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Foreword
The Government of Tunisia and WHO are working together to effectively improve the public 
health situation in the country with special emphasis on the five key regional priorities:

•	 health security and prevention and control of communicable diseases;

•	 noncommunicable diseases, mental health, violence and injuries, and nutrition;

•	 promoting health through the life-course;

•	 health systems strengthening; and

•	 preparedness, surveillance and response.

The strategic directions to address these priorities are broadly in line with WHO’s 12th 
General Programme of Work, the Programme Budget 2016–2017 endorsed in May 2015 by 
the 68th World Health Assembly and the five strategic areas of work endorsed by the WHO 
Regional Committee for the Eastern Mediterranean in 2012. 

Reliable and timely health information is essential for policy development, proper health 
management, evidence-based decision-making, rational resource allocation and monitoring 
and evaluation of the public health situation. While the demand for health information is 
increasing in terms of quantity, quality and levels of disaggregation, the response to these 
needs has been hampered because of fragmentation and major gaps and weaknesses in 
national health information systems.

The strengthening of health information systems is a priority for WHO in the Region. 
Intensive work with Member States since 2012 has resulted in a clear framework for health 
information systems and 68 core indicators that focus on three main components: 1) 
monitoring health determinants and risks; 2) assessing health status, including morbidity 
and cause-specific mortality; and 3) assessing health system response. In order to successfully 
achieve this important goal, concerted and aligned action at national and international 
level are required to address the gaps and challenges in the health information systems 
of all countries. This will ensure the generation of more effective evidence to monitor 
improvement in the health situation, nationally, regionally and globally. 

This comprehensive health profile is intended to serve as a tool to monitor progress in 
the health of the population. WHO’s collaboration with its Member States will strengthen 
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the national health information systems, and enable the generation of timely and reliable 
evidence to assess the health situation and trends, and the health system response. Most 
important, it will provide the information needed by health policy and decision-makers.

Dr Mahmoud Fikri	 H.E. Ms Samira Maraei

WHO Regional Director for the	 Minister of Public Health
Eastern Mediterranean	 Tunisia
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Introduction
The population of the country has increased by 27.6% in the past 25 years, reaching 11.2 
million in 2015. It is estimated that, 33.7% of the population live in rural settings (2012), 
17.5% of the population is between the ages of 15 and 24 years (2015) and life expectancy 
at birth is 76 years (2012). The literacy rate for youth (15 to 24 years) is 97.3%, total adults 
77.7% and adult females 71.7% (2011).

The burden of disease (2012) attributable to communicable diseases is 10.8%, 
noncommunicable diseases 82.3% and injuries 7.0%. The share of out-of-pocket expenditure 
is 35.3% (2013) and health workforce density is 12.2 physicians per 10  000 population 
(2010).

The public health issues facing the country are presented in the following sections: 
communicable diseases, noncommunicable diseases, promoting health across the life 
course, health systems strengthening, and preparedness, surveillance and response. Each 
section focuses on the current situation, opportunities and challenges faced and the way 
forward. In addition, several trends in population dynamics and in selected health indicators 
are analysed to provide policy-makers with evidence and forecasts for planning.
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Communicable diseases
•	 A national HIV/AIDS strategic plan has been developed and a nationwide HIV/AIDS 

communication campaign launched.

•	 Malaria has been officially eliminated.

•	 The cost of the Expanded Programme on Immunization is borne by the government.

HIV
The HIV/AIDS prevalence is low (0.1%) among adults aged 15 to 49 years of age (1). HIV 
prevalence in people who inject drugs is 3.0%, and 78.0% of people who inject drugs use 
sterile injecting equipment, while HIV prevalence in female sex workers is 0.4% and in men 
who have sex with men is 5.0% (2). Antiretroviral therapy coverage to prevent mother-to-
child transmission is 4.0% (2). Routine testing is administered on 100% of blood collected 
and estimated antiretroviral therapy coverage is 10.0% (2). 

