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I. Introduction 
 
Considerable literature on trust and social capital has theorized and demonstrated some 
linkages among attitudes about trust and trustworthiness, behavior involving participation 
in voluntary associations of civic society and relationships between voluntary 
associations and organizations of the state, and the performance of government programs 
and ultimately health behavior and outcomes. (Putnam, 1993, 2000; Woolcock, 1998; 
Hardin, 2001; Scott, 1985; Kawachi and Berkman, 2000, Rose, et al. 1998; Rose-
Ackerman, 2001; Sztompka, 1999; Wessels, 1998) 
 
The broad long-term objective of this research is to provide both conceptual and practical 
contributions to the understanding of the role of social capital in supporting the 
effectiveness of social programs and health indicators and to suggest methods of building 
social capital in Morocco.  The central research objective is to establish a baseline of 1) 
attitudes of trust within the community and toward government officials and 2) behavior 
of participation in voluntary associations in eight semi-urban and rural communities in 
the north and south of Morocco.  This baseline will establish a general understanding of 
the general levels of trust and participation that can be compared to other low and middle 
income countries where similar surveys have been conducted.  It can also provide 
information on the differences in levels of trust and participation among the communities 
chosen for study within Morocco.  We have analyzed the relationship between social 
capital and selected indicators of utilization of health services and practices. It is expected 
that this information can be used in future projects to implement and evaluate specific 
intervention projects designed to engage civic society in public health and other social 
activities and to promote changes in health behavior and health status.  An identical 
follow up survey should be planned for two to three years after the interventions to assess 
changes in levels of social capital. 
 
III. Methodology 
 
In the context of rural and semi-urban communities in Morocco, the research used a 
modified questionnaire instrument developed by the World Bank and implemented in 
several other low and middle-income countries. (Krishna and Shrader 2001, Harpham, et 
al. 2002)  Questions ask respondents to rank the trustworthiness of different organizations 
related to health and local politics (health offices, mayor’s office, political parties, 
religious organizations, voluntary organizations).  The participatory behavior of social 
capital was measured by the survey by asking respondents to identify organizations to 
which they belong and a series of questions about the intensity and duration of that 
participation.   
 
The survey asked questions on social capital in the following thematic areas: 1) 
participation in groups; 2) trust and solidarity; 3) collective activities; 4) social cohesion 
and integration; 5) conflict and violence; 6) political participation and empowerment. (see 
Annex B) 
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Socio-economic levels of respondents were determined by reported income, type of 
housing, education levels. Health statistics was measured by asking specific questions 
based on DHS questions about births, treatment for diarrhea and knowledge of 
HIV/AIDS.  The survey was implemented by Interstrategic, a local consulting firm. 
 
 
The communities and respondents 
 
The survey interviewed individuals in 1198 households in eight communities that were 
purposefully selected to be low-income, marginalized areas.  Four were in the north 
(Chefchaouen, Tanger, Fahs Béni Makada, and Tétouan) and four in the south (Agadir, 
Ouarzazate, Inezgane Ait Melloul, Zagora) and in each region two were semi-urban (346 
respondents – 28.9%) and two were rural communities (852 respondents – 71.1%).  The 
respondents spoke Arab (70%) and Berber (20%).  Almost 40% were in the 18-24 age 
group, almost half were women, and 66% of the households had children. The vast 
majority of the respondents were poor, lived in traditional poor housing (93%) and 66% 
had no education. Forty three percent were housewives, 20% agricultural workers, 15% 
were employees, specialized workers, low level functionaries, 9% unemployed.  Only 
around 5% might be considered lower middle class (merchants, artisan, self employed 
professional, cadre moyen and fonctionnaire).  Only 30% were within 15 minutes of a 
post office, 68% had no one in the household who read a newspaper in the last month. 
Almost half listened to the radio every day and 72% watched television every day and 
63% had a phone in the house or waited less than 15 minutes to have access.  Seventy 
percent felt that their access to information had improved in the last five years.  Forty 
three percent had no access or limited access to roads from their house and 26% had 
never traveled from home in the last year (and 50% less than five times).  
 
Health statistics: 65% of the households had children and of this number 65% had had the 
last birth at home with unskilled or traditional attendants. Thirty percent had had a case of 
diarrhea for a child of less than five years old in the last two weeks and only 29% treated 
it with oral rehydration solution (use of ORS was used more (36%) in the northern 
Tangiers-Tetouan region).  Eighty three percent had heard of HIV/AIDS, with most 
(39%) getting the information from television.  
 
III. Findings 
 
For each of the major thematic areas, we present the general findings of the frequency of 
responses to the questionnaire followed by cross tab analysis of the variation in responses 
among the different regions (North and South), and semi-urban vs rural and other socio-
economic indicators of the respondents.  We also present regressions to analyze the 
relationship between social capital themes and use of health facilities for deliveries, use 
of appropriate treatments for diarrhea, and knowledge of HIV/AIDS.  These indicators 
were selected as important indicators of health program objectives for the Ministry of 
Health. 
 
1. Participation in groups 
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General Findings on Participation in a group 
 
In general, there was very low participation in groups, compared to other countries 
studied by the World Bank which found in Bolivia, 63% of households were a member of 
the agrarian syndicate (Sindicatos Campesinos), the predominant local organization in the 
country and in Burkina Faso, 70% of households participated in a farmers group.1 
 
In our sample in Morocco, only 147 of the 1198 (12%) respondents reported that 
someone in their household was a member of a group or association.  Of those who 
participated most were in cultural groups or societies for festivals (46%) with only (14%) 
in agricultural or fishing cooperatives and the objectives of the groups tended to be for 
general community benefit more than personal income, emergency needs, or leisure.  
Only 8 respondents participated in health groups.  Participation tended to be voluntary on 
the part of the participants (not born in the group nor invited by others).  Groups were 
reported to have originated by members of the community (rather than government or 
local authority initiatives) and generally to have members from the same community, 
religion and ethic group but not necessarily the same occupation, income or education 
levels or political affiliation.  Groups were generally reported not to collaborate with 
other groups in the community (57%) or outside the community (46%), irrespective of 
whether other groups had same or different objectives.  Very few reported that the groups 
received resources or technical assistance from outside the community and most 
depended on membership contributions. 
 
Although the number of respondent households participating in groups was low, the level 
of participation was not unusually high or low with 44% participating less than two times 
per month, and an average of close to 6 times a month.  However the level of contribution 
of money or time was low.  They reported democratic selection of leaders (71%) and 
more collective decision-making (53%) than made just by the leadership (20%) or 
imposed from outside (18%). Leaders were felt to be either very effective (52%) or 
slightly effective (39%).  Most of the benefits to the household were reported to be 
educational rather than physical benefits.  Respondents felt that the effectiveness of 
groups had increased (57%) or stayed the same (38%) in the last five years.  
 
We expected that participation would be higher in the communities in the southern 
provinces than in the north due to historical differences in the two regions.  Our study 
confirmed this with 22% of the households in the south with someone participating in at 
least one group, while only 3% of households in the north had a member participating in 
groups. (see Annex A Table 2).   We also found higher participation in urban (20%) than 
rural (9%) areas, higher male (14%) than female (10%) participation, and more educated 
(those with more than secondary 33%) than less educated (those with no education 11%).  
Also those with access to health facilities all year had higher participation (16%) than 
those with limited (5%) or no (9%) access.  Higher incomes tended also to participate 
more.  Age was not statistically related to participation.   
 
