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A.  PROJECT DATA AND KEY DATES  
 
I.   BASIC INFORMATION  
 
Project Number:  
P-MA-IBD-008 

 

Project Name: 
MEDICAL COVERAGE REFORM SUPPORT PROGRAMME - 
Phase 2 (PARCOUM II) 

Country: Kingdom of 
Morocco  

Financing Instrument: ADB Loan  Sector: Health   Category 3 

Original Commitment Amount: Eur 70 million Amount  Cancelled: 
0 

Amount Disbursed:  
Eur 70 million  

% Disbursed:  
100% 

Tranches Structure: Two tranches 
Borrower: Kingdom of Morocco  
Executing Agency: Ministry of Health  
Co-financiers and other External Partners:  
Parallel Financing (budget support) by the European Union: Eur 40 million  

 
II.    KEY DATES 
  

Project Concept Note Cleared by 
Ops. Com.: 6 August 2008 

Appraisal Report Cleared by Bank 
President:  

4 November 2008 

Board Approval:   
 

11 December 2008 

Restructuring (s): N/A 

  

Original Date 
MM/DD/YY 

Actual Date 
MM/DD/YY 

Difference in months 
 

EFFECTIVENESS  - 11 May 2009 - 

MID-TERM REVIEW  June 2010  June 2010 0 

CLOSING 31 December 2012 31 December 2012  

  Scheduled 
disbursement date  

Actual disbursement 
date Conditions waver 

TRANCHE 1:   December 2009 December 2009 _ 
TRANCHE 2 December 2010 December 2011 _ 
 
III.  RATINGS SUMMARY 
 
CRITERIA SUB-CRITERIA RATING

PROJECT OUTCOME 

Achievement of Outputs 3 
Achievement of Outcomes 2 
Timeliness 3 

 
OVERALL PROJECT OUTCOME 

 
3 

BANK PERFORMANCE 

Design and Readiness 3 
Supervision  3 

 
OVERALL BANK PERFORMANCE 

 
3 

  



 

 

2

BORROWER PERFORMANCE 

Design and Readiness 4 
Implementation 3 

OVERALL BORROWER PERFORMANCE 
 4 

 
IV.  RESPONSIBLE BANK STAFF 
  
POSITIONS AT APPROVAL AT COMPLETION 
Regional Director (ORNB) I. LOBE NDOUMBE N.MATONDO-FUNDANI 
Sector Director  (OSHD)  T. HURLEY A. SOUCAT 

Sector Manager (OSHD.3) T. ILUNGA  F. ZHAO  

Task Manager (OSHD.3) B. BA L. LANNES 
Alternate Task Manager (OSHD.3) F. SERGENT F. SERGENT 
PCR Team Leader  F. SERGENT  
PCR Team Members  F. SERGENT/L. JAAFOR  

B.  PROJECT CONTEXT 
 

Summarize the rationale for Bank assistance. State:
 
- what development challenge the project addresses, 
- the Borrower's overall strategy for addressing it, 
- Bank activities in this country (ies) and sector over the past year and how they performed, and 
- on-going Bank and other externally financed activities that complement, overlap with or relate to 
 this project. 
 
Please cite relevant sources.  Comment on the strength and coherence of the rationale. 
 
[250 words maximum.  Any additional narrative about the project's origins and history, if needed, must be 
placed in Annex 6: Project Narrative] 
The second phase of the medical coverage reform support programme (PARCOUM II) is a follow-up to PARCOUM I 
which ran from 2005 to 2008 and laid the groundwork for the reform of the Basic Medical Coverage (BMC). The goal of 
PARCOUM II was to contribute to the sustainable improvement of conditions of access to quality health services by 
extending the BMC to the entire population, particularly through the Medical Assistance Scheme for the Economically 
Underprivileged (RAMED). The programme was consistent with the Government’s Economic and Social Programme 
(ESP) for 2007-2012, which seeks to deepen the structural and sector reforms. It was also in line with the Country 
Strategy Paper (CSP 2007-2011), which comprised three pillars: (1) improvement of the governance system; (2) 
development and upgrading of economic and corporate infrastructure; and (3) promotion of human development. The 
European Union (EU) assists the programme through budget support based on a common results matrix. The EU has 
also provided support to the programme in the form of long-term technical assistance (support to the National Health 
Insurance Agency), or short-term technical assistance in such areas as preparation of the Medium-Term Expenditure 
Framework (MTEF), reorganization of Admission and Billing Offices (ABOs) in public hospitals and household health 
expenditure surveys. The technical assistance facilitated the Government’s work in various areas related to the 
fulfilment of Bank budget support conditionalities.  

C.   PROGRAMME OBJECTIVES LOGICAL FRAMEWORK 
 
1.  State the Project Development Objective(s) (as set out in the appraisal report) 
The objective of PARCOUM II was to contribute to the sustainable improvement of conditions of access to quality 
health services through the extension of basic medical coverage to the entire population, including economically 
disadvantaged populations. The programme objectives were (i) extension of the BMC (including RAMED); (ii) 
improvement of health care provision; and (iii) improvement of health sector governance. 
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2.  Describe the major project components and indicate how each will contribute to achieving the Project 

Development Objective(s). 
PARCOUM II resources were disbursed in two tranches, subject to triggers intended to support the Government in its 
commitment to health sector reform implementation. The phasing of the programme in two tranches enabled the Bank 
to ensure continuity in its sector policy dialogue alongside the EU, whose programme is guided by the same goals and, 
essentially, the same matrix of measures. The expected measures were taken by the Government and their effects are 
beginning to materialize. However, reform implementation has been slower than originally envisaged, particularly with 
regard to the introduction of instruments for the management of RAMED and institutional measures for the 
reorganization of the Ministry of Health. This explains why the second tranche of budget support from the Bank was 
disbursed in 2011 instead of 2010 as envisaged in the Appraisal Report.  
3.  Provide a brief assessment (up to two sentences) of the project objectives along the following 3 

dimensions.  Insert a working score, using the scoring scale provided in Appendix 1.  

PROJECT OBJECTIVES DIMENSIONS ASSESSMENT WORKING
SCORE 

RELEVANT 
a) Relevant to 
the country's 
development 
priorities 

The BMC reform and the establishment of RAMED 
are among the flagship reforms of the Government 
of Morocco and are in line with the National Human 
Development Initiative (INDH) introduced by His 
Majesty the King. 

