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Introduction

National accounts of the health (NHA) are recogtias an important tool of steady
systematic, coherent and exhaustive of financmaVdl of the system of health. It is an
international tool known for its capacity to syndlee, describe, quantify and analyze
all aspects of health system financing. NHA sysfgovide obviousness database of
health care expenditure and give with other indisat like mortality, morbidity,
hospital activities, a support to decision makegarding improving performance of
health system. NHA system is implemented in mom@nti®0 country, including
countries with lower or intermediate income.

NHA system is useful to identify better ways of hieaesources utilization and
allocation. In Tunisia, many attempts to setting MNHA have been made at the
National Institute of the Public Health (Arfa C.daAchour N., 2004). NHA exercises
are applied for the years 1995, 1997 and 2000 rdegathe availability of national
data of household’s surveys of budget, consumpaioth standard living (National
Institute of Statistics). Although authors of teesorks mention always numerous
difficulties regarding NHA exercises, they are méwveless upstart to get results, no
matter what partially. In fact, health care in Teiaiare provided and/or financed by
complex combinations public, private and para-pubkctors. The Tunisian health
system is fragmented regarding financial and supplyealth care, so we felt several
insufficiencies, like data availability. For nextescise, we must get solutions for data
problems and disparity of nomenclatures which dttaraes all publications of
health partners.

NHA results for the year 2000 are published by WHEadquarters (web site:
www.who.int/@@nhp and are briefly reported on the present reporbrder to
compare with others years. This report focusedliaived NHA results for 2004 and
2005 and it discuss results and clarify the stmectof the health financing and
expenditures for all health system entities as csuor financing intermediaries.
Results are obtained applying WHO methodology (8440 Guide, 2003). The
research and data collection has begun in Febr2@@y and finished on October
2007.

The report is divided into four sections. The ficste gives a brief description of
Tunisian health system and health insurance. Tbenseone reminds same elements
of NHA methodology following WHO guide for the cagkTunisia. The main results
obtained for the year 2000 as well as results @@42and 2005 are given at the third
section. The last section syntheses and discussbtaeed results.



1. Tunisian health system and health insurance

This first section is devoted to a global analysfisTunisian health system. We will

provide a description of health care supply andthezoverage. We also analyze
trends of health care financing. The Tunisian lmesyistem is defined by the sanitary
law 91-63 July 1991 who stipulates in its firstidet " All person has straight to

health protection at possible and best availabfelitons”. The device of health care
benefit is mainly composed by a public and privegetor. In addition, others para-
public health facilities are owned by national faraf social securities (NFSS) and
others ministries than MoPH, like ministry of nai# defense, ministry of interior

and local development, ministry of sport...

1.1. Health care supply

1.1.1. Public sector

Organized as networks, it comprises three levels:

The first level accounts for 2067 basic health ceeaters (2004) and 118
circumscription hospitals and peripheral matersitgth 2613 beds. Basic centers
provide preventive cares (vaccinations, infantiled anaternal health, health
education, chronic sickness prevention) as wellpasary curatives cares,

external consultations and paramedical acts. Ciscugption hospitals provide

general medicine, pediatrics and have technicashas/ and pharmacy.

The second level accounts for 34 regional hospitéls 5479 beds (2004). They
are endowed with external consultations of genaral specialized care, and
provide drugs. They have specialists and equipitaeting cares not provided at
basic health centers.

The third level accounts for 22 university hosgitalith 8590 beds (2004). They
should provide specialized health care, teaching aesearch. They have
specialized teams and perfected technical, equitsmaen plant.

Table 1. Numbers of public facilities (1970-2005)

1970{ 1980 1992 2000 2004 2005
UHC 8 21 (7659) 22 22 (8544)| 22 (8553)
RH 12 | 20 24 (5360) 32 33(5909)| 33 (6258)
CH 54 | 54 | 109 (2793) 118 121 (2815) | 121 (2881)
BHC | 435]| 765 2008 2067 2074
Total 154 (15812)] 172 (16659) 174 (17268) 17591
() : Number of beds Source : MoPH/DHPS (2005)



1.1.2. Private sector

Private sector is developed since independenclgeotountry, as complement and/or
with concurrence with public sector regarding imgrattand outpatient care aspects.

« Private sector is organized as a network of phgsigractice, pharmacists and
dentists. It employs the half of Tunisians physisia75% of pharmacists and 11
% of paramedical staff.

* Private inpatient accounts 2000 beds for healtilitias that have for 40 to 100
beds and provide generalists medicines and highia@ed activities (cardio-
vascular diseases, genecology...). In addition, wsede renal dialysis activities
that benefit from a particular financing.

Table 2. Private Facilities

Year | 1999 | 2002 | 2004| 2005

Clinics 67 70 81 88
Private physicians 3254 3298 4371 4695
Drug stories 1361| 1392 1492 1612

Biological laboratory | 149 | 159 | 201| 214

Renal dialysis centers 99 99 99 99

Source: MoPH /DEP (2005)

1.1.3. Para-public sector

Para-public sector accounts for six policlinics aged by NFSS, since 1980. They
provide ambulatory care, renal dialysis. This seatolude three militaries hospitals

(Tunis, Bizerte and Gabés), on hospital relateshitustry of interior and many health

care centers related to ministry sports. It inctuddso many autonomous health
centers owned by firms.

1.2. Human resources

During the period 1981-2004, an important trendnoedical staff is observed. For
example, the number of physicians has growth fr@01to 9805 accompanied by a
growth of the ratio of physician per inhabitatisarh 3200 to 1013.

Table 3. Trend of Medical Staff in Tunisia (1981-204)

Years|1981 | 1990 | 1998| 2000 2004 2005

Physicians 1800| 4424 6819 7444 9805 10259
Dentists 320 | 809 | 127 131% 1889 1914
Pharmacists 700 | 1240 1628 1931 2069 2468

Paramedical (technicians, mid-wifd3570|32743|26676|27392|36383|37078
nurses and auxiliaries nurses)

Nb of inhabitation per 1 physician 3200 1825 1380284 | 1013 | 978

Nb of inhabitation per paramedical 483  34( 348 34836 | 272

Source: MoPH/ DHPS (2006)



1.3. Management and regulation of health system

Management and regulation of health system is atimt of MoPH. For the public
sector, MoPH treats all questions related to inwest, human resources. Since
reforms taken at the begging of the decade 199(stbeen decided to progressively
give autonomous for hospitals financing and managenspecifically for universities

ones:

« 50% of beds was implemented into university’ hadpjtwhich are managed as
public health establishments with financial autogotheir services are invoiced
on the base of prices (or tariffs) fixed by MoPH.

* The remained beds was implemented at regional iacuhescription that have an
administrative character meaning that are agaijesuln public accounting rules
and depends on MoPH rules.

« Private sector was freely developed specially arpfofit crenels (it does not exist
certificate of needs, except for pharmacies andlréialysis centers).

* Most of health professionals are concentrated gicliies (urban area) and coast
area that concerns ambulatory care (notably spstsiatare), public hospital or
clinics (outpatients). For example, among the 2%sersity hospitals, 15 are
located on great Tunis (4 governorates including ¢hapital city Tunis). This
concentration entails an over-use of the third li&espitals (university hospitals)
given also their localization on big cities thatv@aonly regional hospital, so
observed insufficiencies on governorates imposgglattement for patients which
could be avoided with a more strict organizatiolgcation of resources and

regulation.

1.4. Health System Financing

e The health financing in Tunisia is usually realizgdthree economic agents (table
4) :

o State financing (State subsides) has decreases 5?0 in 1980 to
24.5% in 2004.

0 Social Securities Funds (SSF) has increased frad?d. 1980 to 23.4%
in 2004.

0 Households financing has increased 36.8% in 1982 tb % in 2004.



It's remarkable to see that since the beginnin9®0 decade, a progressive reduction
of State contribution to health financing, but dre tother hand an increase of
households share and with a lesser degree the K8E.S

A List of expenditure ratio estimated by DEP (MoRtid published by WHO (2006),
give a nice illustration to national efforts of heafinancing and major trends of
health expenditure in Tunisia. Following, we comirtke main results:
o Small increase on Health expenditure as share d?:GDhasn’t exceeded 1
point during the period 1995-2005.
o Public health expenditures share of total healtheaditures has decreased
from 49.5% on 1995 to 48.7% on 2004.
o Private health expenditures share of total heatireeditures has increased
from 50.5% on 1995 to 51.3% on 2004.
« Public health expenditures financed by tax hasedesad from 70.8 % on 1995 to
70.6 % on 2004.
« Public health expenditures financed by externabusses has decreased from
0.8% on 1995 to 0.4% on 2004.

It's also notably important that health expendisungsed on private sector has
continually increased (Now it attempts 50% of tdtahlth expenditures) and directs
household’s payment becomes higher. We know tleatrnitreased out of pocket can
induce many problems related health financing ggqutcessibility and equity. In
other terms, we will observe insufficiency of resms allocated to health insurance.

1.5. Health Insurance System

Tunisians population (99%) benefits from a healtherage schema which depends
on socioeconomics elements, professional’'s stataks eé& consequence persons or
family income. Figure 1 reports distribution of tibacoverage per different
categories of health insurance regimes. Threenegdominated health risk coverage
in Tunisia, but until the setting up of the NatibRands of health insurance (NFHI)
but they are not conceived according a predefiresdtih services package. Exception
may be concerning the individual’'s choices regaydmandatory and facultative
regimes of National Funds of social foresight aetirement (NFSFR) which allow
coverage of long duration diseases and surgicahiahtions, according to prefixed
list.