                                                           
1 Communication from Christiaan Grootaert, Social Capital Initiative, World Bank 
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Participation in a group and Health Care Knowledge and Trust in People 
 
As shown in Table 1, we found that those who participate in any group are more likely to 
have heard of HIV infection and /or AIDS, even when we controlled for income, urbanity 
and education level.  Those who participate in a group are 23 times more likely to have 
heard of HIV infection/AIDS than those that do not participate in a group.  Although 
there was a significant bi-variate relationship of participation to other health indicators in 
our survey – use of health facility for last delivery and use of modern medicine for 
diarrhea —these relationships were no longer significant when we controlled for income, 
urbanity and education which were also correlated with these health care variables. 
 
We did find that those who participate in a group are also more likely to trust certain 
types of people.  Table 1 shows that those who participate in groups are most likely to 
trust teachers, followed by merchants, then people in general and then doctors/nurses.  
This finding suggests that those who participate have somewhat different objects of trust 
from the findings of the total population which trusted doctors and nurses more than 
merchants and people in general (see below Section 3)  
 
Table 1. Participation in a Group and Independent variables 
Independent Variable: 
Participation in a Group 

Heard of 
HIV 
infection/ 
AIDS  
 

Trust in 
teachers 

Trust in 
Merchants 

Trust in 
People in 
General 

Trust in 
Doctors/Nurses 

Odds Ratio  
(p-value)  
(N) 

23.30 
(p=.002) 
(1006) 

2.48 
(p=0.004) 
(1014) 

1.82 
(p=0.005) 
(1011) 

1.66 
(p=0.015) 
(1018) 

0.51  
(p=0.001) 
(1017) 

*all regressions control for income, urbanity and educational level 
 
 
2. Groups and Networks 
 
General Findings on Trust and Neighborliness 
 
Most respondents felt they had less than 10 “true” friends (92%) and that only one or two 
people could be counted on to help in a short term financial need (54%).   However, 23% 
thought they could not count on anyone.  Of those who would help, more were from 
similar economic level (67%) than from higher level (30%).  Most felt that their 
neighbors would either certainly (43%) or probably (36%) take care of their children if 
needed.    
 
There was more trust in neighbors in the south than in the north, more in urban than rural 
areas, more with higher income and more with higher education. (Annex A Table 4)  We 
also found that those with more access to health care were more likely to count on their 
neighbors. 
 
Trust of Neighbors and Health Care Utilization 
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Surprisingly, Table 2 shows that, even controlling for income, urbanity and educational 
level, those who could count on their neighbors were less likely to use health facilities for 
births.  This may suggest that trusting neighbors leads to less trust in modern health care 
methods and reinforces traditional practices of home births. 
 
Table 2.  Ability to Count on Your Neighbor to Care for Children and Health Care Utilization 
Independent Variable: Ability to Count on Your 
Neighbor to care for Children 

Use of Health Care Facility 
(n=608) 

Probably 1.11 (p=0.587)  
Not Likely 1.47 (0.096)  
* regression controlled for income, urbanity and educational level 
** compared to respondents who answered “Certainly” 
 
3. Trust and Solidarity 
 
General Findings on Trust and Solidarity 
 
When asked if in general people in the community tend to trust each other, 46% said that 
“one could trust most people” and 53% said that “one can never be too prudent”.  While 
66% thought that one could trust the majority of the community members, a strong 
minority (28%) did not agree.  While a majority (65%) thought that most community 
members would come to their aid in a time of need, less (53%) thought that one could 
trust others in matters of lending money. There was greater trust of members of the same 
ethnic/linguistic group (61% said one could trust members of same ethnic/linguistic 
group always or often, while 61% said one could never or seldom trust members of 
different ethnic/linguistic group).  Trust of merchants, local officials, police and 
government functionaries was generally low (near 50% reporting one could “never” or 
“seldom” trust them); however, teachers and health professionals (doctors and nurses) did 
have higher levels of trust (over 60% reporting one could “always” or “often” trust them). 
There was very little trust of outsiders (personnes etrangeres) (79% reporting that one 
could never or seldom trust them).  The level of trust has remained stable (38%) or 
worsened (35%) over the last five years. 
 
As with other dimensions of trust, we found that there was more solidarity (in terms of 
people who would lend money and who trust most people) in the south than north, males, 
the more educated and those with higher income (Annex A Table 6 and 8).  However, 
unlike the other dimensions of trust, we found that there was more solidarity in the rural 
areas than in urban and among those with greater access to health care.   
 
We also found that those who expressed greater distrust in local administrators and 
strangers were more likely to use health facilities for the last delivery (Annex A Table 9).  
Again the south was more trusting of local administrators and doctors and nurses than the 
north but surprisingly less trusting of strangers (Annex A Table 10).  Similarly, women 
were more trusting of local administrators and doctors and nurses but less trusting of 
strangers. Those with less education were more trusting of local administrators and 
doctors and nurses. However those with higher income were more trusting of local 
administrators and doctors and nurses. 
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Health Outcome Variables and Trust and Solidarity 
 
Table 3 below shows the logistic regression output for the key trust and solidarity 
variables and two health outcome variables:  the percent that used a health facility for 
their last delivery and the % of respondents who had heard of HIV/AIDS.  All the 
regressions below control for income, urbanity and education level.  Overall, we found 
that higher trust in neighbors and community was related to lower health care 
utilization for deliveries.  The first relationship shows that those that report that they 
have more people who would lend them money tend to use health facilities less (odds 
ratio of less than 1.00 (0.88)).  Similarly those who trust people, trust people of the same 
ethnic group (often and always), different ethnic group (always), merchants, local 
administrators, and the police (always versus never) have lower odds of using the health 
care facility for last delivery.  These results control for income, urbanity and education.   
 
In terms of having heard of HIV/AIDS, we found contrasting results for the number of 
people who would lend you money.  Those with more people who would lend them 
money have a higher chance of having heard of HIV/AIDS.  All other measurements of 
trust (trust in people, trust people of the same ethnic group (often and always), different 
ethnic group (from time to time, often, and always), merchants, local administrators, and 
the police have some lesser degree of having heard of HIV/AIDS.  However, this 
relationship was not as strong as the relation of trust to not using the health facility. 
 