4 

ACHIEVABLE 

b) Objectives could in 
principle be achieved
with the project inputs 
and in the expected
timeframe 

The objectives were deemed achievable at 
programme appraisal. However, the constraints 
involved in the implementation of RAMED were 
underestimated. 

2 

CONSISTENT  
c) Consistent with the 
Bank's country or 
regional strategy. 

PARCOUM II was consistent with CSP 2007-2011 
and the third pillar of the latter, namely promotion of 
human development. 

4 

4.  Summarize the log. frame.  If a log. frame does not exist, complete the table below, indicating the overall 
project development objective, the major components of the project, the major activities of each 
component and their expected outputs, outcomes, and indicators for measuring the achievement of 
outcomes.  Add additional rows for components, activities, outputs or outcomes if needed. 

COMPONENTS OUTPUTS 
INDICATORS 

TO BE 
MEASURED 

OUTCOMES INDICATORS TO BE  
MEASURED 

Component 1:  
 
Extension of the 
Basic Medical 
Coverage (BMC), 
including RAMED  
 

Implementing texts of 
Law No.65-00 on 
basic medical 
coverage for the 
implementation of 
RAMED, namely:   
 
1. Decree to 
implement the 
provisions of Book 
III of Law No. 65-00. 
(Trigger for the 1st 
tranche)  
 
2. Joint order of the 
Ministers of Interior, 
Finance, Health and 
Agriculture and 
Maritime Fishing 
laying down the 
variables related to 
living conditions, the 
weighting coefficients 
of reported income, 
the indices for 
calculating the 

Adoption of 
implementing 
texts 
 
 
 
 

-RAMED implemented 
and funded for all the  
poor and vulnerable  
-Effective access to 
priority healthcare for 
all RAMED  
beneficiaries  
-Reduction of the 
share of households 
in health financing  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

-% of the population eligible for 
RAMED (8.5 million people) 
affiliated to RAMED  
 
-% of users (RAMED) who did 
not have to 
buy medicines and/or medical 
devices for and during their 
hospitalization 
 
-% of the reduction of the share 
of households in health 
financing 
 
 
Idem 
previous page  
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property score, and 
other indices to be 
evaluated in order to 
determine the socio-
economic condition as 
well as the calculation 
method to determine 
RAMED eligibility.   
(Trigger for the1st 
tranche)  
 
3. Joint Order of the 
above-mentioned 
Ministers defining the 
model medical 
assistance application 
form. (Trigger for 
the1st tranche) 

 
 
 
 
 
 
 
Idem 
Previous page  
 

 

4. Order to extend 
RAMED to one or 
more regions signed 
by Government 
authorities in charge 
of the Interior, 
Finance and Health. 
(Trigger for the 2nd 
tranche)  

Adoption of 
extension order

 

 
5. Mobilization of 
public financing – 
health sector METF 
(2009-2011) prepared 
by the Ministry of 
Health.  
(Trigger for the 1st 
tranche) 

Adoption of the 
sector MTEF  

 

6. Mechanisms for 
selection of RAMED 
beneficiaries. 

Mechanisms 
established  

 

7. Financing 
management 
instruments:  
Internal measure by 
the Ministry of Health 
making it mandatory 
to reorganize 
Admission and Billing 
Offices (ABOs) in 
public hospitals. 
(Trigger for the 2nd 
tranche) 

Internal 
measure 
adopted  

 

 
 
 
 
 
 
 

Component 2: 
Improvement of 
healthcare provision  

8. Submission of the 
bill on healthcare to 
Parliament. 
(Trigger for the 2nd 
tranche) 

Bill on 
healthcare is 
submitted to 
Parliament 

 
Increase in health 
budget at central and 
regional levels 
 
 
Effective access to 
priority healthcare  

 
-% increase in the health 
budget  
 
-% institutional deliveries 
  
- Hospitalisation rate 
 
- User satisfaction rate 

 9. Improvement of - Number of   
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staff availability  inhabitants per 

physician 
specialist in the 
public sector 
 
- Number of 
inhabitants per 
nurse in the 
public sector 

10. Improved 
availability of priority 
health services in 
areas where RAMED 
is in place. 

` 
 

Component 3: 
Improvement of 
health sector 
governance  

11. New organization 
chart of the Ministry of 
Health reorganizing 
services at the 
central, regional and 
provincial levels 
(Trigger for the2nd 
tranche) 

New 
organization 
chart presented 
to Cabinet 
Meeting  

 
 
 
Agencies involved in 
the implementation of 
the reform of the BMC 
are operational and 
equipped with 
technical and 
managerial capacities 

 
 
 
 
 
Composition of the Committee 
 
Frequency of meetings  
 
Regular submission of 
monitoring reports to partners  

12. Inter-Ministerial 
Technical Committee 
for the Monitoring and 
Evaluation of 
PARCOUM II 
comprising the 
Ministries of Finance, 
Health and Interior, as 
well as the relevant 
departments of the 
Ministry of Health and 
ANAM (Trigger for the 
1st tranche) 

Evidence of 
establishment 
of the 
Committee  
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5.   For each dimension of the log. frame, provide a brief assessment (up to two sentences) of the extent to 

which the log. frame achieved the following.  Insert a working score, using the scoring scale provided in 
Appendix 1.  If no log. frame exists, score this section as a 1 (one). 

LOG. FRAME DIMENSIONS ASSESSMENT WORKING 
SCORE 

LOGICAL 

a) Presents a logical 
causal chain for achieving 
the project development 
objectives 

The logical framework clearly presents the logical 
causal chain for achieving the project objectives. It 
also presents the programme impact measures for 
reducing maternal and infant mortality. 4 

MEASURABLE 

b) Expresses 
objectives and 
outcomes in a way 
that is measurable  
and quantifiable 

The expected outcomes are quantifiable and 
measurable and the original state of the various 
indicators (baseline) is presented in the logical 
framework. 

4 

THOROUGH 

c) States the risks and 
key assumptions 

The programme’s inherent risks and key 
assumptions are clearly identified. However, in the 
programme assessment, the timeframes required for 
the materialization of a reform as complex as that 
supported by the programme should have been more 
thoroughly analysed, especially by drawing on the 
international experience in the area.  

