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ACTION MEMORANDUM FOR THE MISSION DIRECTOR

nate: AUG 18 1989
Basp il

- FROM: Renneth G. Schofield, Program Officer

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

ACTION:

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

DISCUSSION:

The Family Planning and Child Survival IV Project builds on the experience and
success of three earlier projects (-0112, -0155, =0171) in th¢ family planning
and mother and child health fielda. As such the project will consolidate
gains achieved to date and expand acceas to Family Plamning «ad Maternal Child
Health (FP and MCi) services provided through the Ministry of Public Health
(MOPH) primary health care delivery system. Under a recently revised progras
strategy vhich combines the "Visites & Domicile pour Motivation Systematique”
(VDMS) outreach program, originally developed under an AID financed operations
ressarch project and the more recent IBRD supported "Soins de Sante de Base”
(55B), a more mobile and coaprehensive 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 systeas, enhance the
efficiency of selected MOPH programs, and explore health fipancing issues in
both the public and private sectors.

The project consists of three main components: 1) broadened access to PP and
MCH services; 2) increased program efficiency; and 3) health financing. The
third component in health financing will explore the means for "creating
sarket opportunities” for health carc services. The heslth financing
component represents the direction for future USAID assistanca in the
population and health sector. It will provide the basis for a new health
financing project scheduled for 1991.
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For each of the components, the project will finance technical assistance,
U.S. and in=-country training, commodities, and local costs. Under the first
component, for broadened access FP and MCH servicea, the project will also
finance the rapair, removation, or construction of clinical facilities. Oum
the basis of the Mission Review Conmittee's examination of the GOM's ability
to construct, utilize and maintain the proposed facilities, you sent a 611 (e)
certificaticn included as Annex I to the Project Paper, to the Assistant
Adninistrator for the ANE Bureau. The certification was acknowledged by

cable, aiso included in Annex I.

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

USAID prepared and submitted the Project Identification Document (PID) for
AID/W approval in January 1989. Upon review, AID/W requested tnat additional
information be added to address sustainability issues raised during the PRC.
USAID provided the requested information in Rabat 2496, dated March 14, 1989,
AID/W approved the revised PID on March 30, 1989 and authorized you to
exercise your AID Redelegation of Authority 634 to approve the project in the
field in State 120849, dated April 19, 1989. The ANPAC cable raised several
design issues and concerns. They have been appropriately addressed during
project design, acd responses are summarited i{n the S mmary and
Recommendations Section of the Project Paper. The ANPAC cable also concurred
in our recommended negative environmental threshold decisica.

On July 21, 26 and 28 and August 10, 1989 the Mission Review Committee
reviewed the Project Paper and recommendu! ravisions. The Mission's final
review of the Project Paper vas held on Augui 17, 1989, at which time
approval vas recomsended subject to certain :hanges in the Project Paper.
These have now been made.

Two source and origin waivers for vehicle procuresent were sought from the
Assistant Administrator of the ANE Bureau at the time of PID submission. The
first waiver for the procurement of motorbikes snd approximately 40
all-terrain vehicles and spare parts for an approximate value of $1,500,000
was signed by the Deputy Assistant Administrator for ANE on May 13, 1989.

The motorbike component of this waiver was superseded by o second waiver which
peraits tbe procurement of 400 motortikes end spare parta of Japanese source
and origin for an approximate value of $450,000. The second waiver was signed
by the Assistant Administrator for ANE on June 28, 1989. Copies of both
waivers are included as Annex J. to the Project Paper.

S
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The Congressional Notification for this project wvas submitted to Congress on
July 27, 1989 and expired without objection cn August 11, 1989.

RE COMMENDATION:

That, according to the authority granted to you in AID Redelegation of
Authority 654, you sign the Project Paper Data Sheet and the attached Pro ject
Authorization, thereby approving the Family Plauning and Child Survival IV
groje;; vith a life-of-project funding of $31.0 million and a PACD of August
1, 1996.

Charles W
Director

Appaovz%% % um:szsumom:

Attachments:
1. Project Authorization
2. Project Paper

Drafting Officer:PROG:ABraginski:ug:8/3/89 A’!z?

Clearances:PHR:
PR :DGibb
OFMsRWax

DD1X:1Morse



-v-

PROJECT AUTHORIZATION

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

Number of Project: 608-0198

1, Pursuant to Section 104 of the Foreign Assistance Act of 1961, as amended,
I hereby authorize the Family Planning and Child Survival IV Project for
Morocco (the "Cooperating Country”) involving planned obligatioms of mot to
exceed $31,000,000 in grant funds ovzr a six year period from date of
authorization, subject to the availability 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 planned life of the project is seven
years from the date of infitial obligatiom,

2. The project consiasts of assiastance to the Government of Morocco to improve
the {mpact and sustainability of family planning and materzsal 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 whoas such authority is delegated in accordance with AID
regulations and delegations of authority shall be subject to the following
essential terms, together with other terms and conditions as A.1.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 as A.I.D. may
otherwise agree in writing. Except for ocean shipping, the suppliers of
commodities or services financed by grant funds shall have the Cooperating
Country or the United States as their place of nationality, except as A.l.D.
may otherwise agree in writing.

Ocean shipping financed by A.l1.D. under the project shall, except as A.I.D.
may otherwise agree in writing, be financed only on flag vessels of the United
States.

on, Missior Director

8,192

Drafting Officer:m:Baatrington:ub38/16/89_&_w

Clearances:

PROG:KSchg,

PHR:DG1bb CRahnun
CONT:RWar{ DDIR LHotle
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ACRONYMS AND ABBREVIATIONS

Architecture and Engineering
Acadesy for Educational Develomment

Association de lutte Contre le SIDA
"Association for the Cantrol of AIDS”

Acquired lpmune Deficiency Syndrome

Association Marocaine de la Planification Familisle
"Moroccan Association for Family Planning”

Association for Voluntary Surgical Contraception

Canfederation Generale Ecanomique Marocaine
"Moroccan Private Employers Canfederation”

Centre Hospitalier et Universitaire
"University Tecching Hospitals®

Comite National de Lutte Coatre le SIDA
"Naticnal Comanittee for the Cantrol of AIDS"

Caisse Nationale %3 Oeuvres de Prevoyances Socials

"Naticnal Social Security Fund for Public Sector Employees”

Caisse Maticnale de la Securite Sociale
"National Center for Social Security”

Contraceptive Social Marketing

Demogrsphic and Health Survey

Family Health Internaticnal

Federatiam Merocaine des Societies d‘Assurances e- des
Assureures

"Moroccap Federation of Private Insurance Cowpanies”

Federation Marocaine de Syndicats des Pharmeciens
"Moro.can Pharmacists Syndicate”

Family Planning

Government of Morocco
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1BRD
1EC

IPFF
1QC
1RD
1uD
JH/PCS

JHPIEGO

KAF
Lop
MCH
M1S
MOFH
MWRA
NIRTEH

NIQRH

ORS
RT

P1D
PMU
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Human Iszwodaficiency Virus
Health Maintenance Organizatio

Ioternational Bank for Reconstruction and Developaent?
Information, Education and Communicatiaon

Ioternaticnal Planned Parenthood Federation
Indefinite Quantity Caatract

Westinghouse Institute for Resource Development
Intra-Uterine Device

Johns Hopkins University/Center for Population
Comnunicaticos

Johns Hopkins Program in Intarnational Education for
Gynecology and Obstetrics

Knowledge, Attitudes and Practices
Life of Project

Maternal and Child Health
Managesent Informtion Systems
Ministry of Public Health

Married Women of Reproductive Age

National Institute for Research and Training in Public
Health

Netional Traj.i+y Center for Reproductive Health
Oral Contraceptives

Oral Rehydration Salts

Oral Rehydration Therapy

Populstion and Human Resources

Project Implementation Document

Project Manageaent Unit, MOPH



PVO ~ Private Voluntary Organization
RFH..HIC g:ﬁ:al Family Planning Logistics and Management Training
SSB Soins de Sante de Base

e “Basic Health Services”

SID‘ Sexually Transmitted Disease

TA Technical Assistance

- TACS Technical Advisor in Child Survival

BA Trsditiaal Birth Acttendant

TFG The Futures Group

UNFPA United Naticns Fund for Population Activities
UNICEF United Nations Children‘'s Fund

VDMS Visite & Domicile pour Motivation Systemstique

"Household Visits for Systamatic Motivation"
vsC Voluntery Surgical Contraception

WHO World Health Organization



L SUURY AND RECONNENDATIONS
A. Sunmary Background

Over the past decade, Morocco with AID assistance has substantially reduced
population growth rates and early child death by improving the access to and
use of fanily planning and maternsl and child health services. Under the
Population and Family Planning Support III Project (608-0171) substantisl
progress was made in developing opsrational methodologies, e.g. “Visite d
Domicile pour Motivaetion Systdmatique®™ (VDNS), foc providing these gervices at
the local level. At present, the VDMS coamponent of the GON Femily Planning
and Maternal and Child Health Care (FP and HCH) program is operating in 30 of
AS provinces nationwide. The program has successfully prosoted modern methods
of family planning, as indicated by the incresase in oversll contcaceptive
prevalence froam approximstely 12.5 percent in 1978, to 35.6 percent in 1987.
Moreover, veccination coverage for children bhas incrcesed from S0 percent to
87 percent, and infant mortelity has decreased from 130 per 1000 live births

in 1980 to 73 in 1987.

Despite impressive progreso over the last decads, s nuaber of problems persist
which are exacerbated by recent fiscel austerity messures end systeamic blases
in the public health cars systen. This can be seen more clearly when nationel
statistics are disagzregaled aloug urben-rurel lines, showing wide disperities
betwaen urben and rursl conditions. Accordingly, the GOH has made an
increase in accessibility for rural population groups to FP and NCH secrvices o
major objective of the 1983-92 development pisn. To that end, the HOPH has
developed & national coverage strategy that involves s combination of (ized
feacilitios, mobile teams and outresch services to pro-"de basic health care at
low cost.

Historically, AID has played e key docnor role in the heslth sector,
particulerly in essistance for populstion programs. This role is strongly
complemented by activities and progrems of the multileteral doners. 7he
United Netiona Fund for Population dctivities (UMFPA) and the World Health
Organizetion (WHO) support Ministry sctivities ia health sector plenning and
manegement. WHC also supports AIDS preventinn and control activities. The
United Nations Children's Fund (UNMICEF) ecsists in tha implementation of child
sucvival programs. A seven-yesr World Bank sector loan is helping the NOPH to
vzpend low cost primary health cere infrastructure, strengthen pharmaceuticel
mensgement, and complets snalyses of heslth sactor orgenizetion end

financing. A new World Bsnk loan is expected to provide follow-on support in
these aresas. In addition, the World Bank is addressing the MOPH budget
constraints, by requiring that the GOM incresse budget allocetions to the NOPH
es part of the recently negotisted Structurel Adjustment Loen.

B. Summery Project Description

The project will contribute to the CDSS sector gosl of ruducing rapid
population grawth and early child death in Norocco. The purpose of the
project is to improve impect and susteinability of family plenning and
meternsl child health programs.
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The project builds on the experience and success of three earlier projects
(-0112, -0155, -0171) in the faally planning and msternal and child health

fleld.

As such, the project will consolidate gains achieved to date and

expand access to family planning end maternsl and child heslth (FP and NCH)
services provided through the Hinistey of Public Health (MOPH) pcimary heslth
care delivery system. It will elso stimulate the peovision of FP and MCH
services through private sector delivery systems, enhance the efficiency of
selected MOPH programs, and ezplore health finencing issues in both the pubdlic

and private sectors.

The main components end activities of the project consist of:

1. Brosdened Access to FP and MCH Services - This will be sccomplished

through the implomentation of s more mobile and flexible outresch referral
progras, the expansion of clinical services, ss well as social narketing and
employee service activities. The project will finance the technical
esdistance, commodities, training and local costs to further the foliowing
objectives:

Expansion of public sector outreach through the upgrading of health
vorker skills, provision of heavy duty motorbikes for itinerant
heslth workers, crestion of community service sites, and equipment of
NOPH mobile teams.

Inproved access to fized clinical facilities, including the 1)
construction, renovation, or repsir of 34 rural facilities, 2)
construction of 12 nev family planning reference conters, and J)
equipping of voluntary surgicsl coatracoption (VSC) centers in 1§
provincial centers and five rural service facilities.

Transfer of & portion of KOPH recurrent operating costs to the
private sector through the phased design and implementation of social
marketing sales programs intended to increase the percentears of
contraceptives aad MCH products procured and distributed through the
private sector.

Employee FP and RCH services provided as part of employee heslth
services at the plent level.

2. Impgoved Progres Bfficiency - The project will strengthen skills; upgrade

Ransgemcnt systems; improve date collection and enalysis; end develop o
control and public awareness program for AIDS through the rollowing sctivities:

Technical «nd manegement training for HOPH professional staff,
including strengthening both pre-secvice and in-service training in
reproductive health and family planning and steps to decentcalize
training in femily plenning to regional physician and nurse training
centers.

Impcoved date collection and snalysis, iacluding the development of
microcomputer spplications and esutomation of the NOPH management
information systes.

1%
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-  Production of information, educstion snd communication materiaels,
perticulerly for illiterste snd semi-literate women. MNMaterisls will
be designed to help improve the credidility end effectiveness of
health workers. Printed mstorials will be complemented with high
quality FP and KCH redio programaing.

- In AIDS control, sero-eplidemiologicel studies simed st determining
the pravalence of the disease; the provision of laborstory equipment
and supplies; information cempeigns and materials; and techaical
training for medical staff and the staffs of the Ministries of
Tourism, Justice end Interior.

3. Health Finencing - Finally, the project will anelyse sustainadilicy issues
within the health cere system and explore the mesns for “creating merket
opportunities” for heslth care services snd products. This will iavolve an
snalysis of reopective pudblic and private sector roles in the provision end
financing of health care as well as developing more "consumer responcive®
health care systems and appropricte funding mechanisms, e.g., cost recovery,
insurance and group health plens. Specific cctivities includs:

- Policy studies, seaminars and anslyses of coastraints to expanded
privete heslth care end insuraace coversge;

- Esteblishment of cost accounting systess in large public heslth
fecilities to enhance cost recovery efforts;

- 4 feosidility study of the expansion of heslth insursnce, possibly
through establishment of KMO's cr other slternative delivery syetems.

- Nobilization of local rescurces to upgrade local health care coversge.

C.  ANPAC Concerns snd Design Guidelines

1. Rscurrent Costs - The ANPAC raised tde concern thut expanding coverage to
more difficult or romote areas would ropresent higher than average costs, end
therefore the increesed cost burdan of the project should be fully snslyzed in
the PP within the context of ths likely resource aveiladbilities.

Annex C of the PP, Sector Financirl Analysis, examines the recurrent costs of
the project within the contsit of axpected future HOPH resources
déveilabilities. Although the projected cost figures are somewhat higher then
initially estimated in USAID's first ensl sis provided in Rebat 2496, the
analysis indicates thet they are well within the expected growth of the Heslth
Rinistry's total budget. The cost enslysis was based on averago costs of
providing services in similar ereeas which include remote rural populations.

In eddition, this project includes activitias to incresse cost rocovery la
pudblic fazilities and increased reollence on the commercisl distribution of
contreceptives, both of which will eese pressure on the MOPH budget.

The GON is aware, If not reconciled to the fact, that AID aessistence in
expension of government health services stops with completion of this
project. To that end, the GOM contribution to oversll project costs ihcreases
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progressively to 100 perceant 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 contzaceptive coamodities. 4As the dicbursement
of these funds will not occur until the later part of CY 1996 and rua through
early CY 1997, these funds are not included in the GOH contribution for thie

project.

2. Health Care Financing - While the ANPAC noted that health care finencing
is & complicated field and will require considerable analysis to develop, it
urged the Misajon to be creative and aggressive in this erea. ANPAC guidence
for the PP was to davelop both s technical and tactical strategy for the
studies, analysis, and pilot testing needed to advance the heslth finsncing
decisions. Several areans for Hission consideration were identified.

A three parson team composed of an AID/W representative and two outside
consultants helped the Hission ideatify health finencing interventions for
this project. We have reached sgrecment with the MOPH on ¢ secies of areas
in which to focus our efforts, under the overall context of cresting health
sector market opportunities by removing barriers to market ratry, including
adninistratively set prices.

To that ead, we will be exploring policy barriers to cost racovery in public
end private facilities; the expansion of insurance, including the development
of prepaid heelth delivory systems; end mobilization of coumunity Tinencing
for health services. 4 phesed plan of technical esoistance, osexinars,
training and operations renearch has beon developed in these arees. The
operations rescarch and ths foasibllity study in expansion of insurence will
be designed to lead to tho testing of eltornative eachanions to GOH finsnced
health care as early interventions in the PY 91 Health Pinancing Project.

3. Policy Dielogue Agonds - The AHPAC noted that a number of important health
sector studies are currently underway funded by othor donors and it |s
important to caepitalize on the rosults of thoge etudies to formulate as
sppropriate sector policy agonda for the 1990's. Tho AMPAC gtated that the PP
should begin to define this agenda, defining the gsubstantive sreas for
anslysis, and developing o tactical approach for pursuing policy change with
the GOM. The ANPAC also stated that in discussing policy considerstions the
PP should also mske cloar that consistent with AID policy of "infocmed free
cholce,” the project anticipates changes in contraceptive use basad on
increased access to the contraceptive methods and improvemants in femily
plenning outreach sarvices.

Both the heelth finencing snd hospital menagement studies financed under the
IBRD primary health cere loan ars providing incressing amounts of dats and
informaticn on the current situstion snd thus input for Mission plans with
respect to heallh financing issues. MNajor gaps remain, however, ia
information on the privete soctor, reguletory and legal barriers, and
insurance practices and policies. Assistance in each sreea is progremmed soon
after project launch. The project will assist the MOPH as well in holding a
seninar in October 1989 to present the findings of the Health Pinsncing Study
to msjor institutional acters in the public end private sectors as a basis for
dreving up & Horoccan sgende for sector refors. This agenda will provide a



basis for our own policy dislogue agenda snd later assistance in hoalti
tinaencing.

As the GOM moves into its sector reform, we will e working to focus the
reforn sround whet the Moroccen heslth syster. should look 1ike in the year
2000, end the GON's gosls regarding coversge and quality of care within thet
systen. The 1989 Action Plan Population and Health Policy Agends has been

updated and is sttached as Annez L.

With regard to “informed froe choice," USAID cmphasizes in the Project Paper
that the thrust of our effort in this aree ls to widen the choice of
contraceptive methods availadle. This we will do by incressing access to
methods, especially clinicel ones, that may be more appropriste and acceptadble
to women at certain steges cof their reproductive life. .

4. Lessons Learned - The PP should contain a "lessons learned" sectior on the
Horocco health projects experience and specifically the design approsches that
have been developed to better cope with heslth sector probleams.

A Lessons Learned section has been included in Section II of the Project
Paper, discussing both the successes and some i the less effective aspects of
the USAID-Horocco experiance over the paei dacade in providing and promoting

feally plenning end MCH care.

5. Construction - The cable queried whether a 611 (e} certificeion was
nevded and whether s FAR method was inappropriate.

A 611 (e) certification has been provided (see Annay I). It has been
deterained that e FAR amwthod is not approp~iete and that construction services
will be procured under Host Country contracting (HB 11) procodures with AID
paying contractors directly on tho basis of work performed. No advances of

AID funds are contemplsted.
D.  Recommendation
The USAID Project Committee has determined that the proposed sctivities are

technically, administratively, economically end financially sound within ths
seven-year project. Consequently, the committes recommends that the Mission

Dicector authorize a grent of $31.0 million for the Pemily Plenning end Child
Survivel IV Project.

E. VWaivers

Source and origin walvers for procurement of vehicles und motordbikes were
approved by AA/ANE on June 28 1989, and DAA/ANE on May 13, 1989.

v
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I BACKGROUND, RATIOMALE AND DESCRIPTION
A Dackground

Morocco is the most populous country in the Msghreb region, with an estimated
populstion of 25 million in 1988. Over the past decade, Morocco with AID
assistance has substantially reduced population growth rates by improving the
sccess to and use of family plenning end maternal end child health services.
Under the Population and Femily Plenning Support III project (608-0171)
substentisl progress was made in developing oparationsl meothodologies, o.g.
“Visite 4 Domicile pour Motivation Systématique* (VDHS), for providing these
services at the locsl level. At present, the VDHS component of the GON fanily
plenning and maternsl child health care (FP and MCH) program is oparsting in
30 of the 45 provinces nationwide. The program coversge is approximately 16
million people. Incressed coverage under the FP and NCH program has
contridbuted significantly to increased use of contresceptives end Tertility
retes have declined steadily over the last decade.

The 1987 Demographic and Family Heslth Survey (DHS) reports en increass in
overall contraceptive prevalence from spproximstely 19.4 percent in 1979 to
35.9 percent in 1987. Horeover, there is almost universal knovwledge on the
part of Moroccan wWomen of at least one method of contraception. Family
planning services are offered in all Hinistry of Pudblic Health (HOPH)
facilities, including voluntary sterilization in 30 of the 47 provincisl
hospitals. Veccination coversge for children under five has risen from SO
percent to 87 percent ln the lest two yeara, snd infaent mortality has
decreased from 130 per 1000 live bicths in 1980 to 73 in 1987.

Despite this impressive progress over ths last decede, a number of probleas
persist which 2re exacerbated by rocent fiscal austerity measures snd systeamic
biases in the public heslth care system. Thir cen be seen more clearly when
national statistics are disaggregated along urbnn-rurel lines. For c¢xample,
lerge disparities are evident in contraceptive prevelence rates (521 vs. 25%
respectively) and rural infent mortality rates vhich are 30 per 1000 live
births higher then corresponding urben retes. Relatedly, only 15 percent of
births in rurel sreas are attended by a qualified hsalth worker, ~ompared to
50 percent in urban settinge. Accordingly, tho GO has made on increass in
sccessibility for rural populetion groups to PP and KCH services a msjor
objective of the 1988-92 devolopment plen. Towarda that end, the MOPH has
developed s rations) coverage stratogy that involves s combination of fixed
facilities, racbileo tecms and outreach servicea.

Currently, the chellenge fecing the GOH is how to implement thie development
objective, /.e., ecstending FP and NCH services of roasonable quslity to women
snd children living in the primerily rursl sreas; ia the face of contiauing
pcessure on the MOPH budget. The solution will entail a review of budgetary
priorities, greater efforts in the ares of cost sccounting and cost recovery
and lmprovoments in public health care efficiency and, finally, greater system
complementarity with privately finsnced and provided heslth care, particularly
in urban eceas.

)]



During intensive project review, a number of constraints were ideatified which
1imit expansion and improvement of health care in the Noroccen context:

FP_and MCH Progrem Coversge - Despite significant advances in the last 10
years, many of Morocco's women and children contianue to suffer from
inadequate, or for & significant number, unavailable health care. Lack of
coverage, particularly in rursl sress, remains an important problea limiting
the impact of FP and MCH services provided by the NOPH. Improvements recorded
in infant mortality and contraceptive prevaleace rates mesk larze diffoerences
between regions and population groups in access to and use of services. Date
from recent surveys and NOPH service statistics show significent urban-rurel
voriationg in the performance of the Ninistry's priority maternsl and child
health service programs. Vaccination rates prior to the nationsl campsign
were nearly 501 higher in urban sress. Five times as many urben as rurel
women have completed at least one prenatal visit or given birth under the
supervision of a trained health worker; and the incidence of Jdiarcheal disease
is much higher in rurel aereas.

FP_and MCH Program EBffectiveness - A key problem ares concerns the method mix
of cucrent contreceptive use, reflecting in part wesknass in related NCH
clinical services programs. The 1987 Femily Heslth end Demographic Survey
reports that 43% of merried women of reproductive sge, both contrsceptive and
non-conirscepting, went no more children, and an additional 131 vant to delsy
their ncit pregnancy for at least 24 months. TYetc 80% of Noroccan women rely
on orsl contraceptives, due partielly to the lack of access in rural aress to
the clinicel methods (IUD end ¥SC), both more sppropriste responses to
fertility desiree of most women wanting no more children. Thus the femily
planning program, despite its successes, fells short of meeting the needs of
wvomen for whoa pregnancy presents & high risk, including thoese of high perity
and who are over 35.

NMorsover, Norocco's infant mortality rete of 72 per 1000 in 1987 is relatively
high for a country at Korocco's stage of dovelopment, and accouants for 27% of
all deaths in Morocco, compsred to 3% for developad countries. Forty percent
of these doaths are of infents less than on? month of ege, deaths usually
associated with poor screcaing and monitoring during pregnancy es well as
birth complications. Dieerhes is assoclatsd wita over 30% of all infent
malnutrition. Hedically supervised prenatsl cere end birth monitering cover
only e small proportion of total pregnencies and the MOPH is just beginning to
implement s comprehensive stratogy to p-omote improved monitoriag of infent
nutrition and management of diarrhes coses. Accordingly, contiaued
improvement in the Hinistry's pregnency and birth monitoring ané dierrhes
disease managenment, including autritionsl surveillance, is required to bring
about further reductions in infent mortality.

FP_and NCR Progrem Bfficiency - The tenure of the current Ninister of Health
has lLeen marked by an emphasis on improving management, but he faces several
important constreints. For exsmple, most administrators of the systea have
been trained ss physicians, not managers. In sddition, the MOPH mansgement
information system is clogged with too much dats to provide useful information
to decision-makers and is unable to provide provincial level ianformatios to
allow better teilored responses to local needs. Health personnel at sll
levels of the system need inservice training to upgrade their skills.




Disesse Surveillance and Control - The threat of AIDS and other sexuslly
transnitted diseases (SID) has prompted the need to develop capacity within
the MOPH to ldentify "high rlisk® groups and tike steps to check the spresd of
infectious diseases through better monitoring, sociel analysis and control
techniques. Public awareness campaigns and continuing education {or
physicians in disease surveillance and control tochniques as well as “high
risk group” ldentificeation ace essential pudlic health functions which are

inadequately met at this time.

Heslth Care Sustainability - The challenge posed to the health sector at lacge
will be to improve coverage and Guality of heslth care sarvices on a
financially sustainable basis. Public health care systems ace ovar extended
in many arees and the quality of health care is often deficieat. Given the
likelihood of continued budgetary restraint related to the economic structural
adjustment progrem, it ls imperative to improve system efficiency and move
towards greater cost recovery. The expansion of private health delivery
systems to complement existing public health systems will be necessezy to
schieve overall hesalth sector gosls and provide more consumer-

responsive heslth care. MNechanisms to finance improved health coverage and
quality of health care, such as private health insurence, need to be more
fully developed. Thus, there is a need to define sppropriaste financisl
incentives and mechanisms to encourage private ssctor provision end financing

of hesalth care needs.

The project will help address these c:uatraints, which are currently binding
on the Noroccan heslth sector through broadening access to FP and KCH
services, improving program efficiency, snd exploriang heelth financing lssues
in both the public and private sectors.

B. Project Retionale and Lessons Learned

USAID NMorocco's CDSS identifies reduced fertility and decreased infent end
child mortality as priorities for AID assistance during the 1987-91 CDSS
period. The project builds on ectivities initiated under the three previous
projects. To date, these projects heve supported the development and
expansion of "Visite 4 Domicile pour Hotivation Systémetique™ (VDNS), a
household level FP and NCH outreach saervice program; improved the quality and
increased availability of permasnent contraception; strengthened communicetions
between health workerc and clionts; end improved menegement and service
statistics reporting svstems. With the addition of Child Survival funds in
1986, AID intensified support to infant and child health aspects of the

pcograa.

Lessons Lesrned - The past 10 yesrs of implementation experience with
population and family plenning progrems in Morocco have resulted in some
significant "Lessons Learned” that underlie design of this project.

1. Effectiveness of the Primary Counterparct

The Ministry of Public Hoslth is en effective and committed counterpart for
family plenning. As noted in the mid-term eveluation of the Population and
Feaily Planning Support III project, the Ministry has managed to develop a




nstionwide fanily planning progrem providing femily plenning secvices in all
provinces, and at each level of the heslth system. As & result in part of
these actions, contraceptive prevalence has incressed from 193 to slmost 36%
in 10 years; and the progras is regarded as a model for other Africen and
Nuslim countries who increasingly send representatives to study its design and

implementation.
and Child Heelth Services

rated Family Planning and Maternal

2. Inte

The integrated approsch to family plenning and maternal and child health works
in Morocco; (1) workers and clients view FP as an {mportant MCH intervention:
(2) the MCH approsch has made PP more widely eccepted by GOM officials, the
religious community, and local opinion leaders; (3) NCH interventiocs have not
diluted FP activities; (4) FP is fully integrated in MOPH fixed facility end
tresining programs, end increasingly in hospital matornity wards; (S) voluntary
surgicel contraception is oZfered es s routine intervention at provincial
hospital where staff have been trained in this procedure. In sum, this
spproach has been both politically appropriste and cost effective ia Norocco,
msking good use of trained medicel personnel.

3. Populetion Policy

The lack of an explicit national population policy has not been s hindrance to
the implementation of programs to reduce populstion growth rstes. As stated
in the mid-term evaluation, “"the GON's emphasis on en implementation strategy
rather then explicit policy statements has been successful in sccommodating
the attitudes of more conservative goverument officials and religious
leaders,"” leading to substentisl geins in contreceptive prevalence and

coverage.

4. Contraceptive Demand and Method Mizx

There is a tremendous as yet unme: demand for family plenning, with demand
increasing faster than the ability of the national family planning program,
public end private, to meet it. Furthermore, constraints in the delivery of
¢linical services, and the impect of door-to-door provision of oral
contraceptives for much of Morncco has resulted in a disproportionsate reliance
on orel contraceptives. Thus, at the beginning of tha Phase III population
project in 1984, whareas USAID had cxpected that oroportion of totsal users
relying on oral contraceptives would decline froa 75% in 1983 to 63% in 1988,
instead the proportion increased to 80%. Preliminary estinates indicate o
denmend for 8 to 10 times the current nuaber of IUD and sterilizetion
procedures. Clinicel facilities with adequate equipment end treined staff ere
not yet widely enough available to meet client demand for these methods.
Other factors explaining the high usege of orals include the convenience of
door-to-door access through VOMS to orals; the relative ease forf rurs) nale
workers to explain and promote oral contraceptives coampared to other methods
requiring more detailed discussion of intimate issuez; and the lack of
effective oducstionsl materiels for illiterate and semi-literete women on
these other methods. Thus to incresse prevalence and to improve the method
mix of contraceptive use, theire i3 (1) a need for improved access to clinjcal
methods of famjly planning; end (2) improved promotional materisls and
communications tcaining for workers on these methods.
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S. YVDMS_Approach

The VDNS spprosch haes strengthened the oversll primary hsalth delivery
syétem. Under the spprosch, emphasis was placed on developing s capability
among provincial and local level heslth personnel to identify the populstion
to be served, plan coverage areas, and sllocate steff resources to achieve
pregram objectives. This kind of planning preceded VDNS, but the program
provided resources for and allowed pheased implemsntatisn of the approech at
ell levels. The experience provided lessons for the Hinistey in pleaning the
highly successful 1987 Nationsl Immunizetion Campaign.

On the other hand, it has been argued that the VDNS door-to-door spprosch is
costly in urban aeress; thus it has been witidrewn from aresas where the
population cen use the private sector and MOPH fixed facilities. 1In rursl
aress, the NOPH has been exporimenting with combining & variety of approsches
to aeet heelth needs in difficult-to-eccoss areas in the most cost-effective
manner. A 1986 World Benk losn helped finence the implemantetion of e renge
of spproaches in three provinces. The current NOPH rursl health prograa
strategy incorporates e combinetion of outresch spprosches, including fized
facilities, household visits by itinerant agants (such as VDHS agents),
comnunity level service sites covered on s scheduled basis, and mobile teams
capable of delivering a wider range of services. These mobile teams, equipped
to provide IUD insertion, pre-and post-natsl care and limited curative
services, have been highly effective in more isolated rural settings. Under
this new strategy VDNS ageats only cover femilies residing from 3 to S kms
from & facility. Community service sites and mobile teams are used to resch
more distent population groups. This revised approsch will need close
monitoring of its acceptability by clients served. It will ealso be necessary
to monitor those clients who discontinue use of services to ascertain whether
it is the delivery approach which is the ciritical varfadle in their

decision.

6. HNensgeaent Information System

To essure that project impact is meximized, continuing, quantified informstion
on the operational effectiveness as well as the problems of VDNS and other
outresch elements is needed. Thus the menegement {nformation system must be
functional end used at various levels of the system. Furthermore, 2o
operations research strategy needs to be developed to test systemstically
slternative ways of implementing and menaging services at all levels of the
system, and in the verious regions. Thus the mensgoment iaformation systea
and tha operations research strategy should focus on assuring thet the program
is providing services in the best way possible in terms of quality,
scceptability, and costs of services delivered. Devising u systea for
measuring clients’' continuation rates will be an importent task.

7. Canmpaigns

The “"campaign approach® can be useful in modilizing end sensitizing both
providers and the public to the need for and use of primary health care
intecventions, be they immunizetion, ORT, or even family planning in the
correct satting. In the case of the first, the cempaign was useful as well in

21
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strengthening planning end implementation skills of primary heslth care scross
the bosrd in the NMinistry of Health. It was equelly importent iz Sshllizing
resources outside the Ministry, both in the GOM and the privzie sector, to
support s national health effort, and led in fact to new puiiticel support for
public health sctivities. It can elso be said that the 1987 jmmunizstion
cempsign created a sense of mission and pride throughout e Ninistey which has
long suffered from low morale and productivity.

8. IEC

IEC activitias should be oriented to outputs ss opposed to institutional
developaent. Project interventions aimed et improving production capacity
heve failed to produce effective materisls and messages. This reflects the
lack of clear IEC goels and objectives. IERC support of the nationsl
immunization campaign was output oriented and generally effective.

With regard to choice of media, TV is not generally appropriste for providing
the type of method specific information now needed under the progrea snd is
difficult to access due to continuing social and cultursl sensitivities.
Redio has s wider sudience; more cost-effective message channels; is
accessible for FP messeges; and provides grester flexibility to respond te
social, cultursal and ethnic varistions in couatry due to reglonal
programming. Finelly it involves less sophisticated production reQuirements
within MOPH centrel and local capsbilities.

9. Project Mansgement

The mid-term evalustion of the current project found that the number snd
complezity of activities under the Population and Family Plenning Support III
project wes such as to require grester steff depth in USAID to manage and move
forward the entire range of project components, address sensitive issues and
anticipate problems and opportunities. The evaluastion suggested thet
edditional support was required both for sdministrative coordination of
project activities and for technical support to the MOPH end sctivities with

the private sector.

The NHinistry of Public Heslth steff needs to have s brosder understanding of
oversll program objectives and implementetion roles. Wider involvement of
HOPH steff would stimulete greater cross liaksges between project supported
sctiviries and reinforce impsct. The "implementation committee® spproach
seens to offer the best hope of achieving brosder understanding among MOPH
counterparts and improving oversll management performance.

10. Phaseover and Operating Costs

The phaseover of project costs to ths MOFH should be gradusl to avoid
discuption of logistical, supply end other support at the provinciel level. A
gradual reduction in AID local costs support by cost category is more essily
sbsorbed in the GOM budget process than is & phaseout tied to geographic aress.
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C. Other Donors

The lacgest donor in the Health Sector is the World Bank which is currently
engaged in & 6 year $28.4 million Health Development Loan begun in 1986, and
is preparing s new $160 million sector loan ($100 million IBRD conteribution)
to be signed this year. The new loan greatly broadens the primacy health care
enphasis of the Health Development Loan by adding emergency and basic
disgnostic services at the first level of roferral ($63 million), and
reinforcement of the adainistretive and policy reform efforts of the GON ($7
million). Nonetheless, the largest part of the loan continues to focus on
primery health care ($90 million). The USAID project Mas been devealoped in
full coordinstion with Benk and Ministey officials; w.th health fnancing end
sector reform activitios jointly discussed at all stages.

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

UNICEF, which provided msajor help and publicity to the veccination and orsl
rohyd=stion campaigns, continues its assistance in these areas as well as
nitcition and health education. WID is a major focus of UNICEF's sctivities,
and cainforces the MCH thrust.

Althoug® WHO provides minor assisctence in tecms of fiaancing, i.e., less than
$1 million, its technical assistance in AIDS control, public health training,
communicable Giseases and epideaiology is & mist useful complement to the
efforts of the other agencies. WHO is providing incressing help as well to
the Iinstitute for Resecrch and Training ia Public Health.

UNDP is providing some $3 million over the 1988-91 period of techaical
assistance in hospitel ma!ntenance support, and will provide seminar
essistance on & regional basis, in heslth financing.

Other bilatersl donors include France, Spcin, Canads, and Chins, each of whom
provides fellowships, consultant servicos and coemodities.

D. Detailed Project Description

Gosl sny Project Purpose - The project will contribute to the sector gosl of
reducing rapid populetion growth and early child death in Morocco. The
purpose of the project is to improve impact end sustainability of family
planning end maternsl child health programs.

Project Componente and Major Activities - This project builds on the
experience and success of three esrlier projscts (-0112, -015S, -0171) in the
family plenning and maternsl and child heslth field. As¢ such, the project
will consolidate gains schieved to date and expand access to family planning
end maternsl end child health (FP and NCH) services provided through the
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Ministry of Public Health (MOPH) primery health care delivery systea. Under o
revised progran strategy which combines Visite & Domiclile pour Notivation
Systématique (VDNS), originally developed between 1978-1980 under an AID
financed cjerations research project and the more recent IBRD supported Soins
de Santé de Base (SSB), & more mobile and comprehensive system will
effectivel; bring FP and NCH services to the most isolated and under-served
households. To date, this program has been successfully implemsnted in 30
provinces covering 16 million of Korocco's population. This project will
expand geogrsphic coverage to en additional 12 provinces covering practically
all population ereas. The two components of the project which grow out of
previous projects are (a) expension of the revised VDMS prograa through the
implementation of s more mobile and flexible outreach referral program, and
(b) improvements in FP and MCH program efficiency. In addition, streagthening
the capability of the NOPH to test, monitor and control AIDS will be an
‘mportent activity. This activity will seek to identify “high risk® groups
and develop the means of controlling the disease using technical ead
behavioral spproaches. The third component of the project will enalyse
sustainability issues within the heslth care system and oxploce the means for
"creating market opportunities” for health core services and producis. This
will involve an analysis of respective public end private sector roles in the
provision end financing of health care es well as developiag mcre “consumer
responsive” health care systeas and appropriete funding mechanisas e.g., cost
recovery, insurance and group heslth plens, etc. This component will lead to

¢ Health Financing project in 1991.

1. BROADENED ACCESS TO FP AND MCH SBRVICES

Ihis project component will broaden access to PP and NCH services in both
rurel and urban areas of the country. Bffective coverage of the populaetion
for family planning by the Ministry of Public Health and private services has
reached 70% of the Noroccan population in urban and rural sreas or
spproximetely 16 million people. The gosl of the cutresch program is to reach
85% of the rural population nationslly and close to 100% of the urban
population, thus aechieving effective femily planning coverage for about 90% of
the Moroccan population.

As the principal means of reaching rurel areas, the project will extend the
coverage of the VDHS outreach service program into undecserved rural asreas
within the 30 provinces already covered and expand coverege to 12 new
provinces. Becauss the extrems ruralness of the twelve new provinces, and the
progranas limited penetretion of curel areacs in existing provinces, this
esxpansion will help increase coverage from 40% of the rural population or an
estimated S million people in 1989 to 85% of the rural population or 11
million people by 1996. The project will improve access to clinical services
at the health center, femily planning reference center, and voluntary surgicasl
contraception center levels in rurel and urben arees within the MOPH health
systea. It will also increase the coverage of FP and MCH services provided by
the private sector in rural and urben aresas by expanding social macketing of
contraceptives and MCH supplies end introducing FP and MCH services into
eaployee health delivery programs.

»



a) VDNS Mobile Outresch

Reaching rursl coversge targets vill be achiuved by introducing the
sppropriste features of the MOPH's pilot maternsl child health system, “"Soins
de Santé de Base (SSB)," into existing VDNS provinces and by extending
coverage of the imprcved systeam to the 12 remsining provinces. Pepulation
located within 3 kns of existing MOPH rursl dispensaries, clinics and health
centers will be expected to seex both preventivy and basic curetite care st
the health fecility, with refercl for more specielized disgnostic and
treatment gservices scheduled following careful screoning by loceal MOPH staff.
Families residing from 3 to S kas from the neirest facility will continue to
be covered by home viiits similer to VDAS, with fieldworkers issuing referrsl
slips for scheduled preventive clinics. Initially, thesc home visits will bde
carried out on s monthly basis. The gproject wili finance tachnical end
refresher training for VDNS staff and supervisors and provide laproved supply
kits and vehicle fuel and operating costs for the spproximataly 1500
fieldworkers cssigned to the moras remote rursl areas. Community service
sites, grouping populations of 300 to 600 people, will be established for
population groups located bstween S to 10 kms froa the nearest Tacility.
These sites, oporating aultipurpose cljaies for bot!, preventive and hasic
curative care, will be covered by & MOPH fieldworker, at intervals of every
two to four woeks based on the size and the needs of [ upulation covered and
difficulty of access to the site. The sites will elso rocoivo less frequent
coverage from MOPH mobile teams foe more sophicticated maternal and child
health services end IUD insertion. Population groups covered by these sites
will continue to seek energency care at tho heealth facility. The project will
finance technical equipment, supplies and storage containers for spproximataly
3,000 comaunity service sites and 400 heavy duty motorbiges to assure routine
coversge of the plenned sites. Dispersed populations located beyond 10 kms
from & facility, will be covered by HOPH mobile sorvice units These units
vill be staffed by lightly equipped two tu three persen teems and offor
services simi{lar to those provided at community servicas sites, including IUD
insertione, pre-natel cars end delivery agslstance in conjuncclon with local
traditional birth attendants. The project will finasce 40 all-terrain
Yehicles along with required technical equipaent and supplies for the mobile
teans scheduled to provide coverage in these most difficult to reach rurel
settings. Administrative supplies, such as forms, bulletin boards (end
related office materials), will also be providad for the outreach systea.

b) Improved Access to Clinical Secrviceas

Findings of the Metional Heslth Facilities Infrastructure Study completed by
the MOPH in 1987, demcnstrate the severity of problems concerniug rursl
population access to NMOPH facilities, particularly facilities capeble of
providing long-scting, clinicelly supervised contraceptive methods and s more
sophisticated array of maternsl and child health services. These problems
have been further aggrevated by the deterioration of eging MOPH facilities and
equipment during the recent budget austerity period. The mobile service
component of planned outresch activities, discussed sbove, will provide some
relief of these problems for the most renote arcaes. However, the availebi) ity
and quality of FP and MCH services at the heslth center, femily pleaning
reference center and voluntary surgical contraception center levels must be
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staff do not currently possess the necessary treining, equipment snd supplies
to effectively identify, diagnose and treat the growing number of vaginal
infections and sexually transmitted disease (SID) ceses encountered throughout

the country.

The mid-term evaluation of the Population and Family Planning Support III
Project (608-0171) and the April 1989 AID financed assessmant of service end
training activities at the Reference Canters agreed on the importence of HOPH
plens to improve performance at these centers and to upgrade Quality of FP
services in rurel facilities, thereby reducing routine gynecological
consultations at the centers; increasing evailability of long-acting
contraceptive methods such as IUD end VSC end reirforcing tochnical referzal
end supervision services. The studies also address ejor limitations to IUD
insertions, nemely the reportadly high {ncidonce of vaginal infections and
SIDS among women seeking IUDs. A key objective of the project is improving
the ability of reference centors to diagnoss and treat such infections, and
provide training in the identification and management of these infections by
FP steff in lower level sarvice sites.

Recognizing the {mportant role to be playod by these ceaters, USAID bas bagun
recruitment of & long-term sdvisor, under Population end Fanily Plenning III
through the AID/W Technicel Advisors in Child Survivel Project, to assist the
HOPH in improving the performence of these centers in the arses of PP program
supervision, training and service delivery. This project will finsnece second
year costs for these advigory services. In addition, the project will fisence
¢ limited quantity of antibiotics srd related medical supplies, for the
trestaent of veginal infections and other SIDs, at the oight FP referance
centere serving as clinical practice sites for the recantly created KOPH
regional physician and nurse training cesters. Tdlese suppliss will help the
HOPH rebuild confidence in the referrsl system for TP services and increase
client caseloads to the levels requirud to carry-out planned physicien and
nurse training activitios, perticulerly the ideatification, diagnnsis, and
treataent of veginel iafections and SYDs.

(111) Voluntary Sucrgicel Contraception Canter Leval - T.- MOPH has
developed a national VSC prcsrzam, working through the Mational Training Center
for Reproductive Health (MTICRH) in collaboration with the Association for
Volurtary Surgical Contraception (AVSC) end the Johas liopkins University
Program for Internaticnal Bducstion in Gyaecology ard Obstetrics (JHPIEGO).
Over the period 1984-1939, with aesistence provided under project 608-0171,
the Ninistry has expanded tubal ligetion services to 32 provinrcisl centers
throughout MHorocco. The expar~'on of this program, caphesizing high standards
of medical quality and full incegration of this family planniag secvice as an
acceptable option for the protection of maternsl and child health ln Noroceo,
liss enabled the HOPH to perform VSC procedures for 32,000 women, approximately

6,000 ceges per yoar.

This achiovement has given tho MOPH grester confidence in the projected
ificreases in VSC scceptors relative to other contraceptive pravalenco
projections included under the Hinistry's 1988-1992 development plen. Dats
from the 1987 DHS indicate substantial, current unmet demand for VSC. Aimong
merried women aged 15-49, 43% went no more children end the propection of

Y
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these women preferring sterilization as & method is considerably higher then
the current proportion of womon steriligzed. Based on further anslysis of
these dats, the MOPH projects demand to be over 60,000 VSC procedures during

the 1990-1994 period.

The project will give the MOPH the capability to meet this unmet demand for
VSC services and encoursge lidberization of MOPH oeligibility criteris. At
ptesent, the program sppesrs to have reached a plutesu in terms of its
capacity to incresse the number of VSC procedures to meet actual snd expected
dengnd. The 1988 AVSC mid-term Assossment of the Norocco program reports that
¢ limited amount of the existing unmst dzmand csn be addressed through more
efficient management of patients and inc-e2sed availability of phyeicien staff
et existing centers. The report recounts the considerable hardships curcently
endured by rursl women to obtain VSC services, including traveling long
disteances ou nultiple occasions to conplete procedures end pre- and post
operstive consultations. This hes led to client loss, oven among highly
motivated women, end discouraged many potential clients for VSC secrvices from

pursuing the procedurs.

The AVSC report notes, therefore, that extension of the prograa to the
censining unserved provinces and to periphersl sites in larger, mocre rucsl
provinces will be required o make VSC more sccessible to wvomen residing in
cural sreas. The project will finsnce technical sssistance to the MOPH for
improved technical monitoring end progrem direction, equipaent to furaish
operating and recovery rooms, snd relatod supplies and materials for the
provision of services, in an additional fiftsen (15) provincisl centers and
five (S5) rural secvice facilitics. This project will also continue limited
operations support in the thicty existing ceaters.

¢) Sociel Marketing - The project will help to transfec s portion of
NOPH recurrent operating costs to the privats sector by financing technical
sssistance, commodities and local costs to increase the percentage of
contraceptives and NCH products procured through the private sector. This
will be accomplished through the phased design end implementation of social
asrketing ssles prograas for orsl contraceptives, ORS, IUDs, and related child
survivael supplies. Socisl merketing will increace the number of sales
outlets, and improve the efficlency and lower the costs of locsl FP and MCH

product production.

The private sector curreantly supplies spprozimately 30% of contraceptives used
in Norocco. This percentage repressnts s slight decline during the past few
years, due to incrsesed public sector distribution in ursl eress. Current
sales levels have been maintainad, howaver, despite the absence of offective
research, marketing end promotionsl activities and the limitation of
relativaly oxpensive product sales prices of contraceptives and other related
NCH products to pharmacy outlets.

Several fectors now favor the expansion of sociel marketing in Nococco. The
private sector in Morocco is quite sophisticeted and offers a pharmaceutical
meanufacturing end marketing infrastructure which coaplements the policy
objectives of the MOPH. Nejor multinational phermaceutical manufactucérs are
sctive through local representstives or subsidiscies. At present there are 17
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brands of orsl contreceptives, 3 IUD models, a long-ecting injectable
contraceptive product, three major brands of condoms, and s locally preduced
ORS product. These products sre sold through & well organized network of
pharasceutical distribution and seles outlets represented throughout the

country.

Beseline market and consumer research, finsnced under the Populstion and
Fanily Planning III project 608-0171, has provided increased knowledge of the
Noroccan commercisl contraceptive merket and fueled policy dislogue with NOPH
ond private sector officials. Theee discussions have led to davelopment of an
initisl contraceptive social marketing (CSH) program for the promotion of
condom sales through the over 1500 pharmacy snd modical sales outlets in
Morocco. The program, msnaged by a private phermaceutical distridbution ficm,
has received the full endorsoment sand support of the KOPH aand began & series
of pre-lsunch promotional ectivities through Arebic end French languvage radio
brosdcasts in June 1989. CSN steff simultaneously programmed space in locasl
end regional Arsbic and FPrench langusgs newspapers snd journals sud began
product sale in discussions with local retailers, with formal program launch

scheduled for Septeamber 1989.

