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Project ID: P00573 8 Project Name: HOSPITAL RESTRUCTURING
REFORM SUPPORT PROJECT

Team Leader: Sameh El-Saharty TL Unit: MNSHD
ICR Type: Core ICR Report Date: May 16, 2000

1. Project Data

Name: HOSPITAL RESTRUCTURING REFORM L/C/TFNumber: 33080; 3308A; 3308S
SUPPORT PROJECT

Country/Department: TUNISIA Region: Middle East and North
Africa Region

Sector/subsector: HY - Other Population, Health & Nutrition

KEY DATES
Original Revised/Actual

PCD: 06/05/90 Effective: 01/09/92
Appraisal: 10/15/90 MTR: 11/01/96
Approval: 03/21/91 Closing: 09/30/97 09/30/99

Borrower/lImplementing Agency: GOV. OF TUNISIAJMIN. OF HEALTH
Other Partners:

STAFF Current At Appraisal
Vice President: Jean-Louis Sarbib Wilfrid Thalwitz
Country Manager: Christian Delvoie Kemal Dervis
Sector Manager: Jacques Baudouy Andrew Rogerson
Team Leader at ICR: Sameh El-Saharty Guy Ellena
ICR Primary Author: ClaireVoltaire; Hedi Achouri

2. Principal Performance Ratings

(HS=H-ighly Satisfactory, S=Satisfactory, U=Unsatisfactory, HL=Highly Likely, L=Likely, UN=Unlikely, HUN=Highly
Unlikely, HU=Highly Unsatisfactory, H=High, SU=Substantial, M=Modest, N=Negligible)

Outcome: S

Sustainability: HL

Institutional Development Impact: HS

Bank Performance: S

Borrower Performance: S

QAG (if available) ICR
Quality at Entry: S

Project at Risk at Any Time: No

3. Assessment of Development Objective and Design, and of Quality at Entry

3.1 Original Objective:

The stated objectives of this project were to support the Government's efforts to: (i) address major hospital
internal efficiencies by containing costs while improving quality of services; and (ii) provide the necessary
information that would permit adjustments in the cost-sharing schemes by linking actual utilization of



hospital services to financial contributions made by the different organizations.

These objectives were very relevant at the time of project design and responded to two key issues identified
by the Government and the Bank: (i) inadequate financing mechanisms for the health system; and (ii) low
internal efficiency of the public health system, in particular, of its main tertiary and large hospitals which
absorbed half of the recurrent budget of all health facilities. There was, and still is, strong commitment
from the Government to address these issues. Support to the reform remained strong both during
preparation and implementation. This project was part of an overall Government strategy including in
particular the development of a reform of the health insurance and the strengthening of preventive and
primary health care services in underserved areas, which the Bank supported through sector work and a
parallel project.

The government adopted an incremental approach to implement hospital reform to ensure greater
collaboration and commitment from all stakeholders, which significantly contributed to its success.
However, this cautious approach somewhat limited, or at least slowed down, its potential impact. In
particular, (i) the autonomy of hospitals was hampered by the fact that human resources management was
controlled by the central MOH; (ii) the concentration of the project on strengthening the facilities without a
parallel effort to strengthen MOH capacity for monitoring and regulation created a disconnect which was
addressed but need to be further pursued to institutionalize the reform; and (iii) improvements in quality of
services were expected through rehabilitation of facilities and provision of equipment, and no measures
were taken to strengthen the capacity of staff, particularly the para-medical staff and no monitoring
indicators of quality were established during implementation.

3.2 Revised Objective:

NA

3.3 Original Components.

Rating Component Sector Cost
S A. DEVELOPMENT OF MANAGEMENT

CAPABILITIES AND POLICY ADJUSTMENTS XX 19,900,000.00
S B. IMPROVEMENT OF SERVICE QUALITY XX 22,600,000.00

Components and activities responded adequately to the project objectives. In particular, the conditions of
effectiveness requiring that the legal framework for the hospital reform be in place before the project helped
give it a momentum and the needed visibility.

3.4 Revised Components:

Though there was no revision in components, some minor adjustments were made during the project. In
particular, the number of facilities which benefited from priority renovations was greater than initially
anticipated, as a result of the favorable exchange rate which increased the financial envelope available.