2 

D.  OUTPUTS AND OUTCOMES  
 
I.  ACHIEVEMENT OF OUTPUTS  
 
In the table below, assess the achievement of actual vs. expected outputs for each major activity.  Import the 
expected outputs from the log. frame in Section C. Score the extent to which the expected outputs were 
achieved.  Weight the scores by the activities' approximate share of project costs.  Weighted scores are auto-
calculated by the computer.  The overall output score must be calculated as the sum of the weighted scores.  
Override the calculated score, if desired, and provide justification. 

MAJOR REFORM MEASURES Score 
Expected Outputs Actual Outputs
COMPONENT 1. Extension of the Basic Medical Coverage (BMC), including RAMED 
1. Decree relating to the 
implementation of the provisions of 
Book III of Law No. 65-00.  

The Decree in question was issued under No. 2-08-177 on 29 
September 2008. It lays down (i) the conditions for benefitting 
from the medical assistance scheme; (ii) the procedure for 
identifying persons eligible for this scheme; (iii) the procedure for 
care delivery to those deemed eligible; and (iv) the procedure for 
financing the scheme. 

4 

2. Joint order of the Ministers of 
Interior, Finance, Health and 
Agriculture and Maritime Fishing, 
laying down variables related to 
living conditions, reported income 
weighting coefficients, property 
score calculation indices, other 
indices to be evaluated to 
determine the socioeconomic 
condition as well as the RAMED 
eligibility calculation method.  

The order in question was enacted on 29 September 2008. It 
establishes the variables required to calculate the score of 
socioeconomic conditions and the weighting of the declared 
income, distinguishing between urban and rural areas. However, 
it worth noting the RAMED system’s difficulties concerning the 
identification of the absolute poor and the vulnerable because 
the populations on the income scales concerned are extremely 
mobile.  
 

3 
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3. Joint order of the above-
mentioned Ministers defining the 
model medical assistance 
application form.  

This order was issued on 29 September 2008. It also establishes 
the list of documents to be attached to the RAMED assistance 
application form. 

4 

4. The order to extend RAMED to 
one or more regions signed by 
Government authorities in charge 
of the Interior, Finance and Health. 

The Joint order of Ministers of the Interior, the Economy and 
Finance, and Health was signed on 17 December 2010 by the 
three ministers concerned. This order relates to the extension of 
RAMED to the entire Kingdom. The measure represents a 
change from the conditions that prevailed at programme 
appraisal, when a two-step approach was envisaged, aimed at 
extending RAMED initially to “one or more regions”. In keeping 
with this order, the Government also forwarded to the Bank two 
documents showing the modalities for the extension of RAMED 
to the entire country, namely: (a) a report listing the measures 
taken to ensure the coverage of RAMED- eligible populations; 
and (b) the Circular of 21 February 2011 issued by the Minister 
of Health to Regional Health Directors and Health Delegates, 
explaining the modalities for implementation of RAMED and the 
corresponding financial commitments. However, this order was 
signed later than expected, given the extension of the duration of 
the pilot experiment. 

3 

5. Production of a health sector 
MTEF (2009-2011) by the Ministry 
of Health  

An initial version of the MTEF was rejected by the Bank in April 
2009 because the MTEF showed neither the share of wages in 
the public health budget nor the share of resources reserved for 
RAMED, as required by the conditionality. The 2009-2011 MTEF 
was reorganized by the Ministry with the help of technical 
assistants from the European Union recruited to set up the 
MTEF process and help prepare the 2010-2012 MTEF. 

3 
 

6. Mechanisms for selection of 
RAMED beneficiaries 

Mechanisms for selection of RAMED beneficiaries were put in 
place and the introduction of RAMED was tested in the Tadla 
Azilal pilot region from November 2008. The evaluation of this 
experiment brought to light a number of shortcomings and 
allowed the fine-tuning of identification mechanisms. It also 
helped to streamline the administrative procedures for applying 
for RAMED coverage. 
 

4 

7. Financing management 
instruments:  
Internal measure by the Ministry of 
Health making it mandatory to 
reorganize Admission and Billing 
Offices (ABOs) in public hospitals 
(Trigger for the 2nd tranche) 

The Ministry of Health has introduced new internal regulations 
for hospitals, which were approved by the Minister of the 
Economy and Finance, Article 35 of which defines the functions 
of the Reception and Admission Service (SAA – the new name 
for the Billing and Admission Office or ABOs). These internal 
regulations were published in the Official Gazette behind 
schedule, on 17 March 2011. They were accompanied by an 
Organisation Guide for the offices concerned, produced by the 
Ministry of Health with the support of the European Union. The 
field visit to the pilot area as part of the mission for the 
preparation of this report revealed that the SAAs are functioning 
satisfactorily as a result of the introduction of an IT application 
and the presence of social welfare personnel. Detailed billing is 
provided showing the care received, for each patient, including 
by RAMED beneficiaries. 

3 

COMPONENT 2. Improvement of the provision of health care 

8. Bill on the provision of care is 
tabled in Parliament 

Framework Bill No. 34-09 on the provision of care was prepared 
and transmitted to the House of Representatives. This law was 
subsequently enacted and published in the Official Gazette on of 
21 July 2011. The law established, in particular, the principle of 
and legal framework for the health card (Part III). The 
implementing regulations are being prepared. A study on the 
basis of preparation of the health card in Morocco was carried 
out (January 2012) and the ensuing report approved by the 
study Steering Committee. This study could be a first step 
towards defining a tool for the planning of health services. 

4 
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9. Improvement of staff availability 

Morocco is one of 57 countries facing a serious human resource 
deficit in the health sector. The programme failed to improve the 
situation to the extent expected, with a bed-to-physician ratio of 
5.65 in RAMED, regions instead of the expected 3. This also 
applies to nurses in the pilot region hospitals, where the 
expected one-nurse-per-bed ratio was achieved only at the Fqih 
Ben Salah Hospital, a small facility with less than 60 beds. 

2 

10. Improved availability of priority 
health care services in areas where 
RAMED is in place 
 
 

At programme appraisal in 2008, no hospital in the RAMED 
region (Tadla Azilal) had a functional neonatology service. At the 
time of the completion mission, the corresponding target had not 
been reached. It should, however, be noted that neonatal care 
services are available in the hospitals concerned, even if they 
are not provided by a specific neonatology department operating 
according to national standards. Moreover, the percentage of 
hospitals in the RAMED area that are in a position to handle 
complicated deliveries round the clock went from 0 to 75%. 