In addition, under s project 608-0171 financed grant, the Moroccan Family
Plenning Association (AMPF) has successfully implemented a community based
ssles prograa for pills and condoms in 12 provinces and prefectures, snd o
mobile seales and promotion program covering locel “souks®, ezpositions end
festivals throughout Morocco. Approximately 200 3ales agents heve been
trained and supplied by ANPF and ere now managing local sales programs. ANPF
plans to extend this program in rural erees of en additional 12 provinces over
the next two years. The ANPF has placed the initiel order for instellation of
condoa vending machines, provided under & grant by UNFPA. Approximstely 100
of these machines will be installed in public shopping aress and large
comnercial firms, and provide individually peckaged condoms at 1 dirhem (sbout

$0.12) per piece.

Based on the success of these activities and Hission policy dislogue in the
sector, the MOPH has recognized the need for increesed use of social marketing
for the distribution end seles of contraceptive end NCH products. Increasad
private sector sales of oral contraceptives and ORS are of particular intersst
to the MOPH. Orel contraceptives are presently supplied primarily through the
public sector. Of an ertimated demand of 12 million cycles per ¥yeer the MOPH
supplies approzimstely 9 million. The other 3 million cycles are supplied by
privete companies of which the market leaders of Maphar (Wyeth), Cooper-Heroc
(Orgenon) and Polymedic (Schering). Experience with ORS is more recent.
During 1988, the MOPH distributed approximately 3.5 million sachets of ORS,
and & locsl phermaceutical laboratory, Cooper-Naroc, increased limited ORS
production for cosmercial seles. The MOPH estimates, however, that demend for
ORS will soon ¢xceed 10 million sachets per year, well beyond the cspacity of
the MOPH ORS production unit.

While thare are many possible design veriations for e potential oral
contraceptive (OC) saies progrem, the four basic alternatives presented below
were examined during en April 1989 CSM assessment visit under the AID/W SOMARC

II project:
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- promotion of an existing oral contracoptivo brand by tho local importer or
manufacturer;

- prosotion of a new, locally-produced or lnportod soclal marketing plll
brand at & low price;

- promotion of several locally aveilable orsl contraceptive drands from
different msnufacturers;

- promotion of a USAID-donated and potentielly a locally-manufactured orsl
contraceptive brand.

The proaotion of locelly availahle contraceptives f{rom different menufecturers
represents the most feasiblo approach to providing seversl 0Cs to low-income
consumers at an affordeble price and to making the entire OC parket more
sccessible to the project's target population. An IUD component could also be
added, without difficulty since sach of the three oxisting pill manufecturers
elso sell imporred IUD products. This approach will enhance competitiveness
and avold subsidy depoendence within en essentially free macket fremswork. The
spprosch emphasizes improved marketing and product premotion, oxpinded
availability of rural sales outlete and lower prices to consumers Larough
improved efficiency end reduced costs in local product productios. It does

not subgidize the sales price.

The project will finence technical assistance, training, commodities end locsl
costs for market research and product promotion seles and distribution to
continue implementation of the condom sales progran; and design and implsment
socisl merketing sales programs for oral contraceptives, OBS and related child
survival supplies. The OC seales progrem vwill be developad ig lime with the
spproach discussed above. Congultents provided under the AIND/W Contraceptive
Soclel Marketing project will vork with private sector end MOPH officials to
design the most appropriate spproach to increase commercisl sales of ORS aend
to determine feasibility of adding & locally produced weesning food or other

KCH products under ths prograa.

d) Employoe Services

Roroccan lebor statutes require employers to provide ainimum levels of medical
and soclal bensfits for their employees. A limited survey of chief executive
officers from 20 firms, eech esploying over 250 employees, was complated
during the Spring of 1987. The results of this study indiceted that employers
favor the introductioa of family plenning services into their fitm's haalth
programs snd that & vide range of FP and MCH services could be incorporeted
without difficulty. Horeover 90% of the firms surveyed provide private health
insurance covaerage for their employess. Coamunity level dispensaries are also

provided by some ficms to serve employes dopendents.

The recently completed first phase of the MOPH Health Finencing Study,
financed under 1986 Vorld Benk Heslth Sector losn, surveyed 60 of the largest
Moroccan firms to develop daetails concerning the magnitude and ths allocstion
of private sector disbursements in this srea. Preliminary findings of this
survey indicate that among the 38 lazgest firms sampled, only 8 firms lack
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on-site medicel programs for their employees and even these firms routicely
provide, st least, minimal ficrst ald care. Overall, disburcements cover
smployer contributions to socisl security (CNSS); the costs of private health,
accident and disedility lasurance; factory based occupational health and
medical services; and a range of other medical benefits offered by the

different employers.

Integrating FP and NCH services into in-house health service progreas and
private insurance componenta as well, provides a cost effective moans of
making FP end NCH services available to more Moroccan employees. To date, AID
bas provided assistance to three Moroccan firms, cepresenting over 35,000
enployees, to develop family planning service programs. The project will
finance technical sssistance and related start-up financing to increase
provision of FP and MCH survices undsr employeo health programs, both at the
worksite and through employer financed clinics and private insurance plens,
thereby transfercing a portion of MOPH recurrent operating costs to the
private sector. Furthermore, to incresase the availability of IUD and VSC
services for formul gsector employees, the project will finance local technical
assistance, treining, initlal equipment and supplies to install VSC and
related family Zlenning clinicel services in the maternity units of twelve
(12) CNSS polyclinics. This model may be extended to the provision of other

health-care services as well.

In summary, to brosden sccess to PP and MCH cervices the project will provide
assistance for expanded outresch, clinical services, social mecketing and
emloyee services. The following table shows how the $9,600,000 programmed for
this component will be distributed by activity and category of inputs. See
Table C.1. of the Financial Plan for s more detailed breakout of inputs.

Broaden Access to FP _and MCH Services (US$ '000)

Ezpanded Clinicel Social Employee

Activity: Qutresch Services Marketing Sorvices Totsl
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
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2. IMPROVED PROGRAM EPFICIENCY

The implementation of an expanded; more mobile and "higher quelity® VDHS
program, during a period of budgetary restraint, requires greater emphasis on
management and the efficient allocation of scarce public heslth resources.
Recent improvements in data collection and enalysis of socisl, demographic end
health status characteristics of the Moroccan population has strengthened
central management capecity, particulsrly is the ares of progrer plenning.
However, the execution of the new FP and HCH strategy will require oore
decentralized decision-msking and reliable field reporting. The second
project component will help improve the efficiency of FP and HCH progrems by
assisting the MOPH to improve its msnagement informetion systen end increase
operations rosesarch; to expand managerial and technical training; end to
expand its informetion, education, end communications programs. The project
will also help the HOPH respond to the new AIDS threat by strengthening its
AIDS disease surveillance, monitoring and coatrol progren.

e) Management Information System and Operations Research

In developing plans to delegste incressed suthority to the provincisl level,
the NOPH has encountered several problems. Dats collection activities have
been designed to address national level information requiremsnts, with little
attention to increasing the usefulness of dats collectod for officials at
lower levels of the system. Also, to the extent thst data has been availabdle,
provincial officisls have lacked the snaslyticsl tools and treining to apply
this information ia prograa plenning and problem solving to increase prograa
inpact and offectiveness.

To enable more indepth and systemstic monitoring and evalustion of the
effectiveness of the revised coverage stretegy, the MOPH will establish eight
field research zones, chosen from current and planned VDES provinces. Theuse
provinzes will be selected to provide the most reprasentative range of the
social, cultural, ethnic, economic and geographic diversity found in aress
covered under ths project. Approximstely 50% of these provinces will be
chosen from the eight mountsinous northern provinces, tergeted for feacilities
cenovation and extension support, and the nuzerous southern provinces,
scheduled to receive photo voltsic lighting assistance under the project.

The resesrch zones will be used for the design end execution of studies to
examine provider and clieat issues which influence the scceptabiiity, use, and
impact of the FP and NCH services delivered under the program. Project
essistance in the areas of MNIS improvement and installetion, operations
tesearch and other special studies will be provided primecily in these eight
resesrch zones. An illustrative list of questions to be researchod is
presented under Part V., Project Monitoring and Bvalustion Plsa.

The project will finance twenty-four (24) months of long-term and ten (10)
months of short-ters technical essistance to work with MOPH centrel and
provincisl level officisls to assess oversll managexent training needs;
identify raquirements for specislized dats collection sctivities at local
levels; and improve management effoctiveness of NOPH FP and NCH service
statistics and mensgement reporting systems. The project will finance

2|
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The project will finance seven scedemic participants and 10 months of
short-term technicel essistance, plus a limited amount of short-tera end third
country training and invitational trave’, to develop expectise ian currently
lacking skills areas. Given the limited aveilability of Moroccean instructors
treined in modern health cere and hospitel administration, the project will
finance 24 months of resident edvisory services to cusist in curricula
development and instruction at the new mensgement training institute

(NIRTPH). The project will also procure educationsl materials end equipment
cndlt:n:nce local costs for in-country technicel end management training
activities.

¢) Informstion, Education and Communications

The NOPH achieved major breakthroughs in mobilizing Moroccan social and
politicel infrastructure to participete in the highly successful nationsl
veccination campaigns held during 1987-88 and the subsequent oral rehydration
therapy promotion campaign in July and August 1988. These cempaigns
heightened ewareness of and increased participstion in MOPH outreach and
facility based programs. The campeign epprosch, however, is costly in terms
of mobilization of resources and continued use of the interventions promoted
depends on their strengthened institutionalization under ongoing service
programs and routine avellability of effective educational end gromotionsl

materials.

During the past year, the MOPH has worked to develop an intsgrated
compunications strategy for the promotion of the Ministry's six priority
prevention and service programs - veccinstion, pregnency and dirth monitoriag,
growth monitoring and infent nutrition, fanily plenning, ORT end

tuberculosis. A netional workshop, bringing together reprusentatives froa the
NOPH, private sector research, edvertising and crective agencies, local
associations, and othur governsent ministries, was held in June 1989 to
finelize this strategy and develop plans for its nationwide implementation.

The strategy calls for continued relisnce on interperzonsl contact between
clients and trained health personnel, supported by locel suxiliery end
community workers, and emphasizes the need to produce improved printed
msterial for illiterate and semi-litsrste woren. The aveilability of priat
mctarials vill be closely linked to service evailebility. In addition, given
the key role played by the fieldworker, promotion efforts to improve the
credibility of the health worker will be s top priority of materials

development.

Experience has shown that s sing’.e media spprosch, no matter how well done,
hes little impact. So while print meaterials meke sense in the early stages,
given the exterisive outreach activity plenned under the program, they aust de
acconpanied by an effective mass media campaign. Accordingly, the strategy
calls for increased emphesis in the production of high quality FP and MCH
radio prograoming which has an entertsinment value as well a3 an educatiozsl

The proposed emphasis on radio as opposed to IV reflects continuing religious
and cultural sensitivities which limit the content of messages which can be
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tcired on Moroccan TV. Redio has & larger and more diversified sudier:y, more
videspread than television. Produced regionally, radio favors decentralization
in production of messages and programs and cen reach rural sudiences in

several lunguages. In terms of cost per person reached, radio spots and
programs are nuch less expensive than television, and even print materials.
Also, for & relatively smell 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 & good microphone and tape recorder to
collect and test locel level content end roceive instant foedback.

Even though radio is more important, Zhe strategy also recommands that the
NOPH seek to exploit the twe Moroccan IV channels, whose impact can be
messured and messages periodically revised. Host importantly, the strategy
reconmmends the development of an effective, ongoing eveluation and tracking
system to enable systemstic review of the impact of IEC materials and media
expenditures and more efficient allocation of resources for FP end MCH

promotion activities.

To support the MOPH's new IEC strategy, the project will provide short-term
technical assisteance and finance production of printed meteriels; redio and IV
programning and diffusion; the IBC activities of noa government organizations,
such as the Noroccan Family Planning Assoclistion (AHPF); and research,
treacking, and evalustion of IEC activities.

d) AIDS Diseare Prevention and Control

It is anticipated that Norocco like many other countries will be exposed to
risks of SID Infections due to increased intornational travel e.g., tourisa,
overseas workers etc. While the known prevelence of AIDS is still quite low,
the potential for the spread of this and other infectious diseases remains o
potential threat. The HOPH reports 75 ceses of HIV 1 infection (and more of
HIV 2) detected as of July 17, 1989, with 20 deaths among the 33 AIDS disease
cases reported. Of those detected with HIV, 81 percent were men with 76
percent of the cases delonging to “high risk™ groups. The average age is 30
with the following distridution among modes of trensmission: homosexual (27%
; heterosexuals (6%); blood transfusion (15%); IV drug (30%); homosezusl and
drug (9%); perinatal (9%); end unknown (41). Thore is & need to develop
greater capacity within the HOPH to track infectious diseeses in genersl and
especially AIDS and AIDS reiated disesse, end to take the lead in coordinating
with other goveramental agencies and non-profit orgenizations to prevent its
spread, particularly among high risk groups.

In December 1986, the GOM set up the Comité National de Lutte contre le Sida
(CNLS). The strategy for s national prograa was slsborated by the CNLS and
implemented under the National Progrem. In sctive collaboration with the
Committee this program has the following main objectives:

- Informstion and sensitizetion of the Moroccan population in the sres of
prevention; .
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- Intornctlbn. education and trasining of heslth vorkers;

- Involvement of other ministries, particularly Interior, Nationsl
Bducation, Information snd Justice; R

- Epidemiologic survelllance;

- Screening of donated blood;

Provision of medicsl support for AIDS patient: aad asysptomstic patients.

Based on discussions with the MOPH and s local NGO, the Associstion de Lutte
Contre Le Side (ALCS), and a review of findings from USAID financed sssessment
visits mede under AIDS COMM and AIDSTECH, the project essistance will focus on
the following areas:

- Improving the quality of epidemiological information on the Incidence of
AIDS and other SIDs;

- Geining better understanding of the sttitudes end practices of high risk
populations as & means of developing counseling, educstionsl and
instruction materisls to reduce the risks of HIV trensmission among these

groups;

- Taking sctions to safegusrd the nationsl blood supply and trensfusion
network to reduce risks of secondery HIV transamission in medicael

fecilities;

- Developing informational materisls to incresse public awereness of HIV
infection and suggested preventive messures; and

- Improving MOPH diagnostic capabilities for HIV infection and other SIDs.

The project will provide technical sssistance and finances the following:

Epidemiology - Sero-epidemiologic studies aimed mainly st esteblishing the
prevelence of the disease; the procurement of testing equipment for
lsboratories, including basic laboratory equipment and supplies; end laproved
STD surveillance sctivities st femily planning reference centors snd lower

level service sites.

Comnunication - Information cempaigns designed for different population
groups; the preduction of didactic materials to be used during information
campsigns end for the training of public sector employees; and studies and

opinion surveys.

Ireining - Technical treining sessions abroad for university medicael staff;
teeining sessions for hospitsl paramedical staff end laboratories steff;
training sessions for the staff of tho Hinistries of Tourism, Justice and
Intorior in the aress of information, preveation and behavior; and ROPH
physiciens and nurse mester trainer programs in laproved identification,
diegnosis and management of STD with associated laboratory clinical practicum.
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costs for the execution of planned studies. Approximately 7 months of the
planned technical assistance will dbe provided by a senior heslth policy expert
through & secies of periodic visits during the first two yeers of the

project. The remsining two months will finance assistence in specific areas
of expectise. The project will also provide $80,000 to finan » in-country and
short-tern U.S. training in health financing.

The project provides $120,000 to finance a local-hire PSC for a two yesr
period. This contractor will assist the GOM in the day to day monitoring and
coordination of implenentation activities scheduled under the Health Pinancing

component.

b) Cost Recovery

Recently, the GOM has taken steps to restructure mansgement of MOPH hospitals,
focusing on improvemsnts in quality and operational efficiency snd increased
cost recovery. In the aggregate, cost recovery at the hospital level, all
facilities, increased from 3.7% in 1980 to 7.8% in 1987, and from 4.5% to
10.8% at the two university teaching hospitels (CHU). During 1988 the two
CHUs were granted limited autonomy in the manageaent of non-personnel
operating costs and esuthority to develop feo schedulss, collect fees and
retain these revenues for local opercting expenses. This decentrsalization of
hospital managenment has resulted in substantisl increases in fees collected by
these facilities, leading to tho extension of this program to 9 regional

hospitsls in 1989.

As a first step in developing pleans for more intonsive cost recovery at the
regional level, the KOPH hes launched an indepth study of hospital
mansgement. Funded under the World Bank, Basic ilealth Services loan, the
study compiled detailed information on the msnagement and operation of S MOPH
hospitals and is currently preparing recommendetions covering specific
management efficliency, quality enhancemert end reform messures reguired to
inprove operation of these facilities. Although oversll opersting costs have
been tabulated for the concerned facilities, the classificetion of costs by
functional centers sand development of efficiency end or productivity criteria
for disginostic and service programs sre not included under the terms of

refererce for thig study.

Detailed information on the structure of hospital costs is e necsosary
precondition for the development of fee schedules for partiael and full cost
recovery. Accordingly, the project will assist in design and application of s
methodology enabling the NOPH to (1) identify actual costs for dlsgnostic,
suxiliary end clinical services; (ii) carry out periodic efficlency and
productivity analyses to assess the ongoing validity of these costs; and (iii)
institute fees and collection procedures to increase cost recovery among
clients with the adility to pay for thelr care.

The methodology will be developed and tested at the Mohamed V Regional
Hospital in Meknes snd the Nohamed V District Honpitel In Hay Nohammadi,
Casablanca--both located in the central-northwert regions which comprise over
70% of public and private sector hospital beds and physician services, and in
the Hassan II Regional Hospitsl in Agadir--located in the predominately rural



sou.hern region which curcently has the lovest ratio of hospital deds aad
physician specialists. BEach of these hospitels is included in the World Bank
study and should benmefit 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:

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

- standardized accounting formats to monitor cevenues 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 mensgement information system;

- officiency and productivity criteria for use in updating sctusl costs
and identifying ereas of systsm improvement; end

- budget preparstion procedures, including technigues to forecast revenues
and project costs by functional centers.

Costs per procedurs within cost centers can be used as a basis for pricing
servicas. However, the development of actual fee schedules and pricing
policies will also require informstion relating to the demand anticipated
within the catchment ares end a more detailed profile of this consumer dase.
The project will provide 870,000 per facility to complete tequired consumer
studies; procure mlicrocomputer, software and periphecals; train staff; and
pucrchase 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.

¢) Ezpsnsion of Private Health Insurancs Coversge

Under this sctivity, the project will eveluate current constraints to
insurance expansion and assess prospects for heslth msintenance programs an:
sltecnative private health delivery systems. While tkird-party insurance
coverage is an important component of the Noroccan heslth cere market, only
13% of the populsetion is covered by private health insurance and an sdditional
8-10% under government "mutuelles” or company self-insurance plans. Thus,
some 4 milliva Moroccan employeas and dependents benefit from some form of
thicd party reimbursement for their heelth care expenses. There are 21
pcivate insurance companies, all Horoccan, of which 3 or 4 dominate with
roughly 80% of the market. Nost of the insurance policies written are group
policies for workers in large private enterprises. Individual policies, while
available, tend to be very expensive relative to group policies, in part
because of the adainistrative costs of collection of premiums, and the
practice of many individuals to "self-insure¢” if they do not have histories of
extensive health care utilization.

2l
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Given the sbundant supply of doctors and the magnitude of private fuads spent
on health cere, approximately 50%L of reported expenditures in the sector, it
is surprising that there is not more activity in the privete heslth insurance
arsna. In fect, the industry appesars to have stabilized, with coverage rates
remaining relatively constant during the past several yesars. Anslysis of
aveilable dats polnts to structursl end institutionel i{mpediments to more
robust insurance growth. Among the fectors which sesmingly lmpode further
expansion of privets health insurance coverage ere: legal--regulatory statutes
hinder development of physiclan group practices; access to cepital--bank
credit 1s tight and capitel markets undardeveloped; large informal
economay--inefficient premium collection systems; lack of
information--sctusrial experience unknown or chenging repidly; insufficieat
return on investment; and complex legal restrictions open to interpretation,
with penslties for misinterpretation.

Still, undsr the appropriste conditions, expansion of heslth insurance
reprasents & vigble option to increase privete funding for health services.
To stimulate further locecl or internstional investment in this regacrd, the
project will finance & detailed foesibility study to compile both descriptive
and analyticel dets on the risks cssociated with expansion of privete health
insurence, under s varlety of options, to s given population. The study will
focus on a specific geographic or “catchment® secvice sarea, to essure mazimum
practical value in subsequent dovelopment of investment and business plans.

Beginning with the development of preliminary criteria to identify new target
populations that cen be enrolled ia group plens, the project will finance
studies of sctuariasl considecations, premium levels, co-paymsats, utilizetion
and provider arrangements, etc. to enable development of financial projections
which would indicate the attractiveness of various plens to potentisl
investors. The potentlal audience for this informstion includes a) banks and
insurance conpanies interested in further investment in private health
insurance; b) private physiciens or owners of large private clinics interssted
in developing group practices which cen offer care on a capitated, prepeid
basis; c) commercial or industrial firms with large numbers of employees and
possibly existing self-financed health progrems who want to consider the
option of premium-besed systems which sheres the risks emong clients and

providers.

Although grester heelth insurance coversge msy be possible by cimply ezpending
‘the market through existing channels, snother option would eantsil the
development of health msintenence orgenizations (HMO) or other mansged care
srcengements. Thens programs have proven more v{fective in reducing
unnecessary and inappropriste use of health services and, theredby, controlling
coats. However, rather than undertaking a separate study of this option,
since & foesidility study for sn HMO includes slmost sll of the elements of s
feasibility study for expansion of private health insurance, & “dusl track®
epproach will be followed. In eddition, the study will examine the
feasibility of ezpanding the market to include catastrophic care among the
range of insurence products avail Dle in the sector.

AN
~3



-31-
_ ;rhe feasidility study will include the following elements: -

legal restrictions end reguirements

demand in the locsel service area

provider attitudes

community comnitment

an inventory of providers and fecilities

current utilization of health providers and facilities

cost of health care services provided: hospitalization cherges, doctor
visits, diagnostic tests, special procedu-es, pharmaceuticals, etc.
size of target population

nature and cost of existing health insurance plans

capital requirements
investzent alternetives and returns for premiums ccllected

access to public hospital 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 verious elemeits of the
feasibility study. Scopes of work for the feasibility study will be prepared
under an IQC or "buy-in® mechenism. The project will provide $300,000 for
services under the primary health finsncing contreact for local accounting,
mansgement and research firms and individual consultents to complete the above
anslyses. An additional $75,000 will be provided for 5 months of short-tecm
U.S. technical assistance to assist in the design, contracting, monitoring and
snslysis of the individual studies noted above and development of business
plens for use in generating concrete invastment propossls.

d) Community Services

The project will explore GOM plans to mobilize local resources at the
community level and collect additional data on utilizetion and demend for
health services in cursl communities. The focus of this effort will de local
governing boards (collectivités locales) which sre to receive 0L of the
value-edded tax (IVA) now levied on most sales for use in elaborsting local
developoent programs and infrastructure. Furthermore, local goveraments have
been delegatad authority to assess user fees for the various social services
provided by community agencies. Given the claims on thece limited funds, s
deeper look st the potentisl involvement of commaunities in provision end
financing of health gservices is requiced.

On an individugl basis and in certain provinces, communities are providing
facilities, fuel and some other support for health services, including visits
of moblle teams, point-of-contact, the vaccination campaign and follow-on
vaccination sessions. Thess efforts need to be expanded to go beyond what is
often personsl 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 separste
from the local government structure, could provide a basis for planned
USAID-GOM collaboration on & larger scale, |.e. through the Heslth Pinancing

Project FY 91.

%
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111, T PINANC
A Qverview

The totsl project cost is estimated to be $109,000,000. AID financed inputs
totsl $31 million in grant funding. The Mission will obligsate $19,000,000 of
this amount under s Grant to the GOR Hinistry of Public Heelth, with the
rensining $12,500,000 obligated by AID/W for the central procurement of
contraceptives for the Morocco program. Thess funds will de obligated over &
six year period, starting with $4,40C,000 in FY 1989. The estimsted GOM
contribution of spproximstely $78,000,000 represents the cost of sslaries for
project personnel; locsl operating costs for supplies, staff travel and
sllowances; and international air tickets for project participants.

B. Summary Budget

The AID finenced project costs ere provided under standerd AID expenditures
categoriss, i.e. technical assistence, treining, commodities, construction and

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

The project's emphasis on improved service quality and prograa efficioney, a8
well as the sdditionsl AIDS prevention and control and heslth financing
sctivities, will require substantisl technical support. USAID end MOH
ezperience and in-house capacity in some of these areas, perticularly AIDS and
health financing, is limited. Accordingly, the project will finence 180
sonths of short- and long-term U.S. technical assistence, including seven
person yoars of long term cesident advisory secvices.

Technicel sssistance costs were calculated based on standard costs figures
compiled by the USAID Controller's office for use in developing budgets for
USAID funded contracts for short-term (IQCs, institutional contracts and PSCs)
end long-term TA (institutional coantracts, U.S. and local-hire PSCs).

Icaining ($2,730,000)

Seversl of the activities undor this project will requice skills which
currently do not exist or which sre in limited supply in Moroceo. Therefore,
the project will finance seven loog term acadesic participants, approzimstely
sizty short-term U.S. end third country teaining programs, end a limited
number of invitational study programs. The project will also finence
epprozimately 45,000 training days which will include: specialized in-countey
management, clinicel update and refrssher treining, end workshops and seminars

to support specific elements of the project.

Funding requirements to cover the cost of in-country, academic and shoct-term
training scheduled under the project were developed based on aversge costs per
in-country training day carried out under Project 0171 and stenderd
calculations used in progremming short-term and acedemic participants under
the USAID Sector Support Training Project (0178). In line with Hisslon
practices, estimates for short-term U.S. end scademic perticipents are
sdjusted to include annual inflation of spproximately 6.5%.

27
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* Commodities ($16,240,000)

Funding for the procurement of required commodity support represents the
largest project cost cetegory. AID/W will be provided with $12,000,000 for
central procurerent of contraceptive commodities for the Morocco progrema. The
project will slso finance procurement of motorbikes and vehicles to increase
fieldworker mobility, equipment and supplies for rural FP end HCH outeesch
service progran, laboratory and medical equipaent for clinical fecilities and
surveillance progreas, microcomputers snd software, end training material and
supplies for planned IEC activities.

A list of all equipment and materials, includicg the spproximately $12,000,000
in centrally procured contraceptive commodities, is provided under Annex B,
Administrative Analysis. Cost estimates for these commodities were developed
using the UNICEF 1989 UNIPAC catalogue, estimates prepared by USLID
contractors and U.S. suppliers end local procurement experience uander project
0171. Projected contraceptive procurenment requirements were devieloped, in
February 1989, by technicsl cteff under the AID/W Feaily Plenning Logistics
Managenent Contract. Overall contreceptive product costs were calculated
based on worldwide guidance transmitted under State 065342.

Locsal Costs ($4,860,000)

The project will continue locel cost support to strengthen and expand MOPH PP
end NCH outreach services, VSC programs and implementation of ongoing data
collection, special studias and IEC activities. 1In sddition, the project will
finence a portion of fnitiel stert up end operating costs for the private
sector commerciel sales and employee service programs. The costs of local
technical assistance and studies essociated with the implemantetion of heslth
finencing sctivities will slso be covered. Cost estimates for recurrent
opersting costs, materisls production, data collection, studies and related
locel costs are based on Nission and MOPH ezperience under Project 0171.

Construction (81,900,000)

The project will finence the renovation. construction, and or upgrading of
thirty-four rurel health fecilities and twelve family plenning reference
centers. The installation of photovolteic lighting systems in saventy rursl
health facilities will elso be covered. Bstimated construction costs were
prepared by USAID architectursl and engineering contractors and sre besed on
prevailing costs per square meter of work snd irclude estimsted physical
contingencles at epproximstely 15%. Additionel details are provided under
Annex E, Adainistretive Analysis. These estimates will be further refined
following final USAID approval of specific facilities to be renovated,
ezpended or cepaired under the project.

Other Costs ($2,030,000)

The project includes $500,000 for USAID monitoring and evelustion costs and en
edditionsl $1,530,000 in contingency, to cover increased costs due to U.S. end
or local inflation, at spprozimately 4.7% of non-contreceptive costs, along
with approzimetely 4% for unforeseen project requirements.



I.

II.

III.

v.
VI.

Broadened Access to FP/NCH Services

A. Expanded Outresch
B. Clinical Services
C. Social Mecketing
D. Eaployee Service Programs

Improved Program Efficlency

A. NIS and Operaticns Research

B. Management and Technical Iraining

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

Health Sector Financing
A. Health Policy Reform
B. Hospital Cost Recovery
C. Private Insurance Bxpansion
D. Co-financing of Communities Services
Project Monitoring snd Bvalustion

A. Nonitoring
B. Bvalustion and Finenclal Review

Sub-totel of Project Activities

Contingency (spprox. 93 of noa-contraceptive costs)

AID/VW Procured Contraceptive Commodities
PROJECT TOTAL

3800
36S0
1550

600

1130
2250

920
1750

oSS

378
190

A sumnery of costs ($000) by project subcomponent is pbiu@ntod?bolov.

9600

1320

i
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C. Financisl Plen

The Project Financial Plen is illustrated in tables C.1 through C.5. A
breakdown of foreign exzchange and locel cuccency costs are contained inm
tadla C.6.

Table C.
Financiel Plen by Project Sub-Activit
($000)
I. Broadened Access to FP and NCH Services >9600
A. Bxpended 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. administestive supplies 250
7. steff technicsl/refreshar training 300
8. fieldworker mobility 950
B. Clinical Services 3650
1. facilities upgrade or cemodelling 1500
2. solar electrification systems N
3. VSC services 1.9
4. phacmaceuticael supplies 200
S. physicien and nurse training 250
C. Soclal Macketing 1550
1. 24 mo.s short-tecn TA 280
2. local TA and edain. support 220
3. msrket research 250
4. product promotion 400
S. sales and distridution 200
6. technicel training 200
D. Employee Service Programs 600
1. 10 m0.8 short-term TA 120
2. eQuipment eand supplies 180
3. clinical training 200
4. seminers, studies and local costs 100
I1I. Increesed Program Efficiency 6050
A. KIS and Operetions Research 1130
1. 24 mo.s long-term TA 310
2. 10 mo.s short-term TA 120
3. OR end special studies 180
4. 1991 DHS 150
S. data processing equipment 100
6. printing and forms for MIS 270

v
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Iv.

v.
VI.
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B. NMansgement and Technical Training
l. 24 mo.s long-term TA
2. 7 scademic participants
3. 10 mo.s short-term TA
4. ST treining snd invitational travel
S. in--ountry training
6. treining materials and equipment

C. Information, Bducation and Communications

1. S mo.s short-tera Ti

2. productior of printed matsrials

. radio & IV programing and diffusion
. IEC activities w/non-gov't assoc.s
fesearch, tracking snd evaluation

(S 0 ™)

D. AIDS Prevention and Control
1. 15 mo.s short-term TA
2. epidemiological/behaviorel studies
3. laborstory equipment and su;plies
4. production of educational materisls
S. in-country training and seminars

Health Sector Financing

A. Health Policy Rafora
1. 24 mo.s local-hire PSC
2. 9 mo.s short-tera TA
3. training end invitational travel
4. local seminars and studies

B. Hospital Cost Recovery
1. 6 mo.s short-tera TA
2. equipment and rupplies
3. local sealinars and studies

C. Private Insurance Expansion
1. S mo.s short-tera TA
2. local sealnars and studiss

D. Co-finenciag of Comaunities Secvices
1. 2 mo.s short-tera T4
2. seainars, studies and local costs

Project Monitoring and Ereluation

A. Nonitoring
1. 12 mo.s long-term advisor (TACS)

B. Bvaluation
1. finencial reviews
2. aid-term and final evaluations

Sub-totsl of Project Activities
Contingency (approx. 9% of non-contraceptive costs)

AID/W Procured Contraceptive Commodities
PROJBCT TOTAL

300
350
120
180
900
400

60
300
210
200
150

180
150
750
400
270

120
138
80
120
90
150

75
300

160

200

60
240

2250

920

1750

4SS

300
378

190

300

1320

. s00

17470
1530

12000
31000

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

($000)

Activity FY: 1989 1990 1991 1992 1993 1994 1995 Total
Expanded Outreach Coverage 400 1130 870 430 520 170 280 3800
1. 400 motorbikes 400 - - - - - - 400
2. 40 all terrain vehicles - 400 300 - 200 - 100 1000
3. equigeent for 3000 service sites(PC) - 150 100 100 - - 50 400
4. supply kits for 1500 fieldworkers - 110 100 - 80 100 60 450
5. technical equipment for mobile teams - 50 - - - - - 50
6. administrative supplies - 80 - 100 - - 70 250
7. staff technical/refres' er training - 70 100 30 100 - - 300
8. fieldworker _.obility - 270 270 200 140 70 - 950
Clinical Services 410 440 610 800 660 380 150 3650
1. facilities upgrade/remodelling 80 - 240 400 410 370 - 1500
2. solar electrification systems K | 170 100 50 - - 50 400
3. VSC aervices 150 270 270 250 150 110 100 1300
4. pharmaceutical supplies - - - 100 - 100 - 200
5. physician and nurse training 150 - - - 100 - - 250
Social Marketing 170 200 270 360 360 150 40 1550
1. 24 mo.s short-term TA 120 - 80 80 - - - 280
2, local TA and admin. support 50 50 40 30 30 20 - 220
3. market resesrch - 50 50 50 50 50 - 250
4. product promotion - 100 - 100 100 60 40 400
5. sales and distribution - - 50 50 80 20 - 200
6. technical training - - 50 50 100 - - 200
Employee Service Programs - 170 30 280 - 90 30 600
1. 10 wo.8 short-term TA - - 30 90 - - - 120
2. equipment and shipping - 100 - 80 - - - 180
3. clinical training - 50 - 80 - 40 30 200
4. seminars, studies and local costs - 20 - 30 - 50 - 100

Total ?roject Component No. 1 980 1940 1780 1870 1540 990 300 9600

-6‘-
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D.

Component No. 2:

Table C.4

Increased Program Effficiency

Activity FY:

M1S and Operations Research

1.2 mo.s long-term 1A

2. 10 mo.s short—-term TA

3. OR and special studies
4. 1991 DHS

5. data processing equipment
6. printing

Management and Technical Training

1. 24 mo.8 long-term TA

2. 7 scademic participants

3. 10 mo.s short-term TA

4. ST training and invitatiocnal travel
5. in-country training

6. training materials and equipment

Information, Education and Communications

1. 5 mo.s short-ters 1A

" 2. production of printed materials

3. radio & TV programing and ditfusion
4. 1EC activities w/non-gov 't assoc.s
5. research, tracking &ad evaluation

AlDS Prevention &and Control

1. 15 mo.s short-term 1A

2. epideniological/behavioral studies
3. laboratory equipsent and supplies
4. production of educational materials
5. in-country training and workshona

(3000)

1989 1990 1992 1992 1993 1994 1995 Total
50 240 300 170 210 130 30 1130
50 120 100 40 - - - 310
- - 50 - 40 30 ~ 120
- - 20 69 100 - - 180
- 120 30 - - - - 150
- - 100 - - - - 100
- - - 70 70 100 3 270
- 240 370 320 690 450 180 2250
- 100 130 70 - - - 300
- - - - 350 - - 350
- - - 60 40 20 - 120
- - 30 50 50 50 - 180
- 40 110 140 250 250 110 900
- 100 100 - - 130 70 400
- 50 180 230 200 260 - 920
- - 30 30 - - - 60
~ 50 50 50 50 100 - 300
- - 50 50 50 60 - 210
- - 50 50 50 50 - 200
- - - 50 50 50 - 150

270 240 400 360 240 240 - 1750
- 40 60 60 20 - - 180
- 70 50 30 - ~ - 150

250 100 130 120 120 30 - 750
20 - 80 100 50 150 - 400
- m RN |N |Nn on 290

-0"-



Table C.5
Component No. 3: Heal th Sector Financing

Activity FY:
Health Policy Reform

1. 24 wo.8 local-hire PSC

2. 9 mo.s short-ters TA

3. fa-country and short-~term training
4. local seminars and studies

B. Hospital Cost Recovery

c.

D.

1. 6 mo.s short~tera TA

2. equipment and supplies

3. locel seminars and sctudies
Private Insurance Expansion

1. 5 mo.s short-ters TA
2. local geminars and studies

Co-financing of Communities Services

1. 2 mo.8 short-ters 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 OBLIGAT1ON

($000)

1989 1990 1991 1992 1993  199% 1995 Total
315 100 0 - = = = 455
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
S0 50 90 = = = = 130
- 30 - - - - - 30
50 20 90 - - - - 160
1000 190 130 - - - - 1320
100 100 40 100 60 - 100 500
- - - 150 260 330 790 1530
2000 2000 1800 1800 1800 2600 - 12000
4400 5000 5000 5000 5000  S000 1600 31000

-I"-
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Table C.6

POPULATION AND CHILD SURVIVAL IV Prc
Source end Uses of Punds by Proj

yject No. 608-0198
ect Component

($000)
Source of Funding: AID Host Gow't
Use of Funding _u.s. DHS U.S. _DKS
I. BROADENED ACCESS TO FP/NCH SERVICERS 3215 6385 - 62110
A. Expanded Outreach Coverage (1400) (2400)
B. Clinlcal Services (123S) (2415)
C. Social Marketing (280) (1270)
D. Employee Service Programs (300) (300)
II. IMPROVED PROGRAM EFFICIENCY 2720 3330 - 13985
A. NIS and Operations Research (370) (760)
B. Management end Technical Training (1000) (1250)
C. IBC (170) (750)
D. AIDS Prevention and Control (1180) (S70)
III. HEALTH SECTOR FINANCING 480 840 - 1270
A. Health Policy Refora (255) (200)
B. Hospital Cost Recovery (120) (180)
C. Privete Insurance Bxpansion (75) (300)
D. Co-financing of Health Sarvices (30) (180)
IV. MONITORING, EVALUATION AND CONTINGENCY 820 1210 - 638
A. Project Monitoring and Evaluation (440) (60)
B. Contingency (380) (1150)
V. AID/V Procured Contraceptives 12000 - - -
TOTAL PROJECT COSIS 19235 11765 - 78000

Project
Total

71710

20035

2590

2665

12000
109000

Y



Nethods of
Inplementation

1.

8)

b)

c)

e)

b)

e)

Technical Assistance

AID Direct Contracts
(operations research, data
snslysis, asnegement end
professional treining, heslth
financing, audit and evaluation)

IQCs/1IPAs
(health finencing and project
twonitoring)

AID Central Contracts
(social merketing and employee
services, professional treining

and voluntary surglcel contraception

Family Pleanning IBC, AIDS

comaunications and technical support)

. Con:odltlni

AID procuremant
(contraceptives -
reallotment transfer)

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

production materials, administrative

supplies and printed materisls).

Contractor Procuresent under

buy-ins to centrsal project contracts

~ (elinical, laboratory and screening
squipment, pharmaceuticels, aicro-

computers, treining materiels, eudio

equipaent)

. Training

PIO/PS and invitational travel

- 43 -

‘D. NMethods of Implementstion and Finencing

Nethodo of
Financiog

Direct payment

Direct payment

Direct payment

Direct payment
(by AID/N)

Direct L/Coam

snd direct payment

Direct payment
(by AID/W)

Direct payment

Approximate Amount
{$000)

$3740
1190

290

2260

16240
12000

2510

1730

2730
2730



‘l

e)

b)

e)

b)

6.

Local Costs

Host Country contracts
(fieldworker travel sllowances,
training, IEC, data collection
and studies, operations research,
semainars)

AID contracts or grents
to locel institutions

(private insurance end health
sector reform)

Construction

AID direct contracts
(AGE studies, photovoltaic
materials)

Host Country contracts
(A&LE design and supervision,
construction)

Contingency Funds

Total

IR T IR

Direct payment

Direct payment

Dicect payment
Direct L/Comn

To be progrusmed
a8 appropriate.

3550

1310

430

1420

4860

1900

1530
$31000



USAID mansgement of project construction sctivities will be coordinated
with & USDH civil engineer in the Office of Project Development and
Private Enterprise.

USAID's role in the monitoring and certification of construction
activities will consist of: 1) the review and approval of tender
documents; cost estimates; design plans and specifications; and the A end
E and construction contracts, 2) the review of vouchers and periodic
monitoring of invoices by the project mansger in conjunction with the
USAID engineer to certify the sppropristeness of making paymeats. In
order to ensure that A.I.D. funds are being usel appropriately the
monitoring vill involve ocassional on-site inspection by the USAID
engineer. Iin connection with requests for paymsat to the construction
contractor(s), the A and B firm will cortify that the construction is in
sccordance with specifications and GOM standards. This certification
will be verified by the USAID englineer.

The USAID Mission is sble to provide the necessary support services for
proposed direct contractors, management of U.S. end third country short
term and academic training, and overseas procuremsnt activities planned
under the project. Given its previous experience with AID's procureaent
procedures, the NOPH will meintain primery responsibility for the
procurement of locally availslle supplies, services and equipment.

B. Procurement Plan

Commodities and services flnancod under the project, except 400 heavy
duty motorbikes snd 40 all-tercain vehicles, will be procured from
suppliers in the coopersting country or in tae U.S., using established
A.1.D. procurement procedures. The 400 motorbikes will be procured froa
Japanese sources, under s host country contract with the Yamaha Hotors
Company. The 40 all-terrain vehicles, assembled in Morocco with over 501
componentry from France, Japan or Great Britain, will be procured through
local Moroccan sources. Waivers of A.I.D. source and origin requirements
to permit Cnde 935 procurement of thess motorbikes, vehicles and related
spere parts have been obteined and are included under Annex J of this
Project Paper. A summary of procurement actions scheduled under the
project is pressnted in the following sections.

1. Commodities - According to current projsctions, the general squipment
and commodity list included under Annex B, Adainistrative Analysis, will
be procured with project funds. Refinements of this list may result {n
ainor shifts or substitutions from one commodity to another but the
estinated $16,240,000 programmed for commodity procurement will remsin
relatively unchanged. More precise details and specifications, for both
local and internationsl procuresent, 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 mansgement burden on USAID staff, however, the bulk of
project procurement sctivities, 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 detailed delow.

8. Host Country Procurement

Based on GOM performance during the implementstion of Project 0171, USAID
has determined tha: the MOPH has the capecity to carcy ¢.t the host
country procurement of commodities and services scheduled under the
project. The following procurement sctions will be carried out using GON
procurement methods, es modified by Handbook 11 requirements, including
edvertising and competitive bids, with review and approval of procurement
docunents by USAID. :

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

(i1) Technical Materisls: Bquipment and supplies for 3000
community service sites; 1500 VDNS fieldworkers; and 40 mobile
service units.

(i11) IBC Production: Audio-visual cquipment and supplies.

(iv) Adrinjstrative Support: Administretive supplies, priating
end educationsl materisls.

b. Procurement by Technjcsl Contractors

Several organizations will provide technicel assistance in the
implementation of the project under buy-ins to AID central project
contracts or grants. The remeining technical assistance requirements
will be provided under & USAID-direct training snd technical assistance
(T/TA) contract and s heslth finsncing contract. These grantees snd
contractors will carry out all U.S. based procurement of equipment and
supplies linked with the technlical services provided under their
contracts or grants. The following procurement actions wil! be carried
out by project technical contrsctors or grantees.

(1) The John Hopkins Program of Internstionsl Education in Gynecology
and Obstectrics (JHPIEGO): 25 laproscopic surgery kits; SO
diagnostic microscopes, slides and related STD screening materials
for MOPH FP Reference Centers and university tesching hospitals in
Rebat and Casabdlence; sntibiotics and pharmaceutical supplies for
treatment of veginal infections and STDs; and assorted clinical
teaching aids.

(i1) The Association for Voluntary Surgicel Contraception (AVSC): 35
sets of Category A surgicel equipment and supplies and 15 sets of
Category B equipment. (See equipment list in Administrative
Analysis).
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(iii) Family Health International (PHI-AIDSTECH): Equipment and
related reagents and supplies for HIV screening end confirmation of
positive samples et 20 provincial blood banks and six disgnostic
laboratories.

(iv) USAID-direct T/TA Contract: 18 microcomputers, software and
related peripherals (MOPH provincial resesrch zones-8, Health
Information and Statistics Service-2, Continuing Bducstion Service-1,
Nenasgenment Training Institute-4, and cost recovery hospitals-3); aend
educational materisls snd equipment.

¢. AID/V Central Contraceptive Procurement

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

2. Professicnal «nd Technical Services - The project will finance 180
months of short- and long-term U.S. technical assistence, including seven
person years of long term resident edvisory services to support
implementation of specific element of the three project components. Ia
accordance with recommendations contained in the Nid-Tera Bveluation of
the Population and Femily Planning Support III Project (0171), a portion
of this assistance will be used to provide greater steff depth, within
USAID, in aress requiring specific technical competonce, 1.e. clinicsl
training and secvice delivery.

The following paragraphs explain how the technicsl sssistance to de
provided for each project component will be procured.

a. Broadened Access to FP and NCH Services:

Technical sssistance requirements for this component will require five
contracting actions through project financed buy-ins under AID/¥ centrsl
project contracts. First, the project will continue technical assistsnce
in femsle reproductive heslth training, uader the Instruction and
Bducation in Gynecology and Obstetrice Project, through a buy-in to the
AID/W John Hopkins University (JHPIEGO). JHPIBGO will provide support
for the execution of in-country and ghort-term U.S. trsining of treiners
programs for physicieas, nurses and technical staff.

Second, & closely linked with assistance provided by JHPIBGO is support
planned through & buy-in under the AID/W Cooperstive Agreement with the
Association of Voluatary Surgical Contraception (AVSC). AVSC will assist
the MOPH in improving technicel monitoring and direction of the
Ministry's VSC program and expansion of this program to additionsl

service sites.
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Third, the project will finence & buy-in under the AID/W AIDSTECH project
contract with Family Heslth Internationsl (FHI} to assiet the NOPH ia
developing progreas for improved screening, disgnosis and mensgemeat of
AIDS casee. FHI will focus specific attention on the continuing medical
education needs of physiclans and related health personnel, and the
developaent of protocols regarding trestament, counseling, and
confidentiality.

Fourth, USAID technical direction of JHPIBGO, AVSC snd AIDSTECH
consultants and essistence activities will be strengthened through s two
yeor assignment ia Morocco by an exzperienced clinicel adwisor recruited
under the AID/W Technicel Advisors in Child Survivel Project. The
Project will finance international travel, in-country and second yesr
seslary costs for this advisor.

Technical assistance for plenned social matketing and employee service
program development will be acquired through s project financed buy-in
under the AID/W Contraceptive Socisl Marketing (SOMARC II) project
contract with the Futures Group (TFG). Under the SOMARC II buy-ia, TFG
will continue technical and local cost support for the implementation of
the condom sales progrem begun under Project 0171 and asssist the GOM in
the development and implementation of commercisl sales progrems for orel
contreceptives, IUDs, ORS and related NCH prcducts.

b. Improvad Program Efficiency:

Three major contracting actions are planned under this compoaent. Pirst,
the project will finance management, treining and general techaicsl
assistence under & USAID-direct institutional contract with & U.S. firm.
This contract will provide (1) epproximately 30 months of ghort-term
technical assistence and 48 months for two long-term advisors, esch for o
period of 2 years; (2) local administrative, managemont and iogisticel
support for MOPH in-country treining, operations research and related
data collection activities; and (3) home office support for the
procurement, testing and shipment of commodities purchased in the U.S.
and overseas.

Several technical sssistance for IBC activities financed under the
Project will be acquired tarough buy-ins under the AID/W Populstion
Communications Services Projuct contract with the Joha Hopkins
University, Center for Population Communications (JH/PCS) and the AIDSCOM
Project contract with the Acedemy for Educationsl Development (AED).
JH/PCS will continue essistance to the HOPH in the design, testing and
production of family plenniag educationsl and promotionsl materisls for
i1literate ond ssmi-literats women. The project will slso cover the
costs, under the JH/PC: contrect, for the production of promotional
materisls for key chl!ld survivel interventions. JK/PCS will provide
these servi:es through its current subcontract agresments with ABD.
Third, a direct buy-in for ABD services will essist the HOPH in the
development of a long-term, low key effort to inform the genersl public
about AIDS and HIV ipfection, correct misconceptions, and to add
informstion as the public demoastrates growing understanding cf this
problem.
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¢. Health Sector Financing

Four AID contrecting actions are planned under this component. PFirst, to
sccelerste launching of health financing sctivities, three person months
of short term technical essistance will be solicited on an IQC besis to:
(s) participate in the establishment of the health finencing sgenda at
the GOA health financing conference in October 1989, (b) prepare the
terns of reference for tle hospital cost recovery studies (local
contract), and (c) prepare the termna of reference for an AID direct
heslth financing contract. Second, once tie hospitsl cost recovery terms
of reference have besn prepared with the assistanca of the IQC
contrector, & local contrect will be awarded competitively to implement
the cost recovery study of tha three hospitels. Third, en AID direct
heelth financing contract will be let, encompessing activities
snticipated under the sector reform and heealth insurence elements
eleborated in the project description. This contract, swarded in the
third quarter of FY 90, will include 18 months of short term technical
assistence, and $380,000 in locel studies and seminars which will be
implemented by the contractor. or subcontracted by the contractor to
locel firms. Fourth, the project will finence a 2 yeaz PSC to assist the
GON, end other Moroccan heelth organizetions end essocicticns, in the
design and implementation of the health finenciug ectivities.

