USAID Korocco. The overall conclusion to be drewn froa the
analyses is that the design of the proposed project is feasible and should
have a large inpact on family plenning and msternsl end child health in

Norocco.

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 summary of these topics follows.

1. Contraceptive Technology

The Norocco Family Planning Program relies on the standerd variety of supplies
(pills, condoms snd foams) and clinical (IUDs end female sterilization)
contraceptive methods. These methods are all well beyond the experimental
stege and their safety and effectiveness under verious program conditions has
already been established. Knowledge of family planning, almost universal at
981 of Koroccan women of reproductive age (HWRA), is less pervasive for
long-ecting contraceptive methods and the program is heavily skewed to oral
contraceptive use, the msthod of 801 of contraceptive users.

The program's heavy relisnce on orel contraceptives, scross all age groups,
does not accord with health conziderations and fertility desires fn- o
significant proportion of Noroccan women. Given the incressed health cisks
associated with oral contraceptive use for higher parity women over 30 years
old, those who waat no more children should ideally be candidates for IUDs or
VSC. The project will improve the quality of counseling provided these women
and increase the¢ sveiladility of IUDs end VSC. Furtharmore, the Project will
increase the range of method options available under the program, through
training, commodity and technical sssistance to introduce new contraceptive
technologies, including Norplant snd long-scting injectable contraceptives,
following ¥DA approval for these methods.

2. Need for Family Planning Services

A key indicator of purpose level schievement is attainment of contraceptive
prevalence (modern methods) of at leest 45% of NWRA. Date on Noroccan women's
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desire for additionsl children and intention to usc family planning, show
continuing high levels of unmet need. This unmet need is estimated at 27.9%
of NWRA and most of the unmet need is comprised of women who want no more
children. Rural women, largaly uneducated, are s key target group for NOPH
family planning end meternsl child health service programs. Continued
increases in the use of femily plenning services among these women is requiced
to achieve project objectives for increased contraceptive prevalence aend to
decresse nraternal mortality. The project will improve both the quality of and
access to these prograns in rursl areas. MNOPH fieldworkers and clinic steff
will receive more training in family plenning motivetion sad counseling. The
project will slso develop printed meterials and visual aids specificelly
designed to addressa the needs of illitersate and seai-literate women, both
clients end traditional mid-wivas.

3. Family Planning and Maternal Child Health Services

FP and MCH Outreach Programs (VDNS)

The VDNS program, through its extension of services to underserved populations
and its success in recruiting new scceptors, hes been importent in bringing
about increases in contraceptive preavalence, perticularly in rurel aress.
Contraceptive prevalence in VDAS provinces reached 40% in 1987 compared to 25%
in non-VDNS provinces. Although difference: in prevalence levels in urbea
areas of VDNS and non-VDMS provinces was slight, prevalence levels in rurel
ereas of VDNS provinces exceeded thet in non-VDHS provinces by SO%L (28% vs
19%). VDMS agents were cited ss the primary source of contraceptive supplies
by 24% of contracepting women in VDNS provinces, and the fact thet prevalence
was highest in older VDNS provinces suggests that its impact increeses over

time.

The VDNS program is currently operating ia 30 provinces, comprising about 75%
of the population. To improve VDAS program efficisncy and increase coverage
in rural areas, especially for more remote populations, this project will
finance implementation of complementary P and MCH outreach saervice
strategies, including the use of contact points and mobile teams. These
strategles, developad and tested under the KOPH Basic Health Services Project
with the World Bank, have proven cost-effective in extending coverage to
isoleted and more dispersed population settlements. The project will extend
this enhanced version of VDNS to an sdditional 12 provinces. Given current
coverege levels, the Project target, to incresse progrem coverage to 85% of
the rursl population, is a feasible objective.

Although VDMS services have also been influentisl in changing fertility
prefecences, there is a significent gap between knowledge of contraceptives
coupled with the desire to have no more children, and actual use of family
planning services. Women in VDAS provinces may desire fewer children than
women in non-VDHS provinces, yet more then half of those pregnaat at the time
of the survey had not wanted to be pregnant, reflecting an unmet need for
fanily planning. In addition the steps described belov to improve access and
the quality of services, the project will conduct qualitative research to
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determine the nature and zxtent of behaviors that result in HIV transmission.
Although commending the GON for moasures underway to protect the Noroccan
blood system, the Tean suggested AID financing for commodity and training
essistance to extend screening measures to 15 regional blood transfusion
centers. Finally the team recommended that the GON develop educational and
training meterials for the general public, specific at-risk groups and for
health workcrs at every level of the system. Drawing on the taleant of local
private sector research and advertising firme the project will finance
development of these materials. In addition, the project will work with the
Ministry to help in the development of & program of contiauing education and
treatment protocols to be used in the Faculties of Medicine and Dentistry.
Other dasic issues to be addressed in determining the spidemiology of and
controlling HIV infection in Norocco raised by the team ere addressed in the

Technical Analysis.

S. Clinicel Training

Morocco hus developed an extensive infrastructure to provide professional
training for physiclians, nurses snd associated technical staff. The ares of
clinical experience, however, has been more problemstic. To date, clinical
update and in-service training has been highly centralized and little capecity
exists to provide this training at the rogional or provincial level. The
project will further decentralize MOPH clinical training sctivities. Regionsl
Physician and Nurse Iraining Centers will be sstablished on the campuses of 8
peevinclial nursing schools. To strengthen clinical practice components of
course content, the MOPH will strengthen linkages between the provincisl
nursing school and family planning progrem management steff, particularly
steff from family planning reference centecs. In addition, the project will
finance training in scademic skills and program management for NOPH physician
and nuzge trainers, and faculty and clinical campus steff from medicel school
teaching hospitals in Redet end Casablance. The project will also install
family planning service units at the two university clinicel campuses.

6. Information, Ccsmunication end Education

The IEC sector has been the weakest link in Norocco's successful femily
plenning prograa. A major concern is the continuing weskness of the
NMinistry's Health Rducation Service (SES). Given these difficulties, the
Nission has assisted the MOPH in decentralizing FP and NCH promotion and
fieldworkar communication activities. Following a slow start-up and ¢ large
scale reorganization, the NOPR now attaches more importance to the value of
effective iv.ormation, communication and education activities in promoting
incresased awareness and use of tho Kinjstry'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 NCH promotion materials for illiterate
and semi-literate women clients and traditional birth attendants; b) regionsl
radio programming, with limited reinforcement through genersl promoticnal
messages on thy two netional IV chennels; c¢) improved heslth worker training
in effective communication skills; and d) effective IEC tools and visual sids
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for health workers and clinic staff. The need for high quality printed
matecials for illiterates results from the extremely low rate of female
literscy 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 plenning
methods and MCH instructiont not readily conveyed through mass media

channels. Since the DHS repocts that 68% of women sampled routinely listen to
local radio bdroadcasts and 44% watch TV at least once per week, radio and TV
provide complementary options for FP and NCH promotion.

The private sector will play a msjor role in the development of both IEC print
and sudio-visual materials planned under the project. Private media services
in Norocco have grown considerably in the past dectcde. Despite the strengths
of the private sector, many technical weaknesses remsin. The organization,
selection and use of focus groups to develop, test and evaluats interventions
for example will benefit from technical assistance provided under the

project.

7. Increased Private Sector Involvemsnt in the Financing end Delivery of

Services

Socisl Marketing

The private pharmsceutical sector in NMoroeco is quite sophisticated and offers
s wide variety of manufacturing end marketing infrastructure which complements
the policy objectives of the MOPH. The private sector currently supplies
approzimately 30T of contraceptives used in Morocco. Products are sold
through a well organized network of pharmsceutical outlets throughout the
country. A local pharmaceutical firm has alreedy prepared plans, with USAID
assistance and NOPH approvel, for a subsidized condos sales program end will
begin sales in September 1989. The project will supplement these efforts
through the design snd implementation of social marketing sales prograe for
oral contraceptives, ORS, IUDs, end related child survival supplies. The
project will also incresse the number of salcs outlets, end improve the
efficiency and lower the costs of local FP and MCH product production. The
project will not subsidize the sales price.

While there are many posscible design vaeriations for a potentisl orsl
contraceptive (OC) sales program, the 1989 CSH assessment report recommends
the dovelopment of a program fTocusing on the promotion of locally available
orsl contraceptives as the most feasible approach to providing several 0Cs to
low-income consumers et an affordable price and to meking tho eatire OC market
more accessible to the project's target population. The introduction of a
USAID donated product which differs in formuletion froa thoss currently
availedble could ceuse confusion end potential increeses in side #ffects and
discontinuation of use by women switching from public to private supply
eources. Noreover, introducing e new product would require substantisl
investments in licensing agreements, manufecturing capsbility and quaiity
control procedures.
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Ezpanded Insurance Coverage

Third-party insurance coverage is s small but growing component of the
Moroccan health care merket, with approzimetely 131 of the population covered
by private health insurance and an edditional 8 - 101 under government
"mutuelle” or company self-insurance plans. As a result, over 4 million
Moroccan enployees and dependents benefit from some form of third party
reimbursenment for their health care expenses. Given the abundant supply of
doctors and the magnituda of private funds spent on heslth care, accounting
for spprozimately 50% of reported expenditures in the sector, it is surprising
that there is not more asctivity in the private health insurence arens.
Accordingly, the project will evaluste current constraints to insurance
expansion and assess prospects for health msintenance programs and slteinative
privete health delivery systems. A feasibility study for expansion of health
insurance includes meny of the elements requirced for assessing feasibility of
s heslth maintenance organization or other prepsid heslth delivery plan. Thus
& "dual track" spprosach i{s planned, under which “he study to expand health
insurance could conceivably be enlarged or reoriented into a feasibility study
for s health maintonance orgenization if an appropriste target group and
service and financing organization were identified.

B. BEconomic Anslysis

The economic enalysis (Annex B) consists of two basic analyses: (s) the
benefit-cost snalysis and (b) the cost-effectiveness snalysis. The first
analysis shows e highly favorable benefit-cost reletionship which justifies
underteking the project to achieve dssired fertility reduction. The second
analysis investigates the costs of attaining fertility reduction through
differen: aizes of intervention strategies and finds that the proposed mix
sppears to be cost effectiva. It suggssts conducting operations reseacch to
further improve the program's cost-effectiveness.

The benefits of fertility reduction have been celculated by Knowles and
Benrida using the Moroccen Kuman Resources Planning Model. These bDenefits
were then compared to the costs to family plenning users to obtain desired
fertility reductions. The benefit-cost ratio exceeds one after only two years
end the internsl rate of return is 175 percent for the twenty Zear projection
period. The conclusion of this enalysis is that an effective family plenning
program has s rate of return which nakes it e higher priority investment than
almost any other investment one can imagine for HMorocco.

The cost-effectiveness analysis uses proliminary cost date to exsmine the NOPH
strategy of using fixed facilities, home visits (VDHS) and msobile teams
depending upon the distance of the population from existing fized facilities.
This analysis shows that coasiderable savings can be realized through greater
reliance on mobile teams as the NOPH strategy plans to do. However, data on
program effectiveness i achieving fertility reduction through these different
interveation modes is still too weak to permit definitive conclusions about
the optimel coverage strategy. Thus, operations rescearch plannod under the
project !s required to refine the coveraszs strategy. The cost-effectiveness
issue 1s criticelly importent in an ers of budget stringency, given the
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contlnuing pressure on the GOM to reduce its budget deficit. However, the
effectiveness of the revised delivery strategy in seeting clients' demand for
services is the other side of the equation which must bs _svaluated. Given the
very high economic and financial returns to family planning generally, more
“expensive” delivery systems can be justified if the “frugal” systeas under
this project prove jneffective.

C. Sector Financial Analysis

The sector financial anslysis covers a series of sectoral public finance
issues, shows the potential complementarities between alternative health core
delivery systems and private health insurance, analyzes project recurrent
costs to ascertsin projesct sustainadbility sfter 1995, snslyzes the demand for
contraceptives and the adequacy of public sector supplies, demonstrates
project conference with AID recurcent cost policy, and discusses the financial
management competence of the HOPH.

The anslysis of recent budgetary trends shows the relstive decline in pudblic
expenditures on preventive heclth messures and the resl decline in per capits
health expenditures by the MOPH over this decade. The analysis argues for s
shift in priorities within the MOPH budget and s changing role for the MOPH
avay from that of universsl provider and financier of heslth services toward
one of & guarantor of access to health services, & reguletor of quality, and a
financier of public goods (such ss preventive heslth measures).

The need to improve efficiency brought out by the analysis of budgetary trends
leads to discussions of the privete provision of heslth care and of cost
rocovery in public sector facilities. Cost recovery overall equalled only 4.9
percent in 1987 and cost recovery in hospitals amounted to 7.8 perceant of
their costs. The project will assist in improving hospital cost sccounting
and plans to increase cost recovery in pudblic hospitals. Finally, the private
provision of health care is linked to the aveilability of private health
insurance. The analysis discusses constraints to the expansion of the health

insurance industry.

Finally, the project's recurrent costs are snslyzed to determine
sustainability of project activities post-1995. The snalysis shows an
incresse of the recurreat budget inm coastsat 1989 dollars from $8.6 million in
1989 to $17.5 million in 1995 and en incrementsl cost of $500,000 in squipment
replacement costs sanuslly es the program expends to cover 85% of rural
populations and nearly sll urban populetions. Compared to a projected
inccease in the NOPH budget of $64 million (in constent 1989 dollars) by 1995,
the program is easily sustainadble within foreseeable NOPH resource
constraints. However, program expension will require s growing proportion of
MOPH budgetary resources, increasing from 4.4% of the MOPH budget in 1939 to
7.0% of the budget in 199S.

As part of tha recurrent cost analysis, the wholesale cost of contraceptives
is projected through 1997 on the basis of schieving the project's target
contraceptive prevalence rate of 45%. Assumptions about shifts in method aix
and changing proportions of public and private sector supply are used to

e
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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, s “gap" appeers in 1991 and widens in
subsequent years. The need for the GOM to fill this contraceptive "gap® is
thus identified and quantified.

With respect to the Agency's policy for recurreat cost financing, the analysis
discusses the four criteria which must be met before recurrent cost may be
finsnced and concludes that it is appropriste 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 & plan to phase out
USAID financing of these costs by the end of the project.

D. Social Soundness Analysis

The primary project beneficiaries ere women of childbearing age (between 15
and 44) who represent 22% 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 rurel provinces with high fertility, low
contraceptive prevalence and high infant mortality. Given the regional
diversity which characterizes Moroccan terrsin and cultural traditions,
province spzcific data on beneficisries have to be factored into the design
and implementation of service delivery mechenisams.

The Moroccan socio-cultursl environment {9 receptive to family planning and
related family health services and there are no insurmountsble socisl
obstacles to the implementation of the project. The concept of contraception
is sccepted to both space births end limit family size, end the linkages
between the spacing of births and mother and child health are incressingly
recognized. The 1987 Moroccan Demogrephic end Heelth Survey reports almost
universsl knowledge (97.8%) of at lesst one modern method of family plenning,
with over 941 of women interviewed capable of identifying e source of supply.
Noreover, public acceptance of femily plenning is supported by most Noroccan
religious leaders. However, s number of socio-cultursl constrsints must be
sddressed in the design end implementation of project sctivities intended to
expand coverage and prevalence of FP and MCH services in underserved rural

areass.

Four leading constraints to expanded use of modern contreceptive methods and
NCH services are identified in the Socliel Soundness Anslysis (Annex D). The
project addresses these constraiats in the following manner: 1) Insdequate
sccess to FP and MCE services end facilities in many rurel eress will be
improved through the extension of the MOPH FP and MCH outreach program to 12
additional provinces, snd the upgreding and construction of additionsl
clinical fecilities; 2) Beneficiary perceptions of the public delivery system
will be enhanced through the upgrading of fecilites, the treining of NOPH
workers, mobile outreech designed to improve the quality of outreach and
duretion of consultations, and demand enalysis and cost recovery research
which will serve to identify price-relsted factors which influence client
heslth seeking behaviour; 3) Inadequate information on correct contraceptive
method use and on the preparstion and use of MCR products will be addressed
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through IEC activities designed to research consumer preferences as well as
improve the rellability of information provided through MOPH chennels, soclal
macketing activities, pharmacies and physicians; and 4) NOPH worker motivation
and perceptions of the FP and MCH Program will be enhanced through training,
more decentralized menagement, improved logistics and supply, end the
installation of photovoltsic lighting systeams in rural dispenseries and health
centers which will improve working end living conditions for rursl workers.

Finally, information on the soclo-cultural conditions of project beneficiaries
has been collected during the three predecessor projects and will continue to
be collected during this project in order. Specifically, s combination of the
Ministry's Management Information System, special studies, and operations
resesrch will be used to assure that the miz of interventions, i.e.
itinerents, points of contact and mobile taams, being used under the revised
MOPH outresch strategy is effective in delivering FP and ¥CH services to
target populations, as reflected by both contreceptive prevalence and

continuation rates.

E. Environmental Analysis Summary

The initial environmental review included in the PID for this project
recommended a negative environmental threshold decision based upon Section 22
CPR 216.2(¢)(1)(i) on the grounds that the project will not significantly
affect the physical or natursal environment. AID/W subsequently approved o
negative threshold decision in the LMPAC Review Cable, State 120849 (see
paragraph SD). This procedure properly satisfies Agency environmentsl review
requirements for this project.

F. Adainistrative Anslysis

The Ministry of Public Health (NOPH) will be the primary recipient of U.S.
assistance under this project, slthough seversl project elements will be
implemented in conjunction with the private sector and other goveranment
agencies. MNany of the msjor project elements sre lergely a continuation and
expansion of activities developed under esrlier projects end, therefore, their
implementation will rely on existing and well tested admainistraetive
arrangements. There are however, new project elements which require the
development of untested administrative procedures. In eddition, given the
number and wide range of project sctivities, implementation of the project
¥ill require the coordinated action of each of the participating egencies.
The Admainistrative Analysis (Annex E.) describes the agencies involved in the
implementation of the project and the framework for coordinating their

respective functions.

The MOPH has been an effective and committed counterpart for USAID assistance
in the sector. The Ninistry remains, however, a highly centralized end
hiersrchical structure, and is only now beginning & reorgenization intended to
decentralize decision making end strsngthen the role of provinces in program
adninistration and planning. The project will assist ongoing MOPH efforts in
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this regard through increased mansgement training of program and
edministrative staff, strengthening dats collection and information systems
and improving coordination emong the various programs, departaeats and levels

of the Ministry. -

Under the revised organization, the Directorate of Technical Affasirs, the
principal counterpart under earlier AID projects, has been broken up, with its
responsibilities divided among four of the Ninistry's new seven directorates,
and three new divisions. Oversll management of the project hss been assured,
however, and could even be eanhancad by the reorganization which will give
greater responsibility to project managers. The decentrelization brings with
it, however, the need for more formal means of coordination and collsboration
between Ministry elements. Plans for establishment of such mechanisns and
detalls of thelr operation are briefly discussed under Part IV, Impleaentation
Plen and further described in the Administrative Analysis.

The new organization has been approved by the Ninistries of Finance and
Administrative Affairs and is slowly being put into effect. It is expocted
that revisions will be made in the reorganization plan over the next yesr. In
the meantime, the principal counterparts with whom USAID hasg worked in design
of the project are expected to maintain their responsibilities.

The Administrative Analysis also discusses administrative and institurional
issues rising out of the impleamentation experience of earlioer projects;
identifies the various public and private sector agencies involved in project
implementation; describes the management regponsibilities of USAID; attests to
MOPH staff competence to sdminister host-couatry contracting; provides the
rationale for the contracting mechanism chosen for planned construction
sctivities; and provides details of plans for the procurement of commodities,
technical sssistance and construction services financed under the project.
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VII. CONDITIONS, COVENANTS

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 deea

sppropriate.

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 ezcept 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 dby A.I.D. under the project shall, except as A.I.D.
may otherwise sgree 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 commodities 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 issusnce by A.I.D.

of documentation pursusnt 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 end sudbstence 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 lssuance of any commitment
documents under the Project Agreement, to finance architectural and
engineering services, except for a preliminary sucvey of sites, the
Cooperating Country shell furnish in form end substance satisfactory to
AID:

8) A contrscting plen for all renovation, upgrading, and construction to
be undertaken with project funds;

b) e steffing plan for all fecilities to be renovated, upgraded, or
constructed with project funds;

c) o plan for maintaining and supplying facilities which have been
renovated, upgreded, ot constructed with project funds; and

d) an executed contract acceptable to AID for A and E services, to be
funded under the project with & ficm or firms acceptable to AID, and

avarded under competitive procedures acceptable to AID.

A\
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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 sny physical facility with project funds,
the Coopersting 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;
¢) cost estimates for each site;

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

Q) executed contracts for the construction services to be funded under
the project with & firm or firms ecceptable to AID.

3. Covenants

A. The Cooperating Country shall covenant to provide to AID within 90
days of initial obligstion the names and titles of the director end meabers of
the MOPH Project HManagement Unit, end the neme and title of the MOPH
coordinator for health sector reform activities.

B. The Cooperating Country shall covenant to take whatever steps are
necessary to ensure that the computers and motor vehicles finenced under the
Grant sre properly maintsined. The Cooperating Country shall covenent to
budget sufficient funds on an annusl basis for the maintensnce, repsir, end
operating supplies necessary for the computers financed under the grant, and
for the maintenance, repair, and operating costs of all vehicles financed
under the Grent.

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 covensnt to encoursge an incressed role
for the Moroccan privete sector in the provisilon of family planning goods and
. services, including the proaotion of & social marketing strategy.

E. The Cooperating Country shall covenant to finsnce an increesing share
of the recurrent costs of mobility, contraceptives, and other supplies for the
fsmily planning ectivities financed under the Grant. Tho Cooperating Country
shall covenant to assume all recurrent costs for femily plenning sctivities by
the project assistance completion date.
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F. The Parties will covenant to establish sn evaluation program as part
of the project. Except as the Parties otherwise sgree 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
projectl;

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

3) assessment of how such information mey be used to help overcome such
pcoblems; end

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
sctivities which have been undertaken ducing the previous year, to discuss
progress, adequacy of project contributions, and results, and formulate
recommendations for the coming year, to be incorporeted into the annual work

plan.

I. The Coopsrating Country will covenant to establish multi-disciplinary
advisory committees to provide technicel direction for surveys and studian
finenced under the project. MNembership for these committees shall be drawn
from physician and pharmacist trade and professional aessocistions, private
sector banking and research groups, labor orgenizetions, private and public
sector agencies, and other involved MOPH departments, as appropriate.

J. The Cooperating Country shall covenant that none of the funds made
aveileble under the Grant mey be used for performancz of abortion as a method
of family planning; motivation or coercion of «.; porson to undergc ebortion;
biomedicel research which relates in whole or in part to methods of or the
performance of sbortion as & method of femily planning; or sctual promotion of
sbortion as a method of family plenning.
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ANNEX A
TECHNICAL ANALYSIS

1. Introduction

The purpose of the Femily Planning and Child Survival IV Project is to improve
impact and sustainability of family planning and meternal child health
pcograms in Morocco. To that end, the Project will broaden access to family
planning and maternal child health (FP and MCH) services, increase program
efficlency, and explore heslth care financing options in the Moroccan public
and private sectors. The promotion and provision of family planning enc¢
maternal child health services has been & key emphasis under earlier phases of
the Project. Phase IV supplements that objective with steps to improve
managegent of services at all levels in the public sector; sad stimulate
expanded private sector delivery and financing of health services. As part of
all of the sbove, the project will place increasing emphasis on examining
fectors influencing the demand for health and family plananing services.

This section discusses technical feasibility {ssues associated with the

schievement of the project purpose and the spacific project outputs. The
Mission has reviewed findings of an extensive array of surveys, analyticsl
studies and evaluations of ongoing programs in prepsrstion for the Femily
Planning and Child Survival IV Project. A list of these studies is provided
in Attechment 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 sdditional technical training for key

MOPH staff.

2. Contraceptive Technology

The Morocco Family Planning Program relys on the standard variety of supply
(pills, condoms and foams) and clinical (IUDs snd female sterilization)
contraceptive methods. These methods are all well beyond the experimentsl
stage, and their safety and effectiveness under various program conditions has
slready been established. However, knowledge of family planning, almost
universal at nearly 98% of NWRA, is less pervasive for long-acting
contraceptive methods, and the progrem is heavily skewed to oral contraceptive
use. FPurthermore, there has been limited interest in the testing and
introduction of new contraceptive technology.

Inprovements in the quelity snd coverage of MOPH programs have made family
plenning services and supplies increasingly available over the past several
years. These improvements have lead to sustsined increases in the knowledge
and use of modern contrsceptive methods by Moroccan women of reproductive age
(MWRA). The 1987 Moroccan Demographic and Health Sucvey (DHS) reports almost
universal knowledge (97.8%) of at least one modern method of family planning,
with over 941 of women interviewed capable of identifying e source of supply.
The survey also reports an increase in overall (modern and traditional
methods) contraceptive prevalence, from 19.4% in 1979-30 and 25.5% in 1983-84,
to 35.9% of MWRA in 1987.

QN
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Moroccan women know the pill, and where to obtain it. However, knowledge of
other methods is not adequste. Women have less knowledge sbout the IUD,
sterilization and condoms, or where they may be obtained. Existing knowledge
is also tenuous. Por IUD's and female sterilization, more than two thirds of
women cited as "knowing" the method could not list it spontaneously; they
merely said they recognized a description. Among uneducated women, urrban and
rural, knowledge of IUDs and female sterilization is directly related o 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 msy be an important constraint to choice and prorer
use (also continued use) of an sppropriste method, or even to use of family
planning at all. For example, spontaneous knowledge of female sterilization is
low (331) among women of high parity (5 or more children).

Approximately 52% of married women surveyed have used at least one modern

method of contraception. MNost contreceptive practice is based on modern
methods. At present, 28.9% of MWRA use modern methods with over 60% of these

provided by public sector sources. Oral contraceptives, the dominant method
(approximately 80% of modern method use), are used by 22.9% of married women.
A more detailed presentation of current contraceptive use is presented in

Table A.1l.
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Table A.1: CURRENT CONTRACEPTION UTILIZATION BY
MARRIED WOMEN OF REPRODUCTIVE AGE
BY DEMOGRAPHIC AND SOCIAL CHARACTERISTICS

METHODS

Demographic ------mecocccmcccccmm e cce e e ——
and Social PILL IUD FEMALE OTHER ABSTI- WITH-  OTHER NO TOTAL
Characteristics STERILI- MODERN NANCE DRAWAL TRADITION- METHOD

ZATION AL, NETHODS
Age
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 $0.1 100
2 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
S or more 25.0 2.7 4.3 1.3 2.0 4.0 2.8 57.9 100
Residence
Urban 31.2 S.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 1.2 431.9 100
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
Primary 36.9 4.8 3.7 1.2 4.7 3.5 2.1 43.2 100
Secondary or 36.4 10.) 2.8 3.3 10.0 2.6 0.2 34.4 100
higher
Total 22.9 2.9 2.2 0.9 2.3 3.1 1.5 64.2 100

The progrea's heavy reliance on oral contraceptives, across all age groups, does not
reflect health considerations and fertility desires for a significant proportion of
Noroccan 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 children, and of those who practice contraception 65.7% use the pill. Evean
though the preferred method among women who intend t¢ use family planning to limit
their births is the pill (49%), there is signifcantly 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 quelity 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 introduc¢e new contraceptive
technologies, including .iorplant and long-acting injectable contraceptives,
following receipt of FDA approval for these methods. The UNFPA will
provide complementary commodity and local cost support for the introduction
of these methods.

3. Need for Family Planning Secvices

A key indicator of purpose level achievement is attsinment of contraceptive
prevalence (modern methods) of st least 45% of MWRA. DHS date on Moroccan
fertility trends, specifically datu 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 MOPH, with contract
assistance, has carried out more in depth analysis of these dats. Findings
of these analyses indicate a high degree of feasibility that the projected
contraceptive level will be attained.

Only & quarter of Horoccan msrried women want to have a birth within the
next two years. Close to half never ‘/aat another birth, and another
quartor want to wait st least two years. Given that use of contrsception
presently covers only s third of MWRA, there is s substantial unmet need
for femily planning. This unmet need is estimated et 27.9%. Among this
27.9%, over half have slready become pregnant or amonorrheic from en
unvented or mistimed birth. Furthermore, most of the unmet nded is
comprised of women who waent no more children.

Teble A.2: Unmet Need for Family Planning
(Percent of all women)

Limiters Spacers Totals
(want no more {want wore later)
) births)
Non-contracepting
woaen at cisk of
becoming 3.8% 4.4% 13.2%
pregnant
Already
pregnant or 7.0% 7.7% 14.7%
anenorcheic
All women 15.8% 12.1% 27.9%

The incresse in contraceptive prevalence projected under the Project cannot be
attained, however, without continued improvements in program performance.
Anslysis of DHS data show an independent and significent essociation for both
education and place of residence with use of contraception. Narked
rural-urben differentials in prevalence remain, even when controlling for
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education; for example, contraceptive use was 22% higher foi' uneducated urban
women compared to thelr 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 {(23.9% higher) and urban areas (13.5% higher).

Given the assoclation 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 DHS. Thus, the increase in prevalence between
1983-84 and 1987 was not based solely on changes in the characteristics of the
population. Clearly, s large part o the increase in contraceptive use
occurring between 1983-84 and 1987 needs to be explained by factors other than
an increagse in educational attainment and urbanizetion. This indicates the
important role family planning progrums cen play in increesing contraceptive
use, and the need for its continued expansion end improvement.

Rural women, largely uneducsated, sre a kay target group for BOPH family
planning and maternal child health service programs. Although they are 2.7
time less likely to use contraception than urbsn educated women, their lower
rates of use are not necesserily indicetive of lower demand. The project will
improve both the quality of and rural women's access to these programs. NOPH
fieldworkers and clinic steff will receive increased training in family
planning motivation and counseling. The project will also develop printed
materials end visual aids specifically designed to meat the needs of
flliterate and semi-literate women.

Without focusing family plenning and maternel child heslth services on those
women who are disadvantaged in terms of education and residence, the project
will be unable tc¢ achieve its objective of 45% modern method use by 1996. It
should be noted tliat & 451 modern contraceptive rate implies an overall rate,
modern and traditional contraception combined, of 52.2% im 1996. This latter
figure compares with a 361 combined, overell rate in 1987. MNerely relying on
changes in the distribution of women's education and residence will result in
& 451 contraceptive prevalence rate, including both traditional end modern
methods by 2007, but modern method use of this msgnitude could not be attained
until substantially later. Thus, development alone cannot solve Morocco's
population problem; the project's emphasis on targeting femily planning
services to rural uneducated women is crucisl to the solution.
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4., Family Planning and Maternal Child Health Services
FP_and MCH Outreach Programs (VDMS)

The VDMS 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 incresses in contraceptive prevalence discussed sbove,
particularly in rural areas. According to the DHS, coatraceptive prevalence
in VDHS provinces reached 40% in 1987, as opposed to 25% in non-VDMS
ySovinces. Little difference is reported in contraceptive prevalence levels
in urban areas of VDMS and non-VDHS previnces (52% vs 48%). As reported in
the following table, however, prevalence in rural areas of VDMS provinces is
501 higher than in rural areas of non-VDMS provinces (28% vs 19%). The
greater preponderance of the ieast educated ia rural sreas explains the fact
that the VDNS and non-VDMS differential is greater in rural, as compared to
urban areas. VDMS asccounts for s significant proportion of these higher
prevalence rates, with VDNS agents listed as the principal source of
contraceptive supply by 241 of contracepting women in VDMS provinces. In
addition, prevalence in rural areas is higher in older VDMS provinces,
suggesting that the program's impact grows over time.