3.5 Quality at Entry:

No formal review was done. The assessment of the authors is as follows:
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Proiect Concept, Objectives and Approach: As described above, the project was designed in response to
the priority issues shared by both the Bank and the Govemment at the time of preparation. This project
was one of the first Bank-financed project to tackle the hospital sector. The potential risk that this
approach presented were minimized by the parallel implementation of a project supporting family planning
and basic health services. One of the weaknesses of the project was the lack of development of specific
monitoring and outcome indicators at inception. This weakness, however, was partially rectified during
implementation.

Technical, economic and financial analvsis: A sound analysis was carried out and the scenario developed
was realistic.

Environmental Analysis: Since there was no new construction planned under the project, environmental
concerns were incorporated in the development of the hospitals masterplans and in the elaboration of a
strategy for medical waste management. This approach is deemed appropriate.

Social and Stakeholders Analysis: Although there was no formal assessment carried out, great attention
was given by the Minister of Health and key MOH staff to ensure the involvement of key stakeholders in
the reform during project preparation. Also, the MOH adopted an incremental approach to sensitize the
public to the reform process and mitigate possible negative effects.

Institutional Capacity Analvsis: Great attention was given to assess and strengthen the institutional
capacity of hospitals to gain greater autonomy. However, the need to strengthen both central and regional
administrative levels was not considered at the time, and turned to be a blocking factor. Its impact on
project implementation, however, was minimal as the Government identified the issue early on and
strengthened the Project Coordination unit. This situation is now becoming a blocking factor for the reform
as hospitals are ready for increased autonomy and the MOH is somewhat reluctant to provide it because it
does not yet have adequate capacity to monitor performance. Contractual arrangements between MOH and
hospitals remain very soft.

Readiness for implementation: The project was well prepared, with the possible exception of (i) the
hospital masterplanning exercise which was poorly understood; and (ii) the lack of attention given to
identify monitoring indicators.

Risk and sustainabilit. A thorough analysis of the fimancial risks and impact of the project was made and
the scenario developed to justify Bank involvement was realistic. The risk of resistance to the reform by the
medical community was underestimated, and no remedial measures were planned. However, the
Government realized early on in implementation that this was a critical element, and an information
campaign as well as study tours were organized to expose doctors to learning from hospital reforms in
other countries.

4. Achievement of Objective and Outputs

4.1 Outcome/achievement of objective:

Efficiency:

The efficiency in utilizing hospital resources had improved as demonstrated by the following:
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a) Ambulatory services had increased by an average of 3.1% from 1992 to 1997, however, admissions
generated from the ambulatory services had decreased as reflected by the consultation/admission ratio
which increased from 8 to 9 consultations per admission between 1991 and 1998.

b) The increase in the hospitalization activities had increased by an average of 3% from 1991 to 1997
coupled with a reduction in the average length of stay (ALOS) by one day which made available an
additional 900 beds approximately.

c) The bed turn-over rate had increased from 34 to 36 patients per bed from 1992 to 1998 while the
occupancy rate has been maintained around 76%.

d) There was an increase in recovering the costs of services. The revenues collected by the hospitals in
1998 had increased by 26.9% since 1992, with an average annual increase of 24.3%. This increase
was attributed to the improvement in the hospital management and information systems that enabled
the active collection of revenues, as well as, the increase in the fee schedule and hospital activities.

Productintv:

The productivity of staff has increased as demonstrated by the following:

a) the average annual increase in the financial resources, in constant dinar, which had been 5% from 1992
to 1998. This is a lower rate than the increase in the annual growth of hospital services, which have
been providing more expensive health interventions due to the increase in the rate of complex diseases.
This suggests that the hospitals were able to cope with the situation by reducing their operating
expenses, for example, by 27% in 1998.

b) the human resources (number of staff) had only increased by 2.3% annually from 1992 to 1998. If the
administrative category is excluded, this increase would be only 1.9%, far below the rate of increase of
the case load and services.