It is anticipated that the AID Bureau of Sclence and Tethnology will be
swarding & global heelth finencing technical essistence contract by the
oend of fiscel year 1989. If this contract is awarded and the techanlcal
experts are mobilized in a tine frame eppropriste for the heslth
financing component of this project, it is likely that some of the
technical assistance may be provided under the S & T contract through
buy-ins. liowever, the aveilsbility of assistence through buy-ins will
not obviate the need for en AID direct contract, as the buy-in mechenism
is extremely unwieldy when it comes to implementation of studies and
seainars, a8 eech sub contrect must be spproved by the S & T project
officer and the AID/W contracting officer.

3. Construction ~ The project will finsnce the servi:es of local
architectursl and engineering, end construction firms to carcy out
planned fecilitlios ronowation cnd upgreding. These services will be
acquired vnder host country contracts issued by the HOPH. Architects and
englneers in the BOPH Constructlon Unit, in conjunction with provincisl
level civil works departzenta of the Hinistry of Public Works and the
USAID civil engineer, will oversee the techanical poerformsnce of theae
local contractors and monitor implementation progress for this project
activity. The project will eilso finance limited architecturel and
engineering services to azsist. the MOPH in final ideatificetion and
surveys of sites for plenned renovation, expansion and repair activities,
and to carry out procureasnt and ingstaellation of photovoltaic lighting

systoms.
4. Gray Amendment - USAID will encoursge, to the meximum extent

possible, the participation of small and disedvanteged, minority- and
women-owned or controlled small businevs concerns in the implemsntation

7
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of the project. To that ead, the Nission had identified at tha PID stage
of design, a set aside of the planned $2.5 to $3 million AID-direct
general training and technical assistance (T/TA) contract for potentisl
awacd %o en 8(a) firm. As project design progressed, the heslth
financing component of the project has been greatly expanded, however,
end e significant amount of schoduled technical assistance, training and
local costs to implement these activities will be programed under this
contract. This has lead to the addition of highly specislized expertise
in the sreas of private heslth insursnce and hospital mansgement to the
previously envisioned FP and MCH technicsl training, progrem supervision,
operations research and dats collection sssistance originally planned
under the T/TA contract.

These modifications in the envisioned contract scope of work dictate the
need for a contractor with proven compentence in a wide renge of
technicel disciplines and esteblished linkages with subcontractor
sgencies, universities and individusl consultants capable of providing
the required assistance. Based on these circumstances, USAID now
believes that an 8(a) contract is not an sppropriate procurement mode for
the required services. There are, however, subcontracting opportunities
both in technical assistance and in commodity procurement envisioned
under the T/IA contrect. Accordingly, the RFP for this contract will
requira that all proposals include s plan for the participation of Gray
Anendment firms in project implementation. In addition, technicsl
assistance for the mid-term sud final eveluation of the project may be
provided under contrects with 8(s) firms, end Historicelly Black Colleges
and Universities will bas considered in a) placement of ecedeamic and
short-term participants financed under the project.

C. Implementetion Schedule

FY 1989
Fourth Quarter

1. PP spproved and seven-year project suthorized et $31 million

2. 82 million reslloted to AID/W for ST/POP Centrsl procurement of
contraceptives for Horocco Program.

3. GOH counterpsrt fuading level. Iimplementation arrangements and
releted terms end conditions of the Project Grant Agreemant
negotiated.

4. Grant Agreemesnt executed, obligating initisl tranche ~f project
funding.

S. Initial Conditions Precedent (CP) to disbursement met.

6. PIO/T for ) mos Health Financing IQC.

7. Recruitment for Health Financing PSC.

8. Host country contract for procurenent of 400 heavy-duty motorbikes
ekxecuted.

9. USAID/NOPH implemantsation planning meeting held.

77



FY 1990

First Quarter

1.
2.

3.

12.

13,

MOPH coordinator for health sector reform activities designated.
Initial project coordinetion meeting held and CY1990 workplaen for
esch project component developed.

GON seminar held to present arnd discuss results of the NOPH/IBRD
health financing study. IQC Contractor to participate.

NOPH counterpert funding for Project activitios included in GON
CY1990 budget submission.

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

IQC Contractor develops terms of reference for AID Direct Hesalth
Financing Contract.

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

Preliminary site surveys and related pre-design studies contracted
for the facilitics renovetion and upgrades, snd the photovoltaic
lighting elements of the project.

PIO/T issuad, funding international travel nad in-country support
costs for TACS advisor.

. Hulti-disciplinery edvisory cosmittecs established for eech heaslth

financing subcomponent.

Initial agenda of studies needed to understand end remove barriers to
greater privete sector financing end delivery of heslth care
developed.

PIO/T executed and RFP issued for USAID.direct contract for
management, treaining and general technicel assistance support to the

MOPH.
RFP issued for locally contrected hospitel cost recovery studies.

Second Quarter

1.

Reproductive heslth training completed for physicisn and nursing
clinical faculty ot university teaching hospitels ia Rabat and
Cessblance and staff at the four CNSS polyclinic maternjties in
Cagablance and VSC secvice progrems underway in esch of these
facilities.

Proposals received and reviewed and contractors selected for hospital
cost recovery studies.

Project Agreement amendsd, obligating FY1990 funding.

Contraceptive Procurepent Tables developed and $2 million in Project
funds realloted to AID/W for central procurement of contraceptives
for Norocco Progrenm.

Heelth Financing PSC laplace.

Project Coordination meeting held end initisl project ststus report
prepared and distributed.

Terns of Reference developed for AIDS knowledge, attitudes end
prectice study developed and EFP [ssued for host country contract

with local research ficm.



10,

-83 .

,RFP(I) issued for Health Finsncing Contract.

USAID provisional registration completed for local Moroccan AIDS, :
physician and pharmacists PVO/NGO essociations. R

Thied Quarter

1.
2.

6.

7.
"

Contractor selected for USAID-direct technicel assistance and
training contractor; snd contrae negotiated and executed.

MOPH subegreement under AID/V Dem.graphic and Health Surveys II
project contract developed and workplen prepered for execution of
1991 DHS.

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

Ficst group of 600 community service sites selected.

Final list of NOPH facilities to be renovated or upgraded and dotails
of work to be completed at. esch facility, forwarded for USAID
approvel.

MOPH sub-agreenente, covering the 1990-1994 operational prograa,
negotisted with AVSC and JHPIEGO.

Procurement of photovoltaic lighting equipment initiated.

USAID OPGs, or NOPH sub-agreements cxecuted with local PVO/NGOs
(ACLS, locel pharmacists end physicians essoclistions).

Fourth Querter

1.
2.

10.

Secondary Conditions Precedent, :oncerning disbursement of fecilities
renovation and construction funding, met.

RFP issued for host country erchitectural end englaeering (A+E)
contractor.

Physician directors for NOPH Regional Training Centers designeted and
physician instructor training workshop held.

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

Pre-lauch planning end training completed for spplication of revised
coverdge stratigy within existing VDMS provinces end expansion of the
progran to 12 new provinces.

Procurement of first group of mobile service vehicles (15) initisted.
Long term resident management and teaining cdvisor accivec and
CY1990-91 workplan developed for project technical sssistance
contrace.

Market reseerch study fer orsl contracaptive sales progrem designed
and contructor selected.

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

Health Financing Contract Awarded.
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FY 1991

Ficst Querter

10
2.
3.

Project coordinstion meeting held and CY1991 workplen prepared.

MOPH counterpert funds included in GOM CY1991 budget plan.

Iraining program developed end contraceptive safety, function and
side effects training provided for private pharmscists and phearmacy
sssistants.

AIDS and HIV infection cese mansgement cnd trestment protocols
developed and physician treining completed.

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

Training of trainers workshop, covering idendificetion, diegnosis and
managenment of sexuslly transaitted disecses (SID), held for nursing
instructors from the sight MOPH Reglional Training Ceonters.

Ficst phase of revised FP and MCH coverage strategy implemented in
the thirty existing VDNS provinces and program expanded to twelve
edditionsl provinces.

Printed promotional materiels for illitersate and semi-literste women
produced and distributed.

Second Quarter

1.
2.

3.
‘n

s.
6.
7.
"

9.

10,

Project Grant Agreemunt emended, obligating FY1991 funding.
USAID-diract Techricel Assistence coatrect and Host country A+B
contract amonded adéGing second trench of incrementsl funding.
Nicrocoaputer, software end related peripherials procured.
Autometion of NOPH family planning and mencgement informstion systea
conpleted in eight provinces.

Contrsceptive Procurensnt Tables developed and PFY1991 contraceptive
funds reslloted to AID/W for centrel procurement of contraceptives
for Morocco Program.

“SC Services ezpanded to five additional provincisl hospitels.
Famlly planning service programs expended to the seven remaining CNSS
polyclinic mzternities.

NOPH Hospital cost end utilizetion studies completed and crevised fee
schedules dsvelopad for three pilot hospitals.

Nerket Plan developed for oral contraceptive sales program.

Project cosrdination meeting Leld.

Thicd Quaster

Private health insurance feasibility study comapleted and business

plan developaed.

Evaluation of Prsject Health Financing component conpleted.

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

Second group of 1200 community service sites selected.

Fleld duts collection initiated for 1991 DHS.

Procurenent of second group of mobile secvice vehicles (15) lnltlatod.«
Reginnel physician and Nurse treining progrems underway.



fourth Quarter

1. Pre-launch planning end training completsd for spplication of second
phese implementation of revised FP and MCH coversge strategy.

2. CSM orsl contraceptive sales program lgunched.

3. MOPH FP and MCH employee service prograa subsgreenents developed with
10 privete ficns.

4. Detailed technical designs and contruction specifications completed
for MOPH fecility renovation, extension and repair activities.

S. Steff training completed and AIDS testing initiated ia provincial
level blood banks.

6. printed materials for illiterate and semi-literste women evaluated
and revised as apprepriate.

7. MOPH IEC subagreesent developed with local PVO.

FY 1992

Ficst Quarter

1. Project coordination meeting held and CY1992 workplan prepared.

2. HNOPH counterpart funds included in GOM CY1992 budget plan.

3. RFP jasued for host country construction contract(s) for Project
construction component.

4. MNOPH clinical study on the incidence of sexuslly transmitted diseases
(STD) and the effectiveness of NOPH treatment protocols initisted in
the 8 fanily planning refersnce centers linked with MOPH regional
physician and nurse training programs.

5. fhlrd phese implementation of revieed FP and NCH coverage strategy

nitiated.

6. Proliminary report for 1991 DHS relessed.

Second Quarter

1. Project Grant Agreement smended, obligating FY1992 funding.

2. Project technical assistance, and host country A+8 contracts amended
edding third tranch of incremental funding.

3. Host country construction contract(s) awarded snd renovation,
extension and repair wvork initisted for first group of MOPH
facilities.

4. Contraceptive Procuremsnt Tables developud and FY199) contraceptive
funds resllcted to AID/W for central procurement of contraceptives
for Norocco Progrem.

6. VSC Services oxpanded to five additional provincial hospitals.

7. MHarket Plan developed for oral rehydration sslts sales program.

8. Project coordination meeting held.

Thied Quarter

1. Mid-term evaluation of the project completed.

2. PIO/Ts issued for buy-ins under JHPIRGO, AVSC, SOMARC II, JH/PCS,
LIDSCOMH and AIDSTBCH project contracts.

3. Third group of 1200 community service sites selected.
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Fourth Quarter

1. MNOPH FP and MCH employee service program subsgreements developed with

an additional 10 privete ficrms.

2. Renovation, extension and repsir work initisted for second group of

MOPH facilities.
3. FP and NCH radio spots and programs produced and sired.
4. Oral rehydration salts (ORS) sesles prograa launched.

FY 1993
Birst Quarter

1. Projoct coordination meeting held end CY1993 workplan prepared.
2. MOPH counterpart funds included in GOM CY1993 budget plan.
3. Iapact sssessment of IEC promotion materials financed under the

project completed.
4. Cendidated selected for the 7 scademic participant slots and begin

intensive english language training.

Second Quarter

1. Project Grant Agreement amended, obligating FY1993 fuading.

2. Project technical assistonce, and host country A+B and construction
contracts amended adding additional incrementsl funding.

3. Renovation, extension aand repeir work initiated for third group of
MOPH facilities.

4. Contraceptive Procurement Tables developed end FY1993 contraceptive
funds realloted to AID/W for central procurement of contraceptives
for Norocco Program.

6. VSC Services expanded to five ndditional provincial hospitals and

five new rurcl service sites.
7. Market Plan developed for IUD and NCH product sales programs.
8. Project coordination meeting held.

Third Quarter

1. PIO/Ts issued for buy-ins under JHPIEGO, AVSC, JH/PCS, AIDSCO:H end

AIDSTECH project coatracts.
2. Placement comploted for long-term participants and PIO/Ps issued.
3. Audit of project disbursements comploted.

Fourth Quarcter

1. Construction werk completed for first group of MOPH fecilities.
2. Long-teram participants depsct tor U.S.
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“FY 1994
Fiest Quarter

1. Project coozdination meeting held end CY1994 workplan prepared.
2. NOPH counterpart funds included in GOM CY1994 budget plen.
3. IUD and NCH product sales progrsams launched.

Second Quarter

1. Project Grant Agreonent anended, obligating FY1994 funding.

2. Project technical assistance, and host country A+B end construction
contracts amended udding additional incrementsl funding.

3. Construction completed for second group of NOPH facilities.

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

Thied Quarter

1. Project coordination meeting held.
2. PIO0/Ts lssued for buy-ics under JHPIEGO and AVSC pr-isct contracts.

Foueth Quarter

1. Coastruction work completed for third group of MOPH facilities.
2. HNOPH evalusticn of FP and NCH employee service program subcgraements
conpleted.

FY 1995
First Quarter

1. Project coordination mecting held end CY199S workplan prepared.
2. NOPH counterpart funds included in GON CY1995 budget plan.

Second Quarter

1, Project Grant Agreement umended, obligating FY199S funding.
2. Contreceptive Procurement Tables prepsrad end budgetary requirements
developed for MOPH CY1995-96 contraceptive procurement.

Thied Quecter

1. Project coordination meeting held.
2. Final evalustion of the Project complsted.
3. PIO/Ts Qlluod for buy-ins under JHPIBGO and AVSC project contracts.

'§l7"



Fourth Quarter

1. NOPH issues notification of final acceptance of facilities renovation
and extension work and finsl payment made to contractor(s).

FY 1996

First Quarter

1. Project coordination meeting held and CY1996 wvorkplan prepared.

2. HNOPH counterpart funds included in GOM CY1996 budget plan, including
approximately $2.4 million in payment suthority to cover billings for
CY1996 contraceptive shipments.

Second Quarter

1. Contraceptive Procurement Tables prepered and budgetery requirements
developed for MOPH CY1996-97 contraceptive procurement.

v7
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v. MONITORING AND EVALUATION PLAM

Continuing monitoring and evaluation is plenned to sssure implementation
progress, to determine whether mejor project financed sctivities are
effective, and keep track of overall fenily plenning and health status trends.

e) Implementation Progress - The cesponsibility for monitoring project
progress rests with USAID project menagers in the Office of Population and
Human Resources, in collaborstion with the MOPH Project Managoment Unic end
technical advisors finenced under the project. These individuels will be
assisted by the USAID Controller end Progrem Officer, and the Regional
Contrect Officer and Legsl Advisor as sppropriste. 4 two day project
orientetion meeting of USAID project mansgers, the NOPH Project Management
Unit, end other involved MOPH staff is scheduled soon after initial obligetion
to review the overall project design and methods for implementing specific
activities. A second meeting Will focus on developaent of o workplan for
CY1990. Theroafter, the NOPH will schedule semi-snnual coordinstion
meetings. The fall meeting will focus on developing annusl progrem and
financiel plans. The spring meeting will focus on progress achieved over the
previous celendar yesr and actusl financisl contributions to the project by
both parties. The semi-annual coordination meetings, coupled with findings
from any special studies, will pravide the besis for routine project status
reports forwarded to USAID by the HMOPH. Taese reports will be discussed
during Nission Portfolio Reviews with the Director snd senior steff, and
corrective steps will be taken as needed.

®) Progrem Effectiveness - As this project will provide the last tranche
of AID essistence to broaden sccess to MOPH feaily plenning and msternal and
child heslth services, it is assentisl that USAID sssure itself end the FOPH
thet each sctivity is having the type of impact sought and is cost-effective.
There are many questions remaining to be answered through & combination of
operations research, the mid-tern evaluation, and the MOPH's management
information systen.

For example:

= Can the revised VDNS outreach strategy assure satisfeactory eccess to
family plenning and other NCH services for target beneficisries? As
door-to-door delivery of those services is withdrawn Crom soms arecas, it
will be important of monitor whether potential clients actually use
services provided st points of comtact or by moblle teams and find them
acceptable means of seeking resupply for orel contraceptives. Is the MOPH
able to keep to schedule for visits to comtact points over the long run?

~ What will be the impact of points of contact and mobile teams on use of
different methods of contraception? Related to this, what is the average
treval time and difficulty oxperienced by clients in eccessing points of
contact end mobile units? Are the Ninistry and workers mainteining
vehicles, including mobylettes, effectively. .

= Are women using orsl contraceptives correctly and what are their ressons
for Viscontinuing use?

"
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= Can an accurate means of monitoring continuation rates be integrated lnto
‘ the MOPH's management informstion systea?

- What is the relative effectiveness sud sccoptability of masle and female
workers in different regions in outroach situstions? Related to this is
the femele worker's satisfaction with outresch work and whether improved
transport, supplies, training or supervision can make outreach work more
acceptadle.

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

= Are ongoing vaccination and ORS programs maintaining or improving coverage
levels attained under campaign approach?

- What are household-factors influencing the demznd for PP and MCH services?

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

c) FP_and Heslth Status Trends - The project has set specific targets for
contraceptive prevalence, fertility rate, infant mortslity, vaccinstion
coverage, death associated with diarrhee, the proportion of womes receiving
preaatal care, and the proportion of medically supervised births. These
indicators will be followsd through a number of sources, including the 1991
Demographic and Health Survey, the 1992 Census, specisl studies and the MOPH's
asnagement information system.

For example, the fourth round of the Demographic and Health Survey (DHS)
scheduled for 1991 is the GOM's primery means of tracking contreceptive
prevalence. The 1591 round will also heve an increased emphasis on
fertility. Vaccination coverage, diarches desths, and prenatal care will be
followed through the MOPH's msnagement information system and special
studies.

Eveluation Arcsngements

Evaluations planned under the project, include an early project review of the
health financing component, s mid-term and s full End-of -Project evaluation.

8) Review of the Heelth Finsncing Ceamponent

A roeview of the health financing component is plenned for April 1991. The
review will be completed in time for the findings to be incorporatad in the
Project Psper for the health finsncing project scheduled for late FY 1991.

The objectives of this review will be to assess USAID's preliminary expecience
in the four activities under the project's heslth financing coapvuent. The
review will specifically assess:

1) The agenda for pollay dintogun and pratimimary Findings of roseacch
concerning the constraints to “merket entry"™ by privete health providers
snd financing entities;

4
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,.2) The eappropriateness and effectiveness of technicel essistance end rouocfch
intended to increase cost recovery in MOPH hospitels; >

3) The findings of feasibility studies on the expansion of privete health
iasurence; and

4) The initieal findings of technicel essistence and operstionsl resescch on
the potentisl for locsl goverament and community contribution to the
financing of basic health services.

This review will be conducted in-houne by USAID steff, essisted by the doax‘ﬁ
teaa for the Health Financing project.

b) Mid-Term Eveluation

A nid-term evalustion of the remsining two project components is scheduled for
SpTii 1992, At that point, project sctivities will be well underwsy and the
need for any "mid-course" corrections will become evident. This eveluation
will be contracted to an 8(a) firm.

Three areas of inquiry will be included in the evalustion:

1) First, the most critical question to be eddressed et this juncture will be
vhether the @iz of delivery approaches is effective in achieving the
project intent of providing family planning and mother and child heslth
care services to rural populatione in a cost-effective and susteinadle
asnner. Tho eveluation will eveluate the relative effectiveness of the
various delivery approaches encompessed in the KOPH cutreach strategy end
make recomnendetions on appropriete edjustments in the outreach approsches.

2) Secondly, it will be sssessed whether the upgraded and newly constructed
NOPH clinicel fecilites are operating effectively and serving their
intended clients and whether the ieferrel system is operating more
effectively,

3) Third, the evelustion will assess whether the tining of commodity
deliveries coincides with project implementation requicements.

Based on findings, recommendations will be made as to appropriate
edjustments in the mix of service delivery approsches and the sctions for
project implementation necessary to ensure the successful completion of
USAID aessistance.

¢) Final Project Bveiustion

The end-of-project evalustion is scheduled for Spring 1995 and will messure
the extent to which project activities succeeded in achieving the project
purpose. Moreover, it will eveluate the extent to which the project series
I-IV contributed to the achievement of heslth sector goals and objectives,
e.g., coverage, efficiency, cost recovery, sustainable preventive health
cere. To assess project impact, the evaluation will be designed so as to

o
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encompess & critical review of last two decades years of USAID sssistance in |

the areas of family plenning and mother end child health. This evalustion
will be contracted under a direct AID contract. Aress that will be addressed

in the context of the final evaeluation include:

1) The effectiveness and efficiency of the FP and MCH public and private
delivery systens;

2) The extent of GOM complisnce with its responsibility of sbsorbing the
recurcent costs associsted with FP and MCH programs;

3) The lessons derived from USAID's sssistance in the femily plenning and
maternal and child health field that cen be 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 prograa
sustalnabllity.

d) Budget

The project provides $40,000 for the completion of the health finencing
project component review and $200,000 for the Hid-Term and the End-Of-Project
Bvaluations. This is in addition to funding sllocated for operations resesrch
end the Demogrephic end Health Survey. Given the complexity of seasuring
program effectiveness and tracking femily planning end health status, the
Mission will also budget for an AID evaluation expert TIDY soon after project
launch to help prepare s detsiled operaticna research and evelustion plen for
the project. The plan will identify all questions %o be answered and the
methodology and sources of dats required to snswer the questions.

A%
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VI. SUMMARY PROJECT ANALYSES

Introduction

The following summaries of analyses and conclusions are based on the
Technical, Economic, Sector Financial, Social Soundness, and Adaministrative
Analyses provided in the Annexes to the Project Paper, as well as & series of
analyses and evsluations carried out over the past several yoacs under the
Population snd l'amily Plenning III project. In addition, a consulting team
wa3 brought in in June 1989 to recommend the best approaches to exploring
health finencing issues. Reports not provided in the ennexes, but which are
referred to in the Project Paper are evailable in the Office of Population and
Human Resources, USAID Morocco. The overall conclusion to ba drewn froa the
analyses is that the design of the proposed project is fessible acd should
have & lerge impact on family planning and msternel and child healtlk in

Norocco.

A. Technical Analysis

This section summarizes the rationsle 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 summacry of these topics follows.

1. Contraceptive Technology

The Horocco Family Planning Program relies on the standard variety of supplies
(pills, condoms ond foems) and clinical (IUDs and female sterilization)
contraceptive methods. Theso methods are sll well boyond the experimental
stage and ithair safoty and effoctiveness under various program conditions has
already been established. Knowledge of family planning, almost universal at
98% of Moroccan women of reproductive age (KWRA), is less pervasive for
long-ecting contraceptive methods and the program is heavily skewsd to oral
contraceptive use, the method of 801 of contraceptive ugers.

The program’s heavy relisnce on oral contraceptives, across all age groups,
does not accord with heulth considorations snd fertility desires for s
significant proportion of Horoccen women. Given the increesed heslth rigks
associated with oral contraceptive use for higher perity women over 30 yeers
old, those who went no more children should ldeally de candidates for IUDs or
VSC. The project will improve the quelity of counmeling provided those women
and increase the avaellability of 1UDs end VSC. Furthermore, the Project will
increase the renge of motlod jptions available under the program, through
training, comrodity and tochricel assistance to introduce new contraceptive
technologles, including Norp.snt and long-acting injectable contracestives,
following FDA approvcl for these methods.

2. Need for Family Planning Services

A key indicator of purpose level achievement is attainment of contraceptive
prevalence (modern methods) of at least 45% of MWRA. Data on Horoccan women's
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desire for additional children and intention to use femily plenning, show
continuing high levels of unmet need. This unmet need is estimated at 27.9%
of MWRA and most of the unmet need is comprisad of women who want no more
children. Rursl women, largely uneducated, are s key target group for NOPH
femily planning and maternal child health service programs. Continued
increases in the use of family planning secrvices among these women is required
to achieve project objectives for increesed contraceptive prevalence and to
decrease maternal mortality. The project will improve both the quality of and
access to these programs in rurel aress. MNOPH fleldworkers snd clinie staff
will receive more tralning in femily planning motivation and counseling. The
project will also develop printed muterials end vieusl eids specifically
designed to address the needs of illiterate and semi-literate women, both
clients and treditional mid-wives.

3. Fanily Planning end Maternsl Child Health Services

FP_and MCH Outreach Prograns (VDAS)

The VDNS program, through its oxtension of services to underserved populations
and its success in rec.uiting new acceptors, has been important in bringing
about increases in contraceptive prevalence, particularly in rurel areas.
Contraceptive prevelence in VDHS provinces reached 40% in 1987 compared to 25%
in non-VDNS provinces. Although differences in prevalence levels in urdan
sreas of VDMS and non-VDNS provinces wes slight, prevelence levela ia rural
areas of VDNS provinces exceeded thet in non-VDHS provinces by SO (28% vs
191). VDHS agents were cited as the primsry source of contraceptive supplies
by 241 of contracepting women in VDHS provinces, and the fact that prevalence
was highest in older VDHS provinces suggests that its impact increases over

tine.

The VDNS program is currently operating in 30 provinces, comprising about 75%
of the population. To improve VDNS program efficiency and increase coversge
in rural areas, especiclly for more remote populations, this project will
finence implementation of coaplementary P and MNCH outreach service
rtruteglies, including the use of contact points and mobile teems. These
strategies, developed and testsd under the MOPH Basic Health Services Project
with the World Bank, have proven cost-effactive !a extending coverage to
isolated end more dlspersned population settlemente. The projoct will extend
this enhanced version of VDHS to an additional 12 provinces. Given current
coverage levols, the Froject terget, to lncrsase program coverage to 85% of
the rurel population, is @ feasidle objective.

Although VDNS services have elso been influential in changing fertility
preferences, there is a significent gap between krowledge of contraceptives
coupled with the desire to have no moro children, and actual use of family
plenning services. Women in VDES provirces may desire fewer children then
voaen in non-VDMS provinces, yet more then half of those pregnant at the time
of the survey had not wanted to be pregnant, reflecting an unmet need for
fauily plenning. In addition the steps described telow to improve access and
the quality of services, the project will conduct qualitative research to
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deternine the nature end extent of behaviors that result in HIV transaission.
Although commending the GOM for messures underwsy to protect the Moroccan
blood system, the Team suggested AID financing for commodity and training
assistance to extend screoning measures to 15 regionsl blood trensfusion
centers. Finally the tesa recommanded that the GOM develop educetional and
treining materials for the ganeral public, specific at-risk groups and for
health workers at every level of the system. Drawing on the talent of locsl
private sector reveearch sad advertising firms the project ' 11 finance
development of thess meterials. In addition, the project will work with the
Ninistry to help in the developaent of s program of continuing education and
trestment protocols to be used in the Faculties of Hodicine and Dentistry.
Other basic issues to be addressed in deteraining the opidemiology of end
controlling HIV infection in Morocco ralsad by the team «re addressed in the
Technical Anelysis.

S. Clinical Training

Morocco has developed an extensive i{nfrastructuce to provide professional
training for physiclians, nurses and associsted technical staff. The ares of
clinical experience, however, hes been more problemstic. To date, clinicel
update and in-service training has been highly centralized and little cepacity
exists to provide this training at the regional or provincial level. The
project will further decentralize MOPH clinical training sctivities. Regional
Physician and Nurse Training Centers will be establiszhed on the campuses of §
provincisl nursing schools. To strengthen clinical practice comporents of
course content, the MOPH will strengthen linkeges betwsen the provincial
nursing school and femily plenning progrema munagement staff, particularly
steff from femily plenning referatice centers. In addition, the project will
finance training in acedamic ekills and program mezsgement for WOPH physicien
and aurse treiners, and faculty and clinical campus staff froa medical achool
tesching hospitals in Rabst and Caseblenca. Thoe project will also instell
fanily planning service units et the two university clinical campuses.

6. Information, Communication and Educstion

The IEC sector has baoen the weskest link in Korocco's successful family
planning progrem. A major concern is the continuing weakness of the
Ministry's Health Bducstion Service (SBS). Given these difficulties, the
Rissich has essisted the HOPH in decentralizing PP and HCH promotion and
fieldworker cosmunication sctivitiec. Following a slow sturt-up and & large
scale reorganizetion, the MOPH now attaches more importance to the value of
effective information, communication and educetion activities in promoting
incressed awareness and use of the Hiniatry's priority FP and NCR service

programs.

The MOPH has targeted the following tliree key areas for IEC assistance under
the Phase IV project a) improved FP and NCH promotion materials for illiterate
and semi-litecate women clients and traditional birth cttendants; b) regionsl
redio programming, with limited reinforcement through genersl promotional
messages on the two nationsl IV chennels; ¢) improved health worker training
in effective comwunication skille; and d) effective IEC tonls and visual aids
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for health workers and clinic staff. The need for high quality printed
materials for illiterates results from the extremsly low rate of female
literacy in Morocco. Guided presentation of simple print materials by trained
health workecrs is therefore one of the few options available to the NOPH to
comnunicste more detailed information on the use of specific family plenning
methods and MCH instructions not readily conveyod through mass media

chennels. Since the DHS reports that £3%1 of women sempled routinely listen to
local radio broadcasts and 44% watch TV at loast once per week, radio and TV
provide complementary options for PP and MCH promotion.

The private sector will play a major role in the development of both IBC peint
and sudio-visual materials planned under the project. Private media services
in Morocco have grown conaiderably in the past decade. Despite the strengths
of the private sector, many technical weaknesses romain. The organization,
sslection and use of focus groups to develop, test and evaeluate interventions
for example will benefit from technicel assistance provided under the

project.

7. Increated Privat( Sector Involvement in the Finencing and Delivery of
Services '

Social Marketirg

The private pharmaceutical sector in Morocco is quite sophisticated and offers
¢ wide variety of manufacturing end marketing infrestructure which complenents
the policy objectives of the MOPH. The private sector currently supplies
approzimately 30% of contreceptives used in Korocco. Products are sold
through s well organized network: of pharmacoutical outlets throughout the
country. A local pharmaceutical firm hes already prepcred plans, with USAID
sssistance and MOPH approval, for a subsidized condoa sales program and will
begin sales in September 1989. The project will supplement these efforts
through the design and implementsation of social macketing sales progran for
oral contraceptives, ORS, IUDs, and related child survivel supplies. The
project will also incresse the numbar of sales outlets, and improve the
efficiency and lover the costs of local PP and HCH product production. The
project will not subsidize the sales price.

While there arc many possible design varistions for s poisatisl oral
contraceptive (OC) sales progrum, the 1989 CSN sssessment report recommends
the developmaent of a prograe focusing on the promotion of locally available
oral contraceptives as the most feasible approach to providing several 0Cs to
low-income consumers at an affordeble price and to making the entire OC market
. more accessible to the project's target population. The introduction of a
USAID donated product which differs in formulation from those currently
aveilable could cause confusion snd potential incrosses in side effects and
discontinuation of use by women switching from public to private supply
sources. Moreover, introducing & new product would require substantial
investnents in licensing agreements, menufacturing capability and quality
control procedures.
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Ezpanded Insucance Coversss

Thicd-party insurance coverage is a small but growing component of the
Moroccan health care market, with approximately 13% of the population covered
by private health insurance and an additional 8 - 10% under government
"mutuelle™ or company self-insurance plans. As a result, over 4 million
Moroccan enployees and dependents benefit from some form of third party
reimbursement for thair hoalth care ezpenses. Given the abundant supply of
doctors and the magnitude of private funds spent on health care, accounting
for spproximately 50% of reported ezpenditures in the sactor, it is surprising
that there is not more activity in the private health insurance erav-.
Accordingly, the project will svaluate current constraints to insurance
expsnsion and assess prospects for heelth maintenance progrems and alternative
private heslth delivery systems. A feasibility study for expansion of health
insurance includes m\ny of the oloments required for assecsing feasidbility of
¢ health maintenance orgenization or other prepaid health delivery plan. ' Thus
8 "dual track" approach is planned, under which the study to expand heslth
insurence could conceivably be enlarged or raoriented into s fessibility study
for & health maintenance organization if an appropriaste target group sed
service and financing organization were identificd.

B. Beonomic Anslysis

The economic analysis (4nnex B) consists of two basic analyses: (s) the
benefit-cost enalysis and (b) the cost-effectivenoss analysis. The first
anslysis shows & highly favorable benefit-cost relationship which justifies
undertaking the project to achievo desired fertility reduction. The secoad
snalysis invostigetes the costs of attaining fertility reduction through
different mizes of intervention stretegies end finds that the proposed miz
appears to be cost effective. It suggests conducting operations research to
furthor improve the progrem's cost-offectivenass.

The benefits of fertility reduction have been calculated by Knowles and
Benride using the Horoccan Human Resources Planning Hodel. These bensfits
were then compsred to the costs to family planning users to oki:in desired
fertility reductions. The benefit-cost ratio ezceeds one after only two years
end the {nternal rate of return is 175 percent for tke twenty year projection
period. The conclusion of this analysis is that en effective fanily planning
program has & rato of return which makes it a higher priority invastaent than
slmost any other investmant one can imagine for Horocco.

The cost-effectivenesc analysic usos preliminary cost data to exemine the NOPH
strategy of using fixed facilities, home visits (VDHS) and mobile teams
depending upon the distance of the population from existing fixzed fecilities.
This analysis shows that considersble sev..gs can be realized through greater
reliance on mobile teems ss the MOPH strategy plens to do. However, date on
progren effectiveness in achieving fortiiity reduction through these diffcrent
intervention modes is still too woak to permit definitive conclusions sbout
the optimal covorage stretegy. Thus, operations research planned under the
project 1s required to refine the coverage strotegy. The cost-effectiveness
issue is critically important in an ers of budget stringency, given the
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continuing pressure on the GOM to reduce its budget deficit. However, the
effectiveness of the revised delivery strategy in meoting clients' demand for
services is the other side of the equation whirh must be evaluated. Given the
very high economic and financial returns to family planning generally, more
“expensive” delivery systeams can be justified if the “frugal® systems under
this project prove jneffective.

C. Sector Financial Analysis

The sactor finsncial anelysia covers a series of sectorsl public finance
issues, shows the potential complementarities between altarnative heslth care
delivery systems and private health insurance, analyzes project recurrent
costs to ascertain project sustainability aefter 1995, snalyzes the demand for
contraceptives and the adequacy of pubiic sector supplies, demonstrates
project conference with AID recurrent cost policy, and discuasws the financial
managenent competence of the HOPH.

The analysis of recent budgetary trends shows the relative decline in public
ezpenditures on preventive health measuros and the reel decline in per capita
heelth expenditures by the HOPH over this decade. The analysis argues for a
shift in priorities within the HOPH budget and & changing role for the MOPH
away from that of universal providar end financier of heelth services toward
one of ¢ guarsntor of access Lo health services, a regulator sf quality, aend o
financier of pudblic goods (such as preventive heelth measures).

The nsed to !mprove efficiency brought out by the aenalysis of budgetary trends
leads to discussions of the private provigivun of health cace end of cost
recovery in public sector facilities. Cost rocovery overell eoqualled oaly 4.9
percent in 1987 end cost recovery ia hospitels amounted to 7.8 percent of
their costs. The project will assist in improving hospital cost eccounting
and plans to increase cost recovery in public hospitals. Finally, the private
provision of heslth care is linked to the availability of privaete health
insucance. The analysis discusses constraints to the expansion of the health

insuceance industey.

Finally, the project's recurrent costs are anslyzed to detaermine
susteinebility ~f project activities post-1995. The analysis shows an
increase of the recurrent Dudget in constant 1989 dollars from $3.6 million in
1989 to $17.5 maillion in 1995 and an incremantal cost of $500,000 in equipment
replacement 2osts annually as the progrem expands to cover 85% of rursl
populations and nearly all urben populations. Compered to 8 projected
increase in the HOPH budget of 864 million (in constent 1989 dollars) by 1995,
the progren is ¢asily sustainabls within foreseeable NOPH resource
constraints. However, program expansion will crequire e growing propoction of
NMOPH budgetary resoucces, increasing from 4.4% of the HOPH budget in 1989 to
7.0% of the burget in 1995.

As part of the recurrent cost snalysis, the wholessle cost of contraceptives
is projected through 1997 on the basis of echieving the project's target
contraceptive prevalence rate of 45%. Assumptions about shifts ia method mix
and changing proportions of public and private sector supply are used to

)7
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derive the annual cost by public and private sector (and by method) in meeting
contraceptive demand. When the pudblic sector supply requirements are compared
to planned USAID-financed procurement, a “gap" sppears in 1991 and widens {n
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 recurrent cost financing, the analysis
discusses the four criteria which must be met before recurrent cost may be
financed and concludes that it is appropriate to finance such costs under this
project, given the country's policy framework, budget s#itustion, the high rate
of return on this use of funds, and the negotiastion of & plan to phsse out
USAID financing of these costs by the end of the project.

D. Social Soundness Analysis

The primary project beneficlaries are women of childbearing age (between 15
and 44) who represen: 2¢% of Morocco's population. The target group most in
need of direct services are poor and illiterate or semi-literate wonen of
childbearing age, living in rural provinces with high fertility, low
contraceptive prevalence and high infent mortality. Given the regional
diversity which characterizes Moroccan terrain and culturel traditions,
province specific data on beneficiaries have to be factored into ths design
and implementation of service delivery mechaniems.

The Moroccan socio-cultural environment is receptive to family planring and
golated femily health services and there are no insurmountable social
obstacles to the implementation of the project. The concept of contraception
is accepted to both space births and limit family size, end the linkages
between the spacing of births and mother &nd child health are increasingly
recognized. The 1987 Horoccan Demographic and Heal%h Survey ceports almost
universal knowledge (97.8%) of at leizst one moijern method of family plenning,
with over 94% of women interviewed cepable of identifying s source of supply.
Horeover, public acceptance of family planning 1is supported by most Moroccan
religious leaders. However, a number of socio-cultural constraints must be
addressed in the design and implementation of project activities intended to
expand coversge and prevalence of FP and MCH services in underserved rursl

areas.

Four leading constraints to expanded use of modern contraceptive methods and
NCH services aro identified in the Social Soundness Analysis (Annex D). The
project addresses these constraints in the following manner: 1) Inadequeate
eccess to FP and NCH services and facilities in many rural aereas will be
improved through the extension of the KOPH FP and KCH outreach program to 12
edditional provinces, and the upgrading eud construction of additional
clinical facilities; 2) Beneficiery perceptions of the public delivery system
will! be enhanced through the upgrading of facilites, the training of MOPH
worksss, mobile outresch designed to improve the quality of outresch end
duration of consultations, and demand snalysls snd cost recovery research
which will serve to identify price-related factors which iafluence client
health sceking behaviour; 3) Inadequate information on correct contraceptive
method use and on the preparation and use of MCH products will be addressed
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through IEC activities designed to recearch consumer preferences as well as
improve the reliability of information provided through MOPH chennels, social
marketing activities, pharmacies and physicians; and 4) MOPH worker motivetion
end perceptions of the FP and HCH Progrem will be enhanced through training,

more decentralized management, improved logistics and supply, end the
installation of photovoltaic lighting systems in rural dispensecries and health
centers which will improve working and living conditions for rural workers.

Finally, information on the socio-cultural conditions of project beneficlaries
hes been collected during the three pradecessor projects and will continue to
be collected during this project in order. Specifically, a combinstion of the
Hinistry's Management Information System, special studies, and operetions
research will be used to assure that the mix of interventione, i.e.
itinerants, points of contact and mobile tasns, being used undsar the revised
MOPH outreach strategy is effective in delivaring FP and NCH services to
target populations, as reflected by both contraceptive prevalence and

continuation rates.

E. Environmentsl Analysis Summary

The initial environmental review included in the PID for this project
reconnended & negative environmental threshold decision based upon Section 22
CFR 216.2(c)(1)(i) on the grounds thet the project will not significantly
effect the physical or natursl environment. AID/W subsequently approved a
negative threshold decision in the ANPAC Review Cable, State 120849 (see
pacegraph SD). This procedure properly satisfies Agency environmental review
requirenments for this project.

F. Adninistretive Analysis

The Ministry of Public Health (FOPH) will be the primary recipient of U.S.
essistance under this project, although several project elements will be
implenented in conjunction with the private sector and other government
agencies. Nany of the msjor project elements are largely s continuation and
expansion of activities developed under earlier projects and, therefore, their
implementation will rely on existing and woll tested administrative
errangements. There are however, new project elements which require the
developnent of untested adainistrative procedures. In eddition, given the
number «nd wide range of project activities, iwmplementation of the project
will require the coordinated action of each of the perticipsting agencies.
The Adainistrative Anelysis (Annex E.) describes the agencies involved in the
implementation of ths project and the framework for coordinsting their

respective functions.

The MOPH hes been an effective and committed counterpart for USAID assistance
in the sector. The Kinistry remeins, however, & highly centralized and
hierarchicel structure, and is only now beginning & reorgenization intended to
decentralize decision making end strengthen the role of provinces in progrem
aedministration end plenning. The project will assist ongoing MOPH efforts in
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this regard through incressed management training of program and
sdministrative staff, strengthening data collection and information systems
and improving coordinstion among the various progreas, departments and levels

of the Ministry.

Under the ravised organization, the Directorste of Technical Affairs, the
principal counterpart under earlier AID projects, has been broken up, with its
responsibilities divided among four of the Ministry's new seven directorates,
and three new divisions. Oversll management of the projuct has been assured,
however, and could even bs enhanced by the reorganization wiich will give
greater responsibility to project managers. The decentralization brings with
it, however, the need for more formal means of coordination and collaboration
between Ministry elements. Plans for establishment of such mechanisas and
details of their operstion are briefly discussed under Part I7, Implementation
Plan snd further described in the Administrative Analysis.

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

The Adninistrative Analysis also discusses adainistrative and institutional
issues rising out of the implementation experience of esrlier projects;
identifies the various public and private sector sgencies involved in project
inplementation; describes the manugement responsibilities of USAID; attests to
MOPH steff competence to administec host-country coatracting; provides the
retionale for the contracting mechanism chosen for planned construction
sctivities; and provides details of plans for the procuremant of commodities,
technical assistance and construction services financod under the project.
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'VII.  CONDITJONS, COVENANTS
”Th;;projoct shall be subject to the following essential terms and injoég'g‘Aff
‘conditions, together with such other terms and conditions as A.1I.D. may deem -
-appropriate. ; '

1. Source and Origin of Commodities, Nationality of Services

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

Ocean shipping financed by A.I.D. under the project shall, except as A.I.D.
may otherwise agree in writing, be financed only on flag vessels of the United
States. The requirements of the Cargo Preference Act will be met with respact
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 issuance by A.1.D.
of documentation pursuant to which disbursement will be mede, the Cooperating
Country will, except as the parties may otherwise agree in writing, furaish to
A.I.D. in form and substance satisfactory to A.I.D.:

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

statenent.
B. Conditions Precedent to Disbursement for Facilities Construction
———nant Ot R0 Tlsbursement for Facilities Construction

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

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

b) & staffing plen for sll fecilities to be renovated, upgraded, or
constructed with project funds;

c) e plen for meintaining end supplying fecilities which have been
renovated, upgraded, or constructed with project funds; and

d) an executed contract accepteble to AID for A end B services, to be
funded under the project with e firm or ficas gcceptable to AID, and

awarded under competitive procedures acceptuble to AID.

"
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2) Prior to any disbursement, or to the issuance of any commitaent
documents under the Project Agreement, to finance the renovation,
upgrading, or construction of any physical facility with project funds,
the g;operatlng Country shall furnish in form and substance sctisfactocy
to AID:

e) A list of sites on which the renovation, upgreding, 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 conatruction
services prior to their issuance; and .

¢) executed contracts for the construction services to be tunddd unddb
the project with a firm or firms scceptable to AID.

3. Covenants

A. The Cooperating Country shall covenant to provide to AID within 90
days of initial obligation the nemes and titles of the director and meambers of
the MOPH Project Management Unit, and the name aend title of the NOPH
coordinator for health sector reform activities.

B. The Cooperating Country shall covenant to vake whatever steps are
necessary to ensure that the computers and motor vehicles financed under the
Grant are properly nsintained. The Cooperating Country shall covenant to
budget sufficient funds on an annual besis for the msintenance, repair, and
operating supplies necessary for the computers financed under the grant, and
for the meintenance, repair, and operating costs of all vehicles rinanced
under the Grant.

C. The Cooperating Country shall covenant to provide cr cause to be
provided all contraceptives needed to meot the demand in Morocco which are not

provided by the private sector or other donors.

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

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

points thereafter:

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

2) identification and evaluation of problem areas of copatralnta‘Vhfch'j G:7

mey inhidit such atteinment; :

3)  assessment of how such information may b§~ddddjto help overcome such
problcems; and Lo . ‘ e

4) eveluation, to the degroe feasible, of the oversll developament lnpict
of the project.

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

H. The parties will covenant to jointly review each spring the project
sctivities which have been underteksn during the previcus year, to discuss
progress, adequacy of project contributions, and results, end formulate
recomnendations for the coming year, to be incorporated into the annuel work

plan.

I. The Cooperating Country will covenant to estsblish multi-disciplinary
advisory comaittees to provide tachnical direction for surveys and studies
financed under the project. Membership for these committees shall be drawn
from physicien end pharmacist trede and professionsl associations, nrivate
sector banking and research groups, lebor orgenizations, private «nd public
sector agencies, and other involved MOPH departments, es appropriate.

J. The Cooperating Countiry shall covenant that none o. ‘he funds made
availeble under the Grant may be used for performance of abor.iun as & method
of family planning; motivation or coercion of any person to undergo sbortion;
biomedical resesrch which relates in whole or in part to methods of or the
performence of abortion as & method of family planning; or actual promotion of
sbortion as a method of femily plenning.
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TECHNICAL ANALYSIS

1. Introduction

The purpose of the Family Planning and Child Survivel IV Project is to improve
impact and sustainability of femily plenning end maternal child heslth
programs in Morocco. To that end, the Project will dbroadsn asccess to family
planning and maternal child health (FP and MCH) services, incresse prograa
efficiency, and explore health care financing options in the koroccan public
and private sectors. The promotion and provision of family planning and
maternal child health services has been a key emphasis under earlier phases of
the Project. Phase IV supplements that objective with steps to improve
management of services at all levele in the public sector; and stimulate
expanded private sector delivery and financing of health services. As part of
all of the asbove, the project will place increasing emphasis on examining
factors Influencing the demand for health and family planning secrvices.

This section discusses technical feasibility issuos associated with the
achievement of the project purpose and the specific project outputs. The
Mission has reviewed findings of an extensive array of surveys, analyticael
studies and evaluations of ongoing programs in preparation for the Family
Plenning and Child Survival IV Project. A list of these studies is provided
in Attachment No. 1 to this Annex. These background enalyses highlight the
urgent need to improve the range and quality of MOPH family planning end NCH
services programs, assure increased responsiveness to the needs of clients
served by these programs and provide additional technjcal trz2ining for key
MOPH staff.

2. Contraceptive Technology

The Morocco Family Planning Program relys on the standard variety of supply
(pills, condoms and foams) and clinicel (IUDs and female sterilization)
contraceptive methods. These methods are all well beyond the experimentsl
stage, and their safety and efisctiveness under various program conditions has
slready been established. Howaver, knowledge of femily planning, almost
universal at :iearly 98% of MWRA, is less pervacive for lomg-ecting
contraceptive methods, and the program is heavily skewed to oral contraceptive
use. Furthermore, thore hes bsen limited interest in the testing ead

introduction of new contraceptive technology.

