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EXECUTIVE SUMMARY 
 
1. The Medical Coverage Support Programme (PARCOUM I) was jointly financed by 
the Government, the European Commission (EC) and the African Development Bank.  
Various studies funded by the World Bank had been conducted prior to its implementation.  
PARCOUM I aimed to improve the health status of the Moroccan population through 
increased access to quality health care. To achieve this goal, the programme was 
implemented through four components, namely: i) financial accessibility; (ii) health care 
delivery; (iii) health sector governance and; (iii) human resources. The project, which was 
approved in December 2002, was implemented over a period of eight years. The Bank loan 
was disbursed in two equal tranches of 55 million euros each, the first of which became 
effective in February 2005 following the fulfilment of 8 conditions, with the ninth condition 
being postponed to the second tranche. The latter was disbursed in February 2008 after the 
fulfilment of 9 out of 13 conditions and following the waiver of the remaining four conditions 
relating to: the implementation of the Medical Assistance Scheme for the Economically 
disadvantaged (RAMED), the law on health care delivery, the new organization of the 
Ministry of Health and functions and organization of its deconcentrated services.  
 
2. Fulfilment of the above conditions suffered slippages due to administrative red tape 
and the complex nature of some of the conditions. However, the Government undertook 
major reforms and activities that contributed to the formulation of a regulatory framework 
facilitating the implementation of the medical coverage scheme. With regard to financial 
accessibility, the programme helped put in place the Compulsory Health Insurance that 
covers salaried workers and pensioners form the public/private sectors and their families 
(about 9 million persons). Furthermore, the regulatory framework of the implementation of 
the RAMED was implemented and the relevant studies conducted. With regard to the quality 
of care, measures to improve the quality of drugs were enacted and legislation concerning the 
organization of hospitals reviewed. The law on health care delivery has been revised and 
forwarded to Government Secretary General for onward transmission to Parliament. With 
regard to Human Resources, the relevant strategy has been formulated, the staff regulations 
of University Teaching Hospitals revised and the health workforce increased, although the 
needs have not been fully met. Some progress has been achieved with regard to the 
improvement of sector governance. The process of regionalization has begun with the 
creation of four health regions. The national health accounts have been put in place.    
 
3. With regard to the monitoring of the programme, the inter-sectoral steering 
committee met regularly and the EC-funded monitoring missions and those of the Bank 
supervision were conducted on a periodic basis. However, the sharing of information between 
the stakeholders on the progress of the programme was not effective.       
 
4. The main lessons learnt from PARCOUM I may be summarized as follows: (i) the 
need for  more realistic conditions and schedules; (ii) limit the legal type of 
measures/conditions; (iii) clearer definition of performance indicators at the appraisal and; 
(iv) ensure a better monitoring of the programme.  
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KINGDOM OF MOROCCO: PARCOUM I 
PROGRAMME INFORMATION SHEET 

 
 The Medical Coverage Reform Support Programme I (PARCOUM-I) consists of the 
following four components: 

 
i) Improving financial accessibility; 
ii) Improving the quality of care and rationalization of its output; 
iii) Improvement of sector governance; 
iv) Human resource development and mobilization 

 
1. Name of Programme: Medical Coverage Reform Support Programme 
 

1 – Number of loan agreement 2000130000084 
2 – Borrower Kingdom of <Morocco  
3 – Guarantor Government of Morocco 
4 – Beneficiary Government of Morocco 
4 – Executing Agency Ministry of Finance and Privatization (Budget Directorate) 

 
2. Loan Data 
 

LOAN ESTIMATE OUTPUT 
1 – Amount 110 million euros 110 million euros 
2 – Total project cost Not applicable (N.A.) N.A 
3 – Duration  Twenty (20) years including a 5 

year grace period 
4 – Interest rate  Fixed interest rate 
5 – Grace period  Five years 
6 – Repayment  The Borrower will repay the 

loan in 15 years, after a five-
year grace period starting from 
the date of signature. 

7-   Date of identification mission November 2000 November 2000 
8 – Date of preparation mission February 2001 February 2001 
9– Date of appraisal mission May 2001 May 2001 
10 – Date of loan agreement negotiations November 2002 October 2002 
11 – Date of approval December 2002 December 2002 
12 – Date of signature April 2003 April 2003 
13 – Date of effectiveness March 2003 August 2003 
14 – Date start-up March 2003 August 2003 
15–  Dates of mentoring missions Starting from 2003 Starting from 2003 
16 – Date of supervision mission (see 
details at point 5 page vii) 

2003-2005 2003-2007 

17 – Date of mid-term review mission  N.A N.A. 
18 – Date of Government completion 

report 
January 2005 September 2008.  

19 – Date of Bank completion report 
preparatory mission 

February 2005 June 2008 

20 – Date of closure of loan April 2005 March 2008 
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3. Data on sources of financing 
 
3.1 Financing of donors 
 

 PROGRAMME DATA ESTIMATES ACTUAL DIFF. 
 In Millions of Euros In million of Euro 

 
Amount 

 
1 – Financing Plan 
 ADB 
 E C 
 
 Government 

 
110 
50 
200 

 
110 
44 
200 

 
0 
6 
0 

2 – Total Cost  360 354 6 
 
3.2 ADB Loan Disbursement 
 

 ESTIMATE ACTUAL DIFF. 
DISBURSEMENT Date In Euros Date In Euros - 

1st Tranche  April 2003 55 million 
 

February 
2005 

55 millions 
 

22 months 

2nd Tranche March 2004 55 million February 
2008 

55 millions 47 months 

TOTAL  110 million  110 millions 
 

 

 
4. Performance Indicators 
 

1 – Balance in % 0 
2 – Slippage in schedule 

Slippage in effectiveness 
Slippage in completion date 
Slippage in relation to last projected disbursement 
 

47 months 
5 months 

35 months 
47 months 

 
3 – Status of implementation of programme Satisfactory 
4 –Completion indicators Satisfactory 
5 – Institutional performance Satisfactory 
6 – Government completion report Ongoing (preliminary report forwarded to 

Bank) 
7 – Audit report Audits conducted and reports submitted 

regularly 
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5. Mission Information 
 

Mission Number of  
Missions 

Number of  
persons 

Composition Period 

 
1  Preparation/Evaluation 

 
2 

 
2 

1 Acting Division Manager. 
1 Country Economist  
 

February and May 2001 

2 Negotiation 1 4 1 Acting Division Manager. 
1 Country economist, 1 
Legal Advisor, 1 financial 
Analyst 

21 and 22 October 2002 

 
2  Launch 

 
1 

 
3 

1Legal Expert 
2 health experts 

September 2003 

 
3  Supervision/monitoring 
3.1 Monitoring mission 
3.2 Supervisions 
 
 
 Supervision 1 
 
 Supervision 2 
 
 Supervision 3 

 
 
3 
 
 
 
1 
 
1 
 
1 

 
 

3 
 
 
 

2 
 

2 
 

2 

 
 
1 Acting Division Manager 1 
Economist and 1 Legal 
Advisor 
1 Division Manager and 1 
Health Expert 
1 Division Manager and 1 
Health Expert 
1 Health Expert, 1 Social 
Development Specialist  
 

 
 
Between March 2003 
and Dec. 2004 
 
 
19-23 December 2005 
 
28 May to 12 June 2006 
 
1st to 12 May 2007 

4 Bank Audit  
Missions  
Country 

 
1 
3 

 
1 
1 
 

 
1 Auditor/AUDT 
1 Auditor General 

 
10 to 21 July 2006 
2005, 2006 and 2007 

4  Completion  1 2 1 Health Analyst, Leader; 
1 Consultant 

1st-13 June 2008 
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Medical Coverage Reform Support Programme (PARCOUM-I) 

 
PROGRAMME MATRIX 

 
Hierarchy of 
Objectives  

Narrative Summary Verifiable Indicators at Appraisal  Verifiable Indicators at Completion  Means of 
Verification 

Key Assumptions and Risks  

Sector Goal  1. Improve the health 
status of the population. 

1.1 Reduction of infant mortality to a rate 
=< than 30 per 1000 live births in 
2008; 

1.2 Reduction of maternal mortality in 
rural areas to a rate =< than 270 
deaths per 100,000 live births in 
2008.   

1.1 Infant mortality rate is 40/1000. 
 
 
1.2 Maternal mortality rate at national level 

is 227/100,000. 
 

MoH reports. 
 
 
Population and 
health surveys. 

 

Programme 
Objective  

1. Increase access by the 
population to quality 
health care.  

 

1.1 Proportion of the population enjoying 
medical coverage rises from 15% to 
40% of the total population in 2004; 

1.2 Basket of quality health care 
accessible to the beneficiary 
population in 2004. 

1.1 The proportion of the population 
enjoying medical coverage is 30%. 

 
 
1.2 Basket of quality health care accessible 

to the beneficiary population. 
 

MoH reports. 
 
Population and 
health surveys. 
 
PCR. 
 

There will be no major 
epidemics.  
 
The nutritional status of the 
population does not decline.  

Outputs  1. Financial access by the 
population to improved 
health care. 

 
 
 
 
 
 
2. Quality of care delivery 

improved and provision 
is rationalized. 

 
 
 
 
 
 
 
 
 

In 2004: 
 
1.1 Compulsory Health Insurance (AMO) 

put in place and operational; 
1.2 Medical Assistance Scheme 

(RAMED) put in place and 
operational.  

2.1 The organization of the health system 
and care delivery adopted; 

 
2.2 The national quality health insurance 

programme is adopted; 
2.3 A growing number of hospitals are 

given the SEGMA status; 
2.4 The network of basic health care is 

provided with adequate human and 
budgetary resources; 

2.5 The ultimate goal of the quality 
process is to introduce a system of 
accreditation for care establishments.  

 

 
 
1.1 AMO is put in place and is operational; 
 
1.2 RAMED will be put in place, as a pilot 

scheme, in November 2008;  
 
2.1 The organization of the health care and 

delivery system is not yet adopted; 
2.2 The national quality care insurance 

programme has been adopted; 
2.3 SEGMA status is granted to a growing 

number of hospitals; 
2.4 The basic health care network has been 

provided human and budgetary 
resources, albeit inadequate; 

2.5 The ultimate goal of the quality process 
is to introduce a system of accreditation 
for care establishments.  

 

MoH reports; 
 
ANAM reports. 
 
Programme 
activity reports.  
 
Programme 
supervision 
reports. 
 
Programme 
completion 
reports. 
 
idem 
 

The Government obtains 
national consensus on the 
AMO and RAMED.  
 
The excessive use of health 
care is controlled by anti-
inflationary measures 
introduced by ANAM. 
 
Attracted by the solvency of 
the demand for care, care 
services are established 
throughout the national 
territory. 
 
The balance between the cost 
of the basket of care services 
and the amount of the 
premium, as well as sound 
management guarantee the 
financial equilibrium of the 
schemes.  
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Hierarchy of 
Objectives  

Narrative Summary Verifiable Indicators at Appraisal  Verifiable Indicators at Completion  Means of 
Verification 

Key Assumptions and Risks  

 3. Sector governance 
improved. 

 
 
 
 
 
 
4. Human resources 

developed and 
mobilized. 

 
 

3.1 Organization and functions of the 
Ministry of Health, both at the central 
and deconcentrated levels are defined; 

3.2 Health accounts are prepared for 
sixteen regions; 

3.3 A unified information system is put in 
place; 

4.1 Administrative staffing plans intended 
to strengthen deconcentrated services 
are adopted;  

4.2  Human resource management 
strategies are adopted; 

4.3  Human resources needed for the 
smooth operation of the network of 
basic health care are allocated to the 
MoH. 

3.1 Organization and functions of the 
Ministry of Health at central and 
deconcentrated level are undergoing 
finalization;  

 
3.2 Health accounts have been prepared for 

sixteen regions; 
3.3 The unified information system has 

been put in place; 
4.1 Administrative staffing plans to 

strengthen deconcentrated services have 
been adopted;  

4.2 The human resource management 
strategies have been adopted; 

4.3 Human resources have been assigned to 
the MoH. However, the workforce is 
insufficient. 

 

Idem 
 
 
 
Idem 
 
 
 
Idem 
 
 
Idem 
 
Idem 

The Government continues to 
give priority to the health 
sector through resource 
allocation. 

 
Major 
Programme 
Activities 

 
1. Passing of medical 

coverage code; 
2. Registration of AMO 

affiliates, beneficiaries 
of RAMED and 
employers; 

3. Designation of 
management entities; 

4. Creation of ANAM; 
5. Determination of basket 

of care and its cost; 
6. Actuarial study of long-

term balances of 
RAMED; 

   

 

Financing Disbursed 
 

(UA million) 
 
ADB   80.00:   100% 
EU   37.04:     90% 
Govt.  145.70:   100% 
Others   41.61:   100% 
 
Total 304.35:     98%  
 

 
National Accounts  
 
Programme activity reports.  
 
Mid-term review report. 
 
Programme completion report. 
 
Audit reports. 

 
The deconcentration of the administration is 
ongoing. 
 
The Government secures broad consensus from all 
the sector stakeholders on the health insurance 
scheme. 
 
ANAM develops a satisfactory regulatory capacity 
of AMO and RAMED. 
 