2 

COMPONENT 3. Improvement of health sector governance 

11. New organization chart of the 
Ministry of Health at the central, 
regional and provincial levels 

Order No. 1363-11 of the Minister of Health relating to the 
functions and organization of decentralized services of the 
Ministry of Health in the regions and health delegations was 
published in the Official Gazette of 7 July 2011 after 
consideration by the Ministry of Public Sector Modernization. 
This order prescribes the structure of Regional Health 
Directorates and is supplemented by Decision No. 41 DRC of 
the Minister of Health dated 29 March 2010 relating to the 
reorganization and establishment of certain sections of the 
central administration of the Ministry of Health. This Decision 
sets up a special Division responsible for monitoring the 
implementation of RAMED and a Division in charge of 
partnership with private sector healthcare professionals and 
health-oriented groups. These new units will play a leading role 
in furthering the BMC reform. However, the introduction of the 
new organization chart was delayed, falling behind schedule.  

3 

12. Inter-Ministerial Technical 
Committee for the monitoring and 
evaluation of PARCOUM II 
composed of the Ministries of 
Finance, Health and Interior, as 
well as the relevant Directorates of 
the Ministry of Health and ANAM 

Decision No. 42/DPRF/10 of the Ministry of Health relating to the  
establishment and functions of the Committee was submitted to 
the Bank in April 2009 and accepted as fulfilling the second 
condition for the first tranche of the budget support from the 
Bank. 

4 

OVERALL OUTPUT SCORE
[Score is calculated as the average of the working scores] 3 

 
II  ACHIEVEMENT OF OUTCOMES 
 

1.   Using available monitoring data, assess the achievement of expected outcomes.  Import the expected 
outcomes from the log. frame in Section C.  Score the extent to which the expected outcomes were 
achieved.  The overall outcome score must be calculated as an average of the working scores.  Override 
the calculated score, if desired, and provide justification. 
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OUTCOMES 
Working 

score  
Expected Actual 

COMPONENT 1. Extension of Basic Medical Coverage (BMC) including RAMED: 

RAMED is implemented and funded 
for the entire the poor and vulnerable 
populations 
 
Projection: Increase of RAMED- 
eligible population from 5% in 2008 to 
50% in 2011 and 100% in 2012 (8.5 
million people) actually affiliated to 
RAMED. 
 

RAMED has so far been implemented only in the pilot 
region of Tadla Azilal. The delay is especially due to the 
extension of the pilot phase in this region (from one to three 
years), which was justified by the issues raised at appraisal. 
Furthermore, the year 2011 was marked by political 
developments (new Constitution and the advent of the 
advanced regionalization policy) related to the Arab Spring, 
which slowed down the implementation of reforms. The 
implementation of RAMED will now speed up, given the 
support from His Majesty the King at the ceremony of 13 
March 2012. According to the roadmap established by the 
Government, the percentage of the RAMED-eligible 
population (8.5 million in total) actually covered by the 
scheme is expected to reach 3.7% in 2011, then 40.7% and 
67.7% in 2012 and 2013 respectively. It should also be 
noted that the delay in the introduction of RAMED does not 
mean there was no improvement in the functioning of health 
services, since numerous measures were taken by the 
Ministry of Health in preparation for the scheme’s extension 
to the various regions of the Kingdom (notably, Circular No. 
146 of 16 November 2011 relating to the improvement of 
prescriptions; Circular No. 140 of 24 November 2011 on the 
management of RAMED beneficiaries at University 
Teaching Hospitals; Circular No. 24 of 12 March 2012 
relating to the responsibilities of hospitals and health 
centres in patient management). 

2 

Effective access to priority health care 
for all RAMED beneficiaries 
 
Projection: Proportion of (RAMED) 
users who did not have to buy 
medicines and/or medical devices for 
and during their hospitalization rising 
from 5% in 2008 to 100% in 2012. 

Available data suggest that the outcomes are below 
expectations. A survey revealed that, in 2010, 39% of 
RAMED beneficiaries had to pay for medication, spending 
an average of MAD 427 (about Eur 39). However, since this 
survey was not repeated, it is not possible to determine the 
recent trends in this indicator. 

1 

Reduction of the share of households 
in health financing 
 
 
The share of households in health 
financing drops from 51.6% in 2008 to 
25% in 2012 
 
 

According to data from National Health Accounts published 
by the World Health Organization 
(http://apps.who.int/nha/database/), the share of direct 
expenses borne by households in health financing dropped 
by one percentage point from 54% to 53% between 2008 
and 2010 nationwide. A downward trend is also noticeable 
in the share of private funding in the total expenditure, 
which went from 63.1% to 62% over the same period. The 
RAMED scheme has not therefore had the desired effects 
nationally 

1 

COMPONENT 2. Improvement health care provision: 

Increase in the health budget at the 
central and regional levels  
 
Projection: The health budget 
increasing by 36% between 2008 and 
2012 
 
 
 

The State’s health budget has witnessed a significant 
increase over the past decade, from about MAD 4.9 billion 
in 2001 to MAD 8.1 billion in 2008, the base year for Bank 
support, then to MAD 9.8 (20%) and MAD 10.5 billion (+7%) 
in 2009 and 2010 respectively. This increase applies to 
operating expenditure as well as capital expenditure, both 
of which have doubled over the decade. These additional 
resources are injected particularly through the Safe 
Motherhood Programme and help improve the quality of 
services. However, since the Ministry of Finance did not 
provide the budget data for 2011, the PCR mission was 

3 
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unable to study the latest developments.   

Effective access to priority healthcare  
Projections: 
a)  Percentage of institutional 
deliveries increases from 61% in 2008 
to 75% in 2010.  
 
b) Hospitalisation rate rises to 4.5% in 
2010 
 
c)  User satisfaction rate 
increases from 4% in 2008 to 100% in 
2012 

a)  Given that the percentage of institutional deliveries 
in areas where RAMED is implemented was 79.4% at the 
time of preparation of the completion report, the target 
defined at programme appraisal may be considered 
achieved. 
 
b)  Hospitalisation rate in the region where RAMED is 
implemented is 3.92 per 1,000 inhabitants. Therefore, 87% 
of the target has been met. 
 
c)  Since the satisfaction survey scheduled for 2011 
was not conducted, it is not possible to measure the trends 
in this indicator. 

