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SUMMARY 

The Tunisian Family Planning Program began as a small pilot project in
 
1964. Over the past 15 years it has developed into one of the largest and most
 
comprehensive family planning programs inAfrica and the Middle East. In 1973,
 
the National Family Planning and Population Office (ONPFP) was created as a
 
semi-autonomous agency within the Ministry of Public Health, with responsibility
 
for planning, coordinating, implementing and evaluating all family planning
 
activities in Tunisia. The ONPFP headquarters in Tunis administers a nationwide
 
information and education program, medical, research and evaluation activities
 
as well as a national training center, a model clinic and training program in
 
laparoscopy. In each of Tunisia's 18 provinces, there is a Regional Center of
 
Family Planning and Education. Free contraceptive services and education in
 
family planning are provided at approximately 617 hospitals, family planning
 
clinics, maternal and child health centers, dispensaries and mobile units through­
out the country. The program has enjoyed broad political, popular and reliqious
 
support. A committed government leadership has enacted important legislative

reforms encouraging small family size and permitting comprehensive family plan­
ning services.
 

Program Impact: Quantitative and qualitative indicators point to the im­
pressive gains achieved by the Tunisian family planning program. In this country
 
of 6.1 million inhabitants, the crude birth rate has fallen from 48 per thousand
 
in 1965 to a current rate of 33.9, the lowest level in the Arab world. Between
 
1975 and 1978, the marital fertility rate dropped from 262.3 per thousand married
 
women of reproductive age (MWRA) to 240.6, a decline of 8.3 percent. Contracep­
tive prevalence nationwide, estimated at 10.1 percent in 1975, reached 21.3 per­
cent in January 1979 according to ONPFP calculations. Early data of the National
 
Fertility Survey suggest that current levels of contraceptive prevalence may be
 
even higher; an estimated 47 percent of MWRA have used or are currently using a
 
modern method of contraception. The achievements of the Tunisian Family Planning
 
program and its President Director General (P.D.G.), Mezri Chekir, were recog­
nized in 1978 when the ONPFP was awarded by UNESCO the International Humanitarian
 
Medal for outstanding work in the field of population. Moreover, the program has
 
assumed an important leadership role on the continent of Africa and in the Middle
 
East. In the past two years the Ariana Center in Tunis has trained medical and
 
paramedical personnel from 15 countries in laparoscopy and human reproduction.
 
Increasingly, high-ranking Ministry of Health officials from other countries in
 
the region are coming to visit the Tunisian family planning program.
 

Concerns with the future development of the program focus on three facts.
 
Nationally, program performance, as measured by family planning acceptor rates
 
among MWRA seems to have entered a period of plateau or even decline. There con­
tinues to be a large disparity between rural and urban Tunisia in the availability
 
and use of family planning services. Despite steadily declining fertility, the
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crude death rate has dropped to a low of 8.1 per thousand resulting in a current
 
annual rate of natural population increase of 2.6 percent, or an estimated net
 
rate of 2.1 percent.
 

History of AID Involvement: There has been substantial AID assistance to
 
the Tunisian family planning program since 1965, totaling over $26 million,
 
including $14.2 million through such intermediary organizations as IPAVS, FPIA
 
and JHPIEGO. During the early phase of AID assistance, emphasis was placed on
 
the development of an Infrastructure and training of professional personnel to
 
provide leadership and local expertise. The second phase of the assistance pro­
gram (FY 75-77) was designed "to continue development of an Institutional
 
capability within the Tunisian National Family Planning Organization and to
 
provide effective family planning information and services to a large proportion
 
of the population of reproductive age." Although a project phase-out was origi­
nally planned for FY 77, the results of a 1975 evaluation recommended continued
 
AID assistance. The primary purpose of the current four-year (1978-1981) $6.6
 
million bilateral program is "to assist the GOT to strengthen and expand family
 
planning services primarily inrural areas." Program activities include: pilot
 
community based contraceptive distribution projects, training, general systems
 
support including supply of contraceptives and equipment, research and evaluation,
 
IEC support, short-term participant training and technical assistance.
 

Recent Project Accomplishments: The ONPFP has taken major steps towards
 
realizing the objectives of the current bilateral grant agreement. Accomplish­
ments over the past two years include:
 

- An expanded and strengthened nationwide educational and
 
administrative structure with offices, staff and programs
 
in each of Tunisia's 18 provinces
 

- Pilot projects testing different household and community­
based distribution systems with the goal of developing an 
appropriate model for a nationwide strategy 

- A national training center, operational since March 1979
 

- An expanded research and evaluation activity
 

- Expansion of the clinical program to include voluntary
 
sterilization using laparoscopy
 

- Establishment of a model clinic with a national and inter­
national training program inlaparoscopy
 

- The maintenance of performance levels during a period of
 
program expansion and penetration into less easily served
 
rural areas
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The demonstration of the importance of a female family
 
planning outreach worker for program effectiveness in
 
rural areas.
 

The Evaluation Process: An in-depth, two-stage evaluation is being carried
 
out at the midpoint of the current 1978-1981 bilateral agreement. It is designed
 
as a joint, participatory GOT/USAID effort. The first phase (September-October
 
1979) concentrated on collecting and synthesizing program data and establishing
 
an agenda of issues. Itwas characterized by an open and frank exchange of
 
views and cooperative dialogue between the team and officials of the Ministry of
 
Public Health, other ministries and agencies, members of the medical faculties
 
and, especially, with the personnel of the ONPFP, led by the P.D.G. The second
 
phase of the evaluation, now tentatively scheduled for late February or early

March 1980, will focus on establishing new program priorities and directions
 
for the remaining two years of the bilateral agreement and subsequent assistance
 
efforts. It will also help prcvide the population and family planning framework
 
for Tunisia's Sixth Five Year Plan, 1982-1986, now in the early planning stages.
 

Pro ram Issues: The challenge currently facing the family planning program
 
in Tunsia is the consolidation of recent achievements as a means to expand
 
activities and raise performance in rural Tunisia. The following issues, identi­
fied during the first phase of the evaluation, are among those which need to be
 
addressed to achieve that objective.
 

1. 	Define the future role of family planning with respect to
 
the national policy of integrated health care in rural
 
Tunisia.
 

2. 	Strengthen the existing infrastructure and the delivery of
 

services in rural areas by promoting greater:
 

a. 	national/regional communication and support;
 

b. 	multisectorial collaboration inmeeting rural problems;
 

c. 	increased decentralization of decision-making so that exist­
ing resources, human and material, are more'effectively deployed.
 

3. 	Encourage more effective penetration of rural areas through
 

a. 	generalizing a program of community-based distribution
 
of contraceptives and postpartum services;
 

b. assuring the availability of all family planning services,
 
including tubal ligation and IUD insertion in rural areas.
 

4. 	Strengthen the ONPFP administrative capability and thus its capacity
 
to respond to and manage rural programs by developing a management­
oriented information system, enlarging planning and management units,
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expanding mid-level technical personnel and strengthening
 
the Medical and Population Divisions.
 

5. Expand the recruitment and training of medical and para­
medical personnel to serve in rural Tunisia.
 

6. Develop and implement an IEC program to meet the informa­
tional and educational needs of rural women and male heads
 
of households in the area of family planning.
 

7. Improve the management and effectiveness of AID assistance
 
through:
 

a. more careful programming of assistance categories
 
including a detailed scope of work and expected outputs;
 

b. closer administration and monitoring of ongoing projects
 
by USAID, ONPFP and the intermediary organizations;
 

c. an annual review of AID assisted activities;
 

d. greater focusing on rural programs in regions which
 
are the least served in south and central Tunisia.
 

The Future of AID Assistance: Each year the Government of Tunisia has
 
played a larger financial role in support ofthe family planning program and the
 
percent of donor support has declined.. Phase Two of the evaluation will address
 
the issue of phase-out of bilateral assistance and the further development of
 
alternative funding mechanisms to assist the GOT inextending service delivery
 
in rural Tunisia and maintaining a strong and viable program, able to meet
 
national demographic objectives while serving as a model and training center
 
for family planning programs in the Middle East and Francophone Africa.
 



PART ONE
 

I. INTRODUCTION
 

Incollaboration with the GOT, AID is undertaking a comprehensive, in­
depth evaluation of the Tunisia Family Planning Services Grant to assess the
 
strengths and weaknesses of the current project as a guide to future program

directions and assistance. Scheduled et the midpoint of the 1978-1981 GOT/USAID
 
bilateral agreement, the evaluation is being carried out intwo stages. The
 
first phase, conducted September 20-October 4, was designed to collect, review
 
and synthesize relevant data and to establish an agenda of issues for consider­
ation during the second phase, planned for early 1980. The second phase will
 
focus on establishing new program priorities and directions for the remaining
 
two years of the bilateral agreement and subsequent assistance efforts. The
 
evaluation comes at an important juncture inthe evolution of the Tunisian
 
family planning program. First, the Ministry of Public Health (MOPH) and the
 
ONPFP are in the process of defining the objectives and formulating the policy
 
which will inform the health and population components of the Sixth Five-Year
 
Economic and Sodial Development Plan (1982-1986). This policy will be oriented
 
by a national concern for the delivery of basic integrated health care to rural
 
areas. Second, as part of that process, tne MOPH istaking a careful look at
 
the mandate of the ONPFP and its institutional capacity to meet its goals.
 
Third, as a result of new directives from the MOPH and an increased awareness
 
of its own capabilities and limitations, the ONPFP islooking at its future
 
role inTunisia's population policy from a new ard broader perspective.
 

The Phase One team was successful in accomplishing and even exceeding its
 
original mandate. Most significant is the fact that this has been a joint and
 
collaborative effort. The evaluation began and ended injoint ONPFP/USAID

meetings at which views were freely exchanged (Appendix A). Dr. Dali, Special
 
Advisor to the P.D.G., was a member of the team inevery sense, participating
 
inall meetings and contributing his observations and suggestions. During
 
visits to the family planning programs in five rural provinces, the team was for­
tunate to be accompanied by Sadok Kouniali, the newly appointed Director of
 
Regional Services. Not only was the evaluation d joint USAID/ONPFP effort, but
 
italso evolved into an expanded dialogue, including for the first time high­
ranking officials in the Ministry of Health, inother ministries and government
 
agencies, professors of OB/GYN and pediatrics, and the Dean of the Sousse
 
Medical Faculty.
 

Furthermore, the team was able to establish the evaluation as part of a
 
continuous process rather than an external and isolated event. The first phase,
 
as has been noted, took the form of a rich exchange of ideas and information.
 
Inthe period between Phase One and Phase Two, additional actions have been
 
recommended and are under way so that the evaluation exercise can best serve
 
the needs of the GOT and USAID. Part of this report, graphs prepared by Dr.
 
Bernard showing recent trends infamily planning acceptor rates, has already been
 
sent to the ONPFP with a view to enabling the administration to act on these
 
indicetors of program performance and direct activities effectively inthe
 



remaining months of 1979. In preparation for the upcoming discussion on
 
strategies for increasing the availability and effectiveness of family planning
 
services in rural Tunisia, the team has recommended a field observation trip
 
of key leadership to visit successful rural family planning programs in Asia.
 
Expected to accompany the P.D.G., Mr. Chekir, are: Dr. Boukhris, Director of
 
the Center for Applied Research; Dr. Nacef, Head of Preventive and Social
 
Medicine, MOPH; and Mr. Getson, USAID Population Officer. Finally, to en­
courage a more responsive AID assistance program, the team has also made some
 
recommendations for consideration in the Pro Ag for FY 1980, to be signed in
 
December 1979.
 

The most significant accomplishment of Phase One was, without question,
 
the cooperative and broad dialogue that was established. We are especially
 
grateful to the personnel of the ONPFP, led by the P.D.G. and to the various
 
public officials, members of the medical faculties and the field staffs, who
 
all offered their valuable time and ideas to make this initial phase of the
 
evaluation a success. We would like to express our appreciation as well to the
 
USAID Mission Director and to the family planning and health staff for their
 
active support aird participation. The discussion topics and agenda of issues
 
presented in this report are a fruit of the dialogue which was established.
 

Report Outline
 

Based on only two weeks of meetings in Tunis and in the field, the Phase
 
One Evaluation report is a necessarily preliminary assessment of a complex
 
project with a long history and many components. The background presented is
 
not intended to be exhaustive but to serve as a guideline to areas of concern
 
and for more in-depth discussions of the various issues during the second phase
 
of the evaluation.
 

Part Two consists of nine discussion topics concerning the Tunisian family
 
planning program and AID assistance efforts. In each of these areas, an attempt
 
ismade to assess current strengths and weaknesses, to raise issues which will
 
be relevant to future program performance and to identify actions which can be
 
taken to affect both the tangible and intangible aspects of the program. Some
 
issues address the long-term needs of a program which aims to be increasingly
 
independent of foreign donor support. Others are issues which will affect the
 
direction of the program and its accomplishments in the next few years. Finally,
 
several recommendations are presented for immediate implementation to increase
 
the usefulness of this two-part evaluation and to stimulate improved program
 
performance and more responsive and flexible assistance.
 

Part Three is a summary of the major issues presented and suggestions for
 
Phase Two activities in redirecting future programming and assistance efforts.
 
The tables and graphs prepared by the ONPFP and Dr. Bernard are an integral
 
part of the report. In addition to a list of contacts and a selected biblio­
graphy of background documents, the appendices contain valuable material im­
portant to a fuller understanding of the program and its future development.
 
Appendix B is a summary of Dr. Dali's observations and recommendations and
 
includes the agenda and highlights of the meetings during the period September
 
20-October 4. In addition, the ONPFP has prepared an excellent overview of
 
its current activities and recent accomplishments, part of which is summarized
 
in this report. The Phase Two team should consult the complete document.
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PART TWO
 

II. THE TUNISIAN FA4ILY PLANNING PROGRAM: DISCUSSION TOPICS
 

A. Government Family Planning Policy and Programming in Rural Tunisia
 

The government of Tunisia has long been committed to an active program of
 
family planning as a part of its global efforts to achieve social and economic
 
development. As a recent ONPFP document notes: "Le programme tunisien de P.F.
 
n'implique pas une action de limitation des naissances ni une action de contrle
 
de naissances. C'est plutbt et surtout une action socJale faisant partie
 
int6grante de la politique g6nfrale de d~veloppement economique et social du
 
gouvernement." This national commitment to family planning, led by President
 
Bourguiba, has recently been reiterated by Prime Minister M. Hedi Nouira at the
 
10th Congress of the Destourian Socialist Party.
 

On the highest levels, in policy formulation, population concerns should
 
inform policies in agriculture, health, education, planning, economic develop­
ment and other areas. Current top national priorities of the GOT are housing
 
and employment. This does not represent a lessening of commitment to family
 
planning but it does mean that it is important to emphasize the relevance of
 
population issues to national, economic and social objectives. The increased
 
collaboration of the ONPFP with I.N.S. and C.E.R.E.S., envisioned by the P.D.G.,
 
will assist in defining demographic trends relevant to long-range planning and
 
evaluating their socio-economic significance. Making such information avail­
able to policy makers is a critical activity in 1980 while the sixth Five Year
 
Plan is being developed.
 

The effective utilization of resources to solve a range of health-related
 
problems in rural Tunisia poses a particular challenge to government-wide coor­
dination and collaboration. Limited infrastructure as well as material and human
 
resources must serve a dispersed and disadvantaged population. Recognition of
 
the importance of this challenge is leading to new approaches and greater,
 
cooperation.
 

A special working Iroup, Comitd de R6flexion, with representatives from seven
 
ministries as well as from the ONPFP, has been charged with developing a strategy
 
for the delivery of integrated health care in rural Tunisia. The rural areas
 
of the country have been divided between the three medical faculties, with Tunis
 
having a special responsibility for the north, Sousse for the central region,
 
and Sfax for the south. Sousse, now developing a program in community medicine,
 
is placing interns in rural areas. There are also encouraging signs of increased
 
cooperation between OB/GYNs, the pediatric community and the ONPFP in looking at
 
the problems of maternal and child health in rural areas. Perhaps most important,
 
there are a number of ongoing projects in the delivery of integrated health care
 
in rural areas, at Le Kef, Medjez el Bab, Nabeul and Gafsa.
 