! NFHI is actively implemented on January 1, 2006.
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Figure 1. Distribution of Tunisian’s population per health coverage regimes
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Health insurance Mechanisms

The health insurance mechanisms vary by social pgrand financing sources.
Preventive and public health activities, individaalcollective, are guaranteed at no
cost for the entire population. The same modeliapgb individuals with illnesses
that qualify them to take part in research studladividual costs for preventive
services provided privately, however, are a househeesponsibility. Some
professional groups (and their families) receieefhealth care in primary health care
centers(primary health care and other special schemes, in addition to thedias
security coverage. In some situations, mutual ersce membership gives some
group$ access to services from private providers. The beesiof the resistance
movement (participants in Tunisia’s liberation mment) and their dependants also
receive free health care services through the MBRtilities and military hospitals.

By law,’ the state guarantees free or subsidized health smwices to low-income
groups through two public medical aid schefnéise free health care scheme and a
reduced-fee plan.

Beneficiaries of théree health care schemagfined according to the poverty line, are
target families of a long-term government assisggmogram. Ruling No. 98-1812

2 These groups are: the military; national secittges; customs agents; and health care profedsiona
® Article 35 of law No. 91-63 July 29, 1991, the palhealth organization law.

“In 1998, there was a reform of this health assistascheme. Eligibility for the health care cardswa
revised, mainly to better target the needy famitiesnted by the MASSTE, and service fees were
reduced for persons with limited incomes, who carmooll in one of the social security funds.
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describes the conditions and allocation and distioim mechanisms of the free health
care card. The card is issued for five yearsiwitiational limits and regional quotas.
Beneficiaries ofeduced fees or chargesceive fee-reduction cards according to their
annual household income relative to family sizeeilhncome cannot exceed: the
minimum wage(salaire minimum interprofessionnel gararBMIG) for families of
two or fewer members; one-and-a-half times the SNiGa three- to five-member
family; and twice the SMIG for families larger thime members. In addition to those
conditions, current social security affiliates ameligible for fee reductions. Social
agents from the Ministry of Social Affairs, Solidgr and Tunisians Abroad
(MASSTE) work in the field to make sure the eligjtlgiconditions are met. The fee
reduction card is issued for five years, withinioegl quotas, and must be validated
annually through the deposit of TD10. Cardholdersisitmpay the inclusive
contribution for each medical visit.

To better target intervention and support to neadyilies, the MASSTE has set up a
national poverty database. This database include®economic information on
beneficiary families under the National ProgramAaf to Poor Families (Programme
National d’aide aux Familles Nécessiteuses, PNAFN)is program’s tools for
monitoring socioeconomic status are an importaswuece for various social partners
that select beneficiaries for aid programs (lormgatetemporary, free, or reduced
charges for health care). They are also usefuhé gelection of beneficiaries for
income generation activities under regional devalept programs and job creation
assistance mechanisms. Within the framework otwtemedical aid programs (free
health care and reduced health care charge bearedg), access of the poor to health
services is not subject to any restrictions ororatig. However, public hospitals’
budget limitations and drug shortages can be cernsidan implicit form of service
rationing.

In addition, the reform of, introduced in 1998, Hesped expand coverage under
formal insurance schemes, particularly by appealmgindependent individuals,
workers in the agricultural and informal sectofBogether with other measures, this
program raised the real social coverage rate t6 Bércent in 2004, and a further
rise, to 90 percent, was forecast for 2006 (tabl&fese formal insurance schemes
include social security, contracts with private ursce companies and mutual
insurance companies, and associations of publigpaudte employees.

Social security schemease available for employees and employers, bothdaizd to
participate. The funds are pooled within two pipat funds: the CNSS and the

12



National Pension and Social Protection Fund (CaldaBonale de Retraite et de
Prévoyance Sociale (CNRPS). These national funolade allowances for pensions,
family services, and social protection and for sidial accidents and occupational
diseases. The CNSS covers private sector workdriée WNRPS covers employees
of the state, local public unions, and other puinlgtitutions.

Coverage rates vary by sector (table 7). All se&atgloyees are covered (CNRPS).
Coverage of workers in the private sector (CNSS)ra&lually increasing for several
reasons. Legal allowances for the socially inswed their dependents have grown,
reaching more than TD 1,943 million in 2003, eqlema to 30.8 percent of
government-sponsored benefits and 6 percent of GDdverage has also been
extended to groups not previously covered by sa@aalirity such as homemakers and
construction workers, people unable to participatéheir respective schemes such as
small-scale fishermen, farmers, artisans, craftsraed artists.

Table 4. SSF Coverage Rates (percent of eligible pdation)

Coverage 1987 1997| 1998| 2001 | 2004 | 2006
Total, private sector (affiliated with CNSS) 41.6| 74.6| 77.0
Nonagricultural workers 66.3| 94.0| 96.3

_ na na na
Agricultural workers 16.9| 41.7| 42.8
Independents 9.2| 48.5|50.22

Total, public sector (affiliated with CNRPS)  100100| 100| 100| 100| 100

Total, eligible beneficiaries 54.6| 80.7| 82.6| 84.2| 85.5| 90.5

Source:MASSTE (2006)

The health care benefits covered vary by fund argdions. The NFSFR offers two
schemes: a mandatory scheme and a facultative (eomeptary) scheme. The

mandatory scheme has two mutually exclusive options
» The first option offers a “health care card,” tmbéciaries. This card allows

access to all MoPH facilities. Beneficiaries musy p moderated ticket.

* The second option is reimbursement regime whiclteas only beneficiaries
with chronic illnesses and surgical interventiomsl allows access various
public and private providers.

The facultative scheme is an extension of the c#edond option on providing

coverage to all common illnesses.
The NSSFoffers its beneficiaries, regardless of which schethe head of the
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household belongs to, two means of illness coveragsed on in-kind benefits: (1)
within the PHF, the same benefits for the ill as foeduced-fee beneficiaries and (2)
within its polyclinics, only ambulatory care sem&with a co-payment at the point of
service. Besides the health care services covayetiese schemes, the two social
security funds finance completely or partially: erditures for special services,
intensive care covered through special agreemeititspuiblic and private providers,
and international health services.

Private and public sector enterprises can conwéhbtprivate insurance companies to
cover their employees. Mutual insurance companieb @ivate and public sector

employee associations offer several social serviegading of health care coverage.
In some mutual insurance companies, membershipaisdatory. Membership in a

mutual insurance company or in an insurance greuparallel to the mandatory

affiliation of both the employee and the employethte SSF. They usually use a fee-
for-service reimbursement scheme and put a yealing on payments to a

beneficiary.

Any uninsured patient pays the entire health cast out of pocket, irrespective of
whether care was obtained in the private or pugsitor.

2. Methodological aspects for setting up NHA
2.1. NHA Utilities

It was currently known that NHA system is an essg¢stape for developing strategy

to improve economic and management performanceh®fhiealth system. NHA

system allows to:

» Estimate total health expenditures

» Describe flows of funds used on the health sector

» Asset health expenditures per providers and funsti®economic or medical
classification), socioeconomics factors, incomaggaphic ...

» Asset financial contribution of different socialarmers of health sector whose

participate on health regulation (providers, healurance...)

Technical purpose, implementation of NHA will cahtrte:
» Estimate total health expenditures on its globaimf and then per financing
sources, financing agents, providers...

14



« Estimate and separate public and private fundshéalth facilities, for health
insurance..,.

» Describe financial resources used for health per ttho ways of functional
classifications. Classification consisted here atrix that permits to decompose
health expenditures per providers, per item, pegggphic area etc.

NHA Experiences of many countries show that heatttounts is very useful to get

solutions to questions like:

* How resources were mobilized and managed to hegdiiem?

* Who pays for health care and how much?

* Who provides health goods and services and withr@sgurces?

* Who funds are allocated for different services.enmmentions and activities
produced by health system?

* Who benefit of health expenditures?

2.2. Classification of health economics agents: Tigian case

WHO guide (2003) adopts rules of health accounstesy (HAS) of OCDE countries
(OCDE 2000). The OCDE Manuel provides a details classificatfon health
accounts (IHAC). The IHAC are evidently useful f&@CED countries that have
usually a major source of health financing. Thisnist the case for weak or
intermediate revenue countries that have in generdragmented and pluralist’s
health systems. Health care activities or inteneentan benefits from several sources
of financing. Indeed, we use IHAC for our NHA ireptentation as recommended by
WHO guide, but we should introduce same flexibilioy classifications regarding
country characteristics and needs. Classificatiastnevidently obey to mutual and
exclusive rules of accounts. Exclusivity means #&th transaction should never be
recorded into one and only one cells of the NHA iMaflTogether, the two mentions
rules imply that all transactions are recorded withne category. NHA distinguish

between four great financial entities for the Healistem (each entity has a code):

* Financing sources (code FS¥or Tunisian case, it twill be the following erds:
Ministry of finance (Public fund treasurer), publend private employers,
households and rest of the world. In others tedmesth financing is obtained

from Stat subsidies, social contributions of emplgyand households, directs

® OCDE (2000), “Systéme de Comptes de la SantéjdreisO », Paris

15



payment of household and private insurance premiums

Financing agents (code HF):It was entities that direct or indirect payments or
purchasing for health care. Financing agents atidemnthat put common resources
coming from financing sources. For Tunisian cakes¢ agents are MoPH and others
ministries (national defense, interior and locavelepment, sport ...), SSF, private
insurance companies, mutual, households. Natiooabwats using OCDE Manual
says that this set of agents are called “finansmgrces”.

* Providers of health services and goods (code HP)It was entities that produce
health services. For Tunisian case, we have thexolg providers :
o0 Public Health Facilities owned by MoPH
o Public Facilities owned by others ministries
0 NFSS Facilities
o Private Facilities (clinics, private physician, ¢abtoires, pharmacies
etc.).