3 

COMPONENT 3: Improvement of health sector governance 
Agencies involved in the 
implementation of BMC reform are 
operational and equipped with 
technical and managerial capacities  
 
Projections relating to the Steering 
Committee: 
-Proper composition  
-Satisfactory frequency of meetings 
-Regular submission of monitoring 
reports to partners  

 
The Monitoring Committee met on three occasions 
(16/12/2009; 16/04/2010; and April 2011), but its operation 
needs to be improved. However, it is worth pointing out the 
impact of the Committee's recommendations on the social 
policy of the Government of Morocco, especially with the 
creation of a social cohesion fund. 
 
 
 

3 

OVERALL OUTPUT SCORE 
[Score is calculated as the average of the working  scores] 2 

2.   Impact on poverty and the social situation: Comment on the expected and actual impact of the 
programme on poverty, gender, access to public services, integration of underprivileged groups and 
any other important social aspect.   

The basic medical coverage reform is reflected in the Government’s financial commitments that benefit women through 
the Safe Motherhood Programme. This programme has been crowned with success in that it has helped reduce 
maternal mortality from 227 per 100,000 live births (Demographic and Health Survey 2004-2005) to 112 per 100,000 
live births in 2010. The Government has thus honoured the commitment it made during the preparation of PARCOUM II 
to intensify efforts in maternal health in order to catch up with peer countries. 
 
The introduction of RAMED has the broader goal of providing deprived populations with access to quality health 
services, while reducing the stigma and barriers associated with the old payment exemption system requiring the 
indigence certificate. RAMED membership entitles beneficiaries to services whose contents are specified and similar 
for all. However, the experience gained so far in implementing RAMED reveals that, in its current format, the scheme is 
perhaps not performing its assigned function. It would appear that approximately 50% of RAMED membership 
cardholders do not bother to renew their cards. A study was commissioned by the Ministry of Health to identify the 
causes of this situation. The site mission carried out as part of the preparation of the completion report revealed that 
one of the reasons is the MAD 600 which the poor are required to pay for the card.  
3.   Risks to sustained achievement of outcomes.  State the factors that affect, or could affect, the long-run 

or sustained achievement of project outcomes.  Indicate if any new activity or institutional change is 
recommended to help sustain outcomes.  The analysis should draw upon the sensitivity analysis in 
Annex 3, where appropriate. 

The following factors could undermine the sustainability of the programme’s outcomes and limit the progress expected 
from basic medical coverage in Morocco: 

1. First among these factors is the human resource deficit. In this regard, the PCR mission advised the 
Government to explore the possibilities of partnership with the private sector, as well as the use of telemedicine 
and information and communication technology to mitigate human resource constraints in the public service, 
while pursuing efforts to provide initial human resource training for the health sector and maintaining dialogue 
with the Ministry of Finance on the creation of posts, given that positions vacated by retirees are usually 
abolished. 
 

2. The introduction of RAMED caused a surge in demand with which the Government must grapple. This surge is 
not so much in the number of patients seen by public health facilities, but rather in the patients' expectations. 
The field mission noted the growing demands of RAMED beneficiaries, who would wish, for instance, to have 
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complete check-ups including medical imaging. The Government should endeavour to regulate the demand so 
as to keep down costs, while being responsive to the growing voice of citizens.  
 

3. Although Law No. 65-00 on basic medical coverage provides for the independent management of RAMED 
funds, the Ministry of Health is still in charge. This means that the Ministry combines the role of service provider 
with that of financier, which limits the efficient use of resources and hinders the cost control recommended 
above.  
 

4. The current state of the medical referral system may impair the efficiency and undermine the sustainability of 
medical coverage reform in Morocco. In this regard, it appears that RAMED patients bypass basic health 
facilities and go directly to the emergency services of hospitals. Communication campaigns, current and future, 
should focus on this issue.  
 

5. The number of RAMED beneficiaries could increase in the short term, following the slump in agricultural 
production recorded in 2011 as a result of adverse weather conditions. This would require additional financial 
effort on the part of the Government, which would then be faced with difficult budgetary choices. 
 

6. In the longer term, the success of the BMC reform will depend on the Government's capacity to develop 
suitable systems to cover self-employed workers, including those of the informal sector. This issue is of 
paramount importance and the progress recorded to date is far from convincing. On-going efforts to create 
schemes for artisans, small-scale fishermen, students and public transport operators should produce tangible 
and rapid results. The Government should also consider introducing a health coverage scheme for farmers, 
who make up a sizeable proportion of the Kingdom's population. PARCOUM III, scheduled for 2013 in 
Morocco's CSP, should support the Government in its effort to extend health insurance to a larger segment of 
the population. The new programme will build on the lessons learned from implementing the two previous 
programmes. 
 

7. The absence of a health financing strategy limits the Government's capacity to plan and ensure the 
sustainability of the BMC. In this connection, the Bank could provide the Government with technical assistance 
to enable it to produce such a strategy. 
 

E.  PROJECT DESIGN AND READINESS FOR IMPLEMENTATION 

  
1.  State the extent to which the Bank and the Borrower ensured the project was commensurate with the 

Borrower’s capacity to implement by designing the project appropriately and by putting in place the 
necessary implementation arrangements. Consider all major design aspects, such as extent to which 
project design took into account lessons learned from previous PCRs in the sector or the country 
(please cite key PCRs); whether the project was informed by robust analytical work (please cite key 
documents); how well Bank and Borrower assessed the capacity of the implementing agencies and/or 
Project Implementation Unit; scope of consultations and partnerships; economic rationale of project; 
and provisions made for technical assistance.   

 
[250 words maximum.  Any additional narrative about implementation should be included at Annex 6: 
Project Narrative] 

The programme is the second phase of PARCOUM (2003-2008), under which the Bank supported the preliminary 
stages of the BMC reform and the preparation of RAMED. Moreover, since the late 80s, the Bank has financed many 
budget support programmes in Morocco in the area of public finance (Structural Adjustment; Economic and Social 
Reform Programme – ESRP, as well as PARAP I, II and III). Lessons from these programmes were used in designing 
PARCOUM II. More specifically, the Bank and the Government ensured that the conditions and timelines were 
realistic and the number of legal requirements limited, and that emphasis was placed on the monitoring of 
performance indicators and not just on fulfilling the disbursement conditions. Additionally, the Bank drew on the 
experience gained through its operations with the National Health Insurance Agency (ANAM) and the National Fund 
for Social Security Agencies (CNOPS), financed through middle- income country (MIC) grants.  
 