The major theme of planning for rural health care in the 1980s is an inte­
grated approach to basic health needs, an approach that the ONPFP has actively
 



endorsed. However, there is some concern that the significance of family
 
planning as an essential element of integrated health care has not been
 
recognized fully nor incorporated adequately into pilot projects, apart from
 
the very successful Kef project. Inaddition, family planning needs to be
 
given an increased emphasis in the Faculties of Medicine, particularly in the
 
context of community medicine.
 

Cooperation and collaboration cannot be restricted to the n~tional level.
 
Means to encourage this same spirit on the regional and local level must be
 
found if the efficient and effective use of resources is to become a reality in
 
rural Tunisia. Currently, rural sites frequently suffer from irregularity and
 
interruption of key services, personnel and sometimes of stocks and competition
 
for limited resources. While some of these problems can be alleviated by im­
proving centrally-supplied services and regional/central communication, many
 
can only be solved by decentralized decision-making and increased cooperation
 
in the field between workers in various ministries and local political officials.
 

Family planning officials have been able to develop solutions in indi­
vidual provinces and to achieve working relationships with other local officials.
 
An example is Beja where the regional delegate has trained Assistantes
 
sociales from the Ministry of Social Affairs to work in family planning education
 
wiTo-unterparts from the Ministry of Iealth. Family planning programs face
 
difficulties where a close working relationship has not been established with
 
the outreach personnel of other ministries and the medical personnel of the
 
Ministry of Public Health. In addition, since some methods of contraception
 
are performed only by medical personnel in medical facilities, the effective
 
delivery of family planning services can be adversely affected by competition
 
for resources, material, personnel, and transport, as well as by a lack of moti­
vation of non-ONPFP personnel. Greater collaboration and a clarification of the
 
relationship between ONPFP and Ministry of Public Health personnel on the local
 
level needs to be encouraged to insure long-term program improvement and better
 
family planning service delivery in the rural areas.
 

Issues For Phase Two Evaluation
 

- As background for the Sixth Economic and Social Plan, define the
 
demographic and socioeconomic significance of population issues
 
and the role of family planning as an essential element of inte­
grated health care.
 

- Examine ways of iocreasing intra-governmental and inter-agency
 
coordination and collaboration to maximize the effective use of
 
resources in the delivery of amily planning services in rural
 
TnimiclR 
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B. Program Performance
 

Quantitative and qualitative indicators point to the solid progress of
 
the family planning program in Tunisia since the first pilot project in 1964
 
and especially during the six years since the founding of the ONPFP. As a
 
result of the efforts of the ONPFP in combination with various socioeconomic
 
and political factors, Tunisia's crude birth rate has fallen from 48 per
 
thousand in 1965 to a current rate of 33.9, the lowest level in the Arab
 
world. In the years from 1975 to 1978, the marital fertility rate dropped
 
8.3 percent, from 262.3 to 240.6 per thousand. Contraceptive prevalence esti­
mated at 10.1 percent in 1975 reached 21.3 percent of MWRA in January 1979.
 
(See Tables 1 and 2). According to early results from the 1978 National Fer­
tility Survey, 47 percent of MWRA have used or are currently using a modern
 
method of contraception.
 

Family planning achievements can be measured in other ways as well. In
 
less than six years, the ONPFP has created a nationwide organization to deliver
 
family planning services through a network of clinics and to educate and moti­
vate the citizens of the country in the importance and use of family planning.
 
Together with other government ministries and agencies, and with marked sensi­
tivity to cultural and religious values, the ONPFP has brought about a trans­
formation of both behavior and attitudes of many people, from hostility or
 
indifference towards family planning to acceptance and use of contraceptive
 
methods. Tunisia's leaders have been consistently supportive of family planning,
 
expressing their commitment by creating the necessary legal structure, by estab­
lishing and funding the ONPFP and in public expressions of support of the
 
program's goals.
 

In addition, the program's significance has gone past the boundaries of
 
Tunisia. It has come to serve as a model for family planning programs in
 
Francophone Africa and the Arab world and as a training ground for their per­
sonnel. In the past two years, physicians and other medical and paramedical
 
personnel from 15 African and Near Eastern countries have been trained at the
 
clinic.
 

These accomplishments were recognized in 1978 when the ONPFP, under the
 
dynamic leadership of Mr. Mezri Chekir, the P.D.G., was awarded the International
 
Humanitarian Medal by UNESCO.
 

The ONPFP has managed to overcome a number of obstacles which have handi­
capped other programs. It has worked successfully with religious leaders to
 
develop legislation, policy and programs which are consistent with the tenets of
 
Islam and supported by its leaders. It is thus the most advanced and compre­
hensive family planning program in the Arab world. Nevertheless. although
 
enjoying high level commitment to its goals, the program has been plagued with
 
frequent changes in administration which have disrupted the continuity of public
 
health policy, personnel, and programs.
 

5
 



It is in the context of these accomplishments and constraints that one must
 
assess program performance and needs. A study of patterns and trends, from an
 
epidemiological point of view, permits a careful evaluation of current performance
 
and thus sets the stage for determining priorities, recommendations, and redirect­
ing programs and assistance if necessary during the second stage of the GOT/USAID
 
evaluation.
 

1. National Family Planning Acceptor Trends
 

Graphs prepared by Dr. Roger Bernard illustrate the major areas
 
of concern (see Attachment, Figures 1-9). They are an analysis of service
 
statistics, collected routinely and published annually, and projections of
 
the Tunisian popu a~ion prepared by the ONPFP, "Projections de la Population
 
Tunisienne par Dflegation, Sexe, Age et Annee, 1975-86." The graphs display
 
a wealth of information using the most current data. They can best be inter­
preted by those who have an intimate understanding and familiarity with the
 
day-to-day operation and problems of the program. Certain trends, however,
 
are no .­orthy and deserve comment.
 

The growing number of new family planning acceptors since 1975 is illustrated
 
in Figures 1 and 2. Overall, using all methods there has been a 25.2 percent in­
crease in the rate of acceptors among married women of reproductive age (15-49)
 
in the years between 1975 and 1978. This increase is reflected in the 8.3 percent
 
decrease in Tunisia's marital fertility rate (Fiqure 2). However, one notices a
 
marked downward turn in four of the six methods depicted, a small increase in one
 
method, tubal ligation, and the deceleration in the rate of increase of another
 
method, IUD. To understand these most recent trends, a six-month "window" can be
 
used which permits the comparison of the first six months of the current year,
 
1979, with the first six months of earlier years. (Itshould be noted that the
 
first semester is always the higher since it does not include the decline in
 
activity characteristic of the summer months).
 

Using this six-month "window", we note that there has been an overall decline
 
in the rate of all methods since 1977. (Figures 3 and 4). The decline of every
 
method has resulted in an overall decline in the rate of new acceptors, from 67.0
 
per thousand in 1977 to 56.8 in 1979. Secondary methods, jelly and condoms, have
 
declined the most, down 29.1 percent and 27 percent respectively. New oral contra­
ceptive acceptors are also down significantly, minus 21.7 percent. This latter
 
decline, however, is misleading since it does not reflect private sector activity
 
which has steadily increased.
 

Tubal ligation has shown an almost continuous decline since 1975. Only a
 
slight increase in 1978 has interrupted a drop of more than 30 percent in the
 
years 1975-1979. This is disturbing because of the effectiveness and efficiency
 
of tubal ligation, its relative safety for target populations in rural areas, its
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appropriateness for high parity woirtn, and thus its importance in a complete
 
and 	balanced family planning program. It is particularly disturbing when one
 
considers the magnitude of the recent ONPFP, JHPIEGO and AVS efforts in expand­
ing 	this aspect of the Tunisian program.
 

Nevertheless, despite fluctuations, and in contrast to the other methods
 
which "peaked" in 1977, the two most effective surgical methods of contracep­
tion, IUD and tubal ligation, have been performed at a relatively consistent
 
level. A plateau between 20 and 23 percent use among MWRA has been maintained.
 
In other words, this subsystem of efficient surgical methods has shown both con­
siderable inertia to inputs but also resilience over this five-year period.
 

In seeking to understand the decline in tubal ligations and other contra­
ceptive methods, a number of explanations have been advanced. One asserts that
 
the reservoir of women for whom certain methods are appropriate has been used up.
 
To answer this question, it is essential that fertility rates be determined which
 
are both age- and parity-specific. It is clear from existing calculations, that
 
there isa considerable reservoir of women who are over thirty and are not prac­
ticing contraception. The program needs to be expanded to serve more effectively
 
older, high parity women for whom infant and maternal mortality and morbidity are
 
the highest. (Figure 10).
 

While rates have declined 12.7 percent since 1977, abortion remains a major
 
element of the Tunisian program. In view of the serious impact of repeated
 
abortions on maternal health, the interaction of the following contributing
 
factors needs to be carefully examined:
 

1. 	failure of contraceptive method;
 

2. 	lack of full access to contraceptive services;
 

3. 	inadequate education on the health risks of repeated
 
abortions;
 

4. 	persistent cultural factors favorin abortion as a pre­
ferred means of contraception.
 

It is hoped that these issues will be addressed fully in the ONPFP's study of
 
abortion in the coming calendar year.
 

Figure 5 shows program performance on the level of the province. Although
 
some women obtain services outside of their own region, these figures remain a
 
good index to the effective distribution of family planning services. While
 
the country as a whole shows a decline, performance is remarkably uneven on the
 
provincial level based on an analysis of two methods -- IUD and tubal ligation
 
for the first semesters of the years 1977-79. Certain regions have shown spec­
tacular increases, notably Sousse in IUD insertions, and Bizerte in tubal
 
ligations. Other regions show a somersault-like evolution, with dramatic in­
creases followed by dramatic declines (Bizerte in IUD's, Le Kef and tMonastir in
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tubal ligations). Decreases characterize the rates of ligations in Beja, and

Nabeul and both methods in Sfax. Finally, other regions show consistently

low rates, notably Kairouan and Medenine. The disparity between rural and
 
urban areas of Tunisia, which was noted in the 1975 AID Evaluation Report of
 
the Family Planning Program and in the background document for the current bi­
lateral program, is still very much in evidence. (Figures 5-9, 11). Areas in
 
central and southern Tunisia are still without adequate access to family plan­
ning services and the continuing low prevalence reflects this. As will be

discussed elsewhere in the report, pilot projects in Bir All and Jendouba, have

shown the effectiveness of a CBD strategy in
areas where the population is

widely dispersed and the existing clinic infrastructure is extremely weak.
 

2. Role of the Private Sector
 

Inan assessment of overall performance of the Tunisian family

planning program and impact on fertility, private sector activities must be
 
taken into consideration. Although these activities are normally not reflected

in OqPFP service statistics, the private sector is responsible for an estimated
 
50 percent of oral contraceptive and condom use, 10 percent of IUD insertions and
 
17 percent of social abortions.1 The contribution of the private sector has

been supported and encouraged by ONPFP programs and policies, including: the
 
distribution of contraceptives at no cost to pharmacies; mass education
 
activities; and training programs directed at private gynecologists, doctors
 
atid pharmacists. Nevertheless, only limited information on the nature, scope

and distribution of private family planning activities has been gathered.

ONPFP annual estimates of the impact of the private sector are based largely on

figures supplied by the Central 
Pharmacy on the number of contraceptives dis­
tributed. 
The P.D.G. has proposed that a special study be undertaken to deter­
mine more accurately the contribution of the private sector and its future
 
relationship with the ONPFP.
 

3. Issues for Phase Two Evaluation
 

All of the issues raised in this report will have important effects
 
on program performance, notably the issues pertaining to management, community­
based distribution of contraceptives and information and education activities.
 
The following are added here for their relevance to the improvement in the pro­
vision of needed services and the consequent effect on performdnce.
 

- Discuss the strengthening and expansion of ONPFP's hospital

and clinic-based postpartum program activities and the
 
development of ways to extend postpartum care, education and
 
family planning services to the large proportion of rural
 
women who deliver at home.
 

- Assess the current availability and regularity of family

planning services (oral contraceptives, secondary methods,
 
IUD's and tubal ligations) in each province.
 

IThese figures may be revised downward by the results of the Tunisian
 

Fertility Survey.
 

8
 



- Determine the most appropriate method mix in the rural areas
 
discussing such issues as the need for guidelines for dealing
 
with pregnant and lactating women, ways to increase accepta­
bility and use of secondary methods, and the possible introduction
 
of injectables as a means of dramatically increasing contraceptive
 
use.
 

- Review the current status of the commercial distribution of
 
contraceptive commodities and private sector activities in
 
general; discuss the future role and intensification of commercial
 
activities (including the distribution of contraceptives through
 
non-pharmaceutical retail outlets) as well as plans for a study of
 
the private sector contribution in the provision of family planning
 
services.
 

4. Recommendations for Immediate Implementation
 

Discuss the recent analysis of performance statistics (see graphs

prepared by Dr. Bernard) .vith the ONPFP regional delegates and secretaries in
 
order to direct intensified program efforts to areas of greatest need during the
 
last quarter of 1979.
 



C. The ONPFP Administrative Structure
 

The ONPFP was created in1973 as a semi-autonomous government agency
 
within the Ministry of Public Health. Itfunctions as an independent office,
 
cooperating with Ministry of Public Health officials and staff, personnel of
 
other ministries and national governmental and private aqencies such as the
 
Union Nationale des Femmes Tunisiennes, the Destourian Socialist Party, labor
 
unions and the local family planning association (IPPF affiliate) to develop
 
and implement programs. The autonomy of the ONPFP has enabled it to program
 
independently, attract &nd administer foreign donor assistance and to field
 
its own national and regional staffs.
 

From its headquarters inTunis, the ONPFP administers the national pro­
gram, directed by Divisions of Family Planning, Population, and Administration
 
and Finance as well as Offices of Program and Synthesis, Cooperation and Special
 
Projects. The strength of the program lies in the dynamic leadership of the
 
P.D.G., I4ezri Chekir, and his dedicated staff. (Appendix D, orgdnizational
 
structure).
 

If there is a weakness in this national structure, it is in the need for
 
the recruitment of personnel with mid-level technical skills and the development
 
of a strong planning unit under the P.D.G.'s direction. The former would
 
facilitate the implementation of plans and permit closer monitoring of special
 
projects, often difficult with the current over-burdened staff. The latter
 
could encourage intra-office communication in planning and evaluation and deter­
mine realistic management objectives, responsive to the regular analyses of
 
trends and patterns prepared by the Population Division.
 

To extend family planning services nationwide, the ONPFP has created a
 
Regional Center for Family Planning and Education ineach of Tunisia's eighteen
 
provinces. Each center isadministered by a delegate who also directs educa­
tional and training activities on the regional level and serves as the liaison
 
with the officials of the Ministry of Public Health and other regional and local
 
authorities. He isassisted by a midwife who supervises the delivery of family
 
planning services and medical follow-up. In addition, there isan administra­
tive secretary who i!i responsible for the collection and reporting of service
 
statistics. Finally, mobile teams extend the provision of family planning
 
services into more rural areas -- visiting dispensaries, clinics and other
 
gathering points for periodic service delivery, education and follow-up, supple­
menting the services available on a regular basis at the regional center and
 
at health facilities.
 

The problems which now face the ONPFP are those inherent inany medium­
sized bureaucracy having a field structure, namely, communication between the
 
central bureau and regional offices, field office support, and supervision of
 
field personnel. Recently, inrecognition of the enormity of the task of admin­
istering the national program, this responsibility has been divided between the
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Medical Division, responsible for the delivery of medical services, and an
 
administrative arm, the Division of Regional Services. This change should
 
bring a continued improvement in the management and administration of the
 
regional activities. The major challenge confronting the reorganized regional
 
administration isstrengthening the channels of vertical communication since
 
effective administration, support and supervision all depend on regular and
 
rapid feedback of service statistics to guide management and program direction,
 
and responsiveness to field problems. The potential source for dynamic feed­
back of performance statistics to the field lies in the close cooperation of
 
the Medical, Population and Regional Services Divisions. The interaction of
 
these Divisions is the backbone of an effective, evolving program. The effi­
cient operation of the newly created Division of Regional Services will improve
 
the responsiveness of the central office to requests for routine administrative
 
services, and, with frequent site visits by ONPFP staff, create a structure which
 
can supervise field operations and respond to needs inrural areas more effec­
tively.
 