Table 3. Health Outcome Variables and Trust and Solidarity 
Independent variable* Dependent Variable* Dependent Variable* 
 % use of health facility 

for last delivery 
% heard of HIV/AIDS 

# people who would lend 
money 

0.88 (p=0.041) (661) 1.15 (p= 0.027) (992) 

General trust in people 1.71 (p=0.002) (664) -- 
Degree that trust people of 
the same ethnic group** 

  

From time to time NS  NS  
As often as not NS NS 
Often 0.38 (p=0.024) (668) 0.32 (p=0.036) (1002) 
Always 0.38 (p=0.026) (668) 0.38 (p=0.079) (1002) 

Degree that trust people of 
different ethnic group** 

  

From time to time NS  0.64 (p=0.061) (997) 
As often as not NS NS 
Often NS  0.43 (p=0.001) (997) 
Always 0.25 (p=0.001) (666) 0.57 (p=0.079) (997) 

Degree that trust merchants**   
From time to time NS  0.58 (p=0.029) (989) 
As often as not NS 0.58 (p=0.030) (989) 
Often NS  NS 
Always 0.45 (p=0.052) (656) NS 

Degree that trust local 
administrators** 

  

From time to time NS  NS 
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As often as not NS 0.47 (p=0.006) (955) 
Often NS  NS 
Always 0.39 (p=0.008) (635) 0.57 (p=0.088) (955) 

Degree that police**   
From time to time NS  NS 
As often as not 0.39 (p=0.002) (661) 0.32 (p<0.001) (992) 
Often NS  NS 
Always 0.35 (p=0.080) (661) 0.57 (p=0.088) (955) 

* all regressions controlled for income, urbanity and educational level 
** baseline trust is “Never”  
 
4. Conflict and Violence 
 
General Findings on Conflict and Violence 
 
Generally the respondents felt their communities were peaceful (54% very peaceful, 30% 
generally peaceful) in general and most felt very (65%) or more or less (26%) secure 
when home at night, and very (53%) or more or less (33%) secure with regard to walking 
alone in the community.  Ninety four percent reported not being a victim of violence in 
the last year or having their house robbed. However, some (33%) reported an increase in 
level of violence over the last five years.  
 
Conflict and Violence and Health Care Outcomes 
 
We analyzed the relationship between some of the key conflict and violence questions to 
health outcome variables, controlling for income, urbanity and education. (Table 4)  
There was not a consistent pattern for conflict and violence.  Those who reported 
increased violence in comparison to five years ago, were less likely to have heard of 
HIV/AIDS.   However, those who reported that they felt the most unsafe in their 
villages/neighborhoods were more likely to have heard of HIV/AIDS.  Similarly, those 
who felt the least safe walking down their street were more likely to use health care 
services.  Those who were burglarized in the last year were less likely to use appropriate 
treatments for the last case of childhood diarrhea. 
 
Not surprisingly, we found that those villages that are more wealthy and more urban were 
more likely to use health facilities and to have heard of HIV/AIDS, independent of 
violence. We found no relationship between the village/neighborhood being generally 
peaceful or marked by violence and health care outcomes and no relationship between 
being a victim of violence and/or mugging in the last year and health outcome variables.   
 
Table 4. Conflict and Violence and Health Outcome Variables  
Independent variable* Dependent Variable* Dependent Variable* Dependent Variable* 
 % use of health facility 

for last delivery 
% who use ORS or 
prescriptions to treat last 
case of child diarrhea 

% heard of HIV/AIDS 

Compared to five years ago, 
has the level of violence in 
this village/neighborhood 
increased, decreased, or 
stayed the same?** 
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Decreased A little --- --- .53 (p=0.138)  
Stayed About the same --- --- .33 (p=0.002)  
Increased A little --- --- .46 (p=0.047)  
Increased A lot --- --- .45 (p=0.081)  

   N=989 
In general, how safe from 
crime and violence do you 
feel when you are alone at 
home?*** 

   

Somewhat safe --- --- .96 (p=0.867) 
Neither safe nor unsafe --- --- 1.22 (p=0.668) 
Somewhat unsafe --- --- 2.5 (p=0.091) 
Very Unsafe --- --- --- 

   N=1001 
How safe do you feel when 
walking down your street 
alone after dark?*** 

 
 
 

  

Somewhat safe 1.2 (p=0.332)  --- --- 
Neither safe nor unsafe 1.8 (p=0.108)  --- --- 
Somewhat unsafe 1.8 (p=0.097)  --- --- 
Very Unsafe 3.0 (p=0.007)  --- --- 

 N=671 ---  
In the past year, has your 
house been burglarized or 
vandalized? 
 

 .32 (p=0.087) (N=201)  

* all regressions controlled for income, urbanity and educational level 
**baseline trust is “decreased a lot” 
*** baseline trust is “Very Safe”  
 
Trust and Violence 
 
Along with investigating the relationship between violence and health outcomes, we also 
investigated the relationship between trust and violence.  Table 5 shows the relationships 
we found between trust and violence.  We used perception of violence as our outcome 
variable. This ranges from 1 to 5.  Five signifies very peaceful, while one signifies very 
violent.  We treated this range as a continuous variable.  Table 5 shows that all the trust 
variables predicted less violence.   
 
Table 5. Trust and Violence  
Independent variable* Dependent Variable* 
 Perception of violence  

(1=very violent 2=somewhat violent 3=equally violent/peaceful 
4=somewhat peaceful 5=very peaceful) 

Generally trust people 0.44 (p<0.001) (1015) 
Degree that trust people of the same 
ethnic group** 

 

From time to time 0.10 (p=0.448) (1022) 
As often as not 0.14 (p=0.381) (1022) 
Often 0.41 (p=0.002) (1022) 
Always 0.52 (p<0.001) (1022) 

Degree that trust people of different 
same ethnic groups** 
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From time to time -0.28 (p=0.702) (1017) 
As often as not 0.12 (p=0.207) (1017) 
Often 0.31 (p<0.001) (1017) 
Always 0.38 (p=0.001) (1017) 

Degree that trust merchants**  
From time to time 0.30 (p<0.001) (1008) 
As often as not 0.20 (p=0.014) (1008) 
Often 0.62 (p<0.001) (1008) 
Always 0.62 (p<0.001) (1008) 

Degree that trust local 
administrators** 

 

From time to time -0.001 (p=0.994) (948) 
As often as not 0.20 (p=0.027) (948) 
Often 0.04 (p=0.937) (948) 
Always 0.19 (p<0.078) (948) 

Degree that trust police**  
From time to time -0.04 (p=0.689) (954) 
As often as not 0.01 (p=0.919) (954) 
Often 0.15 (p=0.096) (954) 
Always 0.19 (p=0.162) (954) 

Degree that trust professors**  
From time to time 0.02 (p=0.901) (1008) 
As often as not 0.12 (p=0.339) (1008) 
Often 0.30 (p=0.005) (1008) 
Always 0.27 (p=0.014) (1008) 

Degree that trust strangers**  
From time to time 0.09 (p=0.2200) (1011) 
As often as not 0.25 (p=0.005) (1011) 
Often 0.36 (p=0.005) (1011) 
Always -0.02 (p=0.923) (1011) 

** baseline trust is “Never” 
 
5. Collective Activities, Cooperation, Social Cohesion and Integration  
 
General Finding on Collective Activities, Cooperation, Social Cohesion and Integration 
 
Despite the low level of participation in groups, respondents tended to think that there 
was more likelihood of community solidarity when asked hypothetical questions.  They 
said they would participate in community activities for the general good with significant 
majorities (near 70%) reporting they would give time and money to community projects 
and most (81%) judged that it was probable that the community could find collective 
solutions to problems.  They also reported that the community was very or somewhat 
united (74%) with only 23% reporting quarrels and conflicts and most (75%) judging the 
degree of differences in the community to be moderate to low and that these differences 
did not cause problems or violence.  . 
 