Table A.3: Contraceptive Prevalence in VDNS and Hon-VDMS Provinces

VDNS* Non-
VDHS
Phase 1 2 3 All Non-
Ucben VDS VDiS
No School 48 44 49 47 38
Primary (56) S7 60 59 69
Secondary (57) 72 67 67 (70)
and higher
Rural
No School 41 25 21 26 18
Peimary (63) (50) (49) 52 (32)
Secondary (100) (43) (14) {38) (57)
and higher
Urban S0 50 S4 52 48
Rural 43 26 22 28 19
Total 45 36 40 40 25

* The numbers 1, 2 and 3 indicate the phases of VDNS expansion.
( ) Indicates rate based on less than SO cascs.
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The VDMS program is currently operating in 30 provinces, comprising
approximately 75% of the Moroccaa population. Based on review of monthly PP
and MCH service statistics and management reports, along with findings of the
1988 VDMS Program Assessment, the NOPH has determined that VDNS coverage
ranges from S0% to 70% of the rursl population in these provinces. Estimates
on total FP and MCH program coverage range, therefore, from approximately 62%
to 75% of the population, when estimated coverage levels for MOPH urban and
rural fized faclilities, in both VDMS and non-VDMS provinces, are included.

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
settlements. The Project will also extend this modified version of VDHS to an
additional 12 provinces. Given current coverage levels, the Project target to
increase program coverage to 85% of tie rural population is therefore a

feasible objective.

As mentioned earlier, the VDMS has made important contributions to increases
in contraceptive prevalence realized to date. Use of contraception is higher
in VDMS provinces than non-VDMS provinces, even after taking into account
urban-rural regsidence and educationsl sttainment. Moreover, VDHS services
heve been influentieal in chenging fertility preferences. Table A.4
demonstrates of pregnant or still amenorcheic women included in the DHS
survey, twice as many women in non-VDNS provinces had wanted to be pregnant at
that time compared to women in VDMS provinces. Although women in VDNS
provinces may desire fewer children then women in non-VDNS provinces, use of
contraception in VDMS provinces has not kept pace with this deaand. For
exanple, of the 271 of the women who were pregnant in VDAS provinces. 15.6%
had not wanted to be pregnant, reflecting unmet demand for family planning.
This large unmet need is an indicetion of the lag time between desire and

actusl use of contraception.

Table A.4: Unmet Demand for Family Plsnning, VDAS vs Non-VDNS

VDES Non-VDHNS
Pregnant or amenorcheic 27.2% kT Pa 3
(as a percentage of all women)
Pregnant or amsnorrheic 11.6% 22.5%
(wanted to be).
Unmet Demand for FP 15.6% 11.7%

The Project will conduct in depth qualitative research to better understand
and address this lerge gap in demand for and use of contraception. Given the
continuing high fertility levels in VDMS arees, the Project will also further
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 progrem coversge and planned improvements in the quality of
FP and NCH services delivered under the program will contribute ss well to the
achievement of GOM maternal and child heslth objectives: At the purpose
level, the Project seeks to incresse vaccination coverage from 87% to 95% of
infants 0-5 years old; reduce the number of infant deaths associated with
diarches by 50%; and incresse the proportion of women receiving prenstal care
and the proportion of medicslly supervised births from 25% to 50% .

Increasing the range and quality of services provided by VDHS is critically
important for the achievement of these objectives.

Under the revised service packsge for the planned 3,000 community service
sites, VDMS agents will motivate womsn and other community members regarding
prenstal care; identify and complete preliminary medicsl histories and basic
leb work for pregnant women; provide tetanus toxoid immunizetions; supervise
local traditionesl birth attendants; and refer women for prenatal
consultations. These sgents will also identify, treat and or refer cases of
infent disrchea; vaccinste infants 0-5; and provide counseling and referral
for IUD insection and femsle sterilization. The Project will finance
training, commodity and logistic costs to facilitate performance of these new
tasks by VCiS fieldworkers and to improve the quality, availability and

operational effectiveness of backup technicel referral and supervisory support.

A list of services offered is presented under Attschment 2 to this Technicsl
Analysis. The MOPH has extensive experience in delivery of the FP and NCH
interventions added under this revised service package. The technical
soundness of these interventions has been estsblished under AID assisted

programs worldwide.

Expecrience in Morocco has demonstrated that the use of mobile teams in
combination with outresch agents and point of contact at scheduled community
service sites is & cost-effective means of delivering services to the rural
population groups targeted under the Project. The Project will closely
monitor implementation of this revised multiple-component delivnry strategy,
however, to assure its continuing acceptability and responsiveness .o the
needs of the communities served. MNost importaat will be the addition to the
Ninistry's managemsent information system of @ usablc method for tracking
contracepting continustion rates at loccal provincisl end national levels.
Technical assistance provided for the NIS will focus on this as an early

output of sasistance.

Clinic Based Femily Plonning 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 Ninistry, in conjunction with the Netional Treaining
Center for Reproductive Health (NTCRH), installed IUD programs in
spproximately 600 facilities and expanded tubal ligstion services to 32
provincial centers. The 1983 Nid-term Eveluation of the Populstion and Family
Planning Support III Project and Assessment of the AYSC Voluntary Surgical
Contraception Program noted the high quality of NOPH clinical training end
services programs and recommended steps to increase aveilebility and.
utilizetion of these programs.
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Public knowledge and awareness of IUD insertion and VSC as family planning
methods is widespread among the Koroccan population. IUD 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 Ninistry'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.

According to the 1987 DHS, only 2.9% of married women use the IUD and only
2.21 have had tubsl ligation, in spite of the large number of married women
(approzimately 49%1) who have slreedy 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 en IUD or VSC. However, the
choice of contraceptive method in this age group still heavily favors oral
contraceptives. The mid-term evaluation and AVSC assessment reports identify
several reasons for this apparent contradiction.

First, as a result of geps in training eand diegnostic cepability, 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 & pelvic
infection. Difficulties in sccurately disgnosing these infections have proven
s barrier to IUD use. Although a valid medicel concern, the reported number
of serious pelvic infections among women seeking IUDs is disproportionately
high given that only en estimated 1.7% of women are storile. The absence of
up-to-date protocols, detailing under which conditions IUDs msy be placed,
further exacerbates this problem. Protocols in evidence at most sites are
primerily those which nurses received during their formal education. The team
reconmended, therefore, that scientifically based protocols be developed and
implemented, coupled with sppropriate training in the diagnosis and trestment
of pelvic infections and sexuslly transamitted diseases (SIDs), as a means to
increase use of this method.

The NOPH, with technital assistance provided by JHPIEGO, is currently
developing technical guidelines concerning the identification and management
of STDs and will issue revised protocols for IUD insertion following the
completion of this exercise. A second end related I0D training comstraint
concerns the lack of practice that many of the MOPH physicians and nuises
trained in this procedure heve had in ectuslly carrying out insertions. This
coupled with the chenges in IUD models provided by the MOPH, has lead to an
erosion of their skills and reed for refresher training. The Project will
finance technical and refresher training for MOPH physicians and nurses to
address these construints.

Provider reluctance, although to a lesser extent, also inhibits provision of
tubal ligation services. This is due in part to strict application of
conservative MOPH criteria which place minimum requirements on the age, number
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and sex of children for women receiving VSC. Given the large unmet demand on
the part of women who currently conform to this criteris, this MOPH policy is
not viewed as a major constrsint to the program at present. However, lack of
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. MNany of the
fecilities offering IUD services are poorly configured and equipped.
Furthermore, slmost SO% of these facliities in rural aress do not have
electricity, creating serious problems with lighting and electrical equipment
needed for IUD insertion and other clinicel procedures. The problem with VSC
centers is more linked to their location primarily in urban arcas and the
frequent lack of availability of these services because of other demands
placed on physician and operating room staff trsined in the procedure. Still,
analysis of existing unmet demand indicate that additional VSC sites are
required for province3 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
oversight of progrem referral and technical supervision getivities. Referral
systems for family planning snd other clinical services have baen largely
ineffective. Although general knowledge of IUD and VSC is increasing,
li;niticant'difterontiull exist between spontaneous and prompted knowledge of
thess methods. Even when prompted, only 43.2% of rural women both know of IUD
and VSC and of & source to obtain these services. In addition, when referrals
ere given there is no follow-up to determine if women referred actually
recaived the medical consultation, IUD insertion or VSC recommended. Little
distinction is made between clients having been reZorred 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 & considerable
percentage of their time on routine ob/gyn consultations which could be

managed at lower levels in the system.

The NOPH has taken steps to improve pr...am asnagement. The director of the
femily planning reference conter, an ;0472 physician, hos been roassignod
technical oversight responsibility fcr ¢! “amily planning activities at the
provincial level. Pamily planning relwu::os) and follow-up responsibilities
have been clarified and reference cenfer staff will be more actively involved
in field supervision. Improved training in IUD and VSC motivation and
counseling for VDNS fieldworkers will provide further improvensnts in this
area. Given MOPH successful completion of planned clinical training for
physicians and nurses, use of IUD and VSC should increase both in numbers of
users and as a proportion of oversll contraceptive prevaleance, and the
Kinistry should experience little difficulty the expansion of these prograams

as proposed under the Project..
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Maternal Health Services

The GON has identified reduction of infant mortality to~"below 50 deaths per
1000 births as the overciding gosl of MOPH maternal child health programs
included in Ministry‘'s 1988-1992 Development Plan. Over the past decade,
Morocco has recorded sustsined 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 congenitel abnormelities and hereditary
diseases, are unavoidable. However, s certain percentage, those related to
treuma during delivery, are preventsble through effective prenatal education
programs leading to identification and referrel 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 haalth professional. Here too, wide
veriations are reported for urbsn and rural eress in prenatal care--48.2% in
urban aress as opposed to 12.6% for rurel communities; and assistance at
birth--56.2% vs 10.61. PFurther analysis of who provided labor and delivery
mensagoment revealed that 57.7% of all deliveries were attended by traditional
birth attendants (IBAs). Approximately 20% of births were with nurses or
midwives and about 6% were with doctors. An additional 161 were identified as
“other” which, according to officials managing the survey, generally refers to
other family members and aeighbors.

These dats have been useful in assisting the MOPH to refinc 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: ) improved training of VDHS
fieldworkers and clinic steff and incorporation of prenatal care under the
revised VDHS service package; b) improved identification, documentaticn and
referral of high risk cases; and ¢) improved and sxpanded service capability

at existing fecilities and delivery sites.

The Ministry has designed au in-service training program with emphasis in the
areas of prenstal care, delivery and postpartum care. During the fall of
1988, training of trainers was completed for s team of 210 trairers, 60 froa
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 treining 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 systemsatically guides staff et
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 sppropriate
site for delivery and assures continuity of information, with regard to a
woman's pregnancy, during routine prenatsl consultations and in the event of
referral; and facilitates effective supervision and client follow-up.

Finally, to improve service in rural areas, the HOPH will increase the number
of existing facilitics equipped with at least one matarnity bed along with
related lcbor and delivery equipment. The Project will assist the HOPH, in
this regard, by financing the remodelling or upgrade of 24 rural dispensaries
and heelth 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 hes determined that the designs and plens for proposed
fecility renovation and lighting activities are techaically sound, and that a
reagonably firm estimate of the cost to the U.S for this assistance has been
developed. A detailnd description of proposed facility renovation and
lighting assistance is presented in the Administrative Analysis.

S.  AIDS Prevention and Control

Although health officials in Morocco have been cognizent for several years of
the threet posed to Morocco by worldwide increases in the incidence of AIDS,
the GOM was initially slow to admit officielly that AIDS and HIU infection
exist in Norocco. Cases were not formally reported to WHO until 1983. Since
that time, however, the GOX has allocated $1.5 million towards AIDS prevention
activities and reslized notsble accomplisiments in the plenning end
implementation of an impressive arrasy of programs. In June 1988, USAID
scheduled Assessment Nissions, under the AID/W AIDSCOM and AIDSTECH project
contracts, to review GON progress to date and in identifying requirements for
additional donor assistance in this effort.

Since 1little 18 known about the sexual behaviors of Horoccsns, the Assessment
Team recommanded that studies be undertaken to determine the nature and extent
of bshaviors that result in HIV traasmission. The Project will finance
completion of these studies. A valusble by-product of such studies is the
working linkages established with those persons being studied. Bfforts will
be made to msintain and strengthen thase contacts once the studies are
completed. In reviewing steps taken by ths GON to prevent secondary
trangoission, the team determined that measures currently being taken by the
MOPR to protect the Moroccan blood systeam were technicslly sound.
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Blood screening is now routine at university hospitels in Rabat and Caseblanca
snd will soon be extended to 15 sdditional sites. Technicians st 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 ass’stance of a long-term advisor provided
under the collaborative asgreement between the MOPH and the National Blood
Transfusion Center of Prance and the Government of Frence. The Project will
finence additional commodity and treining assistance to complete extemsion 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: 4a)
esteblishment of a system for maintaining the coafidentiality of blood test
results; b) strengthening the system for reporting communicable diseases of
public heslth importance to a centrsl 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 hoalth venues which routinely see or interact with
women. The Project will finence technical aessistence and training to address
these issues, including short-term and acedeaic training in epidemiolcgy at
U.S. universities, and improve STD screening diagnosis and cese mansgement ln

MOPH femily planning and HCH centerc.

Finelly the team recommended that the GO develop educational end training
materials for the general public, specific at-risks groups and for health
workers at every lovel of the system. Spocifically to be provided under the
Project is continuing medical education for physicians end protocols regarding
trestaent, counseling, and confidentislity. The teem rocommended that thase
public educstion end treining ectivities be limited to a long-term, low key
effort to inform the general public, education in neture, to correct
miscoaceptions about AIDS and HIV infection, end to add information as the
public demonstrates growing understanding. Draving agein on the talent end
availebility of local private sector reseerch and advertising firms, the

Project will finance development of these educetional materials.

6. Clinicel Training

Morocco hes developed extensive infrastructure to provide professional
training for physicians, nurses and associsted technical steff. During Merch

and April 1989, consultants under the AID/V Population Technical Agsistance
project and the Project 0171 finsnced RONCO Femily Planning Training Contraects
completed evaluetions and assessments of short-term femily planning training
programs conducted by the NICRH and the Ministry and of basic and short-term
femily plenning training programs for NOPH nurses. In each case, the
consultants found didactic materieles and training content to be technically
sound and comprehensive; training staff highly competent and motivated; and
organization end implementation of treining progrems handled in a professionael

aanner.
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The ares of clinical experience, however, has been more problematic. To date,
clinical update and in-service training has been highly centrslized snd little
capacity exists to provide this training at the regional or provincial level.
Numerous physicians and nurses have received the necessary technical

training. However, additional training in academic skills is required to
enable these clinicians to organize snd carry out in-service training for
locsl staff. The MOPH has also experienced difficulty in sssuring sdequate
caseloads, during clinical practice components, for courses held at regional
and provincial levels. With the exception of students rotating through the
NTCRH, the two national medical school tesching prograas have experienced
similar problems. Although instruction in femily planning service delivery is
included in course content, family planning services are not routinely
evailable in maternity hospitals st the university clinical campuses in Rabdat

and Casablanca.

The MOPH clearly possesses the technical end operationsl skills to carry out
training activities proposed under the Project. Since 1984, the Ministry,
with technical assistance and local costs provided under Project 0171, has
completed basic technical and refresher training for over 4,000 nucses,
representing spproximately 26,000 training days for training of trainers and
gsecond generation trainees. Over this same period, the Nationsl Treining
Center for Reproductive Health (NICBH), a JHPIEGO Regional TIreining Center
providing training for physicians, nurses and technicians in female
reproductive health, has trsined 169 obstetricisn-gynecologists and surgeons
in lapsroscopic tubal ligation and 310 nurses and technicians in operating
room techniques and family planning information and services.

The Project will increase decentrslization for NOPH clinical training
sctivities. Regional Physician and Nurse Training Centers will be established
on the cempuses of B provincial nursing schools. To strengthen clinical
practice components of course content, the MOPH will incresse coordination
between the provincisl nursing school and family planning program management
staff, particularly staff from family planning reference centers. Family
planning reference centers will serve as the principal clinical site for all
provincial level training in family planning. Activities currently underway
to strengthen referrsl procedures and follow-up and to incresse MOPH steff
competence in the disgnosis end management of veginal infections and other
STDs will result in consistently higher case loads at these family plenning
reference centers.

In eddition, the Project will finence trsining in academic skills and training
program mansgement for MOPH physician and nurse trainers sad faculty end
clinicel campus staff from medical school teaci.ing hospitals in Rebat and
Cassblance. The Project will also install family plenning service units at
the two university clinical campuses.

7. Information, Communicstion and Bducstion

The TEC soctor has been the weskest link in Morocco's successful family
planning program. The Nid-term Evalustion of Project 608-0171 described the
Ministry's IEC objectives as unclear and and lacking specific gosls and
objectives. The team recommended that the focus of Kission strategy for IEC
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assistance to the HMinistry be revised at all levels. A mcjor concern
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
communications and the service has been unable to carry out this role.

Given these difficulties, the Mission has assisted the MOPH in decentralizing
FP snd MCH promotion and fieldworker communication activities. Following s
slow start-up and a great desl of administrative reorganization, the MOPH has
began to essign increasing importance to the value of effective information,
communication and education ectivities in promoting incressed swareness and
use of the Ministry's priority FP and MCH service programs. Nuch of this new
enthusiasm can be directly sttributed to the series of highly successful
national vaccination campaigns carried out by the MOPH in 1987, 1988 and 1989.

The campaign atmosphere resulted in the Ninistry breaking new ground in
several areas. With funding and technicsl assistance provided under Project
0171, the MOPH brought in communication expertise from the Noroccan Institute
of Journslism to assist the Ministry in developing promotion strategies and
plans trsined health workers in “socisl marketing,” used private advertising
sgencies and professionsl research firms in designing and testing promotion
materials, steged medis covered events, briefings and press relesses, and made
effective use of & variety of nstional, regional and local medis channels.
Drawing on these experiences, the Project will implement and eveluste the
impact of s limited number of strategic promotion messsges for KOPH priority

programs.

Under Project 0171, USAID has provided technical sssistance to the MOPH to

refine promotion strategies for the Ministry's veccinstion, ORT, family
planning, pregnsncy monitoring and birth surveilance, bresstfeeding and infant

putrition programs. Based on further snalysis of DHS data and findings of
merket and behaviorsal resesrch conducted over the past three years by the MOPH
and private firms, the NOPH has tergeted the following three key areas for IEC
assistance under the Phase IV project: s) improved PP and NCH promotion
materisls for illiterate and semi-literste women, including clients and
teaditionsl birth attendsnts; b) local snd regional specific radio
programming, with limited reinforcement through general promotionsl messages
on the two national IV chsnnels; c) improved health worker treiuing in
effective communication skills; and d) effective IEC tools and visual asids for

health workers and clinic staff.

The need for high quality printed materisls for illiterates results from the
extremely low rate of female literacy in Morocco. In self-sssessments offered
by the spproximately 7,000 women in the DHS sample, approximately 6% read with
no difficulty, snother 4% with limited difficulty ead fully 90% do not read at
all. Guided presentation of simple print materials by treained health workers
is therefore one of the few options available to the MOPH to communicate more
deteiled information on the use of specific family planning methods and MCH
{nstructions not readily conveyed through mass medis chennels. The DHS
reports that 68% of women sampled routinely listen to local radio broadcasts
and 44% watch TV at least once per week. The significant sudience coversge by
Moroccan redio and TV provide complementary options for FP and MCH promotion.
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The private sector will play &« msjor role in the development of both IEC print
and sudio-visugl meterisls planned under the Project. Private medis services
in Morocco have grown considerably in the past decade.- Norocco is the only
country in Africa with the exception of Gabon to have s privetely ownad and
operated radio ststion, and is the only country in Africa with a private
television station. This medis hes resulted in an active private sector in
the field of product promotion as well as market research. Over the past
several months, these agencies heve been more active in marketing social
igsues 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 remsin. Tha organization of snd selection of focus
groups for example will benefit from technical sssistence 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. Redio has s larger and more diversified audience, more
widespread then television. Produced regionslly, redio favors
decentralization ir production of messages and programs and can reach rural
asudiences in several leangusges. In terms of cost per person resched, radio
spots and programs are much less expensive than television, end evea print
materials. Also, for s relstively small investment, the Hinistry can produce
the bulk of unedited program content, with final editing snd production
conpleted in existing commerclcl of pubic facilities. Similarly, production
can be "portable” requiring little more than a good microphone and tape
recorder tc collect and test local level content and receive instant feedback.

Unfortunately, both radio and IV are used less freguently by rural, illiterste
women, & key target group of MOPH programs. The key contact in choosing to
use femily plenning in Morocco remains the femily and contact with the heslth
worker. Thus, essuring the availsbility of simple visusl aids snd promotion

materisls st this level will continue as s top priority of MOPH IBC sctivities.

8. Increased Private Sector Involvement in the Financing and Delivery of
Services

Social Merketing

The private pharmaceuticsl sector in Morocco is quite sophisticated and offers
.a wide variety of manufacturing snd marketing infrastructure which complements
the policy objectives of the MOPH. HNajor sultinational pharmaceuticsl
msnufacturers are active through local representatives and subsidisries. At
present there are 17 brands of orsl contrsceptives, 2 IUD models, &
long-acting injectable contraceptive product, three major brands of condoms, &
locally produced ORS product snd several imported locslly mixed weaning foods
on the market. The private secior currently supplies approximately 30% of
contraceptives used in Morocco. This percentsge represents a slight decline
during the past few years, due to incressed public sector distribution in
rural aress. Current sales levels have been maintained, however, in the
sbsence ot effective resesrch, marketing and promotionsl activities and in
spite of relatively expensive product ssles 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 pharmscy representatives on the
development of alternative sales arrangements in under-served rural sress. A
local pharmaceutical firm has already prepared plans, with USAID assistance
and MOPH approval, for a subsidized condom sales program and will begin ssles
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 survivel supplies. The project
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
woere examined during an April 1989 CSN assessment visit undsr the AID/W SOMARC

II Project:

- Promotion of an existing orai contraceptive brand by the local
importer or manufacturer.

- Promotion of & new, locally-productsd or imported social marketing
pill brand at a low price.

- Promotion of seversl locally available oral contraceptive brands
from different manufacturers.

- Promotion of a USAID-donated and potentially a locally- menufsctured
oral contraceptive brand.

The assesement report recommends the development of s CSN program focusing on
the promotion of locally available oral contraceptives as the most feasible
spprosch to providing several OCs to low-income consumers at an affordable
price and to making the entire OC market more sccessible to the project's

target population.

Seversl technical considerstions figure prominantly in the assessment teea's
recommendation. The number one private sector orsl contraceptive brand,
spproximately 950,000 cycles in 1988, is s low-dose biphasic product. This
'pill is the commercisl equivalent to Lo-Femenal, the low dose formulation
around which the MOPH and AID world wide progrems have standardized to reduce
side-effects aud adverse heslth consequences sssocliated with oral
contraceptive use.

Two of the 3 pharmaceutical firms producing orsl contraceptives in Morocco
currently manufacture low dose pills and the third firms currently has a
licensure agreement for a low dose pill and could introduce this product with
little difficulty. Promotion of several local availsble orsl contraceptive
(0C) brands from different manufacturers provide. ..Yeral OCs to low-income
consumers st sn affordable price, snd since sll or most of the major firms
participate, the entire OC market becomes more accessible to the project's
target population. Offering a range of high- quality products on a continuous

A

A_
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basis clearly increases program impact on contraceptive usage and overall
prevalence. Existing promotionel and distribution schemes can be used, and
the project benefits from the experience, goodwill and brand image already
established in the marcketplace.

Given the relatively high number of oral contraceptive brands already in the
market, there is a strong technical srgument against the introduction of a
USAID-donated product or a new locally-produced or imported pill brand by a
new firm. AID currently supplies two products for commercial retail sales
programs, Norquest and Noriday. The formulation of these pills differs from
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 privete supply sources. :

Finally, introducing & new product and distribution or manufacturing partner
in the process, lacking experience in menufacturing and marketing OCs means
thet substantial investments would have to be made in both aress. Licensing
agreements, manufacturing capability and quality control procedures would all
have to be put in place.

Bxpanded Insurance Coverage

For private providers of heslth cace to pley en expanded role in the delivery
of health secvices, it is essential thet an effective demand exist for their
ssrvices. This implies 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 & fee is through effective heslth
insurence program. Third-party insurance coverage i{s an important component
of the Moroccan heslth care market, with spproximately 13% of the population
covered by private health insurance and an additional 8 - 10% under government
"mutuelle” or company self-insurance plens. As e result, over 4 million
Noroccan employees and dependents benefit from some form of their party
reimbursement for their health care expenses.

Given the abundant supply of doctors end the magnitude of private funds spent
on health care, approximately 50% of ceported expenditures in the sector, it
is somewhat surprising thet there is not more activity n the private health
insurence arens. In feact, the industry sppesrs to have stabilized, with
coverage rates remsining relatively comstant during the past seversl years.
Accordingly, the project will eveluate current constraints to insurance
expansion and assess prospects tor health maintenance programs and slternative
privete heelth delivery systems. A fdeteiled feasibility study will be carried
out to compile dats on the means of and risks associated with expansion of
pcivate health insurance, under & variety of options, to & given population.

Beginning with the developnent of preliminary criterie to identify new target
populations that can be enrolled in group plans, the Project will fineance
studies of actuarial considsrations, premiun levels, copayments, utilization
and provider arrsngements, etc. to ensble . elopment of financial projects
which could be presented to potentisl investors. Since & feasibility study
for expansion of health insurance includes many of the el¢ments of a
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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
current private insurance programs as well as the development of an HMO.
Essentially s “dual track™ approach lis being proposed, permitting AID to
follow either or both, as opportunities present themselves.

A ey technicul issue which will be addressed during execution of the planned
feasibility study is the development of recomrended procedures to monitor and
control the health care provided under proposed insurance options, with
respect to cost, utilization, and quality. Cosat and utilization can be
somewhat controlled under the HMO model by involving the doctors in the
financial risks and benefits of the HMO. It is critical, however, that
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
escalation in the costs of providing care. Under this model, particularly in
e first "dollar“ health insurance coverage situation such as that found in
Morocco, the consumer of health care is loss constrained by price and tends to
over consume health services at the time of illness.

Therefore, the project, in conjunction with the planned assessment of
constraints to the expansion of private health insurance, will finance

technical sssistance and local costs to develop procedures enadling more
effective monitoring of the quality and appropriateness of health care
provided under the various insurance plans in Morocco.

The sbove reflect the rationale and technical soundness underlying the
interventions planned to increase the effectiveness of family planning and
mother child health services and the GON's AIDS prevention prograa.
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ATTACHMMENT No. 2

Fanily Plenning g) School end environmental hygiene

- Patient history; - BCG vaccination;

- Family planning promotion; - Vision taesting;

- 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 sgpots;

- Care and treatment of minor
wounds and lesions, etc.

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 veccination.

National Immunizetion Program i) Health promotion
- Vaccination follow-up; - Health mepping;
for infents and children - Administrative information;
- Children immunizetion veccination; - Public relations;
- Health education.
Disrrhes Control J) Supervision and training
- Screening; ~ Community agents;
- Ireataent of common cases; - Ireaditional midwives.

Referral of serious cases;
Health education.

Nutrition promotion

- Weighing;

- Screening;

- Mutrition education;

- Treatment of moderste cases with Actamine S;

- Surveillance of modersate cases by weighing;

- Referral of serious cases;

- Provision of Vitamine D2 for control of rachitism;
- Provision or referral for Actamine 5.

Control of infectious diseases

- Sereening by:

- TB testing (bacilloscopy):

- Urine analysis (bilharziosis);

- Nalaria testing;

- Referral of suspect cases for treatment;
- Adainistration of treatment

- Follow-up of cases;

- Worm and microbe surveillance;

- Epideniological survey of detected cases.
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ANNEX 3
ECONOMIC ANALYSIS

The project is economically justified on the basis of (1) benefit-cost
analysis of fertility reduction and related improvements in maternal child
health, and (i1) cost effectiveness of proposed project interventions. The
benefit-cost analysis was based on project benefits, defined as the savings in
public expenditure on health and education associated with a birth averted, as
compared to the costs of the proposed project. It demonstrates that
investments in family planning in Morocco represent very high rates of return
and compare very favorably with alternative public sector investzents.
Concerning the mix of project {nterventions, the use of rural digpensaries,
health centers ard VDMS in conjunction with mobile teams appears to minimize
costs per rural beneficiary. Therefore, the revised GOM outreach strategy
based on mobile units is economically sound as discussed below.

1. Benefits of Fertility Reduction

James C. Knowles of the Futures Group and Ahmed Benrida, Chief of the Human
Resources Division of the Ministry of Plan, collaborated in the development of
the Moroccan Human Resources Planning Model which was used to project benefits
and costs for alternate population projections. (See Appendix to this

Anpex). The model calculated only the benefits to the government through
reduced government expenditures on primary education and health made possible
by slower population growth. It did not calculate private benefits or costs.
The costs to the government are the funds expended in the health budget for
family planning prograas.

The results of their model are dramatic. There is a payback period of only
two years. Benefits from reduced health costs are experienced almost
immediately from a decline in fertility. The internal rate of return is 163
percent after only five years and 18 175 percent for the twenty-year
proiection period. This analysis shows that there is a high return to
investment in family planning in Morocco. The benefits are high, reaching 264
million Dirhams per year by the tenth year, and they persist into the future.
Cumulative bepefite net of cumulative costs amcunt to over 2 billion Dirhams
in twenty years.

The family planning costs per user to obtain the desired fertility reductions
are cstimated for each commodity (pill, condoa, IUD, sterilization) to reach
the necessary contraceptive prevalence level. These costs include the
wvholesale price of the commodity and its distribution costs. The estimated
full costs are approximately the same as typical private sector pharmacy
prices. The benefit-cost ratio exceeds one after only five years if these
cost estimates are doubled. FKnowles further states, “Even if family pianning
cost per user wWere ten times higher (i.e., higher by an order of magnitude),
the benefit-cost ratio would exceed ome by the year 2004,"
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The inescapable conclusion of this apalysis is that an effective family
plaoning program has a rate of return which makes it a priority investment
relative to almost any other investment one can imagine in Morocco.

2. Probable Impacts from the Expansion of Coverage

Through this project, the family planning maternal child health outreach
program will be funded at & level which permits improved coverage of rural
populations currently in the program and an extension of coverage to all but
fifteen percent of the rural population in 42 provinces. We estipate that
coverage will increase froa about five million rural people currently to 852
of the total rural population of 14.1 million in 1992, Benefits will thus
accrue to twelve million rural inhabitants.