* Function of health systems (code HC): NHA guidédase on IHAS of OCDE
countries (ICHA-HC). ICHA distinguish among manyég of produced health
care per providers and actors. This distinguistede/éen provided services and
entities are very important and it was same timagrcas of many confusions.
Health services may be some times provided by agtifies. In fact, service type

does not always coincide with a specific provider.

2.3. NHA Matrix

Several countries have already regularly producé\Nibles, but never all required
tables at least one time. Whatever country expeeievith NHA, it is recognized that
is again a difficult task to produce simultaneowslyNHA tables.

We should think to the opportunity for health acusuas a specific domain to be
deeply subject to more research questions for aaddability and national policy.
Thus if it is difficult to get all expected NHA tHds, it is nevertheless indicated to try
to go more further in doing NHA. Each NHA table sgats a facet of the expense of
health care expenditures where are crossed twdeffdur dimensions of health
expenditures. The four dimensions directly conrsttdethe financial flow circulation

are:
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« Financing sources vs. financing agents
* Financing agents vs. Health care providers
« Distribution of financing agents expenditures pardtion

» Distribution of health providers expenditures perdtion

Into each table, one of these dimensions will bere&ssed as “origin” and a second
one as “users” of financial resources. It is s@peithat the dimension origin should be
presented on colons and the dimension users os INt@A tables try to model health
system. This systematic approach shows that expgesdiof actors are resources for
others and an automatic relationship exist betvad#féerent tables.

2.4. Health expenditures ratio

Synthetic health expenditures obtained from NHAlgsb are used to evaluate
contribution effort on health financing and fordmiational comparison. Definition of

main ratio is given by the following formula:

DTS=DImpdt + DAMPub +DDM + DAMPrv,

Y

DPubS DPrvS

DImpot +DAMPub +DDM +DAMPrV
DTS DTS DTS DTS
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3. Tunisian NHA: Results for Years 2000, 2004 and0oP5
3.1. NHA Results for Year 2000

First matrix is an illustration of resources matell to health system that is obtained
by tables showing flow of funds between financimgirees and financing sources.
(Table 4 and 5). This Matrix permits estimate fuddsignated to health per financing

sources which is equal to 1581.186 million of TD.

Tunisian health system has a specific configuratiorilow of funds for its financing

actors. We observe that SSF (financing agent) geoaiforfeit amounts to ministry of
finance (financing sources) which would be themgmaitted to MoPH (financing

agent). This kind of transactions is not definedenms of WHO guide where it not
perceived to get health funds transmitted fromrfoiag agent to another one via
financing sources. Using NHA, we think that it'squéred to get a coherent
description and to respect paths of flow of fungls,conceive two matrixes. In other

terms, the first stage is described using two skigA matrixes.
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Matrix 1: Stage of resources mobilization
Table 5. Flow of funds between financing sources drfinancing agents

Financing Agents

Financing Sources

HF.1 NFSS HF.1.1 Mandatory regime
HF.2.1 Mandatory regime

HF.2 NFSFR - -
HF.2.2 Facultative Regime
HF.3.1 Public

HP.3 Mutual

HF.3.2 Private

HF.4 Private Insurance

HF.4.1 Insurance Group

HF.5 MoPH

HF.5.1 Functioning Budget

FS.2.1
State Budget Public Employers| Private Employer

FS .2.2

187.006

HF.5.2 Investment Budget

HF.6 Others Ministries

HF.6.1 Others Ministries

HF.7 Household

HF.7.1 Public Facilities

FA.7.2 NFSS Facilities

FA.7.3 Private facilities

FS.3

Rest of the

World

247.854

. 454.672
Total 532.295 42.815 243.566 761.01 1.5 [1581.186
Share on %|  33.70% 2.70% 15.40% 48.10% 0.10% |100%

nd: not available
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Matrix 2: Resources mobilization

Table 6. Flow of funds between financing sources drfinancing agents

Financing Agents

Financing Sources

FS.1.1 FS.1.2

FS.2.1

FS .2.2

State Budget Public Employers | Private Employers Households

FS.3
Rest of the

World Total
HE.1 NESS HF.1.1 Mandatory regime 110. 212 35. 250 145.462
HF.2.1 Mandatory regime 44.534
HF.2 NFSFR HF.2.2 Facultative Regime 20.031
3 Mutual HF.3.1 Public 48.397

' HF.3.2 Private

HE.4 Private Insurance HF.4.1 Insurance Group 84.840
HF.5.1 Functioning Budget 558.634

HF.5 MoPH HF.5.2 Investment Budget 89.100
HE.6 Others Ministries | HF-8-1 Others Ministries 35.321
HF.7.1 Public Facilities 87.900

HF.7 Household FA.7.2 NFSS Facilities 12.295
FA.7.3 Private facilities 454.672

Total 42.815 243.566 761.010 1.500 1581.1
Share on % 2.7% 15.4% 48.1% 0.1% 100%

86

nd: not available
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A first result is share contribution to health fiwéng per sources. Figure 2 show that
health financing is essential given by householit W8.1% composed from directs
payments (out of pocket) minus reimbursements vedeifrom complementary
(facultative) insurance plan. On the other handjatdinancing (obligatory levies (tax
and contribution given by State and employers)eggnts 51.8%. Tax allocated to health
is estimated at 33.7%.

Figure 2. Sources of health financing in TunisianZ000)

15,40% 2,70%

48,10%

33,70%

O Ménages O Etat @ Employeurs privés 0 Employeurs publics

NHA results show also that health financing is aogrirom several sources. This system
is then complex because it's defined from manyrfanag dimension of partners. In order
to evaluate effort to mobilize and distribute reses (second NHA matrix), we order
financing agents according to funds received (T&leFinancing agents presented on
table 6 plays a role on regulation rules of thdthesystem according to their function of
health financing intermediates which imply a fuoatiof distribution and allocation of

health resources. It's so important to learn thevalrlassification.
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Table 7. Decreased classification of health finagagent according to received funds
(2000

Financing agents Amount Share on %
MoPH 647.734 41.0
Households 573.998 36.6
NESS 145.462 9.2
Private insurance 84.840 5.4
NFSFR 64.563 4.1
Mutual 48.397 3.1
Others ministries 16.195 1.0
Total 1.581.186 | 100

At first level, we find MoPH with 41% of total ofesources mobilized by financing
sources. Next, direct payment of households presght% while all reaming financing
agents receive only 22.8%. SSF comes on third naitk, 13.3% which highlights their
restricted role on health financing in Tunisia. Wenk that the new implemented
National Funds of health insurance (NFHI) obtaibgdhe unification of the two SSF on
their health insurance elements, will contributegenerate more resources given the
increased rate of social contribution for housebe@ldd employers. Facultative insurance
schema receives only 8.5% of total health financing

Regarding the same table, the households finansiggen by direct payments (out of
pocket) with 73%. These payments are allocatedhdaith provided at private sector and
their share for public sector remains very weallolong, we give the distribution of
households financing:

* 14.49 % is used for SSF contribution
e 10.07 % for health insurance premium
» 5.18% for MoPH (moderated ticket)

Tables 4 and 5, Social contribution of househotatsriandatory insurance is 14.49%. In
fact, SSF have an intermediate role on health Gimgndealing with the 5.19% funds
allocated to MoPH. Table 5 explains a detailed asitun of health financing. SSF
contribution is 9.13 while MoPH received only 5.1&8%household’s direct payments.
The private insurance mechanisms remain very wdakaewery higher the out of pocket
share on health financing.
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3.1.1. Modalities of health providers financing

Table 7 hereafter, presents the second step of tididconcerns the utilization of funds
for providers financing. It's related to follow @inds from FA to providers. We observe
that total amount of health expenditure as estithéte first NHA matrix (FS x FA) is
different from that given on second matrix (FA x P)

It is clear, that funds allocated to agents byrfoiag sources are not fully used for health.
We attribute this difference to SSF whose haverstlkecial crenels (retirement, social
foresight, capital death, social programs...) of whibey must found money to these
activities. Referring to the same table, total titeakpenditures are estimated at 1485.879
million TND from which 50.72 % are allocated to fiabhealth facilities. The private
facilities share is as even important since it 858%. NFSS and others ministries
facilities receive a very weak share estimated .it®®2and to 2.5% from total health
expenditure.
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Table 8. Follow of funds from financing agents to mviders
Second Step: Modalities of providers financing

Unity: Million of TND

Financing agents
) H.F.4 H.F.6
Providers H.F.1 H.F.2 H.F.3 ) H.F.5 H.F.7
Private Others Total
NFSS NFSFR Mutual MoPH o Households
Insurances Ministries
H.P.1 MoPH Facilities 118.393 31.309 516.100 87.900 753.702
H.P.2 NFSS Facilities 28.892 0.000 12.295 41.187
H.P.3 Private facilities 41.607 26.240 51.337 78.44 451.967 647.599
H.P.4 Others ministries
o 2.000 0.659 19.126 37.980
facilities
H.P.5 Health care
1.556 1.149 2.705 5.410
abroad
Total 192.449 59.357 51.337 76.448 516.100 16.195% 73.993 1485.87¢
Share on % 13.0% 4.0% 3.5% 5.1% 34.7% 1.1% 38.6% 100%
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3.1.2. Providers financing

First result obtained concern the main financingrag of providers financing which
is MoPH, Households, health insurance. This israerésting result that shows the
relatively important share of households’ direcympants (out of pocket) equal to
38.6 % for the year 2000. The MoPH share is algaortant and equal to 34.7 % of
total provider’s resources. Health insurance sysbare is lower compared to MoPH
and households direct payments. For instance,dimplementary coverage given by
private insurance and mutual is only 8.6%. Theeirex lower resources and as
consequence they have a small contribution to dewsiinsurance. The following

figure gives a distribution of different modalitiesproviders financing.