Inprovements in the quality and coverage of NOPH progrars have made family
planning secvices and supplies intreasingly available uver the past seversl
years. These improvements have load to sustained increeses in the knowledge
and use of modern contraceptive methods by Moroccan vomen of reproductive age
(AWRA). The 1987 Moroccan Demographic and Health Sucrvey (DHS) repocts slmost
universal knowledge (97.8%) of at least one modern aethod of family planning,
with over 941 of women interviewed capable of identifying a source of supply.
The sucvey algo repozts an incresse in overall (modern and traditlonsl
methods) contraceptive prevalence, from 19.4% in 1979-80 and 25.5% in 1983-84,
to 35.9% of MWRA in 1987.
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Moroccan women know the pill, sud where to obtain it. However, knowledge of
other methods is not adequate. Women have less knowledge about the IUD,
sterilization and condoms, or where thay may be obtained. Existing knowledge
is al3o tenuous. For 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, urban and
rural, knowledge of IUDs and female sterilization is directly related to use
of both radios and televisions. Only about half of all uneducated rural women
know of s valid source for IUDs compared to approximately 80% for urban
women. Lack of knowledge may be an important constresint to choice and proper
use (also continued use) of an appropriate method, or even to use of family
planning at all. For example, spontaneous knowledge of female sterilization is
low (33%) among women of high parity (S or more children).

Approximately 52% of merried women surveyed heve used at least one modern
method of contraception. Nost contraceptive practice is dssed on modern
methods. At preseat, 28.9% of MWRA use modera methods with over 60% of these

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

Table A.1l.

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

METHODS
Demographic cccemcmccccc i rmrcrcdcccvecrcmncccccmccccccmcccc e e e m -
and Social PILL IUD FEMALE OTHER ABSTI- WITH- OTHER NO TOTAl
Characteristics STERILI- MODERN NANCE DRAWAL TRADITION- METHOD
ZATION AL METHODS
e
Less than 30 21.9 2.3 0.3 0.4 1.7 2.5 0.8 70.1 100
Over then 30 23.6 333 3.5 1.3 2.6 3.6 2.0 60.1 100
# of Living
Children
0-2 children 18.3 2.4 0.3 0.6 2.1 1.8 0.7 73.8 100
3-4 children 26.6 4.0 1.8 1.1 2.8 3.8 1.0 $8.9 100
S or more 25.0 2.7 4.3 1.3 2.0 4,0 2.8 $7.9 100
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
Re, ion
Northwest 19.4 2.6 1.9 0.9 3.1 5.0 0.4 66.7 100
North 17.8 1.8 1.1 0.8 2.3 1.1 2.7 72.4 100
Central 28.9 4.6 4.1 0.9 2.6 1.6 1.2 43.9 100
Bast 27.8 1.7 1.1 3.8 1.7 1.4 2.6 59.9 100
Southeast 32.1 3.2 1.3 0.9 1.7 1.5 2.6 56.6 100
Southwest 24.6 2.% 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 10.3 2.8 3.3 10.0 2.6 0.2 34.4 100
higher
Total 2.9 2.9 2.2 0.9 2.3 3.1 1.5 64.2 100

The program's heavy reliance on orsl contraceptives, across all age groups, does not
reflect health considerations and fertility desires for s significant proportion of
Moroccan women. For example, given the increased health risks associated with oral
contraceptive use, multi-parous women over 30 years old who want no more children
should ideally be candidates for IUD or VSC. Among married women eged 15-49, 491 want
no more children, and of those who practice contreception 65.7% use the pill. Bven
though the preferred method among women who intend to use family planning to liamit
their births is the pill (49%), there is signifcantly greater interest in sterilizatio
and the IUD, 25% end 13% respectively, ther the actual msthod miz would indicate.

'¥s
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The Project will improve the quality of counseling provided thuse women and
increase the availgbility of IUD and VSC. FPurthermore, the Project will
increase the range of method options available under the program, through
training, commodity and techni:al assistance to introduce new contraceptive
technologies, including Norplant and long-acting injectable contraceptives,
following ceceipt of FDA approvel for these methods. The UNFPA will
provide complementary commodity and local cost support for the introduction
of these methods.

3. Need for Family Planning Services

A key indicator of purpose level achievement is attainmant of contraceptive
prevalence (modarn methods) of st least 45% of NWRA. DHS dats on Noroccan
fertility trends, specifically date on women's desire for additional
children and intentlon 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 anaslysis of these date. Findings
of these anslyses indicate & high degree of foasibility that the projected
contreceptive level will be atteined.

Only s quarter of Moroccean married women want to heve a birth within the
next two years. Close to half never want enother birth, and another
quarter want to wait st least two years. Given thati use of contraception
presently covers only a third of MWRA, there ic & substentisl unmet need
for family planning. This unmet need is estimated at 27.9%. Among this
27.9%, over half have already become pregnent or amonocrheic from an
unwanted or mistimed birth. Furthermore, most of the unmet need is
comprised of women who want no mors children.

Table A.2: Unmet Need for Family Plenning
(Percent of all women)

Limiters Spacers Totals
{went no more (want more later)
births)
Non-contracepting
women st cisk of
beconing §.5% 4.4% 13.2%
pregnant
Already : SR
pregnant or 7.0% 7.7% 14.7%
anenorcheic
All women 15.8% 12.1% 21. 7%

The increase in contraceptive prevelence projected under the Project cannot be
attained, however, without continued improvements in prograam pecformance.
Analysis of DHS data shcw an independent snd significant associstion for both
education and place of residence with use of contraception. HNarked
rurel-urben differentials in prevelence remain, even when controlling for

47
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education; for example, contraceptive use was 22% higher for uneducated urban
women compared to their rural counterpearts. The reverse is true as well;
gsignificant differences in contraceptive use exist between educated and
uneducated women even when residence ls 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 association between residence and education, and use of
contraception, one can develop a projectlion of future users based on the
increave in the portion of the population which is educated and urban. Using
this methodology, contraceptive prevalence would be estimated to increase from
25.5% in 1983-84 to 27.1%1 in 1987. However, a contraceptive prevalence rate
of 35.9% was reported in the DHS. Thus, Lhe incresase in prevalence between
1983-84 and 1987 was not based solely on changes in the churecterisiics of the
population. Clsarly, a lurge part of the increase in contreceptive use
occurring between 1983-84 and 5987 needs to be explained by factors other than
an increase in educational attainment and urbanization. This indicates the
important role family planning programs can play in incrcasing contraceptive
use, and the need for its continued expansion and improvement.

Rurel womea, Jargely uneducated, are a key tacget group for MOPH fanily
planning and maternal child health service programs. Although they are 2.7
time less likely to use contraception than urban educated women, their lower
rates of use are not nocessarily indicative of lower demand. The project will
improve both the quality of s&nd rural women's access to these programs. MOPH
fleldwerzers and clinic steaff will receive increased training in femily
plenning motivation and counseling. The project will also develop printed
meterials and visual aids specificeally designed to meet the needs of
flliterate and semi-literate women.

Without focusing family planning and maternal child health services on those
women who are disadvantejed in terms of education end residence, the project
will be unable to achieve its objective of 45% modern method use¢ by 1996. It
should be noted that a 45% modern contracercive vate implies an overall rate,
modern and traditionsl contraception combined, of 52.2% in 19%3. This latter
figure compares with a 36% combined, overall rate in 1987. HNeruvly relying on
changes in the distribution of women's education end residence will result in
e 45% zontraceptive prevalence rate, including both tracitional and modern
methods by 2007, tut modern method use of this magnitude could not be attained
until substantially later. Thus, development slone cannot solve NMorocco's
population probleam; the project's emphasis on turgeting family pleananing
services to rural uneducated women is crucial to the solution.

.
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4, Femily Pleanning and Naternal Child Health Secvices

FP_and MCH Outresch Programs (VDMS)

The VDMS progrem, through its extension of services to underserved populations
and its success in recruiting now acceptors, has played en important role in
bringing about the increases in contraceptive prevalence discussed sbove,
particularly in rural aress. Accord’ ¢ to the DHS, contraceptive prevalence
in VDNS provinces reached 40% in 1987, as opposed to 25% in non-VDMS
provinces. Little difference is reported in contrsceptive prevalence levels
in urban areas of VDMS and non-VDMS provinces (52% vs 48%). As reported in
the following table, however, prevalence in rural areas of VDMS provinces ir
50% higher than in rural areas of non-VDHS provinces (28% vs 19%). The
greater prepondevance of the least educated in rural areas explains the fact
that the VDHS and non-VDMS differential is greater in rural, as compared to
urban areas. VDMS accounts for a significant proportion of these higher
prevalence rates, with VDMS agents listed as the principal source of
contreceptive supply by 24% of contracepting women in VDMS provinces. In
addition, prevalence in rural areas is higher in older VDNS provinces,
suggesting that the program's inpact grow: over time.

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

VDAS® Non-
— VDNS
Phase 1 2 3 All Non-
Urban vDNS vDiS
No School 48 44 49 47 3
Primacy (s6) 81 . 60 59 69
Secondary (s7) 22 8167 (70)
and higher R T S ' -
Rural
No School a 28 21 26 18
Primary (63)  (50) (49) 52 (32)
Secondary (100) (43) (14) (38) (57)
and higher ‘
Ucban 50 50 54 $2 a8 '
Rural 43 26 22 28 19
Total 45 36 40 40 25

* The numbers 1, 2 and 3 indlcato the phases of VDNS expansion. -
( ) Indicates rate based on less than 50 cases.
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The VDMS program is currently operating in 30 provinces, comprising
approximately 75% of the Moroccan population. Based on review of monthly FP
and MCH gservice staristics and management reports, along with findings of the
1988 VDMS Program Assessment, the MOPH has determined that VDNS coverage
ranges from 5S0% to 70% of the rural population in these provinces. Estimates
on total FP and MCH program coverage range, therefore, from approximetely 62%
to 75% of the population, when estimated coverage levels for MOPH urban and
rurel fixed facilities, 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 Benk, have proven
cost-effective in extending coverage to remote and dispersed population
settlementa. The Project will also extend this modified version of VOMS teo &n
edditional 12 provinces. Given current coverage levels, the Project target to
increase program coverage to 85% of the rursl population is therefore s
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-rursl residence and educational sttainment. MNoreover, VDMS services
have been influential in changing fertility preferences. Table A.4
demonstrates of pregnant or still emenorchelc women included in the DHS
survey, twice as many women in non-VDHS provinces had wanted to be pregnant at
that time compared to women in VDMS provinces. Although women in YDHS
provinces may desire fewer children than women in non-VDMS provinces, use of
contraception in VDMS provinces has not kept pace with this demand. For
example, of tha 27% of the women who were pregnant in VDMS provinces. 15.6%
had not wanted to be pregnant, reflecting unmet demend for family planning.
This large unmet need is an indication of the lag time between desire and
asctusl use of contraception.

Table A.4: Unwet Demand for Family Planning, VDNS vs Non-VDMS

vDNS Non-VDMS
Pregnant or amenorrheic 27. 2 4.2
(as a percentage of sll women)
Pregnant or amenorrheic 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 large gep in demend for and use of contraception. Given the
continuing high fertility levels in VDMS areas, the Project will also further
exanine behavior of currently contracepting women to assure proper use of oral
contraceptives and identify factors leading to discontinuation of
contraceptive use.

,gb
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Jxpansion of VDMS progrem coversge snd planned improvex ats in the quality of
FP and MCH services delivered under the program will contribute as well to the
schievement of GOM meternsl end child health objectives. At the purpose
level, the Project seeks to incresse vaccination coverage from 87% to 95% of
1i.fants 0-5 yesars old; reduce the number of infant deaths associated with
dierrhea by S0%; and increase the proportion of women receiving prenatal care
and the proportion of medically supervised births from 25% to 50% .

Increesing the range and quality of sarvices pro-ided by VDNS is critically
important for the achievement of these objectives.

Under the revised service package for the plenned 3,000 community service
sites, VDMS agents will motivate women and other community members regerding
prenatal care; identify and complete preliminary medical histories and basic
lab work for pregnant wemen; provide tetanus toxoid immunizations; supervise
local traditional birth attendants; and refer women for prenatal
consultations. Theso agents will also identify, treat and or refer cases of
infent diarrhea; vaccinate infants 0-5; and provide counseling and referrsl
for IUD insertion and femaele sterilization. The Project will finance
training, commodity and logistic costs to fecilitate performance of these new
tasks by VDNS fieldworkers and to improve the quality, avaellaebility and
operational effactiveness of backup technical referral and supervisory support.

A list of services offered is presented under Attechment 2 to this Techanical
Analysis. The MOPH has extensive experience in delircery of the FP and NCH
interventions added under this revised service pacrzage. The technical
soundness of these interventions has been established under AID assisted

prograas worldwide.

Experience in Morccco has demonstrated that tlhe use of mobile teams in
combination with outreach sgents and point of contact at scheduled community
service sites is a cost-effective means of delivaring services to the rursl
population groups targeted under the Project. The Froject will closely
monitor implementation of this revised multiple-cusponent delivery strategy,
however, to sssure its continuing scceptability and rsspcasiveness to the
needs of the communities served. Most important will be the aeddition to the
Ministry's management information system of s usable method for tracking
contracepting continuation rates st local provincial and national levels.
Technical assistance provided for the NIS will focus on this as an early

output of assistance.

Clinic Based Family Planning Scrvices

The MOPH has demonstrated an effective capacity to provide clinic-based family
planning services for IUD insertion and voluntary surgical contraception
(VSC). Since 1984, the Ministry, in conjunction with the Nationsl Trsiring
Center for Reproductive Health (NTCRH), installed IUD programs in
approximately 600 facilities and expanded tubal ligation sorvices to 32
provincial centers. The 1983 Hid-term Bralustion of the Populetion and Family
Planning Support III Project and Assessment of the AVSC Voluntery Surgical
Contraception Program noted the high quality of MOPH clinical training end
services programs and recommended ateps ic increase availability and.
utilization of these programs.
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Public knowledge and swareness of IUD insertion and VSC es family plaenning
methods is widespread among the Moroccan population. IUD services are
available at the lowest levels of the system with reportedly very low
incidence of post-insertion infection and the medical quelity of the VSC
program meets international stendards of medicai practice. Yet the Ministry's
increased and improved capacity to deliver clinical family planning services
has not resulted in significant change in the structure of modern
contraceptive method usage in Morocco. In fact, during the period 1983-84
through 1987, the proportion of total user: 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
2.2% have had tubal ligation, in spite of the large numbecr of married women
(approximately 49%) who have already achieved their desired family size and
want no more children. Ideally, multi-psrous women over the age of 30 who
want no more children should be candidates for an IUD or VSC. However, the
choice of contraceptive method in this age group sctill heavily favors orsl
contrsceptives. The mid-term evaluation and AVSC assessment reports identify
seversl resasons for this apparent contradiction.

Ficst, as a result of gaps in training and diegnoatic capability, there is s
reluctance on the part of MOPH physicien and nursing steff to insert IUDs. A
major contra-indication to IUD insertion is the presence of a pelvic
infection. Difficulties in accurately diegnosing these infections have proven
s bacrier to IUD use. Although a valid medical concern, the reporied number
of serious pelvic infections among women seeking IUDs is disproportionately
high given that oaly an estimated 1.7% of women are sterile. The abssnce of
up-to-date protocols, detuiling under which conditions IUDs may be placed,
further exacerbates this problem. Protocols in evidence at most sites are
primarily thcse which nurses received during their formal education. The teaam
pecommended, therefore, that scientifically based protocols be developed snd
implemented, coupled with appropriate training in the diagrosis and trestment
of pelvic infections and sexuelly trancmitted diseases (STDs), as a means to
increase us., of this method.

The MOPH, with technizai as3istance provided by JHPIEGO, is curreatly
developing technical guidelines concerning the identification and mansgement
of STDs and will issue revised protocols for IUD insertion following the
completion of this exercise. A second and rolsted IUD training constraint
concerns the lack of practice that meny of the MOPH physicians and nuries
trained in this procedure have had in actually carrying out insertions. This
coupled with the changes in IUD models provided by the MOPH, has lead to an
erosion of their skills and need for refreshoer training. The Project will
finance technical and refresher training for MOPH physicians and nurses to
address these constraints.

Provider reluctunce, slthough ¢o a lesser extent, also inhibits provision of
tubal ligation services. This is due in part to strict applicetion of
consecvative 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 unmst demand on
the part of women who curcently conform to this criteria, this MOPH policy is
not viewed as a major constraint to thae program at present. However, lack of
training in and use of minilap procedures as well as of adejuate facilities
hes also limited the availability of VSC procedures and are being addressed
under the Project. Finally, official relazation of the criteries 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 coervices. MNany of the
fecilities offering IUD services are poorly configured and equipped.
Furthermore, almost 50% of these facilities in rural arees do not have
electricity, creating serious problems with lighting and electrical equipment
needed for IUD insertion and other clinical procedures. The problem with VSC
centers is more linked to their location primarily in urban areas and the
frequent lack of availability of these services because of other demands
placed on physician and operating room staff trained in the procedure. Still,
snalysis of existing unmet demand indicete that additional VSC sites are
required for provinces not currently covered.

The final concern relates to the need for impruved coordination asmong the
Ministry's curative, ambulatory and outreack programs and more effective
oversight of progream referral and technical supervision activities. Referral
systems for family pleaning snd other clinicel services have been largely
ineffective. Although general knowiedge of IUD end VSC is incressing,
significant differentials exist between spontaneous and proapted knowledge of
these methods. Even when prompted, only 43.2% of rursl women botk know of IUD
and YSC and of a zource to obtain these services. In eddition, when referrals
are given there is no follow-up to determine if womsn referred actually
received the medical consultation, IUD insertion or VSC recommended. Little
distinction is made between clients having been referced by staff st lower
levels in the system and reguler walk-in cases. Consequently, large numbers
of acceptors are lost, and referencs centar staff devote & considerable
percentage of their time on routine ob/gyn consultetions which could be

asnaged at lower levals in the system.

The MOPH has taken stens to improve program msnagement. The director of the
family planning reference canter, sn ob/gyn physician, has besn resssigned
technical oversight responsibility for ell family plenning activities at the
provincial level. Pamily planning refarral and follow-up responsibilities
heve been clerified and reterence center staff will be more actively involved
in field supervision. Improvaed training in IUD and VSC motivetion end
counseling for VDMS fieldworkers will provide further improvements in this
erea. Given MOPH successful completion of planned clinical training for
physicions and nurses, vse of IUD end VSC should incresse both in nuabers of
users and as a proportion of overall contraceptive prevalence, and the
Ministry should exparience little difficulty the expansion of these programs

as proposed unusr the Project..
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Maternal Health Services

The GOM has ldentified reduction of infant mortality to below 50 deaths per
1000 bicths as the overriding goal of NOPH msternal child health prograns
included in Ministry's 1988-1992 Development Plan. Over the past decade,
Norocco hes recorded sustasined progress in this area. The 1987 DHS, compiling
date 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 sreas as evidence by
1977-1986 statistics which show mortality rates of 91 per 1000 in rural ereas
as compared to 66 per 1000 in urban sareass.

The proportion of these infant deaths occurring in the first month of life

is of particular significance when considering NCH priorities. In Morocco, 41
of the 73 infant deaths per 1000 births occurred during the first month.

Some of these deaths, those related to congenital sbnormelities and hereditary
diseases, are unavoidable. However, a certain percentage, those related to
traume during delivery, are preventable through effective prenstal education
programs leading to identification and referrel of high risk pregnancies for
specialized medical attenrion. An extremely ilow parcentage of Noroccan women
are now receiving these services. According to the DHS, only 25% women
received ot least one prenatal consultation prior to their last birth snd only
26% of births were essisted Py a trained health profesnrional. Here toc, wide
variations are reported for urban and rural areas in prenatel care--48.2% in
urdban areas as opposed to 1:.6% for rural communities; and assistance st
birth--56.2% vs 10.6%. Further snalysis of who provided labor end delivery
management revesled “hat 57.7% of all delivaries were attended by traditional
bicth sttendants (IBAs). Approximately 20% of births were with nurses or
midwives and about 6% were with doctoss. An additional 161 were identified as
"gther" which, according to officiuiz managing the survey, generally refers to
other famlily membecs snd neighbors.

These date have been ugseful in essisting the MOPH to refine stratogies snd
prograns developed to enable pregnant women gain access to quality care and
services of trained health workers. Tha plan of action developed by the MOPH
is carefully designed, reesonably phesed, snd foctses on more effective use of
existing resources in three major sveus: a) improved training of VDMS
fieldworkers and clinic staff and inc-~rporation of preonatal care under the
revised VDES service package; b) improved identification, documentation and
referral of high risk cesee; and ¢) improved end expsnded service capability

at existing facilities and delivery sites.

The Ministry has designed en irn-service treiuling program with emphasis in the
areas of praastal care, delivecy and postpartum care. During the fall of
1988, training of trsiners wes completed for a team of 210 trainers, 60 from
the central level and 150 regional. Thez> trainers have subsequently
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completed general update and relreshec training for over 3,600 nurses. The
Project will finance follow-up training in prenatal, delivery and postpartua
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 & recent census completed by the NOPH.

Recognizing the role good documentation can play in improving the quality of
care delivered snd sirengthened technical referral and supervisory
performance, the HOPH has \eveloped a prenatal record card which will be used
throughout the country. The prenatsal record systematically guides staff at
lower service levels, through the necessary components of & prenatel visit,
with checkpoints to aid in the identification of high risk pregnancies.
Furthermore, the record provides guidelines concerning the most appropriate
site for delivery and assures continuity of information, with regard to a
woman's pregnancy, during routine prenatal consultations and in the event of
referral; and facilitates effactive supervision and client follow-up.

Finally, to improve service in rural areas, the HOPH wili increase the number
of existing facilities equipped with at least one maternity bed along with
relaeted labor and delivery equipment. The Froject will assist the MOPH, in
this regard, by financing the remodelling or upgrade of 24 rural dispensaries
and health ceanters, and providing photovoltaic lighting in an additional 70
facilities without electricity. Based on findings of architectural and
engineozing assessments completed during preparation work for the design of
this Project, USAID has determined that the designs and plans for proposed
facility renovation and lighting activities aro technically souad, and thct a
reasonably firm estimate of the cost to the U.S. for this assistance has been
developed. A detailed description of proposed facility renovation and
lighting assistance is presontad in the Adminictrative Analysis.

S. AIDS Prevention and Control

Although bealth officials in Morocco have been cognizant for several years of
the threat posed to Morocco by worldwide increasas in the incidence of AIDS,
the GOM wse initially slow to admit officially that AIDS and HIU infection
exist in Moroccw. Cages were not formally reported to WHO until 1988. Since
that time, howsver, the GOM has allocated $1.5 aillion towards AIDS prevention
activities and realized notable accomplishments in the planning end
implementation of an impressive array of prograas. In June 1988, USAID
scheduled Assessmant Nissions, under the AID/W AIDSCOM and AIDSTECH project
contracts, to review GOM progress to dete and in ldoantifying requirements tor
additional donor assistance in this effort.

Sinco little is known about the sexual bohaviors of Moroccans, the Assessment
Tean recommsanded that studies be undertaken to determine the nature and extent
of behaviors "hat result i{n HIV transmission. The Project will finance
completion oi these studies. A valuable by-product of such studies is the
working linkages established with those persons being studied. Efforts will
be mede to maintain and strengthen these contacts once the studies are
completed. In reviewing steps taken by the GOM to prevent secondary
transaission, the team detarmined that measures currently being taken by the
NOPH to protect the Moroccan blood system were technically sound.
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Blood screening is now routine at university hospitals in Rabat and Casablanca
and will soon be extended to 15 additional sites. Technicians at the blood
bank have also already received extensive training in ELISA testing procedures
and technicians at additional sites will be treaiied under the Project. These
measures wWere developed with the assistance of a long-term advisor provided
under the collaborative agreement between the HOPH and the National Blood
Transfusion Center of France and the Gowernment of France. The Projsct will
finance additional commodity end training assistance to complete extension of
these screening messures to the 15 regional blood transfusion centers.

The team also identified the following needs to be addressed to further
deternine the epidemiology of AIDS and HIV infection in Morocco: a)
"esteblishment of a system for maintaining the confidentiality of blood test
results; b) strengthening the system for reporting communicable diseases of
public health lmportance to a central epidemiology unit: ¢) 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)
implsmentation of programs of information, education and counseling in
hospitals and other public health vAnues which routinely see or interact with
women. The Project will finance technical assistance and training to address
these issues, including short-term and acedemic training in epidemiology at
U.S. universities, and improve SID screening diagnosis and case management in

KOPH family planning and HCH centers.

Finally the team recomended that the GOM develop educational and training
materials for the genoral public, specific at-risks groups and for health
workers at every level of the system. Specifically to be provided under the
Project is continuing medicsl education for physicians and protocols regarding
trestmaent, counseling, and confidentielitv. The team recommendad thet these
public education and training activities be limited to a long-term, luw key
effort to inform the generel public, education in nature, to correct
misconceptions about AIDS and HIV infection, and to add information as the
public demonstrates growing undevstanding. Drawing again cn the telent and
availability of locel private sector resesarch and edvertising ficrms, the
Projeci will finance development of these educational materials.

6. Clinical Training

Morocco has developed extensive infrastructurs to provide professional
training for physicians, nurses and asscciated technicsl steff. During March
and ipril 1989, consultents under the AID/W Population Technical Assistance
project and the Project 0171 financed RONCO Family Planning Training Contracts
completed evaluations and assessments of short-terr family planning training
programs conducted by the NTCRH and the Ministry ..Jd of basic and short-term
family planning training programs for MOPH nurses. In sach case, the
congsultants found didactic materials and training content to be technically
sound ard comprehensive; training steff highly competent and motivated; and
organization and implementation cf training programs handled in a professional

sanner.
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The ares of clinical expericncas, however, has been more problsmatic. To date,
clinicel update and in-service training has been highly centralized and little
cepacity sxists to provide this training et the regional or provineial lavel.
Numerous physicians and nurses have received the necessery technical

training. However, additional training in academic skills is required to
enable these clinicians to organize and carry sut in-service training four
lscal gtaff. The MOPH has also erperienced difficulty in assuring adequate
caseloads, during clinicel practicn components, for courses held at regional
and provincial levels. With the oxception of students rotsting through the
NTICRH, the two national medical school teaching progrems have experienced
similar problems. Although instcuction in family planning vervics delivery is
included in course content, family plunning services are not routinely
availeble in maternity hospitels at ths university clinical csmpuses in Rabat

and Casablanca.

The MOPH clearly possesses the technical and operational skills to carry out
training activities proposed under the Project. Since 1984, the Ministry,
with technical assistance end local costh provided under Project 0171, has
completed basic technical and refresher training for over 4,000 nurses,
representing approximately 26,000 training deys for training of trainers and
second generation trainees. Over this same period, the Mational Training
Center for Reproductive Health (NTCRH), e JHPIBGO Rogional Training Ceanter
providing training for physicians, nurses and technicians in female
reproductive heelth, has treined 169 obstetricisn-gynecologists and surgeons
in laparoscopic tubal ligation and 310 nurses snd technicians in operating
room techniques and family plenning informstion «nd services.

The Project will increase decentralizaetion for MOPI{ clinical treining
activities. Regional Physician and Nurse Irairing Centers will be established
on the campuses of 8 provincial nursing schools. To strengthen clinical
practice components of course content, the MNOPH will increase coordination
betweaen the provincial nursing school end family plenning prograx menagement
staff, particularly steff lrom Zamily plenning raference centers. Family
planning reference centers will serve as the principel clinicel site for all
provincial level training in family planning. Activities currontly underway
to strengthen referral procedures and follow-up and to incroase MOPH steff
competence in the diagnosis and mansjement of veginal infections and other
STDs will result in consistently highir cese loads at these family plenning
reference centers.

In addition, the Project will finance training in ecedemic skills end treining
program management for NOPH physicien and nurse treiners and faculty end
clinical campus staf{ from medical school tesching hospitals in Rabat and
Casablanca. The Project will also install family plenning service units ot
the two university clinical campuses.

7. Information, Communication and Education

The IEC sector haes been the weakest link in Morocco's successful family
planning program. The Nid-term Evaluation of Project 608-0171 described the
Ministry's IEC objectives as unclesr end and lacking specific govals and
objectives. The team recommended that the focus of Mission strategy for IEC
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assistance to the Ministry be revisad at all levels. A major concern
discussed in the report is the continuing weskress of the Ninistry's Health
Educatic ) Service (SES). Under Project 0171, the SES was assigned lead
responsibility for the managerent of IEC activities funded by the Project.
However, neither the director nor the steff of the SES sre specialists in
communications and the service has been unable to carry out this role.

Given thess difficulties, the Mission has ascisted the MOPH in decentralizing
FP and MUCH promotion and fieldworker communication activities. Following e
slow start-up and a great deal of adainistretive reorganization, the MOPH hes
began to assign increasing importance to the value of effective information,
communication and education activities in promoting increas¢d swereness and
use of the Hinistry's priority FP and MCH service programs. Much of this new
enthusiasm can be directly sttributed to the sories of highly successful
national vaccination campaigns carcied out by the MOPH in 1907, 1988 and 1989.

The campeaign atmosphere resulted in the Ministry breaking new zround ia
several areas. With funding and technical assistunce provided under Project
0171, the MOPH brought in communication expertise fromx ths Horoccan Institute
of Journalism to assist the Ninistry in developing promction strategies and
plans trained health workers in “social marketing," used private advertising
agenclies and professicnal research firms in designing snd centing promotion
materials, staged media covered avents, hriefings eand prees releases, and made
effective use of a variety of national, regzional and local msdia channels.
Drawing on these experiences, the Project will implement and evaluate the
inpact of a limited number of strategic promotion messages for MOPH priority

progreas.

Under Project 0171, USAID has provided technical assistance to the MOPH to
refine promotion strategies for the Ministry's vaccination, ORT, family
planeing, pregnancy monitoring and bicth surveilance, breastfeeding and infant
nutrition programs. Based on further snalys’s of DHS data and findings of
market and behavioral research conducted over the past three years by the NOPH
snd private firms, the HOPH has tsrgeted the followieg three key areas for IEC
assistance under the Phase IV project: a) improved FP and MCH promotion
materials for illiterate and semi-literate vomen, including clients and
traditionel birth aitendants; b) local end regioncl specific radio
programming, with limited reinforcement through general promotionsl messages
on the twn nctional TV channels; ¢) improved heelth worker training in
offective communication skille; and d) effective IEC tools and visuel aids for

health workers and clinic steff.

The need for high guelity printed zateriels for illiterates results from the
extremely low rate of female literacy in Morocco. In self-assessmants offered
by the approximately 7,000 womsen in the DHS sample, epgroximetely 6T read with
no difficulty, anothar 4% with limited difficulty and fully 90% do not reed at
all. Guided presentation of simple print meterials by trainsd health workers
is therefore one of the few options available to the KOPH to commuaicate more
detuiled information on the use of specific family planning methods and NCH
instructions not readily conveyed through mass media channels. The DHS
ceports that 68% of women sampled routinely listen to local radio broadcasts
and 44% watch TV at least once per waek. The significant sudience coverage by
Moroccan radio and TV provide complementary options for FP and MCH pcomotion.
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The private sector will play a msjor role in the development of both IEC print
and sudio-visual materials planned under the Project. Private medis services
in Morocco have grown considerably in the past decede. MNorocco is the only
country in Africa with the exception of Gabon to have a privately owned and
operated radio station, and is the only country in Africa with a private
telovision station. This media hes resulted in an active private sector in
the field of product promotion as well <s market research. Over the past
several months, these agencies have been more active in marketing social
issues such ag immunization, water conservation, accident prevention and so
on. While the strengths of this sector are noted, it should also be asntioned
that some weaknesses remain. The organization of and selection of focus
gro;ps for example will benefit from technical assistance provided under the
roject.

The proposed emphasis on radio as opposed to IV reflects continuing religious
and cultural sensitivities which limit the content of messages which cen be
aired on Moroctan TV. Redio hes s lurger and more diversified audience, more
widespread than television. Produced regionally, radio favors
decentralization in production of messages and programe and can reach rural
audiences in several languages. In terms of cost per person reached, radio
spots and programs ere much less expensive than television, and even print
materisls. Also, for e relatively smell investment, the NMinistry cea produce
the bulk of unedited program content, with final editing and production
completed in existing commercisl of pubic facilities. Similerly, production
can be "portable” requiring little more then & good microphone arnd tape
recorder to collect and test local level content and receive instant feedback.

Unfortunately, both radio and IV are used less frequently by rural, illiterate
women, a key target group of KOPH programs. The key contact in chonsing to
use family planning in Morocco remains the feamily sad contact with the health
worker. Thus, essuring the availability of simple visual eids and promotion

meterials ot this level will continue as & top priority of MOPH IEC activities.

8. Incressed Private Secter Involvement .n the Financiag and Delivery of
Secvices

Social Karketing

The private pharmaceutical sector in Morocce is quits sophisticated end offers
s wide veriety of manufacturing end mecketing infrastructure which complements
the policy objectives of the MOPK. MNsjor multinational pharmaceuticel
menufsccurers are active through locel representatives and subsidieries. At
present there are 17 brands of oresl contraceptives, 2 IUD models, a
long-acting injectable contraceptive product, three msjor brends of coadoas, &
locally produced ORS product and sevecal imported locully mized weaning foods
on the macket. 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 public sector distribution in
rural srees. Current sales levels have been maintsined, however, in the
sbsence of effaective rosesrch, marketing aud promotionsl activities and in
spite of relatively expensive product salus prices.



- Al7 -

These products are sold through s well orgenized network of pharmaceutical
distribution and sales outlsts represented through the country. There are
over 1500 phermacies and medical sales outlets, and the MOPH has begun
discussions with local authorities and phermacy representatives on the
development of alternative ssles arrangements in under-served cural sreas. A
local pharmaceuticel ficrm has elready prepared plans, with USAID sssistance
and MOPH approval, for a subsidized condom ssles program and will begin sales
in September 1989. The project will supplement these efforts through the
design and implementation of social marketing sales program for oral
contraceptives, ORS, IUDs, and related child survivel supplies. The project
will also increase the number of sales outlete, and improve the efficieacy end
lower the costs of local FP and HCH product production.

While there are many poegsibd @ design variations for e potentiael oral
contraceptive (OC) sales program, the four basic alternatives presented below
were examined during an April 1989 CSM assessment visit under the AID/¥ SOMARC

II Project:

- Promotion of an existiig oral contraceptive brand by the local
importer or manufacturer.

- Promotion of & new, locslly-producted or imported social marketing
pill brand =i s low price.

- Promotion of several lo- .11y available oral contraceptive brands
from different manufacturers.

- Promotion of & USAID-donaZ-ed and potentially e locally- manufactured
oral contraceptive brand.

The ansessment report recommends the development of & CSM progrsm focusing on
the promotion of locally available oral coatraceptives as the most feasible
approach to providing several OCs to low-income consumers at en elfordable
price and to mexing the entire OC market more accessible to the project's

tacget populstion.

Several technical considerations figure prominantly in the assessment teea's
recommendation. The number one private sector oral contrsaceptive brand,
approximately 950,000 cycles in 1988, is & low-dose biphasic product. This
pill is the coame-~cial equivalent to Lo-Zsmensl, the low dose formulstion
around which the NOPH and AID world wide programs have standardized to reduce
side-effects and adverse health consequencss associated with orsl
contraceptive use.

fwo of the 3 pharmaceutical firms producing oral contraceptives in Morocco
currently manufactu.o low dose pille 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 locsl available orel conitraceptive
(OC) brands from different manufacturers provides several OCs to low-income
consumers at an affordable price, and since all or most of tha major firms
psrticipate, the entire OC merket becomes more accessible to the project's
terget population. Offering s range of high- quality procucts on s continuous
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basis clearly increases program impact on contraceptive usage and overall
prevalence. Existing promotionsl and distribucion schemes can be used, and
the project benefits from the experience, goodwill and brand imare already
established in the marketplace.

Given the relatively high number of oral contraceptive brands already in the
market, there is a strong technicel argument sgainst 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 commercisl retalil 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 sffects and discontinuation of use by women switching from
public to private supply sources.

Finally, introducing a new product and distribution or menufacturing partner
in the process, lacking experience in msnufacturing and marketing OCs means
that substantisl investments would have to be made in both arass. Licensing
agreements, manufecturing capability and quality control procedures would all
have to be put in place.

Expanded Insucance Coverage

For privats providers of health care to play an expanded role in the delivery
of health services, it is essential that an effective demand exist for their
services. This implies that consumers of health care must have the means of
paying for services being rendered. The most effective way of providing s
means to purchase services provided for a fee is through effective health
insurance program. Third-party insurance coverage is an important component
of the Moroccan health care warket, with approximately 13% of the population
covered by private health insurance and an additional 8 - 10% under government
"mutuelle” or compeny self-insurance plans. As & result, over 4 aillion
Moroccan employees and dependents benefit from some form of their party
reimbursement for their health care ezpenses.

Given the abundant supply of doctors arnd the magnitude of private funds spent
on health care, spproximstely 50% of reported expenditures in the sector, it
is somewhat ourprising that there is not more activity n the private health
insurance srena. In fact, the industry sppears to have stabilized, with
coversge rates romaining relatively constant during tie past several years.
Accordingly, the project will evaluate current constraints to insurance
expansion and assess prospects for health maintenance progrems and alternative
private health delivery systems. A detsiled feasibility study will be carcied
out to compile data on the means of and risks associated with expansion of
privete health insurance, under a varisty of options, %o a given population.

Beginning with the development of prelicinary criteria to identify new target
populations tnat can be enrolled in group plans, the Project will finence
studies of actuarial considerscions, premaium levels, copsyments, utilization
and provider errangements, etc. to snsble development of financisl projects
which could be presented to potential investors. Since & feasibility study
for expansion of health insurence includes many of the elements of a

‘M
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feasibility study for a health msintenance organization or other prepared
health delivery plan, the study will assess feasibility of both expansion of
current private insurance programs at well as the development of an HNO.
Essentislly a "dual track" aspprosch is being proposed, permitting AID to
follow either or both, as opportunities present themselves.

A ey technical issue which will be addressed during e¢zecution of the planned
"feasibility study is the development of recommended procedures to monitor and
control the health care provided under proposed insurance options, with
respect to cast, utilization, and quality. Cost and utilization can be
somawhat controlled under the HNO model by involving the doctors in the
financisl risks and benefits of the HMO. It is critical, howaver, that
independent medical review of the quality of care is also provided in the
system, especially given the relative sbsence 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 Cirst “dollar* health insurance coverage situation such as that found in
Morocco, the consumer of health care is less constrained by price and \~zads to
over consume health services at the tims of illness.

Therefore, the project, in conjunction with the planned assessaent of
constraints to the expansion of private health insurance, will finance
technical assistance and local costs to devalop procedures ¢nabling more
effective monitoring of the quality and appropriatensss of health care
provided under the verious insurance plans in Moro«co.

The sbove reflect the rationale and technical soundness underlying the
interventions planned to increase the effectiveness of family planning and
mother child heslth services and the GOM's AIDS prevention prograa.

~
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ATTACHMMENT No. 2

Family Planning g)
- Patient history;

- Vamily planning promotion;

- Contraceptive supply;

- Referrals for IUD and VSC;

- Health Education;

Pregnancy Surveillance h)
- Patient history;

- Urinc analynis;

TB testing (bacilloscopy);

Referral for symptons of birth
difficulty;

Blood pressure testing;

Hemoglobin testing;

Anti-tetanus vaccination.

Netional Immunization Progrem i)
- Vaccination follow-up;
for infants and children
- Children immunization veccination;
- Health education.

Diarrhea Control })
- Screening:;

- Treatnent of common cases;

- Referral of serious cases;

- Health education.

Nutcition promotion

- Wighing;

Screening;

Nntrition education;

Refarrel of gserious cases;

Provision or referral for Actamine S.

Control of infectious diseases
Screening by:

TB testing (bacilloscopy);
Urine analysis (bilharziosis);
Malarie testing;

Adainistration of treatment
Follow-up of cases;
Worm and microbe surveillance;

School and environmental hygiene

- BCG vaccination;

- Vision testing;

- Provision of ophtalmnic ointment;

- Screening and gurveillance of
endemic and eplidemic disease;

- Survelillance of Souks;

- Disinfection and surveillance
of water spots;

-~ Care and treataent of minor
wounds and lesions, etc.

Care
-Taking of temperature.

Health promotion

- Health mapping;

- Administrative information;
- Public relations;

Supervision and training
- Community agents;
- Teaditional midwives.

Ireatment of moderate cases with Actemine §;
Survaillance of moderate cases by weighing;

Provision of Vitemine D2 for control of rachitism;

Referral of suspect cases for treatment;

Epidemiological survey of detected cases.

/7



ANNKX B
BCONONIC AMALTSIS

%



ANNEX B
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 demonstrater that
investments in family planning in Morocco represent very high rates of return
and compare very favorably with alternative public sector investments.
Concerning the mix of project interventions, the use of rural dispensaries,
health centers and VDMS in conjunction with mobile teams &ppears to ninimize
costs per rural benerficiary. Therefore, the revised GM outreach strategy
based on mobile units is ecomomically sound as discussed kelow.

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 developuent of
the Moroccan Human Resources Planning Model which was used to project benefits
and costs for alternate population projections. (See Appendix to this

Annex). The model calculated oniy the benefits to the government through
reduced government expenditures on primary educa:ion and health made possible
by slower population growth. It did not calculate private benefits or costs.
The costs to the government are the funds erpended in the health budget for
family planning programs.

The results of their model are dramatic. There is a payback period of only
two years, Benefits from reduced heast) 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
pro‘ection period. This analyeis shows that there is a high return to
investwment in family planning in Morocco. The benefits are high, reaching 264
oillion Dirhams per year by the tenth year, and they persist into the future.
Cunulative benefits net of cumulative costs amount to over 2 billion Dirhams
in twenty yeare.

The family planning costs per user to obtain the desired fertility reductions
are vstimated for each commodity (pill, condoam, IUD, sterilization) to reach
the necessary contraceptive prevalence level, These costs include the
wholesale price of the vommodity and its distribution costs. The estimated
full costs are approximatciy the same as typical private sector pharmacy
prices. The benefit-cost ratio exceeds one after only five years if these
cost estimates are doubled. Knowles further states, "Even if family planning
cost per user were ten times higher (1.e., higher by an order of magoitude),
the benefit-cost ratio would exceed one by the year 2004."
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The inescapable conclusion of this analysis is that an effective family
planning program has a rate of return vhich 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 a level which permits improved coverage of rural
populations currently in the program 2ad an extension of coverage to all but
fifteen percent of the rural population in 42 provinces. We estimate that
coverage will increase from about five million rural people currently to 85X
of the total rural population of 14.1 million in 1992. Benefits will thus
accrue to twelve million rural iphabitants.

With respect to contraceptive prevalence, rates should quickly rise to no less
than current acceptance rates of about 28.51 (modern methods only) among rural
populations now reached by the program. With a modest improvement in urban
coverage from non-VDMS sources, overall prevalence rates should rise to 43%
(modern methods only) nationally as coumpared to 30% in 1988. Based on
experience in other countries, this should result in a reduction in total
fert!1‘ty from about 4.4 to 4.8 currently to the 3-3.5 range as couples
achieve Jecired family size more often than is now possible.

As stated at.ve, izcreasing program coverage of rural populations from the 502
to 703 now typically covered in VDMS provinces to 85X coverage of rural
populations in all provinces, ghould raise contraceptive prevalence rates in
rural aress from 201 (modern wethods only) to 27%. However, if contraceptive
prevalence rates in the oldeet VDMS provinces can be achieved nationally, the
overall rate can he raised to 43% in rural aress and 451 nationally vith
virtually no change in current urban contraceptive prevalence.

The reduction in fertility from such changes in prevalence rates is not a
siople relationship, but countries with similar prevalence rates enjoy total
fertility rates of 3.2 to 3.3 as compared with 4,4 to 4.8 in Morocco today.
This translates into at least a 25% decline in fertility, thus reducing the
crude birth rate to only 25 or 26 per thousand (from 34 per thousand
currently). With a continuing 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 number of births averted would equal as many as
225,000 to 250,000 annually as & result of the family planning maternal child
health outreach progrem. This is a considerable decliue in fertility with
paior implications for population distributionm and requirements for public
infrastructure, especially in primary education and maternal child health
care, as discussed in Rnowles and Benrida.

The cost of achizving this fertility reductioa and supporting improvements in
maternal and child health is a recurrent budget estimsted to increase
gradually from $13.2 million to $17.5 million annually by 1995 with modest
{nvestments in facilities and equipment during the project estimated at only
$1.5 nillion.
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3. Evidence of Pertility Reduction

A pote of caution which should be introduced in the analysis in Sections 1 and
2 sbove 1s the question of cost-effectiveness of the family plananing 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 prograa are in fact leading to reduced fertility. In other words, if
the program does not result in & change in Che fertility behavior of the
“users,” then the program is not worth financing no matter vaat it costs. Ono
the other hand, to the extent that the progras is asuccessful in reducing
fertility, then it should be supported up to the point at which 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 is higher in VDMS provinces as presented
in the technical analysis section. There has been no attempt to control for
the effect of greater economic well-being with the excepti.a of urban vs.
rural residence and the level of education. Other variables could also
explain higher contraceptive prevalence indepcndently of the VDMS prograaz.
However, the rav data suggest that the program has been very effective 1in
raising contraceptive prevalence rates.

Additional operations research in the field on the different methods used to
distribute contraceptives and educate or inform ugers will be undertaken to
confirm that the program contributes to reductions in fertility. Secondly,
the project will generate better fertility data by province to estimate the
ultimate impact of changing socio-ecomomic conditions and the fasily planning
prograa.

4, Extent of Coverage

Assuming that increasing contraceptive prevalence reduces fertility, we would
1deally wish to compare the cost of reaching the most isolated populations
with the benefit derived from fertility reductions in tiat 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
groups are being reached quite ecorcomically through mobile teams at regular
contact points. (A discussicn of cost-effectiveness igsues is provided
below.). Thus, the case for near universal coverage, whether through public
outreach or commercial programs, is compelling.

199



-,‘-'

S, Benefits and Costs of Maternal Child Health Care

The provision of additional maternal 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 ju terms of reduced fertility due to
improved health conditions which make couples more secure in having fewer
children than under poor health conditions. These effects add to the
increased child survival which results from reduced fertility because there
are fewer high risk births.

The integrated FP/MCH strategy of the GOM is well established and continues to
evolve approaches and delivery mechanisus. 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 18 added to the cost of providing family planning services for this
project. Benefits from fertility reduction alone are sufficient to carry the
added cost of such health care provided at the same time as the family

planning services.

6. Program Mix - Coat-Effectiveness of Alternative Approaches to the

Provision of Family Planning and Maternal Child Health Care

The issue of the most cost-effective program mix is complex and merits careful
study in itself during {mplementation of this project. Preliminary data froam
a Futures Group study of costs for providing the fapily planning portion of
this program show the following average costsa per user for different
approaches.

Annual Cost per User Estimates, 1987
Family Planning

Fixed Facilities (ambulatory only)

Avg. Cost/User # Users
Dispensaries -~ urbsn $ 7.53 142,713
- rural $25.18 110,576
Health Centers - urban $11.29 42,487
- rural $30.82 23,967
Reference Centers $34.71 16,047
Itinérants (VDMS)
VDMS - urban $35.18 51,203
- rural $27.65 111,120
Mobile Teans $11.29 38,129
Cost per user, all public ambulatory $20.35
gervices
Total Users 536,242
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These data indicate (1) that rural services are more expensive than urban
services in general due to the lower densities of rural populeticas, and (2)
that mobile teams appear to be a highly cost-effective method of serving rural
populations when compared to either fixed facilities or VDMS, The apparent
anomaly of VDMS costing more in urban areas than in rural areas is explained
by the relatively small number and dispersion of VDMS ugers in urban areas,
with many urbanites relying on other sources of supply, cor simply being away
from home at work and thua difficult to serve through & hoae visit program.
This raised the cost of conducting VDMS to higher-than-expected levels in
urban areas, Operational problems, availability of other sources of supply
and lack of cost~effectiveness resulted in a Ministry decision to stop VDMS
services 'n urbao ¢ 'eas.

The conciusion which the MOPH has already rcached is that its strategies
should rely as wuch as possible on mobile teams to reach rural populations.
This implies a larger radius of coverage for rural fixed facilities, with
personnel dividing their time between providing service at the dispensary and
going out to contact points at regular pre-announced times to serve
populations distant from the centers.

Cost-Effectiveness of GOM Strategy

These preliminary data on costs per user for family planning only show that
the MOPH's new coverage strategy relying more haavily on mobile teams should
be less costly (and thus permit greater coverage for the same budget amount)
than reliance on the use of home visits by a single worker. These new
strategies will algo reduce the per user cost in rural areas to the level
obtained in urban health cen’rnrs, although perheps not as low as the costs in
urban dispensaries. HNote th't the contact point is less costly because the
transportation cost of the hcme visitor 1s 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 homess. Also,
infrastructure costs appear to be lower than :hose borne io 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
congiderably less than it would have been thvough a simple expansion of the
home visit program or fixed facilities.

Under its newly defined atrategy for covering the rural target population in
42 provincee, 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 frowm the
Rural Health Centers.

Attenpting to cover the target rural population in 42 provinces with a sizple

expansion of the current delivery mix in rural areas would cost 210 DFi/user
($24,71/user) or 147,218,000 DR (417,320,000/year) vs. 55,716,200 DH or
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$6,864,000 now. Changing the mix to rely more heavily on the lower average
cost mobile teams reduces the average cost per user considerably, thus
allowing coverage to shift.