With respect to contraceptive prevalence, rates should quickly rise to no less
than current acceptance rates of about 28.5% (modern msethods only) among rural
populations Dow reached by tbe program. With a sodest improvement in urban
coverage from non-VDMS sources, overall prevalence rates should rise to 432
(modern methods only) nationally as cospared to 30% in 1988. Based on
experience in other countries, this should result in a reduction in total
fertility from about 4.4 to 4.8 currently to the 3-3.5 range as couples
achieve desired family size more often than is now possible.

As stated above, increasing program coverage of rural populations from the 502
to 703 now typically covered in VDMS provinces to 85 coverage of rural
populations in all provinces, should raise contraceptive prevalence rates in
rural areas from 20X (modern methods only) to 27%. However, if contraceptive
prevalence rates in the oldest VDMS provinces can be achieved nationally, the
overall rate can be raised to 43% in rural areas and 452 nstionally with
virtually oo change in curreat urban contraceptive prevalence.

The reduction in fertility from such changes in prevalence rates is not a
simple relationship, but countries with eimilar 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 25% declinme in fertility, thus reducing the
crude birth rate to only 25 or 26 per thousand (from 34 per thousand
currently). With a contiouing decline in the crude death rate also likely
from 10 per thousand now to as low as 7 per thousand, the annual growth rate
would drop from the 2.4-2.6 percent range to about 1.8 or 1.9 percent.

By the end of the project, the nusber of births averted would equal as many a8
225,000 to 250,000 annually as a result of the family planning maternal child
health outreach program. This is & considerable decline in fertility with
malor implications for population distribution and requirements for public
infrastructure, especially in primary education and maternal child health
care, as discussed in Knowles and Benrida.

The cost of achieving this fertility reduction and supporting improvements in
maternal and child health is a recurrent budget eatimated to increase
gradually from $13.2 million to $17.5 uillion annually by 1995 with modest
investments in facilities and equipment during the project estimated at ounly
$1.5 million. :
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3. Evidence of Pertility 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 prograas is successful in reducing
fertility, then it should be supported up to the point at vhich additional
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
34 per 1000 in 1987 from 49 per 1000 in 1965 and 44 per 1000 in 1980, Much of
this improvement is undoubtedly attributable to the increase in contraceptive
prevalence, which in turn is partly due in recent years to the expanded access
brought about through the VDMS program.

Evidence for the impact of the program is the data comparing VDMS and non-VDMS
provinces. Contraceptive prevalence 1is higher in VDMS provinces as presented
in the technical analysis section. There has been no attempt to coatrol 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.
However, the raw data suggest that the program has been very effective in
raising contraceptive prevalence rates.

Additional operations research in the field on the different mpethods 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
ultipate impact of changing socio-economic conditions and the family planning
progras.

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
analysis by Knowles and Benrida shows, the cost of reaching isolated
populations would have to exceed ten times the current average cost before one
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
groupe are being reached quite economically through mobile teams at regular
contact points. (A discussion of cost—effectiveness igsues is provided
below.). Thus, the case for near universal coverage, whether through public
outreach or commercial programe, is compelling.



5., Benefits and Costs of Maternal Child Health Care

The provision of additional paternal child health care as an integral part of
the VDMS program yields benefits both in terms of reduced morbidity and
mortality among mothers and children and in terms of reduced fertility due to
improved health conditions wvhich make couples more secure in having fewer
children than under poor health conditions. These effects add to the
{ncreased child survival which results from reduced fertility because there
are fewer high risk births.

The integrated FP/MCR strategy of the GOM is well cstablished and continues to
evolve approaches and delivery pechanisms. The benefits from improved health
care for rural populations at general public expense accrue to individual
beneficiaries and to society. The cost of providing these health care
services 1s added to the cost of providing family planning services for this
project. Benefits from fertility reduction alone are gufficient to carry the
added cost of such health care provided at the same time as the family
planning services.

6. Program Mix - Cost-Effectiveness of Alternative Approaches to the
Provision of Family Planning and Maternal Child Health Care

The issue of the most cost-effective progras mix is complex and merits careful
study in itself during implementation of this project. Preliminary date from
a Futures Group study of costs for providing the family planning portion of
this program show the {.llowing average costs per user for different
approaches.

Annual Cost per User Estimates, 1987
Family Planning

Fized Facilities (ambulatory only)

Avg. Cost/User # Users
Dispensaries - urban $ 7.53 142,713
- rural $25.18 110,576
Health Centers - urban $11.29 42,487
- rurel $30.82 23,967
Reference Centers $34.71 16,047
Itinérants (VDMS)
VDMS - urban $35.18 51,203
: - rural $27.65 111,120
Mobile Teams $11.29 38,129
Cost per user, all public asbulatory $20.35
services
Total Users 536,242
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These data indicate (1) that rural eervices 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 fizxed facilities or VDMS. The appareant
anomaly of VDMS costing more in urbsn areasg 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 progras.
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 VDMS
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 populationms.
This implies a la=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 tbe 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 coetly (and thus permit greater coverage for the same budget amount)
than reliance on the use of home vigits 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 “he
transportation cost of the home visitor 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.

Attenpting 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 (417,320,000/year) ve. 55,716,200 DH or

\gb
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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 rur¢l health
centers would require significantly greater initial investment in
infrastructure and, if preliminary cost per user data is correct, higher
annual costs than the mobile team strategy employing regular contact points.
As an indication of the differences in cost, 57.82 of the rural population is
now more than 3 kilometers from a dispensary or rurel health center.

If the GOM wanted to provide coverage for all but 10X 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 dispersiom 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
S kilometers, frou fized facilities (varying by locality and terrain), and
strengthening of the referral system to provide a higher level of care than
the outreach program can make available st contact points.

Further reflnement of this coverage strategy is called for. For exawple,
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
preliminary data indicate. Continuing operations research combined with data
on fertility behavior to gauge program impact will help refipe the strategy
not only in terms of fixed facility vs. contact point vs. VDMS but also in
terms of best approaches in assessing and meeting clients' requirements for
contraception.

Finally, in order for the MOPH to refine its coverage strategy, the
cost-effectiveness data should be extended to the full range of preventive
health care and basic curative services offered through these modes of FP/MCH

delivery in rural areas.
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Rural
Dispensaries

Rural Health
Centers

Mobile Teams

NEW MOPH RURAL STRATEGY IMPACT

Current Simple

Program 1987 Program New Annual Cost

estimated Expansion Strategy (000's of dirhams)

Pop. Served Users Pop. served Users Pop. served Users Col.(1) Col. (2) Col (3)

(1) (2) 3)
N
1,835,290 110,576 3,334,700 225,030 3,391,500 228,860 23,663 48,156 48,976
i

848,000 23,967 1,540,800 103,970 1,484,000 100,140 6,279 27,241 26,237

1,646,710 111,120 3.871,250 261,230 2,020,900 136,370 26,113 61,389 32,047

' .

685,000 30,129 1,610,350 106,670 3,460,700 233,530 3,660 10,432 22,419

5,015,000 283,792 10,357,100 698,900 10,357,100 698,900 59,715 147,219 129,t7§

o
~y




projections. The projected differences in public costs between
the two sets of projections wers assumed to represent the
potential benefits accruing to the public tresasury from adhering
to Ehe more rapid fertility decline scenario (i.e., the Medium
variant):

3) Public sector fanily 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) wvas
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 wvere computed for each year of the
projection (see Table 1).

A fuller discussion of the methodology employsd and the
assumptions made is provided in a technical appendix.

Resulys

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 pericd is twvo years). Benefits in tha form
of reduced health costs (e.g., maternal/child health) are
experienced almost immediately from a decline in fertility, while
benefits in the fora of reduced primary education costs begin to
be felt after saven 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
twventy years (2007). Even a doubling of the estimated family
planning costs per user does not significantly alter the
qualitative conclusions raached by the analysis (the benefit-cost
ratio would still be above one by 1992). Even if family planning
cost per user wvare ten times higher (i.e., higher by an order of
Ragnitude}, the benefit-cost ratio would exceed one by the year
2004.

3) The internal rate of return is 175 parcent for the
tventy-year projsction period and is 163 percent after only 5
Years (tha inte.nal rate of return so high because of the rapid
payback period).

4) After ten ycars (1997), the projected annual benefits
excead 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;



S) By the end of the twenty-year projection period (2007),
the cumulative benefits of lowver fartility exceed the cumulative
costs by over 10 billion Dirham (even disco:nted cumulative
bznotit- exceed discounted cumulative costs by over 2 billion
Dirhans).

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 étronger 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
wvhich 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.

conclusions

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
incresse from 29 to 38 percent by 1994 (an increase of 31 pesrcent
in only seven years) and that this rise in prevalence will entail
increases in public sector family planning costs froa
approximately 74 million Dirham in 1987 to 105 million Dirham by
1994 (an increase of 42 percent).

N



Appendix: Technical Notes

Bopulation Projections

The population projections presented in Table 2 were obtained
using a cohort-component population projection program developed
initially by the Research Triangle Institute (Wolowyna, 1588) and
adapted for inclusion in the Moroccan Human Resourcas Planning
Model. Thera are slight differences between the projections in
Table 2 and those produced by CERED due to the use of different
computer programs. In both cases, the actual projections vere
made 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 vere linearly
interpolated to obtain single year of age projections for the
intervening years (e.g., 1982, 1983, 1984,...). The single year
of age projections were used as input to the education sector
Projections, as explained below.

Education

The education sector projections vere made using the EDUC model
(Knovles and Benrida, 1986), which is also part of the Human
Resources Planning Model. EDUC’s methodology is similar to that
developed by UNESCO saveral years ago, i.e., a grade transition
model is employed, vhich moves children through the school systenm
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 provides
very detailed projections of both recurrent and capital costs,
vith rscent parameter values drawn froa unpubl ished World
Bank/Ministry of Bducation projections and from Benrida (1985).
The projections in Table 3 are based on the assumption that the
initial enrolment rate (i.e., the ratio o2 enrolment in grade one
to children age 7) rises from 0.80 in 1987 to 1.00 in 2007 (i.9.,
increases by 0.01 each year), so that primery school enrolment is
assumed to be virtually universal by the end of the projection
period. 1If the initial enrolment rate vere heid constant, the
benefit-cost ratios would be somevhat lower (however, this would
be contrary to GOM policy and to recent trends: from 1972-73 to
1982-83, the initial enrolment rate increased from 45% to 75%).

Health

The health sector model is drawn directly from the Human
Resources Planning Model and is fairly simple in structure.
Essentially, it applies exogenous service ratios (e.g.,
population per physician) to projections of the total population
to 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 (Ministere du Plan, Mars,
1987). The ratios used are as follovs:

Service Ratio 1987 Norm (2005)
Population per Physician 7487 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 Dirham, are projected
as a function of the number of public sectcr physicians (Docs),
hospital beds (BEDS), health centers (CENTERS) and dispensaries
(DISPENS), estimated with 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 + 0.918S*CENTERS + 0.2868*DISPENS
(4.12) (2.94)

+ 0.04483*BEDS + 0.2953%*DOCS
(3.80) (4.90)

N=17 R%2=0.99
Capital costs [CAPITAL), in millions of Dirham, are projected as
a function of changes in the number of hospital beds, health
centers and dispensaries, with the parameters estimated from
historical data for the period, 1968-84:

CAPITAL = 170.947 + 1.371*(CENTERS-CENTERS[~1))

(1.21)
+ 1.626* (DISPENS-DISPENS(~1])) + 82.875# (BEDS-BEDS[~1)
(2.95) (1.42)
N =17 R? = 0.44
ramily Planning

PFamily planning costs are projected with the family planning
submodel of the Human Resources Planning Model. This model is
essentially the age-specific version of the Target model
(Bongaarts and Stover, 1986) and is used to project levels of
contraceptive prevalence and numbers of contraceptive users
consistent with a particular pattern of fertility decline. The
1987 DHS survey (i.e., Ministere de la Sante Publigue, 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 froa the public sector are

Y
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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 AMPF), 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 condoms
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 0.13). The number
of sterilizations performed each year is assumed to depend on the
increase in the number of sterilization users, the proportion of
previously sterilized women who drop out each year (due to death,
divorce, widowhood), and the number of sterilized vomen 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 VDMS commodities, which have
been exanined in some detail (EXPERDATA, 1988), vere used to
calculate full cost to vholesale price ratios for pills, condoms
and jud’s. The resulting full cost estimates, along with typical
private sector commodity prices are as follovs:

Commodity Wholesale Estinated Private Sector
Price Full Cost Price (Pharmacies)
pill 1010 Dh- ’ ..‘2 Dh- 7-90 - 16-60 Dh-
~ Condon 0.44 3.37 bh. 3.50 Dh.
IUD 7.53 57.62 Dh. 70.00 Dh.

The estimated full costs--8.42 Dh. per pill cycle, 3.37 Dh. per
condom and 57.62 Dh. per IUD inserted--were used to project the
costs reported in Table 5, along with an estimate of 250 Dh. per
-sterilization perfcrmed. 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 (VDMS).

Benefit/cCost Calculations

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). 1In 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 exparienced up to an including the year for
vhich this measure is calculated (as with 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:

BENEFITS
COSTS
CUMBNFIT
CUMCOSTS
DISBRFIT
DISCOSTS
BCRATIO
IRR

PERIOD/

1987
1988
1989
1990
1991
1992
1993
1994
1995
199¢
1997
1998
1999
2000
2001
2002
2003
2004
2005
2006
2007

Benefit Cost Calculations

Current Benefits

Current Costs

Cumulative Discounted Benefits
Cunulative Discounted Costs
Discounted Benefits
Discounted Costs

Benefit-Coat Ratio

Internal Rate of Return

BENEFITS COSTS* CUMBNFIT
(Dirham/1046) (Dirham/1046) (Dirham/1046)
0.000 1.7690 0.000
4.2213 3.971 4.223
10.1359 6.238 14.582
18.123 8.640 32.705
27.569 11.174 60.274
38.765 13.832 99.039
53.797 16.615 152.836
95.927 19.523 248.763
150.002 22.560 398.765
216.735 25.731 615.499
292.745 29.029 908.244
385.675 32.457 1293.919
485.148 36.021 1779.067
596.467 39.728 2375.834
719.871 13.582 3095.405
854.7132 47.%575% 3950.137
1007.831 $1.705 4957.968
1172.820 55.955 6130.789
1352.726 60.299 7483.515
1549.663 64.715 9033.178
1767.135% 16.456 10800.313

CUMCOSTS

(Dirham/10~6)

607.565

* Family planning costs have been shifted nine months forward in

time, compared to the costs reported in Table

6, to provide a

more realistic time profile of family planning costs in relation
to observed fertility declines.

*t (see note on folloving page)



Table 1 (continued)

PERIOD/ DISBNPIT DISCOSTS BCRATIO®¢
(Dirham/1046) (Dirham/1046)
1987 0.000 1.760 0.000
1988 3.839 5.370 0.715
1989 12.400 10.525 1.178
1990 26.016 17.017 1.529
1991 44.846 24.648 1.819
1992 68.916 33.237 2.073
1993 99.283 42.616 2.330
1994 148.509 52.634 2.822
1995 218.486 63.159 J3.459
1996 310.403 74.071 4.191
1997 423.268 85.263 4.964
1998 558.445 96.639 5.779
1999 713.028 108.116 6.595
2000 885.803 119.624 7.405
2001 1075.368 131.100 8.203
2002 1279.984 142.489 8.983
2003 1499.318 153.742 9.752
2004 1731.354 164.812 10.505
2005 1974.653 175.658 11.241
2006 2228.036 186.239 11.963
2007 2490.709 188.685 13.200

** 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 which cumulative benefits exceed

cumulative costs.



Table 2: Population by five-year age groups, at five-year intervals,
for Two Fertility Scenarios: CERED Medium and High

POPSS ¢ Population in five-year age groups
REGION : Total PERIOD : 1987

AGES/ POP55 (/10~3)

BY SEX Fenale 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

AGES/ POPSS (High) (/1043)

BY SEX Foxale 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 $71.000 553.000 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
POP55 (/10~3)

Fenale Male Total
1959.045 2027.989 3987.035
1790.469 1853.25%9 3643.728
1478.333 1514.428 2992.760
1415.102 1463.741 2878.843
1231.437 1293.132 2524.569
1106.943 1067.286 2174.230

972.623 964.743 1937.366
745.811 757.751 1503.562
559.728% 539.773 1099.498
425.821 373.180 799.001
456.236 365.540 821.776
334.192 312.190 646,382
328.329 281.8813 610.212
175.08} 181.640 356.692
180.013 161.343 341.356
135.941 141.029 276.970
13295%.070 13298.908 26593.977
POP5S(High) (/10~3)

Female Male Total
2050.184 2122,336 4172.520
1790.469 1853.25% 3643.728
1478.333 1514.428 2992.760
1415.102 1463.741 2878.843
1231.437 1293.132 2524 .569
1106.943 1067.286 2174.230

972.623 964.743 1937.366
745.811 757.781 1503.562
559.725% $39.773 1099.498
425.821 373.180 799.001
4%6.236 365.540 821.776
334.192 312.190 646.382
328.329 281.88)3 610.212
175.08%51 181.640 356.692
180.013 161.343 341.356
135.941 141.029 276.970
13386.208 13393.254 26779.463



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
7% +
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
7% +
Total

Total

PERIOD : 1997
POP55 (/10~3)

Fenmale Male Total
2040.437 2114.303 4154.740
1936.389 1999.232 3935.621
1781.608 1841.928 3623.5136
1470.393 1504.05%6 2974.450
1403.592 1447.65%7 2851.250
1218.786 1276.212 2494 .999
1093.639 1052.384 2146.024

958.649 948.733 1907.382
732.451 741.289 1473.740
546.465% 523.201 1069.671
411.647 356.315% 767.962
434.35%9 340.840 775.199
310.229 280.562 590.790
291.708 239.430 531.134
144.138 141.159 285.297
196.550 173.189 369.739
14971.042 14980.492 29951.534
POPSS (High) (/10~3)

Fenmale Male Total
2285.246 2367.374 4653.219
2026.473 2092.241 4118.714
1781.608 1841.928 3623.536
1470.393 1504.056 2974.450
1403.592 1447.65%7 2851.250
1218.786 1276.212 2494.999
1093.639 1052.384 2146.024

958.649 948.733 1907.382
732.451 741.289 1473.740
546.4695 523.201 1069.671
411.647 356.315 767.962
434.35%9 340.840 775.199
310.229 280.562 590.790
291.705 239.430 531.134
144.138 141.159 285,297
196.55%0 173.189 369.739
15305.936 15327.171 30633.106



Table 2 (continued)

REGION :

AGES/
BY SEX

Total

Female

PERIOD

2002
POP55 (/10~3)

Male

Total

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
7% +
Total

AGES/
BY SEX

0-4

5-9
10-14
15-19
20-24
25-29
30-34
38=-39
40-44
45-49
50-%4
55-89
60-64
65-69
70-74
75 +
Total

2057.315
2021.711
1928.455
1773.556
1460.097
1391.053
1205.968
1079.750
943.192
716.471
529.440
392.984
404.688
276.967
241.696
201.684
16625.027

Female

2492.717
2264.272
2018.171
1773.556
1460.097
1391.053
1205.968
1079.750
943.192
716.471
529.440
392.984
404.683
276.967
241.696
201.684
17392.706

2133.754
2089.700
1988.597
1830.721
1489.189
1430.722
1260.384
1036.825
930.151
720.353
501.039
333.397
307.600
239.577
187.298
175.869
16655.175

POPSS (High) (/10~3)
Male

2585.333
2340.419
2081.111
1830.721
1489.189
1430.722
1260.384
1036.825
930.1%51
720.353
501.039
333.397
307.6800
239.577
187.298
175.869
17449.987

4191.069
4111.410
3917.052
3604.277
2949.286
2821.775
2466.352
2116.575
1873.343
1436.824
1030.480
726.380
712.288
516.544
428.994
377.553

33280.202

Total

5078.050
4604.6%1
4099.282
3604.277
2949.286
2821.775
2466.352
2116.575
1873.343
1436.824
1030.480
726.380
712.288
516.544
428.994
377.553

34842.692



Table 2 (continued)

REGION : Total PERIOD : 2007

AGES/ POP55 (/10~3)

BY SEX Fenale Male Total
0-4 2017.475 2094.916 4112.392
5-9 2042.556 2113.639 4156.1%54

10~-14 2014.944 2080.11% 4095.059
15~-19 1921.275 1977.937 3899.212
20-24 1763.203 1814.6137 3577.841
25-29 1449.069 1473.800 2922.869
30-34 1378.580 1415.100 2793.680
35-39 1192.714 1243.905 2436.619
40-44 1064.288 1018.603 2082.891
45-49 924.397 905.04% 1830.442
50-54 695.697 691.807 1387.503
55-59 $06.858 470.425 977.283
60-64 367.515% 302.182 669.696
65-69 363.123 264.122 627.245
70-74 231.003 188.727 419.730
75 + 277.769 210.436 488.208
Total 18210.464 18266.396 36476.860

AGES5/ POPS5 (High) (/1043)

BY SEX Female Male Total
0-4 2691.845% 2795.172 5487.016
$=9 2474.834 2560.961 $035.794

10-14 2256.693 2329.684 4586.377
15-19 2010.657 2069.9%5 4080.611
20-24 1763.203 1814.637 3577.841
25-29 1449.069 1473.800 2922.869
30-34 1378.580 1415.100 2793.680
35-39 1192.714 1243.90% 2436.619
40-44 1064.288 1018.603 2082.891
45-49 924.397 906.045 1830.442
50-54 695.697 691.807 1387.503
55-59 %06.858 470.425 977.283
60-64 367.515 302.182 669.696
65-69 363.123 264.122 627.245
70-74 231.003 188.727 419.730

75 + 277.769 210.436 488.205
Total 19648.244 19755.560 39403.803



Table 3: Primary Education Projections for T™wo Population Scenarios

Total enrolment (all grades)
Total number of teachers

Number of Classes

Number of Classroonms

New Classrooms Required

Total Recurrent Costs

Total Capital Costs

Total Cort (Recurrent + Capital)

TOTENROL

PERIOD/ TOTENROL TOTENROL(High) TOVVEACH
(/10%3) (/10%3)
1987 2855.198 2855.198 78763
1988 2957.196 2957.196 81578
1989 3068.746 3068.746 84655
1990 3195.639 31%5.639 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 4155.35%2 §195.795 114630
1997 4291.952 £364.096 118399
1998 4420.432 4532.218 121943
1999 4542.161 4701.575 125301
2000 4657.689 4872.777 128488
2001 476¢6.677 5045.425 131495
2002 4868.712 5218.710 134209
2003 4965.828 5393.897 136988
2004 5057.186 5569.643 139509
2005 5142.301 5744.967 141857
2006 5221.198 5919.616 144033
2007 5294.046 6093.919 146043

\'V‘



Table 3 (continued)

PERIOD/ TOTTEACH(High) CLASSES CLASSES (High) ROONMS
1987 78763 69066 69066 51727
1988 81578 71534 71534 53575
1989 84655 74232 74232 55596
1990 88156 77301 77301 57895
1991 92173 80824 80824 60534
1592 96635 84737 84737 63464
1993 101366 88885 88885 66571
1994 106207 93065 93130 69701
1995 111023 96934 97353 72599
1996 115746 100517 101495 75282
1997 120389 103821 105566 77757
1998 125027 106929 109633 80084
1999 129699 109873 ) 113729 8229%0
2000 134421 112668 117871 84382
2001 139184 115304 122047 86357
2002 143964 117772 126239 88206
2003 148797 120122 130476 89965
2004 153645 122332 134728 91620
2005 158482 124390 138969 93162
2006 163300 126299 143193 94592
2007 168108 128061 147410 95912

PERIOD/ ROOMS (High) NEWROOMS NEWROOMS (High) CURREN

(dirham/10~¢€

1987 51727 1871 1871 2027.9¢
1988 53575 2107 2107 2118.04
1989 55596 2289 2289 2216.17
1990 57895 2577 2577 2326.74
1991 60534 2928 2928 2452.58
1992 63464 3233 3233 2592.18
1993 66571 424 3424 2741.22
1994 69750 3381 3512 2893.74
1995 72913 3246 s 3039.11
1996 76015 3046 3467 3177.85
1997 79064 2851 3429 3310.00
1998 82110 2716 3441 3437.91
1999 85178 2606 3479 . 3562.45
2000 88279 2504 3528 3684.05
2001 91407 2396 3569 3802.23
2002 94547 2280 3596 3916.55
2003 97721 2200 3647 40208.64
2004 100905 2105 3673 4137.62
2005 104081 2000 3681 4243.04
2006 107245 1895 3685 4344.82
2007 110403 1793 3694 4443.01
/\,\{)



Table 3 (continued)

PERIOD/ CURRENT (High) CAPITAL CAPITAL(High)
(dirham/1046) (dirham/1046) (dirham/1046)
1987 2027.981 334.497 334.497
1988 2118.049 376.645 376.645
1989 2216.170 409.241 409.241
1990 2326.746 460.747 460.747
1991 2452.584 523.528 523.528
1992 2592.182 578.073 578.073
1993 2741.223 612.239 612.239
1994 2895.678 604.611 6237.962
1995 3051.973 580.432 627.825
1996 3208.276 544.601 619.840
1997 3364.841 509.788 613.136
1998 3523.719 485.701 615.280
1999 3686.0213 465.913 622.003
2000 3852.286 447.754 630.722
2001 4022.270 428.482 638.181
2002 4195.402 407.727 643,039
2003 4372.738 393.442 652.008
2004 4553.277 376.364 655.655
2005 4736.275 357.623 658.135
2006 4921.550 338.858 658.790
2007 5109.392 320.540 660.494
PERIOD/ TOTCOST TOTCOST (High)
(Dirham/1046) (Dirham/10%6)
1987 2362.478 2362.478
1988 2494.694 2494.694
1989 2625.411 2625.411
1990 2787.493 2787.493
1991 2976.112 2976.112
1992 3170.254 3170.254
1993 3353.462 3353.462
1994 3498.357 3523.640
1998 3619.542 3679.798
1996 3722.4852 3828.116
1997 3819.793 3977.977
1998 3923.619 4138.999
1699 4028.409% 4308.026
2000 4131.851 4483.008
2001 4230.719 4660.451
2002 4324.325 4838.441
2003 4422.084 5024.745
2004 4513.984 5209.933
2005 4600.671 5394.410
2006 4683.694 5580.340
2007 4763.550 5769.886



Table 4: Projected health sector costs for tva fertility scenarios

DOCS : Number of public doctors (projected)

BEDS : Number of hospital beds (projected)

CENTERS : Number of health centers (projected)

DISPENS : Number of digpensaries (projected)

CURRENT : Recurrent health costs (projected)

CAPITAL : Health capital costs (projected)

TOTCOST : Total Health Expenditures (Current+Cap.)

