
Leadership in Health Services
Implementing a nationwide quality improvement approach in health services: The
Moroccan “Quality Contest” experience
Amina Sahel Vincent DeBrouwere Bruno Dujardin Guy Kegels Nejoua Belkaab Abdelali Alaoui
Belghiti

Article information:
To cite this document:
Amina Sahel Vincent DeBrouwere Bruno Dujardin Guy Kegels Nejoua Belkaab Abdelali Alaoui
Belghiti , (2015),"Implementing a nationwide quality improvement approach in health services",
Leadership in Health Services, Vol. 28 Iss 1 pp. 24 - 34
Permanent link to this document:
http://dx.doi.org/10.1108/LHS-04-2014-0042

Downloaded on: 11 November 2016, At: 02:45 (PT)
References: this document contains references to 24 other documents.
To copy this document: permissions@emeraldinsight.com
The fulltext of this document has been downloaded 209 times since 2015*

Users who downloaded this article also downloaded:
(2015),"A systemic approach to quality improvement in public health services: The Moroccan
“Quality Contest”", Leadership in Health Services, Vol. 28 Iss 1 pp. 8-23 http://dx.doi.org/10.1108/
LHS-07-2013-0033
(2015),"The Medical Motorway: improving the quality of care in the context of an ageing population",
Leadership in Health Services, Vol. 28 Iss 1 pp. 5-7 http://dx.doi.org/10.1108/LHS-06-2014-0049

Access to this document was granted through an Emerald subscription provided by emerald-
srm:563821 []

For Authors
If you would like to write for this, or any other Emerald publication, then please use our Emerald
for Authors service information about how to choose which publication to write for and submission
guidelines are available for all. Please visit www.emeraldinsight.com/authors for more information.

About Emerald www.emeraldinsight.com
Emerald is a global publisher linking research and practice to the benefit of society. The company
manages a portfolio of more than 290 journals and over 2,350 books and book series volumes, as
well as providing an extensive range of online products and additional customer resources and
services.

Emerald is both COUNTER 4 and TRANSFER compliant. The organization is a partner of the
Committee on Publication Ethics (COPE) and also works with Portico and the LOCKSS initiative for
digital archive preservation.

*Related content and download information correct at time of download.

D
ow

nl
oa

de
d 

by
 T

A
SH

K
E

N
T

 U
N

IV
E

R
SI

T
Y

 O
F 

IN
FO

R
M

A
T

IO
N

 T
E

C
H

N
O

L
O

G
IE

S 
A

t 0
2:

45
 1

1 
N

ov
em

be
r 

20
16

 (
PT

)

http://dx.doi.org/10.1108/LHS-04-2014-0042


Implementing a nationwide
quality improvement approach in

health services
The Moroccan “Quality Contest” experience

Amina Sahel
School of Public Health, Université Libre de Bruxelles, Brussels,
Belgium and Direction des Hôpitaux et des Soins Ambulatoires,

Ministry of Health, Rabat, Morocco

Vincent DeBrouwere
Department of Public Health, Institute of Tropical Medicine,

Antwerpen, Belgium

Bruno Dujardin
School of Public Health, Université Libre de Bruxelles, Brussels, Belgium

Guy Kegels
Department of Public Health, Institute of Tropical Medicine,

Antwerpen, Belgium

Nejoua Belkaab
Direction des Hôpitaux et des Soins Ambulatoires, Ministry of Health,

Rabat, Morocco, and

Abdelali Alaoui Belghiti
Direction des Hôpitaux et des Soins Ambulatoires, Ministry of Health,