 

 



 

 

1. INTRODUCTION 
 
 Origin and History of Programme 
 
1.1 The Medical Coverage Reform Support Programme (PARCOUM) was identified 
during a general identification mission by the Bank in Morocco in November 2000. It was the 
culmination of a process that began in March 1993 when a number of principles on health 
insurance were outlined by the Late H.M. King Hassan II in his speech from the throne. 
Following this speech, an inter-ministerial committee was put in place at the Ministry of 
Health (MoH) to envisage a consolidation of the current situation, the mandatory expansion 
of professional categories covered, and to clarify the financial liability of the insuring 
organizations, with the Government limiting itself to making employers’ contribution for its 
civil servants and guaranteeing the relevant regulations. Subsequently, in its general policy 
declaration of April 1998, the Government confirmed its commitment to improve access by 
the population to health care through a system of treatment and care for the poor, 
development of health insurance and the implementation of a socially efficient drug policy, 
etc. These policy directions were reflected in the 2000-2004 Health Development Plan. 
 
1.2 In 1999, the Prime Minister put in place an Interministerial Monitoring Committee 
to explore the feasibility of setting up a general medical coverage scheme. The Committee 
prepared a draft medical coverage code on Compulsory Health Insurance (Assurance Maladie 
Obligatoire - AMO) for formal sector salaried workers (public and private) and a Medical 
Assistance Scheme for the Economically Disadvantaged (Régime d’assistance médicale aux 
personnes économiquement démunies RAMED) which was approved by Parliament in August 
2002. To support this effort, donors funded studies to elucidate some key issues. Thus, the 
World Bank funded a study on health financing in Morocco that recommended several 
reforms, including a reform of the health insurance system. Based on this study, the 
Government designed the Medical Coverage Reform Support Programme with the assistance 
of the European Union (EU). The programme financing agreement, in the amount of 50 
million Euros (UA 37.04 million), was signed by the two parties in January 2001. In 
December 2000, the Government requested the assistance of the ADB Group to co-finance 
the programme with the EU. Following a preparation mission fielded in Morocco in February 
2001, an appraisal of the programme was conducted in May 2001. The ADB financing for 
PARCOUM was approved in December 2002. 
 
2. OBJECTIVES, FORMULATION AND DESCRIPTION OF PARCOUM-I 
 
2.1 Objectives and Formulation of PARCOUM-I 
 
 The medical coverage reform programme aimed to improve the health status of the 
Moroccan population by increasing access to quality health care. It formed part of the 
Government’s priorities outlined in the 2000-2004 Health Development Plan. As indicated 
above, PARCOUM-I was designed by the Government in consultation with the European 
Commission (EC).  
 
2.2 Description of Programme at Appraisal  
 
2.2.1 To achieve the above-mentioned objective, the programme aimed at introducing, 
over a two-year period, several reforms in four main areas, namely: financial accessibility, 
care delivery, sector governance and human resources.  
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a) Financial Access by the Population to Improved Health  

 
2.2.2 The AMO covers the health risks of public/private sector salaried workers and 
pensioners and their families (about 9 million persons). The beneficiaries have access to a 
basket of basic health care following payment of an insurance premium. This scheme is 
expected to be extended subsequently to other creditworthy socio-professional categories, 
such as liberal professions, traders, farmers, etc. Each category or group of categories, 
defined by the specific regulations, benefits from a compulsory health insurance system. The 
system constitutes a redistribution mechanism that links specific resources and services and 
backed by accounting autonomy. The RAMED is intended to cover the health care costs of 
economically disadvantaged (persons non-eligible for the AMO and their families; inmates of 
charity establishments namely: orphanages, old people’s homes and rehabilitation 
institutions; prisoners; persons of no fixed abode; persons entitled to free medical care by 
virtue of a special legislation for the treatment of one or several ailments). These 
beneficiaries should have access to the same basket of care as the AMO beneficiaries. 
However, their choice of service would be limited to the public sector. 
 

b) Quality of Health Care Delivery has improved and its output rationalized. 
 
2.2.3 A bill and its implementing decree were to be formulated and passed for the 
overhaul of the national health system and its delivery. Once passed, the law would help 
outline fundamental principles that govern health and the rights of patients, define the health 
system and its organization and streamline health care delivery. The roles of the various 
sector stakeholders would be specified and consultative and coordination mechanisms 
instituted. Furthermore, the planning of delivery would be based on the health map and the 
regional care delivery system. This measure would foster the equitable establishment of 
services and provision of heavy duty biomedical equipment in the country. In addition, the 
law on the Drug and Pharmacy Code that was intended to regulate the pharmaceutical 
industry and profession was to be finalized and passed. Also, the Ministry of Health 
envisaged the introduction of the international common denomination of medicines and 
pharmaceutical products (generic denomination) at each level of the health care. These 
measures would contribute to enhancing the affordability of drugs and other basic 
pharmaceutical products. 
 
2.2.4 Under the programme, the legislation relating to the organization and operation of 
hospitals would be revised. The internal hospital organization structures would be reviewed. 
The SEGMA (Government Services Managed in an Autonomous Manner) status would be 
extended to a greater number of hospitals. The autonomy of the university teaching hospitals 
would be reinforced. More efficient management tools (information and billing system) 
would be introduced in the running of hospitals. Similarly, the Ministry of Health planned the 
introduction of a quality national insurance scheme that would define the norms and 
standards of quality care. Quality circles were to be formed in hospital establishments and the 
latter would be subjected to the accreditation process to be put in place, through an 
appropriate structure based on quality care criteria. At the level of basic health care, health 
facilities would be provided with an operating budget to enable them to provide quality care 
to users. 
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c) Improved Governance of the Sector  
 
2.2.5 Through the implementation, the programme would contribute to redefining the 
missions of the Ministry of Health and the devolution of its responsibilities. The role of the 
Ministry was to be strengthened by focusing its functions on policies that determine the long-
term health status of the people. The regulatory functions of the sector was to be separated 
from those of financing and health care delivery. Thus, decrees and decisions would be 
passed to define the organization and the functions of the MoH at the central, regional, 
prefectorial and provincial levels and set up regional structures in the health regions. 
Furthermore, regional health accounts would be formulated and health information systems 
unified.  
 

d)  Human Resources Revamped and Mobilized 
 
2.2.6 The national human resource development strategy was to be formulated and put in 
place. It would cover aspects relating to basic and continuing professional training; 
conditions of employment and remuneration; geographic distribution and inter-specialities; 
motivation; partnership between the public and private sectors, etc. The staff regulations of 
hospital centres upgraded into public establishments would be adopted. Furthermore, basic 
health care establishments would be provided with adequate staff to meet the standards of the 
Ministry of Health. Additional resources would be released to the said ministry and no basic 
health care establishment would remain closed for lack of staff.  
 
2.3 Identification, Preparation, Appraisal, Negotiation and Approval 
 
 PARCOUM was identified during a general identification mission conducted in 
Morocco in November 2000. It was prepared, appraised, negotiated and approved 
respectively on the following dates: February 2001, May 2001, October 2002 and December 
2002. The preparatory and appraisal missions were carried out normally and jointly with the 
EC. The missions helped define and finalize all aspects of the programme. Discussions 
during the various missions helped enrich and improve the quality of the document. Indeed, 
following the appraisal mission, the Bank dispatched three mission teams to Morocco to 
monitor the progress of the programme and update the data of the appraisal report. The main 
reform measures were reformulated to ensure the success of the programme. Further 
measures were added to enhance the effectiveness of the workforce and the basic health care 
network, expected to play a key role in the screening of access to hospital care. During the 
negotiations, the Bank and the Government agreed on most aspects of the programme 
document, with only 2 out of the 24 measures deemed to be irrelevant and therefore were 
removed. These were measures relating to the status of the Institut Pasteur and the setting up 
of regional schemes. Also, amendments were made to the provisional version of the 
disbursement letter of the programme.  
 
3. PROGRAMME IMPLEMENTATION 
 
3.1 Effectiveness and Start-up  
 
 The effectiveness of the loan agreement depended on the fulfilment by the Borrower 
to the satisfaction on the Bank, of conditions set out in Section 5.01 of the general conditions. 
The Government and the Bank did not spare any effort to ensure the effectiveness of the loan 
agreement by August 2003, namely, eight months following the loan approval.  
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3.2 Matrix of Actions  
 
3.2.1 The implementation of the basic medical coverage constitutes a key component of 
the reform of the national health service and its financing institutional mechanisms. Thus, 
Law 65-00 of 3 October 2002 provides for the institution of a basic medical coverage system 
aimed at progressively guaranteeing in an equitable manner, access by the entire population 
to health care. As a first step, the programme was to raise the ratio of the population enjoying 
medical coverage from 15% of the total population in 2002 to 40% in 2004.  
 
3.2.1 Improved Financial Accessibility 
 
3.2.1.1 Regarding the financial accessibility of health care, the programme was to cover the 
health risk for two categories of the population, namely: (i) public/private sector salaried 
workers and pensioners including their families estimated at about 9 million persons and, (ii) 
the economically-disadvantaged group of persons. In this regard, Law 65-00 instituted two 
modalities of participation in the scheme: (i) Compulsory Health Insurance (AMO) for 
salaried workers and all persons earning sufficient income and (ii) a medical assistance 
scheme for economically-disadvantaged persons. The effective start-up of the AMO occurred 
on 18 August 2005 and two management bodies as well as their mutual insurance companies 
were appointed to cater for the management. These were: (i) the National Social Providence 
Organizations (CNOPS) for public sector employees and local communities as well as 
pensioners and, (ii) the National Social Security Fund (CNSS) for the private sector.  
 
3.2.1.2 In terms of outputs, the modalities for the implementation of the AMO were decided 
in agreement with the Government and the socioeconomic stakeholders, under the “Basic 
Medical Coverage Code Enforcement Charter” signed on 4 January 2005. These modalities 
were formalized by nine decrees passed for the implementation of the provisions of the basic 
medical coverage code relating to compulsory health insurance, published in the Official 
Gazette of 18 August 2005 (see Annex VI).  
 
3.2.1.3 With regard to agencies in charge of managing the AMO, it is worth noting that the 
National Social Protection Organizations Fund (CNOPS) undertook a restructuring of its 
financial situation. Hence, after clearing its debts to public and private health care providers 
by 31 December 2002, involving over 2.2 billion MAD, it focused on the final clearance by 
31 December 2004 of claims from hospital centres and other public hospitals, the Institut 
Pasteur of Morocco and the League of Cardiovascular Diseases. In accordance with the 
provisions of the memorandum of understanding signed on 16 May 2002 between the 
Ministries in charge of Finance and Employment and the President of the CNOPS, the 
Government general budget allocated MAD 360 million (36 million Euros) to the financing 
of the organization’s debt clearance plan.  
 
3.2.1.4 At present, the CNOPS claims to cover an estimated 1.2 million insured persons, 
equivalent to 3.2 million of the beneficiaries, as against an estimated 2.5 million in 2000. 
This represents a 28% increase since the introduction of the compulsory health insurance 
scheme. Contributions received amount to MAD 3.2 billion and a further MAD 200,000 to 
300,000 is expected from salary increases. Overall, 4 million applications were processed. 
The refund period is 1 month for the insured and 2 months for service delivery, with the 
exception of the Civil Service General Mutual Insurance which is lagging behind as a result 
of the large volume of applications. The basket of care covered by the insurance schemes is 
given in Annex VII. 
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3.2.1.5 In a bid to reduce payment periods, agreements were signed with service providers 
such as cardiologists, nephrologists and oncologists. These kinds of services are expensive, 
accounting for their financing by the existing insurance schemes to assist the insured. A 
permanent 24-hour service unit with a 14-hour payment period has been put in place. Lastly, 
in the short term, the CNOPS intends to implement projects identified under the project 
financed with the Bank’s MIC grant with a view to improving its management of the 
reception, claims, revision of the database (shortening of procedures) and an overhaul of the 
information system. Consequently, the level of coverage will improve, notably by classifying 
some heart treatments as third-party payer. Consultations for general and specialized 
medicine will be reimbursed depending on the costs involved. There are also plans to 
simplify procedures through a dematerialization of the flows: pilot operations with some 
clinics (the CNSS polyclinic) and even some biologists; putting in place of a health map for 
chronic diseases and protracted ailments, coverage of medicines in the pharmacies and 
digitalization of registration. The Government has also entrusted the management of other 
schemes to the CNOPS, notably the coverage of victims of human rights abuse (11,000 
insured, 40,000 beneficiaries) and that of students.  
 
3.2.1.6 With regard to the CNSS, it has another Board of Directors responsible for 
monitoring the implementation of the AMO. It has adopted a strategic action plan for the 
management of medical coverage. This plan entails a restructuring of the organization’s 
financial situation and the modernization of management tools through improved human 
resources, development of information systems and internal control organs as well as the 
separation of the insurer and service provider functions through the impending delegation of 
the management of all the 13 polyclinics depending on the CNSS. Actual reimbursement for 
services began in March 2006. With estimated potential beneficiaries of 900,000 persons, it 
had already attained 2.2 million of beneficiaries1 in September 2008. Initially, expenses for 
medicines accounted for only 30% of the treatment expenses. However, the list of drugs has 
been extended to 6000, thereby raising the drug expenditure to 60%. The timeline for refund 
by the CNSS is 15 days and is based on the price list of the Pharmacy of Morocco. In order to 
enhance effectiveness in the processing of applications, software has been procured to 
manage the latter and a new body has been created involving the recruitment of 130 staff 
members. Consequently, the efforts made have yielded results with regard to the definition of 
management procedures; setting up of reception agencies through the expansion of existing 
agencies; training of workers to improve quality at the level of reception of refund 
applications and creation of an outstation at the University Teaching Hospital (CHU) and the 
agreements signed with the doctors. A communication campaign has been put in place 
together with a booklet outlining the basket of care. This has also been intensified with care 
providers who were initially expressed some reservation about the financing aspect.  
 