Figure 3. Distribution of providers financing

0 34,70%
0 38,60%

| 25,60%

‘D Ménages m Assurances maladies O MSP ‘

Second important result is related to distributadrhealth financing for public and

private providers. Public financing allocated by RHy SSF and others ministries is
used to their owned facilities (public and paralm)bThe half of these resources is
given to MoPH facilities (50.72%). On the other daprivate financing represents
47.2%. Private insurance and mutual contribute dalyrivate facilities financing

while households drains money to both types ofifesd: it's respectively 20.78% for

public facilities and 78.74% for private facilitief their total health expenditures.
NHA results revels a meadow equitable distributddmroviders financing according
to resources’ origin (public and private funds).udeholds’ Direct payments are
important and have certainly, a negative influeofckousehold’s purchases.
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3.1.3. Health indicators

Indicators are a synthetic ratio that illustratebest meaning the health financing

efforts of healthy actors. NHA results allow gegfithe following ratios (table 9):

e Total health expenditures as part of GDP is esath&d 5.6 % ;

* Public health expenditures are great than privapemrditures. Public expenditures
are estimated to 784.101 million of TND while pteaxpenditures are equal to
701.776 million of TND.

« Public share is financed by fiscal represents 6%,9vhile social contribution is
only 32.1%.

» Private Share is greatly financed by out of poakiehouseholds (81.8 %) and
secondly by private insurance (18.2 %). These atdrs show that households
made more efforts to health financing for the y&200.

Others indicators obtained for this NHA exerciseejgorted on the following table.

Table 8. NHA Health indicators

2000
Indicators
Amounts percent
Total health expenditures as part of GDP 1485.%56852 5.6%

=2

Public Health Expenditures as part of Total health
_ 784.101/1485.879 52.8%
expenditures

=

Public Health insurance as part Public Health
) 251.801/784.101 32.1%
Expenditures

Health expenditures financed by fiscal as partudilie
. 532.295/784.101 67.9%
Health Expenditures

Abroad resources as part of Public Health Experektu 1.5/784.101 0.2%

Private health expenditures as part of total health
_ 701.776/1485.879 47.2%
expenditures

Private insurance as part of Private health expersd 127.783/701.776 18.2%

Out of pocket as part of Private health expendsture 573.993/701.776 81.8%
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3.1.4. Health insurance system financing

Tables 4 and 5 which reports second NHA step, peoalso a nice description and
clarify modalities of health insurance system ficiag. Obligatory health insurance is
defined as regime related to NFSS and NFSFR. Talidlelow, gives total amounts
and distribution per financing agents of funds @led to health insurance. 30 % of
total health expenditures are consumed by Heafttramce system which is equal to
473.398 million of TND. Health insurance is finadcdy public and private
employers (60.5%) and households (39.5%). We obsénat SSF receive the
majority of this funding (71.9%), where NFSFR shigrenly 20%. On the other hand,
complementary insurance (private insurance and ahuditain 28.1% of total health
insurance financing.

Table 9. Health insurance financing (Year 2000)

FS.1.2 FS.2.1
] ) FS. 2.2 Part
Public Private Total
Households en %
Employers Employers
HF.1 NFSS 187.006 60.848 | 247.854 52.4
HFE.2NFSFR 42.815 49.492 92.307 19.5
nd
HF.3 Mutual d 48.397 48.397 10.2
n
HF.4 Private
_ 56.560 28.280 84.840 17.9
insurance
Total 42.815 243.566 187.017 | 473.398 100
Share on % 9.0 51.5 39.5 100

nd: data not available.

Private financing understands individual’'s expemdi$ that are reimbursed or not by
private insurance or mutual and firms ambulatomg @ealing with meager resources
of these insurance companies (28.1 %). It shouldnbted that the share of
households’ health care expenditures was direetlfized with a weakly amounts of
reimbursements.
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3.2. NHA results for the year 2004

3.2.1. Structure of Health financing

Table 10 given above, show that mobilized resoui@ebealth by financing sources.
From the same table, total amounts of healthy Gmanis estimated to 2114.176
million of TND which is related to findings cominfigpom State, public and private
employers, households and accessory from reseofvtnld (international’s agencies,
like world bank, world health organization), whitetal health expenditures is closely
equal to 2105.936 MD (with a share of GDP equd.88) and 211.844 TND as per
capita expenditures. Figure 1 show that househeltsin the main financing agents
with a percent share of 50.9%. At second rank,eShatve a contribution share on
health financing equal to 28.9 % while public anmiVgte employers comes on third
rank with 20,15%.

Figure 4. Distribution of Health financing sourcesper types of agents (2004)

Reste du Monde

Etat
0.06%

28.90%
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* Households allow 50.3 % of total health from whth1% are direct payments on
private sector and 19.8% payments realized on MofeEilities. Social
contribution to SSF represents 12.5% of Householdsilth financing while
insurance premiums is only 4.4%. Direct paymentireag received health care
service on others ministries facilities are caltadao 1.1% (tableau 10).

« State allow 28.9 % of total health financing frorhigh 97.7 % is a functioning
and investment budget of MoPH, 1.5 % for facilitesned and 1% to some

public mutual (tableau 10).

28



* Private and public employers contribute to healthricing via social contribution
for SSF and to complementary insurance. Their dmurtions are estimated to
428.103 million of TND where private employers hdte great share (75.6%)
(Table 10).

* The rest of world has a very small share estimadddss than 1% of total health

financing (Table 10).

Furthermore, Health financing can be analyzed alicgrto the origin of funds (social
contributions and/or fiscal). With this respect, get the following results for the year
20004:

The share of health financing with fiscal as origgpresents 28.9 %.

The share of health financing with social contribag as origin represents 22.5%.

The share of health financing with households’ dirpayments as origin

represents 41.6 %.

The share of health financing with insurance premas origin represents 6.9 %.
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Table 10. Follow of funds from financing sources tdinancing agents

Year 2004 (million of TND)

Phase of resources mobhilization

Financing Sources

FS.3
- - FS. 1.1 FS.1.2 FS.2.1 FS.2.2
Financing agents State Funds of public Funds of private Funds of trfgr;g:to(jf Total
Revenue employers employers Households the world

HF.1.1 MoPH 596.882 9.240 36.960 213.243 856.325
HF.1.2 MoND 7.041 10.810 17.851
HF.1.3 MolLD 1.492 0.286 1.778
HF.1.4 MoS 0.404 0.950 1.354
HF.2.1 NFSS 230.903 67.083 1.310| 299.296
HF.2.2 NFSFR 50.420 67.897 0.049| 118.366
HF.3.1 Private Insurance 39.252 53.948 17.214 110.414
HF.3.2 Mutual 5.171 5.250 0.130 30.373 40.924
HF.4 Health private Agents 667.868 667.868
Total 610.990 104.162 321.941 1075.724 1.359|2114.176

Shareonen % | 28.90 4.93 15.23 50.88 0.06 100.00
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3.2.2. Financing structure of health insurance systn

Health insurance is obligatory defined by SSF aypdabultative (or complementary)

insurance by private insurance and mutual. Healurance system has received

629.000 million of TND. Table 11 give the structwe health insurance financing

which is coming from private employers (51.0%), $ehwolds (31.0%) and public

employer§ (17.0 %). State attribute subsidies to mutuakeel@o ministry department

is only 0.01%.

Table 11. Distribution of health insurance financirg

Year 2004 (million of TND)

Financing Sources

Financing Agents State Public Private Rest of

Revenue Employers Employers Households the world Total
NFSS 267.863 78.123 1.31| 350.056
NFRPS 59.66 70.657 0.049| 127.606
Private insurance 39.252 53.948 17.214 110.414
Mutual 5171 5.25 0.13 30.373 40.924
Total 5.171 104.162 321.941 196.367 1.359| 629.000

Share on % 0.01 0.17 0.51 0.31 0.002 1.00

* NFSS receives the great share (52.6 %) which teetly related to the important

numbers of its beneficiaries. The financing of NA&&lth insurance component

IS on majority given by private employers (76.5 %hile household’s

contribution is still 22.3 %.

* NFSFR receives 20.3 % of total health insurancaniimg. This financing is

obtained from households (55.4 %) and public eng®y46.8 %).

* Private health insurance receives 17.6 % of tatanicing. This financing is

obtained from public employers (35.5%), private &@yers (48.9%) and

households (15.6 %).

* Mutual receive only 7.19 % of total financing. THieancing is obtained from
households (74.2%), from State as subsidizes (1)2a6fb from public employers

(12.8 %). Private employers share is very lower estidnated to 0.3 %.