Issues for Phase Two Evaluation
 

- Discuss ways of expanding the ONPFP's planning and programming
 
capability and strengthening the Medical and Population Divisions.
 

- Examine current staffing patterns (duties and responsibilities)
 
and plans to recruit mid-level technical personnel (statisticians/
 
demographers, IE&C and management-information specialists, etc.)
 
to facilitate program planning and implementation.
 

- Explore the present and future administrative needs of the ONPFP
 
to administer intermediary-funded programs and to assure a smooth
 
transition to independence from bilateral support.
 

- Assess the effectiveness of recent measures to strengthen regional­
central channels of communications designed to provide greater
 
central office support of and responsiveness to the field operations.
 



D. Program Monitoring, Research and Evaluation
 

ONPFP activities in the area of research and evaluation have expanded con­
siderably in the past several years. In addition to the routine collection and
 
processing of service statistics, the ONPFP has sponsored studies ranging from
 
an updated IUD and pill continuation study, national fertility survey and sub­
national contraceptive prevalence survey to special projects such as PFAD, PFPC
 
and PFMR. The current portfolio also includes studies of the components of
 
population change -- fertility, mortality, migration, nuptiality and divorce -­
as well as examination of such issues as family size, cost and value of children,
 
law and population and the implications of rapid population growth for education,
 
employment and housing.
 

Results of a number of these studies are already available; data processing
 
and analysis of the remaining studies should be completed in the next six months.
 
By mid-1980, the ONPFP will have a wealth of up-to-date information on married
 
women of reproductive age by: use of different family planning methods (continu­
ation and prevalence rates), socio-demogr3phic characteristics, knowledge and
 
attitudes towards family planning and reasons for discontinuation or non-use of
 
contraception. The Contraceptive Prevalence Survey inJendouba will provide
 
information on availability of family planning services as well as current con­
traceptive use. From the National Fertility Survey, the impact of the program
 
on fertility decline can be assessed.
 

1980 will be a critical year In terms of an overall assessment of ONPFP
 
activities. During the first six months there will be a comprehensive evaluation
 
of research findings along with the development of a soclo-econometric model.
 
The ONPFP is planning to host a special workshop in which the results of major
 
studies will be discussed and future program objectives and research strategies
 
will be outlined. Officials from several ministries and national organizations
 
as well as international population and family planning experts are expected to
 
participate.
 

A review of ONPFP's research and evaluation strategy -- its strengths and
 
weaknesses -- is provided in the June 1978 Omran-Bernard report (see Bibliography,
 
Appendix E). Some of the recommendations presented have already been implemented
 
and recent positive developments can be noted: a maternity record study has been
 
initiated at the Aziza Othmana Hospital, the first of its kind in Tunisia; and
 
an updated abortion and tubal ligation study will be conducted in early 1980.
 
The Center for Applied Research (Ariana Clinic) promises to be the spearhead for
 
a number of important activities in the coming year. A new committee has been
 
created in an effort to promote coordinated research activities in human repro­
duction and family planning. Just published is a detailed review of ongoing and
 
completed biomedical and epidemiological research as well as a list of priority
 
studies in the future. A recent 10-day trip to U.S. research institutions by
 
Drs. Boukhris and Dali provided inspiration for some of the new directions being
 
proposed.
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The challenge now facing the ONPFP is threefold: to ensure that 1) the
 
latest family planning research findings and demographic objectives are
 
incorporated in the 6th Fconomic and Social Development Plan; 2) all new
 
research activities will have an operational goal; and 3) tho data currently
 
being processed and analysed will be used in an efficient and effective manner
 
to guide new program action. While the ONPFP has collected an enormous body
 
of data over the last six years, there has been a marked underutilization of
 
existing information for program management and planning. This weakness was
 
first highlighted during the 1975 AID Evaluation which recommended the ONPFP
 
establish a "continuing program of operationally oriented research to improve
 
the quality and accuracy of statistical reporting required for program develop­
ment...to evaluate progress, an accelerated management monitoring system should
 
be instituted." Although some progress has been achieved over this period, the
 
ONPFP still lacks a planning and evaluation unit whose purpose is to analyse
 
trends of method-specific performance at the regional level and provide rapid
 
feedback of findings to the field in an effort to improve program performance.
 

ONPFP statistical reporting has concentrated on the annual number of
 
family planning consultations and new acceptors by place and method. Measure­
ment of program impact has been based on the number of births averted. These
 
measures, however, are not suitable for efficient program steering. Rather, the
 
focus in the future must be on contraceptive continuation and prevalence. A
 
far more effective measurement tool than just the total number of family plan­
ning acts is provided by contraceptive acceptor rates per 1,000 MWRA (as illus­
trated in the appended graphs). These program performance statistics can
 
indicate interruptions and uneven distribution of family planning services, alert
 
program managers to under-served populations and identify imbalances in the mix
 
of services that are offered.
 

Periodic national contraceptive prevalence surveys are essential to supple­
ment ONPFP service statistics and provide a more accurate measurement of over­
all program performance, including the impact of the private sector. During
 
this critical stage of the Tunisian family planning program such a survey should
 
be conducted every three years, beginning in 1981. It is recommended that the
 
first national contraceptive prevalence survey be a collaborative effort between
 
ONPFP and INS, using the resources and expertise of INS for the sampling and
 
field work while ONPFP's role would be one of supervision and final report pre­
paration. Consideration should also be given to using Maternity Record studies
 
as a valuable resource for program planning and evaluation in maternal and
 
child health and family planning. In addition to the pilot effort at Aziza
 
Othmana Hospital, studies should be conducted initially in three or four mater­
nities, nationwide. Not only can this tool serve to set standards for improved
 
maternity care but also to measure the impact of family planning on maternal
 
and child health.
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Issues for Phase Two Evaluation
 

.Nscussthe status and early findings of the "evaluation
 

.d synthesis" study being directed by the Population
 
Division to guide new program strategy.
 

- Examine the OIPFP's data system and the need for a simpler, 
more management-oriented system rather than one which is 
used primarily for demographic analysis including the ad­
vantages for effective program management of expressing 
demographic objectives and fanily planning program impact 
in terms of contraceptive prevalence rather than number of 
births averted. 

- Discuss plans for supplementing and complementing the 
routine collection of service statistics through the use of: 

a) periTdic contraceptive prevalence surveys,
 
in collaboration with INS;
 

b)maternity record studies in selected hospitals
 

and clinics;
 

c) survey of private and commercial sector activities.
 

- Assess ONPFP needs inresearch, evaluation and program monitor­
ing, interms of:
 

a) personnel
 

b) ird-service training
 

c) technical assistance
 

d) equipment (computer soft and hard ware).
 

- Discuss the current status of age-specific fertility including
 
the "reservoir" of high parity older women, and the development,
 
incollaboration with INS, of new age and method-specific goals
 
for the Sixth Economic and Social Plan.
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E. 	Rural Community-Based Family Planning/fICH Delivery Systems:
 
Pilot Experiences
 

A primary goal of the ONPFP in the last several years has been to strengthen
 
and expand family planning services in rural areas where over one-half of the
 
total female population of child-bearing age resides but where contraceptive
 
prevalence lags far behind the levels of the urban coastal areas. Recognizing
 
the inability of the traditional clinic-based system to serve a rural population
 
which is widely dispersed and hampered by difficult terrain and inadequate trans­
portation, the ONPFP has concentrated on increasing the number of mobile teams as
 
well as testing new approaches to making family planning services fully available
 
to rural families: distribution at the household level. The first such experi­
ment, PFAD (Planning Familial I Domicile), was launched inApril 1976, with the
 
support of USAID, in the delegation of Bir All Ben Khalifa (pop. 30,000), Sfax
 
Governorate. Under the supervision of a physician, eight locally recruited
 
and 	specially trained extra medical female workers visited all eligible women
 
in the delegation a minimum of three times over a two-year period offering
 
family planning information and services (oral contraceptives and referrals for
 
IUDs and sterilization).
 

Building on the early success of the PFAD experiment, a number of innovative
 
contraceptive delivery systems have been developed in other parts of Tunisia.
 
These are generally larger insize and scope, designed to be more cost-effective
 
and provide integrated family planning and maternal and child health (MCH) ser­
vices. The PFPC (Planning Familial par le Couple) project was started in
 
April 1977 in three delegations of Jendouba Governorate (study population
 
144,000), using only five field workers, greater contraceptive mix including
 
the addition of a health component, and various resupply mechanisms. Another
 
three-year project, PFMR (Planning Familial en Milieu Rural) was officially
 
launched inJanaury 1979 in a total of 12 delegations in the governorates of
 
Kasserine, Sidi Bouzid, Siliana and the health region of Menzel Bourguiba (study
 
population of approximately 400,000). The objective is to measure the impact

and cost-effectiveness of an integrated family planning/MCH project using mobile
 
clinical services together with outreach workers providing information and moti­
vation on the household level.
 

Community-based distribution (CBD) projects are also- underway in Le Kef,
 
Beja, Cap Bon/Nabeul, Medjez el Bab and Mahdia. These are, for the most part,

primary health care experiments with a weaker family planning component. A
 
key feature of the PFAD, PFPC, PFMR and some of the other CBD projects is the
 
use of a new kind of outreach worker (aides familiales), young girls recruited
 
from the community with generally 2 to 3 years of secondary school education who
 
receive an average of six weeks' training in family planning/MCH and who serve as
 
a vital link between the family and the public health infrastructure.
 

1. 	Significant Findings
 

The PFAD project was completed in April 1979 and a wealth of data
 
is available from the cross-sectional surveys conducted at the beginning and
 
end of the two-year intervention period (see Summary Tables 3-6). This pilot
 
project is the first scientific study in Tunisia of the impact of a community-based
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distribution program on contraceptive prevalence. A number of important con­
clusions can now be drawn based on the results of PFAD as well as some of the
 
other more advanced pilot family planning/MCH experiments:
 

- Household contraceptive distribution in rural Tunisia is
 
both socio-culturally acceptable as well as logistically
 
and administratively feasible. It can overcome geographic,
 
cognitive and administrative barriers to family planning
 
acceptance imposed by a clinic-based system.
 

- Family planning knowledge and use can be significantly
 
increased through a community-based delivery system using
 
locally recruited female workers to provide contraceptive
 
information/services. Nearly 80 percent of the women con­
tacted in Bir Ali Ben Khalifa delegation reported that
 
they had first learned about family planning from the PFAD
 
field workers. In the PFPC project, 63 percent of the women
 
surveyed (Fernana delegation) said they received a family
 
planning method for the first time through the project.
 

- The demand for family planning (particularly tubal ligation)
 
is strong even among an isolated rural population with a
 
low level of socioeconomic development. Acceptance of family
 
planning, according to PFAD and PFPC surveys, is unrelated to
 
educational level of the husband or wife and husband's
 
occupation.
 

- Household distribution of contraceptives can result in a dramatic
 
increase in contraceptive prevalence. In the PFPC project, after
 
one year, the proportion of women practicing family planning
 
more than doubled, from 10.9 percent to 23.7 percent. Results
 
from the final PFAD survey showed a relative increase in con­
traceptive prevalence of 168 percent, from 6.6 percent to
 
17.7 percent in two years. In some sectors, the proportion of
 
women contracepting at the time of the final survey was over
 
30 percent. A decline of one-sixth was reported in the preg­
nancy rate while the proportion of women at risk of pregnancy
 
decreased by nearly one-third. In only two years, a significant
 
change occurred in both the contraceptive and fertility behavior
 
of the population of Bir Ali Ben Khalifa delegation.
 

- Household distribution of oral contraceptives to eligible women
 
is an excellent means of introducing family planning in rural
 
areas and results in an initial increase in prevalence. However,
 
as the pilot projects have demonstrated, the discontinuation rate
 
is relatively high: PFAD - 46 percent after six months; PFPC ­
mean duration of use of four months. The principal reasons cited
 
for abandoning the method include: desired pregnancy, fear of or
 
experienced side effects and husband's opposition.
 

- With a broader mix of contraceptive methods offered, contraceptive
 
prevalence will rise substantially. In the PFAD project,
 

16
 



there was an initial concentration on oral contraceptives
 
followed by full availability of IUDs and tubal ligations
 
one year later. At the final survey, over one-half of all
 
women practicing contraception had received a tubal ligation.
 
Both PFAD and PFPC projects have shown a strong interest among
 
the rural target population in permanent methods of contracep­
tion -- tubal ligation -- after desired family size has been
 
reached. There is less interest in contraception as a means of
 
spacing births, particularly among higher parity women who want
 
at east half of their children to be sons. This trend appears
 
to be changing, however. During the PFAD final survey, more than
 
one-fourth of the women who indicated that they still want more
 
children had used contraception.
 

- Use of secondary methods is extremely low: 0.2 percent - PFPC
 
project (Fernana delegation) and 1.1 percent - PFAD project
 
(final survey).
 

- The approval and active support of local leaders is key to
 
gaining the confidence of the population in the program and to
 
achieving favorable results. In one sector of Bir All Ben
 
Khalifa delegation, the wife of the sheikh had a tubal ligation,
 
triggering a dramatic increase in the use of this method. At
 
the end of two years, 30 percent of all women in the sector had
 
opted for and received a tubal ligation.
 

- While contraceptive resupply can be handled by male nurse­
hygienists and the existing health infrastructure, the PFAD and
 
PFPC projects have demonstrated the effectiveness of using a new
 
type of female outreach worker (aide familiale) to make the
 
initial contacts at the household level to discuss family plan­
ning. Under medical supervision, these locally recruited,
 
specially trained young women can provide family planning infor­
mation and contraceptives safely and effectively to eligible
 
women. As the Medical Director of the PFAD project stated in
 
the final report: "The interviewers, non-medical personnel,
 
played a substantial medical role during the course of the
 
project. Despite their limited knowledge and education, their
 
action as intermediaries was important in giving needed advice
 
concerning side effects, diet and general health...Can a non­
medical staff be used in such a project without generating
 
serious problems if a medical backup is available and a regular
 
gynecologic consultation is provided? We would answer yes,
 
because in no instance was it necessary for a nurse-midwife to
 
confirm the work of the lay staff making home visits. The inter­
viewers' training in anatomy, physiology and contraception
 
proved to be adequate to cope with the problems they faced.
 

The major problems experienced in these pilot CBD programs have been ones
 
of management and transportation. Coordination and supervision of special
 
project field activities by the ONPFP central office has been weak, particularly
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for the PFPC and PFMR projects. The situation has been aggravated by shifts
 
in personnel assigned to monitor these projects. As a result of difficult
 
terrain and inadequate maintenance, project vehicles have periodically

broken down. Services have at times been disrupted for an extended period
 
due to delays in obtaining spare parts and making the necessary repairs.
 
Program progress has also been hampered periodically by shortages of non­
contraceptive supplies.
 

2. Issues for Phase Two Evaluation
 

- Develop a national strategy of efficient and cost-effective
 
family planning/MCH care service delivery for rural Tunisia
 
to be incorporated into the sixth Economic and Social Develop­
ment Plan.
 

- Based on the findings of the pilot CBD projects, determine the
 
most appropriate family planning and health interventions,
 
personnel, contraceptive resupply systems and referral mechan­
isms for IUD and tubal ligation candidates for use in a nation­
wide program.
 

- Examine means of improving coordination and maximizing use­
effectiveness of existing rural health/family planning infra­
structure and resources (personnel, supplies, equipment, vehicles,
 
etc.) to support outreach contraceptive delivery programs.
 

3. Recommendations for Immediate Implementation
 

- Prepare an inventory of family planning/MCH CBD projects in
 
Tunisia (PFAD, PFMR, Le Kef, Medjez el Bab, Cap Bon/Nabeul, Mahdia,
 
Gafsa, Bija) and begin work on a synthesis of findings in prepara­
tion for the seminar to be held in Sousse in early 1980.
 