PERIOD/ DOCS DOCS (High) BEDS
1987 1643.492 1643.492 31347.493
1988 1731.366 1732.25%56 33023.440
1989 1828.18%5 1830.981 34868.335
1990 1929.084 1934.831 36790.741
1991 2034.171 2043.951 38792.680
1992 2142.323 2157.266 40852.707
1993 2261.214 2282.941 43117.070
1994 2388.619%9 418,658 45543.224
1995 2525.554 2565.471 48150.692
1996 2673.358 2724.752 50964.655
1997 2833.906 2898.39%4 54020.803
1998 2999.505 3081.027 57172.362
1999 3179.663 3280.842 60600.432
2000 3374.712 3498.468 64311.139
2001 3586.273 3735.865 68335.110
2002 3814.625 3993.720 72677.420
2003 4056.883 4271.476 77282.739
2004 4324.399 4580.447 82366.914
2005 4618.576 4922.872 87956.116
2006 4943.146 5303.496 94120.755
2007 5302.064 §727.507 100935.201

vy

J



Table 4 (continued)

PERIOD/ BEDS (High) CENTERS CENTERS (High)
1987 31347.492 378.769 378.769
1588 33040.420 394.692 394.896
1989 345921.658 412.030 412.660
1990 36%900.335 429.616 430.896
1991 38%979.184 447.410 449.561
1992 41137.643 465.096 468.340
1993 43531.375 484.2%2 488.905
1994 46116.071 504.268 510.610
1995 48911.730 525.227 $33.529
1996 51544.418 547.256 $57.776
1997 55250.092 570.559 $83.542
1998 $8726.224 593.410 609.538
1999 62528.804 617.521 637.171
2000 66669.521 642.701 666.270
2001 71185.528 668.978 696.882
2002 76069.592 696.08) 728.764
2002 81370.677 723.1%6 761.408
2004 87243.866 751.834 796.350
2005 93751.138 781.832 833.342
2006 100582.0851 813.180 872.460
2007 109034.351 845.816 913.685

PERIOD/ DISPENS DISPENS (High) CURRENT

(Dirham/10+6)
1987 1302.515 1302.515 1293.000
1988 1349.172 1349.865 1422.341
1989 1399.824 1401.964 1564.0%0
1990 1450.421 1454.742 1710.731
1991 1500.781 1%507.997 1862.297
1992 1549.816 1560.625 2016.89)
1993 1602.724 1618.124 2186.281
1994 1657.372 1678.214 2366.731
1995 1713.933 1741.023 2559.529
1996 1772.717 1806.797 2766.418
1997 1834.267 1876.007 2589.891
1998 1892.939 1944.2386 3217.892
1999 1954.140 2016.323 3464.472
2000 2017.129 2091.100 3729.615
2001 2081.851 2168.689 4015.180
2002 2147.341 2248.157 4320.957
2002 2210.839 2327.781 4642.030
2004 2277.242 2412.078 4994.23136
2005 2345.496 2500.030 5378.899%
2006 2415.499 2591.586 5799.976
2007 2486.870 2686.419 6261.901



TAble 4 (continued)

PERIOD/  CURRENT(High) CAPITAL CAPITAL(High)

(Dirham/1046) (Dirham/1046) (Dirhan/lo*s)
1987 1293.000 400.000 4oo.ooo
1988 1423.7%0 407.%32 410.346
1989 1568.498 429.968 435.918
1990 1719.75%6 436.645 445.743
1991 1877.591 443.135 455.410
1992 2040.158 445.647 461.146
1993 2219.961 470.895 491.012
1994 2413.081 488.321 512.616
1995 2620.828 $07.736 536.183
1996 2844.954 529.937 562.471
1997 3087.940 556.252 592.764
1998 3341.194 558.865 605.857
1999 3616.682 587.619 640.940
2000 3914.749 615.418 675.594
2001 4237.675 645.701 713.345
2002 4585.743 674.471 750.301
2003 4957.336 692.986 782.851
2004 5$368.140 739.597 842.666
2005 $820.182 786.274 903.978
2006 6318.929 838.660 972.723
2007 6870.188 896.506 1049.019
PERIOD/ TOTCOST TOTCOST(High)
(Dirhal/;o*e) ‘Dirhan/IO‘s)
1987 1593.000 1693.000
1988 1829.873 1834.096
1989 1994.058 2004.417
1990 2147.376 2165.499
1991 2305.432 2333.001
1992 2462.540 2501.305%
1993 2657.176 2710.973
1994 2855.053 2925.697
1998 3067.265 3157.011
1996 3296.35% 3407.426
1997 3546.143 3680.704
1998 3776.7%7 3947.0%2
1999 4052,091 4257.623
2000 4345.033 4590.343
2001 4660.881 4951.020
2002 4995.428 5336.045
2003 $335.017 5740.187
2004 5733.933 6210.80%
2008 6165.173 6724.161
2006 6638.635 7291.65%3
2007 7158.407 7919.207



Table 5: Public Users, Supply and Cost by (Modern) -Method
for Two Pertility Scenarios

Public Users by Method
Public Supply by Method
Public Cost by Method

UTILPUB
APPRVPUB
COUTPUB

METHOD: Pill

PERIOD/

1987
1988
1989
1990
1991
1992
1993
1994
1995
1996
1997
1998
1999
2000
2001
2002
2003
2004
2005
2006
2007

UTILPUB UTILPUB(High)

APPRVFUB APPRVPUB(High)

(/710%3) (/1043) (/10~3) (710%3)
596.955 596.955 7760.409 7760.409
644.911 628.213 8383.847 8166.773
694.696 660.208 9031.049 8582.708
746.759 693.379 9707.861 9013.932
801.696 728.333 10422.048 9468.332
859.873 765.455 11178.350 9950.917
921.107 804.618 11974.388 10460.029
985.410 845,831 12810.329 10995.806
1052.363 888.660 13680.722 11552.584
1121.426 932.518 14578.534 12122.735
1192.238 977.000 15499.091 12701.003
1264.321 1021.678 16436.178 13281.817
1338.162 1067.013 17396.105% 13871.172
1413.966 1113.185 18381.558 14471.409
1492.063 1160.488 19396.823 15086.346
1572.697 1209.150 20445.059 15718.948
1655.554 1258.9136 21522.203 16366.170
1740.991 1310.207 22632.882 17032.691
1828.819 1362.890 23774.648 17717.575
1918.750 1416.862 24943.752 18419.206
2010.556 1472.068 26137.228 19136.883



Table 5 (continued)

PERIOD/

1987
1988
1989
1990
1991
1992
1993
1994
1995
1996
1997
1998
1999
2000
2001
2002
2003
2004
2005
2006
2007

METHOD:
PERIOD/

1987
1988
1989
1990
1991
1992
1993
1994
1998
1996
1997
1998
1999
2000
2001
2002
2003
2004
2005
2006
2007

COUTPUB COUTPTIB(High)
(Dirham/10%6) (Dirham/1046)
65.324 65.324¢
70.572 68.745
76.020 72.246
81.717 75.876
87.729 79.701
94.095 83.763
100.796 88.048
107.832 92.558
115.159 97.245
122.716 102.044
130.465 106.912
138.353 111.801
146.433 116.762
154.729 121.815
163.275 126.991
172.098 132.316
181.165 137.764
190.515 143.374
200.125 149.139
209.967 155.046
220.013 161.087
IUD
UTILPUB UTILPUB(High)
(/10~3) (/10~3) (/1043)
76.786 76.786 11.518
82.783 80.773 17.964
89.031 84.872 19.134
95.591 89.141 20.406
102.540 93.659 21.808
109.922 98.473 23.317
117.713 103.565 24.864
125.913 108.936 26.472
134.458 114.520 28.073
143.267 120.234 29.638
152.282 126.017 31.182
161.431 131.808 32.677
170.777 137.658 34.262
180.353 143.606 35.911
190.213 149.694 37.652
200.396 155.957 39.479
210.869 162.366 41.317
221.676 168.967 43.248
232.769 175.728 45.177
244.074 182.603 47.068
255,536 189.562 48.933

APPRVPUB APPRVPUB(High)

(/71043)

11.518
15.803
16.523
17.320
18.228
19.224
20.245
21.308
22.344
23.320
24.252
25.124
26.0613
27.043
28.086
29.186
30.282
31.451
32.613
33.749
34.872

\‘\])
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Table 5 (continued)

PERIOD/ COUTPUB COUTPUB(High)
(Dirham/1046) (Dirham/1046)

1987 0.664 0.664
1988 ).035 0.911
1989 1.103 0.952
1990 1.176 0.998
1991 1.257 1.050
1992 1.344 1.108
1993 1.423 1.167
1994 1.525 1.228
1995 1.618 l1.288
1996 1.708 1.344
1997 1.797 1.397
1998 1.8823 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 1.812
2005 2.603 1.879
2006 2.712 1.9495
2007 2.820 2.009

METHOD: Steriliszation

PERIOD/ UTILPUB UTILPUB(High) APPRVPUB APPRVPUB(High)
(/1043) (/1043) (/10%3) (/1043)

1987 51.528 51.528 2.446 2.446
1988 55.048 54.102 6.004 5.041
1989 58.785 56.806 6.218 5.149
1990 62.785 59.678 6.461 5.282
1991 67.102 62.773 6.780 5.488
1992 71.761 66.120 7.172 5.769
1993 76.738 69.697 7.593 6.081
1994 82.031 73.50* ' 8.059 6.436
1995 87.570 77.472 8.491 6.760
1996 93.262 81.518 8.850 7.014
1997 99.039 85.579 9.144 7.207
1998 104.816 89.581 9.352 7.325
1999 110.643 93.575 9.614 7.496
2000 116.557 97.592 9.924 7.706
2001 122.629 101.688 10.319 7.984
2002 128.909 105.900 10.782 8.314
2003 135.391 110.216 11.255 8.646
2004 142.109 114.66) 11.777 9.018
2005 148.955 119.155 12.198 9.306
2006 155.772 123.%69 12.449 9.460

2007 162.446 127.823 12.568 9.511



Table S (continued)

PERIOD/ COUTPUB COUTPUB(High)
(Dirham/102~6) (Dirham/1046)
1987 0.611 0.611
1988 1.501 1.260
1989 1.554 1.287
1990 1.618 1.320
1991 1.695 1.372
1992 1.793 1.442
1993 1.898 1.520
1994 2.015 1.609
1995 2.123 1.690
1996 2.212 1.753
1997 2.286 1.802
1998 2.338 1.831
1999 2.404 1.874
2000 2.481 1,926
2001 2.580 1.996
2002 2.695 2.079
2003 2.814 2.162
2004 2.944 2.254
2005 3.049 2.327
2006 3.112 2.365
2007 3.142 2.378
METHOD: Other Modern Xethods
PERIOD/ UTILPUB UTILPUB(High) APPRVPUB APPRVPUB(High)
(/10~3) (/10%3) (/10~3) (/710~3)
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 2942.787 2676.513
1993 31.489 28.184 314L2.545 £318.282
1994 33.671 29.687 3367.140 2968.742
1995 35.95%0 31.254 3595.027 3125.358
1996 38.296 32.853 3829.562 3285.272
1997 40.685 34.463 4068,.528 3446.346
1998 43.092 36.062 4309.166 3606.208
1999 45.5%33 37.667 4553.336 3766.69%
2000 48.023 39.289 4802.287 3928.875%
2001 50.582 40.945 5058.2137 4094.532
2002 53.228 42.849 8322.768 4264.0899
2003 55.953 44.394 5595.349 4439.372
2004 58.773 46.191 5877.258 4619.112
2005 61.65%6 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/ PREVINCE PREVLNCE(High) TOTCOST TOTCOST(High
(Dirhamn/10~6) (Dirhar/1046
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 0.448 0.35%56 175.449 138.52
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
2008 0.508 0.381 226.538 169.51
2006 0.51% 0.386 237.528 376.13
2007 0.531 0.391 248.685 182.86
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ANNEX €
SECTOR PINANCIAL AMALYSIS

The financial analysis reviews recent budgetary trends affecting the pubdblic
beslth sector and the implications these have for renewed efforts in the ares
of cost recovery. In this conte:t, public finance issues are outlined and
will be an integrel part of the policy dialogue agends conducted under the
project. The analysis also highlights potential complementarities arising

f om alternative health care delivery systeas and private heslth insurance.
The recurrent cost burden of this project is analyzed in terms of project
sustainability after AID funding ceases in 1995. The demand for
contraceptives and the adequacy of public sector supplies is analyzed to
assure that the contraceptive prevalence target can met. The conformsnce of
recurcent cost financing by the project to the AID Recurrent Cosi Policy Paper
is examined. Finally, the finsncial management competence of the MOPH is

discussed.

1. Recent Budgetary Trends

The public sector dominates the provision of health care in Morocco with
approximately eighty percent of the population depending on its services. In
terms of the public sector health budget, the MOPH is responsible for more
than 90 percent of expenditures financed by government revenues. Alarmingly,
when inflation and population growth are taken into account, the HMOPH bdudget
hee been declining in resl per capita terms iln recent years. Noreover, the
relative distribution of expenditures within this limited budget have
continued to favor curative urban-based heslth care. Thus the preventive
health care share of the MOPH budget shown in Table I has declinad in relative
terms from 7.6 percent in 1980 to 5.7 percent by 1987. Furthermore, fiscel
susterity measures have led to curtailment of the investment budget and a
cut-back. in recurrent costs expenditures. This has had serious implications
for both program coverage and quality of services provided under the public

health care systea.



Table 1

PUBLIC EXPENDITURES ON HEALTH IN MOROCCO
1980-1984-1987

(DH,000)
Thousands of DHS 1980 1984 1987 Average Annual Rate of Increase
Amount X Amount .4 Amount X 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 ,
o
~
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
1
Adwinistration 78.6 10.5 112.7 10.5 157.1 1.0 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 18 responsible for 90X of
public health care systenm.

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 willion DHS in 1987). These expenditures were included
under the heading, personnel costs for hospital care.
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Table II, presents detailed time-series expenditure data, showing trends in
MOPH recurrent snd total budget (recurrent plus investment) for the years 1980
to 1986. The data are given in both nominal and ceal terms, and are also
converted to s per capita basis based on estimated system coverage. Between
1982-1986, the population of Morocco Increased from 20.4 to 22.7 milljon, or
11.3 percent. Although MOPH recurrent aend total expenditures steadily
increased in nominal terms throughout the first half of the 1980s, they
declined, in real terms, by 23.1 and 19.4 percent respectively. In last two
columns of table II these resl expenditures are calculated on s per capite
basis, using the total Moroccan population as the denominator. The dats show
that real per capite recurrent expenditures by the MOPH were 30.3 DH in 1982,
end hed fallen to 21.0 DH by 1986, the last yeer for which MCPR data were
svailable; 1likewise, real per capits totel expenditures by the MOPH fell from
41.6 DH in 1982 to 30.1 DH in 1986. The respective percentege changes in
these numbers were e minus 30.7 percent and & minus 27.6 percent.

It can be ergued that these government per cepits dats do not present s
realistic picture, because, et the sane time that MOPH real expenditures were
declining, the demand for gervices in MOPH fecilities was declining, due to:
(1) the spread of CHOPS health insurance and the duilding of the effiliated
mutuelles clinics for government employees; (2) the building of 12 CNSS
multi-purpose clinics that could be usad by anyone willing to pay their fees,
and (3) to growth in other forms of private health insurance and in heslth
care in the privete sector. This argument is legitimete, and with what data
were available, another set of per capita calculations were made and put into
Teble II in the parentheses in columns 1, 6 and 7 to take into account the
population actuslly served by the NOPH and excluding the estimated 4.9 million
people using health gervices delivered outside the MOPH.

Thus there were 17.2 milllon dbeneficisries in 1985 dependent solely on the
MOPH for health care services. If this pumber is taken as the base in
calculating per capits ezpenditures, then for 1985 the expenditure wes 29 DH
and 34,5 DH for recurrent and total budget respectively. Comparing 1985 date
with 1982 dats {shown in the parentheses in Table II) the drop sppears less
precipitous. Thus even edjusting expenditure data for those who are wholly
dependent on MOPH fecilities, the per capits expenditure continues to show &
decline albeit more gradusl. This raises the 1ssue of relative priorities
within the MOPH budget and the relative cost-effectiveness of individual

public health care programs.
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Table II

BUDGET OF MOPH
{(millions of DH)

Year Population Recurrent Total Recurrent Total Recurrent Total
in millions Budget Budget Budget Budget Budget Budget
(coverage) (nominsl) (nominal) {real) (real) (cesl) (real)
per cap per cap
1980 701.2 938.9 630.2 759.5
1981 803.1 1,103.1 613.5 821.5
1982 20.4 904.6 1,149.2 618.4 849.4 30.3 41.6
(18.8) (32.9) (45.2)
1983 20.9 914.2 1,053.5 640.6 813.6 30.7 38.9
1984 21.5 985.1 1,171.1 $33.0 614.2 24.8 28.6
1985 22.1 1,137.9 1,637.9 498.5 $92.6 22.6 26.8
(17.2) (29.0) (34.5)
1986 22.7 475.6 684.4 21.0 30.1
% change
82-86 +11.2 -23.1 ~-19.4 -30.7 -27.6
82-85 -(11.9) -(23.7)
SOURCE: Ahmed El Hariti, "Le Systime de Santé au Maroc entre les Contraintes

Finencidres et les Exigences Socisles,* 1988
Centre d'Etudes et de Recherches Démographiques.

“Analyses et Tendsnces...", 1986, p. 207

’\C, ;
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The most fundamental option aveilable to the MOPH is to reallocate its budget
to incresse its investments in health prevention and promotion sctivities by
shifting resources away from curative care provision. First, this concept of
"shifting” resources within the NOPH budget is o practical one, given the
unlikelihood that additional budgetary resources will become available for
investment in health prevention snd promotion activities. Second, it is an
efficiency-enhancing option since it improves the overall cost-effectiveness
of the NOPH budget (comparing investment returns between preventive and
curative care). Third, from s public finance point-of-view, heslth prevention
and promotion are referred to as "public goods," that is, difficult if not
impossible to price in the market (since their benefits are not easily
excluded from persons who do not psy & price for them). Because of this
feature, the government is the most efficient, if not the only possible
provider of these services. Finally, and directly related to the Project, the
MOPH has been working with AID and other heslth donors over the last decade to
develop and refine its primary heslth care/health prevention strategy and
progran. It is therefore well prepsred to direct incressed investments into

these activities in the 1990s.

Operationslly this means first, the so-called "divestiture® of certain
population groups from the MOPH rolls, by fact of their use of private clinics
and/or insured status. This could occur officielly, as part of &« new policy
to target MOPH subsidies to poorer population groups, both urben snd rural.

As it 1s now, scarce HOPH funds are being used to provide ossentislly “"back
up" services to population groups that can sfford to and sctually prefer to
use slternstive services. Secondly, and necessarily linked to resource
reallocation, is the future of the evolving role of the MOPH. The future
evolution whereby MOPH graduslly “divests® itself {officially) of its role as
s universsal provider and financier of health services and instead becomes e
guarantor of sccess to services by the population, regardless of ability to
pay, a regulator of health services quality, in both the pudblic end private
sectors, end & finencler and stimulator of demand for public goods that are
relevant to the epidemiologicel trends of the modernized industrial sectors of

Norocco.

2. Cost Recovery and Privete “Providers®

In l1ight of the above budgetary reslities, there is o need to improve public
health system efficiency and cost recovery from those who can afford to pay.
The identificetion and estimation of the costs of providing services is @
prerequisite to the establishment of fees which are related to sctual costs
through & social pricing formuls. In addition, there needs to be & regular
sdjustment of fees to reflect inflation end improvements in medical
technology. Finally, the institution must adopt en efficient fee collection
system with a formula for determining hov much of collected fees remain with
the institution and how much are redistridbuted through the sysiea. The
spplication of cost sccounting will help identify cost saviag opportunities
internally es well as stiaulate merket entry by private providers of both
health rare and financlag =.g. heslth insurance. The greater the cost
recovery effort within the public health system, the stronger the inducement
will be 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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private providers may permit market entry even before full pudblic sector cost
recovery is attained. The crestion of market opportunities for the private
sector through the pricing mechanism is an important operational approach
which this project will support through policy dislogue, design and
installation of cost accounting methodologics, reform implementation studies

and pilot efforte.

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 fecilities. HMany professionsls in the health care
field have balked at the thought of this practice, because one of the major
purposes of public fecilities is to serve the poor. But, these same
professionals have now come to reslize that cost recovery can schieve @
multiplicity of desirsble objectives, if it is carefully designed. One
objective of cost recovery can be to raise sdditional financiel resources for
the pudlic health care system. Jowever, people who can afford to pay for
heslth care will usually only psy for the public health care if its quality is
superior to that provided by the private sector at comparable prices. Within
this kind of economic context of pricing and gquality change, charging nominal
prices, or even higher than nominal prices, only to the public sector
clientele who can afford to pay the prices, provides additionsl revenues with
vhich to improve the quality of care for all of the public sector.

Noreover, inversely-graduated cost recovery can also provide the price signals
within the health care systea that could also lead to s more rationsl use of
the total system through referrals, and that could mean greater levels of
quality of care. For exenmple, it has often been observed in many developing
countries that people bypass lower-level fecilities in order to go to higher
levels for treatment that could have more appropristely been given at the
lower-level facilities. Reasons for this kind of behavior include the desire
for specialist services and for @ better quality of care, because lower-level
fecilities often do not have drugs and supplies. If a price structure vere to
be implemented that would charge relatively higher fees at the tertiary level
of the systea, and very low or no fees at the primary level, then many people
would have an aconomic incentive to first seek treatment at lower levels.

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
geins from the higher levels of the system were to be chenneled down to the
lower levels, in order to improve quality there.

Of course, equity considerations slways dictate that government be extremely
careful in ascertaining who sre the extresely poor among its clientele, and
not charging them, except if they use higher ievel care, without first
obtaining s referral. The major incentive that higher-level facilities have
to collect these user fees is that they be allowed to retain some percentage,
for example SO percent, of the fees that they collect (the other S0 percent
going to the MOPH for disteibution to lower levels of the systea) and that
their budgets be not diminished by the MOPH by the amounts that they are
sllowed to retain from their cost-recovery efforts.

\\\:\ 1’
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Cost-recovery efforts in the pudblic health care sector in Morocco are
presently not widespread. The dats that sre availadle indicate that cost
recovery, s & percentage of totel government heslth expenditures was 2.6
peccent in 1980, 4.8 percent in 1984, and 4.9 percent in 1987%/. This
compares to & 1986 cost recovery ratio of 12.1 percent i{n Ghana, a country
with s considerably lower per cspita income than Morocco. On the other hand,
cost recovery at the all-hospital level in HMorocco increased from 3.7 percent
in 1980 to 7.8 percent in 1987, end cost recovery at the C.H.U. increased from
4.5 percent to 10.3 percent. These trends are encoursging. Also, the C.H.U.
in Casablance is presently prepering & new cost-recovery schedule, together
with s plan for new quality improvements, that, it hopss, will eventuslly
raise its cost-recovery ratio to sbout SO percent.

The nine newly-sutonomous regionel hospitals will slso soon begin more
intensive cost-recovery end quality-improvement efforts. Cost-recovery policy
issues that remain to be resolved included (s) the development of better
methods of identifying end exenpting the truly poor from payment, (2)
establishing percentsge amounts to be retained by the fecilities practicing
the cost recovery, end (3) devising 8 revenue-sharing formula to be used by
the MOPH in order to distribute an NOPH share of cost recovery to poorer,

lower-level facilities.

An ares closely related to cost recovery is cost reduction. Implicit in the
gosl of cost recovery is & thorough understanding of the cost structure. Once
actusl costs ere quentified, one hes & better retionsl base for setting prices
for heslth services. However, if one has not been closely monitoring costs,
these “"costs" may reflect inefficiencies and costs that can be reduced or

eliminated.
Conceptually, cost recovery is a four-step process:

1. Identifying existing costs and cost centers

2. Heasuring productivity and efficliency
3. Revising cost estimates besed on improved operations

4. Setting prices that reflect cost as well as desired
incentives to use

Esch of these steps requires considerable effort snd development of standards
and messures for collecting cost data and analysing it oo e “procedure”
basis--different laborstory tests or different medical services (cost
centers). The project will provide technicel sssistance in this important

ares on & pilot basis.

Py Groupement ICONE/SEDES, Premiers Résultats des Dépenses Publiques, de
Santé au Maroc, 1980, 1984, 1987, Rabat 1989
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4. Expanding Health Insurance

Increasing coversge in the health insurance market could be 8 viable
alternative to existing public sector care. To do this cequires identifying
new target populations that can be enrolled in group plans, particularly those
in the "informal” sector. Preliminary criteris for this jdentification

process needs to be considered, for example:

edninistration procedures for premium collection
health care service and facility sccessibility
acceptance of the insurance concept by the target enrollee population

- acceptance of the populstion by an insurer.

Once potentisl enrollment groups are preliminarily identified, s feasibility
study needs to be carried out to see if the financial elements are sound, for
example: actuarial considerations, premiun levels, copsyments, utilization
ezpectation, preferred provider arcangements, etc. Based on one or more
terget populations, the feasibility study should result in financlel
projections which indicate the sttractiveness of the project to investors, and

public policy interests.

An investment constraint imposed on the insursnce industry is that 60% of
reserves must be invested in bonds issued or gueranteed by the government.
Unlike the U.S. government bond market, the interest rates and ylelds in
Morocco do not fluctuate with investor demand. The government borrowing
"market” yields are belovw international money rates, snd below domestic
private-sector borrowing retes. The government also requires the banking
system to purchase goverament bonds, smounting to roughly 30% of bank
deposits. Although the balence is shifting toward the private sector, in 1982
government borrowing, from all domestic sources, consumed more than 701 of
totsl credit available in Morocco. Insurance companies are potentislly & huge
source of private sector finsncing, as they are in the U.S., but they require
s grester variety of investment vehicles than is currently offered between the
imposed government bond purchases and the underdeveloped Casablance stock

exchange.

In an environment of controlled investment, it cen be difficult for insurance
companies to make & profitable return on their assets. The problem is
exsacerbated if they do not have good sctuariel dats to assess their future
liebilities. It is challenging enough to meet these future lisdbilities when
good actuarial dats is evailable and there is & wide range of investment
opportunities. When either of these is constrained it is much harder.

The insurence industry does not appesar to be ez.sblished enough or large
enough to have reliable sctuarisl data from its own experience. Further, it
is possible that historic experience, were it aveilable, would not reflect the
same charactoristics in new target populations for expanded health coverage.
This is in part because nev populations msy have different heslth problems and
utilization tendencies, but also because new policies may increase
accessibility and utilization of heslth care.

\\{'\ !
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To influence utilization patterns, and reduce the risk from inaccurate
sctusrial predictions, it is highly cecompended that some form of “co-payment®
be built into heslth benefits. A co-payment is usually a nominal payment that
is made to the health provider, by the consumer, at each visit. This
dissuades the consumer who is covered by & third-party payor from

over-utilizing the provider when the consumer doesn't lncur any cost for do so.

S. Recurrent Costs

The expansion of the family planning and maternal child health cere program
will have significeant but easily sbsorbable recurrent cost implications for
the budget of the Ninistry of Public Health. At the same time, the expected
incresse in private health care tinancing, increased recovery of costs in
public facilities, eand increasing reliance on commercial distribution of
contraceptives are expected to increase the resources availsble for health
care. If such resources are not simply ceptured by the Ministry of Finance to
reduce the overall budget deficit of the GO, they cas be used to incresse
financing for preventive health care and to increase public health care
coverage in rural areas pot well served by the health care systea. Also, as
Knowles snd Benrida showed in their benefit-cost snalysis (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
of recurrent costs from the program. It is & program which will pay for

itself.

The Nission first estimated the costs of an expanded family plenning and MCH
program in Rabat 2496. These estimates have been further crefined and are

presented below.
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Teble III

Annusl Operating Costs of the Project Estimated by the MOPH
(in thousands of dollars)
1990 1991 1992 1993 1994 1995 19

Recurrent Budget:

Salaries 7,837 9,516 11,126 11,126 11,126 11,126 11,

Fieldworker

Allowances 752 790 829 871 914 960 1,

Mobility 428 470 S17 569 626 689

Supplies 213 300 330 363 399 439

Contraceptives 1,982 2,091 2,170 2,260 2,399 2,421 2,
Subtotal 11,271 13,167 14,973 15,189 15,425 15,635 15,
MCH 1,904 1,904 1,904 1,904 1,904 1,904 1,

Grend Total 13,175 15,071 16,877 17,093 17,329 17,539 17,

of which: USAID Project Budget

Nobility 270 270 200 140 70 0
Contraceptives 2,000 2,000 1,800 1,800 1,800 2,600

USAID Totsl 2,270 2,270 2,000 1,940 1,870 2,600

These figures are higher then initially estimated in the interim report on
recurrent cost financing. However, the basic conclusions of that intorim
snalysis remain unsltered. The recurrent costs are well within the expected
growth of the heslth ministry budget, particularly to the extent that the
efforts to incresse cost recovery in public fecilities and to rely more on

commercial distribution of contrsceptives succaed.

The expansion of the FP and MCH program through VDS end mobile teams will
reise snnual opersting costs to $17.5 million by 1995 ss shown in the table
sbove as compared to $8.6 million in 1989. In eddition, equipment will have
to be replaced periodically. This includes medical esquipment snd the
edditional vehicles snd motorbikes used by itinecant sgents and mobile teams.
Assuming & 5 year useful life in rursl conditions, the MOPH will have to
devote sbout 4.3 million Dirhams or nesrly $500,000 to renew equipment for
this program. However, ss discussed in the section on cost-effectiveness,
coverage will also incresse in rursl aress. The figure for 1995 includes
$11.1 million in salary costs, nesrly $2.1 million in sllowances,
transportation and supplies, and $3.49 million in contraceptives and NCH
products. The salery portion of the expsnded program consists for the most
part of enployees slresdy on MOPH payrolls and likely to remsin eaployed with
or without an expsnded FP and NCH. The recurrent cost of the program to the
MOPH is thus $17.5 million in operating costs and $0.5 million in capital

96

126
008
758

483
383

758

904

662

Totsl.

72,984
6,125
4,057

2,586
15,666

101,418
13,328

114,746

950
12,000

12,950
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costs annually by 1995. This incrementsl cost is readily absorbed by an MOPH
budget which we project to increase by $64 million by 1995. This projection
is based on moderate but steady growth in GDP projected by the World Bank and
e constant share of the MOPH budget in the general and annexed budgets of the
GOX equal to about 3.5 percent. Absorption of the increasing cost of the
rural outresch program will require a shift within the MOPH budget, from 4.4%
of the budget in 1989 to 7.0% in 1995. To the extent that curative hoalth
care expenditures sre shifted to the private sector through cost recovery in
public hospitals and the shifting of contraception costs to the private
sector, the MOPH budget could decline in relation to GDP and still absord the

recurrent cost of the FP and MCH outreach prograa.

Given the strategy to reduce per user costs discussed in the economic anslysis
(see section on Progream "Mix" and Cost-Effectivensss), continuing att.-tion
during the project to refinement of this strategy, other measures by the MOPH
to recover costs, and the potential contribution of a future health financing
initiative, the prospect of asintaining an effective outresch program without

an lnordinste increase in the MOPH budget is excellent.

6. Demand for Contraceptives and the Adequacy of Public Sector Supplies

While the conclusion of the recurrent cost analysis is that these costs are
readily managesble within foresseable NOPH budget resources, there is
ponetheless s significant recurrent cost issue with respect to the public
3upply of contraceptives during the life of the project. Projections of
contraceptive use through 1997 psde to calculate their recurrent costs shovw a
growing gap between the amounts consumed each year {roa public sector supplies
and the amounts financed by USAID to replenish public sector stocks of
contraceptives. (Ses below) Unless other sources of supply for the public
sector are incressed, it would sppear that the USAID-finenced suppliss will
pot be adequate to keep up with the growth in demand for contraceptives from
the public sector. Various short-term strategies such as reduction of stock
levels from the current norm of & 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 enalysis that the GON must assume
responsibility for proecuring publiec sector supplies beginning with the 1994
budget year, or pursus & more sggressive soclal marketing strategy to bring
about s shift more rapidly to private sector sources of supply snd thereby

ease the pressurs on public sector supplies.



1992 1993 1994 1995 1996 1997

Totel Cost - All Methods (dollars)
3,035,172 3,311,239 3,613,867 3,937,254 4,066,778 4,124,447

Public Share of Cost (dollars)

Total 2,170,812 2,260,619 2,359,088%F 2,421,142 2,382,680 2,295,270
(USAID)*(2,000,000) (1,800,000) (1,800,000) (1,800,000) (2,600,000) -

“Gap" 170,812 460,619 559,088 621,142 -217,320 2,295,270

Private Share of Cost (dollars)

864,359 1,050,620 1,254,780 1,516,112 1,684,098 1,829,177
growth 0.21 0.22 0.19 0.21 0.11 0.09

*USAID-financed procurement ordered two years before
**GON must budget $2.4 million in 1994 for delivery in lste 1996; use in 1997

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 pudblic sector for providing its share of
the total. The cost figures built into the calculations are $ .13 per cycle
of oral contraceptives, $1.45 per IUD, § .045 a piece for condoms and $ .145
per unit of spormicide. The use of oral contraception is projected to decline
from 821 of all modern methods in 1986 to 66% in 1997. During tho same
peciod, the use of IUDs is projected to increase from 9% to 171 and the use of
sterilization is projected to increase from 6% to 121. The public share in
the cost of providing reversible contraceptive methods will decline from 79%
of orsl contraceptives in 1986 to 571 in 1997 and from 97% of all condoms and
speraicides to only 561. However, the public sector {s sssumed to remsin the
primary source of IUDs with its share declining only gradually froa 961 to
89%. When these sssumptions ace combined with the growth of the population at
risk (macried women of reproductivo age) end the tergeted incresse in
contraceptive prevalence, the result is a growing budget for contraceptives to
be financed by the public sector through 1995. At that time & peak of $2.4
million is reached. Approzimately the same amount of contraceptives will be
provided through public sector sources in 1996 end thereafter the amount will
decline slowly es the private sector shere incresses faster than the overall

growth in contraceptive use.

The desired growth in contraceptive use during the project is accomaplished bY
rapid growth of private sector supplies and & slower rate of growth for publie
gector supplies due to the declining share of the public sector for all
contraceptives except IUDs. In spite of annuel 20% growth rates for the
private sector, the smounts supplied through USAID financing will fell behind
the amounts used snnuslly by 1991. At this point, in-country stocks can be
drawn down below the one-year level in order to keep up with demand. By the
end of 1994, stocks will be at ebout a siz-month level unless other sources of
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supply are expanded. By the end of 1995 stocks could decline to only &
three-month supply, but the finel USAID order of $2.6 million will restore
psrt of the depleted stocks in 1996. Thereafter MOPH-procured contraceptives
(orders beginning in 1994 for delivery in 1996) will keep abreast of the
demand end meintain stocks at & five to siz-month level.