Financine:

The reforms of the financial systems envisaged by the project, including reducing the burden of the
government and increasing other revenue sources, had been achieved as demonstrated by:

a) The change in the regulations that resulted in revising the free provision of service and the reduced fee
schedule

b) The progressive introduction of the "billing system" of ambulatory and hospital services provided to
social insurance beneficiaries, which was introduced based on a unit cost analysis study of the hospital
services and following the installation of hospital information systems. This process has resulted in
generating additional financial resources to the hospitals estimated at TD 10 million in 1996, TD 20
million in 1997, TD 30 million in 1998, and TD 38 million in 1999.

c) The operating expenses of the hospitals (excluding salaries) had been marked by a progressive increase
in the share of the social insurance funds and the fee-for-service charges and a reduction in the
government's share. Between 1991 and 1998, the government's share has decreased from 69 to 35%,
the social insurance funds share increased from 12 to 35%, and the fee-for-service charges increased
from 19 to 30%.
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d) The expenditures on salaries of the hospitals, financed totally by the government, had increased by an
average of 4.3% annually from 1992 to 1998. However, the share of the salaries as a total of the
budget had decreased from 60.8% in 1992 to 53.4% in 1998.

e) With regard to the investment budget, it is worthwhile mentioning that the social insurance funds had
contributed significantly to assist the hospitals to acquire new medical equipment with the goal of
reducing the treatment abroad. In 1991, the funds financed an investment program of TD 54 million,
then a second program in 1997 for TD 50 million.

Ouality:

While there were some indicators identified at the beginning of the project to monitor the "quality of
services", they were not incorporated in the management system, which does not permit an evaluation of
this component. However, it can be noted that there was an improvement in the hospital auxiliary services
such as the reception, lodging, laundry, catering, and hospital waste disposal which are attributed to the
capital investments made in upgrading these services.

4.2 Outputs by components:

All activities of the project were implemented as anticipated, with minor modifications as described below:

A. Management Capacity and Policy Adjustments:

- The legal framework and organization of tertiary hospitals was adjusted to promote a greater management
autonomy, and the 23 largest hospitals were converted into this new statute of "Public Health
Establishment".

- Boards were created to oversee each establishment, hospital organizational charts were revised, new
modem management processes were introduced, and relevant staff were recruited.

- The Agency of information systems management (CIMSP) was created to develop and introduce the
information systems in all hospitals under the project, and to train the appropriate hospital staff on
information systems according to a plan.

- Studies aimed at developing options for improved financial burden-sharing arrangements were carried out
and contributed to the revision of the free and subsidized care policy (AMG) and to the development of the
health insurance reform by providing the needed unit costs by major diagnostics.

B. Improvement of quality of services:

All planned rehabilitations were achieved and replacement medical and auxiliary equipment procured.

However, implementation of these components fell somewhat short of expectations in the following areas:

- Insufficient autonomy for hospitals to manage their Human Resources;
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-Lack of clear understanding on potential use of hospital masterplans as a tool for defning the hospital
strategy and negotiating programs with MOH.

- The contribution of the financing studies to the health insurance reform is difficult to assess as the latter
has not yet been implemented.

4.3 Net Present Value/Economic rate of return:

NA

4.4 Financial rate of return.

NA

4.5 Institutional development impact:

Impact is significant for hospitals which had a weak management structure at project inception. A
contractual relationship (contracts-programns) is being extended between MOH and facilities. However, the
role and mandates of MOH and regional offices as well as their capacity to monitor performance and
allocate resources in a transparent and equitable manner needs to be strengthened further.

5. Major Factors Affecting Implementation and Outcome

5.1 Factors outside the control of government or implementing agency:

No major factors affected the project implementation with the exception of a favorable exchange rate,
which enabled some savings and therefore financing of additional priority rehabilitation and medical
equipment. Also, there was some resistance from the medical community to the reform, which was
addressed during implementation.

5.2 Factors generally subject to government control.

Some of the factors which contributed to the project success are:

- the strong political support and sustained involvement of the Government in monitoring implementation of
the hospital reform and tackling issues in a proactive manner.

- the stability of the Government and of the project team

- the general economic environment and evolution towards liberalization

- the parallel development of the health insurance reform.

Some of the factors that limited the impact of the project and will need to be addressed if the reform is to be
furither expanded:

- the decision made not to transfer human resources management to hospitals therefore limited the potential
for real efficiency gain and for management by performance.
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- both the lack of a comprehensive human resources allocation strategy and budgetary constraints made it
difficult to recruit the required management and administrative staff for hospitals in a timely manner.

- the legislation concerning continuing training (payments of expenses and per-diem) limited the ability of
civil servants to engage in training programs to upgrade their skills.