A national HIV/AIDS strategic plan has been developed and a nationwide HIV/AIDS 
communication campaign launched. The Global Fund to Fight AIDS, Tuberculosis and 
Malaria supports the AIDS response for most-at-risk groups. There is no organized screening 
programme for several at-risk populations, and while there are centres for anonymous testing, 
there are accessibility issues and very low coverage of key populations at risk. There is no 
official needle/syringe exchange programme, but there are nongovernmental organization 
initiatives funded by the Global Fund. Opioid substitution therapy (methadone) is not yet 
available. Testing for HIV is not routinely done in antenatal care; finding a cost-efficient way 
to test all pregnant women has proved challenging. The monitoring system suffers from a 
fragmentation of programme functions. 

Population size estimates of key populations at risk are needed but should be conducted by 
the national programme to avoid skewing the estimates.

Tuberculosis
The tuberculosis-related mortality rate is estimated at 2.1 per 100 000 population (2013) 
(3). A total of 3070 detected tuberculosis cases were reported in 2013, of which 1003 were 
new sputum smear-positive cases (3). The treatment success rate for new and relapsed 
cases registered in 2012 was 89.0% (3). Drug-resistant tuberculosis is estimated at 0.8% 
among new cases and 12.0% among previously treated cases (3). Although there have been 
great improvements in strengthening the surveillance system, the national tuberculosis 
programme has been unable to maintain an incidence below 20 per 100 000 population.
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Malaria
Tunisia is considered a low burden and low risk country for malaria. Total confirmed malaria 
cases decreased by 6.7% from 75 in 2003 to 70 in 2012, of which 100% were imported, 95.6% 
from sub-Saharan Africa (4). In 2013, among the confirmed cases, 7.1% were Plasmodium 
falciparum and 92.9% were P. vivax (4).

Malaria has been officially eliminated. All imported cases originate form sub-Saharan 
African countries. However, there is no information on the screening modalities for 
imported malaria cases or the completeness of the system and there are concerns about 
underreporting. 

The main priorities for the country are to maintain strong vigilance and disease surveillance 
and the availability of quality malaria diagnosis and effective treatment in all health facilities. 
Priority should be given to improving programme performance as the country remains at 
risk for malaria transmission.

Neglected tropical diseases
The country was certified free of dracunculiasis in 1998, but is still endemic for cutaneous 
and visceral leishmaniasis (5). In 2012, 5376 cases of cutaneous leishmaniasis were reported, 
while 40 cases of visceral leishmaniasis were reported in 2013 (5). 

Vaccine-preventable diseases
Immunization coverage among 1-year-olds improved between 1990 and 2013 for BCG 
from 96.0% to 97.0%, DTP3 from 93.0% to 94.0%, measles from 93.0% to 94.0% and polio 
from 93.0% to 98.0% (6). Neonatal tetanus coverage increased during the same period from 
40.0% to 96.0% (6). In 2013, hepatitis B (HepB3) vaccine coverage among one year olds was 
98.0% (6).

The country has maintained its polio-free status and neonatal tetanus elimination for 
several years. A low incidence of measles was reported in 2013. The country re-introduced 
Haemophilus influenzae type B vaccine in 2011 and inactivated poliovirus vaccine in 2014. 
The entire cost of the programme is borne by the government.
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Noncommunicable diseases
•	 A public awareness campaign has been developed to enhance public awareness 

about noncommunicable diseases and their risk factors, including hypertension and 
diabetes.

•	 Disability strategies in place include a national plan for the prevention of disability, a 
national strategy for the inclusion of disabled persons in schools, a national plan for 
the employment of the disabled and a national plan for space modification.