By shifting to greater reliance on mobile teams, total cost will rise to no
more than 130,000,000 DH or $15.3 million, an estimated savings of over $2.0
million/yr. compared to the previous coverage strategy applied to the entire
rural population. (See Table "New MOPH Rural Strategy Impact” for cost
comparisions.) We believe this to be a conservative estimate of potential
savings due to increasing efficiency in use of fixed facilities peraonnel 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 rural 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, 57.8% of the rural population is
now more than 3 kilometers from & dispensary or rural health center.

If the GOM wanted to provide coverage for all but 102 of the rural population,
and assuming sufficient clustering of the population to place fixed facilities
within reasonable range, the number of dispensaries and rural health centers
would have to be more than doubled. Given the disperaion of the rural
population not now served by fixed facilities, it is likely that a coversge
strategy through fixed facilities would require a tripling or quadrupling of
dispensaries.

Recognizing the cost of a conventional strategy as vell as the cost of the
home visit program, the GOM bas evolved s strategy of mobile teams 3erving
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, howme visits in a limited range of 3 to
S kilometers, from fixed facilities (varying by locality and terrain), and
strengthening of the referral systeam to provide a higher level of care than
the outreach program can make available at contact points.

Further refinement of this coverage strategy is called for. For example,
reliance on s home visit program could be reduced in favor of additionmal
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 refine 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 wodes of FP/MCH

delivery in rural areas.
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Rural
Dispensaries

Rural Health
Canters

- Rural

v.D.n.S.

_ Mobile Teams

Current
Program 1987
estimated

Pop. Served
Ry

1,835,290
' 848,000 .

1,646,710

685,000 -

5,015,000

NEW MOPH RURAL STRATEGY IMPACT

Simple
Program New Annual Cost
Expansion Strategy (000's of dirhams)
Users Pop. served Users Pop. served Users Col.(1) Col. (2)
(1) (2) 3)
110,576 3,334,700 225,030 3,391,500 228,860 23,663 48,156
23,967 1,540,800 103,970 1,484,000 100,140 6.279 27,241
111,120 3,871,250 261,230 2,020,900 136,370 26,113 61,309
38,129 1,610,350 108,670 _3,460,700 233,530 3,660 10,432
20‘3’;’792 10,357,100 696,900 10,357,100 698,900 59,715 147,218

Col (3)

;4..976

26,237 |

32,047

22,4319

129,679




projections. The projected differences in public costs betwean
the two sets of projections were assumed to represant thas
potential benefits accruing to the public treasury from adhering
to :ho more rapid fertvility decline scenario (i.e., the Medium
variant):

3) Public sector family planning costs vere projected for
each of the two fertility decline scenarics. The increase in
fanily planning costs associated with the more rapid of the two
fertility decline scenerios (i.e., the Medium variant) was
assumed to represent the cost side of the benefit-cost analysis.

4) The annual streams of public sector benefits and costs
were discounted and cumulated and both benefit-cost ratios and
the internal rate of return were computed for each year of the
projection (msee Table 1).

A fuller discussion of the methodology employed and the
assumptions made i? provided in a technical appendix.

Reaults

The results of the analysis are indeed dramatic. The main
points are as follovs:

1) Cunmulative benefits cxceed cos*s after only two years
(i.e., the payback period is two years). Benefits in the form
of reduced health costs (e.g., maternal/child health) are
experienced almost immediately from a decline in fertility, while
benefits in the form of reduced primary education costs begin to
be felt after seven yoars (i.e., by 1994).

2) The benefit-cost ratio is greater than one after only two
years (i.e., beginning in 1939), rising to thirteen after
twenty years (2007). Even a doubling of the estimated family
pPlanning costs per user does not significantly alter the
qualitative conclusions reached by the analysis (the benefit-cost
ratio would still be above one by 1992). Even if family planning
Cost per user were ten times higher (i.e., higher Dy an order of
magnitude), the benefit-cost ratio would exceed one by the year
2004.

3) The internal rate of return is 175 percent for the
tventy-year projection period and is 163 percent after only &
years (the internal rate of return so high because of the rapid
payback period).

4) After ten years (1997), the projected annual benefits
exceed costs by 264 million Dirham. At the end of twenty years,
the projected annual savings rise to more than 1.3 billion
Dirham. These projected annual savings are equal to 14.3 (12.4)
percent of the projected total public education and health sector
costs under the Mediua (High) variant population projections in
2007;
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5) By the end of the twenty-year projection period (2007),
the cumulative benefits of lower fertility exceed the cumulative
costs by over 10 billion Dirham (even disc: :nted cumulative
g;n;tit- exceed discounted cumulative costs by over 2 billion

rhanm).

€) The results in Table 1 are conservative for several
reasons, among which:

- benefits are limited to only two sectores, primary
education and health; the results would be even stronger if other
sectors--such as secondary education, water and sanitation and
housing~-~-were included; :

= the benefit-cost ratios and internal rates of return
include only benefits experienced up to and including the year
for vhich these measures are calculated (i.e., the analysis
neglects the benefits from fertility reduction in yeare 1-20
which would be felt in years 21 and later); the results would be
even stronger if future benefits were included as well (although
the effect would be minimal, due to discounting, for a projection
period as long as twenty years); and

- the cost of training the necessary additional teachers and
health personnel necessary to serve a larger population is not
included in the analysis: according to Tables 3 and 4, 22,065
Bore teachers and 425 more doctors are required by the year 2007
wvith the High variant as coapared to the Medium variant
population projection.

conclugions

The analysis clearly indicates how important it is for the
Government of Morocco to adhers 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-tera planning).
According to the projections in Table 6, this implies that

the prevalence of modern contraceptive methods will have to
increase from 29 to 38 percent by 1994 (an increase of 31 percent
in only savan years) and that this rise in prevalonce will entail
‘increases in public sector family planning costs from
approximately 74 million Dirham in 1987 to 105 million Dirham by
1994 (an increase of 42 percent).



Appendix: Technical Notes

Ropulation Projections

The population projections presented i. Tuble 2 vers votainea
using a cohort-component population projection program developed
initially by tbe Resecarch Trianqjle Inatitute (Wolowyna, 1988) and
adapted for inclusion in the Moroccan Human Resources Planning
Model. Thare are slight differences betvean theo projections in
Table 2 and those produced by CERED due to the use of different
Computer programs. In both caeass, the actual projections were
made using five-year age groups (i.e., ages 0-4, 5-9, 10-14,...)
at five-ysar time intervals (1927, 1592, 1997,...). The
resulting 5-year projections (those praizented in Table 2) were
interpolated using Beers coefficients to obtain single year of
aga distributions (ages 0,1,2,3,4,%,5,7,...) at five year
irtervals (i.e., 1982, 1987, 1992, ...) and then wers linaarly
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 balow.

Education

The education sector projections werec made using the EDUC model
(Knowles and Benrida, 198¢), which is also part of the Human
Rescurces Planning Modal. EDUC’s methodology is similar to that
daveloped by UNESCO several years ago, i.e., a grade transition
model is erployed, which moves children through the school system
according to initial enroluent 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 detalled projections of both recurrent and capital costs,
with recent paranuter values drawn from unpublished World
Bank/Ministry of Edurution projections and from Banrida (1985).
The projactions in Tad"e 3 are based on the assunption that the
initial enrolment rate (i.e., the ratio of enrolment in grade one
to children age 7; viaws from 0.80 in 1987 to 1.00 in 2007 (1.s.,
increases by 0.01 euch year), so that primary school enrolment is
assumed to be virtually universal by the end of the projection
period. 1If the initial enrolment rate vwere held constant, the
benefit-cost ratios would be somewhat lower (hovever, this would
be contrary to GOM policy and to racent trends: from 1972~73 to
1982-83, the initial enrolment rate increased from 453 to 75%).

Health

The health gector xodsl is drawn directly from the Human
Resources Planning Model and is fairly simple in structure.
Essentially, it applies exogenous service ratios (e.9.,
population per physician) to projections of the total population
to project the number of public sector physiciang, hospital beds,
health centers and dispensaries. The service ratios are assused
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. 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 follows: '

Service Ratio 1987 Noram (200%)
Population per Physician 7487 4000
Population paor 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 sector 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 + 0.9185+CENTERS + 0.<868%DISPENS
(4.12) (2.94)

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

N=17 R%=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, vith the parzmeters 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

Family Planning

Family planning costs are projected with the family planning
submodel of the Human Resources Planning Model. This model is
esgentially the age-specific version of the Target model
(Bongaarts and Stover, 1986) and is used to projec: levels of
contraceptive pravalence and numberes of contraceptive users
consistent vith a particular pattern of fertility decline. The
1987 DHS survaey (i.e., Hinistere de la Sante Publique, Rapport
Preliminaire, 1980) is the source of most of thu data used in
this model. The family planning model aleo yleids projecticns of
the numbers of contraceptive users by method: pisl, IUD,
sterilization, and other mwodern methods (e.g., condoms).
Contraceptive supply requirements from the public sector are
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projected by multiplying the total number of users of each method
by a fixed proportion who receive thei- supplies from a public
sector source (or from a publicly subsicized private sector
source, such as AMPF), and by assuming, in the case of public
sector pill users, that i) cycles per year are required per user
and, in the case of public sector condca users, that 100 condoms
pPer year are required per user. The number of IUD’'s reguired
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 nunder
of sterilizetions 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
vho pass into the non-fertile age group (ages 50+) exch year due
to aging.

Public sector family planning costs are cbtained by multiplying
the number of public sector commodities requirsd (pills,
condoms), public sector IUD insertions and sterilizations
performed by the full cost of each comnodity 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
besn examined in some detail (EXPERDATA, 1988), trere used to
calculate full cost to vholesale price ratios for pills, condoms
and iud’s. The resulting full cost estimates, along with typical
private sector commodity prices are as follows:

Commodity Wholesale Estimated Private Sector
Price Full Cost Price (Pharmacies)

Pill 1.10 Dh. " 8.42 Dh. 7.90 -~ 16.60 Dh.

Condon 0.44 3.37 bh. 3.50 Ch.

IUD 7.53 $7.62 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 parformed. These full ccst estimatas are believed
to be conservative (with the poaosible excaption of the assumed
sterilization cost) becauss they are based on the actual cost
experiaence of what is often considered to be a relatively
expensive distribution network (VDMS).

Benefit/Cont Calculations

A benefit-cost ratio is calculated for each Year, as the ratioc of
cumulative discounted benefits to cumuletive discounted coats, up
to and including the year for which the ratio is calculated
(i.e., the strear 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 parcent discount rate is used.
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http:costs--8.42

In addition, the internal rate of return is calculated for each
year of the projection period, utilizing the stream of all
benefits and costs experienced up to an including the yoar 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 cunulative
discounted benefit streanm exactly equal to the cumulative

discounted cost stream.
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- Table 1:

BENEFITS
COSTS
CUMBNFIT
CUMCOSTS
DISBNFIT
DISCOSTS
BCRATIO
IRR

PERIOD/

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

* Paxily planning costs have been
time, compared to the costs
ROre realistic time profile
to observed fertility declines.

** (see note on following page)

Benefit Cost Calculations

Current Benefits

Current Coats

Cumulative Discounted Benefits
Cumulative Discounted Costs
Discounted Benefits
Discounted Costs

Benefit-Cost Ratio

Internal Rate of Return

BENEFITS

(Dirham/1046)

1549.663
1767.135

COSTS#

(Dirham/10~6)

1.760

CUMBNFIT
(Dirham/1046)

6130.789
7483.518
9033.178

10800.313

CUNCOSTS
(Dirhan/1046)

607.565

shifted nine months forward in
reported in Table 6§, to provide a
of fanily planning costs in relation
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‘Table 1 (continued)

PERIOD/ DISBNFIT DISCOSTS BCRATIO®® IRR#®
(Dirham/10~6) (Dirham/10~6) s S

1987 0.000 1.760 0.000 -
1988 3.839 $.370 0.718 -—
1989 12.400 10.525 1.178 0.604
1990 26.016 17.017 1.529 1.249
1991 44.846 24.648 1.819 1.514
1992 68.916 33.237 2.073 1.627
1993 99.283 42.616 2.330 1.680
1994 148.509 $2.634 2.822 1.715
1995 218.486 63.1%9 3.459 1.738
1996 310.403 74.071 4.191 1.745
1997 423,268 85.263 4.964 1.750
1998 558.445 96.639 5.779 1.752
1999 713.028 108.116 6.595 1.753
2000 885.803 119.624 7.408 1.753
2001 1075.368 131.100 8.203 1.754
2002 1279.984 142.489 8.983 1.7%4
2003 1499.318 153.742 9.752 1.754
2004 1731.354 164.612 10.505 1.754
2005 1974.653 175.688 11.241 1.754
2006 2228.036 186.239 11.963 1.754
2007 2490.709 188.685 13.200 1.754

*+ The benefit-cost ratio and the internal rate of return in a
given year is calculated for all benefits and costs incurred up
to and including that year. The internal rate of return is
defined only for years in which cumulative benefits exceed
cumulative costs.
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Table 2: Populatién 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/ POPSS (/10~3)

BY SEX Fenzale 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 $53.000 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
60-64 198.000 215.0600 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/ POPS5 (High) (/10~3)

BY SEX Fenale Hale Total
0-4 1816.000 1885.00 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
a5-29 986.000 980.000 1966.000
30-24 758.000 772.000 1530.000
35=~39 571.000 553,007 1124.000
40-44 437.000 386.000 823.¢00
45-49 473.000 384.000 857.000
30~54 352.000 336.000 688.000
55-5%9 355.000 315.000 670.000
60-64 198.000 215.000 413.000
65-69 220.000 209.000 429.900
70-74 83.000 104.000 187.000

75 + 158.000 158.000 316.000
Total 11681.000 11689.000 23370.000
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‘Table 2 (continued)

REGION : Total

AGES/
BY SEX

0=4

8=9
10-14
15-19
20-24
25-29
30=34
35=39
40-44
45-49
50-54
55-589
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
4Z=49
$50-54
55=-59
60-64
65-69
70-74
7% +
Total

PERIO

Fenmale

1959.04S
1790.469
1478.33)
1415.102
1231.437
1106.943
972.623
745.811
559.725
425.821
456.236
334.192
328.329
175.081
180.013
135.941
13295.070

2050.284
1790.469
1478.33)
1415.102
1231.437
1106.943
972.623
745.811
859.72%
425.821
456.236
334.192
328.329
175.0851
180.013
135.941
13386.208

Dt 1992
POP®5 (/1043)

Male Total
2027.983% 3987.035
1853.25%9 3643.728
1514.428 2992.760
1463.741 2878.843
1293.132 4524.569
1067.286 2174.230

964.743 1937.366
757.78%1 150%.562
$39.773 1099.498
373.180 799.001
365.540 821.776
312.190 646.2382
281.883 610.212
181.640 356.692
161.343 341.356
141.029 276.970
13298.908 26593.977
POPSS (Migh) (/1043)

Male Total
2122.336 4172.520
1853.259 3643.728
1514.428 2992.760
1463.741 2878.84°
1293.132 2524.%69
1067.286 2174.230

964.743 1937.366
787.751 1503.562
839.773 1099.498
373.180 799.003
365.540 821.776
312.190 646.382
281.88) 610..12
181.640 356.692
161.343 341.356
141.029 276.970
13393.254 28779.463



‘;rhp;. 2 (continued)

REGION : Total PERIOD : 1997

AGES/ POPSS (/1043)

BY SEX Fenmale Male Total
0~-4 2040.437 2114.303 4154.740
5=9 1936.389 1999.232 3935.621

10~14 1781.608 1841.928 3623.836
15-19 1470.393 1504.08%6 2974.450
20-24 1403.592 1417.657 2851.25%0
25-29 1218.786 13 '6.212 2494.999
30-34 1093.639 1052.384 2146.024
35-39 958.649 948.733 1907.382
40-44 732.451 741.289 1473.740
45-49 $46.469 523.201 1069.671
50-54 411.647 356.3158 767.962
55-59 434.35%9 340.840 775.199
60-64 310.229 280.562 $90.790
65-69 291.708 239.4230 531.134
70-74 144.138 141.159 285,297
7% + 196.55%0 173.189 369.739
Total 14971.042 14980.492 29951.534

AGES5/ POPS5 (High) (/1043)

BY SBX Feamale Male Total
0-4 2285.246 2367.974 4653.219
5=9 2026.473 2092.241 4118.714

10-14 1781.608 1841.928 3623.836
15-19 1470.393 1504.056 2974.45%0
20-24 1403.592 1447.65%7 2851.2%0
25-29 1218.786 1276.212 2494.999
30=-34 1093.639 1052.384 2146.024
35=39 958.649 948.733 1907.382
40-44 732.451 741.289 1473.740
45-49 546.469 $23.201 1069.671
50=-54 411.647 356.3158 767.962
55-59 434.35%9 340.840 775.199
60-64 310.229 280.562 590.790
65-69 291.703 239.430 532.134
70=-74 144.138 141.15%9 285,297
7% + 196.55%0 173.18% 369.739
Total 15305.936 15327.171 30633.106



' Table 2 (continued)

REGION : Total

PERIOD : 2002

AGES/ POPSS (/10+3)

BY SEX Fenale Male Total
0=-4¢ 2057.318 2133.7%4 4191.069
5=-9 2021.711 2089.700 4111.410

10-14 1928.458 1988.597 3917.082
15-19 1773.586 1830.721 3604.277
20-24 1460.097 1489.1929 2949.286
25-29 1391.083 1430.722 2821.778
30-34 1205.968 1260.384 2466.1352
35=39 1079.750 1036.825 2116.378
40-44 943.1%2 930.151 1873.343
45=49 716.471 720.353 1436.824
50~54 529.440 501.039 1030.480
55-%9 392.984 333.397 726.380
60-64 404.688 307.600 712.288
65-69 276.967 239.577 516.544¢
70-74 241.696 187.2%8 428.994

78 + 201.684 175.869 377.85%3
Total 1662%5.027 16655.175 33280.202

AGES/ POPSS (High) (/10+3)

BY SEX Female Male Total
0=-4 2492.717 2585.33) 5078.050
5=-9 2264.272 2340.4319 4604.69)

10-14 2018.171 4081.111 4099.282
15-19 1773.58%6 1830.721 3604.277
20-24 1460.097 1489.189 2949.286
25-29 1391.08%)3 1430.722 2821.775%
30-34 1205.968 1260.384 2466.35%2
35-39 1079.75%0 1036.825 2116.57%
40-44 943.192 930.151 1873.343
45-49 716.471 720.35%) 1436.824
50-54 529.440 501.039 1030.480
55-59 392.984 333.397 726.380
60-64 404.688 307.600 712.288
65-69 276.967 239.377 516.544
70-74 241.696 187.298 428.99%4

75 + 201.684 175.869 377.5%82
Total 17392.706 17449.987 34842.692



:.Tgb;b,évxcontinhid)

REGION : Total PERIOD : 2007

AGES/ POP55 (/10~3)

BY SEX Fenmale Male Total
0~4 2017.475 2094.916 4112.392
5=9 2042.55%6 2113,639% 4156.194

10-14 2014.944 2080.11% 4095,.0%9
15-19 1921.275% 1977.937 3899.212
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 1192.724 1243.908 2436.619
40-44 1064.288 1018.603 2082.891
45-49 924.397 906.045 1830.442
50-54 695.697 691.807 1387.5%03
55-59 506.85%8 470.428% 977.283
60~64 367.518 302.182 669.696
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

AGES/ POP5S5 (High) (/10~3)

BY SEX Female Mala Total
0-4 2691.845 2795.172 5487.016
5=9 2474.834 2560.961 5035.794

10-14 2256.693 2329.684 4586.377
15-19 2010.657 2069.955 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 1242.908 2436.619
40-44 1064.288 1018.603 2082.891
45-49 924.397 906.0458 1830.442
50~-54 695.697 691.807 13)87.5%03
55-59 506.858 470.428 977.283
60-64 367.518 302.182 669.696
65-69 363.123 264,122 627.245
70-74 231.003 188.727 419.730

75 + 377.769% 210.436 488.205
Total 19648.244 19755.560 39403.803



: 2@51933: Primary Education Projections for Two Population Scenarios

TOTENROL : Total enrolaent (all grades)

TOTTEACH : Total number of teachers

CLASSES : Number of Classeas

ROOMS ¢ Number of Classrooms

NEWROOMS : New Classrooms Required

CURRENT : Total Recurrent Costs

CAPITAL : Total Capital Costs

TOTCOST : Total Cost (Recurrent + Capital)

PERIOD/ TOTENROL TOTENROL (High) TOTTEACH

(/1043) (/10~3)

1987 2855.198 2855.198 78763
1988 2957.196 2957.196 81578
1989 3068.746 J068.746 84655
1990 3195.639 3195.629 88156
1991 33412.279 3342.279 92173
1992 3503.029 3503.029 96635
1993 3674.517 3674.817 101366
1994 3847 317 3850.002 106133
1995 4007.2485 4024.567 110845
1996 4155,.352 4195.795 114630
1997 4291.952 4364.096 118399
1998 4420.432 4532.218 123942
1999 4542.161 4701.878% 125301
2000 4657.689% 4872.777 128488
2001 4766.677 5045.425 1314985
2002 4868.712 5218.710 134309
2033 4965.828 5393.897 136988
2004 5057.186 5569.643 139509
2008 $142.301 $744.967 141857
2006 $221.198 $919.616 144032
2007 5294.046 6093.919 146043

\2Y



‘fripid73 (continued)

PERIOD/ TOTTEACH(High) CLASSES CLASSES (High) ROOMS
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
1992 96635 847137 84737 63464
1993 101366 88885 88885 66571
1994 106207 93065 93130 $9701
1995 111023 96934 97353 72599
1996 115746 100517 101495 75282
1997 120389 103821 105566 77757
1998 125027 106929 109£353 80084
1999 129699 109873 . 113729 82290
2000 134421 112668 117871 84383
2001 139184 115304 122047 86357
2002 143964 117772 126239 88206
2003 148797 120122 130476 89365
2004 153645 122332 134728 91620
2005 158482 124390 138969 93162
2006 163300 126299 143193 94592
2007 168108 128061 147410 95912

PFRIOD/ ROOMS (High) NEWROCMS NEWROOHS (High) CURREN

(dirham/10~¢
1987 81727 1871 1871 2027.98
1988 53575 2107 2107 2118.04
1989 55596 2289 2289 2216.17
1990 57895 as57? 2577 2326.74
1991 60534 2928 2928 2452.58
1992 63464 3233 3233 2592.18
1993 66571 3424 3424 2741.22
1994 69750 338 asi2 2893.74
1995 72913 3246 3511 3039.11
1996 76015 3046 3467 3177.85
1997 79064 2851 3429 3310.00
1998 82110 2716 3441 3437.91
1999 85178 2606 3479 . 3562.49
2000 88279 2504 3528 3684.05
2001 91407 2396 3569 3802.23
2002 94547 2280 3596 3916.59
2003 97721 2200 3647 4028.64
2004 100908 2105 3673 41327.62
2005 104081 2000 36 4243.04
2006 1072483 1895 3685 4344.83
2007 110403 1793 3694 4443.01

X

137



’if§£1§ 3i(cdﬁt1nuod)

PERIOD/

1987
1988
1989
1990
1991
1992
1993
1994
1995
1996
1997
1998
1999
2000
2001
2002
2003
2004
2008
2006
2007

PERION/

1987
1988
1989
1990
1991

CURRENT (High)
(dirham/10~6)

2027.981
2118.049
2216.170
c326.746
2452.584
2592.182
2741.223
2895.678
3051.973
3208.276
3364.841
3523.719
3686.023
3852.286
4022.270
4195.402
4372.738
4553.277
4736.275
4921.550
5109.392

TOTCOST

(Dirhan/10~6)

2362.478
2494 .694
2625.411
2787.493
2976.112
3170.254
3353.462
3498.357
3619.842
3723.452
3819.793
3923.619
4028.409
4131.851
4230.719
4324.328
4422.084
4513.984
4600.671
46813.694
4763.3%0

CAPITAL CAPITAL(High)
(dirhan/1046) (dirham/10~6)
334.497 334.497
376.645 376.648
409,241 409.241
460.747 460.747
523.528 523.528
578.0673 573.073
612,239 612.239
604.611 627.962
580.422 627.825
544.601 619.840
509.788 613.136
485.701 615.280
465.91) 622.003
447.794 630.722
428.482 638.181
407.727 643.039
393.443 652.008
376.364 €56.655
337.623 638.138
338,858 858.790
320.540 860.494
TOTCOST (High)
(Dirhan/10%6)
2362.478
2494.694
2625.411
2787.49)
2976.112
3170.254
3353.462
3523.840
36792.798
3828.116
3977.977
4138.%99
4308.026
4483,008
4660.451
4838.441
5024.745
5209.93)
5394.410
$580.340
5769.886

YA



Table 4: Projected health sector costs for two fertility scenarios

DOCS ¢ Numbar of public doctors (projected)

BEDS : Number of hospital beds (projected)

CENTERS : Number of health centers (projected;

DISPENS : Number of dispensaries (projected)

CURRENT : Recurrent health costs (projected)

CAPITAL : Health capital costs (projected)

TOTCOST : Total Health Expenditures (Current+Cap.)

PERIOD/ DOCS DOCS (High) BEDS
1987 1643.4%92 1643.492 31347.493
1588 1731.366 1732.256 33023.440
1989 1828.185 1830.981 34868.3235
1990 1929.004 1934.831 36790.741
1991 2034.171 2043,951 33792.680
1892 2142.323 2157.266 40852.707
1993 2261,214 2282.941 43117.079
1994 2388.61% 2418.658 45543.324
1995 2525.354 2565.471 4815C. 692
1996 2673.358 2724.752 50964.655
1997 2833.906 2898.394 54020.803
1998 2999.505 3081.027 57172.362
1999 3179.663 3280.843 60600.432
2000 3374.712 3498.468 64311.139
2001 3386.273 3735.865 68335.110
2002 3814.625 3993.720 72677.420
2003 4056.8823 4271.476 77282.739
2004 4324.399 4580.447 82366.914
2005 4618.576 4922.872 87956.116
2006 4943.146 $303.496 94120.755
2007 5302.064 5727.5%507 100935.201



“rablo 4 (continued)

PERIOD/

1987
1988
1989
1990
1991
1992
1993
1994
1995
1996
1997
1998
1999
2000
2001
2002
2003
2004
2008
2006
2007

PERIOD/

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

BEDS (High)

31347.493
33040.420
34921.658
36300.335
38979.184
41137.643
43531.378
46116.071
48911.730
51944.418
55250.092
58726.224
62528.804
66669.521
71185.528
76089.592
81370.677
87243.866
93751.138
100982.081
109034.3851

D1SPENS

1302.515
1249.172
1399.824
1450.421
1500.781
1549.816
1602.724
1657.372
1713.933
1772.717
1834.267
1892.939
1954.140
2017.129
2081.851
2147.341
2210.839
2277.242
2345.496
2415.499
2486.870

CENTERS CENTERS (High)

378.769
394.693
412.030
429.616
447.410
465.096
484.2%2
504.268
525.227
547.256
570.559
593.410
617.521
642.701
668.978
696.083
723.18%6
751.834
781.832
813.180
845.816

DISPENS (High)

1302.515
1349.865
1401.964
1454.742
1%07.997
1560.625
1618.124
1678.214
1741.023
1806.797
1876.007
1944.2386
2016.323
2091.100
2168.689
2248.1%7
2327.783
2412.078
2500.030
2591.586
2686.419

378.769
394.896
412.660
430.896
449.361
468.340
488.905
510.610
533.529
557.776
583.542
609.538
637.171
666.270
696.882
728.764
761.408
796.350
833.343
872.460
913.682

CURRENT
(Dirham/1046)
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12%93.000
1422.341
1564.090
1710.731
1862.297
2016.893
2186.281
2366.721
2559.529
2766.418
2989.891
3217.893
3464.472
3729.615
4015.180
4320.957
4642.030
4994.2336
5378.899
5799.976
6261.901



{tT§§i§?3:(c§ﬁtlnuod)

PERIOD/ CURRENT(High) CAPITAL CAPITAL(High)

(Dirhan/lO‘s) (Dlrhan/lO‘s) (Dirhll/10‘6)
1987 1293.000 400.000 400.000
1988 1423.730 407.8%32 410.346
1989 1568.498 429.968 435.918
1990 1719.756 436.645 445.743
1991 1877.591 443.135% 455.410
1992 2040.158 445.647 461.146
1993 2219.961 470.895% 491.012
1994 2413.081 408,321 512.616
199% 2620.828 507.736 536.183
1996 2844.954 529.937 562.471
1997 3087.940 556.252 592.764
1998 3341.194 558.0865 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 495%7.336 692.986 782.851
2004 $368.140 739.597 842.666
2005 5820.182 786.274 903.978
2008 6318.929 838.660 972.723
2007 6870.188 896.506 1049.019
PERIOD/ TOTCOST TOTCOST (High)
(Dirhan/lo*s) (Dirha./lO‘G)
1987 1693.000 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 285,083 2925.697
199% 3067.265 3157.021
1996 3296.33% 3407.426
1997 3546.143 3680.704
1998 3776.757 3947.052
1999 4052.091 4257.623
2000 4345.933 4590.343
2001 4660.881 4951.020
2002 49938.428 5336.045
2003 5335.017 5740.187
2004 $733.933 6210.808
2005 6165.173 6724.161
2006 6638.635 7291.63)
2007 7158.407 7919.207



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

APPRVPUB APPRVPUB(High)

(/710~3) (/710°3) (/10~3)
596.955 596.955 7760.409%
644.911 628.21) 8383.847
694.696 660.208 $031,049
746.759 693.379 9707.861
801.696 728.333 10422.048
859.873 765.455 11178.350
921.107 804.618 11974.388
985.4210 845.831 12810.329
1052.3¢63 888.660 13680.722
1121.42¢6 932.518 14578.534
1192.238 977.000 15499.091
1264.321 1021.678 16436.178
1338.162 1067.013 17396.105
1413.966 1113.185 18381.558
1492.063 1160.488 19396.823
1572.697 1209.150 20445.059
1655.554 1258.936 21522.203
1740.991 1310.207 22632.882
1828.819 1362.890 23774.648
1918.750 1416.862 24943.752
2010.556 1472.068 26137.228

(/710%3)

7760.409

8166.773

8582.708

9013.932

9468.332

9950.917
10460.029
10995.806
11552.584
12122.735%
12701.003
13281.817
13871.172
14471.409
15086.2346
15718.948
16366.170
17032.691
17717.575
18419.206
19136.883



hp;das (cohtinucd)

" 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
1995
1996
1997
1998
1999
2000
2002
2002
2003
2004
2005
2006
2007

COUTPUB COUTPUB(High)
(Dirham/10%6) (Dirham/1046)

IUD

65.324
68.745
72.246
75.876
79.701
83.763
88.048
92.558
97.245
102.044
106.912
111.801
115.762
121.815
126.991
132.316
137.764
143.374
149.139
155.046
161.087

UTILPUE UTILPUB(High)

255.536

APPRVPUB APPRVPUB(High)

(/710%3) (710%3)
76.786 11.518
80.773 17.964
84.872 19.134
89.141 20.406
93.659 21.808
98.473 23.317
103.565 24.864
108.936 26.472
114.520 28.073
120.234 29.638
126.017 31.182
131.805 32.677
137.658 34.262
143.606 35.911
149.694 37.6%2
155.957 39.479
162.366 41.217
168.967 43.248
175.728 45.177
182.0603 47.068
189.562 48.933

(/71043)

34.872




Tabls 5 (continued)

" PERIOD/ COUTPUB COUTPUB(High)
ST (Dirham/1046)  (Dirham/1046)
1987 0.664 0.664
1988 1.038 0.911
1989 1.103 0.952
1990 1.176 0.998
1991 1.257 1.080
1992 1.344 1.108
1993 1.433 1.167
1994 1.528 1.228
1998 1.618 1.288
1996 1.708 1.344
1997 1.797 1.397
1998 1.883 1.448
1999 1.974 1.502
2000 2.069 1.588
2001 2.170 1.618
2002 2.278 1.682
2003 2.381 1.748
2004 2.492 1.812
2008 2.603 1.879
2006 2.712 1.945
2007 2.820 2.009

METHOD: Bteriligation

PERIOD/ UTILPUB UTILPUB(High) APPRVPUB AFPRVPUB(Righ)
(/1043) (/71043) (/710%3) (/710%3)

1987 51.328 51.528 2.4436 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 $2.031 73.502 ' 8.059 6.436
1995 8§7.570 77.472 8.491 6.760
1996 93.262 81.518 8.850 7.014
1997 99.039 85.37$ 9.144 7.207
1998 104.81¢ 89.581 9.352 7.325
1999 110.643 93.578% 9.614 7.496
2000 116.557 97.592 9.924 7.706
2001 1223.629 101.688 10.319 7.984
2002 128.909 105.900 10.782 8.314
2003 135.391 110.216 11.25%5 8.646
2004 142.109 114.66) 11.777 9.018
2005 148.985 119.155 12.198 9.306
2006 155.772 123.569 12.449 9.460
2007 162.446 127.823 12.568 9.511



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

PERIOD/

1987
1988
1989
1990
1991
1992
1993
1994
1993
1996
1997
1998
1999
2000
2001
2002
2002
2004
2008
2006
2007

COUTPUB COUTPUB(High)

(Dirham/1046)

METHOD: Other Modern Methods

(Dirham/1046)

0.611
1.260
1.287
1.320
1.372
1.442
1.520
1.609
1.690
1,783
1.802
1.831
1.874
1.926
1.996
2.079
2.162
2.254
2.327
2.368
2.378

UTILPUB UTILPUB(High)

(/710°3)

20.864
22.382
23.580
25.674
27.486
29.428
31.489
33.671
35.950
38.296
40.685
43.092
45.533
48.023
50.582
S$3.228
55.953
58.773
61.656
64.558
67.449

(/710%3)

51.642

APPRVPUB APPRVPUB (High)

(/710~3)

2086.401
2238.272
2398.033
2567.442
2748.643
2942.767
3148.945
3367.140
3595.027
3829.563
4068.528
4309.166
4553.336
4802.287
5058.237
5322.7¢8
5595.349
5877.2%58
6165.552
6455.817
6744.910

(710%3)

2086.401

2192.505

2302.838
2419.010
2543.161
2676.513
2818.382
2968.742
3125.358
3285.272
3446.346
3606.208
3766.699
3928.875
4094.532
4264.899
4439.372
4619.112
4801.837
4984.254
5164.210

K&



Table 6: Contraceptive Prevalence (Modern Methods)
and Program Cost for Two Fertility Scenarios

PREVLNCE
TOTCOST

PERIOD/

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

Contraceptive Prevalence

Total Public Cost

PREVILNCE PREVLNCE(High)

TOTCOST

(Dirham/1046)

0.286 73.624
0.292 80.645
0.297 86.751
0.303 93.153
0.309 99.935
0.314 107.140
0.320 114.729
0.325 122.710
0.331 131.004
0.336 139.521
0.341 148.247
0.346 157.084
0.351 166.143
0.356 175.449
0.361 185.056
0.366 194.991
0.371 205.200
0.376 215.740
0.381 226.538
0.386 237.528
0.391 248.685

TOTCOST (High
(Dirham/1046
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ANNEX €
~ SBCTOR FINANCIAL AMALYSIS

The financial enalysis reviews recent budgetary trends affecting the pudblie
health sector and the implications these have for renewed efforts im the srea
of cost recovery. In this context, public finance issues are outlined and
will be an integral part of the policy dislogue sgenda conducted under the
project. The analysis also highlights potential complementerities arising
from slternstive health care delivery systems and private healith insurance.
The recurrent cost burden of this project is enslyzed in terms of project
sustainability after AID funding ceases in 1995. The demand for
contraceptives and the sdequacy of public sector supplies is snslyzed to
assure that the contrsceptive prevalence terget can met. The conformance of
recurrent cost financing by the project to the AID Recurrent Cost Policy Paper
is exanined. Finally, the finsncial management compatence of the MOPH is

discussed.

1. Recent Budgetary Trends

The public sector dominates the provision of health care im Morocco with
spprozimstely eighty percent of the population depending on its services. In
terms of the public sector health budget, the NOPH is responsible for more
then 90 percent of expenditures financed by government revenues. Alarmingly,
when infletion end population growth are tsken into sccount, the MOPH budget
has been declining in real per capita terms in rocent years. MNoreover, the
relstive distribution of expenditures within this limited budget have
continued to favor curative urban-based health care. Thus the praventive
heaith care share cf the MOPH budget shown in Table I has declined in relstive
terms from 7.6 percent in 1980 to S.7 percent by 1987. Furthermore, fiscal
tusterity 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 publiec

health care systen.
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Table 1

PUBLIC EXPENDITURES ON HEALTH IN MOROCCO

1980-1984-1987

Min. of Interior (Local Collectives), Min.
of Agriculture.

*  The entry does not include the volume of treatments
24.8 million DHS 1n 1984; aud 29.8

DHS 1in 1980;

(DH,000)
Thousands of DHS 1980 1984 1987 Average Annual Rate of Increase
Amount 4 Amount z Amount ) 4 8084 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

Eavironmental/

Health Prevention/ 56.7 7.6 70.0 6.5 82.0 5.8 5.4 5.4 5.4

Sanitation

Medical Education® 27.1 3.6 20.1 1.9 54.9 3.8 -7.2 39.7 10.6
_ Administration 78.6 10.5 112.7  10.5 157.1  11.0 9.4 11.7 10.4

Total 750.3 100.0 1,074.8 100.0 1,426.3 100.0 9.4 9.9 9.6

Major sources of expenditures: Min. of Public Health, Min. of Defense,

of Social Affairs, and Min. -

Ministry of Public Health is respongible for 90X of
public health care systea.

under the heading, personnel costs for hospital care.

given by teaching physicians in the CHU (18.5 miliion
million DHS in 1987). These expenditures were included

-zol
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Table II, presents detailed timeo-series expenditure data, showing trends in
NOPH recurrent end total budget (recurrent plus investment) for the years 1980
to 1986. The data are given in both nomineal end resl teras, and are also
converted to a per capita basis based on estimated system coverage. Between
1982-1966, the population of Morocco increased from 20.4 to 22.7 million, or
11.3 percent. Although MOPH recurrent and totsl expenditures steadily
incressed in nominal terms throughout the first helf of the 1980s, they
doclined, in real teras, by 23.1 end 19.4 percent respoctively. In last two
coluans of table II these reel expenditures are calculated on a per capita
basis, using the totsl Moroccan population as the denominstor. The date show
that real per capite recurrent expenditures by the MOPH were 30.3 DH in 1982,
and hed fellen to 21.0 DH by 1986, the last year for which HOPH date were
available; likewise, real per capita total expenditures by the MOPH fell from
41.6 DH in 1982 to 30.1 DH in 1986. The respective percentage changes in
these numbers were s minus 30.7 percent snd & minus 27.6 percent.

It can be argued that these government per capita dueta do not present @
reslistic picture, becsuse, at the seme time that MOPH real expenditures were
declining, the demand for aervices in MOPH facilities was dsclining, due to:
(1) the spread of CNOPS health insurance and the bullding of the affilisted
mutuelles clinics for government employees; (2) the building of 12 CNSS
multi-purpose clinics that could be used by anyone willing to pay their fees,
and (3) to growth in othar forms of private health insurance and in health
care in the private sector. This argument is legitinmate, end with what date
were available, another set of per capits celculations were xade and put into
Table II in the parentheses in columns 1, 6 and 7 to take into accouat the
population sctually secved by the MOPH and excluding the estimated 4.9 millionx
people using health services delivered outside the EOPH.

Thus there were 17.2 million beneficisries in 1985 dependent solely on the
KOPH for health cere services. If this number is taken &s the base in
calculating per cepita expenditures, then for 1985 the expenditure was 29 DH
and 34,5 DH for recurrent and total budget respectively. Comparing 1985 data
with 1982 data (shown in the psrentheses in Teble II) the drop sppesrs less
precipitous. Thus even adjusting expenditure data for those who are wholly
dependent on MOPH facilities, the per cepita expenditure continues to show &
decline slbeit more gradusl. This raises the issue of relative priorities
within the MOPH budget and the relative cost-effectiveness of individual

public health care progrems.



Yesr Populstion
in aillions

(coverage)
1980
1981
1982 20.4
(18.8)
1983 20.9
1984 21.5
1985 2.1
(17.2) .
1986 22.7
% change
82-86 +11.3
82-85

SOURCE: Ahmed Bl Rariti, "Le Systime de Senté au Maroc entre les Coatraintes

- V. c'...:

Table 11

BUDGBT OF MOPR
(millions of DH)

Total Recurrent Total
Budget Budget Budget
(nominel} (real) {ceal)
938.9 630.2 759.5
1,103.1 613.5 821.5
1.149.2 618.4 349.4
1,053.5 640.6 813.6
1,171.1 $33.0 614.2
1,637.9 498.5 £92.6
475.6 684.4
-23.1 =19.4

Financiéres et les Bxigences Soclales,” 1988
Centre d'Btudes et de Recherches Démographiques.
“Anslyses et Tendances...®, 1986, p. 207

Recurreant

o
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The most fundamentel option available to the MOPH is to resllocate its dbudget
to increase its investments in health prevention and promotion activities by
shifting resources away from curstive care provision. FPirst, this cezcept of
“shifting” resources within the MOPH budget is a prectical one, given the
unlikelihood thet edditional budgetary resources will become aveilable for
investment in health prevention and promotion activities. Second, it is an
efficiency-enhancing option since it improves the overall cost-effectiveness
of the MOPH budget (comparing investment returns beatween preventive and
curstive care). Third, from e public finsnce point-of-view, health prevention
and promotion are referred to as "public goods," that is, difficult if not
impossible to price in the market (since their benafits are not easily
excluded from persons who do not pay e price for thea). Because of this
festure, the governmsnt is the most efficieat, if not the only possible
provider of these services. Finally, and directly related to the Project, the
MOPK has been working with AID end other heslth donors over the last decade to
develop and refine its primery heslth care/hoalth prevention strategy and
program. It is therefore well prapared to direct increasacd investments into

these ectivities in the 1990s.

Operstionally this nmesns first, the so-called "divestiture” of certain
populaticn groups from the MOPH rolls, by fact of their use of privete clinics
end/or insured status. This could occur officislly, es part of a new policy
to target MOPH subsidies to poorer population groups, both urban and rural.

As it is ncw, scarce MOPH funds are being used to provide essentially “"back
up" services to population groups thet cen affr .i to and actually prefer to
use slternative services. Secondly, and necy "' arily linked to resource
resllocation, is the future of the evolving roie¢ of the KOPH. The future
evolution whereby MOPH graduslly *divests® itself (officielly) of its role as
e universal provider and financier of heslth services end inatead becomes @
gusrantor of access to services by the population, regardless of sbility to
pay, & regulator of health services quality, in both the public and private
sectors, and & financier end stimulator of demand for public goods that are
relevant to the epidemiological trends of the modernized inductrisl sectors of

Morocco.

2. Cost Recovery and Private “Providers®

In light of the above budgetery realities, there is & need to improve pudblic
health system efficiency aud cost cecovery from those who can afford to pay.

The identification and estimation of tha costs of previding services is &
prerequisite to the establishment of fees which sre related to actusal costs
through & social pricing formule. In sddition, there needs to be a regular
sdjustnent of fees to reflect inflation snd improvements in medical
technology. Finally, the institution must adopt an efficient fee ecollection
systen with a formula for determining how much of collected fees remein with
the institution end how much are redistributed through the systea. Tbe
spplication of cost sccounting will help identify cost saving opportuaities
{nternally as well as stimulate market entry by private providers of both
heslth care and financing e.g. health 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 “heslth care market® and
service specific market segments. The more competitive cost structure of
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private providers may pernit msrket entry even before full pudblic sector cost
recovery is attained. The crestion of msrket opportunities for the private
sector through the pricing mechenism is an important operational approsch
which this project will support through policy dialogue, design end
instalistion of cost accounting methodologics, reform implementation studies

and pilot efforts.

3. Cost Recovery in the Public Sector

Cost recovery in the health-care sector refers to charging prices for medical
goods and services that have often, in the past, been provided free-of-charge
in government heslth-cere facilities. MNany professionals in the haalth cere
field have balked at the thought of this practice, because ona of the major
purposes of public facilities is to serve the poor. But, these samo
professionals have now coze to reslize that cost recovery can achieve a
multiplicity of desirabls objectives, if it is cerefully designed. One
objective of cost recovery can be to raige additional financial resources for
the public health care system. lHowever, people who cen afford to puy for
health cere will usually only pay for the public lheslth care if its quality is
euperior to that provided by the private sector at compsrable prices. Within
this kind of economic context of pricing end quality change, cherging nominal
prices, or even higher than nominal prices, only to the public sector
clientels who can afford to pay the prices, provides sdditional revonues with

which to improve the quality of care for all of the public sector.

Moraover, inverscly-graduated cost recovery can also provide the price signals
within the health care systea that could also leed to s more rational use of
the totel systea through referrals, end that could mean greater levols of
quality of care. For sxample, it hes often been observed in wany Jdnveloping
countries that people bypsss lover-level facilities 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 s better quality of cars, because lower-level
fecilities often do not ha/e drugs and supplies. If s price structure were to
be implemented that would charge relatively higher fees et the tertiary level
of the system, and very low or ro fees at the primary level, then many people
would heve an economic incentive to first seek trectment st lower lovels.

This incentive would be even more strongly reinforced if care-giver referrals
to higher levels of the systea went uncharged, and if soma of the revenue
geins from the higher levels of the systea were to be chsnneled down to the
lower leveis, in order to improve quality there.

Of course, equity considerations always dictate that government be 2xiremely
careful in escertaining who are the extrexely poor among its c¢lienteie, and
not charging them, except if they use higher level care, without first
obtaining a referral. The major incentive that higher-level facilities have
to collect these user fees is that they be allowed to rotain some pircentage,
for exenple 50 percent, of the fees that they collect (the other 50 perceant
going to the MOPH for distribution to lower levels of the system) snd that
their budgets be not diminished by the MOPH by the amounts that the) are
allowed to retain from their cost-recovery efforts.

i
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Cost-recovery efforts in the public heslth care sector in Morocco are
presently not widespread. The date that are aveilable indicate that cosot
recovery, as & percentage of total government health expendituces was 2.6
percent in 1980, &.8 percent in 1984, and 4.9 percest ln 19871/, This
compares to 8 1986 cost recovery ratio of 12.1 percent in Ghana, & country
with & considerably lower per capita iacome than Norocco. On the other hand,
cost recovery at the sll-hospitsl lc~el in Morocco increased froma 3.7 percent
in 1980 to 7.8 percent in 1987, and cost recovery at the C.H.U. increased from
4.5 percent to 10.8 perceat. These trends are encouraging. Also, the C.H.U.
in Cassblanca is presently preparing & new cost-recovery schedule, together
with & plan for new quality improvements, that, it hopes, will eventuslly
reise its cost-recovery ratio to sbout 50 percent.

The nine newly-sutonomous regionsl hospitals will also soon begin more
intensive cost-recovery and quality-improvemant efforts. Cost-recovery policy
issues that remsin to bo resolved included (s) the devalopment of better
methods of identifying and exempting the truly poor fros psyment, (2)
establishing percentage amounts to be retained by the facilities practicing
the cost recovery, and (3) devising & revenue-sharing formuls to be used by
the MOPH in ordsr to distribute en MOPH share of cost recovery to poorer,

lowser-level facilities.

An area closely related to cost recovery is cost reduction. Impifcit in the
goal of cost recovery is s thorough understanding of the cost structure. Once
actual costs are quantified, one has a betcer rational base for setting prices
for health services. However, if one Des not Leen closely monitoring costs,
these "costs” may reflect inefficiencies and costs that cen be reduced or

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

1. Identifying existing costs and cost centers

2. MNeasuring productivity and efficlioncy
3. Revising cost estimates based on improved operations

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

Bach of these steps requires considersble effort and development of standards

end measures for collecting cost data and snalysing it on o “procedure®
besis--different ladoratory tests or differeat medical services (cost
centers). The project will provide technical assistance in this importent

ares on & pilot basis.

7 Groupement ICONE/SEDES, Premisrs Résultats

Senté su Meroc, 1980, 1984, 1987, Rabat 1989
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4. Ezpsnding Health Insurance

Increasing coverage in the health insurance market could be a viable
slternative to existing public sector care. To do this crequires identifying
new target populations that cen be enrolled in group plans, particularly those
in the "informal” sector. Preliainary criteris for this identification

process needs to be considered, for example:

sdministration procedures for prsmium collection
health care service and fecility accessibility
acceptance of the insurance concept by the target enrollee population

acceptance of the population by sn insucer.

Once potential enrollment groups are preliminarily identified, s feasibility
study needs to be carried out to see if the financial elements are sound, for
exanple: actuarial considerations, premium levals, copsyments, utilization
expectation, preferred provider arrangements, etc. Based on one or more
target populations, the feasibility study should result in financial
projections which indicate the sttractiveness of the project to investors, and
public policy Iinterests.

An investment constraint imposed on the insurance industry is that 60% of
reserves must bs invested in bonds issued or guaranteed by the government.
Unlike the U.S. government bond merket, the interest ratus and ylelds in
Borccco do not fluctuate with investor demend. The government borrowing
“market” ylelds are below international money rates, and belovw domestic
private-sector borrowing rates. The government also requires the banking
systea to purchase government bonds, emounting to roughly 30% of bank
deposits. Although the balance is shifting toward the private sector, in 1982
government borrowing, from all donestic sources, consumed more than 70% of
total credit aveilable in Morocco. Insurence companies ace potentially & huge
source of private sector finsncing, es they arc in the U.S., but they require
s greater variety of investment vehicles than is currently offered between the
inposed government bond purchases and the underdeveloped Casablancs stock

eXchange.