However, the Bank and its partners (the Government and the EU) underestimated the time required to implement the 
reforms envisaged on the ground, given their complexity, their political dimension and the multiplicity of stakeholders 
involved (see below). 
2.   For each dimension of project design and readiness for implementation, provide a brief assessment (up 

to two sentences).  Insert a working score, using the scoring scale provided in Appendix 1.   
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PROJECT DESIGN AND READINESS 
FOR IMPLEMENTATION DIMENSIONS ASSESSMENT WORKING 

SCORE 
 
REALISM 

a) Project complexity is 
matched with 
country capacity and 
political commitment. 

The BMC/RAMED programme has been 
sustained, since its launch in 2002 (the 
first PARCOUM programme) by a strong 
political commitment, as evidenced by the 
numerous reform measures adopted by 
the Government since then. However, as 
indicated in point E.1, the timeframes - 
given complexity of the programme, 
requiring close collaboration among many 
institutions – were underestimated and 
the target values of outcome indicators 
overestimated. 
 

2 

RISK 
ASSESSMENT 
AND 
MITIGATION 

b) Project design includes 
adequate risk analysis. 

As noted earlier in this report, the time 
required to translate the programme-
supported reforms into action was 
certainly underestimated. The technical 
assistance operations made available by 
the EU facilitated decision-making, but 
should have had additional support to 
facilitate dialogue among the various 
stakeholders, such as direct support to 
the Committee Steering. 

3 

USE OF 
COUNTRY 
SYSTEMS 

c)  Project procurement, 
financial management, 
monitoring and/or other 
systems are based on 
those already in use by 
government and/or other 
partners.                              

PARCOUM II being a budget support 
programme, it naturally uses the country's 
procurement systems (see Annex 2). The 
monitoring programme essentially uses 
the health information system, but also 
requires the development of specific 
studies. 

3 

For the following dimensions, provide separate working scores for Bank performance and 
Borrower performance: 

WORKING 
SCORE  

Bank Borrower 

CLARITY 
d) Responsibilities 
for project 
implementation were 
clearly defined. 

The programme was implemented by the 
Ministry of Health in collaboration with the 
Ministries of Interior and Finance according 
to their respective institutional 
responsibilities. The Bank and the EU acted 
jointly through supervision missions. 

4 4 

PROCUREMENT 
READINESS 

e) Necessary 
implementation 
documents (e.g. 
specifications, 
design, procurement 
documents) were 
ready at appraisal. 

The indicators and monitoring plan were 
provided for in the matrix of programme 
measures, which provides for both reform 
measures and outcome indicators. 4 4 
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MONITORING 
READINESS 

f) Monitoring 
indicators and 
monitoring plan were 
agreed upon before 
project launch. 

The programme design was based on 
analysis of existing studies and data from the 
health information system. 4 4 

F.  IMPLEMENTATION  
 

1.  State the major characteristics of project implementation with reference to:  adherence to schedules, 
quality of construction or other work, performance of consultants, effectiveness of Bank supervision, 
and effectiveness of Borrower oversight.  Assess how well the Bank and the Borrower ensured 
compliance with safeguards.  

  
 [300 words maximum.  [Any additional narrative about implementation should be included at Annex 6: 

Project Narrative.] 

PARCOUM II became effective on 11 May 2009, five months after it was approved by the Board (11 December 2008). 
The first tranche was disbursed on 28 December 2009, in keeping with the schedule. However, the second tranche 
was disbursed one year behind schedule, on 22 December 2011. This was due to the delays in fulfilling certain 
disbursement conditions, particularly the extension of RAMED coverage, as the duration of the experimental period in 
the pilot had been prolonged. The inadequacies mentioned earlier concerning the programme impact on beneficiaries 
are due in part to these delays. The programme was supervised twice a year by the Bank, except in 2011 when the 
second mission could not take place because of the parliamentary elections, but that gap was offset by sustained 
dialogue during the portfolio review and the CSP mission organized by ORNB with OSHD support. Supervision 
missions greatly benefited from the contribution of consultants hired by the EU to monitor the programme (comprising 
two public health experts and a health insurance expert). 

2.  Comment on the role of other partners (e.g. donors, NGOs, contractors, etc.).  Assess the effectiveness 
of co-financing arrangements and of donor coordination, if applicable. 

Support from the European Commission (EC) made it possible to deepen the MTEF process within the Ministry of 
Health (MoH). This Ministry has now been equipped with tools for implementing the process and its staff trained for that 
purpose. In particular, the mechanisms for collecting and using the data required for the yearly production of the MTEF 
as directed by the Ministry of the Economy and Finance (MEF) have been put in place and a procedure manual 
produced. The EU also funded a number of studies during the programme, as well as long-term technical assistance 
based at the National Health Insurance Agency (ANAM). The Bank programme and that of the European Union (EU) 
were implemented according to a common matrix of outcomes.  
3.  Harmonization.  State whether the Bank made explicit efforts to harmonize instruments, systems 

and/or approaches with other partners. 

By continuing its joint support with the EU in the second phase of the programme, the Bank has clearly reaffirmed its 
commitment to harmonization. This commitment was evidenced in the preparation and adoption of a common 
outcomes matrix with the EU, and the establishment of joint supervision missions. However, the Bank and the EU could 
have done more to encourage the Government to link up the programme with other foreign aid flows to the sector 
through the Health Sector Support Programme (PASS), which is supported by the French Development Agency and 
the Spanish Cooperation. 
4.  For each dimension of project implementation, assess the extent to which the project achieved the 

following. Provide a brief assessment (up to two sentences) and insert a working score, using the 
scoring scale provided in Appendix 1. 
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PROJECT IMPLEMENTATION 

DIMENSIONS ASSESSMENT WORKING 
SCORE 

TIMELINESS 

a) Extent of project 
adherence to the 
original closing date.  
If the number on the 
right is: 
below 12, "4" is 
scored  
between 12.1 to 24, 
"3" is scored 
between 24.1 to 36, 
"2" is scored beyond 
36.1, "1" is scored  

Difference in 
months between 
original closing date 
and actual closing 
date or date of 98% 
disb. rate.     