- the constraining procurement legislation lengthened the process.

5.3 Factors generally subject to implementing agency control:

Factors which benefited the project are:

- a clear definition of the responsibility matrix of all project activities

- a very proactive PCU

Limiting factors were as follows:

- insufficient resources allocated to the project unit during its initial phase

- the lack of common understanding of the objective and contents of the hospital led to delays in
implementation of civil works.

5.4 Costs andfinancing:

The project unit monitored project costs very closely and ensured efficient cost control measures. This
situation, combined with favorable exchange rates, enabled to achieve all project activities in a satisfactory
manner, albeit with some delay, as described in annex.

6. Sustainability

6.1 Rationalefor sustainability rating:

Financial sustainability: As described above, one of the stated objectives of the project was to improve
the financial burden-sharing arrangements of EPS. This objective was fully achieved. The social security
funds now contribute to a larger share of expenditures. Moreover, the system is dominated by strong cost
control measures on the budgets, investments, salary mass, tariffs, and payment mechanisms which prevent
an undue growth of the hospital sector expenditures. Finally, the new management procedures introduced
in hospitals have increased their internal efficiency.

The hospital reform has received strong and sustained political support. It is now being extended to
lower-level regional hospitals, illustrating the broad agreement of all stakeholders on the need to adopt its
approach.

The institutional sustainability of the reform will require further efforts in developing a more contractual
relationship between hospitals and the MOH. While contrats-programmes are now being introduced,
based on performance targets, the MOH remains very involved in the daily management of the facilities. In
particular human resources management has not yet been transferred to hospitals. Finally, the MOH will
need to evolve and strengthen its capacity for monitoring and control and progressively relinquish its
"implementing" role to the regions and facilities.
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With regards to the perception of the population, including health professionals, the reform is
acknowledged as a necessary first step, but still falls short of expectations with regards to quality and costs
of services.

6.2 Transition arrangement to regular operations:

Incremental recurrent expenditures have been minimal and absorbed by the increase in revenues.

7. Bank and Borrower Performance

Bank
7.1 Lending:

The partnership developed between MOH and the Bank team during project preparation was very
constructive. The readiness of the Bank to prepare two operations in parallel (the second one tackling basic
health services and family planning) provided both the opportunity to address major issues in the sector and
the implementation flexibility of operations with a relatively simple design.

7.2 Supervision:

Bank intervention during supervision was characterized by (i) close monitoring illustrated by frequent
missions and contacts; (ii) regular consultations with the PCU; and (iii) continuity in staffing of Bank team.
The Borrower expressed its wish that (i) more supervision missions be carried out at the beginning of the
projects, and that their duration be longer to enable in-depth discussion and analysis of issues; (ii) Bank
consultants be recruited for longer periods to enable them to become familiar with the country
characteristics.

7.3 Overall Bank performance:

The Borrower defines Bank performance as very adequate with regards to technical expertise, transfer of
know-how and emphasis on partnership building.

Borrower
7.4 Preparation:

Intensive work was carried out during project preparation under the close monitoring of the Minister.
Close involvement of all concerned ministries (MOH, Finance, Plan/International Cooperation) in the
project design was also very beneficial. The Borrower's commitment to the project was illustrated by the
timely fulfillment of all effectiveness conditions (law on hospitals statutes) and legal covenants.

7.5 Government implementation performance:

The sustained Government interest and involvement in the hospital reform was very beneficial to the
project. However, the issue of efficient allocation of human resources, and transfer of responsibility for
personnel management to hospitals, remains to be tackled.

7.6 Implementing Agency:

The choice of implementation structure (i.e. a full-time project coordinator supporting implementation of
activities as carried out by the MOH departments) increased consensus around the project but somewhat
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slowed down some activities because implementing departments sometimes had conflicting agendas, as
their mandate is larger than the project. The project coordination unit was highly committed and very
proactive. It somewhat lacked the needed human resources at the beginning of the project, in particular to
accompany the introduction of the new management procedures in the hospitals and provide them with the
required technical assistance.

7.7 Overall Borrower performance:

The Borrowees performance was dominated by a strong political commitment to the health reform and
therefore to the project. This resulted in a constant monitoring and evaluation of the project during its
implementation and in a proactive attitude to resolve the issues that arose.