® Including State as public employers.
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3.2.3. Health expenditure by financing agents andybproviders

Table 13 give modalities of providers financing @cling to the NHA second matrix:
follow of funds financing agents to providers. Tinention table shows firstly that total
estimated amounts of national expenditures on Iheaie 2105.936 million of TND.
Expenditures of financing agents affected to headtie providers represents 99.6 % of
total health financing (see first matrix). A detail data given on table 13 prove the

following results:
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Table 12. Follow of funds financing agents to heditcare providers

Year 2004 (million of TND)

Financing Agents
. HF.4
Health care Providers HF.11 | HF.1.2 | HF.1.3 | HF.1.4 | HF.21 | HF.22 ;,"r'izv':t'é HF.3.2 Health Total
MoPH MoND | MolLD MoS NFSS [ NFSFR Mutual private
Insurance

Agents
HP 1.1. Hospital with administrative character 286. 658 36.623| 13.241 98.923 435.445
HP. 1.2. RH and UHC 173.624 143.156| 48.087 62.480 427.347
HP. 1.3. Hospitals owned by others ministries 6.389 1.492 0.404 6.177 3.089 2.780 20.331
HP.1.4. Clinics and private offices 51.207| 72.487 25.038 10.771 244.374 403.877
HP.3. NFSS Facilities 37.777 10.517 48.294
HP. 4.1. Pharmacies 25.563 60.091 24.014 340.238 449.907
HP. 4..2 Others expenditures 3.907 5.008 2.046 118.038 128.999

HP. 4.3. Sellers and distributors of medical

goods 7.978 10.0152 4.0924 2.007 24.092
HP.6. Administrative fees 61.828 5.224 | 4.97364 13.333 85.359
HP. 8. Rest of the world 0.273 4.418 2.443 7.134
HP. 9. Equipments expenditures 74.5 0.652 75.152
Total | 596.883 7.041  1.492 0.404 322.030 144.321 113.485 40.924 879.357  2105.936
Shareon% 28.34% 0.33% 0.07% 0.02% 15.29% 6.85% 5.39% 1.94% 41.76% 100.00%
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3.2.4. Publics Expenditures and Privates Expendituas

Public health expenditures (resources coming fresoaf and social contribution) are

estimated to 50.91 % of total health expenditurdenprivate health expenditures (out of

pocket and private insurance premium) are estinatd®.09%. Others results are:

* Fiscal resources represents 56.5% of total puleilth expenditures while social
contribution resources represents 43.5 % ;

* Out of pocket represents 85.1% of total health edjjeres;

* Health expenditures per capita are estimated t0.8441 DT. Public health
expenditures per capita were 107.853 DT while peieealth expenditures per capita
were 103.990 DT.

3.2.5. Financing modalities of health care provideyr

A lines lecture of table 13 allows learning aboigtribution of health expenditures by
financing agents and it's more explicitly given tigure 4. Para-public facilities (NFSS
and others ministries owned facilities) receive theser share 3.8 % while public

facilities receive 48.2% and private one 47.8%.

Figure 5. Health expenditures by types of health ¢a providers
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3.2.6. Financing modalities of MoPH facilities

Public sector is financed by State budget (59.738F (24.1 %) and Households 16.2 %.
MoPH Budget is used on central level but also useshlary payment of its functionary

and investment at various levels.
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Table 13. Financing modalities of MoPH facilities

Financing agents

Public Providers MoPH NFSS | NFSFR|Householdy Total
Hospital with administrative
character 286.658 36.628 13.241 98.923 435445
RH and UHC 173.624 143.156 48.087 62.48 4271347
Administrative Fees 61.82§ 61.828
Equipments expenditures 74.5(C 74.500

Total| 596.61| 179.779 61.328 161.40B 999(12
Shareon 9 59.7% | 18.0% | 6.1% 16.2% 100%

3.2.7. Financing modalities of private health care

Private sector is financed by households 70.0%|€Ta8). It concerns Households’

direct payments from which is deduced complementayrance refunds. According
to NHA results, 48.3 % of total households expemds on health are undertaken on

pharmacies and on private facilities (34.7 %). 1®®private facilities financing is

coming from SSF and it's related to particular cemions that including long

duration disease (for NFSFR) and labor accidents.

The share of complementary insurance on privatéties financing is equal to 14 %.

This kind of health insurance has expenditureszeglon private facilities (85%) and

pharmacies. Mutual and private insurance use a one&60 % of pharmacies devices.

Table 14. Financing modalities of private facilities

NFSS|NFSFR  P1Va% | \itual | Householdy  Total
Private facilities Insurance

Clinics and private officess1.207| 72.487| 25.038 10.771 244.374 403.877
Pharmacies 25.56 60.091 24.014  340.238 449.907
Others expenditures 3.9 5.008 2.046 118.038 128.999

Sellers and distributors of
medical goods 7.97 10.0152 4.0924 2.007] 24.092
Total| 88.655 72.487 100.152 40.924 704.657 1006.875
Share on %| 8.8%| 7.2% 9.9%| 4.1% 70.0%| 100.0%
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3.3. NHA results for the year 2005

3.3.1. Structure of financing of the health

Table 15 given above, show that mobilized resouteebealth by financing sources.
From the same table, total amounts of healthy @imanis estimated to 2256.015
million of TND which is related to findings cominfigpom State, public and private
employers, households and accessory from resieoivtrld (international’s agencies,
like world bank, world health organization), whitgtal health expenditures is closely
equal to 2247.281 million of TND (with a share oDB equal to 5.97) and 226.062
TND as per capita expenditures. Figure 6 show hmatseholds remain the main
financing agents with a percent share of 51.4%.sé&tond rank, State have a
contribution share on health financing equal t022% while public and private

employers comes on third rank with 20,37%.

Figure 6. Distribution of Health financing sourcesper types of agents (2005)
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* Households allow 51.4 % of total health from wh&&h7% are direct payments on
private sector and 19.5% payments realized on MofaEilities. Social
contribution to SSF represents 12.5% of Householdsilth financing while
Insurance premium is only 4.3%. Direct paymentsirejaeceived health care
service on others ministries facilities are caltedao 1.1% (tableau 15).

» State allow 28.2 % of total health financing frorhigh 97.7 % is a functioning
and investment budget of MoPH, 1.5 % for facilitesned and 1% to some
public mutual (tableau 15).

« Private and public employers contribute to heahhricing via social contribution
for SSF and to complementary insurance. Their dmutions are estimated to
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459.572 million of TND where private employer givé®e great share (75.6%)
(Table 15).

« The rest of world has a very small share estimaiddss than 1% of total health
financing (Table 15).

Furthermore, Health financing can be analyzed aliegrto the origin of funds (social

contributions and/or fiscal). In this respect, wet the following results for the year

2005:

* The share of health financing with fiscal as origipresents 28.2 %.

* The share of health financing with social contnibas as origin represents 22.1%.

« The share of health financing with households’ dirpayments as origin
represents 42.8 %.

* The share of health financing with insurance premas origin represents 6.9 %.
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Table 15.Follow of funds from financing sources to financingagents

Year 2005 (million of TND)

Phase of resources mobilization

Financing Sources

FS.2.1 FS.3
Financing agents FS. 1.1 State FS. 1.2 _ Funds of Fs.2.2 Funds of the
Funds of public _ Funds of Total
Revenue private rest of the
employers Households

employers world
HF.1.1 MoPH 620.403 9.240 36.96 226.353 892.956
HF.1.2 MoND 7.393 11.351 18.744
HF.1.3 MolLD 1.567 0.300 1.867
HF.1.4 MoS 0.424 0.998 1.422
HF.2.1 NFSS 252.458 73.333 1.376 327.167
HF.2.2 NFSFR 55.487 71.22 0.054 126.761
HF.3.1 Private Insurance 42.000 57.724 17.41 117.134
HF.3.2 Mutual 5.481 5.565 0.138 32.195 43.379
HF.4 Health private Agents 726.585 726.585
Total 635.268 112.292 347.281 1159.745 1.430 2256.015

Share onen % | 28.16% 4.98% 15.39% 51.41% 0.06% 100.00
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3.2.2. Financing structure of health insurance systn

Health insurance is obligatory defined by SSF aypdabultative (or complementary)

insurance by private insurance and mutual. Healurance system has received

614,441 million of TND. Table 16 give the structwe health insurance financing

which is coming from private employers (50.5%), $ehwolds (31.6%) and public

employers (16.8 %). State contributes with only 0.1% as &liés for mutual owned

by ministries department.

Table 16. Distribution of health insurance finanang (Year 2005)

Year 2005 (million of TND)

Financing Sources

Financing Agents State Public Private Rest of the
Households Total
Revenue | Employers | Employers world

NFSS 289.418 84.373 1.376 375.167
NFRPS 64.727 73.98 0.054 138.761
Private insurance 42.000 57.724 17.41 117.134
Mutual 5.481 5.565 0.138 32.195 43.379
Total 5.481 112.292 347.281 207.959 1.430 674.441

Share on % | 0.81% 16.65% 51.49% 30.83% 0.21% |100.00%

* NFSS receives the great share (55.6 %) which teetly related to the important

numbers of its beneficiaries. The financing of NA&&lth insurance component

IS on majority given by private employers (77.1%)ile households’ contribution

is still 22.5%.

* NFSFR receives 20.6 % of total health insurancani@mg. This financing is

obtained from households (53.3 %) and public eng®y46.6 %).

e Private health insurance receives 17.4 % of tatanicing. This financing is

obtained from public employers (35.9%), private &@yers (49.3%) and
households (14.9 %).

e Mutual receive only 6.4% of total financing. Thim&ncing is obtained from

households (74.2%), from State as subsidizes (1)2a6% from public employer’s

(12.8 %). Private employers share is very lower estdnated to 0.3 %.