The programme’s last 
disbursement date set at 31 
December 2011 was respected. 
However, in the original 
disbursement schedule, the 
second tranche of the budget 
support was supposed to be 
disbursed in 2010, but that 
happened only in December 2011 
as a result of the delays in fulfilling 
set requirements.  

3 

12 months 

BANK 
PERFORMANCE 

Bank complied with: 
Environmental 
Safeguards 

Given that it is a budget support, the programme was 
classified under category 3. NA 

Fiduciary 
Requirements 

Given that it is a budget support programme, the Bank’s 
provisions on procurement are not applicable. Indeed, the 
disbursement is linked to the implementation of the reform 
measures and does not directly lead to the procurement 
process. 

NA 

Project 
Covenants 

The covenants concluded under this programme were 
implemented.  4 

Bank provided quality supervision in the form of skills mix and practicality of solutions 
PARCOUM II was supervised twice a year as part of joint missions with the EU. 
These missions involved the specialized staff of the Bank (Health 
Economist/Tunis and Social Development Specialist/MAFO), and experts hired 
by the EU through a monitoring contract with a specialized consulting firm that 
provided two public health specialists and a health insurance specialist. It is, 
however, regrettable that the mission planned for the fourth quarter of 2012 
could not take place (due to the unavailability of national counterparts who were 
busy with the parliamentary elections of November 2012). 3 

Bank provided quality management oversight 
The above-mentioned joint supervision with the EU enabled the conduct of 
sector dialogue with Moroccan authorities. The Bank’s representation in 
Morocco also enabled effective monitoring in between supervision missions. 
Moreover, the programme was discussed during the Bank’s regional department 
missions, in which the Human Development Department took part, namely: a 
portfolio review mission (March 2011); a CSP preparation mission (June 2011) 
and a CSP finalization dialogue mission (February 2012). However, this 
mechanism could be supplemented with technical advice from Bank staff (Head 
Office) in between missions. 
 

3 

 Borrower complied with: 

BORROWER 
PERFORMANCE 

Environmental 
Safeguards 

Given that PARCOUM II is a budget support programme, 
it was classified in category II. NA 

Fiduciary 
Requirements 

Given that PARCOUM II is a budget support programme, 
the Bank's procurement provisions are not applicable. The 
programme is, however, audited by the General 
Inspectorate of Finance.  

NA 
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Conditions and 
triggers  

Evidence of fulfilment of the conditions was forwarded to 
the Bank.  4 

Borrower was 
responsive to Bank 
supervision findings 
and 
recommendations 

The technical recommendations made during supervision 
missions were generally followed. However, the Borrower 
still needs to endeavour to respond formally to Bank 
recommendations. 

3 

Borrower collected 
and used 
monitoring 
information for 
decision making 

The Borrower has complied with the programme 
monitoring process and most of the data required for 
monitoring is collected on a regular basis. The Borrower 
was also careful to test its RAMED implementation 
approach and make an assessment before considering 
generalization. However, delays in the conduct of certain 
studies/surveys such as the user satisfaction survey, 
made it difficult to gather the necessary information in 
crucial decision areas. The Ministry of Health has set up 
regional RAMED observatories tasked with reporting on 
the implementation of the system and the problems 
related thereto.   

3 

G.  COMPLETION 

 
1. IS THE PCR DELIVERED ON A TIMELY BASIS, IN COMPLIANCE WITH BANK POLICY? 

Date of last 
disbursement 

MM/DD/YY 

Date PCR was 
sent to 

pcr@afdb.org       
MM/DD/YY 

Difference in 
months  

WORKING SCORE 
if the difference is 6 months or less, a 4 is scored. If 
the difference is 6.1 or more, a 1 is scored 

31 December 
2011  xxx   

2.  Briefly describe the PCR Process.  Describe the Borrower’s and co-financers' involvement in producing 
the document.  Highlight any major differences of opinion concerning the assessments made in this 
PCR. Describe the team composition and confirm whether a site visit was undertaken. Mention any 
major collaboration from other development partners. State the extent of field office involvement in 
producing the report. Indicate whether comments from Peer Reviewers were received on time (provide 
names and positions of Peer Reviewers).  

 
 [150 words maximum] 
 

 
The mission for the preparation of PARCOUM II completion report was conducted from 26 March to 5 April 2012 and 
was continued on 25 and 26 April with a field visit. The mission was composed of Mr Fabrice Sergent, Principal Health 
Analyst (OSHD.3) and Ms Leila Jaafor, Social Development Specialist (MAFO), who worked with the members of the 
EU expert team (two public health specialists and a health insurance specialist). The mission held working sessions 
with the relevant departments of the Ministry of Health, the Ministry of Finance, and the main institutions involved in the 
programme (National Health Insurance Agency, CNOPS and the Ministry of Interior). The field mission in the Tadla 
Azilal Region was carried out by MAFO. The mission held discussions with the EU, WHO, and the Moroccan Human 
Rights Association. The discussions covered all aspects of the programme and also sought to understand how the 
various contextual developments observed since the design of the programme could affect the latter’s development. 
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H.  LESSONS LEARNED  

Summarize key lessons for the Bank and the Borrower suggested by the project’s outcomes  

The main lessons to be learned from the programme are the following:
 

Lessons for Government 
 

• Some disbursement conditions were difficult to fulfil and that delayed the programme implementation. Lessons 
should be drawn from these delays so that they may be avoided in future programmes, since they limit the 
expected impacts of the programme on beneficiaries. This lesson is also valid for the Bank, which probably 
underestimated the related constraints (see below). 
 

• The monitoring and evaluation mechanism was sometimes lacking, and that hampered the understanding of 
certain key elements such as the fact that RAMED beneficiary households maintain a high level of expenditure 
and that a significant proportion of RAMED beneficiaries do not seem to renew their membership card. It would 
be advisable in future to ensure that planned surveys and studies are actually implemented to provide the 
means of assessing the impact of reforms on beneficiaries. 
 
Lessons for the Bank 
 

• Appraisal of a support programme for a reform process as complex as that of the basic medical coverage in 
Morocco should be based on an honest estimate of the constraints relating thereto, enlightened by 
international experience and a mapping of the political aspects related to the national context. In the case of 
PARCOUM II, the Government has made major advances in terms of reform measures, but these are yet to 
produce the expected changes on the ground. In particular, human resource availability is still a problem in 
Morocco, which is one of the 57 countries in the world experiencing a health sector human resource crisis. It 
would be advisable in future to develop dialogue with Moroccan authorities on this subject, in order to identify 
solutions (for example, how telemedicine and partnerships with the private sector could help address these 
problems). 
 