8. Lessons Learned

There are several lessons learned as a result of this project that are relevant for both the World Bank and
the Borrower. The major lessons learned for the World Bank are to:

1. Ensure consistency between the Government goals/objectives and the project objectives. The project
objectives were very relevant to the government strategy and the project was addressing key concerns,
and therefore received high political commitment and support.

2. Ensure the consistencv between the project objectives and the project components and actions. This
consistency existed in most of the components. However, the objective of "improving quality of
services" was planned to be addressed primarily through focusing on the "hardware" aspects, e.g.,
physical infrastructure upgrading and provision of equipment, and little focus was given to the
software" aspects such as improved management of care or client satisfaction.

3. Ensure the development and adoption of specific project monitoring indicators and obtain consensus on
them by the stakeholders. In this case, some indicators were developed at the design stage and some at
the implementation stage. Also, the outcome indicators particularly for efficiency and quality were not
specific. Most importantly, there was no baseline for the indicators and some of them were not
incorporated in the management system to be monitored.

4. Analyze the legal and regulatory environment as well as the institutional capacitv related to the reform
to identify the necessary changes required to avoid any such obstacles that may impede the achievement
of the reform objectives. In this case, more emphasis should have been put on the legal and regulatory
aspects related to civil service and human resources, as well as on the institutional capacity at the
central and regional administration.

5. Identify and resolve the key and critical prerequisites of reform during negotiation stage. An excellent
approach was to require that the legal framework for hospital autonomy be issued as a condition for the
project effectiveness to ensure political commitment. However, the framework was accepted without
ensuring that the full decentralization of human resources management to the hospitals was included
which turned to be problematic.

6. Ensure that supervision visits are frequent and that there is continuity in the choice of consultants.

On the other hand, the major lessons learned for the Borrower are to:

-9-



1. Involve all the pertinent stakeholders from all levels in the conceptualization phase of any reform
project to ensure ownership and to facilitate its implementation, which was the approach adopted by
the MOH.

2. Design a "communication strategy" for any reform project aiming at inducing systemic changes. The
strategy should clearly articulate the reform objectives, policies, and strategies, and its implications on
"the people" and "the systems". It should also be formulated in a language targeted to different
audience groups such as the public, the medical profession, and policy makers.

3. Devise, in advance, alternative scenarios for implementing the reform to enable its adaptability to any
changes in the political, economic, or social enviromnent.

4. Ensure that any institutional reform of public health service delivery at the operational (hospital) level
should also include and affect organizational change at the central MOH level. More attention should
be devoted to redefining the changing role of the central MOH vis-a-vis the hospitals.

5. Ensure the appropriate selection of personnel to manage the project who can provide leadership and
strategic and technical guidance to the multidisciplinary teams that will execute the different project
components. Also, provide an environment that would enable the stability of the project management
team.

6. Develop a "comprehensive" training program for all levels involved in the implementation. Hospital
directors to manage hospital resources effectively, service providers to improve quality and be cost
conscious, and local and central managers to develop their monitoring and evaluation skills.

7. Develop proper intemal communication channels and feedback, in the context of the hospital sector
reform, between the hospitals, local authorities, and central MOH to resolve any management problem
and facilitate implementation.

8. Emphasize continually that the ultimate goal of any reform is eventually improving the health status of
the population through efficiently providing affordable and equitable health services to avoid diverting
the attention to the intermediate project objectives.

9. Partner Comments

(a) Borrower/implementing agency:

This ICR is a summary of a longer report prepared in French, jointly by the MOH and the Bank. Since
MOH is a co-author, there was no formal comments transmitted.

(b) Cofinanciers:

N/A

(c) Other partners (NGOs/private sector):

The report was widely distributed for comments to all ministries, hospital boards and management.
Comments received were added in the project's files and evolved mainly around the following measures:
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- the lack of consultation/information of medical and para-medical staff during reform development;

- the insufficient autonomy provided to hospitals;

- the need for a strengthened hospital management structure;

- greater attention to be given to staff continuing training;

- the development of quality assurance indicators.