Noncommunicable diseases 
The burden of noncommunicable diseases cause 82.3% of all deaths: cardiovascular 
diseases account for 49.2%, cancers 12.3%, respiratory diseases 5.0% and diabetes mellitus 
4.9% of all deaths (7). As a result, 17.0% of adults aged 30–70 are expected to die from 
the four main noncommunicable diseases (8). Around 18.6% of adolescents (13–15 years 
of age, 30.6% boys, 8.1% girls) have ever used cigarettes, while 50.3% have been affected 
by passive smoking (9) and per capita consumption of alcohol is 1.5 litres of pure alcohol 
(10). The prevalence of insufficient physical activity in adolescents is 81.4% (11–17 years of 
age, 74.1% boys, 88.2% girls) and the age-standardized prevalence is 22.6% (18.6% males, 
26.% females) (11). Raised blood pressure, in adults above 18 years of age, affects 29.0% 
of the population (29.3% male, 28.8% females), while obesity affects 22.3% (12.8% males, 
31.7% females) (8). Only four of 11 essential medicines for treatment of noncommunicable 
diseases are available in the public health sector.1

The changing age structure and lifestyle of the population has led to new morbidity and 
mortality patterns, with an increase in noncommunicable diseases. A public awareness 
campaign has been developed to enhance public awareness about noncommunicable 
diseases and their risk factors, with a focus on hypertension and diabetes. The government 
is developing a comprehensive, unified, multisectoral, national noncommunicable diseases 
strategy and a national multisectoral committee for the fight against noncommunicable 
diseases is being created. A situation analysis is being undertaken to review noncommunicable 
diseases-related plans and strategies, and to map the various actors involved. This will inform 
the development of the new national noncommunicable diseases strategy for 2016–2020. 
Tobacco control regulations including smoking bans in the workplace and public places, but 
these are scattered among many subnational laws. Physical inactivity is a growing concern 
since large numbers of people are living more sedentary lifestyles.

1 WHO Regional Office for the Eastern Mediterranean, unpublished data, 2013.
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The priority is to develop a national strategy for chronic noncommunicable diseases and 
to strengthen the morbidity registry (for cardiovascular diseases and cancers) by making it 
more comprehensive and up-to-date.

Mental health and substance abuse
Neuropsychiatric disorders are estimated to contribute 16.7% of the burden of disease (12). 
The suicide rate is 2.4 per 100 000 population per year (13). Substance use is estimated at 
0.1%, while the estimated prevalence of substance use disorders among adult (15 years and 
over) males is 0.2% and females is 0.0% (14).

There is an increasing trend of substance use among young people. However, there is 
insufficient trained staff in mental disorders and disabilities, particularly in the areas of 
disorders caused by use of illicit drugs and mental disorders in children.

Violence and injury
The percentage of deaths caused by injuries in 2012 was 7.0%; of this, unintentional injuries 
accounted for 88.2% (of which 54.3% were due to road traffic injuries and 7.3% as a result 
of falls), while intentional injuries accounted for 11.8% (52.8% as a result of self-harm and 
47.2% as a result of interpersonal violence) (7). In 2010, the estimated road traffic fatality 
rate was 18.8 per 100 000 population (15). For post-injury trauma care, there is no universal 
emergency access telephone number (15).

Violence against children in schools and families is rising, along with violence against 
women. There is a need to strengthen the injury information system and to address the gaps 
in injury data between what is reported and what is estimated.

Disabilities and rehabilitation
Disability prevalence is 1.3%, (1.7% males, 1.0% females) (16). Age-specific disability 
prevalence is highest in the over 65 years age group (0.6%) and lowest among those aged 
0–14 years (2.7%) (16). Of the different types of disability/difficulty, 36.7% are physical-
related, 10.0% visual, 28.9% mental, 5.1% hearing, 4.7% speech, and 3.7% speech and 
hearing (16). Multiple disabilities constitute 5.8% of all disabilities (16).

The United Nations Convention on the Rights of Persons with Disabilities was signed 
in 2007 and ratified in 2008 and its Optional Protocol. Since 2010, the Higher Council 
for Social Development and for the Welfare of Disabled Persons has been the national 
coordination mechanism and is chaired by the Prime Minister, with representation of 
persons with disabilities. The overarching disability legislation is Directive Number 83 on 
the Advancement and Protection of Disabled Persons (2005). Disability strategies have been 
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put in place, such as a national plan for the prevention of disability, a national strategy for 
inclusion of disabled persons in schools, a national plan for the employment of the disabled 
and a national plan for space modification. 