The conclusion of this analysis is that USAID financing will not suffice to
procure sll necessary public sector contraceptives. Depending upon the NOPH's
desired stock level for contraceptives, the GOM must begin to assume
responsibility for procurement of contraceptives as oarly as 1992 bdbut no later
then 1994 to avoid shortfells in availability of contraceptives to the target

population.
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Projection of Contraceptive Demand and Sources (1986-1997)

11986

MWRA 3,491,536
Prevalence Rate 0.27
Users 953,189

Projected Method Mix
Pill 0.82
1UD 0.09
Condoms & Spermicide 0.03
Sterilization 0.06

Total 1.00

Users by Method
P11l 784,475
IUD 87,693
Condoms & Spermicide 23,830
Sterilization 57,191

1987

3,608,459
0.29
1,042,845

0.82
0.10
0.03
0.06

1.00

852,004
99,070
27,114
64,656

1988

3,729,245
0.31
1,144,878

0.81
0.10
0.03
0.07

1.00

925,062
112,198
30,912
76,707

Total Estimated Consumption - Reversible Methods

P111 10,198,173
IUD 31,319
Condoms (85%) 2,025,599
Spermicides (15%) 357,446

Total Cost - All Methods

Pil1 1,604,173
IUD 54,949
Condoms ) 110,294
Spermicides 62,714

Total 1,832,130

Public Share in Distribution

P11l 0.79
IUD 0.96
Condoms & Spermicide 0.97

Public Share of Cost (dollars)

P11l 1,267,296
IUD 52,751
Condoms 106,985
Spermicides 60,832

Total 1,487,865

Private Share of Cost (dollars)

Total 344,264
annual growth rate

11,076,053
35,382
2,304,768
406,709

1,742,263
62,078
125,495
71,357

2,001,193

1,358,965
58,974
117,965
67,076

1,602,980

85288

12,025,801

40,071
2,627,588
463,676

1,891,658
70,304
143,072
81,352

2,186,387

1,456,577
66,789
130,196
74,030

1,727,592

458118

1989

3,854,143
0.32
1,248,742

0.80
0.10
0.03
0.07

1.00

998,994
124,874
36,214
88,661

12,986,920
44,598
3,078,258
543,203

2,042,843
78,247
167,611
95,305

2,384,006

1,552,560
73,552
145,822
82,915

1,854,850

5290}fg

1990

3,983,811
0.34
1,362,463

102,185

13,903,939
53,039
3,590,218
633,545

2,187,090
93,057
195,487
111,156

2,586,789

1,640,317
87,473
162,255
92,259

1,982,304

60482

1991

4,118,88°
0.3
1,482,800

1,138,7%
174,97
50,41
118,62-

14,804, 27
62,48
&,285,44.
756,22

2,328,71
109,63
233,3
132,68

2,804,357

0.00
-~ O =4

1,699,9%
101, 9%
184,34
104,81

2,091,0¢

713,2¢
ol

0

S/
\
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Projection of Contraceptive Demard and Sources (1986-1997)

1992

MWRA 4,259,480
Prevalence Rate 0.38
Users 1,614,343

Projected Method Mix
Pill 0.7%
IuD 0.13
Cominms & Spermicide 0.04
Sterilization 0.09

Total 1.00

Users by Method
Pill 1,215,600
JuD 203,407
Condoms & Spermicide 58,116
Sterilization 137,219

1993

4,405,848
0.40
1,766,745

1,302,091
236,744
68,903
159,007

1994

4,558,273
0.42
1,923,591

0.72
0.14
0.04
0.10

1.00

1,383,062
273,150
84,638
182,741

Total Estimated Consumption - Reversible Methods

Pill 15,802,803
IuD 72,645
Condoms (85%) 4,940,064
Spermicides (15%) 871,745

Total Cost - All Methods

Pill . 2,485,781
IuD 127,456
Condoms 268,986
Spermicides 152,948

Total 3,035,172

Public Share in Distribution

Pill 0.70
IvD 0.93
Condoms & Spermicide 0.74

Public Share of Cost (dollars)

Pill 1,740,047
IuD 118,535
Condoms 199,050
Spermicides 113,181

Total 2,170,812

Private Share of Cost (dollars)

864,359
0.21

Total
(annual growth rate)

16,927,184
84,551
5,856,967
1,033,546

2,662,646
148,345
318,912
181,336

3,311,239

1,783,973
136,478
216,860
123,308

2,260,619

1,050,620
0.22

17,979,807
97,554
7,194,485
1,269,570

2,828,224
171,158
391,740
222,746

3,613,867

ooo
o OO
» ™ o

1,810,063
155,754
250,713
142,557

2,359,088

1,254,780
0.19

1995

4,717,049
0.44
2,084,936

0.70
0.15
0.05
0.10

1.00

1,459,455
312,740
104,247
208,494

18,972,914
111,693
8,861,289
1,563,702

2,984,439
195,965
482,497
274,351

3,937,254

1,790,664
176,369
289,498
164,611

2,421,142

1,516,112
0.21

1996

4,875,012
0.45
2,193,755

0.68
0.16
0.05
0.11

1.00

1,491,754
351,001
109,688
241,313

19,392,798
125,358
9,323,790
1,645,317

3,050,487
219,940
$07,680
288,671

4,066,778

1,738,778
197,946
284,301
161,656

2,382,680

1,684,098
0.11

1997

5,038,26°
0.4
2,267,21

cooo
nene

Q

1,496,36'
385,42
113,36
272,06:

19,452,74
137,65
9,636,02.
1,700,41:

3,059,91.
241,51
524,68
298,33

4,124,44

ooo
o o,

1,652,3%
214,94
272,83
155,13

2,295,27

1,829,17
0.0
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7. Recurrent Cost Financing Policy

According to the AID Recurrent Cost Policy Paper, ". . . direct funding of
recurrent costs, either at the project or budget level, is only justifiable
under fairly narrcow conditions. These conditions, which have been spelled out

in this paper include:

(a) An acceptable policy framevork or clesr movement toward such s policy
framevork;

(b) An assurance that recucrent cost support hes higher developaent impact
then new investments;

(¢) An insbility of the host country to undertake recurrent cost financing;
(d) A carefully phased plan exists for shifting the entire burden to the host

governlent.‘

The financing of recurrent MOPH operating costs (mobility costs and
contraceptives) under this project are justified with respect to all four
criteria listed sbove. As discussed in the FY 1991 Action Plan, the Noroccan
mecroeconomic framework has been liberalized over the past six years and
continues to evolve toward & more open, market-oriented economy. In addition,
heslth sector policies are being reformed to encourage private sector health
care, social asrketing of contraceptives, and public sector cost recovery, all
of which will reduce the burden of operating costs on the NOPR and raise
revenues sdequate to cover recurcent costs. Noreover, USAID will maintain s
policy dialogue on recurrent cost problems end the project will provide
technical assistance to support ceforms under the project. The economic
anslysis in the Project Paper has demonstrated a high rate of roturn to this
project, showing the rate of return to this use of funds to be grestly in
excess of that on slternative nevw investments for Morocco. Third, with
respect to ability to finence recy ~rent costs, Horocco has been unable to
finance all of its recurrent costs end still maintein & criticel minimum of
public investament (as agreed upon in the World Bank Structural Adjustment
Loan) due to the pressurs on its budget under the program negotiated with the
INF to steadily reduce an unsustainsble budget deficit. Finally, & clesr plan
for completely phasing out USAID finencing of recurrent operating costs will
be prepared and negotisted in deteil with the GOM for both moblility costs and
the procuresent of contraceptives (discussed sbove) for iaclusion in the
Project Agreement. The decline in USAID financing of mobility coets over time
and the phase-out for support of contraceptives is presented sbove.
Discussions with the GON on the magnitude and the timing of the phave-out will
result in a cleer, mutuslly acceptable plan for the progressive ssswption of
all recurrent cos' financing by the MOPii to be incorporeted in the Project
Agreement. Thus, Norocco meets the terts of the agency's recurrent costs
policy in terms of (1) an acceptable policy framework, (2) a higher
development impact then naw investments, (3) en inebility to finance recurrent
costs, and (4) a carefully phased plan to shift the burden to the GOW (and to

the Moroccan private sector s well).
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8. Financisl Menagement Competence

The MOPH will process disbursements for ongoing FP and MCH program sctivities,
financed with GOM resources, using standard MOPH sccounting and financial
mensgement systems. The GOM accounting and financial mansgement system
manages financial transactions end disbursmenet on a nation-wide basis and
includes required procedures, controls and documentstion to enable retroactive
eudit and finencial review of the use of disbursenents recorded under the

systea.

The project provides limitad funding, on s progressively decreasing scale, to
finance MOPH recurrent exponditures for the purchase of gasoline and
maintenance secvices for HOPH vehicles and motorbikes. These goods and
services are procured under contract with the GOH National Transportation
office (ONT), with disbursement handled through USAID direct pesyment to ONT.
Under project 0171 end aeclier phases of the project, the MOPH has
demonstrated, as confirmed during esrlier project sudits, an effective
cepacity to menage the goods and services provided under ONT contracts.

All remsining USAID inputs for the purchase of goods and services, including
construction nervices, will be provided under host country, USAID direct or
AID/VW centrai project contracts with disbursements processed through USAID

direct or AID/W direct payment sechanisms, as appropriaste.

Accordingly, USAID hes determined that MOPH financial management competence
and sccounting systems are adequate to ensble the Ministry to discharge its
financiel and digbursement responsibilities during project implementation.
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ANNEX D
SOCIAL SOUNDNESS AMALYSIS

1. Introduction

Despite the fact that all Ministry of Public Health facilities now offer basie
family planning and mother and child health services, access to satisfactory
care is still difficult for s lerge number of rural Moroccan temilies. This
project will broaden sccess to family planning and mother and child health
services for underserved rursl end urban populations. This section provides &
profile of --imary beneficiaries and discusses the socio-cultursl feasibility
of extending family planning and mothaor end child health service coverage.

0f 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 finence
alternative health care systems. Some aspects of that activity, ie., client
and community participation in health financing, are briefly addressed here as
well.

This analysis is based on the report “Assessing the Sociel 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 MOST 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,
Chefchacuen, Eessaouirs, Ouarzazate, Taounate, Tata and Tetouan). These women
usually have four or more children, and live from 3-10 kilometers from s 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 msny 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, fized facility improvement, etc.

Selected dats on the following psges 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

DEMOGRAPHY

Total Population (in millions)
Urban
Rural
Crude Birth Rate
Crude Death Rate
Population Growth Rate
Total Fertility Rate
Percent of Women of Childbesring Age (15-44)
Using Contraception (TIraditionsl snd Modern)
Using Modern Methods only
Urban
Rural

HEALTH

Female Life Expectancy (# of years)
Male Life Expectancy

Infant Mortality (less then 1 year per 1000 live births))

Mortality Rate for Children ages 1-5 (per 1000)

Percent of Births under Medical Supervision

Percent of Children 1-5 Immunized egainst
Tuberculosis, Diptheria, Measles, Polio,
Tetanus, and Whooping Cough

EDUCATION

Adult Literacy Rate
Males
Females

Percent of Children enrolled in Primary School
Nales
Females

Percent of Children enrolled in Secondary School
Males
Females

INCOME

Per Capite Income (1988 Exchange Rates) $850.

64.4
61.5
73

26%

87%

45T
22%

97%
611

35%
24%

YEAR OF
DATA

1988
1987
1987
1987
1987
1987
1987

1987
1987
1987
1987

1987
1987
1982-1986
1982-1986
1987

1987

1985
1985

1980-84
1980-84

1980-84
1980-84
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General Population Data: Fifty three percent of Morocco's estimated 25
million people live in rural areas today. Some 41% are below the age of 15;
24% or almost 6 million are women of childbearing sge; and 15% or 3.8 million
ere children under S. Per capita income in 1988 was spproximately $8S0.

Basic Education: Female illiteracy rates nationwide, while declining, remain
extremely high. In 1982, 72.9% of Moroccan femsles 10 and over were
illiterate; a rate declining to 56.1% for those 10-14, reflecting increases in
female education. Urban rural differentials are substantial. Although some
42.4% of urban women were illiterate, the figure rose to 90% for rural women.
Yet between 1978 and 1986, there was a 7.8% increaso in girls sttending
Korenic schools, a 9.2% incresse in pre-schools, end & 4% increase of those in
primary schools. Although the increase of fomales in primary school is lower
than the increase in Koranic schools, as the rursl school systea expands in
line with current GOX goals, these numbers are expected to grow more rapidly.

Employment: Although slightly less than 12% of women were formally employed
(selaried) in 1982 (9% in rural aresas and 15% in urban areas), in 1986 261 of
the urban actively employed, snd 43% of the rural actively employed were
women, for a national average of 35%. Formal unemployment is high (35-41%)
for women with low or intermediate levels of education. Female employment
data, however, do not cepture 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 many women agricultursl workers, numbers of
whom, if merried, are currently spouseless and forced to support themselves
end their femilies with 10 hour-a-day, 6 day-s-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,
eaployers can avoid paying social security or providing eny benefits.

Most families (74%) live in homes containing two rooms or less, lacking most
modern comforts especially in rursl aresas. Nore then 80% of such homes lack
toilets, 982 running water. In 1984, less than 60% of the population had

reasonsble access to ssfe water, & figure that has changed little since then.

Infant Nortality: Infent mortality represents 27% of all deaths at all ages
in Morocco (1988). Infant mortslity dats, of verying quality, are available
by province, with rates in rurel ereas still substantially exceeding urban

" pates. The national infent 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 S5 for Rabat.

Infant mortality rates are higher for young mothers, particularly for

{11iterate mothers in rursl aress. Rates are highest in provinces such as
Ouarzazate, Tata, Marrskech, Essacuira, Azilsl, Teounate, Chefcshouen, and
Tetouan. For sges one to five, mortality rates are 52 per thousand (1987).
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Ministry of Health dats indicates diarrhes and contsgious diseases, especially
messles, as the leading csuses of infant mortality. These are followed by
malnuteition in children snd pregnant women, closely-spaced births, snd
medically unsupervised pregnancies and births.

Age at First Marriage/ Marriage Stebility: Women's sge st Tirst marriage in
1982 was 22 years, with women marrying st a younger age in rural asreas, i.e.,
21 vs sbout 24 in urban aress. Higher numbers of unmarcied women in the 20-24
year age bracket are found in large cities such as Rabat, Merrakech,
Casablanka, Meknes, Oujde, Kenitra and Mohammedia (55% and more) than in areas
such as Ouarzazate, Tata, and Guelmin, where three-quarters of women will have
narried by that age.

Marriages are often unstable, in both rural and urban areas. MNore than 12% of
marriages celebrated between 1975 and 1980 dissolved within two and a helf
years. Yet remarriage is common, with 701 of divorcees and widows

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 sveraged 4.9 and ranges from & high of 7.96 for Chefchaousn to &
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 bornm to flliterate women.

Ucbenization: The urban population in 1987 spprozimated 12 million people,
eccounting for 471 of Norocco's populstion. The population of larger cities
in Morocco slmost doubled, while the number of medium sized cities tripled
betweon 1960 and 1982, reflecting large scale, often two-stage, rursl
aigration.

Given the regional diversity which charactorizes Noroccan terrain and cultural
traditions, Berbers and Arabs; mountain, plains, and desert people; Rif,
Atlas, and Anti-Atles traditions; sgriculturalists snd herders; end
differences in colonial heritages: e.g., the Spanish North versus the
French-occupied center and south, it is essential that service interventions
be tailored to the socio-cultural reslities of each situation. Thus province
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
approaches under the new MOPH outreach strategy, as well as in social
marketing campaigns, which include regional radio messages. Nonitoring of the
acceptability of these and other interventions in the target populations is
key to their effectiveness.

3. Socio-Cultural Context

The Moroccan socio-culturel environment is largely receptive to family
planning, especially in the context of related family health services. The
concept of contraception is generally accepted, both to space births and to
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limit femily size; and the linkages between the spacing of births and mother
and child health are increasingly recognized. Public acceptance of femlly
planning is supported by most Moroccen religious suthorities, althougk
congervative attitudes continue to prevail smong some health providers and
some government officisls. The support of religious leaders is expscted to
continue and incresse following the recent declaration by the Grand Nufti of
Egypt on the desirability of family plenning in developing countries.

Recent surveys suggest s strong desire on the part of Noroccan women to limit
their family size and space births. The surveys indicate that 40% to S50% of
married women do not wish to have more children, and 131 would like to
postpone the birth of their next child. Yet, only 24% of rursl women use
modern contraceptives. Men's attitudes and motivations for participating in
contraception are generally poorly understood. Contraceptive use or family
planning is reported by seversl observers to be & male-fomale struggle over
the right to decide on reproductive matters. Leading socio-cultural
constraints to increased prevalence of modern contraception are discussed
below. Although there sre no insurmountable social obstaclss to the
inplementation of the project, gsocio-cultural conatrsints need to be sxplored
further to expand coverage and prevalence of family planning eand mother and
child health cere, especially in underserved rursl areas.

4. Concept and Methods of Modern Contraception

Overall, 97% of Moroccan women know about some form of modern contraception.
Nost couples in urban end rursl areas can identify the three major modern
reversible methods of contraception, with the pill cited in some studies as
the ideal contraceptive despite its side effects. The functioning of the
verious methods, however, is not well understood. Consumers and potential
consumers are rarely informed by family plenning experts about how & method
works to prevent pregnancy. This information gep allows for the proliferation
of ususlly misleading snd/or frightening rumors about contraceptive products,
i.e., oral contraceptives sre toxic; the IUD, known as “the small

operstion,” essentially involves surgery, to be avoided unless very ill. The
mejority of couples stated that their msjor sources of information concerning
contraception were family and friends, end information exchanged in gathering
places such as "souks" or "hammams.*” This underlines the need for good public
education In family planning, end points up the possibility of using these
informsl networks when possible to promote preventive health measures.

Nost couples consider the existence of more than five or six children in a
fanily to be a financial burden. Yet attitudes asbout family plenning 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 aress, understand family planning to mean
limiting family size. Their use of family planning may reflect their
recognition of the mother as a person, who in addition to rearing the
children, may work outside the home. Couples who reject contreception, on the
other hand, generally reject the concept of limiting femily size. Although
they may not feel the need to have children for their economic usefulness,

N
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children, especially young women, are regsrded as helpful workers, with &
girl's education not yet regarded as essentisl, or long enough, to be &
burden. Although resesrch has revesled auch sbout men snd women's sattitudes
about contraception, more subtle sttitudinal factors remain to be understood,
again on a regionally specific basis. To that end the project will finance &
pumber of attitudinal studies of various socio-economic and geographic groups,
as part of research on improved IB&C materials, operations research and health
financing feasibility studies.

In terms of methods of modern contraception, there is overwhelming relisnce on
the use of oral contrsceptives. Studies of knowledge end ewareness of varjious
methods indicate that the pill is known by 97% of women, followed by 79%
awareness of IUDs, 77% of female sterilization, 59% of condoms, 56% of
injectable methods, and 241 of vaginal methods. In contrast to the pill, the
condom is the modern, reversible pethod that seems to be the least

acceptable. Because men tend to be reluctsnt to tslk about FP, and becsuse of
the negstive association of condoms with extramsrital sex, substantial public
education will be necessary to schieve any large increase in condom use.

Among other things, this could have important ramifications for the success of
any condom-based AIDS control program. Surgical contraceptive methods are
viewed with s certain reluctance. This is related, in part, to the finding
thet Moroccans tend to consider surgery and subsequent hospitalization as
desperate measures to be teken for the very ill. The acceptance of tubal
ligation is likewise limited snd subject to cultursl norms. In theory, tubsl
ligation is available only to womsn aged at lesst 28 but not older than 42,
with spousal consent, from femilies with st least four living childrem, one of
whom must be s boy, with the youngest st least two years old. In practice,
however, it appears that these criteria are applied flexibly, depending on
both the provider's views and the client's own situstion. Because side
effects are more limited compated to IUDs, tubsl ligations may be more
scceptadle to eligible women. Additional attitudinal research will bde needed
end is finenced in the project for the design of appropriate information and
outreach strategies on the various contraceptive methods.

S. Conatrnintl.to Expanded Use of Modern Contrsceptive Methods
and MCH Services

e) Client Knowledge and Use of Family Planning end MCH Services

- Despite the falrly widespread scceptance of the concept of contraception, the
level of understsnding sbout correct usage of products snd ectusl prevalence
fall below potentisl demand. Similer shortcomings exist in the use of NCH
services and products.

Recent survey findings indicste that the pill, in particulsr, is often used
incorrectly. Many women have the notion of taking the pill for a few sonths,
then stopping for s period "to let their bodies rest” and begin sgain. It is
unclear what contraceptive methods, if any, sre used during the *rest” perlod.
Furthecmore, both studies and anecdotal evidence exist that many women
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continue to believe the pill should be taken only and slways after sex. Yet,
other studies show that most health workers know and can sxplain 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 sbout the correct use of orals,
about rumors, and side effects. Both rumors and side ef{ects 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, end service statistics thet track such rates
accurately are essential in assuring that (1) outreach strategies are
acceptable and effective, and (2) reported prevelence 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 much the IUD share
of prevalence will incresse because of reported side effects and the earlier
mentioned fear of “surgery.® VSC similarly hes & low market share, but
becauge of its more limited side effects, is likely to benefit quickly from
the increase of trained doctors who can perform this surgery, and thus essier
access for clients to this method. Most VSC clients seem sstisfied with the
services. Many women referred other women for services. Judging by the
number of women who are on weiting lists in many provinces for VSC, there is
significent unmet demand.

Veginal methods are slmost unknown in Morocco. The fact that msjor donor
organizations have not focused on these methods is responsibdle. With proper
education, there may be a market for such vaginals as foaming tablet, sponges,
ovules, etc. Proper sanitation will be & 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 smong 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 materisls to expand condoa use,
both as an AIDS control and a femily planning method.

Misconceptions about the effectiveness end proper preparation and use of
products is also an obstacle to increased use of NCH 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 diarrhes-struck children. Diarrhea and voaiting ere
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 KAP study
carried out before the 1988 Child Diarrhea Control Cempsign, only 3% of women
who consulted pharmacists concerning dierrhee were given ORS, and in only 10%
of cases was ORS prescribed by doctors, though public sector doctors are more
likely to prescribe ORS. The gap between prevalence and spparent demand is
related to inadequate access to FP and MCH services in rural sreas snd the
quelity of available information about family plenning end NCH services.
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The 1967-88 National Health and Demographic Survey reported that although

just over a quarter of women had medically supervised births, in rural aress
this figure was a low 10%, with only 12.6% of these women receiving any
prenatal care froa a doctor, nurse/midwife or nurse. Regional differences,
reflecting accessibility to care as well as cultural patterns exist here as
well. In general, however, as education increases, women are more likely to
have received both prenatal care and medical supervision for births.

Although much of the misinformation and gaps in client knowledge can be
ascribed to the informal sources of information, health professionals also do
not always provide complete and adequate advice on FP products and their
correct use. A survey of private health professionals indicates that they do
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 “poorer”
client. Currently neither the formal nor the informal communications networks
in operation provide the medical comnunity or the public with appropriate or
high quality information about family planning method and their correct use.

The project will finance IB&C asctivities designed to research consumer
preferences as well as improve the reliability of information provided through
MOPH channels, social marketing activities, private pharmscies and
physiciens. Since there often is a close and trusting relationships between
women clients and traditional midwives, training of traditional midwives in
family planning and mother and child health end other community workers is
planned under the project and will particularly benefit the most remote and
nonadic populations, where community participation is essential for the
delivery of minimal services. In sddition, pharmacists end pharmacy
sssistants will receive training in contraceptive technology, including
management of side effects, and femily planning communications.

b) Access to FP and MCH Services and Facilities

Access to fized MGPH 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 @ perticularly adverse impact on women
of high parity and those over 35, who no longer want children or wish to delay
their next pregnancy. That 80% of Moroccan women relv on oral contraceptives,
which is not the most sppropriate method for women wvanting no more children,
_reflects in part insufficient access to eclinical facilities that provide IUD
insertions and VSC services, as well as the aisperceptions and fears
associated with more relisble and permanent clinical methods.

The project will extend access to the MOPH FP and NCH program to 12 new
provinces locsted mostly in the northern region of Morocco. These provinces
are relatively isolated with limited transportation infrastructure. Mobile
units will be created to reduce beneficiary travel time by meeting at service
gites located in a given area. Improved access to clinical facilities
financed under the project will include the upgrading of rural dispenseries;
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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¢) Beneficiary Perceptions of the Public Delivery System

Even when health fecilities 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 lesave the house alone to seek
help at a clinic, the perceived lack of qualified personnel (i.e., 8
physlcian) at the dispensary level, lack of pharmaceuticals, and s 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
condition, under-equipped and lack sufficient supplies. Rural dispenseries
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
quality of client interaction with health workers is also often limited by
communication barriers, including but not limited to, an unfamiliarity with

local dislects.

According to recent surveys, although effective communication between clients
and heslth 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 (12%1), most restricting was the fact that workers do not
demonstrate the use of products (S7%). Given cultural sensitivities, male
workers are particularly reluctant to provide adequate explanation and
demonstration of products to women clients, and women clients are often
reluctant to seek FP and MCH services from male workers. This problem is
especially scute 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 pumber of houses they have visited by the end of the day
rather than the quality of the interection. In the past, health workers meay
have had as little as three minutes to devote per household. Although this
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 changlng contraceptive sethods. Changing the basis of the
evaluation of outreach workers' activities to take into account actual
accomplishments and qQuality of interaction is importeant to improving the

- impact of these programs.

Finally, there is some indication from the evaluation of the VDNS progrsm and
social marketing feasibility studies that client perceptions of MOPH services
may be negatively influenced by their free-of-charge nature. An assumption,
noted often, that if something is free it is not as valuable as something that
has an assigned value, might be interfering with the level of acceptability.
On the other hand, VDMS workers for the most psart indicate that even s small
payment would be impossible for most of their clients. In one study, womun
who ssid they were happy to receive and use such items as ORS stated that they
would not purchase these same items, even if needed by their children. This
is borne out as well by the fact that few women frequent the ANPF centers
where small payments are required for FP supplies. And yet families with
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financisl means prefer private medical end pharmaceuticel outlets. Additional
research in this ares is needed to define price-related factors which
influence client health-seeking behaviour in verious populations. ~

Project activities intended to improve client perception of the quality of
MOPN services include the upgrading of facilities mentioned above, training
for MOPH workers, mobile outresch coverasge designed to improve the quality of
services and duration of consultations. In sddition, demand analysis and cost
recovery research are planned to identify price-related factors which
influence client behaviour.

d) MOPH Worker Perception of the FP and NCH Program

The mid-term field evaluation of the AID-supported VDNS program showed that
staff morale among MOPH itinerant workers is an obstacle to improved service
delivery. VDNS workers' job satisfaction was shown to diminish
correspondingly as distence from the MOPH centers increases. reflecting s need
to improve supportive supervision. Correspondingly, client satisfection with
the VDMS program also decreased as distance from s fixed medical facility
incresses, and clients expect and need a wider rargy of services.

Work environment-related factors which lower morale include problems with
steff reimbursement for travel expanses, repair of motorbikes, restocking of
supplies, and the difficulty of reaching remote rural outposts. Nost (74%)
rurel workers cited serious transportation problems as s major obstacle.
Inadequste management and supervision of outreach workers haes algo been shown
to undermine the quality of coverage provided by ROPR workers. Personal
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 terget populations, VDES workers recommended
that a greater effort be made to provide services for households far from
health facilities by providing “points de rassemblemsnts” or "points of
contect” and by stocking “points de spprovisionnement,” where rurel 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 femily
planuing services of these people. The extent to which, however, the
convenience of door-to-door service is lost, and leads to family planning
drop-outs will be monitored in arcas where VDNS visits are withdrawn. This
will be done using as a baseline s “census” of households teken by point of
contact and mobile team workers before the program begins, end then followed
up specifically to note discontinuaetion ratas.

VDNS workers also urged that greater efforts be msde to involve other
ainistries in support of the femily planning and NCH programs. Broadening the
efforts to work with other ainistries beyond the central level to the
provinces should be easier with the Ministry of Health's efforts to
decentralize progrem management, and should be a focus of USAID attention.

Under the project, worker motivation will be enhsnced as well through more
decentralized management and improved mobility of the enhanced FP and NCR

program.
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The expansion of the traditional VDMS approsch of door-to-door vigits to
include wider use of point of contact and the mobile team concept should
improve logistics and supply if planning and supervison sre adequate. The
installation of photovoltaic lighting systems in spproximstely seventy rural
dispensries and health centers will improve working and living conditions for
rural workers. Finally, worker motivation can be improved by providing basic
quantitative skills treining making it possible for them to monitor progress
and see results of their efforts.

6. Programmatic and Strategy Issues

a) Relative "Nix" of Interventions

What seems to be the most effective approach in s country as diverse as
Norocco i8 to have a multiplicity of service delivery approsches tailor-made
to the different regions or populations. Thus the project will support the
expansion of the MOPH outresch system by introducing sppropriate features of
the MOPH's pilot maternal child health system, "Soins de Sente de Base®

(SSB). The enhanced strategy incorporates s combination of outreach
approasches, including fized facilities, household (VDMS) visits by itinerant
agents, community level service points covered on s schaduled 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 approsches and their
epplication of family planning services in outlying rurel aress. Two obvious
problems with the approsch sre that (1) some women, in accord with local
mores, do not leave their homes, and thus will no longer benefit from sccess
to servicas; and (2) some terrain, within 3 kilometers of health centers, may
be mountainouz meking sccess to health care more difficult than in flatter
outlying regions. Finally, to be successful, the approach is dependent on the
MOPH srranging, publicizing, and observing schedules for both point of contact
and mobile teams, implying & need for good logistic planning, budget support
and rupervigon.

The necessity to tsilor program elements to terrsin must be counterbalanced
with sn ewereness of the common elements which the different Noroccan regions
share. These include central government structures which unite the verious
regions and socio-cultursl fectors such as the “souk,” the “hammsm,”, and the
- *"mosque.” These all offer possibilities to be considered for providing
information and sometimes services in family heslth care.

b) Relative Effectiveness of Male and Female Workers

Surveys show that women clients tend to be more responsive to femsle workers.
Due in part to cultursl sensibilities, male workers sre often reluctant to
provide female clients with detailed explanstions of contraceptive products.
An effort is being made to increase the femsle steff in fixed facilities and
mcbile 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 arees, and past
tegative experiences of female outreach agents. Additionsl information is
needed on the potential for effective outreach work by male and female
workers. During the first year of project sctivities, there will be a review
of dats regarding effectiveness of male and female outreach employees as an
input into the design of expanded support for such sctivities. Moreover, a
ceview of the satisfaction of female Workers with their responsibilities will
be undertaken, including the steps needed to increease their effectiveness and
satisfaction. Given the socio-cultural diversity of Morocco, resesrch on the
receptivity of clients and appropristeness of communication channels must be
conducted on & region-specific basis, ideally through a series of focus groups
conducted in cach key region by qualified MOPH 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 MOPH outreach workers.
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ANNEX 8
ADMINISTRATIVR ANALYSIS .

A. ADNINISTRATIVE ARRANGEMENTS AND RESPONSIBILITIES

The Ministry of Public Heelth (MOPH) will continue to be the primary recipient
of U.S. assistance under this Project, with several elements implemented in
conjunction with the private sector aod other government asgencies. HNany of
the major elements of the project arse s continuation and expansion of
activities developed with assistance provided under earlier projects. There
are, however, new project elements (pacticularly health sector financing, AIDS
prevention and control, end to s lesser extent, fecilities renovationb and
extension) for which there is limited prior experience. 1In addition, given
the nuamber of ectivities, implementation of the project will require the
coordinated action of each of the participating sgencies. 4 description of
the key agencies involved in the project is presented below.