3.2.1.7 Several projects are ongoing to improve services to the insured, notably: (i) 
extension of the ambulatory health care, (ii) reduction of the deterrent fee (a maximum of 
MAD 3,000 per annum); (iii) full coverage for chronic diseases; currently only 90% of the 
amount is covered, if the care is provided in a public hospital; (iv) a complementary 
insurance to cover all private sector persons insured by the AMO by 2010 (estimated 
5,000,000 beneficiaries by 2010); (v) investments in human, material resources and 
procedures for maintaining the same timelines for processing refund applications.  
 

                                                 
1  The Beneficiaries include spouses and children up to age 21. Children are covered up to age 26 if they are students and 

single. Disabled children continue to be covered beyond age 26. 
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3.2.1.8 With regard to RAMED (8.5 million beneficiaries), it was launched on 4 November 
2008. The RAMED will be implemented as a pilot scheme in the Tadla Azilal region before 
being gradually extended to other regions of the Kingdom by joint decision of the ministries 
in charge of health, interior and finance. An evaluation will be conducted in April 2009 to 
provide elements for the expansion of the scheme. The draft implementing decrees of the 
basic medical coverage code for RAMED was approved by the Council of Ministers and is 
undergoing publication. The decree is complemented by two decisions undergoing signature 
by the ministries concerned, namely: (i) Decision No. 836-08 defining the variables related to 
the living conditions, the weighting coefficients of the declared income, indices for 
calculating estate score, indices for calculating socioeconomic conditions as well as the 
method of calculating the said scores for the benefit of RAMED; (ii) Decision No. 837-08 
defining the model formula for RAMED benefit application. The expansion of the scheme 
will be subject to the upgrading of existing hospital structures and setting up of the health 
care sub-sector in the targeted regions by the Ministry of Health as well as the possibilities of 
the mobilization of the necessary financing by the Government budget for the expansion.  
 
3.2.1.9 It is worth noting that prerequisites for the launch of RAMED have currently been 
achieved, notably, an actuarial study conducted between 2001 and 2003 that enabled: (i) the 
identification, estimation and dynamic projection of the eligible population as well as the 
definition of eligibility criteria; (ii) evaluation and projection over a 20-year period of the cost 
of financing of the eligible population; (iii) development of the RAMED financing plan based 
on the annual contributions by the State and local governments as well as contribution by the 
beneficiaries. The registration process will be completed by ANAM which is in a position to 
issue membership certificates (cards with single identification). The registration of all the 
RAMED beneficiaries will help better identify the other customers that are, currently not 
covered. ANAM is also responsible for collecting contributions from the beneficiaries2 and 
depositing them in a special drug account, opened at the Treasury. 
 
3.2.1.10 -Alongside the progressive enforcement of the basic medical coverage code, the 
authorities have initiated the gradual generalization of this coverage through specific schemes 
for persons not concerned by the basic AMO and RAMED. This includes the setting up of: (i) 
a compulsory health insurance called INAYA for independent workers and those engaged in 
professional occupation (January 2007). The scheme targets 10 million persons, from the 
initial  500,000 at the start-up; (ii) basic health insurance for nearly 18,000 temporary 
workers of rural governments depending on the Ministry of Interior (January 2007) whose 
administrative status does not qualify them for the basic AMO; (iii) basic and complementary 
medical coverage for nearly 42,000 mosque Imams and their dependents; (iv) basic medical 
coverage for 30,511 former members of the Resistance Movement and former members of 
the Liberation Army and their dependents; (v) basic medical cover for victims of violation of 
human rights (including dependents). This will be managed on behalf of the State by the 
CNOPS. Lastly, the continued study extends basic medical coverage to other categories of 
the population, notably students. The gradual establishment of these specific schemes will 
ultimately help provide basic compulsory health insurance to 80% of the population. In 
September 2008, the AMO achieved a 38% coverage rate. 

                                                 
2  Two categories of persons qualified for RAMED depending on the level of income or weighted assets, namely: (i) 

persons known to be in a situation of poverty who will be entitled to full health care coverage. These are people 
residing in the urban areas whose weighted incomes are lesser than or equal to 3,767 MAD per year and rural dwellers 
whose asset score is lesser than or equal to 28; (ii) persons known to be in situation of vulnerability having to make an 
annual fixed contribution. These are persons residing in the urban areas whose weighted income ranges between 3,767 
DH and 5,650 DH per year and persons residing in the rural areas whose asset score ranges between 28 and 70. 
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3.2.2 Improvement of Quality of Health Care Delivery and Rationalization of its 
Production  
 
3.2.2.1 Despite the delay in the approval of the law on health care delivery, the bill was 
revised for presentation to the Government’s Board. It is worth noting that the 
implementation of this reform measure has suffered protracted delays and administrative red 
tape relating to enactment of laws in Morocco. However, notable results have been achieved 
particularly through the implementation of specific actions, namely:  
 

(i) The upgrading of public hospitals with the introduction of modern 
management tools, strengthening of the financial and management autonomy, 
development of the partnership approach, the contractualization and quality as 
well as strengthening of human resources. To this end, Law 42-03 was 
promulgated to complement Law 37-80 on hospital centres in April 2004 
followed by a decree on the status of the hospital centre staff; signing of a 
programme contract between the Government and hospital centres for the 
2003-2004 period; establishment of quality insurance structures in the Eastern 
region and in five regional hospitals concerned by the installation of the 
hospital management information system (SIGHO) and billing and recovery 
systems; establishment of information, billing and recovery systems extension 
plans; and a set of quality health care standards for hospital services 
undergoing finalization. 

 
(ii) A rational drug policy through the promotion of generic drugs and the review 

of the legal and regulatory framework of the pharmaceutical profession. The 
itemization of health and medical biology professional activities and the list of 
refundable medicines have been established.  

 
3.2.2.2 In the area of the budget, an analysis of the credits allocated to the Ministry of 
Health from 1998/1999 to 2008 reflects an interest by the Government in the health sector. 
Indeed, the total budget of this department increased during the aforementioned period from 
3,767 million Dirham to 8,140 million Dirham, representing an annual average increase of 
over 7.4%.  
 
3.2.2.3 In addition to the initial budgetary allocations to the Ministry of Health by the 
budget law, it is worth noting that between 2001 and 2007 supplementary allocations 
amounting to over 616 million MAD were made to the said Ministry and various public 
establishments. Furthermore, Government services managed in an autonomous manner 
(SEGMA) in the ministry, were as follows: (i) 464 million MAD were released for the Ibn 
Sina de Rabat, Ibn Rochd of Casablanca, Mohammed VI of Marrakech and Hassan II of Fès 
Hospital Centres as well as the Institut Pasteur of Morocco. These allocations were mainly 
intended for the upgrading of medical and technical equipment and electrical and technical 
installations; (ii) 80 million MAD was granted to independently managed services under the 
Ministry of Health, notably to improve the treatment and care for the poor in public hospitals; 
(iii) 72 million MAD was allocated for the purchase of human insulin. It is worth noting 
increases in the budget of the Ministry of Health for the years 2007 and 2008 and the supply 
of medicines to hospitals through the mobilization of an additional amount of 700 million 
MAD for the period in relation to 2006.  
 



8 
 

 

3.2.3 Health Sector Governance  
 
3.2.3.1 The various reforms undertaken as part of the implementation of the medical 
coverage have and will contribute to strengthening the delivery and quality of care as well as 
improving the national health system governance. Despite the slippages observed in the 
implementation of a new organizational structure of the Ministry of Health, a number of 
measures have been taken to improve the management and steering capacities of the health 
system. Thus, the administrative workforce plans intended to strengthen the deconcentrated 
services (regional/prefectorial and/or provincial) and public health care delivery structures 
were validated. Satisfactory results were achieved with regard to regionalization (creation of 
a number of health regions). With regard to budgetary lines for regionalization, the Ministries 
of Economy and Finance and Health resumed discussions concerning the restructuring of the 
Ministry of Health. The MOH has revised its proposal whose financial impact was deemed 
acceptable by the MEF.  
 
3.2.3.2 Other measures were also initiated to improve governance in the sector through the 
optimization of available financial resources. These included, notably the principle of 
rationalization of: (i) the purchase function particularly with regard to “drug” budgetary line 
through bulk purchases and by giving preference to the procurement of generic drugs (80% of 
purchases); (ii) the supply function by putting in place regional pharmaceutical depots to 
avoid shortages and reduce lapsing; (iii) expenditures relating to services such as security, 
cleaning and catering through outsourcing. There are regional depots in the already existing 
health regions. 
 
3.2.3.3 The implementation of the budgetary reform process, initiated by the Government in 
2002 to enhance the effectiveness of public expenditure and develop a new culture based on 
results, performance, and transparency and auditing of account, was pursued by upgrading 
management organizations and developing the regulatory and supervisory role of the basic 
medical coverage system. In this regard, the Ministry of Health introduced in its budget 
management, rules for the globalization of credits (July 2002) and a contractualization 
process involving 15 hospital facilities. An evaluation of this experience shows that the 
globalization of credits, in view of the flexibility given to managers of credits, the waiver of 
the Budget Directorate approval for transfers between lines within the same paragraph, 
helped to significantly improve the rates of credit commitment and consequently to increase 
resource allocations notably for the strengthening of equipment of health facilities and drug 
purchases. With regard to the contractualization experience, it helped strengthen the 
responsibility of these services with regard to: (i) consolidation of achievements in hospital 
activities; (ii) preparation of hospitals to receive the hospital reform tools; (iii) establishment 
of the hospital management information system (SIGHO) by highlighting medical 
documentation (keeping, information and archiving); (iv) clearing of arrears and increased 
self-financing capacities; and (v) formulation of a biomedical maintenance action plan. 
 
3.2.3.4 The reforms also resulted in other achievements, namely: (i) the preparation of legal 
instruments to facilitate the management of deconcentrated credits at regional level; (ii) the 
finalization of elements concerning monitoring and evaluation indicators; (iii) the overhaul 
and finalization of guidelines and manuals relating to the contractualization process; (iv) 
organization of training sessions for trainers and managers in the local structures on the new 
result-based management tools; and (v) preparation of the platform needed for partnership 
promotion.  
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3.2.3.5 Aware of the need to ensure the viability of the AMO scheme, the Government 
undertook to implement as early as possible, measures on the regulation and management of 
health expenditures, notably the establishment of a list of medicines that qualify for refund, 
based on the medical service rendered criterion, under the national generic drugs promotion 
policy, implementation of an efficient medical control to avoid fraud, over-pricing and over-
invoicing. These various measures which helped sanitize the AMO accounts have bolstered 
the sustainability of the insurance scheme. 
 
3.2.4 Upgrading and Mobilization of Human Resources  
 
3.2.4.1 The human resource upgrading and mobilization effort can be assessed in terms of 
the establishment of human resource enhancing management tools in the health sector. In this 
regard, the report on the human resource strategy has been finalized and the human resource 
upgrading is in progress in the Ministry of Health. The upgrading of human resources is also 
part of the implementation of the Government’s 3,300 Doctors by 2020 Initiative, the 
development of continuing professional training, upholding moral standards and the fight 
against corruption as well as improvement of benevolent social services. The implementation 
of the recommendations of the report forms part of the public administration reform 
supported by the major development partners of Morocco, including the Bank Group under 
the public administration modernization support programme. Concerning the provision of 
human resources, the Ministry of Health is one of the few ministries that have, in recent 
years, benefited from the creation of budgetary items. During the 1998/99 to 2005 period, 
12,483 budgetary items were created essentially for the recruitment of doctors, pharmacists, 
dentists and paramedical personnel. It should be noted that during the 2003-2008 period, 
2,241 supplementary budgetary items (excluding operations for the integration and 
mandatory secondment of staff depending on the General Budget) were created in the various 
hospitals and university teaching hospitals, namely the Ibn Sina Teaching (225), Ibn Rochd 
Teaching (285), Mohammed VI Teaching (409) and Hassan II Teaching  (788). The 
Government has made significant efforts to strengthen its human resource policy in the 
sector. Indeed, the MOH is one of the privileged sectors that benefit from exemptions from 
the Government wage bill management measure. However, it needs to be noted that despite 
these efforts, not all the human resource needs have been fulfilled. 
 