There is believed to be an underestimation of disability prevalence based on indicators from 
different health areas. A deeper and better understanding of the prevalence and scope of 
disabilities is therefore an important first step for designing and implementing an effective 
response based on the WHO global disability action plan 2014–2021.

Nutrition
The estimated prevalence of various conditions due to malnutrition in children under-5 
years of age is summarized in the following indicators: 2.3% underweight, 2.8% wasting, 
1.7% severe wasting, 10.1% stunting and 14.3% overweight (17). Initiation of breastfeeding 
within one hour after birth is 39.9%, while 8.5% of children under 6 months of age are 
exclusively breastfed; low birth weight is 6.9% (18).

Anaemia and obesity are a high priority and need to be tackled in a systematic and targeted 
way. Nutrition interventions to address anaemia through flour fortification are needed, as is 
promotion of a healthy diet through reform of the food subsidy system to reduce fat, sugar 
and salt intake. 
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Promoting health across the life 
course
•	 Training has been provided to health personnel and health infrastructure has been 

enhanced to meet the needs of the elderly.

•	 A review of social determinants of health policies, strategies and national health plans 
has been taking place since February 2013 in 24 governorates. 

•	 The government has endorsed the WHO regional strategy on health and the 
environment and framework for action 2014–2019.

Reproductive, maternal, newborn, child and 
adolescent health
The maternal mortality ratio declined between 1990 and 2013 from 131.0 to 62.0 per 100 000 
live births (19) and the under-5 mortality rate decreased from 57.0 to 14.0 deaths per 1000 
live births (20). The leading causes of under-5 mortality are acute respiratory infection 
(9.0%), prematurity (25.0%) intrapartum-related complications (12.0%) and congenital 
anomalies (24.0%) (21). The proportion of women receiving antenatal care coverage (at 
least one visit) is 98.1% and (at least four visits) 85.1% (18). Unmet need for family planning 
is 7.0% and the contraceptive prevalence rate is 63.0% (21).

The country has achieved Millennium Development Goal 4. However, a key challenge is the 
disparity in health services coverage between rural and urban areas. 

Specific focus should be made on health care for mothers, the newborn, children 
and adolescents in crises situations. Strengthening the health information system for 
reproductive, maternal, newborn, child and adolescent health programmes is another key 
priority area.

Ageing and health
Life expectancy at birth rose by 6 years between 1990 and 2012 from 70 to 76 (21). In 2010, 
the ageing population, above 60 years, represented 9.9% of the total population, an increase 
of 91.5% since 1990 (22).

The population is ageing rapidly, with an increase in the proportion of elderly people. 
Chronic, mental and respiratory diseases are major health-related challenges for the elderly, 
especially those not covered by the national security system. A 1994 law stresses the duty of 
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the family, society and the state in providing the elderly with care and protection. To keep 
the elderly within their families and their familiar environment, mobile multidisciplinary 
units have been set up to provide health and social interventions and bring services closer 
to patients in their homes. The state provides elderly persons in need with permanent 
assistance as part of a national programme to assist the elderly within their families. A special 
committee for the elderly has been set up within the High Population Council to review the 
impact of the demographic transition. Training has been provided to health personnel and 
health infrastructure enhanced to meet the needs of the elderly. A key challenge is the lack 
of doctors specialized in geriatrics.

The momentum accompanying the launch of the World report on ageing and health in 
October 2015, and the related global strategy and action plan, is an opportunity to align the 
national strategy and national efforts. Capacity-building is also needed to strengthen the 
provision of age-friendly services for the elderly provided through the primary health care 
system and other channels.

Gender, equity and human rights mainstreaming
The country falls among the high human development countries, ranking 48 among 152 
countries in terms of gender inequality (23). Female adult (above 15 years of age) literacy in 
2011 was relatively low at 71.7% (24) and participation in the labour force is relatively low 
at 25.1% (23).