10. Additional Information
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Annex 1. Key Performance Indicators/Log Frame Matrix

Outcome I Impact Indicators:

A. HOSPITALS INTERNAL EFFICIENCY
Increase in ambulatory services + 3.1%from 1992to 1996

+ 5.7% en 1997 compared to 1992-96 period
average
-11.4% from 1997 to 1998 (data under
verification)

Increase in hospitals admission rate +3% per year from 1992 to 1997
-1.5% between 1997 and 1998

Ratio out-patient services (consultations + 1991: 1 admission per 8 consultabtons
ernergencies services) [hospitals 1997: 1 admission per 9 consultations
admissions.
Average length of stay 1991 :8.1 days

1998: 7.7 days
(equivalent to a gain of 900 beds)

Average Occupancy rate 75% average over the 1992-96 period
76% in 1997 & 1998

Bed Rotation Patients per bed per year:
33% in 1991 & 1992
35% on average over the period 1992-96
37% in 1997 and 36 in 1998

Growth of the recurrent budget compared to The recurrent budget increased at an annual
the growth in activities rate of 5.0% between 1992 and 1998 in real

terms. Activities increased by 6.5% per year.
Growth of human resources pool compared Activities: see above
to growth in activities Human resources: The number of medical

and para-medical staff increased by 1.9%
per year over the period.

Patients satisfaction 1/ Very satisfied: 12%
Satisfied : 48%
Unsatisfied: 28%
Very unsatisfied: 15%

B. FINANCING
Evolution of financial burden sharing Two scenarii developed for 1996: In 1998:
arrangements for public health facilities

72.2%
Government ................ 74.5% or 56.0% 16.2%
Social Security Funds .......... 17.7% or 36.2% 11.6%
Hospitals own Revenues ..... 7.8%

Evolution of Financing of EPS budgets 1991 1998

Government .................. 69% 35%
Social Security Funds 12% 37%
Own revenues ................. 19% 30%

1/ Aro systematic analysis of patients satisfaction was made. Data shown is anecdotal and based on a 1998 survey realized in
the emergency departments of the hospitals of the Tunis area.
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Output Indicators:

Presentation to Parliament of the draft law A condition of loan effectiveness Law n° 91-91 passed on Nov.16, 1991
providing the legislative framework of EPS
and transformation of 4 hospitals
Transformation into EPS of:
-8 hospitals Before December 31, 1992 Law no 92-56 passed in June 1992
-5 hospitals Before December 31, 1993 Law no. 93-116 passed in Nov. 1993

- 6 hospitals Before December 31, 1994 Law no. 94-121 passed in 1994

Realization of sectoral studies Before December 31, 1994 Between Sept. 1993 and June 1995

Creabon of the CIMSP Before September 30, 1991 Created in February 1992 by Law no. 92-19

Realization of a Strategy sector Master Plan Before September 1992 Preliminary version in March 1993; updated
in April 1996

Develop and implement the EPS procedural Before September 1991 November 1991

manual
Prepare Master Plans for selected hospitals Before December 1992 August 1999

End of project
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Annex 2. Project Costs and Financing

Poect Cost by Com ponent (in US$ million uivalent)

MANAGEMENT & POLICY ADJUSTMENTS
Financial Management & training 3.00 1.40 40
MIS 7.10 7.80 95
Administration/Patient registration 8.80 7.20 71
Sector Strategy & Project Management 1.10 1.40 108
IMPROVEMENTS IN QUALITY OF SERVICE
Medical equipment 10.00 11.30 97
Maintenance units 1.40 1.00 60
Accommodations & hygiene 11.20 9.90 76

Total Baseline Cost 42.60 40.00
Physical Contingencies 2.40
Price Contingencies 4.60

Total Project Costs 49.60 40.00
Total Financing Required 49.60 40.00

Project Costs by Procurement Arrangements (Appraisal Estimate) (US$ million equivalent)

1. Works 0.00 15.50 1.00 0.00 16.50
(0.00) (6.20) (0.40) (0.00) (6.60)

2. Goods 15.10 4.00 7.90 0.00 27.00
(10.50) (2.80) (6.40) (0.00) (19.70)

3. Services 0.00 0.00 6.00 0.00 6.00
(0.00) (0.00) (3.80) (0.00) (3.80)

Total 15.10 19.50 14.90 0.00 49.50
(10.50) (9.00) (10.60) (0.00) (30.10)
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Project Costs by Procurement Arrangements (ActuallLatest Estimate) (US$ million equivalent)
I ,*4,.I I'- I