3.2.4.2 Measures aimed at strengthening human resources and improving the quality of 
services have been initiated for the sector, notably: (i) putting in place of a new status for the 
hospital workforce, increase in the benefits of housemen and resident doctors as well as the 
recent introduction of night-duty and standby-duty benefits; (ii) development of basic training 
capacities to meet the country’s medical and paramedical staff needs through: the creation of 
two faculties of medicine in Fès and in Marrakech and the launch in 2008 of the 
governmental initiative for the training of 3,300 doctors by 2020; (iii) reopening of seven 
training institutes for health careers (general nursing and midwifery); (iv) creation of 2 
training centres for specialized technicians in the maintenance of biomedical equipment as 
well as transportation and health relief; (v) diversification of training with the introduction of 
courses for “biomedical equipment maintenance technicians”, “ambulance technicians” and 
“health statistics technicians”; (vi) development of continuing professional training. 
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3.3 Sources of Financing and Disbursement Conditions  
 
3.3.1 Sources of Financing 
 
 PARCOUM received direct financing from the African Development Bank, the 
European Commission and the Government of Morocco and indirect financing from the 
World Bank, which funded under another project preliminary studies for the design and 
implementation of PARCOUM. The Bank’s loan amounted to 110 million Euros, disbursed 
in two equal tranches of 55 million Euros each. The European Union co-financed the 
programme to the tune of 51 million Euros in the form of a grant, 90% of which has been 
disbursed with the balance to be disbursed or cancelled by December 2008. The 
Government’s contribution in the amount of 200 million Euros was fully disbursed. A greater 
portion of the amount stems from annual allocations to public hospitals and from local 
government budget for hospitals.  
 
3.3.2 Disbursement Conditions  
 
3.3.2.1 In addition to the entry into force of the Loan Agreement, the disbursement of the 
equal tranches of 55 million Euros each were subjected to the fulfilment of 18 out of 24 
conditions, following the waiver of some conditions by the Bank’s Board of Directors:  
 

a) Conditions Precedent to the Release of the First Tranche (55 million Euros) 
 

i) Submit to the Bank the text of the law on the basic medical coverage code and 
evidence of its adoption by Parliament; 
 

ii) Provide evidence to the Bank of the approval by the Ministry in charge of 
Economy and Finance, of the plan for the clearance of debt and claims 
between the National Social Providence Organizations Fund (CNOPS) and its 
Health Care provider partners, including public hospitals; 
 

iii) Provide the Bank with the bill on the national health system and care delivery 
as updated and finalized and evidence of its presentation to the Government’s 
Cabinet; 
 

iv) Provide the Bank with the staff regulations of the university teaching hospitals 
of Rabat and Casablanca upgraded into public establishments, signed by the 
Minister in charge of Economy and Finance;  
 

v) Provide the Bank with programme contracts signed between the Government 
and the university teaching hospitals of Rabat and Casablanca for the  

 
vi) introduction of new tools and management procedures; 

 
vii) Provide the Bank with the strategic action plans adopted by the Board of 

Directors of the National Social Security Fund (CNSS) and the National Social 
Providence Organizations Fund (CNOPS) notably, in the light of the relevant 
recommendations of the financial and accounts audit report of the two 
organizations as well as the provisions of the medical coverage code; 
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viii) Provide the Bank with a progress review document of budgetary and human 
resource needs, in accordance with data available for the implementation of 
the medical coverage reform and the smooth operation of the basic health care 
establishments; 
 

ix) Provide evidence to the Bank of the creation of the interministerial committee 
in charge of monitoring the implementation of the programme; 
 

x) Provide the Bank with a restructuring and upgrading plan of the CNSS 
polyclinics, in accordance with the principles of the AMO, and notably 
entailing the separation between health insurance management and health care.  

 
3.3.2.2 Disbursement of the first tranche (55 million Euros) was made in February 2005, 
after the fulfilment of the conditions above with the exception of condition iii) which was 
waived in February 2005 by the Bank Group Board of Directors.  
 

b) Conditions Precedent to the Release of the Second Tranche  
 
3.3.2.3 In addition to conditions of the release of the first tranche, the disbursement of the 
second tranche (55 million Euros) was made in February 2008, following the fulfilment of 
the conditions outlined below with the exception of four (4) conditions that were waived in 
December 2008 by the Bank Group Board of Directors. The waived conditions were: i) 
(portions relating to the RAMED); iii) (portions relating to health care delivery); x) and; xi).  
 

i) Provide the Bank with the decrees and other implementing instruments 
provided by the medical coverage code relating to the following essential 
aspects: a) reimbursement conditions and modalities including the list of 
refundable drugs, b) modalities for the affiliation and registration of persons 
eligible for the AMO schemes, c) the rate of contribution by public and private 
sectors to the AMO scheme, d) modalities for the constitution, operation and 
representation of safety reserves and coverage of health care expenses, e) 
conditions for the management of the RAMED resources by the National 
Health Insurance Agency (ANAM), f) the rate of contribution by pensioners, 
g) profit conditions of the RAMED services, and h) enforcement of the 
provisions of the code relating to ANAM; 
 

ii) Provide the Bank with a synthesis report on the impact of AMO and RAMED 
on Government budgetary resources, and a financing proposal of these health 
coverage schemes; 
 

iii) Provide the Bank with the bill on the national health system and health care 
delivery, and proof of its presentation before Parliament; 
 

iv) Provide the Bank with the action plan for the introduction of the quality 
approach in health establishments ultimately aimed at introducing a national 
system of health care services accreditation;  
 

v) Provide the Bank with the actuarial study report on the RAMED as well as 
evidence of the approval of its recommendations by the Minister of Health; 
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vi) Provide the Bank with the human resource strategy study report and evidence 
of the approval of its recommendations by the Minister of Health; 
 

vii) Provide the Bank with the bill on the Drugs and Pharmacy Code and evidence 
of its presentation before Parliament; 
 

viii) Provide the Bank with decisions by the Minister of Health on the list of 
medical care; 
 

ix) Provide the Bank with information relating to budgetary and human resources 
for the 2003-2004 period including additional resources mobilized for the 
implementation of the medical coverage reform as well as the strengthening of 
resources provided for the smooth operation of the basic health care 
establishments; 
 

x) Provide the Bank with the decree on the new organization and functions of the 
Ministry of Health; 
 

xi) Provide the Bank with the decision of the Minister of Health on the functions 
and organization of deconcentrated services (regional, prefectorial and/or 
provincial); 
 

xii) Provide the Bank with the administrative staffing plans intended to strengthen 
deconcentrated services (regional, prefectorial and/or provincial) and other 
public health care structures, and evidence of their approval by the Minister of 
Health; 
 

xiii) Provide to the Bank evidence of the adoption by the CNSS Board of Directors 
of the method of implementation of the decision on the separation of health 
insurance management and health care services.  

 
3.3.2.4 Overall, the implementation of the programme was deemed to be satisfactory despite 
the delay in fulfilling the conditions. Some of the reasons of the delay are the following: (i) 
the high number of conditions that were not easy to fulfil in a timely manner; (ii) nature of 
conditions insofar as they are laws, decrees and decisions that are not always under the 
control of the services concerned; (iii) administrative bottlenecks and red tape; (iv) weak 
coordination between the various structures involved in the formulation and fulfilment of the 
conditions and; (v) underestimation of the difficulty and complexity of some conditions in 
their formulation and negotiations. Annex VIII indicates the status of fulfilment of the 
conditions that were not met and reported to PARCOUM-II. 
 
3.4 Implementation Schedule  
 
 The Programme was implemented in accordance with the schedule indicated on 
page v) (point 2.: loan data). There is a wide discrepancy between the estimated and actual 
schedule. The major cause of this delay was the lag in the fulfilment of conditions precedent 
to the disbursement of the loan. Apart from the lag in the implementation, the programme 
activities were executed in a satisfactory manner. 
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3.5 Modifications  
 
 The Board of Directors granted two waivers to some of the conditions precedent to 
the disbursement. The first waiver helped postpone condition iii) from the first to the second 
tranche. The second waiver related to the fulfilment of conditions i), iii), x) and xi) of the 
second tranche. Given the significance of these conditions for the programme, the 
Government and the Bank agreed to postpone them to the second phase of the programme to 
be considered by the Bank’s Board of Directors in December 2008. 
 
3.6 Reporting 
 
 The submission of audit reports to the Bank was regular but that of the programme 
activities was not.  
 
3.7 Procurement 
 
 Given that the loan instrument used for the financing of the programme was support 
to balance of payments, and because of the peculiar nature of this instrument, disbursements 
were not related to any specific purchases and consequently did not require any specific 
procurement procedure. 
 
4. PROGRAMME PERFORMANCE  
 
4.1 Overall Performance 
 
4.1.1 The PARCOUM aimed at improving the health status of the Moroccan population 
by increasing access to quality health care in financial terms, health care delivery, 
strengthening of governance and of human resources. The implementation received solid 
political backing through the stated commitment of the Moroccan authorities in the 
implementation of reforms aimed at absorbing deficits at the socioeconomic level. In general, 
the performance of the programme was satisfactory, despite the delay in the fulfilment of 
some reform measures and loan conditions.  
 
4.1.2 In this regard, the implementation of the reform measures aimed at expanding 
medical coverage helped improve the level of access by the population to priority health care. 
Similarly, notable progress was made through the setting up and strengthening of the 
management tools of the health insurance scheme. Currently, the country has enacted 
legislation for the modernized or ongoing modernization health sector. Lastly, pending the 
putting in place of a Ministry of Health reorganization plan, intermediate outputs have been 
achieved, notably with regard to regionalization (creation of a number of health regions), 
increase in the budget, upgrading of the reception infrastructure and human resources 
quantitatively and qualitatively.  
 
4.2 Institutional Performance 
 
4.2.1 To support the reforms, particularly those relating to health sector governance 
improvement as well as the upgrading and mobilization of human resources, the programme 
entailed the building of the capacities of structures involved, both with respect to institutional 
restructuring and to the definition of the regulations. The fundamental aim was to enhance 
managerial effectiveness as well as improve transparency and equity in the use of public 
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resources allocated to the sector. In this regard, negotiations are ongoing for the effective 
restructuring of the Ministry of Health. The adoption and setting up of the Ministry of Health 
restructuring plan is indispensable for the success and implementation of the sector reform 
measures. With regard to financial organization, a number of regulatory instruments were 
also passed (see the detailed list in Annex VI). Today, Morocco has modern and efficient 
management tools in the health sector and particularly in the implementation of the medical 
coverage agenda.  
 
4.2.2 An upgrading of the management organizations and development of the regulatory 
and supervisory role of the basic medical coverage system undertaken by ANAM were 
pursued notably through: (i) the provision of the necessary financial and human resources to 
ANAM to enable it conduct its activities smoothly; (ii) acceleration of the execution of the 
CNOPS integrated strategic action plan and mutual insurance companies based on federating 
projects notably through the adaptation of their status to the provisions of the aforementioned 
code, (iii) preparation of a draft agreement on the delegation of the management of the AMO 
that will link the CNOPS and its constituent mutual insurance companies, (iv) finalization of 
the staff regulations, (v) recruitment of high level profiles to raise the level of supervision and 
upgrade the information system, (vi) clearance of the arrears of the CNOPS to public and 
private health care providers and the definitive restructuring of the claims by teaching 
hospitals and other public hospitals; (vii) upgrading of the CNSS in line with the strategic 
action plan approved by the Board of Directors of this organization, in terms of the 
restructuring of the financial situation and the modernization of management tools through 
improved human resources, development of the information system and internal control 
organs as well as the separation of the insurer function from that of service provider through 
the impending delegation of the management of all the 13 polyclinics under the CNSS; (viii) 
putting in place of a Government financial control of the CNSS, the CNOPS and the 
constituent mutual insurance companies as instituted by the basic medical coverage code; (ix) 
establishment under the auspices of ANAM and national agreements defining national basing 
rates for the refund or financing of health care services between management bodies and 
public and private public health care providers decided by the Minister of Health  
 
4.2.3 Implementation of the reforms contained in the programme matrix was coordinated 
by an inter-ministerial committee comprising representatives from the Prime Minister’s 
Office, ministries concerned (Health, Finance, Employment and General Secretariat of the 
Government) and management organizations (CNOPS and CNSS) put in place. The mission 
of the Committee was the monitoring of the implementation of medical coverage at national 
level. It is in this context that the Committee prepared the draft regulatory instruments needed 
for the setting up of the AMO, RAMED and the National Health Insurance Agency (ANAM) 
and their finalization in consultation with the social and economic partners. Five thematic 
Committees, made up of several taskforces, stemmed from this committee whose mission 
was to analyze the following issues: (i) upgrading of the AMO management bodies, (ii) 
financing of basic medical coverage (CMB), (iii) preparation of the draft implementing 
instruments of the above-mentioned code and (v) review of the medical and technical aspects. 
However, the Bank has expressed its dissatisfaction with not receiving the programme 
progress reports regularly. To remedy this lapse and especially to closely monitor the 
implementation of the programme, it would have been necessary to initiate a two-tier 
institutional monitoring-evaluation framework. The policy coordination which would be 
conducted by the inter-ministerial committee for the steering of the medical coverage reform 
at the global and strategic level and a second committee placed at the technical level and 
especially responsible for the monitoring of the implementation of the programme.  
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4.2.4 The human resource upgrading measures initiated by the programme constitute a 
key incentive for delivering quality services. These measures include: (i) a revision of the 
new status for the staff of hospital centres; (ii) increasing the benefits of housemen and 
resident doctors as well as the recent introduction of a night and standby benefit; (iii) 
developing basic training capacities to meet the country’s medical and paramedical personnel 
needs; (iv) diversification of training subjects with the introduction of “biomedical equipment 
maintenance technicians”, “ambulance technicians” and “health statistics technicians”; and 
training development. 
 