- Work out a plan to continue employment of the five PFPC project

workers following termination of the pilot activities in
 
December 1979 so that their training and two-and-one-half years
 
of experience providing family planning information and services
 
to families in one-half of Jendouba province will not be lost.
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F. Medical and Paramedical !anpower Needs
 

The bureaucratic autonomy of the ONPFP within the Ministry of Public
 
Health has given it a freedom in program design and implementation over the
 
years. This flexibility has meant that the ONPFP has been aole to respond to
 
the difficult problems of staffing, particularly in the rural areas, driwing
 
on foreign medical personnel to supplement an overtaxed Tunisian medical com­
munity, experimenting with the use of paramedical personnel for certain edu­
cational and distribution functions, and deploying medical personnel on an ad
 
hoc basis to meet special needs and situations as they arise.
 

Despite the creativity and the commitment with which the ONPFP has
 
approached the challenge of staffing, four fundamental problems remain: the
 
number of OB/GYNs, other physicians, and midwives are insufficient to meet
 
current as well as future needs; the lack of medical and paramedical personnel
 
ismost severe in the rural areas of the country; rural health efforts require
 
an outreach component to complement the medical infrastructure (see the dis­
cussion of Community-Based Distribution); and efforts to meet pressing rural
 
needs with too small a staff have led to irregularity in the deployment of
 
personnel and consequently in the availability of services, affecting the credi­
bility of the program itself insome areas.
 

Since the success of the family planning program is, in large part, depen­
dent upon acts (tubal ligation and IUD insertions) performed by trained medical
 
and paramedical personnel, the single most important limiting factor has been
 
the scarcity of OB/GYNs and midwives particularly in rural areas. Today, two
 
of the provinces lack a gynecologist altogether (Siliana and Sidi Bouzid).

Patients wishing a social abortion or a tubal ligation in these areas are trans­
ported to an adjoining province. Furthermore, of the 60 OB/GYNs serving in
 
Tunisia, two-thirds are foreign physicians on contract. There is,therefore,
 
justifiable long-term concern that when current contracts expire, the lack of
 
personnel may be exacerbated because of increasing competition from other
 
countries for the services of these doctors.
 

There does not seem to be an adequate provision at pesent for the training
 
of Tunisian gynecologists to meet future needs. The general expectation is that
 
rural needs for doctors will be met as the number of licensed physicians in­
creases and as some, faced with diminishing urban opportunities, will opt for
 
rural services. This argument seems particularly difficult to apply to special­
ties such as gynecology where the numbers planned, through the mechanism of a
 
limited number of concours, seem insufficient to meet even future urban needs,
 
much less to create a surplus which will overflow into rural areas.
 

The leading OB/GYNs at the Medical Faculty of Tunis are increasingly aware
 
of the seriousness of personnel problems in rural areas and of their critical
 
responsibility for planning and training for the future needs of their country.
 
A promising dialogue has been opened between the leading OB/GYNs and the ONPFP
 
to address problems of joint concern, including the possibility of increasina
 
the number of concours in qynecology and to orient medical training for gyni­
cologists as welas generalists to meet future needs. One of the OB/GYNs has
 
suggested as a goal, two OB/GYNs ineach province by the end of the Sixth Five
 
Year Plan.
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Additional paramedical personnel, particularly midwives are required in
 
rural Tunisia. During Phase Two there needs to be an assessment of para­
medical training levels nationwide, future needs, and plans to meet those
 
needs.1 It is hoped that the medical community will take steps to redress
 
this shortage.
 

The problems of meeting immediate needs in staffing suggest a number of
 
short-term solutions which require careful examination to maximize program effec­
tiveness while assuring continued good medical practice. Measures which should
 
be considered include:
 

- The introduction of a system of compensation to OB/GYNs, as a
 
means of increasing tubal ligation performance.
 

- Where there is no OB/GYN in rural areas, the authorization of
 
specially trained physicians (surgeons and generalists) to per­
form surgical contraceptive acts.
 

- The use of paramedical and extra-medical personnel to distribute
 
contraceptives under close medical supervision.
 

- Required rural service for graduates of the three Faculties of
 
Medicine.
 

Experience in several rural projects, including those by U.N.F.T., Le Kef
 
A.S.D.E.A.R., and the pilot projects at Bir Ali and Jendouba, have shown the -impor­
tance of female family planning outreach workers. However, this category of
 
worker has not yet been institutionalized, nor have existing outreach personnel,
 
most of whom are male and thus less effective in family planning, been deployed
 
on an extensive and regular basis. Ironically, the most effective workers,
 
females who are locally recruited, rarely meet the minimum education requirements
 
for government employees. This is a problem which requires careful examination
 
during Phase Two.
 

Finally, because of efforts to respond to overwhelming needs with limited
 
personnel and without full coordination with the Ministry of Public Health and
 
its regional representatives, family planning personnel and services are some­
times deployed and available irregularly. This may result in an inefficient
 
use of existing personnel, required to function without adequate staff support,
 
and a consequent inability to provide expected services on a regular and high
 
quality basis. Increased inter- and intra-ministerial collaboration on the
 
regional level and more decentralized decision-making concerning the allocation
 
of personnel and services may help to alleviate such problems.
 

Issues for Phase Two Evaluation
 

- Assess long-term needs for medical and paramedical personnel and
 
develop plans, in cooperation with the medical community and
 
faculties, to meet those needs.
 

1Additional information on this topic was gathered during a subsequent
 
visit by one of the team members. See report on Expansici of Rural Commiunity
 
Health Project to Kasserine, Fort and Johnson, December 1979.
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- Examine alternative solutions for meeting immediate staffing 
needs to ensure greater availability and regularity of services 
to the rural population: the use of paramedics for distributing 
contraceptives; the training of surgeons and generalists to 
perform acts of surgical contraception, etc. 

- Discuss the means to institutionalize a female family planning out­
reach worker (aide familiale) to serve as i vital link between 
rural households and the health infrastructure. Issues to resolve 
include: eligibility standards, duties and responsibilities, 
training and supervision, transportation needs, and budget require­
ments. 

21
 



G. Information, Education ane Communcl!tlon
 

The ONPFP estimates that 90 percent of Tunisia's citizens are aware of
 
family planning. In the years since the beginning of the family planning pro­
gram, the attitudes of many people have shifted from open hostility to awareness
 
and receptivity. This change can ba attributed to Tunisia's strong national
 
commitment to family planning and the incorporation of information about its
 
significance into the activities and training of virtually every ministry and
 
national organization. The OUPFP has worked across a broad spectrum of national
 
agencies to train and inform key workers in Health, Agriculture, Sports and
 
Youth, Education, Social Affairs, the political party, the women's organization,
 
and labor unions. In addition, the ONPFP has pursued an active media program,
 
popularizing family planning in television and radio broadcasts and in news­
paper and magazine articles.
 

Nevertheless, as the P.D.G. noted in his initial remarks to the Phase One
 
Team, education and information programs are required now in order to dispell con­
fusion about contraceptive techniques, fears of possible side-effects and ignorance
 
of method availability. These tasks are particularly important in rural areas
 
where widespread confusion, rumors, misinformation, and fears persist. Face-to­
face contact isan effective means of education, but is limited in outreach by
 
cost and the need for supporting material.
 

The IE&C program has found it difficult in the development of educational
 
activities and materials to shift from national to regional and local concerns,
 
from urban to rural problems, and from organized contexts and government inter­
mediaries to individual citizens. Existing materials speak to the global impli­
cations of family planning and do not effectively address the specific fears and
 
need for information of rural populations. Based on the earlier evaluations
 
by Bertrand and Rothe and McMahon and on a preliminary assessment by Phase One,
 
the following! is urgently needed:
 

(1) Audiovisual educational materials are needed to explain
 
family planning and contraceptive techniques in culturally
 
appropriate and effective ways so as to permit men and women
 
to make informed decisions. Materials are needed for use in
 
the regional family planning education centers, by midwives
 
and other paramedical personnel and outreach workers, and for
 
handouts to women and men receiving family planning services.
 
For example, the models and diagrams of the human body currently
 
supplied and used by family planning workers may be confusing
 
because they are inconsistent with popular ideas held about the
 
body and the reproductive system. Existing pamphlets, explain­
ing the various methods, their proper use and side-effects,
 
depend too heavily on the written word for effective use in a
 
population with low literacy levels. Basic educational material,
 
then, reflecting the concerns and education of the target popu­
lation, needs to be developed, tested and made available in
 
rural areas.
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(2) While certain educational materials may be developed nationally
 
regional delegates should also be given considerable latitude
 
and support to design programs and materials which are responsive
 
to local needs, interests and resources. The creation of murals
 
by school children, use of still photographs of local children,
 
and recording of appropriate oral literature, songs and poems,
 
traditionally sung and recited by women, are possible projects
 
which could be developed on a regional basis. Since the regional
 
delegatis are, for the most part, trained as health educators,
 
financial support, encouragement and recognition of accomplish­
ments should bring results. As a part of Phase Two, the team should
 
survey existing materials and equipment in the rural areas.
 

(3) The excellent work of the ONPFP among male workers and, more
 
recently, migrants, needs to be extended among male heads of
 
households in rural areas. This is particularly true since men,
 
inmore traditional areas, exercise considerable control over the
 
physical movements and decisions of women. According to results
 
of the Bir Ali PFAD study, 22 percent of the women who accepted
 
but did not use oral contraceptives cited the opposition of the
 
husband as the principal reason.
 

The ONPFP recognizes the need for expanded programs in the IE&C area. The
 
P.D.G. has proposed developing a production unit to meet the pressing educational
 
and informational needs of the Tunisian program and, in the long view, to pro­
duce material for the Arab world and Francophone Africa. Solutions to these
 
issues and the development of effective rural IE&C programs demand the serious
 
attention of Phase Two.
 

Issues for Phase Two Evaluation.
 

- Review the results of recent surveys, KAP studies and the
 
written literature on attitudes towards contraception and
 
reproduction. Determine if additional studies are needed in
 
order to p-ovide the necessary background information for the
 
development of culturally appropriate and responsive educational
 
material and programs.
 

- Develop policy and design a pilot project to strengthen the
 
rural educational programs and the capacity of the regional
 
delegates to develop locally responsive programs.
 

- Develop a pilot project involving the design and testing of
 
educational material for women and male heads of households
 
in rural areas.
 

- Discuss ways of involving male heads of households in rural
 
areas more fully in family planning activities (e.g., informa­
tion days, special condom distribution at markets, cafes and
 
other gathering places for men).
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- Review Division of Communication staffing needs and discuss and
 
define the stages needed to increase the ONPFP's production
 
capacity, including the potential for contracting with other
 
ministries, agencies and private Tunisian companies and indi­
viduals while developing a self-sufficient production unit.
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H. Training
 

Training activities by the ONPFP consist of four major thrusts: the National
 
Training Center at Ariana, seminars, in-service training, and information days
 
held in various locations; a training program in laparoscopy at the Ariana Clinic;
 
and the regional education and training program conducted by regional delegates.
 

The National Training Center, located in a villa outside of Tunis, iswell­
equipped with meeting rooms, dormitory and kitchen facilities for students and
 
participants. Operational since March, it has pursued activities since the begin­
ning of the year, training physicians, midwives, nurses' aides, social workers,
 
and pharmacists. In-service training programs are also offered for the regional
 
ONPFP staffs, the regional health educators and secretaries.
 

There is considerable attention paid to the curriculum of the training pro­
grams. The director isconcerned with the effectiveness and relevance of the
 
training offered and has initiated a system of course evaluation to monitor train­
ing efforts. In addition, there is an ONPFP advisory committee which noted in a
 
June meeting a need for strengthened clinical instruction and increased use of
 
audiovisual materials in training programs for midwives. The Phase One Team was
 
able to attend one training session, a conference in Monastir, which accounted
 
for much of September's training activity. The program was interesting and broad
 
but might have had more practical use for the midwives attending if it had been
 
smaller and had a curriculum more closely tied to the midwives' practical needs.
 

Of some concern to the ONPFP and to the Phase One Team is the level of train­
ing activity which has not increased substantially over 1973. In the first three
 
quarters of 1979, the center has trained 28 Tunisian and 31 foreign physicians,
 
115 midwives, 158 social workers, three nurses' aides, 19 regional delegates and
 
20 regional secretaries, and conducted information days for 60 physicians and 60
 
pharmacists (Quarterly Report, ONPFP). In each of the medical and paramedical
 
categories, the achievement falls short of the Program Goals for 1979 (Rgsultats
 
1978, Programme 1979, ONPFP, p 18), where training programs for 60 physicians,
 
230 midwives and 170 nurses' aides and information days for 300 physicians and
 
200 pharmacists were envisioned.
 

An additional problem is the geographic representation in the training pro­
grams. While many of the sessions are directed at groups from all over the country,
 
the greatest effort appears to be directed at training personnel from the Tunis
 
area. As a major focus in 1978, the program trained 140 social agents who were
 
from the greater Tunis area. While staff for special regional projects, such as
 
the F.P.I.A. family aides and midwives are brought into the center, the majority
 
of rural training programs appear to be conducted by the regional health edu­
cators. As the center's director notes, the increased burden of administrative
 
responsibilities falling on the regional delegates may interfere with their ability
 
to adequately serve regional educational and training needs. Given the goals of
 
AID assistance and the national significance of the training center, it should be
 
determined whether the center should play a more active role in direct training of
 
rural health workers.
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The Training Center cooperates with the Medical Division in training phy­
sicians and midwives in contraceptive techniques, including laparoscopy, at the
 
Ariana clinic. This training program is playing a significant international as
 
well as national role. In the 15 months between June 1978 and September 1979,
 
the laparoscopy program trained medical and paramedical personnel from 15
 
Francophone countries inAfrica (Morocco, Togo, Zaire, Senegal, Mali, Benin,
 
Ivory Coast, Madagascar, Niger, Rwanda, Gabon, Comoro Islands, and Chad). Since
 
so many of the program training outputs are outside Tunisia, approximately half,
 
it seems appropriate that the program be evaluated on a wider basis rather than
 
simply on performance statistics in Tunisia. Because of this significant inter­
national role, the program requires close monitoring and administration, both on
 
the part of ONPFP and of the funding agencies, JHPIEGO and IPAVS.
 

Issues for Phase Two Evaluation
 

- Identify future Tunisian training priorities and draw up
 
plans to meet these needs.
 

- Determine the future role of the National Training Center in
 
continuing and expanding in-service training directed at
 
rural family planning and health workers.
 

- ;iscuss ways to strengthen the clinical and audiovisual
 
content of training programs.
 

- Develop mechanisms for closer administrative and monitoring of
 
training programs with international participants by the ONPFP
 
and the grantors.
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I. Aid Assistance
 

Since 1965 AID assistance to the Tunisian family planning program has
 
totaled more than $26 million. During the early phase of AID assistance, empha­
sis was placed on the developm3nt of an infrastructure and training of professional
 
personnel to provide leadership and local expertise. The second phase of the
 
assistance program (FY '75-'77) was designed "to continue development of an insti­
tutional capability within the Tunisian National Family Planning Organization and
 
to provide effective family planning information and services to a large propor­
tion of the population of reproductive age." Although a project phase-out was
 
originally planned for FY '77, the results of a 1975 evaluation recommended con­
tinued AID assistance. A current four-year $6.6 million bilateral assistance
 
grant was initiated in1978.
 

The primary purpose of the current program is "to assist the GOT to strength­
en and expand family planning services primarily inrural areas." The grant
 
agreement has focused on budget support and program aevelopment in six major areas.
 

c. Pilot Contraceptive Distribution prograr s
 

b. Training
 

c. Family Planning Service System Support
 

1) Contraceptives
 
2)Medical equipment and drugs
 
3)General support
 

d. IE&C
 

e. Research and Evaluation
 

f. Short-term technical assistance and Participant training
 

Inaddition to bilateral support of these areas, AID has Centrally-funded projects
 
through contracts with FPIA, IPAVS, International Statistical Institute (WFS),
 
JHPIEGO, Syntex and Westinghouse Health Systems.
 

With this assistance, the ONPFP has taken major steps towards realizing the
 
objectives of the current project. Accomplishments over the last two years
 
include:
 

- A strengthened nationwide educational and administrative structure
 
with offices, staff and programs ineach of Tunisia's 18 provinces.
 

- Pilot projects testing different household and community-based distri­
bution systems with the goal of developing an appropriate model for
 
a national strategy.
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- A national training center, operational since March 1979.
 