• Partnership between the Bank and institutions such as the EU, that provide grants and could by the same 
token finance substantial technical assistance to support reforms offers significant advantages for the 
beneficiary country, especially as it sustains and ensures the continuity of support programmes building on and 
consolidating the gains. However, the Bank needs to provide more technical support in addition to its budget 
support, using the instruments at its disposal.  
 

• The presence of Bank country offices makes for better monitoring of operations, although in the case of 
PARCOUM II, the monitoring may be improved through greater commitment in between supervision missions, 
on the part of experts based at the Bank’s Headquarters. OSHD now has a wide range of skills that should be 
optimized to that end, for example, by instituting periodic, informal but regular, virtual meetings with 
counterparts in member countries. 
 

• It would be useful to include more comprehensive monitoring and evaluation tools in the programmes, notably 
impact assessments mechanisms, to better inform member countries and the Bank on programme outcomes. 
This would be particularly useful when considering the scalability of programmes, and would also benefit other 
countries wishing to implement similar programmes.  
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PROJECT RATINGS SUMMARY  

CRITERIA SUB-CRITERIA WORKING 
SCORE  

PROJECT 
OUTCOME 

Achievement of outputs  3 
Achievement of outcomes  2 
Timeliness  3 
OVERALL PROJECT OUTCOME SCORE 3 

 
 

BANK 
PERFORMANCE  

Design and Readiness 
Project Objectives were relevant to country development priorities.  4 
Project Objectives could in principle be achieved with the project 
inputs and in the expected time frame.  2 

Project Objectives were consistent with the Bank’s country or regional 
strategy  4 

The log frame presents a logical causal chain for achieving the project 
development objectives.  4 
The log frame expresses objectives and outcomes in a way that is 
measurable and quantifiable.  4 
The log frame states the risks and key assumptions. 2 
Project complexity was matched with country capacity and political 
commitment. 2 
Project design includes adequate risk analysis.  3 
Project procurement, financial management, monitoring and/or other 
systems were based on those already in use by government and/or other 
partners. 3 
Responsibilities for project implementation were clearly defined.  4 
Monitoring indicators and monitoring plan were agreed upon  4 
Baseline data were available or were being collected 4 
PROJECT DESIGN AND READINESS SUB-SCORE 3 
Supervision 
Bank complied with 
Environmental Safeguards  N/A 
Fiduciary Requirements  N/A 
Project Covenants (conditions and triggers) 4 
Bank provided quality supervision in the form of skills mix provided 
and practicality of solutions.  3 

Bank provided quality management oversight.  3 
PCR was delivered on a timely basis  4 

SUPERVISION SUB-SCORE 3 

OVERALL BANK PERFORMANCE SCORE 3 
 Design and Readiness  
 
 
 
 
 
BORROWER 
PERFORMANCE  

Responsibilities for project implementation are clearly defined.  4 
Necessary implementation documents (e.g. specifications, design, 
procurement documents) are ready at appraisal.  4 

Monitoring indicators and monitoring plan are agreed upon and baseline 
data are available or are being collected.  4 

PROJECT DESIGN AND READINESS SCORE 4 
Implementation  
Borrower complied with:  
Environmental Safeguards N/A 
Fiduciary Requirements  N/A 
Project Covenants (conditions and triggers) 4 
Borrower was responsive to Bank supervision findings and 
recommendations. 3 

Borrower used monitoring information for decision-making. 3 

 IMPLEMENTATION SUB-SCORE 3 
OVERALL BORROWER PERFORMANCE SCORE 4 
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J.  PROCESSING 
 

STEP SIGNATURE AND COMMENTS  DATE 

Sector Manager Clearance M. F. ZHAO   

Regional Director Clearance  M. N. MATONDO-FUNDANI   
Sector Director Approval  Dr. A. SOUCAT   

 



 

I 
 

ANNEX 1

SCALE FOR WORKING SCORES AND RATINGS 
 

SCORE  EXPLANATION  

4 Very Good-  Fully achieved with no shortcomings 

3 Good- Mostly achieved despite a few shortcomings 

2 Fair- Partially achieved.  Shortcomings and achievements are roughly 
balanced 

1 Poor- Very limited achievement with extensive shortcomings 

N/A Non Applicable 

 
  



 

II 
 

ANNEX 2 

PARCOUM II 
 
PARCOUM II is a budget support programme designed to consolidate the first phase of the 
programme, which was intended to lay the institutional groundwork for the extension of the 
BMC. The European Union supports the same programme through a budget support 
initiative based on a common outcomes matrix covering three components, namely: 
 
Component 1 - Extension of the BMC including the Medical Assistance Scheme for the 
Economically Underprivileged (RAMED). This component aimed at supporting the 
Government of Morocco in its efforts to extend the BMC to the entire population and 
particularly the most underprivileged, in order to give them access to quality health care. The 
intention was to establish a range of mechanisms relating to the operationalization of 
RAMED and inclusion of populations not covered by existing insurance schemes. To this 
end, the programme focuses on the implementation and monitoring of specific measures, 
the most significant of which - for example, the enactment of implementing texts of Law No. 
65-00 concerning basic medical coverage to implement RAMED – were part of the 
conditions for the disbursement of the Bank’s budget support. 
 
Component 2 - Improved the provision of health care: This component sought to ensure the 
availability of priority health services in relation to public health priorities and the needs of the 
population. This was done particularly by supporting the Government in preparing legislation 
on health care provision (disbursement condition), and in improving health services to the 
population.  
 
Component 3 - Improved health sector governance: This component was intended to 
support organs responsible for managing the reform programme and assist in the 
reorganization of the Ministry of Health.  
 
The programme design was based on studies existing at the time of appraisal, in particular 
the country financial accountability assessment report (CFAA, 2007), which noted that public 
finance reforms were continuing at a steady pace and that the effectiveness of the budgetary 
and accounting system had strengthened and presented a low fiduciary risk. Moreover, the 
existence of a Bank programme in the area of public administration (PARAP) further 
mitigated the fiduciary risk related to PARCOUM II budget support programme. 
 
 
 