4.3 Economic Performance 
 
4.3.1 In the public sector, the generalization of compulsory health insurance among 
Government employees has had a direct impact on the general budget by generating 
substantial resources for the scheme managed by the CNOPS. For the start-up year of the 
scheme, the budgetary impact study shows, for a year of full operation, an employers’ 
contribution of about 1,020 million MAD, representing an increase of 660 million MAD in 
relation to 2004 (360 million MAD). These estimates take into account salary increases, 
exceptional promotions and the effective generalization of the compulsory health insurance 
membership, bearing in mind that about 20% of Government employees are currently 
uninsured. Indeed, considering Government employees, local governments and public 
establishments as well as non-insured retired persons, the volume of services managed by the 
CNOPS will exceed 2.5 billion Dirham/annum as against 1.3 billion Dirham/annum 
currently, for the number of beneficiaries increasing from 2.5 to 3.2 million persons.  
 
4.3.2 This development provides new substantial financing opportunities for the health 
sector and will impact positively on the financing of public hospitals. Indeed, public 
hospitals, which in 2004 represented 80% of the country’s designated bed capacity, are likely 
to realize a substantial portion of their turnovers under the AMO. In this regard, the increase 
in tariffs of services provided by the hospitals and services under the Ministry of Health that 
occurred on 6 May 2004 by the joint Decision No. 10-04 of the Ministers in charge of Health 
and Finance, have helped consolidate the self-generated resources of public health structures, 
resources that, for several years, have improved and exceeded 600 million MAD in 2007 
compared to 320 million MAD in 2004.  
 
4.3.3 The importance given to the Ministry of Health is evidenced by the annual average 
budgetary increase of the health sector that has exceeded 2.2% of the Government budget 
increase over the last six years. From 2002 to 2007, credits allocated to the Ministry of Health 
grew by 42.3%, with the highest increase going to human resources, with a budgetary 
increase of nearly 1,250 million Dirham to the staff. It should be noted that the economic 
impact of this increased support to the health sector was spread throughout the country since 
the new human resources were assigned to disadvantaged health facilities and the investments 
were mainly devoted to infrastructure rehabilitation (hospitals and ESSBs) in over 25 
provinces.  
 
4.3.4 The economic impact of the drug policy is significant, although not yet quantified. 
Indeed, by giving preference to the procurement of generic drugs a large portion of which 
could be manufactured in Morocco rather than imported, the Government has stimulated the 
development of a spearhead industry, creation of well-paid employment and export prospects 
that would impact positively on the medium-term trade balance. Moreover, the improved 
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availability of generic drugs will enable the Government and the population to make savings. 
Lastly, the improvement of the health of the people will help raise the life expectancy and 
productivity of the latter.  
 
5. SOCIAL AND ENVIRONMENTAL IMPACTS  
 
5.1 Social Impact 
 
5.1.1 The duration of PARCOUM-I is too short to demonstrate a significant impact or 
gains in health indicators attributable to the programme. The extension of medical coverage 
to all segments of the population, particularly the most needy, accompanied by the upgrading 
of health structures and the setting up of health care sub-sectors in all the regions, constitutes 
a key asset for narrowing social gaps with regard to access to health care. The improvement 
of the health status of the communities, together with the reduction or elimination of financial 
costs of medical services, has contributed to improving the economic situation of poor 
households. It should also lead to the reduction in social indicators, such as maternal and 
infant mortality. The programme has contributed to increasing the percentage of the 
population covered by the health insurance system (the coverage rose from 16.4% in 2002 to 
31% in 2008). Specifically, the CNOPS has raised the coverage from 2.5 million 
beneficiaries in 2000 to 3.2 million in 2008, corresponding to a 28% increase. In general, the 
AMO started with 0% coverage in 2002 rising to 40% in 2008.  
 
5.1.2 The programme has contributed to improving the major health indicators. Thus, 
maternal mortality has fallen from 228 per 100,000 live births to 227 per 100,000; infant 
mortality from 44 per 1000 to 40 per 1000 for the 2002-2008 period; the share of household 
health expenditure has decreased from 54% to 51.60%; the number of inhabitants per private 
health structure has fallen from 6,520 inhabitants to 5,800; the rate of delivery assisted by 
health personnel has risen sharply from 20% to 61% and; the average duration of hospital 
stay has fallen from 7 days to 4.5 days. Except for delays in fulfilling the conditions, the 
programme has resulted in the implementation of key activities and contributed to improving 
indicators and achieving sector goals. 
 
5.2 Impact on Gender  
 
 The implementation of the specific legal instruments relating to the monitoring of 
the maternal and child health and safe motherhood adopted, for the first time in Morocco, has  
contributed to improving the health status of women and children. It is worth noting that the 
country has already incorporated gender into its budget preparation process. The programme 
has contributed to increasing the number of deliveries assisted by a health worker from 20% 
in 2002 to 61% in 2008 and reducing maternal mortality from 228 per 100,000 live births to 
227, over the same period. Moreover, the majority of the staff of health establishments is 
made up of women. 
 
5.3 Impact on Environment 
 
 The present programme, which aims at improving the health of the Moroccan 
population with the introduction of reforms designed to ameliorate access to quality health 
care, does not have any impact on the environment. In this regard, it has been classified under 
environmental and social Category III. 
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6. SUSTAINABILITY OF PROGRAMME OUTPUTS 
 
6.1 The PARCOUM implementation measures particularly focused on improving the 
regulatory framework and institutional and human capacity building. A solid regulatory 
framework linked to the enhanced capacities will necessarily contribute to sustaining the 
programme achievements. Moreover, the visible commitment of various successive 
governments to pursue the reforms initiated under the medical coverage programme reflects 
the effort by Morocco to own the programme. Furthermore, the launch of PARCOUM-II is 
an additional guarantee that changes effected as a result of the first phase of the project will 
be completed. 
 
6.2 Apart from the sustainability of the health insurance schemes put in place (AMO and 
INAYA), the quality and quantity of health care delivery is significantly contributing to the 
sustainability of the programme. Lastly, the sustainability of rehabilitated structures and 
equipment and the various training provided are also enhancing the sustainability of the 
programme.  
 
7. BANK, BORROWER AND CO-FINANCIER PERFORMANCE 
 
7.1 Bank Performance  
 
7.1.1 The performance of the Bank is satisfactory (2.5/4). Indeed the Bank identified, 
prepared and appraised the medical coverage reform support programme (PARCOUM) in 
conformity with the priorities of the national health development policy (2002-2004) and 
with the Country Strategy Paper (2000-2002), particularly in relation to three of its four 
pillars, namely: (i) human resource development and poverty reduction; (ii) macroeconomic 
and sectoral reforms; and (iii) private sector development. The PARCOUM programme was 
designed and prepared with the close collaboration of the Government and the European 
Commission. However, it is to be noted that the number of conditions (22) was high and 
some measures (such as the law on health care delivery) were difficult to fulfil, thus resulting 
in the waiver of two conditions. Moreover, some performance indicators included in the 
matrix of measures were not specified at the start-up or at the appraisal of the programme. In 
order to avoid difficulties hampering the fulfilment of conditions and multiple waivers, the 
Bank should explore other alternatives such as the proportional disbursement in accordance 
with the fulfilment of weighted conditions taking into account their significance; limit and 
simplify the conditions; etc. 
 
7.1.2 The Bank negotiated a loan for the programme in Rabat in order to be closer to the 
Government and other partners involved in the financing and implementation of PARCOUM. 
The negotiations went on smoothly. Furthermore, the Bank organized monitoring and 
supervision missions to ascertain the rapid start of the programme activities and fulfilment of 
conditions on a timely basis. However, only the first supervision mission was conducted 
jointly with the EC (Brussels) which catered for the monitoring. At the time, the EC Office in 
Rabat was not involved in the management of the programmes. Furthermore, the Bank 
undertook completion missions for the programme without the EC, since the latter had not 
fully closed its intervention and the closing date was set for December 2008. The Bank 
ensured that the audit reports were submitted regularly. But it did not require the submission 
of activity reports. The existence of a Bank country office in Morocco for two years to date 
has facilitated the monitoring of its interventions. 
 



18 
 

 

7.1.3 Despite the slippage in fulfilling the loan conditions, the Bank has supported the 
country in the implementation of PARCOUM-I by extending the deadline for the last 
disbursement twice to enable the programme achieve its objectives. Overall, the Bank 
performance has been satisfactory. For similar programmes in the future, it is important to 
monitor and evaluate the performance indicators during implementation and not focus only 
on the fulfilment of the conditions. 
 
7.2 Borrower Performance  
 
7.2.1 The performance of the Borrower was deemed to be unsatisfactory (2/4). This rating 
is accounted for by the fact that the Government delayed in fulfilling the loan conditions; 
requested two waivers from the Bank; four conditions out of 22 could not be fulfilled and 
were postponed to PARCOUM-II. Moreover, the bill on health care delivery, which forms 
part of the unfulfilled conditions, was held up at the level of the Administration for three 
years. However, beyond the conditions, the Government executed a significant number of 
activities presented in Section 4.3 “operational performance”. Moreover, the interest shown 
by the ministerial officials in the programme is a guarantee of the desire to implement the 
reform successfully. In addition, although the monitoring committee has stated that it has 
produced regular progress reports for the monitoring and implementation of the reforms, 
these were not transmitted to the other partners in the programme, notably the Bank. It is 
necessary that the Government and partners in the programme better coordinate the 
monitoring of the implementation of the measures and conditions during the execution of the 
programme by setting up an effective coordination and communication mechanism.  
 
7.2.2 Significant slippages in the passing of bills relating to the reform impacted 
negatively on the performance of the Borrower. It is worth noting that most of the 22 
conditions defined under the programme were fulfilled. An analysis of four conditions that 
were not fulfilled shows that deadlines for fulfilling the conditions which were of legal or 
political nature were beyond the control of the borrower. Also, the schedule initially adopted 
for the implementation of the programme was extended to ensure the fulfilment of some 
reform measures that were encountering challenges. In terms of the monitoring-evaluation of 
the programme, the interministerial committee played its steering role by holding evaluation 
meetings on the progress of the reforms. Lastly, the Government has initiated the preparation 
of its completion report, a preliminary version of which was submitted to the Bank in 
September 2008.  
 
7.3 Co-Financier Performance  
 
 The EC financed the programme jointly with the Bank and its collaboration during 
the preparatory and appraisal phases were satisfactory. It also adopted a common matrix with 
the Bank. The European Union fulfilled its commitments with regard to the provision of 
programme funds. However, it needs to be noted that this cooperation with the Bank was not 
forthcoming during the programme implementation especially with regard to the coordinated 
monitoring of the programme outputs. This shortcoming in coordination can be accounted 
for, inter alia, by the fact that (i) the supervision missions were not jointly undertaken, with 
the exception of the initial one; (ii) the European Union funded short-term consultants 
undertaking close monitoring missions of the programme who did not share the relevant 
reports with the Bank, (iii) the EU supervision missions were conducted by consultants and 
the commission’s office in Morocco, which at the time was not involved in the management 
of the programmes; (iv) the Bank did not have a country office in Rabat; (v) with regard to 
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the delay in the implementation of the programme, the Bank missions focused much more on 
the loan conditions than on the activities and programme indicators, (vi) the Government did 
not submit programme activity reports. In other words, although it is important that the donor 
monitors the fulfilment of the loan conditions, it is equally important to monitor the 
implementation of the programme reforms on the whole. To this end, it is important to 
monitor and evaluate the performance indicators during the implementation of the 
programmes and not merely focus on the conditions. Lastly, as indicated earlier in the report 
(Introduction), PARCOUM is a follow-up to previous programmes initiated by other 
development partners of Morocco. The performance of the co-financier was deemed to be 
averagely satisfactory. 
 
8. OVERALL PERFORMANCE AND RATING  
 
8.1 The interpretation of events since the launch of PARCOUM-I leads to the 
conclusion that the programme was initially well designed in view of the reform challenges 
encountered and the fact that the objectives were relevant, albeit, ambitious with regard to the 
timeframes. The slippages noted in the fulfilment of some loan disbursement conditions were 
mainly due to the legislative process, which is relatively normal in a parliamentary system. 
However, the delays encountered in the follow-up of new orientations defined by the laws 
and decrees, particularly concerning the devolution of the activities of the ministry and 
decentralization, had a significant impact on the overall rating. 
 
8.2 The objective of PARCOUM-I, namely increasing access by the population to 
quality health care, was partially achieved because only the insured of the AMO and the 
INAYA have guaranteed access through the health insurance scheme (about 30% of the total 
population) whereas the RAMED has not yet started. In contrast, incentives have been 
introduced to improve the quality of care. The overall performance of PARCOUM-I is 
satisfactory, with a rating of 3/4. This score reflects both the achievements of the reform, in 
particular the performance of the AMO managers, as well as logistical challenges 
encountered on the ground, be they at in the hospitals, at the central level of the Ministry of 
Health or with regard to the mechanism for the registration of persons insured under the 
RAMED. It is expected that the second phase of PARCOUM will help consolidate the 
achievements of the first phase and focus on the weak links of the reform through support to 
the governmental and ministerial authorities. 
 
9. CONCLUSIONS, LESSONS AND RECOMMENDATIONS 
 
9.1 Conclusions 
 
 The medical coverage reform support programme of Morocco forms part of a vast 
Government reform programme designed to lay the groundwork for reducing economic and 
social deficits in the country. At the level of the health sector, PARCOUM-I is the largest 
reform agenda. The programme has had a positive impact on the sector. Activities that were 
not implemented will be revisited in the next phases of the programme. 
 