" Including State as public employers.
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3.3.3. Health expenditure by financing agents andybproviders

Table 17 give modalities of providers financing @cling to the NHA second matrix:
follow of funds financing agents to providers. Tinention table shows firstly that total
estimated amounts of national expenditures on Iheaie 2247.281 million of TND.
Expenditures of financing agents affected to headtie providers represents 99.6 % of
total health financing (see first matrix). A det¢ail data given on table 13 prove the

following results:
3.3.4. Publics Expenditures and Privates Expenditas

Public health expenditures (resources coming fresoaf and social contribution) are

estimated to 50.6 % of total health expenditurelevprivate health expenditures (out of

pocket and private insurance premium) are estimatd®.4%. Others results are:

* Fiscal resources represents 55.4% of total puld@lth expenditures while social
contribution resources represents 44.6 % ;

* Out of pocket represents 85.7% of total health edjteres;

« Health expenditures per capita are estimated226.62 TND. Public health
expenditures per capita were 114.405 TND and mivegalth expenditures per
capita were 111.657 TND
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Table 17. Follow of funds financing agents to heditcare providers

Year 2005 (million of TND)

Financing Agents

HF.4
Health care Providers CE11Moph | HF12 | HF13 | HFL4 | HF21 | WR22 | J5S1 HF3.2 | Health ot
o MoND | MolILD MoS NFSS NFSFR Mutual private
Insurance
Agents
HP 1.1. Hospital with administrative
character 310.008 37.550| 14.293 107.359 469.210
HP. 1.2. RH and UHC 173.605 160.568| 56.035 66.854 457.061
HP.1.3. Hospitals owned by others
ministries 6.708 1.567 0.424 6.486 3.243 2.919 21.348
HP.1.4. Clinics and private offices 53.767| 78.232 25.513 10.845| 267.581 435.938
HP.3. NFSS Facilities 40.421 11.253 51.675
HP. 4.1. Pharmacies 27.352 61.232 26.028| 366.789 481.400
HP. 4..2 Others expenditures 4.102 5.103 2.169| 126.094 137.468
HP. 4.3. Sellers and distributors of
medical goods 8.536 10.205 4.338 2.937 26.017
HP.6. Administrative fees 67.208 5.746 5.348 12.765 91.067
HP. 8. Rest of the world 0.288 4.048 1.776 6.112
HP. 9. Equipments expenditures 69.300| 0.685 69.985
Total 620.409 7.393 1.567 0.424 | 348.578 | 158.927 114.818 43.379 951.785 | 2247.281
Share on % 27.61%| 0.33% | 0.07%| 0.02% | 15.51%| 7.07% 5.11% 1.93%| 42.35% | 100.00%
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3.3.5. Financing modalities of health care provideyr

A lines lecture of table 17 allows learning aboigtribution of health expenditures by

financing agents and it's more explicitly given tigure 7. Para-public facilities (NFSS

and others ministries owned facilities) receive thsser share 3.3 % while public

facilities receive 47.3% and private one 48.1%.

Figure 7. Health expenditures by types of healthare providers

M 48.1

%

O Hopitaux publiques

@ Etablissements parapubliques

m Etablissements privés

047.3
%

%

3.3

3.3.6. Financing modalities of MoPH facilities

Public sector is financed by State budget (58.338F; (25.3 %) and Households 16.4 %.
MoPH Budget is used on central level but also ueeshlary payment of its functionary

and investment at various levels.

Table 18. Financing modalities of MoPH facilities
Financing agents

Public Providers MoPH NFSS NFSFR |[Householdy Total
Public Providers 310.008 37.550 14.293 107.359  469.210
Hospital with
administrative characte 173.605 160.568 56.035 66.854 457.061
RH and UHC 67.208 67.208
Administrative Fees 69.300 69.3
Equipments expenditures620.121 198.118 70.328 174.2183 1062./79

Total| 58.3% 18.6% 6.6% 16.4% 100.0%
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3.3.7. Financing modalities of private health care

Private sector is financed by households 70.6%€Tra0). It concerns Households’
direct payments from which is deduced complementasyrance refunds. According

to NHA results, 48.0 % of total households expamdd on health are undertaken on

pharmacies and on private facilities (35.1 %). 1%.9f private facilities financing is

coming from SSF and it's related to particular cemions that including long

duration disease (for NFSFR) and labor accidentee $hare of complementary

insurance on private facilities financing is equal 13.5%. This kind of health

insurance has expenditures realized on privatditfasi (85%) and pharmacies.

Mutual and private insurance use a meadow 60 %hafrpacies devices.

Table 19. Financing modalities of private facilities

NFSS | NFSFR| VA€ | Mutial| Households  Total
Private facilities nsurance
Clinics and private
officials 53.767| 78.232| 25.513|10.845| 267.581| 435.938
Pharmacies 27.352 61.232|26.028| 366.789| 481.400
Others expenditures 4.102 5.103| 2.169| 126.094| 137.468
Sellers and distributors of
medical goods 8.536 10.205| 4.338 2.937| 26.017
Total|93.759| 78.232| 102.053|43.379| 763.401|1080.824
Share on %| 8.7% 7.2% 9.4%| 4.0% 70.6% | 100.0%
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Section 4. Synthesis of NHA results

First NHA Matrix (follow of funds from financing swces to financing agents) give a
description of resources mobilized to health seutbile the second one (follow of

funds from financing agents to health care prowpeéescribe the use of funding or
distribution of health expenditures by providerdieTexisting difference between
mobilized resources and expenditures of financgenés should be attributed to none
used resources, particularly from health insurardéies. Table 20 gives a summary
of these values and it also include the rate ofuahrgrowth of total health

expenditures (2004-2005) and the share of healpierektures on GDP and health

expenditures per capita.

Table 20. Health expenditures, share on GDP and hila expenditure per capita

2000 2004 2005

Total financing (Million of TND) 1581.18¢ 2114.17§ 2256.015
Total health expenditures (Million of TND) 1485.879 2105.93q 2247.281
Rate of annual growth of total health expendit{#éy 6.7
Share of total health expenditures on GDP (%) .60 5.98 5.97
health expenditures per capita (TND) 155.370 211.844 224.07§
Rate of annual growth of health expenditupes capitd 58
(%) '

4.1. Health indicators and ratios

According to table 25 that presents ratios of eaekpenditures, it's easy to find the

following results:

* For years 2004 and 2005, total health expenditsrekse to 6 % of GDP and to
7.6 % of total expenditures of final public andvate consumption (market and
no market consumption). Health expenditures shar&DP is on average 7% for
OCDE countries in 1990 and 8.9 % in 2004. It's appnate to 10 % on
Switzerland and Germany and 15 % in the UnitedeStat America which comes
in head of OCDE. In countries with similar reverage Tunisia (MENA region
countries), the share of health expenditures on @GD¥%% in Morocco, 12.2 in
Lebanon, 9.5 % in Jordan and 6.4 % Iran (Annexve @i brief and more detailed

international comparison).

44



* Value added of health services is estimated t&¥3& GDP and to 6.2% of total

value added obtained by market and no market ssrwtTunisia economy.

*  The share of Public administration expendituse/¢akly reduced from 50,9 %

in 2004 to 50,6 % in 2005.

* Households’ health expenditures have increased B@M4 million of TND in
2004 to 951.8 million of TND in 2005 dealing withgaowth rate equal to 8.2%

and an increase of their share on total healthredipees from 41.8% to 42,4 %.

* Households’ health expenditures represents 4%eof thtal expenditure of final

consumption while the share of public administration health represents

meadow 20% of their total expenditures on finalstonption. Nevertheless, the

share of MoPH expenditures represents 9.3% of Sja¢eating expenditures in

2005 and 9.9 % in 2004.

Table 21. Indicators and ratios of health expendittes for years 2004 and 2005

Varying
2004 2005 | variables (%)
for 2005 / 2004
GDP 35193.0| 37663.6 7.02
Share of total health expenditures on GDP (%) 5,98 5,97
Health value added (including pharmaceuticals petsjy 1154.2 | 1232.2 6.76
Public Health Value added 562.1 595.8 5.99
Private Health Value added 592.1 636.4 7.49
Total expenditures on final consumption 27600.0| 29608.0 7.28
Households expenditures on final consumptio 22256.0| 23913.0 7.45
Public expenditures on final consumption 5344.0 | 5695.0 6.57
Total Health Expenditures 2105.9 | 2247.3 6.71
Public Health Expenditures 1072.2 | 1137.3 6.07
Private Health Expenditures 1033.8 | 1110.0 7.37
Including Households’ health expenditures 879.4 951.8 8.24
Share of MoPH expenditures on total operating 9.9 9.3
expenditures of State (%) ' '
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Health Value added (including pharmaceutical présju

as a share of GDP (%) 3.28 3.27
S:r?sr(j r?;; :gﬁl(goe)alth expenditures on total final 763 2 59
Sgr?srﬁr?;;)gr?lcig‘ Qﬁglltgoizgeg%tures on Total Public 20.06 10.97
Er?;?lcﬂggjr?]rg)%lgﬁ’(gz)penditures on Total households 395 3.08

4.2. Health financing

Health financing is mainly realized by househol8tate and employers. Since the
year 2000, health financing structure has not cbdndiowever; the share of

contributory entities as financing sources has endd small changes, like the

increased share of public employer and householdshe reduced share of State. For
instance, the decreased share of State is evalta#® points for the period 2000-

2004 and 5.5 points for the period 2000-2005 (abet22).

Table 22. Trends of health financing by sources

Year State Public Private Households Rest of the World
Employers
Employers
2000 33.70 2.70 15.40 48.10 0.10
2004 28.90 4.93 15.23 50.88 0.06
2005 28.16 4.98 15.39 51.41 0.06

Tunisian health system is financed by various iestitso it can be qualified as
complex and fragmented which have as consequenog difficult to get a global
regulation of health sector and to define a clesith policy. The new implemented
reform of health insurance can reduce health fimghcomplexity and contribute to
regulate health sector.
e Health insurance financing made by Householdsdsmigosed as follows :
0 Households’ social contributions as share of hooisish health
expenditures is respectively estimated to 14.592000, 12.5 % in
2004 and 2005.
o0 Households payments of private insurance and muiterhium as

share of their total health expenditures is respelgt estimated to

46



10.1% in 2000, 4.3 % in 2004 and 4.4 % en 2005.

* An Employers social contribution is estimated t&.381 million of TND in 2000,
428.103 million of TND In 2004 and 459.572 millioh TND in 2005. The share
of private employers has decreased from 85.5% 060206 75.6 % in 2004 and
2005.