Rabat, Morocco

Abstract
Purpose – The purpose of this paper is to present an innovative quality improvement intervention
developed in Morocco and discuss its implementation. Until 2004, the Moroccan Ministry of Health
(MoH) encouraged pilots of quality improvement approaches but none of them were revealed to be
sustainable. Internal assessments pinpointed factors such as lack of recognition of the participating
team’s efforts and lack of pressure on managers to become more accountable. In 2005, Morocco opted for
an intervention called “Quality Contest” (QC) targeting health centres, hospitals and health district
offices and combining quality measurement with structures ranking, performance disclosure and
reward system.
Design/methodology/approach – The QC is organized every 18 months. After the self-assessment
and external audit step, the participating structures are ranked according to their scores. Their
performances are then disseminated and the highest performing structures are rewarded.
Findings – The results showed an improvement in performance among participating structures,
constructive exchange of successful experiences between structures, as well as communication of
constraints, needs and expectations between MoH managers at central and local levels; the use of
peer-auditors was appreciated as it enabled an exchange of best practices between auditors and audited
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teams but this was mitigated by the difficulty of ensuring their neutrality; and the recognition of efforts
was appreciated but seemed insufficient to ensure a sense of justice and maintain motivation.
Originality/value – This intervention is an example of MoH leadership that has succeeded in
introducing transparency and accountability mechanisms (ranking and performance disclosure) as
leverage to change the management culture of the public health services; setting up a reward system to
reinforce motivation and adapting continuously the intervention to enhance its sustainability and
acceptability.

Keywords Leadership, Management, Quality

Paper type Case study

1. Introduction
The past two decades have seen a rapid increase in the number of quality improvement
approaches in developing countries. There have been many reasons (political, economic
or technical) why some countries failed to achieve their goals while others succeeded
(Bradley and Yuan, 2012; Siddiqi et al., 2005). Morocco has not lagged behind in these
attempts to address diverse quality issues (Dialmy, 2000; Siddiqi et al., 2012; Wilson
et al., 2012). Since the 1990s, the country experimented with various approaches (quality
circles, clinical audits, etc.) in a number of pilot sites. However, these experiments never
went beyond the project stage and were not sustained once the donor financial support
was withdrawn. Assessments showed that this was due to:

• Lack of support to the teams involved in quality improvement efforts.
• Lack of recognition for the teams’ efforts.
• The fact that health facility managers were not held accountable for results.
• Little impact on the health system as the approach was usually implemented at

one level only (often at basic health services level).
• A bureaucratic system that does not tolerate initiatives outside a project

framework (Blaise, 2005; Muffler et al., 2007).

Based on these assessments and inspired by the systemic quality improvement
approach (Schneider and Stierle, 2007), the Moroccan Ministry of Health (MoH) decided
in 2005 to implement a comprehensive intervention of quality improvement called
“Quality Contest” (QC) in public services. The QC combines several complementary
approaches in a single intervention.

The objective of this paper is to present this innovative quality improvement
intervention and discuss its implementation across the country, its results, including its
strengths and weaknesses, and the lessons learned.

2. Description and implementation of the QC
Morocco is a middle-income country with a population of 32 million. The proportion of
gross domestic product dedicated to health care is 5.3 per cent (Ministère de la santé du
Maroc, 2013). Its health-care system consists of a public and a private sector. The public
sector, which is the intervention target, is divided into 16 health regions encompassing
68 health district offices (HDO), 96 regional and district hospitals (excluding university
hospitals) and more than 2,000 primary health-care centres (PHCs).
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The objectives of QC were to:
• Strengthen the systemic effect by acting on the two levels of care (hospital and

PHCs) and on the district management level (health district offices HDO).
• Improve the functioning and the organisation of all services by acting on the

management process.
• Stimulate the search for excellence by establishing a ranking of facilities.
• Initiate a culture of merit recognition by awarding prizes to the best performers.
• Increase transparency and accountability by disseminating the results.
• Motivate underperformers to improve their services by providing them support

(Ministère de la santé du Maroc, 2005).

2.1 Preparing implementation
Once the political decision was made to carry out a QC in Morocco, three preparatory
steps were taken. The first step was the set up of two management bodies in 2005: a
steering committee chaired by the Secretary General (comprising central and regional
directors) and a technical unit (T.U) of four full-time staff. The T.U mission was to
oversee the organization and implementation of the various stages of the contest,
to oversee the logistics, coordination with regions and participating structures and to
identify and recruit the appropriate staff to carry out the various activities of the QC
(development of assessment tools, training, audit, entry scores, etc.).