However, few actually did participate in community activities in the last year (15%) and 
few (17%) thought that a lack of participation would be criticized by others in the 
community.  There tended to be a split in opinions about discrimination against groups in 
the community.  While a slim majority felt that there was no discrimination preventing 
groups from access to education, justice or water a large minority felt there was 
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discrimination.  A slim majority felt that there was discrimination preventing access to 
health and that it affected a majority or more of the community.  Also when asked if they 
individually had been prevented from participating, 82% responded that they had never 
been discriminated against. 
 
While most report meeting with others in public places most of those had met with others 
less than 5 times in the last month. These meetings generally were with people of 
different economic or social status rather than the same ethnic/linguistic group.  Most 
(67%) reported that someone visited them at home in the last month and that they visited 
others at home.  
 
There was no significant difference in collaboration with others between the north and 
south or among age groups. (Annex A Table 12)  Men were much more likely to 
collaborate with others than women.  Those with higher education were more likely to 
collaborate.  However, those with less access to health care were more likely to 
collaborate. A higher percentage of respondents in the north (59% vs 43% in south) and 
in rural areas (59% vs. 32% in urban) reported that they were denied access to health 
care. 
 
Collective Activities, Cooperation, Social Cohesion and Integration and Health Outcome 
Variables 
 
Table 6 shows the significant relationships between collective activity variables and 
health outcome variables.  In all the relationship below, we found that higher collective 
action and collaboration led to lower use of health care facilities for the last delivery.  
For example, those that reported a higher collaboration with others in the last year were 
less likely to have used a healthy facility for their last delivery than those with lower 
collaboration with their neighbors. 
 
Table 6.  Collective Activities, Cooperation, Social Cohesion and Integration and Health Outcome 
Variables 
Independent variable* Dependent Variable* 
 % use of health facility 

for last delivery 
Collaborated with others in 
the last year 

0.62 (p=0.054) (663) 

% who contribute 
significantly to community 
activities** 

 

A little less than 50% 0.57 (p=0.031) (613) 
~ 50% 0.47 (p=0.005) (613) 
A little more than 50% 0.61 (p=0.002) (613) 
Everyone 0.46 (p=0.034) (613) 

% who contribute time and 
money to community 
activities** 

 

A little less than 50% 0.54 (p=0.013) (613) 
~ 50% 0.37 (p<0.001) (613) 
A little more than 50% 0.70 (p=0.178) (613) 
Everyone 0.50 (p=0.094) (613) 
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* all regressions controlled for income, urbanity and educational level 
** baseline % is “No one” 
  
            
Empowerment and Political Activities 
 
Generally respondents reported that they were happy (84%) however, only 29% felt they 
had control over all or the most important decisions in their daily lives and 64% did not 
feel they had enough rights (assez de droits) to change their daily life.  Fifty five percent 
felt they had none or very little rights or power over their daily lives.  Only 16% thought 
they would have a major impact on improving their community.     
 
There is little trust in political leaders and little participation in elections.  Fifty one 
percent thought that the communities never have meetings to petition government 
functionaries and only 39% thought they did at least once in the last year.  Of those who 
reported meetings most felt that their petition had no result (acune n’a abouti). A large 
majority (76%) had not attended a meeting, protest, electoral campaign, had media 
contact about local problems or reported a problem to police or judicial system in the last 
year.  Fifty nine percent reported having voted in the last elections (September 2002) 
which is higher than the 41% reporting having voted in 1997.   
 
Most (65%) felt that political leaders take no account of them or people like them in 
making political decisions and only 25% thought that they were sometimes taken into 
account. Only around 20-30% felt that public officials, local leaders, NGO personnel, 
judges or police were very or somewhat honest.   Again, health professionals and teachers 
were judged to be more honest (50-60% reporting them to be very or somewhat honest).  
A large minority (43%) reported having to pay functionaries for administrative affairs or 
access to public services (39%).  In general it was felt that honesty had declined (37%) or 
stagnated (42%) in the last five years. 
 
We found that respondents in the south felt they had more control over decisions 
affecting daily activities than did those in the north.  Similarly, older respondents, those 
from rural areas, men, and those with higher education felt they had more control than 
urban, women and those with no education. (Annex A Table 15) 
 
Control of Decisions and Health Outcome Variables 
 
Table 7 shows that respondents who felt they had some control over decisions affecting 
their daily lives were more likely to have used a health facility and to have heard of 
HIV/AIDS than those who felt they had no control or control over all decisions.  
 
Table 7 Control of Decisions Affecting Daily Life 
Degree of control 
over decisions 
affecting daily 
activities 

% used health facility 
for last delivery 

% who used modern medicine to 
treat last case of child diarrhea 

% Heard of HIV 
infection/AIDS 

None 25% (417) 71% (49) 76% (259) 
Over some 40% (361) 80% (69) 86% (368) 
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decisions 
Over most 
decisions 

46% (417) 77% (30) 87% (191) 

Over most 
important decisions 

32% (417) 83% (36) 83% (144) 

Over all decisions 26% (361) 77% (43) 84% (194) 
F-test (p-value) (N) 5.65 (p<0.001) (773) 0.48 (p=0.748) (227) 3.11 (p=0.015) (1156) 
 
  . 
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Conclusions and Recommendations 
 
Participation 
 
The theories of social capital suggest that participation in groups is a major component of 
social capital and one that encourages the development of mutual trust and willingness to 
compromise in order to achieve social goods.  While we do not have sufficient evidence 
to verify this theory there are several studies that do conclude that participation is 
important for democracy and for effective government.  If the theory is correct then the 
communities we studied in Morocco give rise to considerable concern.  This study has 
found extremely low participation rates in any type of group.  Furthermore, for those 
interested in promoting participation in health activities we found only a few participants 
in health groups.  Compared to most other countries where studies of social capital have 
been done, the low level in Morocco is striking.  In Bolivia for example, over 60% of the 
households had participants in voluntary groups, compared to 12% in the Moroccan 
communities. 
 
Social capital also involves the relationships among groups in the community and with 
groups outside the community (“bridging” social capital).  It is suggested that these 
linkages are important for strengthening and adding resources to the local group.  Along 
these dimensions too, the Moroccan communities also showed low levels of social 
capital.  Most who participated reported little communication or collaboration among 
groups even with the same objectives and almost none reported relationships between 
their group and groups outside the community. 
 
We did find, however those who actually do participate generally go regularly to 
meetings and tend to feel the leadership is democratically elected and effective.  This 
suggests that voluntary groups in these Moroccan communities are relatively effective in 
maintaining participation once a family member joins and that they are seen as effective 
and democratic by the participants.  In addition, consistent with the theory of social 
capital, those who participate are more likely to trust other members of the community 
such as local administrators, teachers, and doctors.  
 
It is interesting that despite the low levels of actual participation, in general respondents 
report that they would participate in community activities and that the activities would be 
for the benefit of the community rather than individuals. This suggests an openness to the 
norms of participation or perhaps a feeling that one “ought” to say they want to 
participate.  In either case, it seems likely that participation is an acceptable activity that 
is not negatively sanctioned in the community and therefore one that could be built on in 
programs designed for behavioral change. 
 
Trust 
 
While there was generally a high level of reported trust among neighbors and within 
ethnic groups, there was distrust of local administrators, police, and especially outsiders.  
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While it was generally reported that one could trust neighbors to take care of children, 
trust about lending money was less.  
 