1. Works 0.00 0.00 0.00 0.00 0.00

(0.00) (0.00) (0.00) (0.00) (0.00)

2. Goods 0.00 0.00 0.00 0.00 0.00

(0.00) (0.00) (0.00) (0.00) (0.00)

3. Services 0.00 0.00 0.00 0.00 0.00

(0.00) (0.00) (0.00) (0.00) (0.00)

Total 0.00 0.00 0.00 0.00 0.00

________________________ (0.00) (0.00) (0.00) (0.00) (0.00)

"Figures in parenthesis are the amounts to be financed by the Bank Loan. All costs include contingencies.

2'Includes civil works and goods to be procured through national shopping, consulting services, services of contracted

staff of the project management office, training, technical assistance services, and incremental operating costs related to

(i) managing the project, and (ii) re-lending project funds to local government units.

Project Financin b Com onent (in USS million e uivalent)

MANAGEMENT & 0.0 0.0 0.0

POLICY ADJUSTMENTS
Financial Management & 2.70 0.30 1.38 0.01 51.1 3.3 0.0

training
MIS 6.10 1.00 6.68 1.16 109.5 116.0 0.0

Administration/Patient 3.20 5.50 3.29 3.94 102.8 71.6 0.0

registration
Sector Strategy & Project 0.10 0.90 0.68 0.70 680.0 77.8 0.0

Management
IMPROVEMENTS IN 0.0 0.0 0.0

QUALITY OF SERVICE
Medical equipment 7.20 2.80 8.35 2.97 116.0 106.1 0.0

Maintenance Units 1.00 0.40 0.82 0.16 82.0 40.0 0.0

Accommodation & hygiene 5.60 5.60 6.17 3.70 110.2 66.1 0.0
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Annex 3: Economic Costs and Benefits

N/A
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Annex 4. Bank Inputs

(a) Missions:
Stage of Project Cycle No. of Persom and Specialty Perfomance Rating

(e.g. 2 Economists, I FMS, etc.) Implementation Development
Month/Year Count Specialt Progress Objective

Identification/Preparation I Health Economist

I Operations assistant
I Computer Systems spec.
I MIS specialist
I Architect

Appraisal/Negotiation
I Sr. Health Economist

1 Health Specialist
I Operations analyst
I Architect
I Hospital Management Spec.

Supervision
16-29/5/99 3 Health Spec./Oper. S S

An./Architect
19-23/10/98 4 MIS sp./Health Econ./Oper. S S

An./quality spec.
14-22/10/97 4 MIS sp./quality/Health ec./op. an S S
12-23/5/97 5 Op. an.! Health sp./archit./MIS S S

sp./Hosp. mangt
23-30/10/96 4 Health ec./Op. An/MIS sp./Hosp. S S

Mangt
29/2-13/3/96 5 Health ec./Archi./MIS sp./Hosp. S S

mangt/Quality of care spec.
11-22/6/95 5 Health ec./Archi./MIS sp./hosp. S S

mangt/Quality of care spec.
24/10-19/11/94 5 Op. an./ Health ec./Health S S

sp./archit./Hosp. mangt
8-22/5/94 3 Health ec./archit./MIS sp. S HS
20/9-1/10/93 4 Op. an.! Health sp./archit/Health

econ.
23-30/4/93 2 Health econ./architect
22/2-6/3/92 3 Op. an./ Health ec./Health sp.

ICR
8-19/11/99 1 Architect

I MIS specialist
2 Health Specialists
I Operation Specialist

(b) Staff:
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Sa ofPretCc Actual/Latest Estimate
___________________ No. Staff 0000;0 weeki US$(0)00- )
Identification/Preparation 27.1 64.6
Appraisal/Negotiation 31.5 25.9
Supervision 117.0 300.3
ICR 7.4 6.2
Total 183 397
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Annex 5. Ratings for Achievement of Objectives/Outputs of Components

(H=High, SU=Substantial, M=Modest, N=Negligible, NA=Not Applicable)
Rating

O Macro policies
O Sector Policies OH *SUOM ON ONA
? Physical OH *SUOM ON ONA

F Financial OH OSUOM ON ONA
21 Institutional Development O H O SUO M O N O NA
O Environmental OH OSUOM ON ONA