The second step was the development of assessment tools in 2006. These tools were
designed to quantify, through performances scores, the quality of structures management.
To develop these tools, field and central level managers have worked together under the
supervision of an international expert to reflect and identify areas considered important for
quality management and evaluation issues. This process, spread over eight months, resulted
in the production of three assessment tools: one for the HDO, one for hospitals and one for
PHCs. Between 80 and 100 questions were defined according to the type of structure
(hospital, PHCs and HDO). To help evaluators assign scores, expected responses (actions)
were defined for each question. These expected responses indicate on a scale of 0 to 4, levels
of desired quality (0 being the absence of action, one being the minimum, and 4 is the
maximum desired level). Table I shows an example of a question and expected responses.
The questions for each type of structure are published in a document called
“Self-Assessment Document”. Under each question, a blank space is left to allow structures
to write their answer during the self-assessment step.

Table I.
Example of expected
responses to a
question

Example of
domain

Example of
sub-domain Example of question Example of expected responses with scores

Satisfaction User complaints
are taken into
account

What action did you
undertake to
improve listening to
user complaints at
your facility?

(0): Nothing
(1): Set up of listening tools (suggestion box,
complaints register, etc.)
(2): Regular analysis of user complaints (list
with categorisation of complaints)
(3): Team discussion about solutions with
feedback to the complainants
(4): Implementation of corrective actions
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The third step was the training of evaluators in 2007-2008. The MoH opted for peer
evaluators to carry out the audit in participating structures. Managers renowned for
their expertise were chosen. Hospital directors were identified and trained to audit
hospitals, heads of health district to audit HDO and PHCs medical officers to audit PHCs.
In addition, technical managers at central level of the MoH were trained to audit
structures together with peers. A total of 89 auditors were trained across the country.

2.2 Organization
2.2.1 Selection of structures. During the first two cycles (2007 and 2008), the QC aimed
PHCs, hospitals and HDO and the participation was voluntary. Since the third cycle
(2010), the intervention was extended to maternity hospitals and the Centres for
Diagnosis and treatment of Tuberculosis (CDTT) as maternal health and tuberculosis
are national priorities. The QC became mandatory for all these structures (96 hospitals,
68 HDO, 92 maternity hospitals and 52 CDTT) but PHCs because of their large number
(over 2,000). The organisation of QC for PHCs has been decentralized to the regions.

2.2.2 Course of the QC. The QC is a cyclical process with an average duration of 18
months. Each cycle includes an evaluation component (self-assessment, audit and
ranking) lasting about 4-5 months and an improvement component (implementation of
improvement plans) of one year (Table II).

Four QCs were organised between 2007 and 2012, the fifth is being organized.

Table II.
Stages in the

Moroccan QC cycle

Stages Actions

1-Preparation of QC Before each cycle, the information on the starting date of QC is provided to
structures
The technical unit (TU) sends the self-assessment document
(questionnaires) to the participating structures

2-Self-assessment The managers of participating structures have one month to discuss,
describe their practice and fill out the document
Once completed, the documents are returned to the TU

3-Analysis of
self-assessments

The TU meets auditors during one month, to analyse anonymously the
responses and assign each answer a score (analysis score)

4-Audit The audit phase begins immediately afterwards and lasts 4-6 weeks
The auditors visit all participating structures according to a timetable
prepared by the TU. They use observation, staff interview, document
checking to assign scores (audit scores)
At the end of the audit day, feedback is given to the local team about their
strengths and weaknesses and an improvement plan outline is discussed

5-Ranking, awards
and dissemination
of results

An overall score is calculated for each structure and permits establishing a
ranking by type of facility (hospital, HDO and PHCs)
At the end of each QC, a ceremony is held. It is attended by the Minister of
Health, central and regional officials, representatives of international
organisations and the press. The highest performing facilities are given a
“Performance Award” and the structures that made the most important
progress since the previous QC are given “Improvement Effort Award”
A comprehensive report with detailed results of all participating facilities
is compiled and distributed to all structures

6-Implementation of
improvement plans

In the interval (about one year) between two contests, the structures try to
implement their improvement plan
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2.2.3 Data analysis.
The evaluation of structures performance is based on the global score assigned on the
basis of self-evaluation and audit. Details about the scoring system were published
elsewhere (Sahel et al., 2014). We hypothesize that the repeated and regular participation
in the QC enables structures to improve their performance. Thus, to evaluate the impact
of the QC on management quality, we made two aggregated comparisons of the
performance scores. The first comparison is based on the evolution of scores between
2007 and 2010 for structures that have participated in the three QC. Wilcoxon signed
rank test was used to verify this hypothesis.