In sn eavironment of controlled investment, it can be difficult for insurance
companies to maeke a profitable return on their assets. The problem is
exacerbated if they do not have good actusrial data to assess their future
liebilities. It is chellenging enough to meet these future 1liabilities when
good actueriel data is availeble and there ls e wide range of investment
opportunities. When either of these is constreined it ls much harder.

The insurance industry does not appear to be established enough or large
enough to have relisble actuarisl dats from its own experience. Further, it
is possible that historic experience, were it available, would not reflect the
sane characteristics in new target populations for expanded health coverage.
This is in part because new populations may have different health problems and
utilization tendencies, but slso beccuse new policies may incresse
sccessibility and utilizetion of health care.
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To influence utilization patterns, and reduce the risk from inaccurate
actuarial predictions, it is highly reconnended that some furm of “co-payment®
be built into health benefits. A co-psyment is usually a nominal payment that
is made to the health provider, by the consumer, at each visit. This
dissusdes the consumer who is covered by s third-party payor frua
over-utilizing the provider when the consumer doesn't incur any cost for do so.

S. Recurrent Costs

The expansion of the family planning and meternal child health care program
will have significant but easily absorbable recurreat cost implications for
the budget of the Ministry of Public Heslth. At the same time, the expected
increase in private health care financing, increased recovery of costs in
public fecilities, and increasing reliance on commercial distribution of
contraceptives are expected to increase the resources available for heslth
care. If such resources are not simply captured by the Ninistry of Finsnce to
reduce the overall budget deficit of the GON, they can be used to increase
financing for preventive health care and to increase public health care
coverage in rural sress not well served by the heslth care system. Also, as
Knowles and Benrids showed in their benefit-cost analysieo (see appendiz to
Economic Anslysis) the benefits due to sverted pregneacies and births, and
reduced infant morbidity and mortality, will far outweigh the expected level
of recurrent costs from ths program. It is s progrem which will pay for

itself.

The Nission first estimated the costs of an expanded fenily plenning end NCH
progream in Rabat 2496. These estimates have been further refined and are

presented below.



Table III

Annual Operating Costs of the Project Estimatod by the MOPH-
» © % (ia thousands of dollars)

1950 1991 1992 1993 1994 1995 1996  Total

Recurrent Budget:

Salaries 7,837 9,516 11,126 11,126 11,126 11,126 | 11.126 | 72,984
Fieldworker
Allowances 752 790 829 871 914 960 1,008 6,125
Mobility 428 470 517 569 626 689 758 4,057
Supplies 273 300 330 363 399 439 483 2,586
Contraceptives 1,982 2,091 2,170 2,260 2,359 2,421 2,383 15,666
Subtotal 11,271 13,167 14,973 15,189 15,425 15,635 15,758 101,418
NCH 1,904 1,904 1,904 1,904 1,904 1,904 1,904 13,328
Grand Total 13,175 15,071 16,877 17,093 17,329 17,539 17,662 114,746
of which: USAID Project Budget
Mobility 270 270 200 140 70 0 0 950
Contraceptives 2,000 2,000 1,800 1,800 1,800 2,600 0 12,000
USAID Total 2,270 2,270 2,000 1,940 1,870 2,600 0 12,950

These figures sre higher than initislly estimated in the interim report on
recurrent cost financing. However, the basic conclusions of that interim
snalysis remein unaltered. The recurrent costs are wWell within the expected
growth of the health ministry budget, particularly to the extent that the
efforts to increase cost recovery in pudlic facilities and to rely more on

commercial distribution of contraceptives succeed.

The expansion of the PP and NCH program through VDS and mobile teams will
raise annual operating costs to $17.5 million by 1995 as shown in the table
above as compered to $8.6 million in 1989. In addition, equipment will have
to be replaced periodically. This includes medical equipment and the
additional vehicles and motorbikes used by itinerant egents and mobile teams.
Assuming & S year useful life in rural conditions, the HOPH will have to
devote sbout 4.3 million Dirhems or nearly $500,000 to renew equipment for
this progrem. However, c¢s discussed in the section on cost-effectiveness,
coversge will also increese in rural aress. The figure for 1995 includes
$11.1 million in salary costs, nearly $2.1 uillion in sllowances,
transportation and supplies, and $3.49 million in contraceptives and MCH
products. The salary portion of the expended program consists for the most
part of employees already on MOPH payrolls and likely to remsin employed with
or without sn ¢xpanded FP and HCH. The recurrent cost of the program to the
NOPH is thus $17.5 million in operating costs and $0.5 million in capitsl
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costs annually by 1995. This incrementsl cost is readily ebsorbed by en NOPH
budget which we project to incresse by $64 million by 1995. This projection
is based on moderate but steady growth in GDP projected by the World Benk and
e constant share of the MOPH budget in the general and snnuexed budgets of the
GOM equsl to sbout 3.5 percent. Absorption of the increasing cest of the
rural outreach program will require a shift within the NOPH budget, from 4.4%
of the budget in 1989 to 7.0% in 1995. To the extent that curative health
care expenditures are shifted to the private sector through cost recovery ip
public hospitals end the shifting of contrsception costs to the private
sector, the MOPH budget could decline in relation to GDP and still absorb the
recurrent cost of the FP and MCH outreach prograa.

Given the strategy to reduce per user costs discussed in the economic analysis
(see section on Program "Mix" and Cost-Effectiveness), continuing attention
during the project to refinement of this strategy, other measures by the KOPH
to recover costs, and the potentisl contribution of & future health finencing
initistive, the prospect of maintaining an effective outreach program without
en inordinate incresse 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 manageable within foresevable KOPH budget resources, there is
nonetheless s significant recurront cost issue with respect to the public
supply of contraceptives during the life of the project. Projections of
contraceptive use through 1997 mede to calculste their recurrent costs shovw a
growing gap betwcan the amounts consumed esch year from public sector supplies
and the emounts financed by USAID to replenish public sector stocks of
contraceptives. (See below) Unless other sources of supply for the public
sector are increased, it would appear that the USAID-financad supplies will
not be sdequate to keep up with the growth in demand for contraceptives from
the public sector. Varlous short-term strategies such as reduction of stock
levels from the curcent norm of e one-year supply to & lower level (e.g. six
months) and sdvance 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 cleer from this snalysis that the GON muet assume
cesponsibility for procuring public sector supplies beginning with the 1994
budget year, or pursue & more aggrassive social marketing strategy to bring
sbout & shift more rapidly to private sector socurces of supply and thereby

ease the pressure on public sector supplies.

Y
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L1992 1993 1994 2998 . 1996 - 1991

 Total 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%* 2,421,142 2,382,680 2,295,270

(USAID)*(2,000,000) (1,300,000) (1,800,000) (1,800,000) (2,600,000)
“Gap" 170,812 460,619 559,088 621,142 -217,320 2,29%,270

Privete 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

2USAID-f inanced procurement ordered two years before
22GON must budget $2.4 million in 1994 for delivery in late 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 public sector for providing its share of
the total. The cost flgures built into the calculations are $ .13 per cycle
of oral contraceptives, $1.45 per IUD, $ .045 & plece for condoms and $ .145
per unit of spermicide. The use of orsl contraception is projected to decline
from 82% of all modern methods in 1986 to 66% in 1997. During the same
period, the usc of IUDs is projected to increase from 91 to 17% and the use of
sterilizetion is projected to increase from 6% to 12%. Tho public shars in
the cost of providing reversible contraceptive methods will docline from 79%
of oral contraceptives in 1986 to 57% in 1997 and from 97% of all condoas and
spermicides to only S6%. However, the public sector is assumed to romain the
primary soucce of IUDs with its share declining only gradually from 96% to
89%. When these assumptions are combined with the growth of the population at
cisk (married women of reproductive age) and the tergeted increase in
contraceptive prevalencs, tho result is & growing budget for contraceptives to
be financed by the publlic sector through 1995. At that time a poak of $2.4
aillion is resched. Approzimately the same amount of contracsptives will be
provided through public sector sources in 1996 and thereafter the amount will
decline slowly 2s the private sector share increases fester than the overall
growth in contraceptive use.

The desired growth in contraceptive use during the project is acconplished by
rapid growth of private sector supplies and a slower rate of growth for public
sector supplies due to the declining gshere of the public secctor for sll
contraceptives except IUDs. In spite of ennual 20% gcowth cates for the
private ssctor, the amounts supplied through USAID finencing will fall behind
the smounts used annuslly by 1991. At this point, in-country stocks can be
drawn down below the one-year level in order to keep up with demend. By the
end of 1994, stocks will be at sbout & siz-month level unless othei sources of

Ju
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supply are expanded. By the end of 1995 stocks could decline to only s
three-month supply, but the final USAID order of $2.6 million will restore
part of the depleted stocks in 1996. Thersafter KOPH-procured contraceptives
(orders beginning in 1994 for delivery in 1996) uill keep abreast of the
demand and maintain stocks at a five to siz-month ievel.

The conclusion of this anelysis is that USAID finencing will not suffice to
procure all necessary public sector contraceptives. Depending upon the MOPH's
desired stock level for contraceptives, the GON must begin to assume
responsibility for procurement of contreceptives as early as 1992 but no later
then 1994 to avold shortfells in availabiiity of contraceptives to the target

population.

,/L/%
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Projection éf;CQuttngiécivg‘niniﬂd and Sources (1986-1997)

1986 1987

MWRA 3,491,536 3,608,459
Prevalence Rate . - : 0.27 0.29
Users ‘ 953,189 1,042,845

Projected Method Mix
Pill 0.82 0.82
1D 0.09 0.10
Condoms & Spermicide 0.03 0.03
Sterilization 0.06 0.06

Total 1.00 1,00

Users by Method
Pill 784,475 852,004
1uD 87,693 99,070
Condoms & Spermicide 23,830 27,114
Sterilization 57,191 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

P11l 10,198,173 11,076,053
1UD 31,319 35,382
Condoms (85%) 2,025,599 2,304,768
Spermicides (15%) 357,446 406,709
Total Cost = All Methods
P111 1,604,173 1,742,263
1D 54,949 62,078
Condoms 110,294 125,495
Spermicides 62,714 71,357
Total 1,832,130 2,001,193
Public Shore in Distribution
P111 0.75 0.78
1D 0.96 0.95
Condoms & Spermicide 0.97 0.94
Public Share of Cost (dollars)
P111 1,267,296 1,358,965
IUD 52,751 58,974
Condowms 106,985 117,965
Spermicides 60,832 67,076
Total 1,487,865 1,602,980

Private Share of Cost (dollars)

Total 344,264

annual growth rate

398242

12,025,801
40,071
2,627,588
463,676

70,304
143,072
81,352

2,186,387

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

1,727,592

5473

1989

3,854,143
0.32
1,248,742

0.80
~ 0,10

ﬂoqoz,{ ’
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

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

1,854,850

525188

1990
3,983,811
0.34
1,362,463

0.79
0.11
0.03

1,069,534
148,509
42,236
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

608949

10.08

1,00

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

14,804, 27
62,48
4,285, 44
756,22

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

2,804,537

0.00
~N O~

1,699,9%
101, 9¢
184,34
104,81

2,091,0¢

mg

A



Projection of thtfﬁcoptive Demand and Sources (1966-1997)

1992

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

Projected Method Mix
Pill 0.7%
Ivo 0.13
Condoms & Spermicide 0.04
Sterilization 0.09

Total 1.00

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

Total Estimated Consumption -

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

Total Cost -~ All Mathods

Pill 2,485,781
IvD 127,45%6
Condoms 268,986
Spermicides 152,948

Totnl 3,035,172

Public Share in Distribution

Pill 0.70
Iup 0.93
Condoms & Spermicide 0.74

Public Share of Cost (dollars)

Pill 1,740,047
IvD 118,535
Condoms 199,0%0
Spermicides 113,161

Total 2,170,812

Private Share of Cost (dollars)

864,359
0.21

Total
(annual growth rate)
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1993

4,405,848
0.40
1,766,745

0.74
0.13
olo‘

0.09

llw

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

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

2,662,646
149,345
318,912
181,336

3,311,239

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

2,260,619

1,050,620
0.22

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

Reversible Methods

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

2,028,224
171,150
391,740
222,746

3,613,867

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

10.10

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

0068
0,160
0.08 0

l om f'

1,491,754
351,001
109,608
241,313

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

3,050,487
219,940
507,480
288,671

4,066,778

1,738,778
197,946

284,301
161,656

2,382,680

1,604,098
0.11

1997

5,038, 26"

0.4

2,267,21:

1,496,136'
385,42
113,36
272,06:

19,452,745
137,65.
9,636,02.
1,700,41.

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

4,124,404

ooo
v OO

1,652,35
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 st the project or budget level, is only justifiable
under feirly narrow conditions. These conditions, which have been spelled out

in this paper include:

(a) An acceptable policy framework or clear movement toward such a policy
framewor¥;

(b) An sssurance that recucrent cost support has higher development impact
then new investments;

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

government.”

The financing of recurrent NOPH operating costs (mobility costs and
contraceptives) under this project are justified with respect to all four
criteris 1isted above. As discussed in the FY 1991 Action Plen, the Moroccan
mscroeconomic framework has been liberalized over the past six years and
continues to evolve towsrd s more open, market-oriented economy. In addition,
health ssctor policies are being reformed to encourage private sector heslth
care, social marketing of contreceptives, and public sector cost recovery, all
of which will reduce the burden of operating costs on the HOPH and raise
revenues adequate to cover recurrent costs. Horeover, USAID will maintsain &
policy dialogue on recurrent cost problens and the project will provide
technice! assistance to support reforns under the project. The economic
analysis in the Project Paper has demonstrated a high rate of return to this
project, showing the rate of return to thig use of funds to be greatly in
excess of that on alternstive new investmonts for Horocco. Third, with
respect to ability to finsnce recurrent costs, Horocco has been unable to
finence all of its recurrent costs and still naintain & critical minimum of
public investment (as agreed upon in the World Bank Structural Adjustment
Loen) due to the pressurs on its budget under the progrem negotiated with the
INF to steadily reduce ¢n unsustainable budget deficit. Finally, s clear plan
for completely phasing out USAID financing of racurrent operating costs will
be prepared and negotiated in detall with the GOM for both mobility costs and
the procurement of contraceptives (discussed above) for inclusion in the
Project Agreement. The decline in USAID financing of mobility costs over time
and the phase-out for support of contraceptives is presented above.
Discussions with the GOH on the magnitude end the timing of tho phase-out will
result in & clear, mutually eccepteble plan for the progressive assumption of
a1l recurrent cost financing by the HOPH to be incorporated in tha Project
Agreezent. Thus, Morocco meets the tests of tho agency's recurrent ccsts
policy in terms of (1) en acceptable policy framework, (2) higher
development impact than new investments, (3) an iasbility to finance recurrent
costs, and (4) a carefully phased plan to shift the burden to the GOH {(and to

the Joroccan priveta sector as well).

15!



- C17 -

8. Finencisl Nsnagement Compstence -

The MOPH will process disbursements for ongoing FP and MCH program sctivities,
financed with GOM resources, using standard MOPH sccounting and financisl
mensgement systems. The GOM accounting and financial management system
mensges financisl trenssctions and disbursmenst on & nation-wide bazis and
includes required procedures, controls and documentetion to enable retroactive
eudit and Tinanclial review of the use of disbursements recorded under the

system.

The project provides limited funding, on & progressively decressing scale, to
finance NOPH recur~ent expenditures for the purchase of gasoline and
msintenance services for MOPH vehicles and motorbikes. These goods end
services are procured under contract with the GOM National Trensportation
Office (ONT), with disbursement handled through USAID direct payment to ONT.
Under project 0171 and earlier phases of the project, the KOPH has
demonstrated, as confirmed during esrlier project sudits, an effective
capscity to manage the goods and services provided under ONT contracts.

All remsining USAID inputs for the purchase of goods and services, including
construction services, will be provided under host country, USAID direct or
AID/W central project contracts with disbursements processed through USAID
direct or AID/W direct payment mechanisms, as sppropriaste.

Accordingly, USAID has detsrmined that MOPH finsncisl management competencsa
and accounting systems are adequste to enable the Ninistry to discharge its
financial snd disburseaent responsibilities during project implementation.
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ANNEX D
SOCIAL SCUNDNESS ANALYSIS

Introduction

espite the fact that all Ninistry of Public Health facilities now offer basic
amily planning and mother and child health services, access to satisfactory
sre is still difficult for a large number of rural Moroccen families. This
roject will broaden access to family planning and mother and child health
ervicer for underserved rural and urban populetions. This section provides a
rofile of primary beneficiaries and discusses the socio-cultural feasibility
[ extending family planning and mother and child health service coveruge.

[ key importance is the receptivity of rural populations to expanded and new
orns of FP and MCH coverage planned under the project. The project will also
tplore means of encouraging the private sector to orgenize and finance
lternative health care systems. Some aspects of that activity, ie., client
nd community participation in health financing, ere briefly addressed here as
ell.

his analysis is basad on the report “Assessing the Socisl Factors Affecting
he Delivery of Family Planning and Mother and Child Health Services® by
ichele Harway, and a series of recent studics, the results of which are
ummerized in that rsport and cited as Attachment No. 1 to the Technical
nelysis.

. Project Beneficieries

he tacget group for the proposed progrem can be conceptualized as forming two
oncentric circles. The inner circle represents the target group MOST {n need
[ services; that is, poor and uneduceted women of childbearing age (between

5 and 44), living in rural provinces with high fertiitity, low contraceptive
revalence and high infant mortality rates (Provinces such as Azilal,
hefchaouen, Eassaouira, Ouarzazate, Taounste, Tata and Tetousn). These wcmen
sually have four or more children, and live from 3-10 kilometers from s fized
edicel facility, often in mountainous terrain without roads. The outresch
trategy of the project focuses on these women, the most difficult to reach
ith acceptable services.

he next circle around this inner circle represente most of the rest of
orocco, excluding the very wealthy and most highly educated. Here again,
rimary targets are women of childbearing age, especially the poor and
neducated, and those with many children, but includes those living in urban
reas, in other provinces and less difficult to access areas. Thess women are
he potential beneficiaries of other project interventions including social
arketing, fectory-based services, fixed facility lmprovement, etc.

plected data on the following pages of direct relevence to family planning
nd mother and child health demonstrate the reality and cheilenge of meeting
he needs of this target group.
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HEALTH, DEMOGRAPHIC, AND EDUCATIONAL FACTS ON MOROCCO

'MGGRAPHY

'tal Population (in millions)
Urban
Rural
ude Birth Rate
'ude Death Rate
pulation Growth Rate
tal Fertility Rate
rcent of Women of Childbearing Age (15-44)
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Using Modern Methods only
Urban
Rural
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mele Life Expectancy (# of years)
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fant Mortslity (less than 1 year per 1000 live births))

rtality Rete for Children ages 1-5 (per 1000)
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Tuberculosis, Diptharia, Measles, Polio,
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UCATION

lult Literacy Rate
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1987
1987
1987
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1987
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eneral Population Data: Fifty three percent of Morocco's estimated 25
illion people live in rural aress today. Some 41% are below the age of 15;
A% or almost 6 million are women of childbearing age; and 15% or 3.8 miilion
re children under S. Per capita income in 1988 was spproximately $850.

asic Education: Femsle illiteracy rates nationwide, while declining, remain
gtremely high. In 1982, 72.9% of Moroccan femsles 10 and over were
1literate; & rete declining to 56.1% for those 10-14, reflecting increases in
emale education. Urban rural differentials are substantisl. Although some
2.4% of urban women were illiterate, the figure rose to 90% for rural women.
et between 1978 and 1986, there was a 7.8% increase in girls attending

orani: schools, & 9.2% increase in pre-schools, eand a 4% increase of those in
rimery schools. Although the increase of femal<s in primary school is lower
han the increase in Koranic schools, as the rural school system expands in
ine with current GOM goals, these numbers are expected to grow more rapidly.

mployment: Although slightly less than 12% of women were formally employed
salaried) in 1982 (9% in rural sreas and 15% in urban areas), in 1986 26% of
he urban sctively employed, and 43% of the rural actively employed were
omen, for a national average of 35%. Formal unemployment is high (35-41%)
or women with low or intermediate levels of education. Female employment
ata, however, do not capture women's labor in the household, on the farm or
n the informel sector which is constant, physically demanding, and generelly
nderpaid. This is the fate of many women sgricultursl workers, nusbers of
hom, if married, are currently spouseless and forced to support themselves
nd their femilies with 10 hour-s-dey. 6 dey-s-week backbreaking jobs. Time
o0 seek health care for children or themselvas is limited to emergencies,
ften too late. Furthermore, many of these women never appear on formal
nployment records since, by employing workers for less the 6 months,
mployers can avoid payirg sociel security or providing any benefits.

iost families (741) live in homes containing two rooms or less, lacking most
odern comforts especially in rural areas. More than 80% of such homes lack
cilets, 98% running water. In 1984, less thsn 60% of the population had

‘easonable access to safe water, ¢ figure thet has changed little since then.

nfent Mortality: Infant mortality represents 27% of all deaths at all sges
n Morocco (1988). Infent mortality dats, of varying quality, are available
y province, with rates in rursal areas still substantially exceeding usben
‘ates. The naticnal infent mortality rate of 73 per 1000 live births covers
ates exceeding 100 per 1000 births in some southecn provinces and in the
orthern Rif ereas, and as low as 55 for Rabat.

nfent mortality rates are higher for young mothers, particularly for

lliterate mothers in rural areas. Rates are highest in provinces such as
uarzazate, Tata, Marrakech, Esseouirae, Azilal, Teounate, Chefcahouen, and
'etousn. For ages one to five, mortality rates are 52 per thousend (1987).
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Ministry of Health data indicates diarrhea and contagious diseases, especially
measlos, as the leading causes of infant mortelity. These are followed by
melnutrition in children and pregnant women, closely-spaced births, and
medically unsupervised pregnancies and births.

Age at First Marriage/ Marriage Stability: Women's age at first marriage in
1982 was 22 years, with women marrying at a younger uge in rural eress, {.e.,
21 vs about 24 in urban areas. Higher numbers of unmearried women in the 20-24
yaar age bracket are found in lerge cities such as Rabat, Marrakech,
Casablanka, Meknes, Oujda, Kenitra and Mohammedlia (55% and more) than in areas
such a8 Ousrzazate, Tata. and Guelmin, where three-quarters of women will havs
merried by that age.

Marriages are often unstable, in both rural and urban areas. MNore than 12% of
marriages celebrated betwsen 1975 end 1980 discolved within two and a helf
years. Yet remarriage is common, with 70% of divorcees and widows

remarrying. Nonetheless, tie lives of women without or betwsen husbands,
usually with more than one child, can be particularly difficult.

Fertility: The total fertility rate, the totil number of children a woman
will give birth to over her childbearing years at current rates of
reproduction averaged 4.9 and ranges from a high of 7.96 for Chefchaouan to e
low of 3.45 in Rebat. The average rural rate is 5.86; fartility retes vary
by instructional level of the mother, ranging from 2.3 children born to women
with higher education, versus 5.2 born to illiterate women.

Urbanization: The urban population in 1987 epproximeted 12 million people,
accounting for 47% of Morocco's population. The populstion of larger cities
in Morocco almost doubled, while the number of medium sized cities tripled
betwesn 1960 and 1982, reflecting large scale, often two-stage, rural
aigretion.

Given the regional diversity which cheracterizes Moroccen terrain and cultural
traditions, Berbers and Arabs; mountain, plains, end desert people; Rif,
Atles, and Anti-Atlas treditions; sgriculturalists and herders; and
differences in colonial heritages: e.g., the Spanish North veraus the
French-occupied center and south, it is essential that service interventions
be teilored to the socio-cultural reslities of esach situstion. Thus province
specific data on beneficiecries must be factored into the design and
implementation of specific secvive delivery mechanisms for each province.

This need is recognized in the project's multiplicity of service delivery
spproaches under the new MOPH outreach strategy, as well as in social
marketing campaligns, which include regional redio messeges. Monitoring of the
acceptability of these and other interventions in the target populations ls
key to their effectiveness.

3. Socio-Cultural Context

The Moroccan socio-cultursl environment is lergely receptive to femily
planning, especially in the context of related family health services. The
concept of contrsception is generally accepted, both to space births and to
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mit family size; and the linkages between the spacing of births and mother
d child nealth are increasingly recognized. Public acceptance of family
anning is supported by most Moroccan religious authorities, although
nservative attitudes continue to prevail among some health providers and
me government officials. The support of religious leaders is expected to
ntinue and increagse following the recent declaration Ly the Grand Nufti of
ypt on the desirability of family planning in developing countries.

cent surveys suggest a strong desire on the part of Noroccan women to limit
eir family size and space births. The surveys indicate that 40% to 50% of
rried women do not wish to have more children, and 13% would like to

stpone the birtk of their next child. TYet, only 24% of rural women use
dern contraceptives. Men's sttitudes and motivations for participating in
ntraception are generally poorly understood. Contraceptive use or {emily
anning is reported by several observers to be & male-female struggle over

e right to decide on reproductive matters. Leading socio-cultural
nstraints to increased prevalence of modern contraception are discussed
low. Although there are no insurmountable social obstacles to the
plementation of the project, socio-cultural constrsints need to be explored
rther to expand coverage and prevalence of family planning and mother and
i1d health cere, especially in underserved rursl areas.

Concept and Methods of Nodern Contraeception

srall, 97% of Moroccan women know sbout. som¢ form of modern contraception.
st couples in urban and rural areas can identily the three msjor modern
versible methods of contraception, with the pill cited in some studies as

o ideal contracegtive despite its side effects. The functioning of the
rious methods, however, is not well understood. Consumers and potentisl
nsumers are rarely informed by family planning experts about how s mathod
rks to prevent pregnancy. This information gap sllows for the proliferation
usually misleading and/or frightening rumors about contraceptive products,
e., orsl contraceptives ar2 toxic; the IUD, known us "the small

eration," essentially involves surgery, to bo avoided unless very ill. The
jority of couples stated that their msjor sources of information concerning
ntreception were family end friends, and informstion exchanged in gathering
sces such as "souks" or "hesmama.” This underlines the need for good public
ucation in femily planning, and points up the possibility of using these
formal networks when possible to promote preventive health measures.

st couples consider the existence of more than five or six children in o
mily to be a financial burden. Yet attitudes about femily plenning are

sed on the couples' perceptions of the respective roles within the family,

e child and the woman in society. The decision to sccept family plenning is
rely tied to the notion of "planning” or birth specing. In fact, most
uples, especially in rural areas, understand family planning to meen

miting femily size. Their use of family planning may reflect their
cognition of the mother as & person, who in addition to resring the

i1dren, may work outside the home. Couples who reject contraception, on the
her hand, generally reject the concept of limiting family size. Although

ey may not feel the need to have children for their economic usefulness,
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children, especially young women, sre regarded as helpful workers, with a
girl's education not yet regarded as essentisl, or long enough, to be a
burden. Although research has revealed much about men and women's attitudes
about contraception, more subtle attitudinal factors remain to be understood,
again on a regionally specific basis. To that end the project will finance &
number of attitudinal studies of various socio-economic and geographic groups,
as part of research on improved IE&C materials, operations research and health
financing feasibility studies.

In terms of methods of modern contraception, there is overwhelming reliance on
the use of oral contraceptives. Studies of knowledge and awareness of various
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 24% of vaginal methods. In contrast to the pill, the
condom is the mcdern, reversible method that seems to be the least

acceptable. Because men tend to be reluctant to talk about FP, and becsuse of
the negative association of condoms with extramsrital sex, substential public
education will be necessary to achieve any large increase in condom use.

Among other things, this could have important ramificetions for the success of
any condom-based AIDS control program. Surgical contraceptive methods are
viewed with & certain reluctence. This is related, in part, to the finding
that Moroccans tend to consider surgery and subsequent hospitalization as
desperate measures to be taken for the very §11. The acc:>tance of tubal
ligation is likewise limited and subject to cultural norms. In theory, tubal
ligation is available only to womon aged at least 28 but not older than 42,
with spousal consent, from fanilies with at lesst four living children, onc of
whom must be a boy, with the youngest st least two years old. In practice,
however, it appears that these criteris 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
acceptable to eligible women. Additional attitudinel research will be needed
and is financed in the project for the design of appropriate information aend
outreach strategies on the various contraceptive methods.

S. Constraints to Expanded Use of Modern Contraceptive Methods
and MCH Services

a) Client Knowledge and Use of Femily Planning and MCH Services

Despite the fairly widespread acceptance of the concept of contraception, the
level of understanding about correct usage of products and actusl prevalence
fall below potential demand. Similar shortcomings exist in the use of MCH
services and products.

Recent survey findings indicate that the pill, in particular, is often used
incorrectly. Many women have the notion of taking the pill for a few months,
then stopping for a peried “to let their bodies rest” and begin again. It is
unclear what contraceptive methods, if any, are used during the "rest” period.
Furthermore, both studies and anecdotal evidence exist that many women
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ontinue to believe the pill should be taken only and alweys after sex. Yet,
‘ther studies show that most health workers know end cen explein the correct

)y to take the 9ill, what to do if one or two are missed, stc. What is still

eeded thus is substantial public education about the correct use of orals,
bout rumors, and side effects. Both rumors and side effects are often taken
ess seriously than they should be by health professionals and by outreach
orkers intent on covering as many clients as possible. Finally, research
ork on continuation rates, and service statistics that track such rates
ccurately are essentisl in assuring that (1) outreach strategies are
cceptable and effective, and (2) reported prevalence indeed leads to lower
ertility.

hile the notion of having an IUD inserted is readily accepted by Moroccan
omen, few women choose this option, and i% is unclear how much the IUD share
f prevalence will incresse because of reported side effects and the earlier
entioned fear of “"surgery." VSC similarly has a low market shars, but
ecause of its more limited side effects, is likely to benefit quickly from
he increase of trained doctors who can perform this surgery, and thus easier
ccess for clients to this method. Most VSC clieats seem satisfied with the
ervices. Many women referred cther women for services. Judging by the
umber of women who are on waiting lists in many provinces for VSC, thero is
ignificant unmet demand.

aginal methods are almost unknown in Morocco. The fact that major donor
rganizations have not focused on these methods is responsible. With proper
ducation, there may be a riarket for such vaginals as foaming tablet, sponges,
vules, etc. Proper sanitation will be a concern with all these methods, as
111 the potentially high failure rate associated with incorrect use. But
hese methods are likely to have appeal to an increasing private sactor mazket
or birth control in urban areas among educated women.

espite its negative image, condom use is increasing. Detailed information is
acking about current condom users. Better understanding of the current
arket is needed to design public education materials to expand condom use,
oth as an AIDS control and a family planning method.

'Isconceptions sbout the effectiveness and proper preparation and use of
roducts is alsc an obstacle to increased use of MCH services and the

eduction of Morocco's high rate of infant mortality. For example, mothers in
ach kind of setting are often found to restrict the intake of water and often
ound protein by their diarrhesa-struck children. Diarrhes and vomiting are
erceived as a healthy purging tliat will lead to a relief of sickness. The
ersistence of such beliefs is related to the ambivelence and information
rovided by many service providers about CRT. According to the KAP study
arried out before tho 1988 Child Diarr...: Control Cempaign, only 3% of women
ho consulted pharmacists concoruing diar-nes were given ORS, and in only 10%
f cases was ORS prescribed by doctors, though public sector doctors are more
ikely to prescribe ORS. The gap between prevalence and apparent demand is
elated to inadequete access to PP and MCH services in rural areas and the
uality of aveilable informetion about family planning and MCH services.



@ 1987-88 National Heelth and Demogrephic Survey reported that although

gt over & quarter of women had medicelly supervised births, in rursl areas
is figure was a low 10%, with only 12.6% of these women receiving any

enatal care from s doctor, nurse/midwife or nurse. BRegional lifferences,
flecting accessibility to care as well as cultural patterns exist here as
11. In general, however, as education incresses, women are more likely to
ve received both prenatal cere and madical supervision for birth=.

though much of the misinformation and gaps in client knowledge can be

cribed to the informel sources of information, health professionals also do

t always provide complete and sdequate advice on FP products and thair

rrect use. A survey of private health professionals indicates that they do
t feel as informed as they would like to be and that it is the least well
formed pharmacy assistants who have the greatest contacts with the "poorec"
jent. Currently neither the formal nor tha informsl communicstions netwocks
operation provide the medical community or the public with appropriate or
gh quality information about family planning method and their correct use.

e project will finance IB&C activities designed to research consumer
eferences as well as improve the reliability of information provided through
PH channels, social marketing activities, privete phacrmacies and

ysicians. Since there often is & close and trusting rvlationships between
men clionts and traditionsl midwives, training of traditional midwives in
mily planning and mother and child health and other community workers is
snned under the project and will particularly benefit the most remote and
medic populations, where community participation is essontial for the
livery of minimal services. In addition, pharmacists and pharmacy
sistents will receive training in contraceptive technology, including
nagement of side effects, and family planning communications. '

b) Access to FP and MCH Services and Facilities

cess to fixed MOPH facilities is limited in many rurcl areas and to date
bile outreach services have not been aveilable in all provinces. The
ortage in clinical facilities has had a particularly adverse impact on women
" high parity and those over 35, who no longer want children or wish to delay
eir next pregnancy. That 80% of Moroccan women rely on oral contraceptives,
ich is not the most sppropriste method for women wanting no more children,
flects in part insufficient access to clinical facilities that provide IUD
sertions and VSC services, as well as the misporceptions and fesrs

gociated with more reliable and permanent clinical methods.

e project will extend access to the MOPH FP and MCH program to 12 new
‘ovinces located mostly in the northern region of Morocco. These provinces
e relatively isolated with limited trensportation infrastructure. Nobile
4cs will be created to reduce beneficiery travel time by meeting at service
tes located in a given area. Improved access to clinical facilities

nanced under the project will include the upgrading of rursl dispenseries;
grading or construction needed to create 12 additional family planning
ference centers, and the equipping of 15 additionsl provincial centers snd S
ral fecilities for voluntary surgical contraception.

m
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¢) Beneficiary Perceptions of the Public Delivery System

ren when health facilities are available, however, they are, especially at
wer levels of the health system, often insufficliently used. Rcasons include
1ltural patterns, with clients seeking help in the mornings in connection

.th visits to the souk, women's inability to leave the house alone to seek
t1p at & clinic, the perceived lack of qualified personnel (i.e., &

iysician) at the dispensery level, lack of pharmaceuticals, end s general
ssatisfaction with the facility or reception by the staff.

ny clients perceive MOPH facilities and services to be unsanitary end
efficient. In fact, existing facilities are often in poor phyecical
ndition, under-equipped and lack sufficient supplies. Rural dispenseries
rely provide the privacy for adequate FP services or beds for births, and
dents have noted difficulty in obtaiaing ORS, and other MCH products. The
iality of client interaction with health workers is also often limited by
muunicetion barriers, includiag but not limited to, an unfamiliarity with
cal dislects.

cording to recent surveys, although effective communication between :clients
d health workers was somewhat limited by the worker's inability to speak the
cal dialect (11%) and the use of technical terms that the clients cannot
derstand (12%1), most restricting was the fact that workers do not
monstrate the use of products (57%). Given cultural sensitivities, male
rkers are particularly reluctent to provide adequate explanation and
monstration of products to women clients, and women clients are often
luctant to seek FP and NCH services from mele workers. This probleam is
pecially acute in remote rural areas where itinsrant workers tend to be male
e to the difficulties associated with work and travel in remote regions. The
ount of time outreach workers have been esble to spend with each client also
ars directly on the quality of communication. Workers have been evaluated
the basis of the number of houses they have visitod by the end of the day
ther than the quality of the interaction. In the past, health workers may
ve had as little as three minutes to devote per household. Although this
y be an adequate amount of time to leave additional cycles of pills, it does
t allow for child weighing, demonstration of ORS, or a convincing discussion
the wisdom of changing contraceptive rethods. Changing the basis of the
aluation of outrsach workers' activities to takse into account actual
complishments and qQuality of interaction is important to improving the
pact of these programs.

nally, there is somo indication from the evaluation of the VDNS program and

clal marketing feasibility studies that client perceptions c¢ MOPH services

y be negatively influenced by their free-of-charge nature. An assumption,
ted often, that if something is free it is not as valuable as something that
s an essigned value, might be interfering with the level of acceptability.
the other hand, VDNMS workers for the most part indicate that even a small

yment would be impossible for most of their clients. In one study, women

o said they were happy to receive and use such items as OBRS stated that they
uld not purchase these same items, even if needed by their children. This
borne out es well by the fect that few women frequent the AHPF centers

ere small payments are required for FP supplies. And yet femilles with

S
3D
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financial means prefer private medical and pharmaceutical outlets. Additional
research in this ares is needed to define price-related fectors which
influence client health-geeking behaviour in various populations.

Project activities intended to improve client perception of the quality of
MOPH services include the upgrading of facilities mentioned above, training
for MOPH worrers, mobile outreach coverage designed to improve the quality of
services and duration of consultations. In eddition, denand analysis and cost
recovery researcu are planned to identiry price-related factors which
influence client behaviour.

d) MOPH Worker Perception of the FP and MCH 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. VDMS workers' job satisfection was shown to diminish
correspond’ngly as distance from the MOPH centers increases. reflecting & need
to l~pzove supportive su,ervision. Correspondingly, client sstisfaction with
the VDMS program alsu de.reased as distance from a fixed medical fecility
increases, and clients eapect and need a wider rsnge of services.

Work environment-related factors which lower morale include problems with
staff reimbursement for travel expenses, repair of motorbikes, restocking of
supplies, and the difficulty of reaching remote rural outposts. Host (74%)
rural workers cited serious transportation problems as a major obstacle.
Inadequate management and supervision of outreech workers has also been shown
to undermine the quality of coversge provided by NOPH workors. Psrsonal
inconveniences associated with rural life, i.e. the lack of electricity,
running water and access to recraation, also undermine the morale of rursl

workers in general.

Recognizing the needs of their target populations, VDNS workers recomzended
that s greater effort be made to provide services for households far from
health facilities by providing “points de ressemblements” or “points of
contact” and by stocking "points de approvisionnement,” where rural families
could obtain pills and other supplies. The planned expanded use of mobile
teams and points of contact responds to the wider neods for health and femily
planning services of these people. The extent to wliich, however, the
convenience of door-to-door service is lost, and leads to family planning
drop-outs will be monitored in arees where VDAS visits are withdrewn. This
will be done using es e baseline a “census* of houssholds taken by point of
contact and mobile team workers before the prograa begins, and then followed
up specifically to note discontinustion rates.

VDAS workers also urged thet greater efforts bs mads to involve other
ministries in support of the family planning and NCH programs. Broadening the
efforts to work with other ministries beyond the central level to the
provinces should be easier with the Ministry of Health's efforts to
decentralize program management, and should be & focus of USAID attention.

Under the project, worker motivation will be enhanced as well through more
decentralized management and improved mobility of the enhsnced FP and NCH
progean.
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The expansion of the traditionsl VDMS epproach of door-to-door visits to
include wider use of point of contact and the mobile tesm concept should
improve logistics and supply if planning and supervison are adequate. The
installation of photovoltaic lighting systems in epproximately seventy rural
dispensries and health centers will improve working and living conditions for
rurel workers. Finslly, worker motivation can be improved by providing basic
quantitative skills training making it possible for them to monitor progress
and see results of their efforts.

6. Progremmatic and Strategy Issues

a) Relative "Hix" of Interventions

What seems to be the most effective approach in a country as diverse as
Morocco is to have a multiplicity of service delivery approaches tailor-made
to the different regions or populations. Thus the project will support the
expansion of the MOPH outreach system by introducing appropriste features of
the MOPH'yv pilot maternsl chiid health system, "Soins de Sante de Base"

(SSB). The enhanced strategy incorporates a combination of outreach
approaches, including fized facilities, household (VDHS) wisits by itlnerant
agonts, comaunity level service points covered on a scheduled basis, and
mobile units capable of providing & wider range of services, especially to the
*"inner circle” of beneficisries. Given that the SSB strategy has been
imnplemented since 1984 in only three prcvinces, it is important to monitor
its effectiveness in terws of the various outreach approschas and their
application of family planning services in outlying rural arece. Two obvious
problems with the approach are that (1) some women, in accord with local
mores, do not leave their homes, and thus will no longer benefit from access
to services; and (2) some terrain, within 3 kilometers of heslth centers, may
be mountainous making access to health care more difficult then in flatter
outlying regions. Finally, to be successful, the spproach is dependent on the
MOPH arranging, publicizing, end observing schedules for both point of contact
and moblle teams, implying a need for good logistic planning, budget support
and supervison.

The necessity to tailor program elemaents to terrain must be counterbalanced
with an awareness of the common elements which the different Moroccar regions
shere. These include central government structures which unite the verious
regions and socio-cultural factors such as the "souk,” the "hemmam,”, and the
"mosque.” These all offer possibilities to be considered for providing
information and sometimes services in family health caze.

b) Relative Effectiveness of Male and Female Workers

Surveys show that women clients tend to bs more responsive to female workers.
Due in part to cultursl sensibilities, male workers are often reluctant to
provide female clients with detailed explanations of contraceptive products.
An effort is being made to incresse the female staff in fixzed fecilities and
mobile outreach tesms. However,the MOPH has decided to rely almost

1Y
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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 areas, and past
negative cxperiences of female outreach agents. Additional information {s
needed on the potential for effective outreach work by male and female
workers. During the first Year of project activities, there will be o revjew
of data regarding effectiveness of male and female outreach employees as an
input into the design of expanded support for such activities. Horeover, a
review of the satisfsztion of female workers with their responsibilities will
be undertaken, in:luding the steps needed to increase their effectiveness end
satisfaction. Giwen the socio-cultural diversity of Horocco, research on the
receptivity of clients and appropriateness of communication channels must be
conducted on a region-specific basis, ideally through e series of focus groups
conducted in each key reglon by qualified MOPH staff.

In short FP and MCH program interventions will be monitored closely in terms
of socio-cultursl effectiveness and ways to improve offectiveness, e.g. gender
mix of MOPH outreach workers.
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PYFANT COVEFAGY OF »03 SSRYICIS. TRIS SHOULD PE PART OF
T8 AID BIALTH SRCTOR POLICY IIALCGUEZ, 4S DESCRIBID

FCRTBIR IN FARA 4.

3. BFTALTE CART FINANCING: TBE ANPAC NOTED TBAT BEALTH
CART FINANCING IS A COMPLICATEL FIBLL AND VILL REQUIRE
CCNSITERARLE ANALYSIS 7C LRVYLCP AN APFROPRIATE SET OF
PCLICY ANL OTHER MEASURES. TRE MISSION IS URGED TO BE
CFEATIVE ANT AGGRTISSIVE IN TEIS AREA IN LICET OF TBY
PCTINIIAL CCNTRIBUTION OF THE PRIVATE SFTTOR AND LIaELY
O FPOETUNITIFS FOR MAnING PUELIC JIALTE CARE MORL COST
TIMICIIVE. Tgt ANPAC JULLT ENIORSES TBE MISSION
DXCISION TO ADD DOLS. 1.0 MILIION FOR ANALITICAL STUDIES
APT ®XPERIMENTAL PROGRAMS, wITE BYGARL TO THE LATTER,

$ BT INITIATION C? A SERIES OF SMALL PILOTS WITB VARIOUS
G RCUPS 1S ENCOURAGEL, FOR EXAMPLE, WE UNDERSTAND THE

v, 1SSICN 1S CCNSIDERING FFFOR?S VITH HEALTH HAINTENANCE
OFCANIZATIONS, PRIVATY INSUBANCE PROGRAMS AND, POSSIBLY
L CCAL GCYERNMENT COS1 SBARING VECHANISKFS TO SUPPORT

S JRVICE LELIVERY SYSTEMS. SUCH PILOT ETFORTS ENTAIL
SCML BXPERIVMENTATION AND RIS«; BCeFVER, TBE FISSION
SECULL S¥Ea AS VICF A RANGY OF OPTIONS AS MAY BE OYFERED
ANT o1IE 50¥i CRANCY: CF FAILU?E I¥ NECESSARY. TEE PP
SECULT IEVEICH BNTE A TECENICAL ANL TACTICAL STRAT7GY
FCP TIE STUNITS/ANALISIS/PILUT TESTING NEEDED TO AOVANCE
TFE BEALTE FINANCING DPRCISIONS, WHILY W® AGREI SOME
FUNDS SEOULT E% RESERVEL FOR TARGE?S OF OPPORTUNITY OK
UMANTICIPATST NTEDS, USAIT SEOULL ILENTIPY «ITE TEE GOM
w PIRY CUR AMALT1ICAL ANU PILO1 EFFCRYS wILL 3%

FCCOSSEL. CRVICUSLY THIS ANALYTIC ANl OPERATICONAL
AGINTA ¢JLL 9AVE 1C ®F CLCSELY CCORLINATED 4ITE THE
wORLL FAVa WCRa. ASSUMING TEE PAh. WILL FOCUS ON
FACILITY ANI SERVICPYS MAWACEMYNT, oI HAVF ILENTIZIED
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ANNEX B
ADNINISTRATIVE ANALYSIS .

A. ADMINISTRATIVE ARRANGENENTS AND RESPOMSIBILITIBS

The Ministry of Putlic Health (HOPHi) will continue to be the primary recipient
of U.S. assistance under this Project, wiih severel elements implemented in
conjunction with the private sector and other government agencies. Nany of
the major elezents of the project are a continuation and expansion of
activities developed with assistance provided under earlier projects. There
are, however, new project elemente (particularly health sector financing, AIDS
prevention and control, end to a lesser extent, facilities renovartiod and
exteasion) for which there is limited prior experience. In addition, given
the number of activities, implementation of the project will require the
cocrdinated sction of eech of the participating sgoncies. A description of
the key sgencies involved in the project is presented below.

1. Ninistry of Public Realth

The Ministry is in the early stages of & major reorganization which will
involve some key counterparts. The current and evolving organigrems are
presented under tables E.1 and E.2, respectively, snd fliustrate this
snalysis. Currently, the Hinistry has two Directoratas, that of Technical
Affeirs and of Administrative Affairs. To date, the Dicectorate of Technical
Affeics (DAT) has held primary responsibility for the entire range of the
Ministry's curative and preventive health care programs, including AID, World
Bank, and other donor-supported sctivities. Actual implementetion
reuponsibilities of the predecessor AID project wore assignad to DAT's
Division of Population which comprises practically all progrems dealing with
preventive care, including femily plenning, mother and child health, health
education, potable water, etc. The Service of Family Planning ccordinated
day-to-day management of the project 017), working closely with other Services
in the Division handling related child survival fntezventions (immunizeation,

ORT, nutrition).

Under the revised table of organization, the DAT has been broken up, with its
responsibilities to be shared between four of the Ministry's new seven
directorates, and t!. > of the new divisions. Specifically, the Division of
Population will be largely subsuned into the now Directorate of Prevention and
Health Training which will bacome the seat of project management and
coordination. Project assistence for prevention and control of AIDS
sctivitiee, however, will be mansgod by the Directorate of Human Bpideamiology
and Health Prograss; technical and mansgement training activities by the
Dicectorste of Humen Resources; end the data manaogement and specisl studies
activities, Including the 1991 Demographic and Heslth Survey, will be the
responsibility of the Division of Planuing, Statistics and Data Prccessing.
Activities with the private sector and health financing will involve the
Directorate of Regulations end Control, the Division of Coordinstion of
Autonomous Institutions, and the Division of Pharmaceuticals.
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TABLE E.1

Organization Chart of the Moruccan Miatstry of Pubdlic tiealth, 1976
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Proposed Organization ot the Ministry of Public Health

TABLE PB.2
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and district heslth services. He is supported in this role by a secvie. .&
Reeearch and Evaluetion and two standing coordination committees for hospital
operations and basic health sorvices. A copy of the revieed organigrea for
Provincial Health Services i2 presented in table E.3. Coples of the previous
provincial level organigrems are prosented alao as tables .4 and B.S.

The raevised structure will facilitate improved coordination in client referral
and follow-up, more effective technical back-up and supervision; and increased
pacticipation by clinical staff in planned FP and MCH training programs.

2. UsAID

USAID officers will continue to exercise primary responsibility for the
mansgement of activities discussed in this Project Paper. Specific project
mansgement responsibility will rest with the Population and Humin Resources
(PHR) Division of USAID. PHR steffing will include the Division Chief; e
Population Officer; e project-funded Child Survivel Advisor (TACS); a Special
Projects Officer; and s FSN professional employee. A local hire PSC health
finance advisor working with the MOPH in the development and coordination of
planned sector reform activities will also assist in assemabling information to
ensble more effective GOX monitoring of the Project.

As in the past, the Population Officer will act as the Project Officer for the
project, with menagement. responsibility for the variovs subproject componeants
shared by the remaining USDH staff identified sbove. Based on USAID
experience with the predecessor Project 608-0171, the Nission has increased
steff depth in key technicel skills aress, i.e., certain sspects of child
survival, health finencing, to ensble more effective management of the
numerous and complex assistance activities scheduled under the Project.