» State financing share have decreased from 33.72000 to 28.9% in 2004 and to
28.2% in 2005. For these three years, from 97%88b 9f State budget allocated
to health was given to MoPH and the remainingtisbatted to others ministries.

* The financing share of the rest of the world isallyuweak. In 2000, the rest of
world is estimated to 1.5% of total health finamgckvhile it's less than 1% for
2004 and 2005.

» According to the origin of findings, health finangiis described as follows:

o Public funds:
» Fiscal Origin: 33.7 % in 2000, 28.9% in 2004 ar@d22% in
2005
= Social contributions origin: 21.5% in 2000, 22.52604 and
22.8 % in 2005.
o Private funds:
= Households direct payments (out of pocket): 36.39%2000,
41.6 % in 2004 and 42.3 % in 2005.
» Facultative health insurance premium (private iasoe and
mutual): 8.5 % in 2000, 6.9 % in 2004 and 2005.

4.3. Public expenditures and Private expenditures

Health expenditures can be decomposed into publigereditures and private
expenditures. The first type is obtained by the safn$tate budget and mandatory
health insurance. It allows a measure to colldgtiefforts to health financing. The
second type is obtained by the sum of householdsttdpayments and facultative
insurance premium. Total health expenditures inidiancan equally divided into
public and private health expenditures. For thigopse, we have a 2% increase on
private expenditures for the period 2000 and 2685l€ 23).
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Table 23. Trends on public and private expendituregvalue on %)

Type of Expenditures | 2000 | 2004 | 2005
Public Expenditures |
State Budget 35,8 28,76 28,03
Mandatory Health Insurance 17,0 22,14 22,58
Sub/Total 52,8 50,90 50,61
Private Expenditures |
Facultative Health Insurance 8,6 7,33 7,04
Households’ direct payments 38,6 41,76 42,35
Sub/Total 47,2 49,09 49,39
Total 100,0 100,0 100,0

4.4. Health Insurance financing

In Tunisia, health insurance is financed by puldicd private employers and
households. The amount of funds dedicated to he@#tirance system is estimated to
473.398 million of TND in 2000, 629.000 million GfND in 2004 and 674.441
million of TND in 2005. The health insurance finargrepresents 30% of total health
expenditures for the three years. Social contrimgtiof public and private employers
Is the most important share of health insurancanfting, it is evaluated to 60.5 % in
2000, 68.1% i 2004 and 68.0% in 2005 (table 24)udébtolds’ contribution is
estimated to 39.5% in 2000, 31.0 % in 2004 and BO2®05).

Table 24. Trends on health insurance financing byasirces (value on %)

Year | Public Employers| Private Employers Households
2000 9.0 51.5 39.5
2004 17.0 51.0 31.0
2005 16,5 515 30.8

4.5. Financing Modalities of health care providers

Considering table 25, public providers receive 5&70of total health expenditures in
2000. This value has decreased by 3 % for yeard 28d 2005. On the other hand, the
share of private provider's expenditures on healtpenditures has increased by 5%
(from 43.6 % to 48.6 %) between 2000 and 2005. Siteee of para-public providers has
also decreased by 2 %, from 5.3 % in 2000 to 3.81%2004 and 2005. The share of
abroad treatment on total health expenditures bas bdecreased by 0.1 % between 2000
and 2005.
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Table 25.Trends of Facilities types share on total healireaditures

Type of providers 2000 2004 2005
Public facilities 753.702 999.120 1062.779
Para-public facilities 79.167 68.62% 73.022
Private facilities 647.599 1006.873080.824,
Abroad treatment 5.410 6.861 5.824
Total | 1485.878| 2081.481] 2222.449

MoPH owned facilities are financed by State, SSéFldauseholds:
* The share of State is equal to 68. % in 2000, 59112004 and 58.3 % in 2005 ;
* The share of SSF is equal to 19.9 % in 2000, 24i8 2004 and 25.3 % in 2005 ;
* The share of households is equal to 11.7 % in 200@ % in 2004 and 16.4 % in

2005.

Private facilities are financed by households agalth insurance entities. Households

provide as usually, the great share evaluated ® %in 2000, 70.0 % in 2004 and
70.6 % in 2005. SSF contribute to finance privatglities: 10.5 % in 2000, 16.0 % in
2004 and 15.9 % in 2005. The share of facultatngeiiance (private and mutual) is
equal to 19.7 % in 2000, 14.0 % in 2004 and 13i5 2005.

49



Conclusion

NHA results presented in this report give a cleasatiption of Tunisian case on
health financing and utilization of resources witlihe health sector. The first two
section of the report have focused to conceptudl raethodological framework of
NHA implementation dealing with the case of Tumisiealth system aspects of NHA
for purpose to be applied for Tunisia while thetsecthree and four presents NHA
results respectively for years 2000, 2004 and 20QHA framework is done
following a strict application of WHO methodologywHO 2003).

It is necessary to remind that NHA result for theary 2000 have been undertaken
from a previous report (see Arfa and Achour 20049 & was used here for the

purpose to make trends of health financing and rdipgres. NHA 2000 provides also

referring dataset for NHA results years 2004 and52@-or years 2004 and 2005, the
efforts of data gathering and estimation are tloeeetindertaken on the beginning of
the year 2007 for an approximate period of six rhont

The main results obtained are the estimation @il ta¢alth expenditures using WHO
guide: 1581.186 million of TND in 2000, 2105.936llmn of TND in 2004 and
2247.281 million of TND in 2005. Very useful othemrssults extracted from NHA
matrixes are:

o Health financing in Tunisia are initially obtainé@m obligatory levies (taxes
and social contributions) and direct payments afsetolds (out of pocket and
health insurances premiums). The share of thedostponent is evaluated to t
55.2 % in 2000, to 51.5% in 2004 and to 50.3 %0052

o The health expenditure per capita health has iseceduring five years (2000-
2005) by 68.780 TND, while for the same periode hiealth expenditures for
medical per person and per year (data from houdsltslrveys) has increased
only by 41.2 TND (see table 27 reported on annéx 3

o Private sector receives the great share (80.9% 0@5)2 of households’
expenditures which is on the majority used to pasohg drugs and
ambulatory care.

NHA implementation has allowed estimating healtiurances financing and value
added of health services for the first time. Thessilts and others are summarized
here after:
o Health insurances entities are financed by pubiid private employers and
households. All its funds represent 30 % of totlth insurance in 2000 and
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27% for years 2004 and 2005.

o Private and public employer's have the great shafrehealth insurance
financing. Varying from 60 to 67 %) while househisldhare have decreased
by 7 % for the period 2000-2005. This insurancetesysis financially
fragmented where SSF receive the great share afaddld resources against
complementary insurance (mutual and private insgshn

o For the years 2004 and 2005, the health servides aaded is equal to 3.3 %
of Tunisian GDP.

Finally, we should mention that the use of WHO guid setting up t NHA, we get
completed the two first matrix and due to dispesiton data published by health
entities we didn't obtain the others NHA matrix esquired. Nevertheless, the
presented results provide certainly some continatyd periodicity on NHA

implantation. However, the NHA establishment coméi®m to depend on the
recognition of its importance as its importance asdndispensable tools for decision
maker. Many efforts should be made from differeagalth actors to collaborate as

well as their ability to produce useful and rel@biformation.
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Annexes

Annex 1. Trends of health expenditures indicators1(995-2005)

Indicators 1995 2000 2002 2003 2004 2005
THE / GDP (%) 5.5 5.6 5.8 5.6/ 5.98 5.97
PUHE / THE (%) 47.20% 52.8% 50| 47.5| 50.9% 50.6
PrHE / THE (%) 52.8% 47.2% 50| 52.5 49.1% 49.4%
PuHE/ Total public operating expenditures (P0) 7.1 6.9 7.6 7.7 9.9% 9.3%
Zz;%E financed from external sources /THEO.S% 15% 02% 0.4% 01% 0.06%
Household’s Health expenditures / PrHE (%) 85.8%| 80.2% 83 82.9] 85.1% 85.7%
SSF expenditures on health / PUHE (%) 205% 32.1%| 22.9] 235 43.5% 44.6%
PUHE financed from fiscal resources /THE (P37 2 o4 35.80| -----ee | --ommeev 28.8% 28.0%
HE per capita (TND) 119.732 155.37Q -------- | -==-m--- 211.844 226,062
HE per capita on exchange rate ($ USA) 104.11 114.67/126.00 141.00 172.23 183.79

Annex 2 : International comparison

This second annex is dedicated to internationalpasison in order to get answers to
the following questions, like what is the sharetaihl health expenditures on GDP?
What is the share of public and private funds oalthesystem financing? What is the
share of tax resources and social contributionsl wse health financing as part of
public resources? Etc. Tunisia is compared firstlyOCDE countries and then to
some similar revenue countries (MENA region cowsiyi

For OCDE countries, the growth of health expend#unas increased more than the
growth rate of GDP for the period 1990-20(c¢-Santé OCDE 200§ except
Finland. At these countries, health expenditurespagt of GDP is on average
estimated to 5% in 1970, 7% in 1990 and 8.9 % i®420or instance, the share of
health expenditure on GDP is 10 % on Switzerlardl @armany while United-states
of America comes en first dealing with the heigatgent of health expenditures 14 %
on 2004. Today, its value is very restricted famsocountries like republic of Slovak
(5.7%) and Mexico (6.1%) which similar to Tunisicase (6 % in 2004 and 2005).