We also compared the scores achieved in 2010 by structures which participated once
with those of structures which participated two and those which participated three
times. To do so, we used the Kruskal–Wallis test.

3. Results
3.1 Progress in performance
The evaluation of the performance of the HDO showed a significant improvement in
scores (p � 0.0299; Wilcoxon signed rank test) between 2007and 2010 in districts that
have participated in the three contests (Figure 1).

The evaluation also showed the existence of a significant association (p � 0.03,
Kruskal–Wallis test) between the scores achieved in 2010 by the HDO and the number of
times these structures participated in the contest (Figure 2). This suggests that on
average, the more often the HDO participates in the QC, the more they improve their
performance scores.

The evaluation of hospitals performance showed similar results to those observed for
the HDO (Sahel et al., 2014).

For the PHCs, we only have results for the two first cycles, as the organisation of the
QC was decentralised to the regional level from the third cycle onwards. The scores of
the PHCs that participated in the two QCs have improved significantly (p � 0,025;

Figure 1.
Progress in
performance between
2007 and 2010 for
HDO that
participated in the
three QC
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Wilcoxon test) between 2007 (56.2 per cent; CI 95 per cent: 49.3-66.7 per cent) and 2008
(67.6 per cent; CI 95 per cent: 56.7-71.3 per cent). According to the number of
participations, a significant difference (p � 0.000; Wilcoxon test) in scores was also
observed in 2008 between the PHCs, which participated for the first time (53.8 per cent;
CI 95 per cent: 49.3-57.8 per cent) and those that participated for the second time (67.6 per
cent; CI 95 per cent: 56.7-71.3 per cent).

3.2 Other observed results
The self-assessment exercise, which required managers of participating structures to
meet their staff to fill in the self-assessment document, created an opportunity to
improve internal communication between different disciplines and departments within
the organisation.

QC has also promoted a horizontal exchange of best practices and successful
experiences at national level (between regions, provinces and structures). Indeed, peer
auditors did not just limit themselves with scoring, but took advantage of the feedback
meeting at the end of the audit day to discuss improvements with the team and suggest
solutions from their own experience. This exchange also worked in the other direction
because auditors benefited from the successful experiences they observed in audited
structures.

There was a second positive effect thanks to the use of benchmark tables. The global
report established at the end of each QC contains detailed results of all structures. This
allowed interested organisations to identify structures that excel in domains/
sub-domains, where they lag behind or dysfunction. They then organise study visits for
their staff to learn from the experience of these structures. Indeed, the benchmarking
approach seems to help structures to learn from each other and overcome internally
referenced behaviour (Pinnarelli et al., 2012).

Finally, because executive managers operating at the central level of the MoH were
used as auditors, the QC promoted a vertical exchange between the central level and
the audited structures in two ways: bottom-up and top to bottom. The audit visits to the
participating structures and discussion with local teams were an opportunity for these
executive managers to realize the difficulties, constraints and needs of the field and take

Figure 2.
Performance scores
of the HDO in 2010

according to the
number of times they

participated
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them into account in their analysis of the situation and future action planning
(bottom-up feedback information from the field to the MoH). During the audit, the
evaluators from the central level clarified circulars issued by the central level and
explained the meaning of certain decisions misunderstood (top to bottom).

4. Discussion
The results show that the implementation of QC for health services has not only
stimulated participating structures to improve their management performance but also
provided an opportunity to improve their communication, to exchange experiences and
procedures with other structures and with the MoH central level. Several factors
contributed to achieve these results.