1. Ministry of Public Health

The Hinistey is in the early stages of & major reorganization which will
involve some key counterparts. The current and evolving organigrams asre
presented under tables E.1 and E.2, respectively, and illustrate this
snslysis. Currently, the Hinistry has two Directorates, that of Technical
Affairs and of Administrative Affairs. To dats, thas Directorats of Technical
Affeirs (DAI) has bald primary responsibility for the entire range of the
Kinietry's curative and preventive health care programs, includiag AID, World
Bank, and other donor-supported activities. Actual implementation
responsibilities of the predecessor AID project were sssigned to DAT's
Division of Population which comprises practically ell progreas deceliog with
preventive care, including fexily plenning, mother end child health, health
education, potable water, etc. The Service of Family Planning coordinated
day-to-day management of the project 0171, working closely with other Services
in the Division handling related child survivel interventions (immunizetion,

ORT, nutrition).

Under the revised table of organization, the DAT has been broken up, with its
responsibilities to be shared between four of the Ninistry's new seven
directorates, and three of the nev divisions. Specifically, the Division of
Population will be largely subsused into the new Directorate of Prevention and
Health Training which will becoms the sest of project management and
coordination. Project assistance for preveation and control of AIDS
activities, however, will dbe managed by the Directorate of Human Epidemiology
and Health Prograss; technicel and menagement training sctivities by the
Directorate of Human Resources; and the dats menagement and special studies
sctivities, including the 1991 Demographic and Health Survey, will be the
responsibility of the Division of Planning, Statistics and Dats Processing.
Activities with the private sector and health financing will involve the
Directorate of Regulations and Control, the Division of Coordinstion of
Autonomous Institutions, and the Division of Pharmaceuticals.
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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 committees for hospitel
operstions and basic health services. A copy of the revised organigram for
Provincial Health Services is presented in table B.3. Coplies of the previous
provincial level organigrams are presented aleo as tables E.4 and B.S.

The ravised atructure will facilitate improved coordination in client referral
and follow-up, more effective technical back-up and superviasion; and increased
participation by climical staff in plenned FP and NCH treining programs.

2. USAID

USAID officers will continue to exercise primary responsibility for the
msnsgement of activities discussed in this Project Paper. Specific project
mensgement responsibility will rest with the Population and Humam Resources
(PHR) Division of USAID. PHR staffing will include the Division Chief; a
Population Officer; a project-funded Child Survivel Advisor (TACS); e Special
Projects Officer; and & FSN professional employee. A locel hire PSC health
finsnce sdvisor working with the MOPH in the development and coordination of
planned sector reform activities will also assist in assembling information to
enable more effective GOM monitoring of the Project.

As in the past, the Population Officer will act as the Project Officer for the
project, with mansgeaant responsibility for the various subproject components
shared by the remaining USDH staff identified sbove. Based on USAID
experience with the predecessor Project 608-0171, the Kission has incressed
stsff depth in key technical skills areas, i.e., certain aspects of child
survival, health finemcizag, to enable more effective managoment of the
numerous and complex assistance activities scheduled under the Project.

Pucthermore, to reduce the msnagament burden, USAID will consolidate technicel
essistance in specific fields under s single contractor, who will be
responsible for necessary coordination snd follow-up. For exemple, one firm
will handle private sector activities, enother IEBLC, and a third, technical
assistance snd training needs across the board. Monitoring of this latter
contract will be the task of the new Child Survival adviscr. The general
training and technical assistance services will be rrovided under an AID
direct institutional contrsct for management, training and technical
assistance. This contract will provide: (1) spprozimately 30 months of
ahort-term technicel assistance and 48 months for two long-tera advisors, each
for a period of 2 yesrs; (2) local sedministrative, mansgement and logistical
support for MOPH in-couatry training, operations research and related dats
collection activities; and (3) home office support for the procurement,
testing and shipment of commodities purchased in the U.S. end overseas. 1In
edditicn, there will be multiple sctors involved in efforts to expsnd private
health insurance snd carry out necessary sector cteform measures. Given USAID
interest in playing s more active role in moving these activities forward and
assuring coordinatlion, the Mission will also contrsct assistance requirements
for these project elements, under & separats USAID direct contract. Ongoing
assistance requirements in specific technical skilis sress will continue to be
scqQuired through buy-ins under AID/W central project contracts.

-
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-~ — TABLE E.J3 °
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TABLE E-4
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In this regard several AID grantee and contriEEBE_Br;anTzntiona will”’
participate in the pcoject. These include:

a) The Johns Hopkins Program for Internationsal Bducation in G)n;colog!

and Obstetrics (JHPIRGO).

JPHIEGO will assist the MOPE in strengthening both pre-service and in-service
teaining in reproductive health end family planning. The contractor will also
assist the Ninistry with next steps to decentralize clinical update and
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,
Meknes, and Oujda. The centers will be operated in close collaboration with
the National Training Center for Roproductive Health, University Teaching
dospitals (CHU) in Rabat and Casablancs, and MOPH provincial-level schools of
Nursing and Midwifery. JHPIEGO will also assist in establishing family
planning sarvices in private sector organizations, such as the National Center
for Social Security (CNSS) snd under private employee service prograas.

b) The Associstion for Voluntary Surglical Contraception (AVSC),

AVSC will assist the NMOPH in the further oxpansion of the nationsl
reproductive health and surgical contraception program described under the
clinical services element of the project. AVSC will purchase medical supplies
and equipment, finance operational expenses for the program, and provide
technical supervision for hospitals participating in the sub-project. Funding
for this activity will be provided under the Project via a buy-in to the
existing AVSC grant agreement with AID/Washington.

c) The Westinghouse Institute for Resource Development (IRD).

IRD will finance technical assistance to the MOPR in conducting the 1991
Demographic and Health Survey (DHS), disseminating the results to policy
makers and family planning program administrators, and strengthening MOPH
institutional capabilities for undertaking future surveys of this type. IRD
assistance will be funded through the AID/V Demographic and Health Surveys
Project Contract.

d) The Johna BRopkins University (JHU), Center for Population

Communications.

JHU will sssist the MOPH in identification of the information and education
needs of the MOPH family planning and NCH programs; execution of marketing and
sudience surveys; production of FP and NCH promotion materisls; and design,
implementation, and oversll assessment of the Ministry's IEC program. This
assistance will be provided through s buy-in under the ALD/W Population
Communication Services (PCS) Project Contract.



- BS -

e) Acsdeny for Educationsl Development (AED), and Family Heslth -
Internstionsl (FHI). —_- :

AED and FHI will provide technical assistance, under buy-ins to the AIDN
AIDSCON and AIDSTECH project contracts, for HOPR surveys to determine the
incidence and prevalence of B”7 infections and AIDS, and attitudes towards
AIDS; research to test and evaluate AIDS intervention programs and
hypotheses; and provision of blood screening equipment and other prevesntion

commodities.

3. Other Public and Private Sector Ocganizationa

The MOPH will also receive assistance from geveral other public and private
gector organizations. Following is @ 1list of the specific organizations which
wiZ. participate in the implemsentation of the project.

A. Autonomous Training Institions

Five autonomous training institutions will provide training and technical
supervision to fecilitate implementation of the clinical services, employee
services, technical and nanagement training, and AIDs prevention and control
elements of the Project. A brief description of these institutinns is

presented below.

(1) The National Training Center for Reproductive Health
(NTCRH) :

The NTCRH is a national family planning and reproductive health gervice end
training facility, with a 30-bed msternity and obstetrica-gynecological
gervice, located in Rabat, Morocco. The center functions under the joint
auspices of the Ministries of Health and Bducation, and has provided regional
training for Moroccan patticipants in sub-Saharan Africa, under an agresment
with JHPIEGO, since 1981. The NICREH offers training for physiclans, nurses
and technicel staff in a full range of ceproductive heelth. The Ceator's
technical staff consist of 12 physician specialists in obstetrics, gynecology
and reproductive sucgery; 22 resident physicians, who are specializing in
obstetrics and gynecology, 80 aurses and snother 62 administrative and service
personnel. ’

Since 1984, the NTCRH has trained approximately 150 physicians ard over 270
paranmedical personnel in lapsrosccpic tubsl ligation procedures, operating
room techniques, and family plaunning information and services. The NICRH also
ennually serves as & clinical rotation site for approximately 80 medical S5th
and 6th year students. The Center has performed over 6,000 tubal ligations
and provided technical supervision for an additional 16,000 such procedures
perforned in MOPH provincial centers throughout the country. The NTCRH will
provide similar clinical treining and technical supervision ass stance under

the Project.
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(1i) Universit .Toachin Hos itals CHUT:

The 180-bed Averroes Maternity Hospital (Rabat) and the 248-bed Maternity-de
Ibn Sine (Casablanca) will also become more actively involved in family - )
planning clinical training and program supervision under the Project. Each of
these maternities carries out over 12,000 deliveries per year and serves as
one of the nine medical facilities comprising the CHU clinical cempus of Rabat
and Casablanca.

Instruction and service programs st the two CHU maternities are similar to
progrems managed by the NTCRH, each with approzimstely 30-40 resident
physiclans completing their specialty in obstetrics and gynecology, snd an
edditional 120-160 Sth and 6th year medical students rotating through these
fecilities on an annual basis.

(111) Management Training Institutes

Two newly created manegemont training institutes, the National Institute for
Research end Treining in Public Health (NIRTPH) snd the Regional Family
Planning Logistics and Management Training Center (REPLNTC), will assist the
MOPH in carrying out planned mensgement treining activities finenced under the

project.

The NIRTPH has been established ss an sutonomous institution under the
suspices of the MOPH. The institute is currently located on the grounds of
the MOPH College of Public Health and will begin offering masters level and
short term-training, in public health and hospitel msnsgement, in September
1989. The REPLNTC, also housed on the grounds of the College of Public Health,
was established in March 1989 with assistance provided under the AID/W Fanmily
Planning Logistics Management Project. This center will offer short-term
treining and technical sssistance in FP program and logistics management, with
the initisl course scheduled to be held in December 1989.

b. Private Voluntary Orgenizations (PVO)

Two PVOs, the Moroccan Family Planning Association and the Horoccen
Association for the Prevention and Control of AIDS, will assist the MOPH in
the implementation of the IEC and AIDS prevention snd control elements of the

project.

(1) The Assozistion NMarocaine de Planification Familiale (ANPF)

AMPF, the Noroccan cffiliate of the Internstional Planned Parenthood
Federation (IPPF), will continue to assist the NOPH in the development of FP
promotional and educationsl materisls. Founded in 1966, and sccorded
IPPF-affiliate status in 197%, AMPF is recognized by the GOM as a “"societé
civile” -- a non-government organization engsged in socially beneficial
activities. Its primary functions sre to: (1) motivate, juform end educeate
the Moroccan people sbout the sdvantages of family plenning; snd (2) provide
femily planning services to the Noroccan people, especislly the rursl
population who do not have access to the "Hinistry of Public Health
fecilities" (AMPF constitution, 1974).

s
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AMPP has & staff of 65, including 9 edministrative personnel, 12 IBEC stefT,
and 44 pecsons involved in FP service provision. - Working out of Rabat N
Headquarters and branches in Marrakech, Fes, Tangier, Casablancas, and Agadir,
the organization operates 12 FP clinics; a FP service delivery prograa using
mobile units and community based sales agents; and an eytensive PP IBGC
program, including radio, IV, public exhibitions and training workshops for
parsonnel from various Moroccan government and non-govarnment sgencies. 1In
October, 1983 the Nission registered ANPF as s PVO eligible to seek U.S.
Government resources.

(ii) Association de Lutte Contra le SIDA (ACLS)

ACLS, & 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 tue full range of activitis. plannid 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
community. The Executive Board of the Associastion includes several senior GO
officials snd the ACLS has the endorsement of the MOPH. The President of the
Associstion is an active nsmber of the GOX AIDS Commission and is recognized
as 8 leading expert on the prevalence and transmission of AIDS in Morocco.

To date, ACLS has developed a series of AIDS information brochures and
pamphlets; completed & 12,000 seaple survey on kpowledge, sttitudes and
practices concerning AIDS and HIV infection in Morocco; drovided counseling to
AIDS pstients and family mesbers; and established a telephone hotline to
provide information on AIDS and HIV infection and suggested preventive
Boasures.

The ALCS operstes out of Cassblance and has regionsl offices in El Jadids,
Marrakech and Rebat. It is planning to open edditional offices in other major
cities. The main objectives of the Association are dissemination of
informstion, and amoral and medical support for esymptomatic petients and AIDS
patients. ACLS recently torwarded USAID documentstion on its legal status,
mombership, financial resources, and procedures and plens for future
activities. USAID is presently reviewing these materials in anticipation of
cecommending formal AID registration of the Associetion as en suthorized
indigenous PVO eligible for diract financisl asgistance from AID.

c. Private Sector Agencies

The principal private sector ageacies involved in the project are the Noroccan
Physicien and Pharmaecists Professional Associations and the National Center
for Social Security (CNSS). Other potential private sector participants
include the Moroccan Private Employers Confederation (CGEM), the Noroccan
Federation of Private Insurance Agencies (FNSAA), and the Nationsl Social
Security Fund for Public Sector Employees (CNOPS) .
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(1) Conseil de 1'Ordre des Nedecing

The "Conseil de 1'Ordre des Medecins® is s Moroccan professional society,
roughly equivalent to the American Hedicel Asgociation im the U.S., for
Moroccan physicians from the public, private, militacy and acadeamic sectors.
The Conseil is directed by a national governing board comprised of the
presidents of its 7 reglional branches, rcepresentatives from each of the
concerned medical sectors and an executive seretarist. The president of the
national body, as well as those for the 7 regional branches, is sppointed by
Royal Decree, assuring continuity in operation and policies espoused by the
Conseil and ready access to senior levels of the government.

In Nay 1988, the Conseil, under the euspices of the King, hosted a national
seminar on access to health care in Morocco. The seminar was opened by the
Prime Minister and festured active debate by the over 600 physiciaens in
attendance, with the Minister of Health chairing seversl of the plenary
sessions and remsining throughout the three day workshop. Several of the
rocomuendations developed during the seminer figure prominently among the
health sector policy issues to be examined under the project. The Conseil has
been s leading voice for health sector reform and improvement of medical
practice in Morocco and will be represented on the technical advisory
committee.

In addition, certain of the regional conseils - and especially that of the
porth central region - have been particularly interested in health finencing
issues, holding seminars, discussing standards of practice and alternstive
financing and delivery systems. Given their smaller size, these organizations
may serve as more useful partners for specific dislogue in health financing
than would the Conseil itself.

(11) The Federstion Msrocaine de Syndicats des Pharmaclens
(FNSP)

The FNSP is @ national trade associstion grouping the 18 local and regional
professionsl associations of Moroccan phermacists. Although, the Federstion
works in close collaboration with the Conseil de 1'Ordre des Hedecins et des
Phermsciens on issues coucerning the morsl and professional integrity of
medical snd pharmaceutical practice in Norocco, its principal role is to
assist in addressing the practical conceras of its membership, i.e. laws and
regulations governing the instslletion of new pharmacies and medical product
sales outlets (depots); access to credits; continuing professional and
technicsl education; pharmaceutical pricing end sales sargins; etc. In this
role, the FNSP, through the Syndicat des Pharmaciens de Rabat, has assisted in
development of pleans for the new condom sales program, scheduled for lsunch in
Septeaber 1983. The FMSP will continue participation of this nature in the
implementation of project 0198, working with the KOPH to develop sociel
marketing sales programs for contraceptives and NCH products, and to creste
rural pharmsceutical and medical product sales outlets.




{11i) Caisse Nationasle de 18 Securite
The CNSS, a public imstitution, was established in 1959 as the centerpiece of
what is known in Morocco as s system of social protection for the salaried
labor force in the privete sector. CNSS generstes revenues for its programs by
mandatory employer and employes contributions for all privete sector firms.
There era three types of benefits programs according to the law: (1) fenily
benefits; (2) short-term indeanity benefits for illness and maternity leave;
end (3) long-term paymonts for retirement, workers compensation and survivors
benefits. The CNSS has been involved in health service delivery, since 1979,
through its family benefits branch.

From 1979 through 1983, the CNSS developed, organized, and financed a
multipurpose clinic system which consists of 12 facilities that contain s
total of 1280 beds natlionwide and employ 229 full-time physicians. The
project will strengthen the capacity of the CNSS to provide reproductive
health and faaily planning training to CNSS's 16 full-time and 46 part-time
physician OB/GYN specialists and related pacramedical staff; and to ianstall ¥SC
services in the maternity units of these 12 polyclinics. The CNSS will also
participate in the planned private health insurance feasibility essessmont and
will figure in subsequent deliberations on options to expand private insurance

coverage.

{iv) The Federation NMaroceine des Socistes d'Assurances st des

The Federation Maroceine des Societes 9 A == ——— = ——

Assureures (FMSAA) end Caisse Nationale des Oeuvres de
Prevoyance Socials (CNOPS

Anong other private sector organizations which will be invited to perticipate
in the planned private health insurance feasibility assessment sre the
Federation Narocaine des Societes d'Assurance et des Assureures and the Caisse
Hationale des Ouevres de Prevoyance Socials.

The FMSSA is s national trade essociation whose principal responsidbility is to
represent the 21 Noroccan privete insurance companies in negotistions with the
GOM. These negotistions primsrily involve officials within the Ninistry of
Finence's "Direction des Assursnces et de la Prevoyances Sociale,* concerning
laws and regulations governing insurance industry operations and pricing.
Private insurance firms represented by FNSSA normally offer health insurance
policies, often part of & group insurance package, to private sector
employers. Although the price of health icsurance {s not regulated, and does
not have a fized price, insurance companies are regulated es to their
investments (60% of reserves must be invested in bonds issued c- guarsnteed by
ta GON at below market rates). Pricing for these group premiums are set
basec on expectations of sickness and utilization, and adjusted each year to
reflect the actusl experience, elthough there ig competition ia rstes. These
policies currently provide coversge for spproximatley 13% of the Moroccen
population.

The CNOPS consists of s loose organization of 8 sutonomous public-sector
employee autual groups, responsible for both the financing and delivery of
health care. Although the CNOPS functions as the umbrella organization of the
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8 mutusl groups and msintains its own separate adainistrative offices, each of
the mutuals manages its own benefit progrem. Nembership in six of the eight
mutual groups i{s voluntary. The two remaining groups, covering the Noroccan
armed forces and dependents, require compulsory participation for meabers
under thaeir segis. In 1988, this ensemble of mutual groups, under the
usbrells of CNOPS, had 650,000 members, or 80 percent of all public sector
eaployecs.

(v) Confederstion Genersle Economique Marocaine

The Confederation Genersle Bconomique Harocaine (CGENM) is the private
employers confederation, often viewed as the functionsl equivalent of the U.S.
National Associstion of Manufecturers. The CGEM 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 proclsimed
goals of the federation are to promote a rationsl economic developmesat policy
and to strengthen tho role of private enterprises in Norocco's economic and
social development. USAID end the MOPH, and AID coatractor staff, have
spprosched CGENM as s potential participant in the project. In this role, CGEHN
would communicate information and stimulate interest in the planned employee
service activities to the numerous Moroccan employers subscribing to the CGEM
newsletter.

B. JONAL ISSURS

The MOPH has been an effective and committed counterpart for USAID assistance
in the sector. The Ninistry remains, however, a highly centralized and
hierarchical structure, and has moved slowly in delegating decision making
suthority to program managers at the centrsal level and increasing thke role of
provinces in program administration and planning. The project will assist
ongoing MOPH efforts in this regard through incressed managament training of
progrem and adainistrative staff; streogthening date collection snd _
information systems; and improving coordination among the various programs,
departaxents 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 MOPH. Yet much of the
Ministry's success in implementing Tamily planning and maternsl child health
_programs has dopended on a relstively small nusber of capable, energetic stsff
at the central level and in the provinces. The MOPH is aware of the fragility
this creates in assuriag long-tera continuity and effectiveness im program
mensgoment. Tho Ministry has, therefore, taken steps to improve thirs
situation.
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To improve progran management st the central level, the Ninistry established o
Projoct Managoment pait (PRU), within the ROPH Divislon of Population; end has
progressively strengthened the mansgerial cepacity of the PNU by incressing
both the number snd technical competence of assigned staff. The PNU is
directed by the Chief of the NOPH Fenily Planning Service, with edainistretive
and technical support provided by s senior administrator (s USAID _MPH
participant under the Health Management project 0151); the adminstrative
assistant for the Population pivision; s data mansgement assistant; s recently
recruited public health physicisn; e nurse midwife; and additional secretarial
and logistics personnel from the Division of Population.

In 1986 the Ministry appointed s former Provincieal Medical Director to manege
and coordinate USAID Child Survival mssistance for the national vaccination
program. The project coordinator has heen extremaly successful in directing
national veccination campaigns during each of the last three years and
improving the performance of tho ongolng seryice progrea. As ¢ result, the
MOPH has institutionalized this approach and designated program managers for
each of its 18 praeventive health service programs. The PNU coordinates
program manager activities, particularly those receiving USAID assistance.
These program managers will be members of the planned Project Coordinaticn

Committee for Project 0198.

2. Project Coordination

The Ministry's hierarchicsl stcucture has hindered coordination both among the
various MOPE daepartments involved in the project and with other concerned
public end private sector orgsnizations. At the central level, the PNU
structure has been affective in improving coordination among MOPH vertical FP
end NCH programs. HNansgesent and technical direction for VSC secvices,
however, has been assured primarily by the NICRA, with little involvement by
central level technical staff in the MOPR or from the faculty of university
teaching hospitals (CHU) in Rabat and Casablenca. Personal and professional
conflict among key NTCRH and MOPH central level officials have elso
contributed to the limited coordination and delineation of responsibility
between this largely hospital-based program and the FP outreach end referral
progrens responsible for client motivetion and recruitment.

Similar problems have arisen in the executlon of clinical treining programs.
Conflicts have developed between MOPH and ) '"7H staff concerning selection of
physicians and nurses to raceive clinicel :zciuing, snd over responsibility
for follow up on the performance of these ir %cis upon their return to the
provinces. To date, the CHUs have not be." jav1ved in clinical updating end
rsfresher training for HOPH staff. Due to pianned ezpansion, im both the
public and private sectors, of the VSC program and the decentralization of
MOPK clinical training activities, the Ministry has initiated steps to clearly
outline the operational roles and responsibilities of WTCRH, CHU and HOPH
steff in the implementation end technical monitoring of these programs.
Technical assistance (AVSC and JHPIBGO) financed under the project will assist
the MOPH in this regard. In sddition, both the NICRH and the two CHUs will be
represented on the Project Coordinating Committee.
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At the provincial level, the revised orgenizational structure will fecilitate
oversll coordination between curstive and preventive service programs.
However, ther. are wide veristions in menagement capsbilities, at the
province, district and lower levels of the systea. Understandably, staffing,
adainistration, and organization of sarvice delivery are different from
province to province, depsnding on local conditions. Certain basic planning
and administrative processes have been developed during the implemsntation of
VDNS and the design and testing of the basic heslth services (SGB) strategy,
to standardize management practices and improve program planning and
implementation. Nonetheless, edditional lmprovements are required in this
area to broaden staff capabilities and strengthen managemsnt systems. The
project will finance short- and long-term advisory and training assistance to

address this need.

At the central level, the Hinistry has assigned responsibility for technical
oversight and coordination of sll provincial lovel PP activities to the
Director of the Provincisl Maternity Hospitals, who also cerves as the
Director of the FP Reference Center. This official will assure coordination
between the FP Reference Center; FP outreach and fized fecility programs;
physician and nurse training, including clinical practicums; end surgical
contracetion sctivities. Technical assistance provided under the JHPIEGO and
AVSC contracts will assist in identifying required modifications in local
procedures and carrying out related staff training.

3. Decentralized Management and Planning

The bureaucratic and hierarchical eaphasis of MOPH management and reporting
syitea leads to en inordinate amount of tims speant on routine tasks by
adainistrators and program managers. Both central and provincial level
menagers have therfore, been unable to spend sufficient time monitoring the
effectiveness and impact of ongoing programs end planning new initistives.
The lack of teaining in modern management pcactices and the absence of
effective information systems fucther complicates this problem.

The recently epproved NOPH central and provincial reorgenization will
streamline current reporting and administrative relationships and decentralize
decision making suthority to lower levels in the system. The project will
provide two long-term resident edvisors and 10 months of short-teram technical
assistance to assist the MOPH in the development end inplementation of
managenent training programs; the design and execution of operations research
and special studies; snd the revision end provincial level sutomation of the
Ninistry's FP and NCH service statistics and management ceporting systea (NIS).

The revised NIS will be geared for more effective use as & monitoring and
planning tool. In line with rscommendations of the Mid-term Bvaluation of
project 0171, the revised system will enable the MOPR to maintain up-to-delo
information on the totsl number of continuing and new family plenning
acceptors, as well as information on discontinuation of contraceptive use,
vaccinetion coverage, and other NCH dats. The BOPH has established quantified
targets at the natiorsl, provincisl and local level for all key program
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interventions and will routinely monitor implementation pecformance ngiinai
these targets, using the revised MIS format. These dete will be verified end
further refined through operations research and special studies to be
undertaken by the MOPH.

4. Staff Conpetenqe -

The Technical Analysis (included under Annex A) demonstrates that the MOPH
possesses the clinical end operationsl expertise to carry out the planned FP
and MCH program expansion and heslth sector reforn activities. In an arce
more relevant to thic analyeis, the NMOPH will be responsible for host country
procurement of spproximately $4 million in goods and services financed under
the project. These procurement actions will involve the purchase of: project
vehicles; medical equipment and supplies; audio-visuasl equipment and supplies;
.nd administrative supplies, printing, and educational materials. The
Ministry will also contract locelly available architectural, engiseering and
construction services, and limited technical assistance for the implementetion
of studies and esssessments in the ares of health care financing sund 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 swarded to Noroccan and oversess suppliers. Under project 0171, the
Ainistry has procured goods and services for an estimated total value of
$2,500,000. These procuroment sctions include the purchase of an estimated
$565,000 in printed materials, sdministrative supplies snd fieldworker
equipment; $225,000 for infant wesning supplies; $370,000 for locelly
availadble advisory services; and $1,350,000 for project vehicles and spare

parts.

In implementing thess procurement actions, the MOPH has followed standard GON
procedures, including sdvertising to fasure full snd open coapetition and
procurement of goods and services at the lowest availsble cost. USAID has
participated as an observer in MOPH bid openings, reviews of technicsl
proposals and contract awerds, and has found GOX practices to conform with AID

ptocedures and requirements.

Due to some initial confusion, however, many of the commodities procured under
0171 by the Ministry were purchased under MOPH purchase orders ("bons de
coamande”) or contracts that did not imclude all of the standard terms and
conditions required under AID financed host country contracts. In bringing
this point to the attentlon of MOPH officisls, USAID was required to be
extensively involved during the development of a recently prepared NOPH host
country contract for the procurement of project vehicles. This experience has
improved MOPH understanding of AID host country contrscting procedurss and
incressed the Ministry's ability to cerry out similar contracting sctivities
in the future. The Implementation Seminar to be held in the first month of
the project will reinforce understanding of AID policy snd regulations in
procurement. Accordingly, based on GOM performsnce during the implementation
of Project 0171, USAID has determined that the NOPR has the capacity to carry
outjtho host country contracting of goods and services scheduled under the
Project.

. {’\
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S. Construction Mansgement

Host country contracting will be used to procure the srchitectursl and
engineering (A&E) end construction services financed under the Project. USAID
hes hed mixed experience vith the jmplementation of construction by the NOPH.
During the late 1970s end esrly 1980s, under Project 015S, USAID financed the
construction of ten Family Planning Reference Centars. These facilities were
constructed under fized amount reimbursement (PAR) procedure. While seven of
the ten fecilities were completed to technical standards and submitted the
required documentation on time for AID reimbursement prior to the PACD,
contractors at three sites were unable to meet payroll and discontinued work
midway through the construction period. Although two of these facilities were
eventually completed, the experience highlights a key problea with ol
financed construction in Horocco, namely the slowness of the GUR in meking
psyments to suppliers end contractors. This prodblea results io contractors
stopping work for long periods of time, sonetimes even going bankrupt, which
discoursages the interest of contractors in submitting ressonable bids for
future GOM projects. Builders prefer to bid on private sector projects,
particularly now thst demand for construction in the private sector have
picked up after a few slovw years.

More recently, however, construction has bean a substantial component of the
ongoing IBRD 1985 Health Sector Loan project. Under the IBRD project, the
BOPH wes the contrecting sgency with the Ninistry of Public Vorks (MOPH)
serving as its representative. The ROPYW receives a modest fee for services
rendered. The World Bank's project finances 681 of total coastruction costs,
the rest being financed by the Hinistry of Flnance budget. Comstructioa
implemented to date is of good quality and the supervision by the Direction
des Bquipments Publics of the KOPY has been excellent. Howsver, the project
has experienced serious delays due to the slowness of the WOF ia releasing the
321 GOK contribution to the project. Hechaenisms have been modified soveral
times and seem to have improved though therec aze still somo lengthy delays.

Thus, slthough the NOPH, in conjunction with the ROPW, has demonstrated the
capacity to supervise and sonitor oxtensive construction activities, it
continues to oxperience difficulties in moeting its paymont obligations to
contractors. Likewise many of the earlier problems under the USAID project
were due to the severe budget crunch experienced by the GOM at that time. As
s result, the NOPH was not able to meet its paymsnt obligations and project
implomentation suffered. tYhile the GOH budget situstion hae improved slace
that time, similar problems with conastruction psyments coatinue to exist. To
avoid delays in the implementation of construction elements of the project
USAID has opted for direct payments by AID to host country coantractors.

C. PROCUREMENT PLANS

1. General Equipment and Commodity list - The following is an illustrstive
l1ist of commodities and equipment which will be procured under the project.
Ref inements of this list may result in minor shifts or substitutions from one
commodity to another but the estimstod $16,240,000 programmed for commodity
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procurement will remain relatively unchanged. Nore preclise details and
specifications, for both local and international procurement, will be
developed by the MOPH, in conjunction with contracted technical advisors,
during tho impleomentation of the Project.

a) Bquipment and Supply lists for the 3000 Community Service Sites_

Basic furniture:

folding table 120,6x0,8m
folding chairs

wooden box 1x0,7520,5s
{sothermal container

lighting lamp butagaz (3kg)
bottle of butagaz for lamp (3kg)
cloth umbrella 1,80m

ompty contalner for water (10L)

W

Technical Equipment
1 blood pressure tester
1 stainloss steel tray for instruments
1 stainless steel curved basin
1 box of bandages and antiseptics with:
1 pair of Rayo scissors
1 pair of curved Mayo scissocs
2 forceps
1 scalpel holder
blades for the scalpel
assorted needles
1 needle holder
4 plastic liquid dispensers
S plastic medicine dispensers

b) Equipment and Supply lists for the 1500 fleld agents

1 blood pressure tester
1 stainless steel tray for instruments
1 stainless steel curved basin
1 box of bandages and antiseptics with
1 pair of Kayo scissors
1 pair of curved Kayo scissors
2 forceps
1 scalpel holder
blades for the scalpel
assorted needles
1 needle holder
4 plastic 1iquid dispensers
S plastic medicine dispensers

c) Equipment and Bupply lists for the 33 fobile Service Units

Basic Furniture:
1 light tent for camping (Sx3m)
1 folding table (lm x .6m x .8m)
3 folding chairs
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mainilep kits

vasectomy kit

pelvic emergency surgery kit

manuael aspiretor

manual cesuscitator

emergency oxygen resucitation unit (demand resuscitation)

ntubation equipment:
1 lerayngoscope
10 sirways
5 aondotrachesl tubes

basic IV stend
bottles Sporocidin concentrate

ry 8 Equipmsent (15 sets)

manual oparating table (Adjustable to trendelenburg
position

gynecological exam table
examination lamp

ravolving stools for exam and OR
adult scale

OR lanmp

besic instrument table

stretcher

autoclave

snesthesis machine

omputer systeas {ncluding related peripherals, and software

IBR-AT or compatible, equiped with 512K main memory, 1.2
megabyte floppy disk drive (stsndard), one 360K IBN-PC type
floppy disk drive {option), en 80287 math co-processor,
gcephics controller cards, 2 ssychrosoun serial ports and one
pacallel port.