The south was more trusting of local administrators and doctors and nurses than the north 
but surprisingly less trusting of strangers. Rural areas tended to trust more than urban 
areas.  Similarly, women were more trusting of local administrators and doctors and 
nurses but less trusting of strangers. Those with less education were more trusting of 
local administrators and doctors and nurses.   
 
These findings suggest that trust may be more complicated than our measures can 
capture.  While in-group trust is consistent with theory, the findings that women and less 
educated are more trusting than men and more educated needs explanation. Perhaps since 
women and less educated may have less contact with others in the community their 
experience may not have had as much conflict or reasons to distrust as men and more 
educated who participate more.  
 
Collaboration 
 
As with participation in groups there was a general tendency for respondents to feel that 
collaboration was a good thing but they reported very low levels of actual collaboration.   
 
Conflict  
 
In general there seem to be relatively low levels of violence in the Moroccan 
communities.   We found that those who have more trust in others have a perception of 
less violence in their community.  While this may just be optimism of the respondents it 
may reflect the general sense of security that seems to exist in these communities.   It is 
also unclear what social mechanisms are causing this low level of conflict and violence.  
It could be that social norms against violence are strong and members of society are 
enforcing them in a variety of ways.   Alternatively, the finding that police generally are 
distrusted may indicate that lack of violence is due to state enforcement rather than 
community solidarity.  Our study is not able to test these suggestions.  
 
Empowerment 
 
While respondents reported being generally happy, they did not feel they had much 
control over their daily lives and few participated in the political processes at the local 
level.  There was some increase in participation in elections.    
 
Demographic Differences 
 
Historically the north of Morocco has had a reputation for a culture of distrust, lack of 
collaboration and low participation.  The study consistently confirmed this difference in 
all social capital themes. 
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We might expect rural areas with more traditional norms to have greater trust than 
populations which have become urbanized and lost some of the traditional cultural norms 
that could reinforce trust, participation and collaboration.   However, if the traditional 
culture did not reinforce trust, participation and collaboration, or if the urban 
communities were reconstituted immigrants from the same rural areas with reinforcing 
traditions, these hypotheses might not hold.   However, we found that participation in 
groups and collaboration were more likely in urban than in rural areas.  However rural 
areas expressed more trust than urban areas.  
 
Males in Moroccan society would be expected to be more involved in community 
activities because, although less so than other Islamic societies, Moroccan tradition may 
reinforce the more exclusively family role for women.  In terms of participation in groups 
and feelings of empowerment, our study found that men were more likely to participate 
in groups and feel control over their lives than were women.  However, women tended to 
trust others more than men did. 
 
Education may also be expected to encourage more social capital and we found that those 
with more education tended to participate more, trust others more, favor collaboration 
and feel more empowered. We also found that education was strongly related to better 
health care behavior and knowledge (Annex A  Table 16) 
 
Social Capital and Health 
 
The relationship between social capital and health behaviors and outcomes has been the 
subject of some interesting studies in the US (Kawachi, et al. 1997). It is often argued 
that participation and trust are likely to encourage better knowledge of health issues, 
better self treatment and better use of needed health services. We found that participation 
tended to be related to better knowledge of health issues (HIV/AIDS) but not clearly 
related to other health behavior when controlled for income, urbanity and education. Also 
empowerment (control over daily lives) was related to higher use of health care facilities 
for the last delivery and knowledge of HIV/AIDS 
 
Most surprisingly, we found that trust and collaboration were inversely related to positive 
health behavior and knowledge.  Overall, we found a strong relationship between higher 
trust in neighbors and community, and higher collective action and collaboration, and 
lower use of health care facilities for the last delivery.  It is not clear why we find these 
negative relationships.  Since participation is positively related to health behavior it 
suggests that trust and participation may have differential effects on behavior.   
 
A possible explanation for the negative relationship is that those who distrust neighbors 
and officials and do not believe in collective action are more independent and seek out 
care that they think is better than that offered by the traditional services in the 
community. This explanation is given some support by the finding that distrust of doctors 
and nurses was not related to use of health facility for delivery while higher distrust of 
local officials and strangers was related to use of health facilities for deliveries.  In other 
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words, while people who used health facilities distrusted neighbors and other officials 
they did not distrust doctors and nurses who provide services in health facilities.  
 
Tentative Recommendations 
 
Since participation is such a crucial part of the concept of social capital and one that is 
likely to have a major role in making community programs effective, and since the 
Moroccan communities have such low levels of participation, USAID should support 
programs that encourage community activities that increase local participation in 
voluntary groups.  It would do well to build on the existing organizations that seem to 
have maintained good participation among members who feel they are effective and 
democratic.  It should also provide training and incentives for groups in the communities 
to work together and to join networks of groups outside the communities.   
 
There also appears to be a cultural acceptance of the norm that one “ought” to participate, 
even if people do not find the time or feel the necessity to participate.  This openness to 
the norm might be used as a basis for encouraging greater participation. 
 
The findings that women participate less but have higher levels of trust suggest that 
programs to encourage greater participation of women in local groups and in local 
political processes might encourage greater development of social capital.   
 
It is clear that education is important for positive health behavior and knowledge and for 
participation, collaboration and empowerment.  However, education is negatively related 
to trust.  This may suggest that the content of education be evaluated to see if it is 
reinforcing negative attitudes about human nature.   
 
The low level of conflict and violence in these marginal communities is a positive 
finding.  It may explain why there are such high levels of expressed trust while there are 
such low levels of participation.  The mechanisms for maintaining these low levels of 
violence are not clear in this study.  This suggests that further study should be made of 
both social norms about violence and state enforcement mechanisms before lessons are 
drawn for the role of social capital in promoting low levels of violence.   
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Annex A 
 

Participation in a Group 
 
Table 1. Participation in a group and health outcomes (not controlled for income, urbanity, education) 
Participation 
in a group 

% used health facility 
for last delivery 

% who used ORS or prescriptions  
to treat last case of child diarrhea 

% Heard of HIV 
infection/AIDS 

Yes 46% (90) 90% (40) 98% (145) 
No 33% (689) 76% (189) 81% (1021) 
T-test (p-
value) (N) 

-2.3 (p=0.019) (779) -2.00 (p=0.046) (229) -5.11 (p<0.001) (229) 

 
Table 2. Demographic variables and Participation in a group  
 % Participation in a group 
North 3% (599) 
South 22% (599) 
Ttest 10.3 (p<0.001) (1198) 
Age  
18-24 11% (475) 
25-29 14% (161) 
30-34 10% (143) 
35-39 16% (122) 
40-44 19% (99) 
45+ 
 

11% (198) 

Ftest 1.58 (p=0.16) (1198) 
  
Less than 25 11% (475) 
Greater than 25 13% (723) 
Ttest 1.31 (p=0.19) (1198) 
  
Urban  20% (346) 
Rural 9% (852) 
Ttest -5.2 (p<0.001) (1198) 
  
Sex  
Male 14% (605) 
Female 10% (593) 
Ttest T=-1.9 (p=0.0581) (1198) 
  
Education  
None 11% (794) 
Coranic/p 5% (79) 
Primary 12% (137) 
Secondary 18% (87) 
Secondary  17% (65) 
Higher 33% (36) 
Ftest F=4.93 (p<0.001) (1198) 
         