Pucthermore, to raduce the management burden, USAID will consolidate technicel
assistance in spacific fields under e single contractor, who will be
cesponsible for necessary coordination and follow-up. For example, one {irm
will handle private ssctor activities, anothsr IB&C, and a third, technical
assistance and treining needs across the board. MNonitoring of “is lutter
contract will be the task of the naw Child Survival advisor. The ,vnetal
training and technical assistance services will be provided under .~ AID
direct institutional contract for management, training end technical
assistance. This contract will provide: (1) spprozimately 30 months of
short-term technical sssistance and 48 months for two long-term advisors, each
tor & period of 2 years; (2) local edministretive, mansgement and logisticel
support for MOPH in-country treining, operstions research and related date
collection sctivities; and (3) home office support for tho procurement,
testing and shipment of commodities purchased in the U.S. and overseas. In
eddition, there will Le multiple actors involved in efforts to expand private
health insurance and carry out necessary sector roform measures. Given USAID
interest in playing a more active role in moving these activities forward and
assuring coordination, tha Mission will also contract assistance requirements
for these project elements, under & separate USAID direct contract. Ongoing
assistence requiremants in specific technical skillsy aress will continue to be
scquired through buy-ins under AID/W centrel project coatracts.
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TABLE E.3 ~
PROVINCIAL HEALTH SERVICES

MEDICAL COMMISSION

DIRECTOR

SUPERVISORY COMMITTEE

PARAMEDICAL TRAINING
SCHOOL

PLANNING, RESEARCH AND |__ DEPUTY DIRECTOR

EVALUATION SERVICE

PROVINCIAL HOSPITAL
OPERATIONS COMMITTEE

BASIC HEALTH SERVICES

COMMITTEE
MATERNAL, INFANT AND HEALTH EDUCATION EPIDEMIOLOGY AND DISTRICT
CHILD HEALTH AND PAMILY{I} AND CONTINUING ENVIRONMENTAL HEALTH SERVICES
PLANNING DIVISION EDUCATION DIVISION||| HYGIENE DIVISION

PERSONNEL AND HOSPITAL DIAGNOSTIC CENTER ADMINISTRATIVE
MAINTENANCE AFFAIRS DIVISION
DIVISION
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- TABLE B4

" ORGANISATION SANITAIRE D'UNE PROVINGE MEDICALE.
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In this regard several AID grentee and contractor or;adiiltlon;'blllz
participate in the project. These include:

a) Tie Johns Hopkins Program for Internationsl Bducation in Q!n;coiog!
end Obstetrics (JHPIEGO).

JPHIEGO will essist ths HUPH in strengthening both pre-service and in-service
teaining in reproductive health and family plenning. The contractor will also
assist the Ministry with nsxt steps to decentralize clinical update and
cefresher training programs &nd to establish Regionsl Physiclan and Nurse
Treaining Centers for clinical instcuction in family planning techniques. These
centers will bs located in Agadir, Marrokech, Kenitrs, Fez, Cesablancs, Rabdbat,
Neknes, and Oujda. The centers will be operated in closo collaboration with
the National Training Center for Reproductive Health, University Teaching
Hospitals (CHU) in Rabat and Casablancs, and MOPH proviucial-leval schools of
Nursing and Midwifery. JHPIEGO will also assist in eetablishing family
planning serviceo in private sector organizetions, such as tho Mationel Center
for Social Security (CNSS) and under private employee service progress.

b) The Associatior for Voluntary Surgical Contraception (AVSC),

AVSC will assist the MOPH in the further expsnsion of the national
reproductive health and surgicel contraception program described under the
clinicel services element of the project. AVSC will puechase medical suppliss
snd equipment, finance operational expensecs for the program, and provide
technical supervision for hospitals participsting in the sub-project. Funding
for this sctivity will be provided under the Project via a buy-in to the
existing AVSC grant egreement with AID/Washington.

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

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

d) The Jo" ~ Hopkine University (JHU), Center for Population
Communications.

JHU will essist the MOPH in identification of the information and education
needs of the WOPH fomily planning and NCH programs; execution of marketing and
sudionce surveys; production of FP and NMCH promotion materiels; end design,
implementation, and oversll assessment of the Ministcy's IEC program. This
assistance will be provided through & buy-in under the AID/W Population
Communication Services (PCS} Project Contresct.

142
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e) Acadeny for Educational Dsvelo
Intecnational (FHI). —_

AED and FHI will provide technical assistence, under buy-ins to the AIDNW
AIDSCOM snd AIDSTECH project contracts, for HOPR surveys to determino the
incidence and preveclence of HIV infections and AIDS, and attitudee towards
AIDS; research to test und ovalusts AIDS intorvention programs and
hypotheses; and provision of blood s~reening equipament and other prevention

conmreodities.

3. Other Public and Private Sector Orgenizations

The MOPH will also raceive sssistance from several other public end private
sector organizations. Following is & 1list of the specific orgenizations which
will participate in the implementation of the project.

A. Autonomous Training Institions

Five autonomous training institutions will provide training end technical
supervision to facilitate implementation of the clinical services, eaployee
services, technical and menageaent training, end AIDs prevention and control
elements of the Project. A brief description of these institutions is

presented below.

(1) The Nationsl Training Center for Reproductive Health
(NTCRH):

The NTCRH is & netional family plenning end reproductive heslth service snd
training feacility, with a 30-bed msternity and obstetrics-gynecological
service, located in Rabat, Morocco. The center functions under the joint
suspices of the Ministries of Healta and Bducation, and hae provided regional
treining for Moroccan participants in sub-Sahersn Africa, under an sgreeaent
with JYPIEGO, since 1981. The NICRH offers training for physicians, nucses
end technical staff in e full range of reproductive health. The Center's
technical staff consist of 12 physician specialists in obstetrics, gynecology
and reproductive surgery; 22 resident physicians, who are specializing in

o’ “tetrics and gynccology, 80 nurses and another 62 edainistcative and service
pecsonnel.

Since 1984, the NTCRH has trained approximately 150 physicians and over 270
paramedicel personnel in laparoscopic tubal ligstion procedures, operating
room techniques, and family plenning informstion and services. The WICRH also
annually serves as s clinicel rotation site for epproximately 80 medical 5th
and 6th year students. The Center has performed over 6,000 tubal ligetions
and provided technicel supervision for an additional 16,000 such procedures
performed in MOPH provincial centers throughout the country. The NICRH will
provide similar clinicel training and technical supervision assistance under

the Project.



(11) University Tesching Hospitels (CHU):

The 180-bed Averroes Naternity Hospital (Rabat) and the 248-bed Maternity-de
Ibn Sins (Casablanca) will also become more actively involved ia ZTamily - -
planning clinical training aud program supervision under the Project. Bach of
these maternities caccies out over 12,000 deliveries per year ohd serves as
one of the nine nedical facilities coamprising the CHU clinical campus of Rebat
and Cassblancae.

Instruction and service programs st the two CKM maternities are similar to
progrens managed by the HICRK, oach with spproximately 30-40 resident
physicians completing their specialty in obstetrics and gynecology, end en
edditionel 120-160 Sth and 6th year medical students rotsting through these
fecilitios on an annusl basis.

(1i11) Management Training Institutes

Two newly created menagement training institutos, the National Institute for
Rosearch and Training in Public Health (NIRTPH) end the Regionsl Fanlly
Plenning Logistics and Managemsnt Training Center (REPLNTC), will assist the
1.OPH in carrying out planned msnagement treining activities finenced under the
project.

The NIRTPH has been established as an autonomous institution under the
suspices of the HOPH. The institute is currently locsced on the grounds of
the MOPH College of Public Health end will begin offering masters iovel and
short tera-training, in public health end hospital mansgenent, in September
1989. The REPLMIC, ulso housed on the grounds of the College of Public Health,
was established in March 1989 with assistance provided under the AID/V Pamily
Planning Logistics Management Project. This center will offer short-term
training and technicel assistance in FP progrem end logistics manegesent, with
the initisl course zcheduled to be held in December 1989.

b. Private Voluntacry Orgenizations (PVO)

Two PVOs, the Moroccan Femily Planning Association snd the Moroccan
Association for the Prevention and Control of AIDS, will assist the MOPH in
the implementation of the IEC and AIDS prevention atd control elements of the
project.

(1) The Associstion Herocsine de Plenification Familiale (AMFE)

AMPF, the Moroccan affiliste of the Internstionsl Planned Parenthood
Pcderation (IPPF), will continue to assist the HOPH in the development of FP
promotional and educationsl materials. Founded in 1966, and accorded
IPPP-affiliate status in 1971, AMPF is recognized by the GOH as a “socloté
civile” -- a non-government organization engeged in socially bensficial
activities. Jts primary functions are to: (1) sotlvate, inform end educate
the Moroccan people sbcut the edvantages of femily planning; and (2) provide
femily plenning services to the Noroccan peoplse, especially the rural
population who do not have accerzs to the "Ninistry of Public Health
facilities" (AMPF coastitution, 1974).
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ANPF has a staff of 65, iacluding 9 edainistrative personnel, 12 IBLC staff,
and 44 persons iavolved in FP service provision. - Working out of Rabat -
Headguarteru snd branches in Mercakach, Fes, Tengier, Cesablancs, and Agadir,
the organization operates 12 PP clinics; a FP secrvice delivery program using
mobile units and community based sales agents; and an extensive PP IBLC
progrea, including radio, TV, public exhibitions and training workshops for
personnel from various Horoccan government and non-governmaent sgencies. In
Octobar, 1983 the Mission rogistered AHPF as & PVO eligible to seek U.S.
Government resources.

(1¢) Assoclation de Lutte Contra le SIDA (ACLS)

ACLS, a non-profit organization created in 1987, will essist the MOPH and the
GOM National Commigaion for the Prevention and Control of AIDS, in the
implementation of the full range of activities planned under the AIDS
prevention and control element of ths project, psrticularly those activities
requiring more direct contect with members of high risk populastion groups.
Members of the ALCS, for the most part, are drawn from the Noroccan mcdical
community. The Executive Board of the Association includes seversl senior GONM
officials and the ACLS hes the endorsement of the HOPH. The President of the
Association .s an active meaher of the GON AIDS Commission and is recognized
as & leading expert on the prevalence and transaission of AIDS in Horocco.

To date, ACLS has developed 8 series of AIDS information brochures and
pemphlets; completed s 12,000 sample survey on knowledge, attitudes and
practices concerning AIDS and HIV infection in Morocco; provided counseling to
AIDS pstients and femily meabers; and estsblished ¢ telephone hotline to
provide information on AIDS and HIV infection and suggested preventive
ROASUrYS.

The ALCS operates out of Casablance end hes regional offices la El1 Jadida,
Merrakech and Rebat. It is plenoing to open additional offices in other msjor
cities. The main objectivos of the Associstion are dissemination of
information, and morsl snd medical support for asymptomstic patients and AIDS
pstients. ACLS recently forwarded USAID documentation on its legal status,
membership, financial resources, and procedures and plens for future
sctivitios. USAID is presently reviewing these materials in anticipation of
reconmending (ormal AID registration of the issocietion as an authorized
indigenous PVO eligible for direct financisl essistsnce from AlD.

c. Privete Sector Agencies

The principal private sector agencies involved in the project ere the Moroccan
Physician and Phacrmacists Professional Associstions end the National Ceater
for Socisl Security (CKSS). Other potentisl private sector participents
include the Moroccan Private Employers Confedorstion (CGEM), the Moroccan
Pederstion of Privete Insurance Agencies (FMSAA), aad the Nationel Socisl
Security Fund for Putlic Sector Employees (CNOPS).



(1) Conseil de 1'urdre des Nedecins

The "Conseil de 1'Ordre des Medecins® is s Norocecan professional society,
roughly equivalent to the Americen Hedical Association in the U.S., for
Roroccan physicians from the public, private, military and academic soctors.
The Conseil is directed by a national governing board comprised of the
presidents of its 7 regional branches, represontetives from each of the
concerned medical sectors end an executive seretariat. The president of the
national body, as well as those for the 7 regional brancaes, is appointed by
Royal Decree, assuring contianuity in operation and policies espoused by the
Conseil and ready access to senior levels of the government.

In NMey 1988, the Conseil, under the auspices of the King, hosted a national
seainar on access to health care in Morocco. The seminar was opened by the
Prime MHinister and featured active debate by the over 600 physicisns in
attendance, with the Ninlster of Health chairing several of the plenary
sessions and remaining chroughout the three day workshop. Several of the
reconmendations developed during the seminar figure prominently among the
health sector policy issues to be examined under the project. The Conseil has
bean a leading voice for health sector reform and improvement ol medical
practice in Norocco and will be represented on the technical advisory
committes.

In addition, certeain of the regional conseils - and especially that of the
north central region - have been particulerly interested in health financing
issues, holding seminars, diacussing stendards of prectice end sliternative
financing and deli=ery systems. Given their smaller size, thess organizetions
may serve as more useful partnecs for specific dinlcgue in health finencing
than would the Conseil itself.

(1i) The Federation Merocsine de Syndicets des Pharmaciens

{FNSP)

The FESP is e national trade association grouping the 18 local and regional
professional essociations of Norcccen pharmacists. Although, the Federation
works in close collaboration with the Conseil de 1'Ordre des Nedecine et des
Pharmaciens on issues concerning the moral and professional integrity of
medical and pharmaceutical practice in Morocco, its principal role is to
assist in addressing the practical concerns of its membership, i.e. laws and
regulations governing the installation of new phermacier and medical product
sales outlets (depots); access to credita; continuing professional and
technical esducation; pharmaceutical pricing end selss margins; ete. In this
role, the FN5P, through the Syndicat des Pharmaciens de Kaebat, has assisted in
development of plans for the now condom sales program, schedulcd for leunch in
September 1989. The FNMSP will continue participation of this nature ia the
implementation of project 0198, working with the OPH to develop socisl
marketing sales programs for contreceptives and MCH products, and to create
rural pharmaceuticel and medical product sales outlets.

o)
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(1i1) Caisse Natlionalc de 1a Securite Soclni; CNSS

The CNSS, a public institution, was established in 1959 as the conterplece of
what is known in Morocco as s system of social protection for the salaried
labor force in the privets sector. CNSS generates revenues for it programs by
mandatory employe: and employee contributions for all private sector firms.
There sre three types of benofits programs sccording to the law: (1) family
benefits; (2) short-term indemnity benefits for illness and maternity leave;
and (3) long-term payments for retirement, workers compensation and survivors
benefits. The CNSS has been involved in health secvice dolivery, since 1979,
through its family benefits branch.

Frow 1979 through 1988, the CNSS developed, orgenized, and {inenced a
multipurpose clinic aystenm which consists of 12 facilities thnt contain s
totsl of 1280 beds nationwide and employ 229 full-time physiclians. The
project will strengthen the capacity of the CNSS to provide reproductive
health and family planning training to CNSS's 16 full-time and 46 part-time
physician CB/GYN specislists and related paramedical staff; and to install VSC
services in the maternity units of these 12 polyclinies. The CNSS will also
perticipate in the planned private health insurance feasibility assessment and
will figure in subsequent deliberations on options to expand private insurance
coverage.

(iv) The Federstion Marocaine des Societes d'Assurances at deo

The Federation Marocalne Cé8 50C79°87 T ~ " -~ —— —=———

Assureures (FNCAA and Caisse Nationsle des Deuvres de
Prevoyasize Socials (CNOPS )

Anong other private sector ocganizations which will be invited to participate
in the planned private health insurance feasibility essessmsnt are the
Federation Narocaine des Societes d'Assurance ot des Assuroeures and the Caisse
Netionale des Ouevres de Prevoyance Socials.

The FMSSA is a national trade sssocistion whose principal responsibility is to
represent the 21 Maroccan private insurance companisy in pegotiations with the
GONM. These negotistions primarily involve officials within the Ministry of
Finence's “Direction des Assurances et de la Prevoysnces Socisle,* concerning
laws and regulations governing insurcnce industry operations and pricing.
Private insurance firms represented by FMSSA normally offer heclth insurance
policies, often part of & gloup insurence packsge, to private sector
employers. Although the price of houlth insurance is not regulated, snd does
not have a fixed price, insurance compsnies are ragulated as to their
investments (60% of reserves must be invested in bonds issued or gusranteed by
the GOM at below market ratas). Pricing for these gtoup premiums are set
based on expectations of sickness and utilization, end adjusted each yesr to
reflest the actual exzperience, although thera is competition in rates. These
policies currently provide coversge for approximatley 13% of the Moroccan
populstion.

The CNOPS consists of a loose organization of 8 sutonomous public-sector
employce mutual groups, responsible for both the finencing and delivery of
heslth care. Although the CNOPS functions as the umbrella orgenizetion of the
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8 nmutual groups and maintains its own separate adainistrative offices, each of
the mutuals manages its own benefit program. MNenbership in siz of the eight
mutusl groups is voluntary. The two remsining groups, covering the NMoroccan
srmed forces and dependents, require coampulsory participation for members
under their segis. In 1988, this onsemble of mutuel groups, under the
umbrells of CHNOPS, had 650,000 members, or 30 percent of all public sector
eaployees.

(v) Confederation Generale EBconomique Marocaine

The Confederstion Generale Beconomique Marocaine (CGEH) is the private
employers confederation, often viewed as the functional equivalent of the U.S.
Netional Association of Henufacturers. The CGEN was established in Cesablance
more than 20 years ago and dotween 1976 and 1985, its membership grow from 180
to 4,000 members, including 45 professional associstions. The procleimed
gosls of the federstion are to promote s rstional economic devolopment policy
and to strengthen the role of private enterprises in Norocco's economic and
soclal development. USAID and the MOPH, and AID contractor sta”i, have
epproached CGEH as & potential participent in tha project. In this role, CGEN
would communicate information and stimulate interest in ths planned employee
service activities to the numerous Noroccan employers subscribing to the CCEM
nawsletter.

B. JITONAL ISSU

The BOPH has been an effective and committed counterpart for USAID aessistance
in the sector. The Ministry remains, however, s highly centralized end
hierarchical structure, and has moved slowly in delegating decision msking
suthority to program managers st the central level and increasing the role of
provinces ln program edministraticn and plenning. The ¢roject will assist
ongoing MOPH efforts in this regard through increased management traeiaing of
program and edministrative steff; strengthening date 2cllection and ‘
information systems; and improving coordination emong the various programs,
departments and levels of the Ministry. To this end, an anclysis of NOPH
performance and capabilitic¢s in the following prograa mansgement 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 capecity within the MOPH. Yet much of the
Rinistry's success in implewenting family planning snd maternal child health
prozrams has depanded on & relatively small number of capable, energetic staff
st the cantral lovel end in the provinces. The KOPH is eware of the fragility
this creates in assuring long-term continuity and effectiveness in progrea
managomant. The Ninistry has, therefore, taken steys to improve this
sic¢uation.

4V
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To improve program uanagement at the ceotral level, the Ninlstry established &’
Projaci Wanagemont Unit (PRU), within the ROPH Division of Population; ead has
progressively strenjthoned the managerial cepacity of the PNU by incressing
bota the number and technical competence of essignod steff. The PNU i
directed by the Chief of the MOPH Fanily Plenning Service, with adninistrative
ard technical support provided by & senior edministrator (e USAID WPd
participant under the Health Hanagement project 0151); the adminstrative
essistant for the Population Division; a dats mansgenent assistant; e recently
recruited public health physician; a nurse midwife; and additional sscretarial
and logistics personnel froa the Division of Populatien.

In 1986 the Ministry sppointed s former Provinclial Medical Director to manage
and coordinate USAID Child Survivel assistance for the nationsl vaccination
program. The project coordinator has heen extremsly succassful in dicecting
national vaccination cempaigns during each of the last three years sad
improving the performance of the ongoing service program. As a result, the
MOPH hac institutionelized this opproach &nd designated progrum managers for
esch of its 18 preventive health service programs. The PHU coordinates
program manager activities, particularly thoze receiving USAID assistance.
These program managers will be members of the planned Project Coordination
Committee for Project 0198.

2. Project Coordination

The Ninistcy's hierarchicel structure has hinderaed coordination both among the
various NOPH departments involved in the project and with other concecned
public and private sector organizations. At the central level, ths PWU
structure has been effective in improving coordination among NOPH vertical PP
and NCH programs. Mansgement and technical direction for VSC services,
however, has baen scsured primerily by the NICRR, with little involveaent by
central lovel technical staff ia the KOPH or from the faculty of university
teaching hospitals (CHJ) ia Rabst and Cassblance. Personal and professionsl
confiict among keoy NTCRH and MOPH central level officials have also
contributed to the limited coordinstion and delinestion of responsibility
between this largely hospital-based progrem and the PP outresch and referral
programs resporisible for client motivation and recruitment.

Similar prsolems have arisen in the sxecution of clinical training programs.
Conflicts have developed betweea KOPH and NTCRH staff concerning selection of
physicieans and nurses to receive clinical training, end over responsibility
for follow up on the performance of these trainees upon their retura to the
provinces. To data, the CHUs have not been involved in clinicsl updating sad
refresher training for MOPH staff. Due to plarned expansion, in both the
public end private sactors, of tha VSC progran end the decentralization of
MOPH clinical training activities, the Rinistcy has initisted steps to clearly
outline the operational rolcs and responaibilities of KTCRH, CHU snd NOPH
steff in the implementation and technical monitocing of these programs.
Technical asssistance (AVSC and JHPIBGO) flinanced undor the project will assist
the NOPH in this cegard. In addition, both the WICRE and the two CHUs will be
represented on the Project Coordinating Committee.
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At the provincial level, the revised orgsnizational structure will facilitate
overall coordination between curative and preventive service programs.
However, there are wide veriations in menagement capabilities, at tho
province, district and lower levels of the systea. Understandably, staffing,
edministration, and organization of service delivery are different from
province to pcovince, depeading on local cenditions. Certain basic planning
and administrative processes have besa developed during the implementation of
VDNS and the design end testing of the basic health services (SSB) strategy,
to standardize management practices and improve program planning and
jmplementstion. Nonetheless, additional improvements aro required in this
aree to broaden staff capsbilities and strecgthen manegement systems. The
projoct will finance short- and long-ters advisory end training ecsistecnce to
sddress this need.

At the central level, the Ministry has eseignod responsibility for tachnical
oversight and coordinetion of all provincial level FP activities to the
Director of the Provincial Maternity Hospitals, who also serves as the
Director of the FP Reference Center. This official will assure coordination
between the FP Reference Center; FP outresch and fized facility programs;
physicien end nurse training, inciuding clinicsl practicums; and surgicel
contracetion sctivities. Technical assistence provided under the JHPIEGO and
AVSC contracts will assist in ldentifying roquired modifications in local
proceduces and carrying out related staff training.

3. Decentralized Mansgement and Planning

The buresucratic and hierarchical enphasis of MOPH managesment. and roporting
systen leads to an inordinste amount cf tims spent on coutine tasks by
adainistrators and program managers. Both central and provincial level
managecs have therfors, besn unablie to spend sufficient time monitoring the
effectiveness and impact of ongoing programs and planning nev initiatives.
The lack of training in modern mensgement practices and the sbsence of
effective information systesms further compiicates this problem.

The recently approved MOPH coatral and provincial reorganizetion will
streamline current reporting and admainistrative relstionships and decentralize
decision meking autherity to lower levels in the system. The project will
provide two long-term resident advisors and 10 months of short-term technical
assistanca to assist the MOPH }n the development and implementetion of
mansgeaent training programe; :he design and execution of operations research
and special studier; and the ravision and orovincial lavel eutometion of the
Ministry's PP and HCH secvice statistics an. management reporting system (HIS).

The revised HIS will Le geared for more uffective ure a3 a monitoring and
planning tool. Iu line with recosmendutiors of the Nid-term Evaluation of
project 0171, the revised system will enable the %OPH to maintain up-to-date
information on the total uumber of continuing and nsw femily planning
acceptors, as wsll as iuformation un discontinuation of contraceptive use,
vaccination coverage, and other MCH data. The WOPH has established quantified
tarret: at the nstional, provincial end local ilavel for ell key program
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intecventions and will routinely moniter implementation performsnce egainst
these targets, using the cevised MIS format. These date will be verified aad
fucther refined through opecations resescch and specisl studies to be .
undertaken by the MOPH.

4. Steff Competence

The Technical Anslysis (included under Annex A) demonstrates that the HOPH
possesses the clinical and operstional expertise to carry out the planned PP
and MCH program expansion and health sector refors activities. In en area
more relevant to this snalysis, the MOPH will be rasponsible for host country
procurement of approximately $4 million in goods end sarvices financed under
tke project. These procuremsnt actions will {ovolve the purchase of: project
vehicles:; medical equipment and supplies; sudio-visual aquipment and supplies;
and administrative supplies, printing, snd educationsl materials. The
Minlstry will slso contract locally available srchitectural, enginearing and
construction services, and limited technical sosistence for the implementetion
of studies and assessmenid in the aree of health care financing end dslivery
in Morocco.

The MUPH has an effective procurement service, experienced in both domestic
and internationsl procurement, and hes demonstrated the capscity to mansge
contracte awarded to Moroccan and overseas suppilers. Under project 0171, the
Ninistry has procured goods and services for an estimated total value uof
$2,500,000. These procurement sctions ir.iude the purchase of an estimated
$565,000 in printed materials, edministcative supplies and fieldworker
equipment; $225,000 for infant weening supplies; $370,000 for locally
aveileble advisory services; and $1,350,000 for project vehicles and spare

parts.

in implementing theso procurement actions, the NOPH has followed steadard GON
procedures, including edvertising to insure full and open competition end
procurement of goods and services at the lowest aveilable cost. USAID has
participated as an observer in NOPH bid openings, reviews of technical
proposals and contcect swards, end has found GOM practices to conform with AID
procedures and requirements.

Due to come initial confusion, however, many of the commodities procured under
0171 by the Ministry ware purchssed under NOPH pucchise orders (“bons de
commende”) or cuntracts that did not include all of the standerd teras end
conditions required under AID financed host couatry contracts. In bringing
this point to the attention of MOPH officials, USAID was required to be
extensively involved during the developaent of s recently prepared MOPH host
country contract for the procurement of project vehicles. This experience has
improved NOPH understending of AID host country contrecting procedures and
increased the Ministry's ability to carcy out similaer contracting activities
in the fulure. The Implementation Seminer to be held in the first month of
the proje~% will reinforce understanding of AID policy and regulstions in
procurement. Accordingly, besed on GOM performance during the implementation
of Project 0171, USAID bas determined thet the NOPH has the capacity to carry
;utjtho host country contracting of goods and services scheduled under the
roject.
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S. Construction Management

Host country contractiag will be used to procure the architectural snd
enginearing (AGE) and construction scrvices financed under the Project. USAID
has had mixed experience with the implementation of construction by the MOPH.
During the late 1970s snd early 1980s, under Project 0155, USAID financed the
construction of ten Pamily Planning Reference Centers. These facilities were
constructed under fized amount reimbursement (FPAR) procedure. While seven of
the ten fecilitiaes were complated to technical standavds and subaitted the
cogquired documentation on time for AID reimbucsement prior to the PACD,
contractors at three sites were unable to meet payroll and discontinued work
midwey through the construction period. Altkough twe of these facilities were
eventusally completed, the experience highligtts a key problea with coH
financed construction in Morocco, namely the slowness of the GOM in making
psyments to suppliers end contrectors. Thiv problea results io cootrectors
stopping work for long pericds of time, somstimes even going bankrupt, wvhich
discourages the interest of contractors in subtmitting cessonsble bids for
future GOM projects. Bulldecs prefer to bid on private sector projects,
particularly now that demsnd for construction in the private sactor have
pickea up after a fow slovw years.

More recently, however, construction has beer & substantisl component of the
angoing IBRD 1985 Health Sector Loan project. Undsr the IBRD project, the
MOPH was the contracting agency with the Ministry of Public Works (NOPW)
serving as its copresentative. The MOPYW receives s modest fee for services
rendered. The World Bank's project finances 681 of total construction costs,
the rest being financed by the Miaistry of Finance budget. Construction
implemented to date is of good guality and the supecvision by the Direction
des Equipmeats Publics of the NOPYW has bcen excelleant. Howaver, the project
has experiencad serious delsys dus to tho slowness of the NOF in releasing the
32% GOM contribution to the project. Mechanisms have been modified soversl
times and geem to have improved though there are still some lengthy delays.

Thus, slthough the MOPH, in conjunction with tine NOPW, has demonstrated the
capacity to supervise and monitor extensive construction activities, it
continues to experience difficulties in moeting its payment obligutions to
contractors. Likewise many of the eaclier problems under the USAID project
vwero due tn the severe budget cruach experiencad by the GOM at that tinme. As
¢ result, the MOPH was not sble to meet its payment obligations snd project
inplementation suffered. W¥hile the GOM budget situation has improved since
that time, similar problems with construction payments continue 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 coatractors.

C. PROCUREMENT PLARS

1. General Equipment and Commodity list - The follov rg is an illustrative
1ist of commodities and equipment which will be procured under the project.
Refinements of this list may result in minor shifts or substitutions from one
commodity to snother but the estimsted $16,240,000 programmed for commodity
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procurement will remain relatively unchanged. HNore precise details and
specifications, for both local and {nternational procurement, will be
doveloped by the MOFH, in conjunction with contracted technical advisors,
during the implementation of the Project.

a) Bquipment and Supply lists for the 3000 Community Service Sites

Basic furniture:

folding table 1x0,6x0,8a
folding chaircs

wooden box 1x0,75x0,5m
isothermsl container

lighting lamp butagaz (3kg)
bottle uf butagaz for lemp (3kg)
cloth umbrelle 1,80m

enmpty coatalner for water (1OL}

- W

Technical Equipment
1 blood praessure tester
1 stainloas steel tray for instruments
1 stainlosse steel curved basin
1 box of bandages and antiseptics with:
1 pair of Mayo scissors
1 pair of curved Nayo scissors
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 field agents

1 blood pressure tester
1 stainleas steel tray for instruments
1 stainless steel curved basin
1 box ¢f bandages and antiseptics with
1 pair of Mayo sclssore
1 pair of curved Mayo scissors
2 forceps
1 scalpel holder
blades for the scalpel
assorted needles
1 needle holder
4 plastic liquid dispensers
S plastic medicine dispensers

¢} Equipment and upply 1lists for the 35 Mobile Service Units

Baslc Furniture:
1 1ight tent for camping (5x3a)
1 folding table (lm x .tm x .8m)
3 folding chairs
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ainilap kits

vasectoay kit

pelvic emergency sucgery kit

manuel aspirator

msnuel resuscitator

emergoncy oxygen resucitation unit (demand roluucltntlon)

ntubacion equipment:
1 larayngoscope
10 airwcys
S endotracleal tubes

basic IV stand
bottles Sporocidin concentrate

ry B Equipment (15 sets)

manual oporating table (Adjustable to trsndelenburg
position mee
gynecological exam table

ezamination lamp

ravolving etools for axam and OR

adult scale

OR lamp

basic instrument teble

stretcher

autoclave

snesthesia machine

omputsr systems including related peripherals, and software

IBN-AT or compatible, equiped with 512K maln memory, 1.2
megabyte floppy disk drive (standard), one 360K IBN-PC type
floppy disk drive (option), an 80287 math co-processor,
graphics controller cards, 2 asychroamoun serial ports and one
parsllel port.
Bernoulll boz, equiped with two dr.ves
Bernoulli boz cartridges
feot of RS-232C connection cable
EPSON LQ-1500 DOT matrix priater (200CPS)
INMAC T switch (ABCD)
IBH-VC to centronics printer cebles (1 male-male)
SOLA voltage regulstor (220-volt, 50 Hertz, 500 VA)
quadchrome color monitor
monochrome monitor
bozes of IR doudbla-sized, quad-density diskettes (for IIH-AT
drive)
ribbons for KPSON 1LQ-1500 primter unit
dust cover for IBK-AT
dust cover for Bernoull Box
1 dust cover for EPSON LQ-1%00 printer
cleaning kit for disk drives
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2 INNAC plastic diskette holders (for holding up to 50
diskettes) ' LR

DBASE III! software package

LOTUS 123 softwere package

PC-2622 terminal emulation software package for IBR-AT, PC-DOS

3.0 (From Walker, Richer «nd Quina, Inc,, 1914 N. 34th, Suite

301, Seattle, WA 98103, Phone: (208) 624-0503

BEdix software peckage

SPSS/PC software package

Quick Codo Boftware package (for dBase I111)

Quick Raport SHftware package (for dBase III)

copies “Lotus, La Prctique” (Pronch language instruction

manual.

[

W = b

g) Other Commodities

The project will alwmo procure iaboratory equipment sud supplies for AIDS
detection and screening in 20 provincial-lovel blood banks and 6 diagnostic
laboratories; SO microscopas, slides end rolated pharmaccutical supplies for
diagnosis and treatment of vaginal {nfections and SIDs in FP Reforence
Centers, Regional Physician and Nurse Training Conters and Hospital Raternity
Units; and assorted educational equipment, training and printed matarials and
administrative supplies.

n) Contraceptives

Estimated Contraceptive Requirements (000)

1989 1990 1901 1992 199) 1994 TOTAL
4. Pills
Lo Femenal 9,622 10,11% 10,480 10,730 11,000 11,160 63,107
Overette 247 33 324 32 341 346 1,903
B. Condoms
Sultan 2,878 2,900 3,380 3,054 3,984 4,602 21,276
(52 cm)
C. 1IUDs
Copper 38 (Y ] 58 1) 78 89 379
T380A

2. Professionsl and Technical Secvices - The Project will finance 180 months
of short- and long- term U.8. technical assistance, including seven
person years of long torm resident advisory services to implement
specific elaments of the three project components.

2
9%
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a) Long-Term Technicel Assistance

Scopes of Work for the resident Management and Dats Collection Advisor, and
the Hospital and Health Care Adninistration Treining Advisor, the local-bir
Health Financing PSC, snd the USAID Technical Advisor for Child Survival
(TACS) are presented below.

(i) MNanagement and Data Collection Advisor (Institutional contract)

The Hanagement and Data Colle~tion Advisor will function as the counterpart of
the Director of the MOPH Project Mansagement Unit (PNU) in the provision of
technical sssistance to this pzoject. The consultant will work as ao integral
member of the PMU and assist its director and concerned program managers
{nvolved in the Project as follows:

- Dasign management information systoms and standacd oparating procedures
for use by the PKU and provincial staff to manage a1l phases of project
implementation.

- Design and operationalize an annuzl project plsnning cycle which
formulates comprehensive annusl project workplans and budgets in
sccordance with the GOM planning cycle ard sasures timely allocation and
disbursenent of funds.

- Oversece the design and implenentation of project related operations
regearch and specisl studies, assessments, and pilot demonstration

efforts.

- Coordinate the identification of ~4ditional technical assistance needs
in the sres of mansgement systems development and operstions research,
develop the necessary scopes of work and oversee recruitment of

consultants.

- Coordinate determination of menagemant, date collection and anslysis
training needs, ldentificstion of suitable short-term U.S. end
observetional study training opportunities, and assict in design and
execution of in-country treining progrems to address these needs.

- Provide technical oversight of all short-term consultants providing
essistince under the management informatinn zystem and operstions
resear:h sub element of the Projact.

In order to carcy out these responsibilities, the Consultant should have s
minigum of 10 years expes.ience in the field of public health with speciftic
exparience in the design of manegement information systess end tho ezecution
of surveys, studies and related dats collaction activities in e developing
country. The Consulteat should be conversent ia public heslth adainistration
in genersl and indicators of FP and MCH prograas performance in pacticular. A
doctoral degree or its equivalent in one of the allied health sciences is
dusireble. Fluency in wriiten and spoken French wil! be required at the S-3
and R-3 level.
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(11) Hospitel and Health Care Administration Training Advisor—
(Institutional Contract) =

The Consultsnt will be the counterpart of the Director of the MOPH Iastitute
of Research and Training in Public Health, and will function as en integral
penber of faculty and training staff for the Institute. The Consultant will
essist the Director of the Institute in carrying out planred mansgement
training and applied research sctivities to be undectaken by the Instituto, as

followr:

- Develop training plens and curriculs for hospitesl and health services
edninistration and sctively participate as a trainer or lecturer ia
in-country msnagement training for long- anl short-term pacticipant
prograas offered by the Institute.

- Design the formet and practical instrument for pre- and post-training
evaluation of instruction programs at the Institute.

- Review findings of FOPH/IBRD hospital management study, develop
methodology, analysis plan, quastionaires snd related data collection
instruasents and assist the MOPH in the execution of a3 health cars
management training needs assessadnt.

- Based on the findirgs of the health care management training needs
sssessment, develop & multi-year training plen to address NOPH steff
training needs in hospital and heslth eervices manngement.

- Coordinate the identification of additionel technical assistance necds
in the ares of health care msnagement curriculs development end training,
develop the necessary scopes of work and overses recruitment of
consultants.

- Provide technical oversight of all short-tera consultants providing
assistance under the mansgement and technical training supplement of the
Project.

In order to carry out these responsibilities, the Consultant should have a
miniaum of 8-10 years experience at the university lovel in *ke insteuction of
hospital and health services sdministration or public health =znsgement
courdes. The Consultant should be conversent in public health adainistration
in general and hospital and heslth services manogement in particular. A
doctoral degree or its equivalent in health sector planning snd metagement
plus & masters degree in ono of the sllied health sciences is desircble.
Fluency in written end spokon French will be required at least an S-J) and R-3
level, with demonstrated capability to lecture and teach in French.

(1i1) Health Finsncing Advisor (locsl-hire PSC)

This local-hire advisor will assist the HOPH in the designm, implemeatation and
coordination of health sector finsncing and sector refora activities finenced
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under the Project. The Coatéictor will function as & countecpact ta the
principal staff assistant of the MOPH coordinator for sector reform und
provide assistance as follows:

- Review and analyze data or the financing, organization and regulation
of the Moroccan Health Sector as 8 besis for providing up-to-date
information on required studies, training, techaical assistance and
refors measures to lncresse pcivate gector involvement in the financing
and delivery of health services.

. Coordinate preparation and prograa developaent activities for
short-tera technical asslatance visits by senior health planning snd
pelicy refora consulcants; hospital cost recovery and private health

insucance mancgement edvisors.

- Assist in developmant of terms of reference for locally contracted
hospital cost recowery, private insurance expansion, and related policy
developaent studies in areas of interest for required health sector
reform, and monitor performance of local contractors in carrying out
these studies.

- Pollow up on recommendations of short-term health sector financing
advisors financed under the Project and track NOPH progess in coapletiog
activitiss included under annual project workplans.

- Assiat MOPH in preparation of routine project monitoring repocts.

The Consultant should have & masters degree in pudblic health (MPH) or business
adainistration (MBA) or other post graduste training at an equivalent level in
s celated specialty. The advisor must be fluent in Freach with a minimum of
three years of professional expecience including intecnationsal experience in
program or financial msnagenent.

(1v) USAID Technical Advisor for Child Sucvival (TACS)

The Child Survival Advisor will work under the day to dsy supervision of the
Population Officer, and the overall guidance of the Division Chief of the
USAID Population and Human Resources Division. The contractor will assist in
the management of child sucvival, heelth (including AIDS) and
populetion-related prograns enc survey wvork, and [ ovide coordination to
professional and clinical teaining progrems supported by AID. He/she will
work closeis with the USAID Hission, Ministey of Health and other
organizations to ensurs the timely and effective implementation of the Project
through the provision of the following assistance:

- Provide technical, progranming and budgetary advice to the NOPH and
USAID in all aspect of child survival end other health progrems,
including AIDS. Momitor finsnciel, logistics and information aspects of
AID suppocted health and family pleaning sctivities.

|9k
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- Assuce that all AID reporting requicrements on impact and financing of
child sievivai end other health activities (including AIDS) are met.

Assist the MOPR in sotting up repocting and tracking systems to provide
such information in an efficient mznner.

- Roviow and snalyze data on health and femily planning programs as a
basis for providing up-to-date information on impact, effectiveness,
outputs and inputs to programs; prepare graphics and other materials for
use in presentation on such programs to mission, public or private sector
audiences.

- Assist the MOPH in the design, implementation and evaluation of
clinical fanily planning treining and technical support progreas.

- Provide technical and management assistunce to the division, Ninistry
of Health and other moroccan public and private institutiocns in
designing, implementing and evaluating professional and clinical training
programs in child survival, AIDS, and family plenning.

- Dreft materials for use in publicizing AID couatributions to health and
family >lenning programs, including speeches, press releases, otc.

The TACS edvisor must have a masters degree in public health or clinical
training end post graduate training at an equivalent level ir a related
specialty. The advisor must be flueat ia French with & mininum of Zive yasrs
of professional expscience including internstionsl ezperience in the
management of mother and child heelth prugrams, especially in clinical
training and health communications.

b) Short-Term Technical Assistance

As a complement to the two (2) long term advisors and the local hire health
financing PSC, the project will finarce 96 months of short term technical
assistance for the MOPH. Final definition of the particular specialities of
this assistance will be made by the MOPH and USAID early ir project
implementation and will depend, in part, on the expertise of the long term
advisors. At min!mum, however, arees to be addressed with short term
technical assistance will include (1) social marketing, research and
communication matecisls production; (ii) clinical trsining, evaluation, and
curricula development; (iil) epidemiological surveillance and laboratory
support systems; (iv) health sector financing and policy reform; (v) hospital
and financisl management; and (vi) administration of private haslth insurence
prograns.

3. Construction Services

The project will upgrade twelve rural dispensaries to health center status,
through the addition of FP and BCH service modules and delivery units.
Requiced repairs and renovations will also be undertaken in approzimately ten
existing rurel health centers to increase capacity and improve the quality of



services provided by these facilities. Twelve edditional MOPH facilities will
undergo minor repairs or improvements. Twelve new Femily Planning Reference -
Centers also will be established, through the upgrade of existing urban
dispensaries or the construction of new fecilities adjacent to existing health
centers or dispensac'es. The project will also fineace the installation of
photovoltaic lighting systems in epproximately seventy rural dispensaries and
health centers, currently not covered under the GOM electrical grid, ead
associated steff housing for these facilities (eapproximetely 10C units).

During the preparation of the Project Paper, USAID contracted the services of
s local architect, with extonsive knowledge of construction practices and
pricing in Morocco and prior experience in the design and dovelopment of plens
and estimates for USAID financed construction activities. The contractor,
working with Mission and GOM steff, prepared a detailod tochnical assessment
of planned construction activitics, including preliminary plans and cost
estimates as w3ll as suggesting contracting mechanisms for required 4 + B
design and supervision snd comstruction management. Thnrough the AID/W Bureau
of Science and Techuology, the Mission also contracted the services of an
engineer, spocializing in renewable energy supply systems, to complete &
similar technical ansessment for proposed photovolteic lighting assistance to
be provided under the Project. While coples of each of these assessment
reports are available in the project files, e summary of the key points
developed during the sssessment mission is provided below.

a. Renovation, Extension end Repair of HOPH Health Centers and
Dispensaries

Many MOPH facilities are quite old, with delivery of priority FP and KCH
services constrained due to serious functionsl deficiencies, and need
improvements, particularly in the orgenization of space or amenities. This
situation, in part, has resulted in smaller then capacity attendance by rurel
populations to clinic based FP and KCH service programs. The project will
begin to address this problem in selected rursl settings, through limited
facilities crenovation, extension and repair essistance within the following
parameters:

(i) Criteris for Facilities Selection
Provinces will be selected baned on the following criteria:

- Provinces with high infant mortality eand low contraceptive provalence.
These provinces are, ¢ & rule, located avay from the country's
mainstream socio-econonic ectivities, with populations spread out in
remote locations and under represented in terms of MOPH infrastructure
and service programs.

- Provinces with large peri-urban areas with fast growing population
where existing FP/MCH services are ovi.extended. These proviances attract
the migration of the rural population, and quite often house large urban
populetions with limited financial meens and high birth rates.
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Pecilities within provinces will be preselected based on:

- gaps in MOPH services coverage; and physical deficiencies of the
fecilitios identified in the Health Plsn established by each proviace in
1987. The information provided by the Health Plan has been incorporated
into a date bank by the Infrastructure Division of the NOPH 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 criteris, the NOPH end
USAID have agreed that the renovation, extensions and repair assistance
will be concentrated in spprouimately 8 provinces located in sorthern
Morocco (Al Hoceims, Larache, Nador, Sidi Kecem, Tanger, Tetouan,
Teounsat, and Tazs).

(i1) Technical Progream

The MOPH has developed standard plans and configurstions for its four
principal preventive care facilities - basic rural dispensaries,
dispensary/clinics, heclth centers and reference centers. These plans ace
structured to enable the prosressive upgrade and extension of a particuler
facility to the next higher level of sophistication in line with the growth
and medical care needs of the population served. Based on the level of
sophistication, these fecilities include spice for medical consultation --
triage, exasination and trestment; maternal <nd child health -- MCH clinics,
FP counseling and services; msternity care -- pre-natsl educsetion and
screening delivery and recovery; and related support -- pharmscy, storage and
files.

The twelve facility upgrades to health center status will be limited to the
construction of approximstely 115 square meters (m2) in addition service
areas. In cases where the unit to be extended is very small, the extension
will be slightly larger. Where the unit is relatively large the extansion
will be smeller than average size and the existing unit may undergo
improvements to suit its new function. 1In sll cases, the extensions will be
designed to be functionally integrated with existing structures.

Individual facilities worksheets, identifying physical deficiencies for MOPH
fecilities, were reviewed to resch 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 developaent of
the National Health Plan prepared in 1987, and are msinteined in the NOPH
infrastructure data bank. Barced on the findings of this review, the required
facility cenovation work has been grouped under 7 categories, with categories
1 - 3 representing spproximately 60% of the estimated costs for planned

Iz
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renovation work. These categories include 1) major steucturel repairs; 2)
surfacing of walls end floors; 3) water-proofing and sealing; 4) woodwork; S)
plumbing; 6) electrical work; and 7) painting and glass work. The minor
resair work scheduled for twelve edditional facilities will de primarily
limited to cetegories 4 - 7 and confined to aress in which fecilities are
located which will be renovated or upgraded under the project.

b. Fanily Plenning (FP) Reference Centers

The twelve FP Reference Center sites will be selected using criteris similer
to those developed for use in the selection of health centers and dispensaries
essisted under the Project, rocusing increased attention on coantraceptive
prevalence and method mix, and overall faaily plenning progrea performsnce in
the concerned provinces. Based on preliminary epplication of these criterie,
FP Reference Centers will be established in the provinces of Larache, Sidi
Kecem, Cheouen, Tsounat, Fes, Merrekech, Taroudant, Tiznit, Brrachidis end
Khenifre. Three centers will also be estoblished in the Prefecturo of
Casablancs, in Ain Chock, Al Fida and Hohemmedia. These centers will be
established on gites where urben or district hospitals, heslth centers or
dispensaries are located. Depending on the site and the existing building(s),
the reference conter will be built either as a free standing unit or as en
extension of the existing health fecility. In either caze the refersnce
center will consist of s unit of approximately 130 m2.

c. Photovoltaic Lighting

Good lighting is criticel for the practice of certain medicsl services. In
many facilities eloctricity is not available (50% of rurel facilities in 1987
across Norocco; less than 30% in southern Horocco), nor are other adequate
lighting systems. Even naturel light doss not alweys penctrate well linside
the facilities. This situation prevents the HOPH staff from dispensing FP and
MCH services as neoded end contributes to the instability end low productivity
of MOPH personnel who have to perfora their tasks in difficult conditions and
lacking mininum comfort. Accordingly, the project will equip seventy heslth
centers, dispensaries and related staff housing with photovoltaic (PV) systems
for lighting end television. More specifically, oech facility will roeceive a
lighting FV kit of 150 Wt, possibly more if necessary; each staff housing uanit
will receive a basic PV kit (50 Wt) for 2 lights and e radio or tolevision
set. Spare parts will elso be provided.

The following criteris will be used in the sclection of facilities to receive
photovoltaic lighting ussistence: fecilities must be located in: (1)
provinces which benefit from excellent insolation ell year around; (ii) aress
where there is no electric grid and where there is no short/medium term plen
to install it; end (iii) be those fecilities, within & province, that show the
greatest need for it.

d. Cost Bstimates

e —————————————————

Cost estimates for proposed construction sctivities financed under the Project
were prepaced by USAID A+E design consultants, working in close collaboration

with MOPH engineering and program steff.



(1) Facility Rono;;tion, Extension and Repair

Cost estimates for this activity weze praparad based on a review of
architectural plans and designs for facility configuration models adopted for
MOPH preventive health facilities; and facility data sheet identifying

physicel deficiencies in existing MOPH fecilities.

Based on the findings of

this review, technical programs, identify space requirements fcr the pianned
extensions snd the specific categories of renovation and repair work to be

undertaken, were developed and converted ageinst prevailing unit cost
estimates, by m2 of coastruction and category of renovation and or repair, to

determine the overall budget for this activity.

Site visits were then carried

out at the provincial level to check centrsl lovel data egainst actual local

conditions, and the cost estimetes were modified, as appropriate.

projected cost of this sctivity, including approzimately 15% to cover
unforseen physical contingencies, is presented below.