On the most of OCDE countries, the essential sbiahealth financing is obtained for

fiscal levies sources and in 2004, public financiegresent an average of 73 % of
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health expenditures. 75% of health expendituresimaaced by the State and even on
U.S where private sector dominates the health sectalic health expenditures is 6%
of GDP. Health financing is therefore largely gudeg by public funds on mandatory
framework health insurance (universal health insce® including State intervention
on regulation or according a regulation made byeSémd health insurance entities.
Even though the decreased share of public healtdsfun some countries like,
Poland, Hungary and Czech Republic where it wagivelly important in 1990, it has
increased in others countries like, Korea, Mexwijtzerland and United States. In
Korea, for example, the share of public financiag growth from 38 % in 1990 to 50
% in 2004. In United States, it has increased 40 %b % for the period 1990- 2004,
although the private funds continue to have a prdprant role on health financing
but public health expenditures per capita heaétmain more important than the most
other OCDE countries because total health expemditus more important.
Household’s direct payments on health were an itapbrsource of financing for
some OCDE countries, especially where private heatturance is less developed. In
2004, the share of household’s direct payment wgitseh for countries like, (51 %),
Greece (45 %) and Korea (37 %xpenditures of private health insurances is on
average only 6 % of total health expenses for OCDé#ntries, but these insurances
entities have an important role for some populagorups in Germany, Netherlands,
and not aged population in US where it cover 37 ®62004 of total health
expenditures. In France and Canada, the privateanses cover a meadows 10 to 15
% of total health expenditures, bringing a completagy schema of the available

universal health insurance system.

Health care expenditures have strongly increasetk $0 years on OCDE countries.
This phenomenon of constant and generalized expgasdi rising for all OCDE
countries has generated with acuteness the problieinealth system financing.
Despite the health care expenditures rising, theresiof public funds on health
financing remains always important. If current tterwill continue, governments
should increase fiscal or social contributions dgviand as consequence others
expenditures for others sectors will decreased wili necessary to increase patient

payments for health consumption.
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Table 26. Health expenditures for OCDE countries ath others countries with low
revenue (2001)

Public Health expenditures / Private Health expenditures /

Countries Total health expenditures (%) Total health expenditures (%)
Germany 74.9 25.2

France 76 24

South Korea 44.4 55.6
Unite States 44.4 55.6
Mexico 44.3 55.7
Tunisia 51.0 49.0
Lebanon 28.1 71.9

Source: WHO (2004)

Compared to similar revenue level, the total heakpenditures as share of GDP in
Tunisia is weak, except for Morocco which have teoraqual to 5%. The same ratio
is very high on Lebanon (12.2%) and 9.5 % in Joralath 6.4 % in Iran. In addition,
in country with average reverfijeprivate expenditures as part of total health
expenditures is equal to 58% (varying from 38 t@4)0 The high rate of household’s
direct expenditures is due to great value of coapay (moderated ticket) used by

private and public insurances.

Annex 3. Sub-accounts analysis of NHA

A.3. 1. NFSS

NFSS 2004

Receipts

Expenditures

Social Contributions

Health services

Private employers 230.903 Public Health facilities 179.779
Households 67.083 Private Health facilities 6.177

Funds to public treasure 48.000 Para-public Health facilities 88.655
Transfer from exterior 1.31 Policlinic of the NFSS 37.777
Management fees 5.224

Transfer to exterior 4.418

Surplus 25.266

347.296 347.296

® According to the regional cutting realized by WHRIENA regioncountries with average revenue are:

Djibouti, Egypt, Iran, Iraq, Jordan, Morocco, Aralitepublic of Syrian and Tunisia.
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NFSS 2005

Receipts Expenditures
Social Contributions Health services
Private employers 252.458 Public Health facilities 198.118
Households 73.333 Private Health facilities 93.759
Funds to public treasure 48.000 Para-public Health facilities 6.486
Transfer from exterior 1.376 Policlinic of the NFSS 40.421
Management fees 5.746
Transfer to exterior 4.048
Surplus  26.589
375.167 375.167
A.3. 2. NFSFR
NFSFR 2004
Receipts Expenditures
Social Contributions Health services
Public employers 50.42 Public Health facilities 61.328
Households 67.897 Private Health facilities 72.487
Funds to public treasure 12.000 Para-public Health facilities 3.089
Transfer from exterior 0.049 | Management fees 4974
Transfer to exterior 2.443
Deficit -13.955
130.366 | 130.366
NFSFR 2005
Receipts Expenditures
Social Contributions Health services
Public employers 55.487 Public Health facilities 70.328
Households 71.220 Private Health facilities 78.232
Funds to public treasure 12.000 Para-public Health facilities 3.243
Transfer from exterior 0.054 | Management fees 5.348
Transfer to exterior 1.776
Deficit -20.166
138.761 | 138.761
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Expenditures of NESPS by health functions

Expenditures categories Year 2005 Year 2005
MoPH Facilities Billing 64.034 73.1994
Long duration sicknesses 25.108 29.1853
Devices of functional Rehabilitation 3.779 4.6466
Surgical Operations 2.501 2.4575
Mandatory regime | Particular conventions with private facilities 12.931 13.0017
Abroad cares 2.443 1.7765
Thermal cures 0.383 0.3718
Renal Dialyses 19.041 20.1226
Others health services 1.657 1.7918
Facultative regime 9.127 8.8169
Total 141.004 155.370
A.3. 3. Ministry of Public Health
Year 2004
Receipts Expenditures
State Subsidy 597.200 | Personal Remuneration 482.200
Contributions of SSF 219.500 | Central Administration 6.000
Households (Receipts of MoPH Facilities) 137.200 | EQuipment 73.800
AN.C.S.E.P 0.865
C.LM.S.P 2.300
O.N.F.P 19.700
E.P.S 191.700
E.P.A 175.500
Others expenditures 1.800
953.900 953.865
Year 2005
Receipts Expenditures
State Subsidy 621.000 | Personal Remuneration 506.600
Contributions of SSF 246.500 | Central Administration 6.100
Households (Receipts of MoPH Facilities) 138.500 | Equipment 81.000
AN.C.S.E.P 0.930
C.LM.S.P 2.500
O.N.F.P 20.000
E.P.S 202.500
E.P.A 184.500
Others expenditures 1.800
1006.00 1005.930
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A.3. 4. Households’ Health expenditures

According to national surveys of household’s congtiom, budget and standard of
living (National Institute of Statistics), healthxpenditures have the most rapidly
progressed then others categories of householgeneitures. Its share has doubled
for the period 1975-2005 going from 5.4% to 10.3%ctaial expenditures. An
illustrative data is available for the survey yed00. For instance according to
income, it is 4% for the most modest households lthge an income inferior to 600
TND per month and approximate equal to 6% for hbakks that have revenue
varying from 1200 to 2400 TND per month.

Table 27. Structure of Household’s (1975-2005)

Functions 19751980| 1985| 1990| 1995| 2000/ 2005

Feeding 41,7| 41,7 | 39,0| 40,0| 37,7| 38,0| 34.8

Habitation 279| 29 | 27,7| 22 | 22,2| 21,5| 22.8

Clothing 88| 85| 6,0/ 10,2119|11,1| 8.8

Hygiene and cares 54|57 | 70| 87| 96 10,0/ 10.3
Transportation and telecommunication 4,7 | 49| 9,0/ 8,2| 8,7 9,7 14/4
Teaching, culture & leisure 80| 77| 89| 85 89 87 8.4
Other expenses 35| 25| 24| 24 10 1/ 0.5
Total 100 | 100| 100} 100 100 100 100

Source: Series of National Household’s Surveys JNIS

Table 29 gives trends of annual health expendijpee person for health care
according to all households’ surveys. This heakpeaditure (current dinars) have
been multiplied by 25 for the period 1975-200%nfr4.4 TND to 112.1 TND.

Table 28. Annual health expenditures per person (ectent TND)

Year of the survey 1975 1980 1985 1990 1985 2000 0520

Annual expenditures per person 4.4 8|2 144 335954 709 | 1121

Source: Series of National Household’s Surveys JINS
* Household’s expenditures according to the typeeadth facilities ownership
e According to household’s survey data, (table 3@ygbe sector generate the most

important share of household’s expenditures whichqgual to 87.3% in 2000 and
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82.5 in 2005. It can be explained by subsidiesaadtb to health care supplied on

public and para-public facilities.

Table 29. Distribution of household’s expendituresaccording to the ownership
type of the health facilities (%)

Type of ownership 2000 | 2004 | 2005
Public 18.60%| 18.80% 17.30%
Private 78.80%| 79.30% 80.90%
Para-public 2.60% | 1.90%| 1.809
Total| 100.00% | 100.00% | 100.00%

« Household’s expenditures categories

Household’s health expenditures represents foydae 2005, 60 % of total hygiene
and cares category where 56 % of these expenditsinesed on purchasing medical
cares and 44 % to pharmaceuticals products andcaiativices.

Table 30. Modalities of Household’s health expendites (2000 and 2005, current
TND)

Year 2000 2005
Amount | Share (%) | Amount | Share (%)
Running Medical cares 15.5 21.9% 30.3 27.0%
Exceptional medical cares 21.0 29.6% 32.1 28.6%
Pharmaceuticals products 33,3 47.09 48|0 42.8%
Medical devices 1.1 1.6% 1.7 1.5%
Total| 70,9 100.0% 112.1 100.0%

Source: National Institute of Statistics (2005)

Direct payments on private facilities are equal8®9% in 2005 of total health
expenditures (800 million of TND) which approximigtefour times more than
expenditures realized on others facilities. Forgheate sector, expenditures on drugs
are the most important category of expenditureb Win% in 2000 and 42.8% in 2005.
On the other hand, inpatient (hospitalization) andipatient (ambulatory care) are
respectively 7.9 % and 13.9% for the year 2000 hiidferent from modalities of
expenditures on others facilities.
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