Education  
None 11% (794) 
Any 15% (404) 
Ttest T=-1.94 (p=0.05) (1198) 
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Health Care Access  
Never accessible 9% (296) 
Only during certain seasons 5% (219) 
All year 16% (680) 
Ftest F=10.41 (p<0.001) (1195) 
  
Income  
< 3000 dh 11% (852) 
3000-5000 dh 13% (151) 
5001-7000 dh 4% (24) 
7001-9000 dh 50% (2) 
15000+ dh 100% (1) 
Ftest 3.18 (p=0.013) (1030) 
  
< 3000 dh 11% (852) 
>= 3000 dh 13% (178) 
Ttest -0.72 (p=0.471) (1030) 
 
Trust and Neighborliness 
 
Table 3. Counting on Neighbors and Health indicators (not controlled for income, urbanity, 
education) 
Ability to count on neighbor to take care of 
kids (if suddenly needed to travel) 

% used health facility 
for last delivery 

% who used ORS 
or prescriptions to 
treat last case of 
child diarrhea 

% Heard of HIV 
infection/AIDS 

Certainly 30% (294) 78% (96) 84% (384) 
Probably 36% (254) 76% (72) 83% (317) 
Not Likely 41% (156) 85% (47) 86% (186) 
F-test (p-value) (N) 2.94 (p=0.054) (704) 0.69 (p=0.501) (215) 0.42 (p=0.659) (887) 
 
Table 4. Demographic variables and Ability to count on neighbors 
 Mean ability to count on neighbor 

(1=Certainly 2=Probably 3= Not Likely) 
North 1.70 (480) 
South 1.87 (428) 
Ttest 3.36 (p<0.001) (908) 
Age  
18-24 1.77 (301) 
25-29 1.73 (126) 
30-34 1.80 (118) 
35-39 1.89 (113) 
40-44 1.90 (91) 
45+ 
 

1.67 (159) 

Ftest 1.76 (p=0.12) (908) 
  
Less than 25 1.77 (301) 
Greater than 25 1.78 (607) 
Ttest 0.22 (p=0.83) (908) 
  
Urban  1.87 (278) 
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Rural 1.74 (630) 
Ttest -2.3 (p=0.022) (908) 
  
Sex  
Male 1.74 (470) 
Female 1.82 (438) 
Ttest T=1.63 (p=0.103) (908) 
  
Education  
None 1.7 (794) 
Coranic/p 1.9 (79) 
Primary 1.9 (137) 
Secondary 1.8 (87) 
Secondary  2.1 (65) 
Higher 1.7 (36) 
Ftest F=2.96 (p=0.012) (908) 
                
Education  
None 1.7 (597) 
Any 1.9 (311) 
Ttest T=-2.9 (p=0.004) (906) 
  
Health Care Access  
Never accessible 1.6 (215) 
Only during certain seasons 1.7 (167) 
All year 1.9 (523) 
Ftest F=9.32 (p<0.001) (905) 
  
Income  
< 3000 dh 1.7 (633) 
3000-5000 dh 1.9 (122) 
5001-7000 dh 1.8 (17) 
7001-9000 dh 1 (1) 
15000+ dh 1 (1) 
Ftest 1.63 (p=0.164) (774) 
  
< 3000 dh 1.7 (633) 
>= 3000 dh 1.9 (141) 
Ttest -1.95 (p=0.052) (774) 
 
 
Trust and Solidarity 
 
Table 5. Lending money and health indicators (not controlled for income, urbanity, education) 
Number of People who would lend 
you money 

% used health facility 
for last delivery 

% who used ORS 
or prescriptions to 
treat last case of 
child diarrhea 

% Heard of HIV 
infection/AIDS 

None 39% (183) 81% (59) 78% (270) 
1-2 35% (418) 78% (120) 84% (617) 
3-4 35% (81) 74% (27) 86% (137) 
5 23% (83) 76% (21) 87% (125) 
T-test (p-value) (N) 2.29 (p=0.0767) (765) 0.22 (p=0.884) (227) 2.31 (p=0.075) (1149) 
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Table 6. Demographic variables and people who would lend you money 
 Mean # people who would lend you money 

(0=No one 1=1-2 people 3=3-5 people 5=5+ people) 
North 1.33 (593) 
South 1.56 (584) 
Ttest 2.68 (p=0.008) (1177) 
Age  
18-24 1.34 (467) 
25-29 1.74 (158) 
30-34 1.37 (140) 
35-39 1.33 (120) 
40-44 1.21 (97) 
45+ 
 

1.69 (195) 

Ftest 3.44 (p=0.004) (1177) 
  
Less than 25 1.34 (467) 
Greater than 25 1.51 (710) 
Ttest 1.92(p=0.056) (1177) 
  
Urban  1.23 (344) 
Rural 1.53 (833) 
Ttest 3.12 (p=0.002) (1177) 
  
Sex  
Male 1.65 (601) 
Female 1.23 (576) 
Ttest T=-4.79(p<0.001) (1177) 
  
Education  
None 1.4 (776) 
Coranic/p 1.3 (79) 
Primary 1.5 (135) 
Secondary 1.6(87) 
Secondary  1.3 (65) 
Higher 2.0 (35) 
Ftest F=1.38 (p=0.227) (1177) 
                           
Education  
None 1.4 (776) 
Any 1.5 (401) 
Ttest T=-0.65 (p=0.518) (1177) 
  
Health Care Access  
Never accessible 1.7 (290) 
Only during certain seasons 1.5 (216) 
All year 1.3 (668) 
Ftest F=6.84 (p=0.001) (1174) 
  
Income  
< 3000 dh 1.4 (841) 
3000-5000 dh 1.8 (146) 
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5001-7000 dh 1.7 (23) 
7001-9000 dh 1.5 (2) 
15000+ dh 5 (1) 
Ftest 2.86 (p=0.023) (1013) 
  
< 3000 dh 1.4 (841) 
>= 3000 dh 1.8 (172) 
Ttest -2.58 (p=0.010) (1013) 
 
Table 7 Trust in People and Health Behavior and Knowledge (not controlled for income, 
urbanity, education) 
   
Trust in People % used health facility for 

last delivery 
% who used ORS or 
prescriptions to treat 
last case of child 
diarrhea 

% Heard of HIV 
infection/AIDS 

Can trust most people 26% (358) 78% (119) 83% (533) 
One is never too cautious 42% (412) 78% (107) 84% (6197) 
T-test (p-value) (N) -4.86 (p<0.001) (770) 0.105 (p=0.917) (770) -0.269 (p=0.788) (1152) 
 
Table 8. Demographic variables and trust in people 
 % who can trust most people 
North 55% (591) 
South 38% (593) 
Ttest -6.21 (p<0.001) (1184) 
Age  
18-24 46% (469) 
25-29 42% (159) 
30-34 44% (141) 
35-39 48% (120) 
40-44 47% (97) 
45+ 
 

53% (198) 

Ftest 0.91 (p=0.471) (1184) 
  
Less than 25 46% (469) 
Greater than 25 47% (715) 
Ttest 0.316 (p=0.752) (1184) 
  
Urban  34% (340) 
Rural 52% (844) 
Ttest 5.54 (p<0.001) (1184) 
  
Sex  
Male 52% (598) 
Female 41% (586) 
Ttest T=-4.01 (p<0.001) (1184) 
  