- An expanded research and evaluation activity.
 

- Lxpansion of the clinical progran to include voluntary sterilization 
using laparoscopy. 

- The maintenance of performance levels during a period of program
 
expansion and penetration into less easily served rural areas.
 

- The demonstration of the importance of a female family planning
 
outreach worker for program effectiveness in rural areas.
 

1. Status of Bilateral Program Components
 

a. Pilot Contraceptive Distribution Programs
 

The experimentation in innovative non-clincial approaches to the
 
delivery of family planning services in rural Tunisia, through the PFAD and PFPC
 
pilot projects, has been a highly successful component of the current AID bilateral
 
agreement and one which has importaut implications tor the future of the national
 
family planning program. When the PFAD (Planning Familial a Domicile) project
 
was launched in April 1976, it represented a bold initiative by the ONPFP and
 
the first real test in Tunisia of making family planning services fully available
 
to a rural population. Locally recruited and specially trained non-medical
 
female workers, under the supervision of a physician, were used for the first
 
time to distribute house-to-house oral contraceptives (without a doctor's pre­
scription) to eligible women and provide referral for surgical contraceptive
 
services.
 

From the outset, the logistical and communication challenges facing tle
 
project were enormous. The site, Bir Ali Ben Khalifa delegation (60 kms west
 
of Sfax), is typical of much of rural Tunisia--difficult terrain, a sparse net­
work of dirt roads, widely dispersed population with limited previous knowledge
 
of and access to family planning services. Yet the fieldworkers were able to
 
overcome all of these obstacles. In a period of two years, every eligible
 
woman in the delegation (pop. 30,000) was contacted at least three times; con­
traceptive prevalence increased dramatically from a baseline average of 6.6
 
percent to 17.7 percent. In some sectors, prevalence reached a level as high
 
as 30 percent.
 

Following the termination of household visits in August 1979, a permanent

contraceptive resupply system was established. The eight fieldworkers were re­
placed by a mobile team, visiting on a weekly basis each of the eight dispensar­
ies in the delegation and periodically 14 other locations as well. The PFAD
 
project ended in April 1979 after a final survey was conducted of all MWRA in the
 
delegation. Complete results of the household visits and final survey, together
 
with a detailed description of the project background and setting, study design

and implications of PFAD for the national program, are provided in the final
 
project report, published inAugust 1979. Also included are a medical report, a
 
qualitative assessment with excerpts of interviews with people associated with
 
PFAD and a preliminary cost analysis of the project.
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While retaining many of the key features of PFAD, including the use of local
 
fermale workers, a second and much larger pilot household contraceptive distribu­
tion project was launched inApril 1977 in three delegations of Jendouba Governor­
ate (total study population of 144,000). The primary purpose of PFPC (Planning
 
Familial par le Couple) was to develop a cost-effective family planning delivery
 
system which had the potential for replication on a national scale. The experi­
ment used fewer field workers than PFAD, greater contraceptive nmix (including
 
several secondary methods) and a variety of resupply mechanisms. In one of the
 
three delegations, an integrated family planning/MCH distribution system was
 
tested. Family planning information and services, including referral for IUD
 
and tubal ligation, were provided to all eligible women, as well as several
 
health interventions (weighing of all pre-school children, detection of diarrhea
 
and certain eye, skin and parasitic diseases, distribution of ophthalmoloaic
 
tetracycline, vaccination referral, etc.). Originally, the principal health
 
component of the PFPC project was to be oral rehydration. However, due to poor
 
coordination and management by ONPFP in the handling of the Oralyte procurement
 
(both from the Central Pharmacy and from UNICEF), sufficient quantities were not
 
available until after project activities had ended. Oralyte was distributed in
 
only two out of the nine sectors in the delegation.
 

Household distribution for the PFPC project terminated in September 1979
 
and contraceptive resupply systems are currently functioning in all three dele­
gations. There will be a comprehensive evaluation of the pilot program which
 
will analyse the results of: the 1973 contraceptive prevalence survey in Fernana
 
delegation as well as the recently completed Governorate-wide survey (see section
 
on Westinghouse Health Systems), a special survey of Oralyte and neosampoon
 
acceptors, and interviews with project personnel. The final report, expected in
 
March 1980, will include a quantitative and cost analysis as well as assessment
 
of the effectiveness of the resupply systems tested and the family planning-only
 
delivery system versus the integrated family planning/MCH system.
 

Although both PFAD and PFPC were primarily demonstration projects, a rich
 
body of data has been collected, providing demographic-socioeconomic character­
istics, pregnancy histories and contraceptive behavior of women of reproductive
 
age in these two areas. The quantitative as well as qualitative information ob­
tained are valuable to the ONPFP in its effort to develop.the most cost-effective
 
delivery system for all of rural Tunisia. As indicated in an earlier section of
 
the report, many important lessons have been learned from these two projects.
 
Most significantly, these experiments have demonstrated that household contracep­
tive distribution is both acceptable and feasible in rural Tunisia and can have a
 
dramatic impact on contraceptive and fertility behavior.
 

The challenge now facing the ONPFP and the MOPH is to move from these pilot
 
experiences and develop a coherent and cost-effective strategy rf family planning/
 
basic health care delivery for rural Tunisia. To support a large scale integrated
 
community-based distribution program, however, will require better management
 
and monitoring by ONPFP staff, closer coordination with MOPH personnel, along with
 
strong promotional efforts and sufficient supplies, equipment and vehicles.
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b. Training
 

Under the bilateral program, AID supports a variety of training­
related activities including regional meetings, participant support costs,
 
honoraria for lecturers, costs of training materials and in-service training.
 

Through intermediary organizations such as IPAVS and JHPIEGO, AID supports the
 
training of paramedical personnel, physicians in laparoscopy and underwrites
 
the National Training Center (see section on assessment of intermediary activi­
ties below). Areas of concern inthe training program are elaborated upon in
 
those sections and in Section H above.
 

c. Family Planning Services System Support
 

This isa major component of AID assistance. Itincludes the supply
 
of contraceptive commodities (orals, condoms, IUDs, creams, jellies, foams), an
 
estimated $213,000 from FY '79 AID/Washington funds; medical equipment, drugs and
 
supplies for provincial hospitals, clinics and dispensaries, totaling $316,000
 
inFY '79; and general support funds ($412,000 in FY '79) to cover inpart oper­
ating expenses and maintenance support costs for family planning centers, mobile
 
teams and surgical contraceptive services.
 

The latest information available from USAID/Tunis on commodities indicates
 
that two unfunded PIO/Cs have been issued for the procurement of centrally-funded
 
oral contraceptives. The combined total of oral contraceptives included on these
 
PIO/Cs is 1,496,000 monthly cycles scheduled for delivery during the period June
 
1979 through June 1981. These quantities have been ordered to enable the GOT to
 
have minimally an end of year stock level equal to 100 percent of the previous
 
year's usage. No condoms have been ordered-due to the large reserve stock
 
already on hand. It is possible that additional condoms will be ordered in 19Ml.
 

Also included in the 1979 ProAg is$70,000 to help the OTJPFP strengthen the
 
current commercial system of distribution of oral contraceptives and condoms with
 
Tunisian labels through detailing work with pharmacies and doctors. Between
 
January 1 and October 4, 1979, an estimated 85,000 cycles of OP50, the overpack­
aged oral contraceptives, and 750,000 packages of Waha brand condoms were dis­
tributed through these outlets.
 

Because this is an important aspect of AID assistance, itshould be the
 
subject of an examination during Phase Two of the Evaluation. One of the team
 
members will concentrate on the questions of general support, budget, conmodi­
ties, equipment, vehicles and the logistics of the support system, particularly

inrelationship to programs inrural areas. The case of Oralyte is instructive,
 
pointing up some of the problems of commodity procurement and logistics faced
 
by the ONPFP. This area has not been addressed in previous evaluations and is
 
critical to the future capacity of the ONPFP to maintain and expand service
 
delivery.
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d. IE&C 

Of all the AID-assisted programs, this has shown the least develop­
ment. As is summarized under the description of the Division of Communication's
 
activities, there is considerable activity in organized contexts, in the mass
 
media and among specialized groups and health and family planning staff. Of
 
note is the UNFPA-sponsored project to develop education projects in organized
 
contexts, and, more recently, among migrpnt workers in Europe (ONPFP, Rapport
 
sur l'Etat d'Avancement du Projet d'Integration de l'Education en atire de
 
Planning Familial dans les Milieux Organisds). However, as has been noted recently,
 
the OIJPFP has a "dormant capacity" for meeting the goals established for AID
 
assistance in the preparation of IE&C material for rural audiences, including
 
the development of an active audiovisual component.
 

There have been repeated evaluations and criticisms of the IE&C component of the
 
program (Fornos et al, Rothe and McMahon, and most recently, Bertrand). However,
 
despite the identification of other needs, AID assistance has continued to focus
 
on supplying new equipment and audiovisual aids rather than helping the ONPFP to
 
identify essential personnel and technical skills needed for production and pro­
gram development. Shortcomings identified in the Tunisian Family Planning
 
Services Project Paper still exist. There has been little follow-up to recommen­
dations in the form of pilot projects, special educational materials for non­
literate populations, technical assistance or participant training. Unfortunately,
 
one of the first such efforts, the recent participation of the ONPFP's Communi­
cation Division director in a recent workshop in the United States was not
 
relevant to program development needs.
 

In addition, assistance programs funded by intermediary organizations such
 
as FPIA and IPAVS have been introduced without adequate attention to monitoring
 
to insure that the necessary and assumed educational component was developed, re­
lying instead on the general programs of the O11PFP's Division of Communication to
 
meet specific outputs. For example, the IPAVS program, Subgrant :294-000-1,
 
assumes that "The program for each clinic will include group/home talks, audio­
visual shows, r bile I and E teams and other motivational activities. IPAVS
 
funds are not requested for this purpose, as the ONPFP is i-n the process of
 
developing a national I and E program with the assistance of other donors; i.e.,
 
UNFPA, Government of Tunisia and AID/Tunisia." In the continuing support of the
 
El Ariana Clinic, one of the two project objectives was to conduct I&E activi­
ties to publicize services. Yet, only $1,440 of $236,693 was budgeted for I&E
 
in the form of newspaper advertising.
 

Considering the level of funding, $281,000 for I, E & C categories in the
 
1979 USAID/GOT Project agreement, the lack of comprehensive, goal-oriented
 
program planning is disturbing. An additional $23,000 was budgeted for the
 
U.S. purchase of audiovisual aids and production equipment. Ways to insure
 
that this equipment is used effectively in support of special educational
 
materials and programs for nonliterate rural target groups should be addressed
 
in Phase Two.
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e. Research and Evaluation
 

This area of assistance has seen a lot of activity, particularly
 
with the surveys funded by the International Statistical Institute (WFS) and
 
Westinghouse Health Systems (see Assessment of Intermediary Activities). As in­
dicated inPart Two of the report, the Population Division has generatEd an
 
enormous amount of data inthe past two years. owever, the challenge now
 
facing the ONPFP is using this rich body of data efficiently and effectively
 
for program management and planning.
 

f. Technical Assistance
 

Itappears from the information available at this writing that
 
this category of assistance has not been fully used (budgeted at $40,000 for
 
four person months in 1979). During 1978, Dr. Jane Bertrand evaluated the IE&C
 
proqram and made several recommendations which the ONPFP isconsidering. Dr.
 
Gilberte Vansintejin provided assistance in dveloping curriculum for paramttdical
 
training. In addition, Elizabeth Maguire's visits over the last two years have
 
been essential elements in the success of CBD projects. A planned visit of a
 
management consultant to review the overall ONPFP organization has been delayed
 
until after Phase Two.
 

There are additional areas which would benefit from short-term technical
 
assistance, including:
 

- cost-effectiveness analysis
 

- management information systems development
 

- production assistance inthe development of audiovisual materials
 

- epidemiological interpretation and application of 1979 service
 
statistics to 1980 program management
 

This is a flexible category of AID assistance and should be utilized fully in
 
the coming years as part of a concerted effort by USAID to identify program
 
needs as they arise and to facilitate the selection of experts to assist in
 
meeting identified needs.
 

ci. Short-Term Participant Training
 

As Dart of the participant training component, USAID has sponsored
 
ooservational tours to the United States and participation inregional and
 
international conferences and short training seminars for ONPFP staff members.
 
In 1978, a group of four visited the United States and 12 participated in inter­
national conferences. As of October 1979, there were three U.S. trips for a
 
total of 10 persons and four conference participants sponsored. The trip of
 
Drs. Boukhris and Dali to C.D.C., I.F.R.P. and AID/Washington was particularly
 
fruitful leading to an examination of possible new directions for research and
 
cooperation. Future participant training should consider:
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- the possibility of longer term training in such areas as
 
data systems, epidemiology and demography
 

- the refocusing of the program to include more field visits
 
to family planning programs in the developing world which
 
face comparable challenges and problems (e.g., Indonesia's
 
management information system, Mexico's IE&C and C.B.D.
 
programs)
 

- increased participation in regional and international
 

conferences
 

h. Budget
 

The following is a summary of expenditures to date under the cur­
rent AID bilateral grant. During the first program year (CY 1978), expenditures
 
totaled approximately $1.3 million. This figure does not include funds used
 
by AID/Washington for the central procurement of contraceptives. Of this
 
$1.3 million, about 30 percent was used for medical-surgical support services,
 
30 percent for medical and audiovisual equipment and supplies, 10 percent for
 
training activities, 15 percent for IE&C activities and 15 percent for research
 
and evaluation activities.
 

As of the end of August 1979, there have been expenditures of about
 
$832,000, not including centrally-funded contraceptives. These expenditures
 
are distributed as follows: 35 percent medical-surgical support services;
 
30 percent medical and audiovisual equipment and supplies; 6 percent training;
 
18 percent IE&C activities; and 11 percent for research and evaluation. Because
 
these figures represent only the first eight months of the year, there may be
 
some changes in the percentages before the end of the year.
 

2. Assessment of Intermediary Activities
 

a. Family Planning International Assistance (FPIA)
 

A three-year centrally-funded FPIA project provides financial and
 
material assistance to the ONPFP to expand family planning/MCH services in 12
 
delegations (total population of 400,000) in four Tunisian provinces --

Kasserine, Sidi Couzid, Siliana and the health region of Menzel Bourguiba. As
 
detailed in the March 1979 O1IPFP report Projet Pilote: Le Planning Familial en
 
lilieu Rural (P.F.M.R.), 1978-1981, the project design involves the use of
 
mobile clinics (one per province) providing family planning and MCH services
 
at designated locations in each delegation. In addition, social assistants
 
(aides familiales -- eight per province) give family planning information, edu­
cation and counseling at the household level and refer women to the mobile
 
clinics for services.
 

The project has experienced, over the past year, a number of delays and
 
administrative difficulties, as noted in trip reports by the FPIA Regional
 
Director for the Near East and East Africa. Service delivery finally began in
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January 1979, six months after the project's official starting date, and on a
 
somewhat more limited basis than originally planned. Principal problems to
 
date have involved vehicle and commodity procurement as well as insufficient
 
monitoring of field activities by the ONPFP central office staff. The mobile
 
clinics promised by the U.K. Overseas Development Ministry have recently been
 
cancelled and replacement clinics provided by the ONPFP for three of the four
 
project areas have been plagued with mechanical problems and are frequently
 
not operating (as was the case when the evaluation team was in Kasserine).

The mopeds assigned to the social assistants proved to be inappropriate and
 
broke down shortly after arrival. Thus, the girls' ability to contact some of
 
the more isolated households has been limited. Although none of the social
 
assistants was available when the team visited Kasserine and Thala, we were
 
told that these workers have not been well accepted when operating beyond
 
clan lines. It was felt, moreover, that the acceptability and effectiveness
 
of these girls would be higher if they provided family planning services rather
 
than just information and referral to mobile clinics. A promising aspect of
 
this project is the very active and effective work done by the regional dele­
gate working, partitularly with the men of the area through the political struc­
ture. In order for this project to meet the original objectives and provide
 
necessary field support, much closer monitoring and more frequent site visits
 
are needed by both ONPFP and FPIA personnel.
 