The Constitution of 2014 guarantees gender equality, non-discrimination and the right to 
health care, and financial and social protection, to all citizens. It emphasizes health as a right 
of every individual, and the state’s obligation to guarantee free health care for the vulnerable 
and equality between men and women. There is a free medical care programme for the poor 
and vulnerable. A participatory bottom-up human rights-based approach was adopted to 
develop the new national health policy and strategy. The full implementation of recently-
adopted laws remains a challenge, particularly for ensuring equitable access. Existing health 
inequities, in terms of trained health workforce, equipment quality and service coverage, 
need to be addressed. High out-of-pocket expenditure on health impedes health care access 
for the financially vulnerable.

Efforts are needed to implement and monitor the new laws, and to ensure equitable health 
care service access with equitable distribution of health resources to remote areas and across 
all population groups, particularly the vulnerable.

Social determinants of health
The Human development report 2014 ranked the country at 90 out of 187 countries across 
the world on the human development index (23). The population at poverty level was 15.5% 
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in 2010 (25). The urban population increased between 1990 and 2012 from 57.9% to 66.3%, 
while the access of the rural population to improved water sources remained constant at 
100% (25). In 2010, the age group 0–24 years accounted for 42.3% of the total population 
(22). Adult literacy rates in 2012 were 77.7% (26), while overall unemployment was 12.8% 
and for youth (15–24) 29.3% (25).

A review of social determinants of health policies, strategies and national health plans has 
been taking place since February 2013 in 24 governorates. This participatory process has 
involved a national conference that resulted in a statement to guide health system reform, 
adopted by all participants: citizens, health professionals, political parties and government. 
Challenges include insufficient resources and the added load caused by the influx of refugees 
due to the conflict in neighbouring countries. This needs to be taken in consideration when 
addressing the capacity of the country to effectively address social determinants of health 
among host and incoming populations.

A key priority is advocacy for the prioritization and integration of social determinants in 
health (and other sector) planning within the overall process of health system reform.

Health and the environment
It is estimated that 12 100 people a year die as a result of environmental factors and the 
percentage of disability-adjusted life years attributable to the environment is estimated 
18.0% (27). Access to improved sanitation facilities is 90.0%, while access to improved 
drinking-water is 97.0% (21), resulting in an estimated 82.0 deaths in 2012 due to inadequate 
provision (28). It is estimated that 0.01% of the population uses solid fuels (biomass for 
cooking, heating and other usages) (29).

Although water resources have been the focus of detailed planning over the last three 
decades, dryness continues to affect agricultural land and consequently food security 
and quality of life. Air pollution is monitored and reported. The government has been 
working on strengthening occupational health services, strengthening national capacity on 
environmental health risk assessment and water sanitation, and developing water safety plans 
to improve water quality. The government has also endorsed the WHO regional strategy 
on health and the environment and framework for action 2014–2019. The next step is to 
initiate a national multi-stakeholder process to develop a national strategic environmental 
health framework for action 2015–2016. WHO will provide technical support in this.
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Health systems
•	 The Constitution of 2014 (article 38) reaffirms health as a right.

•	 The vision and priorities of the White Book for A Better Health in Tunisia (validated 
during the National Conference  on Health in September 2014) and the recently 
designed 5-year plan of the Ministry of Health 2016–2020 underpin national efforts to 
tackle emerging and re-emerging diseases through strengthening the health system as 
a whole.

•	 Family medicine is now included as a specialty in the university training curricula for 
medical schools, and first pilots for its implementation are being launched in the field.

•	 There is a strong political commitment towards achieving universal health coverage 
and health in all policies.

National health policies, strategies and plans
Total expenditure on health per capita at the international exchange rate increased between 
2005 and 2013 from US$ 178.7 to US$ 308.6, of which general government expenditure on 
health increased from US$ 92.0 to US$ 182.8 (30). General government expenditure on 
health as a percentage of total expenditure on health also increased during the same period 
from 51.5% to 59.3% (30). However, total expenditure on health as a percentage of the gross 
domestic product decreased from 5.6% to 7.1% (30). The share of out-of-pocket spending 
decreased from 40.8% to 35.3% (30), Total expenditure on health from external sources 
increased from 0.2% to 1.0% (30).