Education  
None 49% (782) 
Coranic/p 42% (78) 
Primary 43% (136) 
Secondary 40% (87) 
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Secondary  43% (65) 
Higher 39% (36) 
Ftest F=1.20 (p=0.307) (1184) 
                                 
Education  
None 49% (782) 
Any 42% (402) 
Ttest T=2.36 (p=0.02) (1184) 
  
Health Care Access  
Never accessible 52% (291) 
Only during certain seasons 53% (217) 
All year 42% (673) 
Ftest F=6.06 (p=0.002) (1181) 
  
Income  
< 3000 dh 46% (843) 
3000-5000 dh 36% (48 
5001-7000 dh 42% (24) 
7001-9000 dh 50% (2) 
15000+ dh 100% (1) 
Ftest 1.58 (p=0.177) (1018) 
  
< 3000 dh 46% (843) 
>= 3000 dh 37% (175) 
Ttest 2.07 (p=0.039) (1018) 
 
Table 9. Trust in Officials/ Professionals and Health (not controlled for income, urbanity, 
education)  
Trust in Local Administrators % used health facility 

for last delivery 
% who used ORS or 
prescriptions to treat 
last case of child 
diarrhea 

% Heard of HIV 
infection/AIDS 

Never 40% (161) 78% (60) 89% (265) 
From time to time 37% (179) 89% (46) 87% (271) 
Average 41% (134) 75% (44) 77% (199) 
Often 28% (171) 68% (40) 84% (249) 
Always 20% (91) 74% (27) 83% (120) 
F-test (p-value) (N) 4.41 (p=0.002) (736) 1.56 (p=0.186) (217) 3.28 (p=0.011) (1104) 
 
 
Trust in doctors and nurses % used health facility 

for last delivery 
% who ORS or 
prescriptions to treat 
last case of child 
diarrhea 

% Heard of HIV 
infection/AIDS 

Never 31% (161) 81% (60) 92% (150) 
From time to time 39% (179) 75% (46) 91% (125) 
Average 40% (134) 80% (44) 73% (137) 
Often 39% (171) 78% (40) 81% (360) 
Always 30% (91) 77% (27) 84% (380) 
F-test (p-value) (N) 1.83 (p=0.121) (767) 0.09 (p=0.986) (226) 6.49 (p<0.001) (1152) 
 
Trust in strangers % used health facility 

for last delivery 
% who used ORS or 
prescriptions to treat 

% Heard of HIV 
infection/AIDS 
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last case of child 
diarrhea 

Never 37% (161) 74% (125) 84% (150) 
From time to time 36% (179) 80% (41) 87% (125) 
Average 23% (134) 80% (30) 72% (137) 
Often 39% (171) 95% (20) 89% (360) 
Always 16% (91) 70% (10) 87% (380) 
F-test (p-value) (N) 2.74 (p=0.028) (768) 1.22 (p=0.303) (226) 4.46 (p=0.001) (1152) 
 
 
Table 10. Demographic variables and trust in categories of people 

 Degree that trust people (1=never 2= time to time 3=as often as not 4=often 
5=always) 

 Local administrators Doctors and nurses Strangers 
North 2.44 (542) 3.27 (586) 1.9 (586) 
South 3.03 (593) 3.99 (597) 1.5 (596) 
Ttest 7.48 (p<0.001) (1135) -9.31 (p<0.001) (1183) 6.15 (p<0.001) (1182) 
Age    
18-24 2.7 (455) 3.6 (471) 1.7 (468) 
25-29 2.7 (155) 3.6 (160) 1.6 (160) 
30-34 2.8 (133) 3.8 (142) 1.7 (143) 
35-39 2.7 (160) 3.4 (120) 1.7 (121) 
40-44 2.8 (89) 3.7 (97) 1.8 (98) 
45+ 
 

2.9 (187) 3.8 (193) 1.7 (192) 

Ftest 0.76 (p=0.578) (1135) 2.21 (p=0.052) (1183) 0.39 (p=0.873) (1182) 
    
Less than 25 2.7 (455) 3.6 (471) 1.7 (468) 
Greater than 25 2.8 (680) 3.7 (712) 1.7 (714) 
Ttest 0.923 (p=0.356) (1135) -1.04 (p=0.297) (1183) 0.151 (p=0.880) (1182) 
    
Urban  2.5 (329) 3.3 (344) 1.8 (342) 
Rural 2.9 (806) 3.8 (839) 1.7 (840) 
Ttest 4.80 (p<0.001) (1135) 5.06 (p<0.001) (1183) -1.08 (p=0.281) (1182) 
    
Sex    
Male 2.7 (599) 3.4 (601) 1.8 (597) 
Female 2.8 (536) 3.9 (582) 1.7 (585) 
Ttest 2.3 (p=0.02) (1135) 7.13 (p<0.001) (1183) -1.73 (p=0.08) (1182) 
    
Education    
None 2.8 (740) 3.7 (780) 1.7 (783) 
Coranic/p 2.8 (77) 3.5 (79) 1.6 (79) 
Primary 2.7 (132) 3.7 (136) 1.7 (134) 
Secondary 2.7 (85) 3.4 (87) 2.0 (87) 
Secondary 2.4 (65) 3.5 (65) 1.7 (64) 
Higher 2.4 (36) 2.9 (36) 1.6 (35) 
Ftest 1.84 (p=0.103) (1135) 3.23 (p=0.007) (1183) 1.73 (p=0.124) (1182) 
                                                 
Education    
None 2.8 (740) 3.7 (780) 1.7 (783) 
Any 2.6 (395) 3.5 (403) 1.7 (399) 
Ttest 2.3 (p=0.02) (1135) 2.64 (p=0.01) (1183) -0.52 (p=0.602) (1182) 
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Health Care 
Access 

   

Never 
accessible 

2.8 (286) 3.7 (289) 1.5 (290) 

Only during 
certain seasons 

2.8 (206) 3.7 (216) 1.9 (217) 

All year 2.7 (640) 3.6 (675) 1.7 (672) 
Ftest 0.84 (p=0.434) (1132) 0.77 (p=0.465) (1183) 7.96 (p<0.001) (1179) 
    
Income    
< 3000 dh 2.7 (801) 3.6 (840) 1.7 (836) 
3000-5000 dh 3 (150) 3.8 (150) 1.7 (151) 
5001-7000 dh 3.1 (24) 4 (24) 1.8 (24) 
7001-9000 dh 4.5 (2) 4.5 (2) 3 (2) 
15000+ dh 4 (1) 5 (1) 1 (1) 
Ftest 3.69 (p=0.005) (978) 1.44 (p=0.217) (1017) 1.05 (p=0.379) (1014) 
    
< 3000 dh 2.7 (801) 3.6 (840) 1.7 (836) 
>= 3000 dh 3.1 (177) 3.9 (177) 1.7 (178) 
Ttest -3.44 (p=0.001) (978) -2.07 (p=0.039) (1017) -0.84 (p=0.402) (1014) 

 
 
Collective Activities 
 
Table 11 Collaborated with others in the last year and health (not controlled for income, urbanity, 
education) 
Collaborated 
with others in 
the past year 

% used health facility 
for last delivery 

% who used ORS or prescriptions 
to treat last case of child diarrhea 

% Heard of HIV 
infection/AIDS 

Yes 29% (113) 68% (41) 88% (182) 
No 35% (653) 80% (187) 82% (966) 
T-test (p-
value) (N) 