The ONPFP considers FPMR as an important pilot project, one that can
 
serve as a model for a nationwide program. If this program is to be taken as
 
the basis for a national strategy for rural areas, careful consideration
 
should be given to the problems of administration and coordination that this
 
project has faced. All of the problems of inter- and intra-ministerial coordi­
nation and cooperation come to bear on this regional level. Back-up services
 
have not been adequately provided for FPMR because of shortages and ineffec­
tive deployment of personnel, transportation and materials.
 

b. International Statistical Institute (ISI)
 

The majority of local costs ($171,000) for the OINPFP 1973 Tunisian
 
Fertility Survey are being funded through an AID/Washington grant to the
 
International Statistical Institute (World Fertility Survey). The survey,
 
based on a representative sample of 5;841 households (4,118 women), is de­
signed to provide national estimates of fertility, contraceptive knowledge,
 
availability and use. Field work was carried out from mid-flay to mid-October
 
1978. Following some delays in the coding and processing of the data, initial
 
tabulations are now available. A final report is expected in early 1980.
 

c. IPAVS
 

IPAVS activities include: the establishment of El Ariana Clinic,
 
opened in February 1978 for the provision of voluntary sterilization services;
 
the RAM Center to service endoscopic equipment; and the National Training
 
Center, opened inMarch 1979 and supported also by USAID and UNFPA. The
 
Training Center ssrves as a national, regional and international center to
 
train paramedical and medical personnel in both family planning and, in con­
junction with El Ariana, in tubal liaation. In addition to establishing six
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voluntary sterilization referral centers in Tunis, IPAVS is embarking on a
 
project to upgrade and equip 12 ONPFP clinics nationwide to perform family
 
planning services including tubal ligations.
 

The IPAVS grant agreements with the ONPFP have faced a number of delays
 
and have resulted in additional administrative burdens on the USAID staff.
 
Hopefully, the recent consolidation of the six separate sub-grants into two
 
projects will alleviate some of the reporting requirements and problems of
 
monitoring and administration. An outside evaluation of IPAVS activities in
 
Tunisia was conducted in the beginning of October 1979. The usefulness of
 
having a full-time IPAVS project administrator in Tunis was suggested as one
 
of the report recommendations.
 

d. JHPIEGO
 

Under the JHPIEGO program, a total of 80 physicians have been
 

trained in laparoscopy at El Ariana Clinic between June 1978 and October 1979.
 

The training is reported to be of high quality and the program is developing a
 
strong regional and international focus. In its first 15 months of operation,
 
it attracted participants from 15 Francophone countries in North and sub-

Saharan Africa. Because of the program's growing international role and
 
because of difficulties in releasing potential Tunisian participants from
 
their hospital duties to attend, only about one-half of the physicians trained
 
to date are Tunisians. Furthermore, levels of Tunisian participation in the
 
training programs have declined. In 1978, 29 Tunisians were trained in two
 
sessions, whereas in 1979, in three sessions, only 13 Tunisian physicians have
 
been trained. Ways need to be found to increase Tunisian participation to im­
prove both the long- and short-term significance of the training to the
 
national family planning effort.
 

Of additional concern are the minitoring and administration of the ONPFP/
 

JHPIEGO program. In an internationlal training session this summer, several of
 

the thirteen participants were not certified at the end of the course because
 

of a lack of screening of participants for surgical skills or coordination in
 

obtaining a sufficient number of cases. Appropriate measures need to be taken
 
insure smooth handling
to avoid similar occurrences in the future as well as to 


Recent efforts
of hotel and other accommodations for international participants. 

have been made to strengthen the administration of this program. Dr. King was
 

in Tunis at tha end of September 1979, and Dr. Young, another JHPIEGO gynecolo­

gist, is being sent in November to monitor and evaluate program activities as
 

well as provide additional training and technical assistance where needed.
 

Dr. Young will spend approximately two months in Tunisia, in the capital and
 

visiting each of the provinces. The Phase Two Evaluation Team will be able to
 

benefit from his findings.
 

Information available on JHPIEGO-supplied equipment indicates that as of
 

September 1979, a total of 19 laparoscopes had been placed in Tunis and in 12
 

other provinces (an additional laparoscope has been placed in the RAM center
 
in Tunis). Map 2 shows the location and dates when equipment was placed. It
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is important to look more closely at the impact this new equipment is having.

The rate of tubal ligation, by laparoscope and mini-lap, has shown a near­
continuous decline since 1975 and has not improved in the first semester of
 
1979 (see Figures 5-9). Furthermore, the provinces with the lowest rates of
 
acceptors have not received laparoscopes to date although the reservoir of
 
high parity women who are potential acceptors must be very large in these
 
areas. As can be seen from the map, the heaviest concentration of equipment
 
is in Tunis, reflecting the concentration of population and trained medical
 
personnel in the capital city. However, although Tunis has one-fifth of the
 
country's population and one-third of the laparoscopes (six of the 19), the
 
rate of ligation remains low. The rate of ligation per laparoscope is 1.13
 
per 1000 MWRA, lower thin every province in the country with the exception of
 
Gafsa/Sidi Bouzid and Medenine.
 

e. Syntex, Inc.
 

In July 1976, a three-year contract was signed with Syntex (under
 
AID/pha-C-1143 Commercial Retail Sales Project) to assist the GOT, through t;ie
 
ONPFP, to increase availability of orals and condoms through the commercial
 
sector. A full-time field project manager was hired by Syntex to develop, in
 
cooperation with th- JNPFP, a contraceptive marketing program, including pack­
age design, advertising, a promotional campaign, distribution and market
 
research. The first year of activities included: preparation of a market plan;
 
hiring a local detail man to visit doctors and pharmacists; selection of Tunisian
 
brand names and packaging for orals (OP 50) and condoms (Waha); and a medical
 
seminar attended by 200 physicians, pharmacists and family planning officials.
 
Following an outside evaluation conducted in November 1977, AID/Washington
 
decided to terminate the contract with Syntex in April 1978. It appeared that,
 
for political reasons, the project's objectives -- removing oral contraceptives
 
from the prescription list, mass advertising and distribution of contraceptives
 
outside of pharmacies -- would not be achieved. However, as mentioned above,
 
some contraceptive detailing and packaging work has continued under the ONPFP.
 

f. Westinghouse Health Systems
 

Under a six-month contract signed in June 1979, Westinghouse Health
 
Systems is providing technical and financial ($66,125) assistance to the ONPFP
 
for the purpose of carrying out a contraceptive prevalence survey in Jendouba
 
province. The survey, involving a representative sample of 3,000 women, is
 
designed to provide information on contraceptive knowledge, availability and
 
current levels of use. One of the principal objectives is to help evaluate
 
the PFPC household contraceptive distribution project conducted during the
 
period July 1977 to October 1979, in three out of the six delegations of
 
Jendouba province.
 

Although there were initial difficulties in recruiting a project director
 
with the necessary survey research skills, activities have been proceeding

smoothly in the last several months. Field interviews were terminated in
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September and data processing is now underway. The final report is expected
 
inMarch 1980 and will include an evaluation of the impact of the PFPC house­
hold distribution project.
 

3. 	Issues for Phase Two Evaluation
 

- Define ways of assisting the ONPFP to strengthen its administrative
 
structure to assure continued high levels of effective activity and a
 
smooth transition during a period of decreasing bilateral assistance
 
and increasing independence of the family planning program. Because
 
of the potential future role of intermediary organizations, Phase Two
 
should assess carefully administrative needs which will enable the
 
ONPFP to plan, administer and monitor intermediary-funded programs.
 
Specifically, what kind of presence is required on the part of the
 
intermediary organizations? How will planning be accomplished when
 
more assistance is directed through such intermediaries? Phase Two
 
should also explore the ONPFP capacity to take an increasing role in
 
the procurement and replacement of commodities, equipment and vehicles.
 

- Discuss the ways of maximizing the effectiveness and impact of AID 
assistance during the remaining years of the current bilateral 
grant and in any future agreements. Areas to be elaborated include: 

a. 	Careful programming and detailing of assistance
 
categories (especially the categories of IE&C,
 
research and evaluation and training).
 

b. Closer administration and monitoring of ongoing projects
 
and an annual ONPFP/USAID/TUNIS review of AID-assisted
 
activities.
 

c. 	Increased flexibility in use of funds, particularly
 
through such categories as technical assistance and
 
participant training, to be more responsive to changing
 
needs.
 

d. More extensive and frequent communication between con­
cerned officials in USAID/Washington, USAID/Tunis and
 
the ONPFP including regular meetings on policy as well
 
as implementation concerns and translation of key
 
documents.
 

- Establish priorities for future AID assistance including a consider­
ation of the following: 

a. 	Greater focus on rural areas, especially those in the
 
least-served areas of southern and central Tunisia.
 

b. Assist in strengthening the ONPFP management capability
 
(including logistics, development of a management data
 
system, role of computer technology, special projects,
 
cost-effectiveness).
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c. Transition of community based distribution systems from
 
pilot projects to a national strategy.
 

d. 	Develop programs in IE&C for use in rural areas
 
which can justify the large expenditures in the past
 
on audiovisual equipment (Phase Two should include
 
an assessment of the current distribution and use
 
of audiovisual equipment in rural areas).
 

e. The role of private and commercial distribution
 
activities.
 

f. The role of family planning components in future
 
intzgrated health projects.
 

- Review the log frame and implementation plans in light of the above. 

4. 	Recommendations for Immediate Implementation
 

a. 	Bilateral Project Agreement
 

- Review plans for Project Amendment Number Two to insure that
 
it reflects, in sufficient detail, the current status and
 
needs in each assistance category as discussed in this
 
report. Specific recommendations for inclusion are:
 

1. In view of the pressing needs in Kairouan and the
 
southern provinces of Medenine and Gabes, discuss with
 
the ONPFP their plans for community-based distribution
 
programs in these areas. If the approach proposed in
 
1978 by the ONPFP is feasible and is viewed as con­
sistent with future national strategies, consider
 
immediate implementation of this project.
 

2. Take necessary first steps to plan and implement a
 
pilot IE&C project in one province in 1980, including
 
a synthesis of existing studies and surveys on atti­
tudes, a content analysis of survey materials and
 
any necessary additional studies and pre-testing.
 

Furthermore, there should be a special review of recent and proposed expen­
ditures in the large category of systems support.
 

- To set the stage for Phase Two discussions of an effective nation­
wide integrated FP/MCHI delivery system, a field trip for key OMPFP
 
MOPH and USAID staff to observe successful Asian family planning
 
programs is urged.
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b. Intermediary Organizations
 

- Appoint a full-time ONPFP coordinator for the FPIA­
funded CBD (PFMR) project to review progress and problems
 
in meeting project objectives and to provide regular
 
support to field activities.
 

- Provide a special budget, under the JHPIEGO/ONPFP agreement,
 
to assure more effective handling of the logistical aspects
 
of the participant training program.
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III. CONCLUSION
 

As the Tunisian Family Planning Program enters the 1980s, it faces five
 
major challenges:
 

- The recognition, both on the level of program policy and imple­
mentation, of the significance of population issues to national
 
soclo-economic development objectives and the essential role of
 
family planning in integrated health care delivery.
 

- The improvement of overall program performance, as reflected in
 
much higher contraceptive prevalence rates, and the reduction of
 
regional imbalances in the availability and use of family plan­
ning services, through the development of a nationwide postpartum

and community-based contraceptive distribution program with a
 
strong IE&C component, increased availability of surgical contra­
ceptive methods and the intensification of commercial and private
 
sector activities.
 

- The consolidation and further development of rural programs,
 
strengthening of existing outreach efforts and rural structures
 
through increased decentralization and regional cooperation so
 
that limited resources -- human, material and transport -- are
 
deployed in the most effective way.
 

- The future development of the program as an international model
 
and as a training ground for personnel from Francophone Africa
 
and the Middle East.
 

- The transition to increasing independence from foreign donor support,
 
with strengthened administrative capacity to direct program action
 
and to plan for, administer and monitor support from intermediary
 
organizations.
 

The function of this two-part, mid-project evaluation is to assist in
 
developing strategy and programs to meet these challenges. The focus of Phase
 
One was to identify the major issues affecting the family planning program and
 
its performance, especially in rural Tunisia, to set an agenda for the Second
 
Phase team and to open discussions of future program directions. In addition,
 
because of the eventual phase-out of bilateral assistance and the fact that
 
this evaluation coincides with the finalizing of the Second Amendment to the
 
USAID/GOT Project Agreement for Family Planning Services, the team also pro­
posed some recomnendations to be reflected immediately in plans for 1980.
 

These five challenges should orient the second phase of the evaluation
 
in discussing the issues raised in the body of this report, in determining
 
ways in which USAID and intermediary assistance can contribute most effectively
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to reinforce the structures which will meet those challenges after the phase-out
 
of bilateral assistance, and in projecting future activities of the ONPFP and
 
setting its goals for the period of the next Social and Economic Development
 
Plan.
 

To accomplish this during the second phase, the team should be expanded
 
to include even greater Tunisian participation, from the OUPFP as well as from
 
the Ministry of Health, especially the Divisions of Planning and of Preventive
 
and Social Medicine. Furthermore, it is hoped that from Phase Two will emerge
 
a report which will include a series of joint recommendations and plans to open
 
the 1980s with an increasingly vital, independent and effective program.
 

In closing, the significance of the Tunisian program needs to be under­
lined, for its importance extends beyond its national boundaries. Tunisia is
 
the vanguard of family planning in the Middle East. In addition to serving as
 
a leader and model for the Muslim world, it is having a direct impact in train­
ing personnel for family planning programs in Francophone Africa. In this entire
 
region, Tunisia ismost likely to be the first to achieve an annual growth rate
 
of less than 2 percent and a crude birth rate under 30 per thousand, significant
 
demographic milestones in developing countries.
 

Finally, Tunisia serves as a model for a broad population-based approach
 
to family planning. As the P.D.G. of the ONPFP noted recently:
 

The success of a family planning program cannot be
 
measured simply by a series of actions or statistics.
 
More than just limiting births, the goal of family
 
planning is the harmonious development of the popu­
lation and the stability of the family. It is this
 
humanistic approach that is the basis of our policy
 
toward family planning.
 

It is this global approach that will orient the Tunisian family planning pro­
gram as it faces and meets the challenges of the 1980s.
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Figure 3 

Government of Tunisia Family Planning Program. 1975 - 1979 
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Figure 10: Age-specific Post and Needed Future Fertil ly DecJine (Right versus Left Decrease) 
High Age vs Low Age 
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'21 !.:.S. : Etude& at Inquitia 4o l'd. .S., sdrdedisoraohique N 3'..i I 1'. A pircir
 
do 1975, Projections d Is population do Ia Tunisie, 1976-2001 ; mrs
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L3L.j. : SC&aiS4quea di V'.:S, SdriGe dSMoraphique .3' 5 dicembre 1974.
 
Lao nai ancas at ti dics enrsev.acrts ont At8 majoria rep cciver.enc .a31 at do
 

27 in.. .::.s a;im W 4.aazck13o:n~r)u Its taisuincas son: dI2s
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SUMMARY
 

RESULTS OF PFAD HOUSEHOLD CONTRACEPTIVE DISTRIBUTION PROJECT
 

Table 3. 	 Method-Specific concracepti.ve Prevalence; Baseline 
Survey and Final Survey 

Baseline 

Survey Final Survey Percent
 
Method 	 t V t N ....TNe 

Pill 	 1.0 (39) 3.1 (111) 215$
 
IUD 	 1.6 (62) 3.8 (137) 145%
 
Tubal ligatiOn 3.5 (138) 9.7 (346) 178% 
Other 	 0..5 (21) 1.0 (35) 
 36%
 

Total 	 6.6 (260) 17.7 (629) 168% 
Iftmbe.- ox 'domqn 3944 

Table .. 	 Contraceptive Prevalence by Sector; Baseline Survey 
and Final Survey 

Seeto,-h 
Ouedrane 
Oued Scheikh 

Oocdoul 

Bir Ali 

Sdret 
Sidi Dhaher 

91 Abraj 

scuali, 
Sidi Ali Belabed 
Total 

Baseline Survey Final Survey 

1.8 10 5.8 29 
11.4 62 20.4' 99 
4.4 24 9.3 46 
4.6 25 19.7 103 
7.5 45 20.5 114 
10.6 44 33.9 118 
6.5 14 19.5 3T 
13.5 21 30.1 46 
.Li .a 1 .2 ..U 
6.6 260 17.7 62q 

'34.4% in Di" Ali Ville; 12.3$ in the rural remainder 
sector.
 