Bornoulli box, equiped with two drives

Bernoulli boz cartridges

feet of RS-232C connection cable

EPSON LQ-1500 DOT matrix printer (200CPS)

INMAC T switch (ABCD)

IBN-PC to centronics printer cebles {1 male-male)

SOLA voltage regulator (220-volt, 350 Hertz, S00 Va4)
quadchroms color monitor

monochroms monitor

bozes of 3R doublw-sized, quad-density diskettes (for IBR-AT
drive)

ribbons for EPSON LQ-1500 printer unit

dust cover for IBN-AT

dust cover for Bernouli Box

dust cover for EPSON LQ-1500 printer

cleaning kit for disk drives



- E18 -
2 INKAC plastic diskett: holders (for holding up to 50 ..
diskettes)
1 DBASE III softwars package
LOTUS 123 software package
PC-2622 terminal emulation software package for IBH-AT, PC-DOS
3.0 (Prom Walker, Richer and Quinm, Inc., 1914 N. 3Jith, Suite
301, Seattla, WA 98103, Phone: {206) 624-0503
Edix software package
SPSS/PC roftware package
Quick Coda Software package (for dBase III)
Quick Hoport Software package (for dBase III)
copies "Lotus, La Pratique® (Fronch language instruction
manual.

(SN

W e e

e) Other Commodities

The project will also procure laboratory oquipment and supplies for AIDS
detection and screening in 20 provincial-laevel blood banks and 6 diagnostic
leboratories; 50 microscopes, slides and rolated pharmacoutical supplies for
disgnosis and treatment of vaginal infoctions and STDs in FP Reference
Centers, Regional Physiclian and Nurse Training Conters and Hospital Naternity
Units; and assorted educational equipmont, training and printed materials and
administrative supplies.

h) Contraceptives

Estimated Contraceptive Requir~ments (000)

1989 1990 1991 1992 1993 1994 TOTAL
A. Pills
Lo Femenal 9,622 10,118 10,480 10,730 11,000 11,160 63,107
Overatte 247 313 324 332 b 38 346 1,903
B. Condoms
Sultan 2,878 2,900 3,380 3,654 3,984 4,602 21,276
(52 cm)
C. IUDs
Copper 38 4 58 (1] 78 89 379
T380A

2. Professional and Technical Services - The Projoct will finance 180 months

of short- and long- term U.S. technical assistance, including seven
person years of long term resident advisory services to implement
specific elements of the three project components.
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a) Long-Term Technical Assistance

Scopes of Work for the resident Menagement and Dats Collection Advisor, and
the Hospitsl and Health Care Adamlnistration Training Advisor, the local-bhire
Heslth Financing PSC, end the USAID Technical Advisor for Child Survival
(TACS) are presented below. -

(i) Nanagement and Date Collection Advisor (Institutional contract)

The Nanagement and Dats Collection Advisor will function cs the counterpart of
the Director of the MOPH Project Management Unit (PWO) in the provision of
technical sssistance to this project. The consultant will work as an integral
member of tho PMU and assist its director and concerned program managers
involved in the Project as follows:

. Design management information systems and standard operating procedures
for use by the PKU and provincial steff to manage sll phases of project
implementation.

- Design and operationslize an annusl project plesnning cycle which
formulates comprehensive annual projuct werkplans and budgets in
accordance with the GOM planning cycle e2d assures timely allocation and

disbursement of funds.

. Oversee the design and implementation of project related operations
research and specisl studies, assessments, and pilot demonstration

efforts.

- Coordinate the jdentification of sdditional technicel assistance needs
in the ares of management systems development and operations research,
develop the necessary scopes of work snd oversee recruitment of

consultants.

- Coordinate determination of managesent, dets collection and analysis
training needs, jdentification of suitable short-term U.S. and
observational study teaining opportunities, and assist in design end
execution of in-country training programs to address these needs.

- Provide technical oversight of sll short-term consultants providing
assistance under the sanagement informstion system and operstions
resescch sub element of the Project.

In order to carry out these responsibilities, the Consultant should have @
alninum of 10 years experience in the field of public health with specific
experience in the design of management informstion systems and the execution
of surveys, studies and related data collection sctivities in & developing
country. The Consultaat should be conversant in public heslth adsinistration
in genersl and indicators of FP and NCH program performance in particular. A
doctoral degree or its equivalent in one of the allied health sciences is
desirable. Fluency in written and spoken Freach will be required at the s-3
and R-3 level.
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(i1) Hospitsl and Health Care Adainistration Training Advisor-
(Institutional Contract) i

The Consultant will be the counterpart of the Director of the MOPH Institute
of Research and Training ia Public Health, ané will function as an integral
member of faculty and training staff for the Institute. The Consiltant will
assist the Director of the Institute in carrying out planned management
training and applied research sctivities to be undertaken by the Institute, as

follows:

- Develop training plans and curricula for hospital and health services
edainistration and sctively psrticipate as a trainer or lecturer in
in-country management training for long- and short-ters participsat
programs offered by the Institute.

- Design the format and practical instrument for pre- and post-training
evaluation of instruction programs at the Institute.

- Review findings of HOPH/IBRD hospital mansgement study, develop
methodology, snslysis plan, questionsires and related data collection
instruments send assist the MOPH in the execution of e health care

msnagenent trsining needs assessment.

- Based on the findings of the health care manggement training needs
asgessment, develop s multi-year training plan to sddress MOPH steff
treining needs in hospitel end Lealth services mansgesent.

- Coordinate the identification of edditional technical assistance needs
in the sres of health care mancgement curriculs development and training,
develop the necessery scopes of work end oversee recruitment of
consultents.

- Provide technical oversight of all short-term consultants providing
assistance under the mansgement and technical training supplement of the

Project.

In order to carry out these responsibilities, the Consultsant should have s
ainimua of 8-10 years experience st the university level in the instruction of
hospital end heslth services edainistration or public heslth management
courses. The Consultsnt should be converseat in public health administration
in general and hospital and health services management in particuler. A
doctoral degree or its aquivalent in heslth sector planning end management
plus « masters degree in one of the allied health sciences is desirasble.
Fluency in written and spoken Fresch will be requ'vred st least an S-3 and R-3
level, with demonstrated capability to lecture snu tesch in French.

(i1 Health Financing Advisor (locel-hire PSC)

This local-hire advisor will essist the MOPH in the design, implementation and
coordination of health sector financing and sector reform sctivities financed
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under the Project. The Coaté‘ctor will function as & counterpart to the
principal staff essistant of the MOPH coordinator for sector reform and
provide assistance as follows:

- Review and analyze data on the financing, organization and regulation
of the Moroccan Health Sector as 8 basis for providing up-to-dete
information on required studies, training, technical assistance and
reform messuras to increase private sector involvement in the finscncing
and delivery of health services.

- Coordinate preparstion and program development sctivities for
short-term technical assistance visits by senior health planning and
policy reform consultants; hospital cost recovery and private health

insurance mensgement advisors.

- Assist in development of terms of reference for locally contracted
hospital cost recovery, private insurance expansion, and related policy
development studies in aress of interest for required health sector
refora, and monitor performance of local contractors in carrying out
these stud’oes.

- Follow up on recommendations of short-tera health sector financing
advisors fir. aced under the Project and track NOPH progess in coapleting
activities included under anzual project workplans.

- Assist WOPH in preparation of routine project monitoring reports.

The Consultant should have @& masters degree in public health (MPH) or business
edainistrcation (MBA) or other post graduate treining st en equivelent level in
e related specislty. The advisor aust be flueat in French with & ninimum of
three years of professional experience including international experience in
progrea or financial mansgement.

Advisor for Child Survivael TACS

(iv) USAID Technical

The Child Survivel Advisor will work under the day to day supervision of the
Population Officer, and the overall guidence of the Division Chief of the
USAID Population and Human Resources Division. The coatractor will assist in
the managesent of child survival, health (including AIDS) end
population-related programs and survey work, and provide coordination to
professional and clinicsl teaining progrems supported by AID. He/she will
work closely with the USAID Nission, Minlstry of Health and other
organizations to emsure the timely and offective implementstion of the Projact
through the provision of the following assistance:

- provide technicel, prograsming and budgetary advice to the NOPH and
USAID in all aspect of child survival and other health prograas,
including AIDS. Nomitor finencial, logistics and information aspects of
AID suppsrted health and femlly plenning sctivities.

-

3
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- Assure that all AID reporting requiremests on impact and financing of
child survivel and other health activities (including AIDS) are met.

Assist the MOPY inm setting up reportiog and tracking systems to provide
such information in an efficient menner.

- Roviow 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 gcaphics and other materials for
use in presentation on such programs to mission, public or private sector
audiences.

. Assist the MOPH in the design, implementation and evaluation of
clinical family planning training and technical support programs.

- Provide technical and management assistance to the division, Hinistey
of Health and other moroccan public and privete institutions in
designing, implementing and evaluating professional and clinical training
progreas in child survival, AIDS, and family plenning.

- Draft matecials for use in publicizing AID contributions to health and
fanily planning programs, including speeches, press releases, etc.

The TACS advisor must have s masters degree in public health or clinical
training and post graduste training at an equivelent level in a related
specialty. The advisor must be fluent in French with e minimum of five years
of professional experience including internstional experience in the
management of mother and child health prograas, especially in clinical
training and health communications.

b) Short-Term Technical Ascistance
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
assistance for the MOPR. Finael definition of the particular specislities of
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 term
advisors. At minimum, however, areas to be addressed with short tera
technical sssistance will include (i) sociel marketing, research and
comaunication materisls production; (ii) clinical treining, evaluation, end
curcicula developaent; (iii) epidemiologicel surveillance and laboratory
support systems; (iv) health sector finencing and policy reforw; (v) hospital
and financial menagement; and (vi) administration of private hoalth insurance
programs.

3. Construction Secvices

The project will upgrade twelve rural dispensaries to health center status,
through the addition of FP and MCH service modules and delivery units.
Required repairs and renovetions will also be undertaken in approximately ten
existing rural health centers to increase capacity and improve the quality of

A
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services provided by these facilities. Twelve additional MOPH facilitles will
undergo minor repairs or improvements. Twelve nev Family Plenning Reference’
Centers also will be established, through the upgrads of existing urban
dispensaries or the construction of new fecilities adjacent to existing health
centers or dispensaries. The project will also finance tha instellation of
photovoltaic lighting systeas in spproximately seventy cursl dispensaries and
bealth centers, currently not covered under the GON electrical grid, and
essocisted staff housing for these facilities (spproximately 100 units).

During the preparstion of the Project Paper, USAID contracted the services of
e local architect, with extensive knowledge of construction practices end

pricing in Norocco snd prior experience in the dasign and development of plans

end estimstes for USAID financed construction activities. The contractor,
working with Mission and GOM steff, prepared s detsiled technical assessment
of planned construction sctivities, including preliminery plens and cost
estimatos us well as suggesting contracting mochanisms for required A + ¢
design and supervision and construction management. Through the AID/W Bureau
of Science snd Technology, the Mission slso contracted the services of sn
engineer, specislizing in renewable energy supply systems, to complete @
similar technicel assessment for proposed photovoltaic lighting sssistance to
be provided under the Project. While copies of each of these assessment
reports sare available in the project files, s summary of the key points
developed during the assessment mission is provided balow.

Renovation, Bxtension and Repair of NOPH Health Centers and

Dispensaries

Many MOPH facilities sre quite old, with delivery of priority FP and HCH
services constrained due to serious fumctionsl deficiencies, and need
improvements, perticularly in the organization of space or amenities. This
situation, in psrt, has resultaed in smaller than capacity sttendance by rural
populations to clinic based FP and NCH secvice programs. The project will
begin to sddress this probles in selected rursl settings, through limited
fecilities renovation, extension and repair assistance within the following
psrameters:

(i) Critofin for Facilities Selection
Provinces will be sslected based on the following criteria:

- Provinces with high infant mortality and low contraceptive prevalence.
These provinces are, as s rule, located avay from the country's
mainstream socio-economic activities, with populations spread out in
remote locations snd under represented in terms of MOPH infrastructure
and service prograss.

- Provinces with large peri-urban areas with fest growing populstion
where existing FP/KCH services are overextended. These provinces attract
the migration of the rursl population, snd quite often house large urben
populations with limited financial means and high birth rates.
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Pacilities within grovinécs will be presolected based on:

- gaps in MOPH services coverage; and physicel deficlenclies of the
facilities identified in the Health Plan established by easch province in
1987. The information provided by the Health Plan has beesn-incorporated
into a date bank by the Infrastructure Division of the MOPH and can be
conveniently retrieved.

and finally selected based on:

- field work conducted in each selected province, interviews with the
provincial MOPH representatives as to the evolution of
physical/population needs since the Plans were prepared.

Based on preliminary spplication of the above criteria, the MOPH and
USAID have agreed that the renmovation, extensions and repair sssistance
will be concentrated in spproximately 8 provinces located in nocthern
Morocco (Al Hoceima, Larache, Nador, Sidi Kacem, Tanger, Tetouas,
Taounat, and Taza).

(i1) Technicel Progrem

The MOPH has developed standard plans and configurations for its four
principal preventive care facilities - basic rurel dispensaries,
dispensary/clinics, heslth centers and reference cesters. These plans are
structured to enable the progressive upgrade and extension of s particular
facility to the next higher level of sophistication in line with the growth
end medical care needs of the population served. Based on the level of
sophistication, these fecilities include space for medical consultation --
trisge, exeamination and trestment; maternal and child health -- NCH clinics,
PP counseling and services; maternity care -- pre-netal education snd
screening delivery and recovery; and related support -- pharmscy, storage and
files.

The twelve facility upgrades to heslth center status will be limited to the
construction of approrimstely 115 square meters (m2) in addition service
aress. 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 undecgo
improvements to suit its new function. In all cases, the extensions will be
designed to be functionally integrated with existing stcuctures.

Individual facilities worksheets, identifying physical deficiencies for MOPH
facilities, were reviewed to reach agreement on facility renovation work in
ten existing health centers to be financed under the project. These
worksheets were completed for each MOPH facility, during the development of
the National Health Plan prepared in 1987, and are msintained in the MOPH
infrestructure 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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renovation work. These categories include 1) sajor structural repairs; 2)
surfecing of walls and floors; 3) water-proofing and sealing; 4) woodwork; S)
plumbing; 6) electrical work; and 7) psinting end glass work. The minor
repsir work scheduled for twslve additional facilities will be primecily
limited to categories 4 - 7 and confined to aress in which facilities are
located which will be renovated or upgraded under the project.

b. Femily Planning (FP} Refeorence Centers

The twelve FP Reference Ceater sites will be selected using criteria similer
to those developed for use in the selection of health centers and dispensaries
assisted under the Project, focusing incressed attention on contraceptive
prevelence and method mix, snd oversll femily plenning program performance in
the concerned provinces. Based on preliminary spplication of these criteris,
FP Reference Centers will be established in the provinces of Lerache, Sidi
Kacem, Chaouen, Teounat, Fes, Narrakech, Taroudent, Tisnit, Brrachidis and
Khenifrsa. Three centers will slso be established io the Prefecture of
Cessblanca, in Ain Chock, Al Fide and Mohammedis. These centers will be
establishad on sites where urben or district hospitals, health centers or
dispensaries are located. Depending on the site and the existing building(s),
the reference center will be built either as s free gtending unit or as en
extension of the existing heslth facility. In either case the reference
center will consist of s unit of approzimetely 130 m2.

c. Photovoltsic Lighting

Good lighting is eritical for the practice of certain medicel services. In
many facilities electricity is not svaileble (50% of rural facilities ia 1987
across Norocco; less then 30% in southern Moroeco), nor are other adequate
lighting systems. Even patural light does not slways penetrate well inside
the fecilities. This situstion prevents the MOPH steff{ from dispensing FP and
NCH secvices as needed and contributes to the instebility aend low productivity
of MOPH personnel who have to perform their tasks in difficult conditions and
lacking minimum comfort. Accordingly, the project will equip seventy heslth
centers, dispensaries end relsted steff housing with photovoltaic (PV) systems
for lighting and television. More specificelly, each facility will receive o
lighting PV kit of 150 Wt, possibly more if necessary; each staff housing unit
will receive s basic PV kit (50 Wt) for 2 lights end o radio or television
set. Spare parts will also be provided.

The following criteris will be used in the selection of facilities to receive
photovoltsic lighting essistance: facilities sust be located in: (i)
provinces which benefit from excellent insolation all yesr around; (ii) areas
where there is no electric grid and where there is no short/mediua ters plen
to install it; end (iii) de those fecilities, within s province, that show the

greatest need for it.
d. Cost EBstimates

Cost estimates for proposed construction activities financed under the Project
were prepared by USAID A+B design consultants, working in close collaboration

with MOPH engineering and progream steff.
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(1) Pacility lono;;tiou, Extension and Repair

Cost estimates for this sctivity were prapared based on a review of
architectural plans and designs for facility configuration models adopted for
MOPH preventive health facilities; and [acility date sheet identifying
physicel deficiencies in existing MOPH 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 sand category of renovation and or repsir, to
determine the overall budget for this activity. Site visits were then carried
out at the provincial level to check central levei 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 contingeacies, is presented delow.

Type of Intervention Number Unit cost/intervention Overall costs Totel %
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 5S%
Facility Repair 12 1,420 13,570 17,100 162,900 180,000 15%

Subtotal design end Civil Work 147,190 1,092,040 1,239,230 100%

Physical Contingencies 22,080 163,810 185,890
Total Construction 169,270 1,255,850 1,425,120
Related Managemsnt Costs 74,880
Grand Total 1,500,000

(11) Photovoltaic Lighting

Cost estimates for this activity were developed by the USAID Renewable Energy
Advisor, in collaboration with MOPH engineering and program staf{ and
officials from the "Centre ¢3 Développemwnt des Bnergies Renouvelables, of the
GOX Ninistry of Energy. These estimates vere developed through compiling unit
‘costs for sn estimated seventy (70) 150 watt photovoltaic (PV) systeams, at
spproximately $2,500 per systeom, for the concerned heslth faclilities;
approximately one hundred (100) SO watt PV systems, at approximately $1,000
per system, for related staff housing; costs of associsted spare parts and
equipment; and transportstion, instellation, training end monitoring costs, as
presented below:
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Photovoltaic systems $ 275,000

(70 at $2,500 es. and 100 at $1,000 es.)

Equipment and spare parts 50,000

Installation and Transportation 45,000

Treining and technical monitoring 30,000
$ 400,000

e. Required Services

Approximately 3 or 4 joint venture A+E _groups (one per group of provimces)
vill be contracted by the NOPH to prepare A+E studies, and each monitor
construction of spproximately two to three building contractors. An
additional 6 to 8 building contractors will be contracted by the Ninistry to
carry out the civil works. The tenders will be simed at regional medium sizv
contrectors, "tous corps d'étst,” who are likely to be interested by the size
of the contrects snd possess the responsibility to complement these

construction sctivities.
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ANEX G Life of Project:
From FY 89 to FY 96

LOGICAL FRAMBNCRK Total U.S. Rmnding: $31,000
Project Title & Number: FAMILY PLANNING AND CHILID SIRVIVAL IV (608~1198) Date prepared: July, 1989

NARRATIVE SUMMARY OBJECTIVELY VERIFIAKE INDICATORS MFANS OF VIRIFICATION JMPRIANT ASSIMPTIONS
Project: Meaames of Goal Achiezvemsnt:

To reduce rapid population growth
and early child desth in Moroocoo.

Asamptions for Achieving
Goal Targets:

1) Total Fertility Rate reduced from 4.9 GM Ministry of Plan multi-round Increased contracept{ve
to 4.0. demographic aoveys, 1992 census, and  prevalsnce is translated
post censal reports. into fertility declines.

. 2) Infant mortality reduced fram 73 to less

than 50 per 1,000.

3) Matemal mortality quantified and reduced. (Note: North Africa Regional figre
in 1983 cited at 500 deathe/100,000
births in Femily Plaming snd Child
Survival, Jon A. Ross et al, 1908.)

To improve impact and
sustaimsbility of family plaming
and maternal child health prograss,
in Morocoo.

Coxditions that will indicate puxpose Acoumpelons for achieving

has been achieved poposes

1) Contraceptive prevalence of 451 modern methods 1) MOFH, USAID records and reports. Contimed demand for
among Married Women of Reproductive Age (MEA) modern contracptives due
attained and the omber of couples practicing 2) FP progrem service statistics: to fauily preference for
femily plaming increassed from 1,145,000 in smalysis of omntraceptive stock spaced births or to
1988 to 2,194,000 in 1996. flow. limit fenily size.

2) Availability of Quality family planning and 3) Contraceptive prevelence surveys.
mother ard child information end services

increaned from 702 to 90X of Moroccan population; 4) National Family Haalth end

vaccination coverage increased fram 87X to 9SX; Demographic Surveys.
death associated with diarrhea decreased by 50X; 5) GIM budget, mational income
proportion of women receiving prenatal care acoounts, hasehold expenditure
incressed fram 252 to 5(X; and proportion of awrvey data, and inmgance reccrds.
medically supervised births increased from
262 o 50X,

3) Stabilize MOMH tudget at 3.5% of O budget.

IncTesse expenditure on rural autreach fros
4.41m7.010fmhmt. Incressed per

;flta expenditires an amative health from
vate sector sources.
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(Qant W)
Project Qutputs: Megnitude of Qutputs: Maane of Verification: Jmportant Assumptions:
1) Pamily plaming and maternal 1) FP/MO1 autreach pervice progroms 1) Or-site verifiation of project 1) Incressed availability of high
child health outreach service in 12 additional provinces and activity and exsmimation of quality FPAH services will result
jprograms operational natiomiide. ocoverage in nixal aress increased client records sanintained by in incressed we of these aservices by
by AX to 85X in 30 existing HOPH feldworkers and fimed sothers and children. ’
ovinoes . factlicies.

2) Pregnancy surveillance and birth
monitoring, IUD and VSC programs
expanded.

1

3) Bxpand condae social marketing
program and lmmnch social
warketing programs for oral
omtraceptives, (RS, and related
G supplies.

4) Reployee services programs
expanded .

I

5) MH and program msnagement
pecfoarmence at all levels impro-
ved & mrofessional and manngerial
training program strengthened .
Administrative staff training.

6) Effective, FP, (RS, infant vacci-
nation and nutritian education
Pramction materials developed.

2) 34 rural facilities upgraded or 2) Site visits and reviews of
repaired; improved services at 24 FP  mmthly and quarterly service
reference centars and omstruction reports.
of 12 new centers; and VSC gervices
estahlighed in 15 additiomal
provincial centers and five nural

facilities.
3) 900 additional FP/MH product 3) Gmmodity distribution eales
sales outlets estahlishad. Teports.

4) Install VSC ard related clinical 4) Quarterly service statistica
services in 12 polyclinics; and repcts farwarded to the MOPH.
integrate FP/M(H services into

20 private employee programs.

5) Reproductive heelth training 5) Review of training reports,
progrems installed at 5 mmagement system.
additional training sites;

350 physiciang, 2,200 mxses, and
4,500 technicisng and administra-
tars trainod; memagement inforwa—

tion systea revaoped.

6) Multi-media materisls production  6) Menitoring of radio, T.V.,
ad JEC Pramotion plan developed movie presentatians.

and implenented.

2) The GOM will contime to finmnoe the
costs of cutreach services in the 3
exist.ng provinces. )

3) Iocal costs of production can be
reduced as sales volimes increase and !
these reductions can be paseed an to Y
clients. '

4) Berefits of FP/MOH gervice packages
will be sttractive enough to attmact
private sector firws; and

5) Iocal and expatriate TA availshle.

6) GM will authorize “air-time” for
troadcast FP mesanges.



ANNEX G
LOGICAL FRAMEWORK (Cont 'd)

7) AIDS and SID eurveillance program 7) 5 studies completed; 50,000 health 7) Coples of survey reports & review
in place. persuninel and counselling staff of training and screening recorda.
trained; and 13 diagnostic/
laboratories eupplied.

8) Increased understanding of policy 8) Workshops, seminars and studies. 8) Omsultant reports. 8) Falitical and econmmic climate
issuen shich affect efficlency and remaine favarahle to expansion of
oost recovery in public facilities private sector activites.
ad vhich hinder expansion of
pivate financing and delivery of
health services.

9) Design and applicatin of metho~ 9) Methodology developed at three 9) Gmeultant reports.
dalogy to develop detailed hospltals.
inforwation an stucture of
hospi tal costs.
10)Feasibility study for 10)Series of studies leading 10)Cmsultant reports. 10MOFH encoureges moving fram studies
establishing an B0 or expanding to ane or more pilot. to pilot activites.
private health inmsance.
11)Demand analyses at local 11)Nmber of pilot sites to be 11)Congultant reports.
comnity level and mechanisms determined.
for local financing and cost
recovery.
R
FY 95:
Technical assistance: 3,740,000 See Financial Plan 1) USAID and AID grantees/contractor 1) Inputs availahle on a timely besis.
Cammndities: 16,240,000 reports.
Tmaining: 2,730,000 2) Shipping dooments and reporis an <) GOM can effectively sbeorb and utilize
Canstructi 1,900,000 contraceptive and commodity AlD~provided resources.
Local costs 4,860,000 deliveries.
Cont ingency 1,530,000 -3) Congultant reports.
. Total m 4) F10/Ia, F10/Cs, PIO/Ps.

5) USAID financial records.

6) SF10-3%e submitted by recipdent
es.

7) Related proiect reports.

Doc:0386r
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GOM LETTER OF REQUEST




ROYAUME DU MAROC o st LSk
] -
MINISTERE DE LA SANTE AINFO CO° Y g e i

PUBLIQUE J—
1449 1 o5~ 0195
| D T/ LE MINISTRE DE LA SANTE PUBLIQUE
16 AT 1989 -

MONSIEUR LE DIRECTEUR DE L'AGENCE
POUR LE DEVELOPPENENT INTERNATIONAL
_ PHR L DBS BTATS-UNIS D'ANERIQUE

.IZEZZZ_QRfﬁ&D =R Chier Monsieur JOHNSON,

Dans le Cadre de nos discussions avec vous et vos
collaborateurs, le Ministére de la Santé Publique sollicite de
1'US-AID de procéder & l'approbation du don des 31 millions de
dollards pour financer l'éxécution de la phase IV du projet
d'assistance du Gouvernsment Américain pour les activités de

planification familiale et de survie 4e l'enfant au Maroc.

Le but du projet ost de :

1 -~ Assursr un plus grand accés de la population
aux sorvices de planification familiale et

de santé maternelle et infantile.

2 - Améliorer la qualité et l'efficacité de la
;qgtion des programmes sanitaires et des
équipements du WNiniastére de la Santé Pudblique

3 - Continuer les réformes sanitaires en vue d'un
plus grande implication du secteur privé dans

le financement et les prestations de service.

Le projet ssra exécuté par 1o Ninistére de la San
Publique avez la participation du secteur prisé, des organisation

et associr > ions non gouvernementales.

En attendant la finalisation du document du proje
proposé et la discussiun des msodalités de son éxecution , je vous

prie de croire, Monsieur le Directeur, en ses sentiments respectu




ANNEX 1
611 (e) CERTIFICATION
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0 18:9224 ,g¢ 89 \b CERGE: AID §@/18/89"
P AMEMBA gy RA3AT APPRY: DIR:CWIOUNSON .
gg SECSTAYE vASEDC IMMEZDIATE 6432 —g:;{&g gtx;:géégégggggéf
ONCLAS SNCPION @1 OF = RaBA? 97979 18ty iibgéngggtg:=31 L
JOR AA/ANE ADELMAN TROM DIRBCTOR JOENSON . el > F
£.0. 12355, yx/ -, ‘ \ LA-‘
SUBJECT: w-:(F) CBRTIFICATION P2 MOROCCO FAMILY Bir -JIpiR. R o
PLANNING aND CEILD SURTIVAL 1V PROG - PHE - c pARE-

PROJECT (gp3-9:98)

REFS: STy7E 12284)

1. TOOR yYMMBDIATE CONSIDERATION IS REQURSTED OF 73R
FOLLOWING ~gRTIPICATION OF THE FINANCIAL AND HOMAN
RESOURCES CAPABILITY OF THT 3OVERNMENT OF THEL CINZDOM
JF MOROCCO 70 BFYBCTIVELY JTILIZR AND MAINTAIN CAPITAL
INPUTS PROVIDED UNDER TER FAMILY PLANNING -AND CHILD
SORYIVAL 1y PROJES®. OUNDER DELRZATION OF ACTHORIPY
NO. 422, vou EAVE ACTHJRITY 79 RECLIVE AND TALR IN?O
CONSILCERAYION SOCH CERTIFPICATIONS, AND TGIS AUTHORITY
HAS NOT Bgyy RRDELEGATED TO PHE PIELD. AOTHORIZATION
OF THP PROJECT IS SCHEDILED TO OCCUR THIS ¢REr. THE
TBIT OF Y85 CERTIFICATION FOLLOdS:

2. °“THI® pRoJECT REPRESENTS A CONTINUATION AND
EXPANSIOK OF ACTIVITIES BECUN UNDER THREE BARLIER
PROJECTS YN THE FAMILY PLANNING AND CEILD HEAL?TH
FIELD. TgE PROJECT “ILL BIPAND ACCESS PO FPAMILY
PLANNING sND MATERNAL CHILL HEALTE (PP/MCE) SERVICES
PROVIDED THROUSE THE MINISTRY OF PUBLIC EEALTE (40PE)
PRIMART RgpLT8 ZARE DELIVER® SYSTEM. T0 ACBIEVE TRIS,
TAF PROJEor WILL EXPANT GZCGRAPIIC COVERAGE T0 AN
ADDITICNAYL :2 PROVINCES COVERING THE REMAINING RUAAL
AND UNDEKSERYED POPULATION IN MOROCCO.