Social
0 Poverty Reduction
O Gender
O Other (Please specify)

0 Private sector development
F Public sector management O H * SU O M O N O NA
0 Other (Please specfy)
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Annex 6. Ratings of Bank and Borrower Performance

(HS=Highly Satisfactory, S=Satisfactory, U--Unsatisfactory, HU=Highly Unsatisfactory)

6.1 Bankperformance Rating

D Lending OHS OS OU OHU
0 Supervision OHS OS OU OHU
El Overall OHS OS O U O HU

6.2 Borrower performance Rating

E Preparation OHS OS O U O HU
El Government implementation performance O HS OS 0 U 0 HU
El Implementation agency performance O HS O S 0 U 0 HU
Ol Overall OHS OS O U O HU
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Annex 7. List of Supporting Documents

Titre Auteur Date

Les Innovations au Niveau de la Prestation des Services Dr. Hedi Achouri juillet 1998
de Sante - Le Cas de la Tunisie (4 copies)

Les Innovations au Niveau de la Prestation des Services Dr. Hedi Achouri 26juin 1998
de Sante - Le Cas de la Tunisie

Carte sanitaire - Ann6e 1995 Ministere de la Sante publique 27 fevrier
Carte sanitaire - Annee 1997 1996-1997

La Situation actuelle et les Perspectives d'Avenir du Institut National de la Sante publique 17 et 18 mai
Secteur liberal de la Sante 1997

Etude nationale sur le Secteur prive - Questionnaires Institut National de la Sante publique octobre 1996
pour les (a) Pharmaciens, (b) Cliniques, (c) Medecins
de Libre Pratique et (d) Chirurgiens Dentistes de Libre
Pratique

Le Secteur de la Sante tunisien Professeur Noureddine Achour 16 mai 1996

Population - Famnille - Sante - Chiffres cles 1994 Office National de la Famille et de la Population mai 1995

Implementation Completion Report "Population and The World Bank June 4, 1998
Family Health Projecf' Report No. 17959

Rapport annuel - 1995 - Tome I Ministere de la Sante publique (Direction des 1996
Rapport annuel - 1995 - Tome 2 Soins de Sante de Base) 1996

Project Appraisal Document - Health Sector (Report The World Bank February 13,
No. 17358-TUN) 1998

Projet Population & Sante familiale Ministere de la Sante publique (Direction des fevrier 1998
Soins de Sante de Base)

Staff Appraisal Report - Population and Family Health The World Bank February 19,
Project (Report No. 9128-TUN) 1991

Memorandum and Recommendation of the President- The World Bank May 14, 1996
CAS - (Report No. 15617-TUN)

Economie de la Sante La Tunisie medicale avril 1996

Reforme du Secteur de la Sante en Tunisie Ministere de la Sante publique 28 mai 1997

Donnees vitales de la Tunisie Ministere de la Sante publique 6 avril 1999

Rapport du Groupe de Travail de la Medecine Ministere de la Sante publique decembre 1994
preventive

Etude Strategique sur le Secteur de la Sante Professeur Mongi Boughzala

La Sante en Tunisie - Situation et Perspectives du Point M. H. Zaiem aoflt 1995
de Vue de l'Economiste
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Les Innovations au Niveau de la Prestation de Soins de Dr. Hedi Achouri 3 juin 1998
Sante

Etude sur la Charge de Morbidite et le Cofit Efficacitd Institut National de Sante publique mars 1996
des Interventions dans le Domaine de la Sante (2
copies)

Enquete integree sur le Niveau de Vie des Mdnages Juan Muffoz, Consultant septembre 1996
(Rapport de Mission) Institut National de la Statistique

Analyse de la Situation de la Sante de la Mere et de I' Ministere de la Sante publique septembre 1995
Enfant en Tunisie

Programme de Developpement des Circonscriptions Ministere de la Sante publique 12 mars 1996
sanitaires (Concepts, M6thodes et Strategies)

Tunisian Maternal and Child Health Survey Ministry of Public Health 1997

Analyse de la Situation actuelle & Objectifs du IXeme Ministere de la Sante publique aoat 1996
Plan

L'Enquete tunisienne sur la Sante de la Mre et de I' Ministere de la Sante publique 90-95
Enfant - Rapport principal
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