First, the participative approach adopted for the development of the assessment
instrument provided a tool adapted to the country, thereby avoiding the risk of it being
challenged by the staff. This risk has often been observed when the assessment tool is
based on international evidence-based standards not necessarily applicable to the local
context (Saleh et al., 2013). Second, the QC offered a learning opportunity through a clear
description of the domains, sub-domains and aspects of the evaluation that guide teams
through the management areas where they need to act. This formative aspect is also
supported by a clear expression of the MoH expectations, through the expected
responses which gives an indication of the desired actions. Third, more than as an
assessment tool, the QC is a lever for improvement: the “Improvement Effort Prize”
rewarding the structures that have made significant progress since the last QC,
motivates all facilities (even those that are performing at a lower level) to implement
their improvement plan. The last factor is the political will reflected in the set-up of a
steering committee consisting of high level decision-makers, a technical unit with full
time staff to ensure the QC management, and the availability of a budget line once
international cooperation stopped financing the organisation of the QC.

Moreover, to ensure that all structures benefited from the improvement, strategic choices
were made: i) the QC was made compulsory from the third cycle to stimulate dynamic
change nationally and ensure greater fairness vis-à-vis the population; ii) HDO, which are
responsible for hospitals and PHCs, were called to participate in the QC as well as these
facilities. The goal was to get District Health Officers to better fulfil their role of supervision
and support to PHCs and hospitals, as the perception of support from the management level
is one of the factors that enhance staff commitment towards the organization (O’Driscoll and
Randall, 1999). For this, evaluation of HDO focused on the quality of their coordination,
guidance and support to PHCs and hospitals. Another objective of involving these three
entities simultaneously in the QC was to launch a global dynamic, reinforce coherence and
create a systemic effect at the level of district health system; iii) The focus has been on
improving the management process and the use of resources, a component on which it is
important to act in developing countries where resource scarcity is particularly problematic
(Gok and Sezen, 2013). The long-term vision was that additional resources (human and
material) would be given to the highest performing facilities that have mastered the
management process and are, therefore, able to transform additional investments
(equipment and staff) into quality services. As for the least performing structures that have
not yet reached the desired level management process, they first would benefit from support
through training, supervision and coaching, in the domains and sub-domains where they
were weak; iv) a decision was made about large-scale dissemination of results within the
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health-care system but not beyond. Although the dissemination to the public at large may
seem an attractive option to reinforce the culture of transparency and accountability
(Smolders et al., 2012), there are several reasons why this option was not favoured. Firstly,
because the QC’s main objective was to encourage structures to improve and progress.
Dissemination of results to the general public would have exposed structures to criticism
and/or blame from their clientele and might have discouraged them from participating in the
QC. Furthermore the QC results are presented in a jargon (management process), not easily
understood by a lay audience. Finally, because most of the people do not really have the
choice to utilize one health facility rather than another as they only have access to the closest
one. It seemed thus more prudent to restrict the dissemination of the results to public health
professionals. To make professionals feel accountable for their behaviour, this approach
relied on their competitive spirit and their desire to preserve their reputation among their
peers and superiors rather than on population pressure; v) Ranking institutions without
recourse to any punitive measures has laid the basis for an organisational culture that makes
professionals accountable. The set-up of such a culture without resorting to blame or
punishment is one of the difficulties encountered on the pathway to quality improvement in
health services of LMIC (Bradley and Yuan, 2012).

5. Lessons learnt
A number of lessons can be useful for other developing countries. Here, we summarize
below the three main ones.

5.1 The use of peers as auditors: a double-edged sword
Peer evaluators have background knowledge that enables them to exchange
experiences and information with the audited structures. However, the use of peer
evaluators has certain limitations. It is sometimes quite difficult to ensure neutrality and
objectivity. Indeed, given the small number of hospitals (96) and HDO (68) in the
country, peer auditors and heads of the audited structures generally know each other.
Friendship or enmity among them can, therefore, influence their judgment and scoring and
as a result the unexpected ranking of a number of structures (e.g. a structure which is known
for its poor management may get a relatively too high rank in the QC). Although this
phenomenon has rarely been observed, it was enough to undermine trust in the peer auditors
and challenge the concept. For the third contest, the MoH has called on external expert
auditors. Although this option helped ensuring neutrality, the audited structures blamed
these external auditors for their lack of knowledge of the context and the functioning of the
health system as well as for their focus on documents at the expense of observation and
exchange. To remedy this deficiency, it has been decided to accompany external auditors
with auditors belonging to the central level staff.