9.2 Lessons from PARCOUM-I 
 

(i) The conditions unfulfilled by the Government are significant for the pursuit of 
the medical coverage reform in the country. Their fulfilment is necessary; 
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(ii) The legislative nature of the conditions makes them difficult to fulfil. The 
Bank should be more attentive, during the project design to the realities of 
such conditions and their timelines (paragraph 7.2.2); 

 
(iii) The performance indicators at the appraisal and at the end of the programme 

should be well defined before embodying them into the logical framework and 
matrix of measures (7.1.1); 

 
(iv) It is necessary that the Government and the partners in the programme 

coordinate better the monitoring of the fulfilment of measures and conditions 
during the implementation of the programme by setting up an overall 
framework for coordination and effective communication (paragraph 7.2.1);  

 
(v) Monitoring of the provisions of the agreement, notably the submission of 

periodic activity reports, is a determining factor for strengthening of the shared 
monitoring of the implementation of the reform programmes (paragraph 
7.2.1); and 

 
(vi) Fulfilment of some conditions can pose challenges during the implementation 

of programmes and impede disbursement. It is necessary for the Bank to 
explore other methods of disbursement such as proportional disbursement 
according to the fulfilment of the weighted conditions taking into account their 
significance (paragraph 7.1.1).  

 
9.3 Recommendations 
 
9.3.1 To the Borrower 
 

(i) Accelerate the procedure for passing the law on health care delivery as well as 
the restructuring of the Ministry of Health;  

 
(ii) Fulfil commitments made, notably formulation and submission of programme 

progress reports to partners;  
 

(iii) Initiate an institutional monitoring-evaluation framework to coordinate the 
reform at the political level and at the technical level, specifically in relation to 
programme activities; 

 
(iv) Put in place a mechanism of coordination and communication between the 

Government and the donors, partners in the programme. 
 
9.3.2 To the Bank 
 

(i) Pursue the support of the medical coverage reforms through a second phase of 
PARCOUM to ensure the sustainability of the achievements;  

 
(ii) Limit to a maximum the conditions of a legislative nature, since these are 

difficult to fulfil in the context of Morocco and give preference to 
administrative conditions that can be easily managed by the technical services;  
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(iii) Contribute to the setting up of a monitoring-evaluation mechanism for the 
programmes in coordination with the Government and the donors concerned; 

 
(iv) Define the performance indicators at the appraisal and at the end of the 

programme and embody them into the logical framework and matrix of 
measures. 
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THE STATUS OF IMPLEMENTATION OF PARCOUM-I MEASURES 
MEDICAL COVERAGE REFORM SUPPORT PROGRAMME  

MATRIX OF ACHIEVEMENTS AND POLICY MEASURES 
 

ACHIEVEMENT FIRST TRANCHE  SECOND TRANCHE Status of 
Implementation in 

2008 

IMPACT INDICATOR 

Financial access by the 
population to improved 
health care  

Submit to the Bank the text of the law on the 
basic medical coverage code and evidence of 
its adoption by Parliament   
 
Provide evidence to the Bank of the approval 
by the Ministry in charge of Economy and 
Finance, of the plan for the clearance of debt 
and claims between the National Social 
Providence Organizations Fund (CNOPS) and 
its care providing partners, including public 
hospitals  
 
Provide the Bank with the strategic action 
plans adopted by the Board of Directors of the 
National Social Security Fund (CNSS) and the 
National Social Providence Organizations 
Fund (CNOPS) notably, in the light of the 
relevant recommendations of the financial and 
accounts audit report of the two organizations 
as well as the provisions of the medical 
coverage code 
 
Provide the Bank with a restructuring and 
upgrading plan of the CNSS polyclinics, in 
accordance with the principles of the AMO, 
and notably entailing the separation between 
health insurance management and health 
care  
 

Provide the Bank with the decrees and 
other implementing instruments provided 
by the medical coverage code relating to 
the following essential aspects: a) 
reimbursement conditions and modalities 
including the list of refundable drugs, b) 
modalities for the affiliation and 
registration of persons eligible for the 
AMO schemes, c) the rate of contribution 
by public and private sectors to the AMO 
scheme, d) modalities for the constitution, 
operation and representation of safety 
reserves and coverage of health care 
expenses, e) conditions for the 
management of the RAMED resources by 
the National Health Insurance Agency 
(ANAM), f) the rate of contribution by 
pensioners, g) profit conditions of the 
RAMED services, and h) enforcement of 
the provisions of the code relating to 
ANAM   
   
Provide the Bank with a synthesis report 
on the impact of AMO and RAMED on 
Government budgetary resources, and a 
financing proposal of these health 
coverage schemes   
   
Provide the Bank with the actuarial study 
report on the RAMED as well as evidence 
of the approval of its recommendations 
by the Minister of Health; 
   
 

Law on the basic 
medical coverage 
code passed as well 
as the major 
relevant 
implementing 
decrees  
 
The debt and claim 
clearance plan of 
the CNOPS was 
established and 
executed  
 
Plan for the 
upgrading of CNSS 
polyclinics adopted 
 
 
 
Actuarial study on 
RAMED conducted 
and projections in 
terms of financial 
impact of AMO and 
RAMED estimated 
and the financing 
scenarios of these 
schemes 
established  
 
 
 
Decision separating 
health insurance 

The share of households in 
the direct financing of 
health reduced from 54% to 
40% 
 
2002: 54% 
2008: 51.6% 
 
The rate of installation of 
private health care services 
in the rural areas increases 
by 15%. 
 
 
            2003   2008 
Doctor’s Offices    14    231 
Pharmacists        791  1008 
Dentist      13      14 
 
The rate of admission of 
the public in public 
hospitals increases by 25% 
 
2002: 2.7 
2007: 3.1 
 
Representing 15% increase 
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ACHIEVEMENT FIRST TRANCHE  SECOND TRANCHE Status of 
Implementation in 

2008 

IMPACT INDICATOR 

management and 
health care services 
made by the CNSS 
Board of Directors  

Quality of health care 
delivery improves and 
provision is rationalized. 

Provide the Bank with the bill on the national 
health system and care delivery as updated 
and finalized and evidence of its presentation 
to the Government’s Cabinet  
 
 
Provide the Bank with a progress review 
document of budgetary and human resources 
needs, in accordance with data available for 
the implementation of the medical coverage 
reform and the smooth operation of basic 
health care establishments  
 
 
 
 
Provide the Bank with programme contracts 
signed between the Government and the 
university teaching hospitals of Rabat and 
Casablanca for the introduction of new tools 
and management procedures  

Provide the Bank with the bill on the 
national health system and health care 
delivery, and proof of its presentation 
before Parliament  
 
 
 
 
Provide the Bank with the action plan for 
the introduction of the quality approach in 
health establishments ultimately aimed at 
introducing a national system of health 
care services accreditation  
 
 
 
 
 
 
Provide the Bank with the bill on the 
Drugs and Pharmacy Code and evidence 
of its presentation before Parliament  
 
Provide the Bank with decisions by the 
Minister of Health on the list of medical 
care   
   
 
 
Provide the Bank with information relating 
to budgetary and human resources for 
the 2003-2004 period including additional 
resources mobilized for the 
implementation of the medical coverage 
reform as well as the strengthening of 
resources provided for the smooth 
operation of the basic health care 
establishments  

The bill on the 
national health 
system and health 
care delivery revised 
and undergoing 
adoption  
 
A progress review 
document on the  
budgetary and 
human resource 
needs and an action 
plan for the 
introduction of 
quality in the 
establishment of 
health submitted  
The drug and 
pharmacy code 
passed  
Decisions on 
nomenclatures of 
medical care signed 
and enforced  
 

The ESSB per capita 
delivery improved by 27% 
in rural areas   
(2002: 7200   2008: 7058) 
 
The rate of delivery in 
professionally supervised 
environment increases by 
20%. (2002: 48.1 2008: 
61%) 
 
The number of annual 
medical consultations per 
capita increases from 0.21 
to 1 
2002: 0.21 2008: 0.60 
(ESSB level) 
 
The share of the MOH 
budget for ESSB increases 
from 7% to 20%.  
(2002: NA  2008: NA) 
 
Hospital occupancy rate 
increases from 55.6% to 
70%.  
2002: 55.6%   2008: 54% 
 
The average duration of 
stay in public hospitals 
reduced from 7 days to 5 
days.  
2002: 7 d   2008: 5 d 
 
The rate of insured 
attending public hospitals 
increases from 7% to 15%. 
(2002: 7% and 2008: NA. 
The “miscellaneous 
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ACHIEVEMENT FIRST TRANCHE  SECOND TRANCHE Status of 
Implementation in 

2008 

IMPACT INDICATOR 

equipment and 
expenditures” of the ESSBs 
increases by 20% annually 
in 2003-2004. 
2002: NA    2008: NA 
 

 
Sector governance 
improved. 

 
Provide evidence to the Bank of the creation 
of the interministerial committee in charge of 
monitoring the implementation of the 
programme  
 

 
Provide the Bank with the decree on the 
new organization and functions of the 
Ministry of Health  
   
 
 
 
 
 
 
 
 
 
 
Provide the Bank with the decision of the 
Minister of Health on the functions and 
organization of deconcentrated services 
(regional, prefectorial and/or provincial)   
 

 
The draft of the 
reorganization of the 
Ministry of Health 
(MOH) available and 
negotiations with the 
MEF ongoing prior 
to submission to the 
Government 
Cabinet for adoption 
 
 
 
The decisions will 
await the adoption 
of the new 
organization of the 
MOH  

 
The issuance rate of the 
capital budget increases 
from 50% to 70%. 
2002: 14% 
2008: 22% 
 
The level of investment 
credits delegated to 
external services increases 
from 39% to 60%. 
2002: 222.094.022, 30 MAD 
2008: 479.158.144, 67 
 
 
The auditing of the 
accounts of the hospitals 
does not show any serious 
lapses.  
-- Some problems were 
noted  
 
The annual statistical report 
of the MOH published 
within the six months 
following the end of the 
fiscal period under review  

 
Human resources are 
enhanced.  

 
Provide the Bank with the staff regulations of 
the university teaching hospitals of Rabat and 
Casablanca upgraded into public 
establishments, signed by the Minister in 
charge of Economy and Finance  
 
Provide the Bank with a progress review 

 
Provide the Bank with the human 
resource strategy study and evidence of 
the approval of its recommendations by 
the Ministry of Health  
 
Provide the Bank with the administrative 
staffing plans intended to bolster the 

 
Decisions relating to 
the personnel 
statutes of the CHU 
Rabat and 
Casablanca signed 
 
Study report on the 

 
No ESSB constructed and 
equipped is closed as a 
result of lack of personnel. 
(The situation has 
improved. However, a few 
ESSBs have remained 
closed)  
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ACHIEVEMENT FIRST TRANCHE  SECOND TRANCHE Status of 
Implementation in 

2008 

IMPACT INDICATOR 

document of budgetary and human resource 
needs, in accordance with data available for 
the implementation of the medical coverage 
reform and the smooth operation of the basic 
health care establishments  
 
 

deconcentrated services (regional, 
prefectorial and/or provincial) and public  
health care delivery structures, and 
evidence of their approval by the 
Ministry of Health; 

 
Provide the Bank with information relating 
to budgetary and human resources for 
the 2003-2004 period including additional 
resources mobilized for the 
implementation of the medical coverage 
reform as well as the strengthening of 
resources provided for the smooth 
operation of the basic health care 
establishments 

human resource 
strategy approved 
and implemented 
 
 
Administrative 
staffing plans 
intended to 
strengthen the 
deconcentrated 
services and public 
health care 
structures approved  
 
Budgetary 
resources released  

Rate of absenteeism in 
public hospitals reduced to 
an acceptable level.  
(The situation has 
improved) 
An increase in human 
resources allocated to the 
MOH ESSB network. 
(Assignments have been 
made but not quantified) 
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KINGDOM OF MOROCCO  
PERFORMANCE ASSESSMENT AND RATING  

PARCOUM I 
 

Rating Legend  
 
1: Highly Unsatisfactory: <1 
2: Unsatisfactory: 1<N<2 
3: Satisfactory: 2<N<3 
4: Highly Satisfactory: 3<N<4 

-------------------------------------------------------------------------------------------------- 
MOROCCO: PARCOUM I 

Matrix of Borrower Performance  
 

 
Indicator 

Rating 
(1 to 4) 

 
Observations 

 
 
1. Compliance with general schedule  

 
1 

The initial schedule of implementation of the programme 
was extended three times before some reform measures 
encountering challenges could be implemented.  

 
 
2. Fulfilment of conditions and 

provisions of Loan Agreement  

 
3 
 
 

Significant delays in the adoption of the bills relating to 
the reform impacted negatively on the performance of the 
Borrower. It is worth noting that most of the 22 conditions 
of the programme were fulfilled. An analysis of four 
unmet conditions indicates a lack of control over the time 
needed for fulfilling the conditions which were legal or 
political in nature. 
 