The

Type of Intervention Number Unit cost/intervention Overall costs Total 3
design construction Design Const.
FP Reference Center 12 3,880 27,730 46,590 332,770 379,360 230%
Health Center Upgrade/
Renovation 22 3,790 27,110 83,500 596,370 679,870 S5t

Facility Repair 12 1,420 13,570 17,100 162,900 180,000 15%
Subtotal design and Civil Work 147,190 1,092,040 1,239,230 1001
Physical Contingencies 22,080 163,810 185,890

Totsl Construction

Related Hansgement Costs

169,270 1,255,850 1,425,120

74,880

Grand Total

1,500,000

(i1) Photovoltaic Lighting

Cost estimates for this activity were developed by the USAID Renewable Energy
Advisor, in collsboration with NOPH engineering and progrem staff end
officials from the "Centre de Développement des Bnergies Ronouvelables, of the
These estimates were developed through compiling unit
costs for an estimsted seventy (70) 150 watt photovoltaic (PV) systems, at
spproximately $2,500 per system, for the concerned health facilities;
spproximstely one hundred (100) 50 watt PV systems, at spproximately $1,000
per system, for related steff housing; costs of associated spare perts and
equipment; and trensportstion, installation, training and monitoring costs, as

GON Ministry of Energy.

presented below:

70!
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Photovoltaic systeas ' S 8215,000
(70 ot $2,500 ea. and 100 at $1,000 oa.)i  Lo
Equipment and spare parts ‘; } Q"isﬁ.odd‘
Instellation and Transportation ,; ;ij" '45.000"
Training and technical lonlto:lngy . 30,000
"§ 400,000

¢. Required Secvices

Approzimately 3 or 4 joint venture A+E groups (one per group of provinces)
will be contracted by the NOPH to prepare A+E studies, and c¢ach monitor

construction of approximately two to three building contractors. An
sdditicnal 6 to 8 building contractors will be contracted by the Ninistry to
carcy out the civil works. The tenders will be aimed at regional sedium size
contractors, "tous corps d'état," who are likely to be interested by the size
of the contracts anc possess the responsibility to complement these
construction ectivities.
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ANEX G Life of Project:
Froa FY 89 to FY 9

IOGICAL FRAMBORK Total US. Rnding: $31,000
Project Title & Mmber: FAMILY PLANNING AND CHILD SIRVIVAL IV (608-0198) Date prepared: July, 1989
NARRATIVE STMSRY CBIECTIVELY VERIFIANME INDIOKINRS MEANS OF VERIFICATION IMRRTANT ASSIMPTIONS
Project: Meaanes of Goal Achlevement: Asamptions for Actdeving
Coal Targets:
To reduce rapid population growth 1) Total Fertility Rate reduced from 4.9 GM Minigtry of Plen multi-round Incyessad contraceptive
and early child desth in Moroooo. to 4.0. demographic erveys, 1992 census, and revalance i tranglated
post censal reports. into fertility declines.
- 2) Infant mortality reduced from 73 to less
than 50 per 1,000.
3J) Matermal mortality quactified and reduced. (Note: Noxrth Africa Reglonal figure
in 1963 cited at 500 deatha/100,000
births in Family Plaming and Child
. Survival, John A, Ross et al, 1368.)
Project Rq;oae: Conditions that will indicate purpose Asaumptions for achieving
has been achieved ppose
To improve impact axd 1) Contraceptive prevalence of 45 modern methode 1) MOFH, USAID records and reports. Contimed demand for
sustairability of family plamning among Married Women of Reproductive Age (MERA) modern contracptives due
and materoal child health ;rograms, attained and the sber of couples practicing 2) FP program service atatistics: to faxily preference for
1n Morocoo. famdly plaoning increased frea 1,145,000 in analysis of contraceptive stock spaced births or to
1968 to 2,194,000 in 1996. flow. limit family size.

2) Availability of Quality faxily plsoning acd 3) Contraceptive prevalsxe surveys.
mother arnd child informmtion and services
incressed from 70X to 90X of Morocesn population; 4) National Femily Health and

vaccination coverage increased fram 87X to 95X; Demcgraphic Surveys.
death essociated with diarrhes decreased by 50T; 5) GIM hudget, mational ircome
proportion of women Iecelving prenstal care acomnts, household expendituve
increased fram 252 to 50X ; and proportion of aurvey data, axd ineursnce records.
medically supervised births increased fram
262 to 5%,

3) Stabilize MOFH t at 3.5% of QM .

budge budget

expendi
4.4 to 7% of MR hudget. Increased
ta tures
e Tt o cwtie heslth from

ture an rnural outreach from
per
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Project Qutputs: Magnitude of Qutputs: Meang of Verification: Important Assueptices:

1) Femily plaming and maternal 1) FPMO1 outreach gervice programs 1) Gorsite verification of project 1) Incressed availability of high
child health cutreech secvice in 12 additional provinces and activity and exsmimation of quality FPMH services will result
programs operational natfiamidde. coverage in rural arems incrossed client records maintained by in increased use of these services by

by 2R to 852 in 30 existing MOFH fleldworkers and fiwed mothers and children.
frovincss . facilities.
2) Pregrancy survedllance and birth  2) 34 ruml facilitiss upgrsded or 2) Site viaits and reviews of 2) The QM will contime to finance the

sonitoring, 1D and VSC programe
expanded .

3) Expand condaa social marketing
program and lanch social
marketing programs for omal
omtraceptives, (RS, and related
G supplies.

4) Bployes services programs
exponded .

!

5) MOH and progias management
performence at all levels impro-
ved & professional and menagerial
tmining frogram strengthened.
Administrative staff training.

repaired; improved gervices at 2% FP monthly and quarterly eervice
reference centers and construction reparts.

of 12 pew centers; and VSC services

estahlighed in 15 additional

provincial centers and five rural

facilities.

3) 900 additional FP/MGi product 3) Qmmodity distribution sales
aales cutlets estahlished. reparts.

4) Install VSC and related clinical 4) Quarterly service statistics
services in 12 polyclinics; sod reparts farwarded to the MOPH.

integrate FP/MH gervices into
20 private employee prograss.

5) Regroductive health training 5) Review of training reports,
wrms installed at 5 saagement system.
anditional training sites;
350 physiciang, 2,200 mxses, and
4,500 technicians snd administrs-
tors trained; management informm-

tion system revamped.
6) Effective, FP, &S, infant vacci~ 6) Multi-merdis saterials production 6) Muaitoring of radio, T.V.,
mation and nutrition education and JEC Prosotion plan developed movie pregentations.
pramction materialg developd. and isplemented.

costs of cutre.ch sexvices in the 30
existing provinces.

3) local costs of production can be
reduced a8 sales valimes Incresse and
these reductions cmn be massed on to
clients.

4) Benefits of FP/MOH service packages
will be attmccive enough to attract
privatz sector fires; and

5) Iocal and expatriate TA available.



LOGICAL FRRAMBNORX. (Cant °d)

7) AIDS and STID surveillance program 7) 5 stulles completed; 50,000 health 7) Coples of survey reports & review
in place. persome] and counselling staff of training and acreening records.
trained; and 13 diagnostic/
laboratories applied.

8) Incressed understmixing of policy 8) Workshozs, seminars and stixdies. 8) Comsultant reports. 8) Rolitical and econamic climate
1ssues shich affect efficiency and remains favorahle to expanaion of

ocost recovery in public facilites private sector activites.
and which hinder expansian of

private finacing and delivery of
health services.

9) Design and spplicatian of metho~ 9) Methodology developed at three 9) Gonsultant reports.
dalogy to develop detatled hospltals.
informatian on stncture of
hospital costs.
10)Feasibility study for 10)Series of studies leading 10)Consultant reports. 10)MOH encourages moving from studies
estahlishing an B or expanding to cne or mare pllot. to pilot activites.
pivate health inmssnce.
11)Demand analyses at local 11)Nmber of pilot sites to be 11)0msultant reports.
camnity level and mechanisns determined.
for local financing and cost
recovery.
R
FY 52
Technical assistance: 3,740,000 See Financial Plan 1) USAID and AID grantess/contractor 1) Inputs available an a timely basis.
Coamodities: 16,240,000 reports.
Tmafning: 2,730,000 2) Shipping docments an] reports on  2) GIM can effectively abeorb and utilize
Canstructian 1,900,000 cmtraceptive and commodity AlD-provided resources.
local costs 4,860,000 deliveries.
Cont ingency 1,530,000 -3) Consultant reports.
Total 41,000,000 4) PI0/Ts, P10/Cs, PIO/Ps.

5) USAID financial records.
6) SF10-3e submitted by reciplent

agencies.
7) Related project reports.

Doc:0386r
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ROYAUME DU MAROC
MINISTERE DE LA SANTE
PUBLIQUE

.."i.‘ . PH"?......
NI s
E oA‘\"Ez___ﬂ-#-a;?

Cajig)t LSkt
‘ gt e 3y
| T &or-0/9Y
LB\.IIISTBI DE LA SANTE PUBLIQUE
| /=)
HMONSIEUR LE DIRECTEBUR DE L'AGENCE

POUI LE DBVELOPPBMENT INTERNATIONAL
DES BTATS-UNIS D'AMBRIQUB

INFO COPY

= RABAT -

3

Cler Monsieur JOHNSON,
Dans le Cadre de nos discussions avec vous et vos

;Bllaboratouro. le Ministéire de la Santé Publique sollicite de
1'US-AID de procéder & l'approdbation du don des 31 millions de
dollards pour financer l'éxécution de la phase IV du projet
d'assistance du Gouvernement Américain pour les sctivités de
planification familiale et de survie de 1'enfant au Naroc.

1 -

Le but du projet est de :

Assurer un plus grand accés de la population
aux services de planification faniliale et
de santé maternelle ot infantile.

Améliorer la qualité et l'efficacité de la
(qgtion des programnmes sanitaires et des
équipements du Ninistéire de la Santé Fudblique

Continuer les réformes sanitairss en vue d'un
plus grande implication du secteur privé dans
le finencement et lee prectations de service.

Le projet sers exécuté par le Ministére de 1la San

Publique avec la participation du secteur privé, des organisation

et associations non gouvernementsles.

prie de croire, Monsieur le Directeur, en me:

Bn attendant ls finalisation du document du proje

proposé et la discussion des mocdalités de scn éxecution , je vous

sentiments respectu
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FOR AA/AME ADBLMAN PROM DIRBCTOR JOENSON 34§§§
‘005 12355: "/A . \ .
SUBJECT: w-:(g) CBRTIPICATION FOR MOROCCO FAMILY BR '9”."&‘ RiA
PLANNING 4np CEILD SURVIVAL 1V £ROG - fﬁf-cz@"‘

PROJECT (%p3-93:98)

REPS: S?y75 122843

1. TCOR yMMEDIATE CONSIDERATION IS REQUESTED OF 73l
FOLLOWING -gRTIPICATION OF THE FINANCIAL AND BOMAN
RESOURCES cApaABILITY OF TRE 3OVERNMENT OF THE KIN3DOY
OF MOROCCO 20 ZFFECTIVRLY UTILIZE AND MAIN®AIN CAPITAL
INPUTS PROVIDED UNDER TER FAMILY PLANNING .AND CRILD
SURYIVAL yv pROJEST. ONDER DRLBGATION OF AUTHORITY
NO. 424, vou BAVE AOTHIRITY T RECEIVE AND TAKE INTG
CONSILERAYION SUCH CERTIPICATIONS, AMD TEI1S8 AUTHEORITY
HAS NOT Dgpy RBDECLEGATED TO PHR PIBLD. AUTHORIZASION
OF THE PROJECT I5 SCHEDILED 70 OCCOR THIS SEEr. THE
TEXT OF YgE CERTIFICATION FOLLO#S:

2. “THIS ppoJECT REPRESENTS 4 CONTINUATION AND
EIPANSION oF ACTIVITIES BECUN ONDER PEREX BARLIER
PROJECTS TN THE FAMILY PLANNING AND CHILD SEALPH
FIELD. Tgg PROJECT ~IL.L RIPAND ACCESS 10 PAMILY
PLANNIKG y\NL MATERNAL CEILD BEALTE (FP/MCE) SERVICES
PROVIDED tgROUSH TAE MINISTRY OF PUBLIC HEALTS (4OPH)
PRIMAR” RepLTH “ARF DELIVER® SYSTLM. TO ACHIEVE THIS,
TdF PROJEoT wILL EXPANL GZCGRAPIIC “'OVERASE 70 AN
ADDITICNAL 2 PROVINCES COVERING THN REMAINING RURAL
AKD UNJDERSERYED POPOLATION IN HORGCCO.

IN ORDER 0 INCREASE THE AVAILABILITY OF CLINICAL
SERVICE PmocRAvMS IN SPESIPIC RURAL SETTINGS, PHE
PROJECT “7LL PINANCE REMODELING OR EXTINSIONS 10
UPGRADE MOPE FACILITIRS. THESE UPGRADED YACILITIES
YILL SUPMORY MOP[ EPFORTS TO IHCREASE THE USE OF MORR
RELIAZLY yND PERYANENT METHODS OF PAMILY PLANNING
(I10DS AML "ysc), IT IS ANTICIPATED TEAT TVELVE RORAL
JISPENSAR 1ps yILL of JPGRADRD, TROUZE THE ADDITION OF
FP/MCH SZ.RYICE vODULES AND LELIVER’ ONITS, $0 THE
AEALT2 CRTER LEVEL. 1IN ORDER T0 INCREASE SERVICE
CAPACITY, At TGE HEALTE CENTER LEVEL, AN ESTIMATED PEN
FACILITIS g wILL PR RENOVATED. $WBLVR PACILITIES VILL
UNDER3O “ TNOR REPAIRS OR IMPROVEMENSS. IN ADDITION,
THL PROJ®CT WILL PINANTE THE ESTABLISHMENT, THROUGH
FACILITY gp3RADES CR NE. CONSTRUCTICN, OF OP 10 TWELVE
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SURJECT: APPROVAL OF 611(E) CERTIFICATION FOR MOROCCO )
TAPILY PLANNING AND CBILD SURVIVAL IV PROJECT (628-9198{NFO:

REF: RAEAT 7979 LRI

1. TBERE IS A QUESTION WHBETHER SUCB CERTIFICATION IS
NIFDIL FACM READING OF RELEVANT STATUTE AND AIL

R ANDEQOsS REGARDING DEFINITION OF CAPITAL ASSISTANCE
PRCJECT 1IN SEC. €11(E) CONTEXT. WwE UNDERSTANL THAT THE
I1SSUF CF WEETHER CAPITAL COMPONENT IN A PRETOMINENTLY TA
ACTIVITY COMES WITHBIN SEC. 611(E) IS BEING SUBMITTED BY
PIC TO ITS GC OFFICE FOR IFTERMINATION. BOWEVER, GIVEN
TPE NEEL TO MOVE URGENTLY YITH PRCJECT OSLIGATION, ¢%
BAVE TALEN THE FRUDENT COURSE ANI "CCNSIDERED 611(E)
CERTIFICATION AS REQUESTED REFTEL.

2. TBE AA/ANE BAS RECEIVED SURJECT CERTIFICATION PER .
RIFTEL ANLI EAS TASKEN INTO CONSIDERATION THE .
JUSTIFICAAICN STATEL TBERFIN. THE AA/ANE BEREBY CONCURsS
¥ ITB THAT CERTIFICATION ANL TBE USAIL TIRFCTOR MAY
PRCCEEL vITE NEGOTIATION QF PROJECT AGREEMENT. AS T0
WBEIHER BCTB CIRTIFICATICN AND REVIEW OF CERTIFICATION

iR

FUNCTICNS CAN BZ DELEGATED TO MISSICAS IN FACE OF SIEC.
611(E) LANGUAGE IS ALSO SUBJECT OF ATTENTION BY PPC ANT
11§ GC CEFICE. WE WILL o EEP YCU AFFRISED, EAGLEBURGER
B
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AOENCV FOR INTERNATIONAL DEVELOPMENT
- WASHINGTON, O C. 2051

e e T

- Walver Number: . ANE/89/G/25/608-0198
ACTION MEMORANDUM FOR THE ASSISTANT ADMINISTRATOR, BUREAU -FOR ASIA:
AND NEAR EAST - . _— R RIAR R fl

PROM . ANE/_Pb, Bruce J.‘.“O\del”l\ ,f

SUBJECT:  Morocco -- Population an&Child Survival IV Project
o 608-0198 e
Source and Origin Waiver for Motorbikesg

f;aj; Cooperating Country: - o Moroéco
b, Authorization: ~ 608-0198
'c, Nature of Funding: Grant
d. Description of Goods: Approximately 400 motorbikésviné
' related spare parts o
e, Value of Goods: $450,000
~f. Probable Source: Japan
d. Probable Origin: qapan

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 by
Handbook [B, 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 Ffrom
countries witrin the authorized Geographic Code, 2s requir=2 by
Handbook 1B, Chapter 5B. As & general rule, the industrially
advanced countries, other than the United States, are ineligible
source countries.

Discussion: This supecsedes the motorbike cumponent of Waiver No.
ANE/89/G/18/608-0198, signed by the Acting AA on 13 May 1989,
which designated Morocco as the source on the basis of erroncous
information that the bikes would be assembled ln Maorocco from
components imported from Japan. When it was discovered later  that
the motorbikes are manufactured entirely in Japan, it was decided
to issue a further waiver, for the motorhikes alone, with Japan

7
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shown for both source and origin. The non-motorbike component of
Waiver No. ANE/89/G/18/608-0198, in the amount of $1,050,000, is
unaffected by the above considerations, and consequontly cremains
in force (Tab A).

The value and purposes for which the motorbikes are intended
remain the same as described in waiver No. ANE/B89/G/18/608-0198,
and consequently ace not tepeated herewith, except to note that,
for reasons of economy and simplicity, motorcycles with engines of
small displacement (less than l00cc) are appropriate to this
project. Experience with motorbikes in current use chows 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' spanding 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 (S0ce) high
compression motors, heavy duty frames and suspersion systems. The
Migsion has further determined that no alternate models of u.s.
motorbikes are sold in Morocco and that no spare part or service
capability exists for U.S. vehicles, particularly in the remote
areas of Morocco where the bikes will be used. Spare parcs and
maintonunce facllilivy Uy exist in Morocco tor the proposed Code
935-manufactured motorbikes,

Under Handbook 1B, Chapter 4C2D, you are authorized to waive
source and origin requirements under FAA Section 636(i) for motor
vehicles, 1f you £ind that special circumstances exist. 1In this
case, the lack of "adequate spare parts and service faczilities for
U.S,-manufactured motorbikes constitutes “"special circumstances,®
Pursuant to Handbook 1B, Chapter 5B4A(2), source/origin waivsrs
are permitted where the commodity is not available from countries
included in the authorized geographic code. AS described gabove,
motorbikes and spares of U.35. source and origin are not available
from the authorized geographic code,

The Missjon has already consulted GC and M/SER/OP with ctespect to
this waiver action, which supersedes tha motorbike portion of
Waiver 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

€9'd  L25r@ST YIS 2590207 1,3 £1:60 6851,20.80
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~ approximately $450,000 pucsuant to llandbook 1B, Chapter 5B4A(2):
(2) cerify that the exclusion of procurement r;om Pfee WOzld‘ &

program pursuant to Handbook 1B, Chapter 5B4B; and (3) certify
that special circumstances exist and that you accordingly waive
Section 636(1) of the PAA of 1961, as amended,

Approved: O(i/ul-/ Qd'/.é}fbwfr\,

Disapproved:

Date: _471241@

Attachment: LR
a5 A -- Waiver ANE/89/G/25/608-0198 dated 13 May 1989

Clearances;

DAR/ANE: RBrown __Azza

ANE/PD/MNE:PSMatheson f

ANE/PD/PCS:JBritt !érait )

ANE/MENA:RDelaney “{dratt)

GC/ANE:DLuten 'dra

ANE/TR:TLukas (per BJ)

M/SER/OP/COMS:JFrame _Earaftw

ANE/TR/ARD:JLee raft)

cec: USAID/Rabat
M/AAA/SER:JOWens
ARE/PD/PCS:Waiver Book
ANE/PD Pile

|Rabat 5688 and BWickland:27 Jun 89:ext. 79979:dos. £45641
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Waiver: Numbot: ANB/89/0/18/608-0190

’.

_ACTION nzuonmpun gon ms ASSIB'I‘ANT Aunmxs'muon. BUREAU FPOR ASIA
/ANDiNEAR BAST™ ™7 B NLnv.
‘. oA 'J ‘v . B ) r

pnom":"' fms/rn, aonald r. Venezia

SUBJECT:  Source and o:igin Waiver toz Project Vehiclas in
Morocco Population/Pamily Planning Support IV Ptoject

(608-0198)
a. Cooperating Country: Mqtbcco
b. Authorization: Project Agreement 608-0198
;é} fNaturc of rundingt. Development Asgistance Grant
a, fneaatlptlon of Goods:  Approximately 40 all terrain or
ComevERS mini van type vehicles; 400 motc
:j}{4&.~.., . bikes; and related spare parts,
°. rValuc of Gooda: ‘ $1,500,000
t.'-Ptobablo SOurcos Horécco
g. Probable Origin: over S0 percent componentry fron.
: France, Japan, or Groat Britain
(Code 935)

.. "44'. ’.‘- A

problemn: - Authorization ‘is: tequired for a. procurement eourco and
orIgIn'waiver to.pergity thc purchase -of vehicles iand. spare partn
assembled in Morocca:from; ;PEench, lJapanase, or British origin
components, and procured- thtough }ocal Moroccan aou:cel for an
3pptox1mate total value of $1.5 million,

Diacuceion: The propoaed p:ocuregont of approximately 40 vehicles
and. iD0. motor bikes will be fundeqd under the Population &nd Pamily
Planning IV Project (608-0198). These vahicles and motor bikes
will-be used by the Mproccan Ministry of Public Health (MOPH).
otticlaln to. incrqaso ‘Family’Planning and Mother Chlld Health-
(PP/HCH)'P:ogram coverage ‘in remote rural- areas.’

S0'd L25POSS BPIE 2E70Z82 Q4’4 51:60 6861/C0/80
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"The FP/MCR outroach program provides services to rural areas too

remote“to‘benefit from fixed MOPR facilities. The recently

. complaeted'VDMs Field Study .and the Midterm Evaluation of the Phase

. 11T Population Project ehow a leveling off"in program’
effectiveness., The studies also indicate that this problem

increases in direct relationship to the d{stance 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
logietice.involved with an outreach operation are enormous with
the ‘most critical constraint being the mobility of trained

persorinel, Thue, 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 additjional 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 2 leading obstacle to workers not
spending more time in the field. Additional and heavier
motorbikes are needed to adequately address the mobility issue.

The heavier motor bikes procured under this project will service
community operated centers (“points de contact”), at six to ten
kilometers from a fixed MOPH facility, Additional vehicles will
improve supervision and provide mobile service units to areas more
than toen kilometero away from the nearest NOPH Ffixed facilicy,
USAID initiated this outreach effort under previous projects and
remains the lead donor supporting this program.

4

AID financing of motor vehicles is governed by Handbook 1B,
Chapter-4C2, - It stipulates: (1) vehicles must be manufactured in
the United States, unless special circustances exist, as required
by Section 636(1) of the Foreign Assistance Act; (2) the source
and origin of the vehicles must be from countries within the
authorized geographic code, as required by Handbook 1B, Chapter
58 and (3) passenger car procurement must be justified in the
project paper or a latar submission to AID/W., As a general rule,
the indusetrially advanced countries, other than the United States,

are 1no}1gib1. source countries,

Ad/3N. L1160 6851/2080
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‘The following points with resfopt to vehicle availability and uge
in Morocco are relevant to.th_n waiver:

1, ' Based on Misaion consultations with 0.5, firms {n Mo.occo,
i.0., General Motors, Pord and Jeep, it was determined that no
appropriate U.S, vehicles are s0ld in Moro=co and that no spare
parta 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-cuse basis and have proven difffcult to
maintain., The situation is not likely to improve in the
foresseable future. '

" 2. Consistent with waivor policy quidelines contuined in HMandbook
1B, preference will be given to procurement of vehicles which are
asgembled in Morocco,

3. Spare parts and maintenance personnel are available for the
proposed foreign manufactured vehicles. 1n addition, local sales
representatives of these vehicles are ready sources for additional
spare parts, and assure local maintenance capacity to keep the
vehicles running,

4. Pursuant to Handbook 1B, Chapter 5B4c(2), GC and M/SER/OP have
been consulted with respect to this walver action.

Authority: Pursuant to Handbook 1B, Chapter 4Cd, you are
authorized to vaive source and origin rtequirements under FAA

Section 636 (1) for motor vehicles, if you find that special
circumatances exiast, 1In this case, the special circumstances are.
the lack of adequate service facilities and aupply of spare parts
for U.S. manufactured vehicles., Pursuant to Handbook 1B, Chapter
5B4a(7), source/origin waivors are permitted under circumstances
deemed critical to the success of prouject objectives. As
degcribed 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 ko Handbook 1B, Chapter 5B4a(7), waive the authorized
geographic co'e for source and origin from Code 000 to Code 93% to
permit the prpcurement of the project financed vehicles and spare
parts desctibaq herein at an approximate cost of $1.5 million;

I
b. In accordance with Handbook 1B, Chapter SB4b, certify that the
exclusion of procurement from free world countries other than the
cooperating dountxy and countries included in Code 941 would
geriously impede the attainment of U.S, foreign policy objectives
and objnctives of the foreian asgistance proaram: and

L0°'d LTSPOSE BriL 2£3928s 1d-3N BI:SG 62612080
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¢.  -coztify that special circumstancee exist v waive anu wv
'hpr,@ymuqivo.Section 636(1) of the FAA of 1961, as amended,

Approved: _ grsyrawp miiler
Disapproved:

Date: MAY-1 3 1068

Clearances: : .

: /AN;: uller :
"ANB/PD/MENA1PSMatheson ' !Era!ﬁ!

" ANB/MBENA:iRDelaney )

' GC/?NE:DLuten ' {draft)
ANE/TR:BTurner ZE
ANE/TR/HPN:CPayne
M/SER/0OP/COMS:JPrame

¢c: USAID/Rabat
M/2A/SER:JOwens
ANE/PD Pile

ANE/PD/MENA :DNasters: sw: 04/24/89:7-9065:Doc. $6261d

143M. 61160  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,
applies to projects funded from specific
sources only: B(1) applies to all projects
funded with Development Assistance; B8(2)
applies to projects funded with Daevelopment
Assistance loans, and B.3. applies to
projects funded from ESF.

CROSS REFERENCES: IS COUNTRY CHECKLIST
UP TO DATE? HAS
STANOARD ITEM
CHECKLIST BEEN
REVIEWED FOR THIS
PROJECT?

A, GENERAL CRITERIA FOR PROJECT

1. FY_ 1989 Appropriations Act Sec. 523;
FAA Sec. 634A.

If monay is sought to be obligated
for an activity not previously
justified to Congress, or for an
amount in excess of amount
praeviously justified to Congress,
has Congress baen properly notified?

2. FAA Sec. 611(a)(1). Prior to
obligation in excass 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 expectation that such
action will be completed in time to
parmit orderly accomplishmaent 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.

L



water-related land resource
construction, have benefits and
costs baen computed to the extent

practicable. In accordance with the

principles, standards, and
procecuras established pursuant to
the Water Resources Planning Act (42
U.S.C. 1962, et sag.)? (See A.I.D.
Handbook 3 for guidelines.)

FAA Sec. 611(a). If project is
capital assistance (e.q.,
construction), and total U.S,
assistance for it will excaed $1
million, has Mission Director
certified and Regional Assistant
Administrator taken into
consideration the country's
capability to maintain and utilize
the project effectivaely?

FAA Sec. 209. 1Is project
susceptible to execution as part of
regional or multilateral project?
If so, why is project not so
executed? Information and
conclusion whathaer assistance will
aencourage regional developsent
programs .

FAA Sec. 601(a). Information and

conclusions on whather project will
encourage efforts of the country to:
(a) increase the flow of
international trade; (b) foster
private initiative and competition;
(¢) encourage development and use of
cooperatives, cradit unions, and
savings and loan associations; (d)
discourage monopolistic practices;
(e) improve technical efficiency of
industry, agriculture and commerce;

and (f) strengthen frea labor unions.

FAA Sec. 601(b). Informntion and
conclusions on how pr— act will
encourage U.S. private trade and
investment abroad and encourage
private U.S. participation in
foreign assistance programs
(including use of private trade

- N/A

“Yes

Yo

Assistance vwill not encourage
regional development prograns.

Project will have ery little
impact on sreas a and c-f.

A major ccmponent of the project
will explore ways to increase
the involvement of the Moroccan
private sector in the financiog
or provision of health care
services.

Project will have very little,
if any, impact on US private
trade and investment abroad.

The project will, however, make
use of US private enterprise
in the provision cf technical
assistance and training.



10.

11.

12.

channels and the services of U.S.
private enterprise). .

FAA Sec. 612(b), 636(h). Dascribe
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
currencies owned by the U.S. are
utilized in lieu of dollars.

FAA Sec. 612(d). Does the U.S. own
ancess foreign currency of the
country and, if so, what
arrangements havae baen 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
tha 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 (axcept
for programs in Caribbean Basin
Initiative countries under U.S.
Tariff Schedule "Section 807," which
allows reduced tariffs on articles
assambled abroad from U.S.-made
components) be used directly to
procure feasibility studies,
prafecsibility studies, or project
profiles of potantial investment in,
or to aisist the establishment of
facili“ies specifically designed
2or, "he manufacture for export to
the United States or to third
counfiiry markets in direct
compatition 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 galaries of
counterparts, local currencies
for local cost expenditures.
Budget expenditures will be
monitored yearly. No US owned
LC 1is available for this project.

No.

Assistance will not be used
for the production of any
commodity for export.

237



13.

14,

15.

16.

17.

wearing apparal?

FAA Sec. 119(q)(4)=(8T~ Will the

assistance (a) support training and
education efforts whicn improve the
capacity of recipient countries to
prevent loss of biological
diversity; (b) be provided under a
long-term agreament in which the
recipient country agreas to protect
ecosystams or other wildlife
habitats; (c) support e’forts to
identify and survey ecosystems in
recipient countries worthy of
protection; or (d) by any direct or
indirect maans significantly degrade
national parks or similar protected
areas or introduce exotic plants or
animals into such areas?

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 expenditure
of project funds (eithar dellars or
local currency generated therefrom)?

FY 1989 Aggrogriationl Act, If
assistance is to ke mada to a United

States PVO (othar than a cooparative
development organization), does it
obtain at least 20 percant of its
total annual funding for
international activities from
sources other than the United States
Govarnment?

fY 1989 Appropriations Act Sec.
538. If assistance is being made
available to a PVO, has that
organization provided upon timely
request any documant, file, or
record necessary to the auditing
requirement of A.I.D., and is the
PVO registered with A.1.D. ?

FY 19689 Appropriaticns Act Sec.
S514. If funds are being cbligated
under an appropriation account to
which thay were not appropriated,

' ,(a) No.

N/A

No assistance will be made
to a PVO that does not meet
auditing requirements of
AID or is not registered
with AID,

N/A

29



18.

19.

has prior approval of the
Appropriaticns Committees of
Congress bteen obtained?

FY 1989 Appropriations Act Sec.
515. If deob/recb authority is

sought to he exercised in the
provision of assistance, are the
funds being obligated for the same
general purpose, and for countries
within the sume ganaral reqgion as
originally obligated, and have the
Appropriations Committees of both
Houses of Congrass been properly
notified?

State Authorization Sec. 129 (a3
interpreted by confarence raport).
Has confirmation of the date of
signing of the project agreamer.t,
including the amount involved, baeen
cabled to State L/T and A.I.D. LEG
within 60 days of the agreement's
entry into force with respect to the
United States, and has the full text
of the agrecmant baen pouched to
those same offices? (See Handbook
3, Appendix €G For zgreemants
covered by this provision).

FUNDING CRITERIA FGR PROJECT

1.

Development Assistanca Project

Critaria

a. FY 1989 Appropriations Act
Sec. 548 (as interproted by

conference report). If
assistance is for agricu.tural
development activities
(specifically, any testing or
breeding feasibility study,
variety improveazent or
introduction, consultancy,
publication, confaerence, or
training), ara such activities
(a) specifically and
principally designad to
increase agricultural exports
by the host country to a
country other than the United

'If deob/reob authority is used,
procedures will be followed.

Case Zablocki Act requirements
will be met.
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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 thae 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 benaefit
U.S. producers?

FAA Sec. 102(b 111, 113
281(a). Describe extent to
which activity will (a)
effectively involva the poor in
daevelopment by extending access
to economy at local lavel,
increasing labor-intansive
production and the use of
appropriate technology,
dispersing investment from
cities to small towns and rural
areas, and insuring wide
particzipation of the poor in
the benafits of davelopment on
a sustained basis, using the
appropriate U.S. institutions;
(b) help daevelop cooperatives,
espacially by techni.al
assistance, to assist rural and
urban poor to help themselves
toward a battaer life, and
otherwise encourage democratic
private and local governmental
institutions; (c¢) support the
self-help afforts of daeveloping
countries; (d) promote the
participation of women in the
national economies of
developing countries and the
improvemant of women's status,
(@) utilize und encourage
regional cooparation by
developing countries.

FAA Sec. 103, 103A, 104, 105,
106, 120-21. Does the project

fit the critaria 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 contribute to
the improvement of women's
health status thrcaygh birth
spacing, birth monitoring, and
the provision of related basic
health services.

iy
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of funds (functional account)
being uses*?

FAA Sec. 107. Is emphasis
placed on use of appropriate
technology (relatively smaller,
cost-saving, labor-using
tachnologies that are generally
most appropriate for the small
farms, small businesses, and
small incomes of the poor)?

FAA Saec. 110, 124(d). Will the
recipient country provide at
least 25% of the costs of the
program, project, or activity
with respect to which the
assistance ls to ba furnished
(or it the latter cost-sharing
requirament heing waived for a
"relativaly least developed"
country)?

FAA Sec. 128(b). If the

activity attamps to increase
the institutional capabilities
of private organizations or the
government of the country, or
if it attempts to stimulate
scientific and tachnological
research, has it been designed
and will it be monitored to
aensure that the ultimate
beneficiaries are the poor
majority?

FAA Sec. 28i(b). Describe
aextent to which program
recocnizes the particular
needs, desires, and capacitins
of the people of the country;
utilizes the country's
intellectual resources to
encourage institutional
development; and supports civil
sducation and training in
skills required for effactive
participation in governmental
procasses essential to
self-governmant.

N

~The wn will provide at

least 25% of the costs of
the progranm.

Project design has paid close
attention to the needs,
desires and capacities of
Moroccan pecple as discerned
through various surveys and
evaluations conducted over

a period of years. (See the
Social Analysis for further
details). One project component
will expore the feasibility of
increased participation of
local govermment in basic
health service delivery.

4
41!
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FY_1989 appropriations Act
Sec. 536, Are any of tha funds
to be usad 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
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
to pay for tny biomedical
research which relates, in
whole or in part, to methods
of, or the performance of,
abortions or involuntary
sterilization as a means of
family planning?

FY 1989 Appropriations Act. 1Is
the assistance baing made

available to any organization
or program which has been
determined to support or
participate in the management
of a program of coarcive
abortion or involuntary
sterilization?

If assistance is from the
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 Sac. 601(e). Will the

project utilize competitive

selcction procedures for the
awarding of contracts, except
where applicable procuresent

" No.

o Neo

~ No..

Xcl
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rules al__!roy:'otho_r\-ho?

FY 1989 Appropriations Act.
What portion of the funds will
be available only for
activities of economically and
socially disadvantaged
enterprises, historically black
collages and universities,
collaeges and universities
having a student body in which
more than 40 parcent of the
students are Hispanic
Americans, and private and
voluntary organizations which
are controlled by individuals
who are black Amaricans,
Hispanic Americans, or Native
Amaricans, or who are
economically or socially
disadvantaged (including women)?

FAR Sec. 118(c}. Does the
assistance comply with the
environmental proceduraes set
forth in A.1.D. Regulation 167
Does the assistance place a
high priority on consaervation
and sustainable management of
tropical forests?
Specifically, does the
assistance, to tha fullest
aextent feasibla: (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 halp countries
identify and implement
alterratives to colonizing
forested areas; (c) support
training programs, educational
efforts, and the establishment
or strengthening of
institutions to improve forest
managament; (d) help end
destructive slash—and-burn

The genersl training and technical
issistance contract envisioned
under the project will require too
broad a range of , roven competence
to limit the prime contractor to
minority firmas. 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 doas
not lend self to activities
promoting tropical forests.
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agriculture By supporting
stable and productive farming
practices; (e) help conserve
forests which have not yot been
degraded by halping to increase
production on lands already
cleared or degraded; (f)
conserva forested watersheds
and rehabilitate those which
have bsen deforasted; (g)
support training, research, and
other actions which lead to
sustainable and more
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) conserve
biological diversity in forest
areas by supporting efforts to
identify, establish, and
maintain a representative
network of protected tropical
forest ecosystems on a
worldwide basis, by making the
establishaant of protaectad
areas a condition of support
for activitias involving forest
clearance or degradation, and
by helping to identify tropical
foraest ecosystams and species
in need of protection and
astablish and maintain
appropriate protected areas;
(j) seek to increase the
awareness of U.S. government
agencies and other donors of
the immediate and long-term
value of tropical forests; and
(k) utilize the resources and
abilities of all relevant U.S.
government agencies?

FAA Sec. 118{c)(13). If the
assistance will support a
progras or project
significantly affecting
tropical forests (including

N/A

490
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projects involving the planting
of axotic plant spacies), will
the program or project (a) be
basaed upon careful analy:is of
the alternatives available to
achieve the bast sustainable
use of the land, and (b) take
full account of the
environmantal impacts of the
proposed activities on
biological diversity?

FAA Sec. 118(c)(14). Will

assistance be used for (a) the
procurement or use of logging
equipment, unless an
environmental assessment
indicates that all timber
harvesting operations involved
will ba ccnducted in an
environmantally sound manner
and that the proposed activity
will produce positive economic
benefits and sustainable forest
managemant 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)(18). will

assistanca be used for (a)
activitiaes which would result
in the conversion of forest
lands to the rearing of
livestock; (b) the
construction, upgrading, or
saintenance of roads (including
temporary haul rcads 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 structures which
flood relatively undegraded
forest lands, unless with

;f(a)luog

®) Yo

* (a) o,

(b) No.

(c) Fo.

(d) No:

%)
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respect to each such activity
an envirormental assassment
indicates that the activity
will contribute significantly
and diractly to improving ‘he
livelihood of the rural poor
and will be conducted in an
environmentally sound manner
which supports sustainable
developmant?

FY 1989 Appropriations Act. If NJA
assistance will come from the RERE

Sub-Saharan Africa DA account,
is it (a) to ba usad to help
the poor majority in
Sub-Saharan Africa through a
process of long-term
development 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
FAR/ (c) being provided, when
consistent with tha objactives
of such assistance, through
African, Unitad States and
other PVOs that have
demonstrated effactiveness in
the promotion of local
grassroots activities on bahalf
of long-tern development in
Sub-Saharan Africa; (¢) being
used to help overcome
shorter-tarm constraints to
long~-term development, to
promote reform of sectoral
economic policies, to support
the critical sector priorities
of agricultural production and
natural resources, health,
voluntary family planning
services, education, and income
generating opportunities, to
bring about appropriate
sectoral restructuring of the
Sub-Saharan African economies,
to support reform in public
administration and finance and

14
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to establish a favorable .
environment for individual
enterprise and self-sustaining
developmant, and to take into
account, in assisted policy
reforms, thae need to protect
vulnerable groups; (e) being
used to increase agricultural
production in ways that protect
and restorae the natural
resource base, especially food
production, to maintain and
improve basic transportation
and communication natworks, to
maintain ani restore the
natural resource base in ways
that increase agricultural
production, to improve health
conditions with special
emphasis on meating the health
needs of mothers and children,
including the establishmant of
self-sustaining primary health
care systems that give priority
to preventive cara, to provide
increased accass to voluntary

- family planning sarvices, to

improve basic literacy and
mathematics espacially to those
outside the formal educational
systom and to improve primary
education, and to daevelop
income-generating opportunities
for the unemployed and
underemployed in urban and
rural areas?

2. Development Assistance Project
Criteria (Loans Only)

FAA Sec. 122(b). Information

and conclusion on capacity of
the country to repay the loan,
at a roasonable rats of
interest.

FAA Sec. 620(d). If assistance

is for any productive
enterprise which will compate
with U.S. enterprises, is there
an agresmant by the recipient

NI

13%
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country to prevent export to -
the U.S. of wmora than 20% of
the enterprise's annual
production during the life of
the loan, or has the
requirement to enter into such
an agreemaent been whived by the
President because of a national
security interest?

FY 1988 Continuina Resolution.
If for a loan to a private
sactor institution from funds
made available to carry out the
provisions of FAA Sections 103
through 1056, will loan be
provided, to the maximum extent
practicable, at or near the
prevailing interest rate paid
on Treasury obligations of
similar maturity at the time of
obligating such funds?

FAA Sec. 122(b). Doas the

activity give reasonable
promise of assisting long-range
plans and programs designed to
devaelop aconomic resources and
increase productive capacities?

Economic Support Fund Project

Criteria

FAA Sec. 531(a). Will this

assistance promote economic and
political stadility? To the
maximum aextent feasible, is
this assistance consistent with
the policy directions,
purposes, and prograss of part
I of the FAR?

FAA Sec. 531(c). Will

assistance under this chapter
be used for military, or
paramilitary activities?

ISOCA of 198% Sec. 207. Will
ESF funds be used to finance
the construction of, or the
operation or maintenance of, or

 1“/411‘;

M



%.he 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 tha
Treaty for the Prohibition of
Nuclear Weapons in Latin
Amarica (the "Treaty of
Tlatelolco"), cooparates fully
with the IAEA, and pursues
nonproliferation policies
consistent with those of the
United States?

FAA Sec. 609. If commodities
are to be granted so that sale
proceeds will accrue to the
recipiant 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 routinaly in those
provisions of an assistance agreament dealing
with its implementation, or covered in thae
agreemant by imposing limits on certain uses
of funds.

These items are arranged under the general
headings of (A) Procurement, (B)
Construction, and (C) Other Restrictions.

A. PROCUREMENT
1. FAA Sec. 602(a). Are there

arrangemants to permit U.S. small
business to participate equitably in
the furnishing of commodities and
services financed?

2. FAA Sec. 604(a). Will all
procuremant be from the U.S. axcept
as otherwise determined by the
President or under delegation from
him?

3. FAA Sec. 604(d). If the cooperating

country discriminates against marine
insurance companies authorized to do
business in the U.S., will
commodities be insured in tha United
States against marine risk with such
a company?

4. FAA Sec. 604(e); ISDCA of 1980 Sec.
705(a). If non-U.S. procurament of

agricultural commodity or product
thereof is to be financed, is there
provision against such procurement
when the domestic prica of such
commodity is less than parity?
(Exception where commodity financed
could not reasonably be procured in
u.s.)

T Y.. :

Yes

N/A

N/A

<§;>
W
<
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FAR Sec _304(q). Will construction - Te.
or engiieering services be procured - ST
from firms of advanced developing

countrias which are otherwise

eligible under Code 941 and which

have attained a compatitive

capability in international markets

in ore of these arens? (Exception

for those countries which receive

diract economic assistance under the

FAA and permit United States firms

to compete for construction or

enginearing services financed from

assistance programs of these

countries.)

FAA Sec. 603. Is the shipping ' 'Ne.
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 commoditiaes
(computed separately for dry bulk
carriers, dry cargo liners, and
tankers) financed shall be
transported on privately owned U.S.
flag commercial vessels to the
extent such vessels are available at
fair and reasonable rate?

FAA Sec. 621(a). If technical Yes
assistance is financed, will such
assistance be furnished by private
enterprise on a contract basis to
the fullest extent practicable?

Will the facili.ies and resources of
other Federal agencies be utilized,
when they are particularly suitable,
not competitive with privite
enterprise, and mada available
without undue interferencs with
domastic programs?

The use of other federal agencies
is not contemplated at this time.

International Air Transvortation Yes

Fair Compecitive Practices Act,
1974. If air transportation of
persons or property is financed on
grant basis, will U.S. carriers be
used to the extent such service is
available?

i



10.

11.

FY 1989 Appropriations Act Sec.
504, If the U.S. Government is-a

party to a contract for procurement,
does the contract contain a= -
provision authorizing termination of
such contract for the convenience of
the United States?

FY 1989 Appropriations Act Sec.
524. If assistance is for

consulting service through
procurement contract pursuant to 5
U.S.C. 3109, ara contract
expenditures a matter of public
record and available for public
inspection (unless otharwise
provided by law or Executive Order)?

FY 1989 Appropriations Act Sec.

584. For ail direct AID contracts
or solicitations, and all
subcontracts entered into under such
contracts, does the contract,
solicitation or subcontract include
a clause requiring that United
States marine insurance companies
have a fair opportunity to bid for
sarine insurance when such insurance
is necessary or appropriate?

8. CONSTRUCTION

1.

FAR 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 be financed,
will they be let on a competitive
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
does assistance have the express
approval of Congrass?

- K18 -

. Yes

,’..;

Yes

Given small size of proposed
contracts, local consulting
firms will be used.

Yas

N/A
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C. OTHER RESTRICTIONS

l'

FAA Sec. 122(b). If davelopment

loan repaysble in dollars, is
interect rate at least 2 percaent per
annum during a grace period which is
not tc exceed ten years, and at

least 3 percent 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

@xist 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 foreign aid
projects or activities of the
Commurist-bloc countries?

Will arrangements preclude use of
financing:

a. FAA Se. 104(f): FY 1989
Appropriitions Act, Sect. 525
and 336 (1) To pay for
performance 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 paerson to undsrgo
sterilization; (3) to pay for
any biomedical research which
relates, in whole or part, to
methods or the parformence of
abortions or involuntary
sterilizations as a means of
tfamily planning; or (4) to
lobby for abortion?

N/A

N

Tes

;Yqi‘v

Tes
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FAA Sec. 483. To make
reimbursements, in the form of
cash payments, to persons whose
illicit drug crops are
eradicated?

FAA Sec. 620 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 polica,
prisons, or other law
enforcement forces, except for
narcotics programs?

FAA Sec. 662. For CIA
activities?

FAR Sec. 636(i). For purchase,

sale, long-term lease, exchange
or a. »ranty of the sale of
mote: vehicles manufactured
outside U.S., unless a waiver
is obtafined?

FY_1989 Appropriations Act Sec.
503. To pay pensions,

annuities, retirement pay, or
adjusted service compensation
#or prior or current military
personnel?

FY 1989 Appropriations Act Sac.
505. To pay U.N. assessments,

arrearages or dues?

FY_1939 Appropriations Act Sec.

To carry out provisions
of FAA saction 209(d) (transfer
of FAA funds to multilateral
organizations for landing)?

'qu

Yes

Yes

chi

Yes

.Yes

' Ya®

" Yes

MO
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FY 1989 Appropriations Act Sec. Yes
610. To finance the export of

nuclear equipment, fuel, or

technology?

FY 1989 Appropriations Act Sec. :Yeé’

511. For the purpose of aiding
the efforts of the government
of such country to repress the
legitimate rights of the
population of such country
contrary to the Universal
Declaration of Human Rights?

FY 1989 Appropriation Act Sec. Yes
516; State Authorization Sec.
109. To be used for publicity
or propaganda purposes designed
to support or defeat
legislation panding before
Congress, to influence in any
way the outcome of a political
election in the United Stataes,
or for any publicity or
propaganda purposes not
authorized by Congraess?

P!
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ANNEX L

POLICY AGENDA - REDUCED POPULATION GROWTH AND IMPROVED PRIMARY HEALTH CAkEWG

Current Policy

Policy Sought

Next Steps

Benchmarks

Problem Area: Public

Sector Health Financing

Both curative and
preventive services in the
public service are largely
free of charge. Except in
the autonomous hospitals

(4 at present, 12 by 1990),
any fees collected are
returned to the central
treasury.

Ministry of Hezlth
percentage of overall GOM
budget is low in comparison
with other countries at the
same level of economic
development (3% compared to
5-81), diminishing in real
terms; and programmed
largely for curative
services.

A rational and effective
cost recovery system
applied in all public
sector health facilities.

Ministry of Health budget
18 increased, and a
greater proportion 1is
allocated for primary
health care services.

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 ameng 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 schzdules in the private
Sector. A plan of action in this area
will be developed after presentation
of results of the Health Financing
Study and review of possibilities.

USAID will complete (1) on-going work
with Ministry of Health on benefit—
cost analyses of family planning and
prisary health care services to
support MOPH request for additional
regources; and (2) analysis of
prosram cost effectiveness as a basis
for international program decisions
and budgot allocations.

Methodoiogy developed and
tested at hospitals 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, including an
increased proportion and
absolute amount for
preventive and primary
health care services.



Current Policy

Policy Sought

- Next Steps

Bénchmatks

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:
Policy

The GOM's response to rapid
population growth remains
centered in the Ministry of
Health.

Population

0389-

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 the 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 incresse 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 primary health care
supplies established.

Terms of Peference for the
feasibility szudy for
expansion of insurance and
the agenda for other studies
developed Second Quarter.

Ministry of Interior openly
supports family planning
programs.

Contraceptives, i.e. condoms
and orals, promoted openly in
pharmacies, and sold outside
pharmacies.