Percent
 
D11trer tngs
 

4.0 
9.0
 
4.9
 

15.1
 
13.0
 
23.3
 
13.0
 
16.6
 

A 
11.1
 

of the
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Table r. ,ethod-Specift'l Prevalence at the Final Survey,
 
by Sector
 

Peccent Uing Eachi M2.%=a 
Tub l Number 

Sector. None Pill TUB Lization Other Total of W'Nen 
Bir Ai Ville 65.6 3.4 16.4 10.2 4.4 100.0 177 
Ouedr.ne 94.2 1.0 0.6 3.6 0.6 100.0 501 
Oued Echeich 87.5 4.2 0.3 6.4 1.6 100.0 312 
Gondoul 90.7 2.0 1.0 5.3 1.0 100.0 495 
Bir Ali 80.3 5.2 7.1 7.3 0.1 100.0 523 
Sdiret 79.5 2.7 4.7 12.9 0.2 100.0 552 
Sidi Dhaher 66.1 1.1 2.6 29.6 0.6 100.0 348 
£1 Abraj 80.5 6.8 5.8 6.3 0.6 100.0 190 
Bouslim 69.9 2.0 5.9 19.6 2.6 !00.0 153 
Sidi Ali Belabed 88.1 4.3 2. 3 1-1 1.6 100.0 Ii1 
Total 82 .1 1 .1 1.8 Q.7 1.1 1ap.Q 1-;62 

Table 6 	 Distribution According to Risk of Pregnancy; Baseline Survey 
and Final Survey 

Baseline 
Survey Final Survey Percent 

Risk Status t N Chance 

Not at risk 	 74.6 2929 82.4 2934 * 10 

Temporary 58.1 2282 57.1 2029 2 
Contraoepting 3.1 122 7.9 280 + 155 
Pregnant 20.3 798 17.0 603 - 16 
Lactation amenorrhea 34.7 1362 32.2 1148 - 7 

Permanent 16.5 647 25.4 903 54 
Sterilized 3.5 138 9.8 349 * 180 
Subfecund 13.0 509 15.6 556 * 20 

At risk 25.4 995 17.6 625 - 31 
Lactating 15.5 607 8.2 291 - 47 
Not lactating .QS Q.A.~. .3~M 5 

Total 	 100.0 _ 00.0 2Q 

Source: WAD Final Report 
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Map One: Estimated Contraceptive Prevalence by Region, 197?
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Map Two: Location and Date of Placement of Laparoscope Equipment
 

Tunis C2/22/77 {Charles Nicolle} 
12/31/77{Ariana} 

Bizert 12/31/77{Ariana} 
/20/78 11/3/78 {La Marsa} 

1/12/79 {Amiza Othmana} 
2/3/79 {Habib Thameur} 

11/26/ 1/7/76 1/
 

~Sud t1unis/1
 

Kairouar
 
12/12/78 onaSg
 

11/1/78 11/ a
 
Sidi
 
Bouzid Sa
 

2/22/77
 

Source: JPeGa Oct.197
 

Gafsa
 

12/20/78
 

Source: JHPIEGO, Oct. 1979
 



Appendix A: Evaluation de MI-Project en Deux Phases
 

Projet 664-295, 11SAI]D/ONPFP 

SERVICE DE PLANNING FAMILIAL
 
du
 

Gouvernement de Tunisie
 

Evaluation de i-Projet en Deux Phases 

Phase I: 	 Collecte d'Information et 
Identification des Probiames 
Septembre 1979 

Note d' Introduction: 

Le prfsent document devrait constituer l'embraon du document 
de travail qul espfrons nous constituera la base d'une comune
 
apjroche bipartite pour l'exfcution do la premigre phase de
 
1 'evaluation.
 

Nous sommes trAs reconnaissants A Mr. Mezrt Chekir, President 
Directeur GWnral de i'ONPFP, pour ltexcelent expose de 
synth~se qu'il a pr~sent& lors de notre premiere rhunion du 
20 Septembre 1979 en presence des deux 6quipex. 

Nous nous sommes pernis d'en reumer lea principaux points et 
d'y joindre nos idles et suCgestions dana le hut de d'velopper 
le dociunent de travail dffinitif. 

L'esprit qui a anim' le dialogue bi-partite durant lea diverses 
sessions d'ja tenues lea 20 et 21 septembre, 1979 au ui ,e 
central de 1'ONPFP et au Centre de Recherche Futur (Clinique 
Ariana), nous a convaincu que la rdaetton finale du document 
de travail prliminaire devrait maintenant Atre entrepris par 

lea soins do i'ONPFP. Il serait souhaitable quo ce document 
soit I la disposition d. l'ONPFP et de la Mission USAID dis le 
retour des consultants de l'USAID do leur visit@ our le terrain, 
I@ satin du Mercredi, 26 septmbre 1979. 

Tunis, le 22 septmbre 979 
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rornlebtrje h iOIIFrP doa traceir ia strnt~gia eIh lap w"oyenA 1intorventionl 
ndcess~ires X1'nction de 1.'Ofrice r'nur rd-1imcr len objectifs d10fmrn­
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intro-luire rlf, iuouve1.iot I'ddes, fie nouvcaw. rrnietr. rr'ur dInborer oJ'CIC 
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d'i~nfor'"ttion et d~e form.-tion sera e n4m sur ;'lusicurs fronts tci~r quo Ins 
ilieux org'anis, Ins milieux stcolaireet w erit,1r#%ion popuii'tionr. 
rur-iies, le personneli niicalt ot pntrRi-.n&ccL etc... 

Les 13frces fl6 ionawc do r'lannin o do Sjientd l-'arii Ul 

L'ONr)P va oncournger la itynthhne ot 1'Evnlum-ion der, projeLs entrepris 
on cnoopration nyoce d'rntres pnys f~nr'teurs Om.ni qun fles prnjetri (lo Tnte' 
c!PumiuInire dle hletlJe%, 1i:. Tl'b .t d 1,v Facultd de I. &lecl.ne dO Snu~n."e. 
Un Ami'inrire nern orgarisO par le doyen de ia Fgcuit4 de Zinusse pour tlirer 
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TEn dehors fie10 iinfrnstructure dix 14inisthre de It, Sljntd Thibl~ipc 'ler 
services ot dien ciniques r'pdcirilim~s sernnt apreiEs A Utre erdes, en egl'et 
lea stptistiques 44montrcnt qua cea centren ont benvecoup de ruccbs r'uprhs 
de1lm popui!)tion rpd montre une cert.'ine rdticence A n".ctfresser h iaA~ 
ou au disponsniro pour le choi~x d'wim nithncie de contrneptiocn - line 6tute 
do cotte question devi 'd tre dffectude afn do donner leB idmentri ndces'tair 
en vii. dui maintien, do 1'Evolution cii do ia,uippr40aion do cee ccntror. 
Toutofois un Ei'A'ort sora entrepris sujrbs dui sectour m~dical privd at des 

cliniques privies &fin d'asmwer 1' information riguulbe do ce sects.,ur sur 
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comlpdtance vin prnticiens et ,tutme rrnnrn&I tinvnt.l.Inni, 1'ino on 
nor frur: rl;I. .r Ion vcnu-nrrr i1r~1 ti.- 1'y lr Ime.11t1t rinor r~r'j. I 
;vV 1i f'nrwi'* I Ioy h jitirt~ci rpr h l'nel; 1 ii der, 11.'( on. 

FubTiquc, at de 11014.1111 In prflnrntion ti1'uj Ofnciviioiit flu? les beso.n 
de 1'Offico pour nrc prngr:',Iunv, t1pifns1.'0W4,ntinn-A on d'nnI-Aon 1.0s 

I'rojccLion vcerg wicflouvlle f1.tadflsion tdu, 1o.raiu:j'V 

po1itique Ti'i.tenne , t ile rsccnl; XG Irnrf .-,ij -rlJti1.1 ''lIArI 
T)os nrion s,. c t~izifir c! 1, I..-i tiiit (1! 1i1pnniInro Iejirv"' rliningryij'Ii (mv
 
dn.n71 unyJ) tirei.ipriI euIii~ptOo(11',1 ien] A I
of1Ie~tr hmr 

I 

f cne'-cnoireileu i&npre ~cii;vorn dcntn vill wi~ tltraiI.cr :,coi-Iaa 

der, rliff rnit;r iicthnflpt kf~ie O'lr(ed'r1et r1Cr, si-ving'en ~;'i 

flol.t wn sns~it A cet3'envirrncrr'ueiL, eI rmtivoir ftin t 'tin 

quW~its rnr~ic riiInn-i ter. cr-rn.r~ .I-:r oi-tn iv1iO;; P iru~ 

cf:1.)Tc, :''i 11P r13 FnIb~w~un fie Ir'U' LI~ret. Tijtrn ri&Jt,i ii
l Teno 

run n~i1~ fr rr0f3I i ~ir:~r 1"; P ''I. "'(1 fld, .:t I-tr 1.wJr ' n ns (t 

sanitaires de la population.i oil ello se trouve. Pour assurer une 
plus grande couverture sanitairo dana le payrs une action a long terme 
de sant'e de base int'egrfie se profile au niveau du Miniate~re de la 
Sante. Un mAdecin gen~raliste sera appelA a assurer la supervision 
des services de aant6 au.niveau do la circonacription. Aul niveau du 
Gouvernorat ti uidecin directeur bera responsable do is coordination 
de la stimulation et do ia liaison entre lea services de base et lea 
h8pitaux rAgionaux. Le pas alt4 divisA en six r4giona sanitaires 
et lea trols f'scult~s de 4ndeelne se sont vues confier chactine une 
zoioe g~ographique d'activit'e. Niord, Centre et Sud reapectivement pour 
lea facultfix de Tunis, Sousse et Sfax. Une action parallhlo eat inen'se 
pour la formation des param'edicaux, cette formation eat diapensee selon 
le bosomn. Elle petit Atre polyvalente pour l'exereice en milieu rural 
ou spocialisfie pour l'exercice en milieu hospitalier. Monsieur Mezri 
Chekir fit part do aas confiance done a Aruaaite de la r~organiaion 
sanitaire. La politique eat tracite dit-13. et i'action progresse 
a~riousenint ot A pas Are. 
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0 

1. T1 serait d6sireblo Ce dfinir los objectife en matire 

dlge et paritt6 pour aituer 1'actiondo fertiliti par groupe 


en place en vue 1'atteindre lee
programmatique I mettre 

objectifi denmographiquee. 

. Lee objectifs du progranune do service de planning familial 

devraient atre redefini par mothodes contrac.eptives, par 

que 	par Iosr6gion geographique 4 oeuvrnorat ot d'ligation ainsi 

caracteristiquea socio-4aonomiques do la population et la 

dimension de la femile. Lea r6sultats du programme devraient 

evalu6 selon lea memos crit6rea sel.ectionn6s pour
etre 	eux aussi 

1. d6finition dee objectife.
 

Le progrmme do planning familial dolt se placer dane une
 

perspective globale qui prendrnit on consideration lea factutr8
 

teln 	cue l'emploi, I'enviroment, le logement, is Protection 

Infantile y incluR Ia nutrition et aui neaternelle et (PMI) 

n6gligerait pas ls chefa8 do foyers.
 

• 	 Lee activit~d'lnformation et d'Fducation devraient etre
 

concues 	eL elabordes do fayon h atteindre lee differents groupes
 

lppulation
de population dont 10 plus important eat Is groupe de 

rurale. I1 eat connue quo .ap6n6tration rurale ent beaucoup plus 

e qui n6cessite des technique appropries quidifficile 9 


restent a developper par 'ONUFP.
 

a5. 	 La distribution des contracepti.e au niveau comunautaire 

ete 1'objnt d'une cooperation entre lIONPFP et IUSAID, projets 

PFADOPFPCO PhI4R projeta qui dew.ient teeter cette forms 

d'activit4 ot 	an tirer lea conclusions en vue do sa g6n6raliaation 
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d.an le milieu rural Tunisi.n. Ou en ent cotte act.on" Oue..es ont 

t4 les dirficult4s rencontr6es et les enignements & trer? 11
 

ent prevue epie ces quetinnn xer,n inclueta Astn, l'n1gen.,du
 

veminaire do synkh.,e de Soone Au rlelut die 1.'V.in..
1940.
 

uels sont lee effortis entrepris p.ar i'O1"rne ntiprh, Ot 

Ministbre de la Santd pour l'Aventuelle institutione.lisation 

d'une nouvelle .sat.nrie d.eersonnol de santA femilil.bV (Rides 

familiales) pour une meilleure prestation de services de planning 

familial aupres do is'population rutale dispersde. Dnns I.
 

persp'ttLive t-.1' ntry'iductinn de cette ent.4gnrie d'PgpIts,
 

aunl eat t cr..T.ndrier .. nbor4 nvec le Mtin.ithre do l.a Snnt4
 

pour i'-x4cuton de ce progrnmme.
 

Dons I..cndre ,de l'ncecor-i bilat ,',,l entre i'ONPJP Pt 3.'UAT.D
 

pour les anneer 1978-1981 dont l'objectif prinelpnl est. l'exp.nsinn
 

etaImelioration des Pqrvices 4e planning .rmJlial en milieu
 

rural, cinq princIp.es .,ntions doivent et.re realtsdes:
 

6 O, 


a. un systAme de distribution comunautaire de contraceptifs
 

efficace et h cout rduit. 

b. ln formation dix personnel mddica.l et parem4dical 

v. 1'insmhmllatinn d'un r4seau de cliniques de PMI/PF bien
 

equippies et operationelles.
 

d. un programme d'Educetion et d'Information bien RlaborE
 

avec Ampha3e sur la population rurale.
 

s. une capacitt d'Avaluation et do recherches renforcE y compris 

l aurveillance et la gostioni. 
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Quel 	p,'oarn a 4t6 rearii4 pocr ehneM(e 4e ees nnn* Pour io 
o ur

rfa 	ilioa.ion do seeactions, is program e co RUfs ' tait baAn 

cerhainerj ypr t.es qui devai#vnt fteiliter l'x0cution du programm. 

Au stade gctuel du projet, Got ce quo 	 ceo hypothbmes demeuren 

r6alistso 
onur 	atteindre lee objectifa MtxdO.
 

8. 	 Etude des m6chanismes min on place par l'Office pour se servir 

do l retroaimentation (feed bac'l ainsi ue des 6vauajoL danor 
Is but d'tne rdvisioneR ntee divers4 Mnt6 du p rM. 
Vu levolution vers 	une complexit6 inevitable du programme, la 
crdation d'une division do ia planification et de synthkse semble­

t-elle souhaitable? 

9. 	 En vut de promouvoir use meifleure coo 6ration technique entre 
le Minisatre de la Sant6 St i'ONPFP pour l'4valuation et la 
Prog~rmation, quels font le efforts entrepria pour renforcer
 

i'optique fpidemiologique et I'interpenetration des recherches
 

domographiques, Epidemilogiques et social.e 
ainsi quo leur
 

liaison au programe do PF. 

10. 	 Etude du programs at des reaiisations au niveau. du post­

partum. Etant donn quo is thhme Sant/Planning Faminlal a des 
liens ineluctable la Protection Maternelleavec ot Infantile il 
nous parait quo is mosure quantitative et qualitative des soins do 
maternit& en Tunisie mends conjointment par I'ONPFP, is Hinistbre do 
la Sant6 et lea Facult6a do Mddecine fournirait lea donn6es do base 

necessaires pour Its annesa 80. Par l'organisation do la 
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Survel..lance de .aoins do MaternitA (SM), la mine en place 4'un 

programme postpartum bien tudi6 et pr6pmr4 tur une base 

secientifique ainsi quo la fertilit dem femmes qui entrent dane 

l'age 	procreer deviendralent facilement r4alisable.
 