 
 
3. Adequacy of monitoring-
evaluation and report preparation. 

 
 
2 

The interest demonstrated by the ministerial officials in 
the monitoring of the programme is a guarantee of the 
willingness to ensure the success of the health reform. The 
interministerial committee played its steering role through 
meetings to assess the progress of the reforms. However, 
the half-yearly activity reports contained in the 
PARCOUM proposal report were never submitted to the 
partners, notably the Bank. Nonetheless, the Government 
prepared its completion report which it submitted to the 
Bank during the completion report mission conducted in 
Rabat. Monitoring of the agreement provisions 
particularly the periodic submission of activity reports is a 
key factor for strengthening the shared monitoring of the 
implementation of the reform programmes: 
 

 
Borrower Performance  
 

 
2 

 
Unsatisfactory  

 
 



ANNEX III 

 

 
MOROCCO: PARCOUM I 
Bank Performance Matrix 

 
 

Indicator 
 

Rating 
(1 to 4) 

 
Observations 

1. At identification stage  3 The identification was conducted smoothly  
 
 
 
 
 

 
 
2. At preparation stage 

 
 
3 
 

 
 
The preparation did not encounter any major problem  
 
 
 
 
 

 
 
 
 
3. At appraisal stage  

 
 
 
 
2 

 
 
 
 
The appraisal of the programme was well conducted. 
However, the number and complexity of conditions 
were not adequately assessed.  
 
 
 
 
 
 

 
4. At supervision/monitoring stage 

 
2 

 
The supervision and monitoring missions were 
conducted. However, monitoring of the performance 
of the programme was not systematic.  
 
 

 
Bank Performance  
 

 
2,5 

 
Satisfactory  
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MOROCCO: PARCOUM I 
Overall Programme Performance Matrix 

 
 
 

 
Indicators of Component 

Rating of 
1 to 4 

 
Observations 

1 Relevance and 
Achievement of 
Objectives  

  

 
(i) 

 
Macroeconomic Policy 

 
3 

The objective of the programme is to improve the health status of the 
population by increasing access to quality health care. It forms part of the 
Government’s priorities outlined in the 2000-2004 Health Development 
Plan and reconfirmed recently in the Morocco Vision 2020 as well as the 
Health Strategy Paper of the Kingdom (2008-2012). 
 

 
 
(ii) 

 
 
Fiscal Management  

 
 

3 

In order to improve the effectiveness of public expenditure and develop a 
new culture based on results, the performance, transparency and auditing 
of accounts was pursued through the upgrading of management bodies 
and the development of the regulatory role and supervision of the basic 
medical coverage system. To this end, the Minister of Health introduced 
in his fiscal management, rules for the globalization of credits (July 
2002) and launched a process of contractualization with the hospital 
structures. An evaluation of the experience shows that the adoption of the 
globalization of credits, in view notably of the flexibility given to credit 
managers in the management of credits, resulted in the waiver of the 
approval by the Budget Directorate for transfers between budgetary items 
within the same paragraph, to significantly improve the rate of 
commitment of credits and consequently to improve the allocation of 
resources notably to strengthen the equipment of health facilities and the 
purchase of medicines.  
 

(iii) Poverty reduction, social 
aspects and gender issues  

3 The ultimate goal of the programme is poverty reduction through 
improved living conditions of the people. The programme has 
contributed to making up for the country’s lag in human development 
with a view to fostering economic growth and social cohesion through a 
multidimensional programme of which the health component is 
complementary to other interventions in the area of education, training, 
social protection and rural development. Moreover, the extension of 
medical coverage to all segments of the population, particularly the most 
disadvantaged, accompanied by the upgrading of hospital structures and 
the setting up of health care units in all the regions, constitutes an 
essential asset for narrowing social disparities with regard to access to 
health care. 
 
The improvement of the health status of the people, together with a 
decrease or, where necessary, the elimination of financial costs of 
medical services will contribute to improving the economic situation of 
poor households.  
 
At the social level, an improvement of the health status of the people will 
result in the reduction of social indicators, such as maternal and infant 
mortality rate.  
 
Lastly, Morocco has already mainstreamed gender in the budget 
preparation process. In the area of health, remarkable effort has been 
made to improve the health status of women and children, notably 
through the adoption and application of a number of legal instruments 
designed to improve the monitoring of mothers and children and make 
for safe motherhood. Consequently, it has been noted that the hospital 
workers are mainly women. 

(iv) Environment N.A.  
 
 

 
 

 
 

The programme for the establishment of health insurance schemes 
covering the private sector, such as the CNSS, INAYA, etc. 
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Indicators of Component 

Rating of 
1 to 4 

 
Observations 

 
(v) 

 
Private sector 
development  

 
3 
 
 
 

The improvement of the regulatory framework of the health sector has an 
impact on improving the output of private sector operators by reducing 
administrative red tape, ensuring rapid and organized refund of services 
provided to the insured, etc. 
 

 
 
(vi) 

 
 
Civil service reform  

 
 

2 

The reform undertaken in the restructuring of the MOH, adoption of 
good governance measures in the sector, putting in place of health sector 
human resource strategies are some of the measures related to the civil 
service reform.  
 

2. Institutional 
Strengthening 

  

 
 
(i) 

 
 
Institutional framework 

 
 

3 
 
 
 
 
 

- Negotiations are ongoing for the effective restructuring of the Ministry 
of Health; 
 
- At the regulatory level, Morocco has modern and efficient management 
tools in the area of health and, particularly, in the implementation of the 
medical coverage; 
 
- Upgrading of management organizations and development of the 
regulatory and supervisory role of the basic medical coverage system 
have been pursued;  
 
- Implementation of reforms embodied in the programme matrix was 
coordinated by an interministerial committee consisting of 
representatives from the Prime Minister’s Office, and relevant ministries 
concerned (Health, Finance, Employment and the Government General 
Secretariat) and management organizations (CNOPS and CNSS). The 
programme has contributed to establishing an institution in charge of 
regulation (ANAM) and strengthening those responsible for managing 
(CNSS and CNOPS) medical coverage in Morocco. These institutions 
are operational.  
 
  

 
 
(ii) 

 
 
Financial system and audit 
system  

 
 

3 
 
 
 
 
 
 
 
 

The auditing of CNOPS and CNSS aimed at formulating strategic action 
plans and undertaking the clearance of debts and claims between the 
CNOPS and its care providing partners, including public hospitals 
constituted one of the conditions of the programme to be met prior to the 
disbursement of the first tranche of the loan. 
 
 

(iii) Technology Transfer  N.A.  
 
(iv) 

 
Control of wage bill  

 
2 

In a context of the implementation of a vast reform programme such as 
the medical coverage with limited resources; it is evident that control of 
the wage bill constitutes one of the fundamental principles of the 
programme. This is reflected by the discussion on the restructuring of the 
MOH with the MEF whose guiding principle is reducing the impact on 
the budget and particularly on wages. 
 

3. Sustainability    
(i) Continuous commitment 

of borrower  
3 
 

The various successive governments, including the government newly 
elected in October 2007, are committed to pursuing the reforms initiated 
under the medical coverage scheme. This is reflected in the stated desire 
to build the capacities of hospital structures as well as upgrade the 
standard of health care workers. This has translated into the appropriation 
by Morocco of tools provided by the projects, especially PARCOUM. 
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Indicators of Component 

Rating of 
1 to 4 

 
Observations 

(ii) Environmental policy N.A.  
 
 

 
(iii) 

 
Institutional framework 

 
3 

 
The institutional framework is suitable and will facilitate the 
implementation of the reforms. 
 

 
(iv) 

 
Technical viability and 
provision of staff 

 
3 
 
 
 

At the technical level, PARCOUM includes a key component of the 
upgrading and provision of technical working tools, notably the building 
of the capacities of hospitals with health equipment and medicines. 
Consequently, the programme included a component devoted to the 
development of human resources in all aspects. 
 

(v) Financial viability and cost 
recovery mechanisms  

3 The costs of services are covered through the various schemes put in 
place.  
 

(vi) Economic viability  3 The improvement of the health of the population is contributing to 
enhancing the productivity of the latter and has been impacting positively 
on the economic viability. 
 

 
(vii) 

 
Continued operation and 
maintenance  

 
2 

 
PARCOUM is a logical follow-up of the reforms already initiated by the 
Government, such as the hospital reform and decentralization. 
 
Consequently, the sustainability of the effects of PARCOUM will be 
facilitated by the modernization of legislative instruments which are long 
term by their very nature and which will support the governance of the 
health system over the coming years. Furthermore, the readiness of the 
Bank and the EU to finance a second phase of the programme is an 
additional guarantee that the changes made after first phase of the project 
will be carried through, provided the will of the Government remains 
unchanged and the Moroccan economic situation continues to improve. 
 

 
Overall Programme Performance  

 

 
2.8 

 
Satisfactory 
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MOROCCO: PARCOUM I 

Matrix of Recommendations and Follow-up Actions  
 

 
Area  

 
Main Observations, Conclusions and 

Recommendations 
Follow-up  Responsible Entity  

 
 
 
Formulation and 
implementation of 
programme 

Need for greater attention during 
negotiations to the realistic nature of the 
conditions and timeframes  
 
 
 
It is important that the Bank and the 
Government be assured that they have the 
same understanding of the substance of the 
conditions.  
 
Control over legal type of timeframes (laws 
and decrees) is more difficult and 
encroaches on the very sovereignty of the 
State, it is therefore essential to limit the 
number. 
 
Distinction should be drawn between 
purely administrative conditions and 
conditions of a political nature, while 
taking into account the fact that fulfilment 
of the latter is dependent on the 
governmental machinery and often 
precedent to the former.  
 
 

Limit conditions of a legislative 
nature, since they are difficult 
to fulfil in the context of 
Morocco and give preference to 
administrative conditions that 
are easily manageable by the 
technical services;  
 

Government and Bank  
 
 
 
 
Government and Bank  
 

 
 
 
 
 
 
 
Programme 
implementation 
 
 
 
 

The programme monitoring committees 
should be more operational, meet and 
regularly submit reports on the monitoring 
of the programme to governmental 
authorities and the donors.  
 

The coordination of the programme 
implementation placed at two levels 
(political and technical) improves the 
effectiveness of the execution of the reform 
measures.  
 

 
  

Initiate an institutional 
framework for the coordination 
of the reform at the political 
level on the one hand and at the 
technical level on the other, 
specific to the programme. 
 

Government 
 

 
 
Compliance with 
terms and 
conditions of Loan 
Agreement  
 

 
Monitoring of the agreement provisions, 
notably submission of periodic activity 
reports is a key factor for strengthening the 
shared monitoring of the implementation of 
the reform programmes.  
 

Honour the commitments made, 
notably formulation and 
submission of programme 
progress reports to partners. 
 

Government 

 
 
 
 
Assessment of 
performance and 
outcomes of 
programme 

It is important to monitor and evaluate 
performance indicators during the 
implementation of programmes and not to 
concentrate merely on the fulfilment of 
conditions. 

 
It is necessary that the Government and the 
partners in the programme better coordinate 
the monitoring of the implementation of the 

Accelerate the procedure for 
passing the bill on health care 
delivery as well as restructuring 
of the Ministry of Health. 
 
 
Put in place a mechanism for 
coordination and 
communication between the 

Government/Partner 
 
 
 
 
 

Government/Partner 
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Area  
 

Main Observations, Conclusions and 
Recommendations 

Follow-up  Responsible Entity  

reforms and conditions during the 
execution of the programme through the 
establishment of an effective coordination 
and communication mechanism.  

Government and the donors 
who are programme partners. 
 
 
 
 
Beyond the monitoring of the 
implementation of conditions 
related to the loan agreement, 
the Bank must step up efforts to 
monitor the execution of the 
reform measures. 
 
Initiate a mechanism for 
monitoring the evaluation of the 
programme coordinated with 
the EU, a partner of the Bank 
and co-financier of the 
programme.  

 
 
 
 
 

Bank 
 
 
 
 
 
 

Bank, EU 

 
Sustainability  

The desire of the Government to pursue the 
reforms.  
 
The commitment of donors to continue 
supporting the medical coverage reform. 
 

 
 
 
Pursue the support of the 
medical coverage reforms 
through a second phase of 
PARCOUM to ensure the 
sustainability of the 
achievements. 
 

 
 
 
Bank 
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Laws, Decrees and Decisions on the Application of the Provisions of the Basic Medical 

Coverage Code relating to the Compulsory Health Insurance as published in the 
Official Gazette of 18 August 2005 

 
IMPLEMENTATION OF AMO AND RAMED 
 

• Promulgation of Law No. 65-00 on the basic medical coverage code by Dahir 
No. 1-02-296 of 3 October 2002; 

 
• Promulgation of Law No. 01.05 amending Article 147 of Law No. 65-00 on 

the basic medical coverage by Dahir No. 1-05-04 of 16 February 2005 
enabling the implementation of the AMO as soon as the implementing 
regulation is published; 

 
• Publication of Decree No. 2-03-681 of 7 June 2004 for the application of the 

provisions of Article 84 of Law No. 65 on basic medical coverage code 
relating to the CNOPS Board of Directors; 

 
• Publication in Official Gazette No. 5344 of 18 August 2005 of nine 

implementing decrees of the said provisions of the code on the basic AMO 
in the public and private sectors hereinafter: 

 
Decree No. 2-05-733 of 18 July 2005 for the enforcement of Law No. 65-00 on the basic 
medical coverage code relating to the financial organization of the basic AMO; 
 
Decree No. 2-05-734 of 18 July 2005 fixing the rate of contribution to the CNSS under the 
basic AMO scheme; 
 
Decree No. 2-05-735 of 18 July 2005 setting the rate of contribution to the CNOPS under the 
basic AMO scheme; 
 
Decree No. 2-05-736 of 18 July 2005 setting the rate of coverage of medical services to be 
covered by the CNOPS under the basic AMO scheme;  
 
Decree No. 2-05-737 of 18 July 2005 setting the rate of coverage of medical services 
covered by the CNSS under the basic AMO scheme;  
 
Decree No. 2-05-738 of 18 July 2005 setting the conditions of membership and registration 
for the basic AMO scheme; 
 
Decree No. 2-05-739 of 18 July 2005 defining the categories of daily workers subjected to 
the basic AMO scheme; 
 
Decree No. 2-05-740 of 18 July 2005 for the enforcement of Law No. 65-00 on the basic 
medical coverage code relating to the financial organization of the basic AMO scheme; 
 
Decree No. 2-05-741 of 18 July 2005 amending Decree No. 2-01-2723 of 12 March 2002 
setting the rate of contributions to the CNSS.  
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Apart from these decrees, two instruments were enacted at the institutional level 
for the establishment of the ANAM and CNOPS Boards of Directors: 

 
Decree No. 2-03-402 of 17 September 2003 for the implementation of provisions of Law No. 
65-00 on the basic medical coverage code pertaining to the ANAM;  
 
Decree No. 2-03-681 of 7 June 2004 for the implementation of the provisions of Article 84 
of Law No. 65-00 on the basic medical coverage code concerning the CNOPS.  
 