5.2 The difficulty of finding the best reward system to maintain a sense of justice and
motivation
The lack of recognition and poor appreciation of professionals who strive to implement best
practices, are more likely to demotivate them (Nzinga et al., 2009). To reward the highest
performing structures in QC, study tours abroad have been granted to their top managers to
learn from the experiences of other countries. This has led to frustration among the team
members because it was seen as a reward that benefited only the leaders. To avoid the
perception of injustice that can lead to staff demotivation (Loi et al., 2006), the third QC has
limited rewards to the presentation of trophies at an Award ceremony. Although this option
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has reduced resentment, dissatisfaction was still expressed about the trophies, as some
considered these an insufficient reward for their efforts. Thereafter, some equipment
(computers and printers) was added as a reward. If PHCs were quite happy with this award,
hospitals found this still insignificant. It might be necessary to negotiate with the
professionals the reward system from the outset to avoid such frustrations.

5.3 The advantages of testing the intervention at a small scale before scaling it up
Although opinions are divided as to the advantage of an immediate scale-up versus a
progressive extension (Hercot et al., 2011), the QC has opted for the latter. This enabled
the technical unit to test the procedure, refine and master the tools, develop its management
capacity and be aware of logistical limitations. Introducing the QC on a voluntary basis
before making it mandatory and involving gradually other type of structures (maternity
hospitals and CDTT) gave the members of the technical unit a chance to carry out a pilot on
a limited number of structures and assess the limits. Thus, after two cycles, it was decided to
delegate the organisation of QC for PHCs to the regions because of the logistical difficulties
and high costs related to a centralised organisation of QC for facilities that are often isolated
and widely dispersed. A gradual scale up is considered useful in environments with limited
implementation capacity in terms of human, administrative and financial resources (Gilson
et al., 2003; Hercot et al., 2011).

6. Limits and challenges
Although the political will, the ability to listen and the resilience of policy-makers have
allowed the QC’s momentum to continue, the QC process is constantly in jeopardy and
enthusiasm may wane if incentives are not reviewed and translated into significant
support to the structures. Indeed, the MoH is struggling to meet the needs of the highest
performing structures that have reached a limit in streamlining their means and need
additional resources to continue. Similarly, the support promised to underperforming
structures is not forthcoming on a regular basis. Although the management training
plan established and implemented by the central level has prioritised the least well
performing structures, these have not always been able to benefit from targeted support
by the region in line with their improvement plan. The reason is that the regional
directorates that should ensure this support have only recently been set up and do not
have sufficient resources and skills to assume this role so far.

Such support (allocation of additional resources and/or empowerment) is, however,
essential to give full meaning to a quality improvement process. The ranking should not
become an end in itself, but rather a means to identify needs and help fill them.
Otherwise, the risk exists that the QC becomes a tool of “shaming and blaming” that will
just identify good and bad structures (Bevan and Hood, 2006). A number of structures
have expressed their concern about this already.

Another challenge for the QC is to ensure that the assessment instrument is constantly
evolving to offer new areas of assessment, and new standards to achieve. This is because the
health system is evolving, then because loss of motivation begins to be felt by some teams,
and manipulation of data begins to be practiced by others. There may also be a risk that
structures focus their efforts only on those aspects evaluated by the QC at the expense of
others that are equally important but are not assessed (Bevan and Hood, 2006).

Another limitation is that although improvements in the framework of the QC concern
the quality of the management process and the use of resources, it is unclear whether these
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improvements have resulted in improved patient care. Indeed, it seems that a better use of
resources might improve efficiency but does not necessarily have an impact on the quality
of care (Gok and Sezen, 2013). This challenge is even greater as clinicians are not
fully engaged in this approach. They argued that the QC is only interested in the
management process, which, according to them, is not their responsibility.

Finally, the costs associated with the implementation of quality approaches in
developing countries are part of the difficulty in sustaining them (Bukonda et al., 2002;
Nandraj et al., 2001). Even moderate additional resources for the implementation of these
schemes have to compete with investments in other equally important areas
(Leatherman et al., 2010). We have to pay particular attention to this issue and need to
find out to what extent observed improvements could have been obtained at lower cost.
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