The Constitution of 2014 (article 38) reaffirms health as a right. The vision and priorities of 
the White Book for A Better Health in Tunisia (validated during the National Conference 
on Health in September 2014) and the recently designed 5-year plan of the Ministry of 
Health 2016–2020 underpin national efforts to tackle emerging and re-emerging diseases 
through the strengthening of the health system as a whole. The current strategies and plans 
provide the following strategic directions for health care policies and objectives: sustaining 
and strengthening achievements in maternal and child health and reproductive health; 
preventing and controlling of communicable diseases; reducing regional health disparities; 
strengthening pharmaceutical sector health technology; establishing a human resources 
development programme; ensuring that training is better suited to the country’s needs and 
more in line with international standards; and establishing a national quality of care system. 
Over the past four years, there has been a focus on policy dialogue through intense social 
participation (dialogue societal en Santé) and health financing reforms. 

The share of out-of-pocket spending decreased but is still relatively high, considering 
that around 90% of the population is covered by a prepaid public system: either the 
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contributory system of national health insurance, or the non-contributory system of free 
medical assistance targeted at the most vulnerable. This highlights that in the context of a 
difficult economic situation and resulting tight fiscal space for health, efficiency gains need 
to be realized, especially by introducing new payment mechanisms for public and private 
providers alike.

A key priority is the reform of the health financing system, aiming at reducing household 
direct payments and increase effectiveness and efficiency through strategic purchasing, 
while creating innovative approaches to mobilizing additional resources. Other priorities 
include improving transparency and accountability, improving regulation of the private 
sector and developing public private–partnerships.

Integrated people-centred health services
Heath service delivery data shows that health posts decreased between 2010 and 2013 
from 19.64 to 18.72 per 100  000 population (31). There was a density of 2.33 hospitals 
per 100  000 population in 2013, 0.86 provincial hospitals and 0.27 specialized hospitals 
(showing a decrease since 2010) (31), and 0.01 mental hospitals in 2011 (32). The health 
workforce density increased between 2005 and 2010 for physicians from 9.3 to 12.2 per 
10 000 population, for dentists from 1.8 to 2.9 and for pharmacists from 2.1 to 3.0 (33), while 
there were 1.98 psychiatrists working in the mental health sector per 100 000 population in 
2011 (32).

The Ministry of Health has established an integrated vector management strategy and an 
infection control programme to help ensure patient safety. The programme also addresses 
the emerging threat of multiple antibiotic-resistance in common pathogens in the hospital 
environment. Health care services provided through primary health care centres, university 
hospitals, regional hospitals and district hospitals are distributed over the 24 governorates 
of the country. There is a wide regional variation in staff density. The private sector has 
been growing for the past two decades, particularly in the coastal and northern areas of the 
country. Family medicine is now included as a specialty in the university training curricula 
for medical schools, facilitating the implementation of the family practice model and first 
pilots for its implementation are being launched oin the field. Gaps in the delivery of health 
care include a geographical disparity in the distribution of health care professionals and 
access to medical specialty services in remote areas. The centralized management of the 
health system impedes responsiveness to local needs. The primary care level lacks the 
capacity to adequately respond to community health problems and ensure appropriate 
coordination with the other levels of care. At the hospital level, the focus on tertiary care 
in university hospitals means these are overburdened, while district and regional hospitals 
bed occupancy rates remain very low due to the absence of a well-defined care pathway. 
There are no incentives for quality improvement, although a national accreditation agency 
has recently been established, but is not yet operational. Weak regulation of private care 
providers and insufficient public–private partnerships are other challenges. 
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Major priorities include ensuring continuity of care and coordination across the different 
levels of care and addressing regional disparities in access to quality health care. Equitable 
access to health care services is needed with a focus on populations living in the remote 
areas and that are socioeconomically vulnerable. New policies are needed to attract health 
care providers to the western and southern regions of the country. Another priority is 
reinforcing the role of primary health care through the implementation of family medicine. 
There is also a need to increase the participation of citizens in governance and to improve 
transparency and responsibility. The implementation of a health care quality programme 
based on the use of national norms and protocols, supported by the use of quality indicators 
for both primary care and hospital level, is needed to allow the monitoring of health care 
service performance. 