In the same vein, and to ensure the effective commencement of the AMO, without waiting 
for the budget law of the year, Law No. 01-05 amending Article 147 of Law 65-00 on the 
basic medical coverage code approved by Parliament and promulgated by the Dahir No. 1-
05-04 of 16 February 2005.  
 
• Parallel to these decrees, essential ministerial orders for the implementation of 

AMO were passed and published in the Official Gazette, notably the following 
orders:  

 
Order of the Minister of Health No. 1796-03 of 21 July 2005 defining the list of medical 
biological analyses care; 
 
Order of the Minister of Health No. 2515-05 of 5 September 2005 defining the services that 
could be covered in the hospital of the day under the AMO; 
 
Order of the Minister of Health No. 2516-05 of 5 September 2005 establishing the list of 
medical prosthesis and orthosis appliances, medical mechanisms and implants that qualify 
for refund or coverage under the AMO and that of prosthesis and orthosis appliances, 
medical mechanisms and implants whose refund or coverage is subject to the prior approval 
of the managing organization;  
 
Order of the Minister of Health No. 2517-05 of 5 September 2005 establishing the list of 
medicines that qualify for refund under the basic AMO and the list of medicines eligible for 
total or partial exemption of the remaining costs to the borne by the beneficiary; 
 
Order of the Minister of Health No. 2518-05 of 5 September 2005 establishing the list of 
severe or invalidating diseases requiring long-term or particularly costly care; 
 
Order of the Minister of Health No. 2519-05 of 5 September 2005 setting the conditions and 
periodicity of medical follow-up of pregnancy, delivery and its consequences/aftermath; 
 
Order of the Minister of Health No. 2563-05 of 5 September 2005 defining measures 
necessary for the medical follow-up of the child under the basic AMO; 
 
Order of the Minister of Health No. 2284-05 of 7 November 2005 establishing the list of 
diseases subject to exemption from remuneration of services provided by hospitals and 
services depending on the Ministry of Health;  
 
Order of the Minister of Health No. 929-06 of 15 May 2006 complementing the Order of the 
Minister of Health No. 2517-05 of 5 September 2005 establishing the list of medicines 
eligible for refund under the basic AMO and the list of medicines that are eligible for total or 
partial exemption from the remaining costs to the borne by the beneficiary; 
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Order of the Minister of Health No. 1687-06 of 4 August 2006 complementing the Order of 
the Minister of Health No. 2517-05 of 5 September 2005 establishing the list of medicines 
eligible for refund under the AMO and the list of medicines that are eligible for total or 
partial exemption from the remaining costs to the borne by the beneficiary; 
 
Order of the Minister of Health No. 177-06 of 27 January 2006 establishing the general 
nomenclature of professional medical care;  
 
Order of the Minister of Finance and Privatization No. 2290-05 of the 12 chaoual 1426 on 
the financial and statistical statements of the basic AMO management organizations (B.O. 
No. 5384 of 5 January 2006);  
 
Order of the Minister of Finance and Privatization No. 2291-05 of the 12 chaoual 1426 for 
the application of the provisions relating to the financial organization of the basic AMO 
(B.O. No. 5384 of 5 January 2006); 
 
Order of the Minister of Health No. 313-07 of 16 February 2007 approving the national 
benchmark tariffs for the refund or financing of medical appliances and apparatus under the 
AMO; 
 
Order of the Minister of Health No. 601-08 of 19 March 2008 complementing the Order of 
the Minister of Health No. 2517-07 of 5 September 2005 establishing the list of medicines 
eligible for refund under the compulsory health insurance and the list of medicines eligible 
for total or partial exemption from the remaining costs to the borne by the beneficiaries. 
 
PUTTING IN PLACE OF THE NATIONAL HEALTH INSURANCE AGENCY 
 

• Publication of Decree No. 2-03-402 of 17 September 2003 for the application 
of the provisions of Law No. 65-00 on the basic medical coverage code 
concerning the ANAM; 

 
• Appointment of the ANAM Director; 
 
• Provision of the necessary financial and human resources to enable ANAM 

conduct its activities smoothly. 
 
CLEARANCE OF CNOPS DEBTS  
 

• The accounting and financial audits relating to CNOPS concerning the 1994 
to 1997/1998 period; 

 
• Approval of the plan for clearing debts and claims between the CNOPS and 

its partners by the Ministry in charge of Finance, as part of the memorandum 
of understanding signed between the Government and the aforementioned 
organization, on 16 May 2002 and the implementation of the said plan. 

 



ANNEX VI Page 4 of 5 

 

PROSPECTIVE MANAGEMENT OF SCHEME BY THE CNSS  
 

• Publication of Order No. 2-04-1023 of 16 February 2005 for the application 
of the provisions of Article 77 of Law No. 65 on the basic medical coverage 
code relating to the CNSS Board of Directors;  

 
• Validation by the CNSS Board of Directors of accounting and financial audit 

reports; 
 
• Resolution No. 34/2002 of the CNSS Board of Directors approving the 

delegation of the management of 13 polyclinics covered by this fund. 
 
MODALITIES OF AGREEMENT BETWEEN MEDICAL CARE SCHEMES AND PROVIDERS  
 

• The modalities of agreement between care providers and managing entities of 
the AMO have resulted, under the auspices of ANAM, in a series of national 
conventions approved by decision of the Minister of Health. 

 
• The formulation of decisions on the nomenclature of professional health and 

medical biological care as well as the list of refundable medicines. 
 
BUILDING THE INSTITUTIONAL CAPACITIES OF THE MINISTRY OF HEALTH 
 

• Conducting of an institutional audit the final report of which was approved by 
the Ministry of Health; 

 
• Putting in place of the Regional Health Directorate in the Eastern region by 

ministerial decision dated 25 January 2005 and appointment of the regional 
director;  

 
• Finalization of the draft decree on the organization and functions of the 

Ministry of Health relating to the creation of 16 regional directorates. 
 
STRENGTHENING OF HOSPITAL AUTONOMY  
 

• Promulgation of Law 42-03 complementing Law No. 37-80 on university 
teaching hospitals by Dahir No. 1-04-07 of 21 April 2004; 

 
• Publication of Decree No. 2.03.535 on the status of the personnel of 

university teaching hospitals; 
 
• Conclusion of a programme contract between the Government and university 

teaching hospitals for the 2003-2004 period; 
 
• Approval by the Minister of Health of plans for the extension of information, 

billing and recovery systems to other public hospitals. 
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IMPLEMENTATION OF THE QUALITY NATIONAL INSURANCE PROGRAMME  
 

• Putting in place of quality insurance structures in the Eastern region and in 
five regional hospitals concerned by the establishment of the SIGHO and 
billing and recovery systems; 

 
• Ongoing finalization by the Ministry of Health of a set of quality health care 

standards and norms for hospital services. 
 
SETTING UP OF NATIONAL HEALTH ACCOUNTS AND A UNIFIED HEALTH INFORMATION 
SYSTEM 
 

• Preparation of reports on national health accounts of 1997/98 and 2001; 
 
• Establishment of the architecture of the information system relating to 

national health accounts;  
 
• Establishment of a master plan of the health information system and new 

information and communication technologies and its deployment in the 
Eastern region. 

 
PUTTING IN PLACE A SOCIAL DRUG POLICY  
 

• Formulation of a Nomenclature on International Commercial Denomination 
of medicines and products by level of use in the public sector and its 
dissemination by circular of the Minister of Health No. 78 of the 03/13/2001; 

 
• Promulgation of the law relating to the drugs and pharmacy code.  

 
(i) No. 990-06 of the 20 rabii II 1427 on the approval of the national 

agreement between the AMO management entities and private sector 
biologists (B.O. No. 5454 of 7 September 2006);  

 
(ii) No. 1962-06 of 4 August 2006 on the approval of the national 

agreement between the management entities the compulsory health 
insurance and dentists;  

 
(iii) No. 1961-06 of 4 August 2006 on the approval of the national 

agreement between the AMO management entities and doctors and the 
establishment of private sector care;  

 
(iv) No. 239-07 of 6 March 2007 on the approval of the Amendment No. 1 

to the national agreement between the AMO management entities and 
doctors and private sector health care establishments. 
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BASKET OF CARE COVERED BY INSURANCE SCHEMES  

 

Basket of Care Covered  
 

 Preventive and curative care related to priority programmes under the 
Government’s health policy; 

 General medical and specialized medical and surgical care; 
 Care relating to follow-up of pregnancy, delivery and its aftermath; 
 Care related to hospitalization and surgery including repair surgical care; 
 Medical biological analyses; 
 Medical radiology and imaging; 
 Function test; 
 Drugs eligible for refund;  
 Human blood bag and blood by-products; 
 Medical apparatus and implants needed for various medical and surgical 

care in view of the nature of the disease or accident and type of apparatus or 
implants; 

 Medical prosthesis and orthesis apparatus eligible for refund; 
 Prescription glasses;  
 Dental care; 
 Orthodontics for children; 
 Rehabilitation and physiotherapeutic care; 
 Paramedical care. 
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STATUS OF FULFILMENT OF FOUR CONDITIONS POSTPONED 

FROM PARCOUM I TO PARCOUM II 
 

 
 

PARCOUM I 
Conditions 

Status Revised Conditions  

i) Provide to Bank with 
the text of the law on 
Basic Medial Coverage 
Code as well as 
evidence of its passing 
by Parliament.   

 
 
 
 

Conditionality partially met. The 
implementing regulations of the AMO 
were submitted to the Bank in 2005. As 
for the RAMED, the relevant 
implementing decree was approved by 
the Council of Ministers of 08.07.08 
and has been published in the Official 
Gazette. The Tadla-Azilal region was 
chosen as the pilot area for the 
implementation of RAMED and the 
experience will start in November 2008 
for a duration of six (06) months. 
 

Publication of the implementing 
regulations of Law 65-00 on the 
basic medical coverage for the 
implementation of RAMED. 
 

 
ii) Provide the Bank 
with the bill on the 
national health system 
and health care 
delivery as updated and 
evidence of its 
presentation before 
Parliament. 
 
 

 
There is agreement in principle between 
the MOH, Secretary General of the 
Government and the Prime Minister. 
The system of approval for this law 
(SGG/CG/CM and Parliament) is 
expected for 2010 at the latest. 
Moreover, the Bank has considered the 
request by the Government for the 
granting of a PRI grant for the 
formulation of the health information 
system (SIG) and a health map. The 
relevant technical assistance document 
is undergoing finalization. 

 
Provide evidence of the 
presentation of the bill on health 
care delivery before Parliament.  
 

 
iii) Provide the Bank with 
the decree on the new 
organization of and 
functions of the Ministry 
of Health 

 
iv) Provide the Bank with 
the Order of the Ministry 
of Health on the 
functions and 
organization of 
deconcentrated/regional 
prefectorial and/or 
provincial services. 
 

 
For the MOH organization chart, an 
initial version was presented to the 
MEF. The MOH would keep at the 
central level the planning and regulation 
functions, but the implementation will 
be entrusted to external services with 
the creation of the regions. The 
presentation of the reorganization 
structure of the MOH to the 
Government Cabinet could occur by 
2009. Furthermore, in its 
regionalization efforts, by Ministerial 
Order. 01DRC/00 signed on 18 
September 2008, each of the regions of 
the Kingdom will be provided with a 
Regional Health Directorate. 
 

 
Conditions iii and iv have been 
combined and reformulated into 
a single condition as follows: 
Presentation of the 
reorganization of the structure of 
the Ministry of Health at the 
central, regional and local levels 
before Government’s Cabinet. 
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COMMENTS BY THE BORROWER 
 
 

The review of the PARCOUM-I PCR does not call for any particular comments, notably with 
regard to the budgetary data and fulfilment of the conditionalities. Regarding the assessment of the 
performance of the borrower that you deemed unsatisfactory, I would request that you review the 
draft the report in view of the efforts made and positive results achieved both at the level of the 
health sector and that of medical coverage. Consequently, despite the slippages in the 
implementation of specific measures of the programme, the borrower has completed a significant 
portion of the programme. 
 
 
 
 

 