11. 	Quele sont les plans pr6vus pour leR 6hu4es pefindiquen sur la
 

pr4valence des contraceptifs on vue de rnurnir lox donn4es 

com.l 	mentaires aux Rtatiatiques de service . Cee deraaiekes devraient 

Stre 	Verifides a intervals riguliers, par rapport & une ongjute 

nationalede prt.val.ence (CNP) q roiait tre r6alis6e en 1980­

1981. 	 A vrai dire, le deux sources do donn6es (1) ENP et (2) SSM 

se compl6mentent d'une manibre harmoneuse et cnnstitueraient une 

resource fondamentale pour la planification des progranmes de 

prentation des Poins, do sant4 maternelle et de plainification fainilia 

Aussi, l'nmnlyde Apidemiologique den donnes permettrait de fournir ti 

preuve scientifique pour amliorer le. sant4 de la nation. 

12. 	En mati~re do formation continue, quel eat le contenu de cette 

formation, sa fr4kiunce ae sa rhpartition g~ograph. que. ')uels Ront 'ei 

changements pr6vua pour assurer un flux. d'informat. on entre l'Orfice 

et le centres regionaux dans le domains des statistiques do service, 

de la notivation et do 1'4ducation, do la pratique clinique on ce
 

qui concerne lea nouvelles techniques ou lea techniques amilior~es
 

do contraceptinn.
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13. 	 Ouelle oat la politique do 1'ONPFP on matibre de recr.te,ht 

de nouveaux talents pour 6toffer Ie cadre technique et 1. 

cedre moyen actuel do l'Orfice (dengre.phee, atatinticienn, 

Apidem.ologimts, specialists de 1' in rormation, nelinistrataura 

do programe etc...) c'et & dire lea specialittA, qui sont 

aujourd'hui necessaires pour level.opper ot garantir une 

bonne 6x6cution d'un programme devenant do plus on plus 

complexe at elargi vera I. monde rural. 

14. 	Etani donn4 lea chnngement fondementaux quo 1'on constate 

actuellement dens la gestion du programe nation&I il est 

important de developper un nouvel or?'.nigrazne qui definira 

clairement lea fonctions, responsabilitds et counendement. 

11 serait souhaitable quo cot organigramme soit disponible 

lore 	do cotte phase preiminaire do l'6valuation. 
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Appendix B: O11PFP Report on Phase One of flid-Project Evaluation I/
 

I. PURPOSE OF THE EVALUATION
 

The purpose of the visit as planned by AID/W was to evaluate the family

planning program. The evaluation will be accomplished in two stages.
 

The first stage (end of September to beginning of October) consisted of
 
preliminary data collection and synthesis designed to obtain background informa­
tion needed for the evaluation.
 

The second stage, the more important phase of the evaluation, is tentatively
 
scheduled for the month of January 1980. The focus of the evaluation will be
 
the future course of the program inasmuch as about 25 percent of the time will be

be devoted to an examination of past activities and 75 percent to consideration
 
of the future direction of the program.
 

The members of the first phase team were the following:
 

Dr. Roger Bernard: A Swiss medical epidemiologist who has
 
made repeated visits to Tunisia as a consultant for IFRP
 
(International Fertility Research Program, North Carolina,
 
USA), USAID, and UNFPA.
 

Ms. Elizabeth Maguire: Population Advisor, Office of Popu­
lation, AID/W. Ms. Maguire has a degree in demography and
 
has also been to Tunisia on numerous occasions in connection
 
with AID assignments and while supervising certain family
 
planning projects in the provinces of Sfax and Jendouba.
 

Ms. Pamela Johnson: As a social scientist, Ms. Johnson's
 
focus was on the social impact of family planning. This
 
was her first AID assignment, although she previously spent

16 months conducting an anthropological study in Tunisia.
 

Other members of the USAID staff in Tunis who participated in the evalua­

tion were as follows:
 

Dr. Harper: Chief, Health and Family Planning Office.
 

Mr. Alan Getson: Family Planning Officer.
 

Mr. Anwar Bach Baouab: Assistant, Family Planning and Health
 
Office.
 

On the Tunisian side, the National Family Planning and Population Office
 
(ONPFP) appointed Dr. Mrad Rafaat Dali to accompany the team and represent
 
the ONPFP during the visit.
 

I/ Translation of a French document by Dr. Rafaat Mrad Dali
 



II. SCHEDULE OF MEETINGS
 

The team had numerous meetings boo with field staff (regional offices of
 
Kasserine, Jendouba, Sousse, Le Kef, Beja) and with officials of tie Mini­
stries of Public Health, National Education, and Social Affairs and of the
 
National Union of Tunisian Women, the National Institute of Statistics, and
 
the National Family Planning and Population Office.
 

The complete schedule of meetings since the team's arrival on Wednesday,
 

September 19, 1979, was as follows:
 

Thursday, September 20
 

10:00 a.m. Visit to the National Family Planning and Population Office
 

10:30 a.m. Meeting with the President-Director General (PDG)
 

Friday, September 21
 

Morning Meeting with the officials of the Family Planning Division
 
(Mrs. Moussa)
 

11:00 a.m. Ariana Clinic: Meeting with the chiefs of OB/GYN and
 
Dr. Guedri, Dr. Mohamed Boukhris, and Professor Rafik
 
Boukhris
 

Saturday, September 22
 

Morning Visit to the National Training Center
 

Sunday, September 23
 

Afternoon Departure for Kasserine
 

Monday, September 24
 

3:30 a.m. Meeting with the regional delegate of Kasserine
 

10:00 a.m. Meeting with the resident physician of the subregional
 
hospital of Thala
 

12:30 p.m. Meeting with the regional delegate of Kef
 

Tuesday, September 25
 

9:00 a.m. Meeting with the regional delegate of Jendouba
 

1:00 p.m. Meeting with the regional director of public health and
 
officials in charge of the Medjez el Bab integrated
 
health care project
 

Wednesday, September 26
 

10:00 a.m. Meeting with officials incharge of international coopera­
tion at the Ministry of Public Health (Mrs. Daghfous)
 

11:30 a.m. Meeting with Mr. Mekki Chekir
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Thursday, September 27
 

8:30 a.m. Meeting with Dr. Nacef, Director of Preventive and Social 
Medicine of the Ministry of Public Health 

10:00 a.m. Meeting with Professor Hamza 

11:30 a.m. Meeting with the Executive Assistant to the Minister 
of Public Health 

4:00 p.m. Meeting with Mrs. Chatter, Director for Social Action of 

the Ministry of Social Affairs 

Friday, September 28
 

Departure for Sousse
 

Family Planning/MCH Seminar, Monastir (September 28-29)
 

Saturday, September 29
 

8:30 a.m. Meeting with Mrs. Yacoubi, Dean of the School of Medicine
 
of Sousse and tour of the campus
 

Monday, October 1
 

8:30 a.m. Meeting with Mr. Tarifa (INS--National Institute of
 
Statistics)
 

11:00 a.m. Meeting with Mrs. Dordana Masmoudi (E.N.--Ministry of
 
National Education)
 

1:00 p.m. Meeting with Mr. Cittoni, UNFPA Coordinator
 

Tuesday, October 2
 

11:00 a.m. Meeting with Mrs. Mzali, President of the National Union
 
of Tunisian Women
 

5:30 p.m. Meeting with Professor Nacef
 

Wednesday, October 3
 

10:00 a.m. Final meeting between the representatives of the National
 
Family Planning and Population Office and the members of
 
the AID team, with a closing presentation by Mr. Hezri
 
Chekir, POG of the ONPFD.
 

Ill. MAJOR POINTS COVERED BY TEAM IN ITS DISCUSSIONS WITH THE NATIONAL
 

FAMILY PLANNING AND POPULATION OFFICE
 

A. Evaluation
 

The evaluation is expected to be the fruit of the joint dialogue be­
tween the ONPFP and USAID and will result at the conclusion of the
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second stage in a series of recommendations. The PDG reported on
 
an evaluation and synthesis currently being conducted by the Popu­
lation Division of the National Family Planning and Population
 
Office which is intended by the beginning of 1980 to enable the
 
ONPFP to establish the strategy and identify the steps needed to
 
achieve the demographic objectives of the Sixth National Economic
 
and Social Plan (1982-86).
 

The National Family Planning and Population Office also agreed in
 
principle to acquire a computer to improve data collection and
 
strengthen the program of epidemiological research.
 

B. Tubal Ligation
 

In the last two years there has been a decrease in the number of
 
tubal ligations accompanied, paradoxically, by a continued rise
 
in the number of pill and IUD acceptors. Inthis regard, the need
 
to encourage gynecologists to practice in the rural areas was empha­
sized, in order to maximize the use of the laparoscopic equipment
 
installed in the pilot clinics of the ONPFP.
 

C. Continuation and Strengthening of ONPFP Work
 

Continuation and strengthening of the work of the ONPFP in rural
 
areas, in particular the PFMR rural family planning project.
 

The importance of the work done by family aides in rural areas with
 
dispersed populations was stressed along with the excellent per­
formance of the team in Bir Ali, where contraceptive prevalence has
 
increased over the last two years.
 

D. Maternity Care Monitoring (MCM) Program and Maternity Record Forms
 

This project was suggested by Professor Roger Bernard to the ONPFP
 
for study and approval. The project would establish a data collectio
 
system on maternal and infant health to include the following informa.
 
tion: medical and obstetrical history, socioeconomic background,

delivery and outcome, postpartum (condition of the mother and condi­
tion of the child).
 

1. Provide the physician with a collection of useful information on
 
maternity occupancy rates, different methods of delivery and
 
their complications, maternal and child mortality rates, etc.
 
The information will serve to identify areas where the program
 
should concentrate its efforts as well as to identify regional
 
as well as national medical and sociomedical problems.
 

2. These same standardized record forms will provide the Ministry
 
of Public Hea'ith with information on problems of maternal and
 
child health and on the level and the quality of the services
 
provided by the various maternity hospitals. They will also
 
serve to identify problem areas and the type of measures that
 
should be taken.
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In summary, this project would permit a continuing evaluation of the
 
health care provided by maternity hospitals, give reliable data on infant
 
mortality, and thus influence women's attitudes toward family planning.
 

The PDG has stressed the importance of this project as a complement
 
to the postpartum/postabortum program already begun by the ONPFP in certain
 
regions of the country.
 

At the conclusion of the final meeting between the AID evaluation team
 
and the officials of the National Family Planning and Population Office, the
 
PDG gave a presentation which he cited figures showing the progress that
 
Tunisia has achieved infive years of family planning efforts compared to
 
other developing countries.
 

"The success of the family planning program cannot simply
 
be measured by a series of actions or statistics. More than
 
just linking births, the goal of family planning is the
 
harmonious development of the population and the stability
 
of the family. It is this humanistic approach that is the
 
basis of our policy toward family planning.
 

The PDG then spoke to the members of the team concerning the progress
 
that has been made in public health thanks to the development of integrated
 
health care and increased emphasis on preventive medicine, resulting in
 
better distribution and coordination of national health resources and services.
 

B-5
 



Appendix C: List of Persons Contacted
 

AID/W
 

K. MacManus - NE/TECH/HPN
 
B. Turner - NE/TECH/HPN
 
L. Kangas - NE/TECH/HP1J

D. Piet - NE/TECH/HPN
M. Thorne - NE/TECH/HPN

Mary Huntington - Tunisia Desk Officer
 
P. Benedict - NE/TECH/SA
 
D. Gillespie - DS/POP
 
B.Johnson - DS/POP
 
Dallas Voran - DS/POP
 
A. Wiley - DS/POP
 

TUNISIA--September 20-October 4, 1979
 

AID/TUNIS
 

W. Gelabert - Mission Director 
E. Auchter - Program Evaluation Officer 
0. Harper - Officer of Health, Population and Nutrition
 
A. Getson - Population Officer
 
A. Bach Baouab - HPN
 

National Office of Family Planning and Population
 

Mr. Mezri Chekir - President
 
Mongi Bchir - Director, Population Division
 
Mme. R. Moussa - Director, Family Planning Division
 
Dr. R. Daly, Special Assistant to the PDG
 
Mr. Mohammed Ayad - Head of Research
 
Mr. Ahmed 3eltaief - Head of Special Projects
 
Dr. Ridha Chadi - Head of the Medical Division
 
Mr. Chaffradine - Population Division
 
Mr. Mourad Ghachem - Head of the Communication Division
 
Mr. Hamadi Khouini - Head of Demographic Projects

Mr. Sadok Khouniali - Head of Regional F.P. Services
 
Mr. Taoufik Kilani - Demographer, Population Division
 
Mr. Fathi Ben Messaouadi - Sociologist, Population Division
 
Miss Najoua Sati - Project Head, Education in Urganized Contexts
 

Mr. Abderrazak Thraya - Director, National Training Center
 

Dr. Mohammed Boukhris - Ariana Clinic, Medical Director
 

Dr. Rafik Boukris - Family Planning Research Center and Charles
 
Nicolle Hospital
 

Hamda Guedri - Family Planning Research Center
 



Ministry of Public Health
 

Mr. Rabah Dekhili - Chef du Cabinet
 
Mme. Jalila Daghfou - Director of International Cooperation

Mr. Mekki Chkir - Director of Planning and Research
 
Dr. Taoufik Nacef - Director of Preventive and Social Medicine
 
Mme. Glenza - Division of Planning and Research
 
M. Kabudi - Division of Planning and Research 

National Children's Institute 

Prof. Bechir Hamza 

Ministry of National Education 

Mrs. Dordana Masmoudi - Project Head, Education en milieu scolaire 
Mr. Mejri - Member of project team 

Ministry of Social Affairs 

Mme. Chatter 

UNFT (National Union of Tunisian Women) 

Mme. M'zali - President 

Medical Faculty 

Dr. Lyacoubi - Dean of the Medical Faculty, Sousse 

OB/AYN 

Prof. Mohammed Chelli - Charles Nicolle Hospital
Prof. Ben Amor - Habib Thamur Hospital
Prof. Mohammed Haddad - Azziza Othmana Hospital 

Other Agencies
 

Dr. Mario Cittone - United Nations
 

Dr. Don Kominsky - Project Hope
 

Ms. Kathy Jesceneky - CARE
 

Mr. Patrick Dumont - Peace Corps
 

Outside of Tunis
 

Medjez el Bab
 

Dr. Belgacem Sabri - Public Health M.D., Coordinator of Project in
 
Integrated Medicine
 

Dr. Brigitte Chehed - Project inIntegrated Medicine.
 
Dr. Belgacem Znaidi - Medical Director of the Northwestern Health Region
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Kasserine 

Mr. Abdi - F.P. Regional Delegate 
Mr. Guermi, F.P. Regional Secretary 
Dr. Il1ev Nentcho - OB/GYl, Regional Hospital 

Thala 

Dr. Hedi Sawnari - Auxiliary Hospital 
Mme. Nissaf Abdelhedl - Midwife 

El Kef 

Mlle. A. Gayles - Regional Delegate, F.P. 
Dr. Paul De Vos - Chief of the Dutch Medical Team 

Jendouba 

Mezri Ahmed - Regional Delegate, F.P. 
Hamadi Bechir - Secretary 

Beja 

Mr. M.Ben Achour - Regional Delegate, F.P. 
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Appendix E: Bibliography
 

The Mission recommended and the team reviewed the following key documents:
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- Demographic Brief for Tunisia, World Bank, Feb., 1978
 

- Population/Family Planning Project: Tunisian, AID Field Evaluations,
 
July 1975
 

- Programme d'Activites, 1977/1981, ONPFP, Sept. 1977
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(Bernard/Omran Report)
 

- I,E,& C, for Family Planning; The ONPFP Program, June 1978 (Bertrand
 
Report)
 

- Assessment and Some Recommendations, Dec. 1976 (Rothe/MacMahon Report)
 

- Statistiques du Planning Familial, 1978, ONPFP
 

- Le Planning Familial en Milieu Rural, (1978-1981, ONPFP, Mars, 1979)
 

- Requete d'assistance du Fonds des Nations Unies, pour les Activites en
 
Matire de Population au Programme National de Planning Familial pour
 
les annes 1978-1982, ONPFP, June 1977
 

- Imp. Report, E, Maguire, DS/POP/RES, September - 1978, April - 1979
 



.Appendix F: Est imated Support of O. N.P.F. P. ',y Sourco­
(1977-1980, in Tunisian dinars)I 
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