Access to medicines and health technologies 
The pharmaceutical procurement system is based on a central pharmacy, which holds an 
import monopoly on drugs and vaccines, and local manufacturing of drugs for the private 
sector and for the central pharmacy for hospitals. The procurement of pharmaceuticals is 
overseen by legal procedures and is based on the list of essential medicines.

There is strong political commitment to achieving universal health coverage and health in 
all policies. A national dialogue on health is being held to inform health system reform and 
national health policy, and collaboration sought with international partners for the health 
sector reform programme. 

There is a need for more civil society organizations with a strong interest for health. A 
priority is to revise the national pharmaceutical policy, particularly for the rational use of 
drugs. Support is needed for the national pharmaceutical industry for the production of 
generic and bioequivalent drugs and to promote their export.

Health systems, information and evidence
The country has a fragmented and poorly developed health information system due to 
underinvestment in the collection, analysis, dissemination and use of data such as national 
health accounts and economic analyses of medical expenses. However, action is being taken 
to overcome these shortcomings, such as the development of electronic medical records and 
the institutionalization of national health accounts.

A priority is the integration of the information system so that it includes not only tertiary 
data, but epidemiological surveillance data as well, and produces a shared database that 
covers other sectors beyond health for generating health alerts, tracking trends and 
forecasting. 
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Preparedness, surveillance and 
response
•	 The national observatory of new and emerging diseases has established specific 

surveillance systems for dengue, chikungunya, pandemic influenza and other 
emerging diseases (Ebola virus disease and Middle East respiratory syndrome).

•	 An incident command system has been adopted and a strategic health operation 
centre established to coordinate the health sector response to emergencies.

Alert and response capacities
The government has requested a second extension to meet its obligations for implementation 
of the International Health Regulations (IHR) by 2016 due to the recent political and social 
disturbances in the country and the accompanying changes in decision-makers and high 
turnover in human resources. The government has submitted a new two-year IHR plan for 
implementation. The IHR focal point is the directorate of basic health care. 

The average level for IHR implementation is estimated at 56%, according to the IHR 
monitoring tool (2013). The country has progressed in implementing IHR capacities in 
legislation, surveillance and IHR-related food safety, zoonosis and chemical hazards. 
However, the country has not been able to maintain IHR capacities for coordination, human 
resources, points of entry and IHR-related radiation hazards. IHR implementation for these 
capacities was reported to be a significantly lower in 2013 than in 2012. Much effort is 
needed to enhance IHR capacities, particularly in fulfilling requirements for preparedness, 
response, management of radionuclear hazards, points of entry and enhancing cross-border 
collaboration. Although not reflected in the data received through the IHR monitoring tool, 
information collected through the in-country mission has revealed that the country has 
strong risk communication and IHR-related chemical capacities.

Challenges remain in relation to the isolation of the rapid response unit and the coordination 
of activities between the directorate and other partners. The national observatory of new and 
emerging diseases, in collaboration with the directorate, has launched a series of seminars 
on communication for crisis situations, the development of a national communication 
strategy and developing a national response plan, including the revision of laws defining 
the roles and missions of key institutions. 
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Epidemic and pandemic-prone diseases
The country has remained free from major outbreaks, although West Nile virus has remained 
a major public health problem. The appearance of Middle East respiratory syndrome 
(MERS) associated with travel highlighted that the country is not immune to the threat of 
emerging infections originating elsewhere. 

The national observatory of new and emerging diseases has established specific surveillance 
systems for dengue, chikungunya, pandemic influenza and other emerging diseases (Ebola 
virus disease and MERS). Monitoring protocols are being implemented and periodic 
reporting is published online. Several health monitoring days have been organized to raise 
awareness on emerging diseases. 