1.2 (p=0.22) (766) 1.67 (p=0.09) (228) -2.1 (p=0.04) (1148) 

 
Table 12. Demographic variables and collaboration with others in the last year 
 % who collaborated with others 
North 16% (592) 
South 15% (588) 
Ttest -4.3 (p=0.66) (1180) 
Age  
18-24 35% (467) 
25-29 40% (156) 
30-34 39% (143) 
35-39 35% (121) 
40-44 33% (96) 
45+ 
 

38% (197) 

Ftest 0.83 (p=0.52) (1180) 
  
Less than 25 14% (467) 
Greater than 25 17% (713) 
Ttest 1.1 (p=0.26) (1180) 
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Urban  15% (337) 
Rural 16% (843) 
Ttest 0.09 (p<0.92) (1180) 
  
Sex  
Male 26% (595) 
Female 5% (585) 
Ttest T=-10.4 (p<0.001) (1180) 
  
Education  
None 12% (787) 
Coranic/p 26% (76) 
Primary 18% (133) 
Secondary 17% (83) 
Secondary  28% (65) 
Higher 36% (36) 
Ftest F=6.86 (p<0.001) (1180) 
  
Education  
None 12% (787) 
Coranic/p or higher 23% (393) 
Ttest T=-4.7 (p<0.001) (1180) 
  
Health Care Access  
Never accessible 23% (294) 
Only during certain seasons 16% (213) 
All year 12% (670) 
Ftest F=10.19 (p<0.001) (1180) 
  
Income  
< 3000 dh 16% (842) 
3000-5000 dh 19% (149) 
5001-7000 dh 17% (24) 
7001-9000 dh 50% (2) 
15000+ dh 0% (1) 
Ftest 0.65 (p=0.626) (1018) 
  
< 3000 dh 16% (842) 
>= 3000 dh 19% (176) 
Ttest -0.92 (p=0.356) (1018) 
 
 
Table 13 Denied access to health    
Denied/without 
access to 
health/hospital 
services 

% used health facility 
for last delivery 

% who used ORS or prescriptions 
to treat last case of child diarrhea 

% Heard of HIV 
infection/AIDS 

Yes 32% (417) 75% (124) 84% (589) 
No 37% (361) 80% (105) 82% (576) 
T-test (p-value) (N) 1.6 (p=0.107) (778) 1.07 (p=0.28) (229) -0.71 (p<0.47) (1165) 
 
Table 14. Demographic variables and denied/without access to health/hospital services 
 % respondents reporting access to health care denied 

to people 
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North 59% (599) 
South 43% (598) 
Ttest -5.6 (p<0.0001) (1197) 
Age  
18-24 52% (475) 
25-29 52% (161) 
30-34 51% (143) 
35-39 52% (122) 
40-44 49% (98) 
45+ 48% (198) 
Ftest 0.19 (p=0.96) (1197) 
  
Less than 25 52% (475) 
Greater than 25 50% (722) 
Ttest -.53 (p=0.59) (1197) 
  
Urban  32% (345) 
Rural 59% (852) 
Ttest 8.5 (p<0.0001) (1197) 
  
Sex  
Male 51% (604) 
Female 51% (593) 
Ttest T=-0.20 (p=0.845) (1197) 
  
Education  
None 53% (793) 
Coranic/p 44% (79) 
Primary 48% (137) 
Secondary 44% (87) 
Secondary  45% (65) 
Higher 58% (36) 
Ftest F=1.42 (p=0.213) (1197) 
         
Education  
None 53% (793) 
Any 47% (404) 
Ttest T=2.11 (p=0.04) (1197) 
  
Health Care Access  
Never accessible 60% (296) 
Only during certain seasons 50% (219) 
All year 47% (679) 
Ftest F=1.81 (p<0.001) (1194) 
  
Income  
< 3000 dh 50% (852) 
3000-5000 dh 53% (150) 
5001-7000 dh 50% (24) 
7001-9000 dh 50% (2) 
15000+ dh 100% (1) 
Ftest 0.33 (p=0.860) (1029) 
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< 3000 dh 50% (852) 
>= 3000 dh 53% (177) 
Ttest -0.59 (p=0.721) (1029) 
 
 
Table 15. Demographic variables and control over decisions 
 Degree of control over decisions affecting daily activities 

(1= None 2= Over some decisions 3= Over most decisions 4= Over 
most important decisions 5= Over all decisions) 

North 2.5 (591) 
South 2.8 (597) 
Ttest -3.53 (p<0.001) (1188) 
Age  
18-24 2.3 (470) 
25-29 2.7 (159) 
30-34 2.9 (143) 
35-39 2.8 (121) 
40-44 3.1 (98) 
45+ 3.1 (197) 
Ftest 12.24 (p<0.001) (1188) 
  
Less than 25 2.3 (470) 
Greater than 25 2.9 (718) 
Ttest -7.25 (p<0.001) (1188) 
  
Urban  2.5 (329) 
Rural 2.9 (806) 
Ttest 4.80 (p<0.001) (1135) 
  
Sex  
Male 3.0 (599) 
Female 2.3 (589) 
Ttest -9.39 (p<0.001) (1188) 
  
Education  
None 2.6 (787) 
Coranic/p 3.1 (78) 
Primary 2.7 (135) 
Secondary 2.7 (87) 
Secondary  2.7 (65) 
Higher 2.9 (36) 
Ftest 1.63 (p=0.148) (1188) 
         
Education  
None 2.6 (787) 
Any 2.8 (401) 
Ttest -1.96 (p=0.05) (1188) 
  
Health Care Access  
Never accessible 2.8 (294) 
Only during certain 
seasons 

2.6 (218) 

All year 2.6 (673) 
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Ftest 1.85 (p=0.158) (1185) 
  
Income  
< 3000 dh 2.8 (848) 
3000-5000 dh 2.6 (149) 
5001-7000 dh 2.5 (24) 
7001-9000 dh 5 (2) 
15000+ dh 4 (1) 
Ftest 2.24 (p=0.063) (1024) 
  
< 3000 dh 2.8 (848) 
>= 3000 dh 2.6 (177) 
Ttest 1.42 (p=0.155) (1024) 
 
Table 16  Education and Health Behavior 
 % used health facility for 

last delivery 
% who used ORS or 
prescriptions to treat last 
case of child diarrhea 

% Heard of HIV 
infection/AIDS 

Education    
None 28% (554) 74% (163) 78% (764) 
Coranic/p 33% (46) 83% (12) 88% (78) 
Primary 50% (91) 86% (29) 91% (137) 
Secondary 55% (42) 86% (14) 99% (87) 
Secondary  68% (31) 100% (7) 98% (64) 
Higher 60% (15) 100% (5) 100% (36) 
Ftest F=9.71 (p<0.001) (779) F=1.40 (p=0.224) (230) F=11.96 (p<0.001) (1166) 
           
Education    
None 28% (554) 74% (163) 78% (764) 
Any 50% (225) 88% (67) 94% (402) 
Ttest T=-5.99 (p<0.001) (779) T=-2.42 (p=0.017) (230) T=-7.29 (p<0.001) (1166) 
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Annex B 
 

[insert the French questionnaire] 
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