1N ORDER 20 INCREASE THE AVAILABILITY OF CLINICAL
SERVICE ProCRAMS IN SPESI1PIC RORAL SBTTINGS, PHE
PROJECT “7LL PINANCE REODELINT OR EXTENSIONS 10
OPGRADE MOPE PACILITIES. THESE UPGRATED PACILITIES
YILL SUPMORT MOP{ EFFOR?S 10 INCREASE THE USE OF MORE
RELIASLY sND PERMANENT METEODS OF PAMILY PLANNING
(IODS ANL 'ysz), IT IS ANTICIPATED TEAT TWELVE ROURAL
JISPENSAR 1ps yILL =f JPGRADED, T4ROUZE THE ADDITION OF
FP/¥CH S3.RYICT vODULES AND LELIVER' ONITS, *C THE
3EALTE CRGTER LEVEL. IV ORDER TO INCREASE SERVICE
CAPACITY, At THE EEALIS CEINTER TEVEL, AN ESTIMATED PEN
FACILITIS s wiLL RE RENOVATED. $TWBLVE FAGILITIES VILL
UNDERSO ¥ INOR REPAIRS OR IMPROVEMENTS. IN ADDITION,
T4L PROJECT ¥ILL PINANZE THE ESTABLISEMENT, THROUGH
FACILITY QP3RADES CR NE. CONSTRUCTION, OF OP TO TWELVE

UNCLASSIRIED RABAT 7373



UNCLASSIFIET STATE Z271€17

A CTION AII3 INFO: DCM ECON/S Hxp 0 ey
Y2CICRA0S42ERHV404 10C: 310 145
0C RUFERA o4 AUG 88 1615
DI BUTBC #1617 2361€14 CN: 47346

ZNB 0OOUD Z2B CERG: AID

0 241€167 AUG 89 TIST: AID

F¥ SECSTATE VASEDC -

20 AMEMBASSY BABAT IMMELIATE 2685 go¥0197
B1

UNCLAS STATE 271617

AIIAC TOR MISSION DIRECTOR CEARLES JOENSON Coon: RA ]
£.0. 12356: N/A

TAGS: 536 / CUE DATE:_Qﬁ.Z.z..

SURJECT: APPROVAL OF 611(E) CERTIFICATION FOR MOROCCO .
FAMILY PLANNING AND CEILD SURVIVAL IV PROJECT (6@8-0198’“F0'

RE¥: RAEAT ¢7979 £F

1. TBERE IS A QUESTION WEETHER SUCB CERTIFICATION IS
NFFDEL FRCM READING OF RELEVANT STATUTE AND AIT

. FANDEOOsS REGARDING DEFINITION OF CAPITAL ASSISTANCE
PRCJECT" IN SEC. 611(E) CONTEXT. WwE UNDERSTANL THAT THE
1SSUF CF WEETEER CAPITAL COMPONENT IN A PRILOMINENTLY TA
ACTIVITY COMES WITEIN SBC. 611(E) IS BEING SUBMITTED BY
PEC TO ITS GC OFFICE FOR IFTERMINATION., HOWEVER, GIVEN
TPE NEET TO MOVE URGENTLY YITE PRCJECT OBLIGATION, ¥I
BAVE TAsEN TER PRUDENT COURSE ANL CCNSIDERED 611(E)
CEIRTIFICATION AS REQUESTED REFTEL.

2. THE AA/ANE BAS RECEIVED SURJECT CERTIFICATION PER
REFTEL ANI B4S TASEN INTO CONSIDERATION THE .
JUSTIFICAIICN STATEL THERFIN, THE AA/ANE HEIREBY CONCORS
¥ ITB THAT CFRTIFICATION AND THE USAIT TCIRFCTOR MAY

P RCCEEL WITE NEGOTIATION OF PROJECT AGREEMENT. AS T0
wBE'HER BCTH CERTIFICATICN AND REVIEW OF CERTIFICATION

FUNCTICNS CAN RE DELIGATED 10 MISSICANS IN FACE OF SEC.
611(E) LANGUAGE IS ALSO SUBJECT OF ATTENTION BY PPC ANT
115 GC CEFICE. WE WILL saEEP YCU AFFRISED. EAGLEBTRGER
BRI

#1617

N NNN

STATE 271617

LIY T}
Can

23 04T 283
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ANNEX J
AGENCY FOR INTERNATIONAL OEVELOPMENT
WASHINGTON, D C 25D

e

Walver Number: . ANE/89/G/25/608-0198

ACTION MEMORANDUM FOR THE ASSISTANT ADMINISTRATOR, BUREAU FOR ASIA
AND NEAR EAST -

-

PROM: ANE/PD, Bruce J. Odell

SUBJECT: Morocco -- Population and’Child Survival 1v Project
608-0198
Source and Origin Waiver for Motorbikes

a., Cooperating Country: Morocco

b. Authorization: 608-0198

¢, 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
origin 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
Handbook 1B, Chapter 4C2, which stipulates that (1) 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 1B, Chapter 5B. As a general rule, the industrially
advanced countries, other than the United States, are ineligible

source countries.

Discuasion: This supersedes the motorbike cumponent of Waiver No.
ANE/B3/G/18/608-0198, signed by the Acting AA on 13 May 1989,
which designated Morocco as the source on the basis of erroneous
information that the bikes would be assembled In Morocco from
components imported from Japan. When it was discovered later- that
the motorbikes are manufactured entirely in Japan, it was decided
to igsue a further waiver, for the motorhlkes alone, with Japan

I/TB/’C)‘:’

oI
)
(1)

Z0'd LZSPA3E BPIE ZT98COC 14 3R Z1:i80
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shown for both source and oriqgin. 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
remaln 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
amall displacement (less than 100cc) are appropriate to this
project. Experience with motorblkes 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' gpending 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 (S0cc) 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
areags of Morocco where the bikes will be used. Spare parts and
majintonance facllilties du exist in Mmorocco tor the proposed Code
935-manufactured motorbikes.

Under Handbook 1B, Chapter 4C2D, you are authorized to waive
source and origin requirements under PAA Section 636(i) for motor
vehicles, {f you f£ind that special circumstances exist. 1In this
case, the lack of "adequate spare parts and service facilities for
U.S.-manufactured motorbikes constitutes "special circumstances.,*
Pursuant to Handbook 1B, Chapter 5B4A(2), source/origin waivers
are permitted waere the commodity is not avallable 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 Mission has already consulted GC and M/SER/OP with respect to
this waiver action, which supersedes tha motorbike pocrtion of
Wwaiver ANE/89/G/18/608-0198. (The lattet 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 Geographic 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

£0'd L25t03Z 8FIT 2T90CBE I/ £1:60 €£61,5080
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approximately $450,000 pursuant to llandbook 1B, Chapter S5B4A(2);:
(2) cerify that the exclusion of procurement from Pree World ’
countries other than the Cooperating Country and countries
inclgded 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) cectify
that special circumstances exist and that you accordingly waive
Section 636(1) of the PAA of 1961, as amended.

Approved: Oa/td—ﬂ ngﬁgﬂtﬂ'/ﬁ\/

Disapproved:

Date: . {%z MZ f:?

Attachment:

—7Tab A ~- Waiver ANE/89/G/25/608-0198 dated 13 May 1989

Clearances;
DAX?ANB:RB:own 6323
ANE/PD/MNE:PSMatheson :g%zg;:;
ANE/PD/PCS:JBritt raft
ANE/MENA:RDelaney “{draftt)
GC/ANE:DLuten {draft)
ANE/TR:TLukas {per MJ)
M/SER/OP/COMS:JFrame '%EFE?ET
ANE/TR/ARD:JLee (draft)

cc: USAID/Rabat
M/AAM/SER:JOwens
ARE/PD/PCS:Waiver Book
ANE/PD Plle

|Rabat 5668 and BWickland:27 Jun 89:ext. 79979:d0¢c.64294d)

vB'd LESFESE Brlg ZEI0Ce dd/3K  v1:eQ  Seelsia B0
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Waiver: Numbers.” ANE/89/0/18/608-0198

L

ACTION:MEMORANDUM 'FOR:THE ‘ASSISTANT ADMINISTRATOR, BUREAU FOR ASIA
ANDGNEAR EAST™ "% noL Nl

rig A!_‘:".. .

PROMI®7#!: :ANB/PD, -Ronald P, Venezia: -

SUBJECT: source and Origin Waiver for Project Vehiclea in
Morocco Population/Pamily Planning Support IV Project

(608-0198)
a. Cooperating Country: Morocco
b. Authorization: Project Agreement 608-0198
€. Nature of Funding: Development Assistance Grant
K-R Déiakiption of Goodsi Approximately 40 all terrain or -
ey : rini van type vehicles; 400 motor
S . bikes; and related spare parts,
e. - value of Gooda: $1,600,000
£. :Probable Source: Morocco
g.”" Probable Origing Over S0 percent componentry from
Prance, Japan, or Great Britain

: _ (Code 933)
N ' ‘-' "" ) * . t v ) ) ' N . :
: Problem: Authorization - is:required for a procurement source and
yprIgIngqaivox'tq,pq:nitthcgpurchAao‘of vehicles iand. apare parts
“ageembled in Morécca:from;Prench, Japanese, or British origin -
_components, and procured-'through iocal Moroccan sources for an
n

approximate total value of $1.5 million.

Discussion: The proposed procutoiont of approximately 40 vehicles
and. 300. motor bikes will be fundeq under the Population and Pamily
Planning 1V Project (608-0198). These vehicles and motor bikes
1Will-be used by the Moroccan ‘Ministry of Public Health (MOPH)
.officials“to increase. Fanily'Planning and Mother Child Health-

'w(PP/§69)4P:ogranﬁco?irago;ﬁn ;enoFotruralfareal.ﬁigh» e Yoy
LG L AV n N S ooes o R h-A VR EAIREN

SA°'d  LESPOSE BrIL CLIA2eR Q4738 51:68 6361/C8/80
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The FP/MCR outroach program provides services to rural areas too
remote‘to‘beneflt from fixed MOPH facilitfes. The recently
completed'vDMs Frield study and the Midterm Evaluation of the Phase
.I1I Population Project show a leveling off in program
effectiveness, The studies also i{ndicate 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
logistice.involved with an outreach operation are enormous with
the most critical constraint being the mobility of trained
pergonnel, Thuse, 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 presently shows 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. Aadditional 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 fixad MOPH facility. Additional vehicles will
inprove 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,

¢

AID financing of motor vehicles is governed by Handbook 1B,
Chapter-4C2, - It etipulates: (1) vehicles must be manufactured In
the United states, unless special circustances exist, as required
by Section 636(1i) 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 Bandbook 18, Chapter
5B; and (J) passenger car procurement must be justified in the
pProject paper or a later submission to AID/W. As a general rule,
the industrially advanced countries, other than the Unjted states,
are ineligible source countries.

!

92'd L2SPrPse 3rlg 2E9eced
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The following pointa with res?opt to vehicle availability and uee
in Morocco are relevant to_thvn waiver:

1, Based on Misaion consultations with U0.S. firms in Morocco,
i.e., General Motors, Pord and Jeep, it was determined that no
appropriate U.S, vehicles are s0ld in Morocco and that no spare
parts or service capability exists in Morocco for U.S. vehicles at
the present time, Any such vehicles which do exist. have been
brought in on a case-by-cise basis and have proven difficult to
maintain, The situation {8 not likely to improve in the
foreseeable future, ‘

2., Consistent with waiver policy quidelines contained in Handbook

1B, 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. 1In addition, local sales
representatives of these vehicles are ready aources for additional
spare parts, and assure local maintenance capacity to keep the
vehicles running.

4., Pursuant to Handbook 1B, Chapter 5B4c(2), GC and M/SER/OP have
been consulted with respect to this waiver action.

Authority: Pursuant to Handbook 1B, Chapter 4Cd, you are
authorized to vaive source and origin requirements under FAA
Section 636 (i) for motor vehicles, if you find that special
circumatances exist. 1In this case, the special circumstances are:
the lack of adequate service facilities and supply of spare parts
for U.S. manufactured vehicles, Pursuant to Randbook 1B, Chapter
5B4a(7), source/origin waivers are pecrmitted 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:

a., Purusant ﬁo Handbook 1D, Chapter 5B4a(7), waive the authorized
yeographic code for source and origin from Code 000 to Code 935 to
permit the prpbcurement of the project financed vehicles and spare
parts deactiboq herein at an approximate cost of $1.5 million:

]
b. In accordance with Handbook 1B, Chapter S5B4b, certify that the
exclusion of :procurement from free world countries other than the
cooperating dountry and countries included in Code 941 would
geriously impede the attainment of U.S. foreign policy objectives
and objactives of the foreign asgistance program; and

L0°d LESPOSS 8prlL Ze3acesS 1d. o3 81:60 6261/20-89Q
{
A A
»



A d ©lul

-J7 -

c. Ceortify that special circumstances exist to waive and do
“hereby walve Section 636(1) of the PAA of 1961, as amended,"

Clearances:
DAA/ANEsWFuller
"ANB/PD/MENA iPSMatheson
ANB/MENA 1RDelaney
GC/ANE:DLuten
ANE/TR:BTurhet
ANE/TR/HPN:CPayne
M/SER/OP/COMS:JPrame

cc: USAID/Rabat
M/AA/BER:JOwens
ANE/PD File

Approved:

Disapproved:

£011lam P Pullsr

pate: "m 'a m

ANE/PD/MENA :DMasters:sw:04/24/89:7-9065:Doc, 262614

89'd LESPRSE BPIE CEFBCEL

dd/au

61:680 6861,20/80
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ANNEX K

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(l) applies to all projects
funded with Development Assistance; B8(2)
applies to projects funded with Development
Assistance loans, and B8.3. 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
for an activity not previously
justified to Congress, or for an
amount in excaess of amount
previously justified to Congress,
has Congress been proparly notified?

2. FAA Sec. 611(a)(1). Prior to
obligation in excess of $500,000,
will there be (a) engineering,
financial or other plans necessary
to carry out the assistance and (b)

~a reasonably firm estimate of the
cost to the U.S. of the assistance?

3. FAA Sec. 611(a)(2). If legislative

action is required within recipient
country, what is the basis for a
reasonable expactation 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

Congress was notified on July 27
1989. The project Agreement
will not be signed until the
waiting period has expired.

(a) Yes

(b) Yes

None required.



water—related land resource
construction, have benefits and
costs been computed to the extent
practicabla. In accordance with the
principles, standards, and
procedures established pursuant to
the Water Resources Planning Act (42
U.S.C. 1962, et s3eq.)? (See A.I.D.
Handbook 3 for guidelines.)

FAAR Sec. 611(e). If project is
capital assistance (e.9.,
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?

FAA Sec. 209. Is project
susceptible to execution as part of
regional or multilateral project?
If so, why is project not so
exacuted? Inforwation and
conclusion whether assistance will
encourage regional developmant

programs.

FAA Sec. 601(a). Information and

conclusions on whaether project will
encourage efforts of the country to:
(a) increase the flow of
international trade; (b) fostaer
private initiative and compatition;
(c) encourage development and use of
cooperatives, credit unions, and
"savings and loan associations; (d)
discourage monopolistic practices;
(@) improve technical efficiency of
industry, agriculture and commerce;
and (f) strengthen frea labor unions.

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 prograns.

Project will have very lictle
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 lictle,
if any, impact on US private
trade and investment abroad.
The project will, howvever, make
use of US private enterprise
in the provision of technical
assistance and training.



10.

11.

12.

channels and the services of U.S.
private enterprisa).

FAA Sec. 612(b), 636(h). Describe
steps taken to assure that, to the
maximum extent possible, the country
is contributing local currencies to
meet the cost of contractual and
other services, and foreign
curroncies owned by the U.S. are
utilized in lieu of dollars.

FAA Sec. 612(d). Does the U.S. own
axcess foreign currency of the
country and, if so, what
arrangements have been made for its
release?

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?

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 studiaes,
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 GOM will provide salaries of
counterparts, local currencies

for local cost expenditures.
Budget expenditures will be
monitored yearly. No US owned
LC {s available for this praject.

No.

Assistance will not be used
for the production of any
comsodity for export.

No.

'2_3-{



13.

14,

15.

16.

17.

wearing apparel?

FAA Sec. 119{g)§6)-(5[."3(11 the
assistance (a) support Eraining and
education efforts which improve the
capacity of recipient countries to
prevent loss of biological
diversity; (b) be provided under a
long~term agreemant in which the
recipient country agrees to protect
ecosystems or other wildlife
habitats; (c) support afforts to
identify and survey ecosystems in
recipient countries worthy of
protection; or (d) by any direct or
indirect means signifi.antly degrade
national parks or similar protected
areas or introduce exotic plants or
animals into such araas?

FaA 121(d). If a Sahel project, has
a determination been made that the
host government has an adequate
system for accounting for and
controlling receipt and oxpanditure
of project funds (either dollars or
local currency generated therefrom)?

FY 1989 Appropriations Act. If
assistance is to be made to a United
States PVO (other than a cooperative
devaelopment organization), does it
obtain at least 20 percent of its
total annual funding for
intcrnational activities from
sourcaes other than the United States
Government?

FY 1989 Appropriations Act Sec.

-638. If assistance i3 being made

available to a PVO, has that
organization provided upon timely
request any document, file, or
record necassary to the auditing
requirement of A.1.0., and is the
PVO registered with A.I.D. ?

FY 1989 Appropriations Act Sec.
514. If funds are being obligated

under an appropriation account to
which they ware not appropriated,

- K& -

(a)

(b)

(c)

(d)

N/A

N/A

No assistance will be made

No.

No.

No.

No.

to a PVO that does not meet

auditing requirements of
AID or is not registered
with AID.

N/A



has prior approval of the
tppropriations Committees of
Congress been obtained?

18. FY 1989 Appropriations Act Sec.

515.

If deob/rsob 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 same general region as
originally obligated, and have the
Appropriations Committeas of both
Houses of Congress been properly
notified?

19. State Authorization Sec. 139 (as

interpreted by confarence raeport).
Has confirmation of the date of
signing of the project agreemeant,
including the amount involved, been
cabled to State L/T and A.1.D. LEG
within 60 days of the agreemant's
entry into force with respect to the
United States, and has the full text
of tha agreemant been pouched to
those same offices? (See Handbook
3, Appendix 6G for agreaments
covered by this provision).

8. FUNDING CRITERIA FOR PROJECT

1. Development Assistance Project

Criteria

FY 1989 Appropriations Act
Sac. 548 (as interpreted by
conference report). If
assistance is for agricultural
development activities
(spacifically, any testing or
breeding feasibility study,
variety improvemant 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

1f deob/reodb authority is used,

procedures will be followed.

Case Zablocki Act requiremen.s
will be met.

N/A
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States, where the export would
lead to direct compaetition in
that third country with exports
of a similar commodity grown 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. producers?

FAA Sec. 102(b), 111, 113,
281(a). Describe extent to
which activity will (a)
effectively involve the poor in
development by extending access
to economy at local level,
increasing labor-intensive
production and the use of
appropriate technology,
dispersing investment from
cities to small towns and rural
areas, and insuring wide
participation of the poor in
the benefits of development on
a sustained basis, using the
appropriate U.S. institutions;
(b) help develop cooperatives,
especially by technical
assistance, to assist rural and
urban poor to help thaemselves
toward a better life, and
otherwise encourage democratic
private and local govarnmental
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.

FAA Sec. 103, 103A, 104, 105,
106, 120-21. Ooes the project
fit the criteria for the source

Project will improve the
sustainability of the GOM's
health programs by increasing
their efficiency, by increasing
cost recovery in public facilities
and by stimulating greater
financing and provision of health
services by the private sector.
The project will conmtribute to
the improvement of women's
health status through birth
spacing, birth monitoring, and
the provision of related basic
health services.

Yes



of funds (functional account)
being used?

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)?

FAA Sec. 110, 124(d). Will the
racipient 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)?

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?

FAA Sec. 281(b). Describe
axtent 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—government.

- K7 -

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 Anslysis for further
details). Ome project component
will expore the feasibility of
increased participation of
local government in basic
health service delivery.



FY 1989 Aggrogrlltloni Act No
Sec. 536, Are any of the funds :

to be used for the performance
of abortions as a mathod of
family planning or to motivate
or coerce any person to
practice abortions?

Are any of the funds to be used No.
to pay for the performance of

involuntary sterilization as a

method of family planning 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 biomedical

research which relates, in

whole or in part, to methods

of, or tha performance of,

abortions or involuntary

sterilization as a means of

family planning?

FY 1989 Appropriations Act. Is No.
the assistanca being made

available to any organization

or program which has been

determined to support or

participate in the sanagesent

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?

FAA Sec. 601(e). Will the Yes
project utilize competitive

selection procedures for the

awarding of contracts, except

where applicable procurement
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rules Qllgythhoruitc?

FY 1989 Appropriations Act.
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 studant body in which
more than 40 percent of the
students are Hispanic
Americans, and private and
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)?

FAA Sec. 118(c). Does the
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
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
eofforts, and the establishment
or strengthening of
institutions to improve forest
nanagement; (d) help end
destructive slash-and-burn

The general training and technical
assistance contract envisioned
under the project will require too
broad a range of proven competence

“to limit the prime contractor to
minority firms. However, sub-
contracting opportunities will be
encouraged for both TA and commodit
procurement, TA for evaluations wil
be provided by 8(a) firms and
HBCU's will be considered for
placement of participants.

Assistance complies with Reg. 16.

The nature of this project does
not lend self to activities
promoting tropical forests.

. -' ﬂ;) ‘{‘ i
;Y[ o
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agriculture By supporting
stable and productive farming
practices; (@) help conserve
forasts which have not yet been
daegraded by helping to increase
production on lands already
cleared or degraded; (f)
consarve forested watarsheds
and rehabilitate those which
have baen deforested: (9)
support training, research, and
other actions which lead to
sustainable and =ore
environmentally sound practices
for timber harvesting, removal,
and processing; (h) support
research to expand knowledge of
tropical forests and identify
alternatives which will prevent
forest destruction, loss, or
degradation; (i) consarve
biological diversity in forest
areas by supporting efforts to
identify, establish, and
maintain & reprasentative
network of protected tropical
forest ecosystams on a
worldwide basis, by making the
ostablishment of protected
areas a condition of support
for activities involving forest
claarance or degradation, and
by helping to jdentify tropical
forest ecosystems and spacies
in need of protection and
establish and maintain
appropriate protected areas;
(j) saek to increase the
awareness of U.S. governaent
agencies and other donors of
the immediate and long-term
value of tropical forests; and
(k) utilize tha resources and
abilities of all relevant v.s.
governsent agencies?

FAA Sec. 118(c)(13). If the
assistance will support a
program or project
significantly affaecting
tropical forests (including

N/A

94



- K11 -

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
environmencal impacts of the
proposed activitias on
biological diversity?

FAA Sec. 118(c)(14). Will

assistance be used for (a) the
procurament or use of logqing
equipmant, unless an
environmantal assessment
indicates that all timber
harvesting operations involved
will be conducted in an
environmentally sound manner
and that the proposed activity
will produce positive econoaic
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?

FAA Sec. 118(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
industries) which pass through
relatively undegraded forest
lands; (c) the colonization of
forest lands; or (d) the
construction of dams or other
water control structuraes which
flood relatively undegraded
forest lands, unless with

(a) No.

{(b) No.

(a) No.

(b) No.

{c) No.

(d) No.

LT
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respect to each such activity
an environsental 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?

FY 1989 Appropriations Act. If
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
developmant and economic growth
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 tha objectives
of such assistance, through
African, United States and
other PVOs that hava
demonstrated effectivenass in
the promotion of local
grassroots activities on behalf
of long-term development in
Sub-Saharan Africa; (d) being
used to help overcome
shorter-term constraints to
long-term development, to
promote reform of sectoral
sconomic policies, to support
the critical sector prioritias
of agricultural production and
natural resources, health,
voluntary family planning
servicas, 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

N/A
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to establish a favorable .
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 protaect
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 accass to voluntary

. family planning services, to

improve basic literacy and
sathematics 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?

Development Assistance Project
Criteria (Loans Only)

FAA Sec. 122(b). Information

and conclusion on capacity of
the country to repay the loan,
at a reasonable rate of
interest.

FAA Sec. 620(d). If assistance
is for any productive
aenterprise which will compate
with U.S. enterprises, is there
an agreement by the recipient

N/A
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country to prevent export to
the U.S. of more than 20% of
the entaerprise's annual
production during tha life of
the loan, or has the
requirement to enter into such
an agreement been waived by the
Presidant because of a national
security interest?

FY 1988 Continuing 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 extaent
practicable, at or near tha
prevailing interest rate paid
on Treasury obligations of
similar maturity at the time of
obligating such funda?

FAA Sec. 122(b). Does the

activity give reasonable
promise of assisting long-rarge
plans and programs designed to
develop econcaic resources and
increase productive capacities?

3. Economic Support Fund Project

Criteria

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?

FAA Sec. 531(c). Will

assistance under this chapter
be used for military, or
parasilitary activities?

ISDCA of 1985 Sec. 207. Will
ESF funds be used to finance
the construction of, or the
operation or maintenance of, or

N/A



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
Nuclecar Weapons in Latin
America (the "Treaty of
Tlatelolco"), cooperataes fully
with the IAEA, and pursues
nonproliferation policies
consistant with those of the
United Statcs?

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?

- K15 -
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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
agreament by imposing limits on certain uses
of funds.

These items are arranged under the genaral
headings of (A) Procurement, (B)
Construction, and (C) Other Restrictions.

A. PROCUREMENT

1. FAA Sec. 602(a). Are there
arrangemants to parmit U.S. small
business to participate equitably in
the furnishing of commodities and
services financed?

2. FAR Sec. 604(a). Will all
procurement be from the U.S. except
as otherwise detarmined by the
President or under delegation from
him?

3. FAA Sec. 604(d). If the covperating

country discriminates against marine
insurance companies authorized to do
business in tha U.S., will
commodities be insured in the United
States against marine risk with such
a company?

4. FAA Sec. 604(e); ISDCA of 1980 Sec.
-705(a). 1If 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.)

Yes

Yes

N/A

N/A



FAA Sec. 604(q). Will construction

or engineering services be procured

from firms of advanced developing
countries which are otherwise
eligible under Coda 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.)

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 parcent of
the gross tonnage of commodities
(computed separataely for dry bulk
carriers, dry cargo linaers, and
tankers) financed shall be
transported on privately owned U.S.
flag commercial vessels to the
extent suct vessels are available at
fair and reasonabla rate?

FAA Sec. 621(a). If technical
assistance is financed, will such
assistance be furnished by private
enterprise on a contract basis to
the fullaest extent practicable?
Will the facilities and resources of
other Federal agencies be utilized,
when they are particularly suitable,
not competitive with private
enterprise, ard made available
without undue interference with
domestic programs?

International Air Transportation

Fair competitive Practices Act,
1974. 1f air transportation of

persons or property is financed on
grant basis, will U.S. carriers be
used to the extent such service is
available?

-x17 -

No.

No.

Yes

The use of other federal agencies
is not contemplated at this time.

Yes



10.

i1.

FY 1989 Appropriations Act Sec.:—
504. If the U.S. Government is-&
party to a contract for procurement,
does the contract contain a~ °
provision authorizing termination of
such contract for the convenlence of
the United States?

FY 1989 Appropriations Act Sec.

524. If mssistance is for
consulting service through
procuremant contract pursuant to S
U.S.C. 3109, are contract
expanditures a matter of public
record and available for public
inspection (unless otherwise
provided by law or Executive Order)?

FY 19689 Appropriations Act Sac.

584. For all direct AID contracts
or solicitations, and all
subcontracts entered into undar 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
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?

FAA Sec. 611(c). If contracts for
construction are to bs financed,
will they be let on a conpatitive
basis to maximum extent practicable?

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
doaes assistance have the express
approval of Congraess?

- K18 -

. Yes

Yes

Yes

Given small size of proposed
contracts, local consulting
firms will be used.

Yes

N/A



C. OTHER RESTRICTIONS

e e ————————t

1.

FAA Sec. 122(b). If development

loan repayable in dollars, is
interest rate at least 2 percaent paer
annum during a grace period which is
not to exceed ten years, and at
least 3 percant per annum thereafter?

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?

FAA Sec. 620(h). Do arrangements
exist to insure that United States
foreign aid is not used in a manner
which, contrary to the bast
interests of the United States,
promotes or assists the foraign aid
projects or activities of the
Communist-bloc countries?

Will arrangements preclude use of
financing:

a. FAA Se. 104(f);: FY 1989
Appropriitions Act, Sect. 525
and 536 (1) To pay for
parformance of abortions as a
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 parson 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 means of
family planning; or (4) to
lobby for abortion?
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N/A

N/A

Yes

Yes

Yes

Yes

Yes



FAA Sec. 483. To make
reimbursements, in tha form of
cash payments, to persons whose
illicit drug crops are
eradicated?

FAA Sec. 620(q). To compensate

owners for expropriated or
nationalized property, except
to compensate foreign nationals
in accordance with a land
reform program certified by the
President?

FAA Sec. 660. To provide
training, advice, or any
financial support for police,
prisons, or other law
enforcament forces, aexcept for
narcotics programs?

FAA Sec. 662. For CIA
activities?

FAA Sec. 636(i). For purchase,

sale, long-term lease, exchange
or a. wranty of the sale of
mote: vehicles manufactured
outside U.S., unless a waiver
is ob*ained?

FY_1989 Appropriations Act Sec.
303. To pay pensions,
annuities, retirement pay, or
adjusted service compensation
for prior or currant military
parsonnal?

FY 1989 Appropriations Act Sec.
505. To pay U.N. assessmants,
arrearagaes or dues?

FY_1989 Appropriations Act Sec.
$06. 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



FY 1989 Appropriations Act Sec.

510. To finance the export of
nuclear equipment, fuel, or
technoloagy?

FY 1989 Appropriations Act Sec.

§11. 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?

FY 1989 Appropriation Act Sec.
$16; 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 tha United States,
or for any publicity or
propaganda purposes not
authorized by Congress?
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. Yes

- Yes

Yes
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ANNEX L

POLICY AGENDA - REDUCED POPULATION GROWTH AND IMPROVED PRIMARY HEALTH CARE

Current Policy

Policy Sought

Next Steps

Problem Area: Public

Sector Health Pinanc!ga

Both curative and
pPreventive 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 GOM
budget 1s low 1n comparison
with other countries at the
same level of econoamic
development (3% compared to
5-8%), diminishing in real
terms; and programmed
largely for curative
services.

A rational and effective
cost recovery systea
applied in all public
sector health facilities.

Ministry of Health budget
is increased, and a
greater proportion is
allocated for primary
health care services.

Benchmarks

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 1'Ordre des Médecins
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 anaslyses 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.

Methodology developed and
tested at hogpitals in
Meknés, 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, fncluding an
increased proportion and
absolute amount for
preventive and Primary
health care services.



Current Policy

Policy Sought

Next Steps

Benchmarks

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:

Policx

The GOM's response to rapid
population growth remaing
centered in the Ministry of
Health.

Population

0389r

Policies and procedures
developed and publicized
to encourage greater
private sector action in
health delivery and
financing.

Broader active
involvement of the GOM as
well as thée private
sector in the promotion
of family planning
services.

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
(Collectivités 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: . wary health care
supplies established.

Terms of Reference for the
feasibility study for
expansfon of insurance and
the agenda for other studies
developed Second Quarter.

Ministry of Interfor openly
supports family planning
programs.

Contraceptives, {.e. condoms
and orals, promoted openly 1
pharmacies, and sold outside
pharmacies.