Given repeated surges of seasonal influenza, the country’s priority should be to create an 
integrated surveillance system for severe acute respiratory infection for the timely detection 
and response to epidemic influenza and other respiratory diseases caused by a novel 
virus. A control programme for influenza and other priority health problems, especially 
antimicrobial resistance, should also be considered as part of a comprehensive national 
strategy for eliminating the threat of epidemic and pandemic-prone diseases. The following 
should also be considered: establishment of an electronic early warning and response system 
that integrates epidemiological indicator- and event-based surveillance data; establishment 
of an environmental warning system with vector-related risk mapping; and development of 
plans for national preparedness and response and health surveillance.

Emergency risk and crisis management
The country is exposed to both natural and man-made disasters that cause a significant 
loss of life, livelihoods and infrastructure, reversing development gains. The annual loss 
attributable to natural disasters (based on data from 1994–2013) is on average 3.7 deaths, or 
0.04 per 100 000 inhabitants, with losses in purchasing power parity of US$ 0.9 million (34).

The country also faces occasional other hazards such as chemicals, floods, forest fires and 
earthquakes. In 1997, the Ministry of Health developed an emergency department unit 
to coordinate health emergency preparedness and response. There is a national strategy 
for health sector development encompassing most health partners. In 2010, an incident 
command system was adopted and a strategic health operation centre established to 
coordinate the health sector response to emergencies. This places the country in a better 
position to combat emergencies. However, more collaboration is needed with partners on 
the ground. 

An all-hazards approach needs to be integrated within the country’s policy and planning 
process based on a real-time risk assessment.
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Food safety
The existing food safety legislation is nonspecific and in need of updating. A proposal for 
new legislation in line with current international standards has been developed by the 
national agency for the sanitary and environmental control of products but has not yet been 
passed by Parliament. Four different ministries are directly involved in food inspection, 
food law enforcement and laboratory analysis, with two more ministries also involved in 
food safety activities. Coordination of activities among these six ministries poses challenges 
and is currently inadequate. Information and data sharing across ministries and agencies 
is minimal, hampering overall food safety capacity. Roles and responsibilities for the 
concerned agencies are unclear leading to overlaps, gaps and suboptimal use of available 
resources. The current foodborne disease surveillance programme only detects point 
source outbreaks rather than continuous common source outbreaks. Traceability and recall 
requirements should be added to food safety legislation to be able to effectively contain and 
limit the extent and magnitude of food safety events.

Poliomyelitis eradication
The last confirmed polio case was reported in 1992. The polio-free status has been sustained 
since then due to high population immunity. However, surveillance indicators have recently 
been below the cut-off point. The non-polio acute flaccid paralysis rate was 2.4, 1.6 and 
1.7 per 100 000 children under the age of 15 years in 2012, 2013 and 2014, respectively 
(the cut-off point is 2.0 per 100  000 children under the age of 15 years) (35). The stool 
adequacy rate was 78.7%, 74.4% and 81.8% in 2012, 2013 and 2014, respectively (cut-off 
point 80%) (35). The non-polio enterovirus rate was 3.3%, 0% and 0% in 2012, 2013 and 
2014, respectively (cut-off point 10%) (35). There is a need to urgently enhance surveillance 
activities to improve performance indicators to certification standards.

Outbreak and crisis response
Ongoing fighting in different regions of Libya has placed pressure on neighbouring 
countries, including Tunisia, as large numbers of people, including foreign workers, flee 
in search of a safe haven. In mid-2014, more than 6000 people were crossing the border 
into Tunisia each day, most of whom were migrant workers. This has placed a strain on the 
country’s health system. In late 2014, the government began scaling up its preparedness for 
Ebola virus disease by assessing and measuring the level of preparedness and readiness, 
using the WHO assessment checklist, and identifying critical gaps for improvement. An 
inter-ministerial committee has been created to monitor the epidemiological situation and 
the implementation of various measures related to rapid intervention units, isolation wards, 
monitoring cases, communication and coordination.
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Demographic profile
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Analysis of selected indicators
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